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Orientation. Trust is the central part of leadership and organizational culture and can often go unnoticed until it decreases. Tere is
a lack of a comprehensive concept analysis of trust in the healthcare setting. Research Purpose. Te research aim was to gather, assess,
and synthesize previous empirical evidence from the feld of healthcare about the concepts of trust in the leader and trust in the
organization.Motivation for the Study. To create a comprehensive and generic concept analysis of trust in the leader and organization
for the healthcare sector based on recent empirical studies. Research Design and Method. A concept analysis, which followed the
method presented by Walker and Avant, was conducted as a systematic review that adhered to the PRISMA guidelines. A total of
eight databases were searched for relevant literature and 42 articles were included.Main Findings.Te defnitions of trust in the leader
and the organization were based on emotion and cognition. Trust in the leader emerged as a core feature of collaborative leader-
employee relationships, whereas trust in the organization was a key construct of organizational functioning. Trust in the leader and
the organization contributed to commitment, increased work production, enhanced collaboration, and improved workplace
well-being. Defense mechanisms were identifed as a new contrary concept, while justice was found to be a related concept.
Contribution. Both trust in the leader and trust in the organization positively impact an organization, nurse leaders, and
employees. Deeper knowledge of trust and its attributes will be critical to the operationalization and estimation of levels of trust
in healthcare organizations. Managerial Implications. Trust in the leader and the organization can signifcantly infuence the
attractiveness of an organization, retention of personnel, productivity, and work-related well-being.Tus, this aspect should be
measured and developed systematically while acknowledging the antecedents of trust building.

1. Introduction

Healthcare organizations constantly face strategic and op-
erational changes due to various challenges, e.g., workforce
shortages, inequalities in service coverage, and policy dis-
crepancies [1]. At the same time, the general population is
characterized by health inequalities, unmet health care needs,
and demographic ageing [1, 2], factors which have consid-
erably increased the amount of people with multiple health
problems [3]. Responding adequately to these challenges
requires healthcare reforms that involve innovative solutions

concerning the provision of patient-centered, high-quality
care [2]. A crucial part of this is ensuring that all in-
dividuals, regardless of social challenges or characteristics
such as fnancial situation, place of residence, age or multi-
morbidity, have equal access to healthcare [2, 4].

Leaders in organizations are tasked with maintaining
service continuity in various situations and supporting the
workforce through changes in service provision [5]. As such,
a comprehensive assessment of leadership competencies is
a prerequisite for healthcare reforms [6]. Strong leadership
competencies translate into decreased change resistance,
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which is inevitable during the implementation of reforms
[7]. In addition to change leadership [8], along with vi-
sionary and encouraging leadership [9], leaders need to be
well versed at developing and maintaining strong collabo-
rative relationships with diferent stakeholders [6, 10, 11].
All of these aspects highlight the signifcance of trust in both
the leadership and organization [12]. Trust is such an ap-
parent part of leadership and the organizational culture that
it often goes unnoticed until it decreases [13]. Tus, lead-
ership should be periodically assessed, as well as measured
prior to any large organizational changes as it has various
positive efects [9, 13]; notably, increased cost-efectiveness
[14], improved ethical competence [15], and work engage-
ment among employees [16], along with enhanced overall
quality of patient care [17].

Te concept of trust is a topic of interest in several
scientifc disciplines, e.g., psychology, sociology, nursing,
medicine [18], religion, philosophy, and business [19]. As
such, it is unsurprising that trust is approached through
several defnitions and dimensions depending on the feld of
science [17, 19]. We identifed three previous articles
[17, 19, 20] that describe trust in the context of nursing. Te
oldest article, published in 2011, is a literature review that
includes 20 studies published between the years 2002 and
2008 and limited to critical care. Te results revealed that
most of the published studies focused on trust within the
nurse-patient relationship, with none of the articles de-
scribing relationships among healthcare staf [17]. Another
article, published in 2014, presented the results of a concept
analysis. Te study material included interviews with 28
nurses and 11 nurse managers working in acute and
community care. However, the analysis focused solely on the
antecedents, attributes, and consequences of trust, while
various defnitions and related concepts were not considered
[20]. Most recently, trust was approached by using concepts
from other disciplines, e.g., arts or business, by employing
Watson’s theoretical perspective. Te provided examples
centered around the nurse-patient relationship as a helping-
trusting relation, while the relationships between leaders and
nurses were not assessed [19]. Tus, there is a limited
amount of studies on trust from the healthcare setting.
Furthermore, the studies that do exist are based on historical
data and do not provide a comprehensive view of the
concept of trust for the healthcare sector. Tis highlights the
need for a comprehensive concept analysis on the issue of
trust within healthcare. Furthermore, the nurse-patient
relationship starkly difers from the nurse-nurse leader re-
lationship, as well as the relationship between a nurse and
the organization, due to imbalances in hierarchical power.
Trust can be regarded as a dynamic social construct that
changes over time [19]; this further proves that the empirical
literature on trust in the healthcare sector needs to be
updated. Te present article flls this research gap by pre-
senting a concept analysis of trust that is based on the
systematic review of empirical data and performed
according to the method introduced by Walker and Avant
[21]. Te present review identifed empirical studies that
described trust in leaders and/or healthcare organizations

with the underlying goal of developing an instrument for
future studies. Even when leadership and the organization
are closely intertwined, essential diferences exist between
them; thus, the contents and features of these two concepts
have been diferentiated.

Te aim of this study was to gather, assess, and synthesize
previous empirical evidence from the feld of healthcare
about the contents and characteristics surrounding the
concepts of trust in the leader and trust in the organization.
Te research was performed under the guidance of the
following questions:

(1) How are the concepts of trust in the leader and trust
in the organization described and defned and what
kind of attributes have been associated with these
concepts in empirical research?

(2) Which antecedents and consequences of trust in the
leader and trust in the organization have previously
been identifed?

(3) What kinds of borderline, related, and contrary cases
of trust in the leader and trust in the organization
have been identifed?

2. Materials and Methods

2.1. Design. A concept analysis based on a systematic review
was conducted according to the PRISMA checklist [22]
(Supplementary table 1) and the method presented by
Walker and Avant [21].

2.2. Search Methods. A systematic literature search was
conducted in March 2021 and updated in January 2024; the
search was performed across the following eight databases:
Medic; PsycINFO; MEDLINE (Ovid); SocIndex; PubMed;
CINAHL; Web of Science; and Scopus. Te search strategy
was created in collaboration with an information specialist.
Te search terms (Table 1) covered trust-related terms in
both Finnish and English that were combined by using
Boolean operators. Te inclusion and exclusion criteria are
presented in Table 1, and the searches were limited to peer-
reviewed articles published between March 2010 and De-
cember 2023 in Finnish or English.

Te search yielded a total of 9,201 titles that were moved
to RefWorks, after which the results of the updated search
were transferred into Covidence. Following duplicate re-
moval (n= 2,308), a total of 6,893 titles were independently
screened by two researchers (VK and JR). Next, the abstracts
(n= 383) of relevant articles were independently screened by
two researchers (VK and JR), after which the results were
compared. Consensus was achieved by discussion, and
a third researcher (AT-M) was consulted when a consensus
could not be reached. A total of 145 full-text articles were
assessed for eligibility. Te fnal data include 44 original
articles (Figure 1). Te results of the selection process were
discussed with two other researchers (AT-M and AH-L),
who provided an additional assessment of the relevance of
chosen articles [23].
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2.3. Quality Appraisal. Te quality of all of the included
studies was independently evaluated by two researchers (VK
and JR) according to a checklist from the Center for
Evidence-Based Management [24] (Supplementary table 2).
Te cutof point for acceptance was set at 50% of the possible
points [25].

A cross-sectional checklist (12 items) was used to ap-
praise the quality of quantitative studies. Te strengths of
these studies included a clear research frame, solid methods,
application of reliable instruments, and a clear presentation
of the results. However, confounding factors were sparsely
presented, which was assessed as a weakness. Articles which
reported case studies, along with one mixed methods study,
were assessed by the case study checklist (10 items). Te

strengths of these studies were clear descriptions of settings,
data collection, and credible outcomes, whereas unclear
descriptions of the researchers’ roles and analytical methods
emerged as weaknesses. Te qualitative checklist (10 items)
was employed to appraise the quality of interview studies.
Te strengths of these studies included clear descriptions of
study design, context, feldwork, and outcomes. Te most
common weakness of the included qualitative studies was
insufcient description of researchers’ contributions and
roles. Te quality of the quasiexperimental study included in
this review was appraised using the checklist of a controlled
study (12 items); the checklist of a cohort or panel study (12
items) was employed to assess the quality of the one
identifed cohort study. Te strengths of these studies

Articles included in review: 
(n = 44) 

Quantitative (n = 35) 
Qualitative (n = 3) 
Case study (n = 3) 
Mixed methods (n = 1) 
Cohort study (n = 1) 
Quasi-experimental (n = 1) 

Identifcation of studies via databases 

Sc
re

en
in

g 

Titles screened: 
(n = 6893) 

Records excluded: 
(n = 6510) 

Abstracts screened: 
(n = 383) 

Records excluded: 
(n = 238) 

Articles assessed for eligibility: 
(n = 145) 

In
cl

ud
ed

 
Id

en
tif

ca
tio

n 
Duplicate records removed 

before screening: 
(n = 2308) 

Articles excluded: 
(n = 101) 

Trust not defned 
(n = 52) 
No empirical evidence of 
trust 
(n = 24) 
Does not focus on the 
trust in leader or the 
organization 
(n = 23) 
Other context than 
health care 
(n = 2) 

Records identifed from 
databases: 
(N = 9201) 

Figure 1: PRISMA fowchart of search results [22].
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included strong methods and sufcient sample size as was
the case in quantitative studies, and missing descriptions of
confounding factors were assessed as the primary weakness.

Following the independent assessment of article quality,
the two researchers (VK and JR) discussed their fndings and
consulted a third researcher (AT-M) in the case of any
disputes. As a result of the quality assessment, two articles
[26, 27] were excluded from the review due to a low level
(<50%) of accrued points [25]. Tus, the review included
a total of 42 articles.

2.4. Data Extraction, Concept Analysis, and Degree of
Evidence. Amatrix for the data extraction was developed for
the purpose of this study. It included information about
study design, aim, context, data collection, analytical
method, and results concerning the concepts of trust. In the
frst phase of the analysis, the data were repeatedly assessed
to identify any descriptions of trust in the leader and trust in
the organization; this approach was in line with the concept
analysis method presented by Walker and Avant [21]. Te
original expressions related to the research questions were
condensed and then moved into the results section of the
matrix. Next, condensed expressions of the defnitions of
trust in the leader and trust in the organization were
compared according to their similarities and diferences and
then divided into three groups based on content. Te
condensed expressions concerning the attributes (Table 2)
and antecedents (Table 3), along with borderline, related,
and contrary cases as well as consequences (Table 4), of trust
were then categorized into the following two groups: trust in
the leader and trust in the organization. In the next step, the
expressions were compared according to similarities and
diferences to identify sub, upper, and main groups. Te
identifed groups were named according to their contents
[69]. Lastly, the degree of evidence was evaluated to identify
the essential main outcomes [70]. Te strongest degree of
evidence was indicated with A, consisting of meta-analyses,
systematic reviews, and randomized control trials (RCTs).
Degree B included cross-sectional studies, whereas C in-
dicated studies with qualitative study design. Te lowest
degree of evidence was indicated with D, including obser-
vational designs. In addition, the study limitations, quality of
results, and directness of evidence across diferent studies
infuenced the conclusion of the degree of evidence [70].

3. Results

3.1. Study Characteristics. Te data consisted of quantitative
surveys (n� 33), qualitative interview studies (n� 3), and
case studies (n� 3). In addition, one mixed methods study,
one cohort study, and one quasiexperimental study were
included in the data (Figure 1). All of the included articles
were published between 2010 and 2023, with most (n� 32)
published after the year 2015. Te studies were conducted in
Turkey (n� 9), the USA (n� 7), Australia (n� 3), South
Africa (n� 3), Canada (n� 3), Finland (n� 2), Norway
(n� 2), Pakistan (n� 2), Spain (n� 2), Sweden (n� 2),
Denmark (n� 1), Iran (n� 1), Israel (n� 1), Korea (n� 1),

and Nigeria (n� 1). Moreover, two articles reported the
results of a study that had been conducted in two countries,
USA and England, as well as Finland and Norway (Sup-
plementary table 3).

Of the identifed studies, 24 focused on trust in the
leader and 18 concerned on trust in the organization. Te
studies were mainly conducted in the context of public
healthcare (n � 23), while one study covered the private
healthcare sector; three studies reported results concerning
both the public and private healthcare sectors. It should be
noted that 14 studies mentioned the healthcare context but
did not clearly defne it. In one of the included studies [62],
the healthcare employees represented only 10% of the
participants. A total of 29 articles reported employees’
perspectives of trust, whereas four studies covered the
leaders’ perspective; both the perspectives of employees
and leaders were described in nine articles (Supplementary
table 3). Finally, the reference lists of the included studies
were searched to determine the contents of the provided
defnitions. As a result, the defnitions in the next section
are based on original articles that were published outside of
the time range included in the present review. Te con-
nection to the current data is presented in Supplementary
table 4.

3.2. Defnitions of Trust in the Leader. Trust in the leader was
defned in 11 diferent ways, which could be divided into
emotion-based and cognition-based trust. Te emotion-
based defnitions described trust as the trustor’s willing-
ness to be vulnerable in a situation where they are per-
forming an action which is important to them [71, 72]. In
such situations, the leader or employee ventures into a po-
sition of interdependence [73], i.e., the trustor takes a risk of
trusting the trustee without the ability to control their ac-
tions [71, 74, 75]. Te emotion-based defnitions of trust
included reciprocal positive expectations of benevolence
[71, 72, 74–77] in accordance with open interaction [73, 78].
Te cognition-based defnitions of trust were related to belief
in the competence of the trustee [78, 79].

3.3. Defnitions of Trust in the Organization. Trust in the
organization was defned in 12 diferent ways, which could
be divided into emotion based, cognition based, and pre-
dictability of the organization’s functions. Te emotion-
based defnitions included a trustor’s willingness to be
vulnerable when a group or organization performs an action
that was important to the trustor [80–82]. Terefore, these
defnitions included trustees’ positive feelings about orga-
nizational support and confdentiality [71, 83, 84]. Te
cognition-based defnitions described the reciprocal ex-
pectation of competence and reliability [71] to promote
mutual interests even in situations where the trustee could
act based on self-interest [84, 85]. Trust in the predictability
of the organization’s functions was described as the integrity
[86–88] and ethicality [89] of an organization’s functions. In
addition, trust was described as the trans-sectional presence
of reciprocal trust across diferent organizational levels
[81, 90].

Journal of Nursing Management 5
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3.4.Attributes ofTrust in theLeader. Te attributes of trust in
the leader could be described as the core collaborative
leader-employee relationship, positive expectations of be-
nevolence, social interaction, a leader’s competence, and risk
and vulnerability (Table 2). Descriptions of the core col-
laborative leader-employee relationship stated that trust is
a critical foundation of all actions. Tus, it is recognized as
a sensitive, reciprocal process that requires time to develop.
Furthermore, it is considered a fragile construct that can be
easily broken. Te attribute of positive expectations of be-
nevolence was described as the trustor’s convictions about
the trustee’s motives, intentions, and actions. In other words,
benevolence means that a trustee’s ethical and moral actions
are not based on self-interest. Moreover, a trustee’s strategic
actions are expected to lead to reciprocal benefts (Table 2).

According to the included articles, social interaction is
realized as reciprocal and positive communication between
the trustor and the trustee, whereas a leader’s competence
was described as the ability to lead, create a sense of security,
and inspire employees through an expert role. As such,
a leader’s competence enables employees to demonstrate
their professionalism and focus on their duties.Te attribute
of risk is based on the trustor’s expectations that the trustee’s
actions or intentions cannot be controlled. Furthermore,
trust creates a situation in which both parties (trustor and
trustee) are willing to be exposed to reciprocal vulnerability
(Table 2).

3.5. Attributes of Trust in the Organization. Te identifed
articles included the following attributes of trust in the
organization: a key construct of organizational functions;
positive expectations of benevolence; and social interaction
(Table 2). Trust, as a key construct of organizational func-
tions, is an important tool in leading collaborative re-
lationships and developing professionalism. It is also crucial
for success across various organizational levels.Te attribute
of positive expectations of benevolence is related to situa-
tions in which employees trust that the organization will take
care of employee well-being and problems. Te attribute of
positive expectations of benevolence describes how an
employee functions within an organization, which includes
interactions with the leader. Social interaction also included
a leader’s willingness to act honestly and predictably
(Table 2).

3.6. Antecedents of Trust in the Leader. Te antecedents of
trust in a leader were leadership skills, consistent action,
open interaction, and collaboration (Table 3).Te leadership

style, which falls under leadership skills, favors collaborative
relationships that advance trust, i.e., transformational,
ethical, and authentic leadership. Trust could also be pro-
moted by the appropriate use of diferent forms of power,
namely, reward, legitimate, and referent power. Terefore,
leadership skills were described through the readiness to
modify leadership practices, for example, through actively
informing and involving employees (Table 3).

Consistent action included a leader’s benevolence, which
includes the ability to identify employees’ feelings. Tis
attribute was described through a leader’s ability to ac-
knowledge the diverse and individual perspective of their
employees. Furthermore, this attribute included the com-
petent actions of consistent leaders, for example, ability to
make decisions and motivate employees. A leader’s presence
manifests as authenticity, visibility, and integration into the
work community, all of which support trust formation.
Lastly, a leader’s involvement, including employee en-
couragement, as well as employees’ impact on planning
processes or decision-making, was identifed as antecedents
of trust in terms of a leader’s consistent action (Table 3).

Open interaction included knowledge sharing and the
openness of the work community. Reciprocally, active lis-
tening, along with the provision of feedback and experi-
encing a connection through profound communication,
were important to building trust and could be strengthened
by a leader’s positive attitude. In addition, collaboration
consisted of commitment by both the leaders and employees,
as well as reciprocal collectivity. Trust is built when there is
responsibility in collaboration, i.e., each member of the team
takes care of their own duties. Collaboration also includes
employees’ positive feelings about organizational actions,
or—in other words—their ability to thrive at work (Table 3).

3.7. Antecedents of Trust in the Organization. According to
the identifed articles, the antecedents of trust in the orga-
nization are leadership skills and the role of employees
(Table 3). Leadership skills, when considered in the context
of the organization, include approaches such as authentic
and transformational leadership. Tis can be extended to
certain positive characteristics of an organization, such as
stability, competence, honesty, and loyalty. Te role of
employees consists of employees’ openness in sharing tacit
knowledge. Terefore, this aspect was described through
concepts such as work engagement, job satisfaction, and
obsession with work performance. Moreover, this aspect
includes employees receiving fair treatment and being
committed to the organization both afectively and nor-
matively (Table 3).

Table 3: Antecedents of trust in the leader and trust in the organization with references and level of evidence.

Antecedents Trust in the leader Trust in the organization
Leadership skills [30, 32, 44, 47, 49, 58, 59] Level of evidence: B [36–38, 50, 55] Level of evidence: C
Consistent action [28, 34, 44, 45, 48, 54, 59, 60] Level of evidence: B
Te role of employees [37, 40, 52, 61] Level of evidence: C
Open interaction [34, 44, 56, 60] Level of evidence: B
Collaboration [32, 34, 44, 48, 62] Level of evidence: B

Journal of Nursing Management 7
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3.8. Consequences of Trust in the Leader and Trust in the
Organization. Te consequences of trust in the leader and
the organization consisted of commitment, increased pro-
ductivity at work, increased collaboration, and increased
workplace well-being (Table 4). When considered from the
lens of trust in the leader, commitment to work was de-
scribed as the commitment of the work community to the
constant development of activities. As commitment is a re-
ciprocal process, it can be categorized as afective, norma-
tive, and continuance organizational commitment. When
shifting to trust in the organization, commitment was cat-
egorized into work and the organization. Additional def-
nitions of organizational commitment stated that trust
increases both continuance and afective commitment
(Table 4).

When considering trust in the leader, increased pro-
ductivity at work included better motivation and creativity
to work, both of which increase innovativeness. For instance,
work performance improved when a team or an individual
successfully accomplished their work duties. In addition,
trust in the leader increased leaders’ and employees’ expe-
riences of efciency. Furthermore, trust improved employee
attitudes, which decreased cynicism towards changes. From
the lens of trust in the organization, increased productivity at
work included experiences of high-quality care and a con-
cern for safe behavior. Furthermore, trust was found to
increase the performance of a team, as well as organizational
efciency, productivity, and the conscientiousness of em-
ployees (Table 4).

In terms of trust in the leader, increased collaboration
consisted of common goal orientation and shared decision-
making. For instance, polite interactions between team
members increased as employees felt encouraged to com-
municate with the leader, even about sensitive and/or
confdential issues. Concerning trust in the organization,
increased collaboration comprised good communication,
cohesion, and an employee’s ability to identify with the
leader’s values; the published research suggested that this
makes clinical decision-making easier. Furthermore, this
aspect of trust was described as an ethical atmosphere in
which employees target common goals, are polite, and
demonstrate selfessness (Table 4).

When considering trust in the leader, increased work-
place well-being manifested as improved work satisfaction,
especially among employees. Trust in the leader facilitates
improvements in satisfaction with change processes and the
organization. Furthermore, this aspect describes mental and
physical health, which translates to safe overall behavior.
From the lens of trust in the organization, increased
workplace well-being improved job satisfaction among
employees. Moreover, this trust enables employees to better
manage their stress and perform high-quality work (Table 4).

3.9. Overview of the Main Results of the Concept Analysis.
Te antecedents, attributes, and consequences of trust in the
leader and trust in the organization are presented in Fig-
ure 2, with the level of evidence specifed for each fnding.

Te fndings for trust in the organization showed lower
levels of evidence when compared to fndings for trust in the
leader.

3.10.Borderline,Related, andContraryConcepts ofTrust in the
Leader and Trust in the Organization. Te borderline, re-
lated, and contrary concepts of trust in the leader and the
organization included the same concepts, with the exception
of defense mechanisms, which were a part of the contrary
concept of trust in the leader. Te psychological contract
emerged as a borderline concept of trust because both
concepts contained several joint attributes. At the same time,
it was also seen as an antecedent of trust, as the psychological
contract is based on reciprocal expectations of actions and
keeping the promises of the trustee [44, 66]. Justice was
identifed to be a related concept of trust [52] as it is also part
of the core of a healthy organization [59]. Furthermore, the
concept of justice is embedded in the interactions that
produce social welfare, as is trust [62]. Tus, interactional
and distributive justice depends on the quality of the col-
laborative relationship when integrated into trust in the
leader [60].

Distrust was recognized as a contrary concept to trust
[34], with a lack of open communication and employees’
perceptions of injustice exerting a negative infuence on
trust [31, 91]. Employees’ experiences of betrayed
promises, the inability to get involved in decision-making,
and the lack of a leader’s support enhance distrust [91].
Furthermore, defense mechanisms [46] emerged as
a contrary concept of trust and described as the actions or
thoughts that protect individuals, groups, or organiza-
tions when confronting unpleasant realities [48]. Tese
unpleasant realities were described through decreased
trust—mainly due to insufcient collaboration—and
a lack of communication, both of which lead to situations
in which the trustor is not willing to be vulnerable towards
the trustee [48].

3.11. Model Case of Trust in the Leader and Trust in the
Organization. A healthcare organization has recruited
a nurse who will work in the ward. Another colleague in-
troduces this nurse to the work. Te colleague says, “Wel-
come to our ward and to our hospital. Here, we have warm,
collaborative relationships with colleagues and especially
with our leader (attributes: a key construct of organizational
functions and a core of collaborative leader-employee re-
lationship). I have learned to trust her because she always
stands up for us and treats us fairly (attribute: positive
expectations of benevolence). It is easy to talk to her, even
about difcult things and feelings. She listens, seriously
considers the issues we talk about, but also asks for our
opinion (attribute: reciprocal social interaction). Our leader
has a Master’s degree (attribute: competence), but she is
always willing to improve as a leader. She constantly asks us
for feedback and wants to know what aspects she should
develop further (attribute: vulnerability). Because of this, our
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leader enables us to face our defcits, grow in our profession,
and in that sense accept the risk of trusting each other
(attribute: risk).”

Te nurse continued, “Tis all is possible because the
hospital invests in every level of the organization including
employee well-being and keeps promises concerning pro-
fessional development and employee involvement in
decision-making (attribute: positive expectations of benev-
olence). Te hospital strategy includes the following key
values of leadership: open, honest, and predictable in-
teractions (attribute: social interaction). Terefore, it is easy
to expect that your leader will also behave in this way
(antecedents: consistent action and open interaction). Te
hospital constantly educates leaders (antecedent: leadership
skills) and develops forums for employee involvement
(antecedents: the role of employees and collaboration).”

Te nurse concluded, “Nurse turnover in the hospital
and in our ward is the lowest in this city area (consequence:
commitment). Our peers are innovative and work together
efciently (consequences: increased productivity at work
and increased collaboration), and everyone demonstrates
a positive attitude towards change without resistance
(contrary concept: defense mechanisms). We do not have
many absences from work (consequence: increased work-
place well-being) and our hospital has been judged to be
a fair workplace (related concept: justice). I appreciate this
hospital a lot, as I have negative experiences with trust from
previous workplaces. For example, one of my previous
leaders had favorite employees and shared information with
them that was withheld from the rest of us (contrary con-
cept: distrust). We hope that you also share these values and
can commit to the hospital (borderline concept: psycho-
logical contract).”

4. Discussion

To the best of our knowledge, this research represents the
frst concept analysis that is based on a systematic review of
empirical studies and describes the concepts of trust in the
leader and trust in the organization in the healthcare context.

Previous literature is characterized by limited descriptions of
the concept of trust, most of which focus on either the nurse-
patient relationship or a special context within healthcare;
furthermore, other descriptions of trust are based on a single
interview study [17, 19, 20]. Te present study provides
a comprehensive analysis of the concept that can be applied
to the context of public healthcare. Tis concept analysis
enhances the prevailing nursing literature by describing the
defnitions and characteristics of trust based on a systematic
review of international literature. Furthermore, the topi-
cality of the data in this study (published between 2010 and
2023) provides important insight into the current state and
dynamic nature of trust between the leader, employee, and
organization. Recent developments within healthcare, such
as remote leadership, have caused trust to become recog-
nized as one of the core factors of successful collaborative
relationships [92].

Te presented descriptions of trust in the leader em-
phasize the leader’s role, whereas the identifed components
of trust in the organization mostly focus on the functioning
of an organization. Trust in the leader was found to include
more interactional elements, e.g., risk and vulnerability, than
trust in the organization. Moreover, open interactions and
collaboration were identifed as antecedents of trust in the
leader; this was not the case for trust in the organization.Te
similarities between the identifed consequences of trust in
the leader and trust in the organization mean that future
research should focus on this content. Emotion- and
cognition-based defnitions were used to describe both trust
in the leader and trust in the organization. Trust in the leader
was found to be at the core of the leader-employee col-
laborative relationship and included positive expectations of
benevolence, social interaction, the leader’s competence, as
well as risk and vulnerability. Trust in the organization was
identifed as a key construct of organizational functioning
and also included positive expectations of benevolence and
social interaction.

Based on the literature assessed in this review, trust in the
organization has only received a limited amount of research
attention, with most of the presented fndings usually

Trust in the leader

Antecedents:
Leadership skills (B)
Consistent action (B)
Open interaction (B)

Collaboration (B)

Attributes:
Te core collaborative

leader-employee
relationship (B)

Positive expectations
of benevolence (B)

Social interaction (B)
A leader's

competence (B)
Risk and vulnerability

(B)

Consequences:
Commitment (B)

Increased productivity
at work (B)
Increased

collaboration (B)
Increased workplace

well-being (B)

Trust in the organization

Antecedents:
Leadership skills (C)

Te role of 
employees (C)

Attributes:
A key construct of 

organizational
functions (C)

Positive
expectations of 
benevolence (C)

Social interaction
(C)

Consequences:
Commitment (C)

Increased
productivity at work

(C)
Increased

collaboration (B)
Increased workplace

well-being (C)

Figure 2: Antecedents, attributes, and consequences of trust in the leader and trust in the organization.
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characterized by weak evidence. Also, the borderline, re-
lated, and contrary concepts of trust in the leader and trust in
the organization have only been covered in a handful of
studies. Te results concerning trust in the leader demon-
strated the strongest overall level of evidence. Te content
analysis revealed that the defnitions of trust could be di-
vided into emotion- and cognition-based concepts, along
with the predictability of organizational functioning. Nev-
ertheless, this division was not possible for the attributes,
antecedents, and consequences of trust in the leader and
trust in the organization; thus, the concept of trust must be
further examined in empirical healthcare environments.
Tese results would be important to the eventual formu-
lation of an instrument which could divide trust in
healthcare organizations into leader- and organization-
centric factors. It is important to note that the present re-
view did not address trust in the client and trust in the
coworker, which have also been recognized as important
aspects in overall trust. Moreover, it has been found that the
levels of trust in healthcare organizations, especially
emotion-based trust, are rather low [93, 94]. As such, the
presented results could be relevant to the development of
healthcare as emotion-based trust was found to be frmly
linked with the leader.

Te presented results, which refect empirical research,
support the theoretical defnitions of trust described in
diferent disciplines of science [71, 78, 90]. Trust serves as
one of the core pillars of an organization, with collaborative
relationships—which include positive expectations of be-
nevolence and interaction—typical of environments with
high levels of trust. Te presented results agree with what
has been reported in previous concept analyses; never-
theless, there are also notable diferences between the
present review and prior research. For instance, Mullarkey
and colleagues [17], along with McCabe and Sambrook
[20], highlight the integrity, openness, and competence of
a leader when discussing trust. Furthermore, Mullarkey
and colleagues [17] emphasize that trust is a central driver
of organizational success, expectations of behavior, as well
as the presence of risk and dependence. In this study, risk
and vulnerability, which involve a leader’s competence,
were linked with trust in the leader based on the analyzed
studies. Te results indicate that it is important to focus on
these attributes to build trust both in the leader and in the
organization.

Te fnding that leadership skills and the role of em-
ployees are antecedents of trust was supported by previous
literature [17, 20, 95]. Destructive leadership was not ex-
tensively discussed in the included articles. Tis is logical
because the research into this leadership style is sparse [96]
and should be considered in further studies. Tere is some
evidence from other disciplines that a leader’s destructive
behavior, for example, exercising coercion, invisibility, or
impoliteness, will decrease trust [95, 97]. Te identifed
antecedents highlight aspects which should hold a central
role in organizational reforms that strive to achieve trust. For
instance, reducing—and even possibly elimi-
nating—destructive leadership is the key to building trust in
the leader.

According to the research included in this review, in-
tegrity and workplace well-being are strong and clear
consequences of trust in the leader and trust in the orga-
nization, a fnding which mirrors previous concept analyses
of trust [17, 20, 95]. As has been stated previously, trust
positively afects individual well-being, the productivity of
a team and its leader, as well as the quality of patient care
[17, 20]. Te fnding that commitment is a consequence of
trust is also supported by previous concept analyses [17, 95].
Tese consequences reinforce the importance of developing
trust in the leader and in the organization.

4.1. Strengths and Limitations. Te present study was
infuenced by several strengths and limitations. Te primary
strength of this study was that an extensive amount of data
was collected from empirical research conducted in the
healthcare context; these data provided broad answers to the
research questions. Furthermore, the identifed original
articles mostly demonstrated sufcient quality, and the
potential biases were acknowledged and described. More
specifcally, the identifed original articles applied relevant
methodologies and included adequate samples [98].

Te level of evidence underlying the results presented in
empirical studies included in this review was low due to the
lack of randomized controlled trials; this can be regarded as
a limitation of this study. Furthermore, determining valid,
empirical reference defnitions for trust was outside of the
scope of this paper because it requires a qualitative approach;
as such, this remains a challenge for future research. Nev-
ertheless, the empirical example of a model case was in-
cluded to strengthen the reliability of the presented results,
according to the concept analysis method of Walker and
Avant [21]. Te fact that only one researcher performed the
database searches decreased the trustworthiness of the re-
search. Nevertheless, the other researchers supported the
research process by assisting in searching for relevant
knowledge and critically reviewing the formed concepts,
with progression to the next study phase requiring a con-
sensus. Furthermore, the conscious application of a negative
term (not patient and client) in the Boolean operators might
have removed some relevant outcomes from the search.
Similarly, the decision to avoid gray literature could be
considered a limitation [98].

5. Conclusions

Te current review illustrates that there is a lack of concept
analyses regarding trust in the leader and in the organization
for the feld of healthcare; there is a clear need for further
empirical research into this phenomenon. Furthermore, the
dimensions, defnitions, attributes, antecedents, conse-
quences, and other concepts of trust presented in this study
need further clarifcation.Tere is far less data on trust in the
organization, while the low level of evidence, determined via
a clear methodology, necessitates further research. Fur-
thermore, there is a need for an instrument that includes
comprehensive descriptions of both concepts of trust, i.e.,
trust in the organization and trust in the leader. Te
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presented research is relevant because deep knowledge of
trust and its attributes will be critical to the operationali-
zation and estimation of levels of trust in healthcare orga-
nizations. Furthermore, the concept of trust is clarifed when
justice was identifed as a new related concept to trust, while
defense mechanisms represented a contrary concept. Hence,
the presented fndings could be used to develop in-
terventions for building both trust in the leader and trust in
the organization. It would be important to apply method-
ologies that can determine the organizational costs and
efectiveness of these types of interventions.

6. Implications to Nursing Management

Trust in the leader and in the organization exerts signifcant
consequences on the attractiveness of a certain organization,
retention of personnel, productivity, and work-related well-
being. Tus, it should be measured and developed sys-
tematically in a way that acknowledges the antecedents of
trust building. Te results of this concept analysis may be
utilized in the development of such an instrument. Building
and maintaining trust are strongly associated with open and
honest communication and reciprocal interactions; these are
aspects to which nurse leaders should focus on in their daily
work. Organizations should support leadership practices
that place interaction in the center of the concept, as this
would be benefcial to both trust development and a psy-
chologically safe organizational culture. More mentoring
and education are needed in this regard. Furthermore,
educational organizations may take the current results into
account by planning and developing their curricula. In
addition, the development of interventions that primarily
aim to build and maintain trust, for instance, by preventing
distrust and defense mechanisms, may be benefcial for
healthcare organizations.
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