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Abstract 
 

Trust for health care professionals (interpersonal trust) and the health care system 

(institutional trust) is imperative for the performance of health care systems. However, at the 

same time, contemporary societies today are characterised by decreasing levels of trust and 

citizens today are increasingly inclined to seek health information from sources beyond health 

care professionals. Sociologists have argued that societal institutions, such as the health care 

system, are subject to individuals’ increasing mistrust, which has created a “critical distance” 

between lay citizens and modern medicine. In this critical distance, the health care system and 

its representatives are continually questioned why citizens’ trust for the medical institution 

can not be taken for granted. Because individuals living in the modern society are more 

inclined to take control over their health by engaging in health information seeking behaviour, 

the present study aims to examine whether there exists an association between interpersonal 

and institutional trust and differences in health information seeking behaviour. This study 

focuses on the Swedish context, where decreasing levels of trust for societal institutions - 

including the health care system, have been reported. Multivariate logistic regression analysis 

using data from European Social Survey (2004) was utilised to answer the research questions 

“Is the degree of trust for the health care system in Sweden associated with individuals' health 

information seeking behaviours?” and “Is the degree of trust for health care professionals in 

Sweden associated with individuals' health information seeking behaviours?”. The majority of 

the results from this study were not statistically significant, why the null hypothesis can not be 

ruled out. More recently collected data and more representative operationalisations of 

variables might generate more valid results. The study topic provides a potentially fruitful and 

valuable route for future scientific research, why it is considered important to further 

investigate whether mistrust for the healthcare system and its experts motivates individuals to 

consult alternative sources rather than health care professionals when seeking health 

information. 
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1. Introduction  

Health care providers, policy makers and citizens share one key concern – to ensure that 

health services provide a care that is safe, effective and responsive to every patient’s needs. 

However, large variations in health care outcomes persist within and between countries, 

which attests that more should be done to improve the quality of health care 

(WHO/OECD/World Bank, 2018). Furthermore, a robust primary care can contribute to 

strengthening the overall health system’s performance as it facilitates for patients to receive 

the most appropriate care in a timely manner. A strong primary care works as an effective 

means towards the involvement of patients in health related decisions and medical 

interventions, as well as promoting active patient engagement throughout the care process. 

For example, research has illustrated that patient-centred communication in primary care 

settings significantly increases patient adherence to treatment and improves both patient and 

practitioner satisfaction (European Union, 2017). 

However, in the 21st century the traditional paradigm of “because the doctor said so” is no 

longer the standard for many individuals (OECD, 2018:4). Lay citizens today take control of 

their health to a greater extent, which has become essential as life expectancies and 

prevalence of chronic diseases continue to increase. Thus, people have become more inclined 

to seek a better understanding of their health alternatives and to take more control over their 

health decisions. Moreover, limited access and existing complexity of health services as well 

as medical jargon make it challenging for patients to obtain, understand and evaluate health 

information in clinical settings (OECD, 2018). Consequently, these barriers are increasingly 

coped with through health information seeking behaviour (HISB), where a wider access to 

health related information has democratised and facilitated for individuals to improve their 

knowledge on health and to support self-care behaviours. Recent data from OECD revealed 

that in 2017 nearly half of all citizens living in the EU engaged in health information seeking 

behaviour, which is a figure that has almost doubled since 2008 (OECD, 2018).  

Furthermore, research has established that social capital is critical for the functioning of 

health systems and the maintenance of public health. More specifically, trust, which is one 

operationalised form of social capital, has been found to be essential for the performance of 

health care systems. Perceived trustworthiness of health care professionals (HCPs) and health 
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care institutions such as hospitals, GP clinics and health centres have been found imperative. 

Furthermore, both theorists and researchers have highlighted that contemporary society is 

characterised by declining levels of trust for societal institutions, why an increasing amount of 

research has been devoted to examine how trust is associated with certain outcomes in health 

care settings (see e.g. Ahnquist et al., 2008; Maarse & Jeurissen, 2019; Mohseni & Lindstrom, 

2007; Smith, 2017). Researchers typically differentiate trust into one relational (i.e. 

interpersonal) dimension and one institutional dimension. Both forms of trust have been 

found to pose meaningful influences on several health care outcomes, including patient-doctor 

communication, financial burdens related to illness, willingness to seek health care, disclosure 

of medical information, adherence to treatment and patient satisfaction (Gilson, 2005; Russell, 

2005; Hall et al., 2001). Trust has also been recognised as important with regards to health 

information seeking behaviour (Mohseni & Lindstrom, 2007; Hall, 2002). However, a limited 

amount of research has been devoted to examine institutional versus interpersonal trust in 

relation to HISB (see e.g. Somera et al., 2016). To the author’s knowledge, no study on this 

topic with regards to the Swedish context has ever been made to this date. Because trust has 

been associated with important health outcomes, in combination with the insight that patients 

are dependent on health care institutions and health care professionals to meet their needs for 

care - it is judged as important to better understand whether institutional and interpersonal 

trust is associated with differences in individuals’ health information seeking behaviours. 

 

1.1 Objective and research questions 

To investigate the association between institutional and interpersonal trust on health 

information seeking behaviour in Sweden.  

 

R1: Is the degree of trust for the health care system in Sweden associated with individuals' 

health information seeking behaviours? 

 

R2: Is the degree of trust for health care professionals in Sweden associated with individuals' 

health information seeking behaviours? 
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2. Theoretical background and 

previous research 
 

2.1. Theory 
 

2.1.1. Social capital  

Social capital is a theoretical construct, which was introduced in sociology in the 19th century 

and was popularised through sociologists such as Pierre Bourdieu (1986) and James Coleman 

(1988; 1990). According to Bourdieu (1986), social capital can be defined as “[…] the 

aggregate of the actual or potential resources which are linked to possession of a durable 

network of more or less institutionalised relationships of mutual acquaintance and 

recognition” (Bourdieu, 1986:248). However, social capital can be defined and measured in 

various ways and in its broadest terms it can be explained as “[…] a resource that is realized 

through relationships” (Nyqvist, 2009:15).  

 

Social capital is thus a complex construct and is often classified based on its many sub-

components. More specifically, scholars often define the construct by dividing it into distinct 

branches with different accompanying indicators. A conventional approach to classify social 

capital is by dividing the construct into two separate dimensions; structural social capital and 

cognitive social capital (Giordano et al., 2011). Structural social capital refers to social 

networks and the structure of individuals’ interactions and relationships, while cognitive 

social capital is associated with indicators such as trust, values, attitudes and norms. 

Consequently, although the components are interlinked and influence each other and because 

the indicators found in the structural component derive from cognitive processes, some 

scholars argue that structural and cognitive social capital are distinct forms of social capital 

and should therefore be empirically examined as such. The importance of separating cognitive 

and structural social capital has been emphasised in health research (Macinko & Starfield, 

2001). Nevertheless, to date there is a lack of consensus regarding how cognitive social 

capital should be explicitly defined (Nyqvist, 2009). 
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The disparity of how social capital should be defined has further resulted in a lack of 

consensus among scholars of what contexts are most appropriate to study (Giordano et al., 

2011). Scholars who focus on the relational aspects of social capital, such as social networks 

and their associated values and resources, usually examine social capital by focusing on the 

individual level (Macinko & Starfield, 2001). In contrast, the other approach examines social 

capital on a collective level since scholars consider the construct a resource that is made 

available for communities and societies (Nyqvist, 2009). Sociologist Robert Putnam (1993) 

defines social capital according to the latter approach, and suggests that it represents “[…] 

features of social organization, such as trust, norms, and networks that can improve the 

efficiency of society by facilitating coordinated actions” (Putnam, 1993:167). According to 

Putnam’s view, social capital consists of equality, social networks, civic engagement, norms 

of reciprocity and trust, which altogether improve the effectiveness of society. According to 

this approach, social capital facilitates for citizens to attain shared aspirations, such as a well-

functioning democracy and economy. This interpretation of social capital is of greatest 

relevance for the present study, primarily because this approach interprets social capital as an 

important building block that facilitates for collective participation, trust and reciprocity. 

Additionally, previous health research studying social capital has usually adhered to Putnam’s 

interpretation (Nyqvist, 2009). 

 

2.1.2. Trust  

Central to the conceptualisation of cognitive social capital is trust, which is similarly to social 

capital a construct with numerous definitions and can be separated into several sub-groups 

(Nyqvist, 2009; Nyqvist, 2016). Trust is usually considered an important domain of social 

capital and has been judged as being “[…] fundamental to effective interpersonal 

relationships and community living” (Meyer et al., 2008:178). According to sociologist 

Anthony Giddens, trust can be defined as the “[…] confidence in the reliability of a person or 

a system” and originates from a combination of inductive inferences and reasonings from past 

experiences (Giddens, 1990:34). Moreover, according to Giddens (1990), trust is 

fundamentally integrated in all modern institutions and the main reason why individuals 

invest trust in experts and expert systems is due to ignorance or lack of information or 

knowledge (Doyle, 2007; Giddens, 1990). Hence, Giddens suggest that trust is only necessary 

in the absence of knowledge or information in any given situation, and refers to so called 

“expert systems” which are defined as the “[…] systems of technical accomplishment or 

professional expertise that organise large areas of the material and social environments in 
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which we live today” (Giddens, 1990:27). More specifically, in contemporary societies, 

individuals are increasingly situated in settings that are developed by expert systems. For 

example, many individuals use smartphones without having any expertise about the 

technology behind the product, and reside in buildings without having any knowledge about 

how the construction was built. Consequently, the absence of knowledge and information 

results in an automatic trust in society’s impersonal expert systems and experts (Giddens, 

1990:33).  

Trust is often operationalised on two inter-related levels; interpersonal (i.e. horizontal) trust 

and institutional (i.e. vertical) trust (Ward, 2006; Mohseni & Lindstrom, 2007). Interpersonal 

trust can be defined as the trust that is formed through face-to-face interactions. This form of 

trust is commonly operationalised into either generalised or particularised trust (Nyqvist, 

2009). Generalised trust refers to “trust in other members of society”, while particularised 

trust represents “trust in the family and close friends” (Carl & Billari, 2014:1). Institutional 

trust on the other hand, reflects the perceived trustworthiness of institutions and systems and 

the beliefs that these operate in the best interest of citizens (Ward, 2006; Meyer et al., 2008). 

Illustrating institutional and interpersonal trust, Giddens (1990) distinguishes between 

“facework commitment” and “faceless commitment” to depict the differences between expert 

systems, i.e. the system of expertise, with the expert - that is, the representative of any given 

expert system. In Giddens’ view, trust is located between facework and faceless commitment 

why trust for the expert system is gained through facework commitment with a representative 

for that system. Therefore, according to Giddens, experts’ perceived degree of 

professionalism, behaviour and other personal aspects influence lay individuals’ impressions, 

judgments and expectations of any given expert system. Thus, this logic implies that in order 

for citizens to have trust for the medical system, it is essential that they trust their 

doctor/physician.  

Closely related to trust is risk, which according to Giddens (1990) is a result of the 

construction of late modern societies, where risk is as an essential means by which citizens 

and experts organise the world. More explicitly, the concept of risk in contemporary societies 

represents that lay people rely on expert systems and experts to manage risk, however 

paradoxically neither expert systems nor any knowledge can ever be definitive, final or 

perfect. Consequently, expert systems entail imperfections and are to their core both fluid and 

incomplete, why trusting expert systems and experts will always involve some degree of risk 

(Doyle, 2007).  



 

	 9 

Another influential modern sociologist, Niklas Luhmann (1979), views trust in terms of its 

function in and for society and for individuals and social systems. According to Luhmann, 

trust reduces the complexity of how individuals think about the surrounding world by offering 

them the capability to act and to make rational decisions (Meyer et al., 2008). In Luhmann’s 

view, trust provides a solution for specific problems of risk that occur within familiar contexts 

and situations. Thus, similarly to Giddens, Luhmann (1979) suggests that trust always 

presume a situation of risk, and claims that trust is only required in situations where the 

potential negative outcome might be greater than the potential advantage, why trust is about 

calculating risks versus benefits (Luhmann, 2000; Ward, 2006). However, Luhmann suggests 

that if individuals lack trust, this will influence how they will decide about important issues; a 

lack of trust withdraws activities and “[…] reduces the range of possibilities for rational 

action, [and] prevents, for example, early medication” (Luhmann, 2000:12).  

Equally to Giddens (1990), Luhmann conceptualises trust into institutional and interpersonal 

trust, and claims that interactions between social systems and individuals are mediated by 

trust. However, in contrast to Giddens who believe that interpersonal trust is a prerequisite for 

institutional trust, Luhmann suggest the contrary; that before an individual can trust an expert, 

he or she has to trust the given social system. Specifically, according to Luhmann, this implies 

that given that individuals trust the boundaries of the medical system, the perceived 

behaviour, manner and other aspects of the HCP becomes irrelevant as patients have learnt to 

trust the medical system and therefore believe that both HCPs and the medical system will 

operate in their best interest (Meyer et al., 2008:180). Thus, according to Luhmann, this learnt 

trust promotes rational decision-making as it facilitates for individuals to consult the most 

relevant individuals within the most relevant social systems when making a decision. 

Both Giddens and Luhmann’s theoretical accounts on trust have been highly influential within 

sociology and have facilitated for an increased understanding of trust. However, both 

conceptualisations assume causality with regards to the linear influence posed by expert 

systems (Luhmann) or experts (Giddens) on interpersonal versus institutional trust. Because 

these theoretical claims have very limited empirical support they can neither be rejected nor 

validated (Doyle, 2007).  

2.1.3. Institutional and interpersonal trust in health care 
The trustworthiness of health care professionals (HCPs) and health care institutions such as 

hospitals, GP clinics and health centres are fundamental for a well functioning health system 
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in any society (Meyer et al., 2008; Mohseni & Lindstrom, 2007; Russell, 2005). More 

specifically, in health care contexts, institutional (vertical) trust refers to the perceived 

trustworthiness and reliance of the medical system, including institutional arrangements 

influencing service delivery, and beliefs that health care institutions operate in the best 

interests of citizens (Mohseni & Lindstrom, 2007:1374). Interpersonal (horizontal) trust has 

been defined as being “[…] built, sustained or damaged through face-to-face encounters with 

health providers and is more likely to increase with long-term doctor-patient relationships” 

(Russell, 2005:1397). This reflects that interactions and relationships between patients and 

health care representatives (e.g. HCPs) are assumed to facilitate for patients to build trust 

which further influences their willingness to disclose personal information, and to permit 

potential clinical procedures and medical interventions (ibid). 

Moreover, in the theoretical literature it has been claimed that modern society is characterized 

by decreasing levels of trust, which is evident in many social institutions, including the 

medical one (Ward, 2006; Rowe & Calnan, 2006). Due to the increasing complexity of 

society, Giddens (1994) argues that citizens are increasingly dependent upon expert systems 

(such as the medical system), however paradoxically, because the medical system and its 

inherent expertise and knowledge can never be complete or final, it will never be able to 

predict future events perfectly, which has resulted in in an increase of mistrust. Consequently, 

“[…] claims to expertise around health, illness and medicines are no longer the sole 

provenance of medical practitioners”, which has formed a “critical distance” between lay 

people and modern medicine where the validity of medical knowledge, the medical system 

and its representatives is continually questioned (Ward, 2006:145). Thus, theorists have 

suggested that this scepticism towards modern medicine can be defined as a process of “de-

medicalization” (Williams & Calnan, 1996:1611). Because of the critical distance and process 

of de-medicalization, citizens’ trust for the medical system can no longer be taken for granted, 

“[…] it has to continually be won and retained in the face of growing uncertainty” (Ward, 

2006: 1612). 
 

2.2. Previous research 

2.2.1 Research on social capital and trust in health care 
Social capital and trust has become an important topic of interest in the medical and health 

literature in the last decades (Meyer et al., 2008; Nyqvist, 2009). As mentioned previously, 

the lack of consensus regarding how social capital should be defined has correspondingly 
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characterised the empirical literature, which has traditionally conceptualised the construct in 

two distinct approaches where one perspective operationalises social capital as a contextual 

and collective characteristic of society, while the other approach defines the construct through 

a relational and micro-level perspective (Ahnquist et al., 2008). Thus, this illustrates the 

evident complexity of social capital theory and how it can be defined and operationalised in 

research (Nyqvist, 2009).  

Research has indicated that social capital influences health through psychosocial mechanisms, 

resources and health behaviours (ibid). More specifically, research has suggested that social 

capital promotes health in various ways, for example by constituting a source of mutual 

respect, self-esteem and emotional support; promoting an increased access to health related 

amenities and services; encouraging diffusion of health related information; fostering 

adoption of health-positive behavioural norms and influencing social control over adverse 

health-related behaviours (Kawachi et al., 1999; Mohseni & Lindstrom, 2007; Yip et al., 

2007). 

Due to the decline of trust for societal institutions, an increasing amount of research has been 

devoted to examining the decreasing levels of trust in health care (see e.g. Ahnquist et al., 

2008; Maarse & Jeurissen, 2019; Mohseni & Lindstrom, 2007; Smith, 2017). Research has 

illustrated that interpersonal trust can be damaged or built through face-to-face interactions 

between patients and HCPs (Maarse & Jeurissen, 2019). Additionally, interpersonal trust has 

been claimed to influence financial burdens related to illness; individuals’ willingness to seek 

health care and to disclose important medical information; treatment compliance and patient 

satisfaction (Gilson, 2005; Russell, 2005; Hall et al., 2001; Safran et al., 1998). In the 

empirical literature it has been suggested that interpersonal trust within health care contexts 

can been conceptualised through five dimensions; HCPs’ perceived fidelity, competence, 

honesty, confidentiality and a global dimension – i.e. a holistic measure of trust (Hall et al., 

2001). The construct has previously been operationalised as patients trust in clinicians, the 

clinician’s technical competence, respect for patient views, information sharing, and their 

confidence in patient’s ability to manage their illness (Rowe & Calnan, 2006:5).  

Institutional trust in relation to health has traditionally been less studied compared to 

interpersonal trust, despite it often being considered to constitute an essential factor within 

modern societies and institutions (Ahnquist et al., 2008; Rowe & Calnan, 2006). 

Nevertheless, a recent quantitative study reflecting global views on health care included 
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measures on institutional trust for health care. In this study, approximately 1 out of 4 Swedish 

citizens disagreed with the statement “I trust the healthcare system in my country to provide 

me with the best treatment”. Additionally, nearly 1 out of 5 the Swedish respondents did not 

think they receive adequate medical care, and almost 1 out of 3 answered “Worse” to the 

question “How do you think the quality of my and my family’s healthcare (doctors, hospitals, 

medicine, etc. will change over the next 10 years?”) (Ipsos, 2018).  

Previous research has illustrated examples of how institutional trust can be operationalised 

within the health domain. There are varieties of forms of institutional trust, altough the 

construct is regularly collapsed under one label; “trust in government”, which has been 

considered problematic as this implies that societal institutions are examined without any 

further specification (Rothstein & Stolle, 2008:444). Furthermore, in the health domain 

institutional trust is often operationalised as trust in the health care or in the medical system 

and appreciation of the organization of health care or trust for hospitals, clinics and health 

plans (Ahnquist et al., 2008; Mohseni & Lindstrom, 2007; Maarse & Jeurissen, 2019; Ward, 

2006; Hall et al., 2001).  

In summary, research has suggested that institutional trust may facilitate for the development 

of interpersonal trust in cases where patients lack prior knowledge of the clinician (Hall, 

2002). However, due to a lack of evidence proving causality, it has not been established 

whether institutional trust affects interpersonal trust or vice versa (Rowe & Calnan, 2006; 

Rothstein & Stolle, 2008). More specifically, the relationship between trust in HCPs and trust 

in the larger health care institution may be bidirectional and interrelated; patients might 

generalise their trust for the entire health care system based on their relationship/interactions 

with HCPs, alternatively, patients might base their trust for HCPs based on their attitudes 

about the entire health care system (Smith, 2017; Hall et al., 2001).  

2.2.2. Research on health information seeking behaviour (HISB) 

Historically, patients obtained health relevant information exclusively from their health care 

professionals. However in contemporary societies, research has demonstrated that people are 

becoming increasingly inclined to seek information from sources beyond their doctors (Lu et 

al., 2018). European survey data has demonstrated that the percentage of people seeking 

health information online is increasing rapidly and has almost doubled in less than a decade, 

rising from 28% in 2008 to 51% in 2017 (OECD, 2018). Furthermore, data from OECD has 

showed that HISB ranks second out of a set of eight common online activities, succeeding 
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directly after online purchasing, and precedes e-banking, social networking, and online 

courses (OECD, 2017)  

 

More specifically, the behaviour of seeking and acquiring health related information is 

usually defined as health information seeking behaviour, which reflects an intentional and 

overt action where individuals seek health related information on a given topic of illness or 

condition (Hurst, 2017). HISB has been shown to play an important role in individuals’ well-

being, health management and constitutes a central component of the widespread practices in 

health care today (Mendes et al., 2017). It has been shown that acquiring health information 

facilitates for patients to provide informed consent to treatment (ibid). Furthermore, HISB is 

commonly considered to be a key coping strategy in health-promoting activities and 

psychosocial adjustment to illness. Important reasons for engaging in HISB include “[…] 

illness-related coping, medical decision-making, behaviour change, and preventive 

behaviour” (Richardson et al., 2012).  

 

When engaging in HISB, individuals usually collect information through a variety of 

resources, such as friends and family, literature and the Internet (ibid). An EU survey from 

2014 asked respondents to rank their purposes for engaging in HISB, and the results 

demonstrated that individuals mostly seek information on 1) health or ways to improve health 

(e.g. information on lifestyle choices such as smoking, physical activity, and diet or on HCPs 

and clinics); 2) specific injuries or diseases and how to treat these; 3) certain medical 

treatments or procedures (e.g. information on medications and/or the risks of certain medical 

interventions or procedures); and 4) after visiting a doctor (e.g. information on a prescribed 

treatment, other potential treatments, and testimonials or experiences from other patients). 

Additionally, the study found that around 9 out of 10 individuals were fairly to very satisfied 

with the information found (European Commission, 2014). 

 

Previous research has examined HISB in relation to specific sources of health information, 

certain illnesses/conditions, respondents’ race/ethnicity, socioeconomic status, nation and age 

(see e.g. Richardson et al., 2012; Mendes et al., 2017; Morahan-Martin, 2004). For example, 

research has revealed disparities by age and socioeconomic belonging in terms of Internet use 

for health related purposes. Data from 2017 showed that merely 30% of individuals aged 65-

74 in EU countries accessed health information online, compared to a corresponding rate of 

55% among individuals aged 25-64 (OECD, 2017). Similarly, research on socioeconomic 
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status has reported a 20% difference in health information acquisition through Internet among 

individuals in EU member states living in households in the lowest income quartile compared 

to households in the highest quartile (ibid). Few studies have examined HISB in relation to 

trust (see e.g. Lu et al., 2018; Ye et al., 2011; Somera et al., 2016). Lu et al (2018) examined 

the relationship between patient compliance and Internet health information from the 

perspective of trust, and found that the perceived quality of health information had a stronger 

effect on patient compliance disregarding the source. Furthermore, a report from 2018 

concluded that the information asymmetry between health care providers and consumers and 

an insufficient understanding of health information and services could: “[…] result in 

disempowered individuals that are distrustful of health systems and professionals” (OECD, 

2018:24).  

 

As both theoretical and empirical literature infer that decreasing levels of trust is a 

characteristic feature within contemporary societies, it is considered important to investigate 

how both institutional trust versus interpersonal trust are associated with variances in 

individuals’ health information seeking behaviours. However, to the author’s knowledge there 

has been no investigation on the relationship between interpersonal and institutional trust on 

HISB. Furthermore, although Sweden is a country with relatively high levels of trust, research 

has demonstrated decreasing levels of trust for social institutions, including the health care 

system (Falk, 2020). Consequently, the present study will examine HISB in the Swedish 

context and investigate the association between institutional and interpersonal trust on health 

information seeking behaviour. The following hypothesises will be tested in the analysis. 

 

2.2.3. Hypothesises 

 

H1: Higher levels of institutional trust are associated with higher probability of seeking 

health related advice from health care professionals. 

 

H2: Higher levels of interpersonal trust are associated with higher probability of seeking 

health related advice from health care professionals. 
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3. Method 
3.1. Data 
This study used data from European Social Survey (ESS), which is a cross-national survey 

that collects data on European citizens’ beliefs, attitudes and behaviour patterns biennially. 

The data used in the present thesis originate from ESS Round 2, which was collected in 2004. 

Topics covered in the Round 2 survey include the media, social trust, politics, well-being, 

family, work, human values, economic morality, health and health care (ESS, 2004). The ESS 

consists of two parts; one interview questionnaire and one supplementary questionnaire. The 

data was collected through one hour-long face-to-face interviews with respondents, which 

were recruited using random probability sampling. The minimum acceptable response rate in 

ESS data is always 70% and the 2004’s round included 1,948 Swedish respondents (ESS, 

2004) However, in this thesis only respondents aged over 18 were included as this is the legal 

age of majority in Sweden (Barnombudsmannen, 2019). Individuals aged over 65 were also 

excluded since this is the official age of retirement in Sweden (Pensionsskyddscentralen, 

2019). Consequently, the total number of respondents included in the present study was 

1,502.  

 

3.2. Ethical considerations 

During fieldwork and data handling, ESS adheres to the Declaration of Professional Ethics, 

which is provided by the International Statistical Institute (ISI) (ESS, 2019). This framework 

consists of eight ethical principles that emphasise the importance of pursuing confidentiality, 

objectivity, professional competence, transparency and avoidance of conflict of interest when 

pursuing research (ISI, 2010). Furthermore, although health related data is considered a 

sensitive area of study, the ESS data is anonymised why this study has not handled any 

information that can be linked to individuals. 

 

3.3. Variables and operationalisation 
3.3.1. Descriptive variables 

Demographic background variables were included in the analysis to control for individual 

characteristics that could influence the given outcomes. Variables representing respondents’ 

age, gender, region of residence, subjective health and educational level were included in the 
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analysis as these are common socio-demographic variables in empirical studies. Respondents’ 

ages (18-65) were divided into 4 categories:	18-29; 30-39; 40-49 and 50-65. The variable 

representing region of residence was recoded into three categories according to the European 

Union’s “Nomenclature of Territorial Units for Statistics” (NUTS) standard: 1) Eastern 

Sweden, which covers Stockholm and “Eastern middle-Sweden” in the data; 2) Southern 

Sweden, which covers “Småland and the islands”, “Western Sweden” and “Southern 

Sweden”; 3) Northern Sweden, which includes “Northern middle-Sweden”, “middle of 

Norrland” and “Upper Norrland” (Statistiska centralbyrån, 2008). Educational level was 

coded into three categories; 1) Elementary school (including both unfinished and unfinished 

elementary school); 2) High school/vocational school (including both unfinished and 

unfinished school); 3) University studies (including both unfinished and unfinished university 

degrees). Subjective health was included as this is a common variable within social capital 

and health research, and the variable was coded dichotomously into negative and positive 

health, which is common practice when operationalising self-rated health (Nyqvist, 2009).  

 

3.3.2. Institutional trust 
Institutional trust was measured using data reflecting respondents answer to the question: 

“Please say what you think overall about the state of health services in [Sweden] nowadays?”, 

which ESS (2004) claims to reflect perceived “[…] issues of quality, access and 

effectiveness/efficiency” (ESS, 2014:12). This variable was chosen as it can be considered a 

measure of trust reflecting that the Swedish health care has the capacity to provide adequate 

services for its citizens. The variable was originally coded on a scale 0-10 in the dataset, but 

was recoded into a scale of 1-5, where values 1 and 2 represented low trust (i.e. state of health 

services in Sweden is “very bad/bad”), score 3 represented medium trust, and scores 4 and 5 

represented high trust (i.e. state of health services in Sweden is “good/very good”).  

 

3.3.3. Interpersonal trust 
Interpersonal trust was measured using data that by ESS was alleged to reflect doctor-patient 

relationships (ESS, 2004:2). Furthermore, the question “Please indicate how often you think 

the following applies to doctors in general: ‘Doctors keep the whole truth from their 

patients’1” was chosen as it was judged to represent a generalised form of interpersonal trust 

for HCPs. The variable was reversed so low scores would represent low levels of trust and 

																																																								
1 “’Keeping the whole truth’ refers to withholding certain facts” (ESS, 2004:30). 
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vice versa. The scale was kept to range between 1-5, where value 1 represented very low trust 

(i.e. Doctors keep whole truth from patients ‘most always or almost always’), score 2 

represented low trust (i.e. ‘most of the time), score 3 reflected medium trust (i.e. ‘about half 

of the time’), score 4 represented moderate trust (i.e. ‘some of the time’), and score 5 high 

trust (‘never or almost never’).  
 

3.3.4. Health information seeking behaviour (HISB) 
Health information seeking behaviour, which was the outcome of interest in this study, was 

measured using four variables from the questionnaire. The variables represented individuals’ 

answers concerning which source they would choose to seek advice for a certain condition 

(i.e. very sore throat, serious headache, serious sleeping problems and serious backache). 

Respondents were asked to indicate which source they would first consult if they experienced 

the specified condition: “Suppose you had [condition]. Who, if anyone, would you go to first 

for advice or treatment?”. The options listed were: “Nobody; Friends or family; 

Pharmacist/drug store; Doctor; Nurse; Internet/web; Medical helpline; Other practitioner” 

(ESS, 2004:24). The options doctor, nurse and pharmacist/drug store were judged to represent 

health care professions (HCPs). Since the Swedish state had a monopoly over pharmacies and 

pharmaceuticals until 2009, pharmacists were included as health care professionals in the 

present study (Sveriges Riksdag, 2009). Furthermore, the four outcome variables were coded 

dichotomously to indicate whether respondents preferred to consult conventional health- 

medical- or pharmaceutical professionals (coded 1) or alternative sources (including 

“Nobody”) (coded 0).  

 

3.4. Method of analysis 
Initially, cross tabulation was applied to examine frequencies and percentages. Because 

previous research has shown that men are less likely than women to seek help from health 

professionals for various health related problems, the descriptive statistics were divided by 

gender in order to illustrate potential differences in HISB and interpersonal versus 

institutional trust between men and women (Galdas et al., 2005).  

 

The second part of the analysis used logistic regression, which is commonly applied within 

social and epidemiological research to investigate the association between a dependent 

variable and one or more explanatory variables simultaneously. The predictors in logistic 
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regressions can be any type of variables (i.e. continuous, binary, categorical) (Sedgwick, 

2013). Present analysis applied multivariate logistic regression analysis, which implies that 

several predictor variables were included in the models.  

 

Hypothesis 1, which examines the association between institutional trust and HISB, was 

analysed by including the institutional trust variable as an exposure in the multivariate logistic 

regression models. An expected OR>1 would imply that higher levels of trust for health 

services in Sweden are associated with a higher probability to consult HCPs for a given 

condition. Similarly, hypothesis 2, which studies the relationship between interpersonal trust 

and HISB was examined by including the interpersonal trust variable as a predictor in the 

multivariate logistic regression analyses. Correspondingly, the hypothesis presumes that 

higher levels of interpersonal trust for doctors will generate relative higher odds of seeking 

health related advice from health care professionals. Consequently, if odds ratios are shown to 

be >1 in combination with confidence intervals that do not include the null (1.00) value, this 

would support the hypothesises in present thesis. In contrast, if the confidence intervals 

include the null value and if the odds ratios are equal to 1 or below, this would imply that the 

null hypothesis can not be rejected. 

 

 

 

 

 

4. Results 

4.1. Descriptive statistics 

 
Table 1: Mean and standard deviation for continuous variables for  
individuals aged 18-65 (n=1502). 
Variable               Mean                 Standard deviation 

Age                        41.9                   13.4 
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Table 2: Frequencies and proportions for categorical variables for  
individuals aged 18-65 (n=1502).  

Variables Men Women All 
Gender 761/50.6% 741/49.3% 1502/100% 

Subjective health2  616/81.0% 548/73.9% 1164/77.5% 

Eastern Sweden  277/36.3% 266/35.8% 543/36.1% 

Southern Sweden 322/42.3% 327/44.1% 649/43.2% 
Northern Sweden 162/21.2% 148/19.9% 310/20.6% 

Elementary school 156/20.5% 144/19.4% 300/20.0% 
High school/vocational  
school 

372/49.0% 
 

296/40.0% 
 

668/44.5% 

University studies 231/30.4% 299/40.4% 530/35.3% 

Institutional trust    

1 85/11.2% 108/14.6% 193/12.9% 

2 227/29.9% 229/31.0% 456/30.5% 

3 122/16.1% 106/14.3% 228/15.2% 

4 214/28.2% 197/26.7% 411/27.5% 

5 109/14.3% 97/13.1% 206/13.7% 

Interpersonal trust     

1 39/5.5% 47/6.2% 86/5.9% 

2 105/15.0% 137/18.2% 242/16.7% 

3 42/6.0% 42/5.6% 84/5.8% 
4 300/43.0% 311/41.5% 611/42.2% 
5 211/30.2% 212/28.3% 423/29.2% 
HISB Very sore throat (HCPs3) 391/56.99% 436/65.17% 827/55.0% 

HISB Serious headache (HCPs) 376/61.8% 408/65.1% 784/52.1% 

HISB Serious backache (HCPs) 481/65.6% 465/65.1% 946/62.9% 

HISB Serious sleeping problems 
(HCPs) 

436/66.5% 441/66.1% 877/58.3% 

	
 

The average age for the respondents in the data set was 41.9 years (table 1). Differences 

between the genders were relatively small for most variables. Men reported having positive 

subjective health to some greater extent than women, and in total approximately 77% of all 

																																																								
2 Positive subjective health is reference category 
3 ”HCPs” implies that respondents would first consult health care professionals for the given condition.		
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respondents reported that they have positive subjective health (see table 2). The most 

prominent region of residence was Southern Sweden were 43% of all respondents lived. 

Regarding level of education, the majority (44.5%) of the respondents’ highest educational 

attainment was having attended or finished high school/vocational school. However, women 

reported having attended or completed university to a greater extent than men, reflecting a 

10% difference. Men reported slightly higher levels of institutional trust4 compared to 

women. In total, 41.2% of all respondents reported having high trust for Sweden’s health 

services. In contrast, most respondents reported high levels of trust for doctors5 (71.4%). 

Differences between men and women were small, although women reported slightly lower 

levels of interpersonal trust than men. Furthermore, the majority of both men and women 

reported that they would first seek advice from a health care professional for all illnesses 

rather than using alternative sources. The greatest difference in HISB between men and 

women were seeking advice for a sore throat, where women expressed that they would seek 

advice from a HCP in a greater extent than men.  

 
Table 3: Frequencies and proportions illustrating differences in subjective 
health with regards to institutional trust and interpersonal trust among 
individuals aged 18-65.  
Subjective health Institutional 

trust (low) 
Institutional 

trust (medium) 
Institutional 
trust (high) 

All 

Negative 177/52.52% 
 

40/11.86% 120/35.60% 337/22.55% 

Positive 472/40.90% 
 

188/16.29% 497/43.06% 1154/77.24% 

Total  649/43.44% 228/15.26% 617/41.29% 
 

1494/100% 

Subj. health Interpersonal 
trust (low) 

Interpersonal 
trust (medium) 

Interpersonal 
trust (high) 

All 

Negative 
 

78/23.14% 19/5.9% 222/69.59% 319/22.80% 

Positive 
 

203/18.79% 65/6.01% 812/75.18% 1080/77.19% 

Total  281/20.08% 84/6.00% 1034/73.90% 1399/100% 
 

Cross tabulations reporting proportions of respondents with negative versus positive 

subjective health and degrees of institutional and interpersonal trust were judged appropriate 

as differences in health might be expected to be associated with differences in trust for the 

health care system and health care professionals. For example, individuals with poor self-

																																																								
4 Score 4 and 5 were interpreted as high levels of trust 
5 Score 4 and 5 were interpreted as high levels of trust	
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rated health might be more inclined to seek health care and might consequently have more 

experience with health care services and interactions with HCPs. Table 3 confirmed the 

previous cross tabulation and illustrated that a majority of the respondents reported positive 

subjective health (77.24% and 77.19 respectively). A majority (52.52%) of individuals with 

negative subjective health expressed low levels of institutional trust, however 35.60% of the 

respondents in this group reported high trust for health services in Sweden. A small majority 

(43.06%) of respondents with positive subjective health reported high levels of institutional 

trust, although the proportion of low trust in the same group was 40.90%. Concerning 

interpersonal trust, a majority of respondents with poor subjective health reported having high 

interpersonal trust (69.59%) while the proportion of respondents within this group who 

expressed low interpersonal trust for doctors was 23.14%. Similarly, a small majority of 

individuals with positive subjective health reported having high interpersonal trust for doctors 

(43.06%), however the proportion of individuals within the same group who expressed low 

interpersonal trust for doctors was almost as high (40.90%). In summary, table 3 confirmed 

findings in table 2 which illustrated that the majority of respondents expressed high levels of 

interpersonal trust while a comparably small majority reported low levels of institutional trust. 



 

	 22 

4.2. Logistic regressions 
Table 4: Bivariate logistic regressions with institutional and interpersonal trust 
as predictors scaled 1-6 (score 1 is reference category) and HISB as outcome 
variable. Coefficients are depicted in odds ratios and confidence intervals 
(95%) in parentheses.  
Independent 
variable  

HISB: Very sore  
throat 

HISB: Serious 
backache 

HISB: Serious 
headache 

HISB: Serious 
sleeping 
problems 

Institutional 
trust7 

Model 1 Model 3 Model 5 Model 7 

2 1.20 (0.87-1.63) 0.94 (0.68-1.29) 0.95 (0.69-1.29) 0.75 (0.54-1.03) 

3 0.87 (0.62-1.23) 0.88 (0.62-1.27) 0.89 (0.63-1.25) 0.65*(0.46-0.93) 

4 1.07 (0.78-1.46) 1.03 (0.75-1.43) 1.02 (0.74-1.39) 0.79 (0.57-1.10) 

5 1.15 (0.82-1.61) 1.14 (0.80-1.63) 1.17 (0.84-1.64) 1.01 (0.71-1.43) 

Interpersonal 
trust8 

Model 2 Model 4 Model 6 Model 8 

2 0.90 (0.59-1.37) 1.36 (0.88-2.12) 0.77 (0.50-1.17) 0.99 (0.64-1.52) 

3 0.83 (0.50-1.37) 0.93 (0.55-1.55) 0.69 (0.42-1.14) 0.86 (0.52-1.44) 

4 0.85 (0.58-1.24) 1.11 (0.75-1.62) 0.87 (0.60-1.26) 0.87 (0.60-1.27) 

5 0.80 (0.54-1.18) 1.14 (0.77-1.70) 0.78 (0.53-1.15) 0.90 (0.60-1.33) 

*p<0.05 **p<0.01 ***p<0.001 

 
Bivariate logistic regressions examining the association between the main predictors of 

interest (i.e. institutional trust and interpersonal trust) and outcome variables (i.e. HISB for 

the four conditions) was judged relevant as this facilitates for determining whether there are 

any patterns in terms of degrees of trust related to HISB. Evident from table 4 is that all but 

one of the parameters’ confidence intervals covers 1, and are therefore not statistically 

significant why the null hypothesis cannot be ruled out. Regardless, in some models it is 

possible to identify a slight pattern implying that higher levels of trust might increase the odds 

of consulting HCPs. For example, models 3, 5 and 7 depicted slight increases in odds of 

consulting HCPs for serious backache, serious headache and serious sleeping problems when 

institutional trust is high (i.e. scored 4-5). A similar pattern can be identified in models 4 and 

8, which indicated a slight increase in odds for consulting HCPs for serious backache and 

serious sleeping problems given that individuals reported high interpersonal trust for doctors. 

 

																																																								
6 Score 1 represents ”low trust” and score 5 represents ”high trust” for health services in Sweden.  
7 Score 1 is reference category 
8	Score 1 is reference category	
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Table 5: Multivariate logistic regression models with descriptive variables as 
predictors and HISB as outcome variable. Coefficients are depicted in odds 
ratios and confidence intervals (95%) in parentheses. For individuals aged 18-
65 (n=1502). 
Independent 
variables 

Very sore 
throat 

Serious 
headache 

Serious sleeping 
problems 

Serious 
backache 

Gender9 1.36** 
(1.10-1.69) 

1.22  
(0.98-1.50) 

1.07 
(0.86-1.33) 

0.94 
(0.75-1.16) 

Age10     
30-39 2.01***  

(1.46-2.76) 
1.80** 
(1.31-2.47) 

1.82*** 
(1.33-2.49) 

1.21 
(0.89-1.66) 

40-49 3.79*** 
(2.47-5.24) 

2.74*** 
(1.99-3.76) 

2.15*** 
(1.57-2.93) 

1.68** 
(1.23-2.30) 

50-65 3.48***  
(2.57-4.71) 

3.67*** 
(2.71-4.97) 

3.22*** 
(2.38-4.35) 

2.42*** 
(1.79-3.28) 
 

Subjective health11  0.84 
(0.64-1.10) 

0.89 
(0.68-1.15) 

0.77 
(0.59-1.01) 

0.74* 
(0.56-0.97) 

 
Educational level12 

     

High /vocational 
school 

0.70* 
(0.52-0.96) 

1.07 
(0.79-1.44) 

0.89 
(0.65-1.20) 

0.68* 
(0.50-0.94) 

University studies 0.64** 
(0.47-0.88) 

1.28 
(0.94-1.73) 

0.81 
(0.59-1.11) 

0.75 
(0.54-1.04) 

Region13     
Southern Sweden 1.03 

(0.80-1.31) 
0.99 
(0.78-1.26) 

1.00 
(0.78-1.27) 

0.97 
(0.76-1.23) 

Northern Sweden 0.88 
(0.66-1.19) 

0.96 
(0.72-1.29) 

1.08 
(0.81-1.45) 

0.83 
(0.61-1.11) 

*p<0.05 **p<0.01 ***p<0.001 

 
Before entering the main predictors of interest into the analysis, it was considered appropriate 

to compute an analysis with only the descriptive variables and outcome variables to facilitate 

for making comparisons with and without the trust variables. The results in table 5 indicated 

that increasing age is significantly associated with higher odds of seeking HCPs for serious 

headache, serious sleeping problems and serious backache. Being a woman was significantly 

associated with higher odds of seeking health advice from HCPs for a very sore throat, but not 

for the other conditions. Having positive subjective health was significantly associated with 

lower odds of seeking HCPs for serious backache. Furthermore, high- or vocational school as 

																																																								
9 Woman is reference category	
10	Age 18-29 is reference category	
11 Positive subjective health is reference category	
12 The educational level ”Elementary school” is reference category  
13 The region “Eastern Sweden” is reference category 	
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highest educational level was significantly associated with lower odds of consulting HCPs for 

a very sore throat and serious backache. Having studied at university was associated with 

lower odds of seeking advice from a HCP for a very sore throat.  

 
Table 6: Multivariate logistic regression models with descriptive variables and 
institutional trust as predictors and HISB as outcome. Coefficients are depicted 
in odds ratios and confidence intervals (95%) in parentheses. For individuals 
aged 18-65 (n=1502). 
Independent 
variables 

Very sore  
throat 

Serious 
headache 

Serious sleeping 
problems 

Serious 
backache 

Gender14 1.34**  
(1.08-1.67) 

1.20 
(0.97-1.49) 

1.05 
(0.85-1.30) 

0.92 
(0.74-1.15) 

Age15     
30-39 2.03*** 

(1.47-2.79) 
1.80*** 
(1.31-2.47) 

1.81*** 
(1.32-2.47) 

1.22 
(0.89-1.66) 

40-49 3.83*** 
(2.7-5.3) 

2.74*** 
(1.99-3.76) 

2.13*** 
(1.56-2.91) 

1.68** 
(1.23-2.30) 

50-65 3.54*** 
(2.60-4.80) 

3.64*** 
(2.68-4.94) 

3.19*** 
(2.36-4.32) 

2.41*** 
(1.78-3.27) 

 
Subjective 
health16 
 

 
0.85 
(0.65-1.11) 

 
0.89 
(0.68-1.15) 

 
0.80 
(0.61-1.05) 

 
0.74* 
(0.56-0.98) 

Educational 
level17 

    

High/ vocational 
school 

0.67* 
(0.49-0.92) 

1.06 
(0.78-1.43) 

0.86 
(0.63-1.17) 

0.68* 
(0.49-0.93) 

University  0.62** 
(0.45-0.85) 

1.28 
(0.94-1.74) 

0.80 
(0.58-1.10) 

0.75 
(0.54-1.05) 

Region18     
Southern 
Sweden 

1.03 
(0.81-1.32) 

1.00 
(0.78-1.43) 

1.00 
(0.79-1.28) 

0.97 
(0.76-1.25) 

Northern 
Sweden 

0.88 
(0.66-1.19) 

0.97 
(0.72-1.30) 

1.11 
(0.82-1.49) 

0.84 
(0.63-1.14) 

 
Institutional 
trust19 

    

2 1.39 
(0.97-1.99) 

1.12 
(0.79-1.59) 

0.70 
(0.55-1.13) 

0.95 
(0.66-1.36) 

3 0.90 
(0.60-1.36) 

0.94 
(0.63-1.41) 

0.59* 
(0.39-0.89) 

0.82 
(0.54-1.24) 

4 1.25 
(0.87-1.80) 

1.08 
(0.75-1.54) 

0.76 
(0.53-1.10) 

0.98 
(8.06-1.42) 

5 1.02 
(0.67-1.54) 

1.17 
(0.77-1.76) 

0.80 
(0.52-1.23) 

0.94 
(0.61-1.44) 

																																																								
14 Woman is reference category 
15 Age 18-29 is reference category 
16	Positive subjective health is reference category	
17 The educational level ”Elementary school” is reference category  
18 The region “Eastern Sweden” is reference category 	
19	Score 1 (i.e. lowest score) on institutional trust is reference category	
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*p<0.05 **p<0.01 ***p<0.001 
 
Gender was only significant in one of the multivariate regression models, where the 

coefficient for a very sore throat indicates that being a woman increases the odds of 

consulting a HCP significantly. Age was consistently statistically significant in almost all 

models. Compared to younger individuals (aged 18-29), older individuals had higher odds of 

consulting a HCP for the listed conditions. Positive subjective health was consistently 

associated with lower probability of consulting HCPs, however only the odds ratio for serious 

backache was statistically significant. High- or vocational school as highest educational 

attainment was significantly associated with lower odds of consulting HCPs for a very sore 

throat and serious backache. Similarly, having studied at university was significantly 

associated with lower odds of reporting that one would perform the relevant HISB for a very 

sore throat. All but one of the coefficients representing the primary predictor of interest, i.e. 

institutional trust were non-significant when comparing to the lowest level of trust. In 

summary, the majority of all odds ratios indicate a lower probability of consulting a HCP for 

all conditions, regardless of increasing degrees of institutional trust. Nevertheless, in some 

models one can detect a slight increase of differences in odds that could possibly indicate a 

pattern. In two models the variables indicate increasing odds of consulting a HCP for serious 

headache and serious sleeping problems, when comparing medium and high institutional 

trust. 
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Table 7: Multivariate logistic regression models with descriptive variables and 
interpersonal trust as predictors and HISB as outcome. Coefficients are 
depicted in odds ratios and confidence intervals (95%) in parentheses. For 
individuals aged 18-65 (n=1502). 
Independent 
variables 

Very sore  
throat 

Serious 
headache 

Serious sleeping 
problems 

Serious 
backache 

Gender20 1.33* 
(1.06-1.66) 

1.15 
(0.22-1.43) 

1.02 
(0.81-1.28) 

0.91 
(0.73-1.15) 

Age21     
30-39 1.97*** 

(1.42-2.74) 
1.73** 
(1.24-2.40) 

1.86*** 
(1.35-2.57) 

1.33 
(0.96-1.83) 

40-49 3.62*** 
(2.59-5.06) 

2.58*** 
(1.86-3.58) 

2.15*** 
(1.55-2.96) 

1.82*** 
(1.31-2.52) 

50-65 3.49*** 
(2.54-4.78) 

3.82*** 
(2.78-5.23) 

3.42*** 
(2.49-4.68) 

2.69*** 
(1.96-3.70) 

 
Subjective 
health22  

 
0.86 
(0.65-1.13) 

 
0.93 
(0.71-1.22) 

 
0.80 
(0.60-1.06) 

 
0.71* 
(0.53-0.95) 

 
Educational 
level23 

    

High/ vocational 
school 

0.62** 
(0.45-0.86) 

0.98 
(0.71-1.34) 

0.81 
(0.58-1.12) 

0.71* 
(0.50-0.99) 

University 
studies 

0.57** 
(0.40-0.70) 

1.14 
(0.82-1.58) 

0.77 
(0.55-1.08) 

0.78 
(0.55-1.11) 

 
Region24 

    

Southern 
Sweden 

1.02 
(0.70-1.31) 

0.96 
(0.75-1.23) 

0.99 
(0.77-1.28) 

0.95 
(0.74-1.23) 

Northern 
Sweden 

0.86 
(0.63-1.17) 

0.87 
(0.64-1.19) 

1.04 
(0.76-1.42) 

0.87 
(0.64-1.20) 

 
Interpersonal 
trust 

    

2 1.16 
(0.68-2.00) 

0.92 
(0.54-1.57) 

1.12 
(0.65-1.91) 

1.81* 
(1.05-3.10) 

3 0.92 
(0.488-1.74) 

0.96 
(0.51-1.79) 

1.04 
(0.55-1.96) 

1.57 
(0.83-2.95) 

4 1.08 
(0.67-1.75) 

1.13 
(0.71-1.81) 

1.03 
(0.64-1.66) 

1.61* 
(1.005-2.58) 

5 1.30 
(0.79-2.13) 

1.15  
(0.71-1.86) 

1.26  
(0.77-2.06) 

1.82* 
(1.11-2.96) 

*p<0.05 **p<0.01 ***p<0.001 

 
Being a woman was significantly associated with higher odds of consulting a HCP for a very 

sore throat. Increasing age was significantly associated with higher probability to consult 

HCPs for serious headache, serious sleeping problems and serious backache. All coefficients 
																																																								
20 Woman is reference category 
21 Age 18-29 is reference category 
22	Positive subjective health is reference category	
23 The educational level ”Elementary school” is reference category  
24 The region “Eastern Sweden” is reference category 	
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representing the probability of consulting a HCP for a very sore throat in the different age 

groups were statistically significant. Similarly to table 6, the odds ratio of consulting a HCP in 

this model was slightly higher among individuals aged 40-49 compared to the odds among 

individuals in ages 50-65. Also, corresponding to previous table there were the negative odds 

of consulting HCPs when respondents reported to have positive subjective health, although 

only the odds ratio for serious backache was statistically significant. Having high- or 

vocational school education as highest educational attainment was significantly associated 

with lower odds of seeking a HCP for a very sore throat and serious backache. Likewise, 

having studied at university was also significantly associated with lower odds of consulting 

HCPs for a very sore throat. Regarding interpersonal trust, coefficients in all but one of the 

models were non-significant. Three out of four coefficients for serious backache were 

statistically significant on the p<0.05 level, but infer no palpable difference in odds depending 

on relatively low versus high levels of interpersonal trust (see table 7). Variables for serious 

headache indicate a slight pattern of increasing odds to consult HCPs when levels of 

interpersonal trust increase. Also, one can detect an increase in odds of consulting a HCP for a 

very sore throat when comparing medium to high levels of interpersonal trust. However, the 

coefficients in these two models were not statistically significant.  

 

5. Discussion 

 
5.1. Summary of findings  
The present study aimed to investigate the association between institutional and interpersonal 

trust on health information seeking behaviour in Sweden. It was hypothesised that higher 

levels of institutional and interpersonal trust are associated with higher probability of seeking 

health related advice from health care professionals rather than from alternative sources. 

However, due to an absence of statistically significant results, the hypothesises were not 

supported by the results provided in this study, why the null hypothesis can not be ruled out. 

Nevertheless, some of the variables indicated slight differences in outcome when levels of 

interpersonal and institutional trust increased. Regarding institutional trust, the variables 

depicted increasing odds of consulting a HCP for serious headache and serious sleeping 

problems when comparing medium with high levels of institutional trust. Likewise, one could 

identify a trend of increasing odds of consulting a HCP for a very sore throat and serious 
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backache when comparing medium to high levels of interpersonal trust. All coefficients for 

serious headache indicated a slight increase in odds of consulting a HCP with increasing 

levels of interpersonal trust, although these results were non-significant. In summary, 

although non-significant, some results could indicate that higher levels of institutional and 

interpersonal trust may influence individuals’ inclinations to consult a HCP rather than 

seeking alternative sources.  

 

Some of the descriptive variables were repeatedly shown to be associated with differences in 

outcome. Increasing age was repeatedly associated with significantly higher odds of 

consulting a HCP for all four conditions. These results could be interpreted as representing 

the fact that the risks of disease and poor health increase with age, and especially non-

communicable illnesses and disabilities (such as backache) are more common among older 

individuals (WHO, 2018). Therefore, the results provided by this study may illustrate that 

older people are more inclined to seek HCPs as they belong to a group that is comparably 

more vulnerable to illness and disability. Positive subjective health was associated with lower 

odds of consulting a HCP for all conditions, which is considered reasonable as individuals 

who report having good health are probably less inclined to seek health care in general. 

Moreover, educational attainment was associated with lower odds of consulting a HCP for all 

conditions but serious headache. Although the results were non-significant, the fact that 

serious headache was associated with comparably higher odds of seeking a HCP among 

respondents who had studied at university could indicate that headache might be perceived 

differently, and perhaps more serious than the other conditions.  

 

5.2. Limitations 
This study is not without limitations. The operationalisation of variables from the ESS data 

might be responsible for the lack of statistically significant results. The interpersonal trust 

variable chosen represented a generalised form of interpersonal trust, resulting in that trust for 

health care professionals was analysed on a broader rather than a relational scale. A number 

of studies that have examined interpersonal trust in health care have used variables that 

highlight the relationship, interaction and communication between HCPs and patients (see e.g. 

Lu et al., 2018; Hall et al., 2001). Additionally, since research has demonstrated that face-to-

face interactions between HCPs and patients are an important foundation for trust, it might 

have been beneficiary to use a variable that was successful in capturing how patients perceive 
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the interpersonal quality of care, which could have been represented by HCPs’ demonstrated 

respect, confidentiality, fidelity, seriousness, competence and honesty, to name some 

examples (Mohseni & Lindstrom, 2007; Hall et al., 2001). Including such a variable would 

probably have resulted in a valuable distinction between the two trust predictors, where the 

interpersonal trust variable would have represented a micro-level, relational and particularised 

form of trust, while the institutional trust variable would have captured a societal, macro-level 

and generalised form of trust. Furthermore, alternative study designs such as longitudinal 

surveys could provide a means to examine whether interpersonal trust is more likely to 

increase with long-term doctor-patient relationships, which could constitute an adequate 

measure of interpersonal trust. 

 

The institutional trust variable used in the analysis illustrated individuals’ perceptions of 

health services in Sweden. Although this variable is considered a relatively representative 

measure because it illustrated perceptions of the health care system, other kinds of indicators 

might have been even better. More precisely, it is reasonable to expect that a variable that 

more explicitly captured perceptions of trust for the health care system could have generated 

different results. Furthermore, the outcome measures representing health information seeking 

behaviours might also have benefitted from an alternative operationalisation. As discussed, 

among respondents who had studied at university, headache was associated with higher 

probability of consulting a HCP compared to the other conditions, This might indicate 

different perceptions of seriousness of the conditions. For example, individuals might be less 

inclined to book a doctor’s appointment for a very sore throat, as this might not be associated 

with as serious underlying diseases as headache could be associated with. Consequently, it 

might have been beneficiary if all conditions included were similar with regards to perceived 

seriousness and impairment for well-being. Another limitation concerning the outcome 

variables is that the ESS data used in the analyses were collected in 2004, which can be 

considered impractical, as 16 years have passed since. Moreover, Internet use and presence 

have increased dramatically during the last decade. For example, in 2004 merely 14.1% of the 

world’s population used the Internet, compared to 49.7% in 2017 (World Bank, 2019). In 

Sweden there has been a steady increase of Internet use as well, rising from 83.8% in 2004 to 

95.5% in 2017 (ibid). Consequently, the results generated from the outcome variables 

included in this study might be of less relevance, as it is evident that HISB engagement 

through using the Internet has become more common over the years. 

 



 

	 30 

Another limitation is the fact that the study design used does not facilitate for making causal 

inferences. Because of this, results from the present study can not be used to understand or 

explain if or how interpersonal and institutional trust affects HISB. Regression analysis can 

only determine whether any statistically significant associations exist between a predictor and 

an outcome, but can not convey the direction of the relationship. Therefore, it can not be ruled 

out that variances in health information seeking behaviour affect levels of institutional and 

interpersonal trust, or vice versa. Consequently, this study is unable to provide evidence of 

how interpersonal trust and interpersonal trust are interrelated, and is thus incapable of 

supporting or rejecting any of Giddens’ versus Luhmann’s theoretical conceptualisations of 

trust.  

 

Finally, the lack of statistically significant results is an important limitation in this study. 

Although several descriptive variables were significant in the models, the predictors of 

interest (i.e. trust variables) were consistently non-significant. The lack of significant results 

implies that the results do not support the study’s hypothesises. Nevertheless, the absence of 

significant results may reflect issues with validity. As mentioned, there is a possibility that the 

operationalisations of the constructs were suboptimal, which in turn might affect the construct 

validity negatively. Consequently, future research should aim to operationalise HISB, 

interpersonal trust and institutional trust differently, which ultimately might generate different 

results. 

 
5.3. Future research 
 
The combination of previous empirical findings demonstrating that contemporary societies 

are characterized by decreasing levels of trust, that the interaction between HCPs and patients 

is an important foundation for trust, and that lay individuals are increasingly inclined to 

engage in HISB through the Internet, provide a potentially fruitful, important and valuable 

route for future scientific research. Research should aim to determine whether mistrust for the 

healthcare system and its experts drives individuals to seek alternative sources beyond HCPs 

when seeking information and knowledge on a given condition. A wide range of study 

designs and methodologies can be applied in future research to assess this relationship. 

Qualitative research could be beneficial at an initial stage, as it can facilitate the development 

of relevant hypothesises and to gain detailed and informative insights from respondents’ 

perspectives. Furthermore, randomised controlled trial (RCT) is the only methodology that 
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facilitates for determining how interpersonal trust and institutional trust are interrelated and 

whether the relationship between these forms of trust is causal or not. Consequently, in order 

to further explore and potentially validate either Giddens’ (1990) or Luhmanns’ (1979) 

conceptualisations of where trust is located in relation to experts and expert systems, research 

using experimental data or sophisticated observational data is necessary. This is also true for 

determining if and how trust is related to HISB. Therefore, it is considered important that 

future research assessing the relationship between trust and HISB applies more sophisticated 

methods, such as experimental study designs, as this would enable for determining whether 

there exists a causal relationship between interpersonal and institutional trust and health 

information seeking behaviour.  

 

6. Conclusion 
 
In conclusion, this study aimed to investigate the association between institutional and 

interpersonal trust on health information seeking behaviour in Sweden. Data from European 

Social Survey was used to analyse multiple different health information seeking behaviours.  

However, due to the absence of statistically significant results, the presented results are not in 

favour for the study’s hypothesises why the null hypothesis can not be ruled out. 

Nevertheless, due to empirical evidence demonstrating declining levels of trust in modern 

societies, that interactions between health care professionals and patients is essential for trust, 

and that lay individuals are increasingly inclined to engage in HISB through the Internet, 

more research should be devoted to study the relationship between trust and health 

information seeking behaviour. Because a robust primary care is an important foundation for 

a well performing health care system, it is crucial that individuals trust health care institutions 

and their affiliated experts. If trust is absent, this could possibly generate undesired 

consequences, both for individuals and the society.   
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