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ABSTRACT

Background
The purpose of the study was to iden-
tify strategies used by doctors that
increase patient trust and to exam-
ine cross-national similarities and
differences.

Methods
In-depth, face-to-face, semi-structured
interviews were conducted in June–
November 2001, with 35 primary care
doctors in the Charleston, South Caro-
lina, United States area (n=15), and the
Auckland, New Zealand area (n=20).

Results
The interviews revealed several gen-
eral strategies that characterised suc-
cessful development of trust from the
physician’s perspective. Having a

‘common language’ with each patient
was seen as crucial to developing the
relationship and trust. US and New
Zealand doctors differed in the be-
lief in the utility of cultural compe-
tency in creating a ‘common lan-
guage’ and trust, with US physicians
focusing on equality rather than cul-
tural sensitivity.

Conclusions
This study suggests the importance
of the patient-doctor relationship in
creating trust. Developing cultural
competency among doctors may help
to facilitate the development of trust.

Key Words
Trust, primary health care, cross-na-
tional

(NZFP; 30: 336–341)

Patients must be able to trust their
doctors with their lives and well-be-
ing.1 Trust is a central element in the
doctor-patient relationship2 and the
trust that patients have in their doc-
tor to act in their best interest con-
tributes to the effectiveness of medi-
cal care.3 For example, in an investi-
gation of the impact of a publicised
error in cervical cancer screening in

the United Kingdom, the study
showed that most women who re-
ported that they were confident in
the cancer screening programme kept
their appointments while those who
reported less confidence did not.3

Despite the important role of trust in
business practice, law, ethics and
health production4 and the acknowl-
edged importance of patients’ trust

in their doctors, it has been investi-
gated in little systematic research.5

Nearly all of the work focusing
on patient-doctor trust has dealt with
assessing patient trust in his or her
physician.6–9 No systematic study has
focused on the strategies used by
doctors to create trust, however one
intervention designed to improve
doctors’ trust-building skills was un-
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successful.10 This one-day workshop
with doctors was based on focus
groups of patients regarding the char-
acteristics of doctors whom the pa-
tients felt they would trust.

The purpose of this study is to
examine from the doctor’s perspec-
tive the development
of a trust relation-
ship between pa-
tients and doctors fo-
cusing on the devel-
opment of trust and
doctor strategies to
achieve it.

Methods
Thirty-five in-depth,
face-to-face inter-
views were conducted by two trained
medical student interviewers using a
semi-structured interview tool.11 The
interview tool consisted of a variety
of open-ended questions and probes
that were used in all interviews. The
interview lasted approximately 30
minutes. The questions were devel-
oped by a multidisciplinary team
that was composed of two doctors
who each have practised in the United
States as well as other English speak-
ing countries (South Africa, New Zea-
land, Australia), two students who
were attending medical school in the
US and the United Kingdom at the
time of the study and a social psy-
chologist from the US. The questions
were designed to elicit the individual
participant’s perspective on building
trust, strategies to build trust, longi-
tudinal relationships and barriers to
developing trust (Table 1). Planned
probes were included in the inter-
view tool to prompt the participants
to reflect on more focused content.
All interviews were audiotaped and
transcribed.

Sampling

A group of community family physi-
cians in the US and general practi-
tioners in New Zealand was serially
and contingently selected.12 To ensure
inclusion of individuals with adequate

opportunities for building trust, par-
ticipating doctors had to spend at least
50% of their time in direct patient
care. Informants were selected to rep-
resent typical cases varying by prac-
tice setting, experience level, and
country. Fifteen doctors were inter-

viewed in the
greater Charleston,
South Carolina, area
and 20 doctors were
interviewed in the
Auckland area of
New Zealand.

The study was
conducted in the
United States and
New Zealand to
gain an idea of

similarities and differences in the pa-
tient-doctor relationship in two geo-
graphically and culturally distinct yet
linguistically similar countries. By
using more than one country, a bet-
ter understanding of the role of trust
in the patient-doctor relationship
could be obtained. Having countries
with similar languages allowed for
ease in exploring themes across
countries.

Approval of the study was ob-
tained from the Institutional Review
Board of the Medical University of
South Carolina and the University of
Auckland Human Ethics Committee.

Interviews were conducted between
June and November 2001.

Data analysis

The transcribed interviews were ana-
lysed. Although a sequence of open-
ended questions was asked of the in-
formants in the semi-structured in-
terview, the data were free text. We
analysed the data via an ‘editing style’
which involves searching for mean-
ingful segments of text and organis-
ing them into categories and themes.11

Two of the investigators (AGM, CDB)
independently studied the 35 tran-
scripts to identify meaningful seg-
ments of text and categorised these
segments into themes. The team met
and compared segments of text and
themes that had emerged. Following
this meeting the investigators reread
the transcripts to examine the data
and come to a consensus.

Results
The characteristics of the informants
is shown in Table 2. The doctors vary
in their time in practice, gender, race/
ethnicity and size of practice. The
New Zealand informants were more
likely to have been in practice longer
and have larger practices than the US
informants. Five main themes
emerged from review of the data.
These are outlined below.

Table 1. Explored issues in patient-physician trust

What does trust mean to you?

How does trust make a difference in patient outcomes?

How does trust affect your doctor-patient relationships?

What do you do early in the relationship to build trust?

How are you aware of trust developing?

Do you ever try to match your presentation to what you think the patient wants
(expert, friendly, etc.) to create trust and if so, how?

How do time and continuity of care affect the development of trust between you
and the patient?

How does your patient population’s ethnic, cultural and racial mix play into
development of trust with you?

How do you communicate to the patient that he/she is getting a good standard of
care and how does that relate to trust?

Trust is a relationship
between the patient and
doctor where the patient

expects the doctor to
provide advice and

treatment in the best
interest of the patient
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What is trust to doctors?

Rapport, although essential, was not
equal to trust. Trust is a relation-
ship between the patient and doctor
where the patient expects the doc-
tor to provide advice and treatment
in the best interest of
the patient. More-
over, a trusting rela-
tionship allows pa-
tients to share sensi-
tive information and
bring forth their
‘true agenda’ and
‘share their story
with me, honestly’ to
the doctor. Doctors
in both the US and
New Zealand talked
of patients bringing up sensitive
health care problems other than the
initially stated reason for the visit.

Does trust matter in the minds
of doctors?

Overwhelmingly, the doctors indi-
cated that trust was important to the
practice of medicine. Trust in the
doctor allows the doctor to find out
the ‘patient’s agenda’. A common be-
lief about the importance of trust and
its relationship to health outcomes
was expressed by one doctor in the
United States:

‘I don’t have any good evidence
to prove it, but I would imagine so.
I’ve certainly seen lots of patients who
for one reason or another didn’t fully
trust their doctor or their medication
and therefore did not do what they
were advised to do and got into trou-
ble as a result.’ (US #2)

Similar views were expressed by
doctors in New Zealand:

‘I would imagine that the answer
to that [does trust make a difference
in patient outcomes] would be ‘Of
course it does.’ I’m not aware of any
research on that but I would say that
if trust is not there then you’re cer-
tainly not going to have any infor-
mation and you might as well be
dealing with sheep and cows really.’
(NZ #13)

Relationship building as the key
to developing patient trust

Trust was achieved by building a re-
lationship between the patient and
doctor. Trust begins with friendliness
and building rapport between the

patient and the doc-
tor. In terms of trust
in the patient-doctor
relationship, a doctor
in New Zealand pro-
vided an example:

‘The obvious illus-
tration would be
when people come in,
present a problem,
you deal with the
problem and they get
to the door and

they’ve got hold of the handle and
they say ‘It just occurred to me that…’
and this is the real reason they
came.’ (NZ #4)

Adherence to regimens was an
obvious sign that the patient trusted
the doctor. However, many of the doc-
tors indicated that their awareness
that a trusting relationship was

achieved was many times based on
nonverbal cues, body language and
a feeling on the part of the doctor:

‘You can’t know completely [that
patients trust you], but I think it’s
the way you interact with these peo-
ple and they interact with you. You’d
feel that perhaps they are trusting
you.’ (NZ #19)

‘I think you develop a sixth sense
with a patient whereby you can
reach a level of communication that
the patients are developing trust.
They begin sharing more and more
with you. Things which maybe you
may be aware they may not normally
share.’ (US #7)

Achieving common ground
or communication

The informants indicated that strate-
gies like being professional, being
unhurried and being willing to listen
seemed to build trust. The patient ex-
pects to be listened to and understood.
In the process of building a relation-
ship, the informants noted that patients
and doctors try to reach an accom-

Table 2. Characteristics of informants

United States (n=15) New Zealand (n=20)

Gender

Male 13 (87%) 11 (55%)

Female 2 (13%) 9 (45%)

Race/ethnicity

White 13 (87%) 19 (95%)

Black 1 (7%) 0 (0%)

Asian 1 (6%) 1 (5%)

Size of practice

<2,500 4 (27%) 0 (0%)

2,500–4,999 3 (20%) 0 (0%)

5,000–9,999 5 (33%) 5 (25%)

>10,000 3 (20%) 15 (75%)

Time in practice

<5 years 5 (33%) 1 (5%)

5–14 years 5 (33%) 13 (65%)

>15 years 5 (33%) 6 (30%)

Many doctors
reported using

different language
styles and acting

differently depending
on whom they are
trying to develop a
relationship with
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modation and understand each other.
The doctors focused more on the
process of achieving ‘common
ground’ and ‘talking in their lan-
guage’ but also talked of partnerships
and contracts with agreed upon ex-
pectations. Many doctors reported us-
ing different language styles and act-
ing differently depending on whom
they are trying to develop a relation-
ship with:

‘My language may deteriorate in
some situations. Like, ‘Oh, my. That’s
a real Bugger!’ But with my older lady
I would say ‘That’s a real nuisance,
isn’t it.’ With a young 20-year-old, I
change my body language and my
language changes.’ (NZ #10)

‘So yes, absolutely. When I rec-
ognise on the chart that someone is…
I take care of a few dentists and a
couple of attorneys and when you see
a professional person there, you know
their educational level is probably
higher. I’ll present myself, not arro-
gantly, but with a little more…, well
just mind my p’s and q’s a little bit
more and use appropriate grammar
because, again, you are trying to sell
yourself and selling yourself to that
lawyer is going to be different than
the other [low income, education pa-
tient]. You are still the same person,
but you can vary your presentation
and how you present
yourself.’ (US #5)

Time and trust

Within the context
of relationship
building for patient
trust, the informants
discussed the role of
time and continuity
of care. Time was
seen as important to the relationship,
but trust could develop in a short
period of time or not at all. The rela-
tionship was the key rather than the
time to develop it. Similarly, conti-
nuity of care was seen as important
to trust with reported beliefs that fre-
quent contact would help in devel-
oping the trusting relationship but it

wasn’t continuity in and of itself but
rather the relationship that engen-
dered trust.

‘I think, generally speaking,
probably the longer they have been
with you, presumably, that they have
built their trust in you. I’m always
amazed that people
who can, I guess…who
seem to trust you right
from the start. I get peo-
ple after they’ve been
with you for a long pe-
riod of time that don’t
trust you.’ (NZ #3)

‘The more shots you
have in seeing the same
person the more likely you are to de-
velop trust.’ (US #10)

‘Continuity of care with the same
caregiver enables a person not only
to see a medical person but to see the
medical person they have been see-
ing. And it would have built up that
relationship going beyond just the
disease, treatment, result type sce-
nario where on a personal level, as
mentioned before, the interpersonal
relationship, the sense of humour, the
just general functioning and work-
ing of the relationship.’ (NZ #14)

Cultural diversity and trust

Following from the general theme of
relationship build-
ing, a barrier to
trust that was iden-
tified from the New
Zealand doctors
was language and
cultural differences
between patients
and doctors. Using
the concept that
trust is facilitated

when patient and doctor are on simi-
lar wavelengths both literally and
metaphorically, cross-cultural issues,
when the patient and doctor were not
from the same culture, did make this
more difficult. Knowledge of the pa-
tient’s culture was important to trust
as well as the doctors actions in en-
gendering trust.

‘I’m not a racist person myself,
but I do wonder sometimes when some
of these doctors in other countries,
particularly from China and the
States…and it’s like, how on earth do
they really get to the nitty gritty on
our patients’ problems?’ (NZ #11)

‘I think if you don’t
speak the same lan-
guage [literally and
metaphorically speak-
ing] then you have a
problem.’ (NZ #1)

‘I think I have to
work harder with the
Maori patients because
I think there is a lot of

past grievances…historical grievances
and there are cultural differences as
well.’ (NZ #19)

Doctors reported working at un-
derstanding patients from culturally
diverse backgrounds, by taking more
time and ‘standing in their shoes’.

Several of the informants from the
United States framed cross-cultural
issues in delivering care not in terms
of cultural sensitivity but rather more
in terms of discrimination. Many of
the US doctors reported behaviour
with racially and ethnically diverse
patient populations in terms of pro-
viding equal and nonbiased care
rather than in terms of trying to be
on the patient’s wavelength.

‘Clearly different cultural and re-
ligious backgrounds could be a bar-
rier. I don’t think I let it, or allow it
to be. And again I try to approach
everybody, you know, basically the
same.’ (US #4)

‘I think if you show that you care
for the patient, period, on the whole,
and not as white or African-Ameri-
can or Chinese or whatever, that you
just care about them as a person
they’re going to sense that. In my prac-
tice, I don’t think that plays any part
at all, and I treat all my patients the
same regardless of their race.’ (US #12)

Competence and trust

No informants talked directly about
building trust via competence. The

A barrier to trust that
was identified from the

New Zealand doctors was
language and cultural
differences between
patients and doctors

Perceived poor care
and deteriorating

trust may be based
not on quality but
on interpersonal

interactions
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majority of informants believed that
patients could not recognise quality
health care. Thus, a primary concern
in relating trust to quality of care was
that the relationship between the pa-
tient and doctor may be good but the
doctor may not be delivering good
care. Similarly, perceived poor care
and deteriorating trust may be based
not on quality but on interpersonal
interactions.

‘People are much more prone to
think that they got bad care if they got
bad treatment in the office. People’s
perception of inadequate medical care
are usually perceptions of inadequate
human care. I think it is very difficult
for general lay people to know if they
got good medical care or not.’ (US #3)

‘They might decide that good
quality of care is given because they
liked you. I think that the bulk of
people do that. The reasons they say
the care is good or bad quality is pretty
grey.’ (NZ #12)

Many doctors felt that patients
perceived positive health outcomes
to be as a result of good quality of
care thereby increasing trust. A
more proactive strategy building
trust was to communicate to the pa-
tients that their advice and treatment
recommendations were consistent
with clinical practice guidelines, or
the best available evidence. This was
used by doctors in
both the USA and
New Zealand.

Discussion
Trust has been sug-
gested as a critical
component of the
patient-doctor re-
lationship.13 This
study of the views
of doctors about
development and
maintenance of patients’ trust in their
doctors shows that the patient-doc-
tor relationship is the key strategy
in creating trust. A key finding of
this study is that primary care doc-
tors in two culturally and geo-

graphically distinct but linguisti-
cally similar countries use similar
strategies and descriptions of the
process of creating trust. This cross-
national similarity points to the im-
portance of the patient-doctor rela-
tionship in delivering primary
health care.

Trust in one’s doctor by the pa-
tient helps in revealing the reason for
the visit and the acceptance of a man-
agement plan. Doctors build trust by
displaying professionalism and empa-
thy. Understanding the patient and
‘speaking a common language’ is a skill
that is particularly salient to doctors.
The doctors in New Zealand seem to
be particularly aware of the impact
cross-cultural differences may play in
their ability to communicate with and
understand patients. The US doctors
included in this study seem more ori-
ented to trying to assume similarity
with the patient and affirm equality
rather than emphasising cultural sen-
sitivity. This finding from US doctors
may be illustrative of patient-doctor
interactions that may not engender
trust on the patient’s part. Data from a
national US survey of patients that
showed that racial and ethnic minori-
ties, particularly African Americans,
have lower trust in their doctors than
do Caucasians.14

Cultural competence focuses on
the capacity of the
health worker to
improve health sta-
tus by integrating
culture into the
clinical context.15

This concept is per-
haps poorly under-
stood by providers
as reflected in the
varying views of
primary health
care doctors ex-

pressed in this study. While cultural
issues were appreciated, in being
non-discriminatory, the attempt to
‘treat everybody the same’ could be
seen to undervalue the contribution
that the patient’s ethnicity and cul-

tural health belief makes to the clini-
cal encounter.

Patient-doctor racial concordance
leads to higher patient ratings of
doctors and confidence in care re-
ceived.16 Where racial concordance
is not possible, the potential impact
of cultural diversity on the develop-
ment of trust was clearly appreciated
by some doctors in this study. This is
an area requiring more outcome-re-
lated research.

Key Points
• Trust is a central element in the

doctor-patient relationship and
the trust that patients have in
their doctor to act in their best
interest contributes to the
effectiveness of medical care.

• Strategies like being profes-
sional, being unhurried and
being willing to listen seemed
to build trust.

• Knowledge of the patient’s
culture was important to trust
as well as the doctor’s actions
in engendering trust.

• A primary concern in relating
trust to quality of care was that
the relationship between the
patient and doctor may be
good but the doctor may not
be delivering good care.

• Doctors who are skilled at
developing the patient-doctor
relationship may not be the
same ones who are also
technically competent in
medicine.

• It is crucial that all doctors
should be trained in a clinical
method that includes both
evidence-based technical skills
and communication skills if
they are to develop trusting
patient-doctor relationships
and provide quality care.

Because of the limited
ability of patients to
evaluate the doctor’s
technical competence

doctors…use strategies to
try to convince patients
that they are providing

high quality care
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Technical competence may ini-
tially be conceptualised as the key
to gaining the patient’s trust. How-
ever, this study indicates that because
of the limited ability of patients to
evaluate the doctor’s technical com-
petence, doctors recognise that and
use strategies to try to convince pa-
tients that they are providing high
quality care. Doctors who are skilled
at developing the patient-doctor re-
lationship may not be the same ones
who are also technically competent
in medicine.

While it is clear that the doctor-
patient relationship impacts outcomes
for patients, health system interven-
tions to improve the relationship are
not entirely clear. The doctors in this
study saw continuity of care as a ve-
hicle to developing trust but not nec-
essary for trust to occur. In fact trust
was seen to sometimes occur instantly.
This reinforces the centrality of the
art and science of medicine in pro-
viding efficient and effective care by
doctors.

This study has several limitations.
First, only primary care doctors were
interviewed. Although perhaps
somewhat limiting in perspectives,
these informants provide care across

the age spectrum and conditions. In
New Zealand, over 90% of the popu-
lation see a general practitioner in
any year and the
general practi-
tioner co-ordinates
contact with sec-
ondary care and
specialist refer-
rals.17 Second, al-
though the chosen
qualitative design
was particularly ap-
propriate for ob-
taining doctors’ perspectives on a
relatively under-investigated topic,
we are limited by self-reports with-
out direct observation of the doc-
tors. The participants were not given
a distinct definition of trust and it is
possible that doctors’ views of ex-
actly what trust is varies. Thirdly, al-
most all of these doctors were white.
Non-white doctors may hold differ-
ent views particularly with respect
to the impact of cultural group of
the patient on trust. Further research
in this area is needed.

In conclusion, patient trust in his
or her doctor is a critical component
of delivering quality health care.
From the perspective of these doc-

tors, developing the patient-doctor
relationship is critical to creating
trust. It is worth noting that having

good relationship
skills does not nec-
essarily equal tech-
nical competence.
Thus it is crucial
that all doctors
should be trained in
a clinical method
that includes both
ev idence-based
technical skills and

communication skills if they are to
develop trusting patient-doctor re-
lationships and provide quality care.
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Many doctors felt that
patients perceived

positive health outcomes
to be as a result of good
quality of care thereby

increasing trust
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