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Trust: an under-researched component of healthcare organisation?
Judith Green

The pattern for provision of primary care has changed radically
since the early 1980s, as noted by Branson and Armstrong.1 The
number of small, particularly single-handed, practices has
declined rapidly, and most patients now receive a complex, often
bewildering, range of primary care services from a large
multiprofessional group, rather than seeing their usual general
practitioner. This shift has far reaching implications for how pro-
fessionals work together to provide care and on how that care is
experienced by patients. Assumptions that by simply increasing
practice size patient care would somehow be improved have
been undermined by empirical research on the relations
between measures of practice organisation and quality of care. In
short, there is no simple relation: larger practices, for instance,
apparently perform better than smaller ones on some indicators
of clinical quality of care but worse on patient assessments of fac-
tors such as access and continuity.2 3 Explaining how organisa-
tional factors relate to healthcare outcomes has become a prized,
if unattainable, goal for health services research, and in primary
care various mediators have been studied to try to understand
the effect of practice organisation on quality of care, including
list size, booking intervals for routine consultations, and
measures of “team climate,” a concept relating to how far a team
shares a vision of organisational goals and procedures.2–4

Nevertheless, there are perhaps obvious limits on how far
survey evidence can shed light on these relations when so little is
known about how primary care organisations really work. What
is it about divisions of workload, booking intervals, or team
climate that might shape how general practitioners work
together and how their services are provided and experienced?
Detailed qualitative research on workplace settings suggests that
the organisational factors that investigators rush to measure are,
in practice, complex processes. One example is consultant pres-
ence on intensive care units, posited as a predictor of good clini-
cal outcomes. Recent ethnographic research found that it was
not consultant presence in itself that was related to factors likely
to improve patient care, but rather the nature of relationships a
consultant engendered between nursing and clinical staff.5 There
is a relative paucity of similar evidence on how professionals
work together in the new primary care of large practices, with

increasingly bureaucratic organisational structures. Branson and
Armstrong’s study is, then, an important contribution. Trust is
likely to be a key mediator of relationships both between
colleagues and between practitioners and their patients, and
understanding how it is experienced, discussed, and built into
practice systems will be crucial for understanding the contempo-
rary organisation of primary care. Trust in modern society can
be defined in two ways. Firstly, the embodied trust in known oth-
ers, arising from enduring relationships that are embedded in
wider social networks. In general practice, this is perhaps typified
by the single-handed general practitioner, whose practice has
long been part of a local community. Secondly, trust in
impersonal regulatory systems, when contrasting demands are
made. Here, the systems trusted most are those least
contaminated by vested interests, and there is a preference for
them to be regulated fairly, dispassionately, and with reference to
objective criteria. Hence, perhaps, the resentments of some of
the partners in Branson and Armstrong’s study, caught between
the embodied trust typical of traditional UK general practice and
recently emerging bureaucratic systems (with workload rotas and
points) that are still too associated with the practice principals
and particular interests to be trusted as fair. Trust of both sorts is
likely to be central to understanding how primary care organisa-
tions operate and thus how high quality care is delivered.
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