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ABSTRACT
Background & Objective: Higher levels of institutional trust have been associated with
increased health care utilization, greater adherence to treatment plans, better treatment
outcomes, and improved overall health. Though numerous studies have documented the
influence of institutional trust on important outcomes, there has been little attention to
understanding approaches to improve patient institutional trust. This project sought to
identify approaches to improve patient trust in health systems.
Methods: The project used group concept mapping (GCM) to directly engage 18 insured
individuals living within the Upper Darby community with at least one visit to a primary
care provider within the last two years to elicit their perspectives on ways to improve
patient trust. Participants first brainstormed in a group setting to develop a list of ideas
about how systems could improve trust, then each participant sorted the idea into
thematic domains and rated the statements based on both importance and feasibility.
Results: Four primary domains for improving institutional trust emerged: privacy,
patient-provider relationship, respect for patients, and health system guidelines. Overall,
participants rated the “privacy” domain as the most feasible and important. The average
overall cluster rankings varied based on age, where the aggregate importance ratings for
individuals below the age of 40 rated were higher for the “respect for patients” cluster.
Conclusion: We identify four domains that are important to our population for improving
patient trust of health systems, with multiple actionable items within each domain. We
suggest that efforts to improve trust of health systems will be most effective if designed
to directly impact these domains. Next steps involve exploring the importance of these
domains across other populations and developing interventions.
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CHAPTER 1
INTRODUCTION

Over 35 years ago, Penchansky and Thomas described the multiple dimensions of
healthcare access as including availability, accessibility, accommodation, affordability,
and acceptability (Penchansky & Thomas, 1981). Recent national efforts, such as
insurance expansions through the Affordable Care Act (ACA) and Health Resources and
Services Administration funding for Health Professional Shortage Areas, have sought to
decrease barriers to healthcare access for underserved populations. These programs have
primarily impacted access through the domains of accessibility and affordability, leaving
the other health access domains unaddressed. Studies have clearly documented that an
individual’s decision regarding whether and when to seek needed healthcare services can
be significantly impacted by that individual’s trust in the healthcare system, with lack of
trust leading to poorer healthcare outcomes (Musa, Schulz, Harris, Silverman, & Thomas,
2009; Whetten et al., 2006). Thus, understanding and addressing issues of health system
trust and acceptability are vital to ensure that individuals use the healthcare system to
which they have been given access.
To understand the concept of trust, it is important to additionally consider distrust
or mistrust. Preliminary work in this field introduced trust and mistrust as two ends of the
same spectrum, however later research asserts that they are different but related concepts
(Saunders & Thornhill, 2004). In their establishment of an initial trust framework, Bigley
and Pearce present trust as the willingness to become vulnerable, and mistrust as the
opposite of trust (Bigley & Pearce, 1998). However, other literature has begun to tease
out and redefine mistrust as a construct separate from a lack of trust. Lewicki,
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McAllister, and Bies describe the ability of individuals to experience concurrent trust and
mistrust within the same organizational setting (Lewicki, McAllister, & Bies, 1998).
Researchers have developed the “trust-mistrust-absence triangle” - a diagram to describe
this new trust/mistrust perspective - with mistrust on one axis, trust on the other, and the
absence of both where the axes intersect (Saunders & Thornhill, 2004).

Figure 1. Trust-Mistrust-Absence Triangle
Source: Saunders, M., & Thornhill, A. (2004). Trust and mistrust in organizations: An
exploration using an organizational justice framework. European Journal of Work and
Organizational Psychology, 13(4), 493-515.
Trust is a relational social construct existing between people or people and
organizations (Gilson, 2003). Trust within healthcare exists at two distinct levels:
interpersonal and institutional. Individuals may have differing trust for their doctor
(interpersonal) and for the healthcare system or organization with which they identify
(institutional) (Boulware, Cooper, Ratner, LaVeist, & Powe, 2003). Interpersonal trust is
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central to the development of a successful long-term relationship between an individual
and his/her doctor (Hall et al., 2001). Higher levels of institutional trust have been
associated with increased health care utilization, greater adherence to treatment plans,
better treatment outcomes, and improved overall health (Mohseni & Lindstrom, 2007;
Musa et al., 2009). Thus, there is great value in gaining a better understanding of the
elements that build and impact institutional-level healthcare trust as a means of
improving health outcomes of populations.
It has been suggested that health systems could implement a systematic use of
robust institutional trust measures to promote the access to and quality of healthcare
services (Hall et al., 2001; Ozawa & Sripad, 2013). While use of these measures would
help bring focus to this important issue, evidence regarding what health systems can do to
increase trust is needed for meaningful change to occur. Though numerous studies have
documented the influence of institutional trust on important outcomes, there has been
little attention to understanding approaches to improving institutional trust.
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CHAPTER 2
REVIEW OF LITERATURE

Background
Dimensions of Trust
Initial studies investigating the role of trust on healthcare utilization sought to
understand the relationship between the patient and doctor (Caterinicchio, 1979;
Mechanic & Schlesinger, 1996; Tarrant, Stokes, & Baker, 2003; Thorne & Robinson,
1988). This research on interpersonal trust included development and validation of an
instrument to measure patients’ trust of their providers, named the Trust in Physicians
Scale (TIPS) (L. A. Anderson & Dedrick, 1990; Thom, Ribisl, Stewart, & Luke, 1999).
Later studies explored institutional trust, and at least 25 scales that have been developed
to measure institutional trust, including the most commonly used and highly validated
trust index called the Medical Mistrust Index (MMI) (Laveist, Isaac, & Williams, 2009;
Ozawa & Sripad, 2013). Interpersonal and institutional trust have been found to be
distinct and non-coupled entities; patients can report a high amount of trust in their
personal doctor but a low trust in a health system or health plan (Boulware et al., 2003;
Calnan & Sanford, 2004; Hammond et al., 2010). When comparing the MMI to TIPS,
theses instruments have been found to measure distinct features of trust (Laveist et al.,
2009).
With the recent shift towards developing health system accountability for defined
populations with policy changes such as establishment of Accountable Care
Organizations, institutional trust has become increasingly important as systems are
4

increasingly motivated to keep patients within their own system (Laveist et al., 2009). In
spite of the increasing importance of institutional trust, a recent systematic review
revealed that the assessment of institutional trust is under-represented in studies
measuring trust, indicating the need for more studies to understand factors influencing
institutional trust (Ozawa & Sripad, 2013). When studying institutional trust, it is
important to first understand the impact of patient factors to understand how fixed
characteristics influence a patient’s ability to trust health care organizations.

Individual Characteristics Affecting Trust
Healthcare systems only represent one part of the relationship for institutional
trust. Some patient characteristics have been found to be predictors of trust. Age has
consistently been found to be positively correlated with trust (Hall et al., 2001; LaVeist,
Nickerson, & Bowie, 2000; Thom et al., 1999). Past research has also found income and
education to be potentially related factors, with a positive correlation between increasing
income and education and increased institutional trust (LaVeist et al., 2009). Prior
studies have also found race to be a statistically significant predictor of trust, with
African Americans reporting the lowest level of institutional trust (Armstrong et al.,
2013; Hall et al., 2001).
The impact of race on institutional trust is particularly important because studies
have started to demonstrate that the differences observed in healthcare utilization by race
often arise from institutional racial bias (LaVeist et al., 2000). Studies investigating the
mechanism connecting medical mistrust with disparities in health outcomes by race
reveal that the difference in institutional trust may be explained by perceptions of racism
5

(Adegbembo, Tomar, & Logan, 2006). An early study by LaVeist, Nickerson, and Bowie
revealed that black cardiac patients were more likely than white patients to report
institutional mistrust (LaVeist et al., 2000). Mistrust indices have revealed higher levels
of medical mistrust for both interpersonal and institutional domains by minority
populations (Laveist et al., 2009). Additionally, in 2009, Musa et al found that white
patients have greater interpersonal medical trust whereas black patients have higher trust
in informal health information from sources such as family or friends (Musa et al., 2009).
In fact, some studies have suggested that adjusting for experiences of perceived racism at
an institutional level completely accounts for differential patterns of patient mistrust
between white and black patients, indicating the need for efforts to understand the
relationship between institutional racism and institution trust (Armstrong et al., 2013;
Boulware et al., 2003). Moreover, there is a meaningful opportunity to decrease health
disparities by developing programs to increase institutional trust in minority groups.

Community Level Factors Affecting Trust
In addition to individual level characteristics, it is also important to consider
community level factors that impact institutional trust. Minority communities are known
to be unequally subjected to greater health and environmental risks from a concentrated
exposure to environmental pollutants and unequal access to healthcare systems (Bullard,
1993). Examples of community level factors affecting trust include social capital and
community engagement. Previous studies have found that both personal experience and
community factors impact trust (Adegbembo et al., 2006). However, in their recent study
of racism and institutional mistrust, Armstrong et al found that healthcare access and
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residential segregation only had a minimal effect on the relationship between race and
institutional mistrust (Armstrong et al., 2013).
Understanding how to define community is central to discussing the impact of
community-level factors on institutional trust. Green and Mercer argue that for
community-based research, the community should be defined as the population that will
be affected by the research results (Green & Mercer, 2001). As such, the ACA will help
define the community for this research project. The ACA requires nonprofit hospitals to
survey the needs of their communities and to make the results publicly available in a
report known as a Community Health Needs Assessment (CHNA). This report better
connects healthcare systems to the needs of the communities that they serve, and
therefore implicitly has the ability to affect institutional trust. The first round of surveys
and reports occurred in 2013. The community defined in the applicable CHNA report for
this project’s study area will be used as the unit of community for this project.

Identified Gaps in the Literature
The existing body of literature explaining patients’ trust in institutions provides a
solid foundation for future work aimed at identifying ways to impact trust for various
populations. A recent community-based study encourages future research to enroll
patients with regular healthcare utilization and urges researchers to look into ways that
healthcare organizations can increase medical trust (Laveist et al., 2009). Another recent
study specifically calls for qualitative research to understand health system trust (Ozawa
& Sripad, 2013). The proposed study will fill this gap in the literature by using a mixed
methods participatory approach known as Group Concept Mapping to determine ways to
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impact institutional trust, within a defined patient population with regular healthcare
utilization practices.

Group Concept Mapping
Group concept mapping (GCM), a unique mixed methods participatory approach,
has been used to perform group brainstorming for over twenty-five years (Trochim,
1989). The quality, validity, and reliability of GCM have since been systematically
studied (Rosas & Kane, 2012). The modern application of GCM includes a multi-step
approach, where participants generate, sort and rate a list of idea statements in response
to a question stem presented at an initial group brainstorming session. These sessions can
be performed directly with face-to-face interactions, indirectly with web-based platforms,
or through a combination of the two. Idea statements that are generated in an initial
brainstorming session are sorted and rated by participants in the second session. The
sorting and rating data are then entered into computer software that generates similarity
matrices and performs multidimensional scaling and hierarchical cluster analysis to create
a final interactive visual display known as a cluster map (Kane & Trochim, 2007).
Rating data can be combined with cluster maps to create pattern-matching displays,
which compare average cluster ratings between demographic groups. In the final session,
the participants evaluate, interpret and define the domains of the cluster map.
Historically, GCM methodology has been applied most frequently for program
planning and evaluation. In terms of health, public health, and healthcare outcomes,
GCM has been used for applications including: development of a logic model for
prevention research (Anderson et al., 2006), promotion of mobility in an older adult
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framework (Anderson & Egge, 2014), establishment of a pediatric palliative care
provider-based model (Donnelly, Donnelly, & Grohman, 2005), and development of a
geriatric acute care model (Boltz, Capezuti, & Shabbat, 2010). GCM has also been used
to directly identify patient perspectives for health and healthcare issues, including the
detection of barriers to mammography for a minority population (Ahmad et al., 2012) and
the identification of multiple stakeholders’ perspectives for older adults with vision
impairment (Larizza et al., 2014). This project used GCM to directly identify patientcentered approaches that have the potential to influence patients’ trust in a health system.

Project Details
Specific Aims
Our overall objective of this work is to identify approaches to improve institutional
trust among a patient population. We accomplished this goal with the following specific
aims:
1) To engage patients through GCM to elicit patient perspectives on ways to impact
institutional trust
2) To perform an exploratory analysis to determine differences in rating information
obtained within the concept mapping process by demographic groups.
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Significance
Studying the factors influencing institutional trust in a sample of patients has twofold
importance. First, engaging patients directly to identify approaches to improve
institutional trust will better inform suggestions for how healthcare systems can improve
trust. Second, this project’s novel approach will directly engage a patient population that
is already linked into a health system representing a population that is well-poised to
provide insight into health system actions that impact institutional trust. Overall, this
work may help to decrease local health disparities by identifying actions that can be
developed by health systems to increase institutional trust and improve utilization of
healthcare services.
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CHAPTER 3
METHODS

Overview
The Community Health Needs Assessment that was published by the Mercy
Fitzgerald Hospital system uncovered the need for impacting “trust in the system” within
their community (Mercy Fitzgerald Hospital, 2013). Thus, we focused on a community
served by this hospital system for our study population. A family medicine practice
location was selected as the location for participant recruitment from the ZIP codes
included in this needs assessment, with the goal of enrolling patients served by this
practice to assess their trust in the system and their thoughts on improving trust. The
selected clinic is approximately representative of the racial makeup of Upper Darby, PA,
currently serving 63% white, 28% black, 7% Asian, and 2% Hispanic. In terms of
insurance status, approximately 40% of the encounters are covered through Medicaid,
41% through commercial insurance, and 14% through Medicare.
The project used GCM to directly engage patients to identify patient-prioritized
themes regarding how to improve institutional trust. Participant eligibility (outlined in
Table 1) was restricted to insured individuals in an effort to reduce the impact that lack of
health insurance had on reports of institutional trust, as the goal of this work was to
identify modifiable system factors that may impact institutional trust. A survey was used
to collect the following demographic information: age, gender, race, ethnicity, length of
insurance coverage, education level, household income, and prior healthcare utilization.
In addition to the demographic information, the questionnaire also collected information
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about baseline factors that influence healthcare utilization, including the diagnosis of
chronic diseases and accessibility or financial issues including transportation, copay
requirements, and childcare concerns. Finally, the survey included the validated Medical
Mistrust Index (MMI) to document the participant’s level of institutional mistrust. The
MMI is a 17-item scale in which participants use a 1-5 Likert-scale to indicate how much
they agree (5) or disagree (1) with a statement related to medical system mistrust. Items
5 and 7-11 reflect positive health system trust statements, so they were reverse coded
during analysis so that all questions coded for greater mistrust. MMI scores could
therefore potentially range from 17 to 85.

Enrollment and Recruitment
A convenience sample of 18 patients was recruited and enrolled. To be
considered eligible for participation, patients must have met the designated
inclusion/exclusion criteria of the study, as detailed in Table 1.
Table 1: Inclusion/Exclusion Criteria
Inclusion Criteria
Adult (> 21 years old)
Active membership in an insurance plan
Visited primary care provider within the
last two years
Lives within Delaware County

Exclusion Criteria
Non-English speaking
Unable to provide informed consent,
including:
-Prisoners
-Participants with communication
impairments
-Other mental or physical conditions
limiting cognitive function

A recruitment poster (including a brief description of inclusion/exclusion criteria,
research team contact information, and a concise explanation of the research goals) was
posted in the waiting room of the primary care office as well as at the entrance of a
nearby community outreach center, allowing participants to self-select into the study.
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Potential participants were also provided with the research team’s contact information by
leadership of the community outreach program. All participants were screened for
eligibility by a member of the research team either in person or over the phone prior to
obtaining informed consent.
Recruitment and consent were conducted under the same policies and procedures
for all patients enrolled. This project was approved by Temple University and Jefferson
University Institutional Review Boards (please see attached IRB approval and consent
form). Informed consent was obtained in person at the first concept mapping session,
before the onset of any research activities. A trained researcher informed each patient of
the study’s purpose, procedures, risks, and alternatives to participation, including the
alternative to not participate. Potential participants were given time to read the consent
form and ask questions before making their decision. Interested patients provided verbal
informed consent with an IRB-approved Informed Consent with HIPAA Authorization
Form. Participants were given a copy of the informed consent form. Participants who
were unable or preferred to not provide informed consent were not enrolled in this study.
Eighteen participants were consented and participated in study activities.

Concept Mapping Methodology
Patients were compensated with $25 per session, for a total of $75 for those who
completed all three GCM sessions. The first and second sessions were conducted on the
same day, with the first session lasting 90 minutes and the second session lasting 60
minutes. The third session lasted about 45 minutes and was completed on the following
day. The overall GCM schedule followed a modified condensed schedule plan, with all
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GCM activities occurring over the course of one weekend (Kane & Trochim, 2007). The
steps of the GCM process took place over three sessions: 1) brainstorming, 2)
sorting/rating, and 3) interpretation. The concept mapping process was completed as
follows:

Brainstorming (Session 1)
For the first session, participants were engaged in a group setting for a structured
brainstorming session. Participants were asked to generate responses to the following
prompt: “Things that a health system can do to affect trust include…” The first five to ten
minutes of brainstorming was written, to allow every participant time to generate
individual responses. The session then opened into a group discussion in which
participants voiced their ideas. Each idea statement that was generated was documented
using Microsoft excel, with the spreadsheet projected onto a screen in front of the room
that all participants could see. There was a lunch break at the end of session 1, during
which the research team members generated a complete set of sort cards for each
participant. Each sort card contained one of the idea statements from the initial
brainstorming session, and thus each participant was provided with a stack of cards that
contained all of the brainstormed ideas.

Sorting and Similarity Matrix Generation (Session 2)
The second session was performed in-person after the lunch break. For this
session, patients were asked to sort all of the sort cards into distinct piles “in whatever
way made sense to them.” They were also asked to name each pile. There were three
14

rules for sorting: 1) there must be at least two piles, 2) you must have at least two cards
per pile, 3) each card can only be put in one pile (Kane & Trochim, 2007). After patients
completed the sorting session, members of the research team manually entered the idea
statements into the CS Global MAX software (Concept Systems, Inc), along with the sort
data from each participant. The software uses the sorting data of each participant to create
binary square similarity matrix (see example in Figure 2), where a “0” represents that the
two statements were not sorted together and a “1” represents that the two statements were
sorted together. The individual matrices for each participant are aggregated to make a
total similarity matrix, and aggregate sort data are used to create a series of visual
displays.

Idea Statement Number

Idea Statement Number

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15

1
1
1
0
0
0
1
0
0
1
1
1
0
1
0
0

2
1
1
1
0
0
0
1
0
0
1
0
1
0
0
0

3
0
1
1
0
0
0
0
1
1
0
1
1
0
0
1

4
0
0
0
1
1
0
1
1
0
0
0
0
1
1
1

5
0
0
0
1
1
0
0
1
1
0
1
0
0
0
1

6
1
0
0
0
0
1
0
1
1
0
0
0
1
1
1

7
0
1
0
1
0
0
1
0
0
1
1
0
0
1
1

8
0
0
1
1
1
1
0
1
0
0
1
1
0
0
1

9
1
0
1
0
1
1
0
0
1
0
0
0
1
1
0

10 11
1 1
1 0
0 1
0 0
0 1
0 0
1 1
0 1
0 0
1 1
1 1
1 0
1 0
0 1
0 1

12 13
0 1
1 0
1 0
0 1
0 0
0 1
0 0
1 0
0 1
1 1
0 0
1 0
0 1
0 0
0 0

14
0
0
0
1
0
1
1
0
1
0
1
0
0
1
1

15
0
0
1
1
1
1
1
1
0
0
1
0
0
1
1

Figure 2. Example of a binary symmetric similarity matrix for 15 idea statements
Source: Kane, M., & Trochim, W. M. K. (2007). Concept Mapping for Planning and
Evaluation. (L. Bickman & D. J. Rog, Eds.).
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The first display that is generated by the software, known as a point map, is an XY coordinate matrix that visually displays the amount of overall similarity in the total
matrix as distances between each point, where each point represents an individual idea
statement. Point maps are made by the software using multidimensional scaling (MDS).
Through the MDS technique, the software determines the amount of similarity between
each pair of points and then graphs all of the points in a bivariate distribution. A stress
index is used as the main diagnostic statistic to assess the degree to which the point map
represents the sort data. Lower stress values generally indicate a better statistical fit, with
a reference value of 0.285 (Kane & Trochim, 2007). The range of stress values for 95%
of cases is from 0.205 to 0.365 (Kane & Trochim, 2007). Higher stress values imply that
the similarity matrix (electronically produced by the software after inputting the sort data)
is too complex to visually characterize with a two-dimensional point plot.

Rating and Pattern Matching (Session 2)
After sorting, patients rated all of the ideas on two scales (importance and
feasibility). In this step, participants assigned a numerical value to each statement based
on a 1-5 Likert-type response scale. First, the participants were asked to rate each
statement based on how important they thought the statement was to impact institutional
trust, with 1 = “not at all important” and 5 = “highly important.” Second, the participants
were asked to rate each statement based on how easy it would be for a health system to
do the idea, with 1 = “not at all feasible” and 5 = “highly feasible.” Paper rating
information was entered into the Concept Mapping system by the research team. The
information gathered by the rating step was used to determine the highest and lowest
16

rated clusters, to produce the rating-based pattern match displays for subgroup analysis,
and to create the “go-zone” display to determine where to focus future trust-building
initiatives.
The statement averages of participant subgroups were used for each cluster to
create pairwise comparisons using a ladder graph, known as pattern matching displays.
Pattern matching displays can be used to detect differences in the average cluster ratings
between two distinct groups, two different rating criteria, or two time periods. This
project used the pattern matching displays for exploratory analysis of sub-groups of the
participant sample by age, gender, and race. Gender (male versus female) and race
(white versus minority race) were specified in the analysis as binary variables. Age was
additionally specified as a binary variable based on a median split. The Pearson productmoment correlation (r) is the main diagnostic criteria used to assess the strength of the
correlation of the average cluster ratings across the two variables, with values closer to
zero indicating no correlation on a scale of -1 to 1.

Clustering and Interpretation (Session 3)
The final number of clusters was determined by the research team members,
based on an operational planning perspective (Kane & Trochim, 2007). Starting at the
upper limit of clusters, the analyst reviewed the structure of merged statements, moving
through the cluster levels until the lower bound was reached. From among those options,
the analyst determined the final number of clusters based on the amount of detail needed
for this research context. The final map was circulated to the patient group during the
final GCM session for their evaluation and interpretation. During the final session,
17

participants were able to suggest moving idea statements that were on the periphery of
the clusters into adjacent clusters and they were asked to determine the final cluster
names.
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CHAPTER 4
RESULTS

Participant Demographics
The demographic characteristics of the enrolled study sample (N=18) are
presented in Table 2. Participants ranged in age from 21 to 62, with a mean age of 41
(±13.6) years. One third of participants were black, 44% were white, 11% were Asian,
and 11% identified with another race. Two thirds of participants were female. Regarding
education, 6% had less than a high school education, 61% had at least a high school
education, and 33% had a college or postgraduate degree. The majority of participants
(56) work full-time. The sample reported a range of income, with 72% having an annual
household income of $25,000 - $100,000. Equal amounts (39%) of participants visited
an office or clinic either once /twice or five or more times in the past year. The majority
(67%) of participants reported at least one chronic disease, with the same number also
reporting no difficulties with access to healthcare. The MMI scores of the participants
ranged from 45 to 54, with a median score of 49.4 (± 3.1).
Table 2. Demographic Characteristics of the Sample
Variable
Age (years)
21-30
31-40
41-50
51-60
61-62
Sex
Male
Race
White
Black
Asian
19

n

%

4
6
1
6
1

22.2
33.3
5.6
33.3
5.6

6

33.3

8
6
2

44.4
33.3
11.1

Other
Education
Less than High School Degree
High School/GED/Some College
College Degree
Post Graduate Degree
Employment Status
Working, Full-Time
Working, Part-Time
Self-Employed
Disabled or Retired
Income
>$10,000
$10,000 - $24,999
$25,000 - $49,999
$50,000 - $99,999
$100,000 +
Decline to Answer
Office Visit Frequency
Once or Twice
Three to Five Times
Five or More Times
Chronic Disease Status
None
Degree of Access Issues
None
One
Two
Three
Medical Mistrust Index Score
45-46
47-48
49-50
51-52
53-54

2

11.1

1
11
4
2

5.6
61.1
22.2
11.1

10
5
1
2

55.6
16.9
5.6
11.1

2
1
6
7
1
1

11.1
5.6
33.3
38.9
5.6
5.6

7
4
7

38.9
22.2
38.9

12

66.7

12
2
1
3

66.7
11.1
5.6
16.6

4
3
2
5
3

23.5
17.6
11.8
29.4
17.6

Brainstorming Data: Idea Statements
At the end of the brainstorming (session 1), the research team refined the idea
statements that had been produced to clarify the list and eliminate redundant statements.
The final list included 67 idea statements (Table 3).
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Table 3. Final Idea Statement List
Item #
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43

Idea Statement
Be gentle with the elderly
Listen to family when they have concerns
Legalize assisted suicide
Simplify paperwork
Help patients be their own advocates
Offer accessibility to health system regardless of insurance
Clearly communicate policies with patients
Create guidelines for each personnel role within the health system
Create clear guidelines for how health systems should function
Make sure you see the provider you made the appointment with
Respond to criticism better
Be more careful when treating the elderly
Have the doctors more accessible in ER’s
Scan medications before giving them out to prevent errors
Make sure nurses know what medications they are giving to patients
Have doctors take classes on compassion
Require continuing education on social skills
Have doctors provide options for what to do next when they don’t have answers
Have doctors communicate better when they don’t know what’s going on
Have doctors show empathy and compassion when giving bad news
Help navigate the system in general
Help navigate the system to see specialists
Provide accessible interpreters
Prioritize patient care before insurance status
Post clear rules for patient visitors
Do not talk about colleagues in front of patients
Do not talk about other patients outside patients rooms
Have doctors communicate their expertise
Do not advertise medicine
Use actual patients when marketing for health systems
Have multiple sites of care for big health systems
Treat patients fairly
Treat patients as individuals
Treat mental pain appropriately
Treat mental pain differently than physical pain
Recognize patients by face (knowing who you actually are)
Call patients by name
Bring insurance cards or other information back to patient room as soon as
possible
Close the curtain for patient rooms
Do patient registration in a private room instead of at the front desk
Increase privacy in the emergency room
Encourage patients to seek other opinions
Offer a choice for what pharmacy you go to
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44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60
61
62
63
64
65
66
67

Pay more attention to cost when prescribing medicines (consider generics)
Educate doctors more about pharmacology (how medicines work)
Have better communication between providers in the health system
Offer alternative treatments for medication
Have better partnership between doctors and pharmacists
Describe medication side effects
Talk to patients appropriately (respectfully, regardless of age)
Have doctors go to more classes for bedside/chair side manner
Show vulnerability with patients
Require training in cultural competency
Show care for patients
Show humanity to patients
Increase interactions with parents when treating children
Have a good environment
Make sure doctors explain tests, procedures, and written instructions
Offer flexibility in choosing a provider
Be more personal with patients
Be more thorough with patients
Spend more time with patients
Listen to patients
Treat patients like people, not just a statistic
Not treat people like they are drug seekers
Offer non-judgmental testing
Protect personal information better
Sort Data
Multidimensional Scaling

Multidimensional scaling was used to create the two-dimensional visual display of the
similarity matrix for each numbered idea statement. The resulting point map is presented
in Figure 3. The distance between the numbered points on the map represent the
aggregate sort data, where points with a smaller distance between them represent idea
statements that were commonly sorted together. For example, many more people sorted
the idea statements “43. Offer a choice for what pharmacy you go to” (*) and “44. Pay
more attention to cost when prescribing medicines (consider generics)” (**) together in
the same cluster as opposed to the idea statements “43. Offer a choice for what pharmacy
you go to” (*) and “50. Talk to patients appropriately (respectfully, regardless of
age),” (***) which were rarely sorted together. This point map produced a stress value of
22

0.2580. This is lower (more desirable) than the reference value of 0.285, suggesting that
the map has a good overall fit between the input and the distances between the data points
shown on this point map.

23

*
**

***
Figure 3. Point Map
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Interpretation Data
Hierarchical Cluster Analysis
Hierarchical analysis methods were used to build the concept map and identify the
major domains that adequately represent all of the ideas that were generated. The analyst
used a divisive operational planning perspective to determine the final 4-cluster solution,
where each cluster solution between 2-10 clusters was examined. The initial cluster map
was produced before session 3 (interpretation session), and was then revised to reflect the
input from the participants during the interpretation session. These revisions included
both moving peripheral idea statements that the group agreed did not belong into adjacent
clusters and generating cluster titles. The final 4-cluster solution featured 4 overall
groupings of the idea statements, presented in Table 2, including the following four
clusters (in size order from smallest to largest cluster): Patient Privacy, Patient-Provider
Relationship, Respect for Patients, and Health System Guidelines. These 4 clusters
ranged in size from 7 to 31 statements. This process yielded the final cluster map shown
in Figure 4.
Table 4. Clustered Idea Statement List
Cluster Name
Privacy

Item #

Idea Statement

26.
27.
38.

Do not talk about colleagues in front of patients
Do not talk about other patients outside patients rooms
Bring insurance cards or other information back to patient
room as soon as possible
39.
Close the curtain for patient rooms
40.
Do patient registration in a private room instead of at the
front desk
41.
Increase privacy in the emergency room
67.
Protect personal information better
Patient-Provider Relationship
2.
Listen to family when they have concerns
5.
Help patients be their own advocates
7.
Clearly communicate policies with patients
11.
Respond to criticism better
28.
Have doctors communicate their expertise
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36.
37.
42.
49.
58.
63.
65.
66.
Respect for Patients
1.
12.
19.

Recognize patients by face (knowing who you actually
are)
Call patients by name
Encourage patients to seek other opinions
Describe medication side effects
Make sure doctors explain tests, procedures, and written
instructions
Listen to patients
Not treat people like they are drug seekers
Offer non-judgmental testing

Be gentle with the elderly
Be more careful when treating the elderly
Have doctors communicate better when they don’t know
what’s going on
20.
Have doctors show empathy and compassion when giving
bad news
32.
Treat patients fairly
33.
Treat patients as individuals
50.
Talk to patients appropriately
51.
Have doctors go to more classes for bedside/chair side
manner
52.
Show vulnerability with patients
53.
Require training in cultural competency
54.
Show care for patients
55.
Show humanity to patients
56.
Increase interactions with parents when treating children
60.
Be more personal with patients
61.
Be more thorough with patients
62.
Spend more time with patients
64.
Treat patients like people, not a statistic
Health Systems Guidelines
3.
Legalize assisted suicide
4.
Simplify paperwork
6.
Offer accessibility to health system regardless of insurance
8.
Create guidelines for each personnel role within the health
system
9.
Create clear guidelines for how health systems should
function
10.
Make sure you see the provider you made the appointment
with
13.
Have the doctors more accessible in ER’s
14.
Scan medications before giving them out to prevent errors
15.
Make sure nurses know what medications they are giving
to patients
16.
Have doctors take classes on compassion
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17.
18.
21.
22.
23.
24.
25.
29.
30.
31.
34.
35.
43.
44.
45.
46.
47.
48.
57.
59.

Require continuing education on social skills
Have doctors provide options for what to do next when
they don’t have answers
Help navigate the system in general
Help navigate the system to see specialists
Provide accessible interpreters
Prioritize patient care before insurance status
Post clear rules for patient visitors
Do not advertise medicine
Use actual patients when marketing for health systems
Have multiple sites of care for big health systems
Treat mental pain appropriately
Treat mental pain differently than physical pain
Offer a choice for what pharmacy you go to
Pay more attention to cost when prescribing medicines
(consider generics)
Educate doctors more about pharmacology (how
medicines work)
Have better communication between providers in the
health system
Offer alternative treatments to medication
Have better partnership between doctors and pharmacists
Have a good environment
Offer flexibility in choosing a provider
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Figure 4. Final Cluster Map
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Rate Data
Importance Rating Results
The aggregate average importance ratings (and standard deviation) of each idea
statement for the group are presented in Table 5. The average ratings ranged from 3.15 to
5.00, with 5 indicating that an idea statement is highly important. The aggregate rating
information was used to create a rating cluster map, featured in Figure 5. The map gives
a visual display of the aggregate importance rating data from Table 5, with a higher
number of layers indicating a higher average rating. As shown in the figure, the
“Privacy” and “Respect for Patients” clusters were rated the most important, with average
ratings of 4.55 (±0.32) and 4.48 (±0.46), respectively. Within the “Privacy” cluster, Idea
# 27 “Do not talk about other patients outside patients rooms” was rated the highest. Idea
# 32 “Treat patients fairly” was rated highest among the “Respect for patients” cluster.
“Health Systems Guidelines” was the lowest rated cluster, with an average rating of 4.19
(±0.40). Within this cluster, Item # 3 “Legalize assisted suicide” was the lowest rated
idea statement.
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Figure 5. Importance Rating Cluster Map
Table 5. Idea Statement List with Average Importance Ratings
Cluster
Name

Item
#

Idea Statement

Privacy
26.

Do not talk about colleagues in front of
patients
27.
Do not talk about other patients outside
patients rooms
38.
Bring insurance cards or other information
back to patient room as soon as possible
39.
Close the curtain for patient rooms
40.
Do patient registration in a private room
instead of at the front desk
41.
Increase privacy in the emergency room
67.
Protect personal information better
Patient-Provider Relationship
2.
Listen to family when they have concerns
5.
Help patients be their own advocates
7.
Clearly communicate policies with patients
11.
Respond to criticism better
28.
Have doctors communicate their expertise
36.
Recognize patients by face (knowing who
you actually are)
37.
Call patients by name
30

Average
Importance
Rating
4.55
4.54

Standard
Deviation

4.92

0.28

4.15
4.62
4.08

0.32
1.13

0.90
0.65
1.19

4.77
4.77
4.34
4.85
4.31
4.54
4.08
3.46
3.69

0.44
0.83
0.51
0.38
0.75
0.66
0.86
1.51
0.85

4.69

0.48

42.
49.
58.

Encourage patients to seek other opinions
Describe medication side effects
Make sure doctors explain tests,
procedures, and written instructions
63.
Listen to patients
65.
Not treat people like they are drug seekers
66.
Offer non-judgmental testing
Respect for Patients
1.
Be gentle with the elderly
12.
Be more careful when treating the elderly
19.
Have doctors communicate better when
they don’t know what’s going on
20.
Have doctors show empathy and
compassion when giving bad news
32.
Treat patients fairly
33.
Treat patients as individuals
50.
Talk to patients appropriately
51.
Have doctors go to more classes for
bedside/chair side manner
52.
Show vulnerability with patients
53.
Require training in cultural competency
54.
Show care for patients
55.
Show humanity to patients
56.
Increase interactions with parents when
treating children
60.
Be more personal with patients
61.
Be more thorough with patients
62.
Spend more time with patients
64.
Treat patients like people, not a statistic
Health Systems Guidelines
3.
Legalize assisted suicide
4.
Simplify paperwork
6.
Offer accessibility to health system
regardless of insurance
8.
Create guidelines for each personnel role
within the health system
9.
Create clear guidelines for how health
systems should function
10.
Make sure you see the provider you made
the appointment with
13.
Have the doctors more accessible in ER’s
14.
Scan medications before giving them out to
prevent errors
15.
Make sure nurses know what medications
they are giving to patients
16.
Have doctors take classes on compassion
31

3.46
4.69
4.62

1.27
0.63
0.65

4.92
4.38
4.69
4.48
4.46
4.54
4.38

0.28
0.77
0.63
0.46
1.13
0.88
0.38

4.69

0.63

5.00
4.77
4.77

0.63
0.44
0.44
0.93

4.23
3.15
3.69
4.92
4.85
4.46

1.28
1.03
0.28
0.38
0.78

4.46
4.77
4.31
4.69
4.19
3.15
4.15
4.46

0.66
0.60
1.18
0.63
0.40
1.52
1.34
0.76

4.15

1.28

4.38
4.15
4.54
4.77
4.62
4.23

0.87
0.99
0.52
0.44
0.77
0.73

17.
18.
21.
22.
23.
24.
25.
29.
30.
31.
34.
35.
43.
44.
45.
46.
47.
48.
57.
59.

Require continuing education on social
skills
Have doctors provide options for what to
do next when they don’t have answers
Help navigate the system in general
Help navigate the system to see specialists
Provide accessible interpreters
Prioritize patient care before insurance
status
Post clear rules for patient visitors
Do not advertise medicine
Use actual patients when marketing for
health systems
Have multiple sites of care for big health
systems
Treat mental pain appropriately
Treat mental pain differently than physical
pain
Offer a choice for what pharmacy you go
to
Pay more attention to cost when
prescribing medicines (consider generics)
Educate doctors more about pharmacology
(how medicines work)
Have better communication between
providers in the health system
Offer alternative treatments to medication
Have better partnership between doctors
and pharmacists
Have a good environment
Offer flexibility in choosing a provider

4.31
4.69
3.92
4.08
4.00
4.38
4.23
3.46
3.46

0.85
0.75
1.19
0.76
1.22
1.12
0.60
1.45
1.33

4.15

0.80

4.62

0.51
1.12

4.08
3.54
4.08
4.38
4.46
3.69
4.38
4.69
4.54

1.61
1.19
0.65
0.88
1.18
1.19
0.48
0.78

Feasibility Rating Results
The aggregate average feasibility ratings (and standard deviation) for each idea
statement are presented in Table 6, with the rating cluster map shown in Figure 6. The
average rating for the idea statements range from 2.77 to 5.00, with 5 indicating that an
idea was rated as highly feasible. The “Privacy” cluster was again the highest rated
cluster for feasibility, with an average rating of 4.69 (±0.24). Within this cluster, Idea #
32 “Treat patients fairly” was the highest rated idea in terms of feasibility. “Health
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System Guidelines” was again the lowest rated cluster, with an average rating of 3.86
(±0.41), and Item # 3 “Legalize assisted suicide” was again the lowest rated idea within
this cluster.

Figure 6. Feasibility Rating Cluster Map
Table 6. Idea Statement List with Average Feasibility Ratings
Cluster
Name
Privacy

Item
#

Idea Statement

Do not talk about colleagues in front of
patients
Do not talk about other patients outside
27.
patients rooms
Bring insurance cards or other
38.
information back to patient room as
soon as possible
39.
Close the curtain for patient rooms
Do patient registration in a private room
40.
instead of at the front desk
41.
Increase privacy in the emergency room
67.
Protect personal information better
Patient-Provider Relationship
2.
Listen to family when they have
26.
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Average Feasibility
Rating
4.69

Standard
Deviation
0.24

4.92

0.28

4.85

0.38

4.77

0.44

4.92

0.28

4.38

1.19

4.38
4.62
4.37
4.92

0.87
0.65
0.60
0.28

concerns
5.
Help patients be their own advocates
Clearly communicate policies with
7.
patients
11.
Respond to criticism better
Have doctors communicate their
28.
expertise
Recognize patients by face (knowing
36.
who you actually are)
37.
Call patients by name
Encourage patients to seek other
42.
opinions
49.
Describe medication side effects
Make sure doctors explain tests,
58.
procedures, and written instructions
63.
Listen to patients
Not treat people like they are drug
65.
seekers
66.
Offer non-judgmental testing
Respect for Patients
1.
Be gentle with the elderly
Be more careful when treating the
12.
elderly
Have doctors communicate better when
19.
they don’t know what’s going on
Have doctors show empathy and
20.
compassion when giving bad news
32.
Treat patients fairly
33.
Treat patients as individuals
50.
Talk to patients appropriately
Have doctors go to more classes for
51.
bedside/chair side manner
52.
Show vulnerability with patients
53.
Require training in cultural competency
54.
Show care for patients
55.
Show humanity to patients
Increase interactions with parents when
56.
treating children
60.
Be more personal with patients
61.
Be more thorough with patients
62.
Spend more time with patients
64.
Treat patients like people, not a statistic
Health Systems Guidelines
3.
Legalize assisted suicide
4.
Simplify paperwork
6.
Offer accessibility to health system
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3.77

1.3

4.62

0.77

4.15

0.8

4.15

0.8

2.85

1.34

4.62

0.65

4.15

1.07

4.77

0.44

4.92

0.28

5.00

0

4.08

1.12

4.77
4.29
4.85

0.60
0.54
0.55

4.54

1.20

4.31

0.85

4.23

1.24

5.00
4.92
4.46

0.00
0.28
1.20

3.54

1.13

3.46
3.23
4.85
4.38

1.56
1.3
0.55
1.19

4.69

0.63

4.31
4.00
3.69
4.46
3.86
2.77
3.69
3.31

0.75
1.08
1.11
0.52
0.41
1.64
1.44
1.44

8.
9.
10.
13.
14.
15.
16.
17.
18.
21.
22.
23.
24.
25.
29.
30.
31.
34.
35.
43.
44.
45.
46.
47.

regardless of insurance
Create guidelines for each personnel
role within the health system
Create clear guidelines for how health
systems should function
Make sure you see the provider you
made the appointment with
Have the doctors more accessible in
ER’s
Scan medications before giving them
out to prevent errors
Make sure nurses know what
medications they are giving to patients
Have doctors take classes on
compassion
Require continuing education on social
skills
Have doctors provide options for what
to do next when they don’t have
answers
Help navigate the system in general
Help navigate the system to see
specialists
Provide accessible interpreters
Prioritize patient care before insurance
status
Post clear rules for patient visitors
Do not advertise medicine
Use actual patients when marketing for
health systems
Have multiple sites of care for big
health systems
Treat mental pain appropriately
Treat mental pain differently than
physical pain
Offer a choice for what pharmacy you
go to
Pay more attention to cost when
prescribing medicines (consider
generics)
Educate doctors more about
pharmacology (how medicines work)
Have better communication between
providers in the health system
Offer alternative treatments to
medication
35

4.08

1.12

4.08

0.86

3.77

0.83

3.62

1.04

4.38

1.33

4.69

0.48

3.69

1.11

4.15

0.90

3.92

1.32

3.69

1.18

3.77

1.17

3.54

1.39

4.31

1.25

4.62
3.54

0.51
1.61

3.77

1.24

3.54

1.13

4.15

0.90

3.85

1.28

3.69

1.38

3.38

1.45

4.00

1.15

4.08

1.32

3.92

1.12

48.
57.
59.

Have better partnership between
doctors and pharmacists
Have a good environment
Offer flexibility in choosing a provider

3.62

1.19

4.46
3.62

0.97
1.39

Comparison of Importance versus Feasibility
Comparative cluster ratings for importance versus feasibility are aggregated into a
common visual display known as a “go-zone” (Figure 7). Similar to an XY graph, the go
zone plots each point, using the average rating data of each point to make coordinates
based on Importance (Y axis) and Feasibility (X axis). This bivariate graph displays a
comparison across two rating criteria: importance and feasibility. These results help
guide the utilization phase by providing a framework for action to improve patient trust in
health systems.
The quadrants ranged in size from 7 to 29 idea statements. The 29 statements
appearing in the upper right quadrant (Quadrant 2) represent ideas that participants rated
as both highly important and highly feasible, and thus represent target areas for focused
efforts to build institutional trust. Consistent with the results from the rating tables in
Tables 5 and 6, the three highest rated ideas in terms of both importance and feasibility
were Item 32 “Treat patients fairly,” Item 63 “Listen to patients,” and Item 2 “Listen to
family when they have concerns.” Also consistent with the cluster ratings shown in
Figures 5 and 6, Table 7 shows that the ideas from the highest rated cluster in terms of
both importance and feasibility - “Privacy,” (Items 26, 27, 38, 39, 40, 41, and 67) - are all
contained within this quadrant. Overall, the ideas listed in Quadrant 2 tended to be
actions that directly impact patient care, such as Item 19 “Have doctors communicate
better when they don't know what's going on” or Item 64 “Treat patients like people, not
just a statistic.”
On the contrary, the 21 statements appearing in the lower left quadrant (Quadrant
3) represent ideas that have the lowest aggregate ratings in terms of both importance and
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feasibility. The items in this quadrant represent low priority items for building
institutional trust. Also consistent with the results from the rating tables, the three ideas
with the lowest combined importance and feasibility rating include Item 3 “Legalize
assisted suicide,” Item 36 “Recognize patients by face (knowing who you actually are),”
and Item 53 “Show vulnerability with patients.” Overall, the ideas listed in Quadrant 3
were less directly related to patient care, such as Item 4 “Simplify paperwork” or Item 29
“Do not advertise medicine.”
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Figure 7. “Go-Zone” Graph to Compare Importance Ratings versus Feasibility Ratings
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Table 7. Go-Zone Idea Statement List
Item #
Idea Statement
Quadrant 1: Idea statements with high average importance rating but low average
feasibility rating
6.
Offer accessibility to health system regardless of
insurance
9.
Create clear guidelines for how health systems should
function
13.
Have the doctors more accessible in ER's
18.
Have doctors provide options for what to do next when
they don't have answers
45.
Educate doctors more about pharmacology (how
medicines work)
46.
Have better communication between providers in the
health system
48.
Have better partnership between doctors and pharmacists
59.
Offer flexibility in choosing a provider
61.
Be more thorough with patients
65.
Not treat people like they are drug seekers
Quadrant 2: Idea statements with high average importance rating and high
average feasibility rating
1.
Be gentle with the elderly
2.
Listen to family when they have concerns
7.
Clearly communicate policies with patients
12.
Be more careful when treating the elderly
14.
Scan medications before giving them out to prevent errors
Make sure nurses know what medications they are giving
15.
to patients
Have doctors communicate better when they don't know
19.
what's going on
Have doctors show empathy and compassion when giving
20.
bad news
24.
Prioritize patient care before insurance status
26.
Do not talk about colleagues in front of patients
27.
Do not talk about other patients outside patients rooms
32.
Treat patients fairly
33.
Treat patients as individuals
34.
Treat mental pain appropriately
37.
Call patients by name
39.
Close the curtain for patient rooms
41.
Increase privacy in the emergency room
49.
Describe medication side effects
Talk to patients appropriately (respectfully, regardless of
50.
age)
54.
Show care for patients
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55.
56.
57.

Show humanity to patients
Increase interactions with parents when treating children
Have a good environment
Make sure doctors explain tests, procedures, and written
58.
instructions
60.
Be more personal with patients
63.
Listen to patients
64.
Treat patients like people, not just a statistic
66.
Offer non-judgmental testing
67.
Protect personal information better
Quadrant 3: Idea statements with low average importance rating and low average
feasibility rating
3.
Legalize assisted suicide
4.
Simplify paperwork
5.
Help patients be their own advocates
Create guidelines for each personnel role within the health
8.
system
Make sure you see the provider you made the appointment
10.
with
16.
Have doctors take classes on compassion
21.
Help navigate the system in general
22.
Help navigate the system to see specialists
23.
Provide accessible interpreters
29.
Do not advertise medicine
30.
Use actual patients when marketing for health systems
31.
Have multiple sites of care for big health systems
35.
Treat mental pain differently than physical pain
Recognize patients by face (knowing who you actually
36.
are)
43.
Offer a choice for what pharmacy you go to
Pay more attention to cost when prescribing medicines
44.
(consider generics)
47.
Offer alternative treatments for medication
Have doctors go to more classes for bedside/chair side
51.
manner
52.
Show vulnerability with patients
53.
Require training in cultural competency
62.
Spend more time with patients
Quadrant 4: Idea statements with high average importance rating but low average
feasibility rating
11.
Respond to criticism better
17.
Require continuing education on social skills
25.
Post clear rules for patient visitors
28.
Have doctors communicate their expertise
Bring insurance cards or other information back to patient
38.
room as soon as possible
40

40.
42.

Do patient registration in a private room instead of at the
front desk
Encourage patients to seek other opinions

Subgroup Analysis Results
The pattern matching displays, shown in Figure 8, compare the average rating
information within the 3 demographic characteristics: age, gender, and race. The panels
on the left (1, 3, and 5) show the rating information in terms of importance and the panels
on the right (2, 4, and 6) show the rating information in terms of feasibility. As shown in
figure 6, stratification by these variables shows differences in the overall order of cluster
importance ratings by age (r=0.60) and gender (r=0.84). Stratification does not produce a
difference in the rank order of cluster feasibility ratings. It is important to note that the
difference in average cluster ratings between the subgroups differed by less than one, so
the demographic difference may not denote practical significance. It is also important to
note that “group think” may influence the ratings, and may be responsible for the lack of
demographic differences in the pattern matching displays. The results of each variable
are described below:
Age: Panels 1 (r = 0.60) and 2 (r = 0.98) of Figure 8 show how the average cluster
ratings differ based on age. The rating data was compared for all of individuals within
the sample using the median (40 years) as the cutoff point. On average, when
comparing individuals below and above the age of 40, those below the age of 40
assigned: a higher importance rating for “Respect for Patients”; a lower importance
rating for “Patient-Provider Relationship” and “Privacy”; and a higher feasibility rating
for the “Respect for Patients” and “Patient-Provider Relationship” clusters.
Gender: Panels 3 (r = 0.84) and 4 (r = 0.97) of Figure 8 show how the average cluster
ratings differ based on gender. Compared to females, males tended to assign: a lower
rating in terms of importance for the “Respect for Patients” and
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“Patient-Provider Relationship” clusters; a slightly higher rating for the “Privacy”
cluster; and a slightly lower rating in terms of feasibility for the “Respect for Patients”
and “Patient-Provider Relationship” clusters.
Race: Panels 5 (r = 0.92) and 6 (r = 0.99) of Figure 8 show how the average cluster
ratings differ based on race. Compared to minority participants, white participants
tended to assign: a higher importance rating to “Patient-Provider Relationship”; a lower
importance rating to “Respect for Patients”; and a lower feasibility rating to “Respect
for Patients” and “Patient-Provider Relationship.” The slight differences in the average
rating values by demographic factor listed above do not produce a change in the overall
cluster rankings.
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Importance

Feasibility

Age

1.

2.

Gender

3.

4.
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Race

5.

6.

Figure 8. Comparison of Pattern Matching Displays Across Age, Gender, and Race
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CHAPTER 5
DISCUSSION
Interpretation of Results
Trust is a critical factor impacting patients’ decision to seek care in a timely
manner. Even if services are available and affordable, patients may opt to forgo
preventative services if they do not deem them the services to be acceptable. Multiple
studies have already investigated the concept of trust and the ways in which mistrust
serves as a barrier to healthcare utilization. Our work expands prior studies by exploring
ways to improve patient trust of health systems. Specifically, this project sought to
identify patient-centered approaches to improve institutional trust, as a step towards
improving healthcare acceptability.
Though the use of GCM, a comprehensive list of actions and practices was
generated that health systems can adopt to help build patient trust. The list of items
generated by the brainstorming session ranged from broader ideas such as “Help patients
be their own advocates” and “Have a good environment” to more actionable ideas such as
“Close the curtain for patient rooms” and “Provide accessible interpreters.” Although the
prompt directed the participants to focus on health system actions, patients were often
unable to separate the actions of healthcare professionals from the health systems in
which they work. Thus, the list further included system-level actions such as “Have
better communication between providers in the health system” as well as
recommendations for individual providers, such as “Respond to criticism better.”
The results of this study suggest that interventions aimed at increasing
institutional trust should include initiatives that impact the following four domains:
privacy, patient-provider relationship, respect for patients, and health system guidelines.
To improve trust in all four of these domains, health systems must take a multi-level
approach. In order to impact trust in the domains of the patient-provider relationship and
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respect for patients, hospital systems should develop programs to enhance trust at the
doctor or provider level. An example of how to do this would be to develop incentives to
encourage doctors to improve communication in their patient interactions when they do
not know the etiology of a patient’s symptoms. In order to impact trust in the domain of
patient privacy, hospitals should work towards building trust at the department level. For
example, departmental guidelines could be set up to focus on protecting patient medical
and financial information appropriate to each care setting. Finally, health systems could
also impact trust at the system level to influence the domain of health system guidelines.
For example, continuing education courses could be implemented to improve
communication and encourage cultural competency in an effort to educate providers on
the ways to make patients feel respected.
In addition to identifying general domains for improvement, this study contributes
additional knowledge regarding which potential provider and health system-level changes
are most important and feasible from the patient perspective. Overall, “Privacy” was
consistently rated as the highest cluster both for feasibility and importance. Results from
the “go-zone” graph identify additional priority areas that should be targeted from the
other clusters as well. Quadrant 2 of the “go-zone” graph (which represents items that
participants rated as both feasible and important) generally contained items that directly
impact patient care.
Consistent with previous studies, age was identified as a potentially important
factor for patient trust (Hall et al., 2001; Musa et al., 2009). The results of the pattern
matching displays show differences for the overall cluster ratings based on age in terms
of importance. These differences by age require further investigation in future research to
better understand how and why age factors into the rating of importance.
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Limitations
There are limitations to this work. Participants were selected as a convenience
sample within a single community within Philadelphia. Thus, participants may not be
completely representative of the broader patient population of this community (Upper
Darby) and may be missing perspectives from community members that were not able to
reach and recruit. Additionally the small sample size and the geographically-based
population of insured patients within this single community limits the generalizability of
the data to broader populations. Finally, this methodology additionally does not allow for
the inference of causal links. Despite these shortcomings, this initial work contributes
important insight into patient perspectives regarding approaches for improving
institutional trust.

Future Research
Additional research studies are needed to continue to explore effective approaches
to improving institutional trust. Companion studies could employ the same research
prompt in different contextual situations to both (1) show the influence of external factors
(such as neighborhood) on rating data and (2) add to the list of potential health systems
actions to impact the trust that patients have in them. A companion study could also be
administered within a patient group that is not well linked into the healthcare system to
identify their priorities as well. Additionally, work is needed to design interventions
aimed at addressing the factors identified within our study that effectively address
privacy and other salient concerns.
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CHAPTER 6
CONCLUSION
Plans for Use
The results from this study can be used in both planning and evaluation
applications by healthcare systems. Healthcare systems may use the domains of trust
identified through this work to create a tool to measure the degree of unmet need within
each of these domains as a marker of where to focus initial interventions to improve trust.
Additionally, this work provides a list of actionable, patient-centered interventions. The
results of this study can therefore be used for program planning to improve institutional
trust within the Upper Darby community. Local healthcare systems may use the
information from the cluster rating maps and the “go-zone” graph to inform their future
action plans.

Public Health Significance
It is essential for healthcare systems to take action to make their services more
acceptable to the community they serve in order to deliver better and more patientcentered care. By implementing programs that build institutional trust, healthcare
systems will promote the access to and use of the healthcare services they offer. We
intend for this work to help decrease local health disparities by identifying potential
health system actions to increase institutional trust and subsequently improve health
outcomes through increased healthcare utilization.
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