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Policy Points:

� First, policymakers can create conditions that will facilitate public trust
in health care organizations by making creating and enforcing health
policies that make exploitative behavior costly.

� Second, policymakers can bolster the trustworthiness of health care mar-
kets and organizations by using their regulatory authority to address and
mitigate harm from conflicts-of-interest and regulatory capture.

� Third, policymakers and government agencies can further safeguard the
public’s trust by being transparent and effective about their role in the
provision of health services to the public.

Context: Trust plays a critical role in facilitating health care delivery and calls
for rebuilding trust in health care are increasingly commonplace. This article
serves as a primer on the trust literature for health policymakers, organizational
leaders, clinicians, and researchers based on the long history of engagement with
the topic among health policy and services researchers.

Methods: We conducted a synthetic review of the health services and health
policy literatures on trust since 1970. We organize our findings by trustor–
trustee dyads, highlighting areas of convergence, tensions and contradictions,
and methodological considerations. We close by commenting on the challenges
facing the study of trust in health care, the potential value in borrowing from
other disciplines, and imperatives for the future.

Findings:We identified 725 articles for review. Most focused on patients’ trust
in clinicians (n = 499), but others explored clinicians’ trust in patients (n =
11), clinicians’ trust in clinicians (n = 69), and clinician/patient trust in or-
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ganizations (n = 19) and systems (n = 127). Across these five subliteratures,
there was lack of consensus about definitions, dimensions, and key attributes
of trust. Researchers leaned heavily on cross-sectional survey designs, with lim-
ited methodological attention to the relational or contextual realities of trust.
Trust has most commonly been treated as an independent variable related to
attitudinal and behavioral outcomes. We suggest two challenges have limited
progress for the field: (1) conceptual murkiness in terms and theories, and (2)
limited observability of the phenomena. Insights from philosophy, sociology,
economics, and psychology offer insights for how to advance both the theoret-
ical and empirical study of health-related trust.

Conclusion: Conceptual clarity and methodological creativity are critical to
advancing health-related trust research. Although rigorous research in this area
is challenging, the essential role of trust in population health necessitates con-
tinued grappling with the topic.

THE LITERATURE ON TRUST CAN BE AS FRUSTRATING as it is
voluminous. Anyone who has tried to consult what has been written will
share some version of a similar experience—what appear to be simple
questions are met with complicated answers. Addressing this frustration
is urgent, as the health policy and health services research communities
have become refocused on trust as a matter of critical, real-world impor-
tance. The COVID-19 pandemic has clarified the role that trust plays in
virtually every element of health care delivery.1-3 Trust deficits among
patients appear to have delayed COVID-19 care, routine care, and vac-
cine uptake, thereby negatively impacting health.4-6 But it was not only
patients who harbored reasonable misgivings about whom and when to
trust. Physicians and other clinicians working amidst an infectious dis-
ease pandemic realized just how much of their and their families’ safety
relied on trusting others—their colleagues, their employers, and their
patients.2 In spite of countless heroic efforts to preserve life, the sense
within the health care community is that the pandemic diminished al-
ready modest levels of trust in many, if not all, of the key actors in health
care delivery.7 In response, foundations, professional societies, and peer-
reviewed journals have recently committed themselves to the task of re-
building trust.8,9 We conducted a synthetic review of the literature to
inform these efforts.

Contemporary experiences with the COVID-19 pandemic in the
United States expose the importance of reservoirs of trust among people,
between people and institutions, and between people and social systems
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of care. Trust is, at its core, a belief “that individuals and institutions will
act appropriately and perform competently, responsibly, and in a man-
ner considerate of our interests.”10 This belief, for patients and clinicians
alike, varies in terms of both levels of trust and the relationships between
trustors (entities who trust) and trustees (entities who are trusted). Trust
can be either general, whereby the trustor broadly finds the trustee wor-
thy of their trust, or specific. Specific trust means that the trustor ex-
pects the trustee to undertake a particular action. Trust also operates at
multiple levels or between different individuals and institutions. The
expectations of a relationship between two clinicians, for example, differ
from expectations between a clinician and their patient. Similarly, trust
in systems or institutions is characterized by different beliefs and expec-
tations than trust among individuals.11-13 People (patients, clinicians,
researchers, administrators, etc.) navigate each of these levels over the
course of their experience with health care.14

We have two primary goals in this article. First, we present high-
level themes from a review of the health services research and health
policy literature on trust since 1970. This literature is voluminous, so
we have elevated key findings, contradictions, and methodological gaps,
organizing them by trustor—trustee dyads. Second, we describe some of
the reasons that 50 years of literature can leave readers with little guid-
ance for how to measure, much less build, trust. We suggest that there
are two main reasons. First, the definitions of key terms, including both
trust and trustworthiness, remain contested. Second, trustworthiness is
incompletely observable to trustors and researchers, which creates a rash
of methodological problems for a field that is committed to empirical
observation. We explore these two challenges in light of what other,
more theoretically inclined disciplines have to say on the subject and
suggest a renewed role for theory in pointing the way forward on trust
research.

Review

Methods

The purpose of a synthetic review is to summarize and assess the state
of research in a given area to highlight gaps and opportunities for fu-
ture scholarship.15 We were interested in capturing empirical research
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and theoretical frameworks that would inform a future body of work
on measuring and improving relationships based on trust. Our primary
data source for this review was the health and medical literature, ac-
cessed using the PubMed database. We searched titles of journal articles
published between 1970 and 2020 (Figure 1).

Papers were restricted to those in the English language. We in-
cluded only empirical studies conducted in the United States but
included review and conceptual papers regardless of research setting.
After cleaning the initial data set, the research team organized pa-
pers according to the trustor–trustee relationship being examined:
patient–clinician; clinician–patient; clinician–clinician; patient– or
clinician–organization; and patient–, clinician–, or general public–
system. We refer to the papers that fall under each of these dyads as a
subliterature. Based on a title and abstract review, papers were catego-
rized according to methodology: commentary, qualitative, quantitative,
mixed methods, normative, or review.

Evaluating the strength of each subliterature required a subjective
evaluation by the research team. We took the following into account:
the relative size of the literature, the robustness of methodological ap-
proaches, the robustness of conceptual models, and the degree to which
the literature was instructive for practitioners. Within each sublitera-
ture, we first identified systematic and scoping reviews. We then priori-
tized the findings of robust theoretical essays and empirical studies over
commentaries in determining where there were settled questions or clear
conceptual convergence. We then identified key research questions and
made note of particularly surprising or interesting findings in individ-
ual articles. To do this, the research team met weekly for 4 months to
discuss their assessment of each level of trust relationship and extract
key themes and takeaways.

To triangulate and validate our findings, we conducted eleven 30-
minute interviews with researchers and key thought leaders in health
and/or trust. These were conducted after reviewing the literature de-
scribed above to validate our initial findings and provide additional
expertise to inform the synthesis. We sought fresh perspective on the
topic of trust by reviewing additional literature published in the fields of
business/management, economics, sociology, and philosophy (and there-
fore not indexed in PubMed.) These papers were identified based on the
expertise of the research team, references in papers identified in the core
data set, and expert interviews.
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Table 1. Subliteratures Within Health Services Research Literature on
Trust

Trustor (Entity
Doing the
Trusting)

Trustee
(Entity Being
Trusted)

Subliterature #1 Patient Clinician
Subliterature #2 Clinician Patient
Subliterature #3 Clinician Clinician
Subliterature #4 Patient or clinician Organization
Subliterature #5 Patient or clinician

or general public
System

The review that follows is synthetic in the sense that it simultaneously
summarizes and assesses more than 700 papers. Our goal was not so
much to report the findings of individual papers as to paint readers a
more general picture of where the literature on trust in health care stands
and how it can be moved forward. A list of all papers reviewed appears
in the Appendix.

Findings

We structured our review according to key relationships in health care,
focusing on patients and clinicians as the trustors and on patients, clin-
icians, organizations, and systems as the trustees. The result is five sub-
literatures: (1) patient trust in clinician, (2) clinician trust in patient, (3)
clinician trust in clinician, (4) patient and clinician trust in organization,
which we combined because of the small sample sizes, and (5) general
trust in health care system, which includes papers that take patients,
clinicians, and the general public as trustors. We organize our synthesis
according to these relationships (Table 1). For each, we provide a sum-
mary of key findings and a reflection on areas of consensus, contradic-
tions or tensions, and methodological considerations. Throughout, we
describe study samples using the investigating authors’ language (e.g.,
Black and African American).We summarize the relative strength of the
subliteratures at the end of this section (Figure 2).
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Subliterature #1: Patient Trust in Clinician

Summary. The largest proportion of trust-related papers considers
patient trust in clinicians (n = 499) and specifically aims to grapple
with the roots of mistrust or lacking trust among patients.

The prominent role that patient trust in clinicians plays in the trust
literature is clear in a recent review of trust scales andmeasures by Ozawa
and Sripad.16 Among 45 trust scales and indices evaluated, the major-
ity (n = 23) assessed patient trust in doctors, nurses, or other clinicians.
Reviewed studies used measures of patient trust, mistrust, and distrust.
Among the reviewed scales and indices, the most commonly assessed
domain was communication, whereas other common domains included
honesty, confidence, and competence.17 Researchers studying trust con-
tinue to use a fairly wide set of measures without significant conver-
gence. Researchers studying mistrust and distrust have converged more
quickly on a small number of favored scales and measures. As evidence,
see Williamson and Bigman’s systematic review of 185 articles using
mistrust and distrust measures.18 Among the roughly three quarters of
studies that used validated scales, the Group-Based Medical Mistrust
Scale, Medical Mistrust Index, and Health Care System Distrust Scale
were most frequently used.

Researchers who have subjected trust-related scales and indices to
psychometric evaluation have found that additional development and
testing is warranted. In a particularly rigorous treatment, Müller and
team concluded: “the overall quality of [trust in physicians] measures’
psychometric properties was intermediate.”19 Within the orbit of trust
scales, mistrust scales, capturing patient attitudes and beliefs of doubt
and skepticism, have been subject to fewer validation studies but held
up well to psychometric scrutiny, perhaps because they have been devel-
oped and validated on more narrowly scoped demographic samples.20-23

Those samples are most often made up of minoritized communities (e.g.,
African American, mixed race, and sexual minorities).24

Within the patient trust in clinician subliterature, it is more common
to consider trust an input (or predictor) to various outcomes of interest
to the health system than to study trust as an outcome. To date, patient
trust in clinicians has been frequently linked to improved behavioral
outcomes and rarely to improved health outcomes.25 In a systematic re-
view of papers published on trust prior to 2004, Calnan and Rowe cau-
tioned that the “evidence base to support the claims about the impact
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of trust on therapeutic outcomes is in short supply.”26 Although that
evidence base is stronger 15 years on, the number of commentaries that
espouse the import of trust still outpace the number of empirical stud-
ies, and the vast majority of said studies are cross-sectional surveys or
qualitative interview papers.18 Calnan and Rowe’s diagnosis as to why
the evidence base disappoints—“a lack of intervention studies or quasi-
experimental studies”remains relevant.

A review by Kelley and colleagues provides a potential exception
to a general claim that the link between trust and health outcomes is
modest.27 It is a potential exception because the authors sought to as-
sess whether the patient–clinician relationship general trust, rather than
sole trust, has a beneficial effect on health care outcomes.27 That said,
the authors held a high evidentiary bar and included only randomized
control trials (n = 13) in their systematic review. They found a range
of interventions used to improve the patient–clinician relationship, in-
cluding six designed to improve communication, three using motiva-
tional interviewing, one based on shared decision making, one using
patient-centered care, one using empathic care, and one using cultural
competency training. The results indicated that the patient–clinician
relationship has a small but statistically significant (p = 0.02) effect on
health care outcomes such as pain scores, anxiety scale scores, and gly-
cated hemoglobin.28-30

Tensions and Contradictions. The conceptual differences among low
trust, distrust, and mistrust need to be clarified so that scholarly dis-
cussion of these topics can take more meaningful shape. By and large,
scholars have converged in their thinking that low trust is different from
distrust in the following way: low trust is a modest (rather than fulsome)
willingness to make oneself vulnerable at the hands of a trustee, whereas
distrust is a negative expectation about the other’s behavior, or an expec-
tation that the trustee will attempt harmful behavior.31 In light of this
definition, Mechanic suggested that distrust is not the opposite of trust
but is more accurately a functional alternative.32

Where there remains rate-limiting ambiguity, however, is in the dis-
tinction between mistrust and distrust. A recent paper by Griffith and
colleagues attempted to disentangle these concepts by suggesting that
distrust is an attitude toward a specific person or organization, whereas
mistrust is a generalized skepticism based on historical injustice and
systemic racism.33 Griffith reiterated this distinction a year later in an
article with Anderson.17 This distinction is consistent with Brennan’s
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2013 systematic mapping review of distrust and mistrust, which sug-
gests that although the two terms are sometimes used interchangeably,
distrust refers more often to a lack of trust based on prior experience (par-
ticular), whereas mistrust refers to a general sense of unease (global).34

Benkert and team’s 2019 conceptual framing of mistrust in a systematic
review of the concept takes a different view, suggesting that mistrust is a
particular form of distrust (thereby inverting the relationship proposed
by Griffith et al. and Brennan et al.).24,33,34 The research community
should continue to be intentional in seeking convergence on the con-
ceptual definitions of low trust, mistrust, and distrust and, in so doing,
be clear about what, if anything, is methodologically at stake in using
these related terms.
Methodological Considerations. We see several avenues to deepen the

available insights from the literature on patient trust in clinicians. First,
the psychometric validity of the available scales should be further tested
and refined. In spite of the large number of papers reviewed, there
appears to be little convergence on the best tools to measure patient
trust in clinician. Ozawa and Sripad identified 19 measures for evaluat-
ing doctor–patient interactions, most of which were unidimensional in
2013.16 A year later, a review paper authored by Müller and colleagues
evaluated the seven most popular measures for assessing patient trust in
physicians, which ranged from five-item abbreviated measures (Abbre-
viatedWake Forest Patient Trust Scale) to 51-itemmeasures (Trust Scale
for Patient–Physician Dyad).19 Both papers noted the lack of psychome-
tric stability and need for further testing and validation, but Müller and
colleagues offer a more action-oriented assessment of the tradeoffs be-
tween brevity and reliability for the most commonly used.19 Ozawa and
Sripad also uncovered that few existing measures are designed for use
with other kinds of health care professionals, including nurses, phar-
macists, and researchers—a shortcoming of the trust literature that
should be remedied by future research.16 As team-based care becomes
increasingly standard, assessing patient trust in teams will also be
warranted.

Second, the challenge of reciprocity and embedded relations must be
addressed. In both survey research and qualitative studies of patient trust
in clinicians, the literature routinely considers patient attitudes about
their clinicians without recognizing that those attitudes are embedded
in reciprocal relationships in which clinicians are simultaneously faced
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with a choice about whether, and how much, to trust patients. Similarly,
patient trust in individual clinicians is embedded in patient attitudes
about clinicians in general, the organization that employs said physician,
and the US health system. These are broader challenges that face the
entirety of the “trust” literature and will be, in some sense, a recurring
suggestion for most levels of analysis.

Third, additional insight can and should be harvested from prior work
indicating different levels of trust in different types of clinicians. No-
tably, the difference between trust in nurses, which is generally quite
high, and trust in doctors, which is not always very high, deserves fur-
ther investigation.35,36 For researchers and scholars interested in trust
in health care, it is worth asking what lies behind this disparity and
whether physicians could deliberately “borrow” trust from nurses or
mimic their trust-building behaviors.

Our analysis also led us to consider areas in which there has been
less energy to date but in which significant impact could be made.
For instance, the literature would be strengthened by studies that treat
trust as an outcome and assess how trust in clinicians is formed rather
than treating trust as an input and asking what trust in clinicians
predicts. Studies evaluating how patients make judgments of clini-
cian competence or intent are particularly welcome. Mechanic noted
this need in 1996, and it remains an open issue: “Physicians who
seek to behave competently, responsibly and in a caring fashion of-
ten simply do not know how to convey these attributes in short,
episodic encounters.”32 Whether trust is treated as an input or an
outcome, additional longitudinal work is critically needed to under-
stand the trust formation process and the change in trust levels over
time.

Subliterature #2: Clinician Trust in Patient

Summary. The subliterature of patient trust in clinician described in
Subliterature #1: Patient Trust in Clinician far outpaces the literature on
clinician trust in patients described here (n = 11). In a recent JAMA
commentary, Grob and coauthors situate the lack of focus on physician
trust in patients as an artifact of paternalism in the medical profession.37

If “doctor knows best,” the main concern for trust researchers has been
whether a patient is willing to trust said knowledge.
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One review paper byWilk and Platt from 2016 summarizes the grow-
ing literature on physicians as trustors.38 Wilk and Platt’s scoping re-
view assessed not only the state of the literature on physicians’ trust in
patients, but also physicians’ trust in other health care providers, institu-
tions, and data systems or technology.38 The authors found that “among
articles examining physicians’ trust, rigorous investigations of trust are
rare, narrowly focused, and imprecise in their discussion of trust.”

The few studies that do exist have found traction in the context of
shared decision-making and “partnership” models of patient–clinician
relationships. Thom has been a pioneer in this area of research, and he
and his colleagues are among the few who have developed a measure of
clinician trust in patients. Said measure focuses on whether the physi-
cian views the patient as “good” (i.e., are patients honest and accurate
in their communication, do they follow recommendations, and are they
respectful toward the clinician?).
Tensions and Contradictions. Assuming that trust means something

akin to “willingness to be vulnerable at the risk of exploitation,” then the
literature on clinician trust in patients would benefit from more preci-
sion about what kind of vulnerability clinicians face in their relationship
to patients. This precision will enable improved measurement and more
consistent commentaries on the topic. For instance, physicians may need
to trust that patients will not physically harm them, and efforts to mea-
sure and build this kind of trust may yield a series of concrete steps to
ensure physical safety. Physicians may also need to trust patients to be re-
liable reporters of their symptoms, and efforts to measure and build this
kind of trust are likely to look quite different. Thom’s work on physician
trust in patients has focused more on the latter kind of trust.

To their credit, studies that do examine clinicians’ trust in patients
frequently note the mutuality of clinician and patient trust.37,40,42 One
can beget the other. The recognition that clinician trust in patients and
patient trust in clinicians are mutual must be nuanced with an appre-
ciation that the two instances of trust are based on different kinds of
vulnerability. The rise of physical violence at sites of health care delivery
remind us that clinicians can be risking bodily harm when they care for
a patient, but more often what is at stake for clinicians in a therapeutic
relationship is professional and reputational.43,44

Methodological Considerations. Researchers have an opportunity to
gain considerable insight into the complexity of trust by taking dyads
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as a unit of analysis. Social scientists and policymakers both have tended
to focus more on individual factors and behaviors rather than traits
of patient–physician pairs. This leaves exciting opportunities for re-
searchers to undertake studies that explicitly examine the way in which
patient trust in clinician is influenced by clinician trust in patients, and
vice versa. Doing so might suggest taking trustworthiness to be an at-
tribute of the relationship rather than of an individual.45 Buchman and
colleagues’ analysis entitled “You present like a drug addict: patient and
clinician perspectives on trust and trustworthiness in chronic pain man-
agement” points the field in the right direction; although, in their study,
the patient and clinician participants were not in therapeutic relation-
ships to one another.46

Well-suited designs might include longitudinal evaluations that take
patient–clinician pairs as the unit of analysis. Repeated questionnaires
following visits (or other interactions) or interviews could inform the
production of an empirically grounded process model of how small acts
of trust coming from either the patient or clinician can invite reciprocal
efforts. These designs could also grapple more directly with the con-
straints that unequal power might present for efforts to build trust in
patientclinician relationships.

Subliterature #3: Clinician Trust in Clinician

Summary. The subliterature on clinician trust in other clinicians (n
= 69) was modestly sized, and the plurality of papers were commen-
taries, which varied widely in relevance and quality. In many cases, the
word “trust” was used in the title but was not a focus of the writing itself.
Qualitative research papers were also prevalent, with several authors un-
dertaking to describe the nature of collaboration among clinicians with
different backgrounds.47-51 A handful of papers were quantitative, most
of which relied on cross-sectional surveys of clinicians. Generally, this
literature focuses on trust as a function of clinician competence.49,52,53

In many cases, research investigating studies of clinicians’ trust in
peers is motivated by an interest in how practicing doctors perceive col-
leagues in other professional roles, such as medical students or trainees,
managers or administrators, and other types of clinicians such as pharma-
cists or chaplains.47,54-59 Rather than using clinician trust in other clini-
cians to predict patient health outcomes, these papers commonly sought
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to use clinician experiences (e.g., position, time in role, and trauma) to
predict clinician’s trust in themselves and others. This is a useful exam-
ple of trust being studied as an outcome rather than an input.

Linzer’s 2019 paper in JAMA stood out for its thoroughness among
the quantitative papers.60 Therein, authors used conditions of the clin-
ician’s employment (e.g., high versus low autonomy and emphasis on
quality versus productivity) to predict clinicians’ trust among a sam-
ple of internal and family medicine physicians, physician assistants, and
nurse practitioners. That outcome measure was a composite trust scale
that included measures assessing belonging, loyalty, safety focus, sense
of trust, and responsibility to clinicians in need. This finding aligns
with prior work by Succi and colleagues indicating that physician power
over hospital decisions was a significant predictor of physician trust in
managers.61

This subliterature relies strongly on conceptualizations of trustwor-
thiness as clinical competence.49,52,53 Duijin and colleagues’ qualita-
tive paper is an exception in this regard, insomuch as it conceptualizes
trustworthiness as a function of both competence and integrity.48 Also
instructive was Rushton and colleagues’ investigation of trust-forming
and trust-breaking behaviors among pediatric critical care teams, which
suggested an alternative means of thinking about a multifactoral basis
of trust among clinicians, including not only competence but also con-
tracts and communication.62 Lundh and colleagues offered an especially
considered definition that went beyond a competence-only perspective
on trust:

Trust is a judgement by the trustor, requiring the acceptance of
resultant vulnerability and risk, that the trustee (individual or or-
ganization) has the competence, willingness, integrity and capac-
ity (i.e. trustworthiness) to perform a specified task under particular
conditions.51

Tensions and Contradictions. Researchers continue to contest with one
another, albeit often indirectly, about what characteristics predict clin-
ician trust in another clinician. Most treatments of the topic circle the
same concepts (e.g., trust as competency and integrity), but the preci-
sion many clinicians demand of empirical research is elusive in studies
of a topic as socially constructed as trust. The precise coefficients that
should be assigned to each of the characteristics in a regression model
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may ultimately be too context dependent to be stable for generalized
predictions.
Methodological Considerations. A plurality of papers on clinician trust

in other clinicians were commentaries or editorials in which trust was
undefined or not a key focus of the writing.56,63-65 The literature on clin-
ician trust in clinician could be strengthened by taking up new methods
and questions. Methodologically, the nature of professional relationships
may allow for trust to be measured between parties (A’s trust in B and
B’s trust in A) rather than simply in one direction or the other. Given
the field’s clear interest in inter-professional trust, dyads of people who
work closely together but have different professional backgrounds may
be a natural unit of analysis.

Finally, several papers suggested that more work is warranted on the
clinician’s trust in him- or herself. Several of our interviews highlighted
the need for this work on clinician trust to begin as a process of introspec-
tion. Two recent papers suggest that trust in oneself is the core of trust in
other people, but additional work more precisely identify the relation-
ship between trust in oneself and trust in others and evaluate pedagog-
ical tools for enhancing trainee self-trust.66,67 Also worth investigating
is the role of hierarchy and the potential for some degree of mistrust to
be inherent to relationships with formal power differentials.68

Subliterature #4: Patient and Clinician Trust
in Organization

Summary. The sub-literature on trust in health care organizations is
a small literature relative to other levels of analysis (n= 19), leading An-
derson and Griffith to recently suggest that the topic has been “largely
overlooked” in the context of health care organizations.17 Though small,
this subliterature includes a number of particularly strong conceptual
papers.69-72

The literature on trust in organizations began in earnest with an
emphasis on clinicians as the trustors. A handful of early studies
throughout the 1990s and early 2000s focused on clinician trust in
new organizational forms, such as health maintenance organizations.
Mechanic’s 1996 paper “Changing medical organization and the erosion
of trust” is notable as one of the first papers to explicitly take up trust
in health care organizations as a focus.32 Therein, he suggested that the
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shift to managed competition presented a challenge to the trust patients
had previously had in health care organizations. The shift from a patient
to a consumer mindset carried with it a number of potentially deleteri-
ous implications, one of which was that it positions health care services
as just one of many market-based goods and leads people to “question
the motives and decisions of these organizers and providers of care.”

More recently, levels of patient mistrust in health care organi-
zations have been associated with underutilization of health care
services among the general public in quantitative and qualitative
analyses.20,73 Motivated by this kind of finding, Lee and colleagues
authored a 2019 Viewpoint that outlined actions for health care or-
ganizations to take to increase trust among patients.74 Based on a
work group of 17 health care leaders and patient advocates who at-
tended the 2018 American Board of Internal Medicine Foundation,
the authors suggested health system leadership should recognize that
a trusting organizational environment is essential for achieving good
processes and outcomes. The urgency of the authors’ language combined
with relatively few references reflect a core challenge for the field: the im-
portance of trust is widely recognized, but the evidence base for how to
create it is thin.

Earlier this year, Anderson and Griffith suggested a strategy for mea-
suring how trustworthy patients perceive health care organizations to
be.17 Taking leave from philosopher Hardin’s view of encapsulated self-
interest, they suggest assessing how much patients see agreement be-
tween their own interests and the organization’s interests.12 Although
such an approach appears conceptually sound, the authors note a series
of hurdles to implementing this measurement approach, including pa-
tients’ lack of insight into what a hospital or health systems’ interests
actually are.
Tensions and Contradictions. Once again, the relationship among

levels of analysis deserves further consideration in this arena. For most
patients, their relationship with a clinician is embedded in their re-
lationship with the organization. In 2004, Mechanic suggested that
physician trust can serve as a gateway for patient trust in organizations,
writing, “Our trust in doctors and nurses often generalizes to their or-
ganizations and affects our willingness to bring our custom to them.”75

More than a decade later, Smith’s work on institutional betrayal in
health care found that high trust in physicians is not protective in cases
of institutional betrayal; no matter what the levels of trust in physicians
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are, trust in the organization decreases when betrayal occurs.76 These
findings are not necessarily contradictory, but they indicate a need for
future research deciphering the cases in which trust in one level creates
positive spillovers to another and those in which it does not.

There remains some question about whether the foundations of trust
in individuals and trust in organizations are conceptually comparable.
Many in health care have relied on a conception of trust in clinicians
that rests heavily on assessments of clinician competence. If this is to
become the dominant definition of trust for the field, thinking about
trust in an analogous way at the organization level presents no problem.
Clearly, organizations can be more and less competent. However, defini-
tions of trust that rely on both competence and some kind of integrity
may demand additional consideration at organizational levels of anal-
ysis. People frequently anthropomorphize organizations by describing
them as caring or having integrity—but greater clarity on what consti-
tutes organizational trustworthiness is warranted.77,78 Goold has led this
effort for 25 years, though additional work could further clarify how or-
ganizational trustworthiness is different from closely related terms like
organizational reliance or confidence.79-82

Methodological Considerations. The challenge of disentangling lev-
els of trust becomes especially clear in evaluating studies of trust in
organizations, as it is not clear how to isolate the organization level
from patients’ experience with their clinician or their impressions of
the system writ large.11 Qualitative analysis of patients’ thought pro-
cesses and perceived relationships between clinicians and organiza-
tions has the potential to provide necessary insight on these complex
interactions.

Further investigation of clinician’s trust in their employers is also
warranted. For decades, insurers and health systems have attempted to
change physician behavior (handwashing, fall prevention, prescribing
practices, etc.) through the rejiggering of financial incentives. Accord-
ing to Dranove and Burns, it has become clear that financial incentives
alone are unlikely to generate the scale of behavior change required for
increased value creation.83 The pair suggest that a main ingredient that
has been missing from past efforts at “integration” and “coordination”
of medical care is trust. Press Ganey’s recent turn toward investigations
of workforce trust in health systems suggests the importance of trust in
one’s employer extends beyond physicians.2
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Subliterature #5: General Trust in System

Summary. The subliterature on trust in the system is moderately
sized relative to other literature on dimensions of trust (n = 127).
We categorized papers as “trust in system” when the object of trust
was generalized to evaluate attitudes toward the medical profession
(i.e., general trust) or more than one stakeholder group (e.g., physi-
cians, insurance companies, and/or professions). The most common ar-
ticle type was quantitative papers using cross-sectional survey data to
link patients’ trust with various attitudinal or behavioral outcomes. A
considerable portion of research on trust in the “system” is conducted
via nationally representative telephone surveys capturing point-in-time
assessments.84-86 Definitions of the “system” were varied, as were the
ways that trust was assessed. A surprising number of papers operational-
ized trust, or mistrust, as belief in alternative medicine or conspiracy
theories.87-89 Approaches to measuring trust in the system were widely
varied, yet the Medical Mistrust Index was used most frequently, and
a handful of papers have offered modifications to the Medical Mistrust
Index for group and other settings.

Benkert and colleagues’ 2019 systematic review of medical mistrust,
which defines mistrust as “a tendency to distrust medical systems and
personnel believed to represent the dominant culture,” is an especially
strong treatment of system-level dynamics.24 Therein, authors reviewed
124 papers that linked medical mistrust with a patient-level behavioral
response (e.g., care seeking and medication adherence). Synthesizing the
findings, the authors found that medical mistrust was often linked to
prior negative interpersonal experiences with health care personnel and
that medical mistrust predicted a variety of health-related and service
outcomes but no health outcomes (e.g., disease state). The drawbacks
of the medical mistrust literature were a strong reliance on narrowly
bounded racial and ethnic samples (specifically, African American and
Native American) and lack of evidence that mistrust predicts, or con-
tributes to, poor health outcomes.
Tensions and Contradictions. As in the literature on patient trust in

clinicians, some work on patients’ trust in the system has linked trust
to health behaviors such as using the emergency department as a usual
source of care and in one case, self-rated health status.84,90 None linked
directly to clinically documented health outcomes.
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Although a number of studies look at Black–White differences in
trust and distrust in the health system, findings are more variable than
is often assumed. First, like the broader trust literature, the literature
on racial differences suffers from a lack of precision about the trustee
and trustor roles, as well as the trust object. Some studies include mea-
sures of both trust in clinicians and trust in systems, but findings are
conflated or combined.91 Second, the literature tends to oversimplify
the relationship between race and trust by treating racial identity as a
predictor of trust. The literature inconsistently includes other variables
that are likely to impact trust for racially minoritized people, such as
experiences of discrimination, oppression, and structural racism.92

The widely assumed notion that Black people have less trust in
the health system than White people on account of historical betray-
als (e.g., Tuskegee Syphilis Studies) is inconsistently supported by the
literature.93 More generally, it may be that the differences in trust be-
tween Black and White patients, or members of the public, has been
overstated. A recent analysis of national survey data, published by
Greene and Long, found no difference between how much Black and
White people reported trusting their own physician but significant dif-
ferences in reported trust among income groups.94 This confirmed a
2006 finding by Stepanikova and colleagues that reported trust in physi-
cians does not differ between White and non-White respondents in a
nationwide survey sample.95 These studies remind readers that there
is nothing about racial identity that determines willingness to trust.
Rather, people of color’s experiences of racism and discrimination offer
more explanatory power.93,96

Hua and colleagues argue that mistrust does not explain racial dispar-
ities in health care utilization, but rather, experiences of discrimination
and specifically having grown up in Jim Crow era and living in the South
do.97 These findings are consistent with Armstrong and colleagues’ ob-
servation that Black andWhite patients do not score differently in terms
of trust in competence (i.e., the belief that professionals are good at their
jobs) but do score differently in terms of trust in values (i.e., the system
reflects and shares my values). The research team further finds that dis-
crimination rather than racial identity explains lower system trust ob-
served in their sample among African American respondents compared
with White respondents.98 Across these analyses, the importance of sys-
tem values, experiences of discrimination, and life course factors provide
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valuable insight into racial differences that contradict the common as-
sumption that Black patients consistently report lower trust.
Methodological Considerations. Several areas of methodological im-

provement are available to researchers interested in trust in the system.
First, more precise and consistent definitions of what constitutes trust in
the “system” would help to speed the pace of progress and facilitate con-
vergence among scholars. To date, the system has been taken to mean
the sum total of organizations and individuals who participate in the
delivery of health care, biomedicine as a concept (contrasted with home-
opathic or alternative medicine), and many other tangentially related
ideas. This murkiness hampers clean measurement. When it comes to
empirically assessing patients’ views of a health care system, Ozawa and
Sripad identified 12 available tools.16 Three tools measured mistrust,
two measured distrust, and the remainder measured trust. Although the
Medical Mistrust Index does appear to have become the widely accepted
method for studying mistrust at this level of analysis, there appears to
be less convergence in how best to measure distrust and trust in health
systems.

Second, more work on clinician trust in the system is warranted,
particularly in light of recent news about low or slow vaccine uptake
among certain types of medical professionals. To date, the views of peo-
ple who work as clinicians have been studied very rarely given in light
of how much patients report trusting nurses, the extent to which nurses
trust “the system” should be of considerable import to public health and
health system leadership.

Third, disentangling levels of analysis deserves continued close con-
sideration. A handful of papers have tried to simultaneously assess
whether trust in providers or trust in the system (sometimes referred
to as global trust) is more strongly associated with health behaviors. No
clear pattern of results has emerged, but Hall’s “Trust and satisfaction
with physicians, insurers and the medical profession” points to the in-
terrelatedness of trust across stakeholder groups and levels.99 Brincks
yielded similarly head-tilting results when evaluating trust in individ-
ual clinicians and the system among people living with human immun-
odeficiency virus (HIV).100 The authors concluded their review of the
literature with the statement, “these studies suggest that feelings of mis-
trust toward the health care delivery system are distinct from feelings of
mistrust toward an individual’s physician and may influence HIV health
care utilization differently.” Their own research found that higher levels
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of physician mistrust, but not medical system mistrust, were associated
with longer time since the last visit to an HIV provider. Understand-
ing how these levels are simultaneously related and distinct would help
potential influences of trust target their efforts more precisely.

Rate-Limiting Challenges

Two Big Challenges

Others have commented on how discordant and ultimately frustrating
the health services literature on trust can be.14 Toward the conclusion
of our review, we stepped back to ask, why is that?We identified two
major challenges for the literature, which we believe impede the health
services research community’s ability to develop clear recommendations
to strengthen trust in key actors.
Conceptual Murkiness in Defining Terms. Many of the reviewed papers

effectively talk “past” one another because of the lack of clarity around
what authors mean by the terms trust and trustworthiness. Trust is used
in at least two ways. Some researchers talk about trust as an attitude,
or what is sometimes referred to as “affective trust.”69 These researchers
approach empirical tasks by asking questions such as “Howmuch do you
trust…?” and look for answers ranging between none and a lot. Others
talk about trust as a behavior, or what can be called “enacted trust.”34 Re-
searchers who take this view tend to be economists who rely on theories
of revealed preferences and dislike the idea of asking people to self-report
trust on a Likert-type scale. Instead, these researchers look to behaviors
or a set of choices. Most famously, economists’ “trust game” is a variant
of experiments in game theory that relies on participants’ willingness to
share money to indicate trust.101

Table 2 provides a set of exemplary definitions of trust organized by
trustor–trustee pairs to demonstrate the variability. It is easy to pick out
general themes across the definitions—trust says something about the
fidelity of one to another and implies a vulnerability in a relationship,
for example—but the differences in definitions within and across levels
stymie attempts to generalize findings or to effectively navigate to the
practical implications of trust, mistrust, or distrust.

The literature on trustworthiness can appear equally dissonant. The
term has been lazily defined as “the quality of being trusted,” but
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trustworthiness more precisely means the quality of being deserving of
trust. Rather than existing as a binary (worthy or not), trustworthiness
is most usefully conceptualized as existing on a continuum from low to
high. From this agreement, two lines of inquiry have sprung forth—one
led by those interested in describing and predicting the behavior of
trustors and another interested in influencing the behavior of trustees.

The first line of inquiry is led by empirically focused researchers fo-
cused on description. According to these scholars, we trust people when-
ever we perceive that the risk of relying on them to act a certain way is
low. In empirical experiments, the relationship between expectations of
trustworthiness and trust is strong, in accordance with Hardin’s “risk-
assessment view of trust.”12,102 That said, retaining trustworthiness as a
separate concept from trust enables researchers to explain why it is that
some trustors choose to rely on trustees but turn out to be exploited. In
these cases, empiricists suggest that the trustor chose to trust the trustee
because they perceived them as trustworthy but misjudged the trustee’s true
trustworthiness and therefore were exploited. This happens frequently, as
it is impossible to know for sure what someone will do in the future,
including whether they will exploit you. Empirical researchers often
resist making normative prescriptions about how a trustee can appear
trustworthy because each trustor may have their own priors and pref-
erences that shape their risk tolerance, expectations, and perceptions.
Researchers can, however, use retrospective analyses to definitively say
whether a trustee was trustworthy based on whether they exploited the
trustor. On this point, a 2020 review of trust in the Annual Review of So-
ciology suggested that future work should focus on measuring how well
trustors predict a trustee’s actual trustworthiness.13

The second line of inquiry is led by researchers focused on making
normative prescriptions about health care actors should act. These
authors use the term trustworthy to refer to a set of values or behaviors
that a trustee should seek to embody in order to be deserving of a
prospective trustee’s trust. This approach is most common in bioethics
but can be found in the many papers we reviewed that put forward
multidimensional frameworks for thinking about trustworthiness.
Similar to the themes identified in defining trust, trustworthiness often
boils down to lists of virtuous traits such as “caring,” “competence,”
“integrity,” etc. When considering the trustworthiness of individuals in
health care, trait lists can beg the question of whether the critical traits
(e.g., caring) are innate or can be cultivated. As conversations move
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to consider trustworthiness of health care organizations and systems,
attributing traits to groups or corporate persons propels the conver-
sation to a higher level of abstraction. Future work could helpfully
aim to pinpoint what it is about teams, organizations, or systems that
effectively communicates the presence or absence of these traits.

Similar to the busy landscape of trust definitions (Table 2),
normative frameworks describing trustworthiness often include
similar concepts—communication, competence, integrity, com-
passion, and humility—but continue to be developed and pub-
lished as new, potentially more specific or clearer, restatements
(Table 3).11,62,74,103,104 The challenge with all framework develop-
ment is to put forward a set of key terms that are mutually exclusive and
collectively exhaustive—a tall task when definitions remain moving
targets and the ordinary use of terms is at odds with technical defini-
tions. The result is a framework landscape that conveys a reasonable
overall impression of what is at the heart of the matter but leaves a
trying decision for researchers having to choose an allegiance.

Protracted discussions of trust and trustworthiness can feel circular
and risk being tautological. This led us to wonder: what value does a
study of trustworthiness add to the already robust lines of work on high
quality care, or patient-centered care, or culturally appropriate care? Re-
searchers should confront this question head on.

One reasonable answer to that question is that it can help us identify,
and perhaps sort out, some legitimate conceptual puzzles. It is likely we
can all bring to mind people or institutions that we believe are trust-
worthy but not trusted. Alternatively, people or institutions sometimes
enjoy a great deal of trust without being trustworthy. As Goold wrote
in 1998, “trust can be misplaced and distrust can be unjustified.”81 To
make sense of these scenarios, it is critical to have a concept of trust-
worthiness that is independent from trust. In these instances, what is
often meant is that the person or institution is (or is not) trustworthy
in the speaker’s view, even as the person or institution faces a different
assessment in the view of a third party.

Maintaining a concept of trustworthiness as a property of prospective
trustees also enables researchers to consider questions such as: what is
the optimal level of trust that patients, or the public, should put for-
ward? Particularly against a cultural backdrop in which declining trust
is framed as a problem, discussions of trust in health care can mistakenly
assume that more trust is always better. Buchanan’s 2000 essay entitled
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Table 3. Examples of Trust Frameworks and Key Terms

Focal Relationship Framework Source Key Framework Terms

Nonspecific Frei and Morriss103 � Authenticity
� Empathy
� Logic

Ozawa and Sripad16 � Communication
� Honesty
� Competence
� Confidence

Patient–clinician Wolfson16 � Competency
� Caring
� Communication
� Comfort

Clinician–patient No available frameworks
Clinician–clinician Rushton62 � Contractual trust

(character)
� Communication trust
(disclosure)

� Competence trust
(capability)

Clinician– and
patient–
organization

Hall et al.108 � Fidelity
� Competence
� Honesty
� Confidentiality
� Global Trust

Patient–organizationMechanic and
Rosenthal143

� Assurance of competence
� Advocacy for the patient’s
welfare

� Control over the health
care process

Clinician– and
patient–system

Shoff and Yang150 � Values
• Honesty
• Motives
• Equity

� Competence
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“Trust in managed care” is a rare paper that suggests it is appropriate for
patients to withhold some trust in the face of a health care actor (man-
aged care organizations). He argues that the goal should be “optimal,
not maximal trust.”105

A second answer to the question “what’s the value of the term trust-
worthiness?” is that studies of trustworthiness, rather than trust, have
value insomuch as they place the onus of responsibility on the entity
looking to be trusted—most commonly, the clinician, the organization,
or the system—to be worthy of trust. Recognizing how easy it can be to
slip into blaming patients for low, mis-, or distrust, efforts to place im-
plicit responsibility on the high-powered parties to change their behavior
may be laudable. Anderson and Griffith illustrate this line of thinking:

“It is possible that interventions to improve [patient] trust may have been
ineffective because they have rarely centered on improving the trustworthiness
of health care organizations and systems.”

and

“…encouraging marginalized groups to place their trust in untrustworthy
health systems undermines efforts to achieve health care equity.”17

Efforts to shift responsibility may be less welcome in thinking about
clinicians’ trust in patients—and specifically, how patients might face
pressure to make themselves trustworthy in the eyes of the clinician,
which is already a pressure frequently faced by patients of color.106,107

Those who are most enthusiastic about helping clinicians and organi-
zations become more trustworthy may find themselves less comfortable
when it comes time to coach patients on how to be more trustworthy.
Observability of the Phenomena. Even in cases in which trust or trust-

worthiness is well defined, these concepts prove elusive for an empiri-
cally driven field such as health services research. This challenge occurs
at two levels.

The first is that people in the trustor position cannot directly observe
the trustworthiness of a prospective trustee (clinician, organization, sys-
tem, etc.). In one of his many foundational papers for the field, Mechanic
emphasized this point: “Although we can test the likelihood of expected
behavior in a variety of ways, we have no firm way of knowing the fu-
ture, thus trust is always accompanied by risk.”32 In some sense, the
prospective trustee’s future behavior may even be unknown to them. As
a result, their trustworthiness cannot be perfectly reported by themselves
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or anyone else. The best we can do is query people about their subjective
perceptions of trustworthiness—or willingness to trust.

The second challenge is that researchers face incomplete information
about how trustors make judgments about trustees’ trustworthiness.
What is often missing in researchers’ data about trust in health care
is information about what a “4 out of 5” means to the respondent on a
trust scale, what kind of signals a trustor might have interpreted sub-
consciously, relevant past experiences in health care, the duration of the
relationship in question, and what the trustor is considering trusting
the trustee to do. What’s more, levels of trust can vacillate day to day
and minute to minute, but this dynamism is impossible to fully cap-
ture with current technology. The willingness of a research participants
to disclose how much trust they really feel in a doctor or hospital is
also likely influenced by that participants’ trust in the researcher. It is
an inconvenient truth that these temporal and contextual factors likely
matter for researchers’ understanding of observed trust. Unfortunately,
institutional pressures at academic institutions push researchers away
from grappling with these complexities. Although collecting complete
information about how people form perceptions of trustworthiness may
be impossible, future research could improve undertake creative research
designs to attempt a fuller capture.

The flood of trust measures available to researchers is indicative of the
challenges empiricists have had capturing these complex topics in sur-
vey form. For decades, researchers have tried to measure perceptions of
trustworthiness (or lack thereof). The most common measures of trust
evaluate it by proxy as an action or as a self-reported effect. Economists
have been the most likely to rely on action as a proxy for trust. More
commonly, researchers have relied on a variety of self-reported measures,
scales, and indices. (Curiously, these are generally described as unidimen-
sional in spite of the consistently multifactoral conceptual frameworks
put forward. For a particularly thoughtful discussion of this puzzle, see
the article by Hall and colleagues.)108p623 Within the trust in health care
space, no fewer than 50 measures are available for researchers’ use.

Borrowing Insights from Other Fields

Consulting what has been written in other disciplines and collaborat-
ing with those trained in other disciplines—particularly philosophy, so-
ciology, economics, and psychology—can enhance the theoretical and
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methodological toolbox of health services researchers. Below, we outline
a handful of assumptions and findings from these disciplines that may
be fruitfully applied to health-related trust problems. We offer these
nuggets as an invitation to colleagues to dig deeper into these fields.
Those who call these disciplines home will likely find our synopses
insufficient. Indeed, there are several useful papers to be written on the
relationship among each of these social sciences and health services.
Philosophy. The philosophy literature differentiates trust as an

attitude—one we have toward those we hope will be trustworthy—
and trustworthiness as a property. Baier famously further distinguished
trust from “mere reliance” on the basis that trust involves an expecta-
tion of goodwill, whereas reliance involves an expectation that someone
or something will act out of selfishness or habit. Trust can be betrayed,
whereas reliance can only be disappointed.82 As an example, one relies
on their alarm clock to go off at a certain time. If it does not, they are
disappointed but not betrayed. On the other hand, one trusts a friend to
keep their confidence, and when the friend does not, they feel betrayed.
Health services researchers have not yet taken this distinction up in their
own work, but it may bear relevance for organizational and system-level
studies.

For some philosophers, the question of trust rests on assessments of a
prospective trustee’s motives. For example, the “risk-assessment” views
of trust that have become popular in economics and beyond are primar-
ily concerned with assessing the expected probability that a trustee will
exploit. People are trustworthy if they are willing (motivated), for any
reason, to do what the trustor needs done. This view has been criti-
cized by philosophers who believe they make insufficient distinctions
between trust and mere reliance. For others who do make this distinc-
tion, the mere existence of the trustee’s motivation to do something is
not sufficient (as it is for risk-assessment proponents); the nature of the
motivation matters as well. These scholars are sometimes referred to as
proposing “motives-based theories” of trust. Hardin’s encapsulated self-
interest view is a particular form of a motive-based theory that Anderson
and Griffith most recently took up in their treatment of organizational
trustworthiness.12,17

“Nonmotive-based theories” also differentiate trust from mere re-
liance but avoid assigning particular motives or feelings to prospective
trustees. Under this umbrella, some writers have suggested that trust
is not so much a question of what a trustee is motivated to do or will do,
as it is a question of what a trustee should do (for more, see normative
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expectation theories of trust). Walker, a leader in this field, believes
that a focus on normative expectations helps to explain why it may
be reasonable to trust someone who takes great pride in their job,
even if they are not motivated by goodwill.109 Hawley has offered
related, nonmotive-based accounts of trust based on conceptions of
commitment.110 These theories may be worthy of close consideration
in a field as heavily regulated and institutionalized as medicine.

Finally, the philosophy literature offers the community of health-
related trust researchers the concept of “trust pluralism.” Trust pluralists
are those thinkers who accept that trust may not be able to be captured
in a complete or unified theory.111,112 the majority of philosophers con-
tinue to push for a singular theory that consistently distinguishes trust
from reliance, there may be a certain freedom for health-related fields in
accepting pluralism as the most intellectually honest position.
Sociology. Sociological literature provides conceptual insight on im-

portant distinctions among aspects of trust, types of trust, and related
social roles or expectations. In addition to widely used definitions of
trust, sociologists have contributed to the development of related con-
cepts like distrust and trustworthiness in a variety of contexts like health
care, workplaces, the state, and social media.10,70,113-117 Across this lit-
erature, general trust is consistently differentiated from particularized
trust, which appears to be a distinction that the mistrust and distrust
discourse in health services is beginning to adopt.118

The sociological literature generally focuses its analytic power on
identifying predictors or antecedents of trust, with less focus on what
trust produces.13 This tendency is evident in the literature on how social
position, experiences, and opinions may cultivate trust.119-121 Much of
this work is survey based and provides methodological examples of how
to analyze and understand differences in the antecedents of trust across
populations or communities.122 To the extent that the sociological focus
on predictors of trust can inform a conceptually and methodologically
rigorous approach to analyzing trustworthiness, it may be of particular
importance to those who are increasingly exploring the trustee side of
the relationship in health care.

Two books from the sociology literature stand out as potentially most
relevant for health care. The first is Imber’s Trusting Doctors: The Decline
of Moral Authority in American Medicine, wherein the author closely
aligns patients’ trust with the sense that medicine is a profession.123 The
second is Seligman’s more general treatment, entitled The Problem of
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Trust.124 Writing roughly 30 years ago, Seligman distinguishes trust
from confidence on the basis that we trust people and have confidence
in institutions and systems. He links these two ideas by suggesting
that trust becomes more important when we see the breakdown of
institutions and systems. Both books do a job that sociology does best,
which is illustrate the relationship between individual trust and social
structures. For health-related researchers who have to date struggled to
integrate levels of analysis, these works may be instructive.
Economics. Economics offers a handful of theoretical insights to those

studying trust in health services. EconomistHo usefully compiles several
decades of economic insights in his recently published book titled Why
Trust Matters: The Ties that Bind, drawing from the work of found-
ing fathers like Arrow and Frank.125-127 One insight from game the-
ory is the value of repeated interactions in building trust and cooperate
behavior.128 Thanks to the field’s commitment to formal, mathemati-
cal modeling, economists have demonstrated how rational actors in a
risky interaction may behave differently depending on their expecta-
tions of encountering one another again. When repeated interactions
are expected, people are less likely to exploit one another for fear of
retaliation—hence, they tend to behave in more trustworthy ways.

A second theoretical insight stems from a foundational assumption
of economics: no one knows another’s value set. In other words, I can-
not know whether a clinician I see will exploit me (or why). This con-
cession has propelled economists to develop signaling theory, wherein
the key insight is that costly actions provide more information about a
person’s underlying values (or, for our purposes, trustworthiness) than
so-called cheap talk. Gambetta and Hammill famously employed sig-
naling theory as a theoretical frame in their multiyear, qualitative study
of trust between taxi drivers and passengers.129 Hammill subsequently
borrowed from that seminal study to research howTanzanian andGhana-
ian patients assess the trustworthiness of herbal clinics with colleague
Hampshire.130 This study can serve as a model for US-based researchers
interested in how patients made inferences about a clinician or organi-
zations’ trustworthiness.

From a methodological perspective, the economics literature also of-
fers a parsimonious, if contrived, way of testing for the presence or ab-
sence of trust in a laboratory called “the trust game.” Designed in 1995
by Berg, Dickhaut, and McCabe, the game presents a trustor with a
choice between a sure outcome and trust, which could yield a higher
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(or lower) outcome.131 More specifically, the game is structured so that
a player is given money and asked how much they are willing to share
with another player under various conditions. The more money a player
shares, the more trust researchers deduce is present among the players.
The game has been used in hundreds of publications that either discuss
or are explicitly focused on trust.101 The reliance on behavior as a marker
of trust is standard for the field. To economists, trust is about making a
choice: do I rely on this person or do I not? Economists assume that where
they see a trusting behavior, a trusting attitude is present.What the trust
game offers trust researchers generally is a means of formally modeling
limited-scope decisions of participating players.
Psychology. Even a limited review of the psychology literature on

trust brings three key insights to the fore for health services researchers.
First, psychological treatments of trust and trustworthiness very often
focus on the role of the subconscious and heuristics in deciding when
exposing vulnerability is safe. In the psychology literature, the ability
to make accurate appraisals of trustworthiness is often referred to as an
evolutionary adaptation that promotes individual and group fitness. The
individual who can most swiftly discern a trustworthy cooperator is less
likely to be duped out of vital resources for survival, and the group with
themost efficient system for communicating and discerning trustworthy
individuals is most likely to prosper by cooperating successfully. Heuris-
tic cognitive processes are therefore an asset in making quick judgments
of other’s trustworthiness. DeSteno’s work supports the assertion that
much of the decision to trust is based on unconscious processes and is
conveniently summarized in his 2015 book The Truth about Trust.132,133

Field and lab studies support this claim, as immediately perceptible cues
like torso posture, tilts of heads, and placement of arms seem to mean-
ingfully affect a trustor’s judgment, even though these poses are not di-
rectly linked to trustworthiness.134,135 If these small cuesmatter as much
as psychological evidence suggests, health services literature should in-
corporate these un- and subconscious influences on trust decisions into
existing models.

Second, psychologists tend to focus on integrity rather than com-
petence in their evaluations of trustworthiness. This makes the field
a ready complement to health services, which has historically paid
outsized attention to competence in evaluating trustworthiness. An
integrity-focused conception of trustworthiness emphasizes the conflict-
ing mental mechanisms of selfishness and selflessness. A trustworthy
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person prioritizes selflessness, attending to another’s well-being to pro-
mote the relationship. An untrustworthy person prioritizes selfishness,
prioritizing one’s own needs and desires over the well-being of others.
Prioritizing others’ needs also promotes one’s own long-term goals, as an
individual benefits from a good reputation and a reciprocal relationship
in the future, whereas prioritizing one’s own needs may lead to immedi-
ate benefits. By this logic, psychologists open the door to self-control as
a key characteristic of trustworthiness. A trustworthy person possesses
the self-control to choose long-term over short-term benefits.

Third, psychologists have most clearly enunciated a theory of trust-
ing oneself, which is especially relevant for the literature on trust
among medical trainees. By incorporating this temporal trade-off be-
tween short-term selfishness and long-term selflessness into assessments
of trustworthiness, the issue of trusting oneself becomes of a piece with
issues of trusting other people. One can imagine a person as two per-
sonifications. Psychologists interested in restraint and the avoidance
of temptation have most often considered people’s current and future
selves. Can the version of myself who wishes to spend less money trust
my future self to do so—or must I cut up my credit cards? In health care,
the relationship between present and past selves may be just as relevant,
particularly for patients who may struggle to trust themselves in report-
ing symptoms or experiences. Long-COVID patients, for instance, have
faced struggles to trust themselves in the course of reporting their health
experiences fully to clinicians.136

These four disciplines—philosophy, sociology, economics, and
psychology—each offer health service researchers useful ways of ap-
proaching trust. Metaphorically, each can be understood as a pair of
glasses that helps the wearer to “see” unique features of social relations
and interpret empirical results. As a result, researchers who take up
the economics glasses will “see” things quite differently than those who
choose to wear the psychology glasses, with empirical analyses unfold-
ing from distinct starting assumptions. The practical problem is people
wearing different disciplinary glasses are likely to speak past one another
in reference to that things that others fail to recognize. Moreover, it is
difficult—though perhaps not impossible—for a person to wear multi-
ple pairs of glasses at once. Fully reconciling the differences among these
disciplines may never come to pass, but it is possible for health services
research to account for and explicitly enumerate the differences among
them in studies of trust in health care. Below, we offer suggest some
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ideas of how health services research, as an interdisciplinary field, can
more proactively manage this issue.

The Future of Health-Related Trust Research

Improving the literature on trust in health care requires a clear con-
frontation of the rate-limiting challenges we describe above. To some ex-
tent, trust is a complex phenomenon and will always force a certain level
of definitional pluralism and epistemic humility on researchers. Still,
some coordinated, intellectual elbow grease could advance the field.
First, advancement requires more precise articulation of what various
terms mean and, importantly, how they relate to one another, which is
a theoretical undertaking. We have begun some of this work here, but
surely others can take it on more explicitly. Second, improvement re-
quires researchers to be both more careful and more ambitious when it
comes to the methods used to study trust: more careful in the sense that
measurement tools need to be thoughtfully selected and vetted andmore
ambitious in that study designs other than cross-sectional surveys and
point-in-time interview studies deserve wider consideration. In Table
4, we compile theoretical and methodological recommendations made
throughout the paper into a roadmap of strategic imperatives and exem-
plary research questions for the field.
Theoretical Advancement. A 2016 paper from the Journal of Business

Economics remarked that “theoretical trust research has outpaced empiri-
cal research by far,” which seems to be the opposite of the trends within
health services, in which empirical research has seemingly outpaced the-
oretical work.137 To remedy this, we suggest several theoretical tasks.
First, health services researchers should more explicitly discuss and, ide-
ally, converge on an understanding of the relationship between trust and
trustworthiness and the distinction between distrust and mistrust. Sec-
ond, the field should consider whether all levels of analysis can be dis-
cussed using the same vocabulary (trust and trustworthiness) or non-
human trustees require different language (e.g., reliance, confidence, or
other related terms). Finally, empirical researchers should make every
effort to be explicit about whether the trust they are analyzing is (1)
generalized or particularized, (2) placed in individuals, organizations, or
social groups, and (3) to what end the trustee is being trusted.13,138
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Making these orientations explicit, to the extent that it is possible,
will require direct confrontation with the ways in which relevant disci-
plines have made conflicting commitments in how they approach trust.
Above, we outlined insights from philosophy, sociology, economics, and
psychology that offer health services researchers various “views” of the
social relations that animate trust. As members of an interdisciplinary
field, health services researchers should aim to be as clear as possible
about their disciplinary commitments when they speak, or write, about
trust and provide an explanation for why that discipline’s commitments
are more useful, or plausible, than others. Journal editors and review-
ers could encourage this kind of clarity by virtue of their roles in the
publication process. Ideally, repeated confrontation of the conflicting
commitments will lead the research community to a better sense of the
conditions under which each discipline’s commitments “fits” with em-
pirical realities of how trust operates in health care. When a discipline’s
commitments are found to be a poor fit with empirical realities, that
theory should be updated or discarded. On this account, theorists offer
frameworks to guide empirical work and have their own work refined by
empirical work.

Legible concepts would go a long way toward clarifying the research
agenda and research priorities that empiricists could then take up. Mar-
tin describes the value of vocabulary to theory as follows:

Just as classical physics was hampered as long as there was no verbal
distinction between what we now call force (which we associate with
acceleration) and momentum (which we do not), we too may have
problematic vocabularies.139

As we have emphasized throughout, a number of additional verbal
distinctions would facilitate the synthesis of knowledge both conceptu-
ally and empirically. To the extent that good theory enables a community
to think more clearly, this work will advance the project of understand-
ing and potentially improving trust.
Empirical Advancement. Our review also identifies a need for method-

ological innovation. Five approaches would naturally extend from cur-
rent work as part of more robust research agenda for the study of trust
and trustworthiness.

� First, and most generally, trust should be studied as an outcome
and not just as an input to the delivery of health care. Process
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models for trust building and scholarship grounded in theoreti-
cal models would be a welcome addition and important contribu-
tion to the field of health services research. Of particular interest
would be studies that focus on the process of rebuilding trust af-
ter a breach, potentially taking leave from Walker’s philosophy
of moral repair.109

� Second, in pursuing studies to answer the question “what
(re)builds trust?,” research designs that allow for causal infer-
ence should be considered. Randomization is one obvious tool
for pursuing causal claims and may work well for some research
questions, but instrumental variable analysis, regression discon-
tinuity, and difference-in-difference designs may also be put to
creative use.

� Third, future work should engage in studies that examine trust
longitudinally to build on the large body of cross-sectional stud-
ies. Many discussions of trust emphasize the value of time and
repeated interactions and yet very few studies to date have taken
these factors into explicit account.140-142

� Fourth, it is notable that trust is generally accepted as a relational
characteristic, but there are virtually no dyadic studies that ex-
amine this dynamic between two people (patients and clinicians,
between clinicians, etc.). A patient’s trust in a clinician can be
influenced not only by what that patient thinks about the clinician
but also what the patient thinks the clinician thinks of them.

� Fifth, researchers should aim to assess the role of trust “spillovers”
among systems, organizations, teams, and individual. This ques-
tion becomes more important as clinicians come to be increas-
ingly employed by health systems and health care brands take on
more prominent roles in patients’ consciousness. Rarely are pa-
tients nowmaking an independent choice of health care provider;
they are simultaneously choosing a clinician and organization.

� Sixth, trust research will address health inequity only insofar as
it examines impact of racism and other forms of discrimination
on the way the health care system treats patients and the conse-
quences for people’s trust. As new study designs are undertaken,
researchers should be intentional about including participants’
lived experiences rather than merely their racial, sexual, or other
identifications. Mixed methods may be particularly relevant to
these analyses.
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� Seventh, if the field takes Buchanan’s suggestion to pursue opti-
mal rather thanmaximal trust, how shall optimal trust be gauged
in research endeavors? More specifically, what might a trustor’s
levels of trust be measured against as a benchmark?

� Finally, researchers studying trust should adopt a reflexive stance
in recognizing the ways in which their presence directly influ-
ences the field of study or their relationship with participants
influences the kinds of information participants provide. Quali-
tative researchers are often taught “you are in your study,” but for
a topic like trust, this adage may extend well beyond interview
and ethnographic study designs.

Despite the significant challenges for empirical investigations, efforts
to understand trust’s role in health care are of paramount importance.
Trust is foundational to relationships of all kinds and particularly in
relationships marked by vulnerability and need, as they are in health
care. Patients need to be able to receive care; clinicians need to be in a
position to provide care; organizations need to be sensitive to the human
needs of their patients and professionals.Trust should remain a priority
for researchers, health systems, and policymakers while demanding a
more robust treatment of what trust means, how it is measured, and
what novel inferences can be drawn from its investigation.

References

1. Kinnear B, Kellehar M, Olson AP, Sall D, Schumacher DJ. De-
veloping trust with early medical school graduates during the
COVID–19 pandemic. J Hos Med. 2020;15(6):367-369.

2. Press Ganey. Building workforce trust: lessons from COVID–
19. Press Ganey. https://insync.com.au/wp–content/uploads/
2020–Workforce–Trust–Whitepaper.pdf . Published 2020. Ac-
cessed December 13, 2022.

3. Rosen CB, Joffe S, Kelz RR. COVID–19 moves medicine into
a virtual space: a paradigm shift from touch to talk to establish
trust. Ann Surg. 2020;272(2):e159-e160.

4. Kitroeff N, Villegas P. 2020. ‘I’d rather stay home and
die.’ The New York Times. December 22, 2020. Accessed
November 30, 2021. https://www.nytimes.com/2020/08/10/
world/americas/mexico–coronavirus–hospitals.html

https://insync.com.au/wp-content/uploads/2020-Workforce-Trust-Whitepaper.pdf
https://insync.com.au/wp-content/uploads/2020-Workforce-Trust-Whitepaper.pdf
https://www.nytimes.com/2020/08/10/world/americas/mexico-coronavirus-hospitals.html
https://www.nytimes.com/2020/08/10/world/americas/mexico-coronavirus-hospitals.html


168 L.A. Taylor, P. Nong, and J. Platt

5. Czeisler MÉ, Marynak K, Clarke KE, et al. Delay or avoid-
ance of medical care because of COVID–19–related concerns
— United States, June 2020. MMWR Morb Mortal Wkly Rep.
2020;69:1250-1257.

6. Daly M, Jones A, Robinson E. Public trust and willingness to
vaccinate against COVID–19 in the US from October 14, 2020,
to March 29, 2021. JAMA. 2021;325(23):2397-2399.

7. NORC at the University of Chicago. Surveys of trust in the
U.S. health care system. Presented virtually at: ABIM Founda-
tion Trust Forum; May 21, 2021.

8. A new way to build social trust. The Aspen Institute. Au-
gust 11, 2021. Accessed November 30, 2021. https://www.
aspeninstitute.org/blog–posts/a–new–way–to–build–social–
trust/

9. New grant program to build trust and support innovations
in diversity, equity and inclusion: leading internal medicine
organizations create grant program to build trust by supporting
innovations in diversity, equity and inclusion. American Board
of Internal Medicine. November 10, 2020. Accessed October 6,
2021. https://www.abim.org/media–center/press–releases/new–
grant–program–to–build–trust–support–diversity–equity–
inclusion

10. Mechanic D. The functions and limitations of trust in the provi-
sion of medical care. J Health Polit Policy Law. 1998;23(4):661-
686.

11. Hall MA. Law, medicine, and trust. Stan L Rev. 2002;55(2):463-
527.

12. Hardin R. Trust and Trustworthiness. Russell Sage Foundation;
2002.

13. Schilke O, Reimann M, Cook KS. Trust in social relations. Annu
Rev Sociol. 2021;47(1):239-259.

14. Goudge J, Gilson L. How can trust be investigated? Drawing
lessons from past experience. Soc Sci Med. 2005;61(7):1439-1451.

15. Wallis S, Wright B. Synthetic literature reviews: an intro-
duction. Research to Action. May 26, 2020. Accessed De-
cember 13, 2022. https://www.researchtoaction.org/2020/05/
synthetic–literature–reviews/

16. Ozawa S, Sripad P. How do you measure trust in the health
system? A systematic review of the literature. Soc Sci Med.
2013;91:10-14.

17. Anderson A, Griffith DM. Measuring the trustworthi-
ness of health care organizations and systems. Milbank Q.
2022;100(2)345-364.

https://www.aspeninstitute.org/blog-posts/a-new-way-to-build-social-trust/
https://www.aspeninstitute.org/blog-posts/a-new-way-to-build-social-trust/
https://www.aspeninstitute.org/blog-posts/a-new-way-to-build-social-trust/
https://www.abim.org/media-center/press-releases/new-grant-program-to-build-trust-support-diversity-equity-inclusion
https://www.abim.org/media-center/press-releases/new-grant-program-to-build-trust-support-diversity-equity-inclusion
https://www.abim.org/media-center/press-releases/new-grant-program-to-build-trust-support-diversity-equity-inclusion
https://www.researchtoaction.org/2020/05/synthetic-literature-reviews/
https://www.researchtoaction.org/2020/05/synthetic-literature-reviews/


A Synthetic Review 169

18. Williamson LD, Bigman CA. A systematic review of medical
mistrust measures. Patient Educ Couns. 2018;101(10):1786-1794.

19. Müller E, Zill JM, Dirmaier J, Härter M, Scholl I. Assessment
of trust in physician: a systematic review of measures. PloS One.
2014;9(9):e106844.

20. LaVeist TA, Isaac LA, Williams KP. Mistrust of health care or-
ganizations is associated with underutilization of health services.
Health Serv Res. 2009;44(6):2093-2105.

21. LaVeist TA, Nickerson KJ, Bowie JV. Attitudes about racism,
medical mistrust, and satisfaction with care among African
American and white cardiac patients. Med Care Res Rev.
2000;57(1_suppl):146-161.

22. Shelton RC, Winkel G, Davis SN, et al. Validation of the group–
based medical mistrust scale among urban Black men. J Gen In-
tern Med. 2010;25(6):549-555.

23. Valera P, Boyas JF, Bernal C, Chiongbian VB, Chang Y, Shelton
RC. A Validation of the group–based medical mistrust scale in
formerly incarcerated Black and Latino men. Am J Mens Health.
2018;12(4):844-850.

24. Benkert R, Cuevas A, Thompson HS, Dove–Meadows E, Knuck-
les D. Ubiquitous yet unclear: a systematic review ofmedical mis-
trust. Behav Med. 2019;45(2):86-101.

25. Birkhäuer J, Gaab J, Kossowsky J, et al. Trust in the health
care professional and health outcome: a meta–analysis. PLoS One.
2017;12(2):e0170988.

26. Calnan M, Rowe R. Researching trust relations in health
care: conceptual and methodological challenges—-introduction.
J Health Organ Manag. 2006;20(5):349-358.

27. Kelley JM, Kraft–Todd G, Schapira L, Kossowsky J, Riess H.
The influence of the patient–clinician relationship on healthcare
outcomes: a systematic review and meta–analysis of randomized
controlled trials. PLoS One. 2014;9(4):e94207.

28. White P, Bishop FL, Prescott P, Scott C, Little P, Lewith
G. Practice, practitioner, or placebo? A multifactorial, mixed–
methods randomized controlled trial of acupuncture. Pain.
2012;153(2):455-462.

29. Girgis A, Cockburn J, Butow P, et al. Improving patient emo-
tional functioning and psychological morbidity: evaluation of a
consultation skills training program for oncologists. Patient Educ
Couns. 2009;77(3):456-462.

30. Sequist TD, Fitzmaurice GM, Marshall R, et al. Cultural compe-
tency training and performance reports to improve diabetes care



170 L.A. Taylor, P. Nong, and J. Platt

for Black patients: a cluster randomized, controlled trial. Ann In-
tern Med. 2010;152(1):40-46.

31. Hillen MA, de Haes HCJM, Smets EMA. Cancer patients’ trust
in their physician–a review. Psychooncology. 2011;20(3):227-241.

32. Mechanic D. Changing medical organization and the erosion of
trust. Milbank Q. 1996;74(2):171-189.

33. Griffith DM, Bergner EM, Fair AS,Wilkins CH. Using mistrust,
distrust, and low trust precisely in medical care and medical re-
search advances health equity. Am J Prev Med. 2021;60(3):442-
445.

34. Brennan N, Barnes R, Calnan M, Corrigan O, Dieppe P, En-
twistle V. Trust in the health–care provider–patient relationship:
a systematic mapping review of the evidence base. Int J Qual
Health Care. 2013;25(6):682-688.

35. Saad L. Military brass, judges among professions at new
image lows. Gallup. January 12, 2022. Accessed January
20, 2022. https://news.gallup.com/poll/388649/military–brass–
judges–among–professions–new–image–lows.aspx

36. Swanson E, Murphy T. 2021. High trust in doctors, nurses in US,
AP–NORC poll finds. AP–NORC at the University of Chicago.
August 10, 2021. Accessed January 20, 2022. https://apnorc.org/
high–trust–in–doctors–nurses–in–us–ap–norc–poll–finds/

37. Grob R, Darien G, Meyers D. Why physicians should trust in
patients. JAMA. 2019;321(14):1347-1348.

38. Wilk AS, Platt JE. Measuring physicians’ trust: a scoping review
with implications for public policy. Soc Sci Med. 2016;165:75-81.

39. Thom DH, Campbell B. Patient–physician trust: an exploratory
study. J Fam Pract. 1997;44(2):169-176.

40. Thom DH, Wong ST, Guzman D, et al. Physician trust in the
patient: development and validation of a new measure. Ann Fam
Med. 2011;9(2):148-154.

41. Thom DH. Physicians’ trust in patients. JAMA. 2019;
322(8):782.

42. Haywood C Jr, Williams–Reade J, Rushton C, Beach MC, Geller
G. Improving clinician attitudes of respect and trust for persons
with sickle cell disease. Hosp Pediatr. 2015;5(7):377-384.

43. Ebrahimji A, Alvarado C, Watts A, Maxouris C. A patient who
sacrificed his life, 2 gifted doctors, a beloved receptionist: these
are the people killed in the Tulsa hospital shooting. CNN. June
2, 2022. Accessed June 2, 2022. https://www.cnn.com/2022/06/
02/us/tulsa–shooting–victims–what–we–know/index.html

44. Payne E, Conlon K, Berlinger J. Doctor killed at Boston hospital;
shooter dead. CNN. January 21, 2015. Accessed June 2, 2022.

https://news.gallup.com/poll/388649/military-brass-judges-among-professions-new-image-lows.aspx
https://news.gallup.com/poll/388649/military-brass-judges-among-professions-new-image-lows.aspx
https://apnorc.org/high-trust-in-doctors-nurses-in-us-ap-norc-poll-finds/
https://apnorc.org/high-trust-in-doctors-nurses-in-us-ap-norc-poll-finds/
https://www.cnn.com/2022/06/02/us/tulsa-shooting-victims-what-we-know/index.html
https://www.cnn.com/2022/06/02/us/tulsa-shooting-victims-what-we-know/index.html


A Synthetic Review 171

https://www.cnn.com/2015/01/20/justice/boston–hospital–
shooting/index.html

45. Taylor LA, BergDN. The challenge ofmutual disclosure in global
health partnerships. Perspect Biol Med. 2019;62(4):657-674.

46. Buchman DZ, Ho A, Illes J. You present like a drug addict: pa-
tient and clinician perspectives on trust and trustworthiness in
chronic pain management. Pain Med. 2016;17(8):1394-1406.

47. Cregård A, Eriksson N. Perceptions of trust in physician–
managers. Leadersh Health Serv (Bradf Engl). 2015;28(4):281-
297.

48. Duijn CCMA, Welink LS, Bok HGJ, Ten Cate OTJ. When
to trust our learners? Clinical teachers’ perceptions of deci-
sion variables in the entrustment process. Perspect Med Educ.
2018;7(3):192-199.

49. Hauer KE, Oza SK, Kogan JR, et al. How clinical supervisors
develop trust in their trainees: a qualitative study. Med Educ.
2015;49(8):783-795.

50. Karp NC, Hauer KE, Sheu L. Trusted to learn: a qualitative study
of clerkship students’ perspectives on trust in the clinical learning
environment. J Gen Intern Med. 2019;34(5):662-668.

51. Lundh P, Palmgren PJ, Stenfors T. Perceptions about trust: a phe-
nomenographic study of clinical supervisors in occupational ther-
apy. BMC Med Educ. 2019;19(1):404.

52. Cook DA. Medical decision making: what do we trust? J Gen
Intern Med. 2010;25(4):282-283.

53. Raj M,Wilk AS, Platt JE. Dynamics of physicians’ trust in fellow
health care providers and the role of health information technol-
ogy.Med Care Res Rev. 2021;78(4):338-349.

54. Frankel RM, Tilden VP, Suchman A. Physicians’ trust in one an-
other. JAMA. 2019;321(14):1345-1346.

55. Gallagher T. Can team–based medicine prescribe trust? J Gen
Intern Med. 2014;29(6):966-967.

56. Hafferty FW, O’Brien BC, Tilburt JC. Beyond high–stakes test-
ing: learner trust, educational commodification, and the loss of
medical school professionalism. Acad Med. 2020;95(6):833-837.

57. Pullon S. Competence, respect and trust: key features of success-
ful interprofessional nurse–doctor relationships. J Interprof Care.
2008;22(2):133-147.

58. Rashid F, Edmondson AC. 2012. Risky trust: how multi–entity
teams build trust despite high risk. In: Kramer RM, Pittin-
sky TL, eds. Restoring Trust in Organizations and Leaders: Endur-
ing Challenges and Emerging Answers. Oxford University Press;
2012:129-150.

https://www.cnn.com/2015/01/20/justice/boston-hospital-shooting/index.html
https://www.cnn.com/2015/01/20/justice/boston-hospital-shooting/index.html


172 L.A. Taylor, P. Nong, and J. Platt

59. Reynolds RC. Trust and understanding between heads of medical
school and teaching hospital: requisite for good management. J
Med Educ. 1984;59(3):208-209.

60. Linzer M, Poplau S, Prasad K, et al. Characteristics of health
care organizations associated with clinician trust: results from the
healthy work place study. JAMA Netw Open. 2019;2(6):e196201.

61. Succi MJ, Lee SYD, Alexander JA. Trust between managers and
physicians in community hospitals: the effects of power over hos-
pital decisions. J Healthc Manag. 1998;43(5):397-414.

62. Rushton CH, Reina ML, Francovich C, Naumann P, Reina DS.
Application of the Reina Trust and Betrayal Model to the ex-
perience of pediatric critical care clinicians. Am J Crit Care.
2010;19(4):e41-e51.

63. Bushardt RL. Physician assistants–a brand you can trust. JAAPA.
2013;26(11):8.

64. Hills L. Building trusting relationships in the medical practice
team: thirty rules to live by for you and your staff. J Med Pract
Manage. 2015;31(1):40-45.

65. Rimmer A. Junior doctor whistleblowers need protection they
can trust, says Robert Francis. BMJ. 2018;361:k1883.

66. Shenoy G, Zaki P, Law C. Building self–trust through noneval-
uative medical mentorship. Acad Med. 2019;94(5):617-618.

67. VanDeusen KM, Way I. Vicarious trauma: an exploratory study
of the impact of providing sexual abuse treatment on clinicians’
trust and intimacy. J Child Sex Abus. 2006;15(1):69-85.

68. Lerner BH. In a hospital hierarchy, speaking up is hard to do.
The New York Times. April 17, 2007. Accessed June 2, 2022.
https://www.nytimes.com/2007/04/17/health/17essa.html

69. Gilson L. Trust and the development of health care as a social
institution. Soc Sci Med. 2003;56(7):1453-1468.

70. Gilson L. Trust in health care: theoretical perspectives and re-
search needs. J Health Organ Manag. 2006;20(5):359-375.

71. Hall MA. Researching medical trust in the United States. J
Health Organ Manag. 2006;20(5):456-467.

72. Mechanic D, Schlesinger M. The impact of managed care on
patients’ trust in medical care and their physicians. JAMA.
1996;275(21):1693-1697.

73. Taber JM, Leyva B, Persoskie A. Why do people avoid medical
care? A qualitative study using national data. J Gen Intern Med.
2015;30(3):290-297.

74. Lee TH, McGlynn EA, Safran DG. A framework for increasing
trust between patients and the organizations that care for them.
JAMA. 2019;321(6):539-540.

https://www.nytimes.com/2007/04/17/health/17essa.html


A Synthetic Review 173

75. Mechanic D. In my chosen doctor I trust: and that trust trans-
fers from doctors to organisations. BMJ. 2004;329(7480):1418-
1419.

76. Smith CP. First, do no harm: institutional betrayal and trust
in health care organizations. J Multidiscip Healthc. 2017;10:133-
144.

77. Scott RA, Aiken LH, Mechanic D, Moravcsik J. Organizational
aspects of caring.Milbank Q. 1995;73(1):77-95.

78. Paine LS. Managing for organizational integrity. Harv Bus Rev.
1994;March–April.

79. Goold S. Trust and physician payment. Healthc Exec.
1998;13(4):40-41.

80. Goold SD. Trust and the ethics of health care institutions. Hast-
ings Cent Rep. 2001;31(6):26-33.

81. Goold SD. Trust, distrust and trustworthiness. J Gen Intern Med.
2002;17(1):79-81.

82. Baier A. Trust and antitrust. Ethics. 1986;96(2):231-260.
83. Dranove D, Burns LR. Big Med: Megaproviders and the High Cost

of Health Care in America. University of Chicago Press; 2021.
84. Armstrong K, Rose A, Peters N, Long JA, McMurphy S, Shea

JA. Distrust of the health care system and self–reported health in
the United States. J Gen Intern Med. 2006;21(4):292-297.

85. Armstrong K, McMurphy S, Dean LT, et al. Differences in the
patterns of health care system distrust between Blacks andwhites.
J Gen Intern Med. 2008;23(6):827-833.

86. Blendon RJ, Benson JM, Hero JO. Public trust in physicians—
-U.S. medicine in international perspective. New Engl J Med.
2014;371(17):1570-1572.

87. Hornsey MJ, Lobera J, Díaz–Catalán C. Vaccine hesitancy is
strongly associated with distrust of conventional medicine, and
only weakly associated with trust in alternative medicine. Soc Sci
Med. 2020;255:113019.

88. Lobera J, Rogero–García J. Scientific appearance and homeopa-
thy. Determinants of trust in complementary and alternative
medicine. Health Commun. 2021;36(10):1278-1285.

89. van der Schee E, Groenewegen PP. Determinants of public trust
in complementary and alternative medicine. BMC Public Health.
2010;10:128.

90. Arnett MJ, Thorpe RJ Jr, Gaskin DJ, Bowie JV, LaVeist TA.
Race, Medical mistrust, and segregation in primary care as usual
source of care: findings from the exploring health disparities in
integrated communities study. J Urban Health. 2016;93(3):456-
467.



174 L.A. Taylor, P. Nong, and J. Platt

91. Musa D, Schulz R, Harris R, Silverman M, Thomas SB. Trust
in the health care system and the use of preventive health ser-
vices by older black and white adults. Am J Public Health.
2009;99(7):1293-1299.

92. Boyd R, Lindo E,Weeks L,McLemoreM. 2020. On racism: a new
standard for publishing on racial health inequities. Health Affairs
Forefront. July 2, 2020. Accessed June 2, 2022. https://www.
healthaffairs.org/do/10.1377/forefront.20200630.939347/full/

93. Brandon DT, Isaac LA, LaVeist TA. The legacy of Tuskegee and
trust in medical care: is Tuskegee responsible for race differences
in mistrust of medical care? J Natl Med Assoc. 2005;97(7):951-
956.

94. Greene J, Long SK. Racial, ethnic, and income–based disparities
in health care–related trust. J Gen Intern Med. 2021;36(4):1126-
1128.

95. Stepanikova I, Mollborn S, Cook KS, Thom DH, Kramer RM.
Patients’ race, ethnicity, language, and trust in a physician. J
Health Soc Behav. 2006;47(4):390-405.

96. Nong P, Raj M, Trinidad MG, Rowe Z, Platt J. Understanding
racial differences in attitudes about public health efforts during
COVID–19 using an explanatory mixed methods design. Soc Sci
Med. 2021;287:114379.

97. Hua CL, Bardo AR, Brown JS. Mistrust in physicians does not ex-
plain Black–white disparities in primary care and emergency de-
partment utilization: the importance of socialization during the
Jim Crow Era. J Natl Med Assoc. 2018;110(6):540-546.

98. Armstrong K, Putt M, Halbert CH, et al. Prior experiences of
racial discrimination and racial differences in health care system
distrust. Med Care. 2013;51(2):144-150.

99. Balkrishnan R, Dugan E, Camacho F, Hall MA. Trust and satis-
faction with physicians, insurers and the medical profession.Med
Care. 2003;41(9):1058-1064.

100. Brincks AM, Shiu–Yee K, Metsch LR, et al. Physician mistrust,
medical system mistrust, and perceived discrimination: associ-
ations with HIV care engagement and viral load. AIDS Behav.
2019;23(10):2859-2869.

101. Johnson ND, Mislin AA. Trust games: a meta–analysis. J Econ
Psychol. 2011;32(5):865-889.

102. Bohnet I. Trust in experiments. In: Durlauf SN, Blume LE, eds.
Behavioural and Experimental Economics. The New Palgrave Economics
Collection. Palgrave Macmillan UK; 2010:253-257.

https://www.healthaffairs.org/do/10.1377/forefront.20200630.939347/full/
https://www.healthaffairs.org/do/10.1377/forefront.20200630.939347/full/


A Synthetic Review 175

103. Frei F, Morriss A. Begin with trust.Harvard Business Review. May
2020. Accessed January 20, 2022. https://store.hbr.org/product/
begin–with–trust/R2003H

104. Wolfson D. 2021. Addressing distrust by embracing the four
dimensions of trust. ABIM Foundation. June 9, 2021. Accessed
January 20, 2022. https://abimfoundation.org/blog–post/
addressing–distrust–by–embracing–the–four–dimensions–of–
trust

105. Buchanan AE. Trust in managed care organizations. Kennedy Inst
Ethics J. 2000;10(3):189-212.

106. Beach MC, Saha S, Park J, et al. Testimonial injustice: linguistic
bias in the medical records of Black patients and women. J Gen
Intern Med. 2021;36(6):1708-1714.

107. Beach MC, Branyon E, Saha S. Diverse patient perspectives on
respect in healthcare: a qualitative study. Patient Educ Couns.
2017;100(11):2076-2080.

108. Hall MA, Dugan E, Zheng B, Mishra AK. Trust in physicians
and medical institutions: what is it, can it be measured, and does
it matter? Milbank Q. 2001;79(4):613-639.

109. Walker MU. Moral Repair. Cambridge University Press; 2006.
110. Hawley K.HowTo Be Trustworthy. Oxford University Press; 2019.
111. Scheman N. Trust and trustworthiness. In: Simon J, ed. The Rout-

ledge Handbook of Trust and Philosophy. Routledge; 2020:28-41.
112. Simpson TW. What is trust? Pac Philos Q. 2012;93(4):550-569.
113. Cook CT, Kosoko–Lasaki O, O’Brien R. Satisfaction with and

perceived cultural competency of healthcare providers: the mi-
nority experience. J Natl Med Assoc. 2005;97(8):1078-1087.

114. Gille F, Smith S, Mays N. Towards a broader conceptualisation
of “public trust” in the health care system. Soc Theory Health.
2017;15(1):25-43.

115. Svensson LG. New professionalism, trust and competence:
some conceptual remarks and empirical data. Curr Sociol.
2006;54(4):579-593.

116. Przepiorka W, Aksoy O. Does herding undermine the trust en-
hancing effect of reputation? An empirical investigation with
online–auction data. Soc Forces. 2021;99(4):1575-1600.

117. Moore S. Towards a sociology of institutional transparency:
openness, deception and the problem of public trust. Sociology.
2018;52(2):416-430.

118. Fukuyama F. Trust: The Social Virtues and the Creation of Prosperity.
Simon and Schuster. Free Press Paperbacks; 1996.

https://store.hbr.org/product/begin-with-trust/R2003H
https://store.hbr.org/product/begin-with-trust/R2003H
https://abimfoundation.org/blog-post/addressing-distrust-by-embracing-the-four-dimensions-of-trust
https://abimfoundation.org/blog-post/addressing-distrust-by-embracing-the-four-dimensions-of-trust
https://abimfoundation.org/blog-post/addressing-distrust-by-embracing-the-four-dimensions-of-trust


176 L.A. Taylor, P. Nong, and J. Platt

119. Kollock P. The emergence of exchange structures: an experimen-
tal study of uncertainty, commitment, and trust. Am J Sociol.
1994;100(2):313-345.

120. Carpiano RM, Fitterer LM. Questions of trust in health research
on social capital: what aspects of personal network social capital
do they measure? Soc Sci Med. 2014;116:225-234.

121. Ross CE, Mirowsky J, Pribesh S. Powerlessness and the amplifi-
cation of threat: neighborhood disadvantage, disorder, and mis-
trust. Am Sociol Rev. 2001;66(4):568-591.

122. Sewell AA. Disaggregating ethnoracial disparities in physician
trust. Soc Sci Res. 2015;54:1-20.

123. Imber JB. Trusting Doctors. Princeton University Press; 2008.
124. Seligman A. The Problem of Trust. Princeton University Press;

1997.
125. Ho B.Why Trust Matters: An Economist’s Guide to the Ties That Bind

Us. Columbia University Press; 2021.
126. Arrow K. The economy of trust. Acton Institute. 2010;16(3).
127. Frank RH. Passions Within Reason: The Strategic Role of Emotions.

Norton; 1988.
128. Vanneste BS, Puranam P, Kretschmer T. Trust over time in ex-

change relationships: meta–analysis and theory. Strateg Manag J.
2014;35(12):1891-1902.

129. Gambetta D, Hamill H. Streetwise: How Taxi Drivers Establish
Customer’s Trustworthiness. Russell Sage Foundation; 2005.

130. Hampshire K, Hamill H, Mariwah S, Mwanga J, Amoako–Sakyi
D. The application of Signalling Theory to health–related trust
problems: the example of herbal clinics in Ghana and Tanzania.
Soc Sci Med. 2017;188:109-118.

131. Berg J, Dickhaut J, McCabe K. Trust, reciprocity, and social his-
tory. Games Econ Behav. 1995;10(1):122-142.

132. DeSteno D. The Truth About Trust. Penguin Random House;
2015.

133. DeSteno D, Breazeal C, Frank RH, et al. Detecting the trust-
worthiness of novel partners in economic exchange. Psychol Sci.
2012;23(12):1549-1556.

134. Feinberg M, Willer R, Keltner D. Flustered and faithful:
embarrassment as a signal of prosociality. J Pers Soc Psychol.
2012;102(1):81-97.

135. Krumhuber EG, Kappas A, Manstead ASR. Effects of dynamic
aspects of facial expressions: a review. Emot Rev. 2013;5(1):41-46.

136. Grob R. Trusting oneself and long–COVID symptoms. Hastings
Cent Rep. Forthcoming 2023.



A Synthetic Review 177

137. Meier M, Lütkewitte M, Mellewigt T, Decker C. How man-
agers can build trust in strategic alliances: a meta–analysis on the
central trust–building mechanisms. J Bus Econ. 2016;86(3):229-
257.

138. Campos–Castillo C, Anthony D. Situated trust in a physician: pa-
tient health characteristics and trust in physician confidentiality.
Sociol Q. 2019;60(4):559-582.

139. Martin JL. Thinking Through Theory. W.W Norton & Company;
2014.

140. Dang BN, Westbrook RA, Njue SM, Giordano TP. Building
trust and rapport early in the new doctor–patient relationship:
a longitudinal qualitative study. BMC Med Educ. 2017;17(1):32.

141. Rotenberg KJ, Petrocchi S. A longitudinal investigation of trust
beliefs in physicians by children with asthma and their mothers:
relations with children’s adherence to medical regimes and qual-
ity of life. Child Care Health Dev. 2018;44(6):879-884.

142. XinQi D, Bergren S, Simon M. Cross–sectional and longitudinal
association between trust in physician and depressive symptoms
among U.S. community–dwelling Chinese older adults. J Geron-
tol A Biol Sci Med Sci. 2017;72(suppl_1):S125-S130.

143. Mechanic D, Rosenthal M. Responses of HMO medical directors
to trust building in managed care. Milbank Q. 1999;77(3):273,
283-303.

144. Ramos SR, Warren R, Shedlin M, Melkus
G, Kershaw T, Vorderstrasse A. A framework
for using eHealth interventions to overcome
medical mistrust among sexual minority men of color liv-
ing with chronic conditions. Behav Med. 2019;45(2):166-176.

145. Leisen B, Hyman MR. An improved scale for assessing patients’
trust in their physician. Health Mark Q. 2001;19(1):23-42.

146. Asan O, Bayrak AE, Choudhury A. Artificial intelligence and
human trust in healthcare: focus on clinicians. J Med Internet Res.
2020;22(6):e15154.

147. MacLeod L. Trust: the key to building stronger physician rela-
tionships. Physician Leadersh J. 2015;2(4):24-28, 30.

148. Marte D. Can a woman of color trust medical education? Acad
Med. 2019;94(7):928-930.

149. Mechanic D, Meyer S. Concepts of trust among patients with se-
rious illness. Soc Sci Med. 2000;51(5):657-668.

150. Shoff C, Yang TC. Untangling the associations among distrust,
race, and neighborhood social environment: a social disorganiza-
tion perspective. Soc Sci Med. 2012;74(9):1342-1352.



178 L.A. Taylor, P. Nong, and J. Platt

Funding/Support: This work was funded, in part, by a grant from the American
Board of Internal Medicine Foundation.

Acknowledgments:We are grateful to the two anonymous reviewers who provided
uncommonly thoughtful comments to strengthen the paper. We also thank
April Kang, Andrea Yarkony, and Amanda Zink for their research assistance.

Address correspondence to: Lauren A. Taylor, Department of Population
Health, NYU Grossman School of Medicine, Translational Research Build-
ing, 227 E 30th St, 6th Floor, New York, NY 10016 (email: lau-
ren.taylor@nyulangone.org).

Supplementary Material

Additional supporting information may be found in the online ver-
sion of this article at http://onlinelibrary.wiley.com/journal/10.1111/
(ISSN)1468-0009:

Bibliographic Appendix
eTable 1: All Reviewed Papers by Level of Analysis

http://onlinelibrary.wiley.com/journal/10.1111/(ISSN)1468-0009
http://onlinelibrary.wiley.com/journal/10.1111/(ISSN)1468-0009

