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Trust is the foundation of any relationship be-
tween a patient and the health care system. Clini-
cians enter patient encounters with the reason-
able presumption that they will be trusted. After
all, they have powerful knowledge and good inten-
tions — surely that ought to be enough. But medi-
cine is changing, and individual patient-doctor
relationships are now developed within a broader
context of health care institutions and an increas-
ingly heterogeneous information environment.
Physicians would do well to adapt to this chang-
ing reality. Though they may be tempted to be-
lieve that trust building is either unnecessary (giv-
en that they base their advice on facts) or purely a
natural outgrowth of their own behavior, it’s im-
portant to recognize that trust in health care is
very much up for grabs in the current environ-
ment. Traditional assumptions about how trust is
created and maintained have to be reexamined on
the basis of an understanding of the evolving roles
of facts, expertise, and authority in our society.
Princeton sociologist Paul Starr has argued
that physicians owe much of their privileged posi-
tion in American society to the legitimacy they
have collectively created as a community of experts
and to the trust that this legitimacy has engen-
dered in their patients.' But two strands of legiti-
macy — this professional strand and a personal
one — are critical. On the one hand, the legiti-
macy of the medical community rests on the cred-
ibility of medical science and the scientific method
on which modern medicine depends. Physicians
rely on that foundation in every interaction they
have with their patients, knowing that their ad-
vice is scientifically grounded and believing that
it should therefore be heeded by rational people.
On the other hand, the intimate and personal
nature of each individual doctor—patient relation-
ship creates a sense of trust that many physicians

believe should transcend any doubts patients may
have about the institutions in which their physi-
cians work or about the profession at large. Medi-
cal legitimacy arises from both collective expertise
and individual trust, as well as from the connec-
tion between the two.

EVOLUTIONS OF HEALTH CARE
AND TRUST

Over the course of the 19th and 20th centuries,
doctors leveraged their individual trust with pa-
tients into a collective trust in the institution of
medicine. And as medicine became more scientif-
ic, this institution linked its authority to that of
science more generally. The nature of the trans-
formation over the past 150 years from individ-
ual practitioners to more hospital-based institu-
tional structures has been well documented by
historians David Rothman and Charles Rosen-
berg, among others.>* These historians describe
the move away from home-based care provided
by known and trusted practitioners to more ge-
neric care provided by strangers. In many ways,
the 19th century’s one-on-one patient—physician
relationships were replaced by larger, more insti-
tutional relationships.

As similar changes occurred in other indus-
tries during the same period, larger entities de-
veloped strategies for replacing the individual
trust that was no longer possible with a validation
that was regional or national in scale. Though the
term “branding” provokes aversion in many phy-
sicians, the concept became part of a formal strat-
egy for connecting with larger-scale enterprises.
Throughout a large segment of the economy, the
foundation of trust shifted from one of individual
character to one of broader corporate reputation
— a brand — that was intentionally created and
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curated by growing corporations. “Brands were
a way to compensate for the dehumanizing effects
of the Industrial Age,” notes Rachel Botsman, an
expert on trust and technology.

These growing institutions succeeded by sys-
tematically creating relationships with their cus-
tomers using techniques designed to engender
consumer confidence and trust in their product,
often in ways that had nothing to do with the
product’s “objective quality.” Though the primacy
of the individual relationship may have survived
in health care longer than it did at corner book-
stores, it is rapidly fading now. And though physi-
cians and health care leaders may think they can
still rely on authority predicated on the truth of
their facts, the trajectory we have seen with other
types of large organizations suggests that new
strategies are necessary.

It is not news that medical practice is becom-
ing increasingly corporate. Current manifestations
include multistate hospital mergers, the emergence
of dominant regional health systems, and pur-
chases of large specialty practices by private equity
firms.> According to survey data from the Ameri-
can Medical Association, in 2016, for the first
time, less than half of practicing physicians owned
their own practice.®

A fair amount has been written about the way
in which physicians experience these changes as
a loss of autonomy and control. Less attention
has been paid to how corporatization changes
patients’ experience and to the challenges it cre-
ates for patients who no longer know where to
place their trust. In a period of dramatic chang-
es in the practice of medicine, as well as broad-
ly declining trust in various social institutions, it
is worthwhile to examine what is happening to
trust in medical institutions generally and the
connection between trust in institutions and trust
in the individuals within them. As the structures
of institutions change, the authority ascribed to
those institutions may change as well.

Starr argues that legitimacy leads to trust, an
effect that has surely held true for the medical
profession. But what happens when the legitima-
cy of expertise — both in medicine and in science
more generally — is threatened by new sources
of information that are easily accessible but not
scientifically vetted, such as social media and
alternative-lifestyle websites? There is a real dan-
ger that alternative pillars of trust and authority
are emerging that are not based in science and

will threaten physicians’ ability to earn the trust
of their patients. Trust in individual physicians
creates a foundation for trust in the medical pro-
fession, but as physicians become increasingly
embedded in larger organizations, public per-
ceptions of those organizations’ authority may
change — possibly in ways that create new chal-
lenges for individual doctors trying to serve their
patients.

What do we know about the level of consumer
trust and confidence that we can expect for the
health care enterprise writ large? Over the past four
decades, Gallup polling has revealed that confi-
dence in almost all institutions in the United
States, such as Congress and the news media, has
deteriorated greatly, but the most dramatic de-
cline has occurred in “confidence in the medical
system,” which fell from 80% in 1975 to 37% in
2015.7 Confirming this trend, data from the Gen-
eral Social Survey show that confidence in the
people running medical institutions has steadi-
ly dropped from over 60% in 1974 to just 36%
in 2016.8

ALTERNATIVE INFORMATION SOURCES

Even as confidence in medical institutions has
declined, alternative sources of “authority” have
emerged to fill the gap. Increasingly, patients
are obtaining information, including medical in-
formation, on a variety of electronic platforms that
do not effectively distinguish among its sources.
On social media platforms, friends, relatives,
and like-minded people share health-related in-
formation from a plethora of sources. Medical
information that may have originated anywhere
on the Internet — be it peer-reviewed medical
journals or “lifestyle brand” websites such as
Gwyneth Paltrow’s goop.com — is passed along
and implicitly “authorized” by the fact that it
came from a friend.

Such information, be it true or false, can have
a powerful influence. In emerging social media
communities, participants may trust each other
more than they trust experts.’ In such an environ-
ment, physicians providing medical advice do not
necessarily start off with any advantage over what-
ever has just come across their patient’s Face-
book or Twitter feed. The stubborn persistence
of antivaccination parents in the face of over-
whelming evidence that vaccines do not cause
autism is a familiar case example.
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How can health care institutions and physi-
cians ensure that high-quality, accurate health
information is given greater prominence, so that
their patients know their advice can be trusted?
Given the decline in trust in the institution of
medicine, simply asserting medical authority or
citing evidence is unlikely to win adherents. In-
deed, skepticism regarding facts and expertise is
a widespread phenomenon today. One of us has
done research showing that appealing to a neutral
or independent “referee” of the truth — an indi-
vidual or group whose expertise and experience
should prove their authority on a given subject —
does not actually change minds.! In fact, under
certain circumstances, attempts by experts to cor-
rect misinformation may further entrench errone-
ous beliefs.

PATHWAYS TO TRUST

Still, all is not lost. It’s possible to find another way
forward, but only if health care institutions and
practitioners take seriously the threat to their sci-
ence-based professional authority and learn to
systematically deploy other approaches to building
trust. For instance, individuals and groups that
speak against their own apparent interest — not
experts — are the most effective messengers of
facts and accumulated expertise. When the Amer-
ican Board of Internal Medicine Foundation (for
which one of us serves as president) developed the
Choosing Wisely campaign, physicians and their
professional societies were the ones who conveyed
the message that more medical intervention is not
always better; the very fact that it was physicians
making recommendations to do less, not more,
accounted for much of the campaign’s traction.!

In setting the record straight on rumors of
“death panels” — false claims that elderly and sick
people would be allocated health care on the basis
of their supposed value to society — corrections
from Republican politicians were more effective
than “authoritative” quotes from American Med-
ical Association and AARP experts discrediting
the rumor.? Similar strategies have proven effec-
tive in communication about climate change and
about the prevalence of voter fraud.*>*® Thus, in-
tentionally recruiting civic-minded people to de-
liver medical and scientific facts that run coun-
ter to the public’s expectations of those people’s
own interests might be effective.

In today’s environment of generalized skepti-

cism, intentional, systematic institutional and clin-
ical efforts to create trust will become ever more
important — analogous to, and perhaps informed
by, the branding efforts of large corporations; Lee
and colleagues have recently offered specific guid-
ance to health care organizations to increase
trust.” In a world where large most successful
U.S. commercial organizations — for example,
Google, Facebook, Apple, and Amazon — have
harnessed technology intentionally to “get to know
their customers” and use that “knowledge” to per-
suade us that they already know what we want,
health care lags far behind. Our patients often
have the trust-destroying experience of being
strangers in the health care system — unrecog-
nized as individuals and needing to repeat key
parts of their stories over and over again. Know-
ing and recognizing patients’ unique contexts
and circumstances seems to be a powerful way to
build trust; feeling recognized is a precondition
for trust. Intentional use of information systems
and registration protocols to capture meaning-
ful personal information that can be accessed by
the many staff members whom patients will en-
counter may be one strategy for clinicians and in-
stitutions to earn the trust of their patients.

Explicitly acknowledging the role — and com-
petence — of other members of the health care
team may be another way. Executives at Inter-
mountain Healthcare system noted that one of
their several emergency departments (EDs) re-
ceived higher scores on patient satisfaction than
the others. Further investigation of that ED re-
vealed that routinely, when staff members were
leaving a patient’s room, they would speak posi-
tively about the staff that was going to follow
them. This practice had apparently increased pa-
tients’ trust and satisfaction.

Such strategies may seem superfluous to sci-
entific clinicians who rely on the power, effec-
tiveness, and scientific basis of their recommen-
dations. But it has been sobering to observe how
poorly “facts” and “truth” are faring in the cur-
rent national discourse, and it would be naive to
believe that this state of affairs will not affect
health care. Perhaps the problem with facts is
that they stand alone, with no context beyond the
scientific method used to generate them. Their
“objective” nature, revered by physicians, is pre-
cisely what disconnects them from patients’ in-
dividual predicaments, and such a connection is
the only path that facts ever have to meaning.
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Richard Weaver, a mid-20th-century conservative
thinker, critiqued the ascendance of a fact-based
order: “With the scientific revolution, ‘facts’ —
particular explanations for how the world works
— had replaced ‘truth’ — a general understand-
ing of the meaning of its existence.”® If doctors
and health care systems are to become more ef-
fective in marshaling facts, they will need to be-
come better at giving them meaning by connect-
ing them to individual patients’ predicaments,
which will require a more intentional effort to
create relationships.

In a world where science is devalued and re-
lationships are more influential, health care pro-
viders and institutions will need to do a better
job creating trust with patients than has perhaps
been necessary in the past. They will need to
think intentionally about how to build relation-
ships consistently and reliably.® Although much
has changed since Peabody’s 1927 admonition
that “The secret of the care of the patient is in
caring for the patient,” some things remain the
same."” The solution to the current challenge may
lie in intentionally using all the tools we have to
build relationships in new ways.
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