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Personal characteristics like gender has been shown to be related to people’s attitude towards medical 

treatment. A negative attitude towards health care provider can be expressed as mistrust. This paper 

examines the relationship between personal characteristics (generalized trust, sex including whether  

the person had obtained treatment at a health care centre) and mistrust to a university health care centre. 

Survey respondents are 420 university students with age ranging from 18 to 29 (M=21.6, SD=1.26). 

Both types of trusts were similar between the sexes and between students who had and had not visited 

the health care centre. The finding reveals that generalized trust is not related to mistrust towards 

healthcare provider. Further studies are needed to establish the extent to which a domain-specific mis-

trust has marginal benefits over a generalized trust 
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Trust has been considered as the core 

ingredient of effective health care pro-

vider-patient relationship. Trust is essen-

tially valued in that relationship as patient 

is dependent to the practitioner whom they 

perceived as having mastery in medical 

knowledge. To trust in the health care pro-

viders also mean to have expectations of 

their behaviours, relying upon them to pro-

vide alternatives for the patients, as well as 

providing the necessary information pa-

tients may need. When the trusting rela-

tionship is maintained, the practical bene-

fits for the patients will be enhanced. How-

ever, the absence of trust may result in pa-

tients’ reluctance to seek treatment and dis-

close personal information (Rowe & Cal-

nan, 2006). 

 

Although there is a strong evidence that 

health care related distrust may lead to 

poor health outcomes due to interference 

with effective health care, the impact of 

trust and distrust in health care-related sys-

tems is less well understood (Armstrong, 

Rose, Peters, Long, McMurphy, & Shea, 

2006; Musa, Schulz, Harris, Silverman, & 

Thomas, 2009). Having a trust in health 

care providers allow both health care pro-

viders and patients to arrive at medical de-

cision pertaining to patients’ health out-

come (Hayes, 2010) or engagement in 

health care. In addition, lack of patient trust 

is associated with less doctor-patient inter-

action, reduced adherence to recommenda-

tions that may be made by doctor to pa-

tient, reduce utilization or disengagement 

of the health care (LaVeist, Isaac, & Wil-

liams, 2009), and also poor self-reported 

health (Armstrong et al., 2006). Trust or 

mistrust in the health care system is also 

associated with patient characteristics such 
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as race (Musa et al., 2009; Simonds, Goins, 

Krantz, & Garroutte, 2014), age (O’Mal-

ley, Sheppard, Schwartz, & Mandelblatt, 

2004), the institutions (referring to both the 

health care providers and systems) (Bu-

chanan, 2000; Gray, 1997), or the health 

care providers personality and behaviours 

(Cook, 2001). 

 

Gilson (2006) stated that trust relates to 

a degree of trustor’s vulnerability and risk 

which embedded in the expectation that 

trustee will have concern for his interests. 

This notion can be seen as well in Abelson, 

Miller, and Giacomini (2009) as the core to 

the trust relationship is the experience of 

vulnerability of a person. The activation of 

a personally important and significant 

event can also influence the level of trust. 

For example, Powell et al. (2016) discov-

ered that the main factor patient would feel 

intimidated and seed their mistrust of phy-

sicians is when it comes to receiving a se-

rious diagnosis or prognosis of their health 

condition.   
 

 Generalized trust is defined as “the po-

tential readiness of citizens to cooperate 

with each other and to engage in civic en-

deavours” (Stolle, 2002, p. 397); hence, 

trust will only be built when both parties 

agreed to invest their commitment in a re-

lationship. Therefore, trust takes two par-

ties and will not occur in a vacuum. How-

ever, it is not always a case as having a 

trust means having the preparedness to 

trust others and action following it because 

generalized trust especially in hierarchical 

structures society may be deemed neces-

sary in patron-client relationship (Stolle, 

2002). Consequently, generalised trust has 

been shown to link to a variety of positive 

outcomes at the individual level such as 

self-rated health. Generalized trust is 

strongly associated with both self-rated 

health and happiness (Carl a Billari, 2014). 

Stolle (2002) points out that in a society-

centred culture, generalized trust is viewed 

as the most important mechanism in trans-

mitting their social interaction particularly 

in bridging interaction such as formative 

experience towards diverse association. 

This type of trust may encourage an indi-

vidual to extend their trust to other than 

knowledge-based trust; trust towards peo-

ple one knows as generalised trust requires 

one to engage in a broad general popula-

tion. 
 

This paper seeks to measure the lack of 

trust, or mistrust, towards a specific health 

care provider. To provide a context for this 

paper, the following section provides an 

overview of Malaysian health care sce-

nario. The overview argues that there is a 

growing threat to the level of trust held by 

Malaysian towards the health care pro-

vider.    
 

Health Care in Malaysia 

 

The healthcare delivery system in Ma-

laysia has seen tremendous improvements 

due to a comprehensive range of health ser-

vices available. The health care in Malay-

sia consists of the private and public sec-

tors offers a wide range of services includ-

ing health promotion, disease prevention, 

curative and rehabilitative care deliverable 

through clinics and hospitals. 
 

The health care system has also been 

used as a model for other developing coun-

tries because of its success in improving 

the health status of Malaysians over time 

(Lee, 2015). A study by the American pub-

lication International Living, in its 2014 

Global Retirement Index has rated Malay-

sia's healthcare system as the third best out 

of 24 countries– evaluated, amongst others 

based on the cost and quality of healthcare 

(Liang, 2014). This is not surprising since 

the Malaysia government has always been 

committed to its principle of a universal 

access to high quality health care (Castro, 

2009). Many plans have been initiated and 

put into motion to achieve this. The Coun-

try Health Plan: 10th Malaysia Plan 2011-

2015 has detailed out the health plan for 

Malaysia, aims to address issues related to 
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health services delivery, governance and 

financing, health awareness and healthy 

lifestyle and empowerment of individual 

and community. In the 11th Malaysia Plan 

(2016-2020), the focus is on the under-

served areas, and also to increase capacity 

of both facilities and healthcare personnel. 

The four main strategies in this plan in-

clude inclusivity, improving system deliv-

ery, accessibility, and collaboration with 

private sector and NGO to increase health 

awareness. 
 

Various initiatives have also been taken 

or planned by the Ministry of Health 

(MOH) to improve and strengthen health 

services in the community. Integrated 

health screening which was started in 2008 

was intended for holistic care of outpa-

tients in the health clinics and ultimately 

reduces the disease burden of the commu-

nity (Hariri et al., 2015). Health risks are 

prioritised according to age groups. The 

strategy is to identify and manage risks 

early and accordingly in order to prevent 

progression to disease. Another initiative is 

the Family Doctor Concept (FDC) with the 

aim of ‘One Family One Family Doctor,’ 

address the rising burden of diseases in 

which each family will be assigned to a 

doctor. The FDC aims to detect and treat 

diseases at an early stage by the family 

doctors, which in turn will reduce the num-

ber of patients receiving treatment for seri-

ous illnesses in the hospitals (Subrama-

niam, 2013). In addition, the 1 Malaysia 

Clinics was launched in 2010 to cater for 

poorer urban population. This project was 

launched in 2010, and as a results, 50 clin-

ics are built throughout Malaysia. Other 

than this, the Social Security Organisation 

(SOCSO) has offered medical check-ups 

to its eligible members age 40 and above. 

The one-off free health screening is offered 

as an early detection for health problems 

like high blood pressure, diabetes and heart 

disease, as well as to check cholesterol lev-

els, and for prostate cancer in men and cer-

vical/breast cancer in women through Pap 

smear/mammogram.   

However, many Malaysians are seeking 

for alternative, complementary, or integra-

tive medicine, also referred to CAM (Com-

plementary Alternative Medicine) or TCM 

(Traditional and Complementary Medi-

cine). CAM or TCM is used to denote 

health-related practices that are not pro-

vided by registered conventional medical 

practitioners. Among cancer patients for 

example, numerous studies reported a sig-

nificantly high degree of complementary 

and alternative medicine use (Farooqui et 

al., 2016; Lua, 2009). Also a study among 

cardiovascular patients shows an increase 

in the use of TCM (Kew et al., 2015). In 

view of this demand, the Ministry of 

Health under the TCM division has estab-

lished integrated hospitals in 2006. These 

hospitals practice traditional Malay mas-

sage, acupuncture, herbal oncology, as 

well as postnatal massage (Ministry of 

Health Malaysia, 2007). 
 

In a sample of diabetes patients, Malay 

and Muslims in Malaysia were more likely 

to use TCM compared to other ethnic and 

religious groups (Ching, Zakaria, Paimin, 

& Jalalian, 2013). This is also reiterated in 

a sample of 1,250 households in Pahang 

(Kew et al., 2015). The result of this study 

shows that the TCM use among those with 

cardiovascular risk factors is high. How-

ever, there were no clear preferences in 

terms of gender, age groups, educational 

level or income. Many of the respondents 

turned to TCM as a substitute for conven-

tional medicine.  
  

On top of the TCM, there are medical 

treatment and procedures that were not ap-

proved by MOH but very popular among 

Malaysians. The Facebook pages like 

Pseudoscience Watch, Root of Science, 

and Medical Mythbusters had gained pop-

ularity in exposing pseudo-scientific med-

icine. Ozone therapy, for example, was 

banned by the MOH (Kannan, 2017). Mar-

keters were also observed making baseless 

and extravagant claim about their product. 

Unfortunately, people buy into the claims 



   

                                                                          42 

 

made and are impressed by promising tes-

timonials presented by the marketers. Con-

sequently, public will consume the product 

without having a proper check and consul-

tation from the experts on the basis of their 

poor awareness and wrong belief as a con-

sumer (Verbeke, Sione, Pieniak, Van 

Camp, & De Henauw, 2005). Hence, the 

question remained whether this shows a 

growing mistrust towards the conventional 

scientific medicine and health care provid-

ers.  
 

The issues regarding the alternatives to 

health care institutions need to be exam-

ined. The existing literature had showed 

that mistrust to healthcare institutions is re-

lated to the willingness to seek help and 

comply with treatment provided by the in-

stitution. Therefore, it is important to un-

derstand the factors that influence the level 

of mistrust towards healthcare institutions. 

The objective of the study is to examine the 

relationship between mistrust of a univer-

sity-based health care centre and personal 

trust, sex, and visitation history. 

 

  

Method 
 

 

Participants 
 

Students in a Malaysian university with 

English as a primary medium of instruction 

were selected to participate using conven-

ience sampling. A total of 420 respondents 

(85 males, 234 females, 1 not stated) with 

age range from 18 to 29 (M=21.6, 

SD=1.26) completed the questionnaire. Of 

the 420 respondents, 360 (85.7%) had vis-

ited the University’s Health and Wellness 

Centre (UHWC), and 58 (13.8%) had not. 
 

Measures 

 

Medical Mistrust Index (MMI) was de-

veloped by LaVeist, Arthur, Morgan, Ru-

binstein and Plantholt (2003) as a 17-items 

measure and later refined into a 7-item 

measure (LaVeist, Isaac, & Williams, 

2009). It comprises 7 items rated on a 4-

point Likert scale (1 = Strongly Disagree 

to 4 = Strongly Agree). The questionnaire 

includes all 17 original items. Based on in-

ternal consistency analysis involving the 

17 items, the 7-item measure was used for 

subsequent analysis. The MMI’s 7-items 

internal consistency was reported to be .76 

(LaVeist, Isaac, & Williams 2009) and .74 

(Eaton et al., 2015).  
 

Meanwhile, the Generalized Trust (GT) 

measure has 20 items and for this study 

they were measured on a 4-point Likert 

scale (1 = Very Untrue of Me OR Strongly 

Disagree to 4 = Very True of Me OR 

Strongly Agree). The GT is one subscale 

from the Trust Inventory developed by 

Couch, Adams, and Jones (1996). The in-

ternal consistencies for the whole Inven-

tory range from .87 to .92 while the test-

retest stability for the GT is .80 (Couch & 

Jones, 1997).  
 

Search using Google Scholar did not 

yield studies using MMI or GT on Malay-

sian samples. The original English version 

of MMI and GT were used in this study.      
 

Procedure 

 

The questionnaires were administered 

over a period of three weeks among stu-

dents residing in a public university’s cam-

pus. Internal reliability is assessed through 

Cronbach’s alpha. The relationship be-

tween Medical Mistrust Index and Gener-

alized Trust  was examined through Pear-

son correlation. Independent samples t-test 

was used to compare the scores of MMI 

and GT between sex (i.e., males-females) 

and previous visitation of the UHWC (i.e., 

Yes-No). 
 

 

Results 
 

 

The scale’s internal consistency (see 

Table 1) is acceptable for the purpose of 
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investigating relationship among the varia-

bles. The centres of the scores for both var-

iables are highly similar. In terms of the 

spreads, however, the variables have dif-

ferent ranges, but similar standard devia-

tions. The differences between the spread 

indices may not be enough to conclude that 

the scores have a limited range which 

would be problematic for correlation anal-

ysis.  
 

 

 
          Table 1 

 

           Descriptive statistics for the GT and MMI 

Variable M SD Range ɑ 

GT 2.69 .44 2.05 .731 

MMI 2.67 .44 2.71 .674 

 

 

The are no gender differences for the 

two measures used. The GT scores are sim-

ilar for males (M=2.65, SD=.29) and fe-

males (M=2.7, SD=.30), t(403)= -1.433, p 

= .153. The MMI scores are also similar for 

both males (M=2.69, SD=.42) and females 

(M=2.66, SD=.44), t(408) = .526, p = .599. 

The lack of sex based differences justify 

aggregating the data for further analysis. 

 

Direct personal experience does not 

seem to be related to level of both general 

trust and trust towards health care pro-

vider. The GT scores are similar for stu-

dents regardless of their visitation status 

(Yes: M=2.69, SD =.30, No: M=2.70, 

SD=.27), t(402)= -.237, p = .813. The MMI 

scores are also similar for both groups 

(Yes: M=2.67, SD =.44, No: M=2.64, 

SD=.42), t(407) = .417, p = .677.  

 

It seems that MMI is not able to differ-

entiate patient vs non-patient just like GT. 

However, it does seem that MMI and GT 

are measuring different constructs as sug-

gested by the lack of correlation between 

the two. GT scores are not correlated to 

MMI scores, r(N=397) = -.055, p= .237. 

As expected based on the restricted range 

of age (low SD value), both GT and MMI 

are not correlated to age, r(N=403) = -.012, 

p= .815 and r(N=408) = -.031, p= .531 re-

spectively. The non-significant correlation 

between MMI and the other variables does 

not warrant further analysis like multiple 

regression to be made.  

Discussion 

 

 

The study shows a lack of relationship 

between MMI and the selected personal 

characteristics. Several possible interpreta-

tions can be made based on the results ob-

tained. First, the findings are not definitive 

in revealing the utility of MMI as a do-

main-specific measure of trust. Perhaps 

MMI falls under an extended social circle 

termed Network Trust which lacks incre-

mental validity compared to General and 

Partner Trust (Couch, Adams, & Jones, 

1996). It could also be possible that the 

present findings are true only for this rela-

tively homogenous student samples espe-

cially in terms of levels of education. 

Third, the study examined experience with 

healthcare provider as a dichotomous 

measure. Perhaps the frequency and nature 

of health consultation would affect the lev-

els of mistrust. Lastly, the lack of relation-

ship between MMI and PT suggests a dis-

criminant validity of the measure. Future 

study should then test convergent and con-

current validities like the ones conducted 

by Eaton et al. (2015) but for Malaysian 

samples.  

 

A limitation of the study is the relatively 

low number of students who had not vis-

ited the UHWC. If the numbers were ana-

lysed for males, the limitation is more ob-

vious. Only nine males were non-visitor 

compared to 89 who had visited the 
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UHWC. However, visitation record does 

not seem to depend on the students being a 

male or female. Chi-square analysis show 

the lack of association between the two, 

X2(1)=2.358, p=.125. Future studies 

should consider sampling procedure that 

would ensure a fair comparison can be 

made for people with direct and indirect 

experience with a health care provider.  

 

Another limitation is the variability of 

age data. Although the range (18 to 29) 

looks good, the spread as measured by the 

standard deviation (1.26) is less than ade-

quate to detect the relationship between 

age and the other variables in the study.  

Age group differences may reveal different 

level of trust to health care provider. For 

example, the level of trust to physician is 

higher among survey respondents who are 

older than 50 years compared to those be-

tween 18 to 30 (Boulware, Cooper, Ratner, 

LaVeist, & Powe, 2003). Future studies 

should consider participants with wider 

range of age and demographic characteris-

tics like level of education, and employ-

ment.  

 

The rise of non-communicable diseases 

like diabetes increase people’s awareness 

and need for health care treatments and in-

terventions. The lack of trust in health care 

provider can worsen the health scenario. 

The level of medical mistrust had been 

showed to be related to poorer communi-

cation with health care provider (White, 

Chakkalakal, Presley, Bian, Schildcrout, 

Wallston et al., 2016). A concerted effort 

need to be taken to combat both the dispo-

sitional and induced mistrust. From a 

health psychology perspective, under-

standing the personal belief, attitude, traits, 

and motivation regarding health-related 

behaviour is important. Developing tools 

to measure these variables would go a long 

way in the concerted efforts to improve 

health status of Malaysians.  
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