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ABSTRACT

PURPOSE Trust is an essential component of health care. Clinicians need to trust
organizational leaders to provide a safe and effective work environment, and
patients need to trust their clinicians to deliver high-quality care while addressing
their health care needs. We sought to determine perceived characteristics of clinics
by clinicians who trust their organizations and whose patients have trust in them.

METHODS We used baseline data from the Healthy Work Place trial, a random-
ized trial of interventions to improve work life in 34 Midwest and East Coast
primary care clinics, to identify clinic characteristics associated with high clinician
and patient trust.

RESULTS The study included 165 clinicians with 1,132 patients. High trust by cli-
nicians with patients who trusted them was found for 34% of 162 clinicians with
sufficient data for modeling. High clinician-high patient trust occurred when clini-
cians perceived their organizational cultures to have (1) an emphasis on quality
(odds ratio [OR] 4.95; 95% Cl, 2.02-12.15; P <.001), (2) an emphasis on commu-
nication and information (OR 3.21; 95% Cl, 1.33-7.78; P = .01), (3) cohesiveness
among clinicians (OR 2.29; 95% Cl, 1.25-4.20; P =.008), and (4) values align-
ment between clinicians and leaders (OR 1.86; 95% Cl, 1.23-2.81; P = .003).

CONCLUSIONS Addressing organizational culture might improve the trust of clini-
cians whose patients have high trust in them.

Ann Fam Med 2021;19:521-526. https://doi.org/10.1370/afm.2732.

INTRODUCTION

rust in the medical profession has decreased since the 1960s among

several demographic groups in the United States."? A 1966 sur-

vey showed that 75% of Americans trusted medical professionals,
decreasing to 33% by 2018; however, trust remains high within certain
subgroups (eg, the elderly).? Studies have shown that clinicians have vari-
able trust in their organizations,® and many patients express concerns that
health systems will not safely care for them.* Research on epidemics has
shown that lack of trust decreases the likelihood of adherence to public
health recommendations.! Thus, it is important that factors be identified
to assist health systems to better understand how to create the most trust
within their environments.

A 2010 article in the Annals of Family Medicine studied patient trust in
clinicians.’ In semistructured interviews, the authors assessed swift trust
(in acute care settings) vs secure trust, which builds over time. Theirs is
one of few theoretically based studies of trust in relationships and encoun-
ters. A recent issue of the Journal of the American Medical Association devoted
several articles® and an editorial'® to trust among patients and clinicians.
These articles establish trust as a contemporary metric of concern. Yet,
few address the clinical environments that foster trust by clinicians as well
as by patients who trust them. The construct of trust, either a patient's
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trust in their clinician or a clinician’s trust in their orga-
nization, revolves around caring, selflessness, benevo-

lence, and a resonance of values.®%"

The Healthy Work Place (HWP) study, a random-
ized study of workplace interventions to improve clini-
cian work conditions,'? surveyed clinicians and patients
regarding trust. Figure 1 suggests that workplace char-
acteristics and organizational culture are associated
with a clinician’s trust in the organization and patient
trust in their clinician. We sought to answer the follow-
ing question: what are the perceived characteristics of
clinics by clinicians who trust their organizations and
whose patients have trust in them?

METHODS

Study Design

The HWP study, described elsewhere,'>'* was a cluster
randomized trial conducted at 34 Midwest and East
Coast clinics. Primary care clinicians were eligible and
enrolled for participation if they had been employed
at a practice as a >0.5 full-time equivalent for 1 year.
All clinicians at identified clinics were approached

for participation. Given initial power calculations, we
recruited 3-7 clinicians per clinic and 6-8 patients with
diabetes and/or hypertension from clinician panels.
Clinics included academic, urban, suburban, and rural
sites. Site-specific institutional review board approval
was granted and informed consent obtained from
participants.

The HWP study was based on the conceptual
model of the Minimizing Error, Maximizing Outcome
(MEMO) study,"* which linked clinician work condi-
tions and organizational culture to clinician and patient
outcomes (Figure 1). Kralewski and colleagues refer to
Schein'® and others in defining organizational culture
as a deep phenomenon including a set of assumptions
that is transmitted to new team members as the orga-
nization's way of thinking and feeling.'® This definition,

articulated by Kralewski et al'® and based in part on
the competing values framework of focus, structure,
and outcomes,'” identifies 4 types of culture, 1 of
which (participatory, or group culture) was associated
with worker satisfaction. Group culture relates to team-
work, cohesion, participation, communication, morale,
and mentoring; many of these constructs are embodied
in the present study’s culture scales.

Baseline data from the clinics included work
conditions (eg, chaos, time pressure, work control,
organizational culture), physician reactions (eg, trust,
satisfaction, burnout), and patient perceptions (eg,
trust, satisfaction). Most HWP metrics were developed
and validated in the MEMO study. Organizational
culture scales were adapted from a study by Kralewski
et al'® of medical group practices (Supplemental
Table 1, https://www.AnnFamMed.org/lookup/suppl/
doi:10.1370/afm.2732/-/DC1). The present study com-
bines baseline data from 17 intervention and 17 control
clinics, with data collected from 2012 to 2014.

The primary outcome (Figure 1) was conso-
nance of clinician and patient trust. Predictors in the
model included organizational culture variables from
Kralewski et al'® and the MEMO study.'* Clinician
trust was scored from 1 (low) to 4 (high). The clini-
cian trust measure included 5 questions on the follow-
ing: sense of belonging, loyalty, responsibility to help
clinicians with problems, safety culture (eg, reporting
adverse events), and overall trust. Trust was measured
as the mean response to these 5 uniform-polarity items;
as in the MEMO study,'* high trust was defined as a
score of >23. The McDonald omega (internal consis-
tency) value for the clinician trust metric was 0.83
(>0.7 was considered acceptable).

Patient trust was scored on the basis of an average
of 4 questions drawn from a validated scale by Kao
et al" focusing on trust in clinicians (Supplemental
Table 2, https://www.AnnFamMed.org/lookup/suppl/
doi:10.1370/afm.2732/-/DC1). Questions assessed trust

in provider's judgement, abil-

and final outcomes.

Figure 1. Proposed conceptual model of work conditions, mediators,

ity to place patient health
above money and health plan
rules, and trust in general.

Work conditions

Clinician-patient
(intermediate) reactions

Clinician trust
l[: in organization
Patient trust

in clinician

Organizational
culture (eg quality,
values, cohesion,
communication,
information)

ll: Turnover
Patient safety

The McDonald omega value

Final outcomes

Clinician satisfaction

for the patient trust metric
was 0.96. For the analysis, we
Burnout dichotomized high-trust clini-
cians and high-trust patients
vs low-trust clinicians and
low-trust patients, and the
Adherence distribution was split at high

uality of care
? Y trust =5 vs low trust as scores

the study was consonance of clinician and patient trust.

Note: Variables tested in the present study are highlighted in bold below column headings. The primary outcome of

<5.29 Patients with an aver-

age score of 5 (55%) were
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considered as high trust. An analysis based on dichoto-
mization was required because we needed to establish
composites of high-trusting patients and clinicians and
compare those with a group with low trust by patients
and clinicians. This became our outcome measure,
comparing predictors of high-high trust vs low-low
trust groupings.

Predictor Variables

Organizational culture variables from Kralewski et al'®
and the MEMO study'* included (1) an emphasis on
quality, (2) values alignment between clinicians and lead-
ers, (3) clinician cohesiveness, and (4) an emphasis on
communication and information (Supplemental Table 1).
These were scored in the same manner as the clinician
trust variable, from 1 (low) to 4 (high). In prior work,
these predictors (quality, values, cohesion, and commu-
nication) have been associated with clinician reactions
(satisfaction and burnout) and with some aspects of

1421 We also assessed if

quality of care and patient safety:.
work conditions, such as work control and chaos, were

associated with high-high quadrant presence.

Analysis

To establish a patient-clinician linkage of trust, we
aggregated patients to a single metric per clinician. If
the proportion of high-trust patients under a clinician
was =50%, the patient group was linked to the clinician
as a high-trust group. If the patient group was <50%
high trust, they were linked to the clinician as a low-
trust group. The high-high group had high-trust clini-
cians (average score >3 of 4 on 5 trust items) and >50%
of their patients with high (perfect) trust on their trust
scale. Dichotomization was justified, owing to skewed
data (55% with perfect [average score of 5] trust). We
then created a 2 X 2 table of high and low clinician
and patient trust and categorized clinicians and their
associated patients into each of 4 quadrants including
high-high (high clinician trust with high proportions
of their patients trusting them), low-low (low clinician
trust and low proportions of patients expressing trust
in them), high-low (high clinician trust, low propor-
tions of patients expressing trust), and low-high (low
clinician trust, high proportions of patients expressing
trust). We linked patients with clinicians, sorting link-
ages into quadrants, depending on trust ratings (Table
1). Multilevel logistic regression (with patient-clinician
linkages nested within clinics) predicted the likelihood
of being in the high-high vs the low-low quadrant.
Models adjusted for clinician age, sex, role (physician
vs advanced practice clinician), specialty (family prac-
tice vs general internal medicine), a binary measure

of racial concordance of clinicians and patients, and
number of patients clinicians cared for monthly. The

Table 1. 2 X 2 Table of Clinician and Patient
Trust Linkages

High Clinician Low Clinician

Trust, no. (%) Trust, no. (%)
High patient trust 55 (34.0) 50 (30.9)
Low patient trust 21 (13.0) 36 (22.2)

Note: Clustered patients for 162 clinicians with sufficient data for modeling.

McKelvey-Zavoina pseudo R? value?* was calculated
to assess the importance of culture variables leading to
clinicians being in the high-high quadrant.

RESULTS

The study included 165 clinicians (105 in general
internal medicine and 60 in family medicine) and 1,132
patients in 34 Midwest and East Coast clinics. Of 162
clinicians with sufficient data for modeling, there were
55 clinicians (34%) and 358 patients with trust con-
gruence in the high-high quadrant and 36 clinicians
(22%) and 245 patients with congruence in the low-low
quadrant (Table 1). There was variability in patient and
clinician trust scores, with patient trust scores (pos-
sible range 1-5) ranging from 4.2 to 4.9 (mean [SD]: 4.5
[0.8]), and clinician scores (possible range 1-4) ranging
from 2.1 to 3.8 (mean [SDJ: 2.8 [0.6]). Supplemental
Table 3 (https:/www.AnnFamMed.org/lookup/suppl/
doi:10.1370/afm.2732/-/DC1) shows demographic char-
acteristics of clinicians and patients, with most clinicians
being physicians (vs advanced practice clinicians), fairly
evenly split between female and male, with approxi-
mately 12 years in practice. Patients had an average

age of 64 years; 60% were female; one-quarter were of
a racial or ethnic minoritized group including Black,
Latinx, and Asian groups; and most rated their health
fair to good. Table 2 shows culture variables associ-
ated with being in the high-clinician high-patient trust
quadrant: emphasis on quality (odds ratio [OR] = 4.95;
P <.001), emphasis on communication and informa-

tion (OR=3.21; P=.01), cohesion among clinicians
(OR=2.29; P=.008), and values alignment between cli-
nicians and leaders (OR = 1.86; P =.003). Pseudo R? val-
ues ranged from 49% to 70% of variance explained for
being in the high-high quadrant. Additional logit model
data are included in Supplemental Table 4 (https://
www.AnnFamMed.org/lookup/suppl/doi:10.1370/
afm.2732/-/DC1). Figure 2 shows rapid increases in
likelihood of being in the high-high quadrant as culture
variables increase by 1 point on the Likert scale. In the
multivariate models, presence in the high-high quadrant
was not significantly related to work conditions such as
chaotic environment or work control.

ANNALS OF FAMILY MEDICINE + WWW.ANNFAMMED.ORG + VOL. 19, NO. 6 *+ NOVEMBER/DECEMBER 2021

~e g5


https://www.AnnFamMed.org/lookup/suppl/doi:10.1370/afm.2732/-/DC1
https://www.AnnFamMed.org/lookup/suppl/doi:10.1370/afm.2732/-/DC1
https://www.AnnFamMed.org/lookup/suppl/doi:10.1370/afm.2732/-/DC1
https://www.AnnFamMed.org/lookup/suppl/doi:10.1370/afm.2732/-/DC1
https://www.AnnFamMed.org/lookup/suppl/doi:10.1370/afm.2732/-/DC1
https://www.AnnFamMed.org/lookup/suppl/doi:10.1370/afm.2732/-/DC1

CLINICIANS WHO TRUST AND ARE TRUSTED

High and Low Trust in Clinicians and Patients

Table 2. Multilevel Logistic Regression Models of Congruence of

physicians might engender trust
among patients. The authors
determined the following 5 mech-

anisms to improve physician-

Values Alignment  Quality =~ Cohesion Communication
Variable Model Model Model Model patient connections: (1) prepare
OR (95% C) 186 495 529 3.1 with intention, (2) listen intently,
(1.23-2.81) (2.02-12.15)  (1.25-4.20) (1.33-7.78) (3) agree on what matters, (4)
McKelvey-Zavoina 0.487 0.616 0.701 0.698 connect with the patient's story,
2

pseudo R and (5) explore emotional cues.
Cstatistic 0.804 0.866 0.854 0.827 Some of these have been shown
P >|Z| .003 .001 .008 .01

to improve trust, whereas oth-

OR = odds ratio.

ture characteristic.??

Note: Adjusted for the covariates of clinician age, clinician sex, physician vs advanced practice clinician, spe-
cialty (family medicine vs internal medicine), average clinician monthly patient load, and racial concordance
between clinician and patients. Details provided in Supplemental Tables 3 and 4. The McKelvey-Zavoina

pseudo R? approximates percent of variance explained in being in high-high category by organizational cul-

ers, such as approval, empathy,
reassurance, and partnership, are
associated with improved patient
outcomes. We speculate that

the 4 culture variables that we

DISCUSSION

In the present analysis of data from the Healthy Work
Place study, we identified the following 4 culture
variables within organizations that are more likely to
be associated with high trust among clinicians whose
patients expressed trust in them: emphasis on quality
(OR 4.95), emphasis on communication and informa-
tion (OR 3.21), clinician cohesion (OR 2.29), and
values alignment between clinicians and leaders (OR
1.86). Improving organizational culture might thus be
useful to establish trust among clinicians and patients
with trust in them, with organizational culture accom-
modating elements of the therapeutic relationship?32*
and partnership models of care.?

Whereas prior work has examined factors asso-
ciated with clinician trust'® and patient trust,>® the
present study identified culture variables perceived
by clinicians with patients who trust them. We found
culture characteristics, such as values alignment and
emphases on quality and communication, and for
which clinicians and organization leaders are key stake-
holders, to be significantly associated with increased
trust among clinicians who are trusted by patients. The
implications of these findings require further study
looking separately at clinician and patient trust.

Many current strategies to improve trust focus on
adjusting financial incentives. Our present results sug-
gest that aligning values and focusing on quality might
offer other incentives to increase trust in clinicians
with patients who find them trustworthy. We cannot
determine whether clinicians within quality-emphasis
organizations are less productive. There could be
important downstream benefits, such as less clinician
turnover, more healthy patient behaviors, and greater
rates of medication adherence, resulting from high
physician and patient trust.?”

Recently, Zulman and colleagues®® looked at how

identified that matter to clinicians
might facilitate (or if absent, impede) these meaningful-
ness-building activities by creating a more welcoming
climate for deeper connections with patients by slow-
ing down to emphasize quality care, aligning values
on the patient mattering most, improving cohesion for
clinician support, and emphasizing communication to
allow greater listening by clinicians and storytelling by
patients.

A study of Swedish health care workers also links
trust and practice cohesion.?” In that study, feelings
of camaraderie, as well as the joy of working together
professionally, contributed to the success that teams felt
during challenging situations, which might have then
led to organizational trust. Our present study provides
parsimonious and valid measures to quantify success in
4 culture domains,*® as well as for measuring clinician
and patient trust (Supplemental Table 2). Organizations
could consider routinely assessing such measures in
efforts to improve clinician and patient trust.

The present study has limitations including the nar-
row focus on clinicians who trust their organizations
and patients who trust them. By focusing on the high-
high quadrant, we did not include information from
discordant quadrants (eg, high clinician trust and low
patient trust). In addition, congruence of high clinician
and patient trust might represent an unmeasured con-
founder such as organizational quality. Furthermore,
there was heterogeneity of trust scores in patients and
clinicians. The generalizability of findings beyond
primary care clinics in the Midwest and East Coast
is uncertain. Whereas the enrolled numbers of clini-
cians (165) did not reach sample size goals (238), this
is mainly of importance in the randomized trial por-
tion not reported here. Owing to the small number of
clinicians per clinic (5), other variables associated with
high trust might not have been identified. Regarding
strengths, HWP clinics included a mix of academic,
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Figure 2. Organizational culture variables and probability of clinicians having high trust in their
organization and patients having high trust in their clinician (high-high).
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inner city, rural, and suburban sites, the study was
based on a strong conceptual model, and work-life
measures are for the most part well validated.

To read or post commentaries in response to this article, go to
https:/lwww.AnnFamMed.orgl/content/19/6/521/tab-e-letters.
Key words: trust; organizational culture; quality of health care;
communication
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