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Abstract The primary focus of research on the physician-

patient relationship has been on patients’ trust in their

physicians. In this study, we explored physicians’ trust in

their patients. We held semi-structured interviews with

expert emergency physicians concerning a patient they had

just been managing. The physicians had been equipped

with a head-mounted micro camera to film the encounter

from an ‘‘own point of view perspective’’. The footage was

used to stimulate recall during the interviews. Several

participants made judgments on the reliability of their

patients’ accounts from the very beginning of the

encounter. If accounts were not deemed reliable, partici-

pants implemented a variety of specific strategies in pur-

suing their history taking, i.e. checking for consistency by

asking the same question at several points in the interview,

cross-referencing information, questioning third-parties,

examining the patient record, and systematically collecting

data held to be objective. Our study raises the question of

the influence of labeling patients as ‘‘reliable’’ or ‘‘unreli-

able’’ on their subsequent treatment in the emergency

department. Further work is necessary to examine the

accuracy of these judgments, the underlying cognitive

processes (i.e. analytic versus intuitive) and their influence

on decision-making.
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Introduction

Trust refers to ‘‘an expectation that the other person will

behave in a way that is beneficial, or at least not harmful’’

[1]. Mutual trust between patients and their physicians is a

crucial element in the quality of their relationships, which

is itself a key factor in effective communication and pos-

itive patient outcomes [1–3]. Yet most research has focused

on patients’ trust in their physicians and very little on the

provider perspective—sometimes referred as to ‘‘the other

side of trust’’ [3]—i.e. physicians’ trust in their patients [1–

3].

In the context of care providing, trust refers to the

physician’s expectations that ‘‘patients will behave in ways

that fulfill their roles in providing accurate and complete

histories, asking questions, complying with a treatment

plan, and following up’’ [1]. Physician’s trust in the patient

is expected to reduce the asymmetrical provider-patient

relationship [3], to enhance patient’s trust in the physician

[1], to improve the quality of care and services provided to

the patients (which could in turn influence patients’ com-

pliance with the treatments) [3], and to decrease physician

frustration that sometimes occurs with patients [4].

Most research in this field has been conducted in family

care, oncology and palliative care [3]. The emergency

medicine setting has specific characteristics that potentially

impact the physician-patient relationship, i.e. physician-

patient encounters generally are brief, transitory and

unplanned [5, 6].

Between 2011 and 2012, we carried out a qualitative

study exploring how emergency physicians make deci-

sions, and, in particular, how they generate and test diag-

nostic hypotheses [7, 8]. As is the case in almost all studies

that have been published on the topic of physician/patient

trust, this topic came to us as unexpected finding, not

directly related to the initial objectives of our study [3]. Not

only had several of the physicians interviewed come to

judgments regarding the patient’s reliability, they had also

developed various strategies to adapt their interview and

investigations to these situations. The aim of this paper is

to report these findings.

Methods

This section briefly outlines our methods which have been

reported in more detail elsewhere [7, 8].

Study design

We used a qualitative approach involving stimulated-recall

interviews with expert emergency physicians in their

workplace. Participants were first equipped with a micro-

camera fixed to their temple or the leg of their glasses, to

film a patient encounter from their ‘‘own-point-of-view

perspective’’. Each participant was filmed while managing

a single life-threatening or potentially life-threatening sit-

uation, and was interviewed in situ afterwards. We col-

lected data between May 2011 and April 2012.

Population

We recruited expert emergency physicians. As length of

experience is not considered a valid criterion for expertise

[9, 10], we used the following set of criteria:

• Qualified as an emergency physician based on special-

ized training,

• Works full-time and exclusively in an emergency

medicine setting,

• Holds consultant’s grade,

• Designated as expert by the director.

Study protocol

TP carried out 15 semi-structured interviews until data

saturation was reached (i.e. no new information related to

the study objectives emerged from analysis of the final

interview). We held interviews in three different French

hospitals (five interviews in each hospital). During the

interview, the physicians viewed the video footage of the

encounter, and were questioned specifically about moments

they identified as important or that the interviewer identi-

fied as being potentially significant in regards to the

research objectives.

Data analysis

We used an interpretive approach based on thematic

analysis with constant comparison [11, 12]. After tran-

scribing the interviews, TP, CA and CB coded the verbatim

reports using the N-Vivo program (QSR International,

Melbourne, Australia). The initial inter-coder reliability

was 70.9 %. It reached 96.2 % after discussions. The coded

data were then summarized in the form of matrices pro-

duced by TP, JT and ET for each participant. This involved

cross-referencing what the participants did during each

stage of their management, and what they were thinking

during these different stages. Themes emerged during the

development of these matrices, and allowed data to be

compared across participants. This led to the development

of another matrix based on themes and participants. This

analysis was conducted iteratively as interviews pro-

gressed. Coding was stabilized by the fifth interview, after

the emergence of the theme of physician/patient trust.

Subsequent interviews and coding were informed by these
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early findings, i.e. this theme became part of the interview

guide and new codes were created in regard to this theme in

order to analyze subsequent interviews.

Results

The results are described according to our main findings

about the theme of physician/patient trust. Excerpts from

the transcripts are given. Words between inverted commas

are those used by the interviewed physicians.

Judgments on patients’ reliability

Several participants mentioned the fact that they had

‘‘assessed’’ (physician 6) the reliability of the patient they

were treating. This judgment referred to the patient’s

trustworthiness, leading the physicians to ‘‘believe’’

(physicians 5 and 14) the patient’s account:

I wanted to know whether [his clinical condition]

could have been affected by other drugs. The nurse

had just told me that she was going to do the toxi-

cology screen. In my mind, I thought that it wasn’t

necessary. The patient had told me he hadn’t taken

anything; I was inclined to believe him—Physician 5

(about why he asked the patient if he had taken

anything other than alcohol)

I told myself that we would believe what the patient

said. It wouldn’t change anything in the treatment

because, it was a suspected case of beta-blocker

poisoning anyway. He would require observation for

a while, but I felt that he had told me the truth—

Physician 14

Conversely, some physicians described taking the

patient’s account with a certain degree of ‘‘suspicion’’

(physician 6) or distrust:

I’m starting to be suspicious of this patient now, but

there may be a premise (…). It’s strange, I get the

impression that she’s falling off the rails (…). That

surely leads to a judgment. Not a value judgment, but

it helps to build the personality. To know that she had

an ulcer, and she is still taking [a non-steroidal anti-

inflammatory drugs], it’s odd—Physician 6

These are the types of patients I don’t trust, because,

uh… I find they are not reliable as patients—Physi-

cian 7

I’m insisting a bit because, well, this patient is not all

that clean. He’s not telling me the whole story.

Maybe he can’t pluck up the courage—Physician 8

(about why he asked the patient several times about

when the symptoms first appeared)

When did they form this judgment?

The physicians interviewed formed this judgment at an

early stage, during the first few minutes of the patient

encounter, generally during the initial interview:

• This is kind of someone I’m not going to trust—

Physician 7 (during the interview)

From this moment on?—Interviewer

No, actually since the beginning.

• You were aware at that time that his answer was

inconsistent?—Interviewer

No, from the beginning, right away. He’s not very… I

do take my time, I take a lot of time, that lasts a really

long time; it’s because he is not reliable, reliable—

Physician 9

How did they reach this judgment?

In many cases, the judgment was triggered by an incon-

sistency or contradiction in the patient’s responses.

Well, he isn’t reliable, because I ask him ‘have you

already had that’ and he says ‘no’, and right after he

tells me ‘the last time it hurt there’, so, uh…—

Physician 9 (about a patient’s answer to the question

‘Have you ever had chest pain?’)

In some instances, it was linked to a non-verbal cue—

such as the patient’s attitude or the way the patient looked

at the physician or answered a question:

There is a certain flippancy. She tells me ‘I’ve had ten

bouts of kidney infections’ just like that, well… If I’d

had ten bouts of kidney infections, I wouldn’t be so

flippant about them. But maybe she’s flippant about

her own health, which is probably not entirely true,

because she says she isn’t being treated, but she keeps

going to the doctor, so there’s something not quite

right all the same in this woman—Physician 6

In my mind, I’m thinking to myself that really, I don’t

know… the sort of interaction, you get a feeling that,

uh… there was the way he looked at me too, I

thought to myself that he really didn’t look like he

was lying, and I felt that he hadn’t taken any medi-

cation—Physician 14

What were the consequences of judging a patient

as ‘‘unreliable’’?

Once a patient was deemed unreliable, this had various

consequences on the rest of the encounter.

Some physicians cast doubt on the patient’s account,

and disregarded or at least qualified potentially significant
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information. Physician 6, for example, stated that he ‘‘(-

wouldn’t) take anything at face value’’, and physician 4

wondered what the patient would ‘‘invent next!’’ after she

mentioned ‘‘stabbing in the chest’’. In the following

excerpt, the participant (physician 10) had asked the patient

whether she was experiencing crushing chest pain, and he

later qualified her answer:

I immediately wished I hadn’t asked the question. I

wish she would have expressed it in her own words. Its

funny eh, it’s funny, because it’s really interesting to

look back with the feeling… I can feel it now! I

shouldn’t have put [the question] like that, I should

have let her express what she felt, rather than asking her

‘do you have crushing chest pain?’. No wonder she said

‘yes’, but as an automatic response to the suggestion

Other physicians took the information provided into

account, but tried to make sense of it. Different terms were

used by the practitioners interviewed to describe this pro-

cess. It could be to ‘‘re-decode each sentence’’ (physician

6) or ‘‘interpret’’ the answers (physicians 9 and 10).

What strategies did the physicians interviewed use

when they considered a patient ‘‘unreliable’’?

For some, it shifted their interview technique to one they

described as a ‘‘police investigation’’ (physician 7) to ‘‘check

the information’’ (physicians 6 and 7) provided by the patient,

so as to ‘‘confirm’’ or ‘‘refute’’ it (physicians 7 and 10):

There are lots of contradiction in what this man said.

So every time he says something, you have to check it

out, try to confirm or refute it—Physician 7

The metaphors they used to describe this form of history

taking included: ‘‘pick at’’, ‘‘scratch everywhere’’, ‘‘tear

[the patient] completely open’’, to ‘‘pry it out of them’’,

(physician 7) or ‘‘trap them’’ (physician 9).

On occasion, I don’t hesitate to go back and forth if I

can’t figure out what’s going on, even if it means

asking the same question several times (…). I tend to

scratch everywhere to try and collect as many pieces

of the puzzle as I can, and the more pieces I have, the

more I hope the final picture will be clear—Physician

7

I have to ask the questions several times, and he has

different answers too (…). He said ‘the last time I

came here, it was almost the same thing’, because he

didn’t really know… It was the same, not the same…
This is why I ask the question several times. I had

already asked him if it was the first time, but I asked

it again after to try to… trap him a little… Not really

to trap him! It’s not really to trap him! But I prefer to

ask the question several times, and then I wait, and

then it comes back (…). There, I’m asking it for the

3rd time to try and trap him again. He annoys me, ah,

ah, ah, ah! I’m trying to trap him yet again to see

what happens—physician 9

It involved considerable effort, as physician 4 put it:

You have to fight for everything to get to the details

Participants also relied on information from other sour-

ces, deemed ‘‘objective’’ (physicians 9 and 10), enabling

them to ‘‘anchor the patient’s story in reality’’ (physician 6).

They gathered such data in multiple ways, e.g. requesting

the medical record, calling the physician who had referred

the patient, talking to the patient’s family or friends or to

witnesses of the event that led the patient to the ED.

Since I didn’t really know where I was going, I said

to myself that I’d take the referring physician’s

number anyway, because if I really need more

information, I could call him—Physician 7

When people are not very accurate like that, if they

have already been in hospital, you can get the old

record 24 h a day. In fact, we have all the reports, and

from time to time that helps a lot—Physician 7

It continues to corroborate what I think, but that said,

I’m still undecided as to whether I’ll talk to the

patient’s colleagues anyway, or at least those who

have seen him, to see if they confirm it or not—

Physician 10

Finally, some participants switched from a focused history

to a more systematic history, hoping to ‘‘catch’’ (physician 7)

information or ‘‘fuel other hypotheses’’ (physician 6):

At first, I couldn’t work out what had happened at all,

so I go back to something systematic and see whether

I can find some information to help orient me,

because he said nothing at all about his disease, so I

look at his past medical history where I might end up

catching something—Physician 7

I think that when you are at this stage, when I start to

ask the question for this particular case, I realize that

starting with the patient and her symptoms won’t get

me anywhere, so I tried to start elsewhere, from her

various risk factors, in order to fuel other hypothe-

ses—physician 6

Discussion

Research on expertise traditionally conceptualizes deci-

sion-making as a rational process [13]. Likewise in medi-

cine, the dominant view has been that decision-making
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should be objective and free of affective and emotional

considerations, including in the initial steps of data gath-

ering [14]. Yet interactions between a patient and a

physician involve a relationship between two human

beings, likely to generate, whether consciously or not,

feelings [13, 15].

One of the affective components of reasoning involves

the concept of ‘‘labeling’’, i.e. attributing generally nega-

tive characteristics to patients [14]. For example, patients

might be labeled as ‘‘difficult’’ or ‘‘whiny’’. Our study has

revealed instances where emergency physicians rapidly

assigned a label of ‘‘unreliable’’ to their patients. This

labeling was triggered by inconsistencies in patients’

accounts or non-verbal cues identified during the history

(e.g. patients’ attitudes, the way they looked at the physi-

cian or responded to their questions).

The concept of patients’ reliability warrants further

attention. According to Rogers, the medical interview

explores two aspects of the reliability of patients’

accounts [2]. The first questions the patient’s sincerity and

honesty in terms of whether the patient can describe

events without exaggerating or omitting facts. The sec-

ond, which the author refers to as ‘‘epistemic compe-

tence’’, is based on the patient’s ability to identify what

information medicine has defined as relevant for diagnosis

or management decisions. Rogers hypothesized that,

generally speaking, physicians believe in their patients’

honesty, in so far as the complaint initially described is

considered to be the patient’s subjective perception of

their problem. However, this justifies physicians in seek-

ing out information deemed more objective, such as data

from the physical examination, and in lending more cre-

dence to these ‘objective’ data (i.e. considering them to

be more reliable). It also explains why physicians’ ability

to identify inconsistencies in the patient’s account and to

uncover issues that were not raised by the patients

themselves is often considered a hallmark of medical

competence [2]. While this quest for objectivity is con-

sidered a normal part of medical practice [2], our study

finds that it is amplified when a patient is labeled as

unreliable as the compensatory strategies used by our

participants demonstrate.

Our study brings light on two underexplored aspects of

the physician/patient relationship. First, it allows us to

better understand what are the factors, in the emergency

medicine context, that lead some physicians to assign a

label of ‘‘unreliable’’ to their patient. The emergency

physicians interviewed seemed to rely mainly on the ability

of the patient to provide accurate and complete informa-

tion, which has recently been shown as one of the main

criteria used by physicians to appraise patients’ reliability

[1]. They also relied on non-verbal cues. To our knowl-

edge, this has never been reported in the medical literature.

Second, it reveals that unlike what some authors suggest—

i.e. physicians should enhance trust and agreement towards

their patients when it is lacking (e.g. by using open-ended

questions or by actively listening to the patient’s concerns)

[4]—the physicians interviewed in our study rather tried to

deal with their judgment and to ‘‘get through’’ to the patient

by using diverse strategies designed to catch the truth in the

patient’s account.

Our study did not allow us to document the nature of the

labeling process, i.e. whether it proceeded at a conscious or

subconscious level, and did not try to determine whether

this judgment was valid with respect to the situation.

According to Rogers, the fact of ‘‘believing’’ or ‘‘not

believing’’ someone is a somewhat intuitive process based

on our stereotypes, rather than a deliberate and analytical

judgment based on rational reasoning [2]. While the use of

non-verbal cues may indicate a more intuitive process, the

identification of inconsistencies and the pursuit of a cross-

examination form of history taking suggests as least in part

a more analytical mode of reasoning. Whether these are

used to justify intuitive prejudices post hoc cannot be

ascertained from this study.

We have previously acknowledged the limitations of our

chosen methods [7, 8]. In particular, as with any qualitative

research based on interviews, we cannot be certain that

what participants told us of the reasoning reflects their

actual reasoning during the encounter. Moreover, although

we managed to saturate the data relative to the study’s

initial objectives, we cannot be certain that we did so for

these findings that emerged during analysis.

Conclusions

Our findings have several implications. From an educa-

tional standpoint, the development of the skills in appro-

priately forming a judgment regarding when to trust a

patient’s account versus when to press further and seek

more objective data should be explored and perhaps taught

more explicitly. From an ethical standpoint, they pose the

question of the appropriate attitude to take when faced

with a patient considered to be unreliable. Although it is

morally desirable for physicians to believe their patients

and trust them, reducing the power differential between

them [2], it might be clinically prejudicial to believe

patients who are not reliable. This could in fact alter the

very nature and goal of the physician-patient relationship,

as well lead to an inappropriate distribution of resources

and medical time [2]. However, such patients do exist [2],

and our work has revealed that they are sometimes iden-

tified as such by experts, within the context of emergency

medical practice. Finally, from a research perspective,

further work is warranted on the nature of the process
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involved (i.e. how trust relations are forged and what are

the circumstances and factors that influence physician’s

trust in their patients [1, 3]), and potentially the errors

avoided or caused by attributing these labels. We also

believe that it would be interesting to extend the study to

non-expert physicians in order to determine if the ability

to label a patient as reliable or unreliable is a hallmark of

expertise.
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