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The lteraturef@n trust can be as frustrating as it is voluminous. Anyone who has tried to consult what has
been written e some version of a similar experience — what appear to be simple questions are met with
complicated ams Addressing this frustration is urgent as the health policy and health services research
communitiemome re-focused on trust as a matter of critical, real-world importance. The COVID
pandemic has*€farifed the role that trust plays in virtually every element of health care delivery (Kinnear et al.
2020; Press 0; Rosen, Joffe, and Kelz 2020). Trust deficits among patients appear to have delayed
COVID care (Kitroefff and Villegas 2020), routine care (Czeisler 2020) and vaccine uptake (Daly, Jones, and

Robinson 2 eby negatively impacting health. But it was not only patients who harbored reasonable
misgivings m and when to trust. Physicians and other clinicians working amidst an infectious disease
pandemic re@lized just how much of their, and their families’ safety relied on trusting others — their colleagues,

patients (Press Ganey 2020). In spite of countless heroic efforts to preserve life, the sense

within the h community is that the pandemic diminished already modest levels of trust in many, if not
all, of the kay a health care delivery (NORC at the University of Chicago 2021). In response,
foundations, pfo nal societies and peer-reviewed journals have recently committed themselves to the task
of rebuilgi ew Way to Build Social Trust 2021; New Grant Program to Build Trust and Support
Innovations iversity, Equity and Inclusion 2020). We conducted a synthetic review of the literature to

inform these €

ontemporary experiences with the COVID-19 pandemic in the U.S. expose the importance of reservoirs
of trust between people, between people and institutions, and between people and social systems of care. Trust
is, at its cor!a belief “that individuals and institutions will act appropriately and perform competently,
responsibly, anner considerate of our interests” (D. Mechanic 1998). This belief, for patients and

ics in terms of both levels of trust and the relationships between trustors (entities who trust)
ho are trusted). Trust can be either general, whereby the trustor broadly finds the trustee
or specific. Specific trust means that the trustor expects the trustee to undertake a particular
ates at multiple levels, or between different individuals and institutions. The expectations
of a relationghip between two clinicians, for example, differ from expectations between a clinician and their
patient. $i t in systems or institutions is characterized by different beliefs and expectations than trust
between ind!iduali’\dark A. Hall 2002; Hardin 2002; Schilke, Reimann, and Cook 2021). People (patients,
clinicians, ré8earchers, administrators, etc.) navigate each of these levels over the course of their experience with
health care nd Gilson 2005).

and trustees
worthy of th
action. Trust

We rimary goals in this article. First, we present high-level themes from a review of the health
services researc ealth policy literature on trust since 1970. This literature is voluminous, so we have
ngs, contradictions and methodological gaps, organizing them by trustor-trustee dyads.
e some of the reasons that 50 years of literature can leave readers with little guidance for
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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

committ iriBal observation. We explore these two challenges in light of what other, more theoretically
inclined disctplines have to say on the subject and suggest a renewed role for theory in pointing the way forward

on trust rese,

1. Review
N

The purp synthetic review is to summarize and assess the state of research in a given
area to hi ht#aps and opportunities for future scholarship (Wallis and Wright 2020). We

were intef iy capturing empirical research 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, accessed using the PubMed
database.@We searched titles of journal articles published between 1970 and 2020 (Figure 1).

Papers icted to those in the English language. We included only empirical studies
condu e _, but included review and conceptual papers regardless of
resear g. After cleaning the initial dataset, the research team organized papers

acc trustor-trustee relationship being examined: patient-clinician, clinician-

patient, clint@@an-clinician, patient or clinician-organization; patient, clinician or general

publi e refer to the papers that fall under each of these dyads as a sub-literature.

Based on a title and abstract review, papers were categorized according to methodology:
cgmmentary, qualitative, quantitative, mixed methods, normative or review.
EvalL strength of each sub-literature required a subjective evaluation by the research team. We
took the folloywmgminto account: the relative size of the literature, the robustness of methodological approaches,
the robustng @ eptual models, and the degree to which the literature was instructive for practitioners.
Within each Sib ature, we first identified systematic and scoping reviews. We then prioritized the findings
of robust the says and empirical studies over commentaries in determining where there were settled
questions otf€lear conceptual convergence. We then identified key research questions and made note of

gsimg or interesting and findings in individual articles. To do this, the research team met weekly

for four moqtlls to dr’ uss their assessment of each level of trust relationship and extract key themes and
takeaways.

To triangulat%nd validate our findings, we conducted 11, thirty-minute interviews with researchers and
key thought health and/or trust. These were conducted after reviewing the literature described above
indings and provide additional expertise to inform the synthesis. We sought fresh

topic of trust by reviewing additional literature published in the fields of

ent, economics, sociology, and philosophy (and therefore not indexed in PubMed.) These
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papers were identified based on the expertise of the research team, references in papers identified in the core
data set, and expert interviews.

The iview t?t follows is synthetic in the sense that it simultaneously summarizes and assesses more

than 700 . goal was not so much to report the findings of individual papers as to paint readers a more
general pict ere the literature on trust in health care stands and how it can be moved forward. An
Appendix i isting of all papers that we reviewed.

We structured our review according to key relationships in health care, focusing on patients and
clinicians as ihe trustors, and on patients, clinicians, organizations, and systems as the trustees. The result is 5
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 due to 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 summary of key
findings and a reflection on areas of consensus, contradictions or tensions, and methodological considerations.
We summarize the relative strength of the sub-literatures at the end of this section (Figure 2).

B Sy b-literature #1: Patient trust in clinician

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

The pro role that patient trust in clinicians plays in the trust literature is clear in a recent review of
trust scale asures by Sachiko Ozawa and Pooja Sripad (Ozawa and Sripad 2013). Among 45 trust scales
and indi the majority (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, while other common domains included honesty,
confidence htence (Anderson and Griffith 2022). Researchers studying trust continue to use a fairly
es without significant convergence. Researchers studying mistrust and distrust have

ly on a small number of favored scales and measures. As evidence, see Williamson and
eview of 185 articles using mistrust and distrust measures (Williamson and Bigman

wide set of meg

converged 1y

o have subjected trust-related scales and indices to psychometric evaluation have found
that addit“pment and testing is warranted. In a particularly rigorous treatment, Muller and team

concluded: *;
(Miiller et al. 2014).

11 quality of [trust in physicians] measures’ psychometric properties was intermediate”
ithin the orbit of trust scales, mistrust scales, capturing patient attitudes and beliefs of

doubt and s have been subject to fewer validation studies but held up well to psychometric scrutiny,
perhaps because t ave been developed and validated on more narrowly scoped demographic samples
(LaVeist d Williams 2009; LaVeist, Nickerson, and Bowie 2000; Shelton et al. 2010; Valera et al.
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2018). Those samples are most often made up of minoritized communities (e.g., African American, mixed race,
sexual minorities (Benkert et al. 2019)).

Withjm the pagient trust in clinician sub-literature, it is more common to consider trust an input (or
predictorwutcomes of interest to the health system than to study trust as an outcome. To date, patient
trust in clinicg § been frequently linked to improved behavioral outcomes and rarely to improved health
outcomes (B et al. 2017). In a systematic review of papers published on trust prior to 2004, Michael
Calnan and y ¢ cautioned that the “evidence base to support the claims about the impact of trust on
therapeuliic @mig@mEstis in short supply” (Calnan and Rowe 2006). While that evidence base is stronger 15 years

on, the numPgér of commentaries that espouse the import of trust still outpace the number of empirical studies
and the Vast%

f said studies are cross-sectional surveys or qualitative interview papers (Williamson and
and Rowe’s diagnosis as to why the evidence base disappoints - “a lack of intervention

mental studies” - remains relevant.

A revi hn Kelley and colleagues provides a potential exception to a general claim that the link
between trust agd health outcomes is modest. It is a potential exception because the authors sought to assess
whether the patient=Clinician relationship generally, rather than solely trust, has a beneficial effect on healthcare
. 2014). That said, the authors held a high evidentiary bar and included only randomized

outcomes (
control trials

n = 13)¥in their systematic review. They found a range of interventions used to improve the
patient-clinician relationship, including six designed to improve communication, three using motivational
interviewin, d 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 st significant (p = .02) effect on health care outcomes such as pain scores (White et al. 2012),
irgis et al. 2009), and hemoglobin Alc (Sequist et al. 2010).

anxiety scal

ontradictions: The conceptual differences between low-trust, distrust and mistrust need to
olarly discussion of these topics can take more meaningful shape. By and large, scholars
their thinking that low trust is different from distrust in the following way: low trust is a
Isome) willingness to make oneself vulnerable at the hands of a trustee, while distrust is a
bout the other’s behavior, or an expectation that the trustee will attempt harmful behavior
(Hillen, de Haes, and Smets 2011). In light of this definition, Mechanic suggested that distrust is not the
opposite of trust but is more accurately a functional alternative (D. Mechanic 1996).

WheLmains rate-limiting ambiguity, however, is in the distinction between mistrust and distrust.
A recent pape Rerek Griffith and colleagues attempted to disentangle these concepts (Griffith et al. 2021) by
@ istorical injustice and systemic racism. He re-iterated this distinction a year later in an
nderson (Anderson and Griffith 2022) This distinction is consistent with Brennan’s 2013
systematic miapping review of distrust and mistrust (Brennan et al. 2013), which suggests that though the two
terms ari i sed interchangeably, distrust refers more often to a lack of trust based on prior experience
(particular:,Eherea’nistrust refers to a general sense of unease (global). Ramona Benkert and team’s 2019
conceptual Tlaming of mistrust in a systematic review of the concept (Benkert et al. 2019) takes a different view,

suggesting
skepticism ba
article with

t is an attitude toward a specific person or organization while mistrust is a generalized

suggesting t| st is a particular form of distrust (thereby inverting the relationship proposed by Griffith
and Brennan). The rg§earch community should continue to be intentional in seeking convergence on the
conceptual s of low trust, mistrust and distrust, and in so doing be clear about what, if anything, is

methodo%ake in using these related terms.
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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 toolWatient trust in clinician. Ozawa and Sripad identified 19 measures for evaluating doctor-
patient inter&ctions, most of which were unidimensional in 2013. A year later, a review paper authored by
colleagues evaluated the 7 most popular measures for assessing patient trust in physicians,
tem abbreviated measures (Abbreviated Wake Forest Patient Trust Scale) to 51 item
¢ for Patient-Physician Dyad) (Miiller et al. 2014). Both papers noted the lack of
psychonf®triEEBING and need for further testing and validation, but Muller offers a more action-oriented
assessment sthe tradeoffs between brevity and reliability for the most commonly used. Ozawa also uncovered
that few existing measures are designed for use with other kinds of health care professionals, including nurses,
pharmacistsfaind res@archers — a shortcoming of the trust literature that should be remedied by future research.
As team-ba comes increasingly standard, assessing patient trust in teams will also be warranted.

¥

Secofe; llenge of reciprocity and embedded relations must be addressed. In both survey research
and qualitat digs 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 with a choice about whether, and how much, to trust patients. Similarly, patient trust in
individual clinici 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 a 1l be, in some sense, a recurring suggestion for most levels of analysis.

NUs

Third, al insight can and should be harvested from prior work indicating different levels of trust
in different inicians. Notably, the difference between trust in nurses, which is generally quite high,
and trust in doct hich is not always very high, deserves further investigation (Gallup 2022; NORC 2021).
For researchers an@Scholars interested in trust in health care, it is worth asking what lies behind this disparity
and whe s could deliberately “borrow” trust from nurses or mimic their trust-building behaviors.

d

so led us to consider areas where there has been less energy to date but where significant

. 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 judgements of clinician competence or intent are
particularly Selcome. David Mechanic noted this need in 1996 and it remains an open issue: “Physicians who
seek to beha’ tently, responsibly and in a caring fashion often simply do not know how to convey these
attributes in isodic encounters” (D. Mechanic 1996) . Whether trust is treated as an input or an outcome,
additional Id @ | work is critically needed to understand the trust formation process and the change in trust
levels over ti

2. Lre #2: Clinician trust in patient

Sumtry: The sub-literature of patient trust in clinician described in the previous section far outpaces the

literature on trust in patient describe in this one (n = 11). In a recent JAMA commentary, Rachel Grob
and co-authors situatgl the lack of focus on physician trust in patients as an artifact of paternalism in the medical

profession (Grob, Darien, and Meyers 2019). If “doctor knows best.” the main concern for trust researchers has
been wh%t is willing to trust said knowledge
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One review paper by Adam Wilk and Jodyn Platt from 2016 summarizes the growing literature on
physicians as trustors (Wilk and Platt 2016). Wilk and Platt’s scoping review assessed not only the state of the
literature on physicians' trust in patients, but also physicians’ trust in other health care providers, institutions,
and data Wchnology. 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 s that do exist have found traction in the context of shared decision making and
“partnership patient-clinician relationships. David Thom has been a pioneer in this area of research
and he afd hisme@ligagucs arc among the few who have developed a measure of clinician trust in patients. Said
measure foies on whether the physician views the patient as “good,” i.e., are patients honest and accurate in
their comm ®ido they follow recommendations, and are they respectful toward the clinician (D. H.
Thom and pb 997; David H. Thom 2019; David H. Thom et al. 2011).

Tensi contradictions: Assuming that trust means something akin to “willingness to be vulnerable
at the risk ofgkp ion,” then the literature on clinician trust in patients would benefit from more precision
about what Kind®f valllnerability clinicians face in their relationship to patients. This precision will enable
improved meaSuremient and more consistent commentaries on the topic. For instance, physicians may need to
not physically harm them and efforts to measure and build this kind of trust may yield a
series of concrete stoPls to ensure physical safety. Physicians may also need to trust patients to be reliable
reporters of their symptoms and efforts to measure and build this kind of trust are likely to look quite different.

trust that pa

Thom’s wor ician trust in patients has focused more on the latter kind of trust.

Tot I studies that do examine clinicians’ trust in patients frequently note the mutuality of
clinician and i st (Grob, Darien, and Meyers 2019; Haywood et al. 2015; David H. Thom et al. 2011).
One can beggt t er. The recognition that clinician trust in patients and patient trust in clinicians are mutual
an appreciation that the two instances of trust are based on different kinds of
of physical violence at sites of health care delivery remind us that clinicians can be
risking bo when they care for a patient but more often what is at stake for clinicians in a therapeutic
relationship is ional and reputational (Ebrahimji et al. 2022; Payne, Conlon, and Berlinger 2015).

[ considerations: Researchers have an opportunity to gain considerable insight into the

complexity of trust by taking dyads as a unit of analysis. Social scientists and policymakers both have tended to

focus more @n individual factors and behaviors rather than traits of patient-physician pairs. This leaves exciting
chhers to undertake research that explicitly examines the way in which patient trust in

ged by clinician trust in patient, and vice versa. Doing so might suggest taking trustworthiness

e relationship rather than of an individual (Taylor and Berg 2019). Buchman and

ntitled You Present Like a Drug Addict: Patient and Clinician Perspectives on Trust and

ronic Pain Management points the field in the right direction, although in their study the

nician participants were not in therapeutic relationships to one another (Buchman, Ho, and Illes

opportunitie
clinician is infl

to be an attr,

colleagues’ 4
Trustworthin

patient and
2016).

Wsigns might include longitudinal evaluations that take patient-clinician pairs as the unit of
analysis. Rejstionnaires 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
reciprocal efforts. These designs could also grapple more directly with the constraints that
resent for efforts to build trust in patient-clinician relationships.

or clinician

unequal power
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3. Sub-literature #3: Clinician trust in clinician

Summary: Thg sub-literature on clinician trust in other clinicians (n = 69) was modestly sized and the
plurality “re commentaries, which varied widely in relevance and quality. In many cases, the word
‘trust’ was usg he title but was not a focus of the writing itself. Qualitative research papers were also
prevalent, @ | authors undertaking to describe the nature of collaboration among clinicians with
different baaek egard and Eriksson 2015; Duijn et al. 2018; Hauer et al. 2015; Karp, Hauer, and Sheu
2019; LuyadheRakimgien, and Stenfors 2019). A handful of papers were quantitative, most of which relied upon
cross-sectiofial surveys of clinicians. Generally, this literature focuses on trust as a function of clinician
competencehm; Hauer et al. 2015; Raj, Wilk, and Platt 2019).

In m@hy casesyresearch investigating studies of clinicians’ trust in peers is motivated by an interest in
how practici s perceive colleagues in other professional roles, such as: medical students or trainees,
managers or admamstrators, other types of clinicians such as pharmacists or chaplains (Cregard and Eriksson
2015; Frank I' and Suchman 2019; Gallagher 2014; Hafferty, O’Brien, and Tilburt 2020; Pullon 2008;
Rashid and Fd#on@on 2012; Reynolds 1984). Rather than using clinician trust in other clinicians to predict
patient heal s, these papers commonly sought to use clinician experiences (e.g., position, time in role,
trauma) to predict clflician’s trust in themselves and others. This is a useful example of trust being studied as an

outcome, ra an input.

Mar\! :inzer’s 2019 paper in JAMA stood out for its thoroughness among the quantitative papers (Linzer

et al. 2019). mggauthors used conditions of the clinician’s employment (e.g., high versus low autonomy,
emphasis on i rsus productivity) to predict clinicians’ trust among a sample of internal and family
medicine physi hysician assistants and nurse practitioners. That outcome measure was a composite trust
scale that in asures assessing belonging, loyalty, safety focus, sense of trust, and responsibility to

cliniciang s finding aligns with prior work by Melissa Succi indicating that physician power over

hospital was a significant predictor of physician trust in managers (Succi et al. 1998).

Thi -literature relies strongly on conceptualizations of trustworthiness as clinical competence (Cook
2010; H . 5; Raj, Wilk, and Platt 2019). Chantal Duijin’s qualitative paper is an exception in this
regard, insomuch as it conceptualizes trustworthiness as a function of both competence and integrity (Duijn et
al. 2018). Also instructive was Cynda Rushton’s investigation of trust-forming and trust-breaking behaviors
among pediLal care teams, which suggested an alternative means of thinking about a multi-factoral

basis of trust 2 g clinicians, including not only competence but also contracts and communication (Rushton

undh and colleagues offered an especially considered definition that went beyond a

Spective on trust:

TrusfiS a judgement by the trustor, requiring the acceptance of resultant vulnerability and risk, that the
trustee (indi rganization) has the competence, willingness, integrity and capacity (i.e. trustworthiness)
to perform ipeciﬁi task under particular conditions (Lundh, Palmgren, and Stenfors 2019).

Tensi ontradictions: Researchers continue to contest with one another, albeit often indirectly,
about what characteRistics predict clinician trust in another clinician. Most treatments of the topic circle the same
concepts (e. competency, integrity) but the precision many clinicians demand of empirical research is
elusive in studies topic as socially constructed as trust. The precise coefficients that should be assigned to
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Methodological considerations: A plurality of papers on clinician trust in other clinicians were
commentaries or editorials where trust was undefined or not a key focus of the writing (Bushardt 2013;
Hafferty, O’Brien, and Tilburt 2020; Hills 2015; Rimmer 2018). The literature on clinician trust in clinician
could bew 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
or the other. Given the field’s clear interest in inter-professional trust, dyads of people
scther but have different professional backgrounds may be a natural unit of analysis.

Fimallymsewenal 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
introspection.-m:ent papers suggest that trust in oneself is the core of trust in other people (Shenoy, Zaki,
and Law 20 usen and Way 2006), but additional work more precisely identify the relationship
between tru:

in oneglf and trust in others and evaluate pedagogical tools for enhancing trainee self-trust. Also
1s the role of hierarchy (Lerner and M.D 2007), and the potential for some degree of mistrust
ionships with formal power differentials.

worth investig
to be inhere

4. Su re #4. Patient and clinician trust in organization

Summary: The sub-literature on trust in health care organizations is a small literature relative to other
= 19), leading Andrew Anderson and Derek Griffith to recently suggest that the topic has
been “largelWaoverlooked” in the context of health care organizations (Anderson and Griffith 2022). Though
small, this sub-literature includes a number of particularly strong conceptual papers (Gilson 2003, 2006; Mark
A. Hall 200 anic and Schlesinger 1996).

levels of an:

The litéra n trust in organizations began in earnest with an emphasis on clinicians as the trustors. A
handful ies throughout the 1990s and early 2000s focused on clinician trust in new organizational
forms, suc h maintenance organizations (HMOs). David Mechanic’s 1996 paper Changing medical
organization rosion of trust is notable as one of the first papers to explicitly take up trust in health care
organiz s (D. Mechanic 1996). Therein, he suggested that the 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 deleterious implications, one of which
was that it p@sitions health care services as just one of many market-based goods and leads people to “question

the motives ons of these organizers and providers of care.”
Morg levels of patient mistrust in health care organizations have been associated with
underutilizatre@ 2alth care services among the general public in quantitative (LaVeist, Isaac, and Williams

2009) and q Taber, Leyva, and Persoskie 2015) analyses. Motivated by this kind of finding, Thomas
Lee and coll@agues authored a 2019 Viewpoint that outlined actions for health care organizations to take to
increase atients (Lee, McGlynn, and Safran 2019). Based on a work group of 17 health care
leaders a ocates who attended the 2018 American Board of Internal Medicine Foundation, the
authors suggested health system leadership should recognize that a trusting organizational environment is
essential fo good processes and outcomes. The urgency of the authors’ language combined with
relatively few refered¢es reflect a core challenge for the field: the importance of trust is widely recognized but
the evidence base for how to create it is thin.

year, Anderson and Griffith suggested a strategy for measuring how trustworthy patients
perceive h ¢ organizations to be (Anderson and Griffith 2022). Taking leave from philosopher Russell
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Hardin’s view of encapsulated self-interest, they suggest assessing how much patients see agreement between
their own interests and the organization’s interests (Hardin 2002). While such an approach appears conceptually
sounds, the authors note a series of hurdles to implementing this measurement approach, including patients’ lack

of insighWospital or health systems’ interests actually are.

Tensighh ontradictions: Once again, the relationship between levels of analysis deserves further
consideratio ena. For most patients, their relationship with a clinician is embedded in their relationship

with the org 2004, Mechanic suggested that physician trust can serve as a gateway for patient trust
in organizhtiomSEWEing, “Our trust in doctors and nurses often generalizes to their organizations and affects our
willingness €8 bring our custom to them (David Mechanic 2004).” More than a decade later, Carly Smith’s work
on institutio&al in health care found that high trust in physicians is not protective in cases of
institutional no matter what the levels of trust in physicians are, trust in the organization decreases

Smith 2017). These findings are not necessarily contradictory but they indicate a need for
future researc phering the cases in which trust in one level creates positive spillovers to another and those
in which it d@€s

There fCmarttis some question about whether the foundations of trust in individuals and trust in
organizatio eptually comparable. Many in health care have relied on a conception of trust in clinicians
that rests heavily on@ssessments 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,
organizatio ore and less competent. However, definitions of trust that rely on both competence and
some kind ofjintegrity may demand additional consideration at organizational levels of analysis. People
frequently a orphize organizations by describing them as caring (Scott et al. 1995), or having integrity
(Paine 1994 ifigreater clarity on what constitutes organizational trustworthiness is warranted. Susan Goold
has led this ‘ & 25 years (S. Goold 1998; S. D. Goold 2001; Susan Dorr Goold 2002), though additional
work could fuf arify how organizational trustworthiness is different from closely related terms like
or confidence (Baier 1986).

[ considerations: The challenge of disentangling levels of trust becomes especially clear in
rust 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 (Mark A. Hall 2002). Qualitative
analysis of patients’ thought processes and perceived relationships between clinicians and organizations has the
potential to SOVide necessary insight on these complex interactions.

igation of clinician’s trust in their employers is also warranted. For decades, insurers and

tempted to change physician behavior (handwashing, fall prevention, prescribing

practices, et the re-jiggering of financial incentives. According to David Dranove and Robert Lawton
Burns, it has lear that financial incentives alone are unlikely to generate the scale of behavior change
required forfincreased value creation (Dranove and Burns 2021). The pair suggest that a main ingredient that has

t efforts at “integration” and “coordination” of medical care is trust. Press Ganey’s recent
turn towardi'nvesti’tions of workforce trust in health systems suggests the importance of trust in one’s
employer extends beyond physicians (Press Ganey 2020).

5. Su:ure #5: General trust in system

Si The sub-literature on trust in the system is moderately sized relative to other literature on
dimension n = 127). We categorized papers as “trust in system” when the object of trust was
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generalized to evaluate attitudes toward the medical profession (i.e., general trust), or more than one stakeholder
group (e.g., physicians, insurance companies, and/or professions). The most common article type was
quantitative papers using cross-sectional survey data to link patients’ trust with various attitudinal or behavioral
outcomeWble portion of research on trust in the “system” is conducted via nationally representative
telephone sufveys capturing point-in-time assessments (Armstrong et al. 2006, 2008; Blendon, Benson, and
Hero 2014).49¢ s of the “system” were varied, as were the ways that trust was assessed. A surprising
number of pé ationalized trust, or mistrust, as belief in alternative medicine or conspiracy theories
(Hornsey, Lobera, and Diaz-Catalan 2020; Lobera and Rogero-Garcia 2020; van der Schee and Groenewegen
2010). APprOTEHES Y measuring trust in the system were widely varied, yet the Medical Mistrust Index was
used most fi€guently and a handful of papers have offered modifications to the Medical Mistrust Index for
group and other setiings.

Ram@ha Benk@rt and colleagues’ 2019 systematic review of medical mistrust, which defines mistrust as

“a tendency to st medical systems and personnel believed to represent the dominant culture,” is an
especially s ent of system-level dynamics (Benkert et al. 2019). Therein, authors reviewed 124
papers that ical mistrust with a patient-level behavioral response (e.g., care seeking, medication

adherence). Synthesizing the findings, the authors found that medical mistrust was often linked to prior,
negative interperson@l experiences with health care personnel and that medical mistrust predicted a variety of
health-relat ice 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 a ative American) and lack of evidence that mistrust predicts, or contributes to, poor health

outcomes.

T ensMontradictions: 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 ( AmaeMOM) and in one case, self-rated health status (Armstrong et al. 2006). None linked directly
to clinically-documented health outcomes.

While 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 measures of both trust in clinicians and trust in systems but findings are conflated or combined
(Musa et al..009). 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 (BO}’ et al. ?20).

The wij umed notion that Black people have less trust in the health system than white people on
account of Hi§torical betrayals (e.g., Tuskegee Syphilis Studies) is inconsistently supported by the literature

(Brando aVeist 2005). More generally, it may be that the differences in trust between Black and
white patiengs, or mambers of the public, has been overstated. A recent analysis of national survey data,
publisheMreene and Sharon Long, found no difference between how much Black and white people
reported tru own physician, but significant differences in reported trust between income groups
(Greene and Long 2021). This confirmed a 2006 finding by Stepanikova and colleagues that reported trust in
physicians iffer between white and non-white respondents in a nationwide survey sample

(Stepanikova 6). These studies remind readers that there is nothing about racial identity that determines
t. Rather, people of color’s experiences of racism and discrimination offer more explanatory

ac, and LaVeist 2005; Nong et al. 2021).
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Cassandra Hua and colleagues argue that mistrust does not explain racial disparities in health care
utilization, but rather experiences of discrimination, and specifically having grown up in Jim Crow era and
living in the South do (Hua, Bardo, and Brown 2018). These findings are consistent with Armstrong et al.’s
observatiw and white patients do not score differently in terms of trust in competence (i.e., the belief
that professi®nals are good at their jobs) but do score differently in terms of trust in values (i.e., the system
reflects and values). The research team further finds that discrimination rather than racial identity,
explains lo trust observed in their sample among African American respondents compared to white
respondents (Armstrong et al. 2013). Across these analyses, the importance of system values, experiences of
discrimiffti SH=MHE e course factors provide valuable insight into racial differences that contradict the
common as&ﬁtion that Black patients consistently report lower trust.

Methdllologi@al considerations: Several areas of methodological improvement are available to
researchers Iterestedfin trust in the system. First, more precise and consistent definitions of what constitutes
trust in the “sy. would help to speed the pace of progress and facilitate convergence among scholars. To
date, the sy en taken to mean the sum total of organizations and individuals who participate in the
delivery of cate, bio-medicine as a concept (contrasted with homeopathic or alternative medicine), and
many other tangentially related ideas. This murkiness hampers clean measurement. When it comes to
empirically assessiig@patients’ views of a health care system, Ozawa and Sripad identified 12 available tools. 3
tools measu istlist, 2 measured distrust and the remainder measured trust. While the Medical Mistrust
Index does appear to have become the widely-accepted method for studying mistrust at this level of analysis,

0 be less convergence in how best to measure distrust and trust in health systems.

Second, ork on clinician trust in the system is warranted, particularly in light of recent news about
low or slow take among certain types of medical professionals. To date, the views of people who
work as clinj¢ia e been studied very rarely. Particularly in light of how much patients report trusting
nurses, the extent hich nurses trust “the system” should be of considerable import to public health and
health s ip.

gling levels of analysis deserves continued, close consideration. A handful of papers have
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 Mark Hall’s
Trust and Satisfaction with Physicians, Insurers and the Medical Profession points to the interrelatedness of
trust across §akeholder groups and levels (Mark A. Hall 2003). Brincks yielded similarly head-tilting results
when evalu in individual clinicians and the system among people living with HIV (Brincks et al.
2019). The a oncluded their review of the literature with the statement, “these studies suggest that
feelings of ard the health care delivery system are distinct from feelings of mistrust toward an
individual’s and may influence HIV health care utilization differently.” Their own research found that

higher level ician mistrust, but not medical system mistrust, were associated with longer time since the
last visit to 3@ HIV provider. Understanding how these levels are simultaneously related and distinct would help
potentia trust target their efforts more precisely.

.

2. R imiting Challenges

A. o Big Challenges
e commented on how discordant and ultimately frustrating the health services literature on
trust can e and Gilson 2005). Towards the conclusion of our review, we stepped back to ask: why is
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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.

L. Wl Murkiness in Defining Terms

iewed papers effectively talk “past” one another due to the lack of clarity around what

trust and trustworthiness. Trust is used in at least two ways. Some researchers talk

about trUSt SR de, or what is sometimes referred to as “affective trust” (Gilson 2003). These researchers

approach en:girical tasks by asking questions such as “How much do you trust...?” and look for answers

ranging bet and a lot. Others talk about trust as a behavior, or what can be called “enacted trust”

(Brennan et 4F"20 Researchers who take this view tend to be economists who rely on theories of revealed
disli

preferences
researchers look to behaviors or a set of choices. Most famously, economists’ “trust game” is a variant of
Theory that relies on participants’ willingness to share money to indicate trust (Johnson

e the idea of asking people to self-report trust on a Likert-type scale. Instead, these

LT3

experiment
and Mislin

Tabl es a set of exemplary definitions of trust organized by trustor-trustee pairs to demonstrate
the variabili i y 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 across levels stymie attempts to generalize findings or to effectively navigate to the

practical implications of trust, mistrust, or distrust.

The lj n trustworthiness can appear equally dissonant. The term has been lazily defined as “the
quality of b@d,” but trustworthiness more precisely means the quality of being deserving of trust.
Rather than eXist s a binary (worthy or not), trustworthiness is most usefully conceptualized as existing on a
continu
interested 1n

of trustees.

high. From this agreement, two lines of inquiry have sprung forth — one led by those
ibing and predicting the behavior of trustors and another interested in influencing the behavior

e first line of inquiry is led by empirically-focused researchers focused on description. According to
these scholars, we trust people whenever we perceive that the risk of relying on them to act a certain way is low.
In empirical@xperiments, the relationship between expectations of trustworthiness and trust is strong (Bohnet
2010), in ac ith Hardin’s “risk-assessment view of trust” (Hardin 2002). That said, retaining

eparate concept from trust enables researchers to explain why it is that some trustors

ees but turn out to be exploited. In these cases, empiricists suggest that the trustor chose to

trustworthineg

choose to re)
se they perceived them as trustworthy but misjudged the trustee’s true trustworthiness and
itcd. This happens frequently as it is impossible to know for sure what someone will do in
the future, iR€luding whether they will exploit you. Empirical researchers often resist making normative

i W a trustee can appear trustworthy because each trustor may have their own priors and
preferemw their risk tolerance, expectations and perceptions. Researchers can, however, use
retrospectivé®analyses to definitively say whether a trustee was trustworthy based on whether they exploited the
trustor. On tma 2020 review of trust in the Annual Review of Sociology suggested that future work
should focus on meashring how well trustors predict a trustee’s actual trustworthiness (Schilke, Reimann, and
Cook 2021).

] line of inquiry is led by researchers focused on making normative prescriptions about health
act. These authors use the term trustworthy to refer to a set of values or behaviors that a
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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 multi-dimensional
frameworks for thinking about trustworthiness. Similar to the themes identified in defining trust, trustworthiness
often bthS 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.,
an be cultivated. As conversations move to consider trustworthiness of health care

ems, attributing traits to groups or corporate persons propels the conversation to a higher
level of abstraction. Future work could helpfully aim to pinpoint what it is about teams, organizations or systems
that effe8fivERPEOMMunicates the presence or absence of these traits.

Simi usy landscape of trust definitions (Table 2), normative frameworks describing
include similar concepts — communication, competence, integrity, compassion, humility

(Frei and M ; Mark A. Hall 2002; Lee, McGlynn, and Safran 2019; Rushton et al. 2010; Wolfson
2021) —but co e to be developed and published as new, potentially more specific or clearer, restatements
(Table 3). T, ge with all framework development is to put forward a set of key terms that are mutually
exclusive ai ectively exhaustive — a tall task when definitions remain moving targets and the ordinary use

of terms is at odds with technical definitions. The result is a framework landscape that conveys a reasonable
overall impression Ofwhat is at the heart of the matter but leaves a trying decision for researchers having to
choose an allegi

Protr ussions of trust and trustworthiness can feel circular and risk being tautological. This led
us to wondefgwhat value does a study of trustworthiness add to the already robust lines of work on high quality
care, or paticnt- ed care, or culturally-appropriate care? Researchers should confront this question head on.

e answer to that question is that it can help us identify, and perhaps sort out, some
legitimate cofigep puzzles. It is likely we can all bring to mind people or institutions that we believe are

sted. Alternatively, people or institutions sometimes enjoy a great deal of trust without
As Susan Goold wrote in 1998: “trust can be misplaced and distrust can be unjustified (Susan
0 make sense of these scenarios, it is critical to have a concept of trustworthiness that is

t. In these instances, what is often meant is that the person or institution is (or is not)
trustworthy 1n the speaker’s view, even as the person or institution faces a different assessment in the view of a
third party.

Mairh:oncept of trustworthiness as a property of prospective trustees also enables researchers to
consider questie ch as: what is the optimal level of trust that patients, or the public, should put forward?
Particularly
health care c4

ultural backdrop where declining trust is framed as a problem, discussions of trust in

enly assume that more trust is always better. Allen Buchanan’s 2000 essay entitled 7rust
rare paper that suggests it is appropriate for patients to withhold some trust in the face of a
tor (managed care organizations). He argues that the goal should be “optimal, not maximal trust”

in Managed
health care
(Bucha

AWer to the question “what’s the value of the term trustworthiness?” is that studies of

trustworthi 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.
Recognizin it can be to slip into blaming patients for low/mis/distrust, efforts to place implicit
responsibility o igh-powered parties to change their behavior may be laudable. Anderson and Griffith
illustrat of thinking (Anderson and Griffith 2022):
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“It is possible that interventions to improve [patient] trust may have been ineffective because they have

5

rarely centered on improving the trustworthiness of health care organizations and systems.’

and I '
“...encouraging marginalized groups to place their trust in untrustworthy health systems undermines
efforts to achieve health care equity.”

Efforts to shift responsibility may be less welcome in thinking about clinicians’ trust in patients — and
speciﬁcaﬂy, ow patients might face pressure to make themselves trustworthy in the eyes of the clinician, which
is already a equently faced by patients of color (Beach et al. 2021; Beach, Branyon, and Saha 2017).
Those who arg,mogt enthusiastic about helping clinicians and organizations become more trustworthy may find
themselves [€ss comf@rtable when it comes time to coach patients on how to be more trustworthy.

I1. Olse ity of the Phenomena

Eveng here trust or trustworthiness is well-defined, these concepts prove elusive for an
empirically-driven Elid such as health services research. This challenge occurs at two levels.

The firsti people in the trustor position cannot directly observe the trustworthiness of a prospective
trustee (clinf€1an, organization, system, etc.) In one of his many foundational papers for the field, David
Mechanic e ized this point: “Although we can test the likelihood of expected behavior in a variety of ways,

we have no firm way of knowing the future, thus trust is always accompanied by risk (D. Mechanic 1996).” In

ustees’ trustworthiness. What is often missing in researchers’ data about trust in health care

hat 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 id what the trustor is considering trusting the trustee fo do. What’s more, levels of trust can

is infor

vacillate da d minute to minute but this dynamism is impossible to fully capture with current
technology. The
hospital is a
temporal an€
institutional pre

illingness of a research participants to disclose how much trust they really feel in a doctor or

influenced by that participants’ trust in the researcher. It is an inconvenient truth that these
xihal factors likely matter for researchers’ understanding of observed trust. Unfortunately,
res at academic institutions push researchers away from grappling with these complexities.

While colle lete information about how people form perceptions of trustworthiness may be
impossible re research could improve undertake creative research designs to attempt a fuller capture.
TMS‘( measures available to researchers is indicative of the challenges empiricists have had
capturing these complex topics in survey form. For decades, researchers have tried to measure perceptions of
trustworthiness (or Tagk thereof). The most common measures of trust evaluate it by proxy as an action or as a
onomists have been the most likely to rely on action as a proxy for trust. More

s have relied on a variety of self-reported measures, scales and indices. (Curiously, these
are genera 1bed as unidimensional in spite of the consistently multi-factoral conceptual frameworks put
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forward. For a particularly thoughtful discussion of this puzzle, see p623 of M. A. Hall et al. 2001).) Within the
trust in health care space, no fewer than 50 measures are available for researchers’ use.

B. I B"rowing Insights from Other Fields

hat has been written in other disciplines and collaborating with those trained in other
disciplines ly philosophy, sociology, economics and psychology - can enhance the theoretical and
methodologieatee1bex"01 health services researchers. Below, we outline a handful of assumptions and findings
from these diseiplimes that may be fruitfully applied to health-related trust problems. We offer these nuggets as
an invitatiorgo colleagues to dig deeper into these fields. Those who call these disciplines home will likely find
our synopse nt. Indeed, there are several useful papers to be written on the relationship between each
of these socidlPsci s and health services.

Philo

The w literature differentiates trust as an attitude — one we have toward those we hope will be
trustworthy tworthiness as a property. Annette Baier famously further distinguished trust from “mere
reliance” on gsithat trust involves an expectation of goodwill whereas reliance involves an expectation
that someone or thingwill act out of selfishness or habit. Trust can be betrayed whereas reliance can only be
: 986). As an example, one relies on their alarm clock to come at a certain time. If it does

disappointe

not, they are gdi inted but not betrayed. On the other hand, one trusts a friend to keep their confidence and
when she dags not, they feel betrayed. Health services researchers have not yet taken this distinction up in their

own work b ear relevance for organizational and system-level studies.

For sophers, the question of trust rests on assessments of a prospective trustee’s motives. For
example, tho@i essment” views of trust that have become popular in economics and beyond are primarily
concern i ing the expected probability that a trustee will exploit. People are trustworthy if they are

willing or any reason, to do what the trustor needs done. This view has been criticized by

jicve they make insufficient distinctions between trust and mere reliance. For others, who

oponents); the nature of the motivation matters as well. These scholars are sometimes
referred to as proposing “motives-based theories” of trust. Russel Hardin’s encapsulated self-interest view is a
particular fo@m of a motive-based theory that Anderson and Griffith most recently took up in their treatment of
organizatioLrthiness.

“NO
motives or f

based theories” also differentiate trust from mere-reliance, but avoid assigning particular

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 ngmative expectation theories of trust). Margaret Urban Walker, a leader in this field, believes that a

focus o i pectations helps to explain why it may be reasonable to trust someone who takes great
pride in theigjob, even if they are not motivated by goodwill (Walker 2006). Katherine Hawley has offered
related, nHased accounts of trust based on conceptions of commitment (Hawley 2019). These
theories ma y of close consideration in a field as heavily regulated and institutionalized as medicine.
Final losophy literature offers the community of health-related trust researchers the concept of
“trust pluralism.” t pluralists are those thinkers who accept that trust may not be able to be captured in a
complete theory (Scheman 2020; Simpson 2012). While the majority of philosophers continue to push
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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.

Sociadogy: Sagiological literature provides conceptual insight on important distinctions between aspects
of trust, tm and related social roles or expectations. In addition to widely used definitions of trust

(Mechanic 1998%@@ek 2005), sociologists have contributed to the development of related concepts like distrust
and trustwof @ a variety of contexts like healthcare, workplaces, the state, and social media (Gille 2017,
Gilson 20065°8% 0006, Przepiorka 2021, Moore 2018). Across this literature, general trust is consistently
differentiatcamfifommparticularized trust (Fukuyama 1996), which appears to be a distinction that the mistrust and

distrust discSrse in health services is beginning to adopt.

The sggioldgical literature generally focuses its analytic power on identifying predictors or antecedents of
ith less focus on what trust produces. This tendency is evident in the literature on how
iences, and opinions may cultivate trust (Kollock 1994, Carpaiano 2014, Ross 2001). Much
of this work zgls -based (Sewell 2015) and provides methodological examples of how to analyze and
understand diffgfencgs in the antecedents of trust across populations or communities. To the extent that

the sociological focus on predictors of trust can inform a conceptually and methodologically rigorous approach

to analyzingB:\iness, it may be of particular importance to those who are increasingly exploring the

trustee side of the ref@tionship in healthcare.

Two the sociology literature stand out as potentially most relevant for health care. The first is
Jonathan ImBer’s Trusting Doctors: The Decline of Moral Authority in American Medicine, wherein the author
closely alig > trust with the sense that medicine is a profession (Imber 2008). The second is Adam

ral treatment, entitled The Problem of Trust (Seligman 1997). Writing roughly 30 years
w ishes trust from confidence on the basis that we trust people and have confidence in
s. He links these two ideas by suggesting that trust becomes more important when we see
the brea itutions and systems. Both books do a job that sociology does best, which is illustrate the
relationshi en individual trust and social structures. For health-related researchers who have to date
struggled to int evels of analysis, these works may be instructive.

Seligman’s 13
ago, Seligman d

institutions a

S

“Economics offers a handful of theoretical insights to those studying trust in health services.
Economist Benjamin Ho usefully compiles several decades of economic insights in his recently-published book
titled Why Tust Matters: The Ties that Bind (Ho 2021), drawing from the work of founding fathers like
Kenneth ALber 2022) and Robert Frank (Frank 1988). One insight, from game theory, is the value of
as in building trust and cooperate behavior (Vanneste, Puranam, and Kretschmer 2014).
ommitment to formal, mathematical modeling, economists have demonstrated how

gky interaction may behave differently depending on their expectations of encountering one
epeated interactions are expected, people are less likely to exploit one another for fear of

retaliation flience, they tend to behave in more trustworthy ways.

A se;nd theietical insight stems from a foundational assumption of economics: no one knows

another’s *In other words, I cannot know whether a clinician I see will exploit me (or why). This
concession led economists to develop signaling theory, wherein the key insight is that costly actions
provide more inform@fion about a person’s underlying values (or, for our purposes trustworthiness) than so-
called chea 20 Gambetta and Heather Hammill famously employed signaling theory as a theoretical

ar, qualitative study of trust between taxi drivers and passengers (Gambetta and Hamill
mmill subsequently borrowed from that seminal study to research how Tanzanian and
assess the trustworthiness of herbal clinics with colleague Kate Hampshire (Hampshire et al.

frame in their m
2005).
Ghanaian
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2017). This study can serve as a model for US-based researchers interested in how patients made inferences
about a clinician or organizations’ trustworthiness.

Fromga methadological perspective, the economics literature also offers a parsimonious, if contrived,
way of tewpresence or absence of trust in a laboratory called “the trust game.” Designed in 1995 by
Joyce Berg,
outcome and

n L aut and Kevin McCabe, the game presents a trustor with a choice between a sure
@ ich could yield a higher (or lower) outcome (Berg, Dickhaut, and McCabe 1995). More
specifically,the"e tructured so that a player is given money and asked how much they are willing to
share with am@tiiemplayer under various conditions. The more money a player shares, the more trust researchers
deduce is prg&ent between the players. The game has been used in hundreds of publications that either discuss or
are explicithon trust (Johnson and Mislin 2011). The reliance on behavior as a marker of trust is
standard for gi#e ficl@ To economists, trust is about making a choice: do I rely on this person or do I not?
Economists @ssume tlat where they see a trusting behavior, a trusting attitude is present. What the trust game

offers trust res ers generally is a means of formally modeling limited-scope decisions of participating

players. m

PsychologyEven a limited review of the psychology literature on trust brings three key insights to the
fore for healms researchers. First, psychological treatments of trust and trustworthiness very often focus
on the role of the sub@onscious and heuristics in deciding when exposing vulnerability is safe. In the psychology
literature, the abilify to make accurate appraisals of trustworthiness is often referred to as an evolutionary
adaptation t es individual and group fitness. The individual who can most swiftly discern a
trustworthy @operator is less likely to be duped out of vital resources for survival and the group with the most
efficient sys mmunicating and discerning trustworthy individuals is most likely to prosper by
cooperating geaftlly. Heuristic cognitive processes are therefore an asset in making quick judgements of

on unconsciols preecsses and is conveniently summarized in his 2015 book The Truth about Trust (DeSteno
012). Field and lab studies support this claim, as immediately perceptible cues like torso
and placement of arms seem to meaningfully affect a trustor’s judgement, even though
rectly linked to trustworthiness (Feinberg, Willer, and Keltner 2012; Krumhuber, Kappas,
f these small cues matter as much as psychological evidence suggests, health services

posture, tilts
these poses a

literature should incorporate these un- and subconscious influences on trust decisions into existing models.

Secos, psychologists tend to focus on integrity rather than competence in their evaluations of
trustworthin®ss® akes the field a ready complement to health services, which has historically paid outsized
petence in evaluating trustworthiness. An integrity-focused conception of trustworthiness
@l ting mental mechanisms of selfishness and selflessness. A trustworthy person prioritizes
g to another’s wellbeing to promote the relationship. An untrustworthy person prioritizes
img one’s own needs and desires over the wellbeing of others. Prioritizing others’ needs also

attention to

emphasizes
selflessness, a%
selfishness,
promotes ong’s own long-term goals as an individual benefits from a good reputation and a reciprocal

re, whereas prioritizing one’s own needs may lead to immediate benefits. By this logic,

psycholW 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, psychalbgists have most clearly enunciated a theory of trusting oneself, which is especially
relevant for ture on trust among medical trainees. By incorporating this temporal tradeoff between short

term selfishne ong-term selflessness into assessments of trustworthiness, the issue of trusting oneself
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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 reporting symptoms or
experienWVlD patients, for instance, have faced struggles to trust themselves in the course of
reporting thétr health experiences fully to clinicians (Grob 2023).

Tiesesfommdisciplines — philosophy, sociology, economics and psychology — each offer health services
researchers Seful ways of approaching trust. Metaphorically, each can be understood as a pair of glasses that

helps the wi e” unique features of social relations and interpret empirical results. As a result,
researchers tak@up the economics glasses will “see” things quite differently than those who choose to wear
the psycholagy glass€s, with empirical analyses unfolding from distinct starting assumptions. The practical
problem is pe earing different disciplinary glasses are likely to speak past one another in reference to that

things that o,
wear multip

o recognize. Moreover, it is difficult — though perhaps not impossible — for a person to
glasses at once. Fully reconciling the differences amongst these disciplines may never

come to pass but it 1s possible for health services research to account for and explicitly enumerate the
differences Mj}m in studies of trust in health care. Below, we offer suggest some ideas of how health

T
S

services res interdisciplinary field, can more pro-actively manage this issue.

C. Future of Health-Related Trust Research

Impr@iteramre on trust in healthcare requires a clear confrontation of the rate-limiting
challenges wetde e above. To some extent, trust is a complex phenomenon and will always force a certain

level of

uralism and epistemic humility on researchers. Still, some coordinated, intellectual elbow
grease cou ce the field. First, advancement requires more precise articulation of what various terms
mean and, im , how they relate to one another, which is a theoretical undertaking. We have begun some
of this
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 and more ambitious in that study
designs othithan cross-sectional surveys and point-in-time interview studies deserve wider consideration. In
Table 4, we eoretical and methodological recommendations made throughout the paper into a
roadmap of imperatives and exemplary research questions for the field.

Tl heo@vancement: A 2016 paper from the Journal of Business Economics remarked that

rch has outpaced empirical research by far” (Meier et al. 2016), which seems to be the

urely others can take it on more explicitly. Second, improvement requires researchers to

ggest several theoretical tasks. First, health services researchers should more explicitly
discuss and?F eall;i !Dnverge on an understanding of the relationship between trust and trustworthiness and the
distinction bétween distrust and mistrust. Second, the field should consider whether all levels of analysis can be
discussed u 'me vocabulary (trust, trustworthiness) or non-human trustees require different language
(eg. reliance, confidglice or other related terms). Finally, empirical researchers should make every effort to be
explicit abo er the trust they are analyzing is 1) generalized or particularized, 2) placed in individuals,

al groups (Schilke 2021) and, 3) to what end the trustee is being trusted (Campos-Castillo
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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 disciplines have made conflicting commitments in how they approach trust. Above,
we outlined insights from philosophy, sociology, economics and psychology that offer health services
researchWiews” 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 wri i trust and provide an explanation for why that discipline’s commitments are more useful,
or plausible, 4ers. Journal editors and reviewers 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®o MMM a better sense of the conditions under which each discipline’s commitments “fits” with
empirical resties of how trust operates in health care. Where 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 6 guidSfempirical work and have their own work refined by empirical work.

Legible Coticepts would go a long way towards clarifying the research agenda and research priorities that
empiricists gl take up. Jonathan Levi Martin describes the value of vocabulary to theory as follows
(Martin, 20 88

SC

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

g vocabularies.
As phasized throughout, a number of additional verbal distinctions would facilitate the
synthesis of ¢ both conceptually and empirically. To the extent that good theory enables a community

O

to think mong cl his work will advance the project of understanding and potentially improving trust.

ncement: Our review also identifies a need for methodological innovation. Five
approach naturally extend from current work as part of more robust research agenda for the study of

trust and trustw ss.

t, and most generally, trust should be studied as an outcome and not just as
an input to the delivery of health care. Process models for trust building and
scR@larship grounded in theoretical models would be a welcome addition and

important contribution to the field of health services research. Of particular interest
be studies that focus on the process of rebuilding trust after a breach,

E

signs that allow for causal inference should be considered. Randomization
ous tool for pursuing causal claims and may work well for some research
qu ut instrumental variable analysis, regression discontinuity and difference-
in-me designs may also be put to creative use.

ird, future work should engage in studies that examine trust longitudinally
on the large body of cross-sectional studies. Many discussions of trust

ize the value of time and repeated interactions and yet very few studies (Dang
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et al. 2017; Rotenberg and Petrocchi 2018; XinQi, Bergren, and Simon 2017) to date
have taken these factors into explicit account.

o Faqurth, it is notable that trust is generally accepted as a relational
Hic, but there are virtually no dyadic studies that examine this dynamic

be o people (patients and clinicians, between clinicians, etc.). A patient’s trust
in an be influenced not only by what that patient thinks about the
Eliwut also what the patient thinks the clinician thinks of them.

. Fifth, researchers should aim to assess the role of trust “spillovers” amongst
syh’ganizations, teams and individual. This question becomes more important

as @hinictams come to be increasingly employed by health systems and health care
on more prominent roles in patients’ consciousness. Rarely are patients

br
now% an independent choice of health care provider; they are simultaneously
ch g

clinician and organization.
1xth, trust research will address health inequity only insofar as it examines
im@acism and other forms of discrimination on the way the health care system
nts and the consequences for people’s trust. As new study designs are

;, researchers should be intentional about including participants’ lived

tre
un
expgriences rather than merely their racial, sexual or other identifications. Mixed
methods may be particularly relevant to these analyses.

[ )

enth, if the field takes Buchanan’s suggestion to pursue optimal rather than
m st, how shall optimal trust be gauged in research endeavors? More

e ?
) 1

what might a trustor’s levels of trust be measured against as a
b
nally, researchers studying trust should adopt a reflexive stance in
the ways in which their presence directly influences the field of study or

their relationship with participants influences the kinds of information participants
pra¥ide. Qualitative researchers are often taught “you are in your study” but for a
to rust, this adage may extend well beyond interview and ethnographic study

de@
Despite ignificant challenges for empirical investigations, efforts to understand trust’s role in health

care are of importance. Trust is foundational to relationships of all kinds, and particularly in
relationshi arked by vulnerability and need, as they are in health care. Patients need to be able to receive

care; cli 0 be in a position to provide care; organizations need to be sensitive to the human needs of
their pati essionals. Trust should remain a priority for researchers, health systems, and
policymake ile demanding a more robust treatment of what trust means, how it is measured, and what

novel inferences carfpe drawn from its investigation.

gements: We are grateful to the two anonymous reviewers who provided uncommonly
thoughtful coa s to strengthen the manuscript. We also thank April Kang, Andrea Yarkony, and Amanda
) s€arch assistance. This work was funded, in part, by a grant from the American Board of
gundation.

Internal Medic

This article is protected by copyright. All rights reserved.

21



Works Cited

<bib idzwz"URL"wA New Way to Build Social Trust.” 2021. The Aspen Institute.

(November 30,
2021).</bi

<bib id-Ebis2MEBE="Anderson and Griffith, 2022" type="Periodical">Anderson, Andrew, and
Derek M. Griffith. 2022. “Measuring the Trustworthiness of Health Care Organizations and

Systems.” The Milbank Quarterly. iipSNIRIDANKIOTS/UATCTIy/articIcS/measurngshel

(June 1, 2022).</bib>

<bib id="bib3" lakel="Armstrong et al., 2006" type="Periodical">Armstrong, Katrina et al. 2006.

“Distrust of the Health Care System and Self-Reported Health in the United States.” Journal of
General Internal Medicine 21(4): 292-97.

(October 9, 2020).</bib>

<bib id="b e="Periodical"> . 2008. “Differences in the Patterns of Health Care System
Distrust Between Blacks and Whites.” Journal of General Internal Medicine 23(6): 827-33.
(October 9, 2020).</bib>

<bib id="bm="Periodical">7. 2013. “Prior Experiences of Racial Discrimination and
Racial Diffe‘rences in Health Care System Distrust.” Medical Care 51(2): 144-50.</bib>

<bib id-gjbibi6lisiabel="Armett et al., 2016" type="URL">/2 _etal. 2016. “Race, Medical
Mistrust, and Segregation in Primary Care as Usual Source of Care: Findings from the Exploring
Health Disparities in Integrated Communities Study.” Journal of Urban Health : Bulletin of the New
York AJidemwepmie dicine 93(3): #56267.

(October 9, 2020).</bib>

<bib id="bM="Baier, 1986" type="Periodical">

1986. “Trust and Antitrust.”

Ethics 96(2), 231-60. (June 2,
2022).</bi
<bib id="bib§' ="Beach et al., 2021" type="Periodical">Beach, Mary Catherine et al. 2021.

“Testimonial Injustice: Linguistic Bias in the Medical Records of Black Patients and Women.”
Journal of General Internal Medicine 36(6): 1708—14.</bib>

<bib id=Ml="Beach et al., 2017" type="Periodical">Beach, Mary Catherine, Emily
Branyon, af@"Somnath Saha. 2017. “Diverse Patient Perspectives on Respect in Healthcare: A
Qualitative Stude’ Patient Education and Counseling 100(11): 2076-80.</bib>

<bib id=Mel="Benkert et al., 2019" type="Periodical">Benkert, Ramona et al. 2019.
“Ubiquitous Yet Unclear: A Systematic Review of Medical Mistrust.” Behavioral medicine

This article is protected by copyright. All rights reserved.

22



(Washington, D.C.) 45(2): 86—101.

(October 9, 2020).</bib>

<bib id<ghibLle laflel="Berg et al., 1995" type="Periodical">Berg, Joyce, John Dickhaut, and Kevin
1995_-Trust, Reciprocity, and Social History.” Games and Economic Behavior 10(1): 122—
(June 2, 2022).</bib>

42.

<bib id:_"bib12" label="Birkhiuer et al., 2017" type="Periodical">Birkhéuer, Johanna et al. 2017.
“Trust in the Health Care Professional and Health Outcome: A Meta-Analysis.” PLOS ONE 12(2):
e0170988. Humals.plos.org/plosone/article?id https://doi.org/10.1371/journal.pone.0170988

(October 6Q/bib>
<bib id="bi el="Blendon et al., 2014" type="Periodical">Blendon, Robert J., John M.

Benson, and®Joachim O. Hero. 2014. “Public Trust in Physicians--U.S. Medicine in International
Perspectivege 7 he'New England Journal of Medicine 371(17): 1570=72.</bib>

12010. “Trust in Experiments.” In

Durlauf andegiggce E. Blume. London: Palgrave Macmillan UK, 253=57.
https://doi.org/10.1057/9780230280786_32 (June 2, 2022).</bib>
—

Isaac, afllaThomas A. LaVeist. 2005. “The Legacy of Tuskegee and Trust in Medical Care: Is
Tuskegee Responsible for Race Differences in Mistrust of Medical Care?” Journal of the National
Medical Association 97(7): 951-56.</bib>

<bib id="bil“bel="Brennan et al., 2013" type="Periodical">Brennan, Nicola et al. 2013. “Trust
in the Health-Care Provider—Patient Relationship: A Systematic Mapping Review of the Evidence
Base.” International Journal for Quality in Health Care 25(6): 682-88.
https://doi.org/10.1093/intghc/mzt063 (January 29, 2021).</bib>

<bib idh sdabel="Brincks et al., 2019" type="Periodical">Brincks, Ahnalee M. et al. 2019.
“Physician Mistrust, Medical System Mistrust, and Perceived Discrimination: Associations with HIV
Care Engagement and Viral Load.” AIDS and behavior 23(10): 2859-69.

?(October 9,2020).</bib>
<bib id="bib19" lahel="Buchanan, 2000" type="Periodical">Buchanan, Allen E. 2000. “Trust in

Managed Care Organizations.” Kennedy Institute of Ethics Journal 10(3): 189-212.
(December 14, 2021).</bib>

This article is protected by copyright. All rights reserved.

23



<b1b id="bib20" label="Buchman et al., 2016" type="Periodical">Buchman, Daniel Z., Anita Ho, and

..... . 2016. “You Present like a Drug Addict: Patient and Clinician Perspectives on Trust and
Trustworthmess in Chronic Pain Management.” Pain Medicine (Malden, Mass.) 17(8): 1394—

1406. </ bt

<bib id="bm1="Bushardt, 2013" type="Periodical">Bushardt, Reamer L. 2013. “Physician
Assistants-a Brand You Can Trust.” JAAPA: official journal of the American Academy of Physician
Assistants 26f]1 1pm8.</bib>

<bib 1d—"b&el—"Calnan and Rowe, 2006" type="Periodical">Calnan, Michael, and Rosemary
: 2006' Researchlng Trust Relations in Health Care: Conceptual and Methodologlcal

A Denise Anthony 2019. “Situated Trust in a Physician: Patient Health Characteristics and
Trust in Phy51c1an Confidentiality.” The Sociological Quarterly 60(4): 559—82.
https://doi.org/10.1080/00380253.2018.1547174 (October 9, 2020).</bib>

d

-2010. “Medical Decision
Maklng What Do We Trust‘7” Journal of General Internal Medzczne 25(4): 282—83.</bib>

Eriksson. 20154 “Perceptions of Trust in Physician-Managers.” Leadership in Health Services

<bib id"bﬁel"&egérd and Eriksson, 2015" type="Periodical">Cregard, Anna, and Nomie
(Bradford, Pheltft]) 28(4): 281297 </bib>

<bib idMelf'Czeisler, 2020" type="Periodical">Czeisler, Mark E. 2020. “Delay or
Avoidance of Medical Care Because of COVID-19—Related Concerns — United States, June 2020.”
MM WRIWbidity and Mortality Weekly Report 69.

(November 30, 2021).</bib>

el="Daly et al., 2020" type="Periodical">Daly, Michael, Andrew Jones, and Eric
“Public Trust and Willingness to Vaccinate Against COVID-19 in the US From
October 14 2020, ¥ March 29, 2021.” JAMA 325(23): 2397-99.
https://doi. org/g) 1001/jama.2021.8246 (November 30, 2021).</bib>

<bib id:"b¢58" label="Dang et al., 2017" type="Periodical">Dang, Bich N., Robert A. Westbrook,
Sarah M.iNjuemamg Thomas P. Giordano. 2017. “Building Trust and Rapport Early in the New
Doctor-Patient Relationship: A Longitudinal Qualitative Study.” BMC medical education 17(1):

32.</bib>

<bib id="bj etal. 2012.
“Detecting the Trustworthiness of Novel Partners in Economic Exchange.” Psychological Science
23(12): 1549-56. hipalljOUHAIS SaEepUb OMIAoTI0NITTI09S6TOTCI2448T93 (October 28,
2021).

This article is protected by copyright. All rights reserved.

24



<bib id="bib30" type="URL"> . 2015. The Truth About Trust. Penguin Random House.

https://www.penguinrandomhouse.com/books/312341/the-truth-about-trust-by-david-desteno/( Junc 2.

2022).</bib>

31" label="Dranove and Burns, 2021" type="Book">§Dranove David§ and §Lawton§

Chlcago I

_ (November 30, 2021).</bib>

<bib id:"bheIZ"Duijn et al., 2018" type="Periodical">Duijn, Chantal C. M. A, Lisanne S.
Welink, Harold G. J. Bok, and Olle T. J. Ten Cate. 2018. “When to Trust Our Learners? Clinical
Teachers’ Fercepti;ns of Decision Variables in the Entrustment Process.” Perspectives on Medical
Education 7(3). 192-99.</bib>

a Beloved Receptlomst These Are the People Kllled in the Tulsa Hospital Shootmg CNN.”

CNN.com.
(June 2, 2022 ye=isib>

<bib id—"bgel—"Feinberg et al., 2012" type="Periodical">Feinberg, Matthew, Robb Willer,

erlKeltneﬂ 2012. “Flustered and Faithful: Embarrassment as a Signal of Prosociality.”

Journal of Personality and Social Psychology 102(1): 81-97.</bib>
- w

<bib id-gjbili8simakc]="Frank, 1988" type="Book'">Frank, Robert H. 1988. Passions Within Reason:
The Strategic Role of Emotions. Norton.</bib>

<bib id sdabel="Frankel et al., 2019" type="Periodical">Frankel, Richard M., Virginia P.
Tilden, and Anthony Suchman. 2019. “Physicians’ Trust in One Another.” JAMA 321(14): 1345~
46.</bib>

<bib id="bib3Z label="Frei and Morriss, 2020" type="Periodical">Frei, Frances, and Anne Morriss.

2020. “Begin with Trust.” Harvard Business Review. [ipSilStotcDIiog/productbeginwithe

ary 20, 2022).</bib>

<bib id="bﬁ§ l lagel="Gallagher, 2014" type="Periodical">Gallagher, Timothy. 2014. “Can Team-
Based Medicine Prescribe Trust?” Journal of General Internal Medicine 29(6): 966—67.</bib>

<bib id:Me:"Book">Gallup. 2022. “Military Brass, Judges Among Professions at New
Image Lows.” Gallup.com.

(January 20, 2022).</bib>

<b1b 1d—"bW el="Gambetta and Hamill, 2005" type="URL">Gambetta, Diego, and Heather
"|2005 Streetwise: How Taxi Drivers Establish Customer’s Trustworthiness. Russell Sage
Foundatlon (July 7,2021).</bib>

This article is protected by copyright. All rights reserved.

25



<bib id="bib41" label="Gilson, 2003" type="Periodical"> 12003. “Trust and the

Development of Health Care as a Social Institution.” Socia

<bib id="b1b42_ type="Periodical "> . 2006. “Trust in Health Care: Theoretical Perspectives
and Research Needs.” Journal of Health Organization and Management 20(5): 359=75.</bib>

Patient Emgtlonal Functioning and Psychologlcal Morbidity: Evaluation of a Consultation Skills
Training Program for Oncologists.” Patient Education and Counseling 77(3): 456—62.</bib>

<bib id="b614" aelf'Goold, 1998" type="Periodical">!
Payment.” Healthcare Executive 13(4): 40—41.</bib>

. 1998. “Trust and Physician

<bib id="b 4ﬂel="Goold, 2001" type="Periodical"> 2001. “Trust and the Ethics of
Health Care Institutions.” The Hastings Center Report 31(6): 26-33.</bib>

<bib id="bib46" I;Sel="Goold, 2002" type="Periodical">Goold, Susan Dorr. 2002. “Trust, Distrust
and Trustworthiness.” Journal of General Internal Medicine 17(1): 719-81.</bib>

<b1b 1d—"b§47" label="Goudge and Gilson, 1982" type="Periodical">Goudge, Jane, and Lucy
: ow Can Trust Be Investigated? Drawing Lessons from Past Experience.” Social
Sczence & Medicine (1982) 61(7): 1439-51.</bib>

<b1b 1d—"b&8 el="Greene and Long, 2021" type="Periodical">Greene, Jessica, and Sharon K.

! 2021.Ra01a1 Ethnic, and Income-Based Disparities in Health Care—Related Trust.” Journal of
General Internal Medicine 36(4): 1126-28. https://doi.org/10.1007/s11606-020-06568-6 (January 20,
2022).

<bib id="bib49" label="Griffith et al., 2021" type="Periodical">Griffith, Derek M., Erin M. Bergner,
Alecia S. Fair, and Consuelo H. Wilkins. 2021. “Using Mistrust, Distrust, and Low Trust Precisely in

Medical Care and Medical Research Advances Health Equity.” American Journal of Preventive
Medicine 600344245 </bib>

, 2023. “Trusting Oneself and
Long-COVID Symptoms.” Hastings Center Report Special Issue on Trust in Healthcare and
Science.</

<bib 1d:M 1="Grob et al., 2019" type="Periodical">Grob, Rachel, Gwen Darien, and David
: 2019:“Why Physicians Should Trust in Patients.” JAMA 321(14): 1347.

http //jama.jamanefyvork.com/article.aspx?doi https://doi.org/10.1001/jama.2019.1500 (February 22,
2021).</bi

<bib idg labelf"Hafferty etal., 2020" type*"Periodical">Hafferty, Frederic W. Bridget C.

This article is protected by copyright. All rights reserved.

26



Commodification, and the Loss of Medical School Professionalism.” Academic Medicine: Journal of
the Association of American Medical Colleges 95(6): 833-37.</bib>

<bib id=" ! I="Hall et al., 2001" type="Periodical">Hall, M. A., E. Dugan, B. Zheng, and

A K. Mishrié.ZOOl. “Trust in Physicians and Medical Institutions: What Is It, Can It Be Measured,
and Does It Matter?” The Milbank Quarterly 79(4): 613=39, v.</bib>

|
Trust.” Staniord Law Review 55(2): 463-527.</bib>

<bib id="bih35" gype="Periodical">—— 2003. “Law, Medicine, and Trust.” Journal of Nursing
Law 9(1): 33—84.<i>ib>

<bib id="biQs 6 glgpe="Periodical"> . 2006. “Researching Medical Trust in the United States.”
Journal of Healtlgrganization and Management 20(5): 456—67.</bib>

<bib id="bibsfliisighel="Hampshire et al., 1982" type="Periodical">Hampshire, Kate et al. 2017. “The
Application of Signalling Theory to Health-Related Trust Problems: The Example of Herbal Clinics
in Ghana and Tanzania.” Social Science & Medicine (1982) 188: 109-18.

(July 7, 2021).</bib>

<bib id="b el="Hardin, 2002" type="URL">Hardin, Russell. 2002. Trust and

Trustworthiness. Russell Sage Foundation. iipSi/AAUsselSagelorg/publications/mustanay

ovember 30, 2021).</bib>

<bib id-FYBIFS9MEBe|—"Hauer et al., 2015" type="Periodical">Hauer, Karen E. et al. 2015. “How
Clinical Supervisors Develop Trust in Their Trainees: A Qualitative Study.” Medical Education
49(8): 783295 b

—

<bib id="bib60" label="Hawley, 2019" type="Book">Hawley, Katherine. 2019. How To Be
Trustworthyy Oxford, New York: Oxford University Press.</bib>

<bib 1d="bibglelabel="Haywood et al., 2015" type="Periodical">Haywood, Carlton et al. 2015.
“Improving Clinician Attitudes of Respect and Trust for Persons With Sickle Cell Disease.” Hospital
Pediatrics WTyg311-84.</bib>

<bib idz"b‘gZ" |agelz"Hillen et al., 2011" type="Periodical">Hillen, Marij A., Hanneke C. J. M. de

Haes, amdsEllen M. A. Smets. 2011. “Cancer Patients’ Trust in Their Physician-a Review.” Psycho-

Oncology,20£3)2227-41.</bib>
2015. “Building Trusting

Relationships in the Medical Practice Team: Thirty Rules to Live By for You and Your Staft.” The
Journal of medical practice management: MPM 31(1): 40-45.</bib>

This article is protected by copyright. All rights reserved.

27



<bib id="bib64" label="Ho, 2021" type="Book"> 021. Why Trust Matters: An
Economist’s Guide to the Ties That Bind Us. Columbia University Press.</bib>

<bib id=g
and Celia Diaz-Catalan. 2020. “Vaccine Hesitancy Is Strongly Associated with Distrust of

Conventional Medicine, and Only Weakly Associated with Trust in Alternative Medicine.” Social
Science & Medicinem1982) 255: 113019.</bib>

<bib id="bi66" label="Hua et al., 2018" type="Per10d1cal">§Hua, Cassandra L.§, §Anthony R. Bardo§,

Prrmary Care and Emergency Department Utilization: The Importance of Socialization During the

Jim Crow Era.” Journal of the National Medical Association 110(6): 540—46.

(June 3, 2022).</bib>

el="Johnson and Mislin, 2011" type="Periodical">Johnson, Noel D., and
Alexandra A jMislin. 2011. “Trust Games: A Meta-Analysis.” Journal of Economic Psychology
32(5): 865-89.
2022).</bi

(January 20,

<b1b 1d—"bmel="Karp et al., 2019" type="Periodical">Karp, Nathan C., Karen E. Hauer, and
’ u 2019 Trusted to Learn: A Qualitative Study of Clerkship Students’ Perspectives on

Trust in the Clinical Learning Environment.” Journal of General Internal Medicine 34(5): 662—
68.</bib>

<bib id: el="Kelley et al., 2014" type="Periodical">Kelley, John M. et al. 2014. “The
Influence of the Patient-Clinician Relationship on Healthcare Outcomes: A Systematic Review and
Meta-Analysis of Randomized Controlled Trials.” PLOS ONE 9(4): €94207.

https://j ourhorg/plosone/article?id https://doi.org/10.1371/journal.pone.0094207 (November

30, 2021).</bi
<bib id="b el="Kinnear et al., 2020" type="Periodical">Kinnear, Benjamin et al. 2020.

“Developing Trust With Early Medical School Graduates During the COVID-19 Pandemic.” Journal
of Hospital Medicine 15(6): 367—69.</bib>
m—

<bib id="bt 72" lgel="Kitroeff and Villegas, 2020" type="Periodical">Kitroeff, Natalie, and

(November
30, 2021).
<bib id="bj abel="Krumhuber et al., 2013" type="Periodical">Krumhuber, Eva G., Arvid
Kappas """"" ntony S. R. Manstead. 2013. “Effects of Dynamic Aspects of Facial Expressions: A

This article is protected by copyright. All rights reserved.

28



Review.” Emotion Review 5(1): 41-46. https://doi.org/10.1177/1754073912451349 (June 3,
2022).</bib>

<bib id=" I="LaVeist et al., 2009" type="Periodical">LaVeist, Thomas A, Lydia A Isaac,
and Karen Patricia Williams. 2009. “Mistrust of Health Care Organizations Is Associated with
Underutilization of Health Services.” Health Services Research 44(6): 2093-2105.

(October 9, 2020).</bib>

<bib idgb@d:"LaVeist et al., 2000" type="Periodical">LaVeist, Thomas A., Kim J.
Nickerson i) anice V. Bowie. 2000. “Attitudes about Racism, Medical Mistrust, and Satisfaction
with Care among African American and White Cardiac Patients.” Medical Care Research and Review
57(1_suppf 6561 hitps/doi.org/10.1177/1077558700057001507 (November 5, 2021).</bib>

<bib id="bij el="Lee et al., 2019" type="Periodical">Lee, Thomas H., Elizabeth A. McGlynn,

and Dana Gelb Salfrané 2019. “A Framework for Increasing Trust Between Patients and the
Organizations That Care for Them.” JAMA 321(6): 539—40.</bib>

<bib id="bEel="Lerner, 2007" type="URL">Lerner, Barron H., and M.D. 2007. “In a
Hospital Hierarchy, Speaking Up Is Hard to Do.” The New York Times.
(June 2, 2022).</bib>

“Characteristics of Health Care Orgamzatlons Associated Wlth Chnlman Trust Results From the
Healthy Work Place Study.” JAMA network open 2(6): €196201.</bib>

Complementary and Alternatlve Medicine.” Health Commumcatzon 1-8.</bib>

<b1b 1d—"b1b80" label="Lundh et al., 2019" type="Periodical">Lundh, Pernilla, Per J. Palmgren, and

enforsI 2019. “Perceptions about Trust: A Phenomenographic Study of Clinical Supervisors

in Occupational Therapy.” BMC medical education 19(1): 404.</bib>

<bib id="b @ el="Mechanic, 1996" typez"Periodical">§: 1996. “Changing Medical
Organization and the Erosion of Trust.” The Milbank Quarterly 74(2): 171-89.</bib>

<bib id="b " type="Periodical"> . 1998. “The Functions and Limitations of Trust in the
Provision of Medical Care.” Journal of Health Politics, Policy and Law 23(4): 661-86.</bib>

Physicians -JAMA 275(21): 1693-97.</bib>

This article is protected by copyright. All rights reserved.

29



<bib id="bib84" label="Mechanic, 2004" type="Periodical">Mechanic, David. 2004. “In My Chosen

Doctor I Trust: And That Trust Transfers From Doctors To Organisations.” BMJ: British Medical

Journal 329(7480): 1418-19. Rp A Storore/stable/2od69638 (Scptember 18, 2020).</bib>
016" type="Periodical">Meier, Matthias, Martina Liitkewitte,

t _label="Mei
Melle;;q and . 2016. “How Managers Can Build Trust in Strategic

Alhances A Meta-Analysis on the Central Trust-Building Mechanisms.” Journal of Business
Economicsi86§3pm229-57. https://doi.org/10.1007/s11573-015-0777-1 (January 8, 2021).</bib>

<bib id:"bhe:"URL">Member, Acton Staff. 2022. “The Economy of Trust.” Acton Institute.
(June 2, 2022).</bib>

<bib id="bi el="Miiller et al., 2014" type="Periodical">Miiller, Evamaria et al. 2014.
“Assessment of Trust in Physician: A Systematic Review of Measures.” PloS One 9(9):
eloes4d <R J

<bib id="b , ,
Health Care System and the Use of Preventive Health Services by Older Black and White Adults.”
American Journal of Public Health 99(7): 1293-99.</bib>

<bib id="b " type="Periodical">“New Grant Program to Build Trust and Support Innovations in
Diversity, Equity and Inclusion.” 2020. American Board of Internal Medicine.

(October 6, 2021).</bib>

“Understanding Racial Differences in Attitudes about Public Health Efforts during COVID-19 Using
an Explanatory Mixed Methods Design.” Social Science & Medicine (1982) 287: 114379.</bib>
I

<bib id="bib91" type="URL">NORC. 2021. “High Trust in Doctors, Nurses in US, AP-NORC Poll
Finds.” APANORC. (January
20, 2022).

<bib id="b‘92" t)e="URL">NORC at the University of Chicago. 2021. “Surveys of Trust in Teh
US Health Care System.” Presented at the ABIM Foundation.

$.</bib>

<bib id=4 ! ="Ozawa and Sripad, 2013" type="Periodical">Ozawa, Sachiko§ and Pooja

Literature.” Social Science & Medicine 91: 10-14.

(February 4, 2021).</bib>

This article is protected by copyright. All rights reserved.

30



<bib id="bib94" label="Paine, 1994" type="Periodical" 1994, “Managing for

I - .
<bib 1d—"bi96" label="Ganey, 2020" type="URL">] y. 2020. BUILDING WORKFORCE

TRUST: LESSONS FROM COVID-19. Press Ganey. _

qubﬂp
<bib id="bi el="Pullon, 2008" type="Periodical">Pullon, S. 2008. “Competence, Respect and

Trust: Key_Fealu;eg of Successful Interprofessional Nurse-Doctor Relationships.” Journal of
Interprofessional Care 22(2): 133-47.</bib>

<b1b 1d—"bMel="Raj et al 2019" type="Other">5Raj, Minakshi, §Adam S. Wilk, and Jodyn E.

Informatlon Technology.” Medical care research and review: MCRR: 1077558719892349.</bib>

<b1b 1d—"bEel—"Rashid and Edrnondson 2012" type—"Book">Rashid Faaizaf and Amy C.

Restormg T rust in Orgamzatzons and Leaders: Endurmg Challenges and Emerging Answers Oxford
University Press

Understanding between Heads of Med1cal School and Teaching Hospltal. Requlslte for Good
Management.” Journal of Medical Education 59(3): 208-9.</bib>

<bib id="b1 , i. 2018. “Junior Doctor
Whistleblowers Need Protection They Can Trust, Says Robert Francis.” BMJ (Clinical research ed.)
361: k1883

<bib 1d="b,

Touch to Talk to Estabhsh Trust.” Annals of Surgery 272(2): e159—60.</b1b>
P

<bib id="b“bel="Rotenberg and Petrocchi, 2018" type="Periodical">Rotenberg, Ken J., and
Serena Petrocchii.-2018. “A Longitudinal Investigation of Trust Beliefs in Physicians by Children with
Asthma and Their Mothers: Relations with Children’s Adherence to Medical Regimes and Quality of
Life.” Child: Cc@ Health and Development 44(6): 879—84.</bib>

~

This article is protected by copyright. All rights reserved.

31



<bib id="bib104" label="Rushton et al., 2010" type="Periodical">Rushton, Cynda Hylton et al. 2010.
“Application of the Reina Trust and Betrayal Model to the Experience of Pediatric Critical Care

Clinicians.” American Journal of Critical Care: An Official Publication, American Association of
Critical-Care Nurses 19(4): e41=51.</bib>

<bib id—"t:@el—"van der Schee and Groenewegen, 2010" type:"Perlodlcal">VanderSchee,
Evelien, andiPeter P.iGroenewegen. 2010. “Determinants of Public Trust in Complementary and
Alternative Medicine.” BMC public health 10: 128.</bib>

<bib id:"bhbeIZ"Scheman, 2020" type="Book">Scheman, Naomi. 2020. “Trust and
Trustworthiness.) The Routledge Handbook of Trust and Philosophy, Routledge.</bib>

<bib id="bi

abel="Schilke et al., 2021" type="Periodical">Schilke, Oliver, Martin Reimann,

Mechanic, amds) tMoravesik. 1995. “Organizational Aspects of Caring.” The Milbank Quarterly

73(1): 7795 gssfbi

<bib id="b¢bel="Seligman, 1997" type="Book">Seligman, Adam. 1997. The Problem of

Trust. Princeton Uniersity Press. ifpSilpessipinceionieau/books/paperbackio 78069105020 s

(Jlne 3, 2022).</bib>

<bib idpuhibdkOedabel="Sequist et al., 2010" type="Periodical">Sequist, Thomas D. et al. 2010.
“Cultural Competency Training and Performance Reports to Improve Diabetes Care for Black
Patients: A Cluster Randomized, Controlled Trial.” Annals of Internal Medicine 152(1): 40—46.</bib>

<bib id="bib111" label="Shelton et al., 2010" type="Periodical">Shelton, Rachel C. et al. 2010.

“Validation of the Group-Based Medical Mistrust Scale Among Urban Black Men.” Journal of
General Internal Medicine 25(6): 549-55.

(October 9, 2020).</bib>

<bib id="b @ bel="Shenoy et al., 2019" type="Periodical">Shenoy, Ganesh, Peter Zaki, and

Christina Law. 2019. “Building Self-Trust Through Nonevaluative Medical Mentorship.” Academic
Medicine: Journal of the Association of American Medical Colleges 94(5): 617-18.</bib>

<bib 1d="bjp113" lgbel="Simpson, 2012" type="Periodical">Simpson, Thomas W. 2012. “What Is
Trust?” Pacific Philosophical Quarterly 93(4): 550-69.</bib>

<bib id="bib114" !ibel—"Smith, 2017" type="Periodical">Smith, Carly Parnitzke. 2017. “First, Do
No Harm: Institutional Betrayal and Trust in Health Care Organizations.” Journal of Multidisciplinary
Healthcare 10yg133—44. (October 9,

2020).

This article is protected by copyright. All rights reserved.

32



<bib id="bib115" label="Stepanikova et al., 2006" type="Periodical">Stepanikova, Irena et al. 2006.
“Patients’ Race, Ethnicity, Language, and Trust in a Physician.” Journal of Health and Social

Behavior 47(4): 390-405. DI SIONOIS/StaDIS/3004089 (Scptember 18, 2020).</bib>

98" type="Periodical">Succi, Melissa J., Shoou-Yih D. Lee,
n. 1998. “Trust between Managers and Physicians in

! Alexander and ! ]

Communlty Hospltals The Effects of Power over Hopsital Decisions /Practitioner Response.”
Journal of Healthcare Management 43(5): 397-414; discussion 415.

(November 30,
2021).</bi

<b1b id="bik117" el—"Taber etal., 2015" type—"Periodical">Taber J ennifer M., Bryan LeyvaE, and

3 997-Pat1ent-Phys1c1an Trust: An Exploratory Study.” The Journal of F amzly Practzce
44(2): 169-76

<bib id="bL gbel—"Thom etal., 2011" type="Periodical">Thom, David H. et al. 2011.
“Physician Trust in the Patient: Development and Validation of a New Measure.” Annals of Family
Medicine 9(2)"148-54.</bib>

<bib id4pe="Periodical">§Thom, David H.. 2019. “Physicians’ Trust in Patients.” JAMA
322(8): 782.</bib>

<bib id="beel="Valera et al., 2018" type="Periodical"> a et al. 2018. “A
Validation of the Group-Based Medical Mistrust Scale in Formerly Incarcerated Black and Latino
Men.” American Journal of Men’s Health 12(4): 844-50.

(October 9, 2020).</bib>

abel="VanDeusen and Way, 2006" type="Periodical">VanDeusen, Karen M., and
2006miVicarious Trauma: An Exploratory Study of the Impact of Providing Sexual

Abuse Treatment on Clinicians’ Trust and Intimacy.” Journal of Child Sexual Abuse 15(1): 69—

85.</bib>

<bib id="bib124" l@bel="Vanneste et al., 2014" type="Periodical">Vanneste, Bart S., Phanish

Puranam, and Tobias Kretschmer. 2014. “Trust over Time in Exchange Relationships: Meta-Analysis

and Theory@#Strategic Management Journal 35(12): 1891-1902.
SRR .. 17 -

This article is protected by copyright. All rights reserved.

33



<bib id="bib125" label="Walker, 2006" type="Book">Walker, Margaret Urban. 2006. Moral Repair.
Cambridge University Press.

moral-repair-reconstructing-
moral-r -wrongdoing, https://www.cambridge.org/us/academic/subjects/philosophy/ethics
o 20&
ib id="bj "Wallis and Wright, 2020" type="Other">Wallis, Steven, and Bernadette

#2020mSynthetic Literature Reviews: An Introduction.”</bib>

ite, Peter et al. 2012. “Practice,

Practltloner or Placebo‘7 A Mult1factor1a1 Mixed-Methods Randomized Controlled Trial of

Acu uncture ”? Paz 153(2): 455-62.</bib>
p A 2):

<b1b 1d="bj 2nbel—"W11k and Platt, 1982" type="Periodical">Wilk, Adam S., and Jodyn E.

a 2016%Measuring Physicians” Trust: A Scoping Review with Implications for Public Policy.”
Social Science & Medicine (1982) 165: [I5-81.</bib>

<bib id="bEbel="Williamson and Bigman, 2018" type="Periodical">Williamson, Lillie D.,
and Cabral é..Bigman%. 2018. “A Systematic Review of Medical Mistrust Measures.” Patient
Education and Counseling 101(10): 1786—94.</bib>

h—

<bib 1d="bibi3edabel="Wolfson, 2021" type="URL">Wolfson, Daniel. 2021. “Addressing Distrust

by Embracing the Four Dimensions of Trust.” ABIM Foundation. _

/bib>

(Janua

<bib id="bib

bel="XinQi et al., 2017" type-”URL”>§(inQi Dongf, Stephanie Bergrerf and

Depresswe Syrnptoms Among U.S. Community-Dwelling Chinese Older Adults.” The journals of
gerontology. Series A, Biological sciences and medical sciences 72(suppl 1).
(September 18, 2020).</bib>

tho

Table 1: Sub-literatures within health services research literature on trust

Trustor (entity doing the trusting) | Trustee (entity being trusted)

U

Sub-literature #l1 Patient Clinician

/

This article is protected by copyright. All rights reserved.

34



Sub-literature #2 Clinician Patient

Sub-literature #3 Clinician Clinician
| ) |

Sub-literature #4 Patient or clinician Organization
Sy,

Sub-literature #5 | Patient or clinician or general public System

of Trust Definitions by Trustor-Trustee Dyad

Trust in
Patient

Trust in Clinician

Trust in Organization

Trust in system

Clinician
Trust in
Patient

Clinician Trust

Clinician, Patient

Trust in
another
person
refers to an | security in
expectatio a situation

that the

other ng of
person wil ce
behave in a | Upon the
way that i

beneficig nberg
or at leq

not harmfi Petrocchi,
and allows

for risks to
be taken

vulnerability and
risk, that the
trustee
(individual or
organization) has
the competence,
willingness,
integrity and
capacity (i.e.
trustworthiness)
to perform a
specified task

under particular

perceived to
be functioning
in the
interests of
patients and
the public,
acting as their
agents and as
advocates for
their needs
and welfare.
Mechanic and
Rosenthal,

acceptance of a
vulnerable
situation in
which the
trustor believes
the trustee will
care for the
trustor’s
interests”
Gilson, 2008

Clinician Trust in . Patient Trust in and General
in
Clinician o Organization Public Trust in
Organization
System
Trustis a
. The extent to
judgement by .
the trust which
e trustor, o i
se of ing th organizations Trustis
requiring the
y and 7 ¢ g f and clinical commonly
acceptance o i
P personnel are understood as | Trustis a
resultant “the optimistic | continuous

interaction that
symbolizes
verification of
honesty,
reliability, and
confidence.
Ramos et al.
2019
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this conditions.” 1999
expectation Lundh et al,,
Thom et al 2018
2011
Psychologically,
trust can be
the ' interpreted as
expectation involving
that the attachment or
otf.1er is as a causal
being factor in the
honest ang . Interpersonal development of
has go.od exists trust is a human the self.
Intentions belief (or . . ...Behaviorally,
Buchman, referred to as an Afirm belief ..Trustis a trust and its
2016 attitude in some and ] ) forward- counterpart,
) confidence in )
sources that is o looking betrayal, are
. the reliability,
broadly defined . . assessment of | understood as
based on three /nt.e?qr/ty and an overall dichotomous
o . ability of L
main dimensions, b relationship. forces that
namely, z::;_::d Balkrishnan et | affect the
benevolence, 2015 ! al., 2003 quality of
integrity, and relationships at
ability. the
Asan et al., 2019 organizational,
team,
interpersonal,
and
intrapersonal
levels.
Rushton et al.,
2010
Trust is the belief | Trust is ...the five Public trust is
in that someone or | defined as a dimensions of | trust placed by a
ician something is firm belief in trust derived group or a
cangde reliable, good, the reliability, | from our person in a
efined as | honest, truth, ability, conceptual societal
e effective... or strength of | approach [are]: | institution or
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patient’s
optimistic
acceptance

Karp et al., 2018 | someone or
something.

Marte, 2019

competence
(technical and
interpersonal);
fiduciary
responsibility
and agency;
control;
disclosure; and
confidentiality.
Mechanic and
Meyer, 2000

system, also
described

as “being
confident that
you will be
adequately
treated

when you are in
need of health
care.”

Van der Schee
and

Groenewegen,
2010

Table 3: Eﬁs of Trust Frameworks and Key Terms

Focal Relationship

Framework Source

Key Framework Terms

Non-specific

Frei and Morriss 2020

Authenticity
Empathy

Logic

Ozawa and Sripad, 2013

Communication
Honesty
Competence

Confidence

Patient-Clinician

Wolfson, 2021

Competency
Caring
Communication

Comfort
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Clinician-Patient

No available frameworks

Clinician-Clinician

Rushton, 2010

Contractual Trust (character)
Communication Trust (disclosure)

Competence Trust (capability)

Clinician &Patient-
Organization

Hall et al., 2001

Fidelity
Competence
Honesty
Confidentiality

Global Trust

Patient-Organization

Mechanic and Rosenthal,
1999

Assurance of Competence
Advocacy for the Patient’s Welfare

Control Over the Healthcare Process

Clinician & Patient-System

Shoff and Yang, 2012

Values
Honesty
Motives
Equity

Competence

O
I -

Table 4: Reco$end§'ons for the Future of Health-Related Trust Research

Rate-Limiting tegic Imperative
Domain

Exemplary Research Questions

Theory ify definitions °
develop

What is the relationship between trust and
trustworthiness?
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What is the difference between mistrust
and distrust?

Is trustworthiness a characteristic of a
person or a relationship?

Clarify necessary and sufficient

ditions

Is an expectation of goodwill necessary to
using the term trust in health care?

Is trusting oneself a necessary condition for
trusting others?

ify whether
t/worthiness is the
ropriate term for all
Petentially relevant trustees

How, if at all, should standard intuitions
about trustworthiness be adapted for non-
human trustees (eg. teams, organizations,
artificial intelligence)?

Methodologic
considerations,

Focus on trust and

UStworthiness as outcomes

Through what kind of process is trust in
various trustors built?

How, if at all, is the process for re-building
trust after a breach different from building
it the first time?

What are the contextual and behavioral
antecedents, drivers or facilitators to trust
in a given trustor?

What signals do different types of people
take information from about
trustworthiness?

ue causal inference where
ropriate

What role can randomization, instrumental
variable analysis, regression discontinuity
and related designs play in the study of
trust and trustworthiness in health care?

duct longitudinal studies

How do levels of trust change over time
within a relationship?

How do behaviors within a relationship
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change (eg. information disclosure) over
time as a result of changes in trust?

duct dyadic / relational

dies

How do changes in one person’s trust
effect another’s trust in them?

To what extent can a relationship sustain
with disparate trust amongst the parties?
To what extent are trust levels and
behaviors mirrored inside of relationships?

ss the role of trust

To what extent do patients form
independent or joined assessments of
clinicians, teams, organizations and
systems’ trustworthiness?

Do positive or negative experiences with a
clinician or organization create spillover
effects at the other level of analysis?

Account for racism and other
W ms of discrimination in
search designs

‘

How do forms of interpersonal and
structural racism shape trust and
trustworthiness?

To what extent is the value of racial
concordance in therapeutic relationships a
function of trust?

To what extent are community-level
attitudes about the trustworthiness of health
care organizations developed and sustained
in minoritized communities?

g |
Eue measures of optimality

If optimizing rather than maximizing trust
is the goal, what can patient trust be
measures against to evaluate progress?

How does trust in a research team
influenced the disclosure of information by
research participants?

To what extend does participating in

ipt a reflexive stance
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research sponsored by a health care
institution change participants’ reported
trust in health care?
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