
Abstract

Trust is an important factor in improving the performance of the 
healthcare system. This study aimed to develop a validated scale 
to measure trust in the public healthcare system. We adopted a 
sequential exploratory mixed study design, with developmental 
and testing phases. In the developmental phase, the construct 
of “healthcare system trust” was conceptualised and items were 
generated on the basis of information from a review of the 
literature on trust, in-depth interviews and a review of other scales. 
Exploratory factor analysis was employed for item reduction. 
In the testing phase, the reliability and validity measures were 
established. The face validity, content validity and construct 
validity of the scale were assessed. The final scale was a Likert-type 
scale with 23 items, 16 of which measured trust in the healthcare 
providers and 7, in healthcare institutions. The scale is a valid and 
reliable tool for measuring trust in the public healthcare system.

Introduction

Trust is an essential factor in therapeutic relationships (1) and 
is described as the “lubricant of the social system” (2). Trust 
is operationally defined as the “optimistic acceptance of a 
vulnerable situation in which the truster believes the trustee 
will take care of the truster’s interests” (1). It is a combination of 
three components – the self, the specific partner, and a specific 
goal in a specific situation (3). Trust has two distinct elements: 
(i) interpersonal trust, which influences the day-to-day 
interactions between individuals, and (ii) social trust, which is 
developed through the collective actions of social institutions 
(1,4). 

The World Health Organization (WHO) defines a health system 
as “all actors, institutions and resources that undertake health 
actions – where a health action is one where the primary intent 
is to improve health” (5). A strong health system is an essential 
component of a healthy and equitable society (6).The health 
system is considered as a vital element in maintenance of 
the “health” of the community rather than as a mere delivery 
system (7).

Asymmetry in the spread of information and the unequal 
balance of power in the doctor–patient relationship augment 
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the vulnerability of the patient (8). Trust in healthcare is defined 
as a “set of expectations that patients have from the healthcare 
system to help them heal; those expectations include 
appropriate diagnosis, correct treatment, non-exploitation, 
interest in the welfare of the patient and transparent disclosure 
of information” (9).Trust may be categorised according to the 
object of trust, ie it may be based on (i) individual trust (trust 
in an individual healthcare professional),or (ii) institutional 
trust (trust in a healthcare institution) (1,10). The self-rated 
health condition of communities with higher levels of trust 
has been better than that of those with lower levels of trust 
(11,12). Low levels of trust in the healthcare system eventually 
lead to perceptions of poor health, poor health outcomes 
and underutilisation of healthcare services (13,14).They also 
inflate the cost associated with the sickness (7). A high level of 
trust in the healthcare provider is an indicator of the quality 
of healthcare (15). Technical competence, confidentiality, 
compassion, dependability, open communication and 
disclosure of information evoke trust (16 -19). A qualitative 
exploratory study conducted in India revealed that assurance 
of treatment, and loyalty to and respect for the physician are 
important dimensions of trust in a physician in the context of a 
developing country (20). Trust in the healthcare system reduces 
the risk of psychological distress among patients (21) and helps 
them to take more sound decisions regarding the treatment. 
Further, the level of the patients’ trust is of importance in the 
assessment of the performance of a healthcare organisation 
(22) or health system (23).

Scaling is a procedure which helps one to understand the level 
of a construct in each subject through the assignment of a 
score to specific levels of the construct or theoretical variable. 
Trust is conceptualised as a multidimensional construct and 
cannot be measured directly. Trust is difficult to measure since 
it depends upon the complex interaction between individual 
benefits and individual characteristics (24). Most of the scales 
available, measure trust in different components of the 
healthcare system.There are only a very few which measure 
trustinthe healthcare system as a whole (25). Measuring trust 
in the healthcare system helps to monitor trust and build a 
system which is considered more trustworthy and yields better 
health outcomes. Since each country has its unique health 
system, more precise results can be obtained if the scale for 
measuring trust is developed and tested in the very system in 
which it is intended to be used.

The rates of utilisation of healthcare depend on the people’s 
trust in the system. With the emergence of the private sector, 
there has been a decline in the utilisation of the public 
healthcare system and the cost of healthcare has increased. 
According to the Indian Human Development Survey, 2011–
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2012, the utilisation rates continued to fall even after the 
introduction of several programmes aimed at improving the 
utilisation of public healthcare facilities. Trust in the healthcare 
system, being an important determinant of healthcare 
utilisation, needs to be assessed in this context, hence the 
effort to develop a validated scale to measure trust in the 
public healthcare system.

The study aimed to develop a scale to measure trust in the 
healthcare system, and to test the scale for reliability and 
validity in the healthcare system of Kerala. It is well known 
that the performance of the health system in Kerala has 
been commendable. We also aimed to define the concept of 
“healthcare system trust”.

Methods

The study was conducted in two phases: Phase I (development 
of a scale) and Phase II (testing of the scale).

Study design: A sequential, exploratory, mixed study 
design was used. While developing the scale, qualitative and 
quantitative methods were adopted.  In the testing phase, only 
quantitative methods were used. 

ethics committee. The questions were based mainly on 
the information gathered from the review of the literature. 
Before the interviews, the participants were informed about 
the purpose of the study and their rights, andtheir written 
consent was sought.The purposive sampling method was 
adopted.We approached nine individuals, of whom five 
consented to participate. We conducted only five in-depth 
interviews because after that there was convergence of 
information.The place and time of interview were selected 
according to the informant’s preference. The interviews were 
conducted in the participant’s mothertongue (Malayalam).
They started with a discussion ofthe general health status 
of the participants and moved on to questionsrelated to 
trust in general, trust in the healthcare system, the qualities 
of trustworthy healthcare providers and experiences that 
improved trust in the healthcare system. In addition,the 
researcher also asked whether the respondents preferred 
public or private institutions. The interviews were recorded 
and transcribed in English by the researcher.The transcribed 
data were entered in Weft QDA version1.0.1 and coding of 
the interviews was done.Initially, open coding was done for 
one interview and it was on the basis of this that the other 
four interviews were coded. Themes were developedon the 
basis of these codes. These themes were merged with themes 
developed from the review of the literature.The assessment 
of the interviews provided various items that were important 
for the development of the scale.

Item generation and item pool creation 

Items were generated with the help of the information 
collected from the review of the literature, in-depth interviews 
and review of the scales available. All the scales reviewed were 
designed to measure trust and most were used to measure 
“trust” in different settings.For the generation of items, we 
reviewed the Multidimensional Trust in Health Care Systems 
Scale (4),Trust in Primary Care Physician Scale (31), Trust in 
Physician Scale (19) and a scale measuring trust in a physician, 
a health insurer and the medical profession (32). In addition, we 
reviewed many studies assessing trust in relation to healthcare 
(20,33,34,35). An initial item pool consisting of 40 items was 
translated into Malayalam and back into English. The translated 
version was submitted to an independent party to be checked 
for language errors.

Item reduction  

Item reduction was done in three steps. Initially, each item was 

Figure 1: Methodology

Phase I: scale development 

Conceptual model

In this step, we operationally defined the construct “healthcare 
system trust”. The scales available now have been developed 
and tested chiefly in developed countries, where the structure 
of the healthcare system is entirely different from that in 
Kerala. A conceptual model was developed by integrating the 
healthcare distrust model with the information obtained from 
a review of the literature (26-30). In this model, trust in the 
healthcare system was defined as a combination of trust in 
the healthcare provider and trust in the healthcare institution. 
The elements which influence trust in the healthcare system 
included sociodemographic factors, previous experience with 
providers and institutions, cultural factors and exposure to the 
media.

In-depth interviews

Five in-depth interviews were conducted with adults who 
had used the public healthcare system in the previous 
three months. These were conducted on the basis of the in-
depth interview guidelines, approved by the institutional 

Figure 2: Conceptual model of “healthcare system trust”
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evaluated and prioritised by an expert. Next, item reduction 
was achieved on the basis of item to total correlation analysis 
and exploratory factor analysis. We adopted exploratory factor 
analysis because no perfect theory has been developed on 
trust in the healthcare system. For factor analysis, a sample size 
of 200 is considered adequate (36) and a sample size of 150 is 
used in scale development approaches (37). In this study, we 
considered 200 an appropriate sample size for factor analysis. 
We adopted a purposive sampling strategy to recruit an equal 
proportion of males and females. The preliminary scale was 
administered to a sample of 200 subjects of the ages of 18–55 
years.We approached the subjects in their homes, which were 
located in the Kalloorkad panchayat in Kerala.

The preliminary scale was administered to 200 subjects who 
had used public health facilities within the three months 
before the interview. Their consent was obtained prior to 
the collection of data. The socio-demographic details of the 
sample were also gathered during the collection of the data. 
We adopted the maximum likelihood method for factor 
extraction. To identify the number of factors to be retained, 
we used eigen values and a scree plot. Items with eigen 
values of more than one were retained for rotation and in 
thescree plot, all factors above “elbow point” were retained for 
rotation. We adopted the oblique rotation method because 
most factors are correlated (38).Data entry was done using 
the Epidata (3.1 Version) software. The data were analysed 
using the SPSS (21.0) IBM software. 

Phase II: testing of the scale

Reliability 

We adopted two methods of assessing reliability: internal 
consistency reliability and test retest reliability. Internal 
consistency was measured using Cronbach’s alpha coefficient. 
The data collected from the developmental sample were used 
for this purpose. The test retest reliability assessment was done 
by administering the scale to the same sample on two different 
occasions, ie to 20 adults of the ages of 18–55 years, on two 
occasions separated by a gap of seven days.

Validity

The scale was subjected to three forms of validity 
measurement: face validity, content validity and construct 
validity. Face validity was ensured by subjecting the scale 
to examination by experts in the field. The Malayalam and 
English versions were submitted to 10 public health experts 
to ensure that the translations were right. Content validity 
was calculated by submitting the scale to experts for review. 
Ten public health experts were requested to evaluate and 
review the scale, and to rate each item according to its 
necessity in the scale. We adopted the Lawshe (39) method 
of calculating the content validity ratio and content  
validity index.

Construct validity was established by assessing the scale 
for convergent and divergent validity. Convergent validity 
was calculated by correlating the scores obtained from the 

General Trust Scale (40) and the newly developed public 
healthcare system trust scale. Since the two constructs have 
similar characteristics, they should be correlated. Divergent 
validity was calculated by correlating the scores from the 
short form of the Medical Mistrust Index (41) and the newly 
developed public healthcare system trust scale. Since these 
two constructs are theoretically opposite, their scores should 
be negatively correlated.

Ethical clearance was obtained from the institutional ethics 
committee of the Sree Chitra Tirunal Institute for Medical 
Sciences and Technology, Trivandrum.

Results

Phase I: scale development

In-depth interviews: In-depth interviews were used to 
understand how people generally define the word “trust”. 
They also helped to understand their ideas regarding the 
“healthcare system” and “healthcare system trust”. The 
informants described the experiences they had had while 
utilising the public healthcare system and the qualities they 
expecteda trustworthy healthcare provider, as well as a 
trustworthy healthcare institution, to have. The participants 
recollected incidents that fostered or reduced their trust in 
the public healthcare system, and compared the performance 
of different government departments, such as the public 
education system and public healthcare system.

The respondents defined the word “trust” as follows:

“Trust means the trustee will not harm the truster and the 
trustee will protect the truster in all situations from harm”

According to the respondents, the characteristics of general 
trust were dependability, honesty, transparency in relations 
and the ability to understand people. The informants defined 
“healthcare system trust” as a combination of trust in the 
healthcare provider (doctor, nurse or other), the healthcare 
institution and the quality of drugs. According to the 
participants, there should be transparency in the transactions 
between healthcare professionals and individuals.

Information regarding the diagnosis or treatment should 
be communicated appropriately to the patient. Effective 
communication is necessary to build trust between the 
two parties.The participants identified two components of 
healthcare services: healthcare providers and healthcare 
institutions. However, they were not familiar with the concept 
of “healthcare system”. During the interviews, the informants 
said that trust in the healthcare system “is developed and 
influenced by the interactions between individuals and 
professionals in the healthcare system”.

This information emphasises the contribution of trust in the 
healthcare provider (individual trust) towards trust in the 
healthcare system. 

One of the qualities that makes a healthcare provider 
trustworthy is “patience”. The informants expected their 
healthcare providers to listen to them patiently. They also 
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Table 1:  
Characteristics of study participants in developmental sample 

(n=200)

Characteristics Categories Frequency 
(percentage)

Age 18–25 years

26–35 years

36–45 years

46–55years

18   (9.0)

67   (33.5)

66   (33.0)

49   (24.5)

Sex Male

Female

90   (45.0)

110 (55.0)

Education No formal education

Primary school

High school

Higher secondary

Graduate

Postgraduate and above

3     (1.5)

39   (19.5)

59   (29.5)

50   (25.0)

42   (21.0)

7     (3.5)

Occupation Unemployed 13   (6.5)

Self-employed 52   (26.0)

Labourer 30   (15.0)

Government employee 22   (11.0)

Home-maker 48   (24.0)

Agriculture 11   (5.5)

Service sector 14   (7.0)

Student 10   (5.0)

expected them to be “empathetic”, “efficient” and “assertive”, 
and to have “good knowledge”. In addition, the informants felt 
that there should be a personal element in the interaction 
with the healthcare provider.Healthcare professionals were 
expected to know about the medical, as well as economic 
and social, conditions of the client. The participants 
mentioned that they would trust healthcare professionals 
who were not profit-oriented. 

According to the informants, public healthcare institutions 
should deliver quality services, otherwise the people’s trust in 
the public healthcare system would be affected. They should 
be well managed, and should provide quality drugs and 
treatment at a reasonable cost. Public healthcare institutions 
should have an adequate number of employees.Also, they 
should be dependable and reliable.In the words of one 
informant :
“Since two of our PHC staff stay near, we have always a place to 
go when we have any health problems and they provide us good 
service with very little expense.”

According to the informants, previous experiences and the 
media did have an influence on the people’s trust in healthcare 
institutions.They described experiences they had had with 
healthcare providers and healthcare institutions that had 
altered their level of trust. For a healthcare provider to be 
trustworthy, he/she should have “kaipunyam”, which means 
that he/she should be competent enough to prevent, diagnose 
and treat a disease correctly. Most participants attached 
importance to the way the healthcare provider addressed 
them; if the latter addressed them by their names, they were 
more likely to trust him/her. The participants preferred to be 
identified by their names rather than an impersonal number. 

During the interview we compared the performance of the 
public education system and the public healthcare system.
Three of the five participants felt that the performance of the 
public education system was better than that of the public 
healthcare system. According to them, this was because the 
health department was short of funds. Four participants 
preferred private health facilities because they believed that 
there would not be any delays in treatment in these facilities. 
Further, many private facilities had all the resources required to 
treat diseases.

Item reduction 

The initial item pool had 40 items.Following evaluation by 
experts,eight were removedto form a 32-item Likert-type 
scale with five responses ranging from “Strongly disagree” 
to “Strongly agree”.The preliminary scale with 32 items was 
administered to 200 individuals and the data were collected. 
In addition, we collected the sociodemographic data of  
the subjects. 

In the scale development sample, 49.5% of the subjects were 
above the poverty line and 58.5% preferred private healthcare 
facilities over public healthcare facilities. The mean age of 
the participants was 37.53±9.47 years.The data collected 
using the preliminary scale were used for calculating internal 

consistency.In this step, one item was removed because item 
removal leads to an improvement in Cronbach’s alpha value. 
Thus, it became a 31-item scale. Exploratory factor analysis 
was done for this scale, with a Cronbach’s alpha of 0.877.Factor 
analysis showed eight factors with eigen values of more than 
one and covering 52.33% of the scale variance. Items showing 
negative loading and cross-loading were removed. (Cross-
loading occurs when one item loads on different factors with 
a value of 0.32 or more)(42).Cross-loading made the factor 
structure unstable, so eight items were removed from the 31-
item scale to forma 23-item scale. After the revision, a 6-factor 
structure evolved from factor analysis and it covered 51.46% 
of the scale variance, with a Cronbach’s alpha of 0.866. The 
scree plot also revealed a 6-factor structure. The elbow point 
in a scree plot denotes the number of factors. There was a 
minimum communality of 0.20. More than five variables 
loaded strongly, with a maximum loading value of 0.70 and a 
minimum of 0.30. The results of the factor analysis were a 23-
item scale with six underlying factors, covering 51.46% of the 
variance. 

The following is the pattern matrix that shows which items 
cling together to form a factor. 

From the pattern matrix, we identified six factors. Each of these 
was assigned to one domain of the construct of “healthcare 
system trust”. The domains were identified with the help of 
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Table 2: Pattern matrix – factor loading of scale items in factor analysis

No. Items Factors

1 2 3 4 5 6

1 My healthcare institution provides me quality care. 0.409

2 The treatment expenses in my healthcare institution are reasonable. 0.994

3 I think I can tell my healthcare provider everything, so that he/she can understand my 
condition better.

0.993

4 My healthcare provider understands my economic and social conditions. 0.485

5 I believe my healthcare provider is efficient in terms of using the available resources. 0.476

6 Even if my healthcare provider makes a mistake, I believe in him/her. 0.683

7 My healthcare provider gives value to my time also during consultation. 0.503

8 My healthcare institution has all the latest facilities for diagnosis and treatment. 0.504

9 I believe my healthcare institution has enough employees for providing health 
services.

0.471

10 I have never taken a second opinion from health workers about my health problem. 0.471

11 My healthcare provider listens to me patiently about my health problems. 0.760

12 My healthcare provider considers every patient equal. 0.468

13 Often, I feel that my healthcare provider maintains confidentiality. 0.648

14 I believe that my healthcare provider will give me the right treatment. 0.430

15 My healthcare provider will give me all the information available on the diagnosis and 
treatment of my illness.

0.667

16 My healthcare provider will involve me in the decision-making process regarding my 
treatment.

0.727

17 I believe that I can approach my healthcare institution for any medical problem. 0.747

18 I recommend my healthcare institutionto my friends. 0.659

19 My healthcare institution is a dependable one. 0.821

20 I believe my healthcare providers are technically competent. 0.658

21 I often try to follow the instructions my healthcare provider gives me. 0.547

22 I respect my healthcare provider for his/her activities. 0.398

23 I believe that the health promotional messages given by my healthcare provider are 
valid and logical.

0.333

a review of the literature and in-depth interviews. The factor 
structure thus formed was close to the conceptual framework 
of the construct of “healthcare system trust”

Table 3:  Factors showing characteristics of different domains

No. Factors Component of health system trust Domain

1 Factor 1 Institutional trust Quality

2 Factor 2 Individual trust Communication

3 Factor 3 Overlapping* —

4 Factor 4 Individual trust Transparency

5 Factor 5 Institutional trust Reliability

6 Factor 6 Individual trust Competency

* Individual trust and institutional trust 

Phase II: testing of the scale

Reliability

Internal consistency was assessed from the developmental 
sample. Cronbach’s alpha value for the final scale was 0.86. 
For standardised items, Cronbach’s alpha value was 0.85. The 
test retest reliability was estimated by administering the 23-

item scale to 20 individuals of 18–55 years of age, with a gap 
of seven days. The scores of the two tests were correlated (r= 
0.97,p<0.05). The correlation for each item was also calculated; 
all of them were positively correlated.

Validity

Face validity was established by submitting the formatted 
and translated version of the scale to 10 experts in the 
public health domain. The experts assessed the scale for the 
adequacy of its content and sufficiency of the items. The 
content validity ratio ranged from 0.62 to 0.73.The content 
validity index, calculated as the mean value of the content 
validity ratios, was 0.64. 

Construct validity was established by assessing convergent 
and divergent validity. Convergent validity was assessed by 
correlating the scores obtained in the public healthcare system 
trust scale with those obtained in the general trust scale. There 
was a significant correlation between the scores in the two 
scales, with the correlation coefficient being (r=0.48, p<0.05).
Divergent validity was measured by testing the correlation 
between the scores obtainedin the Medical Mistrust Index 
and public healthcare system trust scale. The two scores were 
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negatively correlated the correlation coefficient being (r=-0.52, 
p<0.05).

The mean public healthcare system trust scale score for the 
developmental sample was 81.24±9.81, with a range of 58–
104. Further analysis revealed that there was no statistically 
significant difference between the mean scores on the basis 
of age, education and economic status. However, there was a 
significant difference between the total mean scores of males 
and females, and the employed and unemployed. 

Table 4: Mean public healthcare system trust scale score by sample 
characteristics in developmental sample

Sample characteristics(n=200) Mean±SD p value

Age

     18–37 years

     38–55 years

81.27±9.52

81.29±10.06

0.98

Sex

     Male

     Female

77.79±8.46

84.07±9.96

<0.05 

Education

    Upto high school

    Above high school

82.13±10.63

80.34±8.85

0.19

Occupation

    Unemployed

    Employed

85.69±8.94

78.80±9.42

<0.05 

Economic status

    Above poverty line

    Below poverty line

81.26±9.97

81.23±9.69

0.98

Discussion

The newly developed public healthcare system trust scale 
is intended to measure the trust in the public healthcare 
system. It was developed through  review of the literature and 
qualitative exploration of the construct of “healthcare system 
trust”. The study demonstrated the multidimensionality of 
the construct. This corresponds with the findings of previous 
studies (4,20). 

The participants’ ideas of “trust” were closely related to the 
literature on trust and the theories on the subject (43, 44).
Importantly, according to them, trust in the healthcare system 
had two components: trust in the healthcare provider and 
trust in the healthcare institution. The data from the in-
depth interviews emphasise the contribution of trust in the 
healthcare provider (individual trust) towards trust in the 
system. Due to the limitation of time, we were unable to 
fully explore the concept of trust in the healthcare system. 
We were able to touch only the surface of this complex 
construct. Judging by the qualitative exploration ,it appeared 

that “healthcare system trust” is closely linked with what 
people perceive of as “quality”, “reliability” and “continuity” in 
healthcare. 

In this study, we identified five domains of the construct 
of“healthcare system trust”: perceived quality of services, 
effective communication, transparency in relations, reliability 
and technical competence. These domains are different from 
those identified by previous studies. This may be attributed to 
the overlapping factors in the structure and the complexity of 
theconstruct. A close examination of factor 3 resulted in the 
identification of additional domains, which were economic 
dependability, loyalty, comfort, confidentiality and acceptance 
of providers’ drawbacks (20,45, 46). Confidentiality was not 
identified as a major domain in this scale, but it was present 
in item 13(“I feel that my healthcare provider maintains 
confidentiality”). In previous studies, “honesty” and “veracity” 
have been found to be an important domain of trust (46). 
However, they can probably be incorporated into the domains 
of loyalty, competency and transparency. Due to the structure 
of this scale, ie a structure with overlapping factors, there is a 
need for further research on the construct "healthcare system 
trust".

The newly developed public healthcare system trust scale 
is unique to a Kerala context and it differs from other scales 
measuring trust. The Multidimensional Trust in Healthcare 
Systems Scale also measures trust in the healthcare system. 
However, in this scale,the foci of trust are the healthcare 
provider, healthcare institution and healthcare payer (4). In our 
study, we did not include the healthcare payer because the 
cost of treatment is borne mostly by the patients themselves. 
The two scales have been constructed to measure trust in 
different conditions – one in developed countries and the 
other in developing countries.

Among the items, item 22 (“I respect my healthcare provider”) 
received the highest individual item mean score. Item 6 (“Even 
if my healthcare provider makes a mistake, I believe in him/
her”) received the lowest individual item mean score. Item 12 
(“My healthcare provider considers every patient equal”) was 
a unique item in this scale. It is featured under the additional 
domain of “comfort” in factor 3.This item implies that any 
type of discrimination on the provider’s part will affect the 
level of trust. Item 21 (“I often try to follow the instructions 
my healthcare provider gives me”) suggests a link between 
adherence and trust in the healthcare system (47).

The Cronbach’s alpha value of the newly developed scale was 
0.86, which shows high internal consistency. This indicates how 
well a number of items converge on one construct. A value 
above 0.70 is considered adequate (48). As Cronbach’s Alpha 
value is proportional to number of items, a high alpha value 
is possible even if the construct is multidimensional.(49). The 
Cronbach’s alpha value of similar scales measuring trust in the 
healthcare system ranges from 0.75–0.95.The new trust scale 
identified six factors and the Cronbach’s alpha value of these 
factors ranged from 0.61–0.86.The reliability of the scale was 
enhanced and proven with test retest reliability (25).   
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To assess the validity of the construct, we adopted convergent 
and divergent validity measurement. To establish construct 
validity, we used two constructs – general trust and medical 
mistrust.Other scales measuring trust in the healthcare system 
have used scales assessing constructs such as patient-centred 
care, adherenceto medication, patients’ satisfaction and social 
support (4). A review of the scales for trust in the healthcare 
system showed that to validate the scale, the constructs used 
most often included quality, satisfaction, financial factors and 
equity (25).

The public healthcare system trust scale revealed a 
statistically significant difference between the level of trust 
among males and females(50). Females had a higher trust 
score than males. The trust scores were significantly different 
for the employed and unemployed groups, being higher 
among the latter than the former. This difference could 
perhaps be attributed to variation in certain other factors, 
such as exposure to the media, economic independence 
and social interaction (35,51,52).The analysis of the 
developmental sample scores was incapable of explaining 
the variation across different variables. A multivariate 
analysis was essential to explain the interaction between the 
variables and trust, but the analysis was restricted due to the 
small sample size. More studies are needed to validate these 
findings.

Strengths and limitations of the study

The study produced a valid and reliable tool for measuring 
trust in the public healthcare system. The strength of the 
study was its use of exploratory factor analysis for item 
reduction and the identification of the factors. The study 
was able to establish three types of validity for the scale. 
It identified trust in the healthcare provider (individual 
trust) and trust in the healthcare institution (institutional 
trust) as the major components of trust in the public 
healthcare system in Kerala – a finding which is similar to 
those of research conducted in this area earlier(4). The main 
limitation of the scale was that it used an individual item 
scoring method.  The total score of the scale was calculated 
as the sum of the scores of the individual items. This might 
have resulted in the neglect of the specific contribution of 
individual items. The other limitations included the structure, 
which was characterised by overlapping factors, and the 
limited variability of the developmental sample.

Public health implications 

The public healthcare system trust scale can be used as 
a surrogate measure of the quality of the health services 
provided by the public healthcare system, since quality and 
trust are highly correlated. Trust in the healthcare system is 
an important determinant of health at present. Trust in the 
healthcare system is associated with health outcomes. This 
fact should be considered while developing policies which 
aim to improve the utilisation of healthcare. Policies aiming 
to improve communication between people and health 
professionals should consider the communicative aspects of 

trust, which have their own role to play in producing better 
health outcomes. 
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Annexure I: Factor correlation matrix

Factor 1 2 3 4 5 6

1 1.000 0.133 0.180 0.190 0.271 0.185

2 0.133 1.000 0.108 0.119 0.141 0.197

3 0.180 0.108 1.000 0.275 0.476 -0.027

4 0.190 0.119 0.275 1.000 0.197 0.191

5 0.271 0.141 0.476 0.197 1.000 -0.004

6 0.185 0.197 -0.027 0.191 -0.004 1.000
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