
TRUST IN HEALTH CARE

Building Trust in Health Systems to Eliminate
Health Disparities

Health systems play a vital role in enhancing the health
of the communities they serve, including historically un-
derserved populations with disparate health outcomes.
Eliminating health disparities is a critical aspect of enhanc-
ingpopulationhealththatrequirescollaborativeinputfrom
multiple entities including health systems, government
agencies, community organizations, and residents. A lack
of clarity among contributing entities about the roles and
responsibilitiesofhealthsystemsinaddressingrootcauses
of health disparities make the challenging goal of elimi-
nating them even more so. This raises questions in com-
munities served about the extent to which health sys-
tems are truly committed to advancing health. The
resulting tension compounds the historic lack of trust be-
tween health systems and underserved communities and
undermines collaborative work toward mutually benefi-
cial outcomes of improved health. Health system leaders
need to lead in addressing this tension by building and sus-
taining trust with and for their communities.

Opportunities to Resolve the Tension
Develop a Common Understanding of “Disparities”
Underserved communities see and have devastating ef-
fects of disproportionately poor health outcomes that
compromise quality of life and financial productivity. Be-
cause communities support health system finances
through third-party payment, tax incentives associ-
ated with nonprofit status, and personal participation in
their research and education missions, they reasonably
believe that health systems can and should address the
myriad causes of poor health outcomes to achieve health
equity. Many health system leaders similarly recognize
the complex causes of health disparities but view their
role in eliminating them as confined to equitable provi-
sion of health care across populations they serve.

A focus on health care delivery as the primary way by
which health systems contribute to eliminating health dis-
parities has limitations. First, it focuses only on individu-
alsalreadyengagedwiththehealthsystem.Historicallyun-
derserved populations continue to have limited access to
primary care and a greater reliance on expensive and frag-
mented health care services.1 Second, this focus is reactive
andsomissesopportunitiestopreventadversehealthout-
comes rather than treat them once they have arisen. Third,
it is costly. Consequently, strategies that focus on health
care delivery have not been successful in enhancing popu-
lationhealth.2 Relianceonstrategiesthatoptimizethepro-
cess of health care delivery but do not improve population
health outcomes may be viewed by the community as evi-
dence that commitments of health system leaders to im-
proving health are shortsighted or disingenuous.

Achieving equitable outcomes requires eliminating
health disparities and obligates that health systems move
beyond their traditional roles of simply providing high-
quality health care to promoting equitable health and
health outcomes. Committing to a shared vision of elimi-
nation of health disparities provides health system lead-
ers with opportunities to work collaboratively with non–
health system partners to leverage resources addressing
health-related social needs, such as nutrition, housing, and
transportation, toward improved health outcomes for all
populations and even greater improvements for disad-
vantaged groups. Because many needed non–health sys-
tem resources are in communities that are served by
health systems, this provides the opportunity for health
system/community partnerships.

Align Purposes for Eliminating Health Disparities
While there is a clear moral argument for eliminating
health disparities, health system leaders face the more
immediate challenge of maintaining the economic health
of their systems and so might see little incentive to part-
ner with non–health care entities to help eliminate health
disparities. The transition from our current fee-for-service
reimbursement system to value-based care (VBC)3 offers
opportunities for health systems and communities to
align purposes for eliminating health disparities. A VBC
system rewards the good health outcomes sought by
communities. Exposures to negative social determinants
of health disproportionately cause poor health outcomes
for underserved populations.4 Such a reimbursement en-
vironment will incentivize health systems to mitigate
these factors, in contrast to the traditional health care de-
livery model that does not routinely address health-
related social needs.5 To address social determinants of
health and achieve VBC through eliminating health dis-
parities, health systems must reach beyond boundaries
of clinical care to communities they serve.6 The evolving
focus on VBC incentives provides a common vision, and
shared mental model, around which health systems and
communities can align to eliminate health disparities.

Health system leaders have the opportunity to lead
in establishing a shared mental model of the specific dis-
paritiestobeeliminated,andtherationalefordoingso,that
enables aligning purposes for eliminating health dispari-
ties. In doing so, they will help their collaborators see that
although health systems play an important role, their work
alone is not sufficient to achieve good health outcomes for
all populations. This proactive effort will help set the stage
for gaining the necessary trust for achieving this goal, par-
ticularly among underserved communities. System lead-
ers must then work in partnerships to imbed effective and
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sustainable strategies to eliminate health disparities into institutional
operations. Creating strategies that are part of the daily operation of
health systems to eliminate disparities contrasts with a common view
that these are “individual and time-limited projects.”

How Trust Infuses the Issue
Elimination of health disparities requires partnerships with commu-
nities served by health systems to help guide design and implemen-
tation of strategies.3 Successful partnerships require the develop-
ment of trust and a commitment by all partners to interact equitably,
without any acting in a subservient manner. Achieving a high func-
tioning partnership between health systems and the communities
they serve requires specific strategies that can offset the long and
well-documented mistrust in health systems held by communities
of color and other socially disadvantaged groups. This mistrust stems
from historical events, structural racism, disparities in care, and per-
sonal experiences of discrimination.

A 2016 National Academies of Sciences, Engineering, and Medi-
cine report described 6 practices in a system of collaborating clini-
cians, social service agencies, public health agencies, community or-
ganizations, and the community in which these systems are located
that show promise for improving care for socially at-risk populations.7

Practices that engender greater trust in health systems by under-
served communities include a commitment to health equity, use of
data and measurement, reliance on comprehensive needs assess-
ments to inform care, and establishment of collaborative partner-
ships. Trust can be reinforced through the design and continuous
improvement of equitable partnerships that involve co-learning,
sharing of resources, seeking community input on the best use of
resources to serve their needs, community involvement in all as-
pects of research or health care services design and implementa-
tion, and sharing research and program results with the community.8

Gaining the Necessary Trust
System leaders often have the standing within the larger commu-
nity to facilitate the necessary collaborations among multiple criti-
cal partners. Yet, achieving the trustworthiness to do this success-
fully requires health system leaders to acknowledge the current

tension and the reasons for it, demonstrate humility and respect for
the assets that exist in communities to be leveraged in addressing
health disparities, and communicate transparently, authentically, and
frequently with partners. Health system leaders can also proac-
tively reach out to community institutions that already have the trust
of the community to leverage their trusted agency.9

Conclusions
Health systems are critical, but not sufficient, to successfully elimi-
nating health disparities within the populations they serve. Health sys-
tem leaders should adopt evidence-based strategies to build the trust-
ing relationships needed to address this complex social problem that
robs people of their health and lives. Such strategies include:
• Seek, develop, and continuously nurture trust-based relationships

with community institutions around improving health outcomes.
• Establish institutional commitments with appropriate opera-

tional strategies, resources, and accountability systems to ad-
dress health disparities in the community. This includes a willing-
ness to discuss fundamental changes in operations (eg, focus on
health in addition to health care delivery).

• Adopt co-production models that engage and empower commu-
nity institutions to work as co-equals in the identification and de-
sign of interventions and dissemination of results.

• Establish, monitor, and share progress on metrics that measure
progress toward agreed on areas of focus.

• Establish supporting systems for, and measure compliance with,
an institutional commitment that all interactions with the commu-
nity undertaken by the institution’s health professionals, admin-
istrators, faculty, and learners are conducted in alignment with re-
spectful practices for community engagement.

Eventual transition to systems that reward good health out-
comes will require health systems to proactively partner with pa-
tient populations and communities to eliminate health disparities as
a shared value, using strategies that incentivize healthy outcomes for
the whole population while also addressing the unique needs of dis-
advantaged populations. Eliminating health and health care dispari-
ties is a necessary step on the journey to VBC and health equity, where
“everyone has a fair and just opportunity to be as healthy as possible.”10
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