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It has often been argued that trust cannot be built during crises. While this line of thinking recognizes the importance of building trust before or after crises, it negates the possibility of building trust during a crisis. This paper offers two scenarios to argue for the possibilities of building trust during crises by engaging with existing distrust, with special reference to examples during the COVID-19 pandemic. The first considers distrust towards vaccines and public health interventions among Black Americans that was addressed through interventions that partnered with trusted third parties during the COVID-19 pandemic. The second discusses the Indian transgender community where trust networks built between public health organizations and activists groups was mobilized to engage with existing distrust during the COVID-19 pandemic. Despite the success of these interventions, this perspective paper ends by clarifying that engaging with distrust does not have to result in achieving public health goals with a brief considerations of two cases: the polio vaccine boycott in Nigeria (2003) and medical populism in the United States during the COVID-19 pandemic. These examples highlight that if existing distrust toward the medical system is not addressed, then space is created during crises-periods for distrust to be mobilized in ways that compromise public health goals.
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1 Trust, distrust, and crises

Trust can be defined, following Whyte and Crease, as “deferring with comfort and confidence to others, about something beyond our knowledge or power, in ways that can potentially hurt us” [(1), p. 412]. One party trusts another with an issue or concern that is beyond their control. As a consequence, the trusting party is dependent on the goodwill of the trusted; a dependence that can be abused. What this highlights is that trust does not come with guarantees and it is always possible that the trusting party can be hurt or let down by the trusted. When trusting, the possibility of being hurt is taken on board in the hope that those we trust will not respond with ill-will. In other words, trust foregrounds vulnerability on part of the trusting party and good will on part of the trusted.

The vulnerabilities of trust are accepted in varying degrees because it reduces complexity. For example, when driving decisions have to be made quickly without recourse to time consuming reflection or discussion with other drivers. It is always possible, for instance, that we could be injured by those who drive irresponsibly or vehicles that have not passed adequate safety regulations. Despite this, there is a general tendency to trust other drivers to co-operate to varying extents to reach the intended destination. Without trust road travel would be impossible. Put simply, trust allows for the “reduction of complexity” which in turn enables pursuing goals that would otherwise be impossible [(2), p. 25]. An additional caveat at play in the driving example is an impersonal “system trust” that the rules and regulations of the traffic system will continue to function as expected [(3), p. 432]. In sum, trust can be defined as a “relationship that exists between individuals, as well as between individuals and a system, in which one party accepts a vulnerable position, assuming the best interests and competence of the other, in exchange for a reduction in decision complexity” [(4), p. 1599].

This is not to claim that all forms of trust are reflective leaps of faith for the sake of reduced complexity. Trust is also the result of routines or what could be termed habitual trust (5). Most drivers do not ponder endlessly on whether they can trust the conduct of other drivers before crossing a signal. There is a habitual trust among most drivers that others can be trusted not to break traffic rules and crash into them. However, the qualifier ‘most’ indicates a crucial dimension: it is not necessary that everyone exhibit trust all the time. Distrust remains a potential response but one that is closely intertwined with trust. Consider Steven Shapin’s ‘skeptical experiment’ concerning processes by which the factual claim ‘DNA contains cytosine’ is verified [(6), pp. 17–19]. Among the many details of the experiment is the precipitate of certain chemical reactions that is taken to be DNA, a conclusion that Shapin notes would not be questioned by most participants in laboratory activities. Such taken-for-granted acceptance might be cause for skepticism and result in subjecting the precipitate to additional tests. This would be time-consuming, cost money, and disrupt work flow. But such distrust is reasonable. Shapin’s point, however, is that distrust still requires trust in the competence of those who prepared the extra tests or the efficacy of the tests themselves. It highlights that acts of distrust require some form of trust that is always already operative and implicitly factored in [(6), p. 19]. This form of habitual trust is taken for granted and not even recognized as a form of trust. For Annette Baier, this is because we function within “a climate of trust” that we “inhabit [like] an atmosphere and notice it as we notice air, only when it becomes scarce or polluted” [(7), p. 607].

Discussion of trust and distrust highlights another important feature: the expectational dimension. Following Niklas Luhmann, trust functions as a “generalization” that extrapolates from one state of affairs to form a series of expectations that can be extended to others [(2), p. 26]. More precisely, trust represents a positive set of expectations that leads to a generalization that similar agreeable circumstances can be expected in the future. Distrust, on the other hand, is not merely the lack of trust but a “functional equivalent” and a series of expectations in its own right [(2), p. 71]. The caveat being that while trust represents positive expectations, distrust refers to negative expectations. Furthermore, like trust, distrust also reduces complexity as the expectation of undesirable outcomes leads to protective or preemptive action [(2), p. 72]. But, as Shapin’s ‘skeptical experiment’ shows, trust and distrust are not mutually exclusive but coexist in a myriad of multifaceted and richly textured ways [(8), pp. 442, 450]. For example, most organizations have institutional check mechanisms that function on the basis of distrust based negative expectations that seek to preemptively limit violations thereby creating an environment of trust.

Given the above nuances, there is a complicated relationship between trust, distrust, and complex social crises. Consider the COVID-19 pandemic whose impact was not limited to the health sector but pervaded multiple social sectors (9, 10). In other words, the pandemic constituted a polycrisis where the overall impact of deeply intertwined and simultaneously occurring crises far exceeds the consequences of any single crisis (11). This results in a heightened increase in complexity that would seem to require trust and its ability to reduce complexity. But the manner in which complex social crises play out would initially seem to limit such prospects. Staying with the pandemic, public health interventions to control the spread of SARS-CoV-2 disrupted regular routines and familiar practices destabilizing the bedrock of habitual trust that permeates everyday life [(12–14), pp. 219–222]. The loss of habitual trust is further accentuated by disruptions to systemic trust. For instance, the public transport system or school system in various countries were discontinued or altered significantly such that they could not function as expected. For these reasons, complex social crises are not expected to set up trust based positive expectations of agreeable circumstances playing out in the future and instead raises the prospect of distrust based negative expectations. This has contributed to the understanding that building trust has better prospects before a crisis rather than during a crisis. Or as Scott Keller argues “You cannot build trust when a crisis happens. You build trust before a crisis happens” (15). This perspective paper challenges the strong opposition drawn between the likelihood of building trust before crises to its seeming impossibility during crises. By discussing concrete cases during the COVID-19 pandemic, this paper argues that trust can be built during crises, albeit indirectly, by engaging existing distrust in a manner that leverages previously trusted relationships.



2 Black Americans, distrust, and vaccine hesitancy

During the early phase of the COVID-19 pandemic, vaccine hesitancy was reported among Black Americans (16, 17). Contributing factors included concerns over vaccine safety and distrust of the public health system [(18), pp. 649–650, (19)]. There were also reports of Black Americans lacking access to vaccination centers, protective gear, and testing equipment while also receiving inadequate care or being sent home despite showing symptoms (20). A prominent case being Dr. Susan Moore, a family physician from Indianapolis, who was hospitalized with COVID-19 in November 2020 (21). In a self-recorded Facebook video post at the hospital, Dr. Moore recounted how she had to beg the medical staff for adequate treatment. Despite being a doctor who could express her need for pain medication in the appropriate medical terms, she received racially biased treatment; an occurrence that has been shown to arise owing to false beliefs regarding disparities in pain perception between Black and White Americans (22). Dr. Moore’s video ended with the haunting statement that ‘This is how Black people get killed–when you send them home and they do not know how to fight for themselves’ (23). Within a day of being discharged Dr. Moore was hypotensive and needed to go to another hospital. However it was too late, Dr. Moore’s health deteriorated and she passed away at the age of 52.

Dr. Moore’s video was widely shared and speaks to a generalized distrust of the medical system among Black Americans. Put differently, there is a series of negative expectations among sections of the Black American community regarding how they will be received and treated by the medical establishment. Distrust among Black Americans has a historical dimension that can be traced back to the Antebellum period and continues into the 20th century with prominent examples like the Tuskegee Syphilis Experiment (24). When using historical examples, the aim is not to overemphasize the weight of a single event but gesture to the manner in which the healthcare system treated Black Americans leading to a generalized distrust that is experienced in different degrees and intensities by members of this group (25).

Against this backdrop of institutional racism and distrust based negative expectations, the reluctance to vaccinate represents a preemptive and protective gesture of not wanting to take a chance with, or be at the behest of, the health system. However, as the pandemic unfolded there was a rapid increase in the intention to vaccinate among Black Americans [(26), pp. 7–8, (27)]. This increase has been attributed to proactive efforts that directly address existing distrust in a manner that acknowledges Black American needs and concerns. For example, the Black Coalition Against COVID in Washington D.C collaborated with four Black medical schools and a number of medical organizations trusted by the Black American community to organize virtual town halls (28). Through these events and others, organizers spoke to existing fears and concerns that drive distrust while sharing information about the safety and effectiveness of the vaccine (29). Similarly, the Black Doctors COVID-19 Consortium in Philadelphia directly engaged with Black Americans by collaborating with trusted partners, organizing free testing services in churches and community centers, and provided targeted information about COVID-19 vaccines. These efforts proactively addressed existing dissatisfaction with inadequate access to testing that has been identified as one of the reasons why SARS-CoV-2 has disproportionately affected Black Americans (30). Building on these initiatives the Consortium could set up positive expectations that contributed to a willingness to vaccinate (31).



3 Indian transgender community, distrust, and vaccine hesitancy

The Indian transgender community experiences discrimination and exclusion. Transgender persons tend to leave home or be forced out by family members [(32), p. 9]. This in turn leads to having inadequate documentation to get jobs, own property, or avail of state welfare schemes many of which require valid identification [(33), pp. 8–9]. As a result, members of this community are forced to beg, take up sex-work, or perform culturally assigned roles (blessing babies or dancing during ceremonies) for their livelihoods [(32), pp. 4–9]. Although there have been improvements in the legal domain with the Government of India’s NALSA verdict in 2014, which mandated the addition of a “third gender” column in all government documents as a sign of legal recognition, much remains to be done to address existing patterns of socio-cultural discrimination and exclusion. The COVID-19 pandemic only served to exacerbate the intersectional brunt of transgender persons (34). Stay-at-home orders, the closure of public spaces, and discontinued public transport to curb the spread of SARS-CoV-2 made the prospect of making a living through begging, sex-work, or partaking in culturally assigned roles mentioned above exceedingly difficult.

These socio-economic and cultural realities lead transgender persons to have distrust based negative expectations of how they will be treated in public; expectations that extend to the medical system as well. Members of the transgender community are subject to conscious misgendering, physical/verbal abuse, and face the prospect of being denied access to HIV testing, sexual health services, and antiretroviral treatment [(35), pp. 12–13]. All of these factors contribute to an overall strained relationship with medical institutions that in turn impacts vaccine uptake [(36), pp. 6]. During the COVID-19 pandemic, the official registration form for the vaccine only had the option of ‘others’ as opposed to culturally preferred categories for those not wanting to choose male or female (37). Furthermore, there was a lack of clarity as to how the vaccine would interact with existing medication for HIV/AIDS or Hormone Replacement Therapy (HRT) [(38), p. 8]. All these factors contributed to an indecisiveness associated with vaccine hesitancy. The COVID-19 vaccine uptake among transgender persons in India was extremely low at 3.97 percent during the devastating second wave of the pandemic (39).

Successful initiatives to improve vaccine uptake directly addressed existing distrust while collaborating with third parties already trusted by the transgender community. Consider the Momentum Routine Immunization Transformation and Equity Project and their efforts to address the lack of clarity regarding how the vaccine would interact with medication for HRT or HIV/AIDS in Chandigarh, India (38). The project worked together with the ‘Third Gender Welfare Board’ set up by the state government along with transgender activists and those holding leadership positions within the transgender community. While the project does not provide data specific to transgender persons in Chandigarh, collaborating with third-parties who were trusted by the community contributed to administering 6.1 million vaccine doses to marginalized communities in India. Similarly Swasti, an organization based in Bangalore, have published a COVID-19 Vaccination Playbook that emphasizes that it is “imperative to consult with community representatives—at every step, at every phase” (40). Vaccination camps set up on the basis of collaboration with representatives from the transgender community who have trained personnel to be knowledgeable about concerns of specific to this group, were a crucial trust building effort in the context of the COVID-19 pandemic. These initiatives have resulted in close to 6,206,000 people being vaccinated across 24 states and union territories in India including transgender men and women, sex workers, and informal workers among other vulnerable groups (41).



4 Conclusion: cautionary cases and the need to engage with existing distrust

Both trust and distrust are complex constructs that can be mobilized in multiple ways. Examples of Black Americans and the Indian Transgender community show that efficaciously engaging distrust can set the stage to build trust required for achieving public health goals. But this does not have to be the case. There are other instances of mobilizing distrust that compromised public health outcomes. One prominent example is what Gideon Lasco and Nicole Curato term “medical populism,” or a “political style that constructs antagonistic relations between ‘the people’ whose lives have been put at risk by ‘the establishment’” [(42), p. 1]. In the present context, the establishment refers to institutions, actors, and networks that are broadly associated with public health practice.

An example of medical populism before the pandemic is the polio vaccine boycott (2003) in Kano State, Northern Nigeria. This boycott built on long standing suspicion towards Western medicine that arose due in part to problematic encounters with the pharmaceutical industry. In 1996, families in Kano State raised concerns with Pfizer for setting up trials for an experimental meningitis drug without adequately addressing the risks for participants [(43), p. 337]. These experiences combined with existing fears that the polio vaccine contained anti-fertility drugs and was intended to control the growth of the Muslim population also contributed to the boycott (44). However, the crucial node was the mobilizing of distrust by local politicians intending to resist the federal government in the context of religious and political tensions in Nigeria (45). Another more recent and prominent example is medical populism in the United States during the COVID-19 pandemic. There have been reports of long standing distrust in the health care system in the United States, even suggestions for it to be classed as a public health issue given the potential impact on health outcomes (46). This distrust was mobilized during the pandemic by politicians, prominent personalities, and conspiracy theories in a manner that pit ‘the people’ against a grouping of ‘experts, elites, and public institutions’ [(47, 48), pp. 87–88, (14), pp. 221–222]. Notable examples include then President Trump drawing strong associations between the state of the economy and the impact of public health interventions in general or framing particular control measures like masking as an infringement of personal choice and individual freedom [(49), p. 1423]. Research shows that disparaging characterization of public health institutions and their handling of the pandemic was among the strongest indicators negatively influencing the decision to vaccinate [(50), p. 93].

The examples raised in this perspective paper highlight cases where engaging distrust during crises contributed to achieving public health goals along with cautionary cases where accomplishing population health outcomes became difficult. These examples, however, are particular instances and further research is required to validate the overarching claim: during crisis periods trust can be built indirectly and more effectively by engaging with existing distrust in a manner that acknowledges the ways in which public needs and desires have not been met. Partnering with already trusted actors is an important means to effectively engage with distrust around public health interventions. This perspective paper also raises the point that if public distrust and existing health inequity are not addressed, then space is created during crisis-periods for distrust to be mobilized in ways that compromise achieving public health outcomes.
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