
inter-country comparisons of trust rela-
tions in health care, it is important to
identify countries that show particular
developments that are relevant from a
theoretical point of view. One could
think of variations in institutional guar-
antees, such as patient charters, in the
introduction of patient choice in social
health insurance systems, and in con-
tracting arrangements.
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Trust relations in health care—the new agenda

Introduction

Trust has traditionally been considered a
cornerstone of effective doctor–patient
relationships. The need for interpersonal
trust relates to the vulnerability asso-
ciated with being ill, the information
asymmetries arising from the specialist
nature of medical knowledge, and the
uncertainty and element of risk regarding
the competence and intentions of the
practitioner on whom the patient is
dependent. Without trust patients may
well not access services at all, let alone
disclose all medically relevant informa-
tion. Trust is also important at an insti-
tutional level, as trust in particular
hospitals, insurers and health care sys-
tems may affect patient support for and
use of services and thus their economic
and political viability. However, in our
so-called post-traditional order1 is trust
still necessary? The days of ‘doctor knows
best’ when patients blindly trusted in and
deferred to medical expertize are fast
becoming a distant memory in industria-
lized societies where the consumer is
dubbed ‘king’ and where the ‘expert
patient’ expects to play an active part
in decision-making regarding their treat-
ment. Might lower levels of trust, or in
fact distrust, be merited in light of medi-
cal errors, drug side effects, and the slow
adoption of ‘evidence-based’ medical
innovations and clinical guidelines? In
this paper we set out how and why
trust relations in the healthcare context

are changing, arguing that although trust
may now be more conditional it is still
vitally important for both health care
providers and institutions.

How have trust
relations changed?

Trust relationships are characterized by
one party, the trustor, having positive
expectations regarding both the compe-
tence of the other party, the trustee, and
that they will work in their best interests.2

In the context of healthcare there have
been changes to both interpersonal
trust relations and to institutional trust
relations.
Traditionally, patients have placedhigh

levels of trust in health care professionals.
Such interpersonal trust relations have
been typified by a type of blind, embodied
trust that developed as a result of a
patient’s knowledge of and relationship
with their personal physician. Institu-
tional trust in health care practitioners
in general, health care organizations and
systems have also tended to be high. This
may well have been the effect of patients’
high level of interpersonal trust in their
doctor, and also have been due to clini-
cian’s professional status, and the rela-
tively recent provision of health care as a
state guaranteed welfare right. However,
we would argue that these relationships
have been fundamentally altered by
changes in the organizational structure
of medical care and the culture of health

care delivery which have been prompted
by wider social change. Public attitudes
towards professionals and their authority
asmedical experts are changing, reflecting
a more general decline in deference to
authority and trust in experts and institu-
tions, together with increasing reliance on
personal judgments of risk.3 The days of
blind trust in a doctor ‘who knows best’
have been consigned to history. These
broader social and cultural processes
that have encouraged change in interper-
sonal trust relations have also stimulated
changes in institutional trust.Beliefsabout
the limits of medical expertize together
with concerns about the effectiveness of
professional regulatory systems to ensure
high standards of clinical care, highlighted
by the media coverage of medical errors
and examples of medical incompetence,
have eroded trust in health care organiza-
tions, in the medical professions in gen-
eral, and in health systems as a whole.
Levels of public trust in individual clini-
cians may remain high but levels of trust
and confidence in managers is consider-
ably lower, a UK study4 found that<40%
had a great deal of confidence in them
compared with over 80% who always
trusted doctors or nurses.

The lower level of institutional trust
and the emergence of more informed
and potentially demanding patients
who are aware that expert knowledge
may be contested and who may actively
seek further opinions and treatment
options poses challenges for both
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governments and the medical professions
and raises the question of whether trust is
still relevant and necessary to the
provision of medical care in the 21st
century.

Is trust still necessary?

We would argue that trust is still essential
to health care encounters, even if patients
today no longer rely exclusively on their
‘family doctor’ as an entry point to care.
Trust encourages use of services, facili-
tates disclosure of important medical
information and has an indirect influence
on health outcomes through patient
satisfaction, adherence and continuity
of provider.5 Although trust is highly cor-
related with patient satisfaction6 it is con-
ceptually distinct. Trust is forward
looking and reflects a commitment to
an ongoing relationship whereas satisfac-
tion tends to be based on past experience
and refers to assessment of performance.
As an indicator of future behaviour high
levels of institutional trust are still very
important. Now that patients are able to
participate in decisions as to where, when
and how they are treated poses consider-
able challenges for health systems. Those
systems which have used GP gatekeepers
to control referrals to specialist care in
order to contain costs may find that
they can no longer do so in the light of
patients’ preferences for a particular hos-
pital or consultant. Efforts to restrict
patient choice are likely to be strongly
resisted as witnessed by the failure of
the médecin référent scheme in France
which sought to reduce choice of physi-
cian. However, trust may offer a solution
to these problems by limiting patients’
desire to shop around or seek a second
or third opinion as it engenders loyalty.
Institutional trust is also important to
organizations in promoting efficiency,
team working and job satisfaction and
may bring benefits to health systems as
a source of social capital, reducing trans-
action costs due to lower monitoring and
surveillance and the general enhance-
ment of efficiency.7 It may also offer poli-
tical capital in sustaining support for
publicly funded services. However, whilst
public and patient trust is still important
it can no longer be taken for granted. We
would suggest that new forms of trust
relations are emerging now, in which
trust has to be actively negotiated and
nurtured.

New forms of trust

The shift towards more informed patients
willing to participate in decision-making
we would argue has produced greater
inter-dependence between patient and
clinician. This has not removed the

need for trust in clinical encounters,
rather trust is now more conditional
and negotiated and depends on the com-
munication, provision of information,
and the use of ‘evidence’ to support deci-
sions. This is particularly important in
the management of many chronic dis-
eases such as diabetes where success
depends at least as much on changes
that the patient can make, requiring a
partnership between patient and health
care practitioner. The realization of
such new forms of trust of course requires
greater communicative competence on
the part of clinicians. The ways in
which clinicians interact with service
users have to change, providing informa-
tion and supporting their participation in
decision-making requires greater com-
munication skills and may result in
longer or more consultations. It also
depends on patients’ willingness and abil-
ity to adopt a more ‘active’ stance, and
whether they have access to the resources
(finance, time, and energy) to do this.
Just as interpersonal trust is more con-

ditional so is institutional trust. Rather
than assuming that high standards of
care will be provided, the public increas-
ingly requires information that this is the
case. In countries like the UK where pub-
lic trust in the health system is believed to
be in decline the political response has
been to seek to use performance manage-
ment as a mechanism for rebuilding pub-
lic trust. Rather than relying on
traditional processes of professional
self-regulation to ensure high standards
of competence and conduct, govern-
ments are increasingly turning to external
agencies to regulate, monitor, and pub-
licly report on the quality of care. The use
of health technology assessment agencies
in standard setting to encourage the pro-
vision of care that is clinically and cost
effective, and of external regulators such
as the Healthcare Commission in the UK
to assess quality of services, act to provide
visible reassurance that services are being
monitored and that standards of care can
be relied upon. The public reporting of an
organization’s results (in terms of meet-
ing targets such as waiting times, patient
satisfaction, and clinical outcomes) also
in theory enables patients to make an
informed choice about where to seek
treatment.
Such public disclosure of performance

is designed to rebuild public confidence
in health care organizations but ironically
this very mechanism further undermines
trust. Clinicians distrust managers’
efforts to meet centrally determined tar-
gets, fearing that it will reduce their auto-
nomy and ability to prioritise treatment
according to patient need. Patients are
sceptical about the reality of performance
figures in light of evidence of mangers’

‘gaming’ the system to meet targets.
Indeed, we would argue that low levels
of trust are implicit in performance
management approaches to governance
with their increased monitoring and
surveillance of professional behaviour
inevitably causing a decline in trust
within organizations and between health
services.

How can trust be
nurtured?

Given that trust remains important, how
can new forms of trust relations be devel-
oped and sustained? There is consider-
able evidence as to what factors
encourage patient trust in clinicians:
the clinician’s technical competence,
respect for patient views, information
sharing, and their confidence in patient’s
ability to manage their illness.8 Patient
participation per se does not necessarily
result in higher trust, rather it is asso-
ciated with value congruence regarding
participation, patient involvement pro-
duced higher trust where patients wanted
to participate.9 In contrast, evidence as to
what builds institutional trust is sparse,
with trust relations between providers
and between providers and managers a
particularly neglected area. Hall et al
US survey of HMO members10 found
that system trust could help the develop-
ment of interpersonal trust, where there
was no prior knowledge of the clinician,
but it is not known how interpersonal
trust affects institutional trust. Medical
errors and cost containment are asso-
ciated with distrust of health care sys-
tems, whereas relationship building
with the local community is regarded
as an important trust building mechan-
ism. However, little research has been
conducted to identify how different
modes of governance affect institutional
trust.

The focus of trust relationships may of
course differ according to the model of
health care delivery; in market based sys-
tems such as the US patient trust may be
more important to secure loyalty to par-
ticular providers whereas in tax-financed
systems which are organized by national
or regional agencies public trust may be
more necessary. However, as health sys-
tems converge and increasingly share
common challenges including: providing
adequate patient choice; managing a
mixed economy of provision; and more
explicit rationing, then both interper-
sonal and institutional trust will continue
to be important for all health systems.

In conclusion, we would argue that
clinicians and managers need to address
and respond to the changing nature of
trust relations in health care. The benefits
of trust demonstrate the value to be
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gained from ensuring that both interper-
sonal and institutional trust are devel-
oped, sustained, and where necessary
rebuilt. Trust is still fundamental to the
clinician–patient relationship but as that
relationship has changed so has the
nature of trust. Trust is now conditional
and has to be negotiated but, whilst clin-
icians may have to earn patients’ trust,
there is good evidence as to what is
required to build and sustain such inter-
personal trust. The lack of knowledge
about how institutional trust can be
developed indicates the need for research,
ideally through inter-country compar-
isons to identify whether such trust varies
by health system and how it can be gen-
erated. The cost of failing to recognize the
importance of trust and to address the
changing nature of trust relations could
be substantial: economically, politically,
and most important of all, in terms of
health outcomes.
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