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Abstract 
 

Digitization in the health care sector is striving 

forward. Wearable technologies like smart glasses are 

being evaluated for providing hands-free and septic-

safe access to information systems at the point of care. 

While smart glasses hold the potential to make service 

processes more efficient and effective, it is unclear 

whether patients would opt-in to treatments involving 

smart glasses. Patients are not active users of smart 

glasses but are nevertheless affected of outcomes 

produced by the symbiosis of health care workers and 

smart glasses. Using an online survey with 437 

respondents, we find that it is important to properly 

explain to patients why smart glasses are being used 

and to proactively address data privacy concerns. 

Otherwise, smart glasses can significantly increase 

risk perceptions, reduce patients’ estimates of health 

care workers’ abilities, and decrease patients’ 

willingness to opt-in to medical procedures. 

 

1. Introduction  
Patients value time with their medical personnel. 

They want to know details about their health status and 

wish for a warm and trusting relationship with the 

people who are looking after them. The central role of 

interaction quality for evoking patient satisfaction has 

been recognized by numerous studies [1]. High-quality 

care can only be achieved through a good relationship 

between patient and caregiver [2]. However, as more 

and more time in health care is being spent on 

administrative tasks, there is less time for direct patient 

care [3]. Health care workers spend large portions of 

their shifts reading and documenting patient data on 

computer monitors or paper. As a result, health care 

personnel frequently experiences a lack of time for 

direct patient care, which can negatively affect 

interaction quality and thus patient satisfaction. 

Over the last years, various portable devices have 

been developed for a variety of purposes and 

applications [4]. Wearable Information- and 

Communication Technology (ICT) like Augmented 

Reality (AR) smart glasses are a promising emerging 

technology that may have the potential to transform 

health care processes and health management in 

general. AR smart glasses augment reality with virtual 

information [5] and could be used to complement or 

enhance service processes and workflows at the Point 

of Care (POC) while working hands-free. They could 

be used to lessen administrative burdens by providing 

information access at the POC and by documenting 

procedures while health care workers perform them. 

Finally, smart glasses could be a vehicle for integrating 

artificial intelligence engines in daily clinical practice 

[6]. 

Some studies suggest that smart glasses can 

improve processes in domains without direct customer 

involvement like maintenance and logistics [7]. In the 

health care sector, smart glasses have been adopted 

with several useful applications including, hands-free 

photo and video documentation, telemedicine, 

Electronic Health Record retrieval and input, rapid 

diagnostic test analysis, education, and live 

broadcasting [8-10].  

Despite their potential, research on the usage of 

smart glasses in the health care sector is still at a very 

early stage and studies taking both, the patient and the 

health care worker’s perspective are scarce [2]. A study 

by Prochaska et al. found that many patients had 

concerns about privacy, but very few expressed that it 

would affect their trust in a doctor [11].  

It is easy to imagine that smart glasses might have 

negative side effects on patient trust and interaction 

quality. Smart glasses can obscure parts of the health 

care worker’s face or divert attention from the patient, 

which could negatively impact communication. 

Furthermore, most smart glasses have outward-facing 

cameras that are directed at the patient. This might 

raise privacy concerns on the patient’s side, impeding 

overall acceptance of the technology.  

The research question targeted by this work is thus: 

How does health care workers’ use of smart glasses 

affect trusting beliefs of patients? 

In order to answer this question we take an in-depth 

look at how the use of smart glasses in health care 

would affect the relationship between medical 

personnel and patients. Building upon interpersonal 
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trust literature, we develop a research model explaining 

the patient perspective regarding the use of smart 

glasses in health care settings. We have empirically 

tested the research model with a survey. 

2. Background 

In this section, we will summarize related work on 

trust and smart glasses in the health care sector. In 

general, trust is defined as a latent variable made up of 

different dimensions [12]. In this work we define trust 

according to the definition of Mayer, Davis, and 

Schoorman [13] (page 724): “Trust is the willingness 

of a party to be vulnerable to the actions of another 

party based on the expectation that the other will 

perform a particular action important to the trustor, 

irrespective of the ability to monitor or control that 

other party” [13]. 

2.1. Trust in person  
One large stream of research in the IS literature has 

focused on trust between people or between groups 

[14]. Trustors decide to trust a trustee based on their 

perceptions of the trustee’s abilities, benevolence and 

integrity [13]. Trust perceptions are also moderated by 

the trustor’s disposition to trust. Whether a trustor 

decides to be vulnerable to another party or not, 

depends on his risk perceptions and how much he 

trusts the trustee [13]. While the main focus of the IS 

community has been on virtual teams and online 

markets [14], trust-related research pertaining to 

professionals in the health care sector also exists.  

Patients strive to gain control over their illnesses. 

Research indicates, that patients perceive contacting 

medical experts as the most effective means to cope 

with illness, to reduce uncertainty, and to deal with 

anxiety [15]. Patients want caregivers to be genuine, 

not in a hurry, available and willing to talk to them 

[16]. Patients’ willingness to opt-in to a medical 

procedure depends to a large part on how the procedure 

is described to them by the medical personnel [17]. 

There is a general consensus in the nursing field that 

effective communication with patients is integral to 

good practice. Trust in the health care provider has 

been found to correlate positively with adherence to 

treatment, provider continuity, and perceived 

effectiveness of care [18] 

Nonverbal communication between health care 

professionals and patients also takes a crucial role in 

building patients’ trust [19]. Nonverbal communication 

consists of social cues like eye contact, body posture, 

and facial expressions. Research has shown that 

consistent eye contact with patients leads to stronger 

trust, while forward-leaning body posture and smiling 

did not influence trust [19].  

2.2. Passive trust 

According to Montague and Xu, a passive user is 

defined as an individual with limited control over the 

technologies and IT artifacts used in a system [20]. 

Nevertheless, passive users are directly affected by the 

results and the outcome of technology use. A passive 

user can observe the actions and interactions of the 

active user with the technology. Moreover, the passive 

user is influenced by outcomes produced by the 

technology and the active user. A communication of 

the passive user with the system is only conditionally 

possible, or is moderated by the active user. Although 

passive trust has been mentioned in various contexts, 

little empirical research on this topic can be found [21]. 

Moreover, passive trust has not been integrated with 

and delimited by existing trust research. 

Very little IS research has focused on the passive 

user perspective. This finding is supported by Söllner 

et al., who find that IS research on trust has mainly 

focused on the trust relationship between the user and 

the information system itself, largely neglecting that 

other targets of trust might also drive IS use from a 

user’s point of view [22]. Transferred to the medical 

context, patients are passive users of medical 

technologies, while physicians and caregivers are 

active users.  

2.3. Smart Glasses  
Smart glasses are a new generation of wearable 

devices that have the potential to transform healthcare 

processes and healthcare management in general [23, 

24]. Their main advantage is that they can be operated 

hands-free, thus allowing healthcare workers to use 

both hands for their work while having access to an 

information system [9, 25, 26]. 

It is relevant to passive users to have a rough idea 

of the active user’s actions with a smart glass [27]. 

This perspective roughly aligns with findings from the 

technology acceptance literature. While the technology 

acceptance literature assumes an active user 

perspective, perceived usefulness has been identified as 

a key driver for technology acceptance [28]. A study 

conducted by Weiz et al. indicates that the link 

between perceived usefulness and actual use is likely 

to be present in the context of smart glasses [29].  

Not much research has been done to understand 

how smart glasses are being perceived by onlookers 

[30]. Given the insights into the value of verbal and 

non-verbal communication in health care for building 

trust, the question arises how smart glasses would 

impact communication behaviors between health care 

workers and patients.  

Extant research shows that smart glasses may 

disturb, disrupt, alter [31], or impair social interaction 

[32] and thus, may call for a new social etiquette. 

Smart glass usage is perceived critically, but more 

positively from a first-person perspective (the user 
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herself) than from a second-person perspective [27]. 

Data privacy concerns are often voiced with regards to 

smart glasses privacy and can strongly influence users' 

decision making [33]. Moreover, it is preconceived that 

smart glasses are always recording [27]. General 

mistrust in technology manifests itself in behaviors 

such as laptop users blocking the integrated webcam 

with Post-its [23]. Hein et al. came to the conclusion 

that when it comes to smart glasses, people tend to care 

more about other people’s privacy than about their own 

[23].  

3. Research Method 

Passive trust is inherently linked to both, 

interpersonal trust and trust in technology. The 

constructs and models for interpersonal trust are well 

established. 

3.1 Research Model 
Within our research model, we build upon Mayer’s 

model of interpersonal trust [13]. The research model 

we developed is depicted in Figure 1. The constructs 

and arrows drawn in black are adapted from Mayer’s 

model, while hypothesized additions are colored in 

blue.  

As described in the last section, data privacy 

concerns and perceived usefulness are likely to play a 

role in the passive trust context. Therefore we 

incorporated these two factors into our research model 

and expect them to influence both, trust in the 

caregiver and opt-in intentions.  

A substantial body of literature has shown that trust 

influences perceptions of perceived usefulness [34]. 

Thus we hypothesize that patients who trust their 

caregiver will be more likely to perceive the use of 

smart glasses as useful (h1). 

Furthermore, the technology acceptance model 

proposes that perceived usefulness predicts behavioral 

intentions [28]. Behavioral intentions are conceptually 

very similar to opt-in intentions. Thus we hypothesize 

that patients who perceive the use of smart glasses in 

health care to be useful will be more likely to opt-in to 

medical procedures (h2).  

Regarding privacy perceptions, relationships can be 

inferred from the Privacy–Trust–Behavioral Intention 

model [35]. It poses that privacy is an antecedent for 

trust, which in turn predicts behavioral intention. 

Building upon this model, we expect individuals that 

hold privacy concerns regarding the use of smart 

glasses to trust caregivers less (h3).  

The second implication of this model is that 

patients with privacy concerns should also to be less 

inclined to opt-in to medical procedures involving the 

use of smart glasses (h4). 

3.2 Study Design 
In order to test our research model and to gain a 

better understanding of how passive trust works, we 

used an online survey with two treatments employing a 

between-subject design.  

The online survey was implemented using the 

limesurvey software. It randomly assigned participants 

to one of two treatments. One of the treatments was a 

control treatment without smart glasses, while the other 

was an experimental manipulation treatment. The main 

difference between the manipulation and control 

treatment was the description of a scenario. In the 

manipulation treatment, smart glasses were used to 

perform a medical procedure, while there were no 

smart glasses used in the control treatment. 

3.3 Scenario description 
The text used to describe the scenarios in control 

and manipulation group were nearly identical. A 

scenario was described, in which the reader takes a 

patient’s perspective. The patient is lying in a hospital 

bed and is recovering from an operation. A caregiver 

enters the room, removes the bandages covering the 

surgical wound on the left forearm and measures the 

size of the wound. In total, four pictures of the 

caregiver performing different actions are provided to 

make the scenario more vivid. 

In the manipulation group, only one short sentence 

was added that states that smart glasses are currently 

Figure 1: Research model 
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being tested by the nursing staff of the hospital. 

Moreover, on each of the four pictures in the 

manipulation scenario, the caregiver is wearing smart 

glasses. The pictures in the control group show the 

caregiver performing the same actions as in the 

manipulation scenario but without wearing smart 

glasses. Figure 2 shows an example of the differences 

between the pictures employed in the control and 

manipulation groups. 

  
Figure 2: Differences between control and 

manipulation group. (Left picture: Control group; 

Right picture: Manipulation group) 

 

3.4 Data collection 

Participants for the survey were recruited using 

advertisement on Facebook. We designed an 

advertisement that asked Facebook users to support 

one of the author’s dissertation project by participating 

in an online survey about “trust in the health care 

system”. 

In order to gather patient perceptions regarding use 

of smart glasses in health care, we used several 

constructs that have been developed and validated in 

prior studies. Wherever necessary, item wording was 

adapted to the context of this research study. Items for 

which no German translation could be found in the 

scientific literature were translated to German using the 

method described by Brislin et al. [36].  

We were not able to find a validated construct for 

patient opt-in that we deemed appropriate for the 

context of our study. Therefore we developed items for 

this construct ourselves. We checked for content 

validity by testing the items with two researchers 

trained in scale development. The factor analysis 

which is presented in the results section of this paper 

suggests that our construct has good discriminant 

validity from the other constructs used in this study. 

All items and constructs that were used in the 

online survey are listed in table 1. The constructs 

“privacy” and “perceived usefulness” were not used in 

the control scenario, because their wording is focused 

on a technology supporting a process. Survey 

participants were also asked to provide their age, 

gender and whether they had received surgery before. 

We also included a control question to assert that 

survey participants were actually reading the questions.  

 

Table 1: Measurement items 
(7-point Likert scales from strongly agree to strongly disagree) 

German translations can be provided upon request 
Constuct Item Loading 

Opt-in 
(self-devel-

oped) 

I would not have any objections to this 

treatment. 

0.945 

I would consent to this treatment. 0.954 

I would not voice any concerns about this 

treatment. 

0.887 

Disposition 
to trust 

[37] 

I generally trust other people. 0.862 

I generally count on other people. 0.881 

I generally have faith in humanity. 0.815 

Ability 
[38] 

The caregiver is competent. 0.862 

The caregiver understands the profession she 

works in. 

0.904 

The caregiver knows how to provide excellent 

service. 

0.841 

The caregiver knows about nursing. 0.920 

Bene-

volence 

[38] 

I expect I can count on the caregiver to consider 

how its actions affect me. 

0.783 

I expect that the caregiver's intentions are 

benevolent. 

0.807 

I expect that the caregiver puts patients' 

interests before their own. 

0.725 

I expect that the caregiver is well meaning. 0.833 

Integrity 

[38] 

Promises made by the caregiver are likely to be 

reliable. 

0.863 

I expect that the caregiver will keep promises 

she makes. 

0.813 

I do not doubt the honesty of the caregiver. 0.726 

I expect that the advice given by the caregiver is 

their best judgment. 

0.820 

Risk [39] It would be risky to disclose my personal health 

information to health care providers. 

0.805 

There would be high potential for loss 

associated with disclosing my personal health 

information to health care providers. 

0.900 

 

There would be too much uncertainty 

associated with giving my personal health 

information to health care providers. 

0.969 

 

Providing health care providers with my 

personal health information would involve 

many unexpected problems. 

0.933 

Trust [40] I trust the caregiver to be reliable. 0.854 

I believe the caregiver to be trustworthy. 0.922 

I trust the caregiver. 0.941 

Perceived 

Usefull-

ness [41] 

Using smart glasses enables the caregiver to 

complete her daily tasks faster. 

0.787 

Using smart glasses improves the productivity 

of the caregiver at her tasks. 

0.958 

Using smart glasses can increase the caregiver’s 

productivity at work. 

0.953 

Privacy 

[41] 

I feel safe to store private data in the smart 

glasses. 

0.948 

The storage of sensitive data on the smart 

glasses would worry me. 

0.728 

The use of smart glasses negatively affects my 

privacy. 

0.850 

 

3.5 Participants  

Overall, we received 918 responses to our online 

survey. However, several answers needed to be filtered 

out, because participants gave incorrect answers to the 

control question (115 instances) or did not complete 

the survey (438 instances).  

This left us with a total of 437 valid responses to 

our survey (manipulation: 222 (= 50.8%), control 215 

(49.2%)). 69 participants (15.8%) were male and 368 

(84.2%) were female. The average age was M = 45.12 
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years (SD = 13.93). Overall 387 (88.6%) stated that 

they have received surgery in the past. 

The manipulation group (n = 222) was comprised 

of 42 males (18.9%) and 180 females (81.1%). The 

average age in the manipulation group was M = 45.2 

years (SD = 13.87). The control group (n = 215) 

consisted of 27 males (12.6%) and 188 females 

(87.4%). The average age was M = 45.0 years (SD = 

14.01). 

4. Analysis 

We used IBM SPSS Statistics (25.0) to conduct a 

descriptive statistical analysis. In addition, SmartPLS 

3.0 was used to test the overall structural model and to 

determine the factor loadings as depicted in table 1. 

4.1. Reliability analysis 
Focusing on the newly developed construct “Opt-

in”, its Cronbach’s alpha value is 0.954, indicating a 

reasonable internal consistency. In addition, this value 

did not significantly increase when one of its three 

items was deleted.  

Further, construct reliability was assessed by 

calculating the composite reliability and average 

variance extracted for “Opt-in” based on the loadings 

from Table 1. Composite reliability equals to 0.943 and 

thereby exceeds the minimum threshold of 0.7. 

Average variance extracted results in 0.847 and 

thereby exceeds the minimum threshold of 0.5 as well. 

All other constructs employed in this study also 

exceeded the minimum threshold for Cronbach’s alpha. 

4.2. Quantitative Results 
We employed three quantitative approaches to 

analyze the survey results.  

4.2.1. Partial Least Squares SEM. In order to test 

the hypotheses h1-h4, as well as the path coefficients 

for the overall model, partial least squares path 

modeling (PLS-PM) was applied using the data of the 

manipulation group (n = 222). 

In order to compute the path coefficients, a 

consistent PLS algorithm was used to correct for 

reflective constructs' correlations. Bootstrapping with 

2000 samples was used to test whether coefficients 

such as outer weights, outer loadings and path 

coefficients are significant by estimating standard 

errors for the estimates. 

The resulting standardized coefficients, as well as 

their significance levels, are depicted in figure 3. Age 

and gender were included as independent variables to 

control for their effects. Regarding the overall model 

fit the SRMR (= 0.070) is lower than the suggested 

threshold [42]. The adjusted R square equals 0.657. 

We find hypotheses 1, 2 and 4 to be confirmed, 

while hypothesis 3 was not confirmed. Trust in the 

caregiver increases perceived usefulness and opt-in 

intentions, while privacy concerns regarding smart 

glasses negatively affect opt-in intentions. 

Moreover, most aspects of the interpersonal parts of 

our research model are roughly in line with the results 

from Mayer et al [13]. Ability, benevolence, and 

integrity are strong predictors for trust in the caregiver 

and trust in the caregiver has a positive effect on opt-in 

intentions. Interestingly, risk perceptions did not have a 

moderating influence in our study, as described by 

Mayer et al. [13] and disposition to trust only 

moderated the relation between integrity and trust. 

4.2.2 Mediator and Moderator analysis. Next, we 

conducted a mediator and moderator analysis for factor 

combinations involving perceived usefulness and 

privacy concerns. While we did not find any 

moderation effects, we found that the relationship 

between trust in the caregiver and opt-in intention is 

Figure 3: Standardized coefficients 
(p-value significance level: *.05, **.01, ***.001) 
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partially mediated by perceived usefulness (indirect 

effect ab = .160, 95%-CI[.096, .221]).  
 

4.2.3 Comparisons between manipulation and 

control group. To test differences between the two 

treatments, contrast tests based on the Wilcoxon 

signed-rank test were used [43].  All significant results 

(p < .05) of the contrast tests are reported in the 

“Comparison”-column of Table 2. In addition, Table 2 

also reports means and variances. Data associated with 

trust, technology acceptance and privacy outcomes 

were analyzed using an ANOVA test on the two 

between-subject factors as independent variables: The 

manipulation treatment (1) shows pictures of a 

caregiver wearing a smart glass, while the control 

treatment (2) uses the same scenario description but 

shows pictures of the caregiver without smart glasses. 

 

Table 2: Survey results 
(p-value significance level: *.05, **.01, ***.001) 

Outcomes (1) 

Manipulation 

(2)  

Control 

Comparison 

M SD M SD 

Opt-in 4.46 1.79 5.05 1.66 1<2***  

Propensity 

to trust 

3.25 1.39 3.39 1.32 No significant 

effects 

Ability 4.44 1.27 4.71 1.40 1<2* 

Bene-

volence 

4.67 1.20 4.86 1.20 No significant 

effects 

Integrity 4.79 1.04 4.91 1.01 No significant 

effects 

Risk 3.91 1.60 3.38 1.45 1>2*** 

Trust 4.88 1.21 4.92 1.22 No significant 

effects 

4.2.4 Effects of age and gender. Within the 

manipulation group we checked whether age and 

gender had an effect on any of the measured 

constructs. Table 3 lists all constructs that significantly 

correlated with age in our manipulation group. Age 

was significantly negatively correlated with the 

disposition to trust humans as well as the benevolence, 

integrity and overall trust in the caregiver. 

 

Table 3: Influence of age 
(Effect sizes are calculated using spearman’s rho. P-value 

significance level: *.05, **.01, ***.001) 
 Disposition 

to trust 

Benevolence Integrity Trust in 

caregiver 

Effect 

size 

-.23*** -.23*** -.14* -.14* 

All constructs of the manipulation group that 

significantly differed between male and female 

participants are listed in Table 4. Overall, females 

reported higher risk perceptions and privacy concerns, 

while perceiving smart glasses to be less useful and 

being less willing to opt-in to medical procedures 

involving smart glasses than men. 

Table 4: Gender differences 
(Calculated using Wilcoxon signed-rank test. P-value 

significance level: *.05, **.01, ***.001) 
 Opt-in Perceived 

usefulness 

Risk 

perceptions 

Privacy 

concerns 

Effect 

size 

-.49*** -.25* -.31** -.33* 

4.3. Qualitative Results 
Participants of the survey also had the option to 

elaborate their opinions in an open comment text field 

at the end of the survey. We clustered the qualitative 

comments into categories and will present them in the 

following. The number in brackets behind each 

category indicates the number of comments per 

category. 

4.3.1 The scenario presented in the survey (26 

comments). Most comments in this category focused 

on how the actions of the caregiver were perceived. 

For instance, some people found that the caregiver did 

not display a lot of empathy. They would have 

expected the caregiver to ask follow-up questions 

about the pain the patient was suffering. Moreover, 

some participants noticed that the caregiver did not 

disinfect her hands at the beginning of the procedure. 

Some participants would have preferred the presence 

of a doctor to check the wound. 

4.3.1 Smart glasses (17 comments). The positive 

comments on the smart glasses focused on the 

reduction of errors, higher productivity, and 

suggestions for other use cases in health care. There 

were also negative comments about smart glasses. 

Some survey participants found that caregivers 

wearing smart glasses look inhuman. Especially 

because it is difficult to see the caregiver’s eyes. Some 

comments suggest that survey participants would find 

it difficult to build a trusting relationship with a person 

wearing smart glasses. 

4.3.1 Eye contact (12 comments). Patients find eye 

contact important to assess the caregiver’s 

trustworthiness. Some survey participants perceived 

smart glasses as a communication barrier. Some 

comments imply that patients perceive the use of smart 

glasses as a tradeoff between process efficiency and an 

emphasis on personal contact during care. 

4.3.1 Data security (10 comments). Patients voiced 

concerns about the misuse of their medical data. They 

would not like their medical insurance to have access 

to data that was recorded during their hospital stay. 

There were also positive comments which mentioned 

that smart glasses might be able to prevent others from 

seeing confidential information. 

6. Discussion 

Our results have unveiled several insights into the 

inner workings of passive trust in the health care 

sector. The empirical results show that perceived 
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usefulness and privacy concerns are important factors 

regarding smart glasses, trust in caregivers and opt-in 

intentions. As expected, a mixture of interpersonal trust 

and technological aspects play a role in explaining opt-

in intentions. This conclusion is highlighted by the 

mediating effect of perceived usefulness on trust in the 

caregiver and opt-in intentions. 

We can quantitatively confirm results reported in 

other studies regarding gender and smart glasses. 

Koelle et al found that females are more likely to 

express negative feelings about the use of smart glasses 

[27]. In our study, female participants viewed the use 

of smart glasses significantly more negatively than 

male participants in some dimensions. Females 

reported significantly higher risk perceptions and 

privacy concerns regarding the use of smart glasses in 

the presented scenario than the male participants. 

Furthermore, females perceived the smart glasses to be 

less useful and were less willing to opt-in to procedures 

involving smart glasses than men.  

Interestingly our findings regarding age differ with 

the results reported by other studies in which older 

patients are generally more inclined to trust [19]. In our 

study, age was negatively correlated with the 

disposition to trust and trust in the caregiver, which 

was presented in the scenario. Moreover, older 

participants rated the benevolence and integrity 

significantly lower than younger participants. 

Interestingly, none of these factors are technology-

related. Instead, they are all clustered on an 

interpersonal level. 

When reflecting upon these results one should keep 

in mind that we used Facebook as a recruiting tool. 

Thus the oldest participant in our study was 74 years 

old, and our sample does not represent the age group of 

70 and older. Next, this study took place in the health 

care context. In the comments section of our survey, 

we received many individual case descriptions of 

instances in which participants experienced something 

that made them loose trust in the health care system. It 

is possible that older patients have more experience 

with the health care system and are thus more likely to 

have experienced something negative. 

6.1. Practical implications 
We purposefully did not provide a detailed 

explanation of how smart glasses work to the 

participants of the study. We did this in order to 

maximize the consistency of our study by keeping it as 

similar as possible to the control scenario. Moreover, 

Angst et al. have already shown that patients’ 

willingness to opt-in to a medical procedure depends to 

a large part on how the procedure is described to them 

by the medical personnel [17]. The focus of our study 

was therefore to gather insights into patients’ initial 

perceptions of smart glasses. 

Our results show that privacy concerns regarding 

smart glasses should be taken seriously. When using 

smart glasses in a professional environment like health 

care, efforts should be undertaken to increase the 

perceived usefulness of passive users and to decrease 

privacy concerns. We recommend providing 

informational material on what data is being gathered 

and why the smart glasses are of value. For instance, 

videos that describe use case scenarios and show the 

caregiver’s perspective using smart glasses could be 

helpful. As females report higher levels of privacy 

concerns, it might be a good idea to develop 

information material that is appealing to them. 

6.2. Theoretical contributions 
We contribute to theory by conducting exploratory 

work on passive trust. To the best of our knowledge, 

only very little research has been conducted on this 

topic. We think that research in this field is needed, as 

technology and particularly artificial intelligence are 

becoming more prevalent in our lives. Scenarios in 

which individuals are dependent on outcomes 

produced by a symbiosis of humans and machines will 

occur more frequently. 

The constructs that drive passive trust are still 

elusive. While several parts of the interpersonal trust 

literature can be reused for the passive trust context, 

new constructs need to be developed to account for the 

technological influences. In our research, we make a 

first step towards this end by developing an opt-in 

construct. The reliability characteristics of the newly 

developed construct are good and it can be reused for 

passive trust research in other contexts. Moreover, we 

extend the body of research on passive trust by 

applying well-established constructs from the IS trust 

literature to context of passive trust. 

Furthermore, we contribute to interpersonal and 

technological trust research. We extend the 

interpersonal trust model of Mayer [13] to the context 

of passive trust and identify constructs that help to 

model technology perceptions. The empirical results of 

our study suggest that our research model is able to 

explain how trust perceptions and opt-in intentions 

emerge and can thus serve as a conceptual basis for 

further investigation of passive trust. More specifically, 

we show that perceived usefulness and privacy 

concerns are important technological factors for 

passive trust. 

Finally, in the following, we will outline an agenda 

for future research that can help fellow researchers to 

advance the theoretical knowledge of passive trust.  

6.3. Agenda for future research 
Our study has several limitations. Firstly, we have a 

very unequal gender representation in our sample. 84% 

of this study’s participants were female. Thus, despite 

being statistically significant, the results pertaining to 
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gender should be regarded with caution and be treated 

as preliminary results. We hope that future research 

will be able to shed more light on gender differences 

by conducting more empirical studies on the use of 

smart glasses. 

Interestingly, privacy concerns regarding smart 

glasses did not have a negative effect on trust in the 

caregiver. One explanation for this might be that 

patients do not think that medical personnel would be 

inclined to misuse their data. Qualitative research with 

patients could shed more light on this finding. 

While we were able to show that privacy concerns 

and perceived usefulness are important factors in the 

context of passive trust, it is quite likely that we have 

missed other important factors. Several comments 

suggest that the empathy displayed by the caregiver 

could be relevant. This would also be in line with prior 

findings in the medical literature that highlight the role 

of communication in health care [2]. Furthermore, as 

disposition to trust did not have the moderating effect 

that it has in other contexts, further research is needed. 

Especially our results pertaining to age suggest that a 

construct regarding overall trust in the healthcare 

system should be tested in future questionnaires. 

Testing constructs like trusting stance and propensity 

to trust which are related to disposition could be a good 

starting point for this endeavor. 

Similar to disposition to trust, risk perceptions did 

not have the moderating effect we assumed they 

would. One aspect that could be interesting for future 

research is to look into how the severity of an illness 

affects passive trust and opt-in intentions. It is quite 

possible that opt-in to medical procedures is higher 

when a patient has a life-threatening disease than when 

the patient only has a minor illness. Severity is 

conceptually different to the construct of risk 

perceptions we used in this study, as it would focus on 

the health state of the patient instead of risk concerns 

regarding the use of smart glasses.  

The caregiver’s abilities were rated significantly 

worse in the manipulation scenario, than in the control 

scenario. This is somewhat surprising because in 

theory the smart glasses should enhance the caregiver’s 

capabilities and improve the capability to provide 

professional care. It is possible that patients have a 

specific picture in mind when it comes to judging a 

caregiver’s capabilities. Maybe patients consider 

empathic treatment and good communication with the 

patient to be central to the caregiver’s job and perceive 

smart glasses as a barrier to achieving this goal. Future 

research should take a more in-depth look at this 

phenomenon. One way to approach this could be to 

investigate the patient’s perceptions of a caregiver’s 

empathy and to evaluate whether empathy correlates 

with ability perceptions. Another approach could be to 

compare whether patients deem it more appropriate if 

doctors use smart glasses than if caregivers do. 

This study focused on the use of smart glasses in 

the health care sector. However, the notion of passive 

trust is much broader. In order to be able to make 

generalizations about passive trust in different contexts 

and technologies, further research is needed. We 

encourage fellow researchers to conduct empirical 

research on use cases in other domains and to compare 

the results to ours. 

7. Conclusion 

In this research, we have investigated how the use 

of smart glasses in the health care sector is perceived 

by patients. Patients are not active users of the smart 

glasses but are dependent on outcomes produced by 

caregivers using this technology. Thus both 

interpersonal and technological aspects play a role in 

this context. 

Building upon interpersonal trust literature we have 

developed a research model and have tested it 

empirically using an online survey. As predicted by the 

interpersonal trust model, the results confirm that 

ability, benevolence, and integrity predict trust in the 

caregiver and opt-in intentions to medical procedures. 

However, risk perceptions and disposition to trust did 

not have their theorized moderating effects.  

Furthermore, we identify patients’ perceived 

usefulness and privacy concerns as relevant factors for 

modeling technological aspects of smart glasses. Both 

constructs had strong correlations with trust in 

caregivers and opt-in intentions. 

Age was significantly negatively correlated with 

several interpersonal constructs. This implies that older 

people have less trust in caregivers. Female 

participants had significantly higher risk and privacy 

concerns than males and were less willing to opt-in to 

medical procedures involving smart glasses. 

Future research on the passive user perspective is 

needed. The results of our research suggest that several 

other factors like perceived empathy or severity of the 

patient’s illness could be relevant constructs in the 

context of passive trust. 
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