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A R T I C L E S

Trust in Healthcare:  
Need for Perspectives from  

Developing Healthcare Settings

VIJAYAPRASAD GOPICHANDRAN* AND 
SATISH KUMAR CHETLAPALLI†

Trust in physicians is defined as the optimistic acceptance of vulnerability by 
the patients and seekers of healthcare in the belief that the provider will do 
what is best for them. Trust is an important intrinsic good in healthcare. Trust 
in healthcare leads to improved adherence to treatment, continuity of care,  
increased efficacy and better disclosure of sensitive information and avoidance of 
unnecessary investigations. Most of the studies of trust in healthcare originate 
from developed countries. The scales to measure trust are also largely based on 
developed settings. Trust in healthcare in developing countries is likely to be 
different because of health inequities, low public budget allocation, inadequate 
quality of healthcare and organisation of the health system. There is a need to 
understand trust in the setting of developing countries. This review looks at the 
social construct of trust in healthcare, its dimensions, determinants, and whether 
trust can be built as currently understood and whether it needs to be different 
in the context of developing countries.
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Introduct ion

Researchers are increasingly trying to understand trust in healthcare in recent 
years. Trust has formed the foundation of the doctor-patient relationship from 
ancient times. It has been a key aspect of medical ethics and codes of conduct. 
Patient-physician trust is a collection of expectations that the patients have from 
their doctor.1 Certain other researchers have defined patient trust as a feeling of 
reassurance or confidence in the doctor.2 It has also been defined as “an unwritten 
agreement between two or more parties for each party to perform a set of agreed 
upon activities without fear of change from any party”.3 Trust is a patient’s 
optimistic acceptance of his state of vulnerability in which he believes that the 
doctor will do what is best for him. Thus, there has been an evolution in the 
way trust has been understood and defined in the healthcare setting. 

Research on trust in healthcare is limited.4 Most of our existing understand-
ing of the construct of trust emerges from research in healthcare settings with 
good regulatory frameworks, with the insurance system in the United States, 
universal health access in Canada and the National Health Services (NHS) in 
the United Kingdom. There is very little insight into the dimensions and  
determinants of trust in healthcare in settings of developing countries, which 
are characterised by lack of universal health access or strong regulatory frame-
works. These Low and Middle Income Countries (LMIC) are characterised by 
pluralistic healthcare with evolving regulatory machinery. Besides looking at the 
various factors influencing trust in healthcare as described in the literature  
from developed countries, this article also highlights the healthcare scenario in 
developing countries with evolving regulatory frameworks. It argues that the 
differences in these healthcare settings are likely to lead to significant differences 
in the way the people perceive trust in healthcare, and advocates for more 
research on trust in healthcare in these settings, so as to better understand its 
dimensions and factors. 

Determinants of  Trust  in Heal thcare—Evidence from 
Developed Countr ies

There is strong sociological research on the construct of trust in healthcare that 
emerged mainly from the developed countries such as the United States, United 
Kingdom and Australia. Hall et al., in their review on trust, specified five 
important domains describing the construct of trust in healthcare. These included 
fidelity, honesty, competence, confidentiality and global trust.5 A review of 
literature obtained from Pubmed, Medline, Scopus, Social Sciences Research 
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Network and Google Scholar using the key words “trust”, “faith”, “trust in 
physician”, “confidence in physician”, “trust in healthcare”, “confidence in health-
care” and “trust in doctors” yielded several papers on the various attributes of 
trust in healthcare. These attributes can be broadly classified as socio-cultural 
factors, medical-care-related factors, behaviour- and communication-related factors 
and personal traits of the physician. The following discussion briefly describes 
the various factors under each of these classifications that contribute towards 
trust in healthcare, specifically trust in the physician. 

Socio-cultural Determinants

Healthcare is a “common good” for the community. Therefore, the perception 
of fidelity of the health system towards the patient is an important determinant 
of trust in the system. If the community perceives that the health system shows 
genuine interest in the people, does all that is possible to the best of its ability 
to help them and does not exploit their vulnerability, then the community 
trusts the system.5 

Understanding the cultural aspects of the community and being sensitive to 
the traditional beliefs and practices while providing healthcare is essential for 
community acceptance. Cultural competence of the health system has been shown 
to play a vital role in its acceptance and trust of the people.6 It has a strong 
influence on how the patients interact with the health system and how they 
develop a trusting attitude towards the system. Cultural competence is also a 
direct measure of quality of healthcare.

A study from Thailand showed that among women seeking obstetric care, 
their socioeconomic status had a bearing on trust.7 Perceptions of risk and 
uncertainty influence patients’ trust in obstetricians. The socioeconomic class 
influences the affordability and accessibility of healthcare and thus the percep-
tions of risk and vulnerability. The study further concluded that the women 
belonging to the middle socioeconomic class felt that payment could buy  
them trust.7 Certain other social aspects such as religion and race also have 
an influence on trust in healthcare. In the United States, trust in healthcare  
is significantly impaired among the African Americans. Several years of racial 
discrimination and the infamous Tuskegee Syphilis experimentation have resulted 
in this poor trust.8 Religious affiliation and level of religious activity also positively 
correlated with trust. A study showed that those who were very active religiously 
tend to have more trust in physicians and in healthcare in general.9 This study 
looked at personal trust in physicians, general confidence in physicians and trust 
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in healthcare. Mainline Protestant Christians, Catholics and Jews were more 
trusting of their physicians than Evangelical Protestants.9 

The health system is one of the thriving social institutions in a community. 
Therefore social dynamics in the health system, interpersonal interactions between 
the health system and the community and perceptions of the community about 
the system play vital roles in influencing trust in the system. A study from Sri 
Lanka showed that treatment-seeking behaviour depended on public trust, which 
is determined by the public perception of the functioning of the health system. 
In Sri Lanka, despite the strong public health system, poor interpersonal rela-
tionships prevent even the poor from accessing the system. Thus, deteriorating 
interpersonal relationships between the doctors and patients could act as potential 
threats to universal health access even in robust public health systems.10 Unmet 
healthcare needs are a major problem in health systems worldwide. Poor trust 
could lead to delayed or no access to healthcare, and poor access to healthcare 
could lead to poor trust.11 This reciprocal relationship emphasises the importance 
of trust in the system. 

Medical Care-Related Determinants 

It is intuitive that some of the most important factors influencing trust in 
healthcare are directly related to the medical care itself. Objective and subjective 
assessment of the doctor’s competence influences trust.5 In rural Cambodia, 
public healthcare providers were trusted for their skills, abilities and effective 
referral system. Hence, skills and ability are reported as important determinants 
of trust.12 In a study of cancer patients’ trust in physicians, the researchers 
showed that the physician’s perceived technical competence was strongly cor-
related with trust.13 

In developed countries like the UK, it is common to have a gate-keeping 
mechanism for the regulation of health services. Gate-keeping is the mechanism 
by which patients first visit a primary care physician and only upon further 
referral by the primary care physician go on to see specialists.14 In a study, it 
was shown that communities which had greater gate-keeping activity had less 
trust in healthcare compared to communities which had less gate-keeping.15 This 
could be due to the lingering doubt that the gate-keeper might not be employ-
ing the optimal treatment for the patient’s perceived illness. Another important 
determinant of trust was continuity of care. Those patients who had continuity 
of care with the same physician were significantly more likely to report higher 
trust in that particular physician than those who did not.16 An interesting study 
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from South Africa looked at the level of interaction and cooperation among 
the staff in a health facility and its influence on patients’ trust in the system. 
The study showed that a positive and trusting climate led to better patient-
physician trust.17 

Behaviour and Communication-Related Determinants

The importance of the doctor’s behaviour and communication abilities in  
determining the trust of the patients have been established clearly in several 
research studies. Certain patient-centred behaviours, such as exploring patients’ 
disease, illness experience and greater duration of the visit, were positively  
correlated with trust.18 Being comforting and caring, demonstrating competency, 
appearing encouraging and answering questions, explaining the disease and treat-
ment were associated with trust. The behaviours least important for trust were 
gentleness during the examination, discussing options or seeking opinions, main-
taining eye contact, and treating the patient as an equal.19 Allowing the patient 
to explain the reason for the visit, providing answers to his questions in an 
understandable, comprehensible manner, taking the time to resolve his queries 
regarding the effects that his treatment would have on his family, involving  
the patient in decision-making, and providing as much medical information as he 
wanted were determinants of both trust in the physician as well as satisfaction.20 

Personal Traits of the Physician/Provider

Honesty is an important characteristic of a physician/healthcare provider which 
influences trust. Confidentiality is another important aspect in a doctor-patient 
relationship, and a key tenet in the institution of healthcare.5 In emergency 
situations such as pandemics, the importance of honesty and transparency has 
been strongly emphasised by the World Health Organization for improving trust 
in health systems.21 

In an interesting study of the doctor’s attire and patient trust, it was found 
that patients preferred the doctor’s professional attire with the typical white 
coat, followed by scrub suits, business dress and finally casual clothes. They felt 
that they could talk more openly about their social, sexual and psychological 
problem with a doctor in professional attire. The study further reported that 
the respondents rated the dress code to be more important for female doctors 
compared to male doctors.22 One study looked at the trust that overweight and 
obese patients had on their physician and the influence of the physician’s Body 
Mass Index (BMI) on their trust. The study revealed that irrespective of the 
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physician’s BMI, all patients trusted their physicians. However, overweight and 
obese patients trusted the dietary advice of the physicians who themselves were 
overweight or obese rather than physicians with normal BMI. Thus, patients in 
the study tended to trust physicians they could better identify themselves with.23

In summary, several important social, cultural, medical-care-related, behavioural, 
communication and personal attributes of the healthcare providers play an  
important role in determining trust in the provider and the health system in 
general. However, most of this understanding has emerged from literature in 
developed countries. We next present some evidence on the existing healthcare 
scenario in developing countries and build our argument on why the dimen-
sions of trust are likely to be different in developing countries. 

Healthcare Scenario in Plural is t ic  Heal thcare Set t ings 
with Evolving Regulator y Machiner y

There are two distinct characteristics of the healthcare system in many Low and 
Middle Income Countries (LMINC): medical pluralism and weak regulatory and 
policy framework.

Medical Pluralism

Many countries, especially is South Asia, have pluralistic medical systems. In 
India, Ayurveda (ancient medicine belonging to Hindu Vedic times), Siddha 
(South Indian traditional medicine), Yoga/Naturapathy, Unani (ancient Greek 
medicine), Homoeopathy (an alternative form of medicine originated in Germany) 
exist side by side with Modern Medicine. It is not uncommon to find patients 
taking treatment from more than one system of medicine. Trust in complemen-
tary forms of medicine is inherent in the social structure in India. The presence 
of such medical pluralism could potentially induce a difference in the way trust 
in healthcare is perceived in these settings. There is a need for studies on trust 
in healthcare in the presence of such complementary and alternative systems of 
medicine. 

Weak Regulatory and Healthcare Policy Framework

1. Health disparities and lack of universal access to healthcare
Health disparities within communities and at the national level are present in 
both developing and developed countries. However, the disparities are more 
glaring in developing countries. There are inequities in health status, health 
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access, health service utilisation and social determinants of health.24 Developing 
countries such as Brazil and Thailand have managed to achieve universal health 
access but most other developing countries are still struggling with the dis-
parities in health access. Countries like India are making progressive improve-
ments in their health system to make universal access a reality.25 

2. Weak public health system and low public investment in 
the health sector
Many of these countries have weak public health systems. The World Health 
Organization stipulates that at least 5% of the public budget outlay should be 
in the health sector for proper development of the country. Budget allocation 
in the health sector is very low in most developing countries, at less than 5% 
of the GDP. This has led to significant weakening of the public health system.25 

3. Increased privatisation and corporatisation of healthcare
The weak public health system of developing countries has led to a significant 
loss of public trust, resulting in increasing numbers of patients turning instead 
to the private sector. There is a disproportionate strengthening and proliferation 
of private healthcare systems. Corporatisation of the health system has also led 
to rising healthcare costs in the developing countries. On one hand, there is 
poor health access to the majority of the population, and on the other hand, 
the burgeoning corporate hospitals provide healthcare of international standards 
at high costs.26 This has led to the widening chasm of health disparity in 
developing countries. 

4. Lack of uniform standards of care 
In many developing countries, lack of standards of care is a problem. The 
unregulated practice patterns of private and public providers make quality of 
care and safety questionable. This has a significant impact on the quality of 
healthcare delivery. Irrational prescription practices are common. 

These characteristics of health systems in the above-mentioned settings create 
important differentials in the perception and understanding of trust in health-
care. There are three important differences:

i. In the setting where there is poor access to healthcare, it is likely that trust 
depends on accessibility more than quality. 

ii. In the situations of rising healthcare cost and resource deprivation, there is 
likelihood that economic patterns play a more important role in influencing 
trust than competence. 
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iii. In settings with low levels of awareness and literacy, emotional factors prob-
ably play a greater role in trust than objective assessments. There is a need 
to explore these differentials in greater detail. 

Apart from these, there are also unique socio-cultural differences in the atti-
tudes of people towards healthcare, especially in South Asian countries. People 
give doctors a superior social status and hold them in high esteem within the 
community.27 The doctor’s word tends to be final. Obedience and compliance 
are usually implicit. Paternalism, which is often shunned in the modern medical 
practice, is the norm in several South Asian developing countries.27 This is not 
necessarily a negative factor; paternalism which is practised without a profit 
motive is accepted in these cultures. 

Does Trust  in Heal thcare Need Dif ferent Perspect ives 
in Developing Countr ies?

In pluralistic healthcare systems with evolving regulatory frameworks, we argue 
that a unique perspective is required to establish patients’ trust in healthcare. 

Cultural and social contexts within South Asian countries usually result in 
a more paternalistic and unidirectional nature of the doctor-patient relationship. 
The trust in the physician tends to be implicit and unquestioning. This fact 
may be changing in cosmopolitan areas and urbanised settings, but the large 
majority of rural and indigenous populations still tends to follow these social 
norms. Doubts about conflicts of interest, patient advocacy and genuine interest 
in the patient are not routine. Therefore, fidelity as a dimension of trust will 
be different in resource-poor settings. 

Financial factors, a patient’s ability to pay and his financial dependability 
are likely to play a very important role in influencing their trust in healthcare. 
Dissatisfaction with healthcare due to delayed or unmet healthcare needs are 
almost ubiquitous here. Moreover, health as a human right and entitlement is 
not a familiar concept in these settings, and though they play an important 
role in trust in developed countries, their role in resource-poor countries is 
questionable. 

Corruption in the form of bribes, kickbacks, and embezzlement of public 
goods is rampant in developing countries, to the extent that it is institution-
alised in many public health facilities.28 The universality of corruption and 
unethical practices in these countries has further led to deterioration of trust 
in doctor-patient relationships.
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The community often shares a common judgement of a physician’s com-
petence. Cultural beliefs of medical treatments and cures strongly influence trust 
in developing country settings. For example, it is well known that in India and 
several South Asian countries, high importance is placed on injections and 
intravenous infusions for all kinds of illnesses.29 This is a unique cultural char-
acteristic. Trust in the physician in these settings will depend on fulfilment of 
the expectations of receiving injections and intravenous fluids as part of medical 
treatment. 

Some of the factors that influence trust in developed countries may not 
operate in the developing country setting because of these differences. Therefore, 
there is a need to explore trust in healthcare with a new lens for these settings. 
Qualitative studies should explore the various dimensions and determinants of 
trust in healthcare. More empirical evidence is required to completely understand 
nature of trust in developing countries. 

Once we clearly understand how patient trust operates in pluralistic settings 
with evolving regulatory frameworks, we can form a foundational basis for 
improving healthcare utilisation, health service quality and health access in these 
areas. Health systems providing curative services can incorporate changes to 
increase their trustworthiness in the communities that they serve. Interventions 
to improve trustworthiness of the health system can help to improve healthcare 
utilisation. Health systems providing preventive services, health screening and 
health promotion activities largely depend on trust of the beneficiaries. Building 
the trustworthiness of such public health interventions is also an essential part 
of improving the health status of a community. In summary, most of our under-
standing of trust in healthcare emerges from research in developed countries. 
Social and cultural differences across developed and developing countries lead 
to different levels of trust in healthcare. There is a need for further research 
in the area of trust in healthcare, its dimensions and determinants, in order to 
work towards increasing the trustworthiness of health providers, health facilities 
and preventive health programmes. 
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