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Trust in health care: theoretical
perspectives and research needs

Lucy Gilson
Centre for Health Policy, University of Witwatersrand,

Johannesburg, South Africa

Abstract

Purpose – This paper presents some key theoretical issues about trust, and seeks to demonstrate
their relevance to understanding of, and research on, health systems. Although drawing particularly
on empirical evidence from low- and middle-income countries (LMICs), the paper aims to stimulate
thinking across country settings.

Design/methodology/approach – Drawing both on conceptual literature and relevant empirical
research from LMICs, the paper presents an argument about the role of trust within key health system
relationships and identifies future research needs.

Findings – Theoretical perspectives on four questions are first discussed: what is trust and can it be
constructed? Why does it matter to health systems? On what is it based? What are the dangers of
trust? The relevance of these theoretical perspectives is then considered in relation to: understanding
the nature of health systems; issues of equity and justice in health care; and policy and managerial
priorities. The identified research needs are investigation of: the role of trusting workplace
relationships as a source of non-financial incentives; the influence of trust over the operation of
different forms of citizen-health system engagement; approaches to training trustworthy public
managers; and the institutional developments required to sustain trustworthy behaviour within health
systems.

Practical implications – The policy and management actions needed to strengthen health systems
within LMICs, and elsewhere, include: recruitment of health workers that have the attitudes and
capacity for moral understanding and motivation; training curriculae that develop such motivation;
and developing the institutions (e.g. communication and decision-making practices, payment
mechanisms) that can sustain trusting relationships across a health system. It is also important to
recognise that distrust in some relationships may act to guard against the abuse of power.

Originality/value – Although the notion of trust has become of increasing importance in health
policy debates in high-income countries, it has received less attention in the context of LMICs. The
papers adds to the very limited literature on trust in LMIC health systems and also opens new lines of
thinking for those working in high income countries – particularly around the role of health systems
in generating wider social value.

Keywords Trust, Motivation (psychology), Management accountability

Paper type General review

Introduction
The aim of this paper is to generate discussion about the critical theoretical
perspectives that shape work on trust and health care, and related research needs. The
paper is framed by two main perspectives.

First, a concern for the particular experience of low- and middle-income countries
(LMICs). Although trust is relevant across contexts, the role of trusting relationships
within LMIC health systems has, as yet, been little considered.

Second, an overarching concern for how health systems work and how to
strengthen them in delivering good quality and respectful care, particularly to
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marginalised groups. The general relevance of trust to these issues is that when people
talk about their experience of and within health systems they often think about trust.
Too often, therefore, poor patients experience failures of trust in relation to health care,
and these failures are part of their lived experience of poverty. This is reflected, for
example, in patient and community interviews conducted in Tanzania (Tibandebage
and Mackintosh, 2005):

A patient relies on the nurse’s love and trustworthiness. S/he puts him/herself in the nurse’s
hands for help.

If you are not known [by staff in the health facility] you are treated with contempt.

If you have no money, nobody cares for you and you may die.

Some of the staff are not trustworthy. For example, they may inject a patient with water
instead of chloroquine.

At the same time, health workers’ own experiences of a break-down in trust between
themselves, their managers and their employer, may lead them to project their
frustrations onto their patients. As noted by a nurse in South Africa:

It looks as if the work we do is not enough and the management does not appreciate whatever
we do and thus the nurses become less motivated. I guess that is why many nurses are no
longer caring anymore, as the public would love them to be. I think due to frustration of what
the nurses go through with their work they express their anger by becoming nasty to the
patients of which this is not something that is supposed to be happening (Gilson and
Erasmus, 2004, p. 21).

The paper first outlines four sets of key theoretical starting points about trust, drawing
on conceptual literature from various disciplines and contexts, and then considers their
relevance to trust relations in the context of health care organisations, drawing on
empirical work from LMICs wherever possible.

Theoretical starting points
What is trust and can it be constructed?
Trust is commonly understood as “the optimistic acceptance of a vulnerable situation
in which the trustor believes the trustee will care for the trustor’s interests” (Hall et al.,
2001, p. 615). This definition highlights four key features of trust. It is a relational
notion, a voluntary response to a set of expectations about how the person being
trusted will behave in relation to you in the future, it involves a degree of vulnerability
and risk, and it is rooted in the expectation that the other will have concern for your
interests.

This last point explains why trust definitions generally combine expectations about
the ability or competence of the other with expectations about her value orientation,
that is her ethics, integrity, and motives (Ammeter et al., 2004). As Hall et al. (2001)
note:

Trusting attitudes are directed as much to motivations and intentions as to results (Hall et al.,
2001, p. 615).

It is this concern for whether the other is motivated to care for the trustor’s interests
that highlights the affective, rather than solely cognitive, judgements on which trust is
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based. Giddens (1990), thus, suggests that trust is more like faith, an expression of
commitment, than a cognitive understanding. In addition, trust is different from
confidence because trust judgements are made in the face of uncertainty about the
motivations of others. Confidence in others, in contrast, implies a situation of relative
stability and security where judgements about others are based on what is predictable,
involving little risk for the person making the judgement (Gambetta, 2000). As
Harrison and Smith (2004, p. 376) note, compared to confidence:

Trust clearly involves different motivational attitudes, areas of uncertainty, levels of
negotiability and possibilities for role ambiguity.

Although the notion of trust is commonly discussed in the context of one-to-one
relationships, it is also discussed at the level of complex social systems in which large
numbers of transactions are made on a daily basis between people who do not know
each other. In these settings, institutions, understood as rules, laws, norms and
customs (Ben-Ner and Putterman, 1998), provide a vital basis for trusting the strangers
involved in those transactions (Giddens, 1990). In this way they also act to establish the
foundations for trust in social systems – such as organisations, the expert system of
medical knowledge and society at large (Coulson, 1998; Giddens, 1990; Offe, 1999).
Generalised trust in others, the notion that other citizens of a society will act in our
collective interest, is therefore, partly, founded on institution-based trust in strangers.
However, such trust is also rooted in the inter-personal relationships that regularly
affirm its affective bases. In other words, the micro and the macro-levels of trust are
interconnected (Giddens, 1990).

The role of institutions in establishing trust in strangers clearly reflects the
understanding that human behaviour is socially constructed – in contrast, for
example, to the neo-classical economic understanding that behaviour is driven by
self-interest or self-regarding preferences (Alkire and Deneulin, 2002). This role also
suggests that, even though the propensity to trust may differ between people and
societies, trust can, if only to some extent, be constructed through deliberate action to
develop the institutional bases of trustworthiness.

Why does trust matter to health systems?
As argued elsewhere, there are two theoretical answers to the question of why trust
matters to health systems (Gilson, 2003).

First, it enables the co-operation required across the multiple relationships present
within a health system to deliver health care and produce health. Some analysts
specifically argue that trusting patient-provider relations have a direct therapeutic
effect (Mechanic, 1996, 1998), although the social capital literature suggests that a
direct association between trust and health outcomes is doubtful. There is broader
agreement that trust in providers underpins patient behaviours important to effective
treatment, e.g. disclosure, adherence to therapy, necessary behavioural change
(Mechanic, 1996, 1998). As the basis for the exercise of legitimate state authority
(Rothstein, 1998), trust in public health authorities can also facilitate the acceptance
and use of new vaccines or drugs by patients.

Second, and perhaps more important, a health system founded in trusting
relationships can contribute to generating wider social value. This argument is based
on the understanding that health systems do not just produce health care and have the
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goal of improving health. In addition, as with other social and political institutions,
they establish the social norms that shape human behaviour and so act as a repository
and producer of wider societal value (Kramer, 1999; Offe, 1999). To the extent that
these norms help establish a moral community whom you can trust, they may provide
the basis for generalised trust (Ulsaner, 2001). Some argue that in the guise of affective
trust (see also later), this is an end in itself (Mansbridge, 1999). Others argue that
generalised trust may also promote ethical outcomes such as broader re-distributive
action (Rothstein, 1998), a vibrant social community (Ulsaner, 1999) and/or a sense of
unity within society (Weinstock, 1999). For others, trust although itself value-neutral,
fosters other ethical outcomes by enabling communication processes that generate
consensus within society (Thiede, 2005). Whatever the mechanisms, the social capital
literature also suggests that civic trust is influenced by social policy and systems
(Muntaner and Davey-Smith, 2000).

This second point, in particular, raises two questions for later consideration:

(1) Does examining trust relationships offer new perspectives on how to
understand health systems?

(2) Are particular trust-based relationships important to the role of health systems
as a producer of social value?

On what is trust based?
Some argue that inter-personal trust is a strategic behaviour, a rational gamble that the
personal gains from trusting will outweigh the risk and costs involved; and the value of
trust in this form is largely instrumental (Creed and Miles, 1996; Gambetta, 2000).
However, as noted, others argue that trust is altruistic, a morally worthy behaviour
based on a belief in the goodwill of others that has intrinsic value (Mansbridge, 1999;
Ulsaner, 2001).

Many argue, moreover, that inter-personal trust evolves over time. Trust based
initially on calculation may change to become less fragile as a result of the repeated
engagements and communication that allow each person to get to know and develop
new expectations of each other. As noted, the inter-personal grounds for trust include
not only competence but also, for example, sincerity, empathy, altruism, congeniality,
fairness, and reliability (Wuthnow, 2004), and are reflected in specific behaviours and
attitudes. Growing engagement with each other may, eventually, generate the common
values and norms of obligation that lay the grounds for identity based or altruistic
trust (Lewicki and Bunker, 1996). Indeed it is often said both that trust is constructed
through use and wears out with disuse (Offe, 1999; Ostrom and Ahn, 2001;
Mansbridge, 1999), and that, although resilient in the face of violation, is difficult to
re-construct once broken (Offe, 1999; Weinstock, 1999). Finally, inter-personal trust is
two-way, requiring both parties to demonstrate behaviours that allow each to trust the
other.

As noted, people also trust strangers. And, although such trust may be rooted in
some form of shared identity or experience, such as ethnicity or nationality (Putnam,
1993), it is commonly rooted in the institutions that the trustor expects will influence
the trustee’s behaviour, institutions that allow the trustor to judge whether the trustee
will act in her interests or lack malice towards her (Warren, 1999). Such institutions
include well-specified organisational roles and legal frameworks for monitoring and
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discipline (Warren, 2001), as well as technical and professional knowledge, and the
associated licensing procedures (Giddens, 1990). By providing some certainty about
the behaviours of others, these institutions promote confidence in those people.

However, perhaps the more critical institutions for trust are those shaping
communication and decision-making practices. These generate information about how
people are treated by others (Brockner and Siegel, 1996) and create expectations about
the values driving the behaviour of others, so influencing judgements about
motivations and intentions. They also provide opportunities to construct perceptions
of meaning about the other (Watson and Papamarcos, 2002). Unlike one-way
communication, dialogue with others requires each involved party to listen and
consider the interests of the others involved, encouraging development of the shared
interests and mutual respect that provide bases for trust (Thiede, 2005; Warren, 1999).
Offe (1999) specifically argues that to provide a foundation for trust, institutions must
commit those influenced by them to the values of truth and justice, either passively (in
the form of truth-telling and fairness) or actively (in the form of promise-keeping and
solidarity).

Overall, therefore, “trust does not depend only on judgements one person makes
about another, but also on assumptions that emerge from the context in which
relationships take place, on expectations derived from previous relationships, and on
criteria for making judgements that are deemed legitimate by the actors involved”
(Wuthnow, 2004, p. 150). This is deemed relevant both to inter-personal relationships
and to a person’s trust in an organisation (Giddens, 1990; Harre, 1999).

However, in thinking about trust within organisations, it is also important to note
that organisations encompass a chain of relationships. So, as trust is a two-way
process, to demonstrate care for the client’s interests and so be trustworthy,
organisations have to provide an environment that enables the development of various
sets of mutual trusting relationships (Tendler, 1997). The complexity gets greater at
the level of a health care system that encompasses a range of organisations that must
co-operate together as well as multiple sets of individuals working within different
organisations.

These theoretical points raise the following questions for later consideration:
. Are different bases of trust appropriate to health care relationships?
. Are some relationships more or less important to the specific outcome of

generating wider social value?
. What are the inter-personal and institutional foundations for trust in different

health care relationships?
. Given the understanding that trust can be constructed, how can the relevant

inter-personal and institutional foundations for it be developed?

What are the dangers of trust?
Various dangers of trusting relationships are identified in the theoretical literature.
First, trust based purely on shared identity may allow the development of the
particularised trust that enables co-operation in pursuit of morally unworthy acts. The
example of the mafia is often used in this regard.

Second, the abuse of power on the basis of trust is a more widespread danger
(Warren, 1999). Although trust may provide legitimacy for the exercise of power,
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trusting too much, without caution, may also enable the abuse of power, in the form of
exploitation, domination or conspiracy against others. This is a particular danger for
health care given the vulnerability of all patients, but particularly those from
disadvantaged backgrounds, in relation to health care providers.

Trust may also result from and then legitimate and reinforce the exercise of power
rooted in wider social structures or relationships, such as social hierarchies within
organisations (Fox, 1974). In such cases, power is exercised as much through the
process of socialisation that generates acceptance of certain structures and ways of
behaving, and so trust, as through direct action. When the social structures or
relationships are deemed illegitimate, trust rooted in acceptance of them and acting to
reinforce them, can also be argued to be illegitimate.

An associated and final danger of trust is that wider social structures may shape
individuals’ propensity to trust and judgements of their trustworthiness. Some argue
that it is easier to trust if you are powerful and wealthy, because economic security
generates optimism and facilitates the risk judgements involved in trusting, and harder
to trust when you are poor and the consequences of misplaced trust can threaten
livelihoods and lives (Coulson, 1998; Inglehart, 1999; Ulsaner, 1999). Poorer groups may
also be deemed not trustworthy because they fail to meet expectations of them, as
when they are unable to re-pay loans (Russell, 2001). In both cases, the poor may be
further marginalised as a result of trust relations.

Given these dangers, in thinking about health care we need to ask:
. Whether and in what health care relationships or contexts some level of distrust

may be necessary to guard against the potential for abuse of power?
. What other actions may help protect against the abuse of power, and so provide

the basis for trust?

Considering the relevance of these perspectives to health care
organisations/systems
These theoretical perspectives offer three main insights for research on health care,
particularly in LMICs. First, they allow a deeper understanding of health systems than
that which is common, enabling more nuanced reflection on how to bring about change
within them. Second, they allow renewed and re-framed thinking about equity and
justice in the context of health care (in turn providing further justification for work on
trust). Third, they provide insights about the types of policy and managerial actions
that might sustain trustworthy and just health care systems, identifying priorities for
research and action.

Understanding health systems
The focus on relationships and values that theoretical perspectives on trust highlight is
important in countering the tendency to see health systems as machines through which
bio-medical interventions are delivered, rather than as complex social institutions that
need careful nurturing (Blaauw et al., 2003). In LMIC policy debates, policy change is,
therefore, generally seen as something implemented at the apex of the health system,
ignoring the chains of people, relationships and understandings through which any
policy is implemented. Behaviour is also largely understood as something that can be
controlled or tweaked by financial incentives or informational signals, denying the

JHOM
20,5

364

D
ow

nl
oa

de
d 

by
 U

ni
ve

rs
ity

 o
f 

M
on

ta
na

 A
t 1

8:
07

 3
0 

Ja
nu

ar
y 

20
16

 (
PT

)



www.manaraa.com

power to resist that rests even with the street level bureaucrats at the end of the
implementation chain (Gilson, 2005a; Walker and Gilson, 2004). Even in high income
settings health system reforms have also commonly been envisaged as new sets of
structural or financing arrangements rather than signals about values or a
re-configuration of existing relationships (Scott et al., 2003).

Seeing health systems as machines that can be re-engineered to serve the ends of the
mechanic, these sorts of understandings and approaches provide a weak basis for
thinking about how to strengthen health systems. Actions based on them are unlikely
to achieve their desired goals, and may actively generate resistance to change. Indeed,
in LMICs they may help to explain why so many clinical interventions that could
improve health fail to deliver on their potential (Gilson, 2005a). Thinking about the role
of trust in health systems points instead to the need to consider the institutions and
behaviours that shape performance, the sets of relationships that must be managed to
deliver outcomes and the importance of developing shared meanings to sustain
delivery (Gilson, 2003). Such actions require different policy and managerial
interventions from those commonly identified and great humility about the
difficulties of managing change (Gilson and Erasmus, 2004).

Equity and justice
To the extent that trust is either itself intrinsically valued or enables the achievement
of other ethical outcomes, the importance of relationships and interactions to justice is
made clear by consideration of trust. This focus both justifies work on trust in itself,
and allows renewed thinking about the notion of justice and how health systems
contribute to social justice.

At one level, it provides justification for a focus on the relevance of procedural
justice to equity in health care. The foundation for trust in any relationship, and the
associated moral obligations, is based on an assessment of whether the interests of the
trustor are considered and respected in the decisions made at an individual or
organisational level, rather than on who gets what as a result of that decision-making.
This reflects the broader understanding that social value is derived from being a
member of a community, and from the quality of our relations with other members of
that community (procedural justice). Mooney (1996) thus argues that social value is
generated both directly, as individuals participate in decision-making by and for the
community, and indirectly, as each individual benefits from the freedom to achieve or
to participate that others have secured for him/her. This, in turn, mirrors the second of
Brecher’s (1997, p. 219) two principles guiding action towards equity:

(a) that there be a reasonable degree of equity in respect of outcomes concerning the
distribution of basic resources and (b) that people treat each other as ends, and not merely as
means. The first . . . may be understood as a political and economic dimension of socialism,
while the second constitutes a moral and social element.

At another level, thinking about the role of trust in health systems supports broad and
renewed thinking about the ethical bases of such systems. Rather than seeing ethics
primarily as a function of the patient-provider relationship, a focus on trust allows the
ethical dimensions of other health system relationships to be explored. Goold (2001),
thus, suggests that being a provider of care, in which health care organisations are
entrusted with the health, well-being, treatment decisions and the private information
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of individuals, is only one role for these organisations. Also important are the roles of
insurer, protector of the clinician-patient relationship, employer and user of community
resources. In each role the organisation is entrusted with valued goods (such as,
individual financial well-being, the clinician-patient relationship, employee livelihood,
use of community resources) and that trust brings moral obligations (beneficence
towards the very ill and insured, safeguarding the trust within the clinician-patient
relationship, protecting employees’ livelihoods, and prudent use of individual and
community resources).

Finally, in considering equity and justice, the dangers of trust point to the need to
ensure that, in every health system relationship, the problematic consequences of, and
constraints on, trusting experienced by marginalised groups are taken seriously. Such
action might include ensuring that there are procedural rules to enable these groups to
engage in the constructive dialogue on which trust is based (Mooney and Jan, 1997),
and establishing the rights that reduce vulnerability to power and so provide a
sheltered space in which trust can grow (Warren, 1999).

These insights about the ethical bases of health systems and how they contribute to
social justice are particularly important given the types of pressures currently placed
on health systems worldwide. Such pressures provide incentives that undermine
trustworthy behaviour. They include the combination of economic recession and
budget constraints (everywhere), the introduction of new public management
principles (in high income countries) and the growing commercialisation of health care
provision (globally, but particularly in low and middle income countries). Harrison and
Smith (2004), for example, argue that, by replacing trust with confidence as the basis of
health system relationships, the UK’s health system modernisation agenda may
contribute to “a loss of moral sensitivity and awareness in everyday thinking and
action” (p. 380).

As providers worry more about their budgets and targets, patients are fearful that
their interests are not being considered (Mechanic, 2001). As providers worry more
about securing income than about caring for patients, patients receive poor quality
care, are forced to pay bribes for care received even when supposedly protected by
exemption arrangements, and may even be denied treatment (Segall, 2000;
Tibandebage and Mackintosh, 2005). As managers focus on budget constraints and
respond to the pressures to be cost-efficient, relationships with employees become more
antagonistic and less trustful, possibly undermining employee commitment to core
organisational values (Cunningham and Hyman, 1996; Hunter, 1996). And all of these
pressures are exacerbated by wider societal factors, such as the trend towards distrust
of societal institutions and professionalism in high income countries (O’Neill, 2002) or
the pressures on health workers to serve preferentially high status patients in lower
and middle income countries (Andersen, 2004). Combating these pressures requires
renewed focus on how to bring about equity and justice within and through health
systems.

Policy and managerial priorities
The first set of priorities can be identified by considering how the foundations for trust
can be established. Although a stronger evidence base is needed, some common issues
are raised in the limited research that has been conducted in LMICs.
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At an inter-personal level, patient (dis-)trust in a health care provider is commonly
influenced by patient judgements about provider attitudes as well as technical
competence (Gilson, 2005b). The acts of being rude or courteous, demanding bribes or
not, treating some people preferentially over others, listening to the patient’s
explanation of their complaint or giving the patient too little time, influence patient
judgements of whether the provider cares for their interests, as does the assessment
that the provider could not bother to do a full examination or did not prescribe relevant
drugs.

The available evidence also suggests that patients often look at provider payment
mechanisms as an indication of the trustworthiness of the provider. For some people in
some contexts (e.g. higher income people in Thailand and Sri Lanka), payments may be
seen as a way of buying more care for the patient’s interests, that is greater personal
attention, better attitudes and opportunities for repeated interaction with the same
provider (Riewpaiboon et al., 2005; Russell, 2005). It is also more generally argued that
fee for service payment may align the interests of patients and doctors. However such
trust is often fragile (Riewpaiboon et al., 2005). The empirical evidence suggests that
patients, and particularly lower income patients, are just as, if not more, likely to see fee
systems as incentivising providers to act against the patient’s interests, encouraging
unnecessarily expensive prescriptions, abuse and neglect (Gilson et al., 2005;
Tibandebage and Mackintosh, 2005). In contrast, the long-standing provision of free
hospital care in Sri Lanka sustains trust in the public health system by providing a
valued safety net for poor and rich patients alike that protects them from the high costs
of hospital care (Russell, 2005).

Across various countries (Gilson, 2005b), the other institutions identified as
important to patient-provider trust include ethical commitment (Tanzania) and the
quality of training (Sri Lanka), effective complaint and accountability/scrutiny
mechanisms (South Africa, Tanzania), organisational arrangements that support the
provision of good quality care by ensuring equipment and drug availability (Sri Lanka,
South Africa), and cultural acceptance of western medicine (Sri Lanka).

Taken together, these experiences clearly complement theory and suggest that
developing a trustworthy health system requires more than competent providers. More
importantly, it needs health workers that have the attitudes and capacity for moral
understanding and motivation (Harrison and Smith, 2004) and institutions that sustain
ethical behaviours and so provide a basis for trust. It is also essential to consider how
any new health sector reforms will impact on these institutions, rather than assuming a
neutral impact.

A second set of policy and managerial priorities is, therefore, linked to the two
relationships that theoretical perspectives appear to highlight as particularly
important in developing trust in the health system, and allowing it to contribute to
wider social value. They are that between manager and provider, and that between
citizen and health system.

In organisational and human resource management theory the role of trusting
relations in building organisational commitment is widely discussed (Nyhan, 2000;
Zeffane and Connell, 2003). In any organisational setting, moreover, the relationship
between manager and provider demonstrates the values and norms of behaviour that
are the essence of the organisation. Responsible for implementing key decisions such
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as those around promotion, reward and discipline, the manager or supervisor is the
guide to the organisation and its values (Whitener, 1997), even though her own role and
practices are influenced by the organisational context and culture (Willemyns et al.,
2003; Albrecht and Travaglione, 2003). There is also theoretical, and a little LMIC
empirical, literature to justify the common sense understanding that how you are
treated affects how you treat others. How providers are treated by their managers can,
thus, affect the way they treat patients (Gilson et al., 2005; Tendler, 1997). In effect,
managerial behaviour and practices set the rules and norms that shape provider
behaviour, and that, therefore, influence the nature of justice meted out by the health
system in its interactions with patients.

It seems likely that the manager-provider relationship is particularly important to
strengthen within low and middle income country health systems as the vital function
of human resource management has essentially been ignored in such settings for many
decades. In addition, rather than tackling the complex task of managing non-financial
incentives governments and international organisations working in LMICs appear to
be emphasising new financial incentives in the hope that they will generate
performance gains (Gilson and Erasmus, 2005). Yet without careful design, the
experience of high-income countries suggests that such incentives may reinforce
self-interested rather than altruistic behaviour, further violating patient-provider trust
(Frey and Jegen, 2001; Le Grand, 2003).

To support management action, research could investigate the role of trusting
workplace relationships as a source of non-financial incentives, and the balance
between financial and non-financial incentives over provider behaviour in different
contexts. In particular, it could investigate the role of trust as an enabler and product of
these workplace relationships, as well as how trust can be developed within different
relationships. This would also allow consideration of the types of managerial actions
required to generate workplace trust and the institutions needed to sustain those
actions (Gilson et al., 2005).

The importance of trust between the citizen and the health system lies particularly
in the opportunity this relationship may provide to contribute to wider social value.
Weinstock (1999) discusses how constructing trust in divided societies can build a
morally worthy form of unity and Newman (1998) notes that public managers have an
important role to play in generating trust in public institutions across different identity
groups within society. Drawing on experience of developing micro health insurance
(MHI) schemes in Rwanda, but without presenting conclusive evidence, Schneider
(2005, p. 1437) suggests that “not only may trust in MHI and in the wider community
foster MHI, but the creation of MHI may foster trust in the wider community”. It has
also been argued that, in post-conflict settings, the reconstruction of health facilities
can contribute to re-establishing the political legitimacy of the state and provide a basis
for conflict resolution between groups within the community (Macrae et al., 1996).
However, the broader social capital literature makes clear the context-dependent
nature of civic trust (Cattrell, 2001).

Trusting citizen-health system relationships are likely also to be important to the
exercise of accountability, increasingly recognised as a vital aspect of health system
strengthening in LMICs (Brinkerhoff, 2004; World Bank, 2000). The relationships may
be played out through mechanisms such as health facility committees or boards,
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around statements of patients’ rights such as patients’ charters, or through citizens’
juries. The face-to-face dialogue between citizens and health managers made possible
through some of these engagements may allow citizens to exercise agency and provide
opportunities to build common understandings around the health system as well as
broader collective goals (Gilson, 2003). As Goold notes, organisations that aspire to
“identification-based trust, based on shared values, . . . will need to go beyond
minimum standards of openness and honesty and incorporate the voices of those
whose trust they seek” (Goold, 2001, p. 32).

As the propensity to trust may be unequally distributed between social groups,
these mechanisms of citizen-health system engagement need to provide opportunities
to include otherwise marginalised groups – giving them voice in debates and
providing spaces for mutual learning. In this case, proper design implies rules and
procedures that recognise the constraints on trusting experienced by these groups, so
demonstrating the equal moral value of all. Such procedures might include funding the
participation of poorer groups, or establishing procedures that give everyone present
an opportunity to speak (rather than leaving it to those who shout loudest).

However, to support management action, research needs to dig deeper into the
experience of different forms of citizen-health system engagement, generating better
understanding of the objects of trust relevant to such mechanisms, the role of trust as
an enabler and product, whether particular forms of trust have to be in place initially to
allow them to function, the types of procedures and processes that can produce at least
some of the forms of trust required, and whether such mechanisms can build wider
social outcomes.

Arising from the previous two sets of policy and managerial priorities, the third is
the need to understand better what forms of management generate trust and what
strategies are needed to sustain them.

Some human resource management literature highlights, for example, the
importance of moral management, management based on ethical principles, in
developing employee trust (Ruppel and Harrington, 2000). Reinke (2003) specifically
talks of the manager as servant or steward and Gomez and Rosen (2001) identify the
importance of trusting employees as a step to generating trust, in turn requiring
managers to share power. Nyhan (2000), meanwhile, emphasises the manager’s role in
enabling participation in decision-making, giving and getting feedback and valuing
employees. Similarly, in discussing managers’ roles in engaging with citizens, Ruscio
(1996) proposes that managers must facilitate public discussion of collective interests.
In a South African context, meanwhile, Froestad (n.d.) suggests that to generate trust,
managers must specifically take action to reduce uncertainty and vulnerability both
through impression management and by demonstrating moral commitments. In other
words, trusting relationships are the product of deliberate and reflexive strategies,
such as education, mentoring and supervision (Gilbert, 1998), as well as of moral
commitment.

Given these diverse roles it seems important, then, that management training for
public managers should develop the values, and skills, particularly communication
skills, that will support them to work in ways that produce trust. But what sort of
training is required to develop such skills? How can the skills be sustained over time?
Willemyns et al. (2003) talk specifically, for example, of the importance of mentoring,
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whilst noting the importance of personal sincerity. In addition, what institutions must
be developed to sustain such managerial action? More research is needed in all these
areas to inform the recruitment and training of public managers, as well as the
development of the stable organisational communication and decision-making
practices that themselves develop and sustain trust.

The fourth and final policy and management priority is to acknowledge that caution
should be exercised in developing trust.

Different forms of trust may be relevant in different relationships and different
contexts. Given that affective commitment to organisational goals may be derived from
an employee’s relationship with their supervisor (Albrecht and Travaglione, 2003), and
that trusting relationships with colleagues provide a basis for the teamwork essential
to providing health care (Erdem and Ozen, 2003), stronger forms of trust (knowledge or
identity-based) may be important to these relationships. However, a more calculative
form of trust may be appropriate in relationships where those involved clearly have
different motives (e.g. public and private) or where one legitimately seeks to control the
other (as in a regulatory relationship); or a more calculative form of trust may be
relevant where the context provides weak institutional signals for behaviour.

Critically, a degree of distrust might be important in some relationships, as a means
of protecting the vulnerable against the abuse of power. Tibandebage and Mackintosh
(2005), for example, specifically argue that patients in Tanzania should distrust some
providers, given experiences of abuse and rudeness. In these cases, providers have
failed to demonstrate their care for the patient. However, these authors also propose
three sets of policy actions that may reinforce existing sources of trust as well as
influence the capability of the poor to access decent care: supporting and engaging
with those facilities that do treat patients with respect; constraining individual
profit-seeking by establishing scrutiny mechanisms that involve community
representatives; and publicly acknowledging and valuing actions that produce
patient trust. Again, therefore, they emphasise the importance of developing
institutions that provide the basis for trust – including the procedural rules or rights
that, as already noted, may provide the space in which the powerless can develop trust.

Conclusions
Thinking about the role of trust offers important insights into the nature of health
systems, the issues important to equity and justice within them and to the policy and
management priorities for strengthening them. Such thinking encourages reflection on
the complexity of these systems and, particularly, on the importance of everyday
ethical practice to the justice of their operation.

Trust theory also contributes to, and may widen, understanding of the nature and
types of institutions that shape ethical behaviour and so, health system performance.
Management is always important in generating trust, particularly in terms of
organisational relationships with health workers as employees and in terms of the
relationship between citizens and the health system. Within these relationships, trust is
likely to be influenced by communication and decision-making practices, as well as, for
patient trust in providers, provider payment mechanisms. In some relationships,
distrust may be an important way of guarding against the abuse of power.
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Research can support the policy and management action required to generate trust
within and through health systems. Research needs include investigation of: the role of
trusting workplace relationships as a source of non-financial incentives; the influence
of trust over the operation of different forms of citizen-health system engagement;
approaches to training trustworthy public managers; and the institutional changes
required to sustain trustworthy behaviour within health systems. In conducting such
research it will be important to recognise that trust is in some way always an input to
and a product of a relationship, and that the meaning and nature of trust may change
over time. Careful specification of different trust objects is important, and also
methodological approaches that allow for complex causality and longitudinal
perspectives.
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