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Abstract

This dissertation explores how concierge and premium healthcare services impact patient trust,
emphasizing the service design elements that facilitate trust development in increasingly
fragmented healthcare systems. Amid rising patient empowerment and choice, capacity
limitations, and growing patient demand for control, the study considers trust not only as a

relational outcome but also as a strategic asset integral to service structures.

An exploratory sequential mixed-methods approach was employed. First, twelve expert
interviews with clinicians and managers identified key trust-building mechanisms. These
insights guided a quantitative survey with 208 respondents, which was analyzed using multiple
regression and group comparisons. The results show a clear hierarchy of trust
drivers. Personalization - defined by the "decommodification of time" - was the strongest
predictor of patient trust, confirming time as a rare, inimitable resource. Accessibility served
not only as a convenience but also as a reliable "signal of competence," indicating a

psychological process of attribute substitution among patients.

The study identified a Citizen-Consumer Gap: although concerns about societal fairness
remain, they do not significantly reduce trust at the individual level. Instead, participants view
the membership fee inherent to concierge models not as a barrier, but as a means to restore
autonomy - a concept this research terms the Dignity Premium. This study links medical
sociology to strategic management, offering practical guidance for providers on fostering trust

through human-centered access and ongoing relationships.
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Resumo

Esta dissertagdo explora o impacto dos servigos de saude concierge € premium na confianca do
paciente, enfatizando os elementos de design de servico que facilitam o desenvolvimento da
confianca em sistemas cada vez mais fragmentados. Num contexto de crescente
empoderamento, limitacdes de capacidade e procura por controlo, o estudo considera a
confian¢a ndo apenas como um resultado relacional, mas também como um ativo estratégico

integrado nas estruturas de servigo.

Foi empregada uma abordagem exploratoria sequencial de métodos mistos. Primeiramente,
doze entrevistas com especialistas (médicos e gestores) identificaram mecanismos-chave,
orientando um inquérito quantitativo com 208 participantes, analisado por meio de regressao
multipla e de comparagdes entre grupos. Os resultados demonstram uma hierarquia clara: a
Personalizagdo - definida pela "desmercantilizagdo do tempo" - foi o preditor mais forte,
confirmando o tempo como um recurso raro e inimitavel. A acessibilidade serviu ndo apenas
como conveniéncia, mas também como um "sinal de competéncia" fidvel, indicando um

processo psicologico de substitui¢do de atributos.

O estudo identificou uma importante Citizen-Consumer Gap: embora permanecam
preocupagdes com a justica social, estas ndo reduzem significativamente a confianga
individual. Em vez disso, os participantes veem a taxa de adesdo inerente aos modelos
de concierge ndo como uma barreira, mas como um meio de restaurar a autonomia, conceito
que esta investigacdo denomina Dignity Premium. Este estudo liga a sociologia médica a
gestdo estratégica, oferecendo orientagdes praticas para fomentar a confianca por meio de

acesso centrado no ser humano e de relagdes continuas.

Palavras-chave: Confianca do Paciente, Medicina Concierge, Visdo Baseada em Recursos,

Teoria da Sinalizagdo, Discrepancia Cidadao-Consumidor, Gestao em Saude.

Titulo: A Confianga como Ativo Estratégico: Explorar Servigos Premium de Concierge na

Saude Autora: Victoria Scheer
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1. Introduction

Despite investment exceeding $4.9 trillion in the U.S. alone (CMS, 2024), healthcare systems
in high-income regions face crises of efficiency and fragmentation. Demographic pressures and
the prevalence of chronic disease have created a volume-based environment in which time is
scarce. Consequently, patients often experience the system not as a place of care, but as an

industrial process marked by rushed consultations and administrative barriers.

This creates a tension. As Berry and Bendapudi (2007) observe, "health care is a rare service
that people need but do not necessarily want." Yet, it remains "arguably the most personal and
important service that consumers buy." When this deeply personal need collides with an
impersonal, volume-driven system, a critical shift occurs: Patients transition from passive
recipients of treatment to active health consumers seeking agency, personalization, and

responsiveness.

In this context, Concierge and Direct Primary Care (DPC) models have emerged not merely as
luxury trends but as strategic market responses to the limitations of standard care. By charging
an annual retainer fee in exchange for limited panel sizes, these models promise to restore the
traditional doctor-patient dyad. They effectively commodify access while decommodifying
time, offering 24/7 availability and extended visits as their core value proposition. What began
in the mid-1990s as a niche service for the ultra-wealthy is now expanding globally, driven by
a growing willingness among patients to pay out-of-pocket for what this dissertation defines as
the Intimacy Premium - the relational certainty that public systems increasingly struggle to

provide.

However, the impact of these models on Patient Trust - the psychological core of medicine -
remains a paradox. Introducing a direct financial transaction creates tension. Advocates argue
that fees foster trust by allocating time for benevolence; critics warn that commercializing
access creates a two-tier system, potentially eroding trust by replacing moral obligations with

contractual ones.



This dissertation addresses this tension. It moves beyond the ethical debate to empirically

examine sow premium service features - especially time, accessibility, and personalization -

translate into Patient Trust. Specifically, the research aims to:

Identify the strategic service levers (e.g., personalization, accessibility) that
differentiate concierge models from standard care.

Analyze how these features act as credible signals of competence, benevolence, and
integrity, utilizing Signaling Theory and the Trust Model by Mayer et al. (1995).
Investigate the tension between the "Citizen" (concerned with fairness) and the
"Consumer" (seeking access) in the formation of trust.

Provide managerial implications for healthcare providers on how to operationalize trust

not merely as sentiment but as a strategic asset.

Accordingly, this dissertation is guided by the following Research Question: How do factors

associated with concierge premium services influence patient trust in healthcare?

This study bridges medical sociology and strategic management. It links established trust

theories to concierge practices, applying Resource-Based Theory (RBT) and Signaling Theory

to view trust as a capability that depends on the decommodification of time. It also shifts the

patient's sociological perspective from passive recipient to active bearer of a "mandate of trust”

(Skirbekk et al., 2023), providing empirical data on the "Willingness-to-Pay" for relational

certainty.
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2. Literature Review

Trust is the fundamental glue of social cooperation and a critical determinant of organizational
success. In its most widely accepted definition, Mayer et al. (1995) describe it as
"one party’s willingness to be vulnerable to another, based on the expectation that the
other will act in the trustor's best interests, regardless of the trustor's ability to oversee
or control that party."
From this perspective, trust is not merely a calculated risk but a psychological readiness to rely
on a trustee’s perceived ability, benevolence, and integrity. Complementing this view, trust
development is dynamic, evolving from rational "calculus-based" assessments to deeper,

relational bonds formed through repeated interaction (Rousseau et al., 1998).

In the healthcare context, these dimensions are uniquely amplified by the inherent knowledge
gap between patient and provider. Trust serves as a necessary bridge, enabling patients to
accept the risks of treatment even when they cannot technically evaluate the physician’s skills
(Hall et al., 2001). Beyond reducing complexity, Mechanic (1998) posits that trust provides the
essential context for cooperation, enabling doctors and patients to work together to set care
objectives and seek reasonable ways to achieve them, acting as a buffer against systemic

friction.

Recent scholarship has refined this understanding, moving away from trust as a static trait
toward viewing it as an active authorization. Trust is also conceptualized as a
negotiated "mandate" - a permission given by the patient that allows the physician to exercise
professional judgment (Skirbekk et al., 2023). Crucially, this mandate is not a static attribute
that physicians automatically possess; rather, it is a dynamic authorization granted by the
patient, with scope that varies with the depth of the relationship. Consequently, the central
question in modern healthcare - and particularly in premium services - is not
just whether patients trust, but specifically what drives them to grant this mandate. The
following section examines the specific dimensions of ability, benevolence, and integrity to

build a theoretical foundation for understanding how this mandate is constructed.

2.1 Operationalizing Trust in Service Relationships

To move beyond abstract ideas, trust must be turned into measurable factors that influence

perceived trustworthiness. As Mechanic (1998) notes, "trust is multidimensional, and some

11



aspects are more easily tested than others." Consequently, to empirically capture its influence,
scholars rely on established frameworks that decompose this complexity into specific drivers.
The most widely accepted framework identifies three key dimensions: ability, benevolence,
and integrity (Mayer et al., 1995). Ability refers to specific skills and competence in each area.
Benevolence indicates the extent to which a trustee acts for the benefit of the trustor rather than
for selfish profit. Integrity involves adhering to principles that the trustor values, such as

honesty and fairness.

Ability L Perceived Risk

— Benevolence fp Trust L Risk Taklnfg mn > Outcomes
: i Relationship

~x

Integrity 4 /

Trustor’s Propensity

Figure 1: Proposed Model of Trust (Mayer et al., 1995)

As shown in Figure 1, these three factors determine the level of trust, which is influenced by
the trustor's inherent trustworthiness. Significantly, this model differentiates
trust from confidence. While confidence involves relying on predictable systems or results that
require no decision, trust entails a deliberate willingness to be vulnerable amid uncertainty

about another's actions (Mayer et al., 1995).

McKnight and Chervany (2001) introduce a topology relevant to complex service
environments. Their framework distinguishes between disposition to trust(a general
psychological tendency) and institution-based trust (a belief in structural safeguards such as
regulations or guarantees), which, in turn, precede specific trusting beliefs (competence,

benevolence, and integrity) and trusting intentions.

In the healthcare setting, these general dimensions translate into specific operational qualities

described by Mechanic (1998). Ability equates to technical competence and clinical

12



judgment. Benevolence is operationalized as Agency - the assurance that the physician is acting
solely in the patient's best interest rather than maximizing financial returns for
stockholders. Integrity manifests as openness and the absence of conflicting incentives,
ensuring that care decisions remain insulated from commercial pressures. This
operationalization links theoretical ideas of vulnerability to observable actions in concierge
medicine, where structural elements (such as membership models) and interpersonal

interactions (such as extended time) interact to shape patients' trust.

2.1.1 Trust as a Strategic and Dynamic Resource

Beyond its behavioral definitions, trust serves as a vital strategic instrument. As relationships
evolve from isolated transactions to continuous interactions, trust replaces rigid controls,
lowering transaction costs and enhancing predictability (Berry, 1995; Rousseau et al., 1998).
Within the Resource-Based View (RBV), now termed Resource-Based Theory, trust is a
socially complex, path-dependent resource. Unlike physical assets, which are perfectly
imitable, their "imperfect imitability" confers a sustainable competitive advantage, enabling
organizations to differentiate through authentic relationships rather than price (Barney, 1991).
Notwithstanding critiques of the RBV for being tautological and for factors being knowable
only ex post facto (Priem and Butler, 2001), the framework is applied as a useful heuristic in

our analysis.

Complementing the RBT, the Dynamic Capabilities framework explains how organizations
mobilize this resource. Barreto (2010) offers a comprehensive conceptualization, defining
dynamic capabilities as
"[...] the firm's potential to systematically solve problems, formed by its propensity to
sense opportunities and threats, to make timely and market-oriented decisions, and to

change its resource base."

In the context of concierge medicine, trust acts as the operational catalyst for each of these
dimensions:
1. Sensing: High-trust relationships facilitate transparent dialogue, allowing providers to
accurately "sense" subtle health risks before they escalate.
2. Seizing: Trust removes the friction of skepticism. Patients act on recommendations

immediately, enabling critical speed in high-velocity environments.
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3. Transforming: Trust ensures that patients accept new care strategies (e.g., shifting
from preventive to acute care) without hesitation, thereby allowing providers to

reconfigure services effectively.

Empirical research confirms the strategic value. Trust mediates the link between
communication quality and loyalty (Diouri et al., 2025; Pokhilenko et al., 2021) and boosts
treatment adherence (Rao et al., 2025). Consequently, the systematic operationalization of trust

1s a core driver of sustainable value creation.

2.1.2 Theoretical Frameworks of Trust Formation

Three main theoretical perspectives explain the formation, signaling, and maintenance of trust
in service relationships: Signaling Theory, Social Exchange Theory, and Relational Marketing

Theory.

Signaling Theory addresses how trust forms in the absence of direct experience and amid
information asymmetry. To reduce uncertainty, people rely on observable signals to infer
unobservable qualities. For a signal to be convincing, it must be credible and costly to imitate
(Spence, 1973). In high-end healthcare, credentials, exclusivity, and transparent
communication serve as signals that help patients assess competence and integrity before

engaging in clinical care.

Social Exchange Theory holds that trust develops through repeated, mutually beneficial
interactions. Unlike economic exchange, which depends on formal contracts, social exchange
hinges on future commitments that are not specified in advance, making trust crucial for
stability (Blau, 1964). In healthcare, this reciprocity manifests as patients trusting professional
expertise, while providers reciprocate with care. Successful exchanges build expectations of
reliability and fairness, reducing uncertainty and aligning with the dimensions of ability,

benevolence, and integrity (Mayer et al., 1995).

Once established, Relational Marketing Theory explains how trust is maintained. Rather than
focusing on individual transactions, this approach emphasizes long-term engagement (Berry,
1995). Central to this is the Commitment-Trust Theory, which holds that successful

relationship marketing requires both trust and commitment. In this Key Mediating Variable
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(KMV) model, trust serves as a primary mediator linking relational antecedents, such as shared

values and communication, to cooperative outcomes (Morgan & Hunt, 1994).

As shown in Figure 2, trust enhances commitment, boosting cooperation and reducing conflict.
This is critical for intangible services where pre-purchase assessment is impossible.
Collectively, these frameworks map the trust dynamic: Signaling Theory explains initiation,
Social Exchange accounts for development, and Relational Marketing ensures endurance. In

concierge medicine, these processes function simultaneously to sustain the patient-provider

bond.
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Figure 2: The Commitment-Trust Theory (Morgan & Hunt, 1994)

2.2 The Ecosystem of Healthcare Trust: Foundations and Determinants

Healthcare trust operates on interdependent levels: interpersonal trust in clinicians and
institutional trust in the system (Campos-Castillo et al., 2015). These levels reinforce one
another; confidence in the system buttresses trust in individual providers. To capture these
dynamics, Hall et al. (2001) adapted Mayer et al.’s (1995) framework to develop the Wake
Forest Physician Trust Scale (WFPTS). This model operationalizes trust through four core

clinical behaviors: fidelity, competence, honesty, and confidentiality.

To sustain these dimensions - especially fidelity and competence - trust relies equally on
relational quality and organizational structure. While communication and empathy facilitate

shared decision-making (Whitney et al., 2021), continuity of care is essential to the structure.
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Consistent interactions build strong relationships, correlating with higher adherence and
efficiency (Wiedermann, 2025). Skirbekk et al. (2023) reframe trust as a
dynamic "mandate." While episodic care implies a "narrow mandate," premium care supports
a "wide mandate," granting physicians latitude to manage complex needs. This creates a buffer

against conflict, establishing the context for cooperation (Mechanic, 1998).

However, market structures can undermine this bond. High trust reduces the need for second
opinions (Hall et al., 2001). Conversely, if for-profit motives prioritize commercial interests
over patient welfare, patients are forced to act as vigilant consumers rather than trusting
recipients (Mechanic, 1998). Consequently, trust serves as the vital mechanism linking human

interaction with institutional reliability.

2.3 The Rise of Healthcare Consumerism

Healthcare has shifted from a hierarchical model to an autonomy-based model, positioning
patients as informed evaluators who integrate medical logic with consumer expectations. This
evolution has driven the emergence of Concierge and Premium Models, blending clinical

excellence with responsiveness to redefine access and trust (Lawlor, 2025).

2.3.1 From Patients to Consumers

The transition from "patient" to "consumer" is complex, shaped by layered motivations and
systemic changes. Iliffe and Manthorpe (2020) outline three developmental stages: a pushback
against medical paternalism, market-driven self-optimization, and systemic efforts to shift
responsibility and costs to individuals. Furthermore, trust is complicated by commodification,
as the emotional vulnerability inherent in illness often precludes patients from acting as purely

rational evaluators (Lupton, 1997).

Psychologically, this shift aligns with Self-Determination Theory (Ryan & Deci, 2000). Patient
motivation focuses not on total control - often unattainable - but on fulfilling fundamental needs
for autonomy (experiencing actions as voluntary) and competence (feeling capable of handling
challenges). Clarke et al. (2007) describe the "Citizen-Consumer" as a hybrid identity: the
patient supports public equity in their role as a citizen, but simultaneously seeks efficiency and

personal choice as a consumer. Thus, while supporting universal solidarity in theory, the
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practical pursuit of responsiveness leads patients towards exclusive solutions that, in practice,

endorse the fragmentation they oppose in principle.

However, applying marketing principles requires caution. Berry and Bendapudi
(2007) emphasize that healthcare consumers differ from typical customers: they are "sick,"
"reluctant," and "at risk." Patients, unlike voluntary shoppers (and except for elective
procedures such as plastic surgery), often undergo unwanted services that involve a loss of
privacy and autonomy. Consequently, patients oscillate between seeking control when stable

and requiring protective care when vulnerable (Lupton, 1997).

In this context, trust evolves from assumed authority to knowledge-based validation. Patients
use acquired information not to challenge doctors but to simplify processes and restore control

in an intimidating system (Conradsen et al., 2023).

Regarding digital tools, evidence suggests they do not distance patients from providers but
significantly strengthen trust (Frangois et al., 2024). The use of digital tools is primarily
mediated by increased trust, suggesting that consumer-oriented tools serve as a bridge to

physicians rather than a barrier.

2.3.2 Dimensions of Concierge and Direct Primary Care Models

To address the demands of evolving consumers, Concierge and Premium Models have emerged
as strategic responses to fragmented, high-volume systems (Stange et al., 2023). These models
reshape the physician-patient relationship by valuing time and attention, resources often limited

in standard care.

While meeting similar market needs, their financial models differ. Concierge
Medicine typically requires an annual retainer fee alongside insurance billing, offering 24/7
availability and extended consultations (Serna, 2019). Conversely, DPC charges a single flat
membership fee, avoids insurance billing, and emphasizes transparent pricing (Lawlor, 2025).
Despite the operational differences, both models incorporate what this dissertation calls an
Intimacy Premium. This concept highlights highly personalized attention as the primary value
driver (De Santiago et al., 2021). By reducing panel sizes - typically to 300-600 patients -

physicians reintroduce deep familiarity as a service quality. However, this commodification
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creates a paradox: while boosting trust among payers, it risks reframing relational care as a

luxury, thereby eroding the solidarity underpinning the system (Sorell, 1997).

Crucially, since both models share the core values of access, time, and personalization, this
dissertation refers to them collectively as "Concierge and Premium Services" (or, for brevity,
"Concierge Models"). The psychological process of trust formation - driven by purchased

access and relational continuity - remains consistent across both formats.

2.3.3 Market Drivers and Systemic Implications

The expansion of these Concierge Models is not a fleeting trend but a structural response to
systemic failure. On the supply side, traditional private practices are financially unsustainable
due to reimbursement constraints, prompting physicians to seek alternative delivery models
(Johnsonwall et al., 2021). On the demand side, patients facing growing fragmentation and

excessive wait times seek models that promise reliable access (Hoffman & Ganguli, 2026).

However, satisfying this demand through privatization carries significant structural risks, most
notably the creation of a two-tiered system. Evidence from the UK indicates that as the private
sector develops, it can exacerbate geographic disparities and waiting-time inequalities among
those remaining in the public system, effectively segregating access by financial capacity rather

than clinical need (Kirkwood & Pollock, 2025; McCann et al., 2024).

Beyond structural inequality, this poses a profound ethical challenge. As market norms
increasingly govern the doctor-patient relationship, care risks commodification, resembling a
consumer product rather than a moral obligation, thereby shifting the interaction to a private
transaction (Neczypor, 2025; Wildes, 1999). In this context, the attentiveness central to healing
is reframed not as a professional duty but as a purchasable privilege, questioning the equity

and social contract of medicine (Sandel, 2012).

2.4 Trust Dynamics in Concierge and Premium Models

In this commodified landscape, trust shifts from an implicit institutional assumption to an
explicit value proposition. In concierge models, trust is no longer granted solely by medical

authority; instead, it is actively engineered through deliberate continuity, enhanced
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accessibility, and proactive engagement. By leveraging personalized service to mitigate the
impersonality of standard systems, these models transform trust from a strategic trait into a

carefully crafted outcome of the service encounter.

2.4.1 Mechanisms of Trust Cultivation

In relationship-based models, time serves as the essential moderator linking financial
investment to patient trust. Unlike high-volume settings where time is scarce, concierge models
intentionally reframe it as a resource for continuity. While fragmented systems threaten
relationship-based care, the concierge model restores conditions for continuity, allowing
physicians to accumulate personal knowledge through repeated interactions rather than treating
patients as isolated cases (Rudebeck, 2019). Viewed through Social Exchange Theory, this
reciprocity transforms the interaction from a spot contract into a continuous commitment,
where trust grows through repeated, mutually beneficial exchanges (Blau, 1964). This temporal
luxury enables deeper trust formation. Patients evaluate healthcare settings through a multi-
dimensional process: emotional cues (feeling welcome), cognitive efforts (obtaining an
environmental overview), and normative assessments (judging if it is a "good place to be")
(Conradsen et al., 2023). In the unhurried context of concierge care, these dimensions are
positively reinforced, allowing the patient to reduce complexity and engage fully in the

treatment process.

Furthermore, interaction quality is enhanced by prioritizing relational depth. The Senses
Framework (Nolan et al., 2006) posits that effective care relationships must go beyond medical
tasks to create a sense of security, belonging, and significance, qualities often lost in
unidirectional, paternalistic encounters (Hutchison et al., 2021). This focus aligns
with "interactional fairness": when patients perceive they are treated with politeness, respect,
and adequate explanation, satisfaction and loyalty increase significantly (Dwidienawati et al.,

2018).

2.4.2 Access, Transparency, and Perceived Fairness

Complementing the temporal dimension, the mechanics of access fundamentally shape

trust. Visible coordination and procedural clarity are essential for establishing institutional
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credibility (Elbers et al., 2016). However, linking payment directly to access introduces ethical

friction.

While prompt responsiveness strengthens the doctor-patient dyad, risks arise when the
relationship shifts from an ethical commitment to acontractual entitlement. This

commercialization reframes patient expectations from traditional gratitude to consumerist

demand (Sorell, 1997).

Empirically, the advantage of these models lies in superior accessibility. Private coverage
provides significantly better access than safety-net programs (Wray et al., 2021). This parallels
concierge settings, in which immediate availability is central (De Santiago et al., 2021).
However, this selectivity reinforces structural disparity. While responsiveness strengthens
bonds within the privileged group, the resulting inequality erodes perceptions of fairness
among those with limited access, who view the market-driven system as inequitable (Lakhan
et al., 2020). Consequently, the emerging two-tier system (McCann et al., 2025) challenges the
universality of trust, creating pockets of high relational security amid a broader landscape of

systemic skepticism.

2.4.3 Risks to Authentic Trust

The monetization of access introduces a distinct psychological risk: a threat to the authenticity
of trust. When membership fees define interaction, the nature of the relationship is brought into
question (Wildes, 1999). While concierge models structure the conditions for
continuity, genuine relationship-based care relies on organic bonding, which cannot be

manufactured through administrative design (Rudebeck, 2019).

If the encounter is perceived as purely transactional, it triggers an attributional dilemma. The
patient may question whether the physician’s attentiveness stems from genuine benevolence (a
core dimension of trust) or merely contractual compliance. Consequently, the bond risks
erosion, as the Intimacy Premium may be interpreted not as a sign of professional altruism, but

as a purchased performance (Sandel, 2012).
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2.4.4 Comparative Trust Paradigms

Despite these authenticity risks, comparative analysis reveals a clear bifurcation in trust
logic. Concierge medicine fosters trust through proximity, rapid responses, and personalized
care, driven by the Intimacy Premium. From a Signaling Theory (Spence, 1973) perspective,
high membership fees serve not merely as barriers but as credible signals of a commitment to
low patient volume, thereby structurally ensuring the capacity to deliver this premium

experience.

In contrast, conventional systems derive legitimacy from standardization and broad inclusivity.
While concierge care relies on exclusivity to guarantee responsiveness, traditional models rely
on institutional stability to ensure equity. This creates a fundamental divergence: the former
sells certainty through access, while the latter sells safety through system-wide standards.

The distinguishing feature of private models is not necessarily superior clinical outcomes but
rather the rigorous prioritization of access (Wray et al. 2021). Consequently, their advantage
lies in effectively operationalizing accessibility and relational continuity. By transforming
these abstract values into tangible service features, they establish a distinct trust paradigm that

serves as a strategic asset.

2.5 Conclusion: Trust as the Relational Foundation of Concierge Care

In concierge and DPC models, trust functions not merely as sentiment but as the central
relational mechanism that bridges commercial exchange and a genuine care partnership. The
literature shows that operationalizing accessibility, continuity, and
personalization fundamentally transforms physician-patient interactions. Specifically, these
features extend the "narrow mandate" of episodic care into a "wide mandate of trust" (Skirbekk
etal., 2023), granting physicians the discretion to manage complex needs. This relational depth
establishes a resilient context for cooperation, insulated from systemic friction (Mechanic,

1998).

Beyond its clinical utility, this accumulated trust is a critical intangible asset. Consistent with
the RBT, cultivating deep, high-trust relationships is a rare, socially complex resource that is
imperfectly imitable (Barney, 2021). Consequently, trust serves as a dynamic capability,

enabling providers to sense needs and reconfigure care resources effectively (Barreto, 2010).
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However, a specific theoretical and empirical gap persists. While research links trust to
downstream outcomes such as loyalty (Morgan & Hunt, 1994), the particular precursors in this
premium context remain unclear. Existing literature often conflates high service levels with
high trust, failing to isolate the underlying mechanisms. A critical lacuna remains regarding
how tangible features, such as 24/7 access, specifically activate the psychological antecedents
of ability, benevolence, and integrity (Mayer et al., 1995), especially given the risk that

commercial motives may undermine the moral neutrality of care (Sandel, 2012).

Therefore, this dissertation addresses this gap by shifting the analytical focus from outcomes
to determinants. It seeks to explain sow concierge premium services influence patient trust by
identifying the specific service design features that drive this effect. By clarifying these causal
links, this research provides the empirical foundation for understanding how concierge models

operationalize trust not only as a service outcome but also as a resilient strategic asset.
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3. Methodology

3.1 Conceptual Framework

This conceptual framework (CF) positions the dependent variable - Patient Trust - as the
central outcome of specific service design features within concierge care (Figure 3). Building
on established trust theory, it examines how interpersonal and organizational characteristics
shape perceptions of trustworthiness. Trust is understood as a multidimensional construct,
following the definition proposed by Mayer et al. (1995), who describe it as a willingness to
accept vulnerability based on expectations of ability, benevolence, and integrity. In healthcare,
these dimensions manifest through professional competence, empathetic engagement, and
structural transparency. Trust is formed through psychological mechanisms associated with
expectations of competence and goodwill, through relational processes grounded in repeated
interactions, continuity, and empathetic communication, and through organizational features

such as accessibility, availability, and coordinated care.

The proposed model links key elements of concierge service design - personalization,
accessibility, empathy, and continuity - directly to the formation of patient trust. Unlike broader
strategic models, this study focuses on identifying the antecedents of trust rather than exploring
downstream outcomes such as loyalty or retention. To account for the socioeconomic context
inherent in premium healthcare services, perceptions of fairness and insurance status are

included as moderating factors that may strengthen or weaken these relationships.

Independent Variables - Dimensions of Concierge Services

Patient Trust

Dependent Variable - Dimensions of Trust, e.g., Competence, Benevolence, Integrity

Figure 3: Conceptual Model
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This framework provides the theoretical foundation for the empirical analysis. Given the
complexity of trust formation in premium care settings, a mixed-methods approach is used to

capture both the depth of professional insights and the scope of patient perspectives.

3.2 Hypotheses Development

To empirically test the CF, seven hypotheses were formulated regarding the impact of
concierge service features on patient trust. While Hi-Hs examine the direct effects of service
attributes and fairness concerns, Hs and H7 address the moderating influence of contextual

factors such as insurance status and decision confidence.

o Hi: Personalization positively affects patient trust in healthcare providers.

o Ha: Accessibility positively affects patient trust in healthcare providers.

e Hza: Empathy shown by nursing staff positively affects patient trust.

e Hsp: Empathy shown by reception staff positively affects patient trust.

e Hy: Continuity of care positively affects patient trust in healthcare providers.

e Hs: Fairness concerns regarding concierge care negatively affect patient trust in
healthcare providers.

e He: The positive effect of accessibility on patient trust is stronger among publicly
insured patients than among privately insured patients.

e Hp7: Patients who choose the premium care model report higher confidence in their

choice than patients who choose standard care.

3.3 Research Design

This study employs an exploratory sequential mixed-methods design. As illustrated in Figure
4, the research follows an abductive approach, integrating inductive insights from expert
interviews (Phase 1) to inform the deductive quantitative analysis of a patient survey (Phase
2). This combination balances the exploration of complex social dynamics with the statistical

generalizability required to test specific trust drivers (Mayring, 1991; Robken & Wetzel, 2016).
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Figure 4: Research Design (Exploratory Sequential)

3.4 Phase 1: Qualitative Research (Expert Interviews)

3.4.1 Data Collection

To capture nuanced insights into professional reasoning, semi-structured interviews were
conducted with twelve experts from clinical practice, healthcare management, and premium

services (Table 1).
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Table 1: Overview of Interview Participants and Professional Backgrounds

Code  Professional Role & Expertise Sector / Domain

E01 Case manager in a clinical environment with experience in Clinical operations
patient coordination, waiting-list management, and
privately financed healthcare services.

E02 Senior Director of Operations at a U.S. healthcare revenue Healthcare
management organization with expertise in operational management/revenue cycle
efficiency, cost management, and patient satisfaction.

E03 Entrepreneur and former senior executive with Business/premium services
international experience in strategic management and
premium service operations.

E04 Board-certified physician with clinical experience across Clinical practice
inpatient and outpatient settings, including diagnostics and
long-term disease management.

E05 General practitioner with experience in preventive care, Primary care
outpatient diagnostics, and long-term patient management.

E06 Senior director in U.S. healthcare revenue cycle Healthcare
management, overseeing patient experience and consulting/revenue cycle
operational planning; personally uses concierge medicine.

E07 Clinical lead in geriatric care and Chief Medical Officer at Digital health /

a digital health institute, with expertise in medical clinical leadership
technology and pharmaceutical innovation.

E08 Executive leader in a regional hospital group in Germany, Hospital management
responsible for financial steering, digitalization, and
clinical governance.

E09 Director of a concierge medical practice in the United Concierge medicine /
Kingdom, specializing in personalized primary care and primary care
continuity-based patient relationships.

E10 Executive in the cooperative banking sector with expertise Healthcare
in healthcare financing structures and cost models; oversaw financing/governance
financial integration in a hospital merger.

E1l1 Medical director at a German university hospital Clinical leadership/surgery
specializing in cardiac and vascular surgery and clinical
innovation.

E12 Care coordinator in a U.S. concierge medicine program, Concierge Care

responsible for patient navigation, membership services,
and ensuring quick, personalized access to physicians.

Coordination

The interview guide employed open-ended questions grounded in the theoretical background
(Appendix A). Interviews were conducted in person or via Microsoft Teams; both methods are
acceptable for expert research when a professional setting is maintained (Von Soest, 2023).

Data collection concluded when theoretical saturation was reached at the twelfth interview, as
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no new themes emerged. The insights from the interviews shaped the subsequent patient

survey, ensuring that professional perspectives and empirical measurement were aligned.

3.4.2 Qualitative Data Analysis

The interview transcripts were analyzed using qualitative content analysis, following Mayring
(2015). This systematic, rule-guided procedure enabled the identification of central themes in
trust-building and fairness. The analysis proceeded in three steps:
e Summary: Interview statements were condensed to their essential content to highlight
recurring themes and eliminate irrelevant details.
e Explanation: Ambiguous passages were clarified by adding contextual information to
ensure accurate interpretation.
e Structuring: Categories were inductively developed from the text, organizing data into

a clear system of trust drivers and service attributes.

The final coding structure and the resulting themes derived from this process are presented in

detail in Chapter 4 (Findings). An overview of the coding tree is provided in Appendix B.

3.5 Phase 2: Quantitative Research (Patient Survey)

Complementing the qualitative phase, a cross-sectional patient survey was conducted to
confirm findings on a broader scale. The survey was administered online through Qualtrics,
enabling efficient, geographically diverse data collection with minimal researcher involvement
(Creswell & Hirose, 2019). The questionnaire primarily employed closed-ended items (Likert
scales, matrix questions) to assess service attributes, trust dimensions, and behavioral

intentions.

3.5.1 Instrument Development

The instrument was developed by translating the qualitative themes identified in Phase 1 into
quantitative constructs (see Appendix C for the whole survey instrument).

e Operationalization: Core themes (Personalization, Accessibility, ~Continuity,

Empathy, and Fairness) were connected to specific survey variables and assessed using

5-point Likert scales.
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Scenario-Based Items: To understand decision-making processes, the survey included
hypothetical scenarios in which respondents had to weigh options across cost,
availability, and continuity. These scenarios directly mirrored the real-world dilemmas

discussed by experts in the interviews.

3.5.2 Operationalization of Variables

Variables were constructed from survey items to measure the research model's main

dimensions. Unless otherwise noted, items were rated on 5-point Likert scales (1 = "strongly

disagree" to 5 = "strongly agree"). Multi-item constructs were calculated as average

scores. Internal consistency was evaluated using Cronbach’s Alpha. According to Hair et al.

(2010), while values above .70 are usually preferred, values between .60 and .70 are acceptable

in exploratory research. Constructs below this threshold were carefully examined for their

theoretical significance.

Personalization: Reflects perceptions of the consultation as individualized, precise,
and attentive. It was assessed through four items: time investment, explanation quality,
attentiveness, and alignment with patient interests. These items formed a cohesive
measure (Cronbach’s a = .460). Despite its lower internal consistency, this construct
was retained because it reflects a core multidimensional feature of concierge care
identified in the qualitative phase. Given the novelty of research on trust in patient
healthcare systems and the exploratory nature of this study, this level of consistency
was deemed acceptable.

Accessibility: Assessed using two indicators: perceived appointment promptness and
waiting-time category (recoded to an ordinal scale). An average score was calculated
to represent overall accessibility (Cronbach’s o = .605).

Empathy (Reception Staff): Assesses politeness and respect during the first
interaction. Doctor interactions were intentionally excluded to prevent overlap with
personalization and trust (Single-item measure).

Empathy (Nursing Staff): Assesses politeness and competence during the pre-
consultation/vital signs phase. Similar to the reception variable, this focuses exclusively
on specific staff interactions to test H3a/Hzp separately (Single-item measure).

Patient Trust: The dependent variable, measured using two items assessing perceived
professional competence and overall trust in the physician or practice (Cronbach’s o =

627).
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e Choice Confidence: For H7, respondents were categorized based on their choice in the
scenario-based question (Standard vs. Premium). Confidence was assessed using a
combined score of four items: intention to continue, likelihood to recommend,
perceived benefit, and "Willingness-to-Pay" (Cronbach’s a = .628).

o Continuity of Care: Assessed by a question asking if respondents are usually cared for
by the same doctor or medical team, indicating consistency in the care relationship.

o Fairness Concerns: A single indicator assessing whether respondents view the limited

affordability of premium services as problematic.

An item-level overview of all constructs is provided in Appendix D.

3.5.3 Data Collection and Processing

Data cleaning was performed on the initial dataset of 258 responses to improve reliability and
consistency. A total of 50 cases were excluded based on three strict criteria:
e Incompleteness and Irrelevance (n = 6): Responses with missing key data or
participants reporting no healthcare visits in the past 12 months.
e Attention Check Failure (n = 5): Participants who failed the embedded quality
control item.
o Insufficient Completion Time (n = 39): A minimum threshold of 120 seconds was

set for proper processing. Responses below this limit were discarded.

After applying these exclusion criteria, the final sample for quantitative analysis consisted of

n = 208 valid responses.

3.5.4 Sample Description

The final dataset shows a nearly equal gender distribution (51.0% male, 49.0% female) with
an average age of 35 years (SD = 7.81).

A key feature of the sample is the high rate of private insurance coverage (66.8%), which
substantially exceeds that of the publicly insured group (32.7%). This imbalance suggests that
the sample has a higher socioeconomic status, which is relevant to the analysis of premium

services. Geographically, most respondents live in urban areas (68.3%). Income levels are
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predominantly in the middle-to-upper ranges, with more than 60% earning between €25,000

and €75,000 annually.

Regarding health status, 39.4% of respondents reported at least one chronic condition.
Healthcare utilization was high, with 88.0% of participants visiting a provider at least three
times in the past 12 months. An overview of all variables, including absolute numbers and

percentages, is provided in Table 2.

Table 2: Sample Characteristics and Descriptive Statistics

Variable Category n %
Gender Male 106 51.0
Female 102 49.0
Age Mean (SD) 34.99 (7.81) -
Range 20-65 -
Insurance Type Public 68 32.7
Private 139 66.8
Other/None 1 0.5
Chronic Conditions Yes 82 394
No 118 56.7
Prefer not to say 8 3.8
Income Under €25,000 11 53
€25,000—€49,999 62 29.8
€50,000—€74,999 66 31.7
€75,000—€99,999 53 255
€100,000 or more 12 5.8
Prefer not to say 4 1.9
Healthcare Usage 1-2 times 19 9.1
3-5 times 111 53.4
6-10 times 72 34.6
>10 times 6 2.9
Living Area Rural 66 31.7
Urban 142 68.3
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3.6 Validity, Reliability, and Ethical Standards

Quality Criteria: To ensure qualitative reliability, interviews were fully transcribed
and analyzed using a rule-guided, transparent coding process. Researcher bias was
minimized through post-interview reflections and peer debriefing, while
acknowledging the inherent subjectivity of qualitative interpretation. Construct
validity was supported by the study's mixed-methods design. The quantitative survey
was grounded in themes derived from the qualitative findings, ensuring an alignment
between theoretical concepts and the empirical variables tested (Saunders et al., 2023).
Ethical Considerations: Ethical standards were meticulously upheld throughout the
study. Participants were informed of the research objectives and their right to withdraw
at any time. Informed consent was obtained before data collection. To protect privacy,
all personal identifiers were removed from transcripts, and data were stored securely

with limited access (Saunders et al., 2023).
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4. Results

4.1 Introduction to the Qualitative Analysis

This chapter presents the descriptive findings derived from the qualitative content analysis of
the expert interviews (see Appendix E for detailed summaries). The structure follows the
inductively identified themes, ranging from trust foundations and access barriers to future
developments in healthcare. Theoretical interpretation and integration are addressed in the

discussion (Chapter 5).

4.2 Thematic Findings from the Expert Interviews

4.2.1 Foundations of Trust in Healthcare Encounters

Experts described trust as a relational construct shaped mainly through interpersonal
interactions. A recurring theme was the importance oftime, attentiveness, and clear
communication, which several experts considered essential for trust in clinical settings. Experts
stressed that patients monitor whether professionals listen carefully, allow space for concerns,
and remain calm despite time pressures. One expert noted, "Patients feel it immediately when
you are not fully present with them" (EO1). This focus on presence and attentiveness was often
echoed, especially among clinical practitioners. EO3 similarly emphasized that many patients
rely on subtle emotional cues to feel understood, underscoring the importance of personal

presence in trust building.

Another key element was professional competence, both perceived and demonstrated. Many
clinicians noted that patients rely on visible signs of expertise, such as confident explanations,
structured procedures, and smooth teamwork. E11 said, "Competence is not just about making
the right decision; it is about showing that the patient is in safe hands." Clinicians in surgical
and emergency settings (e.g., EO4, E05, E11) emphasized that clear, consistent procedures

reinforce this trust, especially in uncertain situations.

Continuity of care was considered vital to trust. Experts working with patients over long
periods (E09, E12) described how familiarity, repeated contact, and stable relationships help
patients feel understood and taken seriously. Maintaining this continuity is more difficult in
fast-paced, fragmented healthcare environments, where patients often see multiple providers

in a short time.
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Experts identified factors that erode trust, often stemming from systemic issues. Rushed
appointments, limited availability, and visible overload were repeatedly cited as indicators of
reduced patient confidence (EO1, E02, E06). Administrative problems, such as conflicting
information, lost documents, or unclear roles, were also perceived as damaging, creating an
impression of a disjointed system (E02, E06). Some experts noted that misinformation and
online self-diagnosis can also undermine trust, as patients may bring conflicting expectations

or skepticism (E04, E05).

Several interviewees observed a shift in how trust is built, driven by societal and technological
changes. Patients are now seen as more informed and assertive, with higher expectations for
transparency, shared decision-making, and quality of care (E05, E11, E12). A few experts also
reported a general decline in institutional trust, which necessitates that professionals place

greater emphasis on personal reassurance (E07, EOS).

Overall, interviews indicated that trust arises from interpersonal behaviors, perceived
competence, and systemic conditions. While there was general agreement on the key trust-
building elements, experts noted that contemporary healthcare environments increasingly

challenge the consistent delivery of these elements.

4.2.2 Structural Access Barriers and Perceived Inequality

Experts consistently highlighted systemic constraints in healthcare that influence patient access
and, at times, lead to perceived inequalities. A common theme was the limited availability of
healthcare professionals, resulting in long waits, shorter consultations, and scheduling
difficulties. Several experts linked these issues to workforce shortages and increased patient
demand. E06 noted, "The system is simply overstretched. Patients feel the pressure long before
they even reach the consultation room." Similar comments from EO1, E02, and E08 indicated

that delays and capacity issues are visible to patients and undermine their sense of support.

Fragmentation of care and unclear responsibilities were identified as barriers to timely,
coordinated access. Leaders such as EO7 and EO8 observed that patients often struggle to
navigate among specialties, referrals, and institutions. This fragmentation creates uncertainty
about whom to approach, especially for those with complex or chronic conditions relying on

multiple providers.
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Several interviewees pointed out regional disparities in service availability. Access to
specialists, diagnostic services, and timely appointments varies widely across regions, with
rural areas facing greater staffing shortages and infrastructure constraints. E11 describes cases
in which patients must travel long distances for specialized treatment, leading to delays and

logistical challenges.

Another recurring theme was the impact of socioeconomic and personal resources on patients’
ability to navigate the system effectively. While experts avoided framing the system as
deliberately unequal, many recognized that individuals with better confidence, health literacy,
or social networks often succeed more in securing appointments or understanding next steps
(EO1, E02, E03, E09, E12). As one expert said, "not everyone has the same ability to push
through the system" (E02). These subtle but influential dynamics shape perceptions of fairness.
EO03 noted that some patients also have difficulty articulating their concerns clearly, which can

disadvantage them in a system that often values assertiveness.

Lastly, experts highlighted operational pressures, such as administrative tasks, documentation,
and high patient volumes, that indirectly limit access by reducing flexibility and time for
coordination (E02, E06, EQ7). Although these pressures stem from systemic issues, several
interviewees noted that patients often interpret delays or brief interactions as personal rather

than structural.

Finally, interviews indicated that organizational and systemic constraints primarily cause
access barriers, though their effects vary across patient groups. These disparities may lead to

perceptions of inequality, even if the underlying causes are not intentionally discriminatory.

4.2.3 Expert Perceptions of Concierge and Premium Healthcare Models

Several experts noted that the growing interest in concierge models highlights structural gaps
in standard care, especially regarding time and coordination. These healthcare models were
described as service arrangements designed to provide patients with accessibility, continuity,
and coordination that are increasingly difficult to achieve in typical healthcare systems. Experts
generally agreed that their main features are not about superior medical expertise but about the
service environment that enables more time, proactive communication, and personalized

navigation.
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A central theme was that concierge care reorganizes the patient journey rather than the clinical
content. Experts with direct experience (E09, E12) emphasized that patients value having a
consistent point of contact who manages referrals, anticipates needs, and reduces delays. One
expert described it as "removing the uncertainty between steps," noting that the benefit lies in
smoothing transitions rather than altering medical decisions. This sense of structured guidance
was often associated with greater reassurance for patients, especially those with chronic or

complex conditions.

Many experts also highlighted the importance of relational continuity within concierge
settings. Unlike traditional settings where patients often see multiple providers, concierge
models enable more stable, ongoing relationships. Several interviewees noted that familiarity
enables a deeper understanding of patient histories, personal preferences, and contextual factors
that influence care. As E09 observed, "continuity creates a different kind of conversation,"

suggesting that relational depth can alter the dynamic of clinical encounters.

Extended time and greater availability were also seen as defining traits. Experts noted that
longer appointments, flexible scheduling, and direct communication channels provide patients
with a level of attention that is rarely available in standard care. E12 noted that patients
appreciate having "room to talk through everything without feeling rushed," a sentiment
supported by clinicians, who said such conditions enable more thorough assessments and fewer
unresolved questions. The consistent focus on time suggests that concierge models address a

structural gap rather than creating an entirely new form of medicine.

Despite these advantages, experts expressed concerns about cost and fairness. Interviewees in
leadership roles (EO1, EO7, E08) noted that concierge services create a distinction based on
financial ability, offering access to enhanced services that are not universally available. These
concerns were framed less around clinical inequality and more about disparities in comfort,
convenience, and responsiveness. One expert remarked that concierge care "does not change
the quality of medical decisions, but it changes the experience around them," highlighting the

tension between equitable treatment standards and differentiated service environments.

Some experts also discussed the reliance on organizational and individual expertise within
concierge systems. Service value depends on the competence of those managing coordination,

the strength of their professional networks, and their ability to navigate system constraints
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effectively (E06, E09, E12). Several interviewees emphasized that concierge care operates
within the same structural limitations as the broader system (e.g., shortages of specialists,
regional capacity constraints), even if it mitigates these limitations for individual patients. As
EO08 explained, the model "helps people move through the system, but it cannot expand the

system itself."

Additionally, several experts reflected on patient expectationsin concierge care. Some
observed that patients paying for enhanced service might expect faster problem-solving, highly
personalized attention, or immediate access to specialists. While experts agreed that many of
these expectations can be met through structured coordination, they also stressed the
importance of managing unrealistic assumptions, especially when external constraints limit

what can be achieved (E06, E11).

Overall, experts described concierge models as service architectures that offer patients greater
navigation support, relational continuity, and time. These benefits were widely recognized, yet
interviewees also highlighted ethical and structural tensions related to affordability,
expectations, and system capacity. The descriptions suggest that concierge care is valued not
for changing medical decisions but for shaping the overall experience in ways that standard

healthcare settings often cannot.

4.2.4 Digital Care, Technology Use, and Their Influence on Trust

Experts described digital tools as increasingly integrated into practice, yet consistently
distinguished between their functional benefits and their limited role in building trust. Several
interviewees noted that digital channels often streamline administrative tasks, support
documentation, and facilitate follow-up steps (E02, E06, E10). However, these improvements
were mainly seen as operational rather than relational. As E10 emphasized, digital systems
"move faster than the structures meant to support them," underscoring the concern that

technological advances often outpace organizational capacity.

A common theme was the loss of personalized care in digital formats. Clinicians stressed that
trust depends heavily on nonverbal cues, contextual understanding, and a sense of being heard,
elements difficult to replicate through screens. E04 and EO5, who often handle complex

diagnostic cases, noted that subtle visual or emotional cues typically guide decisions, thereby
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limiting digital interactions in certain situations. This concern was echoed by E03, who pointed
out that some patients gain confidence only when they can "read" the clinician’s reactions

directly, a capability that digital appointments cannot provide.

Several experts also pointed out that digital readiness varies significantly across patient groups.
Younger or more technologically familiar patients typically navigate portal systems and
teleconsultation more easily, whereas older adults may feel overwhelmed by technical demands
(EO1, E03, E09). In such cases, digital tools can create obstacles rather than support, potentially

weakening trust when patients feel uncertain or excluded.

Misinformation was another common theme. Clinicians described the increasing influence of
online symptom searches, social media content, and Al-driven self-diagnoses. EO5 noted that
technology "helps with information, but not with understanding the person behind it [...]"
underscoring that digital knowledge often lacks context. Patients arriving with preconceived
digital interpretations can disrupt the consultation process, requiring clinicians to spend
additional time refuting incorrect assumptions (E04, E11). At the same time, experts
acknowledged the value of digital communication for clarifying steps, sharing updates, and
reducing uncertainty. E10 observed that prompt confirmations or structured information
exchanges can reinforce reliability, even if they do not replace personal relationships. Several
interviewees emphasized that digital tools are most effective when they support, rather than

replace, personal interaction.

Overall, the interviews indicated that digital care improves efficiency and convenience but does
not fundamentally alter the process by which trust is built. Trust remains rooted in human
connection, professional competence, and the ability to respond to individual needs. Digital
tools play a growing supportive role, but their effectiveness depends heavily on patient
expectations, literacy, and the extent to which technological processes align with clinical

realities.

4.2.5 Expectations for Future Healthcare Delivery

Experts described healthcare systems as becoming increasingly complex due to demographic
changes, rising demand, and increasing specialization. There was widespread agreement that

future care models will need to adapt to this complexity by developing more differentiated
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structures and clearer role distributions (E02, E06, E10). Several interviewees expected the
responsibilities of non-physician professionals to expand and for new coordination-focused

roles to emerge, reflecting workforce shortages and administrative pressures (E01, E02, E07).

Consequently, experts forecast that coordination and navigation functions will become
increasingly crucial as care becomes more fragmented and specialized (E07, EO8, E10). While
not necessarily termed "concierge care," these roles share features such as continuity, guidance,
and structured oversight, and are understood as responses to broader system needs rather than

as niche innovations.

Overall, experts expected future healthcare delivery to feature stronger collaboration, more
precise coordination mechanisms, and more personalized support, driven by rising complexity
and changing patient expectations. These upcoming developments indicate that the system is
evolving toward greater flexibility and integration while maintaining the interpersonal

foundations essential to delivering high-quality care.

4.3 Summary of Interview Findings

The interviews revealed consistent themes indicating that trust, service structures, and system
conditions shape patient experiences in modern healthcare. Trust was seen as fundamentally
relational, grounded in interpersonal presence, competence, and continuity, yet heavily
influenced by systemic pressures such as time constraints and fragmented processes. Experts
discussed significant access challenges, often rooted in structural limitations and unequal
patient resources, which can create perceptions of inequality despite uniform clinical standards.
The discussions of concierge models highlighted their role in providing extended time,
coordination, and stability within an overstretched system, as well as ethical concerns regarding
affordability and fairness. Digital tools were viewed as applicable for efficiency and
communication, but were limited in their ability to support the interpersonal factors essential
to trust. Looking ahead, experts anticipate a healthcare environment characterized by greater
complexity, diverse care models, and a growing need for coordination and personalized
support. These findings offer a comprehensive overview of the professional perspectives that

inform the following quantitative analysis.
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4.4 Quantitative Analysis

This chapter presents the empirical findings from the quantitative survey data, starting with

preliminary data checks and descriptive insights, followed by hypothesis testing (H1—H7).

4.4.1 Preliminary Data Checks

Assumption Checks

Before conducting the hypothesis tests, the main variables were examined to ensure they met
the basic distributional requirements for the subsequent parametric analyses. Histograms with
overlaid standard curves and descriptive statistics were reviewed for all constructs. The
distributions showed no significant deviations from normality across the variables. Skewness
values were within acceptable limits, with only the Trust variable showing a slightly left-
skewed distribution, which is typical in healthcare-related assessments and does not pose a
problem for the planned analyses (Figure 5). The data were also screened for potential outliers
or irregularities. No extreme values or implausible responses were identified, and all
observations were retained. Overall, the initial review indicated that the dataset met the

conditions for the regression and group-comparison procedures used in subsequent sections.
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Figure 5: Distribution of Trust Scores with Normal Curve
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4.4.2 Descriptive Statistics

Sample Characteristics

The descriptive analysis first examines key sample characteristics relevant to the study's

context (Table 3). Most participants chose the Premium Care model over the Standard Care

option in the choice scenario, indicating a general preference for premium-service features

among the sample. Additionally, 53.4% of respondents reported being familiar with concierge

or premium care models.

Table 3: Descriptive Statistics for Concierge Model Familiarity and Scenario Selection

Variable Category n %
Concierge Model Yes 111 534
Familiarity
No 97 46.6
Scenario Choice Standard Care (A) 80 38.5
Premium Care (B) 128 61.5

Main Construct Statistics

Descriptive statistics for all key constructs are shown in Table 4. Average scores across the

constructs ranged from 3.19 to 4.22, indicating generally positive perceptions of the healthcare

dimensions. The Patient Trust construct had the highest average score (X =4.22, SD = 0.68).

In contrast, Accessibility (X = 3.19) received the lowest rating. Scores for Personalization (X =

3.94) and Continuity of Care (X = 3.92) were also relatively high.

Table 4: Means and Standard Deviations of the Key Constructs

Construct Mean SD

Continuity of Care 3.92 0.87
Empathy: Receptionists 3.77 0.76
Empathy: Nurses 3.90 0.78
Fairness Concerns 3.52 1.06
Personalization 3.94 0.57
Accessibility 3.19 0.72
Patient Trust 4.22 0.68
Choice Confidence (Scenario) 4.05 0.59
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4.5 Hypothesis Testing

The following section presents the quantitative findings, beginning with the multiple regression

analysis for Hypotheses Hi-H7.

4.5.1 Regression Procedure and Evaluation (Hi-Hs)

To test Hypotheses Hi to Hs, amultiple linear regression analysis with backward
elimination was conducted. All theoretically relevant predictors were initially included
simultaneously. The backward process repeatedly removed the least significant predictors (p
< .10) according to predefined criteria, thereby identifying the subset of variables that best

explained the variance in Patient Trust.

Notably, backward selection was not used to exclude individual predictors. Each predictor was
assessed based on the coefficient from the final model step in which it appeared. Essentially,
this means the effects of Fairness Concerns are presented in Model 1, Continuity of care in
Model 2, Empathy of Reception Staffin Model 3, and Personalization, Accessibility,
and Nursing Empathy in Model 4. This method guarantees that each predictor is evaluated

under consistent conditions.

Table 5 presents the backward regression results, coefficients, and collinearity diagnostics. The
corresponding model summary statistics, including R? and adjustedR? values for each step of

the backward elimination procedure, are presented in Table 6.

Since all hypotheses were formulated directionally, one-tailed significance tests were used.
One-tailed significance levels were calculated by dividing the reported two-tailed p-value by
two, as long as the effect was in the expected direction. A p-value of less than .05 for one-

tailed tests was considered statistically significant.

Regression assumptions were checked before interpretation. Visual inspection of the histogram
of standardized residuals (Appendix F) confirmed that the residuals were approximately
normally distributed, satisfying the normality assumption. Furthermore, the scatterplot of
standardized residuals against standardized predicted values (Appendix G) showed that
normality, linearity, and homoscedasticity were adequately met. Collinearity diagnostics (VIF)

did not indicate problematic multicollinearity among the predictors.
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Table 5: Backward Multiple Linear Regression Results Predicting Patient Trust

Coefficients”
Standardized
Unstandardized Coefficients Coefficients Collinearity Statistics
Model B Std. Error Beta t Sig. Tolerance VIF
1 (Constant) 1.245 395 3.149 .002
Personalization 529 .081 443 6.545 .000 772 1.296
Accessibility 101 .062 .108 1.635 .104 .805 1.242
Empathy, receptionists .080 .055 .091 1.465 .145 923 1.083
Empathy, nurses .097 .052 113 1.875 .062 980 1.021
Continuity -.017 .050 -.022 -.350 I 27 864 1.157
Fairness concerns -012 .038 -.019 -318 751 976 1.025
2 (Constant) 1.205 374 3.220 .001
Personalization .530 .081 444 6.570 .000 J72 1.295
Accessibility 102 .061 110 1.663 .098 .809 1.236
Empathy, receptionists .080 .055 .091 1.468 144 923 1.083
Empathy, nurses .097 .052 112 1.873 .062 980 1.020
Continuity -.020 .049 -.025 -.400 .690 .882 1.134
3 (Constant) 1.174 365 3.213 .002
Personalization 521 .077 436 6.729 .000 .834 1.199
Accessibility .102 .061 .109 1.657 .099 .809 1.236
Empathy, receptionists .078 .054 .088 1.434 153 936 1.069
Empathy, nurses .097 .052 112 1.880 .061 980 1.020
4 (Constant) 1.361 342 3.977 .000
Personalization 533 .077 447 6.917 .000 .845 1.184
Accessibility 116 .061 124 1.910 .058 831 1.203
Empathy, nurses .100 .052 116 1.931 .055 982 1.019
2 Dependent Variable: Trust
Table 6: Model Summary of Backward Elimination Steps
Model R R2 Adjusted R2 Std. Error of the Estimate  Change in R2
1 .537 289 268 57770 -
2 537 288 271 57641 -.001
3 537 288 274 57522 .000
4 .530 281 270 57670 -.007

Note: Predictors included in each step: Model 1: (Constant), Fairness, Empathy (Rec), Empathy (Nurse), Personalization, Continuity, Accessibility. Model 2:
Fairness removed. Model 3: Continuity removed. Model 4 (Final): Empathy (Rec) removed. Included: Personalization, Accessibility, Empathy (Nurse).

Hi: Personalization positively affects patient trust in healthcare providers.
Personalization had a significant positive effect on trust. In the final model (Model
4), Personalization showed a strong standardized coefficient (f = .447, p <.001). The one-
tailed significance criterion for the directional hypothesis was fully met.

Conclusion: H; is supported.
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Hz: Accessibility positively affects patient trust in healthcare providers.

Accessibility maintained a consistently positive coefficient throughout the regression steps and
remained in the final model (Model 4). The effect was moderate but significant (f = .124). The
two-tailed p-value of .058 yields a one-tailed p-value of .029.

Conclusion: H; is supported

Hsa: Empathy shown by nursing staff positively affects patient trust.

Empathy demonstrated by Nursing Staff remained in the model until the final step (Model 4),
where it showed a small but consistently positive effect (§ = .116). The two-tailed p-value
of .055 yields a one-tailed p-value of .028.

Conclusion: Hs, is supported.

Hsp: Empathy shown by reception staff positively affects patient trust.

Empathy demonstrated by the Reception Staff was omitted from the final model iteration and
is evaluated based on the last step at which it appeared (Model 3). At that step, the coefficient
did not approach statistical significance, and the effect size was small (f = .088). The two-
tailed p-value of .153 yields a one-tailed p-value of .077.

Conclusion: Hzy is not supported.

Ha: Continuity of care positively affects patient trust in healthcare providers.

Continuity was removed earlier in the retrospective process and is evaluated based on its last
occurrence (Model 2). At this stage, the coefficient (f = —0.025) pointed in the opposite
direction from the hypothesis (negative rather than positive). The effect was not statistically
significant, providing no evidence of a directional impact on trust. The two-tailed p-value
of .690 indicates that the hypothesis is not supported.

Conclusion: Hy is not supported.

Hs: Fairness concerns regarding concierge care negatively affect patient trust.

Fairness Concerns were addressed early in the model and evaluated using the coefficients from
Model 1. Although the coefficient's sign was consistent with the expected negative direction,
the effect was not statistically significant (f = —0.019). The two-tailed p-value of.751
corresponds to a one-tailed p-value of .376.

Conclusion: Hs is not supported.
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4.5.2 He: Insurance Type as Moderator of the Accessibility-Trust Relationship

Hypothesis 6 anticipated a moderating effect of insurance type on the relationship between
Accessibility and Patient Trust. To examine this moderation, the analysis was performed
separately for respondents with public insurance (n = 68) and those with private insurance (n
= 139). As with the procedures for testing other hypotheses, all statistical tests for this

directional hypothesis used one-tailed significance levels (a = .05).

Simple Correlations and Formal Comparison

Table 7: Correlations between Accessibility and Patient Trust by Insurance Type

Insurance Group n Pearson's r Sig. (1-tailed)
Public Insurance 68 114 .088*
Private Insurance 139 430 <.001

*Note: The 2-tailed significance was .176

Initially, Pearson correlations between Accessibility and Trust were calculated separately for
both insurance groups. The correlation for publicly insured patients was small and not
statistically significant (r = .114, p = .176). In contrast, the association was substantial and

statistically significant among privately insured patients (r = .430, p<.001).

To formally test the moderation hypothesis and the observed difference, the two Pearson
correlation coefficients were compared using Fisher's z-transformation. This method assesses
whether the strength of the linear relationship in one independent sample differs significantly
from that in another. The comparison showed that the unadjusted correlation for the private
group was substantially stronger than that for the public group (z = 2.291, p(one-aiteay = .011).

This result formally confirms the visual pattern but contradicts the predicted direction of He.

Regression Analyses by Insurance Type

To assess whether this pattern generalizes to other predictors, the multiple regression model
used for Hi-Hs was re-estimated separately for each insurance group. Among publicly insured
respondents, the backward procedure sequentially eliminated most variables,

including Accessibility (Model 5). In the final step (Model 6), only Personalization remained
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as a predictor of trust. The relatively small subsample size (n = 68) limits the ability to detect
smaller effects. Therefore, the lack of significance for Accessibility should be interpreted
cautiously; the results indicate that the effect is, at best, weak and highly dependent on the
model specification. The corresponding model summary statistics are reported in Table 6. The
final model for the public-insurance group explained a relatively small proportion of the

variance in trust (R? = .18; adjustedR? = .17).

For respondents with private insurance, the backward procedure revealed a more complex
pattern. Personalization, Accessibility, and both Empathy measures remained in the final step
(Model 3). In this model, Accessibility continued to show a small but statistically significant
positive effect (§ = .154). The two-tailed p-value of .070 corresponds to a one-tailed p-value
of approximately .035, accounting for the other predictors. The final model for this group

explained considerably more variance in trust (R? = .35, adjustedR?* = .33).

Table 8: Regression Model Summary for Patient Trust by Insurance Type

Adjusted R Std. Error of the

Insurance type  Model R R Square Square Estimate

Public 1 443° 196 17 62148
2 443° 196 131 61651
3 442° 195 144 61175
4 440¢ 183 156 60770
5 A437° 191 166 .60394
6 429° 184 A71 60198

Private 1 5978 356 327 55939
2 596' 355 331 55772
3 5941 353 334 55675

Note: See Appendix H for predictor details

Robustness Check: Partial Correlations and Final Comparison

Because Personalization emerged as the strongest predictor in both groups, a further
robustness check was conducted using partial correlations to pinpoint the unique relationship
between Accessibility and Trust, while controlling for the effect of Personalization. The partial
correlation for publicly insured patients was minimal and non-significant (7partial =.057, p =
.323). The partial correlation for privately insured patients remained positive and statistically

significant (7partial = .207, p =.007).
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To provide final confirmation of the group difference under controlled conditions, these partial
correlations were formally compared using Fisher's z-transformation. The results of this
comparison are reported in Table 7. This test revealed that the difference between the partial
correlations (T private = .207 vs. Tpubtic = .057) was no longer statistically significant (z = 1.014,
D(one-wited) = -155). Thus, there is no robust evidence that the insurance type moderates the
relation between accessibility and trust when controlling for the influence of Personalization.

Conclusion: Hs is not supported.

Table 9: Fisher’s z-Test Results (Lenhard & Lenhard, 2014)

n r

Correlation 1 139 207

Correlation 2 68 057
Test statistic (z) 1.014
Probability (p) 0.155

4.5.3 H7: Premium vs. Standard Care and Confidence in Choice

Hypothesis H7 predicted that patients who selected the premium care scenario would report
greater confidence in their decision than those who selected the standard care scenario. To test
this, an independent-samples t-test was conducted to compare respondents' mean conviction
scores. Conviction was measured as the average of four items assessing respondents’

confidence in their chosen scenario. Table 9 presents the descriptive statistics for both groups.

Table 10: Comparison of Decision Conviction between Standard and Premium Care

Scenario Choice n Mean (M) Std. Deviation (SD) Std. Error Mean
Standard Care 80 3.98 .65 .073
Premium Care 128 4.09 55 .049

Levene’s test indicated that the assumption of equal variances was satisfied (p = .463). The

direction of the difference (Mpremium™>Mstandard) Was consistent with the hypothesis. However,
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the independent-samples t-test showed no statistically significant difference in conviction
between the two groups (£(206) = —1.222, p(wo-taited) = .223). The corresponding one-tailed p-
value of .112 exceeds the significance cutoff of o = .05. Effect size estimates (Cohen’s d = -
0.174) indicate only a minimal difference.

Conclusion: H7 is not supported.
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5. Discussion

5.1 Interpretation of Key Findings

Combining quantitative survey data (n = 208) with expert insights (n = 12), the findings
provide justification for the proposed CF (Chapter 3.1). The data indicate that concierge models
do not merely sell "better medicine"; they effect a strategic shift from institutional

legitimacy to interpersonal trust through specific service design strategies.

The following sections examine this transformation across four strategic dimensions: the
decommodification of time, the signaling of safety, the systemic role of the human trust broker,

and the Willingness-to-Pay for relational certainty.

5.1.1 Operationalizing Benevolence: Time as a Strategic Resource

In a market focused on efficiency, the results show that time is more than just an operational
limit; it functions as a strategic asset - considered "valuable, rare, and difficult to imitate" (RBT;
Barney, 2021). The quantitative data reinforce this, with Personalization (the skillful
management of time) being the strongest indicator of Trust (f = .447, p <.001). This provides
empirical support for Mayer et al.’s (1995) model, illustrating that trustworthiness is not
abstract but depends on tangible service features. However, viewing time merely as a static
asset is insufficient. Reflecting the Dynamic Capabilities framework discussed in Chapter
2.2.2, time serves as the operational prerequisite for "sensing" (Barreto, 2010), enabling the
provider to detect subtle health risks before they escalate, a capability structurally suppressed

in volume-based care.

While the survey scale showed only moderate reliability (a = .460), the qualitative insights
strongly support a perspective aligned with Social Exchange Theory (Blau, 1964). Interviews
(such as E04, E05) indicate that patients see the financial exchange not just as a purchase but
as an investment in maintaining the relationship. Rudebeck (2019) emphasizes that genuine
care depends on this continuity. Our results imply that decommodifying time enables a shift
from a transactional approach (characterized by a narrow mandate) to the wider "mandate of
trust" outlined by Skirbekk et al. (2023). Removing the constraints of the "industrial clock"
provides physicians with the authority to focus on the patient’s overall needs, strengthening the

doctor-patient bond.
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Additionally, the findings extend Signaling Theory (Spence, 1973). In typical care settings,
physicians often lack the capacity to signal their benevolence convincingly. Concierge models
address this gap by creating the structural conditions that make benevolence observable. By
providing protected time slots, the model reduces patient vulnerability (Hall et al., 2001) and
serves as a high-fidelity signal that the provider’s integrity is not compromised by systemic

churn.

Strategic Implication: Management must view 7ime not as a cost to minimize but as the core
value proposition that fuels the Intimacy Premium (De Santiago et al., 2021). Consistent
with Berry’s (1995) relationship marketing, lasting trust requires service designs that
explicitly decommodify time, thereby transforming the encounter from a standardized

commodity into a resilient partnership.

5.1.2 Accessibility as a High-Fidelity Signal of Competence

The findings differ from those of traditional medical sociology regarding competence-based
trust. While previous research primarily associates the 4bility dimension with technical clinical
skills (Mayer et al., 1995), this study’s triangulation suggests that, in the premium

segment, Accessibility serves as a reliable proxy for competence.

The quantitative analysis identifies Accessibility as a statistically significant, albeit moderate,
predictor of Trust (f =.124, p <.05). This finding operationalizes Hutchison et al.'s (2021) call
for a shift from unidirectional encounters toward models in which relationships serve as critical
facilitators of health. In this context, immediate availability is the tangible mechanism that
facilitates this relationship. Qualitative data (EO1, E09) confirm this psychological link: for
premium patients, being unreachable symbolizes a loss of control, intensifying the inherent
vulnerability of the patient role (Hall et al., 2001). Consequently, Accessibility is interpreted

not only as service speed but also as a fundamental signal of safety.

Crucially, this creates a distinct psychological mechanism. Because patients lack the medical
expertise to directly verify the ability dimension (Mayer et al., 1995), they rely on observable
proxies. Faced with information asymmetry about medical quality, they engage in attribute
substitution, interpreting organizational efficiency - such as immediate callbacks - as a heuristic

for clinical skill. This operational efficiency creates the context for cooperation described
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by Mechanic (1998). By guaranteeing rapid access, the concierge model establishes a buffer
that insulates the patient from systemic friction, signaling that the provider can manage the
environment effectively. This reinforces Wray et al.’s (2021) finding that premium models
foster trust by reducing access barriers, even when clinical outcomes remain comparable.
Unlike benevolence, which depends on physical presence, competence is thus conveyed

through consistent, frictionless processes.

This mechanism, however, is intensified by insurance status. Contrary to Hs, privately insured
patients exhibited a significantly stronger link between Accessibility and Trust. This suggests
a divergence in baseline expectations: public patients often exhibit "systemic resignation,"
accepting delays as inevitable structural flaws. Conversely, for premium patients, Accessibility
functions as a non-negotiable prerequisite: higher fees establish an implicit contract of
immediacy, in which any delay is interpreted not as a systemic issue but as a specific breach

of professional competence.

Strategic Implication: Accessibility serves as a risk-reduction mechanism, transforming the
front office from administrative support into a vital trust builder. Applying Berry’s
(1995) service marketing principles, a missed call in a concierge context is not merely a service
error but a signal of incompetence that can directly undermine confidence in the provider’s

capacity to handle medical emergencies.

5.1.3 The Human Trust Broker: Systemic Empathy vs. Digital Efficiency

Alongside the dimensions of Time and Accessibility, the framework emphasizes Staff
Empathy as a crucial factor in building trust. Despite the common focus on digital
transformation, this study identifies a phenomenon called the “Human-Touch Paradox” as a

key insight.

Survey data indicate that Staff Empathy, especially among Nursing Staff, significantly
predicts Trust (B =.116, p <.05; Hsa). However, qualitative insights from E09 and E10 reveal
a vital nuance: support staff serve as "Trust Brokers." They manage not only administrative
entry but also the initial authorization of the relationship. In doing so, they fulfill the core
requirements of the Senses Framework (Nolan et al., 2006). By transforming a sterile

administrative process into a momentary sense of belonging and significance, they lay the
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emotional groundwork for the clinical encounter. Consequently, by ensuring seamless access
and emotional reception, they signal that the practice is capable of fulfilling the "wide mandate"
of comprehensive care defined by Skirbekk et al. (2023), distinguishing it from the "narrow

mandate" of episodic standard care.

These findings are consonant with those of Frangois et al. (2024) discussed in the literature
review. While digital tools can indeed serve as a bridge to physicians, the data suggests that, in
the premium segment, this bridge must be secured by a human intermediary. Technology
underpins efficiency, but the human element remains the key driver of value (Berry and

Bendapudi, 2007).

However, a critical distinction emerges regarding the depth of clinical interaction. While
literature frames digital health as an access enabler, the qualitative findings highlight the limits
of digital trust. Experts (E03, E04, E05) emphasized that deep trust relies on nonverbal cues
and the ability to "read" the patient, elements that are lost in digital formats. This contradiction
suggests that trust is not monolithic: while digital tools enhance administrative
trust (reliability), they risk eroding interpersonal trust (sensing). Thus, the Intimacy
Premium requires physical presence in complex moments when the "human sensor" cannot be
replaced by a screen; digital tools serve as complements to efficiency, not substitutes for the

core therapeutic relationship.

Strategic Implication: This finding fundamentally reconfigures the locus of trust. It shifts the
focus from a purely dyadic view to a systemic model in which support staff serve as clinical
preconditioners. Drawing on Mechanic (1998), these Human Trust Brokers do not simply
schedule appointments; they architect the context for cooperation. Without this initial
emotional calibration, the physician - regardless of technical expertise - faces friction rather
than openness. Consequently, management must elevate staff emotional intelligence from a
soft skill to a core strategic asset, recognizing that the Intimacy Premium is often secured or

lost before the medical encounter even begins.
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5.1.4 The "Paradox of Paid Trust": Willingness-to-Pay and the Irrelevance of Fairness

Concerns

Finally, the results address the ethical tensions of the two-tier system. Skeptics and ethicists,
such as Sandel (2012), have long warned that the commodification of care risks eroding
its moral neutrality, potentially reframing professional altruism as a mere contractual
obligation. However, the empirical data reveal a striking divergence between these theoretical

concerns and patients' actual behavior.

The Irrelevance of Fairness Concerns: Hs proposed that patients with significant concerns
about systemic fairness would trust concierge providers less. Unexpectedly, the regression
analysis revealed no substantial adverse effect of Fairness Concerns on Patient Trust (f = -
0.019, n.s.). This empirically validates the Citizen-Consumer Gap discussed in Chapter 2.4.1
(Clarke et al., 2007). While respondents, acting as "Citizens," criticize the inequality of a two-
class system (E02), this moral stance collapses when they act as "Consumers." The theoretical
explanation for this gap lies in the nature of the service itself. As Berry and Bendapudi (2007)
emphasize, healthcare consumers are "sick," "reluctant," and "at risk." Faced with personal
vulnerability, the abstract desire for societal equity is superseded by the immediate need for
security. Consequently, patients compartmentalize their political beliefs to prioritize

responsiveness. In the context of health, individual pragmatism overrides collective ideology.

High Willingness-to-Pay as a Signal: This pragmatic shift is reinforced by the scenario
analysis (see Survey Scenario, Appendix C), where 61% of respondents found the fee-based
premium model more trustworthy. Furthermore, 71% indicated that they would be willing to
adopt or pay for this model if given the opportunity. This directly contradicts the fear that
market norms crowd out trust. Instead, viewed through Signaling Theory, the fee functions as
a credible signal of the provider's capacity to deliver the Intimacy Premium. It assures the

patient that the physician is not subject to the resource constraints of the standard system.

Synthesis: Patients act as rational agents willing to trade financial resources for relational
certainty. Contrary to Sandel’s critique, the fee is not perceived as a bribe that corrupts the
relationship, but as a mechanism to restore autonomy and competence, the core psychological
needs defined by Self-Determination Theory (Ryan & Deci, 2000). By paying for access,

patients transition from passive recipients in a rationing system to active partners who have
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secured the necessary resources for their care - a transition here defined as the Dignity
Premium. While the Intimacy Premium ensures the quality of the relationship (Benevolence),
the Dignity Premium secures the patient's status (Agency). It is the cost paid not for luxury,

but to escape the anonymity of standardized care and regain a sense of control.

Strategic Implication: The lack of adverse effects related to Fairness Concerns suggests that
the moral stigma of concierge medicine is primarily a theoretical construct rather than a market
barrier. For providers, this implies that openly charging for access does not delegitimize their
practice; on the contrary, if it guarantees safety and timeliness, it reinforces their reputation by

signaling a robust capacity for care.

5.2 Theoretical Implications

This dissertation advances strategic management within the context of healthcare

consumerism.

5.2.1 Refining RBT: Time as a Strategic Asset

This study extends the Resource-Based Theory (J. B. Barney, 2021) by redefining Patient
Trust as a strategic asset contingent on the decommodification of time. Bridging RBT
with Dynamic Capabilities (Barreto, 2010; Teece, 2007), the findings identify structural time
availability as the essential prerequisite for "sensing" patient risks. Consequently, the Intimacy
Premium emerges not as a luxury byproduct but as a replicable resource created by explicitly

decoupling care from the industrial clock.

5.2.2 Extending Signaling Theory: Responsiveness as a Proxy for Competence

Applying Signaling Theory (Spence, 1973), this research reveals that patients engage
in attribute substitution, interpreting responsiveness as a high-fidelity proxy for medical
competence. In systems marked by perceived failure, administrative efficiency establishes
the context for cooperation (Mechanic, 1998). Thus, friction-free access transcends
convenience; it precedes clinical signals in the trust hierarchy, effectively insulating the

provider against systemic skepticism.
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5.2.3 From Organic to Engineered Trust

Finally, this research challenges the notion of trust as a purely organic bond, instead supporting
a functionalist view in which trust is architected through specific design choices (e.g., staff
empathy). Linking findings to Self-Determination Theory (Ryan & Deci, 2000), the
Willingness-to-Pay is driven not by luxury consumption but by a fundamental desire to
regain autonomy and competence within an opaque system. This insight reframes the
theoretical discourse on the Citizen-Consumer Gap: the fee is not a step toward the
"Commodification of Care" but rather a mechanism for the "Restoration of Agency." The
membership fee covers the Dignity Premium, transforming the passive patient into an

empowered agent.

5.3 Social and Ethical Implications

The study identifies a critical tension around the "Commodification of Trust." Although the
findings in Section 5.1.4 show that individual patients prioritize personal agency over systemic
fairness, this pragmatic behavior creates a significant societal externality. Although concierge
services foster strong trust among their users, they risk undermining the institutional

legitimacy of the broader healthcare system.

e The Two-Tier Trust Paradox: As interviewees (E02, E11) observed, when high-
quality relational care becomes a purchasable luxury, the public system is increasingly
perceived not as a standard but as a residual safety net. This exacerbates the Citizen-
Consumer Gap (Clarke et al., 2007): as the most resourceful patients exit the standard
system to buy the Intimacy Premium, the public sector loses its most vocal advocates
for improvement. The paradox is that while the fee restores trust for the individual, it

accelerates the erosion of confidence in the collective system.

e Social Risk: When trust-building resources - specifically Time and Accessibility - are
commodified, ethical concerns about universality arise. This research warns that while
privatization may solve the "trust crisis" for the affluent, it risks branding the standard
model as inherently unsafe. Consequently, the "Restoration of Agency" (described in
5.2.3) remains a privilege, potentially cementing a structural divide in which trust is no

longer a public good but a private asset.
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5.4 Limitations and Future Research

Although this study clarifies trust dynamics in premium healthcare, the following limitations

suggest avenues for future scholarship.

5.4.1 Sample Composition and Bias

A critical limitation is the sample’s composition, predominantly young, digitally literate, and
privately insured (66.8%). This wealth bias constrains the interpretation of Hypothesis 5: the
"Irrelevance of Fairness Concerns" likely reflects a privileged perspective in which the Dignity
Premium is an affordable restoration of agency rather than an exclusionary barrier.
Additionally, the younger demographic may obscure the trust dynamics of older adults, who
typically prioritize physical continuity over hybrid accessibility. Consequently, these findings

cannot be fully generalized to lower-income or older populations.

5.4.2 Construct Complexity

While Patient Trust showed acceptable reliability with a Cronbach’s alpha of .627,
Personalization indicated lower internal consistency (o = .460). Theoretically, this supports
the Dynamic Capabilities framework (Chapter 2.2.2), suggesting that "sensing" is a complex,
multidimensional capability rather than a single variable. Thus, regression results for
Personalization should be interpreted as exploratory signals rather than confirmatory evidence.
Future research should prioritize refining this scale to establish more standardized metrics with

higher internal consistency.

5.4.3 Causal Ambiguity

The cross-sectional design prevents determining causality. It is unclear whether concierge
services build trust or simply attract patients who are already predisposed to trust (selection
bias). This "Reverse Causality" issue limits the ability to establish an apparent directional

effect.
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5.4.4 Contextual Generalizability

By synthesizing insights across diverse health systems (DE, U.S., UK), the study simplified
specific regulatory nuances. Findings on "Willingness-to-Pay" may therefore vary between

single-payer and multi-payer systems with higher out-of-pocket exposure.

5.5 Directions for Future Research

To advance the field, future research should focus on three strategic areas.
1. Comparative Analysis: Investigate how different regulatory frameworks influence the
effectiveness of the Intimacy Premium.
2. Refined Measurement: Develop granular scales to distinguish quantitative time from
the qualitative depth of "sensing" and to measure the Dignity Premium empirically.
3. Longitudinal Dynamics: Track the Citizen-Consumer Gap over time to determine
whether the tension between societal fairness and personal utility persists, or whether

patients develop permanent coping mechanisms for the two-tier reality.
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6. Conclusion

This dissertation set out to answer the central research question: How do factors associated

with concierge premium services influence patient trust in healthcare?

The empirical evidence points to a clear conclusion: Concierge services influence trust not
merely by  promising better medical outcomes, but by decommodifying
time and commodifying access. At a time when the public sector is marked by fragmentation
and efficiency pressures, concierge models succeed because they create the structural
conditions necessary for the "wide mandate of trust" (Skirbekk et al., 2023) to develop.
Specifically, they foster trust through three strategic mechanisms:

o Personalization as a Dynamic Capability: By shielding the encounter from the
industrial clock, time is transformed from a cost factor into a strategic asset. This
enables "sensing" (Barreto, 2010) - the proactive detection of risks - thereby signaling
deep benevolence and securing the Intimacy Premium.

e Accessibility as a Proxy for Competence: Through the psychological process
of attribute substitution, patients interpret immediate responsiveness as a high-fidelity
signal of competence and safety. This establishes the "context for
cooperation" (Mechanic, 1998) that insulates the relationship from systemic friction.

e The Human Trust Broker: Instead of digital interfaces, empathetic support staff serve
as clinical pre-conditioners. They manage the emotional entry into the system, ensuring

the interface remains human despite digital advances.

The study reveals a critical shift. While public discourse debates the ethics of two-tier
medicine, individual behavior confirms the existence of a distinct Citizen-Consumer Gap.
Faced with vulnerability, societal idealism yields to the need for security. The high adaptation
willingness (71%) indicates that patients reinterpret the fee not as an exclusionary barrier but
as a necessary investment to restore autonomy - a Dignity Premium paid to escape the

anonymity of standardized care.

For the future of healthcare management, this study challenges the current emphasis on volume
and efficiency. It demonstrates that while technology can scale processes, only human attention
can scale #rust. The industry's ultimate challenge lies not in securing this model for the few but

in finding scalable innovations that reintroduce time and empathy into the care of the many.
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Appendices

Appendix A: Expert Interview Question Guide

1. Introduction & Information
Good afternoon, Mr./Ms. ...,
And thank you very much for taking the time to speak with me today. This interview is part of
my master’s thesis, in which I explore how different healthcare delivery models — particularly
concierge or premium healthcare — influence patient trust. The interview is semi-structured,
meaning that I have prepared a set of guiding questions. Still, the focus is entirely on your
personal perspective, your individual assessments, and your professional experience. There
are no right or wrong answers.
The interview will take approximately 30 minutes. With your permission, I would like to record
our conversation so I can accurately transcribe it later and avoid relying solely on memory.
All recordings and transcripts will be treated confidentially and processed in accordance with
applicable data protection laws, including the GDPR. Any information that could reveal your
identity will be anonymized during transcription. No personal data will be published or shared
with third parties, and the final thesis will include only anonymized statements, excluding
names, organizations, or other identifying details. You may skip any question or pause the
interview at any time.
Are you comfortable with the recording?
2. Warm-up & Context Questions

1. To begin, I would like to understand your current professional role. What field do you

work in now, and what are your primary responsibilities?

2. And, to better understand how you came into this position, what has your career path
looked like so far? Were there particular experiences or roles that shaped your work
today?

3. Main Section
A) Understanding Trust in Healthcare

1. What does trust mean in a medical or healthcare context, from your perspective?

2. Which factors or behaviours strengthen patient trust in healthcare providers or
institutions?

3. And what can weaken or damage trust?
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4.

(If relevant) Has the meaning of trust changed in recent years? If yes, what influenced

this change

B) Concierge & Premium Healthcare Models

1.
2.

Are you familiar with Concierge & Premium Healthcare?
Concierge or premium healthcare models are those in which patients pay a fee to access
enhanced services (e.g., extended appointment times, direct access, personalized
coordination). Would you define it the same way, or differently?
Have you had direct or indirect contact with concierge or premium models?

o Ifyes: In what context?

o If no: How do you perceive these models through media, research, or public

discussion?

C) Trust in Concierge and Premium Care Models (Link to the Conceptual Framework)

1.

When you think of concierge or premium healthcare, what do you believe makes

patients feel they can truly trust these services or feel particularly well cared for?

1.1 If not mentioned yet: How important are the factors

— personalization,

— accessibility,

— empathy, and

— continuity of care

... in this context?

1.2 How do these factors influence the perceived

— competence,

— benevolence, and

— integrity

... of the physician or medical organization?

Which aspects of concierge or premium care might raise skepticism or erode trust?
Are there patient groups that you believe benefit particularly strongly from these

models - or approach them more critically? Why?

D) Comparison: Regular vs. Concierge Care

1.

When considering trust, are there aspects where regular healthcare has advantages, and
others where concierge or premium care builds trust more effectively? How would you
describe these differences?

In your opinion, which care model builds long-term trust more effectively, and why?
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3. Do you see risks or unintended consequences of concierge models - for individual
patients or for the healthcare system as a whole?
E) Society & System-Level Implications
1. If such models become more common, what impact could this have on public trust in
the healthcare system as a whole?
2. What might be the influence on trust?
3. Some argue that concierge medicine contributes to a two-tier healthcare system. How
do you view this debate?
4. Which political, ethical, or regulatory measures could help ensure fairness, access, and
trust?
F) Future of Healthcare & Trust
1. Looking ahead, do you expect care to become more personalized and service-oriented,
more digital, or both?
2. Which developments could strengthen trust in the future - and why?
3. What role do concierge or premium elements play going forward - marginal,
complementary, or central?
4. Closing Questions
1. If you could change one thing to strengthen patient trust in healthcare (or physicians,
hospitals, or new care models) - what would it be?
2. Is there anything we have not discussed that you feel is essential?
3. May I contact you again if any questions arise during the analysis, or if I need your

consent to quote specific statements?
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Appendix B: Coding Manual

Category System

1
Category Definition [Anchor Exampte =1 Exclusion Role (Use
Usewnen competence, siil, medicat
A-Trust Dimensions A1 - Abiuty (e e e MVn Amxbaor |l feel e knows whathets doing.* expertse, orcorrect procedura executon | XCLL4E When (e emphasis s an empatny or

Irelianiiny of elinicians or the organtzatian.

is emphasized.

emotional suppart ~» code under Benevolence.

A2 -Benevolence (Empathy & Relational Warmih)

Statements referting 1o emotonal SUPpOIt empatny, Ustening, or
relational care.

“I stiower than te patientso they feel n control.*

Use'wnen care, compassion, emotional
presence, or. is

Exclude when hefocus is on

descrined

alabilny
B1-57.

retiabilny,

Rellability)

or nanesy.

memustbetre.”

Use'wnen honesty, ansparency,

. orte avoitance
ot deception Is discussed.

(skilis} + code under Abiiny.

2.Conclerge Premium Service Features.

Category

Definition

[Anchor Exampie

Exclusion Role (Use not when...]

|8-Conclerge Premium service
Features

B1- Access & General Availabllity

|Statements referring t0 easier access, shorter wating times, predictable
lavalianiity.

i could only get an appointment | paid privately.”

Usewhen general access, wating times,

mentioned.

2477 avalability s mentioned
+ codeunderB7.

82.-Time & Attention

haveor patient:

s hehectic?*

Usewnen consutiation tengtn, unrushed
care, o £

higniignted

is contrai » Use.
2.

83 - Personallzation & Holistic Lifestyle Insight

, orholistic
understanding of patints’ (ves.

o

“They el u
contributing factors.*

Broader

ted to personal
needs, lifestyle, preferences, orlong-
temm pattems.

Exclude wnen the comment s purely about
8:

B4-Relationshio Continuity (Same Doctor Long Term)

stable,

Usewhen tong-tem continuny, ane

[with minimai provider ehange,

doctor,
n

5
2 BUBT.

Environment)

cleantiness, staff
triendliness, or atmosphere.

Is ablatch [ ] makes you notwantto
come back.”

Usewhen enviranment, reception
experience, faclty Layout, or staff
benavior s discussed

Exclude when the comment refers to medical skill
A

86 - Financial Transparency & Faimess.

10 clarmy, faimess, fees, piicing, or

“Pay 4000 euros and you can bring your chitd nextweek.

Use'when pricing, fee modets, faimess,

Exclude when affordabiiy is used 10 discuss

sucietal inequalives » 61

57 -24/7 Accessibllity & immediate Responsiveness.

|Statem ents expliity reterting 1o found-the-ciock semvics, Immediate
phone pickup, orurgent respansiveness.

“24/7 someonewlll pick up the phone.”

Useiwhen 24/7 availabilny, urgent

senvice s reteren cod

lanilty is mentioned

3. Systemic & Ethical Tensions.

Category

Definition

[Anchor Example

[Coding Rule [Use when...)

Exclusion Role (Use not when.

C - Systemic & Ethical Tensions

tatements two-tier heathcare, or

C1- Equity & Two-Tier | A
lustice)

lethical consequences of paid sevices

‘Who can even afford this anymore?*

Use'when inegualfty, faimess, access.
lustice, o1 political debates around paid
care appear.

Exclude when the conversation Is about individual
costs ratherthan social faimess » 85,

62- System Overload & Cliniclan Burnout

Statements high|ighting Structural system pressure, cUnician bumou,
imited time, or overload.

“Clinicians are taved ... less time with my doctor.*

Usewhen overioaded systems, staft
shortages, bumout, orsystemic
Infficiencies are described.

EXClude whem the CrQUE S aout INStRUTonS of
politics » €3

patients, or “HuStCoNtagion’” in communtes.

if communy leaders are Unhappy, the biastradius is huge.”

ca- - e— e Dy —————
insurers) payers, orinstrutional actors. . & ::H:m';“ . insurance, SYStem} s | pasent) » A Categories.
Statements Teputatian, , Influential (B A N, IS plten . Exclude when the statement Is about an indhvidual

word-ot-mouth, arsacisl captal are

discussed.

experience with o broader reputational effect.
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Coding Table

ParticipantID | Professional Role Extracted Que Analytical Interpretation
“For me, trust means that a doctor takes the time to address my concerns and looks at my medical Trust is strengthened when patients feel
A2 -Benevolence
history.” heard and taken seriously.
B5-Es & Staff level ints
“The reception Is very important. Is the staff friendly, understanding, polite?”
. Y imeo Y. ing. Bxperiance influence the initial formation of trust.
during Inters is
“If the doctor is rushed and has no time, you feellike 2 - 2 B2-Time & Attention perceived as devaluing and undermines
trust.
Restricted access to care generates
“You often don't get appointments at all[...] or you're told ta pay privately.” B1- Access & General Availability |frustration and decreases trustin the
system.
High out-of-pocket fees for urgent care are
B6 - Financial Transparency & e P ot
“If you pay us 4,000 euros, you can bringyour ehild next week.” Fainess perceived as unfair and ethically
problematic.
E01 Patient Coordination
“Who can even afford this anymore?” C1 - Equitty & Two-Tier Debate
v iy Isidentified as a cause for concem.
‘ Poor responsiveness signals organizational
“Often no one even answersthe phone. Thatis much worse.” B1 - Access & General Avaiabilty ” i
neglect and weakens trust.
- m Tl Di n| re for m
“Idon't like online video ]1want to see the doctor gl o SF‘B Sneetioad & Dieak Drftal only.cars (Prmalts ey recuc e
Scepticism [when they diminish personal contact.
The value of concierge models is largety
“A premium service would only help if | actually get faster access to specialists.” B1-Access & General Availability |associated with accelerated accessto
specialists.
Declining trust in healthcare is Unked to
“Politically everything has gotten worse; you notice it when you can't get any appointments.” €3 - Institutial Distrust broader political and systemic
shortcomings.
“Understandingwho | am and what my specific needs are [...] i family sit and B3- lization & Holistic F i and anti ing patient
anticipating those needs.” Insight needs are viewed as core drivers of trust.
“Havingtrust means I'm going to have the same provider for years [.. ] treated whenlgo  |B4- ianship Continuity Long-term continuity with the same
there.” (Same Doctar Long Term) provider is linked to stable trust formation.
BS - Environment & Staff Negative staff interactions at reception
“The front desk lady is a biatch [...] makes you not want to come back.” ga ¥
Experience can severely weaken trust.
Perceived lack of time or emotional
“They don'’t care about me. They don't take time for me. Fm constantly not seen on time.” B2-Time & Attention p
presence reduces trust in providers.
Feelingunheard is experienced as an
“I switched doctors because | didn't feel like | was getting heard.” A2 - Benevolence indicator of low empathy and reduced
trust.
Data protection and error-free information
“Trust could mean you're keeping my data safe [...] mismanagement of data can also cause a problem . P 3 _
p A3 - Integrity handling are essential to pereeived
with trust.” .
integrity.
E02 Heatthcare Operations *Forme, concierge healthcare would be on-demand, on location ...}t comes with a fee the general | . ——— Concierge care isviewed as financially
population cannot atford.” i exclusive and Inaccessible to most people.
B7-2477 " Immediate availability is perceived as a
“I have to know that | have immediate accessto you [...] that you can get here today.” B conciet
youf]thetyou con g L Immediate Responsiveness i o e
senvices.
The concierge model is expected to be
“Concierge healthcare could only exist with highly credentialed and capable providers.” A1 - Ability e il y
staffed by providers with high expertise.
High-price-driven prioritization is seen as
“When the highest payment wins [...] you can't have money be a driver.” C1-Equity & Two-Tier Debate e s ,
detrimental to authentic trust-building.
Lackof institutional knowledge-sharing in
*Conciargs setups may ot have 866sS 16 bést praciices and ressarch that a networkef physicians. | G2 - System Overload & Clinical ; a0-sharng
concierge models is viewed as a potential
would have.” Burnout 2
quality risk.
Expanded concierge care is expected to
“The increase of concierge healthcare will[...] contribute to the downturn of public healthcare.” C3 - Institutial Distrust weaken public trust in the general
healthcare system.
Trust d fund ital
“Trustin a medical context is the most important thing for a patient.” A2 - Benevolence rustisviewedasa fundamenta
% = i Medical expertise is perceived as a primary
‘Competence is decisive far trust [...] in medicine, trust through competence is a key characteristic.” | A1 - Ability dver O IUSHHANING
“During the accident, the analytical approach and the competence created extreme trustin a very A1- Aty Rapid, competent assessment in critical
short time."” situations strengthens trust significantly,
Lack of communication leads to
“When no one communicates in the emergency room, no trust is built,” A3 - Integrity
uncertainty and undermines trust in care.
. : o Poor triage and long waiting undermine
“Iwas placed among all the other ambulatory cases and simply had to wait[...] the situation went
P ,,g ¥ ply L] B1-Access & Availabitity trust in the system’s ability to provide
completely wrong.
appropriate care.
|Adequate time and clear explanation
“Good trust was created because someone took time, analyzed properly, and communicated clearly.” |B2-Time & Attention support trust formation in medical
encounters.
€03 Entréprenisir & Exscutie Premium models are viewed as financially
“Many people cannot afford such a conclerge service even though they would want it." C1 - Equity & Two-Tier Debate inaccessible for large parts of the
population.
Increasing sacioeconomic divides are
“The system is moving toward a three-class society [...] those who cannot afford it will feelleft behind.” | C1 - Equity & Two-Tier Debate 2
expected to worsen healthcare inequality.
Structural shortages create uncertainty
C2 - System Overload & Clinical
“The collapse of the i itioner syster le helpless in L “m?":‘ and reduce trust in the averall care
2 system.
Lackof institutional support is linked to
“Aconcierge service would make sense, but the health insurers will not support it because they cannot " P
afford it.” = Distrust financial leading to mistrust in
. policy decisions.
(Wh fail, infe Lnetworks take
“People search their personal network for someone with access to good d [ that B4- ip Continuity i dystana fak dfarALNeRY o 1o
. _ over the concierge role for navigation and
informal concierge.” (Same Doctor Long Term)
access.
Successful concie odels require both
“The cencierge service only works i digital solut o afe sind B7- 2417 Accessibllity & MCER S COnCIeE X ke Doy
digital and personal availability to maintain
actually reachable.” Immediate Responsiveness By
rust.
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“Finding a healthcare providerwho can still see you as a person is super important from a trust

Az - Benevolence (Empathy &

Trust increases when patients feel
personally acknowledged rather than

oL Relational Warmh|

perspective. elational Warmth) treated impersonally

[— . " . . 5 A3 - Integrity ¥ protection practices
Handling 88 ] it L] thoukihe standand. , Reliabilty) are expected as a baseline for trust.

| alway make sure that I'm sitting lower than a patient so that they're kind of in the point of control.”

A2 - Benevolence (Empathy &
Relational Warmth)

Trust s reinforced when patients perceive
autonomy and respectful communication
duringcare

“Explained welland at a lay person levelis important.”

A3 - Integrity (Honesty,
Transparency, Relabilty)

Clear, understandable communication
strengthens transparency and reliability
perceptions.

“There is less trust in the healthcare system now than there has been.”

C3 - Institutinal Distrust

Public cenfidence in healthcare
institutions is perceived as declining.

“Patients|[...] come to me who have already read stutf on TikTok or online.”

C2 - System Overload & Clinical
Burnout

to rising complexity and stress in clinical
encounters.

*You're basically being questioned about your knowledge base.”

(A1 - Abllity

Provider campetence s increasingly
challenged due to dighal information
sources.

Time pressure in standard care reduces

€04 Physician “Probably as a patient you feel rushed because the provider [...] is on a time Umit.” B2-Time & Attention perceived attentiveness and weakens
trust,
Concierge-like models are thought to
“You probably can develop a much more personal. dlamss |04~ Relstionebin Gortinuiy enabLer:onger long-term re\afvna\
P Y " P FEE | (same Doctor Long Term) '
bonds.
B3 - Personalization & Holistic: Greater personal familarity is linked to
“You get ta know people better [...] there’s probably more trust in that system.” P i N
Lifestyle Insight stronger trust in premium care settings.
) y Reduced patient loads in concierge care
“Hf you're paying someone just to be kind of on call for you [...] you could worry about their amount of C2 - System Overload & Clinical N
. raise concerns about maintaining clinical
experience hours.” Burnout
experience.
i N i i Personalized over-testingin premium care
“You might make decisions to make you feel more reassured that may not be in the patient’s best
int ;3:‘ ¥ v P C1 - Equity & Two-Tier Debate could create unfair risks or unnecessary
interest.
interventions.
Lack of baseline coverage makes two-tier
“In the U.S. [...] you would have no healthcare if you chose not to for it[...] whichis ver
s Ly b peyiNitl.) £ C1-Equity &Two-Tier Debate  |healthcare particularly problematic in
) certain systems.
Structural shifts toward digital
i ’ " & C2-System Overload & Clinical 2 ol
“We're going towards a convenience model of medicine, which means it's going to be less personabl Burnout convenience reduce personal interaction
incare.
Premium models promise consistent
“if what lue is havis doctor that f rythir { i ling. " B 27 Aecoskbiny & hysici labiity ling to patient:
‘what you value is having one doctor that seesyou far everything, concierge is super appeali cian aval , appealing to patients
¥ ¥ i g, L PELaPR % Immediate Responsiveness P Y" " Lol
prioritizing continuity.
Trust is associated with the feeling of being
A2 - Benevolence (Empathy &
“Trust means knowing that when | am sick, | enter a system that | can rely on.” iy fely ina ar
Warmth
! envronment.
Perceived competence and confident
“The patient must have the feeling: this doctor can do it, this doctor is in control of the situation.” A1 - Ability are :en{laL
“Aspecialist is Uke a master craftsman [...] you can rely on at least a minimum standard of what has A1 Abitty Formal qualfications signal competence
been learned.” and strengthen trust in professional skill
A2 - Benevolence (Empathy & An insecure appearance weakens,
“If a doctor appears insecure, patients often say they did not feel well taken care of.” {Eapathy il
Warmth) relational trust and generates doubt.
- Integrity (Honesty, Mi information reduces transparen
“Alack of communication in the emergency room creates no trust.” A4 ety (o sty S Infaimation fecucas ransperency
Reliability) and leads to
) i Digitalinformation availability increases
“Because of online ] you must explain a lot more now." C3 - Institutinal Distrust g 5 Yy
skepticism toward medical decisions.
G2 - System Overload & Clinical 1 overload intensifies sti nd
“Unguided googling only causes insecurity and fear."
guided googling only 2 Burnout provid
Selective private care increases access
“This is already almest a premium model[...] practices taking only private patients have more time and
y pi [-p g only p P B1- Access & General Avallability |and availability compared to standard
better availability.” E
practice.
E0S General

“For premum care, the decisive factor is the price. Trust is not the problem.”

B6 - Financial Transparency &
Faimess

Cost is viewed as the main barrier to
conclerge medicine rather than
trustworthiness.

“Many people cannot afford such a model[...] only valuable managers are sent to these special

C1-Equity & Two-Tier Debate

Premium senvices are perceived as
accessible only to socioeconomically
privileged groups.

“Ahundred people gving a hundred euros for atways being available [...] | once thought about thatasa
business model™

BY - 24/7 Accessibility &
Immediate Responsiveness

Constant personal availability is seen asa
core differentiator of concierge-style
models.

“In regular care, everything is like a conveyor belt [...] in a private system, examinations are longer and
more thorough.”

B2 -Time & Attention

Time intensity and thoroughness are
perceived advantages of premium models
over standard care.

“The classic general practitioner modelis i ] young work-life balance.”

C2 - System Overload & Clinical
Burnout

Structural pressures and changing,
workforce expectations challenge
continuity of traditional care models.

“Premium models can create inequalities ...] normal people may be left behind if many doctors switch
10 them.”

C1-Equity & Two-Tier Debate

B senvice!

access for those reliant on standard care.

“Healthcare must become more transparent so patients understand decisions and motives.”

|A3 - Integrity (Honesty,
Transparency, Reliability)

Transparency about clinical and system
decisions is viewed as essential for
rebuilding trust.
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Geriatrics & E-Health

“Trust in medicine must be earned again and again.”

A3 - Integrity (Honesty,

Trust is viewed as a dynamic process

, Reliability) requiring
Perceived expertise is positioned as the
“The basis of trust is atways competence. (A1 - Abllity o R
of medical trust.
Patients evaluat i tuitively,
y v A - - atients evaluat e:nmpesence intuitively,
ns.
(A3 - Integrity (Honesty, Clear explanations and openness about
P ; people want to i ety ( s!y 9 s P
Transparency, Reliability) decisions strengthen trust.
Overly rushed interactions weaken
“Time pressure - 82-Time & Attention ! !
relational foundations of trust.
C2 - System Qverload & Clinical it q
“Good medicine needs time and that time is no longer available.” o e e scarciy
Burnout care and trust-building.
i " N B4- i Continuity F care delivery disrupts stable
“Continuity of care no longer exists; patients see a different doctor every time,”
iy kiandal ¥ (Same Doctor LongTerm) doctor-patient relationships.
Excessive workloads contribute to

C2 - System Overload & Clinical

E07 The system is completely overloaded - everyone is working at their limit.” deteriorating system performance and
Leadership Burnout
patient trust.
Perceived institutional neglect fuels
“People feelthe system no longer takes care of them.” C3- Institutinal Distrust s s
inaccessis seen as
“We are heading toward a two-tier healthcare system.” C1- Equity & Two-Tier Debate
an emerging structural issue.
Financial resources are associated with
“With money, one gets faster appointments and better access - that is the reality.” B1-Access & General Availability
preferential access to care.
Extended consultation time in concle
“Premium services can absolutely strengthen trust if the doctor truly has time.” B2 -Time & Attention 7 .
models is inked to improved trust.
Expansion of premium models risks
“The danger is that normal pati be left to conclerge medicine.” C1 - Equity & Two-Tier Debate exacerbating inequities for the general
| population.
BS - Environmental & Staff The icaland professional environment
“Trust is also ir by the Isitclean, isit = phiydd o
Experience contributes o perceived trustworthiness.
Trust is grounded in protessional expertise
“Trust in the medical context has two facets for me: the competence of those treating and the id » p RS i3
% U o A1 - Ability supported by reliable information
avallability of objective information,
structures,
Seniority and clinical experience are seen
“The basis of trust is created by experienced specialists and good chief physicians.” A1 - Abili
¥ exp » o phys g asfoundational signals of competence.
™ and clear
“Communication is one of the behavioral factors that significantly contribute to trust.” B il 4 enhances predictability and reduces
sgnificantly Transparency, Reliabilty) 2 v
uncertainty.
Missed or delayed responsiveness
“If expectations are not met and after five attempts no one picks up the phone, trust is gone.” B1-Access & General Availability |undermines trust through perceived
inaccessibility.
> 5 Premium senvices emphasize
“Premium care involves aesthetics and preventive medicine and f people B3- & Holistic o
roactive engagement with their health."” Lifestyle Insight b keen, fonvard-lpodng alth
P eage = strategies.
Environmental quality and professional
. |ss-Environmentat Statt ualty and p
“The of a practice to the feeling of beingwell taken care of. 3 support perceived
Experience
trustworthiness.
E08 Hospital

“Premium care does not apply to all situations; for acute care, people need the regular system.”

C2 - System Overload & Clinical
Burnout

Structural system functions cannot be fully
substituted by premium models due to role
limitations.

“We afe heading toward stronger two-class medicine.”

C1-Equity & Two-Tier Debate

asa societal challenge tied to premium
services.

“With maney, people get faster appointments and better access - that is the reality.”

B6 - Financial Transparency &
Fairness

Payment-based preferential access
contributes to perceived unfairmess in the
system.

“We reject the concept of two-class medicine when it comes to acute care in our region.”

C3 - Institutinal Distrust

Organizations attempt to countaract
public mistrust by committing to equitable
acute care.

“Digitization has potential, but the healthcare system in Germany is far behind.”

C3 - Institutinal Distrust

Systemic shortcomings in digital
infrastructure contribute to skeptical
perceptions.

“The question is how medical knowledge and data can be made gobally available in the future.”

C4-Reputation, Social Capital &
Community Influence

Trust is also linked to broader questions of
shared knowledge and responsible data
governance.
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“Really look at someone's life holistically rather than just the symptoms itself.”

B3 - Personalization & Holistic

Trust is supported through understanding

Lifestyle Insight the patient’s broader life context.
“The average a doctor [...] very di ynaw; that vilage doctorfrom the 1950s had a ot |, o Perceived professional authority has
more respect.” shifted over time, affecting baseline trust

“They can't go back to the NHS because it's a different doctor every time; the system is overioaded.”

C2 - System Overload & Clinical
Burmout

Systemic capacity issues reduce continuity
and push patients toward premium
models.

“We are the centres of a lot of people’s lives |...] people come to us for everything.*

Community Influence

C4 - Reputation, Social Capital &

Concierge providers often become trusted
anchors far beyond medical care.

“We have a lot of trust in the communities [...] it's a lot of reputation management.”

Community influence

C4- Reputation, Social Gapital &

Maintaining organizational reputation is
central to sustaining patient trust.

“Continuity of care [...] they don't want a different doctor; they want someone who knows their family.”

B4 - Relationship Continuity
(Same Doctor Long Term)

Long-term relational cansistency is
perceived trust.

“24/7 someone’s gonna pick up the phone [...] that's a subcompanent of concierge.”

B7-24/7 Accessibility &

Permanent availability is a defining

of conclerge care.

“Continuity is huge [...] and that’s going to be one of the biggest p y ge company Bd- Continuity Ei is both a trust driver
across.” (same Doctor Long Term) and a persistent hallenge.
% A2 - Benevolence (Empathy & Trust dynamics often operate atan
Concierge Healthcare “You see that with aur doctors[...] the subconscious is a powertul thing.”
E09 o -l pow - Relational Warmth} intuitive, emotional level.
) ) B3- Personalization & Hollstic The future of care is envisioned as highly
“Iseeit y d[...] large language modet: involved.” : persanalized and technologically
Lifestyle Insight
augmented.
“When you've only got 10 minutes per appointment, it's very hard to do personalized medicine.” Ba-Personatation & okt Trieconsai ey amt
inute: intment, e ine. > 5 , J
o v gol perapp 24 pe Lifestyle Insight personalization in non-premium settings.
" a ” AZ - Benevolence (Empathy & Proactive, relational follow-up reinforces
“Abig part of our relationship-based medicine is the follow-up [...] just remembering the patient.”
s P i i ol ‘Warmth) the sense of beingcared for.
Technology-enabled responsiveness
“That would create a briliant service [...] a huge competitive advantage.” B1- Access & General Availability | strengthens both senvice uality and
trustworthiness.
Managing clinicians’ imited time is
“Doctors are hard to manage [...] | ike rabot doctors, that's the future.” B2- Time & Attention challenging, promptinginterest in
adtomation.
Al hancing clinical
“It could be this, could be this|...| Al can pull out hundreds of milions of data points,” A1 - Ability t-vls SN ESmATEABEIEA pecy Ieey
Financial extraction by investors is viewed
“It's very cyclicall rivate equity loads up debt [...] that might destroy trust.” €3 - Institutinal Distrust
e i ity pdentl..] B 4 asamajor threat to trust in healthcare.
Price becomes the defining access barrier
“Ultimately the distinction willjust be price [...] who can atford who cannot.” C1- Equity & Two-Tier Debate ¥
as concierge models proliferate.
“Trust means havingthe feeling that the doctor cares, even without knowing how good they are A2 -Benevolence (Empathy& | Emotional care s valued more highly than
professionally.” Relational Warmth) medicall assessable competence.
A3 - Intey Hone: Clear communication increases
“I've always got along best with doctors who communicate clearty,” ety :
Transparency, Reliability) transparency and strengthens trust.
A3 - Intey Honesty, Indirect or evasive communication
“When someone avoids saying things directly, you is going on in the Ky ey ﬂy
Transparency, Reliabilty) reduces perceived transparency,
: Professional expertise is preferred over lay
"1 de t f-dli ; that is the role of lists.” A1 - Abi
o not rely on self-diagnosis; that is the role of special ity voiiaign of kb ifocbtons
(A3 - Integrity (Honesty, Following through on commitments
“Reliability means that what is said actually happens.” ey i ¥ g‘ 2 o
Transparency, Reliability) reinforces trust in professional reliability.
L N . B5 - Environmental & Staff QOrganizational environment and waiting
“The p isimportant [...] P - :
Experience times shape overall frust in care settings.
Deference to medical expertise signals
“Itell the doctor: you are the expert, we'll do whateveryou say is best.” AL - Ablity high baseline trust in professional
E10 Healthcare Finance judgment.

“Everyone who pays more gets more - that's simply the logic.”

B6 - Financial Transparency &
Fairmess

Premium care is understood as a price-
based differentiation of service levels.

“The expectation is: | pay for an above-average service that sets me apart from normal patients.”

B3 - Personalization & Holistic
Lifestyle Insight

Premium patients expect enhanced,

aspart of
personalization.

“Some patient: used i ilable whenever they want.”

B7- 2417 Accessibility &
Immediate Responsiveness

High-net-worth patients often expect
immediate access as a baseline service
standard.

“Premium care alieady existed .. private insurance used to offer very high standards without the
concierge stuff.”

C1-Equity & Two-Tier Debate

Historical contrasts highlight how premium
madels amplify existinginequalties.

“Concierge medicine Kils the rest of the system [...] capachy is already scarce.”

C2 - System Overload & Clinical
Burnaut

Additional premium layers are seen as

draini from an y

system.

“Its a three- [...] and the gap keep: 8"

C1-Equity & Two-Tier Debate

is perceived
with significant implications for faimess in
access.
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“lwould look at the colleague’ ience - how many of acertain type they have

Experience and procedure volume are key

performed and for how lang they have done this.” [Ad-AIY indicators of competence.
Trust depends an coordinated team
“Heart surgery is never the work of one surgeon; it is performed by a whole team.” A1 - Ability competence rather than individual skill

alone.

“Trustis found directly in dialogue [...] | try to build a bond by responding to the patient’s needs.”

(A2 - Benevolence (Empathy &
Relational Warmth)

Trust forms through attentive
communication and relational

“Patients today are much more informed [...] second and third opinions are relatively new.”

C2 - System Qverload & Clinical
Burnout

Increased information access shifts
expectations and alters trust dynamics.

“Time Is an important [...Jwhichisin today.”

B2 -Time & Attention

Limited consultation time undermines
opportunities for trust formation.

“You have to take the time to explain things so patients understand them.”

B2 -Time & Attention

Adequate time is necessary for clear, trust-
enhancing explanations.

“Availability is very impertant - making an appeintment with the doctar of choice when it fits your
schedule.”

B1 - Access & General Availability

Flexible and direct access increases
perceived reliability.

“Competence is not based on trust; it comes from elsewhere [...] there must be validation.”

A3 - Integrity (Honesty,
Transparency, Reliability)

Competence must be demonstrated
through objective evidence, not assumed.

“The private patient receives a somewhat different treatment [...] for example, being operated on by

C1 - Equity & Two-Tier Debate

Insurance status already results in unequal

Coordinatien

E11 the most ~ access to expertise.
B6 - Financial Transparency & Premium care must justify costs with clear
“If afee is chargad, then a truly special service must be provided.” ) Y Justity
Fairness added value.
Clinical outcomes must be equal or
“Aconcierge clinic must show a clear added value [...] the outcome must be at least as good asin the g
e (A1 - Ability superior to standard care to warrant
regular clinic
concierge fees.
I . o C2-System Overload & Clinical | Overcapacity reduces perceived reliability
If the clinic is overwhelmed, the entire process becomes stressful for the patient.
Burnout and weakens trust.
A2 - Benevolence (Empathy & Early-stage interpersonal cues strony
“Patients form a picture based on the first three minutes - how one appears, how one communicates.” [Empatny y-stage Pel L
Warmth) shape trust impressions.
“Public perception does not distinguish between competence and availability.” C3 - Institutinal Distrust
expertise, complicating trust formation.
Misaligned expectations contribute to
“Patients often assume everythingis free and includs ut that is not how the system works.” C1-Equity & Two-Tier Debate e
perceived unfaimess.
A3 - Intey (Honesty, Transparency about system limitations is
“We must communicate honestly about what is realistically possible in the future.” ey tonesy, . By
Transparency, Reliability) essential for maintaining trust.
C2 - System Overload & Clinical | Workforce shortages drive the need for
“Digitalization must come because fewer and fewer staff workin hospitals.” : i
Burnout digital solutions.
Structural inequality is expected to persist
“There wil be a multi-tier ¥: [.-.] even with a universal insurance model " | C3 - Institutinal Distrust :}m’:s i P
“For me, trust provider open about things, and actually follows A3 - Integrity (Honesty, Trust forms when communication is
through.” Reliability) transparent and actions are reliable.
A2 - B lef [Empathy & L 1t int ti d dl dabls
“When communication is clear and you can reach someane easily, that really builds trust.” enevalence (Empathy RSP EraCt dh SR CSpeneae
Warmth) access strengthen relational sec
Insufficient time and inconsistent
“Trust drops fast when appointments feel rushed or when messages get mixed.” B2-Time & Attention ;
communication weaken trust,
“People expect more personal attention now - they want care to fit their situation, not the other way B3- iz & Holistic: increase the
around.” Lifestyle Insight importance of personalized approaches.
C2- System Overload & Clinical | Overcapacity reduces perceived support
“Traditional clinics are so full that patients often feel like they're just ane more number in ine.” X packy P e
Burnout and emotional safety.
Concierge Care Access differences arise primarily from
E12 ket “Inequality mostly shows Up in what pecple can atfond - some can pay for qUiCker access, others cant.™ | C1- Equity & Two-Tier Debiate Pomarky

financial capacity.

“Conclerge care basically means you pay for mare time, 24/7 contact, and you
need them.”

B7-2417 ity &
Immediate Responsiveness

Constant availability and speed are central
trust-building features.

“What helps people most is the continuity - talkingto someone who really knows their story. ™

B4- Relationship Continuity
(Same Doctor Long Term)

Ongoing tamiliarity supports long-term
trust.

“Hf people pay extra, they want to see the value clearty - otherwise the trust just isn't there."”

86 - Financial Transparency &
Fairness

Fee-based models require transparent and
visible value to maintain trust.

“Digital tools are great for efficiency, but they can't replace the personal side, especially when

(A2 - Benevolence (Empathy &

Technology supports logistics but cannot

Warmth) replace personal
“Ithink the future will mix both - digital eff side and the ionship on the Ba4- Continuity Trust-buitding is expected to rely on hybrid
other.” (Same Doctor Long Term) care combining technology and continuity.

Appendix C: Patient survey

Introduction & Consent

Welcome! This survey explores current perspectives on healthcare services.

Duration: Approx. 5 minutes.

Anonymity: Your responses are anonymous.

By clicking “Next,” you agree to the use of your responses solely for research purposes.

Screening

S1. In the past 12 months, have you had at least one contact with a doctor (in a practice

clinic)?

or
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[ Yes O No

Note on Logic:
e If'Yes — Proceed to Section A

e IfNo — Skip Section A & C, proceed to Section B and continue at D

A) Most Recent Healthcare Experience (Please answer based on your last visit to a doctor)

Please indicate your agreement with the following statements.

(Scale: 1 = Strongly Disagree to 5 = Strongly Agree)

Statement

Al. I'received an appointment promptly when I needed one.

A2. The practice was easy to reach (by phone, online, or response time).

A3. The reception staff treated me politely and with respect.

A4. The nurse who took my vitals prior to seeing the doctor was polite and competent.

AS5. The doctor spent sufficient time with me.

A6. The treatment prescribed was explained clearly to me.

A7. 1 am usually treated by the same doctor or medical team.

aoo|ojooio|g=

ao|o|o|ooio|ols

O|o|o|o|o|o|0|«

ao|o|o|ooo|o)s

oo|oo|ofo|g|«

AS8. How long was the waiting time for your last appointment?

0] Less than 1 week [ 1-2 weeks [1 2—4 weeks [1 More than 4 weeks [1 Emergency /

Immediate treatment

B) Service Attributes: Time, Access, Empathy, Continuity

Please indicate how important the following aspects are to your trust in healthcare providers.

(Scale: 1 = Strongly Disagree to 5 = Strongly Agree)

Statement

B1. Quick access to appointments greatly increases my trust.

B2. Direct availability (e.g., same-day or next-day call-back) is very important to me.

B3. When doctors take their time and explain calmly, my trust increases.

B4. A friendly welcome at the front desk is important to me.

BS5. Seeing the same doctor repeatedly strengthens my trust.

B6. Support with organizing care (e.g., referrals, specialist appointments, forwarding of
results) is important to me.

B7. 1 trust a doctor more when they appear confident and competent.

B8. I value empathy more than confidence and competence.

Oogal o (ojg|ojgg)=

aogal O ([ojgjojggls

O|gl O (O|o|0|j0|0|«

aogl o ([ojgjojgog|s

oa| O |Oojojo|jg|«

C) Trust in Healthcare Providers

(The following questions refer exclusively to your most recent doctor or practice visit)

Please indicate your agreement.

(Scale: 1 = Strongly Disagree to 5 = Strongly Agree)

Statement

Cl1. The doctor appeared professionally competent.

C2. I felt taken seriously and received clear explanations.

C3. Overall, I trusted this doctor or practice.

C4. I felt that the doctor acted in my best interests.

ooogl=

[mlimlimlin] (3

O|o(Oo|d|«

ooo|gls

ogo|o|g|w
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D) Digitalization & Communication Channels
Please indicate your agreement to the use of digital health services.

(Scale: 1 = Strongly Disagree to 5 = Strongly Agree)

Statement 1 2 3 4 5

D1. Video or phone consultations are a good addition to in-person visits.

D2. I trust medical advice provided via video (when examination and diagnosis make this

) [m]
feasible).
D3. Without a secure data channel (e.g., avoiding SMS or unsecured email), I would not use O
digital consultations.
D4. I prefer face-to-face contact when receiving new diagnoses or discussing complex issues. O O ] O [m]

E) Concierge / Premium Healthcare Models

Definition: “Concierge” or “Premium” care refers to services that provide enhanced access,

longer consultation time, direct availability, and personalized coordination in exchange for a

membership fee.
E1l. Adoption and Perceptions
(Scale: 1 = Strongly Disagree to 5 = Strongly Agree)

Statement 1 2 3 4 5
Ela. Such an offer would likely increase my trust. 0 0 0 0 O
Elb. Faster access (same- or next-day appointments) would be especially important to me. O O O O [m]
Elc. I would find it problematic if only some people could afford such offers. O O m] O [m]
Eld. I would be willing to pay for reliable availability (e.g., same-day call-backs). 0 O 0 0 O
Ele. More time per appointment is the most important aspect for me. O O O O [m]
E1f. I would trust such offers more if they connected me with proven doctors (verified O O O O O
quality/satisfied patients).

Elg. I value other aspects of concierge services beyond just healthcare (e.g., premium hospital o O O O O
rooms, gourmet catering).

E2. Comparison of Two Care Models

Please imagine that all your medical visits in the coming year follow one of the following two

models. Read both carefully, then answer the questions below.

Scenario A: Standard Care Scenario B: Premium Care (Concierge)

Appointment availability: 2—3 weeks waiting time Appointment availability: Within 2448 hours
Consultation length: Approx. 10—12 minutes Consultation length: Approx. 30 minutes

Response to inquiries: Within 2 working days Response to inquiries: 24/7 availability

Continuity: Care provided by different doctors Continuity: Dedicated doctor with small patient panel
Coordination: No active follow-up on results Coordination: Personal follow-up & specialist coordination
Cost: No additional costs Cost: Annual membership fee: €3,000

E2a. Which of the two models would you consider more trustworthy?

L] Scenario A — Standard Care L1 Scenario B — Premium Care

E2b. If you had the choice, would you use Scenario B even with an annual fee of €3,000?
LI Yes [ No

E2c. (If “No”) What would need to change for you to consider Scenario B?
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(Optional short answer)

E3. Willingness to Pay

Assuming the Premium Model (Scenario B) were available to you, what is the maximum annual

fee you would be willing to pay for its benefits?
[1 €0 — I would not pay for such an offer L1 Up to €1,000 LI Up to €2,000 L1 Up to €3,000

L1 Up to €4,000 L1 More than €4,000 (please specify: €)

F) Behavioral Intentions & Perceived Value
(The following statements refer to the care model you preferred in Question E2a)
Please indicate to what extent you agree with each statement.

(Scale: 1 = Strongly Disagree to 5 = Strongly Agree)

Statement

F1. I would stay with this care model if | had the choice.

F2. I would recommend this model to friends or family.

F3. This care model provides me with the best personalized benefits.

o |ogoop=-
O |Og|0jfs=
O |O0|0|«
O |og|ojls
O |Og|0jw

F4. 1 would be willing to pay the annual fee long-term, provided the quality remains
consistent.

G) Demographic Information

G1. Age: [0 18-29 0 3044 O 45-59 O 60+

G2. Gender: [0 Female [ Male [ Non-binary / Diverse L1 Prefer not to say

G3. Health Insurance Type: [ Public [ Private [1 None / Other

G4. Place of Residence: L1 Rural [ Urban

G5. Highest Educational Level: L1 High school or below L1 Vocational / Technical degree
L] Bachelor’s degree [1 Master’s degree [1 Doctorate / PhD

01 Other (please specify: )

G6. Gross Annual Income (optional): [1 Less than €30,000 L1 €30,000 — €50,000

L1 €50,001 —€80,000 [ €80,001 — €120,000 L1 More than €120,000

G7. How often do you use healthcare services annually (approximate visits)? [ 0—1 times
L1 2—4 times [1 5-10 times [1 More than 10 times

G8. Do you have any chronic illnesses or conditions? [1 Yes L1 No

(9. Have you used a concierge or premium medical service before? L1 Yes [1 No
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Appendix D: Overview of All Variables Used in the Quantitative Analysis

Construct

Personalization
Personalization

Personalization

Personalization

Accessibility

Accessibility

Empathy
(Reception Staff)

Empathy (Nursing

Staff)

Continuity of Care

Fairness Concerns

Patient Trust
Patient Trust

Choice Confidence

Choice Confidence

Choice Confidence

Choice Confidence

Survey

A

A

A

Item Wording

The doctor spent sufficient time with me.
Treatment was explained clearly to me.

I felt taken seriously and received clear

explanations.
I felt that the doctor acted in my best interests.

I received an appointment promptly when I

needed one.
Waiting time category (recoded: higher = faster).

The reception staff treated me politely and with

respect.

The nurse who took my vitals was polite and

competent.

I am usually treated by the same doctor or

medical team.

I would find it problematic if only some people

could afford such offers.
The doctor appeared professionally competent.
Overall, I trusted this doctor or practice.

I would stay with this care model if I had the

choice.

I would recommend this model to friends or

family.

This care model provides me with the best

personalized benefits.

I would be willing to pay the annual fee in the
long term, provided the quality remains

consistent.

SPSS Variable

Name
Pers 1
Pers 2

Pers 3

Pers 4

Access_1

Access_2

Empathy 1

Empathy 2

Cont

FC

Trust 1
Trust 2

Scenario_4

Scenario 5

Scenario_6

Scenario 7
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Appendix E: Interview Summaries

E01: Patient Coordination | 05. November 2025

Foundations and Erosion of Trust in Care Delivery

Trust is grounded in sufficient time, calm interactions, and clear communication. First
impressions at reception strongly shape the experience, while rushed consultations, limited
attention, and poor responsiveness reduce confidence in care. Trust also depends on consistent
communication across touchpoints, including phone availability and respectful treatment. The
participant perceives an overall decline in trust due to long wait times, unanswered calls, and a
sense of overload within the system, collectively creating a sense of being undervalued. This
erosion is tied to broader political and institutional developments that have weakened access
and service capacity.

Access Barriers, Perceived Inequality, and Ethical Concerns

Limited specialist availability, long waitlists, and frequent referrals to self-paid treatment
options contribute to perceptions of structural unfairness. High out-of-pocket fees for urgent
care are considered inappropriate, particularly for individuals who contribute to the system
through taxation. Variations in insurance coverage, inconsistent reimbursement structures, and
differences in medication costs further intensify frustration. These challenges are seen as signs
of a system in which resource scarcity and income increasingly determine access to timely and
adequate care.

Views on Concierge Medicine and Premium Care Models

Concierge care is primarily associated with faster access to specialists, which is regarded as
the most relevant trust-enhancing element. While personalization, empathy, and continuity are
valued, accelerated access remains the most decisive factor. At the same time, the participant
raises concerns about fairness and questions who will be able to afford such services. Concierge
care is often viewed as reinforcing a two-tiered system, but it may be used when conventional
pathways no longer provide sufficient support.

Digital Care, Personal Contact, and Generational Dynamics

Digital-first care, such as video consultations or online diagnoses, is perceived as reducing the
personal encounter that is essential for trust. Physical examinations, in-person communication,
and personal interaction are considered indispensable for credible care. Generational
differences influence attitudes toward digital models, with older patients favoring direct
contact.

Expectations for Future Healthcare Delivery
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Trust-building is seen as dependent on improved access to specialists, greater support from
insurers, and better coordination across the system. Although further digitalization is expected,
concerns persist regarding increasing privatization and unequal access. Concierge elements are
expected to remain supplementary rather than central, valued primarily for efficiency rather
than personal depth.

E02: Healthcare Operations | 05. November 2025

Foundations and Erosion of Trust in Care Delivery

Trust is described as emerging from personalized attention, clear communication, and sustained
relationships. Consistent interactions with the same provider and an understanding of a
patient’s personal context contribute to a stable sense of reliability. Trust declines when
encounters feel rushed or impersonal, when staff interactions lack professionalism, or when
administrative processes are not running smoothly. Errors in digital systems (e.g., inaccurate
records, misassigned information) further undermine trust by disrupting continuity.
Fragmented experiences, high-workload environments, and operational inconsistencies in
healthcare settings are considered broader factors that erode confidence in care delivery.
Access Barriers, Perceived Inequality, and Ethical Concerns

Access limitations arise from overextended staff, appointment delays, and time constraints,
which create perceptions of unequal treatment. While inequality is not intentionally framed,
differences in responsiveness, service quality, and reliability contribute to uneven patient
experiences. Administrative mistakes and long waits intensify these perceptions. The
participant notes that financial disparities affect access to timely attention but emphasizes
system-level pressures over deliberate discrimination.

Views on Concierge Medicine and Premium Care Models

Concierge care is primarily associated with immediate access, convenience, and
confidentiality. Trust in these models depends on providers' perceived expertise and their
ability to respond quickly to patient needs. Personalization is viewed as helpful but secondary
to rapid availability. Concerns include reduced exposure to peer consultation, limited
connection to broader clinical networks, and potential gaps in knowledge updating. Financial
incentives and on-demand expectations may influence provider behavior, raising questions
about relationship quality and decision-making in cash-based environments.

Digital Care, Personal Contact, and Generational Dynamics

Digital tools such as portals, kiosks, and electronic records shape trust by influencing efficiency
and accuracy. When functioning reliably, they complement care; however, technological errors

or the replacement of personal interaction can reduce trust. Differences in digital confidence
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affect how various patient groups engage with these tools. Despite digital expansion, relational
contact and continuity remain central to trust building.

Expectations for Future Healthcare Delivery

Future care is expected to combine digital convenience with greater personalization. Elements
associated with concierge medicine, such as proactive communication, clear scheduling
support, and anticipatory guidance, are already emerging in standard healthcare. Trust
improvements are viewed as contingent on expanded access, operational reliability, and
sustainable continuity, whereas concierge models are expected to remain a niche yet influential
complement.

E03: Entrepreneur & Executive | 06. November 2025

Foundations and Erosion of Trust in Care Delivery

Trust is vital in emergencies and non-urgent care, built through competence, analysis, and clear
communication. In serious accidents and cardiac events, trust increased when clinicians
provided accurate assessments, explained risks, and adhered to procedures. It declined when
symptoms were misinterpreted, triage failed, or communication broke down. These
experiences indicate that trust depends on medical expertise, attentiveness, and sound decision-
making.

Access Barriers, Perceived Inequality, and Ethical Concerns

Access challenges appear in inconsistent emergency triage, shortages of general practitioners,
and uneven specialist availability, particularly in rural areas. As a result, patients increasingly
rely on informal networks (friends, personal contacts, or acquaintances) to obtain timely access
or specialty referrals. The lack of transparency around healthcare costs in Germany contributes
to limited awareness of the economic value of services. Demographic changes, staff shortages,
and regional disparities are perceived as drivers of widening access gaps, creating the
impression of an emerging multi-tier system.

Views on Concierge Medicine and Premium Care Models

Concierge models are viewed as a practical response to guidance gaps in the system, offering
structured navigation, specialist preselection, and personal support. Their appeal lies in
reducing patient uncertainty and quickly guiding them to the appropriate provider. However,
high costs limit access to individuals with greater financial resources. The credibility of
concierge models depends on their ability to identify competent specialists, stay up to date, and
serve as a reliable coordination point. Their spread is expected to influence expectations toward
service quality but may reinforce access differences if not supported by broader system

measurcs.
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Digital Care, Personal Contact, and Generational Dynamics

Digital tools and Al-based guidance are considered increasingly relevant, especially for
individuals without a general practitioner. Digital pathways may support initial orientation,
whereas personal dialogue remains necessary for complex decisions or situations that require
reassurance. Preferences vary by income, age, and health literacy, leading to the coexistence
of both digital-first and personal advisory approaches.

Expectations for Future Healthcare Delivery

Future care is expected to evolve in two directions: increased digital self-navigation for cost-
sensitive groups and expanded personal advisory services for higher-income individuals. A
sustainable model would combine centralized digital triage with human advisory support to
enhance continuity and reduce inefficiencies. Structural adjustments, cost transparency, and
insurer-supported coordination functions are described as essential for maintaining trust and
improving system navigation. Concierge-style services are viewed as complementary
components rather than replacements for core healthcare structures.

EO04: Physician | 08. November 2025

Foundations and Erosion of Trust in Care Delivery

Trust is said to emerge when patients feel seen as individuals, particularly in vulnerable
situations such as hospitalization. Preserving dignity, avoiding judgment, and maintaining
respectful body language contribute to a sense of safety. Clear explanations, informed consent,
and predictable procedural guidance strengthen reliability, especially when patients
temporarily surrender control. Institutional safeguards, such as private messaging systems and
secure communication channels, enhance integrity. Trust is perceived to have declined due to
increased exposure to online information, Al-generated symptom interpretations, and stories
of misdiagnosis, which lead patients to question professional expertise. A shift from
paternalistic models toward shared decision-making also influences expectations and changes
how patients evaluate care.

Access Barriers, Perceived Inequality, and Ethical Concerns

Access challenges are discussed mainly in relation to time pressure within standard care
models. Appointment structures, productivity incentives, and brief consultation formats can
reduce space for dialogue and diminish trust. Comparisons across healthcare systems highlight
differences in baseline access; in systems without guaranteed care, socioeconomic status
strongly shapes whether individuals can obtain services. Where a baseline exists, differences
are framed more as trade-offs between waiting time and cost rather than outright inequity.

Views on Concierge Medicine and Premium Care Models
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Concierge care is associated with longer duration, greater accessibility, and stronger
relationships. These elements are expected to foster greater trust by allowing deeper
explanation of clinical reasoning and a more consistent interpersonal connection. Potential
concerns include reduced exposure to a wide variety of cases, limited connection to broader
clinical networks, and the risk of unnecessary testing driven by reassurance rather than medical
necessity. Payment structures and small patient panels may influence practice patterns and raise
questions within the broader clinical community.

Digital Care, Personal Contact, and Generational Dynamics

Digital tools enhance convenience but reduce personal contact. While efficiency is recognized,
digital-only communication is less suitable for complex decisions or ongoing relationships.
Generational gaps influence comfort with digital care; some prefer traditional visits, others
favor quick digital access.

Expectations for Future Healthcare Delivery

Future care is expected to become more digital and focused on convenience, driven by system
pressures and changing work-life expectations among clinicians. Personal continuity may
decrease in standard models, making concierge-style services appealing to those who value
accessibility and a single, consistent provider. Concierge elements are considered
complementary, not replacements, particularly in systems that still guarantee a baseline of care.
E05: General Practitioner | 10. November 2025

Foundations and Erosion of Trust in Care Delivery

Trust is defined as confidence in both the physician and the system. It develops when clinicians
demonstrate competence, act confidently, communicate clearly, and handle situations reliably.
Professional experience, visible confidence, and perceived maturity enhance trust, whereas
uncertainty and hesitation diminish it. Formal training and the structured nature of medical
specialization are seen as key foundations for trust. Over time, trust has evolved as patients
increasingly question decisions, influenced by online information and digital symptom
searches. This shift requires more explanation, guidance, and clarification during medical
encounters.

Access Barriers, Perceived Inequality, and Ethical Concerns

Access challenges include high patient volumes, long wait times, and difficulty securing
appointments, leading to frustration and disrupted care. Rural general practitioner shortages
and systemic inefficiencies worsen access to care. Supplemental services, such as unnecessary

cash-based treatments (IGeL), create parallel access, affecting the availability of standard care.
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Patients have limited cost awareness, often unaware of service value or resource constraints.
Inequality is seen as a system feature, not an exception.

Views on Concierge Medicine and Premium Care Models

Concierge care is understood as a paid service that provides enhanced access, availability, and
personalized support. The participant acknowledges the model’s potential appeal and suggests
that trustworthy implementation would require transparency, patient feedback, and
demonstrable value. Time and accessibility are considered the primary differentiators, whereas
competence is expected to be equivalent across premium and standard care. Concerns center
on the risk that widespread adoption could shift physicians’ capacity toward paying groups,
thereby reducing availability for others. The participant also identifies similarities between
concierge models and existing private service add-ons, such as comprehensive executive
checkups.

Digital Care, Personal Contact, and Generational Dynamics

Digital consultations, remote triage, and video-based practices are likely to grow, especially as
staffing shortages worsen. Younger patients adapt more easily to digital formats, while older
patients prefer in-person visits. Digital options may reduce personal contact but are considered
a practical response to demographic and resource constraints.

Expectations for Future Healthcare Delivery

Future care is expected to become more digital, less personalized, and increasingly influenced
by large medical centers rather than solo practices. Traditional house-doctor models are
considered in decline. System-wide reforms, cost transparency, and honest communication
about limitations are deemed essential to maintaining trust. Concierge services are expected to
support, rather than replace, standard care, particularly for patients seeking greater availability
and coordination.

E06: Healthcare Administration | 13. November 2025

Foundations and Erosion of Trust in Care Delivery

Trust develops when clinicians listen, incorporate patient input into care decisions, and
maintain transparency from scheduling through billing. Kindness, clear expectations, and the
involvement of family members also build trust. Trust erodes when staff do not listen, records
are incorrect or incomplete, patients are asked the same questions repeatedly, facilities look
unclean, or staff appear distressed. On a larger scale, rising healthcare costs, complex insurance
processes, and perceptions of healthcare as “big business” erode trust and cause frustration.
Clinician burnout and shorter visits also limit meaningful conversations and impact perceived

quality of care.
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Access Barriers, Perceived Inequality, and Ethical Concerns

Access challenges include long wait times, over-scheduled clinicians, and limited appointment
availability, resulting in patients receiving only partial attention during brief visits. Variability
in insurance rules, medication approvals, and billing practices creates inconsistency and
opacity. While inequality is not framed as intentional, it arises from financial capacity, benefit
structures, and the fragmented nature of U.S. healthcare, resulting in access that is highly
dependent on insurance, geography, and personal resources.

Views on Concierge Medicine and Premium Care Models

The participant has used concierge care for several years and reports substantially better access,
longer appointment times, more detailed examinations, and direct communication with the
physician. The model offers rapid responses, continuity, and support in navigating insurance
requirements. Limitations include affordability, the risk of overpricing by individual
professionals, and reduced regulatory oversight in smaller practices, including gaps in HIPAA
applicability. Potential disadvantages include dependence on a single provider and fewer built-
in safeguards than those in larger group practices. Concierge care is seen as beneficial but
accessible primarily to those with financial means.

Digital Care, Personal Contact, and Generational Dynamics

Digital care is expected to grow, especially for administrative tasks and routine
communication. However, fully digital options are not considered sufficient to meet all
patients’ needs. Comfort with digital tools varies across generations, and personal interaction
remains crucial for complex or emotional issues.

Expectations for Future Healthcare Delivery

Future developments are expected to include increased digitalization, efforts to reduce
administrative burden, and a reconsideration of the relationships among providers, facilities,
and insurers. Private equity involvement is viewed as shaping care delivery models. Concierge
elements may be included in employer benefits and could operate alongside traditional
insurance. Trust-building is considered to depend on more time, better access, and a greater
emphasis on shared decision-making.

EQ7: Physician & Digital Health Expert | 14. November 2025

Foundations and Erosion of Trust in Care Delivery

Trust is primarily defined as truthfulness and reliability: what clinicians communicate must be
accurate, even if not comprehensive. Trust also depends on consistency, professionalism, and
patients' confidence in clinicians and institutions. The participant describes a significant decline

in trust across all groups, including patients, physicians, nurses, and administrative staff, which
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he attributes to political decisions perceived as broken promises over many decades. This
decline includes distrust in the healthcare system, its structures, and the government.

Access Barriers, Perceived Inequality, and Ethical Concerns

Structural inequities are linked to policy frameworks that deliberately restrict private add-on
services to prevent further inequality. At the same time, demographic pressures, rising costs,
and strained social insurance funds limit individuals’ ability to buy private services. The
participant notes that existing regulatory boundaries serve as ethical safeguards but also limit
consumer autonomy. Concerns are less about individual discrimination and more about
systemic limitations shaped by political decisions, tightening budgets, and demographic shifts.
Views on Concierge Medicine and Premium Care Models

Concierge medicine is a recognized concept, but it is considered incompatible with the current
German regulatory and financial systems. While features such as availability and flexible
scheduling could benefit patients, the participant argues that political intervention would
constrain such models if they led to increased inequalities. He distinguishes between perceived
competence (where patients might equate availability with skill) and actual medical
competence, which is unrelated to responsiveness. He considers concierge models financially
impractical in Germany and only partially workable in the U.S., where costs remain structurally
high. Benefits of regular care include adherence to evidence-based guidelines and the
prevention of unnecessary services and patient-requested services that are not indicated.
Digital Care, Personal Contact, and Generational Dynamics

Digital and virtual care improve efficiency and enable remote monitoring, but are insufficient
for diagnosis or comprehensive assessment. Participants highlight sensory limitations and the
risk of misdiagnosis from incomplete information. Digital tools may boost demand, but cannot
replace hands-on care for vulnerable or cognitively impaired patients. Human presence,
empathy, and physical assessments are essential for trust.

Expectations for Future Healthcare Delivery

Future care is likely to shift toward more home-based treatment, expanded digital support, and
efficiency-focused tools. However, primary medical roles will remain vital, particularly for
populations with high care needs. Restoring trust requires political honesty, stabilizing the
financial condition of social insurance funds, and clearly separating core healthcare funding
from non-medical costs. Concierge models might remain limited unless systemic reforms
create opportunities for broader adoption.

E08: Hospital Executive | 18. November 2025

Foundations and Erosion of Trust in Care Delivery
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Trust is defined by two main components: interpersonal communication and measurable
clinical quality. Communication is crucial because medicine is a “people business,” and trust
increases when clinicians engage empathetically, especially during serious situations.
Structured communication training is a key component of cancer care. Trust also relies on
quality outcomes, clinical expertise, the concentration of complex procedures in high-volume
centers, and transparent benchmarking. Patients are increasingly researching providers and are
willing to travel for reputable care. Trust diminishes when environmental cues, such as
cleanliness, friendliness, or food quality, signal disorganization, because laypeople perceive
them as indicators of overall reliability.

Access Barriers, Perceived Inequality, and Ethical Concerns

Access issues stem from system overload, staffing shortages, and the decline in local general
practitioners and hospital services. As demand rises and supply stagnates or decreases, waiting
times lengthen, prompting others to seek alternatives. Inequality is seen not mainly as
discrimination but as a structural issue caused by demographic pressures, system capacity
limits, and payment ability differences. The participant notes that Germany’s “full-coverage
mentality” creates expectations that all services should be included, making insured versus self-
paid care contentious.

Views on Concierge Medicine and Premium Care Models

Concierge medicine is paid access to additional time, availability, service, and support beyond
what public or private insurance covers. Its appeal lies in reducing waiting times, improving
access to preventive care, and addressing increasing health awareness. Trust is shaped by
professional appearance, empathetic interaction, and visible organizational competence (e.g.,
responsive scheduling, reliable processes). Skepticism arises when providers appear profit-
driven, employ commercial branding, or fail to meet service expectations (e.g., unreachable
phone lines, lack of follow-up). Concierge care is primarily considered suitable for preventive
care, check-ups, and elective services, but not for acute or complex treatments.

Digital Care, Personal Contact, and Generational Dynamics

Digital offerings, telemedicine, automated diagnostics, teleradiology, and Al-supported triage
are considered essential developments. Machines are viewed as effective for pattern
recognition and monitoring, while human clinicians remain crucial for diagnosis, complex
decision-making, and emotional reassurance. Adoption of digital tools varies among patient
groups, and hybrid models such as walk-in telemedicine centers or physician-assistant-led
practices are expected to grow.

Expectations for Future Healthcare Delivery
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Future care is expected to become increasingly digital, efficiency-focused, and Al-supported,
driven by rapid advances in medical knowledge and workforce shortages. Concierge-like
elements are anticipated to complement, rather than replace, standard care by handling demand
for preventive and elective services. Structural reforms, clearer regulatory frameworks, and
more flexible delivery models are seen as necessary to maintain trust within an overstretched
system.

E09: Concierge Healthcare Director | 22. November 2025

Foundations and Erosion of Trust in Care Delivery

Trust is described as originating from two sources: an intuitive form grounded in professional
status and a deeper, relational trust developed through long-term familiarity. Home-based care
encourages disclosure, as patients share more detailed lifestyle information that supports
holistic assessments. Relationship-based medicine is central to the participant’s model, with
trust strengthened when physicians know a patient's family history and personal background.
Trust may be strained when continuity is lacking, when reputational signals are misinterpreted,
or when boundary management is challenging due to close personal contact during home visits.
Reputation management is crucial for maintaining trust in small, subscription-based models.
Access Barriers, Perceived Inequality, and Ethical Concerns

Access barriers in the UK stem from National Health Service overload, long waiting times, and
decreasing availability of general practitioners. This leads some patients to seek private or
concierge care. Inequality is more related to cost than discrimination: membership fees
determine access. Regulatory oversight (e.g., Care Quality Commission, equality policies)
helps ensure non-discrimination in practice, but affordability remains the main obstacle. The
participant views debates about two-tier care as fundamentally political and connected to
broader societal issues, such as education, housing, and healthcare, which are essential social
goods.

Views on Concierge Medicine and Premium Care Models

Concierge medicine is defined by improved continuity, accessibility, and extended consultation
times, supported by 24/7 phone availability. Continuity is often considered the most crucial
factor for most patients, while high-profile individuals may prioritize immediate access.
Perceived competence frequently depends on administrative responsiveness rather than clinical
skill. Concierge models benefit from smaller patient panels, but frequent doctor turnover can
be a challenge. Traditional healthcare maintains advantages in structured clinical pathways

(e.g., cancer care), whereas concierge services excel in navigation, relationship building, and
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responsiveness. The growth of concierge care in the UK is expected, with price becoming the
key factor differentiating competing models.

Digital Care, Personal Contact, and Generational Dynamics

Digital tools, large language models, and Al-supported diagnostics are expected to play
significant roles in future healthcare. The participant anticipates improved follow-up systems,
Al-assisted patient reminders, and enhanced diagnostic support once regulatory and data
limitations are addressed to enable local deployment. Personal contact remains key in concierge
care, but digital enhancements are seen as increasing efficiency and service quality.
Expectations for Future Healthcare Delivery

Future care is likely to become more personalized, technologically enhanced, and supported by
Al-driven triage and diagnostic tools. A hybrid approach combining relationship-based
medicine with advanced digital technology is expected. The participant predicts many
concierge companies will emerge, offering similar services, mainly distinguished by price and
service setting. Trust will rely on continuity, responsiveness, and the ability to incorporate
digital features without sacrificing personal connection.

E10: Banking Executive | 20. November 2025

Foundations and Erosion of Trust in Care Delivery

Trust is said to form when clinicians communicate clearly, act reliably, and convey professional
confidence. Directness, transparent explanations, and decisive guidance are valued more than
extensive detail. Trust declines when communication is vague or when agreed-upon actions are
not taken. Reliability and follow-through are seen as signs of competence. Waiting times,
inefficient processes, and inconsistent administrative experiences also weaken trust. Personal
encounters with highly structured specialist environments enhance trust, while disorganized or
outdated settings cause discomfort.

Access Barriers, Perceived Inequality, and Ethical Concerns

Long wait times, staffing shortages, rural physician shortages, and overcrowded emergency
departments create access constraints. These issues contribute to perceptions of declining
system performance. Inequality is seen as a structural outcome of the current three-tier system
(statutory insurance, private insurance, and concierge services). Financial ability influences
treatment experiences both domestically and internationally, as evidenced by cases in which
urgent care requires immediate payment. Inequity is a persistent feature of the healthcare
system, exacerbated by demographic pressures and rising insurance costs.

Views on Concierge Medicine and Premium Care Models
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Concierge care is associated with exclusivity, convenience, and enhanced service. Its appeal
lies in the expectation of superior attention, quick access, and luxurious surroundings.
However, these features are viewed as separate from clinical skill. The participant believes that
skilled clinicians within the regular system do not need to be branded as concierge, and that a
premium environment can give false impressions of medical quality. Concierge care is
regarded as an additional privilege within existing private options, available only to a small
portion of the population. Expanding such models is viewed as diverting resources from the
standard system and possibly weakening it.

Digital Care, Personal Contact, and Generational Dynamics

Digital tools and self-diagnosis trends are personally rejected; reliance on professional medical
judgment remains central. Digitalization is acknowledged as expanding, but not as a substitute
for interpersonal communication. Generational differences may shape digital openness, but
core expectations of clear guidance and reliability remain constant.

Expectations for Future Healthcare Delivery

Future care is expected to face increasing physician shortages, especially in rural regions. The
decline in general practitioner availability is viewed as a significant structural risk. System
strain, bureaucratic demands, and geographic disparities are likely to worsen. Concierge care
is not considered a significant supplement but rather a luxury for a tiny population. Broader
reforms, reduced bureaucracy, and structural stabilization are necessary to restore confidence
in the system.

E11: Chief of Cardiothoracic Surgery | 02. December 2025

Foundations and Erosion of Trust in Care Delivery

Trust is built through adherence to evidence-based guidelines, proven experience, and
transparent communication. Professional expertise is assessed by factors such as years in
practice, procedure volume, and team competence, since major surgical procedures depend on
coordinated teamwork rather than individual skill alone. Trust also develops through direct
dialogue, where clinicians tailor their communication to patient groups and foster a sense of
connection. The participant notes that patients today arrive more informed, often after
researching clinicians online or seeking second and third opinions, which highlights the
importance of relationship-building. Trust diminishes when competence is unclear,
communication is lacking, or procedural expectations are not met.

Access Barriers, Perceived Inequality, and Ethical Concerns

Differences between statutory and private insurance already create a multi-tier system in

Germany. Private patients may receive treatment from more experienced clinicians or benefit
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from improved accommodations, whereas statutory patients may be treated by less experienced
staff. Therefore, inequality is seen as an inherent feature of the system. As healthcare costs rise
and patients remain unaware of actual service prices, financial barriers become more
significant. Ethical concerns arise around high private billing multipliers, which could become
disproportionate if not adequately regulated. However, inequality is mainly understood as a
structural rather than an intentional issue.

Views on Concierge Medicine and Premium Care Models

The participant was initially unfamiliar with the term but associates concierge medicine with
personalized navigation, more time, direct access, and individualized support. These features
are expected to build trust, provided the model demonstrates clear added value and reliability.
Competence cannot be assumed solely based on availability; it requires transparent validation,
including publications, case volume, and outcome data. The participant notes that concierge
services must deliver results at least as good as those of university medicine to justify their
fees. While acknowledging the potential for further stratification, he notes that multi-level care
is already in place in Germany and believes concierge models are viable if demand exists.
Digital Care, Personal Contact, and Generational Dynamics

Digitalization is essential due to staffing shortages and workflow inefficiencies. Automated
documentation, Al-supported imaging, and digital scheduling are seen as practical solutions.
However, diagnosis and complex interactions still require human involvement.

Expectations for Future Healthcare Delivery

Care is expected to become more digital and more stratified. Rising healthcare costs and limited
resources may increase willingness to pay for enhanced services. A multi-tier system is likely
to persist regardless of political reform. Digital tools will expand, but personalized and
premium offerings will coexist for patients seeking additional support, convenience, or
expertise.

E12: Concierge Care Coordination | 02. December 2025

Foundations and Erosion of Trust in Care Delivery

Trust is defined as relying on competence, transparency, responsiveness, and sincere
investment in the patient’s well-being. Clear communication, relational continuity, and
dependable follow-through are key elements that build trust. Trust diminishes when
interactions feel rushed, communication is inconsistent, or systemic inefficiencies result in long
wait times and administrative errors. Patients are seen as more informed and more demanding
than in previous years, which raises expectations for clarity, personalized guidance, and prompt

support.

90



Access Barriers, Perceived Inequality, and Ethical Concerns

Access barriers in standard healthcare include long wait times, overloaded clinicians, and
limited appointment availability. These issues shape perceptions of inefficiency and erode trust.
Inequality primarily stems from financial constraints, as some patients can afford faster access
while others cannot. Ethical concerns center on fairness, transparency of value, and the risk
that cost-based prioritization may affect care. The participant views inequality as structural
rather than intentional, stemming from time pressure, resource shortages, and systemic
limitations.

Views on Concierge Medicine and Premium Care Models

Concierge medicine is defined as membership-based access to extended consultations, 24/7
communication channels, personalized navigation, and expedited appointments. These features
are believed to enhance trust by providing continuity, reliable access, and unhurried
interactions. Trust relies on perceived added value, as well as the provider’s responsiveness
and competence. Limitations include cost, reliance on a single physician, and the potential for
decreased integration with larger healthcare networks. Patient groups with high time demands,
complex needs, or a strong preference for personal guidance benefit most, while those sensitive
to costs may remain skeptical.

Digital Care, Personal Contact, and Generational Dynamics

Digital tools are seen as supplements to personal interaction. Reliable digital communication
and scheduling can build trust, but they do not replace face-to-face meetings, especially for
complex decisions or emotional support. Generational differences affect how comfortable and
reliant people are on digital methods.

Expectations for Future Healthcare Delivery

Future care is expected to combine digital efficiency with personal continuity. Concierge-like
features, such as proactive outreach, quick access, and personalized guidance, may become
part of broader healthcare models. Building trust will depend on improved communication,
greater accessibility, and stronger coordination. Concierge services are likely to grow as a

complementary option rather than replacing standard care.
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Appendix F: Histogram of Regression Standardized Residuals for the Dependent

Variable Patient Trust

Charts

Frequency

25

20

15

10

Histogram

Dependent Variable: Trust

Mean = 7.84E-16
Std. Dev. = 0.993
N =208

=1 0 1 2 3

Regression Standardized Residual

Appendix G: Scatterplot of Standardized Residuals against Standardized Predicted

Values for the Dependent Variable Patient Trust
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Appendix H: Predictor Definitions and Model Specifications
®Predictors: (Constant), Fairness concerns, Empathy receptionists, Empathy nurses,

Personalization, Accessibility, Continuity

bPredictors: (Constant), Fairness concerns, Empathy receptionists, Empathy nurses,

Personalization, Accessibility

‘Predictors: (Constant), Empathy receptionists, Empathy nurses, Personalization,

Accessibility

dPredictors: (Constant), Empathy nurses, Personalization, Accessibility

*Predictors: (Constant), Empathy nurses, Personalization

Predictors: (Constant), Personalization

¢Dependent Variable: Trust

PPredictors: (Constant), Fairness concerns, Empathy receptionists, Empathy nurses,

Continuity, Accessibility, Personalization

iPredictors: (Constant), Fairness concerns, Empathy receptionists, Empathy nurses,

Accessibility, Personalization

iPredictors: (Constant), Empathy receptionists, Empathy nurses, Accessibility,

Personalization
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