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Study 1
Supplemental Results

Analysis of perceived knowledge measure. We conceptually replicated the effects reported in the paper using a different measure of perceived knowledge (i.e., how overall well participants believed they personally knew their physicians and how well they believed their physicians knew them). Participants knew their more important physicians personally less well, β=-0.26, p=.010, but believed their more important physicians knew them better, β=0.37, p<.001, controlling for total visits.

Associations in raw data. Not removing any medically-related facts, there were an average of 3.01 (SD = 1.84) facts listed about participants and 2.11 (SD = 1.54) facts listed about physicians. We tested the associations between perceived physician importance and reported known facts in these raw data and found the same pattern reported in the paper. Specifically, in a multiple linear regression that controlled for (1) the total number of times the participant had visited the physician and (2) the number of facts known about the physician, participants who rated their physician as more instrumental reported a greater number of personal facts they believed the physician knew about them, β = 0.45, p < .001. In a second regression that controlled for (1) total visits and (2) number of facts that participants believed their physician knew about them, the physician’s instrumentality predicted fewer number of personal facts known about the physician, β = -0.22, p = .049. Again, this pattern was robust when not controlling for total physician visits: βs = 0.45 & -0.21, ps < .001 & .053, respectively.
Types of physicians listed. Participants’ last physician visits included 47 to a primary care physician, 17 to a dentist, 13 to a gynecologist, 7 to an ophthalmologist, and the remaining 9 to other physicians (e.g., dermatologist, cardiologist, ENT). Restricting the sample to only participants who saw primary care physicians (n = 47) revealed the same effects, such that physician’s importance positively predicted number of facts physicians knew about patients, β = 0.40, p = .005, but negatively predicted number of facts patients knew about physicians, β = -0.34, p = .022, controlling for total visits.
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Items measuring physician perceptions. We used the following items to measure emotions: 1. pleasure (“Imagine the doctor sees a funny movie at the movie theatre. How much pleasure do you think he/she will feel, compared to the amount of pleasure that you would feel in the same situation?”), 2. pain (“Imagine the doctor is at their house and stubs his/her toe on a piece of furniture. How much pain do you think he/she will feel, compared to the amount of pain that you would feel in the same situation?”), 3. hunger (“Imagine the doctor is waiting in line for a sandwich at the deli. How hungry do you think he/she will feel, compared to the amount of hunger that you would feel in the same situation?”), and 4. fear (“Imagine the doctor goes to a haunted house at an amusement park. How much fear do you think he/she will feel during the ride, compared to the amount of fear that you would feel in the same situation?”). 

We used the following items to measure agency: 1. self-control (“Imagine the doctor is trying to stop drinking tea for Lent. How much self-control do you think he/she will have not to drink tea, compared to the amount of self-control that you would have in the same situation?”), 2. morality (“Imagine the doctor gets assigned to jury duty and is a juror in a murder case. How well do you think he/she will be able to tell right from wrong, compared to how well you could tell right from wrong in the same situation?”), 3. memory (“Imagine the doctor is at the grocery store but did not bring his/her shopping list. How well do you think he/she will be able to remember the 10 items on the list, compared to how well you could remember your grocery list in the same situation?”), and 4. emotion recognition (“Imagine the doctor is at the movie theatre and watches an emotionally complex movie. How well do you think he/she will be able to tell what the characters are feeling, compared to how well you would know what the characters are feeling in the same situation?”).
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Physicians’ perceived instrumentality. The average instrumentality score for each physician specialty was as follows (in order of most to least instrumental): Heart (Cardiologist) M = 6.44, SD =0.98; Primary care (family doctor) M = 6.18, SD =1.13; Reproductive organs (Gynecologist) M = 6.02, SD = 1.13; Teeth (Dentist) M = 5.57, SD = 1.33; Eye (Ophthalmologist) M = 5.40, SD = 1.36; Thyroid (Endocrinologist) M = 5.00, SD = 1.49; Skin (Dermatologist) M = 4.74, SD = 1.59; Joints (Rheumatologist) M = 4.70, SD = 1.49; Back (Chiropractor) M = 4.67, SD = 1.69; Sinus (Otolaryngologist) M = 4.52, SD = 1.55; Feet (Podiatrist) M = 4.00, SD = 1.76; and Face (Cosmetic) M = 3.31, SD = 1.93. An ANOVA of instrumentality ratings supported our instrumentality manipulation of physician specialty, F(11, 93) = 66.67, p < .01, ηp2 = 0.42.


Hierarchical model analysis. Another way to analyze the data in this study is to use participants’ subjective opinions about the instrumentality of each physician specialty to predict their beliefs about the agency and emotions of the physicians. We created a multilevel random-intercept, random-slope model with physician type (Level 1) nested within participants (Level 2). We centered ratings of emotions, agency, and instrumentality within each participant. The analyses revealed the same results: instrumentality negatively predicted self-focused emotions, β=-0.08, p<.01 and positively predicted agency, β=0.26, p<.01.
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Relationship with dentist. At the end of the survey, participants also answered three items about their relationship with their dentist: how long they knew their dentist (five options in one-year increments: 1 year or less to 5 years or more), the last time they saw their dentist (five options in three-month increments: 3 months ago or less to more than 1 year ago), and how close they felt to their dentist (1=Not at all close; 7=Very close). These items did not moderate the effect of instrumentality on perceived emotions.
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Manipulation check. A separate sample (n = 60 MTurk workers) confirmed participants felt more in need of dental care (1=lowest need; 9=highest need) in the high (M = 7.09, SD = 1.69) compared to low-instrumental condition (M = 6.04, SD = 2.22), t(58) = 2.09, p = .04, 95% CI [0.05, 2.07], d = 0.54.
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Manipulation check. Supporting our manipulation, high-instrumental condition participants reported completing fewer tests (M = 1.42, SD = 2.18) than low-instrumental condition participants (M = 4.38, SD = 3.03), t(155) = -7.04, p < .01, 95% CI [-3.80, -2.14], d = 1.13. Additionally, a pilot study (n = 57) confirmed that participants felt like they needed a primary care physician more in the high (M = 4.88, SD = 1.21) compared to low-instrumental condition (M = 4.13, SD = 1.26), t(55) = 2.30, p = .03, d = 0.61.
Emotion valence. We examined whether the effects of instrumentality × emotional focus reported in the main text depend on emotion valence (positive vs. negative). We ran two separate instrumentality (high vs. low) × emotional focus (self-focused vs. patient-focused) × emotion valence (positive vs. negative) mixed model ANOVAs on (1) perceived emotion and (2) wanting emotion. There were no three-way interactions, showing emotion valence did not affect our predicted interaction of instrumentality and emotional focus, Fs < 1. There was a main effect of emotion valence such that participants both expected and wanted physicians to feel more positive than negative emotions (Ms = 4.61 & 5.42, SDs = 1.35 & 1.16 vs. Ms = 4.13 & 4.65, SDs = 1.40 & 1.27), Fs(1, 153) > 17.81, ps < .01, ηsp2 > 0.10, consistent with research showing that patients prefer physicians who show their ideal affect (i.e., positive emotion).  
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Manipulation check. Supporting our operationalization of need for care, patients indeed needed a physician more than non-patients (M = 4.40, SD = 1.71 vs. M = 2.32, SD = 1.45), t(147) = 8.07, p < .01, 95% CI [1.57, 2.59], d = 1.33. 
Examination of health problems. A coding of the health problems revealed that 23% of the patients were getting some type of blood test, 20% had pain in some specific part of their body, 17% were getting an annual or semi-annual check-up, 7% had cold or flu symptoms, 4% needed a prescription, 3% had broken bones, 11% had other (uncategorizable) problems, and 14% refused to report the problem.
Emotion valence. Examining the role of emotion valence, we ran two separate instrumentality (high vs. low) × emotional focus (self-focused vs. patient-focused) × emotion valence (positive vs. negative) mixed model ANOVAs on perceived emotion and wanting emotion. There were no three-way interactions, showing emotion valence did not affect our predicted interaction of instrumentality and emotional focus, Fs(1, 146) < 1. There was a main effect of emotion valence such that participants both expected and wanted physicians to feel more positive than negative emotions (Ms = 4.40 & 5.34, SDs = 1.45 & 1.20 vs. Ms = 4.16 & 4.74, SDs = 1.18 & 1.32), Fs(1, 146) > 9.40, ps < .01, ηsp2 > 0.06.
