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1.1 Introduction 
 
In September 2008, the Dutch Health Care Inspectorate revealed a lack of safety 
in a Dutch hospital. Several hospital operating theatres of this particular 
hospital posed an increased risk of infection for patients. This finding led to the 
forced closure of these operating theatres. Apart from this, it was also exposed 
that this hospital was experiencing critical financial problems. The report on 
the problems as well as the critical financial situation of this hospital were 
extensively covered by national and local media. 
 
In another hospital, a neurologist failed to function in a professional manner 
over a period of 11 years. He failed to keep records of his patients, 
misdiagnosed them and prescribed the wrong medication. This disfunctioning 
of the neurologist eventually became known and was extensively covered too 
by the media. 
 
Incidents such as these are expected to have an impact on public trust in health 
care, the subject of this thesis. People learned about these incidents through the 
media, one of the possible mechanisms which has an impact on public trust. 
Next to media, other mechanisms too might influence public trust in health care 
such as positive or negative experiences or positive or negative experiences of 
others in one’s network. The Health Care Inspectorate, mentioned in both 
examples, might function as an institutional guarantee for the trust placed by 
the public in health care.  
 
Such incidents or negative experiences might erode trust. However, it is 
important for patients to place trust in health care because this can have an 
impact on their use of services, on the health of patients and eventually could 
affect health care costs. 
 
The aim of this thesis is to contribute to the understanding of the mechanisms 
underlying variations in public trust in health care providers and in the system 
as a whole. Our research provides insight into how public trust in health care 
develops and the circumstances under which it changes.  
 
In this chapter, we first explain what public trust in health care is. Secondly, we 
describe the importance of placing public trust in health care. Thereafter, we 
present the theoretical model on public trust in health care used in this thesis. 
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1.2 Public trust in health care: What is it?  
 
Public trust is trust in groups, institutions or the system. It is the impersonal 
and general equivalent of interpersonal trust, the trust we have in each other. 
Public trust can be placed in diverse objects, defined by several categories (see 
table 1.1). Firstly, objects of public trust can be divided into objects based 
around groups or institutions. This means that public trust can be placed in 
groups of people, such as nurses, and in institutions, for instance, hospitals. 
Secondly, objects of public trust can be found both on a higher or macro-level 
and on a middle or meso-level. Public trust on a macro-level refers to groups 
and institutions in general or a system, such as nurses in general, hospitals in 
general or the health care system. On the meso-level, trust can be placed in 
more specific objects such as a group of care providers working in a particular 
institution, for example nurses in a hospital, or a particular institution itself, for 
instance a hospital.  
 
Table 1.1 Objects of trust in health care (based on Hall et al., 2001) 

  Interpersonal trust  Public trust 

  Micro-level Meso-level Macro-level 

In
te

rp
er

so
na

l 
tr

us
t 

Person-
based 
 
 
 
 

My general practitioner, 
my physician 

- - 

Pu
bl

ic
 tr

us
t 

Group- 
based 

- Care providers 
working in a 
specific health 
care organization, 
e.g. physicians in 
a specific hospital  

Occupational 
groups in health 
care in general, e.g. 
physicians in 
general 

Institution-
based 

- A specific health 
care organization, 
e.g. a specific 
hospital  

Institutions in 
health care in 
general, e.g. 
hospitals in general 
or the health care 
system as a whole  

 
In the health care context, numerous definitions of trust have been proposed. 
The most commonly used definition of trust found in the health care literature 
is: ‘the optimistic acceptance of a vulnerable situation in which the truster 
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believes the trustee will care for the truster’s interests’ (Hall et al., 2001). This 
definition was initially used to describe trust in an interpersonal setting, but it 
is also applicable to public trust in health care. With regard to public trust, the 
truster believes that health care institutions, occupational groups working in 
health care, or the health care system as a whole, will care for the truster’s 
interests, when in the vulnerable situation of needing care. 
This definition displays that trust in health care involves vulnerability, risk and 
uncertainty. These aspects always play a role in trust, but they are particularly 
apparent with regard to trust in health care. The reason for that is that health 
care is associated with being ill as well as with an unequal relationship. This 
relation is unequal while it is exacerbated by an information asymmetry, an 
imbalance in knowledge between health care professionals and lay people. This 
arises from the specialist nature of scientific, medical knowledge (Calnan et al., 
2004; Calnan and Rowe, 2006). Thus, people are particularly vulnerable 
because they are ill and in a situation in which they have to rely on health care 
providers. This situation also entails risk and uncertainty because people 
expect health care providers to give them good quality care. However, there is 
always a possibility that actions taken by a trustee will be harmful or that trust 
will be abused or taken advantage of (Sztompka, 2000).  
Conceptual analyses displayed that trust, both interpersonal and public, 
consists of four dimensions: fidelity, competence, honesty and confidentiality 
(Hall et al., 2001; Hall et al 2002; Zengh et al., 2002). More specifically, fidelity 
is caring and being an advocate for a patient’s best interests, avoiding conflicts 
of interest and not taking advantage of their vulnerability (Hall et al., 2001; Hall 
et al., 2002; Zengh et al., 2002). Competence is the ability to produce the best 
achievable results and avoiding mistakes (Hall et al., 2001; Hall et al., 2002; 
Zengh et al., 2002). Honesty is telling the truth and avoiding deliberate 
falsehoods (Hall et al., 2001; Hall et al., 2002; Zengh et al., 2002). Confidentiality 
involves the correct use of sensitive information (Hall et al., 2001; Hall et al., 
2002; Zengh et al., 2002). In short, this means that levels of trust in health care, 
in a person or on a public level, entails an indication of the expected actions 
with regard to fidelity, competence, confidentiality and honesty.  
The fact that trust refers to expectations about the future actions of others, 
makes it a forward-looking concept (Calnan and Rowe, 2006). This is in 
contrast to satisfaction, which is an evaluation based on previous experiences 
(Hall et al., 2002). Due to this forward-looking nature, trust reflects the 
reputation of a system, an institution or a health care provider. Because we do 
not have experiences with all the people and institutions we interact with, our 
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trust is, in most cases, based on reputational judgments of others and/or the 
media (Klewes and Wreschniok, 2009).  
 
 

1.3 Public trust in health care: Why is it important? 
 
It is important that people have a certain level of public trust in the health care 
system because research reveals that low levels of trust are related to counter-
productive behaviours.  
Firstly, low levels of trust are related to reduced or delayed use of health care 
services. This was found in the US, where studies on preventive health services, 
such as breast and cervical cancer screening, indicated that for women who 
distrusted the health care system there was a barrier in the use of these 
services (Whetten et al., 2006; Yang et al., 2011). Other research on public trust 
in health care and health care use showed that lower levels of public trust were 
associated with less desire to use care, postponing care or less use of care. In 
the US, Balkrishan et al. (2003) and Trachtenberg et al. (2005) both found that 
those with low levels of trust in the medical profession would rather treat 
themselves than seek medical help. Also, in the US, high levels of mistrust in 
health care organizations were found to be related to postponing in seeking 
necessary care (LaVeist et al., 2009). Among women who recently underwent 
surgery for early stage breast cancer, higher levels of distrust in health care 
were related to high rates of underuse of proven effective adjuvant breast 
cancer treatments (Bickel et al., 2009).  
In addition, reduced public trust in health care is associated with less 
involvement of patients in their medical treatment. For example, in the US, a 
study revealed that people with high levels of distrust in health care 
organizations more often fail to keep their follow-up appointment and fail to 
follow medical advice (La Veist et al., 2009). Other studies in the US indicated 
that lower levels of trust are related to poorer adherence to medical regimens, 
such as failing to follow a specialist’s recommendations about treatment 
(Trachtenberg et al., 2005) or failing to adhere to a prescription for medication 
(Egede and Ellis, 2008).  
 
These findings raise the question of whether low levels of trust are also related 
to poorer health status. Several studies confirm this association. Four studies 
have focused on the association between distrust and how one rates one’s own 
health. Three of these studies, two in the US and one in Sweden, investigating a 
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general population, found that a lack of trust was related to lower self-rated 
health (Armstrong et al., 2006; Mohseni et al., 2007, Yang et al., 2011). This 
association was also found in a study amongst the elderly, a population group 
which interacts with the health care system more often compared to others 
(Yang and Matthews, 2012).  
The causal relationship, however, between public trust in health care and 
behaviours is unclear. Several effects may be occurring. For instance, patients 
with greater trust are more likely to report improved health and more effective 
treatment (Hall et al., 2001). This can be due to the fact that these people 
display greater treatment adherence, which can lead to better treatment 
outcomes. Another effect can be that chronically ill patients who have had more 
experience with health care have more moderate trust but also a stronger basis 
for this level of trust. They might display lower levels of trust, but, in contrast to 
generally healthy people, they are more resilient to disappointment (Hall et al., 
2001). 
However, a causal model on trust implies that low levels of trust cause counter-
productive behaviours and higher costs. This simple economic hypothesis on 
trust is introduced by Covey (2013) in his book, ‘The speed of trust’ and 
suggests that trust always has consequences for two factors: speed and costs. 
When levels of trust are low, speed is low and costs are high. In contrast, when 
trust is high, speed is high and costs are low. This hypothesis might also be 
applicable to the health care setting. In health care, speed is defined as the 
rapidity with which health care services can be delivered and the best possible 
health outcomes can be reached. Costs refer to health care costs. There is 
reason to believe that speed in delivering care and providing the best possible 
care is low when trust is low. For instance, due to underuse of preventive care 
and regular health care, people might become more ill, leading to more 
extensive care. Also, due to less commitment, medical trajectories will take 
longer. As a consequence of this costs in health care will increase. Costs can also 
increase because patients with low levels of trust in health care might be more 
inclined to ask for second opinions.  
Thus, to summarize, low levels of public trust in health care are related to 
underuse of health care, less involvement with, and commitment to, treatment. 
This can imply that low levels of trust can have consequences for the speed of 
delivering good quality care and in the end can have consequences for health 
and health care costs. Relatively high levels of public trust can lead to more 
effective use of care, better health outcomes and lower costs. 
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1.4 Research question of this thesis 
 
The previous section emphasizes the importance for health care of relatively 
high levels of public trust. However, people do place a certain amount of trust 
in health care and these levels of trust can change from time to time. This raises 
the question of how public trust in health care is formed or, in other words, 
which mechanisms explain the differences in the levels of public trust.  
The exploration of the mechanisms which lie behind public trust might offer 
important insights for policy makers and for science. Firstly, for policy makers 
insight into these mechanisms is of importance because this type of information 
enables them to analyse levels of trust in health care and assess situations in 
which public trust might be affected. Consequently, they know whether or not 
appropriate actions should be taken in order to regain trust in health care.  
Secondly, greater insight into the mechanisms behind public trust is of 
importance from a scientific point of view. This is because a review of literature 
on public trust in health care showed that to our knowledge no studies have, 
until now, been performed on this topic. Research on public trust in health care 
focused mainly on the development of measurements (e.g, Straten et al., 2002; 
Dugan et al., 2005; Goold et al., 2006; Hendriks et al., 2007; Shea et al., 2008; 
Egede and Ellis, 2008; Ozawa and Sripad, 2013), on differences in the US 
between African Americans and Caucasian Americans regarding public trust in 
health care (e.g Boulware et al., 2003; Halbert et al., 2006) and, to a lesser 
extent, on levels of trust (e.g. Lee et al., 2007; Jovel et al., 2007; Hardie and 
Critchley, 2008) and on changes in trust over time (e.g. Harris Poll 1, Gallup 
Poll 2). Several researchers have made assumptions on the mechanisms behind 
public trust in health care. Mechanic (1996), for instance, indicated that public 
trust is shaped, extensively, by media exposure and current events. He also 
stated that high levels of interpersonal trust were expected to contribute to 
public trust as well. Boulaware et al. (2003) argued that public trust is likely to 
incorporate general impressions of professional institutions. These are formed 
not only on the basis of personal experiences but also through second hand 
experiences and social cues such as conversations with others, the media and 
protective legal or regulatory measures. However, these assumptions were not 
tested against empirical evidence.  

                                                                    
1  http://www.harrisinteractive.com/NewsRoom/HarrisPolls/tabid/447/ctl/ 

ReadCustom%20Default/mid/1508/ArticleId/780/Default.aspx 
2  http://www.gallup.com/poll/1597/confidence-institutions.aspx#3 
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Therefore, in this study the following research question will be addressed: 
 

‘Which mechanisms explain differences in the level of public trust in 
health care?’ 

 
 

1.5 Hypotheses on mechanisms influencing public trust in health 
care 
 
A study by Van Lange et al. (2014) investigated the degree to which variation in 
an individual’s trust, comprising trust in oneself and trust in others, 
respectively, is linked to genetic and environmental factors. This showed that 
inherited factors are virtually absent in trust, unlike in various expressions of 
abilities, psychological disorders, or classic personality traits. Van Lange et al 
(2014) indicated that such findings demonstrate an exception to the law that all 
human behavioural traits are to a degree inherited. This means that trust might 
be more strongly shaped by persons we encounter and less so by genetics (Van 
Lange et al., 2014).  
The starting point of our model on public trust in health care is in line with the 
result of the study performed by Van Lange et al. (2014). Our model assumes 
that public trust in health care is embedded in an environment. Within this 
environment, trust is shaped through several influential mechanisms. These 
mechanisms can be divided into two types: those related to systems and those 
to informational mechanisms. The system related mechanisms are also called 
institutional guarantees, for example laws or the Health Care Inspectorate. 
These guarantees provide a framework for the health care system, a ‘playing 
field’ in which both patients and especially caregivers are bound by rules. Scott 
(2008) distinguishes three pillars that are related to these institutional 
guarantees. The first pillar is the cultural-cognitive pillar which refers to 
cultural beliefs about the quality of the care provided within a country. The 
second pillar is the normative pillar in which the emphasis lies on normative 
rules that introduce a prescriptive, evaluative and obligatory dimension into 
social life, including both norms and values. The third and last pillar is the 
regulative pillar, which refers to a stable system of informal or formal rules, 
backed by surveillance and sanctioning power that is accompanied by feelings 
of fear/guilt or innocence/incorruptibility.  
Next to these mechanisms, we distinguish informational mechanisms. Coleman 
(1990) described three different sources of information that affect the placing 
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of trust in a single person. These are: 1) experience with the trustee’s 
performance itself; 2) others who have a position similar to the truster and 
similar interests in the placing of trust; and 3) others who have a position 
different from the truster and lack the similar interest in the placing of trust. 
Information received through people who are in a similar or different position, 
thus the second and third source, is called third party information. This type of 
information can also be divided into information provided by people in the 
network (source 2 and 3) and information provided by the media (source 3). 
We expect that these sources of information affect not only interpersonal trust, 
but also public trust. However, in contrast to Coleman (1990), we do not make a 
distinction in our model between those in the network in a similar position and 
those in a different position. The reason for that is that we first want to obtain 
evidence on the impact of network information before conducting research on 
different sources of information within the network and their impact on public 
trust in health care. Hence, in our model, three influential sources of public 
trust in health care are used: 1) personal experiences in health care, 2) third 
party sources: information based on second hand experiences obtained 
through networks, 3) third party sources that is information through the media. 
Apart from these system-related and informational mechanisms, public trust is 
also expected to be influenced by interpersonal trust, and vice versa. This last 
relationship is not part of this thesis though because the focus of our study is on 
the system-related and informational mechanisms.  
A more explicit rationale behind the impact of system-related and 
informational mechanisms on public trust in health care is described in the 
following sections. Figure 1.1 (see page 23) shows our theoretical model used 
in this thesis. The dotted arrows describe the expected relationships which are 
not part of this thesis. The mechanisms studied and their relationship to public 
trust in health care are indicated with straight arrows.  
 
System related mechanisms 
Institutional guarantees 
Institutional guarantees are the informal or formal rules by which everyone 
involved in issues of trust has to play (Buskens et al., 2003). As we mentioned 
before, Scott (2008) distinguishes three pillars of institutions: the cultural-
cognitive pillar, the normative pillar and the regulatory pillar. How institutional 
guarantees concerning these specific pillars apply to health care and the 
hypotheses related to these pillars will be described below.  
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Firstly, the cultural-cognitive pillar refers to a shared understanding and a so-
called ‘taken-for-grantedness’ (Scott, 2008). It constitutes shared conceptions 
that shape the nature of social reality and the frames through which meaning is 
made (Scott, 2008). With regard to health care, it reflects the shared idea and 
belief within society about the availability of good quality care in a health care 
system. It is assumed that this shared idea has an impact on public trust in 
health care within a society. Additionally, this shared idea and belief in the 
availability of good quality care can differ per country. These assumptions lead 
to the following hypothesis: 
 
Hypothesis 1a: A cultural belief about the availability of good quality care 
within a country has an impact upon the level of public trust in health care both 
within a country and between countries.  
 
Next to this first pillar, I identify two others. One of these is the normative pillar 
which emphasizes normative systems such as norms and values (Scott, 2008). 
These systems are generally seen as imposing restrictions on social behaviour 
(Scott, 2008). At the same time, they allow and facilitate social action (Scott, 
2008). They give rights as well as responsibilities, licenses as well as mandates, 
privileges as well as duties (Scott, 2008). In health care, these include 
professional and ethical codes for health care providers such as training 
systems and procedures for licensing the graduates of these systems (Gilson, 
2003).  
The third, regulatory, pillar refers to rules and regulation (Scott, 2008). These 
include monitoring and disciplinary procedures (Gilson, 2003). The Health Care 
Inspectorate, for instance, is part of the regulatory system. The Inspectorate can 
scrutinize a health care provider and impose sanctions when its care is below 
certain standards. This regulatory pillar also includes the opportunity for 
conflict regulation through third parties (Buskens et al., 2003).  
Risks that are inherent to trust can be mitigated by guarantees (Buskens et al., 
2003), from the normative and regulative pillars. In this way people can rely on 
others because of structures, situations, or roles that provide assurances that 
things will go well (McKnight and Chervany, 2001). Thus, the presence of 
institutional guarantees, such as provided by the Health Care Inspectorate, 
gives meaning and stability to the health care sector (Scott, 2000). 
On an interpersonal level, institutions from the normative and regulative pillar 
provide a basis for trust. They offer a basis for the expectation that health care 
providers will act in the patient’s best interest (Gilson, 2003). It is also expected 
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that these institutional guarantees will have an impact on public trust. The 
reason for that is that institutional guarantees not only act as a guarantor of 
interpersonal trust but also as a foundation of the trust as a property of the 
overall social system (Gilson, 2003). The following hypothesis applies to both 
guarantees from the normative and regulative pillar.  
 
Hypothesis 1b: The presence of institutional guarantees from the normative and 
regulative pillar will lead people to place more public trust in health care. 
 
Informational mechanisms 
Personal experiences with representatives of health care  
Public trust in health care is expected to be influenced by personal experiences. 
This assumption is, next to Coleman, based on the new economic sociology.  
In studies on economic sociology, trust between two actors in a dyadic setting, 
that is one involving the interaction between a pair of individuals, can be 
affected by two mechanisms: control and learning. Control operates by a 
trustor understanding that although violating trust has short-term incentives 
for the trustee, these are outweighed by several long-term incentives under 
control of the trustor (Buskens and Raub, 2002; Buskens and Raub, 2008). For 
instance, after violating trust, the trustor will not engage in future interactions 
and might search for another partner (Buskens and Raub, 2002). Also, the 
trustor can inform others in the network about the trustworthiness of the 
trustee. These sanctions can imply long-term losses for the trustee (Buskens 
and Raub, 2002). This anticipation of ongoing interactions in the future is called 
the ‘shadow of the future’.  
Learning means that actors have the opportunity to advance their choices in 
interactions through information drawn from experiences in the past (Buskens 
and Raub, 2002; Buskens and Raub, 2008). Through past experiences 
information can be obtained about the incentives, beliefs and other 
characteristics of the actors (Buskens and Raub, 2002; Buskens and Raub 
2008). Trustworthiness in past interactions, might lead to the expectation of 
trustworthy behaviour in the future (Buskens and Raub, 2002; Buskens and 
Raub, 2008). This is referred to as the ‘shadow of the past’ (Batenburg et al., 
2003). 
Among these mechanisms, control is specifically related to interpersonal or 
inter-firm relationships. In this setting, sanctions can be imposed after an 
abusive experience by searching for another partner. However, sanctioning is 
not applicable to public trust on a macro-level. Therefore, we did not include 
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control in our model in this thesis. Our focus will be on the impact of learning 
through personal experiences on trust. 
Several studies on inter-firm relationships, in which trust was measured by 
behaviour, found support for the impact of learning on trust. For example, 
Blumberg’s research (1997), argued investment in formal arrangements and 
the extensiveness of contracts can be used as measures of distrust between 
firms. In this study, it was found that trust increased in line with the number of 
past transactions. The greater the number of past transactions meant that, 
later, less investment was required in formal arrangements and contracts 
needed to be less extensive. Thus smaller contracts and less investment in 
formal arrangements is a sign of increasing trust between two companies.  
Another study, used a combination of time and money spent on searching for a 
partner, and the extensiveness of contracts as measures of trust (Batenburg et 
al., 2003). This showed that firms who have conducted business before, invest 
less in contract management. Thus, according to this study, past transactions 
have an impact on trust, because when past experiences are positive, partners 
can do with less extensive and detailed contracts. 
Two smaller studies found too that learning had an impact upon trust. The first 
study asked purchasing managers of medium-sized and large companies in the 
Netherlands to reflect on transactions from their daily business practice with 
sellers (Buskens and Raub, 2002). In this experiment, Buskens and Raub (2002) 
found that learning had a strong effect on trust. Positive past experiences 
diminished the investment in safeguards. In another experiment, students were 
asked to compare situations involving buying a used car (Buskens and Raub, 
2002). This experiment also showed the strong effect of learning, indicating 
that positive information clearly enhances trust with regard to buying a used 
car. In these economic sociological studies, it was found that learning through 
past experiences has an impact on trust.  
In health care, two studies on the relationship between experiences and trust 
have been reported. In a study by Tarrant et al. (2008) game theory was used 
as a basis for predictions about the specific aspects of continuity that promote 
trust in a general practitioner (GP). This study found that interpersonal care, 
information about past co-operation, and the expectation of continuing care 
from their GP in the future, were all independent predictors of trust. It showed 
that, amongst other things, positive experiences in past interactions promote 
interpersonal trust in a GP. Keating et al. (2002) conducted research on the 
relationship between problems experienced with outpatient care and patients’ 
trust in their physicians. This study showed that patients who experienced 



 

Chapter 1 19 

problems in an ambulatory setting had lower levels of trust. In short, these 
studies show that prior experiences have an impact on interpersonal trust in 
health care.  
The findings on interpersonal trust might also indicate that past experiences 
can have an impact on public trust in health care. Several studies suggested this 
is the case. For instance, trust in the medical profession is related to the 
reporting of prior disputes or disagreements (Hall et al., 2002; Balkrishan et al., 
2003). People who reported no prior disputes displayed significantly higher 
levels of public trust, compared to people with disputes. The same association 
was found for pharmacists (Ngosarches et al., 2008) and insurers (Zengh et al., 
2002, Balkrishan et al., 2003). Thus, past experiences are expected to have an 
impact on variations in public trust towards health care. A positive experience 
will have a positive impact, whereas a negative experience will have a negative 
one. This leads to the following hypothesis: 
 
Hypothesis 2: Positive experiences will have a positive impact upon public trust 
in health care, whereas negative experiences will have a negative one. 
 
Third party: Information from others in the network 
Another informational mechanism that is expected to have an impact on public 
trust in health care is network information, also referred to as information from 
others. As is the case with Coleman, this assumption is, again, based on the new 
economic sociology. In this field, trust is not only studied in dyadic relations, 
but also in relation to networks. This is referred to as network embeddedness, 
which means that partners not only exchange information with each other but 
also with other, so-called, third parties (Buskens et al., 2003) Buskens et al. 
(2003) explained this network embeddedness by the following example. 
Consider a relationship between two private companies, one is the supplier, the 
other the buyer. The buyer may have access to and contact with other buyers 
who deal with his supplier. Similarly, the buyer may be acquainted with, and 
have admission to, other possible suppliers. This indicates that individual 
performances, in a relationship with a given partner, may also have an impact 
on relationships with others.  
 
In relation to a network, as was the case with experience, both learning and 
control are expected to have an impact on trust in the interaction between a 
buyer and a supplier. Control in a network is, for instance, a sanction to spread 
information on bad behaviour to others through which a reputation will suffer 
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(Buskens et al., 2003) when trust is abused. Another sanction that is provided 
by the network is ‘exit’ (Buskens et al., 2003). If a supplier is incompetent or 
opportunistic and the buyer has access to alternative suppliers, he may choose 
to end the relationship and enter into a new one with another supplier 
(Buskens et al., 2003). Learning in a network refers to the fact that the actor 
can, through his network with other buyers, receive information from third 
parties on their past experiences with the trustee (Buskens and Raub, 2002; 
Buskens and Raub, 2008).  
With regard to public trust and information from others, our focus is, again, on 
learning; control is left out of the model. Public trust in health care might be 
directly influenced by learning. However, studies in economic sociology, do not 
easily disentangle the learning and control mechanisms with regard to 
networks.  
Buskens (1999) studied the effects of network embeddedness on the number of 
safeguards in Information Technology (IT) contract transactions. He found one 
network effect for buyers and suppliers who are located close to each other. He 
indicated that it was, however, unclear whether this could be seen as a learning 
or control effect. Buyers are expected to be better informed on suppliers 
located in proximity to each other. On the other hand, local suppliers are more 
vulnerable to sanctions resulting from spreading information which could 
affect a supplier’s reputation.  
Robinson and Stuart (2007) tried to separate the effects of different 
mechanisms based on network embeddedness. They provided strong evidence 
for the effects of dyadic embeddedness and network embeddedness on trust. 
However, Robinson and Stuart (2007), found it impossible to distinguish clearly 
between the learning and control effects. 
It is also difficult to provide conclusive evidence on the learning effects on 
internet auctions such as eBay. These sites have a reputational system in which 
buyers can indicate how well the seller performed. With regard to internet 
auctions, confirmation is found that this type of institutionalized information 
exchange indeed leads to an increase in the trust of buyers in sellers (Buskens 
and Raub, 2008). This can be seen as a learning effect. It can show how positive 
past information from others persuades buyers that a seller will act in a 
trustworthy manner. However, it might also be related to control. Through this 
system, buyers can harm the reputations of sellers if they do not perform well 
(Buskens and Raub, 2008). Thus, in this case too, there is no conclusive 
evidence that learning through information will have an impact on trust.  
However, a clear distinction could be made between the learning and control 
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mechanisms with regard to networks in the aforementioned small study on 
purchasing a used car. This experiment found that positive information from 
the network led to increased trust (Buskens, 1999; Buskens and Raub, 2002).  
Thus, the assumptions that network information has an impact on trust, and 
also taking into account the result of the aforementioned study, it is expected 
that positive information from the network also will have a positive impact on 
public trust in health care. This leads to the following hypothesis on 
information of others:  
 
Hypothesis 3: Positive information on health care received through people’s 
social networks will have a positive impact upon public trust in health care, 
whereas negative information on health care received through the networks will 
have a negative one. 
 
Third party: Information through the media 
Another type of third party is media exposure. In addition to receiving 
information through personal experiences and networks, people might also 
receive information on health care through the media. Media is, therefore, also 
expected to have an impact on public trust in health care. Research from 
several fields, such as politics, disasters and business found that the media has 
an impact on people. In political research using surveys, associations between 
levels of media use and, both attitudes and reported behaviour, are commonly 
found (e.g. Brians and Wattenberg, 1996; Dalton et al., 1998; Hibbing and 
Theiss-Morse, 1998). But the effect of the media on voting behaviour was also 
found in a natural field experiment in which the effect of exposure to 
newspapers on political behaviour and opinion was measured (Gerber et al., 
2007). Additionally, studies on disasters, media and extensive media coverage 
also showed the impact of the media on people. Vasterman et al. (2005) 
performed a literature review on the role of media and media hypes in the 
aftermath of disasters and their health consequences. They concluded that 
media can have an important impact both on health problems, and on how 
people view their health problems after a disaster has taken place. For instance, 
studies investigating the influence of the media following the Oklahoma City 
bombing and the September 11th terrorist attacks demonstrated that the 
degree of television viewing related to the disaster was positively related to 
depression and post-traumatic stress disorder (Schluster et al., 2001; 
Pfefferbaum et al., 2002). In the business field, Meijer and Kleinnijenhuis 
(2006) also found an effect of business news on attitudes toward business.  
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The study revealed that the more Shell, Schiphol and the police were in the 
news with their successes, the further their reputation was enhanced, and vice 
versa. These studies indicate that media can affect people’s behaviour and 
attitudes.  
However, these studies did not provide insight into the impact of the media on 
levels of trust. Several studies on the media have more specifically focussed on 
the impact of the media on trust. In a study performed by Kleinnijenhuis et al. 
(2006), one of the research questions was whether negative news damages 
trust in political leaders. This research was conducted in the Netherlands, in 
2002, during an election campaign which, compared to former campaigns was a 
very negative one. In this study, support was found for the assumption that 
negative news leads to distrust in party leaders. Another study by 
Kleinnijenhuis et al. (2012) was performed on trust in the Dutch judiciary 
system between 1993 and 2012, which looked at the impact of the media on 
trust in the administration of justice. It was found that the influence of news on 
trials led to higher levels of trust, measured one trimester later. On the other 
hand, news on criminality, escapes and early prisoner releases harmed the 
levels of trust notably.  
We conclude it can be assumed that, based on the outcomes of media studies, 
the media will also have an impact on public trust in health care. This leads to 
the following hypothesis: 
 
Hypothesis 4: Positive information from the media on health care will lead to 
higher levels of public trust in health care, whereas negative information from the 
media will lead to lower levels. 
 
The negativity effect and its impact on public trust 
In the previous sections, three informational mechanisms were described: 
personal experiences, information from others in the network and information 
from the media. We expect that negative information from these sources will 
have a negative impact on public trust in health care and positive information 
will have a positive impact. 
In addition to these hypotheses, we also expect that negative information will 
have a greater impact on public trust in health care in comparison to positive 
information. This assumption is based on literature investigating how 
impressions are formed. Several studies on this topic found that when 
impressions of others are formed, negative information is weighted more 
heavily than positive information (Klein, 1991). This phenomenon is called the 
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negativity effect. The impact of this effect was found in the political arena. The 
formation of an impression of the presidential candidates in the elections of 
1984 and 1988 showed that character weaknesses had a greater influence on 
evaluations of candidates and voting decisions than character strengths (Klein, 
1991). Mechanisms behind this phenomenon might be that any behaviour that 
deviates from social norms will be seen as indicative of “true” personality 
(Jones and McGillis, 1976) or that negative actions are contrasted against the 
generally positive expectations that we have of others (Sears, 1983). 
To our knowledge, research on impression formation and the negativity effect 
has focussed on the formation of impressions of individual characters. No 
research has been conducted on the negativity effect of information on groups 
of people or institutions. However, we expect that the same mechanisms that 
leads to negative information having a greater impact on impression formation, 
might also play a role in impression formation with regard to a group of people, 
an institution or a system. Therefore, the hypothesis with regard to the 
negativity effect in relation to public trust in health care is the following: 
 
Hypothesis 5: Negative information on health care received through 
experiences, a network or the media will have a greater impact upon public trust 
in health care, compared to positive information. 
 
Figure 1.1  Theoretical model: mechanisms on public trust in health care 
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1.6 General methodological strategy 
 
In order to answer the research question of this thesis the aforementioned 
hypotheses were tested in six studies. Here, we describe, separately, the data 
sources used in this thesis. In table 1.2 we provide an overview per chapter of 
the hypotheses addressed, the data sources used, the design of the study and 
whether the hypotheses of these chapters were tested on a macro- or meso-
level of health care. 
 
Data sources 
Dutch Health Care Consumer Panel 
Information has been collected for this thesis in the “Dutch Health Care 
Consumer Panel”. This panel provides information on, for instance, the 
expectations and experiences of health care. Public trust in health care is a 
recurring topic.  
The number of panel members has grown over the years. From 1992 until 
2005, the panel comprised about 1,500 members. Then in 2006 the number of 
panel members increased to approximately 3,000. As of 2012, the panel 
consists of approximately 6,000 members. The participants of this panel are 
aged 18 years and older. Until 2005 the panel was a representative sample of 
the Dutch population. From 2006, with the exception of migrants, a represen-
tative sample can be drawn from the panel (Brabers et al., 2012).  
The panel is renewed on a regular basis. This has been carried out to make sure 
that members do not develop specific attention for, or knowledge of, health 
care topics.  
Panel members are guaranteed privacy, since people who analyse the data do 
not have access to the personal information of the members. The Dutch Health 
Care Consumer Panel is registered with the Dutch Data Protection Authority 
(nr. 1262949, see for more information http://www.cbpweb.nl) (Brabers et al., 
2012).  
 
International data Germany and England and Wales 
In order to study public trust in health care in an international setting, data on 
trust was also gathered in Germany, and in England and Wales. In Germany, the 
Gesundheitsmonitor (Health Care monitor) was used for this purpose. Every six 
months a cross-section of the German population was surveyed about their 
experiences with ambulatory care and expectations concerning health policy. 
Here every survey includes approximately 1,500 subjects (Güther et al., 2003). 
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In England and Wales, the survey was carried out in a random sample of people 
aged 18 and above, which was based on the 2000 electoral register. A sample of 
2,777 people were selected. For this selection, addresses were stratified by 
region and by local authority (Calnan and Sanford, 2006). 
 
Population living in the vicinity of a hospital 
We also used data on public trust in a specific hospital and personnel working 
in this hospital among the population living in the surrounding area. These data 
were gathered in 2008 and in 2009. In both years addresses of 1,000 people 
living in the surrounding area were bought from an address supplier. This 
enabled us to recruit people living near to the hospital.  
 
Patients and the handling of their complaint by a hospital committee 
Data were also used from a study on complaint committees in hospitals (Sluijs 
et al., 2004). Patients who had filed a complaint with a complaint committee 
were approached twice, before and after the handling of the complaint. 
Information from the 279 paired, pre/post-complaint handling questionnaires 
was used for this study.  
 
Methods 
Table 1.2 (see page 28) displays, per chapter, the hypotheses tested, the data 
sources used, the design of the study and the level on which public trust was 
studied. This thesis is primarily based on data gathered in the Dutch Health 
Care Consumer Panel, a representative sample of the Dutch population. Two 
studies were based solely on data from the Dutch Consumer Panel (chapter 2 
and 4). All the other studies consisted of data from this Panel, combined with 
additional data. This data, for instance for an international comparison on 
public trust in health care, were gathered in a cross-section of the German 
population and a cross-section of the population of England and Wales. The 
other Dutch data sources used were those from a population living in the 
vicinity of a hospital in which an incident took place and secondary data from a 
study on patients and complaint handling procedures.  
Three studies had a cross-sectional design (chapter 3,4,5); two other studies 
had a time series design (chapter 2, 6) and one study had a longitudinal design 
(chapter 7). In the time series studies, public trust was measured over a certain 
time span, in independent cross-sections. In the longitudinal study, two 
measures were compared before and after complaint handling.  
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In all of these studies, respondents filled out a questionnaire with several 
questions on public trust in health care. Public trust on the macro- and meso-
levels was measured in occupational groups and institutions and in 
conventional or alternative health care using one item: ‘How much trust do you 
place in [occupational group/institution]?’ Additionally, in two studies on the 
macro-level (chapter 2 and 3), a multidimensional questionnaire on public trust 
in the health care system was used (Straten et al., 2002). This questionnaire 
consisted of six dimensions of trust in the health care system: 1) Patient focus 
of providers; 2) Policies at a macro level will be without consequences for the 
patient; 3) Health care providers’ expertise; 4) Quality of care; 5) Information 
supply and communication by care providers; and 6) Quality of co-operation 
(Straten et al., 2002). In all studies, questions on the health care system, 
occupational groups and institutions could be answered on a four-point Likert 
scale with the following answering categories: very low trust, low trust, high 
trust and very high trust. If respondents could not express their level of trust 
they could indicate they had ‘no opinion’. Furthermore, respondents were 
asked to give a mark (from 1 (no trust) to 10 (very high trust) representing 
their level of public trust in the health care system at present and in the future. 
 
 

1.7 Content of the thesis 
 
In this chapter, we introduce a theoretical model with mechanisms that are 
expected to have an impact on public trust in health care. In chapters 2 to 7, the 
results of our study of these mechanisms, and how they are related to public 
trust in health care, are presented. An overview of the hypotheses that are 
tested in the chapters can be found in table 1.2. The chapters are written as 
separate articles, meaning that they can be read independently.  
The thesis is divided into two parts. The first part deals with public trust in 
health care on a macro-level, thus on a system level, and consists of chapters 2 
to 4. More specifically, chapter 2 reports on the development of public trust in 
the Dutch health care system. Changes in public trust in health care are studied 
between the years from 1997 to 2004. In this chapter, changes are ascribed to 
the availability of good quality of health care, experiences, a network and the 
media. Although no explicit hypotheses are formulated on these mechanisms in 
this chapter, the interpretation of the data can provide information on the 
hypotheses of this thesis. In chapter 3, public trust in health care is placed in an 
international setting. We compare Germany, the Netherlands and England and 
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Wales combined. Again, no explicit hypotheses are tested. However, this study 
provides information on institutional guarantees and media exposure showing 
how they are related to public trust in health care. In chapter 4, public trust in 
complementary and alternative medicine and the mechanisms influencing it are 
presented. The study presented in this chapter enabled us to test the 
hypotheses of this thesis on institutional guarantees, experiences, information 
from others and media exposure.  
The second part of this thesis investigates public trust in health care on the 
meso-level that is on the organizational level within health care, and comprises 
chapters 5 to 7. Chapter 5 gives an insight into the impact of the media on 
public trust in health care after an incident took place in a hospital, on people 
living in the environment of the hospital and the general Dutch population. This 
study tests the hypotheses on the availability of good quality care and the 
impact of the media. The addition of the general population to this study 
suggests that these hypotheses can also be tested on a macro-level. A follow-up 
study of chapter 5 is presented in chapter 6. This chapter relates to the 
development of public trust in health care for people living in the environment 
of the hospital a year after the incident took place. In this chapter the 
hypotheses on media exposure and experiences are tested. As in chapter 5, the 
general Dutch population is added to this study. Thus, this chapter can also 
contribute to the testing of hypotheses on the macro level. Chapter 7 describes 
if complaints, and the handling of these complaints by complaint committees in 
hospitals, influences public trust in hospital care. This complaint handling 
procedure is an institutional guarantee, used by patients who have had 
negative experiences in health care. Hypotheses on institutional guarantees and 
experiences are tested in this chapter. In the last chapter, chapter 8, the results 
will be summarized, placed into context and considered further. We will 
address methodological issues and make recommendations for future research. 
 



 

 

Table 1.2  Hypotheses of this thesis: the chapters they are addressed in, the data sources used to answer them, the study design used per 
chapter and the level of trust studied  

 Chapter Data source Design Level  

Hypotheses on system related mechanisms     

Hypothesis 1a: A cultural belief about the 
availability of good quality care within a 
country has an impact upon the level of public 
trust in health care both within a country and 
between countries.  

3 
 

Consumer Panel and cross-sections of English and 
German Population 

Cross-sectional 
 

Macro-level 
 

Hypothesis 1b: The presence of institutional 
guarantees from the normative and regulative 
pillar will lead people to place more public 
trust in health care. 

2 
4 
7 

Consumer Panel 
Consumer Panel 
Secondary analyses of data on complainants  
hospital and Consumer Panel 

Time series 
Cross-sectional 
Time series 

Macro level 
Macro level 
Macro level 

Hypotheses on informational mechanisms     

Hypothesis 2: Positive experiences will have a 
positive impact upon public trust in health 
care, whereas negative experiences will have 
a negative one. 

4 
6 
7 

Consumer Panel 
Population surrounding hospital and Consumer 
Panel 
Secondary analyses of data on complainants  
hospital and Consumer Panel 

Cross-sectional 
Cross-sectional 
Longitudinal 

Macro level 
Meso level 
Meso level 

Hypothesis 3: Positive information on health 
care received through people’s social 
networks will have a positive impact upon 
public trust in health care, whereas negative 
information on health care received through 
the networks will have a negative one. 

4 Consumer Panel Cross-sectional Macro level 



 

  

 Chapter Data source Design Level  

Hypothesis 4: Positive information from the 
media on health care will lead to higher levels 
of public trust in health care, whereas 
negative information from the media will lead 
to lower levels. 

3 
 

4 
5 
6 

Consumer Panel and cross-sections of English  
and German population 
Consumer Panel 
Population surrounding hospital and Consumer 
Panel 
Population surrounding hospital and Consumer 
Panel 

Cross-sectional 
 
Cross-sectional 
Cross-sectional 
Time series 

Macro level 
 
Macro level 
Macro and Meso level 
Macro and Meso level 

Hypothesis on negativity-effect 
informational mechanisms 

    

Hypothesis 5: Negative information on health 
care received through experiences, a network 
or the media will have a greater impact upon 
public trust in health care, compared to 
positive information. 

3 
4 
5 
6 
 

Consumer Panel 
Consumer Panel 
Population surrounding hospital and Consumer 
Panel 
Population surrounding hospital and Consumer 
Panel 

Cross-sectional 
Cross-sectional 
Cross-sectional 
Time series 

Macro level 
Macro level 
Macro and Meso level 
Macro and Meso level 
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Abstract 
 
The aim of this research was to study public trust in health care on its abilities 
to be used as a performance indicator for health care systems. If public trust in 
health care is to be used as a performance indicator for health care systems, its 
measurement has to be sensitive to changes in the health care system. For this 
purpose, we have monitored public trust in health care in the Netherlands over 
an eight year period, from 1997 to 2004. We expected to find a decrease in 
public trust, with a low point in 2002.  
Since 1997, public trust in health care was measured through postal 
questionnaires to the “health care consumer panel” . This panel consists of 
approximately 1,500 households and forms a representative sample of the 
Dutch population.  
 Trust in health care and trust in hospitals did not show any significant trend. 
Trust in medical specialists displayed an upward trend. Trust in future health 
care, trust in four out of six dimensions of health care and trust in general 
practitioners actually did show a decrease. However, only for trust in macro 
level policies and trust in professional expertise this trend continued. For the 
remaining trust objects, after 1999 or 2000, an upward trend set in.  
No support was found for our overall assumption. Explanations for the fact that 
trust did increase after 1999 or 2000 are difficult to find. On the basis of these 
findings we question whether our measure of public trust is sensitive enough to 
provide information on the performance of the health care system.  
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2.1 Introduction 
 
Research on public trust in health care is relatively scarce. However, 
measurement of public trust in health care might be important for 
governments. It could provide them with information on the performance of 
the health care system from a users’ perspective (Goudge and Gilson, 2005). To 
be an effective indicator of performance the measurement of public trust in 
health care should be liable to change. Therefore, changes in performance of 
the health care system have to be reflected through the measurement of public 
trust in the health care system. The aim of this research is to study public trust 
in health care on its abilities to be used as a performance indicator for health 
care systems. Therefore we studied its sensitivity to developments in health 
care and broader society. Our main research question is: Can public trust in 
health care be used as a measure of performance of a health care system? 
To answer this question, we have monitored public trust in health care in the 
Netherlands over an eight-year period of time, from 1997 to 2004. We studied 
levels of trust in the health care system as a whole and in several aspects of 
care, in a health care organization (hospitals) and in two health care 
professions (medical specialists and general practitioners). We studied 
developments in the Dutch health care system in this period of time and make 
an assumption on the expected trend of public trust in health care, consistent 
with the changes in Dutch health care. In order to do so, we firstly introduce the 
concept of public trust in relation to influential events in the health care system.  
 
Public trust and developments in the Netherlands  
Definitions of trust abound both in health care research and in general (Goudge, 
Gilson, 2005). In the field of health care trust is commonly understood as “the 
optimistic acceptance of a vulnerable situation in which the truster believes the 
trustee will care for the truster’s interests” (Hall et al., 2001). Two forms of 
trust can be distinguished, interpersonal trust and public trust. Interpersonal 
trust is trust placed by one person in another. This corresponds to the 
definition of Hall and others. Public trust is trust placed by a group or a person 
in a societal institution or system. It can also be described as “being confident 
that you will be adequately treated when you are in need of health care” 
(Straten et al., 2002). Public trust is a generalised attitude. Both types of trust 
are related, at least in the long run (Parker, Parker, 1993). Public trust is in part 
influenced by people’s experiences in contacts with representatives of 
institutions or systems and in part influenced by media images (Mechanic, 
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Schlesinger, 1996). Public trust in its turn influences how people enter contacts 
with health care providers. Consequently, there is a complex and mutual 
relationship between interpersonal and public trust. Figure 2.1 displays a 
model of this relationship and the way public trust in health care is influenced. 
 
Figure 2.1  Model of public trust in health care 

We suppose that the health care system influences public trust in two ways, by 
the availability of good quality care and institutional guarantees. Institutional 
guarantees relate on the one hand to basic conditions, such as government 
regulation of education of health care providers, protection of patients’ rights 
and independent inspectorates of health care quality. On the other hand, 
institutional guarantees relate to the way the agency relation between health 
care providers and patients is organized. In the Netherlands, these guarantees 
did not change over the past 8 years and are therefore not further discussed. 
However, the availability of good quality care did change. In the past years, the 
Dutch health care system has lost its reputation as one of the best systems in 
the world (World Health Organization, 2000), due to a lack of budget and 
capacity problems. Both problems have had direct consequences for patients 
needing treatment. Firstly, in 2002 the Ministry of Health estimated that about 
500.000 patients were not able to find a personal general practitioner, due to 
shortages (Poortvliet et al., 2005). In the Dutch health care system, this is 
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important, while general practitioners have a gate-keeping role, providing 
patients with access to secondary care if necessary. To fill this gap, in several 
cities initiatives were taken to provide these patients with alternative sources 
of primary care (Lutke Schipholt, 2003; Mielekamp, 2004). However, the 
problems remained. Secondly, patients referred to secondary care could be 
confronted with waiting lists. Waiting lists were to a more or lesser extent 
present in all sectors of health care (Inspectie voor de Gezondheidszorg, 1999-
2003). The mentioned budget and capacity problems also influenced 
interpersonal contact with representatives of the health care system. For 
example, patients treated in secondary care did not always receive the best 
care. In a sample of medical specialists, interviewed by telephone in 2002, three 
quarters stated that there was an increase over the past five years in the 
frequency of situations where they could not provide patients with the care 
they thought necessary (Beaujean et al., 2002). According to the medical 
specialists, as a result patients' health was deteriorating (43 per cent), patients 
had to wait before treatment (25 per cent) or patients developed complications 
(25 per cent). All these problems in the health care system and its 
consequences for the quality of care might have led to a decline of trust in 
health care.  
From the second part of the 1990's, these problems in health care became 
common knowledge in the Dutch population. Bad personal experiences in 
health care might have led to patients spreading awareness on this topic in 
their own networks. Mechanic (1998) states that public trust or trust in large 
organizations and institutions tends to be shaped by media attention and public 
discourse. The media (newspapers, radio and television) reported on problems 
in health care, informing the Dutch public. However, initially the media 
reported less extensively on health care problems compared to the beginning of 
the 21st century. Until well in the nineteen nineties, the problems were never 
fiercely debated in the political arena. Turning point were the pre-election 
debates of 2001-2002. Pim Fortuijn, a newcomer in Dutch politics, voiced the 
discontent of segments of the population on several topics, one of which was 
health care. The media covered his discontent extensively. As a result, his just 
founded political party (partly as a reaction to his assassination) became the 
second largest political party in the Netherlands 1. In the coalition government 
that came to power after the 2002 elections the Fortuijn Party held the Ministry 
of Health. One of the new minister's spear points was to shorten the waiting 

                                                                    
1  Available at http://verkiezingen.pagina.nl (accessed November 2004). 
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lists in hospitals. However, already after 82 days (in October 2002), under 
elaborate media attention, the cabinet fell and the minister of health had to 
resign. Afterwards media attention subsided. The current government has 
introduced a health insurance reform in January 2006. In 2004 (when we last 
measured public trust in health care) there was no public debate about this 
issue yet. It is expected that the media especially in 2002 have had a negative 
impact on public trust in health care. 
Public trust in health care might also be related to the broader social context of 
public trust in major societal institutions. We found information on public trust 
in the legal system, the police, the army, political parties and the government 2. 
Public trust in these five institutions showed a declining trend with its lowest 
point in autumn 2003 and spring 2004. Except for trust in the government, in 
the autumn of 2004 trust was regained in all institutions (figure 2.2).  
 
Figure 2.2  Percentages of Dutch population who place trust in justice, police and the 

army over the years 

Source: Eurobarometer 51,54,55,56,57, 59, 60, 61, 62 (web source, 2005) 

 
Our overall assumption is that the problems and events that took place in this 
period of time in Dutch health care and the broader societal context have led to 
a decrease in public trust in health care, with its lowest point in 2002. In 2004 
trust might be regained.  
 

                                                                    
2  Available at http://europa.eu.int/comm/public_opinion/index_en.htm (accessed 

May 2005)  
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2.2 Data and methods 
 
Study population 
Data on public trust were collected in the Health Care Consumer Panel, 
consisting of approximately 1,500 members. This panel is a cross-section of the 
Dutch population and has been used to record users’ views on health care and 
health policy. To provide an ongoing background to the views on policy issues, 
in 1997 public trust was introduced as a research topic. Every two years, one 
third of the Consumer Panel is renewed. This renewal ensures that the panel 
remains a cross-section of the population, that panel members do not develop 
specific knowledge of and attention for health care issues and no 
“questionnaire-fatigue” occurs. Public trust in health care was measured yearly, 
from 1997 until 2004 in Fall, with exception of 2003. The response rate differed 
from year to year, with the highest response rate in 2004 (92.8 per cent) and 
the lowest in 2001 (67.5 per cent).  
 
Questionnaire 
The questionnaire consists of three parts. In the first part of the questionnaire, 
respondents could give a mark (ranging from 1 [no trust at all] to 10 [a lot of 
trust]) indicating their degree of trust in the health care system at present and 
in the future. The second part of the questionnaire consists of a scale on trust in 
health care aspects (Straten et al., 2002). The trust-scale consists of six 
subscales, namely trust in the patient centred focus of caregivers, trust in the 
professional expertise of caregivers, trust that macro level policies will not have 
negative consequences for patients, trust in quality of care, trust in 
communication and provision of information, and trust in the quality of 
cooperation between caregivers. The items pertaining to the scales are 
described in table 2.1. All these items were presented on a four-point Likert 
scale, with response options ranging from very low trust to very high trust. In 
this part of the questionnaire, the respondents were able to state that they had 
“no opinion”. This option was added to ensure that questions were only 
answered when respondents were actually able to express their degree of trust 
on that specific topic. In the third part, trust in health care professions, such as 
general practitioners and specialists, and in health care organizations, such as 
hospitals, was measured. As in the second part of the questionnaire 
respondents could indicate their level of trust in professions and organizations 
on a four-point Likert scale. Here again, a “no opinion”-option was added. 
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Table 2.1  Public trust in health care: items sub-scales 
How much do you trust that….. 

Patient centred focus 
Doctors will take their patients seriously 
Doctors will pay sufficient attention to their patients 
Doctors will listen to their patients 
Doctors spend enough time on their patients 

Macro level policies 
Cost-cutting will not be to the disadvantage of patients 
Patients will be able to meet their own financial contribution requirement 
Waiting lists will not be at the costs of medical help and care to patients 
Patient will not be the victim of rising costs of health care 
Waiting lists will never be too long 

Professional expertise 
Doctors can do everything 
Doctors know everything about all sorts of diseases 
New treatments are put into practice in the health care system  
The education and training of doctors in this country is one of the world’s best 

Quality of care 
The right dosage will be given 
Doctors won’t prescribe medicine too late 
Patients receive correct medication 
A lot of care is taken to keep patients’ medical information confidential in the health service 
Doctors won’t do too few tests 
Doctors will give the patients the best treatment 
Doctors will make the right diagnosis  

Communication and provision of information 
Patients will get sufficient information about the effects of the treatment 
Patients will get sufficient information about the treatment options 
Patients will be given information that they can understand 
Patients will get sufficient information about the cause of their problems 
Doctors will discuss things thoroughly with their patients 

Quality of cooperation 
Health care providers are good at co-operating with each other 
Doctors won’t give conflicting information 
The tendency towards a high degree of specialization does not cause problems 

 
Data analysis 
All together, we present information on eleven trust objects (six dimension on 
the public trust in health care scale, trust in health care at present and in future, 
trust in general practitioners, specialists and hospitals) from 1997 to 2004. 
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Changes over time in these eleven trust objects were analysed by means of 
multiple linear regression analyses. To describe trends, a time variable (TIME) 
was constructed. For computational reasons, this time variable was centred 
around 2000 (=0). In order to model a curvilinear trend, a squared time 
variable (TIME²) was added. To optimise the estimation of the trend, TIME² 
was left out of the analysis when not significantly related to the trust object. 
The ‘no-opinion’-option was left out of the analyses. We controlled for age, 
gender and education, because the samples slightly differed from year to year 
on age, gender and education. Because of the regular renewal of panel 
members, data were analysed as if they constituted independent samples. Tests 
of significance were based on the 0.05 level. SPSS 11.5 was used. 
 

 

2.3 Results 
 
Public trust in the health care system 
Respondents were asked to rate their trust in the health care system at present 
and in future (figure 2.3). Looking at the results, trust in the health care system 
at present is rated consistently higher than trust in health care in future.  
 
Figure 2.3  Rating public trust at present and in future (1 no trust at all- 10 a lot of 

trust), raw data and estimated line on basis of regression 
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Trust in health care at present does significantly change over time (table 2.2). It 
shows a positive curvilinear trend. Trust in future health care declines 
significantly from 1997 to 2004.  
 
Table 2.2  Trend testing on trust at present and in future 
  CONSTANT  TIME  TIME² 

  R²  B (SE)  B (SE)  B (SE) 

Trust at present 
Trust in future 

0.014 
0.005 

6.7* 
6.3* 

(0.017) 
(0.022) 

0.005 
-0.039* 

(0.006) 
(0.008) 

0.013* 
-0.011 

(0.002) 
(0.003) 

A. Patient-centred focus 
B. Macro level policies 
C. Professional expertise 
D. Quality of care 
E. Communication and 
provision of information 
F. Quality of cooperation 

0.053 
0.019 
0.020 
0.089 
0.020 
 
0.033 

2.45* 
1.89* 
2.49* 
2.46* 
2.50* 
 
2.29* 

(0.008) 
(0.006) 
(0.008) 
(0.008) 
(0.008) 
 
(0.009) 

-0.021* 
-0.021* 
-0.033* 
-0.059* 
 0.004 
 
 0.000 

(0.003) 
(0.003) 
(0.008) 
(0.003) 
(0.003) 
 
(0.003) 

0.012* 
 
0.002* 
0.018* 
0.005* 
 
0.005* 

(0.001) 
 
(0.002) 
(0.001) 
(0.001) 
 
(0.001) 

General practitioner 
Specialist  
Hospitals 

0.012 
0.012 
0.020 

3.01* 
2.98* 
2.75* 

(0.009) 
(0.009) 
(0.011) 

0.000 
0.011* 
0.007 

(0.003) 
(0.003) 
(0.004) 

0.007* 
 
0.005* 

(0.003) 
 
(0.002) 

Note: controlling for age, gender and education, * p<0.05 

 
The six dimensions of the public trust in health care scale provide a closer view 
of public trust (table 2.2).  
 
A noticeable finding is the relatively small amount of trust placed in policies on 
macro-level. Compared to the other dimensions, also trust in the quality of 
cooperation between caregivers is relatively low. Except for the dimensions 
trust in communication and quality of cooperation, all dimensions show a 
significant negative trend. Apart from trust in macro level policies, all 
dimensions also display a positive curvilinear trend. The raw data indicated 
that for the dimensions “patient centred focus” and “quality of care”, the lowest 
point in the curve appeared in 1999; for the dimensions “communication and 
provision of information” and “quality of cooperation”, this lowest point 
appeared in 2000. From that moment on, these dimensions show an upward 
trend. 
 
Public trust general practitioners, specialists and hospitals 
General practitioners and specialists are highly trusted by the public. Trust in 
hospitals is slightly lower (figure 2.4). 
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Figure 2.4  Public trust in general practitioner, specialist and hospital (mean, scale  
1-4), raw data and estimated line on basis of regression  

 
The trends are remarkably similar, with a lowest point in 1999 and an increase 
afterwards (table 2.2).  
 
 

2.4 Conclusions and discussion 
 
The aim of this research was to study public trust in health care on its abilities 
to reflect changes within the health care system. Therefore, we studied public 
trust in health care in relation to important developments in Dutch health care 
and politics, which could have influenced levels of public trust in health care 
over the past eight years (from 1997 to 2004). Our overall expectation was to 
find a decrease in public trust, with a low point in 2002, and a possible 
regaining of trust in 2004. This pattern of first decreasing and later on 
increasing public trust was only found in three instances: the dimensions of the 
public trust in health care scale concerning a patient centred focus of health 
care providers, professional expertise and quality of care. However, we did not 
find a lowest point in 2002, but rather in 1999 or 2000. The most common time 
pattern was a stable level of trust (with small fluctuations) and an increase in 
2004. This pattern was found for two dimensions of the public trust in health 
care scale, for trust in the present state of health care, for trust in general 
practitioners and for trust in hospitals. Finally, we found two instances of 
declining trust, viz. trust in the future state of health care and trust that macro 
level policies will not have negative consequences for patients. There is a 
widening gap between trust in health care at this moment and in the future. 

2,7

2,8

2,9

3

3,1

3,2

1997 1998 1999 2000 2001 2002 2004

general practitioner

general practitioner
(estimated)
specialist

specialist (estimated)

hospitals

hospitals (estimated)



 

44 Public trust in health care: exploring the mechanisms 

Trust levels increased in only one instance, namely for trust in medical 
specialists.  
All in all, these patterns deviate from what we had expected. The most 
consistent finding of our trend analysis is that public trust in health care shows 
small fluctuations but is actually remarkably stable. This stability could either 
reflect the reality of generalised public attitudes towards health care among the 
Dutch population or it could reflect lack of sensitivity of the measurement of 
public trust. There are some arguments in favour of the first position. Health is 
a very salient subject; it is currently the most important value in Dutch society 
(Sociaal en Cultureel Planbureau, 1999). One would expect threats in the form 
of decreasing health care quality to be taken up quickly and translated into 
changes in public trust. However, apart from issues such as waiting lists 
decreasing quality might be difficult to observe for lay people. Alternatively, 
people may get used to a certain level of quality, especially when changes are 
not sudden and large. The number of people who regularly use health care 
services, apart from GP-care, is relatively small. This means that the experience 
base for changes in public trust is small, but also people might be more 
susceptible to e.g. media influences.  
Lack of sensitivity of the instrument cannot be excluded. Almost no studies 
were conducted on the development of trust in health care through time. We 
only found one study performed by Blendon and Benson (2001). In this study, 
trust in health professions and institutions showed a declining trend. However, 
the time span of this study was much larger, 50 year instead of 8 years.  
In conclusion, problems in health care and the political events were not directly 
reflected in the levels of trust in health care. We found that fluctuations of trust 
in health care are relatively small and within the same range. On the basis of 
these findings we question whether public trust provides usable information on 
the performance of the health care system. Public trust only slightly changed 
through the years and changes are difficult to interpret. One can therefore 
dispute whether our measure of public trust gives policy makers enough 
insight in trust in health care and will provide them the input they need for 
their decisions. On the other hand, public trust should possibly be measured 
over a larger time span to make plausible assumptions on the development of 
public trust in health care. This should be subject to further investigation.  
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Abstract 
 
This article describes public trust in health care in three European countries. 
Public trust is a generalised attitude, influenced by people’s experiences in 
contacts with representatives of institutions, in its turn influencing how people 
enter these contacts. In general, people in Germany have less trust in health 
care, while people in England and Wales have the highest trust levels. Cultural 
differences between the three countries could be an important source of 
differences. That makes public trust a less straightforward candidate for use as 
indicator of the future oriented dimension of user views in an international, 
comparative performance framework. 
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3.1 Introduction 
 
Performance of health care has objective, outcome oriented dimensions as well 
as subjective dimensions of user evaluation. User evaluations might be 
conceptualised in three dimensions. The first consists of actual experiences in 
contact with health care (Kerssens et al., 2004), as measured e.g. by instruments 
such as CAHPS (CAHPS, 2005; Arah et al., 2006). The second is an evaluative 
dimension, as measured e.g. by the value users attach to aspects of health care 
(Sixma et al., 1998). Finally, a future expectations oriented dimension can be 
distinguished, measured by public trust in health care (Thom et al., 2004). Actual 
experiences and evaluations are increasingly used in international comparisons 
(Blendon et al., 1990; Coulter and Cleary, 2001; Coulter and Magee, 2003; 
Groenewegen et al., 2005). The first international comparison of public trust in 
health care is reported in this article. We compare three Western European 
countries: England and Wales, Germany and the Netherlands. In this article we 
briefly introduce the concept of public trust in health care and its relation to 
interpersonal trust. We relate the way public trust is built to differences between 
health care systems. Having only three health care systems in our study 
precludes systematic hypothesis testing. Therefore the emphasis in this study is 
on describing the differences between countries. However, in an explorative 
analysis an important issue is whether differences in public trust reflect 
differences in the health care systems studied. When it is found that actual 
differences of the health care systems are reflected, public trust could be used as 
an indicator of the future oriented dimension of user views in a performance 
framework. Alternatively, when differences in public trust foremost reflect 
cultural differences in placing trust, measures of public trust are less useful as an 
element of comparison of performance of health care systems. 
 
Public trust, interpersonal trust and health care system differences 
Trust is essential for the smooth functioning of society. As Fukuyama (1995) 
stated "Trust is the grease that keeps the wheels of society moving". Literature 
identifies two distinct forms of trust: interpersonal trust and public trust. 
Interpersonal trust is trust placed by one person in another. The future 
expectations aspect of trust is especially clear from Sztompka’s (1999) 
definition of trust as: “A bet about the future contingent actions of others”. 
Public trust is trust placed by a group or a person in a societal institution or 
system. There is much more literature on interpersonal trust in health care 
than on public trust (Thom et al., 2004). Both types of trust are related at least 
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in the long run (Mechanic, 1996). Public trust is the generalized attitude, in part 
influenced by people’s experiences in contacts with representatives of 
institutions or systems and in part influenced by media images (Parker and 
Parker, 1993). Public trust in its turn influences how people enter contacts with 
health care providers. Consequently, there is a complex and mutual 
relationship between interpersonal and public trust. Figure 3.1 gives a model of 
these and other relations and the way the health care system influences public 
trust. Not all relations shown in this model are explained, while not all of them 
are of importance for this article. 
 
Figure 3.1  Model of public trust in health care 

 
The health care system supposedly influences public trust in two ways: through 
institutional guarantees and through the actual availability of good quality 
health care. Institutional guarantees relate, on the one hand, to basic conditions, 
such as government regulation of education of health care providers, protection 
of patients’ rights and independent inspectorates of health care quality. On the 
other hand, institutional guarantees exist in the way the agency relation 
between health care providers and patients is organized. For example, the way 
in which the agency relation between physicians and patients is organized in 
managed care systems in the US might have led to a decline of trust in health 
care (Mechanic, 1996; Mechanic and Schlesinger, 1996; Mechanic, 1998). 
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Patients in a capitated managed care system, with physicians having a direct 
financial stake in restrictive treatment policy, trust their physician less than 
patients in a traditional fee-for-service system (Kao et al., 1998). The fee-for-
service system aligns the interest of physicians and the expectations of patients 
(Parsons, 1970). However, disclosure of information about physician payment 
and incentive did not affect health plan subscribers’ level of trust in the 
predicted direction (Hall et al., 2002). Another institution influencing public 
trust is the opportunity to maintain longer relationships with physicians. 
Research showed that patients with a longer relationship had higher levels of 
trust in their physician and also that sufficient choice of physicians leads to 
trusting behaviour (Kao et al., 1998).  
The second way in which the health care system might influence public trust is 
through the actual availability of good quality care (Thom et al., 2004). In an 
international comparative perspective, a restricted supply of health care 
facilities, long waiting lists and other forms of rationing, will be mirrored in 
lower levels of public trust in health care.  
According to the model in figure 3.1, public trust in health care is also 
influenced by media images. Positive experiences may increase trust in health 
care providers over time. On a personal level one serious failure, however, can 
lead to a breakdown in trust at any time, even after many years (Mechanic and 
Schlesinger, 1996). In international comparisons of public trust in health care, 
but also in over time comparisons within health care systems, the results may 
be strongly influenced by incidental media ‘scares’ during the months before 
the survey or a scandal at the time of the survey.  
Finally, levels of public trust in health care may also be influenced by cultural 
differences between countries. People in different countries may differ in their 
general predisposition to trust institutions and persons (Fukuyama, 1995; 
UNESCO, 1998). If cultural differences play an overarching role, measurements 
of public trust are less relevant in comparing health care performance 
internationally. 
 
Aim 
The aim of our study is threefold: 
- To identify similarities and differences in public trust in health care between 

three countries (Germany, The Netherlands, and England and Wales). 
- To suggest possible explanations for differences in public trust. 
- To evaluate the relevance of measurements of public trust in comparing 

health system performance. 
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3.2 Data and methods 
 
We collected data on public trust in health care in three countries: the 
Netherlands, Germany and England and Wales, using a postal questionnaire.  
 
Questionnaire  
The questionnaire originated in the Netherlands. An identical version of the 
questionnaire was translated into German for utilisation in Germany and in 
English for utilisation in England and Wales, using the double forward 
backward method (Bullinger, 1995). Topics covered in the questionnaire 
included trust in the health care system as a whole, trust in health care 
professionals, such as family physicians, specialists and complementary and 
alternative therapists, and trust in health institutions, such as hospitals, home 
care services and nursing homes. Single-item questions were used to measure 
trust in health professions and institutions. Questions regarding public trust in 
health care came from a validated scale (Straten et al., 2002). Notable is that 
some questions on the public-trust-in-health-care-scale are formulated in an 
extreme manner, using words as ‘always’ and ‘everything’. This is done to 
prevent too much clustering of answers in one category. Respondents could 
indicate their level of trust on a four-point Likert scale, ranging from (very) low 
to (very) high trust. Respondents were also able to state that they had “no 
opinion”.  
 
Sample size 
 In the Netherlands, data was gathered, using the Dutch Health Care Consumer 
Panel. This panel is a cross-section of the Dutch population. It has been used to 
record consumers’ views of current health care policy issues every 3 months. 
Every 2 years, one third of the Consumer Panel is renewed. This renewal 
ensures that the panel remains a cross-section of the population, that panel 
members do not develop specific knowledge of and attention for health care 
issues and no “questionnaire-fatigue” occurs. In December 2002 ‘trust in health 
care’ was the subject of research in this panel. By that time, the panel consisted 
of 1944 members. Of these 1944 members, 1421 returned the questionnaire, a 
response rate of 73%. In Germany, we used the Gesundheitsmonitor (Health 
Care Monitor). Every six months a cross-section of the German population, 
sampled from a national Access Panel, is surveyed on experiences with 
ambulatory care and expectations concerning health policy (Güther et al., 
2003). Every survey comprises around 1500 subjects. In the spring of 2002 
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‘trust in health care’ was one of the subjects. The response rate was 71%. In 
England and Wales, the survey was carried out between October 2002 and 
February 2003. Data was collected in a random sample of people aged 18 and 
above, based on the electoral register of 2000. A sample of 2,777 was selected. 
This sample was reduced to 2489 as 288 had died or moved away. The 
response rate was 48% (1187). 
 
Analysis 
The items on the validated public-trust-in-health-care-scale were summarized 
in six dimensions (Straten et al., 2002): 
- patient-centred focus of health care providers; 
- macro-level policies concerning health care; 
- professional expertise of health care providers; 
- quality of care; 
- communication and provision of information; 
- quality of cooperation between health care providers.  
A complete list of the 28 items of the scale is shown in Appendix 3.A, displaying 
the percentages of ‘a lot’ and ‘quite a lot of trust’ per item. However, the average 
scores on the dimensions were used for further analysis. The dimensions of the 
scale and the individual trust items on health care professionals and institutes 
were compared, using ANCOVA. In this ANCOVA, both age and gender were 
used as covariates while the datasets diverged on these variables (see table 
3.1). The datasets differed significantly on age, the English respondents are 
significantly older than the Germans and the Dutch (F=35,3; df=2 ; p<0.001). By 
placing both age and gender as covariates in the ANCOVA, the testing could not 
be influenced by both background variables. Except for the ANCOVA, also post-
hoc tests (Bonferroni) were performed. In this study, tests of significance were 
based on the 0.05 level. SPSS 10 was used for analysis.  
 
Table 3.1  Division of gender and age in the three data-sets  
 England and Wales Germany The Netherlands 

Male  
Female 

43,1% 
56,9% 

44,7% 
55,3 

42,4% 
57,6% 

Mean age 
SD 
Range 

52,6 
16,4 
79 

48,2 
15,6 
61 

47,6 
16,3 
74 

N 1155 1514 1415 
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3.3 Results  
 
Public trust in health care, the six dimensions 
Trust-judgements of inhabitants of England and Wales, the Netherlands and 
Germany on the dimension 'patient focus of providers' differ significantly 
(F=46,9;df=4, p<0.001) (figure 3.2 and Appendix 3.A). The Dutch respondents 
are more trusting regarding this dimension, compared to the respondents from 
England and Wales and Germany. The Germans place significantly less 
confidence in the 'patient focus of providers'.  
Dimension 2 reports on confidence that macro-level policies don’t have 
negative consequences for patients. In all three countries, public trust in this 
dimension is low. Differences between countries are not significant.  
Trust in 'health care provider's professional expertise' is summarized in 
dimension 3. More than three quarters of the respondents in the Netherlands 
and England and Wales trust that the education and training of doctors in their 
country is one of world's best. In contrast, only half of the German respondents 
rely on that. Also, Germans less strongly belief that doctors can do everything 
and that they know all about all sorts of diseases. Analysing this dimension as a 
whole, there are significant differences between the countries (F=52.3; df=4; 
p<0.001). The Dutch rely the most on 'health care providers' professional 
expertise’, followed by the respondents from England and Wales. The Germans 
are significantly less trusting on this dimension. 
Moving to trust in the 'quality of care' (dimension 4), the Dutch are confident, 
more than respondents in the other countries, that doctors do not prescribe 
drugs too late. The respondents from England and Wales have more confidence 
that a lot of care is taken to keep patients' medical information confidential and 
that doctors always make the right diagnosis. Respondents from England and 
Wales place significantly more trust in the dimension 'quality of care' than 
those from The Netherlands (F=77.1; df=4; p<0.001). However, the Germans 
are, again, significantly less trusting on this dimension. 
Dimension 5 concerns trust in 'information supply and communication'. The 
countries differ significantly on this dimension (F=33.9; df=4; p<0.001). Dutch 
respondents pose significantly more trust in information supply and 
communication than those from England and Wales and Germany. German 
respondents are significantly less trusting.  
Dimension 6 is about trust in the 'quality of cooperation'. On this dimension, 
the countries also differ significantly (F=32.7; df=4; p<0.001). The Dutch are 
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more trusting, followed by the respondents from England and Wales. German 
respondents are less trusting in this area.  
 
Figure 3.2  Means of six different scales of the three countries, corrected for age and 

gender 

 
 
Public trust in health care professionals 
Respondents in England and Wales place significantly more trust in family 
physicians (F=49.6, df=4, p<0.001), specialists (F=39.7; df=4; p<0.001), dentists 
(F=27.2; df=4; p<0.001) and complementary/alternative therapists who are no 
doctors ((F=227.1; df=4; p<0.001) than the Dutch and German respondents 
(figure 3.3). The Dutch and Germans show similar results on public trust in 
these health care professionals. 
 
Public trust in nurses (F=180.8; df=4; p<0.001), complementary/alternative 
therapists who are doctors (F=144.7; df=4; p<0.001), physiotherapists (F=72.5; 
df=4; p<0.001) and pharmacists (F=188.2; df=4; p<0.001) differs significantly 
between all three countries. Patterns are similar. For these health care 
professionals, public trust is more often placed by respondents from England 
and Wales, followed by the Dutch. Germans have the lowest levels of public 
trust in these health care professionals.  
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Figure 3.3  Mean scores (1-4) of trust in health care professions, corrected for age and 
gender 

 
Trust in health care institutions 
More people trust hospitals than they trust home care services and home care 
services are trusted more than nursing homes, regardless of the country they 
operate in (figure 3.4). 
 
There are significant differences between the countries in the extent to which 
health care institutions are trusted. Respondents from England and Wales are 
significantly more trusting toward all three institutions (hospitals: F=87.5; 
df=4; p<0.001; home care services F=30; df=4; p<0.001; nursing homes 
F=119.5; df=4; p<0.001), followed by the Dutch. Again Germans are 
significantly the least trusting. Mental health services are trusted least in the 
Netherlands (F=17,9; df=3; p<0.001). In England and Wales, mental health 
services are trusted just as much as nursing homes. In Germany, mental health 
services are organized differently and therefore trust cannot be compared. 
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Figure 3.4  Mean scores (1-4) of trust in health care institutions/services, corrected for 
age and gender 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

3.4 Conclusions and discussion  
 
Trust in public service areas is regularly measured in different countries 
(European Opinion Research Group, 2003), although health care tends to have 
been neglected. Public trust in health care, however, is an important concept, in 
that it is an indicator of the level of support of the health care sector (Straten et 
al., 2002), an important resource in policy-making and governance (Braithwaite 
and Levi, 1998) and it taps the future oriented dimension of performance of 
health care systems. This article fills the gap in knowledge on public trust in 
health care by presenting evidence from a study comparing public trust in 
health care in three different countries, namely Germany, The Netherlands, and 
England and Wales. 
The answer to the first research question of this article – does public trust in 
health care vary between Germany, the Netherlands, and England and Wales? – 
is: yes, there is variation in public trust in health care between the three 
countries. The inhabitants of England and Wales trust health care most, 
followed by the Dutch. The Germans are in general less trusting toward health 
care.  
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How can these differences in public trust in health care between the three 
countries be explained? In Section 2 we suggested four sources of differences 
between health care systems: institutional guarantees, health care availability 
and quality, media attention, and cultural differences in placing trust. Although 
we cannot strictly test different explanations, because we compared only three 
health care systems, it is important to evaluate these sources of differences. The 
applicability of the concept of public trust in a comparative performance 
framework depends on how confident we are that differences in public trust 
reflect the first two sources of differences and not the latter two. 
 
Explaining differences in public trust 
The three countries have health care systems that are organized and financed 
in different ways (Van der Zee et al., 2004). England and Wales have the NHS 
(financed mainly through taxation), while Germany and the Netherlands have a 
social insurance model (financed mainly through premiums). Ambulatory 
physician payment differs per country (Boerma, 2003). In the UK and the 
Netherlands, the major payment of family physicians is a capitation fee for each 
patient and patients are on the list of a specific family physician or practice, 
enhancing longstanding relationships between physicians and their patients. In 
Germany all ambulatory physicians (both family physicians and specialists) 
used to be paid for by fee-for-service, but nowadays receive a standard fee per 
patient per quarter, based on average service volume. This change from fee-for-
service to a standard fee based on average service volume, of which physicians 
have claimed publicly that it is too small to be able to provide adequate care, 
might have affected public trust in health care in German. In the UK and the 
Netherlands, family physicians have a gate-keeping role, restricting freedom of 
choice in access to secondary care. The German system does not encourage 
longstanding relationships with doctors. Choice of physicians on the other hand 
is larger in Germany. 
 
Systematic information about other institutional guarantees in different 
countries is only available for a limited number of areas, such as length of 
education of health care providers. Education has been harmonised within the 
EU and is hence more or less comparable. Information about protection of 
patients’ rights in different countries is outdated (Leene and Gevers, 1993) and 
recent comparative data is not available. Only the Netherlands has a specific 
law on patients’ rights (since 1993). In Germany, the legal position of patients 
seems to be firmly protected through the administration of justice and 
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jurisprudence. Protection of patient data is regulated by law in all three 
countries; probably strongest in Germany. Health service provision, in terms of 
the package of services that people can claim, is much more regulated by law in 
Germany (Book of social law – Sozialgesetzbuch V) compared to England and 
Wales and the Netherlands. The approach taken to protection of patient rights 
in the UK is not through the legal system but through a series of Patient 
Charters. While these are not compulsory, they are increasingly built into 
contracts between commissioners and providers (Calnan and Gabe, 2001). In 
all three countries to a more or lesser extent patient rights are protected; 
therefore it is difficult to ascribe public trust to these institutional conditions. 
Independent inspectorates are also part of the institutional guarantees.  
The Netherlands has an Inspectorate of Health Care and in England and Wales 
there is the Commission for Health Improvement, which is the independent 
inspection body for the NHS. It highlights where the NHS is working well and 
the areas that need improvement (Milewa et al., 2003). Germany does not have 
a comparable institution. In sum, there is no unequivocal evidence of 
differences in institutional guarantees that might account for the differences 
observed. 
Regarding the availability of care, numbers of physicians and hospital beds per 
head are much higher in Germany compared to the Netherlands and England 
and Wales (OECD-Health data). The latter two countries are known for having 
problems with waiting lists. In general, health care supply in Germany is more 
abundant and this might be a source of more public trust in health care. In this 
case there is no evidence that German health care performs worse than the 
other two systems. 
It seems that neither institutional guarantees nor the availability of health care 
explains the differences between the three countries in public trust. Could it be 
that increased negative media exposure around the time of data collection has 
influenced the results of our study? We did not find indications that this may 
have been the case. In Germany, data were collected in June 2002. The public 
discussion on health care during April, May and June focussed on the need for 
health care reform (it was pre-election time). Proposals were very general in 
order not to put off voters. Generally, health care problems and deficiencies 
were not ‘hyped’. It was emphasized that reforms are needed, but this applies 
to many other policy fields in Germany. In the Netherlands, data were collected 
in November and December 2002. As in Germany, no media scares and 
scandals took place in the Netherlands. In that period of time as the Dutch 
Cabinet was under resignation, no major policy decisions were made and only 
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few delicate subjects were mentioned in the media. Firstly, in January 2003, the 
sickness funds premiums would go up, and secondly, pharmacists were accused 
of enriching themselves on the account of the sickness funds. Both issues were 
addressed more than once by the media, but certainly not 'hyped'. In England 
and Wales data were collected between October 2002 and February 2003. The 
NHS is constantly in the public eye and thus the focus of continual media 
attention although during the period of field work there was no media coverage 
on specific issues concerning medical competence or health service 
performance (the discussion about foundation hospitals occurred some time 
after the data were collected). In sum, we conclude that differences in public 
trust between the three countries cannot be explained by differential media 
attention at the time the questionnaire was set out. 
That leaves the possible role of cultural differences in the propensity to place 
trust. International data on differences in levels of trust between countries 
(UNESCO, 1998) have shown that people in Germany are generally less trusting 
than people in England and Wales and in the Netherlands. This is in line with 
our results on public trust in health care. Hofstede’s study of cultural 
differences between countries is a source of information for more specific 
differences (Hofstede, 1984; Hofstede, 1991). Germans score higher on 
Hofstede’s cultural dimension of uncertainty avoidance, which is related to 
trust in expert knowledge. The implication of this might be that the difference 
between trust in physicians and trust in nurses is larger in Germany, compared 
to the Netherlands and England and Wales. This is indeed the case. Differences 
on the cultural dimension of individualism suggest that people in Germany 
might be less trusting than people in the Netherlands and England and Wales. 
Finally, differences in the cultural dimension of masculinity suggest that people 
in Germany and UK might have more trust in the curing aspects of health care 
(physicians, hospitals) than in the caring aspects (nurses, nursing homes), 
compared to people in the Netherlands. This assumption is partially confirmed. 
In all three countries more trust is placed in the curing professions or 
institutions, instead of the caring occupations or institutions. Comparing 
Germany and England and Wales on the one hand and The Netherlands on the 
other, it is clear that the differences in trusting between the curing and the 
caring profession, physicians versus nurses, is the smallest in England and 
Wales, and not in the Netherlands (F=49.1; df=4; p=0.00). With respect to the 
curing and caring institutes, the difference between trust in hospitals and 
nursing homes is significantly smaller for the Dutch, but the difference is 
largest for Germany (F=29; df=4; p=0.00).  
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It should be stressed that these hypothetical explanations need stronger tests, 
e.g. by collecting data about more health care systems. The World Values 
Survey is an example of a large-scale data collection that has been used to 
analyse cultural differences in trust in other people in general (Delhey and 
Newton, 2005). 
Moreover, the causal order is not unequivocal; do some features of health care 
systems induce public trust or do societies with higher levels of trust organize 
their health care systems differently? 
 
Shortcomings of the study  
This study provides possible explanations for differences in public trust, but it 
has several shortcomings. Differences in the selection of respondents might 
have created different types of biases. For Germany and the Netherlands, a 
health care panel was used. These panels led to relatively high levels of 
response. In England and Wales a population sample was used with a lower 
level of response. Despite of these differences in response levels, however, it is 
expected that the respondents of the panels and the random sample are 
comparable. This comparability is caused by the fact that the panels used in our 
study are two-step samples. In the first step, a sample of persons is asked to 
join the panel (which means that they agree to participate in future surveys). In 
this step, the response rate is usually comparable to one-step samples for a 
conventional survey. In the second step, panel members are asked to answer a 
specific questionnaire and here the response is usually high. It therefore can be 
expected that the net effect on response of the two steps in the panel situation 
is comparable to the situation in a one-shot random sample.  
An issue that could also be addressed is the fact that panel members might have 
higher levels of awareness of issues concerning health and health care. 
However, if there is increased awareness, it does not show in the form of 
comparable responses in Germany and The Netherlands.  
 
Another important issue is the cross-culturally validity of the measurement of 
public trust. In the literature a number of critical questions concerning 
measuring trust in general have been posed (Offe, 2001). Is trust a meaningful 
concept for the public and does it vary by social group? Can trust be measured 
on a Likert scale and does it have a ‘natural’ lowest point and highest point? 
The original Dutch items for the six dimensions were developed on the basis of 
a qualitative study asking people what they think about when the subject of 
trust in health care comes up and what issues they find important. This has 
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increased the validity of the items. However, there have not been qualitative 
studies in the other two countries to explore cross-cultural comparability.  
With respect to the use of specific rating scales, difficulties were encountered in 
translating the answering categories of the 4-point Likert scales. These 
difficulties were related to semantic meaning of the public trust concept, 
especially when used in English. When translating the Dutch 'vertrouwen 
hebben' and German 'Vertrauen schenken' into English, different options were 
available such as 'being confident', 'having confidence' and combinations with 
the verb 'to trust' (e.g. 'to put one's trust in ....'). These options were associated 
with different labels for the answering categories. In the panel discussions of 
the translation process, it was decided to use 'being confident'; the answering 
categories of the 4-point Likert scales are 'a lot of confidence', 'quite a lot of 
confidence', 'little confidence' and 'very little confidence' (in Dutch: 'heel veel 
vertrouwen', 'veel vertrouwen', 'weinig vertrouwen' and 'heel weinig 
vertrouwen'; in German: 'Sehr viel Vertrauen', 'Viel Vertrauen', 'Wenig 
Vertrauen' and 'Sehr wenig Vertrauen'). Empirical evidence showed that people 
equate the terms 'confidence' and 'trust' (Kent, 1998). Therefore, in this study 
we use 'confidence' as an equivalent of trust. 
Finally, public trust in institutions and health care occupations is measured 
with only one item each. For other research on public trust, for example trust in 
insurers (Zengh et al., 2002), and in medical professions (Hall et al., 2002), 
scales were developed. However, both studies indicate that public trust is a 
one-dimensional construct. This might implicate that trust in health care 
organizations and professions can be measured with only one general trust 
question.  
 
Policy implications of the study 
Health care is an important institutional field, coupled to the near universal 
value of health itself and related important values, such as solidarity and equity. 
High levels of trust in this institutional field are therefore preferable. Low levels 
of public trust might have further consequences for the governance of the 
health care system and for trust in government. A certain level of public trust is 
important, because of the mutual relationship between public trust and 
interpersonal trust. Little trust might lead to over-use of health care. A low level 
of trust is related to less therapeutic success and compliance to therapeutic 
advice and might lead to more requests for second opinions (Thom et al., 2004).  
On the whole, research on public trust in health care is still in its infancy. In this 
study the concept of public trust was explored by placing it in an international 
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perspective. Differences in public trust between countries seem to be strongly 
related to cultural differences in general. This affects the applicability of the 
concept of public trust in international comparisons of health care 
performance.  
In future research along international comparative lines it is important to test 
the explanations suggested in this article in a larger number of health care 
systems. Ways should be sought to distinguish between the part of variation in 
public trust that results from cultural differences and the part that results from 
differences in the way health care is organized and governed. 
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Appendix 3.A 
Percentage of respondents placing 'a lot' and 'quite a lot' of confidence 
per item, grouped into six dimensions 
 
Dimension 1. 'patient focus of 
provider' 

UK Germany The Netherlands 

Patients are taken seriously 
Patients get enough attention 
Patients are listened to 
Doctors spend enough time on their 

patients 

67.0 (N=1139) 
40.0 (N=1116) 
53.4 (N=1130) 
34.2 (N=1130) 

49.8(N=1483) 
31.4 (N=1455) 
44.2 (N=1447) 
26.2 (N=1466) 

68.5 (N=1383) 
38.1 (N=1356) 
55.8 (N=1367) 
40.7 (N=1363) 

Dimension 2. 'consequences of 
policies for patients' 

UK Germany The Netherlands 

Cost-cutting does not disadvantage 
patients 

Patients will be able to meet their own 
financial contribution requirement 

Waiting lists will not be at the cost of 
medical help and care to patients* 

Patients won't be the victim of rising 
costs of health care 

Waiting times are never too long 

24.3 (N=1065) 
 
20.0 (N=971) 
 

- 
 
22.3 (N=1073) 
 
19.9 (N=1108) 

12.9 (N=1477) 
 
16.1 (N=1427) 
 
19.7 (N=1374) 
 
14.2 (N=1458) 
 
21.1 (N=1448) 

10.5 (N=1337) 
 
13.7 (N=1360) 
 
16.6 (N=1355) 
 
10.5 (N=1382) 
 
9.4 (N=1334) 

Dimension 3 'health care provider's 
care' 

UK Germany The Netherlands 

Doctors can do everything 
Doctors know everything about all 

sorts of diseases 
New treatments are put into practice 

in the health care system 
The education and training of doctors 

in this country is one of world's best 

35.1 (N=1104) 
29.5 (N=1089) 
 
48.2 (N=1027) 
 
77.2 (N=993) 
 

20.9 (N=1381) 
22.2 (N=1401) 
 
46.4 (N=1386) 
 
53.2 (N=1326) 

31.3 (N=1276) 
37.9 (N=1284) 
 
57.8 (N=1236) 
 
76.3 (N=1140) 

Dimension 4 'quality of care' UK Germany The Netherlands 

Patients always get the right dose of 
their medicine 

Doctors don't prescribe medicines  
too late 

Patients always get the right medicine 
A lot of care is taken to keep patients’ 

medical information confidential in 
the health service 

Doctors always do enough tests 

44.1 (N=1085) 
 
48.1 (N=948) 
 
55.4 (N=1093) 
81.5 (N=1046) 
 
 
49.9 (N=1076) 

37.7 (N=1432) 
 
41.9 (N=1380) 
 
31.1 (N=1397) 
49.8 (N=1412) 
 
 
45.1 (N=1416) 

46.0 (N=1318) 
 
55.9 (N=1272) 
 
48.6 (N=1314) 
68.3 (N=1308) 
 
 
56.8 (N=1240) 

- Appendix 3.A continues -  
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- Appendix 3.A continued - 

Patients will always get the best 
treatment 

Doctors always make the right 
diagnosis 

46.2 (N=1090) 
67.0 (N=1118) 

24.9 (N=1417) 
33.5 (N=1397) 

44.1 (N=1274) 
38.9 (n=1223) 

Dimension 5 'information supply 
and communication' 

UK Germany The Netherlands 

Patients get sufficient information 
about the effects of their treatment 

Patients get sufficient information 
about the various treatments that 
are available 

The information given to patients is 
clear and understandable 

Patients get sufficient information 
about the cause of their problem 

Doctors discuss things fully with  
their patients 

44.1 (N=1132) 
 
36.6 (N=1105) 
 
 
56.6 (N=1106) 
 
52.7 (N=1117) 
 
53.3 (N=1133) 

39.5 (N=1460) 
 
40.7 (N=1461) 
 
 
41.0 (N=1443) 
 
41.8 (N=1458) 
 
43.3 (N=1406) 

53.4 (N=1362) 
 
54.6 (N=1341) 
 
 
62.8 (N=1368) 
 
56.6 (N=1349) 
 
59.1 (N=1348) 

Dimension 6 'quality of 
cooperation' 

UK Germany The Netherlands 

Health care providers are good at 
cooperating with each other 

Patients aren't given conflicting 
information 

High levels of specialisation do not 
cause problems in the health care 
system 

32.1 (N=994) 
 
37.5 (N=986) 
 
49.5 (N=889) 

20.4 (N=1381) 
 
29.0 (N=1388) 
 
36.2 (N=1322) 

29.0 (N=1292) 
 
43.8 (N=1241) 
 
54.4 (N=1259) 

*  due to a translation problem, this item could not be compared for England and Wales 
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Abstract  
 
Public trust in conventional medicine is relatively high in the Netherlands. 
However, there is reason to believe that public trust in complementary and 
alternative medicine (CAM) is rated lower. The aim of this study is to gain 
insight into public trust in CAM and the determinants that lie at the root of it. 
We hypothesized that public trust in CAM is related to: perceived institutional 
guarantees; media information on CAM; information from people’s social 
network; personal experiences; the role of general practitioners (GPs); and 
trust in conventional medicine.  
 
A postal questionnaire on public trust in CAM was mailed to 1,358 members of 
the Health Care Consumer Panel. 65% of the questionnaires were returned. 
Data were analysed using frequencies, ANOVA, post hoc testing and linear 
regression analyses. 
 
In the total sample, the level of public trust in CAM was, on average, a 5.05 on a 
scale of 1-10. 40.7% was a CAM user, currently or in the past, and thus 
displayed significantly higher levels of trust toward CAM than members of the 
public who did not use CAM. In the total sample, public trust in CAM was 
related to perceived institutional guarantees, negative media information, 
positive and negative information reported by their social network and 
people’s personal experiences with CAM. For those not using CAM, trust is 
mostly associated with perceived institutional guarantees. For users, personal 
experiences are most important. For non-users, trust levels in CAM are affected 
by negative media information; for CAM users, information from the media has 
no effect. For people not using CAM, public trust was related to negative 
information from their network. While, for CAM users, this is related to positive 
information.  
CAM is trusted less than conventional medicine in the Netherlands. The 
hypotheses on perceived institutional guarantees, media information, 
information from networks, and people’s personal experiences, are confirmed 
by our study for the total sample, for CAM non-users and users. The other 
hypotheses are rejected. 
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4.1 Introduction 
 
For lay people, the use of health care involves risk taking. Risk taking is 
inherent to health care for patients have difficulties in judging whether they 
have received the right type of care, the right amount of care or good quality 
care. In other words, there is an information asymmetry between patients as 
consumers or “principals” and health care providers as their “agents” (Pratt 
and Zeckhauser, 1985; Shapiro, 1987; Mooney and Ryan, 1993). Patients have 
to rely on the expert knowledge of their caregivers and to trust that their 
caregivers are providing them with good quality care (Mechanic, 2004; Calnan 
and Rowe, 2006; Groenewegen, 2006). This means health care is a confidence 
good; a good in which trust is an important mechanism.  
In the field of health care, trust is generally understood, as defined by Hall et al 
(2001) as: “the optimistic acceptance of a vulnerable situation in which the 
truster believes the trustee will care for the truster’s interests.” Two types of 
trust can be distinguished, interpersonal and public trust. Interpersonal trust is 
trust placed by one person in another. This corresponds to the description of 
Hall and others. Public trust is trust placed by a group or a person in a societal 
institution or system, also described as “being confident that you will be 
adequately treated when you are in need of health care” (Straten et al., 2002). It 
reflects a general assumption about whether a system or institution can be 
trusted. Public trust is expected to be useful as a performance indicator of the 
health care system and the professions working in it. In the Dutch Health Care 
Performance Report (Westert et al., 2008), for instance, one of the health care 
indicators is public trust.  
Dutch people rate their level of public trust in the health care system with 7 on 
a scale from 1(no trust) to10 (high trust) (Van der Schee and Delnoij, 2005). 
Health care professions are highly trusted. Rated on a 1 to 4 scale from very 
little to very much trust, 90% of the population placed high or very high trust in 
general practitioners (GPs) and medical specialists. Dentists, pharmacists and 
nurses are highly or very highly trusted by 80 to 90% of the population (Van 
der Schee and Delnoij, 2005).  
Complementary and alternative medicine (CAM) is defined in the Cochrane 
Complementary Medicine Field (Mannheimer and Berman, 2008) as including: 
“all such practices and ideas which are outside the domain of conventional 
medicine in several countries and defined by its users as preventing or treating 
illness, or promoting health and well-being”. In the Netherlands, public trust 
ratings in this type of medicine are expected to be lower.  
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Firstly, rating of public trust in CAM might be lower, because high levels of 
public trust in conventional medicine might be a result of institutions that 
implicitly guarantee trust, in the case of health care warranting the expectation 
of a certain level of quality of care (Shapiro, 1987). Trust is guaranteed, for 
instance, by only allowing certified care providers to work in health care. 
Another guarantee is that patients, who are visiting a caregiver in conventional 
medicine, are treated by providers with a special education and often perceived 
to be working according to protocols based on the best available evidence. Such 
guarantees might lead to higher levels of trust, especially public trust in 
conventional medicine. As CAM providers also include those who are not 
certified and whose educational requirements are unclear, this means that in a 
broad range of CAM philosophies and therapies, some of the above-mentioned 
institutional guarantees are not apparent or less convincing. In addition, unlike 
conventional medicine, CAM practices are thought to lack reliable, 
scientifically-based information. The absence of these types of institutional 
guarantees will possibly affect the amount of public trust in CAM.  
Secondly, trust in CAM might be lower than trust in conventional health care 
and health care providers as it is partly built up through experience. Fewer 
people have experience with CAM than with conventional medicine. This might 
result in lower levels of trust, as has previously been demonstrated with regard 
to trust in mental health care providers (Friele et al., 2000). 
Moreover, CAM has been the subject of public debate in the Netherlands much 
more so than conventional medicine. A case in point was the death of a Dutch 
media personality in 2001 who refrained from breast cancer treatment and 
relied on CAM healers (Inspectie voor de Gezondheidszorg, 2004). The ensuing 
negative media attention might have affected the level of public trust in CAM. 
However, it is not known what the level of public trust of CAM is in the 
Netherlands and what factors actually influence the level of public trust in CAM. 
The aim of this study is to gain insight into public trust in CAM and the 
determinants that lie at the root of it. We will elaborate on this aim by 
answering two questions. The first, descriptive, question deals with the level of 
public trust in CAM: 
 

‘How much trust does a representative sample of the Dutch 
population place in CAM in general and in a number of specific types 
of CAM?’ 
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We will elaborate on potential factors influencing this in the next section, as we 
formulate hypotheses to answer our second question: 
 

‘Which determinants influence the level of public trust in CAM?’ 
 
In contrast to conventional medicine, not all Dutch inhabitants have 
experiences in the field of CAM. Therefore, with regard to both questions, a 
distinction will be made in those who have used and those who have not used 
CAM. 
 
Hypotheses 
We have developed, previously, a model, which distinguishes four groups of 
influences on public trust in conventional medicine (Van der Schee et al., 2006; 
van der Schee et al., 2007). These are: 
1. Institutional guarantees. 
2. Media exposure. 
3. Network knowledge. 
4. Personal experiences with the health care system.  
 
We adapted these groups of factors which influence public trust in order to 
refer to CAM. We also added two other influences that might be especially 
relevant in the case of CAM: 
5. The advice of other health care providers, notably GPs. 
6. Trust in conventional medicine.  
Figure 4.1 displays the adjusted model for public trust in CAM. 
 
All groups of influences are applicable to CAM users. However, for people who 
do not use CAM then it stands to reason that the groups of influences in the 
dotted boxes in figure 4.1 (personal experiences and interpersonal trust in CAM 
providers) and the dotted lines related to them do not play a role in placing 
public trust in CAM.  
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Figure 4.1  Model of public trust in CAM medicine 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Institutional guarantees 
In general, one of the determinants of public trust is formed by social 
institutions that reduce the risk of placing trust in someone or in an 
organization by means of institutional guarantees. These guarantees relate to 
basic conditions such as government regulation of the education of health care 
providers, protection of patients’ rights and independent reviews of health care 
quality. Some of these conditions are based on legal regulations, whilst others 
are based on the self-regulation of the professions. Examples of the latter are 
membership and quality regulation by professional associations or voluntary 
quality certification. Research on the use of CAM by people with chronic 
conditions (Van den Brink-Muinen and Rijken, 2006) concluded that health 
policy makers should be alert to the quality of CAM health providers, for 
instance by insisting on professional certification. It is hypothesized that these 
institutional guarantees will increase the levels of public trust in CAM and their 
providers.  
 
Hypothesis 1: The presence of institutional guarantees will lead to more people 
placing trust in CAM.  
 
Media exposure 
According to our model of trust, public trust in general and thus in CAM is also 
influenced by the media (Mechanic and Schlesinger, 1996). Health and health 
care are popular subjects in the mass media. We expect that exposure to 
positive, or negative, information in the media on CAM will influence public 
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trust in a positive, or negative, way. Mass media information about therapies 
pays a lot of attention to CAM therapies (Seale, 2003; Benelli, 2003). A review 
of media coverage on CAM (Weeks and Studholm, 2008) indicates that this is 
mostly positive. The majority of reporting on CAM in newspapers in the UK and 
Germany is positive (Ernst and Weihmayr, 2000). In the US, UK, China, Japan 
and Israel, coverage was found to be overwhelmingly positive with 58% of the 
articles containing some positive portrayal or support for CAM, while only 20% 
contained negative portrayals (Vastag et al., 2005). Also, in a study 
investigating 16 years of Canadian newspaper and magazine coverage, a larger 
proportion of articles was judged to be favourable towards CAM use for cancer 
than not (61,3% of magazine and 45,3% of newspaper articles) (Weeks et al., 
2007). The literature indicates an overall positive tendency in the media 
towards CAM. However, this might differ between countries. In Germany, for 
instance, reporting may be more critical than in the UK [21]. In 2001, as 
previously mentioned in the introduction, the Netherlands witnessed a lot of 
negative media coverage on CAM. Consequently the media might have had an 
influence on public trust in CAM, especially in the Netherlands, at that time.  
 
Hypothesis 2: People who were exposed to mainly positive media information on 
CAM will be more trusting toward CAM than people who were exposed to mainly 
negative, neutral or no media information on CAM. 
 
Network knowledge  
Social networks in general influence trust in two ways. They provide 
information on the trustworthiness of others and they provide instruments to 
sanction betrayal of trust (Buskens and Raub, 2002). Important other figures in 
one’s network might provide clues on whether or not to place trust in CAM. No 
research is available on social networks in relation to public trust in CAM. 
However, several studies have been conducted on the role of networks during 
the decision-making process for using CAM. These studies show that people use 
their network in deciding to use CAM. One study (Robinson and Cooper, 2007) 
looking at trusted information sources with regard to CAM, showed that users 
of CAM treatments obtained substantial amounts of information from family, 
friends and co-workers. Although this information was not rated highly by 
these users, these interpersonal contacts informed them about the experiences 
of other CAM users. This gave the potential user a personal view of the possible 
effectiveness of the treatment and provided them with the opportunity to ask 
questions and judge the treatment on its trustworthiness. A study on the 
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influence of significant others in CAM decisions by Canadian cancer patients 
identified multiple types of involvement in decisions. These included: creating a 
safe place for the patient to make a decision; collaborative decision-making; 
moving the patient towards a decision; and making the decision for the patient 
(Ohlen et al., 2006). In this study it was found that although partners did 
comprise the majority of significant others as being involved in CAM decisions, 
friends and other family members, such as adult children and parents, also 
played an important role.  
Different patients may appreciate different forms of information when making 
decisions regarding their health (Caspi et al., 2004). As a consequence, for some 
patients, family, friends or close associates, who offered opinions and personal 
testimony, often initiated treatment suggestions. For others, family and friends 
acted only as conduits for information.  
These studies also indicate that the information provided through networks not 
only influences the decision-making process but might also have some impact 
on the amount of public trust placed in CAM. The risk one takes when placing 
trust in CAM is reduced by the information derived from members of a network 
who share their positive experiences. This increases the amount of trust in 
CAM. Alternatively, a negative experience of network members might lead to 
lower levels of trust in CAM compared to people who received positive 
information or people who were not informed by their network.  
 
Hypothesis 3: People who received mainly positive information on CAM from 
their network will be more trusting toward CAM than people who received mainly 
negative, neutral or no information on CAM. 
 
Personal experiences with the health care system  
Previous experiences with CAM might play an important role in placing public 
trust in CAM. Previous experience with the same health care provider confers 
information on the trustworthiness of this specific provider. This interpersonal 
trust, rooted in what Buskens and Raub described in their 2002 study as 
“dyadic embeddedness” might be applied more generally to other providers or 
the system as a whole. We, therefore, expect that if their experiences were 
positive ones then previous users will place more trust in CAM treatments. 
Positive experiences may increase public trust in CAM over time. A serious 
failure will possibly affect public trust in CAM in a negative manner.  
Most visitors of CAM practitioners are positive about the treatment provided 
and the information given (Van der Schee et al., 2003). A study conducted in the 
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UK also found that very few patients made negative comments about their 
experiences with complementary therapies (Luff and Thomas, 2000). This 
might imply that most of the CAM users are positive regarding their treatment, 
leading to more public trust in CAM.  
 
Hypothesis 4: Personal experience with CAM is expected to increase trust in 
CAM. Those people whose personal experience of CAM was mainly positive will be 
more trusting toward CAM than people who had mainly negative, neutral or no 
experiences.  
 
The advice of providers of conventional medicine, notably GPs  
The advice of a provider of conventional medicine concerning CAM might 
influence the level of public trust. The assumption is that if providers of 
conventional medicine inform their patients in a positive way on CAM, they will 
be more willing to place trust in it. GPs enjoy the status of personal and highly 
trusted doctors (Van der Schee and Delnoij, 2005). Robinson et al. (2007) found 
that both people who use, and those who do not use, CAM have a great deal of 
trust in their doctors and rated their information very highly. Information 
obtained from doctors, such as one’s GP, is felt to be reliable and scientifically-
based because GPs are expected to have expertise in scientifically-based health 
care (Robinson et al., 2007). This might lead to their patients taking the 
information into serious consideration. This is especially the case in health care 
systems such as the Netherlands where GPs perform the role of gatekeeper to 
health care. Evidence about participation in cervical cancer screening 
illustrates the influence of GPs where an invitation and reminder by the 
women’s own GP increases participation (Tacken et al., 2007).  
Therefore, it is expected that for those who received positive information from 
their GP about CAM, this might lead to higher levels of trust.  
 
Hypothesis 5: People who received mainly positive information on CAM from 
providers of conventional medicine will have a more trusting attitude towards 
CAM than people who received mainly negative, neutral or no information on 
CAM. 
 
Trust in conventional medicine 
Low levels of public trust in conventional medicine are expected to be related 
to higher levels in CAM. Studies on reasons for using CAM do not provide a clear 
picture. Lee Treweek (2002) argues that one of the reasons for a rise in the use 
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of CAM is dissatisfaction with both medical encounters and outcomes. However, 
there is also evidence showing that CAM therapies are used alongside 
conventional medicine (Barnett, 2007) and that CAM use is not related to 
dissatisfaction with conventional care (Astin, 1998). Sirois (2008) found a shift 
in the motivation to use CAM towards focussing more on its positive aspects 
and less on the negative aspects of conventional medicine. However, Van den 
Brink-Muinen and Rijken (2006) showed that the use of CAM in chronically ill 
people was related to a lower trust in conventional medical professionals and 
higher trust in CAM practitioners. This suggests that there might be a negative 
relationship between the trust in providers of conventional medicine and the 
trust in CAM providers.  
 
Hypothesis 6: People who place less trust in conventional medicine will be more 
trusting towards CAM. 
 
 

4.2 Data and methods 
 
Sample 
The sample comprises respondents of the “Dutch Health Care Consumer Panel”. 
This panel consists of approximately 1,500 members and is a cross-section of 
the Dutch population. One third of the Consumer Panel is renewed every two 
years. This renewal ensures that the panel remains a cross-section of the 
population, that members do not develop specific knowledge of, and attention 
for, health care issues and that no “questionnaire-fatigue” occurs. New 
members of the panel are sampled from the general population. The people 
sampled receive a letter informing them about the panel and are called within a 
week after receiving the letter. If they are interested they receive a 
questionnaire on the background characteristics. Once that questionnaire is 
returned they are considered to be members of the panel. The panel is 
registered by the Dutch Data Protection Authority (no. 1262949). 
Data used in the present study were gathered in December 2001 by a postal 
questionnaire. At that time the panel consisted of 1,358 members. 917 postal 
questionnaires were returned, which equals a response rate of 65%. 
 
Questionnaire 
The questionnaire on “public trust in CAM” was based on a validated “public 
trust in health care questionnaire” [8]. In the Netherlands, the term alternative 
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medicine is usually used instead of CAM to indicate this type of care., Therefore, 
we asked in the questionnaire about public trust in alternative medicine. 
However, while both alternative medicine and CAM refer to the same sort of 
therapies, in this article the international term CAM is used. 
 
The respondents were asked to mark their level of trust in CAM in general, 
ranging from 1 (no trust at all) to 10 (complete trust). Next to that overall mark 
on the broad field of CAM, respondents could also indicate their level of trust in 
specific CAM therapies, including acupuncture, homeopathy, manual therapy, 
paranormal therapy, naturopathic therapy and anthroposophy. Unlike public 
trust in CAM in general, this was measured on a 4-point-scale (1=very little, 
2=little, 3=much and 4=very much).  
In order to gain information on institutional guarantees respondents were 
asked to point out to what extent their trust would decrease or increase when: 
- a CAM practitioner is a member of a professional association; 
- a CAM practitioner has a quality certification mark; 
- a CAM practitioner has a degree in CAM; 
- a CAM practitioner has a degree in conventional medicine. 
The categories of answers to the questions on institutional guarantees were: 
decreases a lot; decreases; no increase/no decrease; increases; and increases  
a lot. 
Respondents were questioned about media exposure, being asked if they could 
indicate if they had read or heard about CAM in the media, and if they perceived 
the information as positive, neutral or negative (1=very negative, 2=negative, 
3=neutral, 4=positive, 5=very positive). 
Network information on CAM was measured, firstly, by a question on whether 
they had received any information from their friends, family or acquaintances 
about experiences with CAM. If the respondents had received information, they 
could mark whether it was, to their opinion, positive, neutral or negative 
information (1=very negative, 2=negative, 3=neutral, 4=positive, 5=very 
positive). 
 
Two questions were asked about the use of CAM. Firstly, the respondents were 
asked whether they had used CAM products. Secondly, they could report if they 
had attended a practitioner in CAM. The categories of answers for both 
questions were ‘yes, at this moment’, ‘yes, in the past’ or ‘no’. If they had used 
products or attended a CAM practitioner, the respondents could point out if 
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they perceived this as a positive, neutral or negative experience (1=very 
negative, 2=negative, 3=neutral, 4=positive, 5=very positive). 
Health care providers’ advice on alternative medicine was measured by a 
question on whether their GP had advised them on CAM. If so then respondents 
were asked to describe how they had perceived the nature of this information 
on a 5-point-scale (1=very negative, 2=negative, 3=neutral, 4=positive, 5=very 
positive). 
Public trust in conventional medicine was measured by one item, as was public 
trust in CAM. Respondents could mark their level of public trust, ranging from  
1 (no trust at all) to 10 (complete trust). 
 
Data analysis 
The questions of whether a person, according to his/her perception, had 
received positive, neutral, negative or no information from their network, the 
media or their GP were recoded into one variable. In the new variable the 
respondents who had answered that they did not receive information from a 
source were placed in the ‘no information’ category. If the respondents were 
informed about CAM by the source and had reported that the content of the 
information was negative, neutral or positive, then, in the new variable, they 
were placed in the matching category with the values: negative, neutral or 
positive information. This newly-constructed variable consisted of four 
categories of answers, namely: ‘no information’; ‘negative information’; ‘neutral 
information’; or ‘positive information’. In the same way, a new variable was 
constructed on experiences with CAM. Respondents who had no experience 
with the use of products or visits to CAM therapists were gathered in the group 
‘no experience’. Respondents who had experience now or in the past with such 
products or visits were classified as a negative, neutral or positive experience.  
After recoding the variables, we performed analyses to explore the relationship 
with regard to public trust in CAM. Firstly, trust placed in institutional 
guarantees was analysed by frequency tables. Then these items were combined 
to form a scale for latter analyses. Secondly, to study whether experiences, 
network, media exposure or trust in conventional medicine were related to the 
level of trust, ANOVA and post hoc tests were performed. Finally, a linear 
regression analysis (pairwise deletion) was conducted with overall trust in 
CAM as the dependent variable and institutional guarantees (scale), network, 
media exposure, experiences and trust in conventional medicine as 
independent variables. Therefore, nominal variables were recoded into dummy 
variables. This analysis was controlled for age, gender and education. These 
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analyses were performed for the total sample and separately for those with and 
without personal experience with CAM. This was because personal experience 
with CAM products or providers seemed to be important determinants of 
public trust in CAM. SPSS 11.5 was used.  
 
 

4.3 Results 
 
Sample characteristics  
In the total sample, the mean age of the 917 panel members who responded 
was 53.1 (SD 14.7). 48.4% were male and 51.8% were female. Most of them had 
completed low (43.7%) or medium education (33.3%), 23.0% were educated to 
a high level (higher vocational training/university). 74.6% of the respondents 
perceived their health status to be good or excellent, 23.4% average and 2.0% 
poor. 40.7% of the population indicated themselves as users of CAM. Of the 
users of CAM, 34.2% used CAM at this moment, whereas 65.8% indicated they 
had used CAM in the past. 47.6% of the current users combined the usage of 
CAM products with visits to a CAM practitioner, 41.5% only used products and 
10.9% only visited a practitioner. More than half of the people who had used 
CAM in the past (53.1%) used both products and visited a CAM practitioner, 
23.8% solely used CAM products and 23.1% solely went to see a practitioner. 
People who used CAM were more often female (Chi²=32.22; df=1, p<0.000) and 
slightly younger than people who did not (49.7 versus 53.9) (F=13.47; df=790; 
p<0.000). Also, they were educated to a slightly higher degree (Chi²=7.08; df=2; 
p<0.05). No differences were found between CAM non-users and users. There 
were no differences found in the perceived health status of people who used 
CAM compared to people who did not. 
 
Public trust in CAM 
The total sample judged trust in CAM with an average grade of 5.05 (SD 1.88). 
CAM users were significantly more trusting with an average of 5.85 (SD 1.75) 
than those did not use CAM (F:.86; df 746; p<0.001). Their average trust 
judgement of CAM was 4.46 (SD 1.81). Figure 4.2 shows the distribution of 
public trust in CAM for the total sample -CAM users and non-users. 
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Figure 4.2  Degree of public trust in CAM on a scale of 1 to 10  

 

Of the specific types of CAM, asked about in the questionnaire, manual therapy, 
homeopathy and acupuncture are trusted most by the total sample of CAM 
users and CAM non-users (table 4.1). Paranormal therapy is the least trusted of 
CAM therapies. CAM users place more trust in the therapies presented than 
CAM non-users. The difference is smallest for acupuncture, relatively small for 
manual therapy and homeopathy, and larger for naturopathic therapy and 
anthroposophy. The biggest difference between CAM users and non-users is 
found for paranormal therapy. 
 

Table 4.1  Trust in specific types of CAM therapies  
 Total sample  CAM non-users  CAM users 

 Percentage 
much/very 
much trust 

N* Percentage 
much/very 
much trust 

N* Percentage 
much/very 
much trust 

N* 

Manual therapy  
Homeopathy  
Acupuncture  
Naturopathic therapy 
Anthroposophy 
Paranormal therapy 

54.3% 
49.1% 
48.3% 
22.3% 
19.4% 
10.0% 

736 
751 
719 
660 
578 
703 

37.9% 
32.7% 
38.6% 
12.2% 
9.7% 
4.2% 

354 
355 
350 
320 
289 
337 

74.6% 
66.4% 
59.4% 
34.6% 
30.4% 
17.1% 

295 
307 
286 
263 
214 
281 

*  people who had ‘no opinion’ on trust in this type of alternative medicine were not taken into 
account in the N 
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Determinants of public trust in CAM 
Institutional guarantees 
In the total sample, membership of a professional association, a quality 
certification mark and a degree in CAM leads, according to approximately 50 to 
60% of the respondents, to an increase in trust in a CAM practitioner (table 
4.2). Trust increases most when a CAM practitioner has had a degree in 
conventional medicine. Of the population, 86.3% responded that if this was the 
case then their trust would increase. For all four institutional guarantees, CAM 
users indicated that they contributed more to increasing trust than non-users. 
The difference is smallest, however, in the case of doctors who have gained a 
degree in conventional medicine. 
 

Table 4.2  Institutional guarantees and trust in CAM 
 
 

Professional 
association 

Quality 
certification  

mark 

Degree in CAM  Degree in 
conventional 

medicine 

Total sample 
Greatly increases trust 
Increases trust 
Neutral 
Decreases trust 
Greatly decreases trust  
Total 

(N=871) 
6.0% 

53.0% 
39.3% 

0.5% 
1.3% 

100% 

(N=871) 
5.3% 

48.7% 
44.0% 

0.7% 
1.4% 

100% 

(N=872) 
5.7% 

47.0% 
45.6% 

0.3% 
1.3% 

100% 

(N=870) 
27.9% 
58.4% 
12.0% 

0.6% 
1.1% 

100% 

CAM non-users 
Greatly increases trust 
Increases trust 
Neutral 
Decreases trust 
Greatly decreases trust  
Total 

(N=447) 
2.0% 

45.9% 
49.0% 

0.9% 
2.2% 

100% 

(N=446) 
2.2% 

43.3% 
51.1% 

1.1% 
2.2% 

100% 

(N=447) 
2.0% 

40.5% 
54.8% 

0.7% 
2.0% 

100% 

(N=446) 
21.5% 
61.4% 
13.9% 

0.9% 
2.2% 

100% 

CAM users  
Greatly increases trust 
Increases trust 
Neutral 
Decreases trust 
Greatly decreases trust  
Total 

(N=324) 
11.1% 
61.4% 
27.2% 

- 
0.3% 

100% 

(N=324) 
9.6% 

54.0% 
35.5% 

0.3% 
0.6% 

100% 

(N=324) 
10.8% 
53.7% 
34.9% 

- 
0.6% 

100% 

(N=325) 
36.0% 
53.8% 

9.8% 
0.3% 

- 
100% 
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Media exposure 
Of those in the total sample who were informed by the media, 13.0% indicated 
that they were exposed to positive information (table 4.3). 38.1% of the 
respondents reported that they had been exposed to negative media 
information. About one fifth of the respondents (17.3%) did not report 
information on CAM through the mass media. In both CAM non-users and users, 
most respondents indicated that the information they received was negative 
(36.9% and 41.2%). In the total sample, information received from the media is 
associated significantly with trust ratings on CAM. People who reported that 
they received positive information from the media were significantly more 
trusting toward CAM than those who perceived the media information to be 
negative or neutral, or those who did not receive any information through the 
media . Trust rates were lowest for those who received negative information. 
The association between information received from the media and trust ratings 
was also found among CAM non-users. For CAM users we found a significant 
effect only for those who received negative information.  
 

Network knowledge 
In the total sample, 33.6% perceived the information from their network as 
positive, as opposed to 10.8% who learned through their network about 
negative experiences with CAM. 43.6% did not receive information from family, 
friends or acquaintances on experiences with CAM. In the population of CAM 
non-users, almost 60% indicated that they were not informed about CAM by 
their network. By contrast almost 60% of the CAM users reported being 
informed positively through this source.  
In the total sample, positive information about CAM, as reported by their 
network, is significantly associated with a higher trust level, while negative 
information with significantly lower levels. Although CAM non-users display 
lower levels of trust than CAM users, the same association is found for both 
CAM non-users and CAM users. 
 
Experience  
As was mentioned earlier, of the total sample, 40.7% had had experience with 
CAM in their lifetime. Of those, 27.7% reported a positive, 6.4% a neutral and 
6.6% a negative experience. Almost 60% did not have experience with CAM. 
Experience was associated with public trust in CAM. People who had had 
neutral or negative experiences were significantly less trusting towards CAM. 
 



 

 

Table 4.3 Availability of information and trust in CAM  
 % Total sample 

Mean trust in CAM 
at present (SD) 

% CAM non-users  
Mean trust in CAM 

at present (SD) 

% CAM users Mean 
trust in CAM at 

present (SD) 
Media exposure 
Positive information media 
Neutral information media 
Negative information media 
No information media 
 
Network knowledge 
Positive information network 
Neutral information network 
Negative information network  
No information network 
 
Experience  
Positive experience 
Neutral experience 
Negative experience 
No experience 
 
Advice GP  
Positive information GP 
Neutral information GP 
Negative information GP 
No information GP 
Trust in conventional medicine  
A lot of trust (7-10) 
Not a lot/not a little trust (5-6) 
Little trust (1-4) 

(N=892) 
13.0% 
31.6% 
38.1% 
17.3% 

 
(N=893) 

33.6% 
12.1% 
10.8% 
43.6% 

 
(N=798) 

27.7% 
 6.4% 
 6.6% 

59.3% 
 

(898) 
7.2% 
6.5% 
2.4% 

83.9% 
(N=761) 

68.3% 
29.5% 

2.2% 

(N=839) 
*6.00 (1.71) 
*5.18 (1.62) 
*4.61 (1.93) 
*5.20 (2.03) 

 
(N=838) 

*6.22 (1.58) 
*4.63 (1.43) 
*3.43 (1.56) 
*4.63 (1.76) 

 
(N=748) 

*6.56 (1.39) 
*5.12 (1.49) 
*3.54 (1.48) 
*4.46 (1.75) 

 
(N=842) 

*6.35 (1.47) 
5.49 (2.09) 

*5.36 (2.50) 
*4.90 (1.82) 

(N=707) 
5.14 (1.88) 
5.01 (1.89) 
4.20 (2.04) 

(N=463) 
10.6% 
31.5% 
36.9% 
21.0% 

 
(N=465) 

16.8% 
12.5% 
11.2% 
59.6% 

 
(N=428) 

 
 
 

100% 
 

(N=466) 
2.1% 
2.4% 
1.3% 

94.2% 
(N=385) 

71.2% 
26.8% 

2.1% 

(N=423) 
*5.73 (1.59) 
*4.68 (1.40) 
*3.84 (1.62) 
*4.60 (2.10) 

 
(N=424) 

*5.39 (1.62) 
*4.45 (1.29) 
*3.24 (1.47) 
*4.42 (1.78) 

 
(428) 

- 
- 
- 

4.46 (1.75) 
 

(N=424) 
*5.70 (1.34) 
*3.80 (2.53) 
*4.00 (2.97) 
4.45 (1.70) 

(N=353) 
4.59 (1.73) 
4.29 (1.62) 
3.63 (2.07) 

(N=323) 
16.7% 
29.1% 
41.2% 
13.0% 

 
(N=321) 

59.5% 
10.6% 

9.7% 
20.2% 

 
(N=320) 

68.0% 
 15.7% 
 16.3%  

- 
 

(N=323) 
14.9% 
13.9% 

4.6% 
66.6% 

(N=274) 
62.8% 
35.0% 

2.2% 

(N=318) 
6.29 (1.78) 
5.82 (1.71) 

*5.60 (1.86) 
6.29 (1.64) 

 
(N=316) 

*6.56 (1.52) 
*4.94 (1.46) 
*3.69 (1.58) 
*5.28 (1.65) 

 
(N=320) 

*6.56 (1.39) 
*5.12 (1.49) 
*3.54 (1.48) 

- 
 

(N=318) 
*6.63 (1.50) 
5.93 (1.80) 
5.80 (2.24) 
5.67 (1.81) 

(N=269) 
6.01 (1.77) 
5.73 (1.93) 
5.00 (2.35) 

*  ANOVA post hoc test, p<0.001 
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The advice of other health care providers, notably GPs 
In the total sample, 7.2% perceived information from their GP as positive, 6.5% 
as neutral and 2.4% as negative. Over 80% of respondents indicated that they 
did not receive any information from their GP about CAM. CAM users seem to 
discuss their use more often with their GP in contrast to non-users. 33.4% of 
the CAM users reported having received information from their GP as 
compared to 5.8% of the non-users.  
In the total sample, higher levels of trust in CAM was associated with positive 
information received from GPs rather than negative or no information. Positive 
information is also associated with higher levels of trust among both CAM non-
users and users. 
 
Public trust in conventional medicine 
Most respondents in all three groups had a high degree of trust in conventional 
medicine. No relationship between public trust in conventional medicine and 
public trust in CAM was found in the general population, among both CAM non-
users and users.  
 
Regressions 
The regression analyses conducted on the total and separate samples provided 
insights with regard to the hypotheses (see table 4.4). The regression analysis 
of the total sample shows that 43% of the variance in overall trust in CAM is 
explained by the variables used.  
With regard to our first hypothesis about institutional guarantees, the 
regression analysis of the total sample demonstrated that overall trust was 
related to people’s own perception of the role of institutional guarantees. Their 
overall trust in CAM was higher when they ascribed a trust enhancing role to 
professional associations, quality certification, a degree in CAM and a degree in 
conventional medicine. The separate regression analyses for CAM non-users 
and users also showed that public trust in CAM is significantly related to 
perceived institutional guarantees. This was, however, more prominent for the 
CAM non-users. Therefore, all in all, viewing institutional guarantees from 
people’s own perspective leads to a confirmation of the first hypothesis. 
In our second hypothesis on the impact of the media on public trust in CAM, it 
was found that, in the total sample, people who were exposed to negative 
media information displayed significantly lower levels of trust in CAM 
compared to those who were exposed to positive information. Judgements 
concerning trust by those who were exposed to neutral or no media 
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information on CAM did not significantly differ from people who had been 
exposed to positive media information. In the separate analyses, these same 
results were found for CAM non-users. The results concerning CAM users were 
different. CAM users who were exposed to negative, neutral or no media 
information did not significantly differ in their levels of trust in CAM compared 
to those who were exposed to positive information through the media. 
Therefore, we can conclude that, based on these results, our second hypothesis 
on the media is not confirmed neither for CAM non-users nor for CAM users. It 
was not found that people who were exposed mainly to positive media 
information on CAM are more trusting toward CAM than people who were 
exposed mainly to negative, neutral, or no media information at all, on CAM. 
We found the following with regard to the third hypothesis on the impact of 
network information on public trust in CAM. In the total sample, people who 
reported that they had been exposed to no, neutral or negative information on 
CAM through their network displayed significantly lower levels of trust in CAM 
compared to people who were positively informed by their network. The same 
was found for CAM users. CAM non-users who were exposed to negative 
information through their network displayed significantly lower levels of trust 
in CAM, compared to those who had received positive information through 
these sources. However, no significant differences were found with those who 
were exposed to no, or neutral, network information. Therefore, hypothesis 
three is confirmed for CAM users and not confirmed for CAM non-users.  
In addition, we tested our fourth hypothesis about the impact of experiences on 
public trust in CAM. For the total sample, experiences played a significant role. 
People who had had any type of experience with CAM displayed significantly 
higher levels of trust in CAM compared to people who did not report 
experiences with CAM. For CAM users, it was also found that those with a 
neutral or negative experience displayed lower levels of trust in CAM compared 
to those who had a positive experience. Therefore, we confirmed hypothesis 
four on experiences. 
In relation to our fifth and sixth hypotheses on information from the GP on CAM 
and trust in conventional medicine, no significant differences were found in 
public trust in CAM. Neither did we find differences in the level of public trust 
in CAM in the separate analyses of CAM users and non-users when looking at 
information from the GP and trust in conventional medicine. Therefore, 
hypothesis 5 and 6 are not confirmed. 
 
 



 

84 Public trust in health care: exploring the mechanisms 

Table 4.4  Regression public trust in CAM at present, total sample, CAM non-users, 
CAM usersModel 

 Total sample 
R² adj= .43 

 CAM non-users 
R² adj= .34 

 CAM users 
R² adj= .48 

 B sign B sign B sign 

Constant 
 
Institutional guarantees 
 
Neutral versus positive 
information from the media 
Negative versus positive 
information from the media 
No versus positive 
information from the media 
 
Neutral versus positive 
information network 
Negative versus positive 
information network 
No versus positive 
information network 
 
Experience versus no 
experience 
 
Neutral versus positive 
experience 
Negative versus positive 
experience 
 
Neutral versus positive 
information GP 
Negative versus positive 
information GP 
No versus positive 
information from the GP 
 
Trust regular health care 
 
Female versus male 
 
Age 
 
Level of education 

1.129 
 

1.149 
 

-0.175 
 

-0.687 
 

-0.052 
 
 

-0.992 
 

-1.850 
 

-0.782 
 
 

0.657 
 
 
 
 
 
 
 

-0.135 
 

-0.288 
 

-0.264 
 
 

0.091 
 

-0.032 
 

0.000 
 

0.001 

0.117 
 

0.000 
 

0.363 
 

0.000 
 

0.809 
 
 

0.000 
 

0.000 
 

0.000 
 
 

0.000 
 
 
 
 
 
 
 

0.663 
 

0.492 
 

0.253 
 
 

0.123 
 

0.790 
 

0.937 
 

0.590 

0.351 
 

1.183 
 

-0.543 
 

-1.191 
 

-0.546 
 
 

-0.528 
 

-1.355 
 

-0.428 
 
 
 
 
 
 
 
 
 
 

-0.051 
 

-0.062 
 

0.028 
 
 

0.158 
 

0.156 
 

-0.003 
 

0.004 

0.753 
 

0.000 
 

0.065 
 

0.000 
 

0.079 
 
 

0.081 
 

0.000 
 

0.067 
 
 
 
 
 
 
 
 
 
 

0.946 
 

0.944 
 

0.961 
 
 

0.063 
 

0.322 
 

0.639 
 

0.264 

4.507 
 

0.728 
 

-0.332 
 

-0.302 
 

0.326 
 
 

-0.797 
 

-0.914 
 

-0.726 
 
 
 
 
 

-1.054 
 

-2.086 
 
 

-0.167 
 

-0.134 
 

-0.289 
 
 

0.015 
 

-0.240 
 

-0.005 
 

-0.003 

0.000 
 

0.000 
 

0.204 
 

0.202 
 

0.293 
 
 

0.006 
 

0.008 
 

0.001 
 
 
 
 
 

0.000 
 

0.000 
 
 

0.588 
 

0.759 
 

0.232 
 
 

0.858 
 

0.191 
 

0.399 
 

0.421 
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4.4 Conclusions and discussion 
 
This study aimed to provide insight into the level of public trust in CAM and the 
determinants which influence this trust in the Dutch population. The level of 
public trust in CAM was 5.05 on average on a scale of 1-10. People who had 
personal experience with CAM products or providers were significantly more 
trusting. As hypothesized, public trust in CAM was associated with several 
conditions. Firstly, institutional guarantees play an important role in building 
trust in CAM. People indicated that their trust would be higher if institutional 
guarantees were apparent. Another indication is that, in our study, the three 
most trusted types of CAM, manual therapy, homeopathy and acupuncture are 
usually provided by medical doctors or physiotherapists. In the regression 
analysis of the total sample, public trust in CAM was associated with several 
factors. Firstly, it was associated with people’s own perception of the role of 
institutional guarantees, then with negative media information in contrast to 
positive information, thirdly, with neutral, negative or no information at 
all compared to positive information, reported by their social network and 
finally with people’s own personal experiences with CAM. The regression 
analyses performed on both CAM non-users and users indicate that the 
emphasis on what affects public trust in CAM differs between both groups. For 
CAM non-users, trust is mostly associated with people’s own perception of the 
role of institutional guarantees. However for CAM users, it is their experiences 
which are most important. People’s own perception of the role of institutional 
guarantees also plays a role for CAM users, although to a lesser extent. Another 
difference between the two groups is that for CAM non-users trust levels in 
CAM are affected by negative media information compared to positive media 
information. This is not the case with CAM users. In contrast, media does not 
have an impact on levels of trust in CAM on CAM users. An additional difference 
is that public trust in CAM among non-users is related to negative information 
from their network, whereas public trust in CAM amongst CAM users is 
significantly related to negative, neutral or no information from their network. 
The analyses presented in this article confirm to a large extent the mechanisms 
we consider to be part of our basic model of public trust in health care. We 
believe that institutional guarantees, media exposure, network knowledge and 
personal experience through interpersonal trust, influence public trust in CAM. 
It is significant that there is a difference between people who use CAM and 
those who do not with regard to the extent of the confirmation of the 
hypotheses we formulated in the introduction. We expected that people who 
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received positive information through the informational mechanisms would 
have more trust in CAM compared to people who had received negative, neutral 
or no information. For CAM users these hypotheses on network information 
and experiences are confirmed. Positive information through these sources was 
associated with significantly higher levels of trust amongst CAM users. By 
contrast, for people who do not use CAM, significantly lower levels of trust was 
specifically associated with negative information gained through the media or 
their networks. In short, this means that for CAM users positive information 
through network and experiences has, especially, an impact on trust in CAM. By 
contrast, for CAM non-users, both negative information from the media and 
their network have a negative impact on trust. Also, we found that for CAM 
users, positive media information was not associated with significantly higher 
levels of trust in CAM compared to negative, neutral and no information.  
However, while our basic model and its mechanisms are largely confirmed, the 
two mechanisms and matching hypotheses, added especially for their supposed 
relevance to CAM, were refuted. The lack of a relationship between the advice 
from one’s GP and public trust in CAM might be due to the fact that only 16% of 
the respondents reported receiving advice on CAM from their GP. Not 
surprisingly, the lowest rate on having had advice on CAM was found in the 
CAM non-users group (5.8%). However, among CAM users too, the percentage 
of those receiving advice on CAM through their GP was relatively low (33.4%). 
This relatively small part of the population discussing CAM with their GP might 
suggest that people feel uncomfortable sharing information on CAM with their 
GP. Support for this statement is found in several other studies. A review by 
Robinson and McGrail (2004) of 12 studies into patient communication with 
their medical practitioner concerning CAM use found non-disclosure rates as 
high as 72%. Three main reasons for non-disclosure of CAM use were found. 
The first and most common reason is concern about a negative reaction from 
the medical practitioner (Robinson and McGrail, 2004; Adler and Fosket, 1999), 
which would characterize the patient as “fringe, ungrateful, unrealistic, or 
gullible” (Pappas and Perlman, 2002). The second reason is the patient’s 
perception that the medical practitioner did not need to know (Robinson and 
McGrail, 2004), because CAM treatments used were irrelevant to the 
biomedical course of treatment (Adler and Fosket, 1999; Pappas and Perlman, 
2002). The third reason is that the medical practitioner appeared disinterested 
or did not ask (Robinson and McGrail, 2004; Adler and Fosket, 1999).  
Neither did we find the negative relationship we hypothesize between public 
trust in conventional medicine and public trust in CAM. Instead, there is rather 
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a very weak tendency towards a positive relationship between public trust in 
CAM and in conventional medicine. However, the basis for these correlations is 
quite different: higher levels of trust in conventional medicine and lower levels 
of trust in CAM among non-CAM users, and lower levels of trust in conventional 
medicine and higher levels of trust in CAM among CAM users. The tendency 
toward a positive relationship between public trust in conventional medicine 
and CAM might reflect an underlying tendency to be trustful towards different 
objects of trust. 
The differences in the levels of public trust in CAM and the determinants 
between CAM users and non-users that lie at the root of it might provide an 
insight into why people place trust in CAM. CAM users display a significantly 
higher level of trust in CAM than non-users. Firstly, this can be explained by 
their experiences. Experiences, positive or negative, are significantly related to 
placing public trust in CAM. Most of the users reported positive experiences 
(68.1% of 40.7% who reported experiences with CAM), leading to a higher level 
of public trust. Secondly, this study showed that CAM users perceived 
significantly more positive information from their network on CAM than those 
who did not use CAM. This suggests that CAM users may relate to those who 
have a positive attitude towards CAM. This positive information also leads to 
higher levels of trust. CAM non-users might not surround themselves with 
people with a positive perception of CAM. It was found that most non-users did 
not receive any information through their network. Thirdly, this study also 
showed that CAM users reported slightly more often that they had received 
CAM information through mass media, compared to CAM non-users. However, 
this attention effect apparently did not coincide with a selective perception or 
confirmation bias of media information as positive or negative. For CAM users, 
this type of information with regard to the media, whether positive, negative or 
neutral, did not have an impact on the level of trust in CAM. 
This study is the first to provide an insight into public trust in CAM and its 
determinants. However, it has some limitations. A first limitation is that it relies 
solely on self-reported information from the respondents. People were asked to 
report about their experience with CAM and whether or not the media and 
their network informed them positively or negatively about CAM. They were 
also asked to report on institutional guarantees by indicating the extent to 
which their trust in CAM would increase or decrease if a CAM practitioner was 
a member of a professional association, had a quality certification mark, had a 
degree in CAM or had a degree in conventional medicine. With regard to 
institutional guarantees, this means that it reflects what people think the effect 
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of institutional guarantees would be on their trust in health care. It does not 
reflect the direct effect of institutional guarantees on trust as such, as we posed 
in the hypothesis. Nevertheless, we have chosen to use self-reports of 
institutional guarantees because it was not possible to measure the implicit 
process of institutional guarantees of trust in CAM in any other way in the 
context of our study. In addition, this self-reported information might be 
biased. People might tend towards consistency in their answers in the same 
questionnaire (‘same-source bias’). By the same token, people consciously or 
unconsciously tend to search for and interpret information in a way that 
confirms their existing ideas, leading to what is called ‘confirmation bias’ 
(Nickerson, 1998). As a result of this, we might have overestimated the 
influence of institutional guarantees and information about public trust in CAM. 
However, concerning the mass media, we did find selective take-up in the sense 
of reporting having had information from the media, but no confirmation bias.  
A second limitation is that our definition of experience with CAM was fairly 
liberal. In our study, infrequent, new users of CAM and established CAM users 
were treated as a homogenous group. However, research indicates that these 
are in fact distinct groups, who differ on their reasons for using CAM as well as 
in their patterns of treatment. Sirois and Gick (2002) found that the best 
predictors for the use of CAM among initial or infrequent users, were 
dissatisfaction with conventional medicine and behaviours reflecting health 
awareness. More frequent incidents of behaviour reflecting health awareness 
were associated with continued CAM use. Medical need also influenced the 
choice of using CAM. It was the best predictor of committed CAM use, with 
established CAM clients reporting more health problems than the initial or 
infrequent CAM group. With regard to treatment patterns, Sirois (2002) found 
that newer CAM users still depend to a great extent on conventional medicine, 
whereas more experienced CAM users rely less on conventional medicine alone 
and more on CAM for treatment of their non-life-threatening health issues. If, in 
our study, a distinction could be made between initial or infrequent users and 
established users of CAM, some of the results of our study might differ per 
group. For example, established CAM users would be expected to be more 
trusting compared to initial or infrequent users. 
A third limitation is that we used a broad measure of public trust in CAM as a 
dependent variable in the analyses. However, it might be that a person trusts 
one type of CAM therapy, but not the other. We did not distinguish between 
trust in different types of CAM therapies in our analyses.  
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Another limitation is that the data were collected in 2001, which leads to the 
question of whether the study results are still applicable to the current Dutch 
situation. There is reason to believe that changes in public opinion towards 
CAM, and experience with CAM, within a population, might lead to a more 
positive attitude and possibly higher trust ratings towards CAM. A study on a 
Canadian population (Astin, 1998), mentioned earlier in the introduction, found 
that within a period of eight years, increasing use of CAM led to a shift in 
motivations focusing more on the positive aspects of CAM and less on the 
negative aspects of conventional medicine. If changes in the use of CAM were 
also found in the Dutch population, this might have affected trust ratings. 
However, the use of CAM, defined in terms of visiting a CAM practitioner, 
remained stable from 2001 until 2008 (between 6-7%) (Centraal Bureau voor de 
Statistiek, 2010). There are no data available about a change in the use of CAM 
products. Increasing use might not have affected public knowledge and opinion 
with regard to public trust in CAM. What might have affected the trust ratings 
are the media. In 2001, the media might have been more negative towards 
CAM, with regard to the incident reported in the introduction. 38.1% reported 
that the media information they were exposed to was negative. This might have 
affected the level of trust to some extent and possibly led to an overestimation 
of the reporting and the impact of negative media information. However, 
changes in public trust in CAM will be small due to the relatively stable 
character of the trust. A longitudinal study on changes of public trust in 
conventional medicine showed that public trust in conventional medicine 
remains at a constant level (Van der Schee et al., 2006).  
The last limitation is that it is unclear how far the study results can be used to 
draw general conclusions about other countries. In our opinion, our basic 
model is general and applicable in other countries. However, the level of trust 
and the strength of the impact of the determinants of public trust in CAM 
depend on the position of CAM within the care system and on the culture of a 
country. For example, institutional guarantees might differ from one country to 
another, but its relationship to public trust in CAM might be the same. In the 
same way, media coverage of CAM might differ. Such differences between 
countries might influence the level of trust in CAM, but the determinants may 
still have a comparable impact on public trust in CAM.  
Therefore, differences in public trust in CAM and the impact of determinants 
should be studied in different countries. Moreover, future research should pay 
attention to changes in public trust in CAM over time and concomitant changes 
in the impact of determinants.  
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The level of public trust in CAM in the Dutch population was 5.05 on average on 
a scale of 1-10, much lower than the score of 7 for trust in regular health care 
(Van der Schee and Delnoij, 2005). However, people who use CAM were 
significantly more trusting than people who did not. Our hypotheses on 
institutional guarantees, media exposure, information from people’s social 
network and their personal experiences, are largely confirmed by our study for 
the total sample of CAM non-users and users. The hypotheses about the 
influence of GPs and about the relationship between trust in CAM and trust in 
conventional medicine were rejected. 
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Abstract 
 
Incidents in health care happen every now and then. Incidents are often 
extensively covered by the news media. In this study, we investigated the 
impact of an incident in a Dutch hospital on public trust in health care in the 
population living in the vicinity of where the incident took place and in the 
national population. News media coverage of the incident started in Fall 2008.  
 
We collected data in three samples, using a postal questionnaire on public trust 
in health care. Two samples were a cross-section of the Dutch population; one 
was questioned in October 2006, the other in October 2008. The third sample, 
also questioned in October 2008, consisted of 1,000 people living in the 
surrounding area of the hospital where the incident occurred. The cross-
sectional sample of October 2006 was a reference group, while at that time no 
incidents in health care were covered in the media. 
 
In the local population, the incident had a strong impact on public trust in the 
hospital and specialists working there. Also, in the local population, the impact 
of the incident was generalized to trust in hospitals and specialists in general. 
In the national population, no impact of the incident on the public’s trust was 
found, despite national news media coverage.  
 
Local incidents have an impact on public trust in health care in the local 
population. However, these incidents do not influence public trust in health 
care in the national population.  
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5.1 Introduction 
 
Over the past years, monitoring quality of health care has become increasingly 
important for governments. For this purpose, health care performance 
indicators are being developed. In the Dutch Health Care Performance Report 
(Westert et al., 2008), one of the indicators is public trust. Public trust in health 
care provides information of public views on performance of health care 
institutions, caregivers and the system as a whole, as well as on how people 
might behave in future encounters with health care providers.  
However, in order for public trust to function as an effective performance 
indicator it has to be sensitive to changes. In previous research conducted on 
public trust in health care, measured over an eight-year period of time, only 
small changes were found (Van der Schee et al., 2006), despite public debates 
on health care quality and occurrence of incidents during that period. One 
explanation might be that at the time of the measurements of public trust no 
incidents were particularly salient.  
Incidents in health care happen every now and then in every country and are 
often extensively covered in the media. In England, for example, in the late 
1980s and early 1990s an incident, with extensive media covering, occurred at 
Bristol Royal Infirmary. At this hospital a tragic sequence of events in paediatric 
cardiac surgery in which many young children lost their lives was reported 
(Bristol Royal Infirmary Inquiry, 2001; Walshe and Offe, 2001; Davies, 2007). 
Another more recent incident in England, which was also extensively covered 
by the media, took place at the Mid-Staffordshire Hospitals Trust in 2009. High 
mortality rates for admitted patients as emergencies at this hospital led to an 
investigation by the Healthcare Commission. For the three years that were 
examined (2005/6 to 2007/8), the investigation revealed, next to poor 
standards of quality of care, mortality rates in emergency care which were 
between 27 and 45 per cent higher than expected (Commission for Healthcare 
Audit and Inspection, 2009). Media reported that, although it was not clear how 
many patients died as a direct result of failures, it supposedly equated to 
between 400 and 1200 excess deaths.[examples newspaper articles: Cook, 
2009; Smith, 2009] These are major and rare incidents. However, more often 
smaller incidents occur in health care, where no actual deaths are involved, 
although patients are exposed to risk. These incidents also can create a lot of 
media attention. 
We expect that incidents that are extensively covered by the media, influence 
public trust in health care, also outside the circle of people who were affected 
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by the incident. Media hypes on disasters, for example, result in an increasing 
number of persons who attribute their health problems to the disaster, even if 
not involved in the incident (Vasterman et al., 2005).  
We expect incidents in health care to affect public trust in the involved health 
institutions and caregivers. Moreover, these incidents might lead to lower 
levels of trust in health institutions and caregivers in general and in the health 
care system as a whole. However, the impact on trust is possibly influenced by 
the extent of involvement with the failing institution and caregivers. People 
living in the vicinity of the institution will be much more involved in 
comparison to the national population. Also, the level of trust might be 
influenced by the extent the population is informed about the incident by the 
media. 
In this study, the impact of a media covered incident of a Dutch hospital in the 
Fall of 2008 on public trust is analysed in both the local and national 
population. Our research question is: To what extent is public trust in health 
care affected by a local media covered hospital incident? The hospital incident, 
the IJsselmeer hospitals (IJH) incident, is described in box 5.1 (see page 96). 
Firstly, we studied the impact of this incident on public trust in the specific 
hospital and caregivers involved, as expressed by the local population. 
Secondly, we studied the impact of the incident on public trust in hospitals and 
caregivers in general, again expressed by the local population. Thirdly, we 
analysed the impact of the incident on public trust in the general population. 
Lastly, we studied the levels of public trust in relation to the amount of 
information on the incident people said to have received.  
 
Public trust in health care 
In the literature two types of trust are described: interpersonal and public or 
institutional trust. Interpersonal trust involves direct interaction between two 
individuals, the trustee and the trusted, for example a patient-provider 
relationship (Mechanic, 1998; Goold, 1998; Hall et al., 2002; Zengh et al., 2002). 
Public/institutional trust characterizes relationships with a collective 
(Mechanic, 1998; Goold, 1998; Hall et al., 2002; Zengh et al., 2002). In previous 
research we developed a model that distinguishes four groups of influences on 
public trust in health care: 1. institutional guarantees and availability of good 
quality care, 2. news media, 3. network knowledge and 4. personal experiences 
with representatives of the health care system [van der Schee et al., 2006; van 
der Schee et al., 2007). In this study the emphasis lies on the influence of the 
news media on trust.  
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Impact of the incident on local and national public trust 
We expect that the impact on trust will be greater in the local population 
because they are directly affected by poor quality of care in their hospital. 
Directly affected are those inhabitants who live in the adherence region of the 
hospital. They might be, when in need of care and especially in case of an 
emergency, directly confronted with the problems of the hospital. An estimated 
65% of the regional population from which we took our sample, uses the IJH.  
Moreover, the local population will be exposed to more information. They are 
informed by both national and local news media, whereas the national 
population is solely informed by the national news. Also, for the local 
population the incident might have been the ‘talk of the town’, exchanging 
information in their network.  
The effect of the incident on the local population’s trust in IJH and caregivers in 
this hospital might also be generalized to the local population’s trust in 
hospitals and caregivers in general. However, the effect on trust in hospitals 
and caregivers in general will be smaller than on trust in the specific hospital 
and its caregivers.  
The national population’s trust in hospitals and caregivers and the health care 
system as a whole might also be affected by the incident. The national 
population has also been exposed to negative media information on this 
incident. Although this information concerns a particular hospital, they might 
generalize it to hospitals, caregivers and the health care system in general. 
However, the impact on public trust in the national population will be lower in 
comparison to the local population. The national population is not directly 
affected by the incident in this hospital and they are not as extensively 
informed as the local population.  
 
Hypotheses 
In sum, we will test the following hypotheses: 
 
Hypothesis 1: Public trust in the involved hospital and caregivers, measured in 
the population living in the environment of the hospital, is affected negatively by 
the incident.  
 
Hypothesis 2: Public trust in hospitals, caregivers and the health care system in 
general, measured in the population living in the environment of the hospital, is 
affected negatively by the incident but less so than trust in the specific hospital 
and its caregivers.  



 

98 Public trust in health care: exploring the mechanisms 

Hypothesis 3: Public trust in hospitals, caregivers and the health care system in 
general, measured in the national population, is affected negatively by the 
incident, but less so than in the local population. 
 
Hypothesis 4: The impact on public trust in hospitals, caregivers and the health 
care system in general is greater, the more extensively informed people are. 
 
Box 5.1 Description incident IJsselmeer hospitals 

The incident: IJsselmeer hospitals 
The incident took place in the Netherlands at the IJsselmeer hospitals (IJH), a hospital 
organization with two nearby locations (in Emmeloord and Lelystad). In September 
2008 visits of the Health Care Inspectorate to study the pre-operating process in the 
IJH led to a negative report. It was found that : 
- The hospital did not meet the needs of conditions of good quality care regarding the 

building as well as the quality system. 
- The air handling system did not meet the needs of a mingling air handling system. 
- There was no functioning quality system within the Operating Room complex. 
- All workers in the Operating Room complex insufficiently acted according to 

guidelines. 
- Guidelines were not translated into hospital protocols. 
- Preventive maintenance of medical equipment and its visualization for the user was 

not accurate.  
-  Logistics of sterile medical aids was not in line with the law. Materials and 

instruments in wrong packages were encountered. 
- Medication was insufficiently checked on the final date of usage. Some medication 

was over the date of usage. 
- The antibiotics policy did not meet the national professional standards. 
- The hospital could not provide information for the performance indicator 

‘surveillance hospital infections’ (Inspectie voor de Gezondheidszorg, 2008).  
All these problems led to unsafe situations for patients, for example increased 
infection risk. The report led to a forced closure of the operating rooms of the 
hospitals.  

- box 5.1 continues - 
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- box 5.1 continued- 
Media reported that hospital management and specialists knew about the problems, 
but took no action (example newspaper articles: see 1 and Schoorl and Visser, 2008). 
No operated patients were adversely affected by the situation, as far as known. Apart 
from the report, it was also exposed that the financial situation of the IJH was critical. 
The problems, as reported by the Inspectorate, as well as the financial situation of the 
IJH were covered extensively by local and national news media from half September to 
approximately end of December 2008. 
After December 2008, articles were still published but not as extensive as before. In 
Figure 5.1 (see page 99) the articles, published by the five leading national 
newspapers (AD, Trouw, Volkskrant, Telegraaf, NRC) are displayed. Also articles 
published in two local papers are displayed (Stentor, Flevopost). 

 
 

5.2 Data and methods 
 
Sample  
Three samples were used for this study. Two samples consist of participants of 
the “Dutch Health Care Consumer Panel” (COPA). COPA has about 3000 
members sampled from the general Dutch population aged 18 years and older. 
Every two years, one third of this panel is renewed. This ensures that the panel 
remains a cross-section of the Dutch population, that members do not develop 
specific knowledge of and attention for health care issues and no 
“questionnaire-fatigue” occurs. The panel is registered by the Dutch Data 
Protection Authority (no. 1262949).  

                                                                    
1  - Artsen in Lelystad wisten van niet-steriele lucht, maar opereerden toch. [Doctors in 

Lelystad knew air was not sterile, but still performed surgeries on patients]. 
Volkskrant 2008; 1 October. 

 - Specialisten Lelystad in de fout [Mistakes by specialists in Lelystad]. AD 2008; 1 
October. 

 - Artsen Lelystad handelden laakbaar [ Doctors Lelystad acted reprehensible]. AD 
2008; 1 October. 

 - Patiënten liepen in Flevoland onnodig gevaar [ Patients were unnecessary at risk in 
Flevoland]. NRC 2008; 1 October. 

 - Kwaliteit van operaties in Lelystad slecht [ Poor quality of surgeries in Lelystad]. 
NRC 2008; 1 October. 

 - IJsselmeerziekenhuizen wisten dat lucht niet steriel was [IJsselmeer hospitals knew 
air was not sterile]. Volkskrant 2008; 2 October. 
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Data of this study were collected in a COPA sample in October 2006 and in a 
sample in October 2008. In 2006, 1,000 panel members and in 2008, 1,368 
panel members received a postal questionnaire with response rates of 84% 
(N=840) and 73% (N=997) respectively. Both samples consisted partly of the 
same persons (300). 
The third sample consists of 1,000 inhabitants aged 18 years and older in the 
catchment area of IJH. They were randomly sampled from Infobase® 

(www.acxiom.nl), a database containing addresses of more than 3.5 million 
people living in the Netherlands. Of this sample, 37% returned the 
questionnaire. 
Table 5.1 shows gender and age of the respondents in the three samples, 
compared to the Dutch population and inhabitants of the region.  
The samples slightly differ on the distribution of gender and age. This 
difference is corrected for in the analyses. 
 
Table 5.1  Background variables respondents compared to Dutch inhabitants and 

region IJH 
 Respondents 

COPA 2006 
Dutch 

inhabitants 
2006 

Respondents 
COPA 2008 

Dutch 
inhabitants 

2008 

Respondents 
Region 2008 

Inhabitants 
Region 2008 

Gender: 
Male 
Female 

 
48.2 
51.8 

 
49.0 
51.0 

 
41.9 
58.1 

 
49.0 
51.0 

 
36.0 
64.0 

 
49.7 
50.3 

Age: 
18-40  
41-65  
>65 

 
19.7 
54.7 
25.6 

 
37.5 
44.2 
18.3 

 
14.5 
58.3 
27.2 

 
36.2 
45.0 
18.8 

 
14.7 
55.8 
29.4 

 
40.1 
45.4 
14.4 

 
Questionnaires 
Two questionnaires were used. The first questionnaire was sent to both COPA 
samples. This questionnaire consisted of two parts. In the first part of the 
questionnaire, respondents could give a mark ranging from 1 (no trust at all) to 
10 (a lot of trust), indicating their present degree of trust in the health care 
system. In the second part, trust in health care professions, such as medical 
specialists, and in health care organizations, such as hospitals, were measured. 
In this part people could indicate their level of trust on a four point Likert scale 
with response options ranging from very low trust to very high trust. In this 
part of the questionnaire the respondents were also able to state that they had 
“no opinion”. This option was added to ensure that questions were only 
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answered when the respondents were actually able to express their degree of 
trust in that specific profession or institution. At the end of the questionnaire of 
2008, a few questions were added on the extent to which one was informed on 
the IJH incident.  
The second questionnaire, which was sent to the population in the region of the 
hospitals, was a derivative version of the other questionnaire. This 
questionnaire consisted of the two mentioned parts and a supplement. In this 
supplement, people could indicate the amount of trust they had in both 
separate locations of the IJH, their trust in the specialists and nurses working at 
both locations of the IJH and the IJH as a whole. Also, respondents were asked 
to which extent they were informed about the problems in the IJH.  
Mid October 2008, the questionnaires were distributed. This was 
approximately a month after the first media coverings (see figure 5.1). Both the 
local population and COPA received one reminder. 
 
Figure 5.1  Articles in five national and two local newspapers at the time the IJH-

incident occurred 
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Data analysis 
All public trust variables were non-normal distributed, leading to non-
parametric testing. To test the hypotheses, the following analyses were 
performed.  
Hypothesis 1: To study the effect of the incident on trust in the local population, 
trust of the local population in their hospital and caregivers measured in 2008 
was compared to a proxy for trust in the hospital and its personnel in the local 
population in 2006 (see table 5.2, H1). This proxy was public trust in hospitals 
and caregivers in general, as measured in the national population in October 
2006. This was used because data of trust in the local population were absent 
and while at that time in October 2006 no incident occurred in health care in 
the Netherlands. To note, there was, however, an incident in a university 
hospital in Spring 2006. Frequencies of both samples were compared and 
Mann-Whitney tests were performed.  
Hypothesis 2: To study the extent of the impact of the incident on generalized 
trust in hospitals, caregivers and health care among the local population, a 
comparison was made between the local population in 2008 and the national 
population in 2006 (see table 5.2, H2(1)). This general population was again 
used as a proxy for trust in general in the local population in 2006. Frequencies 
were compared and Mann-Whitney tests were performed. Subsequently, we 
have studied if the incident had less impact on generalized trust in hospitals, 
specialists and nurses in the local population (H2(1)) compared to trust in the 
specific hospital and its personnel measured in the local population (H1). 
Frequencies of the levels of trust were compared and the Mann-Whitney tests 
were performed. The dotted line in table 5.2 H2(2) refers to populations and 
data used for this comparison .  
Hypothesis 3: To learn whether the incident did have an impact on public trust 
in the national population, a comparison of public trust in hospitals, caregivers 
and health care in general was made between both national samples (2006 and 
2008, see table 5.2, H3(1)). Although there is some overlap in the samples, data 
were analysed as if they constituted independent samples. Frequencies were 
compared and Mann-Whitney tests were performed. In order to study whether 
the incident had less impact on the levels of trust in the general population 
(H3(1)) compared to the local population (H2(1)), the Mann-Whitney tests for 
this hypothesis were compared to the Mann-Whitney tests performed to study 
the impact of the incident on generalized trust on the local population. Again, 
also frequencies were compared. The dotted line in table 5.2 referring to H3(2) 
refers to comparisons made and populations and data used in this comparison.  
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Hypothesis 4: To test the hypothesis on the effect of information on public trust, 
only the national population of 2008 was used (see table 5.2). In contrast to the 
national population, in the local population almost all respondents indicated to 
be completely informed on the topic. The local population is therefore left 
aside. The frequencies are displayed and Kruskal-Wallis tests with post hoc 
Mann-Whitney tests were used.  
For all trust questions the “no opinion” answering option was excluded from 
the analysis. Correcting for gender and age was done by weighing.  
 
Table 5.2 Display of populations involved in hypothesis testing 
 2006 

Local population* 
(proxy) 

2008 
Local  

population 

2006 
General 

population 

2008 
General  

population 

Public trust in IJZ 
and its personnel 

 
 √ 
 

 
 √ 
 

  
 

 
Public trust in 
general: hospitals, 
specialists and 
nurses  

 H2(2) 
 
 
 √ 
 H2(1) 
 
 

 
 
 
 √ 
 
 
 
 H3(2) 
 
 

 
 
 
 
 
 
 
 
 
 
 √ 
 

 
 
 
 
 
 
 
 
 
 
 √ 
 

√ H4 
* public trust in health care measured in the general population in 2006 is used as a proxy for 

public trust in the IJH and public trust in health care in general in the local population in 2006 
 
 

5.3 Results 
 
Hypothesis 1. Local population: public trust in hospital and caregivers 
involved 
Table 5.3 shows that the percentage of the local population reporting high or 
very high trust in the IJH is significantly lower compared to the percentage of 
high trusters in 2006 in hospitals in the general population, the proxy for trust 
in the IJH in the local population in 2006 (comparison H1 in table 5.2). There is 
also a significantly smaller percentage in the local population placing trust in 
the specialists working in the IJH, compared to public trust in specialists in 
general reported by the national population in 2006. Nurses working in the IJH 

H1 

H3(1)  
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are trusted more than the IJH specialists. In comparison to trust in nurses in 
general, measured in the national population in 2006 as a proxy for the local 
population, the IJH nurses of Location 1 are trusted significantly less. Although 
the nurses of Location 2 are also trusted less compared to the proxy based on 
the frequencies, this difference is not significant. With the exception of the 
nurses of Location 2 of the IJH, these findings confirm hypothesis 1.  
 
Table 5.3  Percentage (very) high trusters in local population (2006 (proxy)/2008) 

and national population (2006/2008)  
Public trust in: Local 

population 
2006 (proxy)* 

Local 
population 

2008 

The 
Netherlands 

2006 

The 
Netherlands 

2008 

Hospitals  74.0% a  57.2% a  74.0%  72.1% 

IJH  74.0% a  38.8% a  -  - 

IJH Location 1  74.0% a  41.4% a  -  - 
IJH Location 2  74.0% a  41.3% a  -  - 

Specialists  91.5% a  78.6% a  91.5%  90.6% 

Local specialists Location 1  91.5% a  52.8% a  -  - 

Local specialists Location 2  91.5%a  57.3% a  -  - 

Nurses  87.4%  87.4%  87.4%  88.9% 

Local nurses Location 1  87.4%a  74.5% a  -  - 

Local nurses Location 2  87.4%  79.4%  -  - 

Health care in general  7.00  6.88  7.00  7.07 

* public trust in hospitals, specialists, nurses and health care measured in the general population 
in 2006 is the proxy for public trust in the IJH, people working there and public trust in health 
care in general in the local population in 2006 

a  p<=0.001  
 

Hypothesis 2. Local population: public trust in institutions, caregivers and 
health care in general versus public trust in hospital and caregivers 
involved 
The local population displays significantly lower levels of trust in hospitals and 
specialists in general compared to the proxy for trust in the local population in 
2006 (see table 5.3; comparison H2(1) in table 5.2). The local population 
displays equal levels of trust in nurses in general, compared to this proxy. Also, 
no significant difference was found for trust in health care in general. 
Additionally, table 5.3 shows that the levels of trust in hospitals and caregivers 
in general are affected less by the incident compared to the levels of trust in the 
specific hospital and its care givers in the local population (comparison H2(2) 
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in table 5.2). Therefore, hypothesis 2 is confirmed for hospitals and specialists 
in general, not for nurses and health care in general. 
 
Hypothesis 3. National versus local population: Public trust in institutions, 
caregivers and health care in general 
There is no significant difference in public trust between the general population 
in 2006 and 2008 shown in table 5.3 (comparison H3(1) in table 5.2). This 
means that the general population is not affected by the incident, not 
confirming this part of our third hypothesis. However, in the local population 
the levels of generalized trust in hospitals and specialists were affected 
(comparison H2(1) in table 5.2). Thus, the national population is affected less 
by the incident then the local population (comparison H3(2) in table 5.2), 
confirming this part of our hypothesis. 
 
Hypothesis 4. Information and the impact of a local incident on public trust 
No significant differences in trust were found between people who state that 
they were not informed about the accident, somewhat informed or completely 
informed, although the trend in the data is in the expected direction (see table 
5.4). However, these findings do not confirm the fourth hypothesis.  
 
Table 5.4  Percentage (very) high trusters by level of information on the incident 
 The Netherlands 2008 

 
 

Not informed on 
problems 
(N=102) 

Somewhat 
informed 
(N=658) 

Completely 
Informed 
(N=157) 

Total 
 

(N=917) 

Hospitals 76.3% 72.8% 66.9% 72.1% 
Specialists 94.4% 90.4% 89.9% 90.6% 
Nurses 90.0% 89.2% 87.3% 88.9% 
Health care in general 7.19 7.06 7.06 7.07 

 
 

5.4 Conclusions and discussion 
 
The research question in this article was: To what extent is public trust in 
health care influenced by a local incident? This is studied in both the population 
living in the vicinity of the incident and the national population.  
In the local population, the incident had an impact on public trust in the IJH and 
specialists working in this hospital. Also, in this population, the impact of the 
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incident was generalized to trust in hospitals and specialists in general. In the 
national population, no impact of the incident on the public’s trust was found.  
 
Strengths and weaknesses of the study 
This study has several strengths. Firstly, we reacted quickly on the incident 
with our data collection. The data measure public trust immediately after the 
incident. Another strength of our study is that we gathered data in both the 
national and local population. By questioning both populations we were able to 
indeed show that such an incident had an impact on public trust on a local level, 
but not in the general population.  
However, the study has also several shortcomings. Firstly, in this study, public 
trust among the local population was compared to public trust in the national 
population in 2006. In studies of local incidents, there is no way of having a pre-
measurement. The comparison with the general population in 2006 is what 
comes closest to a pre-measurement. Therefore, the exact impact of the 
incident on the public’s trust in the local population can only be indicative. 
Possibly not only the impact of the incident, but also years of poor performance 
of the hospital in the region was measured in our study. There are some 
indications that the hospital was performing poorly (see 2 and van Leeuwen, 
2008), but it is unclear to what extent people were aware of this.  
Another issue is the use of different recruitment methods for the local and 
national population. The national population consists of health care consumer 
panel members, who agreed to fill out questionnaires on health care issues on a 
regular basis. They were recruited and could indicate whether or not they 
wanted to participate in the panel. If they agreed to participate, they generally 
have a high response rate. The local population was a random sample that was 
sent a single questionnaire. By filling out the questionnaire they participated in 
the study. Therefore, the non-response rate is higher in the local population 
compared to the national population. In our view there is not much difference 
between on the one hand the combination of a low response to the invitation to 
participate in COPA and a high response to the separate measurements and on 
the other hand the relatively low response rate in the single questionnaire.  
A final issue in our study is non-response bias. The analyses were weighted for 
gender and age in order to resemble the represented population. However, it 
cannot be ruled out that some features of the population, leading to non-

                                                                    
2  Ziekenhuis Top 100 [ Hospital Chart 100]. AD. www.ad.nl/ziekenhuistop100; 
 29 August 2009 
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response bias, could not be controlled for. For example, in the sample of the 
local population, it might be possibly that proportionally more patients, treated 
in the IJH in the past year, have responded because of their interest in the 
hospital, compared to those who were not treated in this hospital.  
 
Meaning of the study 
Public trust levels of the national population were not influenced by the 
incident, although national news media devoted much attention to the incident. 
While the information on the incident was the same for both the national and 
local population, other mechanisms might explain the difference in impact of 
the incident on trust in both populations. A first possible explanation of this 
difference can be found in the perceived (un)trustworthiness of the media. The 
national population is solely informed by the media, whereas the local 
population is informed by media, network of family and friends living in the 
environment and, in some cases, personal experiences. If media, as their only 
source of information, is perceived as untrustworthy, this might explain why no 
decline of trust was reported in the national population. However, the Dutch 
population places more trust in media compared to the average European, with 
77% of the population placing trust in radio and 61% in television and written 
media (TNS NIPO, 2008). Therefore, it can be assumed that the trustworthiness 
of the media did not play a role in the fact that the levels of trust were not 
affected in the national population A second explanation of difference in impact 
in both populations can be found in the fact that populations differed in 
nearness to the incident. As was mentioned in the introduction, nearness to the 
incident involves greater exposure to information. However, as was found in 
our study, exposure to a greater amount of information has no impact on trust. 
Therefore, the difference in trust will be explained by the fact that nearness 
also involves that the local population is more directly affected by the incident 
than the national population. When people need hospital care, they usually 
attend the one closest to home (Westert, 2006). The national population might 
reason that it happens in other regions, but will not happen in ‘their’ hospital. 
This is expected to be the most reasonable explanation for the difference in 
trust between the national population and the local population. Another reason 
of the non-affected levels of trust in the national population, apart from the 
difference between the two populations, is the size of the incident. The IJH 
incident is a relatively small incident; no patients were injured or died, in 
contrast to the incidents as described in the introduction. We expect that the 
effect of these much larger incidents would also lead to a decline in trust of the 
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national population. However, in line with our previous reasoning, we expect 
that although the levels of trust will decline in the national population when a 
larger incident occurs, the impact of a larger incident will always be greater in 
the population living in the catchment area of the institution, still leading to a 
different impact between both populations.  
 
Health institutions and loss of public trust 
When a health institution is faced with an incident leading to loss of public 
trust, regaining trust is of importance for survival. How institutions best 
address a loss of trust can be derived from literature on complaint handling. 
People who have filed a complaint were confronted with an incident on a micro 
level. A study on complaint handling by Bismark et al. (2006) found that 
patients do not specifically want monetary compensation, they prefer other 
forms of accountability like explanations or lessons learned. Another study on 
complaint handling in hospitals Friele et al. (2008) learned that expectations 
with regard to the complaint handling process, shared by many complainants, 
were offering apologies and communication on how to prevent the incident 
that led to the complaint from happening again by hospitals and professionals. 
Complaint handling in general would improve when these expectations are 
met. These findings mean for incidents on a macro level that trust is expected to 
be regained when institutions openly explain why mistakes happened and 
communicate what they do to prevent this from reoccurring again in the future. 
 
Performance indicator: liable to change? 
In the introduction, we stated that a performance indicator should be liable to 
change. This study points out that a local incident might lead to changes in 
public trust on a local level and is useful as a performance indicator on this 
local level. However, it does question the usefulness of the measurement of 
public trust on a national level. Seldom such large incidents happen, affecting 
public trust in a specific institution/profession or institutions/professions in 
general on a national level. This leads to very small changes in public trust in 
health care through the years as was found in earlier research (Van der Schee 
et al., 2006).  
 
Future research 
This is the first study on the impact of a local incident on public trust in health 
care in both a local and national population. On the basis of this study, other 
topics can be recommended for future research. Firstly, to lose trust is easier 
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than to build trust. Many people in the environment of the IJH have lost trust in 
‘their’ hospital. To learn more on the development of trust over time a new 
cross-sectional study among the population in the catchment area of IJH could 
be done. Secondly, in this article the usefulness of measurement of public trust 
on a national level is questioned. A study on the public’s trust in the health 
services in their direct environment as opposed to public trust in the national 
care system could provide insight in whether local or national measures will 
provide more useful performance information. 
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Abstract  
 
Incidents which are extensively covered in the media happen every now and 
then in health care. Research learned that incidents can affect trust in health 
care organizations. People living in the environment of a local hospital, faced 
with an incident in 2008, lost their trust in the hospital, specialists working 
there and hospitals and specialists in general. It is, however, unknown how this 
lost trust develops. This study focuses on this development of trust, one year 
after the incident occurred. In order to gain insight in this development, in 2008 
and 2009, a sample of persons living in the region of the local hospital were 
approached with a postal questionnaire. In addition, also national data on trust 
in health care were gathered in 2006, 2008 and 2010, collected in the Health 
Care Consumer Panel. Although the levels of trust had dropped in 2008, they 
appeared to recover in 2009. Trust level were, however, not yet increased to a 
national level. It might take several years for trust to be fully recovered. 
Monitoring trust in this hospital and in healthcare in general would provide 
insight into the process of recovering trust in a health care organization after 
such an incident took place. 
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6.1 Introduction 
 
Trust is a key element of our society. According to Fukuyama (1995), it is the 
“grease that keeps the wheels of society turning”. People who place trust in 
another are prepared to adopt a vulnerable position and they do so because 
they expect that the other person will behave in a particular way, although they 
cannot control that (Mayer et al., 1995) When placing trust in another, people 
are capable of dealing with uncertainties about the motives and intentions of 
other parties and the risk that these other parties will not act in their best 
interests. 
Healthcare is one area where trust very much takes a central role (Hall et al., 
2001; Hall et al., 2002) Interpersonal trust in health care can be defined as the 
the optimistic acceptance of a vulnerable situation in which the truster believes 
the trustee will care for the truster’s interests’ (Hall et al., 2001). This 
relationship is typified by uncertainties and risk in terms of the skills and 
intentions of the person giving treatment, partly due to the asymmetry in 
information that is inherent in this relationship (Calnan and Rowe, 2006). In 
addition to interpersonal trust, institutional or public trust also needs to be 
distinguished (Calnan and Rowe, 2006; Pearson and Raeke, 2000). This refers 
to trust in collective bodies (Hall et al., 2002; Pearson and Raeke, 2000). Such 
trust can apply to specific organizations or professional groups, for example a 
hospital or a professional group that works in a hospital; it can however also 
apply to trust in a broader social or professional system (Hall et al., 2001; Hall 
et al., 2002), such as professional groups within healthcare, health care 
institutions or the healthcare system. Public trust gives insights into the 
reputation of an institution or of the healthcare system in general. In addition, 
given the forward-looking nature of the concept of trust (Hall et al., 2001; Hall 
et al., 2002; Pearson and Raeke, 2000; Balkrishan et al., 2003), it could give 
insights into how people will approach the healthcare system when they need 
it. Patients who have much more trust in public systems will trust doctors more 
when they meet them for the first time (Hall et al., 2002). Research by 
Trachtenberg (2005) showed that trust in the medical profession is related to 
the willingness to seek medical treatment. Furthermore, the same study 
showed that people who had more trust in the medical profession were more 
inclined to follow physician’s treatment recommendations.  
Public trust is expected to be built by interpersonal trust through contacts with 
health care providers (knowledge of the experiences of family members, 
friends and acquaintances with the care system). Additionally, public trust in 
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the healthcare system may also be expected to be affected by problems that 
occur in healthcare institutions. Particularly when such problems are widely 
discussed in the media, this can have a negative effect on public trust (Van der 
Schee et al., 2011). 
Although little research has been done nationally and internationally into 
problems in healthcare institutions and the effect of negative reports in the 
media about such problems on public trust in the healthcare system, the studies 
that are available do indeed seem to indicate that trust drops. One study was 
set up after a psychiatric patient died in an isolation cell in a clinic in 
Amsterdam, looking at the negative attention that this then received in the 
media (Nabitz and Oudejans, 2009). The picture that arose in the media after 
this event was that the mental healthcare services were struggling to tackle 
severe safety problems and that there might be a lack of respect and concern 
for chronic psychiatric patients in institutions. This study showed first of all 
that only a small proportion (13%) of a representative sample of the Dutch 
population were aware of the incident. However, almost half of those who were 
aware of it stated that it made them trust the mental healthcare services less. In 
addition, we have studied problems that arose in the IJsselmeer Hospitals (IJH) 
in the Netherlands in 2008 in relation to public trust in health care (Van der 
Schee et al., 2011). The Healthcare Inspectorate decided that these hospitals 
had to close their operating rooms immediately because of the risk of infection 
for patients (Inspectie voor de Gezondheidzorg, 2008). Shortly after the operating 
rooms were closed, it also became known that the financial situation of the IJH 
was very poor (see 1). These problems of the IJH were extensively covered in 
the media (see box 6.1 for more information). Our research showed that the 
problems in the IJH did not lower public trust in hospitals, specialists, nursing 
staff and healthcare in general among the population nationwide. Compared to 
the nationwide trust figures, people living in the area surrounding these 
hospitals did appear to trust the IJH and the specialists working there less. 
Moreover, our study showed that the regional population (again in comparison 
to the trust figures nationwide) trusted hospitals and specialists in general less. 
This would therefore seem to confirm that public trust in the healthcare system 
does go down among specific groups of people after problems in the care 
system. However, it is not known how public trust that had been negatively 

                                                                    
1  Voortbestaan IJsselmeerziekenhuizen onzeker. Zorgvisie: 23 september 2008. URL: 

http://www.zorgvisie.nl/Nieuws/Artikel/Voortbestaan-IJsselmeerziekenhuizen-
onzeker.htm 
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affected will change after a year. The first question that this article will address 
is therefore how public trust in healthcare changes after being adversely 
affected the previous year. To obtain answers to this question, we are building 
further on the foundations of the previous study on trust in the IJH mentioned 
earlier, assessed among residents of the area surrounding these hospitals. The 
level of trust, measured after the problems in the IJH had been described in 
detail in the press, will be compared against the level of trust one year later. 
These data will also be compared against national trust figures on health care 
to see how much the regional and national figures differ from one another. It is 
expected that trust among the population resident around the IJH will have 
increased. This is because there have been positive developments at the IJH. 
The IJH have been taken over by a new management party, which intends to 
turn the hospitals back into properly functioning care institutions. This has also 
been reported in the media, meaning that people in the region of the IJH will 
probably be aware of it (see box 6.1). However, there is a saying in Dutch that 
trust “arrives on foot and leaves on horseback” (Calman, 2002) – in other 
words, we do not expect trust to have been fully recovered one year later. 
 
Box 6.1  Description of the incident at the IJH 
In September 2008, the Healthcare Inspectorate (IGZ) visited the IJH, a hospital group 
with locations in Lelystad and Emmeloord. During this visit, at which the  
perioperative process was examined, the IGZ observed unacceptable situations in the 
operating rooms at both locations (Inspectie voor de Gezondheidzorg, 2008). 
According to the IGZ, both locations failed to meet the minimum requirements 
relating to air treatment and relating to measures for preventing infections. This 
meant that patients were running an increased risk of infection. Operating rooms had 
to be closed immediately by the hospital’s management. The IGZ found the working 
methods of the hospital board and the specialists to be unacceptable because they 
were aware of the problems but had done nothing to change the situation (Inspectie 
voor de Gezondheidzorg, 2008).  
In addition to the operating room closures, it also became known in September 2008 
that the financial situation of the IJH was very poor (see 2). On instructions from the 
Ministry of Health, Welfare and Sport, the IGZ and the NZa (Dutch Healthcare  

- box 6.1 continues - 
 

                                                                    
2  Voortbestaan IJsselmeerziekenhuizen onzeker. Zorgvisie: 23 september 2008. URL: 

http://www.zorgvisie.nl/Nieuws/Artikel/Voortbestaan-IJsselmeerziekenhuizen-
onzeker.htm 
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- box 6.1 continued- 
Authority), Léon Lodewick then examined the options for a new start for the IJH 
(Lodewick, 2008). At the end of October 2008, he reached the conclusion that the IJH 
were bankrupt, in terms of the finances, the care and the management (Lodewick, 
2008). Nevertheless, it was possible to produce an outline of a healthy perspective if 
various conditions were met.  
A ‘hot restart’ was preferable. In the months that followed a variety of takeover 
candidates came forward, including the Ons Ziekenhuis and Orange Cure consortium, 
St Jansdal Hospital from Harderwijk, Aysel Erdubak of Slotervaart Hospital and Loek 
Winter from the MC Group (Van Steen, 2009). Finally, the IJH were taken over in 
February 2009 by the healthcare entrepreneur Loek Winter of the MC Group (see 3). 
The hospitals were given new names, MC Lelystad and MC Emmeloord. In an 
interview with Jongkind (2009), Loek Winter stated that he wanted to create 
customer-oriented businesses with shorter waiting lists, quicker throughput times 
and better interactions with the staff. In financial terms, he was aiming to break even 
in 2009 and make a profit in 2010. On 1 February 2010, one year after the takeover by 
Loek Winter, the IJH announced that they were no longer in the red 4. 
The situation as described led to the IJH receiving extensive negative publicity in the 
news from mid-September 2008 until the end of December 2008, both in the region 
around the hospitals and nationwide (Van der Schee et al., 2011). After the takeover, a 
primarily negative headlines about the IJH made way for more positive reports about 
Loek Winter’s approach. 

 
A second question that this study will address is what the relationship is 
between the experiences of people with the IJH and the trust placed in the IJH 
and in healthcare in general. We will also be asking whether there is any 
difference in this relationship in a situation with largely negative reports in the 
media (in 2008) and one with more positive reports (in 2009). In addition to 
media reports, people’s own experiences can affect the level of trust that they 
have. This is shown by a study into alternative medicine (see chapter 4). People 
with positive experiences had clearly more trust in alternative medicine than 
people with neutral experiences or no experience. People with negative 

                                                                    
3  Loek Winter bestuursvoorzitter IJsselmeerziekenhuizen, Zorgvisie 16 februari 2009. 

URL: http://www.zorgvisie.nl/Nieuws/Artikel/Loek-Winter-bestuursvoorzitter-
IJsselmeerziekenhuizen.htm 

4  Bankroet ziekenhuis Lelystad jaar na overname winstgevend. Volkskrant 2010: 1 
februari. 
URL:http://www.volkskrant.nl/vk/nl/2664/Nieuws/article/detail/992736/2010/0
2/01/Bankroet-ziekenhuis-Lelystad-jaar-na-overname-winstgevend.dhtml 
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experiences displayed the least trust. In this study, we will be examining 
whether this relationship between experience and trust also applies after an 
incident. In addition, we will be studying to what extent this relationship is 
influenced by more negative or more positive reports in the media. This will let 
us look at whether people with experience of the hospital allow their trust to be 
affected by media reports or whether they base it primarily on their own 
experiences. Additionally, we will be examining the extent to which the media 
reporting affected people in the region who had no experience of the hospital. 
 
 

6.2 Data and methods 
 
Study population 
A survey was held among five populations for this study. The first sample 
consisted of 1,000 people aged 18 and older who were living in the surrounding 
area at the time of the incident in the IJH (September 2008). The IJH have two 
locations, at Lelystad and Emmeloord. To determine the people to be 
approached for this sample, 1,000 people were randomly taken from a 
database containing over 3.5 million addresses of people who live in the 
Netherlands. The questionnaire was returned by 37% (N=371) of the sample. 
The second sample also consisted of 1,000 people living in the area 
surrounding the IJH, but then one year later (September 2009). Of the 1,000 
questionnaires that were sent, 23% were returned (N=229). 
In addition, the Dutch Health Care Consumer Panel (Brabers and Reitsma-van 
Rooijen, 2011) was surveyed three times, in 2006, 2008 and 2010. This panel 
has approximately 6,000 members aged 18 and older comprising a 
representative selection of Dutch society. Random samples of 1,000, 1,368 and 
1,419 panel members were approached for this study in 2006, 2008 and 2010 
respectively. Of these, the response levels were 84% (N=840) in 2006, 73% 
(N=997) in 2008 and 76% (N=1,072) in 2010. 
 
In terms of gender and age, the respondents in all five random samples varied 
(to a greater or lesser extent) from the population that they represent (see 
table 6.1). Particularly in the regional random sample in 2008, proportionately 
more women than men completed the questionnaire. Furthermore, the 
respondents in all random samples were aged over 40 more often than in the 
populations concerned as a whole. The analyses include corrections for the 
deviations observed. 



 

 

Table 6.1  Background variables for respondents compared to Dutch residents and regional residents 
 Respondents 

from the 
consumer 

panel (COPA) 
2006 (N=840) 

Dutch 
residents 

2006 

COPA 
respondents 

2008  
(N=997) 

Dutch 
residents 

2008 

COPA 
respondents 

2010 
(N=1072) 

Dutch 
residents 

2010 

Regional 
respondents 

2008  
(N=371) 

Regional 
residents 

2008 

Regional 
respondents 

2009  
(N=229) 

Regional 
residents 

2009 

Gender: 
male 
female 
 
Age: 
18-40  
41-65  
>65 

 
48.2% 
51.8% 

 
 

19.7% 
54.7% 
25.6% 

 
49.0% 
51.0% 

 
 

37.5% 
44.2% 
18.3% 

 
41.9% 
58.1% 

 
 

14.5% 
58.3% 
27.2% 

 
49.0% 
51.0% 

 
 

36.2% 
45.0% 
18.8% 

 
38.9% 
61.1% 

 
 

9.4% 
52.4% 
38.2% 

 
49.0% 
51.0% 

 
 

35.3% 
45.3% 
19.4% 

 
36.0% 
64.0% 

 
 

14.7% 
55.8% 
29.4% 

 
49.7% 
50.3% 

 
 

40.1% 
45.4% 
14.4% 

 
53.6% 
46.4% 

 
 

27.1% 
54.1% 
18.8% 

 
49.8% 
50.2% 

 
 

39.6% 
45.6% 
14.8% 
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Measuring instrument 
All five random samples were given a questionnaire. This questionnaire asked 
first of all for a grade to be given (from 1=poor to 10=good) for their trust in the 
healthcare system. Secondly, the respondents were asked to indicate their 
general level of trust in health care providers and health care institutions. Other 
questions covered the level of trust in the specialists, nursing staff and 
hospitals, which was indicated on a four-point scale (from 1=very little trust to 
4=a great deal of trust). Respondents were also able to state that they had 
‘no opinion’. This option was added so that only respondents who genuinely 
had an opinion about their level of trust would answer the question. 
In addition to the questions described above, there were a number of extra 
questions on the questionnaires for respondents resident in the area around 
the IJH. These extra questions were about the level of trust in the two locations 
of IJH, the specialists and the nursing staff working at the two locations, and the 
IJH as a whole. Respondents were once again able to indicate their level of trust 
on a four-point scale running from 1=very little trust to 4=a great deal of trust. 
The ‘no opinion’ option was also added to these questions. These extra 
questions also included a question about whether they had been treated during 
the last year in the IJH, and if so, at which location and whether they would give 
a grade for the care that they had received from the doctors, on a scale running 
from 0 (worst possible level of care by doctors) to 10 (best possible level of 
care by doctors). 
The questionnaire was sent to all samples in October of the year in question. 
This means that the regional sample and the consumers’ panel sample were 
both approached in 2008 approximately one month after the incident had 
taken place. 
 
Statistical analyses 
After Kolmogorov-Smirnoff tests were carried out and distributions examined, 
variables relating to trust were seen to deviate from normal distribution. Given 
that a normal distribution for the variables is an underlying assumption for 
parametric testing, we therefore had to use non-parametric tests for the 
relationships. 
In order to answer the first research question about changes between 2008 and 
2009 in both regional populations in trust in the IJH and the staff at the IJH, a 
Mann-Whitney test was performed. Additionally, the changes in trust in the 
national populations in 2006, 2008 and 2010 were investigated using a 
Kruskal-Wallis test. Also, a Mann-Whitney test was used to examine differences 
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in trust in hospitals, specialists, nursing staff and the healthcare system 
between the nationwide population from 2010 and the regional population 
from 2009. Moreover, the regional data from 2009 about trust in the IJH and 
the staff who work there was compared against the national figures for trust in 
hospitals, specialists and nursing staff in general. Given that these forms of trust 
differ in their level of abstraction (IJH versus hospitals in general), this could 
not be tested statistically. However, because the comparison of the two forms of 
trust is relevant, they were compared against each other on a purely ‘visual’ 
basis. 
To answer the second question, an experience variable was constructed, in 
which those with experience of the Emmeloord or Lelystad locations were 
combined. This variable consists of four categories, namely: 1) no experience 
during the last year; 2) negative experience during the last year, i.e. the grade 
given for treatment by the doctor was 5 or lower; 3) neutral experience during 
the last year, i.e. the grade given for treatment by the doctor was 6 or 7; and 
4) positive experience during the last year, i.e. the grade given for treatment by 
the doctor was 8 or higher. The distribution of grades into these categories was 
primarily done on the basis of what is normally thought to be positive, neutral 
or negative. In addition, allowances were also made for the fact that there had 
to be enough people in each category for the analyses. The differences between 
the type of experience in the regional groups in 2008 or 2009 in terms of trust 
in the IJH, nursing staff, specialists, hospitals and healthcare in general were 
tested for each item using a Kruskal-Wallis test. 
Given the deviations from the populations that they represented, all analyses 
were corrected by applying weightings to age and gender. We did this by 
calculating the weighting factors for each population for age and gender and 
then using them as multipliers. Two weighting factors were calculated per 
population for gender (one for men and one in four women); three weighting 
factors were calculated for age (40 and younger, between 41 and 65, and older 
than 65). Ultimately, there were six weighting factors per population, varying 
from 0.38 to 4.73. 
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6.3 Results 
 
Changes in public trust among the regional population just after the 
incident and one year later 
Trust in the IJH was higher among the regional population in 2009 than in 2008 
(U=27256.00; p<0.001; r=-0.19)5  (see table 6.2). This applies both for the IJH 
as a whole and for the locations in Lelystad (U=28577.00; p<0.001, r=-0.17) 
and Emmeloord (U=7272.50; p<0.01, r=-0.17). Levels of trust in the specialists 
working in Lelystad were also higher in 2009 than in 2008 (U=29011.00; 
p≤0.001, r=-0.16). Trust in hospitals in general was also higher among the 
regional population in 2009 than in 2008 (U=34015.50, p<0.001, r=-0.17). The 
figures for trust in specialists in general and trust in the specialists at 
Emmeloord were both slightly higher in 2009 than in 2008, although the 
difference is not significant. 
 
Trust in the nursing staff at the IJH was slightly lower in 2009 than in 2008 for 
both locations, although not significantly. The same also applies for levels of 
trust in nursing staff in general. The average level of trust in the healthcare 
system in general has remained virtually constant with respect to 2009. 
 
Trust among the Dutch population in 2006, 2008 and 2010 and the 
regional population in 2009 
It can also be seen from table 6.2 that the level of trust among the Dutch 
population remained virtually unchanged over the years. The percentage of 
Dutch people who have a lot of trust or a great deal of trust in hospitals, 
specialists and nursing staff has remained almost constant. The average grade 
given at the nationwide level has also hardly changed over the years. 
If the level of trust among the regional population in 2009 is compared against 
the level of trust among the national population in 2010, then trust in hospitals 
in general is not significantly different regionally from the nationwide figure  
 

                                                                    
5 The effect size (r) ranges from 0 (no effect) to +1 or -1 (a perfect effect). The 

presence or otherwise of a minus sign indicates the directionality of the relationship. 
An r value of 0.1 is generally seen as a small effect, explaining 1% of the variance. 
Values for r of 0.3 are generally seen as an intermediate effect, explaining 9% of the 
variance. A large effect is seen at an r value of 0.5, where the effect then explains 
25% of the variance. 
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(71.9% as opposed to 76.5%). One year after the incident, trust in hospitals 
among the regional population was already almost back at the national level. 
The grades given to healthcare were slightly lower in 2009 among the regional 
population, but the difference was not significant. Trust in specialists and 
nursing staff in 2009 was about 10% down on the national figure, which was 
significant (specialists: U=127588.50; p<0.01; r=-0.08; nurses: U=120057.00; 
p<0.05; r=-0.07). 
If we look at the percentage of the regional population that placed a lot of trust 
or a great deal of trust in the IJH, the locations and the people working there in 
2009, the first thing that stands out is that trust in the specialists working at 
Lelystad or Emmeloord was still about 30% below the national average. 
Secondly, it is striking that trust in the IJH, both locations and the nursing staff 
working there was still about 20 to 25% below the national average. 
 
Experience and the differences in trust among the regional population 
The experience data shows the same picture for all the trust parameters in 
2008 and 2009 (see table 6.3). Those with positive experiences had the most 
trust, those with negative experiences conversely had significantly less trust. 
The percentage of those with a neutral experience or no experience who had a 
lot of trust or a great deal of trust is between the percentage figures for positive 
and negative experiences. However, the percentage of those with no experience 
who had a lot of trust or a great deal of trust is in almost all cases significantly 
lower than among those who had a neutral experience. 
 
When we compare the data over the two years, we see the following. Of those 
with positive experiences, as measured in 2008 or 2009, a large proportion had 
either a lot of trust or a great deal of trust in the healthcare system in both 
years. In addition, it turns out that those with negative experiences, as 
measured in 2008 or 2009, included very few people who had a great deal of 
trust in the healthcare system. Confidence in the IJH and hospitals in general 
was higher in all categories in 2009 than in 2008, with the exception of the 
positive experiences category (because trust was already high there). 
 



 

 

Table 6.2  Weighted percentages for a lot of trust or a great deal of trust among the Dutch and regional populations 
A lot of trust or a great deal of trust among: Dutch population 

2006 
Dutch population 

2008 
Dutch population 

2010 
Regional population 

2008 
Regional population 

2009 

Hospitals in general  74.0%2  72.1%2  76.5%2,3  57.2%1***  71.9%1***,3 

IJsselmeer Hospitals  -  -  -  38.8%1***  52.3%1*** 

IJsselmeer Hospitals: 
Lelystad 
Emmeloord 

 
 - 
 - 

 
 - 
 - 

 
 - 
 - 

 
 41.4%1*** 
 41.3%1** 

 
 54.9%1*** 
 56.9%1** 

Specialists in general  91.5%2  90.6%2  92.1%2,3**  78.6%1  81.6%1, 3** 

Specialists at the IJsselmeer Hospitals: 
 Lelystad 
 Emmeloord 

 
 - 
 - 

 
 - 
 - 

 
 - 
 - 

 
 52.8%1*** 
 57.3%1 

 
 62.9%1*** 
 61.6%1 

Nursing staff in general  87.4%2  88.9%2  93.3%2,3*  87.4%1  81.7%1,3* 

Nursing staff at the IJsselmeer Hospitals: 
Lelystad 
Emmeloord 

  
 - 
 - 

 
 - 
 - 

 
 - 
 - 

 
 74.5%1 
 79.4%1 

 
 70.5%1 
 71.0%1 

Healthcare in general   7.002  7.072  7.052,3  6.881  6.971,3 
1  tests of the regional population 2008 and regional population 2009 (Mann-Whitney) 
2  tests of the Dutch population 2006, 2008 and 2010 (Kruskal-Wallis) 
3  tests of the Dutch population 2010 and regional population 2009 (Mann-Whitney) 
*p<0.05, ** p<0.01, ***p<0.001 



 

 

Table 6.3  Weighted percentages for a lot of trust or a great deal of trust among the regional populations in 2008 and 2009 
 
 

% Specialists in 
general 

Nursing staff in 
general 

IJsselmeer  
Hospitals 

Hospitals in 
general 

Healthcare in 
general 

N=343 (2008)   
No experience0 61.30 78.2*** 86.30 35.5*** 56.2*** 6.95 (1.09)*** 
Negative experience0 10.40 54.3*** 81.80 8.8*** 19.4*** 6.39 (1.05)*** 
Neutral experience0 15.60 81.1*** 87.80 37.8*** 59.6*** 6.46 (1.08)*** 
Positive experience0 

 
12.70 93.0*** 97.40 83.8*** 90.5*** 7.41 (1.02)*** 

N=194 (2009)   
No experience0 56.30 82.8*** 83.3* 41.9*** 69.7*** 6.90 (1.06)*** 
Negative experience0 11.30 50.0*** 55.6* 10.0*** 36.4*** 6.19 (1.72)*** 
Neutral experience0 16.20 75.9*** 81.5* 51.9*** 78.6*** 6.90 (0.85)*** 
Positive experience0 16.30 100.0*** 92.0* 90.0*** 89.3*** 7.62 (0.98)*** 

*p<0.05, ** p<0.01, ***p<0.001 (vertical testing, within a single year) 
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6.4 Conclusions and discussion 
 
The first question that was addressed in this study is how public trust in 
healthcare changes after being adversely affected the previous year. This was 
examined in a region where an incident had occurred in a hospital that had 
been widely reported in the media. In summary, the level of trust – which was 
lower in 2008 than the national average figure – was higher in 2009 than in 
2008. It was however not yet back to the nationwide level in 2009. This leads to 
the conclusion, as expected, that the trust had not yet been fully regained but 
that it was indeed recovering slowly. This recovery may well continue over the 
coming years, as long as no further problems arise in the hospital. 
A second question that we wanted to answer in this study is what the 
relationship is between the experiences of people at the IJH and the trust 
placed in healthcare in general. We also asked whether there is any difference 
in this relationship in a situation with largely negative reports in the media (in 
2008) and one with more positive reports (in 2009). As had been observed in 
earlier research (Van der Schee and Groenewegen, 2011), we do see that 
experience affects the amount of trust people have. The relationship between 
experience and trust was the same in both years, i.e. the percentage of 
respondents with positive experiences who had either a lot of trust or a great 
deal of trust was high, whereas it was low for those with negative experiences. 
The percentage placing either a lot of trust or a great deal of trust after a 
neutral experience or where they had no experience was intermediate. 
However, a comparison between 2008 and 2009 does show that the percentage 
of those who did have trust in both the IJH and in hospitals in general was 
clearly higher in 2009 than in 2008. This applies particularly to those with no 
experience of the hospital, or with a negative or neutral experience. People with 
positive experiences showed a high level of trust in both years in the IJH and in 
hospitals in general. Based on this, it might be possible to conclude that people 
in the groups with no experience and with neutral or negative experiences may 
allow their trust to be influenced not only by problems, but also by 
improvements in those institutions that are then reported in the media. People 
with a positive experience were already extremely positive and appear to 
retain a lot of trust, even in a situation where the reporting is negative. Positive 
personal experiences therefore seem to weigh more heavily for people in this 
category than problems in an institution and associate negative media 
exposure. 
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A number of marginal notes need to be placed with regard to the study. Firstly, 
the study makes a comparison between the Dutch population and the regional 
population living in the area surrounding the IJH. The Dutch population was 
then only surveyed about trust in hospitals, specialists and nurses in general, 
with no questions being asked about the IJH or the hospital (if any) in which the 
person surveyed had been treated in the previous year. Questions about the IJH 
were included in the regional random sample. This population was therefore 
actively reminded about the incident when they were filling in the 
questionnaire. This may have led them to place less trust in hospitals, 
specialists and nursing staff in general while filling in the questionnaire than 
would have been the case if this had been asked in a separate questionnaire. It 
is thought that such influences would be limited, if they exist at all. In order to 
exclude any influences, we did place the questions about trust in hospitals, 
specialists and nursing staff in general in the questionnaire for the regional 
random sample before the questions about trust in the IJH and the specialists 
and nursing staff working in them. 
Secondly, public trust in the healthcare system was measured by a single item 
in our study. In the literature, multiple dimensions have been used for this item, 
such as fidelity, competence, honesty, confidentiality and trust as a whole (Hall 
et al., 2001; Hall et al., 2002). However, studies into the construction of scales 
for various aspects of trust in healthcare such as interpersonal trust in doctors 
(in the USA (Hall et al., 2002; Thom et al., 1999; Dugan et al., 2005; Freburger et 
al., 2003) and in the Netherlands (Bachinger et al., 2009), public trust in the 
medical profession [Hall et al., 2002; Dugan et al., 2005)) and public trust in 
health insurers (in the United States (Dugan et al., 2006; Zengh et al., 2002; 
Goold et al., 2006) and in the Netherlands (Hendriks et al., 2007)) consistently 
show that there is only a single dimension to such trust. People therefore seem 
not to make any distinctions between dimensions of trust (Hall et al., 2002), 
which means that measuring trust in the healthcare system as a single item is 
sufficient. 
Thirdly, it can also not be excluded that trust in the IJH might already have been 
low before 2008. This is because there is no data available about trust among 
the regional population before 2008. However, it is known that the IJH were not 
scoring well in various comparisons of hospitals for a number of years before 
2008. Elsevier’s ‘best hospitals’ monitor had listed the Lelystad location of IJH 
as one of the lowest-scoring hospitals every year from 2004 to 2007 (Van 
Leeuwen and Wansink, 2004; Van Leeuwen and Wansink, 2005; Van Leeuwen 
and Wansink, 2006; Van Leeuwen and Wansink, 2007). In the Top 100 of 
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hospitals in the Algemeen Dagblad, the hospital was number 67 in 2005, 
number 88 in 2006 and number 91 in 20076.  It is possible that trust had 
already been on the way down before the problems were exposed. What is 
clear is that the problems at the IJH were reflected in the data about trust in 
them. After a new management took the helm in 2009, trust in the IJH did then 
increase somewhat among the regional population. 
 
It was shown that more trust was placed in the IJH in 2009 than in 2008. The 
increased level of trust is probably associated with the new direction that the 
IJH taken and the positive media attention this received. However, even though 
there is an increase in the level of trust, it is still not up to the same level as the 
population nationwide one year after the problems in the IJH. It may well take 
several years more before trust in the institution has fully recovered. 
Monitoring trust in the IJH and the healthcare system in general in the region 
around the IJH could give a picture of how long it takes before trust is genuinely 
restored after an incident. 
 
  

                                                                    
6 Ziekenhuis Top 100. AD 2005, 2006, 2007, 2008, 2009, 2010. URL: 

http://www.ad.nl/ad/nl/1/home/integration/nmc/frameset/nieuws/ 
ziekenhuistop100.dhtml 
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Abstract 
 
Trust is an important element in healthcare relationships. However, it can be 
lost if patients suffer negative experiences. If a complaint, after a negative 
experience, is handled effectively then this is expected to have a positive effect 
on trust. We expected that trust would be regained among patients whose 
complaint was handled by a complaint committee. We also expected that the 
degree of procedural, interactional and distributive fairness perceived by the 
complainants would have an impact on restoring trust.  
 
Two hundred and seventy-nine complainants, who filed a complaint with a 
hospital complaint committee, participated in this study. This study had a pre-
post design, meaning that they completed two postal questionnaires, before 
and after their complaint was handled.  
 
Complainants displayed low levels of trust in hospital care prior to the handling 
of the complaint. For the majority of complainants, trust did not increase after 
their complaint was handled. However, perceived procedural fairness did have 
an impact on trust among patients with an invalid complaint. For patients with 
a valid complaint, procedural, interactional and distributive fairness did not 
have an impact on trust.  
 
This study showed that for the majority of patients their trust in health care 
was not improved by complaint handling in complaint committees. 
Emphasising procedural fairness is important to help regain trust among 
patients with an invalid or partly invalid complaint. But for patients with a valid 
complaint, none of the measures had an impact on changes in trust. 
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7.1 Introduction 
 
Public trust in hospitals, consultants and nursing staff is fairly high (Van der 
Schee et al., 2006). It is important that patients place trust in health care. 
Reason for that is that for many medical treatments, patients will find it difficult 
to judge appropriateness and quality. Public trust in medical professionals and 
institutions provides an opportunity to enter, confidentially, into a treatment 
relation with a care provider.  
Trust can, however, diminish among patients who are confronted with negative 
experiences. Previous research (Van der Schee et al., 2013) showed, for 
example, that patients with negative experiences in a hospital had significantly 
lower levels of trust, compared to those with no, neutral or positive 
experiences. Also, people who reported one or more disputes with their 
physician or health insurer in the past displayed lower levels of trust in both 
parties (Balkrishan et al., 2003).  
Lower levels of trust, caused by negative experiences, might be restored by the 
way the complaint is handled. According to research from the retail sector, 
effective so-called ‘complaint handling’ has a positive impact on consumer trust 
(Tax et al., 1998; Dos santos and Von der Heyde, 2008; Dewitt et al., 2008; 
Nikbin et al., 2010). Thus, we would expect that effective complaint handling in 
health care can also restore trust. 
However, to our knowledge, no studies have been performed on complaint 
handling in health care and its impact on trust. We can safely assume that 
complainants’ trust was damaged by the event that led to their complaint. 
Nevertheless, we do not know whether complaint handling has a real impact on 
trust in health care and what factors cause trust to change between before and 
after the complaint handling.  
In this study, we will focus on patients filing a complaint to a committee within 
a hospital. Firstly, we will verify if complainants’ trust in hospitals and their 
personnel was indeed below the levels of trust placed by the general 
population. Secondly, we will study changes in trust before and after complaint 
handling. Thirdly, we will analyse patients’ evaluations of complaint handling 
and the impact of these evaluations on trust in hospitals and their personnel.  
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Theoretical background 
Trust 
There are two types of trust, interpersonal and public trust. Interpersonal trust 
is trust between one person and another. Public trust is trust in a collective 
entity and can be divided into trust in a known organization or institution, such 
as a particular hospital or clinic, or trust in a broader social or professional 
system, such as the healthcare system as a whole or the medical profession 
(Hall et al., 2002). In this study, we focus on trust in a known organization and 
the occupational groups working there, that is to say trust in the hospital and in 
the nurses and consultants working in it. Negative experiences with hospital 
care are expected to be reflected in lower levels of trust in that hospital and in 
the occupational groups working there.  
 
Institutionalised complaint handling  
Trust in health care can be based on institutional guarantees. Institutional 
guarantees include commitments embodied in professional standards, such as 
licensing those receiving training and ethical codes, monitoring and 
disciplinary procedures to stimulate consistent behaviour among trustees and 
ways of solving conflicts between trustees and trustors (Gilson, 2003).  
Amongst the institutional guarantees in the Netherlands is the Clients’ Right of 
Complaint Act (WKCZ, 1995), whereby, since 1995, healthcare institutions and 
professionals are legally obliged to appoint complaint committees with 
independent chairs (Friele and Sluijs, 2006; Friele et al., 2008; Friele et al., 
2013). These independent committees were installed in order to fill the gap 
between informal complaint handling, in which complaints are dealt with 
internally by the hospital, and formal complaint handling by disciplinary boards 
and the civil or criminal courts (Friele and Sluijs, 2006; Legemaate, 1996). The 
aim of this act was to authorise easy accessible complaint handling facilities for 
patients which do not require recourse to court (Friele et al., 1999; Sluijs et al., 
2003; Sluijs et al., 2004).  
 
The underlying objectives of this aim were to provide patients with failure 
gratification (Friele et al., 1999; Sluijs et al., 2003; Sluijs et al., 2004; Legemaate, 
2007), and thus to restore satisfaction and trust in health care (Friele and Sluijs, 
2006; Friele et al., 1999; Sluijs et al., 2003; Sluijs et al., 2004; Legemaate, 2007). 
Hence, it is expected that complainants will regain a degree of trust after the 
complaint has been handled.  
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The perceived fairness in dealing with complaints and its impact on trust 
The degree to which trust may be regained through complaint committees may 
be influenced by the patients’ perception of the fairness of the complaint 
handling process. This assumption is based on the theory of perceived fairness. 
This is a theory on service recovery, which explains consumers’ reactions to 
conflicts (Homburg and Fürst, 2005), for example by their filing a complaint.  
The rationale of this theory is that complainants want to be treated fairly with 
respect to the process (procedural fairness), the interaction (interactional 
fairness) and the outcome (distributive fairness) of the complaint handling. 
Procedural fairness is described as the perception of the fairness of the 
procedures used to achieve an outcome in handling the complaint (Nikbin et al., 
2010). These include policies and procedures that support the communication 
between the hospital and the complainant, the time taken to process the 
complaint, and the time taken to make a decision on the complaint (Nikbin et 
al., 2010; Davidow, 2003). 
Interactional fairness refers to the extent to which patients feel they are dealt 
with fairly in interactions during the complaint handling process (Tax et al., 
1998; Dos santos and Von der Heyde, 2008; Nikbin et al., 2010; Maxham and 
Netemeyer, 2002). Courtesy, honesty, expressing concern, politeness, providing 
an explanation and making a significant effort to resolving a conflict, are 
aspects of fair interpersonal treatment (Tax et al., 1998; Dos Santos and Von 
der Heyde, 2008; Nikbin et al., 2010; Maxham and Netemeyer, 2002). 
Distributive fairness refers to the feeling of being treated fairly with respect to 
a rectification of, or compensation for, the failure (Nikbin et al., 2010). In the 
retail sector, these distributive outcomes can mean refunds, repairs, 
replacement, credit or apologies (Tax et al., 1998). In health care, we can 
assume these outcomes are linked to the motives for complaining. For instance, 
complainants prefer an improvement in the quality of care because their goal 
was to prevent an incident from happening again. Also, they would like an  
apology or expression of regret from the healthcare provider when searching 
for openness and understanding (Legemaate, 2007). 
Based on this theory, it is assumed that the more complainants feel that they 
have been treated fairly on interaction, procedures and distribution, the more 
their trust in the health organization and its personnel will be restored. 
 
The complaint committee’s decision  
How much trust is regained is also influenced by the decision of the 
independent complaint committees. A complaint committee reaches a final 
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decision after the complainant and the individual or organization concerned 
have exchanged views and responded to each other (Friele et al., 2013). The 
decision provides information on the validity of the complaint and recommends 
a solution or gives advice to the healthcare provider or professional (Friele et 
al., 2013). 
 
We expected that the decision, combined with specific aspects of the perceived 
fairness of how the complaint was handled, influences changes in trust in two 
different ways: 
Among those patients whose complaint was rejected, those who perceived the 
complaint committees’ procedures and interaction as fair, might afterwards 
have higher levels of trust compared to those who did not.  
Those patients whose complaint was upheld expect distributive actions to be 
taken by the hospital management or the individual concerned. Those who 
perceived the distributive actions as fair might display higher levels of trust 
after complaint handling compared to those complainants whose complaints 
though upheld did not result in any distributive actions being taken.  
 
Based on the assumptions above; we now studied the following hypotheses: 
Hypothesis 1. Patients who file a complaint will have lower levels of trust in 
hospitals and its personnel compared to the general population. 
Hypothesis 2. After complaint handling, complainants’ trust in hospitals and its 
personnel will have increased, compared to before complaint handling. 
Hypothesis 3. Complainants who perceive their complaint was handled fairly, 
with regard to interactional, procedural and distribution aspects, will display 
higher levels of trust, compared to complainants who do not. 
Hypothesis 4a.Complainants with an invalid complaint who perceive Complaint 
Committees’ procedures and interaction as fair will display higher levels of trust 
in hospitals and its personnel, compared to complainants with an invalid 
complaint who do not perceive complaint committees’ procedures and interaction 
as fair. 
Hypothesis 4b. The more distributive actions complainants with a valid 
complaint perceive, the greater their increase in trust will be, compared to 
complainants with a valid complaint and no perceived distributive actions.  
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7.2 Data and methods  
 
In 2003, a study was performed to evaluate the handling of complaints in 97 
hospitals (Sluijs et al., 2004). The research described in this article is based on a 
secondary analysis of data from this study.  
 
Procedure and sample 
From all 97 Dutch hospitals, complaint committees were invited to participate 
in the study. Of these 76 participated (response 78%). All patients who filed a 
complaint in the first six months of 2003 received an initial first questionnaire, 
seen as pre-complaint handling. This questionnaire was handed to them by the 
complaints committee immediately after filing their complaint. The 
complainants were asked to return this questionnaire anonymously to NIVEL. 
Those who had returned it, and who had also completed an informed consent 
form revealing their name and address to the researchers, received a second 
questionnaire about five months later. This was aimed at after the complaint 
handling. Only when the process of complaint handling was finished were the 
complainants asked to fill out this second questionnaire.  
In total, 563 complainants received the pre-complaint handling questionnaire; 
424 (75%) questionnaires were returned. Of the 424 complainants, 376 also 
returned an informed consent form. The post-complaint handling 
questionnaire was sent to these 376 complainants; 279 (50% of 563) 
responded.  
 
Questionnaires 
A questionnaire was drawn up for both before and after the complaint was 
handled. The following items, before the complaint was handled, were used for 
this study: 
- There were four questions on the degree of trust in: the hospital consultants 

of this hospital, the nursing staff of this hospital, the co-operation in the 
hospital and the organization of the hospital. These questions had four 
response categories: very little trust (1); little trust (2); much trust (3); very 
much trust (4).  

- Complainants could fill in details of the nature of the complaint. The 
different responses could include: about medical treatment, about nursing 
care, about the provision of insufficient information, about the interaction 
with hospital personnel, about the organization of care or about something 
else. 
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- They could also indicate to whom their complaint was directed against. The 
responses offered included: the consultant, the nurse, more than one 
person, a department of a hospital, a hospital, or else. Respondents could 
provide more than one answer. 

- Patients could report whether or not the complaint had an impact on up to 
three areas: physical suffering, mental suffering, and financial consequences. 
Here, 0=minimum score, meaning no impact on any of the three areas, up to 
three=maximum score, meaning impact on all three areas. 

 
The following items were included in the questionnaire following the handling 
of the complaint: 
- The same trust questions and response categories as with the questionnaire 

before the complaint handling. 
- The decision of the complaint committee on the validity of the complaint, 

not valid (1), partly valid, or partly not valid (2), valid (3), not admissible (4) 
and other (5)). 

- The questionnaire included items to measure the perceived fairness (See 
table 3 for content of the items): 

- Complainants indicated if actions were taken by the complaint committee 
with respect to procedures (6 items) and interaction (5 items).  

- Complainants indicated if actions were taken by the complaint committee (1 
item), the hospital management board (6 items) and medical professionals 
(5 items) with respect to the outcome.  

- The categories of response were: no, they did not (1), they did not entirely 
(2), they did, up to a degree (3) and yes, they did (4). 

 
Analyses 
In this secondary analysis, a relatively large amount of data on the trust 
outcome measures was missing. Additionally, not all 279 respondents provided 
an answer on the items on the dimensions of perceived fairness. After analysing 
the missing data, we concluded that the data missing on the trust questions can 
be considered ‘missing at random’. For example, complainants who had only 
little trust at t1 did not have a significantly greater amount of data missing on 
the trust questions at t2, compared to those who had high levels of trust at t1.  
We made several assumptions in order to perform proper analyses in spite of 
the missing data (box 7.1). Firstly, data on trust were presented solely if 
measurements on t1 and t2 were available. Secondly, a total score for the trust 
in the hospital, achieved by adding together the four items was calculated only 
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if all items were filled out. Otherwise, the trust score was defined as missing. 
Thirdly, to gain insight into how far the patients perceived the handling of their 
complaint to be fair, the actions taken on each dimension of perceived fairness 
were computed by adding up the items, answered with ‘they did, up to a 
degree’ or ‘yes, they did’. If two or more items on a dimension were left 
unanswered, this dimension was deemed to be missing. If only one item was 
missed then the mean imputation was used. Fourthly, analyses of the validity of 
the complaint were performed on valid, partly valid or invalid complaints. 
‘Inadmissible’ and ‘other’ complaints were left out of the equations. Thus, 
although this article is based on 279 complainants, the actual number of 
respondents per analysis is lower (also in box 7.1).  
In order to test our hypotheses, the following analyses were used. To assess 
that trust was indeed lower after the event that caused people to complain, 
reference data was needed. For this purpose, information was used on trust in 
consultants, nurses and hospitals in general, measured in the national 
population (Brabers et al., 2014) in 2004.  
In order to study the second hypothesis, the frequencies of trust before and 
after complaint handling were compared and then paired samples t-tests were 
carried out. Furthermore, changes in the scores of trust were computed and 
divided into three groups: trust increased (change>0), remained the same 
(change=0), or declined (change<0).  
In order to study the other hypotheses on the aspects leading to changes in 
trust, the score of the changes in trust was computed by subtracting the total 
score for trust at t2 from the total score for trust at t1. Then, regression 
analyses of the change in the trust score and the amount of actions per 
dimensions were carried out. Regressions were performed for the total group 
and also separately for those whose complaint was judged valid and those 
whose complaint was judged partly valid or invalid. In these analyses 
correction is made for the at t1 reported impact of the complaint. 
There were no differences with regard to gender and education between the 
146 complainants on which the final regression for the total group was 
performed and the 279 complainants who responded to both questionnaires of 
the study. However, there was a difference in age. Those who filled out all the 
questions were significantly younger (between 18-39 years) compared to those 
who did not.  
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Box 7.1  Assumptions for data 

 
 

7.3 Results 
 
The complainants 
Of the 279 complainants who responded, 65% was female and the mean age 
was 52 years (range 19 - 83). Forty-three per cent was educated to a higher, 
professional or university, level. The event that gave cause to the complaint 
often had several aspects, of which medical and interpersonal aspects were 
mentioned most. Two thirds of the complaints (66%) concerned medical 
treatment. Also mentioned were shortcomings in interaction with hospitals 
staff and the sharing of information (57% and 41% respectively). 
Almost 50% of the complainants directed their complaint towards a hospital 
consultant, 32% towards several hospital personnel and 8% directed the 

Trust data available at both T1 and T2.  
Trust object N 
Nurses  
Hospital consultants  
Co-operation hospital 
Organizations hospital  
Total trust score  

228 
219 
231  
224  
193 

 
When analysing the total trust score, the separate items should be completely filled (0 
items missing) 

Trust object N 
Total trust score  193 

 
 
 
 
When analysing the dimensions of perceived fairness, the items that constitute the 
dimensions should be sufficiently filled (1 item missing) 

Dimensions of perceived fairness N 
Procedural fairness  
Interactional fairness 
Distributive fairness of the hospital management board  
Distributive fairness of the medical professional  

250 
249 
244 
 
241 

Usable information on validity of complaint (N=224) 
Combination point 2-4 led to: Pairwise regression N=146 
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complaint towards a nurse. Others directed their complaint to a department of 
the hospital (27%) or the hospital as a whole (18%). Many of the complainants 
reported that the complaint had had an impact on them, physically, mentally 
(82% and 85% respectively) or financially (64%).  
 
Trust before complaint handling 
Table 7.1 displays the percentages for complainants trust before and after 
complaint handling and also those for the reference group. Firstly, trust 
percentages before complaint handling and those of the reference group will be 
compared. Complainants trusted nurses most. Co-operation in the hospital and 
the organization of the hospital were trusted least. When comparing the trust 
ratings of the complainants to those of the general Dutch population, 
complainants’ ratings of hospitals were 50% lower; of hospital consultants 
were 40% lower. With regard to nurses, trust ratings in the complainant 
population were 20% lower. Therefore, hypothesis 1 is confirmed. 
 
Table 7.1 Trust among patients who filed a complaint and a reference group 
 Trust scores before 

complaint handling 
2003 

 Trust scores after 
complaint handling 

2003 

 Trust scores 
Dutch 

population 
2004 

Regarding …. (Very) 
Much 

Little Very 
little 

(Very) 
Much 

Little Very 
little 

(Very)  
much 

Nurses in general -   -   84 
Nurses in the hospital (N=228) 64.9 29.8 5.3 64.9 27.2 7.9 - 
Hospital consultants in general -   -   91 
Hospital consultants in the  
hospital (N=219) 

48.4 32.4 19.2 47.0 29.7 23.3 - 

Hospitals in general -   -   75 
Co-operation in the hospital 
(N=231)  

21.7 48.9 29.4 19.1 39.4 41.6 - 

Organization of the hospital 
(N=224)  

22.4 52.2 25.4 20.1 34.8 45.1 - 

 
The change in patients’ trust in hospitals before and after complaint 
handling  
To study the impact of trust on handling complaints, trust ratings before and 
after the complaint were analysed. The frequencies of trust in hospital 
consultants and nurses displayed no substantial change between t1 and t2 (see 
table 7.1). This was confirmed with a paired samples t-test. Trust in the 
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organization and co-operation of the hospital did decline significantly 
(organization: t=4.43; df=223; p=0.00; co-operation: t=3.07; df=230; p<0.01). 
Frequencies displayed a salient increase in the complainants with very little 
trust in both the organization and the co-operation of the hospital after the 
complaint handling.  
In addition, the percentages were studied of complainants whose trust 
declined, remained the same or increased (see table 7.2). For a majority of 
complainants, trust declined or remained at the same level; for approximately a 
quarter of the complainants their score for the total trust in the hospital 
increased.  
We hypothesised that complainants would show higher levels of trust after 
handling the complaint, compared to before. On the basis of the results this 
hypothesis (2) has to be rejected.  
 
Table 7.2  Percentages of complainants whose trust declined, remained the same or 

increased due to complaint handling  
Regarding …. Decline in  

public trust 
Same level of 
public trust 

Increase in  
public trust 

N 

Nurses in the hospital 19.3 64.9 15.8 228 
Hospital consultants in the hospital 25.6 54.3 20.1 219 
Co-operation in the hospital  26.4 58.0 15.6 231 
Organization of the hospital  33.0 52.2 14.7 224 
Total trust* 40.4 32.1 27.5 193 

*  no item on the scale could be missing 

 
The impact of aspects of complaint handling on changes in patients’ 
trust 
The dimensions of perceived fairness  
From the 23 items of perceived fairness, four factors were extracted which 
explained 60.8% of the variance. These were procedural fairness, interactional 
fairness, and two dimensions of distributive fairness (see table 7.3 for items per 
dimension). These dimensions were reliable judged on the Cronbach’s alpha. 
These were the procedural fairness of the complaint committee: 0.77; the 
interactional fairness of the complaint committee: 0.85; the distributive 
fairness of the complaint committee or hospital management board: 0.87; and 
the distributive fairness of the medical professional: 0.80. 
Procedural and interactional actions were reported most often (see table 7.3); 
distributive actions were reported the least.  
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Table 7.3  Mean (SD) and percentages actions taken on dimensions of perceived 
fairness 

  N 

Perceived procedural fairness of the complaint committee  
Scale procedural fairness: mean amount actions taken (mean, SD) 
1.  Gave a decision about the complaint’s validity (%) 
2.  Gave clear information about the complaint procedures (%) 
3.  Took an impartial attitude and position (%) 
4.  Investigated the incident (%) 
5.  Responded swiftly (%) 
6.  Explaining their reasons for the decision (%)  

 
4.06 (1.72) 
84.9 
70.0 
65.5 
63.6 
63.3 
58.0 

 
250 
257 
270 
261 
228 
267 
252 

Perceived interactional fairness of the complaint committee 
Scale interactional fairness: mean amount actions taken (mean, SD)* 
1.  Treated me respectfully (%) 
2.  Listened to my story of what happened (%) 
3.  Showed an understanding of my experiences (%) 
4.  Gave me the opportunity to tell what happened (%)  
5.  Showed sympathy for what I went through (%)  

 
3.29 (1.77)  
79.7 
74.2 
63.4 
60.0 
50.6 

 
204 
261 
248 
254 
262 
245 

Perceived distributive fairness of the complaint committee or hospital 
board 
Scale distributive fairness hospital board: mean amount actions taken (mean, 
SD)* 
1.  Complaint committee recommended the hospital should make changes (%)  
2.  Hospital management board discussed the complaint with 

employees/department (%) 
3.  Hospital management board admitted to mistakes (%) 
4.  Hospital management board let me know that corrective measures were 

taken (%) 
5.  Hospital management board showed an understanding of my experiences 

(%) 
6.  Hospital management board offered an apology (%) 
7.  Hospital management board let me know which corrective measures were 

taken (%) 

 
 
1.82 (2.20) 
 
45.1 
39.2 
 
27.6 
22.8 
 
22.3 
 
19.6 
12.0 

 
 

244 
 

233 
 

247 
250 
245 

 
242 

 
255 
241 

Perceived distributive fairness of the medical professional  
Scale distributive fairness med professional: mean amount actions taken 
(mean, SD)* 
1.  Medical professional showed an understanding of my experiences (%) 
 2. Medical professional admitted to mistakes (%)  
3.  Medical professional explained how the incident could have happened (%) 
4.  Medical professional offered an apology (%) 
5.  Medical professional made an effort to re-establish our relationship (%) 

 
0.97 (1.54) 
 
22.7 
22.3 
21.3 
20.7 
13.1 

 
241 

 
246 
242 
244 
247 
237 
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The validity of the complaint 
Of the complaints, 21% was judged invalid by the complaint committee, 29% 
was judged as partly valid, 31% as valid and 2% as inadmissible. A relatively 
large group of complainants (18%) answered ‘other’. These were mainly people 
who had filed several complaints of which some were judged valid and some 
were judged invalid. 
 
Perceived fairness, the validity of the complaint and its impact on 
patients’ trust  
Regressions on the score for the change in trust and its relationship to the 
dimensions of perceived fairness were performed in the total population and in 
the population with a valid and an invalid, or partly invalid, complaint (see 
table 7.4).  
For the total population, the procedural fairness was of relevance for the 
change in the total trust score, for if respondents deemed the procedures fair, 
trust decreased less. We hypothesised that complainants who perceived the 
handling of their complaint as fair, on an interactional, procedural and 
distributive level, would show a greater increase in trust. This was only true for 
procedural fairness, therefore hypothesis 3 is rejected.  
If the complaint was judged invalid or partly invalid, procedural fairness was 
also of relevance for change. It was hypothesised that procedural as well as 
interactional fairness would have an impact on the levels of the score for the 
trust in change among the population making an invalid complaint. The 
interactional fairness did not have an impact on the trust score; therefore 
hypothesis 4a is also rejected.  
However, if the complaint was judged valid then no significant fairness 
dimensions were found (see table 7.4).  
It was hypothesised that the more distributive actions taken if the complaint 
was valid, the higher the levels of trust would be after handling the complaint. 
The findings resulted in a rejection of hypothesis 4b.  
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Table 7.4  Regression (pairwise) on the score for change in public trust before and 
after handling the complaint and the impact of dimensions of perceived 
fairness by patients 

  Β P 95% BI 

Lower 
bound 

Upper 
bound 

Total 
N=146 
Pairwise 
 
 
 

Constant 
Procedural fairness 
Interactional fairness 
Distributive fairness hospital 

management board 
Distributive fairness medical 

professional 
Impact complaint 

-1.849 
0.274 
0.111 
0.102 

 
-0.032 

 
-0.111 

0.012 
0.024 
0.288 
0.190 

 
0.770 

 
0.583 

-3.285 
0.036 

-0.095 
-0.051 

 
-0.249 

 
-0.509 

-0.412 
0.512 
0.316 
0.255 

 
0.184 

 
0.287 

Judged Valid 
N=52 
 

Constant 
Procedural fairness 
Interactional fairness 
Distributive fairness hospital 

management board 
Distributive fairness medical 

professional 
Impact complaint 

-0.538 
0.312 

-0.158 
0.069 

 
0.009 

 
-0.320 

0.710 
0.261 
0.494 
0.532 

 
0.952 

 
0.310 

-3.436 
-0.240 
-0.621 
-0.152 

 
-0.302 

 
-0.948 

2.360 
0.864 
0.304 
0.291 

 
0.321 

 
0.307 

Judged invalid/ 
partly valid 
N=90 
 

Constant 
Procedural fairness 
Interactional fairness 
Distributive fairness hospital 

management board 
Distributive fairness medical 

professional 
Impact complaint 

-2.643 
0.304 
0.186 
0.158 

 
-0.101 

 
0.074 

0.006 
0.037 
0.125 
0.213 

 
0.545 

 
0.794 

-4.523 
0.018 

-0.053 
-0.092 

 
-0.430 

 
-0.485 

-0.763 
0.590 
0.425 
0.408 

 
0.228 

 
0.632 

 
 

7.4 Conclusions and discussion  
 
This study focused on both the levels of trust in hospitals and their personnel 
after patients perceived a reason to complain, and on changes in trust following 
the procedure for handling the complaint. This study provides ground to 
assume that negative experiences in health care, leading to a complaint, 
coincide with lower levels of trust. In addition, it shows that trust does not 
increase after handling the complaint through a rather formal procedure. 
Furthermore, it shows that in order to regain trust, procedural fairness should 
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be emphasised for patients with an invalid complaint. For patients with a valid 
complaint, none of the dimensions led to higher levels of trust after the 
complaint had been handled. 
 
Why was trust not regained? 
We expected trust to increase significantly after handling a complaint. It did 
not. There are several explanations for this. Firstly, it can be explained by the 
position of complaint committees within the process of complaint handling 
within a hospital. In most cases, complainants take the informal route as a first 
step in the complaint handling process. They direct their complaint at a 
complaints mediator (55%), patient service office (24%) or the hospital 
management (20%) (Dane et al., 2000). Only 10% directly files a complaint at 
the complaint committee (Dane et al., 2000). Approximately 90% of the 
complaints handled by this informal route is settled (Dane et al., 2000). One out 
of ten complainants take additional steps, such as filing their complaint with an 
independent complaint committee (Dane et al., 2000). This might suggest that 
complaint committees receive a relatively large amount of complicated cases, in 
which trust may be seriously damaged and difficult to restore.  
Secondly, an explanation can be found in trustworthy behaviours and their 
relationship with trust. Three types of behaviours that generate trust can be 
distinguished (Sirdeshmukh et al., 2002): 
- Problem solving orientation: the consumers’ perception of the 

organizations’ motivation to anticipate and resolve problems in a 
satisfactory manner that may arise during and after a service exchange.  

- Competence: the belief that the exchange partner will consistently perform 
competently. 

- Benevolence: putting consumers’ interests ahead of self-interest.  
 Trust is a forward looking evaluation (Legemaate, 1996). This means that 
although problems may be solved correctly, trust in competence and 
benevolence might be harmed in future encounters with the hospital.  
Thirdly, trust is very quickly lost and takes a long time to build back up again. 
The five months which may pass before and after the complaint has been 
handled might not be enough for trust to be restored. A study on lost trust after 
an incident in a hospital displayed that levels of trust show a degree of 
improvement after one year (Van der Schee et al., 2013). It showed, just after 
the incident 39% trusted the hospital much or very much, whereas one year 
later 52% had a good deal of trust in the hospital. However, levels of trust had 
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not yet increased to the expected level of 75%. This study concluded that full 
recovery of lost trust might take several years. 
 
Procedural, interactional and distributive fairness and trust 
For complainants with a valid complaint, none of the dimensions of the 
perceived fairness theory had an impact on changes in trust. This might be 
explained by the fact that their negative experience was validated by the 
complaint committee. Their loss of trust was justified. Thus, although 
procedures and interactions have been carried out with a great degree of 
fairness during the complaint handling process and changes are made within a 
hospital, complainants’ trust in the future competence of healthcare providers 
might not be positively influenced by the handling of a complaint.  
In addition, complainants with an invalid complaint perceive higher levels of 
trust if the procedure is handled correctly.  
 
The strength and weakness of this study 
A strength of the study is the design which measures trust before and after 
complaint handling in hospitals within the same group of patients. This type of 
design has never been used for studying the effect of handling complaints on 
trust in health care.  
This study also has shortcomings. Firstly, these data originated in 2003. Since 
then experiences with complaint handling may have changed. However, a 
significant change in the behaviour of, and experiences with, complaint 
committees was not found. A study on formal complaint handling, based on 
experiences of complainants, reported very limited progress in 2009 compared 
to earlier research (Kruikemeier et al., 2009). Thus, it is expected that these 
data are still representative. Furthermore, the outcomes of a study on aspects 
of complaint handling by complaint committees which may influence trust will 
not be altered by changes in experiences with complaint handling by these 
committees.  
Another shortcoming is that respondents who filled out all the questions on 
aspects of complaint handling and trust were younger than those who did not. 
This means that the regressions were based on a younger part of the 
population. Although research shows that older people are more trusting than 
younger people (Straten et al., 2002; Hardie and Critchley, 2008), no research is 
available on differences between age groups and changes in trust. Therefore, 
the impact of this difference is not known.  
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Future research  
The handling of complaints by committees does not lead to regaining patients’ 
trust. This outcome provides a recommendation for future research. It would 
be interesting to study changes in trust due to informal complaint handling. 
This type of complaint handling is used most by complainants and the 
complaints may be less difficult to address. Moreover, informal complaint 
handling is said to be much more appropriate for restoring trust between a 
complainant and the organization or person against whom the complaint has 
been made (Legemaate, 2007). This may be because it is generally focused on 
finding a solution and avoids a difficult and formal procedure (Kruikemeier et 
al., 2009). The differences between informal and formal handling of complaints 
by complaint committees might explain the differences in outcomes, such as a 
regaining of trust. 
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8.1 Introduction 
 
Public trust in health care is important. Research has shown that low levels of 
trust in health care are related to counterproductive behaviours. For instance, 
people with low levels of public trust either delay using health services or 
display lower compliance with medical treatment. This means that low levels of 
public trust can lead to less effective treatment for higher health care costs. 
Therefore, the aim of this thesis is to investigate how public trust in health care 
is formed, by studying the mechanisms behind it.  
The mechanisms that were expected to have an impact on public trust in health 
care consist of two types: system-related and informational mechanisms. 
System-related mechanisms are mechanisms providing the framework in 
which health care is supplied to patients, also called institutional guarantees. 
These guarantees are the cultural belief systems, normative structures and 
regulatory systems that provide significance and stability to the health care 
sector (Scott, 2000). With regard to cultural belief about the availability of good 
quality care, it is expected that it will have an impact on public trust in health 
care within a country and that it can lead to differences between countries. The 
presence of normative and regulative guarantees is expected to lead to higher 
levels of public trust in health care. Informational mechanisms consist of 
personal experiences in health care, information from others and information 
received through various media including the radio, television, newspapers and 
the internet. Positive information is expected to lead to higher levels of trust, 
whereas negative information is expected to lead to lower levels. Additionally, 
we assume that the negativity-effect also applies to these informational 
mechanisms, meaning that negative information will have a greater impact on 
public trust in health care than positive information.  
 
This thesis addressed the following research question: 
 

‘Which mechanisms explain differences in public trust in health 
care?’ 

 
Objects of public trust in health care can be found on two levels. Public trust can 
be placed in groups of people and institutions on a macro-level (occupational 
groups in general, institutions in general, or the health care system) and on a 
meso-level (health care providers working in a specific institution or a specific 
institution itself). Therefore, the impact of the mechanisms on public trust has 
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been studied on both levels. Next to that, our model has been studied in both 
conventional health care and complementary and alternative medicine (CAM). 
 
 

8.2 Main findings  
 
In the Netherlands, on the macro level, public trust in conventional health care 
was relatively high. For instance, the level of public trust in the health care 
system, rated by the inhabitants, was 7 on a scale from 1 (no trust) to 10 (very 
high trust). Additionally, relatively high levels of trust were found for 
occupational groups, such as physicians and dentists. Other groups, nurses or 
physiotherapists for example, were trusted somewhat less. Of the institutions, 
hospitals were trusted the most, mental health care services the least. In 
addition, public trust in occupational groups was higher compared to trust in 
health care institutions. Trend analysis on public trust in conventional health 
care displayed small fluctuations, but, significantly, was constant. In an 
international setting, trust in health care was higher compared to Germany and 
somewhat lower in comparison to England and Wales. 
In the Netherlands, complementary and alternative medicine (CAM) was 
trusted less, compared to conventional medicine. The level of public trust in 
CAM was 5. CAM users were significantly more trusting (5.9) compared to CAM 
non-users (4.5). Of CAM therapies, manual therapy was trusted the most, 
paranormal therapy the least.  
 
System-related mechanisms  
Institutional guarantees 
In this thesis, several indications were found that institutional guarantees have 
an impact on public trust in health care on a macro level. As was mentioned 
earlier, three types of institutional guarantees can be distinguished: cultural 
beliefs on the quality of health care, normative structures and regulatory 
systems in the health care system. 
Firstly, especially in one of our studies, the international study on public trust 
in three countries, we found clear directions that the cultural belief in good 
quality health care has an impact upon public trust in health care between 
countries. In this study, we found that inhabitants of England and Wales trusted 
their health care system most, followed by the Dutch. The Germans trusted 
their health care system the least. This was a relatively constant finding over 
diverse trust objects. We presumed that this finding was not an adequate 
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reflection of differences in the quality of available care between the countries. 
For instance, health care supply in Germany was much more abundant 
compared to England and Wales and the Netherlands. In theory, this should 
have led to higher levels of public trust in health care in Germany, instead of 
less. We suggested in that chapter that this difference in trust between these 
three countries is most likely related to cultural beliefs with regard to health 
care. Another significant finding in this study, suggesting that cultural beliefs 
have an impact upon public trust in health care within a country, is related to 
beliefs about CAM. In England and Wales, trust in CAM therapists with a 
medical degree or trust in CAM therapists without a medical degree was much 
higher compared to trust in the same occupational groups in Germany and The 
Netherlands. This points in the direction that differences in cultural beliefs 
about the quality of care provided by CAM therapists might have led to these 
differences in trust. Thus, based on these findings, it can be concluded that 
although the first hypothesis was not explicitly tested in our thesis, indications 
are found that this hypothesis can be confirmed; a cultural belief about the 
availability of good quality care has an impact on the level of public trust in 
health care within a country and can lead to differences between countries. 
 
Secondly, several normative structures, for instance the education of health 
care providers, might also play a role with regard to the building of trust. The 
strongest evidence for the assumption that education has an impact upon 
public trust is related to CAM. For instance, for all three countries in our 
international study, trust in CAM therapists who have a medical degree was 
higher compared to CAM therapists who do not have a medical degree. 
Additional evidence for this assumption was found in our study on public trust 
in CAM. In this study, people were asked if their level of trust would increase in 
a CAM practitioner if he or she had a degree in conventional medicine. Almost 
90% of the population responded that this would indeed lead to an increase in 
their trust. People were also asked if their level of trust would increase if a CAM 
practitioner had a degree in CAM. 53% of the population indicated that that 
would lead to an increase in trust. Furthermore, confirmation for the 
assumption on education was also found in conventional care. In our 
international study, in the Netherlands as well as in Germany, occupational 
groups with the highest educational degree such as physicians or general 
practitioners encountered the highest levels of public trust compared to other 
occupational groups which require a slightly lower level of education such as 
nurses or physiotherapists. Thus, in several studies indications were found that 
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education has an impact upon public trust in health care. Other normative 
structures, which we studied in relation to trust, include membership of a 
professional association and quality certification marks. In our study on CAM, 
people were asked if these institutional guarantees would increase trust. 
Around 50 to 60% responded that it would, which means that confirmation was 
also found for these structures.  
Thirdly, regulatory systems are also part of the institutional guarantees. 
Included among regulatory systems are, for instance, complaint handling 
systems. In our study on formal complaint handling, we expected that trust, 
when lost due to a cause that led to the complaint, would be regained by the 
handling of this complaint. However, our study showed that it did not lead to 
higher levels of public trust in health care. For the majority of complainants 
public trust in this hospital and its personnel was not regained after complaint 
handling. Thus public trust in health care was not regained for this specific type 
of regulatory system.  
With regard to the findings on the normative and regulative guarantees, it can 
be concluded that the second hypothesis is partly confirmed. Of the normative 
structures, educational requirements and accreditation seem to influence 
public trust positively. With regard to the regulatory systems, complaint 
handling procedures in their current institutional form do not lead to higher 
levels of public trust in health care. 
 
Table 8.1  Hypotheses of this thesis on system-related mechanisms 
Hypothesis testing Macro 

Chapter 
Meso 

Chapter 
Test result 

Hypothesis 1a: A cultural belief about the availability of good 
quality care within a country has an impact upon the level of 
public trust in health care both within a country and between 
countries.  
 
Hypothesis 1b: The presence of institutional guarantees from the 
normative and regulative pillar will lead people to place more 
public trust in health care. 

3 
 
 
 
 

2, 4 

 
 
 
 
 

7 

Confirmed 
 
 
 
 

Partly 
confirmed 

 
Informational mechanisms 
Personal experiences influence public trust in health care 
Personal experiences were expected to have an impact upon public trust in 
health care. Several studies in this thesis found an effect of personal 
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experiences on public trust. On the macro-level, our study on CAM indicated 
that CAM users with negative experiences had significantly lower levels of trust 
compared to CAM users with positive experiences. On a meso-level, our study 
on a specific hospital, one year after an incident took place, displayed the same 
pattern of positive and negative experiences. Patients who had had positive 
experiences trusted the hospital and its personnel the most, whereas patients 
who had had negative experiences trusted them the least. People who indicated 
that they had no experience or a neutral one displayed levels of trust in 
between those with a positive and a negative experience. In our study on 
complaint handling and its impact on trust, we found that patients who had had 
an experience that led to the filing of a complaint, displayed lower levels of 
trust in this hospital and personnel compared to levels of trust in the general 
population. On the basis of these study findings, hypothesis two on negative 
experiences leading to lower levels of public trust and positive experiences 
leading to higher levels of trust can be confirmed. 
 
Third party: Information from others in the network has an impact on 
public trust in health care 
Additionally, information obtained from others was expected to have an impact 
upon public trust in health care. Only one of our studies in this thesis, the CAM 
study, investigated the impact of information obtained from others upon public 
trust in health care. This study showed that positive information on CAM 
received through others was significantly associated with a higher level of trust, 
whereas negative information was associated with a significantly lower level of 
trust. Those who had received no information or neutral information through 
others had levels of trust in between the levels of those who had received 
positive or negative information. This was a consistent finding both for people 
who used CAM and for those who did not. In short, the findings from this study 
confirm hypothesis three. A footnote to this hypothesis is that it was not 
studied for conventional health care and not on a meso-level.  
 
Third party: Media exposure has an influence upon public trust in health 
care 
Moreover, we hypothesized that the media has an impact upon public trust in 
health care. Evidence was found for this assumption in several studies. On a 
macro-level, we found that in the study on CAM, trust levels in CAM were 
affected by information from the media. People who indicated that they have 
read or heard, positive media information, displayed higher levels of trust 
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compared to those who had indicated to have read or heard negative media 
information. This association was found for people who did not use CAM as 
well as those who did. We also found evidence for the impact of the media upon 
public trust in health care in a study on a meso-level, investigating the hospital 
in which an incident occurred that was extensively covered by the media. In the 
local population, levels of trust with regard to this hospital and its personnel 
dropped, as well as, trust in hospitals and physicians in general. One year after 
the incident, levels of trust had increased in this population, presumably 
because the media now reported more positively on this particular hospital. 
Although, these studies provide evidence that the media has an impact upon 
public trust in health care, it also shows that information received through the 
media does not have an impact upon all Dutch inhabitants. In the study on the 
hospital in which problems occurred, levels of trust found in the general 
population, who live mostly outside of the catchment area of the hospital were 
not influenced by the incident. The possible reasons were the distance of this 
population to the incident and the fact that the damage of the reported incident 
in relation to patients was relatively small as no patients were injured or died.  
Thus, the media has an impact upon public trust in health care confirming 
hypothesis five. However, the extent of the impact upon public trust seems to 
be related to several factors, such as the distance to the incident and the degree 
to which the message affects the receiver of the message.  
 
The results regarding the negativity-effect of information upon public 
trust in health care were inconclusive. 
In the previous sections, we found that negative experiences, information from 
others or from the media have a negative impact upon public trust in health 
care and that positive experiences or information have a positive impact. In this 
study, we also hypothesized that, due to the negativity-effect, negative 
experiences or information were expected to have a greater impact upon public 
trust in health care than positive experiences or information. We tested this 
hypothesis by comparing the levels of public trust in health care between those 
who had indicated that they have had positive or negative information, and 
those who had neutral or no information, for all three sources of information: 
personal experiences, information from others and from the media.  
With regard to experiences, two studies provided insight into the possible 
existence of the negativity-effect in relation to public trust. One study, on CAM, 
was performed on a macro-level of health care. The other study was performed 
on a meso-level on the hospital in which problems arose. For the CAM study, we 
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focused on differences between neutral and positive or negative experiences. 
People who did not have experiences with CAM were left out of the equation 
because their use of CAM might be related to their perception of the 
trustworthiness of CAM in the first place. When testing the hypothesis, the 
results of the study did not confirm the hypothesis. For public trust in CAM, 
people who reported a neutral experience with CAM indicated a mean trust 
score of 5.12. People with a positive experience reported a mean of 6.56; people 
with a negative experience a 3.54. Differences in trust scores between those 
with a neutral experience and those with positive and negative experiences 
confirmed the negativity effect. When testing the hypothesis on a meso-level in 
the hospital, the results were ambiguous. For specialists in general, the 
negativity effect existed, when comparing people with positive or negative 
experiences and those with no experiences. This was also the case in 2009 for 
hospitals in general. However, for trust in this particular hospital, it was found 
that differences in trust felt by people with positive experiences and by people 
who had no experiences were much greater compared to those with negative 
experiences. This means that with regard to experiences, this hypothesis leads 
to inconclusive results.  
Additionally, we expected that negative information from one’s network would 
have a greater impact upon public trust in health care than positive 
information. Again, the study on CAM provided insight into this assumption. In 
this study, it was indeed found that differences in trust felt by people who had 
received negative information and by those who had received no information 
was greater compared to those who had positive experiences versus no 
experiences. This was both the case for people who had had experiences with 
CAM and those who had had no experiences with CAM. For instance, among 
CAM users, the difference between the impact of positive information upon 
trust (mean trust score 6.56) and the levels of trust felt by people who had no 
information (mean trust score 5.28) was 1.28. However, the impact of negative 
information upon trust (mean trust score 3.69) and the levels of trust felt by 
people who had no information (mean trust score 5.28) was -1.59. These 
results point in the direction we hypothesized.  
Negative information provided by the media, was also expected to have greater 
impact upon public trust in health care than positive information. Two studies 
provided information on this hypothesis. On the macro-level, in the CAM study, 
no evidence was found to confirm the hypothesis. The study on the meso-level 
of the hospital found that, one year after the incident took place, and with the 
media being relatively positive, the levels of trust were to a small degree 
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regained. They were still not on the levels of ‘before the incident’ though. Thus, 
public trust in health care can be diminished by one incident. Regaining it, after 
such an incident, can take several years. This result also pointed in the direction 
of confirming the hypothesis.  
On the basis of these findings, we conclude that the results are inconclusive and 
cannot confirm nor reject hypothesis six.  
 
Table 8.2 Hypotheses of this thesis on informational mechanisms  
Hypothesis testing 
 

Macro 
Chapter 

Meso 
Chapter 

Test result 

Experiences 
Hypothesis 2: Positive experiences will have a positive 
impact upon public trust in health care, whereas negative 
experiences will have a negative one.  
 
Information from others in the network 
Hypothesis 3: Positive information on health care received 
through people’s social networks will have a positive impact 
upon public trust in health care, whereas negative 
information on health care received through the networks 
will have a negative one. 
 
Media exposure 
Hypothesis 4: Positive information from the media on health 
care will lead to higher levels of public trust in health care, 
whereas negative information from the media will lead to 
lower levels.  
 
Negativity effect 
Hypothesis 5: Negative information on health care received 
through experiences, a network or the media will have a 
greater impact upon public trust in health care, compared to 
positive information. 

 
4 
 
 
 
 
4 
 
 
 
 
 
3, 4, 5, 6 
 
 
 
 
 
3, 4, 5, 6 
 

 
6, 7  
 
 
 
 
- 
 
 
 
 
 
5, 6 
 
 
 
 
 
5, 6 
 

 
Confirmed 
 
 
 
 
Confirmed 
 
 
 
 
 
Confirmed 
 
 
 
 
 
Inconclusive 
 

 
 

8.3 The broader implications of the theoretical model 
 
This thesis is the first to present a theoretical model of mechanisms influencing 
public trust in health care and to provide an empirical test of part of the model. 
In the past, researchers made assumptions about these mechanisms and their 
impact upon public trust in health care, but empirical evidence was absent. 
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Based on the results of our study, we conclude that our model gives an 
adequate description of influential mechanisms which act upon public trust in 
health care. Evidence was found for the starting point and the fundamentals of 
our model, while system-related mechanisms and informational mechanisms 
both had an impact upon public trust in health care, though the former only in 
part. We will describe the broader implications of our thesis and theoretical 
model in this section. 
Firstly, a broader implication of this thesis is that it provides insight into how 
public trust in health care is built. The stability of public trust over time 
suggests that for all objects of trust, such as for GPs or for nurses, we can expect 
people to have a basic level of public trust (see figure 8.1 page 157 for some 
examples). However, these levels will differ for each one based on factors such 
as the level of education. 
For a specific object of trust, this level is based upon the system-related 
mechanisms (institutional guarantees) applicable to this object of trust and on 
information about representatives of this object. This information is gathered 
over years and fits into a person’s vision, based on the institutional guarantees, 
of how representatives of this object of trust, provide health care within this 
system. The reason for this stability is that system-related mechanisms within a 
country do not usually change extensively. In addition, a majority of people will 
receive information about a representative of an object of trust, either through 
their own experiences, from others or through the media, which fits into their 
perception on how this object provides health care within their country. This 
kind of information will tend to confirm their basic level of public trust in a 
health care object of trust instead of changing it. We expect that this basic level 
of trust might differ to a small degree per person within a country. In studies on 
trust in health care, for instance, higher levels of trust were found among the 
less educated and older patients (e.g. Balkrishnan et al., 2003, Freburger et al., 
2003; Tarrant et al., 2003). Nevertheless, although differences in levels of trust 
between inhabitants within a country occur, we expect that most people will 
display comparable levels of trust within a country, because of institutional 
guarantees, experiences and information in general.  
People may be provided with information that falls outside of a person’s 
expectation of how representatives of objects of trust provide health care 
within the system. It may be thus, very positive or very negative information 
received through experiences, a network or the media. In this case, the basic 
level of public trust in a specific object of trust will change. For instance, a very 
positive experience with a physician can enhance the basic level of public trust 
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in physicians in general; a very negative experience can diminish the basic level 
of public trust in physicians in general. We expect that this kind of very positive 
or negative information, which has enough impact to change the basic level of 
public trust, is encountered only sporadically. Thus, the basic levels of public 
trust in health care objects are affected only every now and then.  
The extent of the impact of this type of information on the basic level of public 
trust differs between objects on the macro and the meso-levels and depends 
upon two factors. Firstly, it depends on how closely the information is related 
to the object of trust. Negative or positive information on a specific hospital will 
have a greater impact upon public trust in this particular hospital and to a 
lesser extent upon public trust in hospitals in general. Thus, very positive or 
negative information will have more impact upon public trust in this meso-level 
object and to a lesser extent on the general macro-level object. In addition, the 
impact depends upon the position the receiver holds towards the information. 
If negative information on a particular hospital is spread, then the impact is 
expected to be greater, on both the macro-level and meso-levels, on the trust 
felt by inhabitants living in the neighborhood of this hospital, compared to 
inhabitants who do not live in this area. If very positive or negative information 
is encountered incidentally, public trust in objects on both a macro- and meso-
level can, eventually, return to its basic level. If information is very negative or 
positive on a structural basis, the basic level of public trust in this object can 
change permanently.  
This observation on public trust in health care and how it changes is based on 
study results from our thesis. In our opinion, the basic level of public trust in 
health care objects is reflected in the levels of public trust measured in the 
general population of a country. In one study, public trust in health care was 
measured over an eight-year time period in the general Dutch population. This 
study showed that public levels of trust, related to several objects of trust, 
remained fairly high and stable over time. In a cross-section of a general 
population of a country, only a few people may have encountered very negative 
or very positive information. For these people, this information has led to 
changes in their basic levels of public trust in health care. However, while these 
basic levels of public trust in health care only changed for a few people, changes 
were not reflected in the level of public trust in health care measured in the 
general population.  
Other studies in this thesis displayed the impact of negative information upon 
the basic level of public trust. A study on an incident in a hospital showed that a 
majority of the population living in the vicinity of the hospital was affected by 
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negative media coverage of this incident, leading to a decrease of public trust in 
this hospital. Another study showed that people who filed a complaint after a 
negative experience also had lower levels of public trust. These are indications 
that public levels of trust drop due to negative experiences or negative 
information that falls outside of what they would expect from the provision of 
care. In one study, one year after the incident took place in a hospital, we found 
that public trust in health care was recovering in the local population. This 
suggests that levels of public trust in the hospital can eventually increase, 
possibly to the initial basic level of public trust.  
However, basic levels of public trust can also be affected for a longer period, 
depending, we presume, on the impact of the incident. As figure 8.1 shows, the 
basic level of trust in alternative health providers with a medical degree 
gradually dropped from 61% measured in 2001, to 48% measured in 2005. 
From 2005 onwards, this basic level of trust remained around 50% trusting 
alternative health care providers with a medical degree. This significant and 
seemingly permanent drop in the basic level of this object of trust might have 
been caused by a very serious incident. In 2000, Sylvia Millecam, a famous 
Dutch actress, was diagnosed with breast cancer. She sought her treatment in 
alternative health care. Several alternative health practitioners, who also had a 
medical degree, provided care, but failed to treat her for breast cancer. In 2001, 
she died. Her death was a recurring topic in the media. In 2006, the Amsterdam 
Medical Disciplinary Tribunal judged that three alternative practitioners 
involved in her care who had a medical degree had acted reprehensibly 
(Sheldon, 2006). The tribunal banned the first practitioner, who had previously 
been suspended for similar complementary treatments, from practicing as a 
doctor. The second practitioner was suspended for one year from the 
professional register. The third was originally suspended for six months, but 
after his appeal, he was removed from the register (Sheldon, 2007). In 2013, 
charges against a famous Dutch medium called Jomanda, who was also involved 
in the treatment of the actress, were eventually dismissed by the Supreme 
Court. The enduring media attention given to this incident, and the fact that 
alternative health practitioners with a medical degree were to blame, and thus 
acted incompetently, might have led to this long-lasting decline in trust. 
However, trust in health care providers without a medical degree did not 
decline over the years due to this incident. The fact that this was already a small 
group of people placing trust in this occupational group might mean that these 
people place so much trust in that occupational group that their trust is not 
affected by such an incident. 
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Figure 8.1 Percentage of general population placing very much public trust in health 
care providers and institutions: 1997 and 2014*  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

* Source: Brabers et al., 2015 (Public trust in health care data were available on: 1997, 1998, 
1999, 2000, 2001, 2001, 2004, 2005, 2006, 2008, 2010, 2012, 2014. In the remaining years 
public trust was not measured.)  

 
Another, second, broader implication of our thesis is that it provides insight 
into the differences between levels of trust in various general health care 
objects. Public trust in these objects is relatively stable over time and, as figure 
8.1 shows, differences between the objects of trust are fixed. For instance, 
physicians in general are highly trusted over time, whereas alternative health 
providers without a medical degree encounter low levels of trust over the same 
period. In this section, we will explain the differences between these levels of 
trust in the general population, using our theoretical model.   
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In the preceding section, we described these stable levels of trust measured in a 
general population as basic levels of trust. These basic levels of trust are formed 
by institutional guarantees and information that fits the vision of a person − a 
vision that is also based on these institutional guarantees. Thus, basic levels of 
trust are mainly built up by institutional guarantees, with the information that 
fitted this vision being a confirmation of this level. This means that the 
variation between the basic levels of trust in the general health care objects can 
be explained primarily by the institutional guarantees.  
 
Firstly, we will focus on differences in trust between occupational groups 
working in health care. It is significant that all the occupational groups in 
conventional health care presented in figure 8.1 are highly trusted by around 
80-90% of the population. However, there are some small differences between 
the occupational groups in conventional health care (see figure 8.1). Although 
in some years the differences between the occupational groups deviate to a 
small degree, the general picture is that medical specialists are trusted the 
most, followed by GPs. Nurses are trusted slightly less compared to medical 
specialists and GPs. Physiotherapists are trusted the least.  
The small differences between these occupational groups might be explained 
by educational differences. For instance, medical specialists must complete the 
highest level of education and encounter slightly higher levels of public trust. 
By comparison, nurses or physiotherapists may complete a slightly lower level 
of education and are also trusted slightly less. However, although education can 
play a role in explaining the differences between trust in the different 
occupational groups, it may not completely explain the differences between 
them. For instance, although medical specialists may be slightly higher 
educated than general practitioners (GPs), in some years GPs were trusted 
equally or slightly more than specialists. Therefore, it is expected that other 
mechanisms can play a role too with regard to explaining levels of trust. Firstly, 
it is known that people tend to have more positive attitudes towards a group 
when there is more direct or indirect contact (Gerritsen and Lubbers, 2010). 
This means that a higher contact rate with an occupational group might lead to 
more positive cultural beliefs about these occupational groups. This in turn may 
influence levels of public trust. Confirmation of this assumption can be found in 
several examples. For instance, in the Netherlands, people gain access to the 
health care system through a GP and, thus, people have more experiences with 
a GP compared to medical specialists. In 2013, 71% of the Dutch population 
visited a GP, whereas 37% saw a medical specialist (Centraal Bureau voor de 
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Statistiek, 2014). This higher exposure rate to GPs in comparison to medical 
specialists might explain the almost equal levels of public trust in some years. 
Physiotherapists were visited by 22% of the population in 2013, which is a 
lower contact rate than medical specialists and GPs. The slightly lower levels of 
public trust in physiotherapists might be explained by lower levels of education 
and a lower level of contact. Secondly, in line with contact frequency, the 
duration of interpersonal relationships between a health care provider of an 
occupational group and a patient might also have an impact upon the idea 
shared by a culture of the occupational group. For instance, in the Netherlands, 
the GP-patient relationship is long-lasting. During this relationship, trust 
between patients and their GPs can evolve, having a positive impact upon 
cultural beliefs about GPs in general and, through that, on the levels of public 
trust.  
We have described differences between occupational groups in conventional 
health care, but in health care different types of CAM practitioners are also 
active, both those with a medical degree and those without one. CAM 
practitioners without a medical degree are trusted much less compared to CAM 
practitioners with a medical degree (see figure 8.1). In the first place, this 
difference between both occupational groups in CAM can, as was the case with 
conventional occupational groups, be explained by education, because 
education creates a gap in levels of trust between the two. However, next to 
education, levels of trust in CAM practitioners can also be explained by another 
mechanism. Differences in shared ideas on CAM and conventional health care 
may possibly also have an impact upon the levels of trust in CAM practitioners. 
The reason for that assumption is that CAM practitioners who have a medical 
degree, and thus, based on their education could be expected to be as highly 
trusted as conventional health care providers. But in fact they were trusted 40-
50% less compared to conventional health care providers. This points in the 
direction that the shared belief about the availability of good quality care with 
regard to CAM in Dutch society is less positive compared to the same cultural 
belief with regard to conventional care. As in conventional health care, this can 
be related to relatively lower contact rates with CAM practitioners (9,2% 12-
month prevalence in Dutch society), compared to GPs, medical specialists and 
physiotherapists. On the other hand, this lower contact rate can also be a 
consequence of the fact that CAM is less evidence-based than conventional 
health care, which might have a negative impact on the expectation with regard 
to the availability of good quality care.  
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Altogether, studying the differences in trust between occupational groups in 
health care led to some new insights and, therefore, to adjustments to our 
model. Education and the cultural beliefs about the availability of good quality 
care that provided good explanations for differences between occupations were 
already part of our model. Although experiences were also already part of our 
model, focusing on a positive, neutral or negative experience, contact frequency 
with an occupational group and the duration of the relationship on an 
interpersonal level were not taken into account with regard to experiences. 
Both contact frequency and the duration of the relationship were added to our 
model because they are expected to have an impact upon shared cultural beliefs 
about the availability of good quality care from occupational groups and on 
public trust.  
Secondly, differences in the trust between institutions are also expected to be 
explained by differences in cultural beliefs. While the duration of interpersonal 
relationships is specifically related to occupational groups, differences in 
cultural beliefs in the care provided between institutions can also be related to 
varying contact frequencies with representatives of these institutions. For 
example, hospitals encounter higher levels of public trust (approximately 70%) 
compared to mental health services (around 25%) (see figure 8.1). This can be 
explained by the fact that hospitals are visited more frequently compared to 
mental health care institutions. In 2009, 43% of the Dutch population had an 
ambulatory consultation with a specialist; 5,8% of the male population and 
7,6% of the female population was admitted to a hospital (CBS, 2014). With 
regard to mental health care, 6,7% of the population used curative care, 
whereas 0,19% used long-term mental health care (CBS, 2014). These contact 
frequencies point in the direction that the more people are exposed to an 
institution, the more people have a positive opinion towards the institution that 
provided their care. As a consequence more people will display higher levels of 
public trust in these institutions in general. This assumption is in line with 
results from a study on public trust in mental health care performed by Friele 
et al. (2000), showing that people who had been treated in a mental health care 
facility in the past year were slightly more trusting towards that care compared 
to people who had not been treated in a mental health care facility. However, 
next to differing cultural beliefs about the care provided in institutions, 
presumably created by contact frequency, another mechanism might also have 
an influence upon public trust in institutions. This is another cultural belief, 
namely, the image of problems that are treated in that particular health care 
sector. For example, the image of people with mental health problems is rather 
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negative (Friele et al. 2000). This negative image correlates with public trust in 
mental health care (Friele et al., 2000), meaning that those who have a negative 
image of people with mental health problems, also display lower levels of 
public trust in mental health care. Nabitz et al. (2011) studied the views of 
people concerning the quality of care provided in a sub-sector of mental health 
care, addiction care, and found that people were, in relation to other sectors, 
less positive. One of his explanations for this finding was that people with an 
addiction or with psychiatric problems are stigmatized by society. This stigma 
affects the views of people about the institutions that treat these patients 
(Nabitz et al., 2011). Thus, differences in the image of mental health problems 
versus physical problems might be an additional explanation for the gap in 
trust between hospitals and mental health services. However, it is not only the 
images of mental health problems and physical problems which might differ, 
but also images can differ within physical problems. For instance, the image of 
health problems requiring cure rather than care. While cure problems 
supposedly have better treatment outcomes than care problems, the image of 
cure problems might also be more positive compared to the image of care 
problems. In short, the images of mental health care and health problems 
requiring physical cure or care can have an impact upon levels of public trust in 
that particular health care sector. This might also account for basic levels of 
public trust in occupational groups, but this is not known, due to a lack of 
information on trust in occupational groups working in all specific health care 
sectors, including mental health care. This assumption concerning the image of 
health care problems is again a new insight and, therefore an adjustment to our 
model is necessary. 
Thirdly, we found not only differences within the occupational groups and 
institutions, but also differences between occupational groups and institutions. 
With the exception of alternative health care providers, conventional 
occupational groups encounter higher levels of trust compared to conventional 
health institutions (see figure 8.1). That institutions and occupational groups 
differ in basic levels of trust can be related to differing cultural beliefs about 
both occupations and institutions. A first explanation for this difference in 
cultural beliefs could be found in the asymmetry between ordinary citizens and 
corporate actors within society. In 1982, Coleman wrote about public opinion 
polls showing people believe that life has become riskier. In his opinion, this 
change resulted from the fact that corporations grew (Coleman, 1982). 
Compared to the person on the other side of the relationship, corporate actors 
enjoy a very large amount of resources. Additionally, on the side of the 
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corporate actor there are only a few other parties to act as alternative 
transaction partners. Whereas on the personal side there are typically 
hundreds, thousands or even millions of others (Coleman, 1982). The fears 
derive in part from the recognition that in this asymmetric relationship, an 
ordinary citizen, as the weak part in the relationship, has little control over the 
actions of the strong party, the corporate actor (Coleman, 1982). The feeling of 
being a weak party in relation to a strong party might form the basis for more 
negative cultural beliefs about providing care with regard to institutions, 
compared to occupational groups. However, this explanation can also apply to 
occupational groups, such as physicians. In this relationship, patients are the 
weak party, because of their illness and vulnerability; physicians the strong 
party. This feeling of being the weak party was not expressed in the levels of 
public trust in occupational groups. Therefore, we expect that another 
explanation might be more applicable. People might be more inclined to place 
trust in occupational groups compared to institutions because normative 
guarantees such as education and occupational norms are much more 
prevalent for occupations than institutions. Next to that, we also expect that 
health care workers are more often associated with the ‘soft’ side of health care, 
the caring and the putting of patients’ interests first. Possibly, health care 
institutions are more often associated with the ‘hard’ side of health care, such 
as budgeting and organizational management. These more prevalent ‘soft’ or 
caring and interpersonal aspects of occupational groups in health care might 
lead to a more positive cultural belief about occupational groups, compared to 
the more ‘hard’ aspects such as budgeting and management in institutions. The 
fact that there is a difference between occupational groups and institutions in 
their culturally shared beliefs, which in turn can lead to differences in levels of 
trust between occupational groups and institutions, is again new to our model 
and was added to it.  
In order to explain the differences in basic levels of trust in diverse health care 
objects of trust, we used the institutional guarantees stemming from our model, 
such as education and the cultural belief about the availability of good quality 
care. However, the search for explanations between levels of public trust in 
occupational groups and institutions also led to some new insights. In our 
original model, cultural beliefs about the good quality of care were expected to 
have an impact upon public trust in health care. This thesis provided us with 
the new insight that other cultural beliefs can also have an impact upon public 
trust in health care. These cultural beliefs concern the image of health care 
problems and beliefs about institutions and occupational groups. Another new 
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insight was related to personal experiences. More interpersonal aspects such as 
contact frequency and the duration of a health care relationship can have an 
impact upon the shared cultural belief about good quality care. Both these 
aspects can, through the impact upon this cultural belief, have an impact upon 
basic levels of public trust in institutions and occupations. Based on these 
insights, we have adjusted our original model which is shown in figure 8.2. 
 
Figure 8.2  Adjusted theoretical model on mechanisms influencing public trust in 

health care 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

8.4 Policy considerations 
 
We will focus in this section on the policy considerations based on the results of 
our thesis and the wider implications related to public trust in health care. We 
distinguish here between policy considerations that are directly related to the 
conclusions of our studies and wider implications that are inspired by our 
studies. 
 
Public trust in health care as a performance indicator: the macro-level  
Performance indicators are currently being developed in health care. In this 
thesis, we have studied the usefulness of public trust in health care, measured 
in the general population, as a performance indicator on the national level. We 
expected that this indicator could be of value to governments because it could 
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provide them with information on the performance of the health care system 
from the users’ perspective.  
According to Colsen and Casparie (1995): “a performance indicator is a 
measurable phenomenon that has a signaling function with regard to quality of 
care and quality of organization”, meaning that it is liable to change. In our 
study described in Chapter two, public trust in health care remained largely 
constant over a number of years, displaying basic levels of trust. Therefore, we 
concluded in that study that it was questionable whether public trust was 
sensitive enough for policy makers to use as an input for their decisions. This 
same conclusion can be drawn for figure 8.1 in this chapter. Levels of public 
trust in health care objects on a macro-level, measured until 2014, hardly 
changed. Thus, from these results the conclusion can be drawn that public trust 
in health care is of no use to governmental policy makers as a performance 
indicator. Public trust in health care on a macro-level displays basic levels of 
trust, which are not susceptible to the changes in health care of the magnitude 
we have seen in the past years. 
However, although this is our conclusion, in the future, and thus outside the 
scope of this thesis, a change in the basic levels of public trust in conventional 
health care might be expected. This change can be due to a change from a 
supply-side health care system to a demand-driven system which took place in 
the Netherlands from 2005 to 2006. The reason that this change may have an 
impact upon the basic levels of trust is that a demand-driven system introduces 
market elements in health care in which patients are considered rational 
consumers. In order for patients to act as health care consumers, the 
information relating to the performance of health care providers is currently 
made increasingly available to them. Dutch patients can find this kind of 
information on the internet through websites such as 
www.zorgkaartnederland.nl and www.kiesbeter.nl. The first website provides a 
forum to rate the performance of individual care givers (such as medical 
specialists or physiotherapists) through reviews of patients − so-called 
electronic word-of-mouth. On www.kiesbeter.nl, government performance 
indicators that are being developed for health care institutions are made 
available to the public. Through this type of information people can be exposed 
to positive and negative stories and indicators on the performances of health 
care providers.  
However, it is questionable whether patients will act at present as rational 
consumers (Lako and Rosenau, 2009). This is not least because of the fact that 
the use of performance information is still limited. A majority of people do not 
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search for performance information in order to make an active choice about 
who is the best health care provider available (Reitsma et al., 2012; Victoor et 
al., 2012; Victoor, 2015). A study performed by Victoor (2015) showed that 
only 5% of the hospital patients exhibit choice behaviour. The reason that 
people do not extensively use this type of information may be because they 
have difficulty changing habits (Tiemeijer et al., 2009). The availability of 
information on the internet is quite new and the Dutch population are used to a 
GP referring them to a medical specialist (Lako and Rosenau, 2009) instead of 
searching themselves for the best specialist available. However, through the 
availability of the information, people might, in the long run, become more 
interested in using performance data as a source of information in order to 
choose their health care provider. In this way they would be acting as a rational 
consumer, leading to a cultural change which can possibly influence the basic 
levels of public trust in health care objects.  
How this performance information can influence people’s public trust in health 
care is uncertain, though. Three scenarios can be distinguished regarding the 
impact of this type of information upon the basic levels of public trust in health 
care seen through the choices that health care consumers make. 
The first scenario is that the emergence of a rational consumer increases the 
basic level of public trust in health care. Performance indicators are being 
developed by the government because they are expected to reduce the risk 
related to placing trust, and thus create predictability (Meurs, 2008). This 
means that, in terms of trust in health care, patients are able to reduce their risk 
of encountering a poor performing physician and that they can predict which 
physician will give them the best quality of health care. Consequently, if, based 
on this information, they visit the best performing health care providers, this 
could lead to a growing number of positive experiences. Once positive 
experiences become structural, this information can have an impact upon the 
cultural beliefs regarding good quality health care and, as a result, enhance the 
basic levels of public trust in various health care objects. Additionally, even if 
patients do not change into active consumers, it is possible that levels of public 
trust will increase due to the availability of performance information. This is 
based on the finding that even though most patients did not actively choose the 
highest quality hospital, patients will have a better care experience if they have 
the right and opportunity to attend the hospital of their preference (Victoor, 
2015). Thus, having the opportunity to choose can indirectly lead to the 
reporting of higher levels of trust. Furthermore, a systematic review by Fung et 
al. (2015) showed that releasing performance information into the public 



 

168 Public trust in health care: exploring the mechanisms 

domain stimulates activity on the hospital level aimed at improving the quality 
of care. This activity towards improving the quality of care might also lead to 
higher levels of trust. 
The second scenario is that the basic level of public trust in health care is not 
affected by performance information. Meurs (2008) indicated that it is an 
illusion to expect that all risks can be covered by performance indicators. If all 
the risks cannot be covered, then the situation before and after the availability 
of performance indicators is not changed. If, in this scenario, performance 
information did not change the situation with regard to the health care 
provided, then the basic levels of trust after the introduction of performance 
indicators will remain the same.  
The third and last scenario is that performance information can have a negative 
effect on the basic level of public trust in health care. The reason for this 
assumption is that transparency through performance information can, 
unintentionally, lead to the feeling that health care seems to be unsafe, the so-
called transparency-paradox (Paauw-Fikkert et al., 2014). The expectations 
with regard to health care are not met because it becomes clear to the public 
that health care providers are not always competent or acting in good faith. 
Neither is the high expectation of the public met that the Inspectorate, as an 
institutional guarantee, will protect them and enable them to be without risk in 
health care (Paauw-Fikkert et al., 2014). This can, in the long run, diminish 
levels of trust (Gezondheidsraad/Raad voor de Volksgezondheidszorg, 2006). Hence, 
a permanent display of incompetence by health care providers, shown through 
negative performance information on the internet, can lead to a corrosion of 
the cultural belief in the availability of good quality care and about the 
institutional guarantees provided by the Inspectorate. In this way they will 
have a negative influence upon the basic level of public trust in health care. 
It is not known if, and how, performance information will influence the basic 
levels of public trust in health care. This lays outside the scope of our thesis. 
However, we would advise governments to consider monitoring trends on the 
basic levels of public trust over the coming years. If levels of trust are indeed 
dropping due to the availability of performance information, then policy 
makers will be aware of this situation and could then search for opportunities 
to enhance the levels of trust. In line with this thesis, these opportunities can be 
found with regard to institutional guarantees or, for instance, informational 
mechanisms, such as the media.  
 
 



 

Chapter 8 169 

Public trust in health care as a performance indicator: the meso-level  
It is also open for discussion whether or not public trust in health care 
institutions, on the meso-level, could be useful as a performance indicator. 
Performance indicators on the meso-level should also have a signaling function. 
However, they can only have this function if they are liable to change. In 
contrast to our studies on public trust in health care on the national level, our 
studies on the meso-level, such as on institutions or occupational groups within 
a hospital in a specific region, suggested that levels of public trust in health care 
objects here were much more susceptible to change. For example, in a meso-
level study, people living in the catchment area of a hospital felt lower levels of 
trust in some occupational groups in this hospital and the hospital itself, due to 
an incident that had taken place there. One year later, trust in the hospital was 
slowly recovering in the population. These study results showed that public 
trust in specific institutions and occupational groups measured amongst people 
living in the catchment area of the hospital is liable to change.  
Nevertheless, although public trust in health care on the meso-level is liable to 
change, it is not clear whether or not, at this level, it has the signaling property 
of a performance indicator. The reason for that is that, in this study, the lower 
level of public trust in this hospital seems to be a consequence of media 
attention on its poor performance. This suggests that the decrease in trust can 
only be observed after some poor performance has already been discovered by 
the media. If this is the case, then this contradicts the signaling function of a 
performance indicator and therefore is not useful for hospital managers. On the 
other hand, the levels of trust in this hospital could also have already been 
declining before the incident was reported in the media (see section 8.5, 
problems with causality). It is possible that, if the hospital delivered poor 
quality care before the incident took place, then people in the area could have 
already been confronted with these poor standards. They could have had 
personal experiences with the hospital or might have been informed, by talking 
to people in their networks, of the poor quality of care provided. This would 
then have a negative, effect upon their levels of public trust in this hospital. If 
that is the case, then public trust on the meso-level of health care could 
certainly be a useful performance indicator, because levels of trust declined 
without the hospital board noticing the malpractices taking place there. Our 
study shows that we cannot rule out that public trust in an institution can be a 
useful performance indicator for policy makers on the meso-level, but neither 
can we confirm it. We conclude that, until now, because of the uncertainties 
with regard to its signaling function, we do not specifically recommend to 
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policy makers that public trust in institutions should be measured. Future 
research should provide greater insight into this signaling function and its 
usefulness as a performance indicator.  
 
Public trust in health care and the handling of negative experiences:  
the micro-level 
On the micro-level, this thesis found indications that negative experiences 
harmed the levels of public trust both in the institution in which care was 
provided and on the staff working there. Policy makers should take this into 
account. This is especially true because these negative experiences might also 
become negative word-of-mouth information, which could possibly have an 
impact on the levels of trust of others.  
In order to react to negative experiences, institutional policy makers should 
provide proper opportunities for people with negative experiences to have 
their complaint heard. We found in our study on complaint handling through 
complaint committees that public trust in health care did not increase. Thus, 
based on this study, it can be concluded that trust levels do not change due to 
complaint handling through complaint committees. 
However, we assume that this finding was related to the formal position the 
complaint committee holds within the complaint handling process in a hospital. 
In most cases, complainants use informal complaint handling first which settles 
approximately 90% of cases. This means that the complicated cases were most 
likely to be handled in the complaint committees.  
Therefore, we do not rule out that informal forms of handling complaints might 
have a more positive impact upon trust in health care for the majority of the 
informal complainants. However, the results of our thesis study based on 
formal complaint handling show otherwise. In a practical sense, therefore, we 
advise that a complainant, who had a negative experience should be treated 
with honesty, courtesy and concern. Complaint procedures should be followed, 
and if necessary, an apology should be made. An initiative in the Netherlands, in 
line with our advice, is Open (www.openindezorg.nl). This is a network focused 
on openness with regard to medical incidents. Health care providers, 
researchers and other parties involved, cooperate in order to gain more insight 
into what is an adequate procedure with regard to incidents. When an incident 
occurs, the participating health care institutions have committed themselves to 
dealing with patients and their loved ones with courtesy and openness, and to 
search actively for solutions.  
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8.5 Methodological issues 
 
With regard to our study, several methodological issues can be addressed. We 
will first discuss the possibility of selectivity in the data used. We will then 
address the problem of causality and finally we will discuss several issues 
related to the measurement of public trust in health care. 
The selectivity of the respondents is a potential problem in all survey research. 
Selectivity might affect the descriptive information on public trust. In this thesis 
the main source of data was the “Dutch Health Care Consumer Panel”, a cross-
section of the Dutch population. There are several reasons for the selectivity in 
this panel. This panel serves as an access panel from which samples can be 
drawn for specific studies. The panel was established, and is constantly 
renewed, by asking samples of the Dutch population to join the panel. However, 
although this panel is intended to be a cross-section of the Dutch population, 
we can presume that only those within the Dutch population who are 
interested in health care will, eventually, participate in it. The renewal of the 
panel is used to prevent members from becoming ‘experts’ in answering 
questions about health care. Their interest in health care topics might have an 
influence upon the participant’s levels of trust. Panel members might be more 
exposed to information about health care that might, in turn, affect public trust 
− according to our theoretical model. However, as we did not find a clear 
indication of a negativity effect, we do not expect panel members to be 
differentially affected by their potentially greater interest in health care issues. 
Additionally, it can be assumed that people who are willing to fill out a 
questionnaire (panel members), also have a more trusting nature, which will 
influence the data on public trust in health care in a positive manner. Thirdly, 
non-western immigrants, a growing part of Dutch society, did not participate in 
our panel until recently. In 2007, one in ten inhabitants of the Netherlands was 
a non-western immigrant. In 2050 this is expected to be one in six (CBS, 2007). 
Non-western immigrants often experience communication and language 
barriers with health care providers and have different expectations with regard 
to health care (Lamkaddem, 2013). These different expectations of health care 
and communicational problems might also have a negative impact on trust in 
health care.  
We have corrected the data in this thesis for direct selectivity on socio-
demographic variables, such as an overrepresentation of women and elderly 
people in our panel. However, the absence of non-western immigrants could 
not be addressed. Neither was weighting possible for indirect selectivity, such 
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as interest in health care topics and a more trusting nature. In the other sources 
of data, a selectivity of respondents might also have taken place. As we have 
mentioned in chapter six, presumably more patients, treated in the IJH in the 
past year, will have responded to our survey because of their interest in the 
hospital. Again, the data could not be weighted for this specific selection of 
respondents.  
 
Most of the studies reported in this thesis were cross-sectional, or repeated 
cross-sectional. This brings up the question of causality. Based on our 
theoretical model, we assume that mechanisms, such as experiences, media and 
networks, will influence public trust in health care. However, there is also the 
possibility of a reverse relationship. Experiences in health care, for instance, are 
assumed to influence public trust in health care, but they might also be 
influenced by the level of public trust people have in health care. This can be 
due to the confirmation-bias: the conscious or unconscious tendency to search 
for and interpret information in a way that confirms a person’s existing ideas 
(Nickerson, 1998). This might mean that when people have higher levels of 
public trust in health care, they may be more open to positive experiences in 
health care, thus confirming their high levels of trust. In contrast to people with 
high levels of trust, people who display lower levels of trust might have more 
negative experiences in health care. This confirmation bias might also apply to 
information received through networks and the media. People with high levels 
of trust might be surrounded by people who are more positive about health 
care and might also be more open to positive information from their networks 
on health care, confirming their high levels of public trust. Additionally, people 
with higher levels of trust might be more receptive to positive news on health 
care, compared to people with lower levels of trust who may, in turn, be more 
receptive to negative information. Thus, although it is likely that experiences, 
the media and networks will have an impact upon public trust in health care, 
the levels of trust can also have an impact upon how information is viewed and 
which type of information the receiver processes. Another problem with 
causality was also encountered in this thesis in the fifth chapter. In this chapter, 
we assume that people lost their trust in a hospital due to reports of problems 
in the media. However, the problem with causality in this study is that it cannot 
be ruled out that, prior to this incident, trust levels in this hospital were already 
low for people living in the local area. For instance, the low quality of health 
care provided in this hospital prior to the incident could have led to lower 
levels of trust by people living in the local area. Because we lack any 
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measurement of trust before the incident took place, we are not certain that 
levels of trust declined due to the media attention. Nevertheless, in the sixth 
chapter increasing levels of trust were found which could be attributed to 
changes with regard to the hospital which were spread by the media.  
These problems in causality can be solved by conducting more longitudinal 
studies and by especially-designed experimental studies. 
 
Finally, we will discuss a number of issues related to the measurement of public 
trust. Firstly, public trust in health care in this thesis is measured by questions 
about trust. However, as in other studies in economic sociology, we could also 
have chosen to measure trust through behaviour. In these economic exchange 
studies, examples of behaviours, used for measuring trust, were, investments in 
formal arrangements and the extent of contracts between firms (e.g. Buskens 
and Raub, 2002; Batenburg et al., 2003). Inspired by these studies, we 
considered whether or not it might be of interest to measure public trust 
through behaviour instead of through self-reported levels of trust. We 
concluded that it would be difficult to measure public trust through behaviour 
on the macro-level. It does not involve a concrete interaction with an institution 
or a group of health care providers. However, we also concluded that public 
trust on the meso-level within health care could have been measured through 
behaviour. For instance, with regard to our study of the hospital in which 
problems arose, we could have chosen to study behaviour instead of measuring 
trust through a questionnaire. Research on trust in this context could have been 
performed by studying patient flows with regard to hospital care in the local 
area served by these specific hospitals. If we then found that patients punished 
the hospital by avoiding it after the incident, this could also be explained as a 
lack of trust on the part of the patients.  
A second methodological issue of this thesis is related to the measurement of 
public trust in health care in an international setting. There are two 
methodological problems in this setting. Firstly, there can be linguistic 
problems. For instance, in our international study for this thesis, we 
encountered difficulties in the translation of questions on public trust, due to a 
semantic differences. In English, there are two semantic constructs for the 
words: trust and confidence; whereas in Dutch and German there is only one: 
“vertrouwen hebben” and “Vertrauen schenken”. After panel discussions about 
the translation process in the study of England and Wales, it was decided to use 
the words “being confident” (Van der Schee et al., 2006). Next to that, Hall 
(2006) also addressed serious problems for cross-cultural studies on trust due 
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to the subtleties between the use of trust, faith and confidence. In his opinion, 
trust in physicians was, for example, more emotive than the psychological 
states that might be called reliance or confidence, which are more rationally 
based. He also indicated that other languages do not consistently distinguish 
between trust and either confidence or faith. He pointed out that next to 
German and Dutch this was also the case in French, Spanish and Italian. For 
instance, French and Spanish have confiance/confianza and foi/fe, and Italian 
has fiducia and fede, but no separate term for trust. Hall (2006) suggested that, 
in order to prevail over the linguistic distinctions, it was preferable, if possible, 
to use a measure of trust that does not depend on particular understandings of 
the term itself. Secondly, another problem when studying public trust in health 
care in an international setting is related to differences in health care systems 
between countries. In our opinion, even if these linguistic problems with regard 
to public trust are solved, there are questions on the comparability of public 
trust in health care in an international setting. In our international study, we 
found indications that differences in health care systems mostly reflected 
differences in cultural beliefs about the availability of good quality care, instead 
of differences in the actual quality and performance of the system. Thus, both 
linguistic and comparability problems, led to difficulties in conducting research 
on public trust in health care in an international setting. 
A third methodological issue is that public trust in occupational groups and 
health institutions was measured with only one single item. In contrast, a 
conceptual analysis in literature on trust led to the expectation that it consists 
of four dimensions: fidelity, competence, honesty and confidentiality (Hall et al., 
2002; Zengh et al., 2002; Rose, 2004; Dugan et al., 2005; Egede and Ellis, 2008). 
This suggests that measuring trust in health care with only one item might not 
cover the whole concept. This assumption is, however, contradicted by the 
research findings of studies on the scale development of trust which took these 
dimensions as a starting point. Studies on the scale development of trust in the 
medical profession (Hall et al., 2002; Dugan et al., 2005) or health insurer [in 
the United States (Zengh et al., 2002; Dugan et al., 2005, Goold et al., 2006) and 
in the Netherlands (Hendriks et al., 2007)] showed that it behaved as a uni-
dimensional construct. These findings were consistent with those in studies on 
interpersonal trust in a physician in the USA (Thom et al., 1999; Hall et al., 
2002, Freburger et al., 2003; Dugan et al., 2005) and in the Netherlands 
(Bachinger et al., 2009). These study results suggest that a single item to 
measure public trust in health care is sufficient. 
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A fourth methodological issue is related to the categories for answering the 
public trust questions used in our study. These categories provided no 
opportunity to have an average level of trust. It was either very low, low, high 
or very high. Possibly a five-point Likert scale could have displayed more 
variation and differences in levels of trust with regard to institutions and 
occupational groups over a number of years. On the other hand, respondents 
could simply reply that they had ‘no opinion’. Thus, if they considered 
themselves too inexperienced or thought they were lacking knowledge, they 
had the opportunity to avoid answering the question. This did not, however, 
lead to a large amount of people ticking the ‘no opinion’ box. With regard to 
occupational groups, the highest percentage was found for alternative 
practitioners. 20% ticked this box. For general practitioners, this box was 
ticked the least, by 2%. With regard to institutions, the percentage ticking the 
‘no opinion box’ was 20% for home care institutions, while 7% ticked this box 
for hospitals. This means that in most cases respondents considered 
themselves eligible to fill out the questions on public trust.  
 
 

8.6 Proposal for future research 
 
This thesis gives rise to several proposals for future research. Six of these 
proposals are related to the model presented in this thesis, of which two are 
based on the adjustments to our model described in section 8.3. The other four 
proposals are related either to the fact that hypotheses in this thesis could not 
be tested, or not thoroughly enough, or to questions that were raised after 
studying the results of our research. A last proposal is not based on our model, 
but is related to public trust in health care and its usefulness as a performance 
indicator on the meso-level.  
 
A first proposal for future research, based on adjustments to our original 
model, is related to institutional guarantees having an impact on public trust. 
As we mentioned earlier, three types of institutional guarantees are 
distinguished: a cultural beliefs system about the availability of good quality 
care; normative guarantees; and regulative guarantees.  
Next to this cultural belief about good quality care, included in our original 
model, we have added to our model, cultural beliefs about the image of the 
health care problem and about institutions and occupations.  
Firstly, we added ”the image of problems that are treated in that particular 
health care sector”. As we mentioned earlier, there is a stigma in society 
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surrounding mental health problems. This points in the direction that cultural 
beliefs about mental health problems will be more negative compared to 
cultural beliefs about physical health problems. However, differences in images 
might also occur with regard to physical health problems. The image of 
problems that can be treated through cure might be more positive, compared to 
physical problems that are treated by care. These possible differences in the 
image of the problem might affect levels of public trust in occupations and 
institutions. Secondly, we have added to our model, differences in the image of 
occupational groups and institutions. We expected that occupational groups are 
possibly more associated with ‘soft’ health care aspects, such as caring for 
patients, whereas institutions are expected to be associated with the ‘hard’ 
health care aspects, such as the management of health care and budgeting. The 
‘soft’ aspects of the image of occupational groups are expected to be rated 
higher, leading to higher levels of public trust, in contrast to the ‘hard’ aspects 
of institutions.  
With regard to both of the new cultural beliefs that were involved in the 
adjustments to our model, research should provide insight into the impact 
upon levels of public trust in institutions and in occupational groups. The 
research questions of this proposal would be: 
 
1a Does the image of health care problems have an impact upon the levels of 

public trust within the health care occupations and institutions that treat 
these problems? 

1b Do the different images of institutions and occupational groups in health 
care explain the different levels of public trust between the two? 

 
A second proposal, based on adjustments to our model, is related to 
experiences with health care. In our original model, the focus was on the type of 
experiences (negative, neutral or positive) and its impact upon levels of public 
trust. However, after studying the differences in basic levels of trust in 
occupational groups and institutions, we also expect that two additional 
relational aspects, contact frequency and the duration of the relationship, can 
also have an impact upon public trust in health care. Contact frequency is 
expected to have an impact through the cultural belief about the availability of 
good quality care. Our expectation is that this cultural belief is partly based on 
the idea that ‘unknown is unloved’. Thus, if contact frequency with a particular 
occupational group or institution is low, then the cultural belief about the 
quality of the care provided is less positive and public trust in this occupational 
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group or institutions is lower, compared to an occupational group or institution 
which has a higher contact frequency. Another relational aspect is the duration 
of the relationship with an occupational group or institution. Long-lasting 
relationships are expected to have a positive impact on the cultural beliefs 
surrounding health care and, through that, on public trust in health care.  
In our research, neither of these relational aspects were taken into account. In a 
follow-up study, the impact of both contact frequency and the duration of the 
relationship, on the cultural beliefs about the quality of care provided, and 
about public trust in health care, should be taken into account. Research 
questions of this study could be: 
 
2a  Does contact frequency have an impact upon the cultural beliefs about the 

quality of care provided in occupational groups or institutions, and through 
that on public trust in health care? 

2b Does the duration of the relationship have an impact upon the cultural 
beliefs about the quality of care provided in occupational groups or 
institutions and through that on public trust in health care? 

 
Next to the proposals that were based on the new adjustments to our model, we 
also present four other proposals that are associated with our original model.  
 
A first proposal based on our original model is related to network knowledge or 
information from others and its impact on public trust in health care. One 
reason to propose research on this topic is because, in this thesis, relatively 
little attention is paid to it. It is solely studied in relation to CAM and not in 
relation to conventional health care. Additionally, the two questions that were 
used in the CAM study were general: Did you receive information through your 
network? If yes, was this information positive, neutral or negative? Thus, 
research on network knowledge and its relationship to public trust in 
conventional care would complement our thesis and could be elaborated upon 
more specifically.  
Another reason for studying information received through networks is that, 
although the primary focus in this thesis was to gain insight into whether or not 
network information would have an impact upon public trust in health care, the 
impact of the information might also differ between different types of networks 
or sources within the network through which the information is received. 
Firstly, different types of networks, varying in levels of density might influence 
the impact of information from this network on public trust in health care. 
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Granovetter (1983) has argued that persons with weak ties in their network, 
which usually means more heterogeneous networks, are likely to acquire a 
wider range of information, compared to people with strong ties in their 
network. Additionally, Burt and Knez (1995) found that individuals in dense 
networks tend to have more extreme opinions about the trustworthiness of 
others outside of the network, compared to individuals in less dense networks. 
Thus, different levels of density in networks can also influence trust. This might 
also be applicable to public trust in health care. For example, a person within a 
less dense network might receive more diverse information and might have 
less extreme opinions (positive or negative) on the trustworthiness of health 
care, compared to people in very dense networks. People in networks with 
stronger ties might exhibit more high, or extremely high or low levels of public 
trust in health care, whereas people in networks with weak ties are expected to 
display more average levels of public trust in health care. 
Next to the density of the network, the extent of the impact of information 
received through a source in the network on public trust in health care depends 
upon the position of the source towards the person trusting. As we mentioned 
in the introduction, Coleman (1990) divided people into two types within a 
network. These are people who have a position similar to the person trusting 
and similar interests in the placing of trust, and others who have a position 
different from the person trusting and lack the similar interest in the placing of 
trust. The impact of information provided by the first would have greater 
impact upon the placing of interpersonal trust, compared to the latter. Even 
though this division was not taken into account in our thesis, it can also be 
made with regard to public trust in health care. Information that is provided by 
someone who has the same disease and is, thus, in a similar position, might also 
have more impact upon a person’s public trust in health care compared to 
information from someone who does not have this disease. This is in addition 
to the person with the same disease having more impact upon the placing of 
interpersonal trust. The research questions of our study on network knowledge 
and public trust in health care would be: 
 
3a Does network information on health care have an impact upon public trust 

in health care? 
3b Do differences in the density of networks lead to differences in public trust in 

health care? 
3c Does information from people in different positions lead to differences in 

public trust in health care? 
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Our second proposal based on our original model is related to the informational 
mechanisms such as people’s own experiences, the information from others in 
the network and the media, and their impact upon public trust in health care. 
The results of our thesis showed that institutional guarantees and information 
which fit in with a person’s expectation of how health care is provided, give 
public trust in health care a stable basis. This basic level is influenced by very 
positive or negative information received through the informational channels. 
However, these results on the impact of information also led to questions on 
possible differences in the impact upon trust between the informational 
sources. Perhaps personal experiences might have a greater impact upon trust, 
compared to the information from others and the media. Information received 
through the network might have a greater impact than information received 
through the media. Additionally, these sources of information might be 
mutually influential. For example, information received through the network 
about physicians from a specific department in a particular hospital is 
extremely positive. However, what if a newspaper publishes an extremely 
negative story on the same physicians in this specific hospital. People are 
exposed to diverse sources of information each day. Thus, the question is which 
type of information is most influential and how are diverse sources related to 
each another with regard to public trust in health care.  
Furthermore, we also focus in this proposal on the negativity-effect. The reason 
for that is that, in this thesis, the results on the hypothesis about the negativity-
effect were inconclusive. This might be due to the method of measurement of 
the negativity-effect. We compared the mean scores of people who reported 
having had positive or negative information to those who reported having had 
no or neutral information. Therefore, we propose studying the negativity-effect 
in a more suitable manner. Effective research on the negativity-effect requires 
an experimental study with a pre-post design. At the start of the study, the 
levels of trust should be measured. Thereafter, respondents are exposed to 
positive, negative and neutral information from diverse sources, which vary 
between the respondents. After the provision of this information, the levels of 
trust should be measured again.  
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The following research questions should be answered with regard to our 
research proposal on informational sources and their impact upon public trust:  
 
4a Do informational mechanisms differ in their impact upon public trust in 

health care? 
4b How do mechanisms mutually affect one another with regard to public trust 

in health care? 
4c Does negative information (received through experiences, others or the 

media) have a greater impact upon public trust in health care, compared to 
neutral and positive information? 

 
A third proposal, based on our original model, emphasizes the relationship 
between interpersonal trust and public trust in health care. Interpersonal trust 
is expected to have an impact upon public trust and vice versa. Both types of 
trust are expected to be related and to interact (Hall, 2001). Patients base their 
level of interpersonal trust in a new, unknown, medical specialist, on the views 
of medical specialists in general, and on the symbolic or typical features of 
being a doctor (Hall, 2002). When this relationship evolves, over time, 
interpersonal trust will gradually be based on interpersonal experiences rather 
than on views about the profession. On the other hand, the interpersonal trust, 
as perceived in relationships in health care, might lead to an increase in levels 
of public trust in health care. The research question for this proposal will be: 
 
5 How are interpersonal trust in health care providers and public trust in 

health care related? 
 
A fourth proposal for further research on our model is based on a description of 
Van den Bos (2011) of a citizen’s trust in the government. In his essay on this 
topic, he distinguishes three fundamental reactions of trust towards the 
government, namely the citizen is: (1) sure that he can trust the government; 
(2) sure that he cannot trust the government; and (3) not sure whether or not 
he can trust the government. Belief systems about psychological attachment 
form a basis, next to competence and professionalism for the placing of trust in 
the government (Van den Bos, 2011). This means that people who are more 
prone to place trust in others might also be more prone to place trust in 
systems and institutions. Although trust in government and trust in health care 
are different concepts, this is an interesting idea because trust in others might 
also play a role in the placing of trust in health care. With regard to health care, 
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we should study whether one can differentiate between people who place trust 
in others and people who do not and how this placing of trust in others is 
related to levels of public trust in health care.  
Van den Bos (2011) also suggests that those who are not sure whether or not 
the government can be trusted are those who are more willing to search for 
information about the trustworthiness of the government, compared to people 
who trust and people who do not. This assumption also raises the question of 
whether the informational mechanisms we have studied, and that have an 
impact upon trust, possibly differ in their impact with regard to people who are 
trusting towards health care, people who are not and those who are indecisive. 
For instance, the impact of negative information on health care might be 
greater on people who place high levels of trust in health care. However, the 
impact of the same information might be smaller upon people who already 
have doubts about the placing of trust or who do not trust. The research 
questions for this study would be:  
 
6a  Is the level of trust one places in others related to levels of trust placed in 

health care? 
6b Do informational mechanisms differ in their level of impact upon people 

placing trust in health care, people who are indecisive about placing their 
trust in health care and people who distrust health care? 

 
Next to these proposals based on our model, there is also a last proposal that is 
related to public trust in health care and how far it can be used as a 
performance indicator on the meso-level. The measurement of public trust in 
health care on the meso-level should be emphasized, in order to provide policy 
makers with the best information available. Public trust on the meso-level can 
be measured in two distinct ways. Firstly, emphasis can be laid on reputation. 
In order to measure reputational trust, a questionnaire on trust in local health 
care providers may be sent to a cross-section of regional populations. This was 
done earlier too in the study with the hospital in which problems occurred. 
Secondly, emphasis can be placed upon performance. This means that public 
trust can be measured amongst patients who have had experiences within a 
certain care facility as was done with the study on complaint handling. In this 
study, both types of measurements could be compared and the usefulness for 
policy makers could be studied.  
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The research question of this study would be: 
 
7 Which measure, emphasizing reputation compared to experiences) 

optimizes the usefulness of public trust in health care as a performance 
indicator? 

 
In conclusion, this thesis was the first to present a theoretical model on the 
mechanisms influencing public trust in health care. The model presented gives 
a description of such mechanisms. Evidence was presented that suggested that 
both the mechanisms related to systems, as well as the informational 
mechanisms, have an impact upon public trust in health care. We believe this 
thesis provides sufficient insight into mechanisms influencing public trust in 
health care, but it still leaves some questions unanswered.  
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Introduction 
 
Public trust in health care is important. Research has shown that low levels of 
trust in health care are related to counterproductive behaviours, such as the 
delay of using health care or lower compliance to medicine. Therefore, the aim 
of this thesis is to investigate how public trust in health care is formed, by 
studying the mechanisms behind it.  
The mechanisms that were expected to have an impact on public trust in health 
care consist of two types: system-related and informational mechanisms. 
System-related mechanisms, also called institutional guarantees, are 
mechanisms providing the framework in which health care is supplied to 
patients. These guarantees are the cultural belief systems, normative structures 
and regulatory systems that provide significance and stability to the health care 
sector. With regard to cultural belief about the availability of good quality care, 
we expected that it will have an impact on public trust in health care within a 
country and that it can lead to differences between countries. The presence of 
normative and regulative guarantees was expected to lead to higher levels of 
public trust in health care. Informational mechanisms consist of personal 
experiences in health care, information from others and information received 
through various media including the radio, television, newspapers and the 
internet. Positive information was expected to lead to higher levels of trust, 
whereas negative information is expected to lead to lower levels. Additionally, 
we assumed that the negativity-effect also applied to these informational 
mechanisms, meaning that negative information would have a greater impact 
on public trust in health care than positive information.  
 
This thesis addressed the following research question: 
 

‘Which mechanisms explain differences in public trust in health 
care?’ 

 
This thesis consists of two parts. The first part deals with public trust in health 
care on a macro-level, thus on a system level, and consists of chapters 2 to 4. 
The second part of this thesis investigates public trust in health care on the 
meso-level that is on the organizational level within health care, and comprises 
chapters 5 to 7. 
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In chapter 2, we studied the development of public trust in health care on 
macro-level through the years. For this purpose, we have monitored public 
trust in health care in the Netherlands over an eight year period (from 1997 to 
2004). We expected to find a decrease in public trust, with a low point in 2002. 
This low point in 2002 was expected because of  the pre-election debates of 
2001-2002. A newcomer in Dutch politics, Pim Fortuijn, voiced the discontent 
of segments of the population on several topics, one of which was health care. 
The media covered his discontent extensively. As a result, his just founded 
political party (partly as a reaction to his assassination) became the second 
largest political party in the Netherlands. In the coalition government that came 
to power after the 2002 elections the Fortuijn Party held the Ministry of Health. 
One of the new minister's spear points was to shorten the waiting lists in 
hospitals. However, already after 82 days (in October 2002), under elaborate 
media attention, the cabinet fell and the minister of health had to resign. 
Afterwards media attention subsided.  
In order to conduct this research, since 1997 to 2004, public trust in health care 
was measured annually through postal questionnaires to the “health care 
consumer panel”. At that time this panel consisted of approximately 1,500 
households and formed a representative sample of the Dutch population.   
Trust in health care and trust in hospitals did not show any significant trend. 
Trust in medical specialists displayed an upward trend. Trust in future health 
care, trust in four out of six dimensions of health care and trust in general 
practitioners actually did show a decrease. However, only for trust in macro 
level policies and trust in professional expertise this trend continued. For the 
remaining trust objects, after 1999 or 2000, an upward trend set in.  
No support was found for our overall assumption. Explanations for the fact that 
trust did increase after 1999 or 2000 were difficult to find. This stability could 
be a truthful reflection of generalised attitudes on health care. However, also 
lack of sensitivity of the instrument to measure public trust in health care on 
macro level could not be excluded.  
 
Chapter 3 described a study comparing public trust in health care in three 
European countries (England and Wales, Germany, the Netherlands).  
The original Dutch  questionnaire was translated into German for utilisation in 
Germany and in English for utilisation in England and Wales, using the double 
forward backward method. A cross-section of the population living there was 
asked to fill out the questionnaire in all three countries. 
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In this study we found that, in general, people in Germany have less trust in 
health care, while people in England and Wales have the highest trust levels. 
There was no explicit evidence for mechanisms explaining this difference. 
Neither institutional guarantees nor the availability of health care explains the 
differences between the three countries in public trust. Also,  differences in 
public trust between the three countries cannot be explained by differential 
media attention at the time the questionnaire was set out. 
Therefore, we concluded that, although these hypothetical explanations need 
stronger tests,  cultural differences between the three countries could be an 
important source of differences.  
 
In chapter 4 we focused on public trust in complementary and alternative 
medicine (CAM). The aim of this study was to gain insight into public trust in 
CAM and the determinants that lie at the root of it. We hypothesized that public 
trust in CAM is related to: perceived institutional guarantees; media 
information on CAM; information from people’s social network; personal 
experiences; the role of general practitioners (GPs); and trust in conventional 
medicine.  
A postal questionnaire on public trust in CAM was mailed to 1,358 members of 
the “health care consumer panel”.  
In the total sample, the level of public trust in CAM was, on average, a 5.05 on a 
scale of 1-10. 40.7% was a CAM user, currently or in the past, and thus 
displayed significantly higher levels of trust toward CAM than members of the 
public who did not use CAM. In the total sample, public trust in CAM was 
related to perceived institutional guarantees, negative media information, 
positive and negative information reported by their social network and 
people’s personal experiences with CAM. For those not using CAM, trust was 
mostly associated with perceived institutional guarantees. For users, personal 
experiences are most important. For non-users, trust levels in CAM are affected 
by negative media information; for CAM users, information from the media has 
no effect. For people not using CAM, public trust was related to negative 
information from their network. While, for CAM users, this is related to positive 
information. This research led to the following conclusions. CAM is trusted less 
than conventional medicine in the Netherlands. The hypotheses on perceived 
institutional guarantees, media information, information from networks, and 
people’s personal experiences, were largely confirmed by our study for the 
total sample, for CAM non-users and users. The other hypotheses were rejected. 
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The next three chapters (5 to 7) were on public trust in health care on meso-
level. In these three studies, we conducted research on mechanisms influencing 
public trust in a hospital. 
 
In chapter 5, we examined the impact of an incident in a Dutch hospital on 
public trust in health care in the population living in the vicinity of where the 
incident took place and in the national population. We conducted this research 
because the extent of the impact of such incidents in health institutions, often 
extensively covered by the news media, on public trust in health care is not 
known.  
News media coverage of this incident in a hospital started in Fall 2008. We 
collected data in three samples, using a postal questionnaire on public trust in 
health care. Two samples were a cross-section of the Dutch population; one was 
questioned in October 2006, the other in October 2008. The third sample, also 
questioned in October 2008, consisted of 1,000 people living in the surrounding 
area of the hospital where the incident occurred. The cross-sectional sample of 
October 2006 was a reference group, while at that time no incidents in health 
care were covered in the media. 
This study displayed the incident had a strong impact on public trust in the 
hospital and specialists working there for the local population. Also, in the local 
population, the impact of the incident was generalized to trust in hospitals and 
specialists in general. In the national population, no impact of the incident on 
the public’s trust was found, despite national news media coverage.  
We concluded that local incidents have an impact on public trust in health care 
in the local population. These incidents did not influence public trust in health 
care in the national population.  
 
In chapter 6, we conducted a follow-up research study on the one described in 
the foregoing chapter. That study showed that people living in the environment 
of a local hospital, faced with an incident in 2008, lost their trust in the hospital, 
specialists working there and hospitals and specialists in general. It was, 
however, unknown how this lost trust would develop. This study focused on 
this development of trust, one year after the incident occurred.  
In order to gain insight in this development, in 2008 and 2009, a sample of 
persons living in the region of the local hospital were approached with a postal 
questionnaire. In addition, also national data on trust in health care were 
gathered in 2006, 2008 and 2010, collected in the “health care consumer 
panel”.  
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Although the levels of trust had dropped in 2008, they appeared to recover in 
2009. Trust level were, however, not yet increased to a national level. We 
assumed that it might take several years for trust to be fully recovered.  
 
In our last study on public trust in health care on meso-level, in chapter 7, we 
conducted research on the influence of an institutional, regulative, guarantee, 
namely formal complaint handling within hospitals. We expected that trust 
would be regained among patients whose complaint was handled by a 
complaint committee. We also expected that the degree of procedural, 
interactional and distributive fairness perceived by the complainants would 
have an impact on restoring trust.  
Two hundred and seventy-nine complainants, who filed a complaint with a 
hospital complaint committee, participated in this study. This study had a pre-
post design, meaning that they completed two postal questionnaires, before 
and after their complaint was handled.  
We found that complainants displayed low levels of trust in hospital care prior 
to the handling of the complaint. For the majority of complainants, trust did not 
increase after their complaint was handled. However, perceived procedural 
fairness did have an impact on trust among patients with an invalid complaint. 
For patients with a valid complaint, procedural, interactional and distributive 
fairness did not have an impact on trust.  
We concluded that for the majority of patients their trust in health care was not 
improved by complaint handling in complaint committees. Emphasising 
procedural fairness is important to help regain trust among patients with an 
invalid or partly invalid complaint. But for patients with a valid complaint, none 
of the measures had an impact on changes in trust. 
  
 
Conclusion 
 
The aim of this thesis was to gain insight in how public trust in health care is 
formed and the mechanisms that lead to changes in public trust in health care 
and health care providers. We distinguished two types of mechanisms that 
might explain possible changes: system related and informational mechanisms. 
 
In this thesis, several indications were found that cultural institutional 
guarantees have an impact on public trust in health care on a macro level. For 
example, in the international study on public trust in three countries, we found 
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clear directions that cultural differences have an impact on public trust in 
health care between countries. Another significant finding in this study, 
suggesting that cultural beliefs have an impact upon public trust in health care 
within a country, is related to beliefs about CAM. In England and Wales, 
compared to Germany and the Netherlands, trust in CAM therapists with a 
medical degree or trust in CAM therapists without a medical degree was much 
higher. Secondly, several normative structures, for instance the education of 
health care providers, were also found to play a role with regard to the building 
of trust. The strongest evidence for the assumption that education has an 
impact upon public trust is related to CAM. For instance, for all three countries 
in our international study, trust in CAM therapists who have a medical degree 
was higher compared to CAM therapists who do not have a medical degree. 
With regard to the regulative institutional guarantee, for the majority of 
complainants public trust in this hospital and its personnel was not regained 
after complaint handling. Thus, the hypothesis on institutional guarantees 
could partly be confirmed.  
For all three informational mechanisms (personal experiences, information 
from the network and the media) was found that positive information led to 
higher levels of public trust in health care, whereas negative information led to 
lower levels of public trust in health care. The hypotheses on these mechanisms 
could therefore be confirmed. However, although the hypothesis on receiving 
information through the network is confirmed, we note that it is only studied 
for complementary and alternative medicine on macro-level, not for 
conventional health care and on a meso-level. Another annotation with regard 
to the hypothesis on media is that information from the media only influenced 
the local population. Public trust in hospitals in the national population did not 
decline. Therefore, the extent of the impact of information from the media upon 
public trust in health care seems to be related to several factors, such as the 
distance to the incident and the degree to which the message affects the 
receiver of the message.  
The hypothesis on the negativity-effect could not be confirmed. On the basis of 
the findings in our studies, we concluded that the results on that hypothesis 
were inconclusive.  
On the whole, we found that our model provides an adequate description of 
influential mechanisms which act upon public trust in health care. Evidence 
was found for the starting point and the fundamentals of our model, while 
system-related mechanisms and informational mechanisms both had an impact 
upon public trust in health care, though the former only in part. 
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These findings in our thesis also led to some the broader implications. The first 
broader implication of this thesis is that we concluded that we expect people to 
have a basic level of public trust in health care which more or less may be 
influenced by information or experiences. For a specific object of trust, this 
level is based upon the system-related mechanisms (institutional guarantees) 
applicable to this object of trust and on information about representatives of 
this object. This information is gathered over years and fits into a person’s 
vision, based on the institutional guarantees, of how representatives of this 
object of trust, provide health care within this system. This basic level of trust is 
influenced by information or experiences that falls outside of a person’s 
expectation of how representatives of objects of trust provide health care 
within the system, meaning very positive or very negative information received 
through experiences, a network or the media. 
 The extent of the impact of this type of information on the basic level of public 
trust differs between objects on the macro and the meso-levels and depends 
upon two factors. Firstly, it depends on how closely the information is related 
to the object of trust. Negative or positive information on a specific hospital will 
have a greater impact upon public trust in this particular hospital and to a 
lesser extent upon public trust in hospitals in general. 
In addition, the impact depends upon the position the receiver holds towards 
the information. If negative information on a particular hospital is spread, then 
the impact is expected to be greater, on both the macro-level and meso-levels, 
on the trust felt by inhabitants living in the neighborhood of this hospital, 
compared to inhabitants who do not live in this area. 
 
A  second broader implication of our thesis is that it provides insight into the 
differences between levels of trust in various general health care objects. In this 
thesis, we explain these differences between these levels of trust in the general 
population, using our theoretical model. 
Firstly, differences in levels of trust between occupational groups could be 
explained as follows.  
They could partly be explained by a normative guarantee, namely differences in 
educational levels between these occupational groups. However,  we also 
expected that the differences between these groups could be explained by 
contact frequency with an occupational group and the duration of the 
relationship on an interpersonal level. Both contact frequency and the duration 
of the relationship were added to our model.  
 



 

Summary 191 

Secondly, differences in the trust between institutions were also expected to be 
related to varying contact frequencies with representatives of these 
institutions. Another mechanism that might also have influenced public trust in 
institutions, is another cultural belief, namely the image of problems that are 
treated in that particular health care sector. The stigmatizing of people with 
psychiatric problems might for instance be reflected in the lower levels of 
public trust in mental health care compared to hospitals. Thus, the image of 
mental health problems versus physical problems was also added  to our 
theoretical model.  
Thirdly, we also found differences between occupational groups and 
institutions. With the exception of alternative health care providers, 
conventional occupational groups encounter higher levels of trust compared to 
conventional health institutions. An explanation for this finding could be that 
people might be more inclined to place trust in occupational groups compared 
to institutions because normative guarantees such as education and 
occupational norms are much more prevalent for occupations than institutions.  
Next to that, we also expect that health care workers are more often associated 
with the ‘soft’ side of health care, the caring and the putting of patients’ 
interests first. Possibly, health care institutions are more often associated with 
the ‘hard’ side of health care, such as budgeting and organizational 
management. These more prevalent ‘soft’ or caring and interpersonal aspects of 
occupational groups in health care might lead to a more positive cultural belief 
about occupational groups, compared to the more ‘hard’ aspects such as 
budgeting and management in institutions. This cultural belief is 
again new to our model and was added to it.  
 
This thesis also provided some policy considerations. Based on these relatively 
stable levels of trust over the years, we concluded that public trust in health 
care is not useful to governmental policy makers as a performance indicator. 
However, although we concluded that public trust in health care is not useful to 
governmental policy makers as a performance indicator, we recommended  
governments to consider monitoring trends on public trust over the coming 
years. Increasing transparency and availability of information on performance 
of health care providers and health care institutions can have an influence on 
public trust in health care. Therefore, it is important to gain insight in the 
development of public trust in health care in future.  Additionally, we concluded 
that, until now, because of the uncertainties with regard to the signaling 
function of public trust in health care, we also did not  specifically advise policy 
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makers that public trust in institutions should be measured on a regular basis. 
Future research should provide greater insight into the signaling function and 
usefulness of public trust in health care on meso-level as a performance 
indicator.   
 
In conclusion, this thesis is the first to present a theoretical model on the 
mechanisms influencing public trust in health care. The model presented gives 
a description of such mechanisms. We believe this thesis provides sufficient 
insight into mechanisms influencing public trust in health care. However, this 
thesis also led to the insight that additional research is needed with regard to 
our theoretical model, for which recommendations are made.  
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Introductie 
 
Het is van belang dat patiënten een bepaalde mate van vertrouwen stellen in de 
gezondheidszorg. Doen zij dit niet, dan zouden zij contraproductief gedrag 
kunnen gaan vertonen ten aanzien van de gezondheidszorg. Het uitstellen van 
een bezoek aan een arts of minder betrokkenheid en verbondenheid met de 
behandeling (zoals therapieontrouw) zijn hier voorbeelden van. Dergelijk 
gedrag kan vervolgens leiden tot het feit dat er minder effectieve zorg kan 
worden verleend. Therapieontrouw kan bijvoorbeeld leiden tot een langduriger 
en minder succesvol behandeltraject. Dit zou negatieve consequenties kunnen 
hebben voor de gezondheid van de patiënt en kunnen leiden tot stijgende 
zorgkosten.  
Publiek vertrouwen is vertrouwen in groepen, instellingen of het systeem. Het 
is het gegeneraliseerde equivalent van interpersoonlijk vertrouwen, oftewel 
vertrouwen van de ene persoon in de ander. Publiek vertrouwen in de 
gezondheidszorg kan als volgt gedefinieerd worden: “De vertrouwende partij 
gelooft dat zorginstellingen, beroepsgroepen die in de gezondheidszorg 
werkzaam zijn of het gezondheidszorgsysteem in zijn of haar belang zullen 
handelen, mocht men in de kwetsbare positie komen waarin men zorg nodig 
heeft”. Objecten van publiek vertrouwen kunnen op twee niveaus 
onderscheiden worden: op macro- en meso-niveau. Objecten op macro-niveau 
zijn instellingen in het algemeen (bijvoorbeeld ziekenhuizen of GGZ-
instellingen), beroepsgroepen in het algemeen (onder andere 
verpleegkundigen of artsen in het algemeen), of het gezondheidszorgsysteem. 
Objecten op meso-niveau zijn onder meer specifieke instellingen, zoals een 
ziekenhuis, of een specifieke beroepsgroep die in een bepaald ziekenhuis 
werkt, waaronder verpleegkundigen die in een ziekenhuis werken.  
Publiek vertrouwen in de gezondheidszorg heeft een bepaald niveau en kan van 
tijd tot tijd veranderen. Tot op heden is er echter, voor zover dat bij ons bekend 
is, geen onderzoek gedaan naar de mechanismen die van invloed zijn op de 
mate van vertrouwen in de gezondheidszorg. Doel van dit proefschrift is dan 
ook om inzicht te krijgen in mechanismen waarmee de mate van het 
vertrouwen in zorgaanbieders en in het gezondheidszorgsysteem verklaard 
kunnen worden. De vraag die aan de orde wordt gesteld is:  
 

‘Welke mechanismen verklaren de verschillen in mate van publiek 
vertrouwen dat in de gezondheidszorg gesteld wordt?’ 
 



 

Samenvatting (Summary in Dutch) 195 

We verwachten dat een tweetal mechanismen verschillen in publiek 
vertrouwen in de gezondheidszorg kan verklaren, namelijk systeem-
gerelateerde en informationele mechanismen. Systeem-gerelateerde 
mechanismen zijn institutionele garanties, oftewel de informele en formele 
‘regels van het spel’ waarbij patiënten betrokken zijn. Institutionele garanties 
kennen drie pijlers: de cultureel-cognitieve pijler (gedeelde overtuigingen in de 
maatschappij), de normatieve pijler (normatieve regels die voorschrijvend, 
evaluatief en verplichtend van aard zijn) en de regulerende pijler (regelgeving). 
We verwachten dat de gedeelde culturele overtuigingen over de kwaliteit van 
zorg binnen een land invloed zal hebben op publiek vertrouwen in de 
gezondheidszorg binnen dat land. Verder verwachten we dat de aanwezigheid 
van normatieve en regulatieve institutionele garanties ertoe kan leiden dat 
mensen meer vertrouwen zullen stellen in de gezondheidszorg. Verder kunnen 
informationele mechanismen voorzien in informatie over de gezondheidszorg. 
Onder deze mechanismen vallen persoonlijke ervaringen binnen de 
gezondheidszorg, informatie van anderen in het netwerk en informatie die is 
verkregen vanuit de media. Ten aanzien van deze informationele mechanismen 
veronderstellen wij dat positieve informatie zal leiden tot meer publiek 
vertrouwen, terwijl negatieve informatie zal leiden tot minder publiek 
vertrouwen in de gezondheidszorg. Tevens verwachten wij ook dat er ten 
aanzien van de informationele mechanismen sprake zal zijn van het 
negativiteitseffect, hetgeen betekent dat negatieve informatie meer invloed zal 
hebben op publiek vertrouwen in de gezondheidszorg dan positieve informatie.  
Het proefschrift bestaat uit 2 delen. Het eerste deel heeft betrekking op publiek 
vertrouwen in de gezondheidszorg op macro-niveau; onderzoek hieromtrent is 
beschreven in de hoofdstukken 2 tot en met 4. Het tweede deel van het 
proefschrift gaat over publiek vertrouwen in de gezondheidszorg op meso- 
oftewel organisatie-niveau; onderzoek hierover bestaat beschreven in de 
hoofdstukken 5 tot en met 7. De studies die wij hebben gedaan in het kader van 
dit proefschrift zullen onderstaand worden beschreven. Allereerst worden de 
studies die betrekking hebben op publiek vertrouwen in de gezondheidszorg 
op macro-niveau besproken. 
  
In hoofdstuk 2  hebben we de ontwikkeling van vertrouwen in de 
gezondheidszorg door de jaren heen op macro-niveau bestudeerd. Om hierin 
inzicht te verkrijgen, hebben we het publiek vertrouwen in de gezondheidszorg 
in Nederland gedurende een periode van 8 jaar in kaart gebracht (van 1997 tot 
en met 2004). Onze verwachting was dat er in deze periode sprake zou zijn van 



 

196 Public trust in health care: exploring the mechanisms   

een daling van het vertrouwen, met een dieptepunt in 2002. We verwachtten 
dit in 2002 omdat er in dat jaar tijdens de verkiezingscampagne onder andere 
stevig gedebatteerd werd over de gezondheidszorg, met name door een nieuw-
komer in de politiek, Pim Fortuyn. De media berichtten uitgebreid over zijn 
ontevredenheid met de gezondheidszorg. Net voor de verkiezingen werd hij 
vermoord. Zijn partij werd de tweede partij van het land en leverde de minister 
van Volksgezondheid. Echter, na 82 dagen regeren viel het kabinet, de minister 
van Volksgezondheid diende zijn ontslag in en de media-aandacht nam af.  
Om dit onderzoek te kunnen doen hebben wij, van 1997 tot 2004, jaarlijks 
gegevens verzameld over publiek vertrouwen in de gezondheidszorg. Wij 
hebben dit gedaan met behulp van schriftelijke vragenlijsten, die werden 
ingevuld door leden van het Consumentenpanel Gezondheidszorg. Dit panel 
bestond destijds uit 1500 personen die een representatieve steekproef van de 
Nederlandse samenleving vormden.  
Wij vonden in onze studie geen aanwijzingen voor onze aanname dat het 
publiek vertrouwen in de gezondheidszorg het laagste was in 2002. Publiek 
vertrouwen in de gezondheidszorg in het algemeen en in ziekenhuizen in het 
algemeen lieten geen significante trend zien. Verder liet het vertrouwen in 
medisch specialisten een opwaartse trend zien. Vertrouwen in de toekomst van 
de gezondheidszorg, vertrouwen in vier van de zes dimensies van publiek 
vertrouwen in de gezondheidszorg (mate van patiëntgerichtheid, professionele 
expertise, beleid op macro-niveau en kwaliteit van zorg) en vertrouwen in 
huisartsen lieten een daling zien. Echter, alleen voor beleid op macro-niveau 
zette deze trend door. Voor de andere vertrouwensobjecten ontstond na 1999 
of 2000 al een opwaartse trend. Waarom deze veranderingen plaatsvonden liet 
zich niet gemakkelijk verklaren. Echter, naast de veranderingen die het 
vertrouwen liet zien kon eveneens geconcludeerd worden dat de 
veranderingen beperkt waren. Het vertrouwen bleek in feite relatief stabiel. 
Deze stabiliteit zou een waarheidsgetrouwe weerspiegeling kunnen zijn van 
gegeneraliseerde attitudes van de Nederlandse bevolking ten aanzien van de 
gezondheidszorg of kan komen door een gebrek aan sensitiviteit van het 
instrument om publiek vertrouwen in de gezondheidszorg op macro-niveau te 
meten.  
 
In hoofdstuk 3 is een vergelijking gemaakt tussen drie Europese landen 
(Engeland en Wales, Duitsland en Nederland) in hun publiek vertrouwen in de 
gezondheidszorg. Hiervoor is de van oorsprong Nederlandse vragenlijst 
vertaald met de double-forward-backward methode in het Engels en het Duits. 
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Vervolgens is in alle drie de landen een dwarsdoorsnede van de bevolking in 
dat land benaderd met de vraag om deze vragenlijst over publiek vertrouwen in 
de gezondheidszorg in te vullen. Uit deze studie bleek dat, over het geheel 
genomen, Duitsers minder vertrouwen hebben in de gezondheidszorg, terwijl 
inwoners van Engeland en Wales het meeste vertrouwen hebben. Nu is er geen 
expliciet bewijs voor de mechanismen die dit verschil kunnen verklaren. Zo zijn 
er geen grote verschillen in normatieve en regulerende institutionele garanties 
tussen de drie landen die dit verschil kunnen verklaren. Daarnaast is er ook 
geen reden om aan te nemen dat het Duitse gezondheidszorgsysteem minder 
goed presteert waardoor meer mensen slechtere persoonlijke ervaringen 
zullen hebben, in vergelijking met de andere landen. Ook lijken de verschillen in 
publiek vertrouwen in de gezondheidszorg niet verklaard te kunnen worden 
door verschillen in media aandacht voor gezondheidszorg op het moment dat 
de vragenlijst over vertrouwen werd uitgezet. Wij kwamen in deze studie tot de 
conclusie dat, hoewel dit nog nader onderzoek behoeft, het mogelijk is dat de 
verschillen verklaard kunnen worden door culturele verschillen in de mate van 
het stellen van vertrouwen.  
 
In hoofdstuk 4, het laatste hoofdstuk op macro-niveau, beschrijven we een 
studie over publiek vertrouwen in alternatieve geneeswijzen. Het doel van deze 
studie was om inzicht te krijgen in de mate van publiek vertrouwen in 
alternatieve geneeswijzen en determinanten die daaraan ten grondslag liggen. 
We veronderstelden dat publiek vertrouwen in alternatieve geneeswijzen 
gerelateerd is aan institutionele garanties en informatie die over alternatieve 
geneeswijzen is verkregen met behulp van de media, het sociaal netwerk of 
door persoonlijke ervaringen. Ten aanzien van publiek vertrouwen in 
alternatieve geneeswijzen hebben we ook nog twee andere mechanismen 
toegevoegd aan het model. Dit zijn: advies over het gebruik van alternatieve 
geneeswijzen gekregen van medewerkers uit de gezondheidszorg, in het 
bijzonder de huisarts en het vertrouwen dat men heeft in de reguliere 
gezondheidszorg. We verwachtten dat mensen die vooral positieve informatie 
over alternatieve geneeswijzen ontvangen van medewerkers uit de reguliere 
zorg, meer vertrouwen zouden hebben in alternatieve geneeswijzen dan 
mensen die vooral negatieve informatie zouden krijgen van deze medewerkers. 
Verder verwachtten we dat mensen die minder vertrouwen hebben in reguliere 
gezondheidszorg meer vertrouwen zouden hebben in alternatieve 
geneeswijzen. Ten behoeve van dit onderzoek is het Consumentenpanel 
Gezondheidszorg benaderd met een schriftelijke vragenlijst. Gemiddeld gaf het 
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panel voor het vertrouwen in alternatieve geneeswijzen een 5.05 op een schaal 
van 1 tot 10. 40,7% van de respondenten maakte gebruik van alternatieve 
geneeswijzen (op dat moment of in het verleden). Degenen die er gebruik van 
maakten, stelden meer vertrouwen in alternatieve geneeswijzen dan degenen 
die er geen gebruik van maakten (5,85 versus 4,46). In de totale steekproef 
hield het publiek vertrouwen in alternatieve geneeswijzen verband met 
institutionele garanties, negatieve media-informatie, positieve en negatieve 
informatie gerapporteerd door het sociale netwerk en door positieve en 
negatieve informatie door persoonlijke ervaringen met alternatieve 
geneeswijzen. Voor niet-gebruikers werd vertrouwen in alternatieve 
geneeswijzen het meest bepaald door institutionele garanties. Voor gebruikers 
van alternatieve geneeswijzen waren persoonlijke ervaringen het belangrijkst. 
Verder werd het vertrouwen in alternatieve geneeswijzen van gebruikers ervan 
niet beïnvloed door media-informatie, het vertrouwen in alternatieve 
geneeswijzen van niet-gebruikers werd beïnvloed door negatieve media-
informatie. Publiek vertrouwen in alternatieve geneeswijzen was voor 
gebruikers van de alternatieve geneeswijzen gerelateerd aan positieve 
informatie uit hun netwerk en voor niet-gebruikers aan negatieve informatie 
verkregen uit hun netwerk. Het onderzoek leidde tot de volgende conclusies. 
Het vertrouwen in alternatieve geneeswijzen ligt in Nederland gemiddeld lager 
dan het publiek vertrouwen in conventionele gezondheidszorg. De hypothesen 
over institutionele garanties, media-informatie, informatie van het netwerk en 
de persoonlijke ervaringen van mensen werden grotendeels bevestigd door 
onze studie. De andere hypothesen zijn verworpen.  
 
De volgende drie hoofdstukken (hoofdstuk 5 tot en met 7) hebben betrekking 
op publiek vertrouwen in de gezondheidszorg op meso-niveau. In deze drie 
studies werd onderzocht welke mechanismen publiek vertrouwen in een 
ziekenhuis beïnvloeden.  
 
In hoofdstuk 5 hebben we ons gericht op de vraag in hoeverre een incident, 
dat in een ziekenhuis heeft plaatsgevonden, invloed heeft op het vertrouwen in 
dat ziekenhuis en de beroepsgroepen die daar werkzaam zijn. Aanleiding voor 
dit onderzoek was dat dergelijke incidenten zo nu en dan voorvallen en dat 
hierover dan vaak uitgebreid wordt gerapporteerd in de media. Onbekend is 
echter in welke mate een dergelijk incident het publiek vertrouwen in zo’n 
ziekenhuis beïnvloedt. Nu vond er eind september 2008 een incident plaats in 
een ziekenhuis. De media deed hierover uitgebreid verslag, zowel regionaal als 
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landelijk. Dit incident hebben wij als uitgangspunt genomen voor deze studie. 
Ten behoeve van dit onderzoek hebben we gebruik gemaakt van drie 
steekproeven. Eén steekproef, die begin oktober 2008 is ondervraagd, bestond 
uit 1.000 mensen die in de omgeving van het ziekenhuis woonden waar het 
incident net had plaatsgevonden. Deze mensen zijn schriftelijk bevraagd over 
hun publiek vertrouwen in de gezondheidszorg in het algemeen en over hun 
vertrouwen in het ziekenhuis waar het incident plaats vond. De twee andere 
steekproeven, waarvan gegevens gebruikt zijn voor de studie, betroffen een 
dwarsdoorsnede van de Nederlandse bevolking. Eén van deze steekproeven 
was in oktober 2006, dus ruimschoots voor het incident, middels een 
schriftelijke vragenlijst bevraagd over hun publiek vertrouwen in de 
gezondheidszorg in het algemeen. Deze gegevens hebben we in de studie 
gebruikt als referentiegegevens; op het moment waarop in 2006 de gegevens 
werden verzameld, vonden er in Nederland namelijk geen incidenten in de 
gezondheidszorg plaats waarover in de media werd gerapporteerd. De andere 
steekproeven waren over dit onderwerp bevraagd in oktober 2008, dus net na 
het incident.  
Uit de studie bleek dat het incident invloed had gehad op het publiek 
vertrouwen van de plaatselijke bevolking in het ziekenhuis en specialisten die 
daar werken; het had tot een daling geleid. Bovendien werd voor deze 
populatie ook een daling zichtbaar in het publiek vertrouwen in ziekenhuizen 
en specialisten in het algemeen. Ondanks het feit dat ook in de landelijke media 
over het incident was bericht, had het incident geen invloed gehad op het 
publiek vertrouwen in ziekenhuizen, medisch specialisten en verpleegkundigen 
in het algemeen voor de nationale bevolking. Uit deze studie kan worden 
opgemaakt dat lokale incidenten waarover wordt gerapporteerd in de media 
een impact hebben op het publiek vertrouwen van de plaatselijke bevolking in 
het ziekenhuis en het publiek vertrouwen in de gezondheidszorg in het 
algemeen. Deze incidenten hebben geen invloed op het publiek vertrouwen van 
de nationale bevolking in de gezondheidszorg in het algemeen. 
 
In de tweede studie over publiek vertrouwen in een ziekenhuis (hoofdstuk 6) 
beschrijven we een vervolgstudie op de studie uit het vorige hoofdstuk. Uit de 
voorgaande studie was gebleken dat mensen die in de buurt wonen van een 
ziekenhuis waarin een incident had plaatsgevonden minder publiek 
vertrouwen hadden in dit ziekenhuis, evenals in de medisch specialisten die er 
werkten en in ziekenhuizen en in medisch specialisten in het algemeen. In deze 
vervolgstudie hebben we de nadruk gelegd op hoe het gedaalde vertrouwen 
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van de plaatselijke bevolking zich een jaar na het incident heeft ontwikkeld. In 
het kader van deze studie hebben we twee steekproeven van 1.000 mensen die  
in de buurt wonen van het ziekenhuis bevraagd over hun publiek vertrouwen 
in de gezondheidszorg in het algemeen en hun publiek vertrouwen in het 
specifieke ziekenhuis. De ene steekproef is ook gebruikt voor de voorgaande 
studie en werd ondervraagd in 2008, dus het jaar waarin het incident plaats 
vond. De andere steekproef werd over dit onderwerp bevraagd in 2009, één 
jaar na het incident. In deze studie gebruikten we daarnaast ook gegevens over 
publiek vertrouwen de gezondheidszorg in het algemeen die verzameld zijn in 
dwarsdoorsneden van de Nederlandse bevolking in 2006, 2008 en in 2010.  
Uit deze studie bleek dat het publiek vertrouwen in het ziekenhuis en de 
medisch specialisten die daar werkzaam zijn zich in de plaatselijke bevolking 
langzaam aan het herstellen is in 2009. Op basis van de resultaten werd echter 
ook verwacht dat het nog jaren zou kunnen duren voor het publiek vertrouwen 
in dit ziekenhuis volledig is hersteld.  
 
In onze laatste studie naar publiek vertrouwen in de gezondheidszorg op meso-
niveau, hoofdstuk 7. hebben we onderzoek gedaan naar de invloed van een 
institutionele, regulatieve, garantie voor het vertrouwen in een ziekenhuis, 
namelijk formele klachtenafhandeling. In onze studie verwachtten wij dat 
mensen die een formele klacht hadden ingediend over zorg die zij in een 
ziekenhuis hadden gekregen, waarschijnlijk minder publiek vertrouwen in dat 
ziekenhuis hadden dan mensen die geen klacht hadden ingediend. Daarnaast 
verwachtten we in deze studie dat, ook al was hun vertrouwen gedaald, na 
afhandeling van de klacht door een klachtencommissie het vertrouwen zou zijn 
toegenomen. De klachtencommissie zou door correcte afhandeling van de 
klacht het vertrouwen bij patiënten kunnen terugwinnen.  
Dit onderzoek hebben we uitgevoerd onder 279 klagers, die een klacht hadden 
ingediend bij een klachtencommissie in een ziekenhuis. De studie had een pre-
post design, hetgeen inhoudt dat aan de klagers werd gevraagd of zij twee 
schriftelijke vragenlijsten wilden invullen; één voordat en één nadat hun klacht 
was behandeld. Uit dit onderzoek bleek dat klagers naar verhouding minder 
vertrouwen hadden in de gezondheidszorg voordat hun klacht werd behandeld 
door de klachtencommissie. Nadat hun klacht was afgehandeld door de 
klachtencommissie was hun vertrouwen in het ziekenhuis niet toegenomen. 
Geconcludeerd kan worden dat deze institutionele garantie met betrekking tot 
formele klachtafhandeling geen invloed heeft gehad op de mate van publiek 
vertrouwen in een ziekenhuis. 
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Conclusie 
 
Dit proefschrift had als doel een bijdrage te leveren aan het verkrijgen van 
inzicht in de mechanismen die leiden tot veranderingen in publiek vertrouwen 
in zorgverleners en in de gezondheidszorg. We onderscheidden twee soorten 
mechanismen die deze veranderingen eventueel zouden kunnen verklaren, 
namelijk systeem-gerelateerde (institutionele garanties) en informationele 
mechanismen.  
Uit dit proefschrift komen aanwijzingen naar voren dat culturele institutionele 
garanties een impact kunnen hebben op het publiek vertrouwen in de 
gezondheidszorg op macro-niveau. In de internationale studie bijvoorbeeld 
leken culturele overtuigingen van invloed op de mate van het publiek 
vertrouwen in de gezondheidszorg dat gesteld wordt binnen een land. Verder 
bleek ook uit deze studie dat er, in vergelijking met Nederland en Duitsland, in 
Engeland en Wales veel meer vertrouwen wordt gesteld in alternatieve 
geneeswijzen. Dat het vertrouwen in alternatieve geneeswijzen verschilt, kan 
ook samenhangen met culturele ideeën over alternatieve geneeswijzen die 
binnen een samenleving gangbaar zijn. Normatieve institutionele garanties, 
zoals opleidingseisen en accreditatie, lijken ook een positieve invloed te hebben 
op publiek vertrouwen, hetgeen blijkt uit de studie naar vertrouwen in 
alternatieve geneeswijzen. Echter, de formele klachtenafhandeling (regulatieve 
institutionele garanties) heeft niet geleid tot meer publiek vertrouwen in een 
ziekenhuis. Dus, op basis van deze bevindingen, kon de hypothese ten aanzien 
van institutionele garanties ten dele worden bevestigd. 
Voor alle drie de informationele mechanismen (persoonlijke ervaringen, 
informatie van anderen en media) gold dat positieve informatie leidde tot hogere 
niveaus van publiek vertrouwen in de gezondheidszorg, terwijl negatieve 
informatie leidde tot lagere niveaus van vertrouwen in de gezondheidszorg.  
Dit betekent dat de drie hypothesen over deze mechanismen konden worden 
bevestigd. Hierbij dient echter nog wel een kanttekening te worden gemaakt. 
De hypothese omtrent de impact van ‘informatie ontvangen van anderen in het 
netwerk’ is uitsluitend onderzocht in de studie naar alternatieve geneeswijzen, 
op macro-niveau. Meer onderzoek naar deze hypothese is dan ook 
noodzakelijk. Een andere kanttekening is dat berichtgeving in media over een 
incident in een ziekenhuis alleen invloed bleek te hebben op het vertrouwen 
van mensen die in de nabijheid van het ziekenhuis woonden. Het vertrouwen 
dat de nationale populatie stelde in de gezondheidszorg werd niet door het 
incident beïnvloed. De mate waarin media invloed uitoefent op het vertrouwen 
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is dan ook gerelateerd aan factoren als afstand van de persoon tot het incident 
en daarmee samenhangend, de mate waarin de informatie uit de media voor de 
persoon van belang is. Als iemand in de buurt van het ziekenhuis woont, zal 
deze waarschijnlijk vaker gebruik maken van dit ziekenhuis, waardoor 
berichtgeving over dit ziekenhuis waarschijnlijk ook meer van belang is voor 
deze persoon en dan ook meer impact zal hebben.  
De hypothese over het negativiteitseffect (negatieve informatie heeft meer 
invloed op publiek vertrouwen in de gezondheidszorg dan positieve 
informatie) kon niet bevestigd worden. De resultaten van ons onderzoek gaven 
hierover geen uitsluitsel.  
Echter, over het geheel genomen kunnen we op basis van hetgeen we hebben 
gevonden in deze studie concluderen dat ons model een adequate beschrijving 
geeft van de mechanismen die invloed hebben op veranderingen in publiek 
vertrouwen in de gezondheidszorg.  
 
Uitkomsten van deze studies leiden tot enkele, aan ons theoretisch model 
gerelateerde implicaties. Een eerste implicatie is dat wij op basis van de studie 
kunnen concluderen dat publiek vertrouwen in de gezondheidszorg is 
opgebouwd uit een basisniveau van vertrouwen dat in meer dan wel mindere 
mate wordt beïnvloed door informatie of ervaringen. Het basisniveau van 
publiek vertrouwen in de gezondheidzorg is het standaardniveau van een 
persoon, gebaseerd op institutionele garanties en informatie die door de jaren 
heen is verzameld via verschillende bronnen én die past binnen iemands beeld 
over hoe zorg verleend dient te worden. Dit basisniveau van publiek vertrouwen 
in de gezondheidszorg wordt beïnvloed door informatie of ervaringen die buiten 
iemands idee vallen over hoe zorg moet worden verleend, dus ervaringen met of 
informatie over heel goede of heel slechte zorg. De mate waarin deze informatie 
impact heeft op het basisniveau van vertrouwen is afhankelijk van een tweetal 
zaken. Allereerst hangt dit samen met de nabijheid van de ontvangen informatie 
tot het vertrouwensobject. Als de informatie betrekking heeft op een specifiek 
ziekenhuis, dan zal het basisniveau van dit specifieke ziekenhuis het meest 
beïnvloed worden, het vertrouwen in andere ziekenhuizen of in ziekenhuizen in 
het algemeen zal er minder door zijn aangedaan. Verder is de mate van invloed 
op het basisvertrouwen ook afhankelijk van de positie die de ontvanger van 
informatie heeft ten opzichte van het vertrouwensobject. Negatieve informatie 
over een ziekenhuis zal bijvoorbeeld meer invloed hebben op het publiek 
vertrouwen in de gezondheidszorg op macro- en meso-niveau van mensen die in 
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de omgeving van dit ziekenhuis wonen en er ook gebruik van maken, dan 
mensen die niet in de buurt van dit ziekenhuis wonen.  
Een tweede implicatie is dat door onze studie ook verschillen tussen diverse 
vertrouwensobjecten in de zorg op macro-niveau inzichtelijk werden. Deze 
verschillen tussen de objecten hebben wij aan de hand van ons theoretisch 
model geduid. Zoals eerder werd aangegeven hebben mensen een soort 
basisniveau van vertrouwen in verschillende vertrouwensobjecten in de 
gezondheidszorg. Door de jaren heen bleef dit basisniveau van vertrouwen 
voor de objecten op macro-niveau min of meer gelijk, hetgeen inhoudt dat ook 
de verschillen tussen de objecten ongeveer gelijk bleven. Met behulp van ons 
model hebben we deze constante verschillen tussen de objecten geduid. Omdat 
basisvertrouwen in een object in de gezondheidszorg vooral voortvloeit uit 
institutionele garanties als culturele beliefs over de beschikbaarheid van goede 
zorg, normatieve en regulatieve garanties betekent dit dat de duiding vooral 
heeft plaatsgevonden aan de hand van deze garanties. Echter, het inzichtelijk 
maken van de verschillen tussen de vertrouwensobjecten op macro-niveau 
leidde uiteindelijk ook tot nieuwe inzichten en daarmee tot aanpassingen van 
ons model.  
De verschillen in vertrouwen tussen beroepsgroepen lieten zich als volgt 
verklaren. Allereerst konden deze deels verklaard worden door een normatieve 
garantie, namelijk de variatie in opleiding. Echter, ook bleek het verschil in 
vertrouwen tussen beroepsgroepen waarschijnlijk tevens verklaard te kunnen 
worden door de mate van contact met de beroepsgroep en de duur van de 
relatie met een hulpverlener uit deze beroepsgroep (hoe meer contact en hoe 
langer het contact, des te hoger het basisvertrouwen). Beiden zouden namelijk 
invloed kunnen hebben op de culturele belief ten aanzien van de beschikbaar-
heid van goede zorg en daarmee op het vertrouwen in de gezondheidszorg. In 
ons model was wel de ervaring (goed, neutraal of slecht) opgenomen, maar 
deze beide relationele aspecten hadden wij buiten beschouwing gelaten. Deze 
aspecten hebben wij toegevoegd aan ons model. Verschillen in vertrouwen 
tussen instituten kunnen waarschijnlijk ook deels verklaard worden door 
contact frequentie. Voor instituten gold daarnaast dat een deel van het verschil 
tevens verklaard zou kunnen worden door het imago van het probleem waar de 
patiënt mee kampt. Stigmatisering van psychiatrische problemen klinkt 
waarschijnlijk door in het feit dat er minder vertrouwen wordt gesteld in de 
geestelijke gezondheidszorg, in vergelijking met ziekenhuizen. Het imago van 
het probleem waarmee de patiënt kampt als culturele belief is ook een 
aanvulling op ons model.  
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Tussen instellingen en beroepsgroepen zijn door onze studie ook verschillen in 
vertrouwen zichtbaar geworden. In beroepsgroepen wordt meer vertrouwen 
gesteld dan in instituten. Een mogelijke verklaring voor dit verschil is dat 
normatieve garanties veel meer van invloed zijn op beroepsgroepen dan op 
instituties. Verder kunnen de beroepsgroepen vooral geassocieerd worden met 
‘zachte’ aspecten van de zorg, terwijl instituten waarschijnlijk vooral worden 
geassocieerd met de ‘harde’ aspecten als management en budgettering. Deze 
culturele belief ten aanzien van instituten en beroepsgroepen is ook toegevoegd 
aan het model.  
 
Dit proefschrift kent naast een aantal aan het theoretische model gerelateerde 
implicaties ook enkele beleidsoverwegingen. Zo zou een overweging van 
beleidsmakers die op landelijk niveau werkzaam kunnen zijn om het publiek 
vertrouwen in de gezondheidszorg te monitoren. Toenemende transparantie en 
beschikbaarheid van (negatieve) informatie over prestaties van zorgverleners 
en zorginstellingen kunnen eventueel in de toekomst van invloed zijn op 
vertrouwen van het publiek in de gezondheidszorg, positief dan wel negatief. 
Zicht houden op hoe vertrouwen zich ontwikkelt is dan ook van belang.  
Voor beleidsmakers die werkzaam zijn in een instelling, dus op meso-niveau, is 
het de vraag of publiek vertrouwen in een instelling bruikbaar is als een 
prestatie-indicator. Reden hiervan is dat uit onze studie niet kan worden 
opgemaakt of publiek vertrouwen ook een signalerende functie heeft, hetgeen 
van belang is voor een prestatie-indicator. Om hier meer duidelijkheid over te 
krijgen, dient hier meer onderzoek naar te worden gedaan. Wel is het van 
belang dat beleidsmakers die werkzaam zijn bij instellingen eerlijke 
klachtenafhandeling regelen met betrekking tot interactie, procedure en de 
uitkomst. Degene die de klacht heeft ingediend dient eerlijk, met respect en 
volgens de procedures worden behandeld. Als het nodig mocht zijn behoort er 
vanuit de instelling ook excuses te worden aangeboden.  
 
Dit is de eerste keer dat er een theoretisch model wordt gepresenteerd ten 
aanzien van publiek vertrouwen in de gezondheidszorg en de mechanismen die 
daarop van invloed zijn. Het door ons gehanteerde model blijkt een adequate 
beschrijving van de werkelijkheid te zijn. Er zijn duidelijk aanwijzingen 
gevonden voor het feit dat systeem-gerelateerde en informationele 
mechanismen een impact hebben op publiek vertrouwen in de gezondheids-
zorg. Echter, het model verdient ook aanvullend onderzoek waarvoor in dit 
proefschrift ook aanbevelingen zijn gedaan. 
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Dankwoord 227  

Het zit erop, de laatste punt is gezet. Mijn proefschrift waar ik meer dan 10 jaar 
aan heb gewerkt is klaar. Het is, naast een lang traject, ook een bijzonder traject 
geweest. Ik heb het vooral in mijn vrije tijd geschreven. Nu is het af! Zonder 
hulp en betrokkenheid van anderen was mij dit nooit gelukt. Een aantal van hen 
wil ik speciaal bedanken.  
 
Allereerst bedank ik natuurlijk mijn promotor Peter Groenewegen. Peter, ik wil 
je heel erg bedanken voor je inzet en je hulp bij de totstandkoming van mijn 
proefschrift. Bedankt voor je kritisch commentaar op mijn stukken en voor je 
vertrouwen in mij en mijn proefschrift. Ik heb veel van je geleerd.  
 
Ook mijn copromotor Judith de Jong wil ik graag bedanken. Judith, ook jou wil 
ik natuurlijk bedanken voor je commentaar op mijn stukken. Daarnaast wil ik je 
bedanken voor je praktisch hulp ten aanzien van mijn proefschrift. Voor vragen 
of anderszins kon ik altijd makkelijk even contact met je opnemen. Ook is het 
fijn om een copromotor te hebben met wie het zo gezellig is om samen te 
werken. Bedankt daarvoor!  
 
Tevens wil ik Roland Friele bedanken. Roland, je bent de ‘founding father’ van 
het onderzoek naar vertrouwen in de gezondheidszorg in het 
Consumentenpanel Gezondheidszorg. Als jij niet was begonnen met de 
metingen van vertrouwen was dit proefschrift er nooit gekomen. Bovendien 
heb je aan een aantal artikelen een zeer waardevolle bijdrage gehad. Mijn 
hartelijk dank hiervoor!  
 
Christel, jou wil ik natuurlijk heel erg bedanken voor al je hulp bij de lay-out 
van mijn proefschrift. Zonder jou was het nooit zo mooi en netjes geworden.  
 
Vervolgens wil ik mijn leidinggevenden bij Brijder Onderzoek (PARC) Ron 
Strijaards en Vincent Hendriks hartelijk danken. Het schrijven van een 
proefschrift in je vrije tijd, naast een reguliere baan en een gezinsleven, is geen 
sinecure. Jullie hebben dat gezien en mij op een aantal momenten in de vorm 
van verlof de ruimte gegeven om aan mijn proefschrift te werken. Ik heb dat 
zeer gewaardeerd. Dank daarvoor!  
 



 

228 Public trust in health care: exploring the mechanisms 

Ook mijn collega’s van Brijder Onderzoek (PARC) wil ik heel erg hartelijk 
bedanken. Jullie zijn altijd geïnteresseerd geweest in mij en mijn proefschrift. 
Jullie interesse en jullie gezelligheid ervaar ik als een warm bad. Dank voor 
jullie collegialiteit!  
 
Verder wil ik mijn vriendinnen en vrienden heel erg bedanken. Doordat ik mijn 
proefschrift in mijn vrije tijd heb geschreven heb ik soms  verstek moeten laten 
gaan omdat mijn prioriteiten anders lagen. Toch zijn jullie altijd geïnteresseerd 
blijven vragen naar mijn proefschrift en hebben jullie er altijd begrip voor 
gehad. Ik prijs mijzelf zeer gelukkig met zulke lieve vriendinnen en vrienden 
om me heen.  
 
Lieve paranimfen, Daniëlle en Rianne, ik ben heel blij en trots dat jullie beiden 
op een dag als deze naast mij staan. Ik wil jullie naast jullie vriendschap ook 
bedanken voor alle hulp die jullie mij bij de voorbereidingen van deze 
belangrijke dag hebben gegeven.  
 
Lieve pap en mam, ik ben zeer dankbaar voor de onvoorwaardelijke steun die 
ik van jullie heb gekregen. Na de geboorte van Tom was ik iedere vrijdag 
welkom om aan mijn proefschrift te werken, terwijl vooral jij, mam, op hem 
paste. Nu ik klaar ben met mijn proefschrift hoef ik niet meer iedere vrijdag 
langs te komen. Maar, als ik nu langskom hoef ik niet meer naar zolder om te 
werken, we kunnen gewoon wat gezelligs gaan doen. Een mooi vooruitzicht!  
 
Last but not least, wil ik natuurlijk Erwin en Tom bedanken. Erwin, we hebben 
elkaar leren kennen toen ik al was gestart met het schrijven van mijn 
proefschrift. Tijdens onze relatie is het woord proefschrift dan ook regelmatig 
gevallen. Ik wil je heel erg bedanken voor je steun, je geduld en je liefde 
gaandeweg het traject. We krijgen nu meer tijd voor elkaar. Wat is dat fijn!  
En Tom… jouw vrolijkheid en gezelligheid maken mij de gelukkigste moeder 
van de wereld. Ik ben blij dat je er bent. Meer tijd voor elkaar, we gaan ervan 
genieten, ik kijk er nu al naar uit!  
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