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Abstract 
 
Health information technology (HIT) could aid collaboration in the complex, interprofessional space of child 
development. Trust between stakeholders is necessary to support collaboration, but extant research provides little 
guidance on designing HIT that promotes trust within interprofessional collaborations. We analyzed interview data 
obtained from a heterogeneous group of stakeholders (n = 46) including parents and various service providers to 
explore trust relationships in the child development space. Our thematic analysis revealed that stakeholders assess 
the trustworthiness of others based on perceived competence, benevolence, integrity, relevance to work, and source 
of the data. Stakeholders also based trust on the type of data shared, electronic system features or functions, 
perceived risks and benefits of sharing information, and made trust calculations based on multiple factors. Our 
research identifies multiple aspects of trust that should be considered in designs for collaborative HIT systems.  
 
Introduction 
  
Complex medical cases often require collaboration between multiple professional disciplines or sectors1. One such 
case is the identification and treatment of developmental disabilities in young children. Before the age of five, 
children rapidly develop a wide range of physical, speech, cognitive, and social abilities2. If a child experiences a 
chronic delay in developing skills that are needed to perform daily activities, they are considered to have a 
developmental disability3. The early identification of disabilities, along with the provision of support services, can 
lead to improved outcomes throughout the child’s life, including better family functioning and higher educational 
attainment2. The American Academy of Pediatrics (AAP) best practices algorithm for supporting child development 
prompts pediatricians to use standardized screening tests and clinical judgment to identify potential delays3. 
However, the algorithm recognizes that pediatricians regularly need to refer children to outside resources for 
diagnostic assessments and therapeutic services, and the AAP advocates for collaboration between a wide range of 
stakeholders to support child development, including pediatricians, early educators, medical specialists, social 
services, public health, and families3,4. Due to the number of different professions involved, there are significant 
barriers to effective collaboration in supporting children’s needs. Continuity of care can be disrupted by the 
fragmented nature of the healthcare system and a lack of data sharing between entities5. For example, a pilot study of 
the AAP’s algorithm found that pediatric practices struggled to manage communications with outside providers6.  
  
Effective communication is fundamental to collaborative, patient-centered care and is necessary to delegate 
responsibilities, reconcile viewpoints, and make decisions7. Health information technology (HIT) could support 
communication to address complex child health issues, facilitate prompt assessment and provision of care, and 
mitigate data duplication8. Unfortunately, HIT has been underutilized as a means for supporting collaborative 
workflows across professional boundaries. Electronic health records (EHRs) are built to support local clinical usage, 
but generally do not support cross-organizational workflows involving non-healthcare professionals9. A study 
investigating EHR capabilities for tracking child developmental screening found that most EHRs were not 
configured to support communication and care coordination between pediatricians and other professionals10. While 
technologies such as personal health records (PHRs) may aid in addressing these limitations, more work is needed to 
ensure that such systems are designed to support the needs of the many people involved in a child’s development11.  
  
Supporting interprofessional collaboration is a difficult task. Poorly conceived collaborative interventions can 
negatively affect collective work practices, causing negative emotions and information withholding1. Collaboration 
literature highlights the importance of trust to fostering interprofessional collaborations12. Trust has been defined as 

1415



a voluntary action on the part of an entity based on expectations that a trusted party will act a certain way, and where 
improper actions present a level of risk13,14. The importance of trust holds a prominent space in many fields such as 
medicine13, public health15, and health informatics16,17. Trust is a complex construct that has been described as an 
individual psychological state and as a sociological phenomenon13,14. The formation of a trust relationships between 
people or entities can be affected by an individual’s values, attitudes, or emotions14. Trust is also a property of 
interactions between entities and is highly dependent on the context in which trust is considered, being granted to 
specific people, for specific purposes, in specific situations18. Beyond trust relationships between individuals, people 
also make trust judgements regarding larger institutions13. Researchers have posited that trust is expressed as a 
cognitive ‘calculation’ of costs and benefits, or through ‘affective’ means formed through emotional bonds13,14.  
 
A large body of research has identified competence, benevolence, and integrity as three main criteria people use for 
assessing an entity’s trustworthiness16,19,20, or subjective perceptions of the abilities of an entity, the extent to which 
they will act in one’s best interests, and the extent to which they act according to acceptable principles14,20. 
Researchers have also posited other factors that will influence trust such as an innate propensity to trust, the 
frequency of interactions, past successful interactions, and ‘third party trust’ bestowed by outside entities14,16,17,20. 
Within the field of health informatics, researchers have suggested that more HIT interventions need to consider the 
full complexity of trust in system designs16. Studies of trust in online systems indicate that technology adds an extra 
layer of complexity on top of interpersonal trust relationships14. Trust in information technology is a combination of 
both ‘offline’ trust in all of the entities involved in maintaining a system and ‘online’ trust in the technology 
itself14,17,19. A review of empirical studies investigating trust in online system found that a wide range of factors can 
affect trust in online systems include images, colors, or written privacy assurances in the user interface14.  
 
While trust is considered to be important to interprofessional collaboration, less is known about how to manage an 
environment that includes multiple heterogeneous professions. Reviews of trust-related research in healthcare have 
focused on patients’ trust relationships with their providers21, with significantly less focus on trust between different 
service providers. Studies exploring collaboration suggest that mistrust between professional groups can manifest in 
a refusal to share information to protect professional boundaries or due to negative perceptions of other professions’ 
judgment22, whereas a trusting relationship could promote the accurate and timely sharing of data23. Understanding 
group dynamics between different professions and intergroup perceptions can help to encourage collaboration24. 
Thus, designers of HIT systems for collaborative, interprofessional endeavors should consider aspects of trust and 
how it is formed by all relevant stakeholders in order to support the sharing of information. Previous research has 
noted the importance of involving informaticists in the design of collaborative systems, and of assessing the needs of 
all potential user groups and associated information flows25. To this end, this study explores trust perceptions related 
to the sharing of information between heterogeneous stakeholder groups in the child development space to provide 
guidance on how to design collaborative systems to support trust.  
 
Methods 
  
This work is part of a larger user-centered design project exploring child development support services in 
Washington State to design an HIT system to support collaborative work involving child development26. This study 
uses data from a qualitative needs assessment involving many child development stakeholders including parents and 
service providers such as pediatricians and early educators. We used a purposive sampling methodology, 
deliberately aiming to recruit parents with varied child development experiences and providers from different job 
roles and professional fields, to create a data set that would reflect a wide range of perceptions and experiences. The 
majority of parents were recruited from the University of Washington (UW) Communication Studies Participant 
Pool and were chosen based on their child’s identified developmental delays and disabilities. Other parents 
responded to recruitment requests placed in electronic newsletters managed by the state Department of Early 
Learning and the Children’s Home Society of Washington. We used a list of participants in a statewide initiative to 
encourage developmental screening managed by the Washington State Department of Health to recruit an initial set 
of child development service providers. We used snowball sampling during all interviews to identify new 
stakeholders from entities referenced during the interviews, and either contacted them through participant 
introductions or publicly available online contact information. We recruited 46 parents and providers from January 
2016 through November 2017. Table 1 provides a summary of the number of participants and their development 
support roles. We offered participants $30 in gift cards to participate, provided a written description of the research 
procedures, and obtained oral consent. This study was deemed exempt from review by the University of Washington 
Institutional Review Board. 
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     Table 1: Study participants and roles 
Participant Role Sub-roles Number 

Parent Parents of children with the following delays or disabilities: global, 
cognitive, motor, speech, auditory processing, learning, ADHD, autism 
spectrum, reactive attachment, or none 

13 

Service Provider Job roles: pediatrician, early intervention, therapist, child development 
program coordinator, social worker, nurse home visitor, care 
coordinator, attending psychologist, Early Head Start service manager, 
teacher, family welfare services supervisor, family resources 
coordinator, daycare provider 

28 

Both Parent and 
Service Provider 

 Job roles: family service manager, child care provider, Early Head 
Start home visitor, patient navigator, family advocate 

5 

  Total 46 
 

The first author (SPM) administered a 1-2 hour in-person or telephone interview with the participants, which 
included questions about the tasks performed either to identify or treat child developmental disabilities and thoughts 
on the use of an online data system to store and share information related to a child’s development. For the 
interviews, we defined eight categories of information relevant to child development, reflecting AAP-identified risk 
factors for developmental disabilities3 and encompassing relevant sensitive information as defined by the National 
Committee on Vital and Health statistics that could change sharing behaviors27: (1) medical history, (2) genetic 
information, (3) developmental screening results, (4) behavioral observations, (5) race and ethnicity, (6) household 
income, (7) household substance use, and (8) existence of household stressors such as home insecurity. We also 
defined a list of stakeholders who might be involved with development: parents, pediatricians, community groups 
(e.g. a local Help Me Grow28 affiliate), home visiting nurses, early educators, childcare providers, and government 
agencies. These groups reflect common stakeholders involved in supporting development with a mix of medical and 
non-medical backgrounds. We asked parents which information they would trust each stakeholder to access, and 
service providers which categories of information they would trust being provided by other stakeholder groups.  
  
All interviews were audio-recorded and transcribed verbatim. SPM developed the initial codebook, which was used 
for all coding. The codebook consisted of codes related to child development support processes and concepts related 
to social interactions identified from the literature.26 Two researchers independently coded 46% (n  = 21) of the 46 
transcripts. Transcripts were coded deductively using Dedoose qualitative analysis software. The team harmonized 
code applications through in-person meetings, and codes related to trust were not modified during the coding 
process. The initial codebook included a code for ‘trust’, along with sub-codes on the trust perceptions of 
competence, benevolence, and integrity19. For the current sub-study, we identified all excerpts related to these trust 
perceptions and also performed inducive coding to identify themes of how stakeholders assess trust and the effects 
of trust behaviors. Three researchers (SPM, SH, and SYL) analyzed the identified excerpts. SPM arranged an hour-
long training session on child development services and the concept of trust for SH and SYL before assigning data 
analysis tasks. All three researchers have formal university training in qualitative analysis methods and have 
conducted qualitative analyses in the areas of public health, consumer health informatics, and nursing. The identified 
excerpts were split among the three researchers to abstract trust perceptions and the effects of those perceptions. 
Each researcher then reviewed a subset of the abstracted perceptions to create themes. The three researchers 
consolidated the themes through discussions via video conferences and e-mail. This analysis took a constructivist 
orientation that values the subjective ‘constructed’ realities experienced by the individual respondents29. 
  
Results 
 
Assessing Trustworthiness of Entities 
Our analysis revealed interpersonal trust perceptions related to competence, benevolence, and integrity, and themes 
related to assessing trust in an interdisciplinary environment: the perceived relevance of a stakeholder to child 
development information, and an assessment of the source of a piece of data (Table 2). Participants regularly noted 
that perceptions of competency increased their trust in sharing information with a given stakeholder. Competence 
was often assessed at a granular level, associating stakeholder groups with specific skills that enabled them to be 
trusted with certain types of information. Participants discussed competency in regards to skills related to the work 
domain of child development and those related to protecting data privacy. Child development skills included 
understanding of medical terminology, knowing developmental milestones, or a parent’s ability to care for a child 
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with complex needs. We noted conflicts between stakeholders’ perceptions of domain skills and often found 
nuanced assessments: a therapist that valued a “medical background” for stakeholders reporting “medical 
information” felt that pediatricians “don’t always understand developmental information.” Stakeholders also based 
trust on perceptions of  skills or temperament related to protecting data privacy. One parent lost trust in a school 
after noticing confidential paperwork on an office desk and thinking: “that's right here on the front desk; clean it 
up!” Another parent perceived that childcare providers might gossip about children in risky situations. Providing 
some general information, such as a child’s age, was not seen as requiring any specific qualifications. 
 
Table 2. Themes around assessing the trustworthiness of entities in a collaborative space 

Themes Descriptions 
Competence Belief that an entity has the ability to perform their work adequately 
Aspects: Work Domain Skills Competence with specific skills relevant to a given health domain 
  Data Privacy Skills Stakeholder's knowledge and abilities in protecting data privacy 
  Work Environment 

Factors 
Aspects of work environment that can affect work practices such as workload, 
time constraints, physical space, or relevant regulations  

  General Functioning Stakeholder's general functional abilities, such as literacy  
Benevolence Belief that an entity will act in your best interest. 

Integrity Belief than an entity performs their work in a complete or whole manner, or 
acting according to acceptable principles 

Aspects: Unbiased or 
Agreeable Viewpoint 

Entity's approach to problems agrees with approach or viewpoint of 
stakeholder assessing trust 

  Motives Whether there are ulterior motivations at play 
  Consistency Consistency between people in a group having similar abilities, in having a 

consistent care team, or being thorough with data 
  Transparency Openness with how data is used and shared 
  Responsiveness Being responsive with communications and requests, and following through 
Relevance Belief that information is relevant to a stakeholder's work 
Data Source Assessing which stakeholder is the original source of the data 

  
While trust in a stakeholder such as a pediatrician may be high due to their perceived knowledge and skills, 
participants also based trust perceptions of a stakeholder’s work environment that could impede work such as 
workload, physical space, and applicability of certain laws. A community group representative would not trust a 
pediatrician’s observations because, during well-child visits, “that’s just a very small amount of time, and often kids 
are not really themselves at a doctor’s office.” A public health nurse noted that they would not trust screening 
results coming from a community group that provides screenings over the phone, since screening over the phone 
“isn’t always as reliable.” One therapist would not trust information provided by child protective services (CPS) 
since they are “overwhelmed with a lot of work.” Participants thought that groups not beholden to the Health 
Information Portability and Accountability Act (HIPAA) may not understand how to keep information confidential. 
A few service providers had negative perceptions of parents due to experiences with parents who were seen as 
having generally low abilities, such as families that “can’t read or write,” or families in “high risk” situations. 
  
Perceptions of benevolence also factored into the assessment of trust. One parent reported withholding information 
provided by their home care nurse from the pediatrician because “they just seemed like they didn’t care.” Another 
parent had negative perceptions of their child’s school system after the special education director “rolled her eyes” 
at the idea of their child attending college in the future. Parents had trust in people who they perceived as being 
“there to help.” Perspectives related to integrity took many different forms. Trust assessments were based on a 
stakeholder’s approach to work, such as having a “wait and see” attitude with regards to monitoring development or 
whether a stakeholder has a “low threshold” for identifying issues. Others were based on the perceived motivations 
of other stakeholders, such as perceptions that parents “really want what's best for their child,” or perceptions that 
parents will underreport their child’s bad behaviors because “it makes them look bad.” Consistency was assessed for 
groups of stakeholders as a belief that skill levels within a group, such as parents or social workers, varied widely 
since group members were perceived to have greatly varying educations and backgrounds. Multiple participants also 
valued transparency in data sharing practices, with one parent wanting to know “if I give you this information, who 
are you in turn going to share this with?" Assessments of responsiveness and follow-through were also noted, with 
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an early educator noting a negative perception of parents who “never return” screening forms they are given, and 
one parent’s trusting stakeholders who “say they're going to do something and then they do it”. 
  
Two trust themes relevant to a collaborative, interdisciplinary environment were assessing the relevancy of certain 
information to a stakeholder’s role and assessment of the original source of a piece of data. Participants formed 
perceptions about whether information was relevant to stakeholders as they perform their jobs, as demonstrated by 
one parent discussing the sharing of income information: “you have an amount of dollars, but does that translate 
into child development? I don't really think so.” One parent perceived that their child’s neurologist was involved in 
developmental care, whereas their pediatrician “doesn’t do anything other than well-child stuff and colds.” Service 
providers made judgments based on whether they thought information was routinely collected during a stakeholder’s 
normal work. One therapist would not trust developmental screenings from a social worker, even though they knew 
that social workers did screenings, because they perceived that the social worker’s priority is not to support 
development but to “get the child out of an unsafe situation.” Various service providers noted the importance of 
knowing whether the data entry stakeholder was the original source of the data or whether the stakeholder would be 
reporting second-hand data from another source. Many stakeholders mirrored the perception one public health 
professional had of social service providers, where “what we're hearing from those folks is what the parent has told 
them.” Trust in the data was then be based on the perceived trust relationship between the original and secondary 
sources. For example, when assessing whether they would trust substance use information coming from a 
pediatrician, a community group professional thought that “people tend to lie to doctors, so maybe not so much.”  
 
Additional Trust Themes and Effects of Trust on the Use of Shared Data 
Outside of the trust assessments made of entities, we discovered other themes of how trust is assessed and how trust 
affects the usage of information (Table 3).  
 
Table 3. Additional themes related to trust assessment and effects of trust on the use of shared information 

Themes Descriptions 
Indicators of Trust Heuristics or symbols that people use to assess trust 
Aspects: Reputation Reports from others that a stakeholders or an organization has performed 

successfully in the past 
  Authority Deference to professions, organizations, or 'professionals' in general 
  Trust Transferability Trust that is bestowed from a trusted entity to an unknown entity 
  Education and Training Symbols of competence, such as training, degrees, and certifications 
  Official / Standardized 

Work Tools 
The use of standardized or official tools, forms, and documented work 
policies that support good practices 

  Relationships  The amount and quality of contact between an entity and another entity 
Data System Trust assessments related to the use of an electronic data system 
Aspects: Data Privacy System allowing the control of access, not letting too many people access 
  Data Security System security and ability to prevent unanticipated access 
  System Features System functions leading to incorrect data in the system 
Sensitive Information Certain information is more sensitive than others, and will be withheld 

Collective Data Trust Valuing a 'more holistic' or 'multidisciplinary' look at a child based on data 
from multiple types of people 

Propensity Towards Trust A person’s natural inclination to trust others 
Trust Calculations Weighing the benefits and costs of sharing information 

Aspects: Weighing Perceptions Weighing various trust perceptions with or against each other, and the 
consideration of multiple trust perceptions 

  Consequences of 
Sharing 

Negative consequences of sharing information, such as incorrect care 
plans, social stigma or removal of children from the home 

  Benefits of Sharing Positive benefits of sharing information, such as access to services 
Untrustworthy Information How stakeholders handle information that is not completely trustworthy 
Aspects: Verify Information Cross-check data with known information, or follow-up with stakeholders to 

discuss untrustworthy information 
  Use as Contextual 

Information 
Value of all information to get 'big picture' look, or to get view of other 
entities’ perspectives 
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There were many symbols or ‘indicators’ that participants used to assess competence, benevolence, or integrity. 
Some stakeholders based trust on a group’s reputation, which included reports of successful work from others or 
participation in quality rating initiatives. Some participants felt increased trust and deference towards ‘professionals’ 
in general, as noted by one parent: “I guess it’s perceived authority; I mean, the pediatrician is the pediatrician.” 
Another parent would assume that an entity has “met all credentialing and everything” if they held a certain job title 
or position. Parental authority was also recognized, with some parents putting great value in information provided 
by other parents, and also the notion noted by a social services worker that “parents and families are experts on 
themselves.” Some trusted service providers sought to transfer their own trustworthiness to providers unknown to 
parents. Stakeholders reported holding joint meetings with parents and new service providers during care transitions 
to transfer trust, as described by a family resources coordinator: “I might just be on that piece as a familiar face to 
them to help decrease that anxiety, or have them trust and understand that they're obviously still in good hands.” 
When talking about a stakeholder’s competence, participants regularly used knowledge of a stakeholder’s training, 
education, or licensure as a reason to believe they would provide or adequately handle certain information. 
Participants also felt increased trust if stakeholders used ‘official’ documentation such as HIPAA privacy forms, 
with one parent noting: “[I] feel safe because they honor that.”  
 
Relationships figured heavily into trust assessment. Relationships were regularly defined in terms of the amount of 
time spent interacting, length of relationship, and as an ‘affective’ emotional connection, as encapsulated by this 
quote from an early educator about a home visiting program:  “I think I would trust the sensitive information more 
coming from them because I think there would be a relationship… I’m guessing that when they meet together it’s for 
a while. There’s just this opportunity to get to know each other.” Many trust assessments were based on past 
experiences with members of other stakeholder groups. Participants had difficulty assessing the trustworthiness of 
stakeholders they had not interacted with in the past. Many participants were unfamiliar with community groups and 
struggled to make a trust assessment even when provided with a description of a community group’s work. A public 
health provider noted that they will only refer parents to providers they are “familiar with” because “I know that 
they have a program that actually could serve this child… I've learned kind of who the ‘go-tos’ are.” 
 
When discussing the usage of an online data system, participants made trust assessments based on how the proposed 
system would manage data access, whether the system was secure, and on the existence of functions they thought 
the system might have. Many participants shared the view of one parent: “it should be private; it shouldn't be 
something that anyone can pull data out of.” Many participants also noted that any centralized system needs to have 
security features so that it could not be “broken into.” One early educator based trust in system data on data entry 
functionality, noting higher trust in free-text data entry than click-enabled entry: “when they type in the little 
descriptions, that tells me that they were looking at that and they didn't just click something on accident.” Multiple 
participants noted the need for a system to have “validity checks” for data, and a need to know if the data in the 
system was “current” and “up-to-date”. 
 
Participants noted that certain information, usually related to substance use or home stressors, was considered to be 
‘sensitive’ and would generally be withheld by parents. As noted by a public health professional, “most people 
probably would not answer some of these sensitive questions about their stressors at home.” Based on perceptions 
that this information would be under-reported, some participants would have different trust assessments for the 
existence or absence of pieces of sensitive information: “Just because they don't say there's an alcohol problem 
doesn't mean there isn't one... but if they made a point of saying there's drug use in the home, I would feel like that's 
probably accurate." Two other factors related to assessing trust emerged from the data. Some participants indicated 
a general propensity toward trusting others regardless of profession or role, such as the early educator who said: “I 
don't like… when people just shut down data just because, ‘oh well, they're [a certain profession], so forget it.’” 
Inversely, some participants indicated experiences with parents who had a propensity to mistrust others, such as one 
educator who noted that “some people are paranoid” about sharing information. Some service providers also noted 
increased trust in a collection of data that included a diversity of opinions, valuing a “multidisciplinary” or “holistic” 
view of the child based on reports from multiple stakeholders, or seeing a wide range of data to “calm the outliers.” 
  
Participants performed trust calculations considering multiple types of trust perceptions. One community group 
professional described a calculation privileging relationships over indicators of competence: “I guess what level of 
time they've spent with the child, how long have they known the child… those would probably be the two things more 
than education or even role.” One parent’s trust calculation weighed perceptions of benevolence against a service 
provider’s abilities: “the primary care provider, although with best intentions, didn't really see any of the things that 
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I saw.” A lack of trust in a data system could supersede assessments attached to other stakeholders and prompt a 
stakeholder to not use a collaborative system, as reported by one psychologist: “if somebody presented me with an 
online system and I wasn't sure about its accuracy, then I might prefer to request the actual records.” Participants 
also talked about perceived costs and benefits of sharing information. Service providers noted the dangers of 
reporting inaccurate information, such as this social worker talking about a recent experience with early intervention 
workers: “they think this child has fetal alcohol syndrome, but really they don't have the skills to diagnose that; now 
all of a sudden… a foster family is seeing this report and they're assuming that this is true.” An early educator 
likened care management with the use of inaccurate information to “chasing your tail.” Parents and providers 
similarly noted perceived negative outcomes of parents sharing information, such as social shaming, intervention by 
CPS, or being taken advantage of by “predators” online. On the other hand, a perceived benefit of sharing 
information is improved care coordination, as noted by a public health professional: “how do you make a plan if 
you're not going to include everybody else, an effective plan?” Parents noted that sometimes reporting sensitive 
information such as income or substance use was necessary in order to qualify for needed services. 
  
Participants also discussed how they would handle information they perceived to be untrustworthy. Some reported 
verifying inaccurate information by either by crosschecking it against information they possessed or through 
initiating discussions with other stakeholders. For example, a public health professional compared information they 
had gathered about the public service subsidies a family receives with parent self-reports that “everything is peachy 
keen,” concluding that “it’s just not possible” that the family does not need help. Many stakeholders would use the 
receipt of untrustworthy information to start a conversation with the family or the data provider: “I would say, ‘You 
know, I see this from [social services]’, for example. I would ask them just to tell me a little bit more about it." Many 
other stakeholders, however, noted that the existence of questionable data would prompt them to collect their own 
version of the data, as indicated by this early educator comment: “if I went in and I saw that a childcare provider 
had done a screen… I would probably still do my own screen.” Information from an untrustworthy entity was 
sometimes seen as providing contextual information for a family’s situation. While the specifics of data might not be 
trusted, some service providers noted using information as a “red flag” or a “general guide” that something was 
wrong. Untrustworthy information was also valued as a way to view the “perspectives” of other stakeholders.  
 
Discussion 
  
Our thematic analysis validates the applicability of multiple conceptualizations of trust from the literature. Among 
child development stakeholders, perceptions of competence, benevolence, and integrity were prominent, and 
discussions of an entity’s propensity to trust, the importance of interactions over time, and both the views of trust as 
a cost-benefit analysis as well as an affective emotion also emerged. The confluence of all of these concepts paints a 
complex picture of how trust is perceived and great variability in how participants weighed many trust perceptions. 
Trust was also affected by considerations of the information being exchanged and the use of an electronic system. 
This indicates that collaborative HIT designers should consider multiple trust perceptions to support collaborative 
work. The themes in this manuscript provide a listing of considerations surrounding trust that could guide designers 
of future collaborative HIT systems. 
  
Our finding that stakeholders experienced difficulty in assessing the trustworthiness of unfamiliar stakeholders 
mirrors challenges found in previous research on collaboration with determining whether an entity is trustworthy, 
leading to the use of trust ‘substitutes’ like contracts18. Clearly identifying collaborating system users and their 
attributes could potentially mitigate uncertainty in assessing trust. The ‘indicators of trust’ found in this study 
suggest that the use of symbols within an electronic system could help stakeholders form perceptions about trust 
criteria, such as educational degrees indicating competence or a statement of personal values indicating 
benevolence. The provision of such indicators could help to build rich descriptions and form a ‘social presence’ for 
users of an interprofessional system to support trust14. Since trust is context dependent18, the relative importance of 
different trust perceptions or salience of different indicators of trust should be explored for different health 
conditions or care arrangements. For example, a service provider’s competence may be judged by a different set of  
skills depending on whether they are caring for young children or older adults. Different stakeholders within a care 
context may also perform different trust calculations favoring different trust criteria, suggesting that designers 
should explore how all stakeholders assess trustworthiness to understand the information needs of all potential 
system users. Other researchers have also suggested that more exploration is needed on the relationship between 
trust and knowledge about a potential partner to be trusted18. 
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This study also found that the existence of relationships between stakeholders was an important factor to consider 
when building or assessing trust. While relationships are regularly defined by emotional connections or built on 
face-to-face interactions that could be difficult to capture in an HIT system user interface14, they could potentially be 
expressed by noting certain indicators such as the frequency and length of visits between entities, duration of the 
relationship, and how entities stay in contact. The importance of personal contact in forming trust, however, 
indicates that an electronic system user interface may not be able to support all forms of trust perceptions. This 
finding agrees with previous research noting the importance of “facework” in sustaining trust in people and 
institutions13, and suggests that collaborators can not solely rely on asynchronous computer-mediated interactions to 
maintain trust. Aside from designing HIT tools that support the assessment of trust, system designers must also 
understand situations where HIT systems should not be relied upon to engender trust. 
 
The concepts of information relevance and source of information from this study can also help to guide how data are 
presented in a collaborative system. It may be useful to provide a general description of the role a stakeholder plays 
in a child’s care, the information they collect during their work processes, and how that information is used to 
support care. All information could be tagged with the person who entered the data and the source of the data, such 
as ‘parent report’ or ‘personal assessment,’ in order to mitigate the need for stakeholders to guess at the source of a 
piece of data and potentially use trust perceptions related to an incorrect data source. Many participants were also 
concerned about the use of a hypothetical online system and its data privacy, security, and system features. Previous 
work indicates that indicators such as privacy policies listed on a website may increase trust14. System features such 
as the use of appropriate data entry mechanisms and the use of ‘sanity checks’ for incorrect data could also improve 
trust in using an electronic system. While some participants saw value in the use of untrustworthy information in 
providing generalized background information or in prompting discussions between stakeholders, inaccurate 
information was also seen as a danger to effective care management. Reports that stakeholders would collect their 
own data in the face of perceived inaccuracies, or request “original records” if they did not trust data in electronic 
systems, indicate that perceptions of data being untrustworthy may increase workloads or lead to data duplication.  
  
This work supports existing literature demonstrating complex interpersonal perceptions in interprofessional 
environments to support child health. Previous studies have found perceptions that school personnel lack the 
abilities or time to support children with special needs30, perceptions that pediatricians have great knowledge but 
little contact with children31, and perceptions that early intervention programs provide lesser care than healthcare 
providers32. A recent study of perceptions between healthcare providers, social workers, and schools to support 
children with complex needs found that professions did not understand each others’ work, perceptions that others 
lacked relevant knowledge, clashes in approaches to care, and perceptions of other professions as cold or 
demanding33. Many of these perceptions align with trust perceptions considered in this paper. This study is unique in 
that it focuses specifically on the concept of trust and its effect on the sharing of information, giving deeper insight 
into how these trust perceptions can affect communication in an interprofessional environment.  
  
Using both deductive and inductive methods to analyze semi-structured interviews allowed for the discovery of new 
themes which build on the current body of literature about data sharing and trust. Previous studies on data 
sharing27,34 focus on consumer perspectives and treat trust as a unidimensional construct. This work supports results 
from a recent study to design an HIT intervention for African American youth to address transmission of sexually 
transmitted diseases, which also found a complex picture of trust including considerations of competence, 
benevolence, integrity, technology privacy and safety, personal data privacy skills, and the cost of sharing 
information16. Additionally, results of a study of patient and provider trust in the use of telemedicine systems 
discovered the salience of reputation, general functional abilities, policy transparency, and usability of technical 
systems to affect trust17. Our work expands this by considering a wider range of participants in an interprofessional 
environment including non-health professionals and by considering trust specifically in the act of sharing data.  
 
Limitations and Future Work  
While we made efforts to recruit a diverse array of participants, those who agreed to participate tended to be 
economically middle-class white women. Because previous research suggests that assessing the trust of data sources 
may change based on factors such as age, race, and education level35, more work is needed to gather the perceptions 
from a demographically diverse group of stakeholders. Further work is needed to incorporate the perspectives of 
other stakeholder groups that were not engaged in this study such as patient advocacy groups, community health 
workers, and church groups. Many of these concepts are also interrelated – for example, forming perceptions that an 
entity has low privacy skills because their workplace is not under the purview of HIPAA laws. Future work can 
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establish and test a conceptual framework that connects these factors. Future work should also explore the 
effectiveness of computer-mediated communication in generating trust, test various designs meant to foster social 
presence, and define specific health care and service scenarios (e.g. referring a child to diagnostic testing) where 
HIT tools are more or less appropriate for initiating or generating trust. Due to the context-dependent nature of trust 
relationships, the themes in this manuscript must be explored through the lens of different health contexts. Despite 
these limitations, this work provides a nuanced view of trust and a set of guiding themes that could help to future 
design work in collaborative HIT systems. 
 
Conclusion 
 
Trust plays an important role in the sharing of information and in the support of interprofessional collaboration. To 
support collaboration around complex health issues, collaborative HIT systems must support differing trust 
perceptions between stakeholders. Trust is, however, a complex construct with many facets that are expressed 
differently between collaborators. Designers of HIT should take a broad view that incorporates many aspects of trust 
in order to support the widespread acceptability and use of collaborative systems amongst diverse stakeholders. The 
themes identified in this research can provide guidance for HIT designers to create collaborative systems that 
support the establishment and maintenance of trust, and therefore support information sharing. 
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