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ABSTRACT 

Objective 

Cancer patients need to trust their oncologist. How the oncologist communicates 

probably contributes to patients’ trust. Yet, patient characteristics such as their 

attachment style and health locus of control may influence how such communication is 

perceived. We examined how these personality characteristics influence trust as well as 

moderate the relation between oncologist communication and trust.  

 

Methods 

Eight videotaped scenarios of an oncologic consultation were created. Oncologist 

communication was systematically varied regarding their expressed competence, honesty 

and caring. Cancer patients (N = 345) were randomly assigned to view the videos and 

report their trust in the observed oncologist. Patients’ self-reported attachment style, 

health locus of control and trust in their own oncologist were assessed.  

 

Results 

Patients with a stronger external health locus of control trusted the observed oncologist 

more (p <.001). Attachment avoidance nor attachment anxiety were related to trust in 

the observed oncologist. However, attachment avoidance moderated the positive effect of 

oncologist communication of caring and honesty on trust: avoidant attachment significantly 

diminished the effect (p <.011 and p <.044, respectively). High attachment avoidance (p 

=.003) and attachment anxiety (p <.001) were related to weaker trust in patients’ own 

oncologist.   

 

Discussion 

Patients’ attachment avoidance may hamper their trust in their own, but not necessarily in 

a newly observed, oncologist. As expected, patients’ attachment style influences how 

oncologist communication influences trust, underscoring the importance of oncologists 

tailoring their communication to individual patients. We confirmed observational findings 

that patients convinced that others control their health trust their oncologist more than 

others.
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INTRODUCTION 

Cancer patients need to be able to trust their oncologists, since they depend on their 

medical knowledge and skills for either cure or extension of life [13]. When so much is at 

stake, strong interpersonal trust is even more crucial than in many other medical 

situations. To help oncologists create optimal trust, we need evidence on how it is 

established. 

Trust may be defined as the optimistic acceptance of a vulnerable situation, in 

which patients believe their physician to act in their best interests [10]. It is in part caused 

by the oncologist’s behavior. Three communication elements appear to especially foster 

cancer patients’ trust. Trust is enhanced if the oncologist 1) explicitly conveys medical 

competence, 2) informs the patient honestly and in sufficient detail, and 3) is caring and 

compassionate towards the patient [138 and Hillen et al., submitted].  

Trust is also presumed to be dependent on patient characteristics. Women, 

elderly, and more highly educated cancer patients were more trusting of their oncologist 

[42,73,93,108]. Additionally, particular personality traits, i.e., patients’ attachment style and 

their locus of control, have been frequently linked to cancer patients’ ability to trust their 

oncologist. Moreover, these traits may influence how oncologist communication is 

perceived [227], thus moderating the effect of communication on trust. However, solid 

evidence for the direct and indirect associations between cancer patients’ personality 

characteristics and trust is rare. Such associations should be established, as reduced trust 

is associated with more patient worry [112,123], reduced treatment adherence 

[121,126,230], and reduced loyalty to oncologists [231]. Therefore, this study sought to 

estimate how attachment anxiety, attachment avoidance, and health locus of control 

(HLOC) predict cancer patients’ trust in the oncologist (research question 1), and 

moderate the effect of communication on trust (research question 2) (see Figure 1). 

Results can help oncologists adapt their communication to individual patients. 

Attachment style 

Attachment style is a consistent and enduring pattern of how an individual relates to 

people when in a dependent relationship [173]. According to Bowlby’s attachment theory, 

people form mental representations of themselves and others during childhood by 

interacting with attachment figures [232]. The attachment styles observed in childhood are 

thought to persist throughout adulthood, and influence cognitions, affect, and behavior in 

close relationships [233,234]. People have traditionally been categorized into ‘attachment 
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styles’, i.e., anxious, avoidant or secure. Consequently, initial attachment self-report 

measures comprised three categorical descriptions, whereby people indicated which best 

described their predominant feelings in close relationships. More recently, evidence has 

accumulated that two dimensions of insecurity underlie such self-report measures of adult 

attachment style [235]. Thus, presently, adult attachment is predominantly assessed by 

combining scores on two, largely independent, continuous dimensions: attachment anxiety 

and attachment avoidance [236]. This dimensional approach allows uncovering nonlinear 

relationships with other variables and may provide more nuanced estimates of empirical 

relationships [237].  

Attachment anxiety involves a fear of interpersonal rejection or abandonment, an 

excessive need for approval from others, and distress when the other is unavailable or 

unresponsive. Attachment avoidance involves fear of dependence and interpersonal 

intimacy, an excessive need for self-reliance, and reluctance to self-disclose [238]. High 

scores on either or both dimensions are indicative of insecure attachment, whereas 

securely attached individuals score low on both attachment avoidance and anxiety [235]. 

At times of stress and vulnerability, e.g., in illness, attachment behaviors are 

thought to be particularly activated. Insecure attachment could then hamper patients’ 

willingness or ability to form a trusting relation with their physician [48,239]. The 

vulnerability induced by diagnosis and treatment of cancer might cause cancer patients to 

rely on attachment mechanisms even more [239]. Thus, cancer patients with insecure 

attachment styles may trust their oncologist less than securely attached patients [240]. 

Patients’ attachment style may also moderate how they perceive their 

oncologist’s communication, and how such communication impacts trust [239]. More 

specifically, avoidantly attached people are known to seek control, and might therefore 

require more information. As a result, they might appreciate an oncologist who 

elaborately and honestly provides information more than others. Attachment avoidance 

has also been associated with refusing empathy [241,242]. Consequently, for highly 

avoidant patients, caring behavior of the oncologist may negatively impact on trust. 

Reversely, anxiously attached patients were suggested to have a strong need for proximity 

[241], which may lead to a particularly strong beneficial effect of the oncologist’s caring 

behavior on trust.  

To summarize, it is hypothesized that cancer patients who score high on either 

attachment avoidance, attachment anxiety, or both, will report lower trust in the 

oncologist. The higher patients’ attachment avoidance, the stronger the expected positive 

effect of honest information provision by the oncologist. Moreover, the positive effect of 
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caring behavior on trust is expected to be stronger than average for patients with high 

attachment anxiety and weaker for patients with high attachment avoidance (see Figure 1).  

 

 

 

Figure 1. Visual representation of research hypotheses 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Powerful others health locus of control  

Health locus of control (HLOC) has additionally been related to patients’ trust. Moreover, 

it may determine how the oncologist’s communication influences their trust. HLOC is 

defined as the extent to which individuals attribute their health to their own actions or to 

external agents. Patients with an internal HLOC believe that positive health results from 

their own doing, willpower, or efforts [228]. In contrast, external locus of control may lie 

either with ‘chance’ or ‘fate’, or with ‘powerful others’. Powerful others HLOC is the 

belief that powerful individuals other than one-self, e.g., healthcare providers, control 

one’s health [243]. HLOC is thought to remain relatively stable throughout people’s lives 

[244,245] .  

Both people’s belief of whether others control their health and trust concern 

interpersonal relations. Thus, the two constructs have been repeatedly associated 
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[95,228]. Patients’ beliefs about the power of others over their health may determine their 

orientation toward, and evaluation of, their healthcare provider. When confronted with 

cancer, most patients have to undergo drastic procedures or treatments with limited 

guarantees and several associated risks. A belief that the physician carrying out this 

procedure or treatment strongly impacts one’s health could predispose someone to trust. 

Previous research in primary care [95,246] and among HIV patients [228] suggests that 

patients who believe others exert a strong control over their health are more trusting of 

their physician than those having an internal locus of control. Likewise, the effect of 

communication on trust may differ depending on patients’ health locus of control. 

Specifically, patients with a strong belief in powerful others may feel little need for 

personal control. Consequently, they might attach relatively less importance to detailed 

and honest information provision by their oncologist [247]. 

Summarizing, patients with strong powerful others HLOC were hypothesized to 

have more trust. Moreover, the stronger patients’ belief in powerful others in controlling 

their health, the weaker the expected positive effect of an oncologist’s honest 

information-provision on trust (see Figure 1). No hypotheses were formed regarding the 

interaction between caring and competent communication and HLOC on trust. 

 

 

METHODS 

Design 

This investigation is part of an experimental study in which the effects of specific 

characteristics of oncologist communication on patients’ trust were investigated (Hillen et 

al., submitted). Videotaped medical consultations (‘video vignettes’) were used, in which 

three elements of oncologist communication were systematically varied on two levels 

(standard vs. enhanced): Competence, Honesty, and Caring. Combining the three 

manipulations in an experimental 2 x 2 x 2 factorial design resulted in eight different video 

vignettes. Cancer patients were randomly assigned to view two different video variants, to 

increase statistical power. Video version and order were balanced, i.e., all 28 possible 

combinations of two out of eight videos occurred equally often. The primary outcome was 

patients’ reported level of trust in the observed oncologist. The hospital’s Medical Ethics 

Committee provided an exemption for the study to seek formal approval. 
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Subjects and procedure 

People who currently or previously had cancer (≥18 years) were recruited. Members of 

patient organizations were recruited through printed and website announcements. Clinic 

patients from four outpatient clinics of one urban, and one rural hospital received an 

invitation letter from their oncologist (surgeon, radiotherapy or medical oncologist). 

During an individual appointment at a medical consultation room, participants first 

completed a baseline questionnaire assessing socio-demographic, medical, and personality 

characteristics (T0). Next, they successively viewed two videos on a flat screen monitor 

placed opposite them, while imagining themselves in the place of the observed patient. 

The two videos were separated by a ten-minute distraction task to avoid possible blurring. 

After each video viewing, patients evaluated the observed oncologist on a questionnaire 

(T1 and T2, respectively).  

Development of experimental conditions 

Video vignettes development is described in detail in Appendix A. The videos illustrated an 

encounter between a surgeon and a patient with colorectal cancer discussing upcoming 

surgery. First, we developed a basic script based on six audio-recorded consultations of 

three oncologic surgeons and their patients. Second, variations of the basic script were 

created for communication of Competence, Honesty, and Caring, by adding two or three 

verbal communication alterations. For enhanced competence, the oncologist emphasized 

experience with the operation and being up-to-date on the recent research. To 

demonstration enhanced honesty, the oncologist emphasized wanting to honestly and 

exhaustively inform the patient about possible complications and the limitations of his 

abilities. For enhanced caring, the oncologist twice addressed a concern raised by the 

patient, and emphasized his continued availability (Appendix A).  

After pilot-testing (Appendix A), scripts were video-recorded with actors playing 

the roles of oncologist (male) and patient. For all eight versions, identical variants with a 

male and a female patient were created, to stimulate patient identification. Mean video 

duration was six minutes and 25 seconds. Manipulated versions were on average 40 

seconds longer than standard versions.   
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Measures 

Socio-demographic and medical characteristics  

Patients’ socio-demographics included age, gender, educational level, and ethnic 

background. Medical characteristics assessed were time since diagnosis, treatment status, 

and cancer site.  

Personality characteristics  

We assessed attachment using the extensively validated Experiences in Close Relationships 

short form (ECR-sf) [238]. The ECR-sf measures attachment anxiety (six items) and 

attachment avoidance (six items) (seven-point Likert scale, completely disagree = 1 to 

completely agree = 7). We translated the scale into Dutch using a forward-backward 

translation procedure. Internal consistency was acceptable (α = .74 for attachment 

avoidance and α = .60 for attachment anxiety). Health locus of control was assessed using 

the Dutch version of the Powerful Others subscale of the Multidimensional Health Locus of 

Control (HLOC) scales, (six-point Likert scale, completely disagree = 1 to completely agree = 

6) [243,248]. Reliability in this study was good (α = .83).  

Outcome variables  

The primary outcome was trust in the observed oncologist, assessed with the validated 

18-item Trust in Oncologist Scale (TiOS) (five-point Likert scale, completely disagree = 1 to 

completely agree = 5) [175,220]. We adapted item phrasing to refer to the observed 

oncologist, rather than the patient’s own oncologist. An example of a question is ‘This 

doctor strongly cares about your health’. An overall score is obtained by averaging the 

responses. Reliability of the scale was good in this sample (α = .82). Exploratorily, patients’ 
trust in their own oncologist was assessed using the same, unadapted, TiOS.  

Analyses 

Power analysis using G*Power version 3.1.5 [221] was performed. We aimed to test 11 

effects. Using an alpha of .05, for a 95% power to detect effects with a medium effect size 

of Cohen’s F2 = .15, at least 178 observations would be required [222]. To account for the 

fact that two observations were nested within each patient, the number of independent 

observations was calculated. Therefore, the required sample size was multiplied by 1 + the 

presumed correlation between TiOS scores of observations 1 and 2 (rs = .70) [223]. This 

yielded a minimum sample size of 303 observations.  
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All other analyses were performed using SPSS 16.0 [179]. Missing TiOS values 

were replaced using expectation maximization (EM) [170]. We used random intercepts 

multilevel analyses, to account for the multilevel structure of the two observations (level 

1) nested within each patient (level 2). All non-dichotomous variables were standardized in 

multilevel analysis to improve interpretation of beta values. First, we tested the 

appropriateness of using multilevel analysis with an empty model including only within and 

between subject variation in trust (Model 0). Note that, in multilevel models 1 through 4, 

we controlled for the observation order, by including it into the model as a fixed factor. 

This allowed us to control for any effects related to the observation order rather than the 

communication styles or patients characteristics (see Hillen et al., submitted). In Model 1, 

we added socio-demographic characteristics (i.e., age, gender, and education) to control 

for their effects. Next, we additionally included the main effects of the three 

communication variations on trust, i.e., Competence, Honesty, and Caring (Model 2). For 

research question 1, the main effects of attachment avoidance, attachment anxiety, and 

locus of control on trust were tested by including them in Model 3. Finally, we tested 

research question 2 by including the hypothesized interactions between communication 

and personality characteristics (Model 4). These were the interactions between 1) Caring 

and attachment avoidance, 2) Honesty and attachment avoidance, 3) Honesty and 

attachment anxiety, and 4) Honesty and locus of control. Exploratorily, we assessed the 

association between personality characteristics and patients’ trust in their own oncologist 

in stepwise linear regression analysis. We tested main effects of attachment anxiety, 

attachment avoidance and powerful others HLOC while controlling for socio-demographic 

characteristics. To account for multiple testing, findings were considered significant if p 

<.01, and marginally significant if p <.05. 

 

 

RESULTS 

Data check 

Two patients were excluded from analyses because of high rates (>50%) of missing data. 

We replaced missing values on TiOS at T0 (1.5%), T1 (3.6%), and T2 (1.8%). Variation of all 

three communication characteristics was successful: the enhanced Competence (M = 4.08 

vs. M = 3.94, β =.12, 95% CI .01, .23; p <.033), enhanced Honesty (M = 4.05 vs. M = 3.89, 
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β =.19, 95% CI .08, .30; p <.001), and enhanced Caring (M = 3.35 vs. M = 2.94, β =.45, 
95% CI .31, .58; p <.001) conditions were perceived as such.  

Sample 

Table 1 displays socio-demographic and medical characteristics of the sample (N = 345). 

Patients’ median age was 63 years (SD = 11, range 29–89), and 52% were female (see 

Table 1). Mean trust in the observed oncologist was 3.65 (SD = 0.73, range 1.28–5.00, 

Skewness = -.35). Patients’ mean trust in their own oncologist was 4.21 (SD = 0.60, range 

1.78–5.00, skewness = -.92). Average score for attachment anxiety (ECR-sf) was 2.72 (SD 

= 0.95, range 1.00–6.67), and for attachment avoidance was 2.86 (SD = 1.10, range 1.00–

6.00). Mean score for powerful others locus of control was (PO-MHLC) was 3.27 (SD = 

1.05, range 1.00–6.00).  

The relation between personality characteristics and trust in the observed 

oncologist 

Table 2 displays the fit indices and explained variance in trust scores (TiOS) for the 

different models tested in multilevel modeling. There was strong variation in trust 

between patients (var(υ0j) = .63, χ2 = .03, p <.001), indicating appropriateness of using 
multilevel modeling (Model 0). As previously established (see Hillen et al., submitted), 

elderly, lower educated patients were more trusting (Model 1), and enhanced 

communication of Competence, Honesty, and Caring by the oncologist enhanced trust 

(Model 2). High scores on powerful others HLOC correlated with higher trust in the 

observed oncologist (β = .19, 95% CI .10, .29; p <.001), even when accounting for socio-

demographic characteristics and communication variations (Model 3). Lower attachment 

avoidance was marginally associated with lower trust (β = -.10, 95% CI -.19, -.23; p <.036). 

Attachment anxiety did not predict patients’ trust in the observed oncologist. 
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Table 1. Sample characteristics (N = 345) 
      Mdn (Range) SD 

Age (n = 344)  63 (29–89) 11 

    

      n % 

Gender (n = 345)    

 Male  167 48 

 Female  178 52 

Educational level (n = 345)   

 None/Primary school 11 3 

 Secondary/Lower level vocational school 168 49 

 College/University 166 48 

Population (n = 344)   

 Dutch  339 99 

 Other  5 1 

Recruitment origin (n = 345)   

 Patient organization 197 57 

 Academic hospital in urban area 114 33 

 Non-academic hospital in rural area 34 10 

Time since diagnosis in years (n = 341)   

 0-1   42 12 

 1-2   61 18 

 2-5   105 31 

 >5   133 39 

Treatment status (n = 345)   

 In active treatment 88 26 

 Undergoing regular check ups 236 68 

 No treatment or check ups 21 6 

Primary tumor site (n = 344)   

 Colon  80 23 

 Other gastrointestinal 26 8 

 Breast  79 23 

 Genitourinary  66 19 

 Gynecologic 26 8 

 Lymph nodes / bone marrow 42 12 

  Other   25 7 
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The moderating effect of personality characteristics on the relation between 

communication and trust in the observed oncologist 

As predicted, attachment avoidance moderated the effects of oncologist communication 

on trust (Model 4). These moderation effects explained the direct association between 

attachment avoidance and trust, which was no longer statistically significant. The higher 

patients’ attachment avoidance, the weaker was the positive effect of oncologist’s honest 

communication on trust (β = -.11, 95% CI -.21, -.00; p <.044) (see Figure 2). Similarly, the 

effect of oncologist’s caring communication on patients’ trust was weaker among more 

avoidantly attached patients (β = -.13, 95% CI -.23, -.03; p <.011) (see Figure 3). The other 

predicted interactions were non-significant. Main and interaction effects of all variables are 

displayed in Table 3. Model 4 explained 19.5% of the total variance in trust scores (see 

Table 2).  

The relation between personality characteristics and trust in one’s own 

oncologist 

Patients’ trust in their own oncologist was not significantly associated with patients’ 

gender, age or education. Patients with higher attachment anxiety and higher attachment 

avoidance reported less trust in their own oncologist (see Table 4). Conversely, high 

powerful others HLOC was associated with stronger trust in patients’ own oncologist. 

 

 

 
Table 2. Fit indices of multilevel models, including trust as the dependent variable 

  AIC -2LL df Model fit improvement  
Explained variance 
in trust scores

┼
  

Model 0 1779.46 1773.46 3   

Model 1  1740.25 1726.25 7 **   8.3% 

Model 2 1655.72 1635.72 10 ** 12.9% 

Model 3  1610.58 1584.58 13 ** 18.2% 

Model 4 1604.94 1570.94 17 ** 19.5% 

Note: Lower values of the and AIC and -2LL indicate closer fit. ** indicates significance at p<.01. 
┼
Explained variance of each model was calculated by comparing its residual variance with the residual 

variances of the null-model [249]. Model 0: empty model; Model 1: socio-demographics; Model 2: socio-
demographics and personality characteristics; Model 3: socio-demographics, personality characteristics 
and communication manipulations; Model 4: socio-demographics, personality characteristics, 
communication manipulations, interactions between personality characteristics and communication 
manipulations. 
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Figure 2. Visual display of the interaction between Attachment Avoidance (ECR-sf) and 
oncologist Honesty on Trust (TiOS) 

 
 
 
 
 
Figure 3. Visual display of the interaction between Attachment Avoidance (ECR-sf) and 
oncologist Caring on Trust (TiOS) 
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DISCUSSION 

We examined whether cancer patients’ attachment style and locus of control predicted 

their trust in an oncologist observed in a videotaped consultation. Moreover, we 

investigated whether the impact of oncologist communication on trust was moderated by 

these personality characteristics. Results indicated that the belief that powerful others 

exert a strong influence over one’s health predicted stronger trust in an observed as well 

as patients’ own oncologist, irrespective of patients’ age, gender or education level. 

Neither attachment anxiety, nor attachment avoidance were independently predictive of 

trust in the observed oncologist. Patients’ attachment avoidance did, however, moderate 

how the oncologist’s communication of caring and honesty influenced patients’ trust. 

Finally, exploratory analyses revealed that more attachment anxiety and more attachment 

avoidance were associated with stronger trust in patients’ own oncologist. 

 

 

 
Table 3. Main and interaction effects of socio-demographic characteristics, personality 
characteristics and communication manipulations on trust (TiOS) in multilevel Model 4 
    b SE b p 95% CI 

Level 1 model     

 Intercept -0.77  .18  -1.11, -.42 

 Observation order  .18  .04 <.001  .10, .26 

 Age   .16  .05   .001  .06, .26 

 Gender  .06  .10   .570 -.14, .26 

 Education -.11  .05   .017 -.21, -.02 

 Competence  .16  .05   .001  .06, .26 

 Honesty  .31  .05 <.001  .21, .40 

 Caring  .36  .05 <.001  .27, .46 

 Attachment avoidance  .02  .06   .750 -.10, .13 

 Attachment anxiety -.09  .05   .110 -.19, .02 

 Powerful others HLOC  .15  .06   .008  .04, .25 

 Attachment avoidance x Honesty -.11  .05   .044 -.21, -.00 

 Attachment avoidance x Caring -.13  .05   .011 -.23, -.03 

 Attachment anxiety x Caring  .07  .05   .200 -.03, .17 

 LoC belief in powerful others x Honesty  .08  .05   .098 -.02, .18 

Level 2 model     

  Participant (intercept)  .55  .05 <.001  .45, .66 

Note: the smallest level of analysis (level 1) is an observation. Two observations are nested within a 
participant (level 2) 
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Table 4. Regression model for the association between socio-demographic and 
personality characteristics and patients' trust in their own oncologist (TiOS) 

b SE b β p   
Step 1       

 Constant -.01 .11   

 Gender .00 .07 .00   .99 

 Age .00 .00 .03   .63 

 Education .02 .02 .06   .30 

Step 2      

 Constant -.08 .11   

 Gender .04 .07 .04   .54 

 Age .00 .00 .02   .75 

 Education .01 .02 .03   .63 

 Attachment anxiety   -.17 .03 -.26*** <.001 

 Attachment avoidance -.09 .03 -.16**   .003 

  Powerful others HLOC .08 .03 .15**   .009 

Note: R
2
 =.00 for Step 1, ∆R

2
 =.12 for Step 2 (p <.001) 

 

 

 

Based on the available theory and empirical evidence, an insecure attachment 

style (i.e., high scores for attachment avoidance, attachment anxiety, or both) was 

expected to predict less trust in the observed oncologist. The unexpected absence of 

these effects could be explained by the lab setting used in this experiment, allowing only 

the establishment of an initial relationship. As patients observed the videotaped oncologist 

only twice, and in similar consultations, the current study did not simulate a long-term 

relationship. Attachment style may play only a limited role in the initial establishment of a 

relation, gaining significance during further development of an interpersonal relationship 

[173]. Consistent with this explanation, both attachment anxiety and attachment 

avoidance were found to be associated with weaker trust in patients’ own oncologists. 

Patients had continuous relationships with their own oncologist: 61% had seen their 

oncologist more than ten times, while only 4% had had less than three contacts. In a 

previous qualitative study on trust, two types of trust were identified among cancer 

patients [149]. The first type was immediate, whereas the second evolved more slowly, 

after repeated interaction. Possibly, the current experimental design allows only the 

manipulation of the former, short-term type of trust. Trust in patients’ own oncologist 

may reflect the second, slowly established, type. Consistently, trust in the observed and in 

patients’ own oncologist correlated only moderately (rp = .24). This does not automatically 

disqualify the results of this study, as short-term relations with multiple oncologists are 
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becoming more and more standard in cancer care [29], prohibiting the opportunity to 

form long-term relationships [173].   

Our findings suggest that avoidantly attached patients interpret caring behaviors 

of the oncologist less positively than others. Among extremely avoidantly attached 

patients, caring behavior did not increase trust at all. This finding is consistent with the 

idea that avoidantly attached individuals deal with insecure situations by striving for 

autonomy and control, and distancing themselves from attachment figures [241]. 

Oncologists, accostumed to patients who appreciate caring, compassionate 

communication [13,98,100], may be inclined to approach avoidantly attached patients by 

communicating even more caringly, to reduce interpersonal distance. Our results might 

help them realize that such caring behavior may be counterproductive for these patients. 

Out of a reluctance to form a relationship with their oncologist, these patients may reject 

proximity-seeking behavior, which they perceive as threatening [242]. Oncologists can 

attempt to be responsive to such specific attachment needs by showing clear respect for 

patients’ sense of autonomy and independence [239,242]. Thus, they may support 

insecurely attached patients form a collaborative therapeutic relationship [250].    

We expected that avoidantly attached patients would perceive an honestly 

communicating oncologist as more trustworthy than others: receiving more honest and 

detailed information would increase their sense of personal control [242]. Our results, 

however, suggest an opposite association: Honest information provision did not enhance 

trust for avoidantly attached patients. Although this relation should be further confirmed, 

we might speculate that the specific type of information provided by the ‘honest’ 

oncologist reduced, rather than enhanced, patients’ sense of personal control. The 

fragments added to the script to enhance honesty mostly involved the oncologist 

attempting to be realistic and nuanced, e.g., stressing that metastases could not be ruled 

out. Such information might impair a sense of personal control among avoidantly attached 

patients, and thus damage their trust.  

Our results confirmed the presumption that patients with cancer who believe 

that powerful others impact strongly on their health were more trusting of the oncologist. 

This relation is consistent with previous empirical findings [95,228,246], and intuitively 

makes sense: Patients who feel they have little control over their cancer will feel 

comfortable delegating power to their oncologist. For these patients to be forced into a 

more autonomous position regarding, for example, their treatment choices would be 

stressful [95]. To them, fully trusting their oncologist may be most beneficial. Indeed, 

cancer patients who have an external locus of control experience experienced less stress 

and negative affect [251]. However, when taken to its extreme, patients who feel they 
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have no control over their medical situation may blindly trust their oncologist and assume 

a passive role [246]. For such patients, the oncologist may need to actively encourage 

reflecting on, and voicing, their personal preferences.  

This study has some strengths, most important of which is the experimental 

design which allows for conclusions about cause and effect. However, some limitations of 

the study also need to be mentioned. Most important is the reduction in ecological validity 

that the use of a lab setting may have entailed. Even when significant efforts were invested 

into maximizing realism and patients’ identification, results may not be fully translatable to 

clinical practice. Second, this study relied on quantitative measurement of attachment 

styles. As a result, it was not possible to unravel the possibly complex nature of the 

relation between attachment and patients’ trust in their own oncologist. Previous 

empirical findings suggest that avoidantly attached patients focused on maintaining control 

whereas anxiously attached patients primarily sought safety [241]. Their different 

respective focuses led to different trust-related goals, different ways of dealing with trust-

violation, and interpretations of trust-related experiences. In future research, such 

intermediate processes may be exposed through qualitative assessments of attachment.   

Concluding, this study is the first to experimentally test the influence of 

personality characteristics on how cancer patients perceive oncologist communication and 

how it, consequently, determines their trust in an oncologist. Results indicate that 

communication perceived positively by some may strike other patients as disagreeable. 

Thus, these findings underline how oncologists should continuously attempt to tailor their 

communication style to their individual patients [252]. This will enable them to achieve 

and preserve trust, which will benefit cancer patients. 

 


