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Abstract

Physicians licensed to practice medicine have enjoyed socially endorsed, legally underwritten status-
trust to a remarkable degree.  However, such trust is not endorsed equally by all segments of American
society, most notably, by African Americans.  Because physicians underappreciate this fact, they fail to
understand how routine medical behavior can disproportionately exacerbate African Americans’ pre-
existing suspicions.  On the other hand, overinterpretation of this fact needlessly risks despair.  A the-
ory of trust provides guidance in resolving clinical conflicts.  Key Words: Brain death, diagnosing
death, minorities, trust, organ donation.

WHAT HAS TRUST got to do with diagnosing
death?

Quite a lot!  Especially in a setting where:
death is unexpected; its cause is a neurological
catastrophe, the worst damage from which is
largely unapparent; the ful l  range of ICU
resources have been deployed to support the
patient’s respiration and blood pressure, to
maintain appropriate fluid volume and elec-
trolyte balance; neurological criteria have
been used to diagnose death; the family inter-
prets “routine request” (albeit, ineptly made)
for organ donation as evidencing insufficient
regard for the patient; unit personnel use clini-
cal language which the family takes as send-
ing a “mixed message” about the fact of death;
the physician(s) are unchosen strangers; and
the deceased’s family is African American,
whose perceptions of the health care system
deprive “Trust me, I’m a doctor” of reassur-
ance or persuasion.

Case

Early on a Friday evening, a formerly healthy
African American male in his early fifties is
found unconscious in his apartment by a friend.
The patient is unarousable and seems not to be
breathing.  Resuscitative measures are adminis-
tered successfully in the field.  The patient is
admitted to the neurosurgical intensive care unit
and is placed on mechanical ventilation.  The on-
call neurosurgeon’s initial exam yields a prelimi-
nary diagnosis of a major cerebrovascular acci-
dent.  A CT scan of the patient’s head confirms
the diagnosis, revealing a massive intracranial
hemorrhage involving virtually the entire left
hemisphere, a probably unsurvivable injury.
Initial attempts to contact next-of-kin (who live
out of town) prove unsuccessful.  The neurosur-
geon orders maximum supportive measures over
the weekend, pending a comprehensive review by
the unit attending on Monday morning.

By Monday morning, the patient’s neurologi-
cal status has deteriorated markedly.  He is now
totally unresponsive, pupils fixed in mid-position,
blood pressure unstable.  The attending neurosur-
geon increases pressor support, verifies that the
patient is not hypothermic and that his blood
gases are within appropriate ranges, and then per-
forms an “apnea test.”  The patient is observed for
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10 minutes and displays no respiratory drive.  The
attending documents probable “brain death.”  In
mid-afternoon, the attending repeats the protocol
with the same results.  He documents the diagno-
sis of “brain death” and orders the patient to be
removed from “life-support” and to be trans-
ported to the morgue when asystole occurs.  It is
six in the evening.  The attending is about to
leave the hospital for the day.  He asks the unit
charge-nurse to attempt to contact the patient’s
family again.  This time, she succeeds in contact-
ing a family friend and leaves word that a family
representative should call the hospital as soon as
possible.

Just as the attending is about to leave the unit,
the patient’s mother calls.  The neurosurgeon
takes the phone, summarizes how the patient was
found, reiterates the clinical course, and con-
cludes by telling her that her son is “brain-dead.”
He tells her that “life-support” was in the process
of being withdrawn.

The patient’s mother reacts emotionally.  She
says it is impossible for this to be true.  He was
“just fine” when she had seen him on Friday
morning.  She says that surely there has been
some mistake.  She implores the physician not to
do anything until she gets there.  The neurosur-
geon agrees reluctantly to delay implementation
of his orders.  He concludes the conversation by
mentioning to the mother that representatives
from Life-Share may want to meet with her in
light of the decision to delay removal of “life-sup-
port.”  He adds that whether this conversation
occurs or not, is entirely up to her, and she does-
n’t have to talk to a Life-Share representative.

Even though the family lives 30 miles away,
within an hour the patient’s mother and 10 family
members (including several from New Jersey and
New York who had just arrived to visit the
patient’s mother) have assembled in the unit.  The
mother approaches her son and comments that he
is warm, looks like he’s sleeping, and adds, skep-
tically, that he “looks too good to be dead.”
Another family member notices that the monitor
is not “flat line” but instead displays values for
heart rate and blood-pressure.

The family members huddle briefly and then,
through the patient’s older brother, announce that
they do not accept what the physician has told
them, that they want a second opinion, and that
they intend to make all medical decisions on the
patient’s behalf, specifically any decision to with-
draw “life-support.”  Another family member
comments that the doctors seem more interested
in getting the patient’s organs than in taking care
of him.  To family members, it seems apparent

that the equipment which the doctor himself calls
“life support” is working.  It “supports” the
patient’s vital signs, as they can see for them-
selves on the monitor. The family regards the
doctor’s order to withdraw support as revealing a
plan to let the patient die to get his organs.

The physician is emphatic that he has not
made a mistake.  The patient is “brain dead.” The
“signs of life” the family notices are present only
because of the drugs and the machines.  He
repeats his intention to withdraw “life-support”
immediately.  He claims a legal responsibility to
determine whether death has occurred and to pro-
nounce it.  Once he has done so, he maintains, it
is unethical to treat the dead as if they were alive.
He insists there is no conspiracy to get the
patient’s organs.  On the contrary, the law
requires that he explore family willingness to
donate. The family circles around the bed and
refuses to move aside.  The physician asks the
charge-nurse to call hospital security.

“Trust Me, I’m a Doctor”: 
A Theory of Status-Trust

Continuously monitoring others, out of fear of
the harm they may do, is burdensome (1).
Trusting them not to cause harm lightens the bur-
den, but presents a risk—trusting the untrustwor-
thy.  The risk increases in cases where one relies
on another to act on one’s behalf, to use his
expertise to carry out one’s will or to promote/
protect one’s interests.  The grant of liberty neces-
sary for effective agency creates an opportunity
for the agent to betray trust for personal advan-
tage (2 – 4).

The reliance problem compounds when the
agent serves in multiple capacities simultane-
ously, e.g., not only as one’s physician, but as
physician-advocate for other patients, as a public
health officer, as deputy law-enforcement officer,
duty-bound to report to authorities certain sus-
pected violations, as required-requester for organ
donation, as resource economizer, etc.  Awareness
of multiple agency creates reasonable fear about
how one’s physician ranks conflicting obligations
(5).  The reliance problem further compounds in
relations with minorities who suspect the trust-
worthiness of institutional officials generally, and
surmise that white-coated strangers tend to rank
lowest the obligations owed to members of their
minority group (5).  The resulting mix of anxiety
and suspicion readily transforms routine clinical
behavior into confirmatory evidence for worst
fears, especially when the agent is an unchosen
stranger. Choosing the agent mitigates fear to a
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degree.  We tend to trust more the agents we have
chosen or with whom we otherwise identify,
whatever the wisdom of such choices.

Trustworthiness is like credit-worthiness.
Each implies desert.  But desert cannot be deter-
mined directly, so everyone must use surrogate
measures instead.  Selection of surrogate mea-
sures involves a trade-off between accuracy and
ease of use.  Rough and ready measures (e.g.,
those based on socially endorsed stereotypes)
promise ease of use, but guarantee comparatively
inaccurate estimates of a person’s ability and
determination to repay debt or fulfill professional
obligation.  More finely crafted surrogate mea-
sures promise greater accuracy but are harder to
master, require gathering harder-to-get informa-
tion, and take longer to apply.  However accurate
or mistake-prone, surrogate measures only pro-
vide indirect estimates of one’s underlying credit-
worthiness or trustworthiness.

In general, therefore, the amount of trust any-
one actually enjoys depends on the perceptions
and estimations of others, rather than on one’s
genuine “desert.”  In addition, one’s confidence
that one deserves trust can influence (not always
favorably) the amount of trust others will accord.
The display which conveys self-assurance to
some, intimates arrogance to others. And finally,
positive or negative perceptions by others of
one’s profession and professional colleagues are
also a major factor in the amount of trust one will
receive.

Historically, the medical profession in the
U.S. has enjoyed legally underwritten, socially
endorsed “status-trust” to a remarkable degree (2,
4).  Unlike other licensed professionals (e.g.,
lawyers, engineers), who have been subordinated
to fiduciary law to regulate foreseeable conflicts
of interest with those they serve, the medical pro-
fession is trusted to regulate itself (4, 6).

The medical profession exercises near-
absolute control over the number of medical
schools that exist in the U.S., as well as their
admissions criteria and curricula.  Licensed physi-
cians establish, review and occasionally discipline
graduate medical education programs and residen-
cies.  Licensed physicians dominate state medical
licensing boards.  They have near-exclusive con-
trol over professional peer review, over continuing
education requirements, and over member disci-
pline.  They are trusted to determine legally when
a person dies.  They do so using tests they devise
and validate.  They evaluate, determine and certify
disability for insurance purposes.  The prescription
system secures to them exclusive authority over
access to many drugs and medical devices,

enabling manufacturers to charge higher prices
than would otherwise be possible.

Such extraordinary professional autonomy
cannot be explained by reference to expertise
alone (2).  Individuals who have acquired medical
knowledge, even to a high degree, have no right
to practice medicine, no right to social privilege
or to enhanced economic opportunity (7). Yet a
licensed physician does.  By law, he obtains his
privileges from other licensed physicians charged
with the responsibility to evaluate his skills and
character on society’s behalf.  By and large, only
other licensed physicians can restrict or abolish
the right to practice.  All this serves to reinforce a
perception that a licensed physician owes his pro-
fessional life to other licensed physicians.

How might the medical profession’s extraor-
dinary, legally created autonomy be justified?
Perhaps like this.  In theory, the license to prac-
tice medicine signifies that its holder is party to
an “understanding” between the medical profes-
sion and society (2).  In exchange for a legally
protected monopoly over defined services which
the license to practice gives them, medical profes-
sionals as a group incur obligations to promote
the public’s health care interests, to define and
uphold standards of care, to pursue excellence, to
exercise stringent peer review, and to abide by an
altruistic ethic of service.  This service-ethic
imposes on the practitioner duties to advocate
vigorously for his or her patients’ health interests,
to use learning, skill and judgment for the indi-
vidual patient’s benefit, and to resolve conflicts of
interest in the patient’s favor.

The “understanding” between society and the
medical profession establishes, gives content to
and (supposedly) justifies the public’s trust in it
(2, 8).  The public’s trust in the medical profes-
sion has two aspects, one cognitive, involving
widely shared beliefs about the profession’s
knowledge, skill and character, the other motiva-
tional (9), involving dispositions to take seriously
what the profession as a whole thinks about
health and illness, to think well of, to speak well
of and to rely on licensed physicians more or less
exclusively for health care.  These cognitive and
motivational elements constitute the medical pro-
fession’s status-trust with the public.

How much status-trust the medical profession
enjoys varies with time, between social and ethnic
groups, and between individuals.  Anything that
influences social perceptions of doctors—break-
throughs in medical science, Medicare fraud, dra-
matic television shows, exposés on 60 Minutes—
can affect the profession’s status-trust,
determining how much or how little it devolves to
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individual practitioners.  In short, status-trust
helps determine the degree of trust which a ran-
domly selected patient tends to place in a ran-
domly chosen, licensed physician.

Status-trust contrasts with “merit-trust.”
Merit-trust, which has analogous cognitive and
motivational elements, is based on perceptions of
an individual practitioner’s trustworthiness. These
perceptions are to some degree independent of
those grounded in professional status.  Such percep-
tions may be accurate or fanciful.  They may derive
from mismeasures, e.g., the physician’s apparent
empathy, rather than his or her dutiful pursuit of a
rigorous continuing education program.  Merit-trust
in one’s own physician is commonly associated
with affection and loyalty.  It may be shallowly
based, because of mere familiarity or because of the
fact that one has chosen her, or it may be based
more deeply, because of significant health crises
she has skillfully seen one through.

Status-trust benefits physicians generally, by
motivating patients to accept inconveniences they
would not tolerate otherwise—long waits for ser-
vice, very brief face-to-face visits, health care
information poorly explained, etc.  Indeed, status-
trust motivates patients not only to tolerate, but
even to defend objectionable conduct widely
characteristic of the profession.  For example,
physicians’ chronic lateness or preoccupation
tends to be rationalized by invoking unforesee-
able but presumed weighty responsibilities, rather
than criticized as evidence of poor time manage-
ment (9).  It motivates interpreting the profes-
sions’ restrictions on physician supply as evi-
dence of its high standards, rather than as shrewd
income protection.  Status-trust motivates patients
to accept medical pronouncements which deny
appearances or seem contrary to common sense,
e.g., that someone who looks well has cancer and
is dying, that it is necessary to continue taking
medicine even after one feels better.  Status-trust
enables physicians to substitute assertions and
commands for lengthy accounts and explanations.

Status-trust in the medical profession is valu-
able to society.  It economizes on “knowledge
costs” for the layperson.  Rather than caveat emp-
tor, which recommends arms-length caution when
dealing with non-licensed professionals, legally
underwritten status-trust permits patients to
assume that it is not risky to disrobe at the request
of a white-coated stranger (8).  Status-trust enti-
tles patients to believe that they will be examined,
not fondled, and that information disclosed in the
clinical encounter will be kept in confidence.

Status-trust has enforceable content for
patients.  It vests in them a legal right to expect

that any licensed physician possesses the degree
of learning and skill ordinarily possessed by his
professional peers who do similar work, that he
will use his best judgment and exercise reason-
able care in the exercise of his skill for the
patient’s benefit.  In short, status-trust entitles
patients to believe that the holder of a medical
license will perform within “the professional stan-
dard of care.”  Should the physician harmfully
betray status-trust, he is liable in damages for
malpractice (6, 10).

The medical profession’s obligation to pro-
mote the public’s health care interests (part of the
“understanding” referred to earlier) is vague, but
not totally lacking in content.  Equality of oppor-
tunity and fair competition are important social
values in the United States.  Our society ought
not to create privilege-to-practice monopolies
unless the health care interests of all citizens are
promoted equally as a result.  Just as public ser-
vice monopolies are granted with the understand-
ing that service must be provided to all citizens
within a geographical area, so, it might be argued,
medical monopolies must do the same.  The med-
ical profession’s acceptance of its legally pro-
tected monopoly implies a duty to take equal citi-
zenship seriously.  Arguably, the idea of respect
for equal citizenship imposes on the medical pro-
fession ethical duties to make its services equally
available and to require members to practice med-
icine without discrimination.

My sketch of the rationale for medical auton-
omy based on social “understanding” should not
be taken as proof that state-licensing of medical
professionals is a good idea, all things considered.
Much can be, and has been, said against it.  It has
been argued that the profession’s most powerful
voice has repeatedly frustrated attempts to imple-
ment any aspect of the “understanding” which
threatens physicians’ incomes, that it has refused
to demand pro bono service to the poor as a pro-
fessional responsibility, that licensed physicians
behave more like a fraternity than a profession
when it comes to weeding out incompetent or
unethical practitioners, that continuing medical
education is a euphemism for tax-deductible
vacations in pleasant places (2 – 4).  All of these
claimed defaults are predictable from the
premises of an economic theory of politics (rent-
seeking theory) (11).

“I’m a Doctor (Don’t Trust Me)”: 
Status-Distrust

The contrary of status-trust is status-distrust.
It too has cognitive and motivational elements.
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Status-distrust is not merely the absence of status-
trust.  On the contrary, status-distrust involves
skepticism that the medical profession takes seri-
ously the responsibilities which derive from its
“understanding” with society, for example, the
responsibility to treat all citizens equally and
without discrimination (5).

Status-distrust of the medical profession may
manifest in many ways.  It might combine skepti-
cism regarding the profession’s altruism with a
selective focus on aspects of the American
Medical Association’s lobbying efforts which
seem self-serving, rather than on those which
might seem more public-spirited.  It may include
the tendency to pay more attention to stories
about physicians’ errors and ethical lapses than to
those about their sacrifices and successes. And it
may generalize these shortcomings to all or most
members of the profession.

Status-distrust motivates one to expect bad
treatment from white-coated strangers, to chal-
lenge or disobey them rather than to be compli-
ant.  Motivated skepticism of doctors explains
how routine clinical inconveniences such as mis-
placed charts, short visits, failures to listen atten-
tively, and physician assertiveness would tend to
be interpreted as disrespectful, contemptuous, or
evidence of bad faith.

Status-distrust of physicians is more wide-
spread among African Americans than among
whites (12 – 14).  Studies show that African
Americans are twice as likely as whites to rate
their  heal th care services as fair  or  poor.
Indeed, one study showed that 8 of 10 African
Americans perceive U.S. society as unfair, espe-
cially with regard to its economic and legal
institutions. Another recent study found that
57% of African Americans vs. 31% of whites
think that the U.S. economic and political sys-
tem is unfair (5).

These findings have obvious relevance for
efforts to improve the treatment African
Americans receive socially and politically, includ-
ing improvement in the quality of health care ser-
vices delivered.  But their implications are even
more striking in the context of the theory of sta-
tus-distrust.  That African Americans dispropor-
tionally regard social institutions as unfair implies
that they will tend not to identify with those insti-
tutions, not feel a sense of “ownership” of them,
not regard their operations as “valid” (on the
assumption that one tends not to identify with
what one regards as bad or unfair).  Tending not
to identify with an institution because one
believes it is unfair will motivate one to place
reduced status-trust in its officers.

African Americans’ disproportional status-dis-
trust of the medical profession will tend to have
negative consequences for physician-patient rela-
tions even when there is no “objective” disparity
in service.  Since African Americans’ motivated
skepticism regarding physicians is comparatively
strong, doctors simply do not have as much trust
to “bank on” with this minority as they do with
others (13, 14).  This means that merit-trust must
be won on an individual basis, to compensate for
the marked deficits the profession as a whole has
in the eyes of African Americans.  Physicians
who are African American may enjoy a marginal
gain in status-trust with African American
patients based on ethnic identification, but the
magnitude of the gain varies, may be obliterated
at the first utterance, and not infrequently is
swamped by status-distrust of white-coated
strangers.

The Trust-Inventory: Building Merit-Trust

The l ikelihood of a successful cl inical
encounter is reduced when a physician attempts
to bank on trust he does not have.  If the patient
or other decision maker distrusts the profession as
a whole, not to mention all powerful institutions,
and if the clinician himself has built up little or no
merit-trust with the individuals involved, he will
not enjoy the luxury extended by the happy
assumptions that doctors are not only highly
skilled, but mean well and should be believed
(and obeyed).  If so, determining how much trust
one has to work with and how much one may
need in the circumstances is the first step in fore-
stalling disaster.

What might such an inventory have taught the
physicians involved in the case presented earlier?
Status-trust = low.  Merit-trust = zero.  Amount of
trust needed?  More!  In addition to the dispropor-
tionally high status-distrust of physicians among
African Americans, and the fact that the physi-
cians in this case were not chosen by the patient
or family, there were several compounding fac-
tors.  Studies in the medical literature reveal that
many citizens doubt the validity of “brain death”
(15, 16).  One state (New Jersey) recognizes a
right of families to veto the use of neurological
criteria to determine death.  Another (New York)
urges physicians to “accommodate” family con-
cerns about the validity of brain death (17).
Recall that some of the family members involved
in this case were residents of New Jersey, a fact
neither appreciated nor explored.

Fear of incorrect diagnoses of death has a
long social history (18).  News accounts of recent
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medical errors in diagnosing death have lodged
firmly in the popular mind.  High status-distrust
will tend to highlight such accounts.  Robin
Cook’s Chromosome 6and the film Comaexacer-
bate public fear of organ transplantation and the
motives of medical professionals who do it.
African Americans’ suspicions of organ transplan-
tation are well-documented, even in living-related
donor circumstances (12).

Also, the physicians in this case were asking
family members to deny the validity of what their
senses seemed to tell them about the patient’s
condition (he didn’t have a mark on him, he
looked too good to be dead, he felt warm to the
touch, his monitor displayed “vital signs”).  The
clinical language used with the family, although
not at all unusual in an intensive care unit, exac-
erbated suspicion (19).  “Brain dead” when con-
joined with “life-support” invited the family to
think that the patient was not really dead, and that
removing “life-support” would kill him for sure.

What trust-building efforts actually helped in
this case?  All displays of authority were halted.
Hospital security forces were asked to leave the
unit and told not to return. Representatives from
Life-Share were asked not to approach this family
for organ donation.  The family was asked to rat-
ify this request, which it did.

The family was invited to a conference room,
with an assurance that no equipment would be
removed from the patient in their absence.  Only
one representative from the ethics committee
accompanied them.  Despite having been briefed
beforehand by the attending physician and unit
nurses, the ethics consultant asked the family to
educate him about what happened.  Listening care-
fully to the family’s account took 45 minutes, dur-
ing which the ethics consultant said virtually noth-
ing, neither by way of explanation nor defense.  An
interesting fact emerged.  The patient’s fiancée was
suspicious that the “friend” who found the patient
unconscious might have tricked or otherwise
induced the patient to ingest cocaine.  (All family
members present said that the patient had been
“clean” for three years.)  The fiancée, supported by
other family members, suspected that foul play had
caused the patient’s sudden illness.  They worried
that if the patient was removed from “life-support”
the suspected criminal role played by the “friend”
would be clouded.  They were unanimous that, if
the patient died, an autopsy should be performed
and the police notified.

When the family seemed satisfied that their
account and concerns had been fully laid out, the
ethics consultant asked whether family members
would permit him to invite two physicians to dis-

cuss the case—a radiologist who would review
with them the CT scans of the patient’s brain and
a neurologist who would explain how it was pos-
sible to diagnose death using neurological crite-
ria.  The family agreed.

The radiologist showed the family a CT
scan of a normal brain.  He oriented them
regarding right/left and explained how the films
showed brain structures.  Then he showed the
patient’s CT scans.  The visual evidence of the
patient’s stroke made a notable impression.
Family members asked many questions, espe-
cially whether cocaine could cause such damage
to the brain.

The neurologist explained to the family what
is involved in diagnosing death by neurological
tests (17, 20).  He clarified that these do not
amount to a “new” definition of death, by relating
these to traditional bedside findings (general
unresponsiveness, pupillary non-reactivity, apnea
and absence of heartbeat).  He explained that all
the traditional tests implicated the absence of
brain functions directly or indirectly (21).
General unresponsiveness, pupillary nonreactivity
and apnea implicated the absence of brain func-
tions directly.  The absence of heartbeat, because
of its dependence on breathing, implicated brain
functions indirectly.  The neurologist explained
that the tests used to determine death in this case
revealed unrecoverable, irreversible damage to
the patient’s whole brain.  He assured the family
of the certainty of the diagnosis—that the patient
was dead and had been pronounced dead.
Nevertheless, since second opinions have a cus-
tomary place in medicine, he offered to help
secure one if the family wished.  They didn’t.
Displays of grief replaced incredulity.

The neurologist then invited the family to
accompany him to the bedside for removal of all
interventions.  They accepted.  The ethics consul-
tant offered to call a representative from Pastoral
Care.  The family accepted this too.  When all
were ready, the neurologist took the family to the
bedside and began removal of all equipment
attached to the patient.

Suspicions flared again when the patient’s
body reacted to the removal of the interventions.
This possibil i ty had not been explained in
advance.  There were more accusations, but not
so vehemently expressed this time.  The neurolo-
gist’s explanation seemed to be accepted.
Displays of grief eventually eclipsed residual
skepticism.  Not a happy ending, not even the
best that one could have hoped for in the circum-
stances, but less bad than seemed likely only an
hour earlier.
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Ethical Diagnostics

Medical diagnosis is hard.  Many disease-
states (not to mention the absence of disease) may
be “consistent with” the presenting complaints
and symptoms.  Multiple rule-outs may be neces-
sary before a diagnosis can be fixed.  Ethical
diagnosis is hard too.  There are multiple ethical
wrongs which present in a clinical setting: disor-
dered values, damaged relationships, complex
histories, confusing accounts, changing stories,
twisted causal chains, bad luck and surprises.  In
ethics, as in medicine, performing a differential
diagnosis with systematic “rule-outs” helps to
avoid mistakes.

The ethicist disregarded the rule in this case.
He quickly settled on status-distrust as a primary
working diagnosis and ignored other plausible,
even tempting possibilities (e.g., that unexpected
death tends to trigger psychological “denial” more
strongly than expected death).  In place of a metic-
ulous ethics work-up, he substituted a rule of
thumb consistent with the theory of status-distrust.
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