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Abstract 

A trusting relationship is required for effective communication between care providers and care 

seekers, and trust is a determinant of early healthcare-seeking and care outcomes. The patient-Doctor 

healthcare trust relationship has been widely studied in different settings. However, there is a dearth 

of information on whether the factors underlying healthcare relationship trust between patients and 

their doctors are the same as those underlying patients’ trust in other healthcare professionals 

(including the PPMVs). This study, therefore, aims to assess the level and determinants of healthcare 

relationship trust between patent medicine vendors and their clients in hard-to-reach settlements in 

North-western Nigeria. 

We adapted the revised healthcare relationship trust scale, administered by trained data collectors 

using android devices. The data were analysed using Stata (version 16). We used the Chi-square test to 

identify the correlates of the level of trust(high/low), and binary logistic regression was used to identify 

its determinants. Statistical significance was defined as P<0.05. 

Slightly above one-quarter (28.1%) of the underserved had high healthcare relationship trust in the 

PPMVs. Being married, male, residing in a rented or makeshift shelter in Kaduna state, with under-

five child(ren) in their household, and self-reporting good health predicted a high level of healthcare 

relationship trust in PPMVs among the underserved who participated in this study. We concluded that 

the personal and household characteristics of the underserved could significantly influence their level 

of trust in PPMV. Therefore, to achieve the aim of improving health outcomes in deprived populations, 

initiatives seeking to integrate PPMVs into the formal health system in resource-constrained settings 

should seek to address the determinants of healthcare relationship trust in these populations as part of 

their rollout process. 
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Introduction 

The health workforce is an integral part of the 

health system and plays a major role in achieving 

quality delivery of healthcare services. The 

World Health Organization (WHO) defines 

health workforce as people that are “primarily 

engaged in action with the intent of enhancing 

health” involved in diagnosing illnesses, 

providing care for people, involved in 

monitoring health outcomes, supporting 

adherence to treatment, providing medical 

information, and preventing diseases [1, 2]. 

They include physicians, nurses, midwives, 

1

mailto:olujohnolu@gmail.com1


 

dentists, pharmacists, and pharmacists’ 

technicians, laboratory staff, environment, and 

public health workers, community health 

workers, other health workers, health 

management, and support staff [3]. 

The national health systems across many low 

and middle-income countries (LMICs) have sub-

optimal performance due to ongoing challenges 

within the health sector, with this particularly 

affecting the delivery of accessible healthcare 

services [4]. The publicly owned health facilities 

and private hospitals are the most prominent 

structures within most national health systems, 

with other non-state actors rarely recognized [5]. 

The health systems in these settings have limited 

capacity to recognize and maximizing the efforts 

of all parastatals that are primarily devoted to 

improving health [1, 4]. 

There have been popular calls for all forms of 

efforts towards strengthening health systems 

across sub-Saharan Africa (SSA) [6], but human 

resources for health challenges in these climes- 

have persisted.[7] There are only a few well-

equipped and appropriately staffed government-

run primary, secondary, and tertiary health 

facilities in Nigeria to meet population-wide 

health needs [1, 8]. Several studies have earlier 

reported an association between the availability 

of health workforce and health outcomes [4, 9]. 

Recent health indices in Nigeria signpost the 

weak capacity of the health system- the 

estimated infant mortality rate at 67 per 1000 

live births; under-five mortality rate at 132 per 

1000 live births; maternal mortality ratio at 512 

per100 000 live births; and average life 

expectancy at 55 years [10, 11]. Maternal and 

child health indicators in northern Nigeria 

continue to be among the poorest in the world 

[12]. 

The prevalent social inequalities in the health 

sector across the socioeconomic classes in 

developing countries remain concerning [13, 

14]. These inequalities contribute significantly 

to poor health outcomes [15, 16]. A large 

proportion of the deaths occur in rural 

communities where about 69–70% of the 

population lives [17]. The high mortality rates in 

Northern Nigeria have been associated with 

health system gaps, socioeconomic factors, and 

cultural norms regarding obstetric-related 

practices [18]. 

As Nigeria continues to pursue the Universal 

Health Coverage (UHC) goals and make 

healthcare more accessible, existing data has 

shown that the role of PPMVs has become more 

important [19, 20], although not always 

recognized as front-line health workers in 

Nigeria and other sub-Saharan countries. 

Medicine shops often serve as an alternative 

source of healthcare in settings where there are 

healthcare system gaps (including human 

resource shortage) and are usually the closes 

care options in most communities [19-23]. 

Findings from a recent study by Daini and 

colleagues showed that the distribution of PPMV 

shops in the southern and northern parts of 

Nigeria is far above twice that of the most 

populous health facilities; ranking 32 and 46 per 

100,000, respectively, in Lagos (from Southern 

Nigeria) and Kaduna (from Northern Nigeria), 

and have continued to grow progressively in 

recent years compared to other traditional health 

facilities, thereby becoming the most accessible 

health facility for potential clients for different 

healthcare services [20]. Physical access is one 

of the domains of UHC, and it’s dependent on 

the proximity of health facilities to potential 

clients [24]. Studies have also shown the 

increase in the spread of PPMVs has major 

implications, especially in Rural areas [23-26]. 

With some recent studies in Nigeria revealing 

the emergence of PPMVs who report having 

undergone formal medical training [19, 20, 22, 

27], there is a shift from the previous consensus 

about the general definition of medicine 

vendors, who were only characterized as being 

able to read and write [23], having completed 

mainly primary education and not having formal 

training in medicine and pharmacy [28]. 

The scenario of the increasing numbers and 

relevance of PPMVs and the gap in the health 

workforce, in addition to some scoping analysis 
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by the federal government of Nigeria, has led to 

Nigeria embarking on the task-shifting and task-

sharing (TSTS) policy which, among other roles 

aims to fill the prevailing health workforce gap 

(especially for essential healthcare services 

across the country) through the utilization and 

expansion of services to personnel at the 

community-level (such as PPMVs) [29-30]. 

Services currently being considered by the 

federal government include the provision of 

treatment services, counselling, and referrals for 

key Maternal, Newborn, and Child Health 

services (including FP) [30]. 

While task sharing and shifting is usual within 

the public sector [31-33], there is limited 

evidence of the practice being extended to key 

community healthcare workers (chiefly PPMVs 

and CPs), which has been shown to have 

potentials to provide basic healthcare services 

and have increased contact with the population, 

especially within the rural areas [34]. Between 

2017 and 2021, the FMOH, supported by Bill 

and Melinda gates, piloted a three-tiered 

accreditation system for PPMVs; under the pilot, 

PPMVs were divided into three distinct groups 

based on their healthcare qualifications and 

further supported to provide FP services in 

southern and northern Nigeria [35]. There is a 

popular conjecture that the integration of PPMV 

into the public healthcare system could improve 

access to high-quality primary healthcare 

services [19]. However, the processes and 

considerations involved in seeking and obtaining 

healthcare is complex and never straightforward 

[36-39]. 

Thom and colleagues [40] emphasized the 

connotation of the perceived or expected 

behaviour of healthcare providers in their 

definition of trust. Another Author [41] added 

the dimension that trust also encompasses an 

expectation of future actions in favor of care 

seekers. 

A trusting relationship is required for 

effective communication between care providers 

and care seekers [42]. Trust is a determinant of 

early healthcare-seeking [41-44], adherence to 

treatment [45], and return to follow-up and 

continuity of care [46-52]. Carr asserted in 2001 

[53] that trust in healthcare professionals is a 

complex process that evolves, and it’s based on 

mutual intention, reciprocity, and expectations. 

[54] established that healthcare trust is a strong 

determinant of treatment outcomes. 

However, Bova and Colleagues [55] 

emphasize the lack of clarity on whether the 

factors underlying healthcare relationship trust 

between patients and their doctors are the same 

as those underlying patients’ trust in other 

healthcare professionals (including the PPMVs). 

Our literature search did not find any study on 

the healthcare relationship trust between patent 

medicine vendors and their clients in Nigeria or 

even elsewhere in Africa. This study, therefore, 

aims to assess the level and determinants of 

healthcare relationship trust between patent 

medicine vendors and their clients in hard-to-

reach settlements in North-western Nigeria. 

Materials and Methods 

Study Design 

A descriptive cross-sectional study of 

residents of hard-to-reach communities selected 

from 2 states selected in the north-western 

geopolitical zone of Nigeria. Kaduna and Jigawa 

states were randomly selected from a total of 7 

states in the geopolitical zone. The zone 

predominantly houses the Hausa, Fulani, and 

Kanuri tribes. The region is largely rural and 

agrarian in feature and makes up about 15% of 

the entire population of Nigeria [56]. 

Sample Size 

The sample size for the study, which 

comprised heads of households in hard-to-reach 

settlements, was calculated using the formula in 

the equation below: 

Minimum sample size (per State), 

n= Deff * 
𝑍2𝑃(1−𝑃)

𝑑2
 = 318 head of households -

----- equation 1 

Where: 
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Z= Z-score corresponding to the level of 

statistical significance desired (0.05) = 1.96. 

P= Proportion of rural dwellers diagnosed 

with their ailment by medically trained PPMV= 

0.078 [22]. 

d = Desired level of precision= 0.05. 

Deff = Design effect= 2.5. 

Sampling Method 

Multi-stage sampling approach was 

employed in selecting the 665 heads of 

households who participated in the study. From 

2 randomly selected states in the Northwest 

region (Kaduna and Jigawa), We ranked the 

LGAs in each of the two selected states (using 

the list of communities designated as hard to 

reach by the Local health authorities) in 

descending order of the concentration of hard-to-

reach settlements they contained. The top 30% 

(3LGA in Kaduna and 5 in Jigawa) were 

purposively selected. We then selected 40 hard-

to-reach communities (20 per State) using a 

systematic random sampling method with the 

probability of selection proportional to the 

relative presence of the underserved. 

Households were after that selected from the 20 

sampled communities using systematic random 

sampling with probability proportional to the 

relative size of the population of the already 

selected settlements. The final selection of 

individual households in selected communities 

involved a systematic random sampling 

approach after household listing and 

determination. 

Data Collection Tool and Procedure 

Trained data collectors utilized a semi-

structured questionnaire that was digitized on the 

KOBO toolbox (an open-source data collection 

platform) and preloaded on android phone 

devices to obtain data from the selected heads of 

household. The questionnaire included items on 

the personal and household characteristics of the 

respondents and adapted the revised Healthcare 

relationship trust scale [55] and the Health 

Perception questionnaire [57-58]. We analyzed 

the data with Stata (version 16). 

Data Analysis 

The primary outcome of this study was 

Healthcare relationship trust between the 

underserved in hard-to-reach communities and 

the PPMV. We computed overall trust scores as 

prescribed by Bova’s and colleagues [55]. For 

ease of interpretation, the overall trust scores 

were dichotomized (into high and low trust) 

using the procedure recommended by Barua and 

Colleagues [59]. We explored the relationship 

between the personal and household 

characteristics and the three sub-scales sores of 

healthcare relationship trust (Interpersonal 

connection, respectful communication, and 

professional partnering) using independent 

sample t-test and one-way ANOVA. We also 

used the Chi-square test to investigate the 

association between level of trust(high/low) and 

the respondent’s characteristics (personal, 

household), as well as the perceived health status 

reported by the residents of hard-to-reach 

settlements. Binary logistic regression was used 

to identify the determinants of healthcare 

relationship trust between the PPMVs and the 

residents of hard-to-reach communities. 

Statistical significance was defined as P<0.05. 

The ethics review committee of the state 

ministry of health of Kaduna and Jigawa states 

approved the protocol for the study. 

Results 

Description of Healthcare Trust 

Relationship between Residents of 

underserved Communities and Patent 

Medicine Vendors 

The healthcare relationship trust scale 

measured the level of trust a participant has in 

patent medicine vendors. Out of the maximum 

of 65 scores, the total mean score among the 

participants was 42.17(±8.91), with a minimum 

score of 11 and a maximum score of 52 (Table 

1). The higher the trust score, the higher the trust 

the participants have in the patent medicine 
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vendors [55]. The participants in Jigawa had a 

slightly higher trust in patent medicine vendors 

(42.91±10.75) compared to 41.40±6.38 among 

those in Kaduna state. 

Table 1. Description of Respondents’ Healthcare Trust Relationship Score by the State of Residence 

Variable Mean (SD) Median (IQR) Min, Max 

Kaduna 

Interpersonal connection 22.44 (3.75) 23 (20 - 25) 11, 29 

Respectful communication  18.96 (3.09) 19 (17 -21) 10, 25 

Professional partnering 6.16 (1.28) 6 (5-7) 3, 10 

Overall trust score  41.40 (6.38) 42 (38 -46) 21, 54 

Jigawa 

Interpersonal connection 23.06 (5.89) 24 (20-27) 6, 30  

Respectful communication  19.84 (5.01) 20 (18-24) 5, 25 

Professional partnering 6.97 (1.35) 6 (6-8) 3, 10 

Overall trust score  42.91 (10.75) 44 (39-51) 11, 55 

Total 

Interpersonal connection 22 (4.97) 24 (20-26) 6, 30 

Respectful communication  19.41 (4.20) 20 (18-22) 5, 25 

Professional partnering 6.57 (1.38) 6 (6-7) 3, 10 

Overall trust score  42.17 (8.91) 43 (38-48) 11, 55 

Correlates of Healthcare Trust Relationship 

Constructs 

Table 2 revealed that State of residence, 

religion, and tribe are statistically associated 

with the interpersonal connection between the 

underserved and patent medicine vendors. We 

also found that the State of residence, age, and 

sex of household heads, religion, tribe, and 

marital status are correlated with respectful 

communication between PPMV and the 

underserved. Professional partnering, on the 

other hand, is associated with the State of 

residence, religion, and tribe of the underserved. 

Table 2. Relationship between HCR subscales and Respondents Characteristics 

Characteristics 

Interpersonal 

Connection 

Respectful 

Communication 

Professional 

Partnering 

Total (N) 

Mean 

Score 

T/F stat Mean 

Score 

T/F stat Mean 

Score 

T/F stat 

(P-value) (P-value) (P-value) 

State 

Kaduna 17.59 3.1045 27.45 2.6474 16.70 7.318 326 

Jigawa 16.89 (0.0020)* 26.43 (0.007)* 18.71 (<0.01)* 339 

Age-group 

<25 16.43 

1.580 

24.96 

2.530 

17.67 

0.730 

51 

25-34 17.33 27.09 18.05 169 

35-44 17.16 26.69 17.53 207 

45-54 17.64 

(0.1635) 

27.66 

(0.028)* 

17.87 

(0.600) 

137 

55-64 17.23 27.37 17.71 59 

65+ 16.76 26.88 17.02 42 

Sex 
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Male 17.26 0.6357 27.15 2.3968 17.63 1.3737 541 

Female 17.08 (0.5250) 26.98 (0.0168)* 18.13 (0.170) 124 

Education 

None 17.09 

1.9400 

26.96 

1.670 

17.55 

0.2500 

47 

Quranic 16.98 26.53 17.76 366 

Primary 17.62 

(0.101) 

27.59 

(0.1561) 

17.44 

(0.909) 

98 

Secondary 17.53 27.60 17.89 126 

Tertiary 18.00 26.86 17.82 28 

Religion 

Christianity 16.66 2.730 25.38 2.6921 14.71 7.2281 65 

Islam 17.29 (<0.001)* 27.10 (0.007)* 18.01 (<0.01)* 600 

Tribe 

Hausa 17.72 

6.770 

27.92 

12.270 

18.14 

25.910 

341 

Fulani 16.65 25.46 17.27 165 

Kanuri 16.84 

(<0.001)* 

27.03 

(<0.001)* 

19.43 

(<0.001)* 

86 

Others 16.73 25.51 14.84 73 

Marital status 

Married 17.28 1.9324 

(0.053) 

27.02 4.770 

(0.0294)* 

17.74 0.4372 

(0.662) 

632 

Single 16.27 25.12 17.45 33 

Table 3 also revealed that some household 

characteristics are statistically associated with 

healthcare relationship constructs. Household 

size, type of household abode, presence of 

child(ren) under 5 in the household, and 

household health insurance status are associated 

with interpersonal communication. Respectful 

communication between PPMV and the 

underserved is associated with household size 

and health insurance status of the household, 

while professional partnering is only associated 

with health insurance status. 

Table 3. Association between Household Characteristics and ‘Healthcare Trust Relationship 

Characteristics 

Interpersonal 

Communication 

Respectful 

Communication 

Professional 

Partnering 

Total(N) 

Mean 

Score 

T/F stat Mean 

Score 

T/F stat Mean 

Score 

T/F stat 

(P-value) (P-value) (P-value) 

Number in household 

1-10 16.97 4.250 26.42 4.980 17.54 1.800 377 

11-20 17.47 

(0.014)* 

27.53 

(0.007)* 

18.09 

(0.166) 

239 

21+ 18.06 27.96 17.45 49 

Type of abode 

Permanent 17.14 3.130 26.82 2.520 17.69 0.350 602 

Semi-perm(rented) 18.20 

(0.044)* 

28.42 

(0.081) 

18.08 

(0.706) 

49 

Temporary 17.64 26.42 18.14 14 

Pregnant women in HH 

Yes 17.30 0.1625 27.08 0.3151 18.01 1.632 291 

No 17.26 (0.871) 26.96 (0.752) 17.54 (0.103) 354 

Child Under-5 Member 

Yes 17.29 2.1169 27.01 1.5392 17.78 1.366 618 
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No 16.36 (0.034)* 25.87 (0.124) 17.02 (0.172) 47 

Health insurance Cover      

Yes 18.27 4.3055 28.69 4.3641 18.67 3.084 118 

No 17.00 (<0.01)* 26.55 (<0.01)* 17.72 (0.002)* 547 

Table 4 shows 71.9% of the underserved had 

low trust in the PPMVs. The level of trust was 

statistically associated with the State of 

residence, sex of respondents, religion, tribe, 

marital status, type of residence, and presence of 

a child under 5. 

Table 4. Association between Respondents’ Characteristics and ‘Healthcare Trust Relationship between 

underserved and PPMVs 

Characteristics 

Overall trust 

Total χ2-value P-value 

Low trust High trust 

Frequency [n (%)] Frequency [n (%)] 

State 

Kaduna 267(81.9) 59(18.1) 326 

31.779 0.000* Jigawa 211(62.2) 128(37.8) 339 

Age-group 

<25 39(76.5) 12(23.5) 51 

1.888 0.864 

25-34 121(71.6) 48(28.4) 169 

35-44 149(72.0) 58(28.0) 207 

45-54 96(70.1) 41(29.9) 137 

55-64 45(76.3) 14(23.7) 59 

65+ 28(66.7) 14(33.3) 42 

Sex 

Male 369(68.2) 172(31.8) 541 

19.361 0.000* Female 109(87.9) 15(12.1) 124 

Education 

None 32(68.1) 15(31.9) 47 

1.689 0.783 

Quranic 258(70.5) 108(29.5) 366 

Primary 74(75.5) 24(24.5) 98 

Secondary 93(73.8) 33(26.2) 126 

Tertiary 21(75.0) 7(25.0) 28 

Religion 

Christianity 63(96.9) 2(3.1) 65 

22.353 0.000* Islam 415(69.2) 185(30.8) 600 

Tribe 

Hausa 227(66.6) 114(33.4) 341 

23.808 0.000* 

Fulani 122(73.9) 43(26.1) 165 

Kanuri 60(69.8) 26(30.2) 86 

Others 69(94.5) 4(5.5) 73 

Marital status 

Married 461(72.9) 171(27.1) 632 

7.1243 0.008* 

Single 17(51.5) 16(48.5) 33 

Total 478(71.9) 187(28.1) 665 
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Table 5 shows that the household’s type of 

abode and presence of child(ren) under-5 in a 

household is the household characteristics 

associated with healthcare relationship trust in 

the study population. 

Table 5. Relationship between Household Characteristics and Healthcare Trust Relationship between 

underserved and PPMVs 

Characteristics 

Overall trust 

Total 

χ2-value P-value 

Low trust High trust 

Number % Number % Number 

Number in household 

1-10 266 70.6 111 29.4 377 

1.798 0.407 

11-20 173 72.4 66 27.6 239 

21+ 39 79.6 10 20.4 49 

Type of abode 

Permanent 442 73.4 160 26.6 602 

7.932 0.019* 

Semi-perm(rented) 27 55.1 22 44.9 49 

Temporary 9 64.3 5 35.7 14 

Have pregnant women in HH 

Yes 202 69.4 89 30.6 291 

2.121 0.145 No 264 74.6 90 25.4 354 

Child Under-5 Member 

Yes 436 70.6 182 29.5 618 

7.647 0.006* No 42 89.4 5 10.6 47 

Health insurance Cover 

Yes 80 67.8 38 32.2 118 

1.183 0.277 

No 398 72.8 149 27 547 

Total 478 71.9 187 28.1 665 

Determinants of PPMV-Underserved 

Healthcare Relationship 

Table 6 shows that the underserved in Kaduna 

state had 3.8 times higher trust in patent 

medicine vendors than those in Kaduna 

(OR=3.82, 95%CI: 2.46-5.93). Females had 6.25 

lower healthcare relationship trust than males in 

underserved communities (OR=0.16, 95% 

CI:0.08-0.30). Underserved who reside in the 

rented building had 3.89 times higher trust than 

those living in owned residences (OR=3.89, 95% 

CI: 1.96-7.73). 

Similarly, those who reside in temporary or 

makeshift shelters had 3.3 times higher trust than 

underserved living in permanent/rented houses 

(OR=3.3, 95%CI: 1.25 - 10.5). Findings also 

revealed that underserved with an under-five 

child(ren) in their household had 3.4 times 

higher trust in PPMV than those who had 

none(OR=3.4, 95%CI: 1.27-9.28); Unmarried 

heads of household had 2.5 times higher trust 

than married heads of households (OR=2.54, 

95%CI: 1.09-5.92), and underserved with 

perceived good health rating had 2.48 times 

higher trust in PPMV than those with poor health 

rating(OR=2.48, CI:1.65-3.71). 
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Table 6. Predictors of Healthcare trust between PPMVs and the Underserved 

Characteristics High Trust (N, %)  Odds Ratio (95% CI) P-value 

State 

Kaduna 59(18.1) 1.00 <0.001 

Jigawa 128(37.8) 3.82(2.46 – 5.93) 

Sex 

Male 172(31.8) 1.000 <0.001 

Female 15(12.1) 0.16(0.08 – 0.30) 

Type of abode 

Permanent 160(26.6) 1.000 0.048 

Semi-perm(rented) 22(44.9) 3.89(1.96 – 7.73) 

Temporary 5(35.7) 3.30(1.25 – 10.54) 

Under-5 

No 182(29.5) 1.000 0.015 

Yes 5(10.6) 3.44(1.27 – 9.28) 

Marital Status 

Married 171(27.1) 1.000 0.031 

Single 16(48.5) 2.54(1.09 – 5.92) 

General health rating 

Poor rating 99(20.5) 1.000 <0.01 

Good rating 88(48.62) 2.48(1.65 – 3.71) 

 

Discussion 

The finding on low trust among the 

underserved in this present study agrees with the 

conclusion of Hooper and colleagues [60] that 

distrust for healthcare providers in underserved 

communities is strong and complex. This 

complex nature of trust between underserved 

communities and their healthcare providers may 

explain, in part, the difference in trust levels 

between states, sexes, marital status, and 

household features. A study conducted by [61] 

in other climes among African Americans also 

found a significant relationship between trust in 

healthcare providers and tribe/ethnicity. 

However, while the ethnic minorities in that 

study reported lower trust in healthcare 

providers, the reverse is the case in this present 

study as only 5.5% of ethnic minorities had high 

trust in PPMVs compared to above 25% among 

the predominant tribes in the study location 

(Hausa, Fulani, and Kanuri). In our study, the 

tribe was only identified as a correlate, and it 

didn’t predict the level of trust in PPMVs in our 

study population. Nguyen and colleagues [9] 

reported that there is no relationship between 

trust and the ethnic group. The observed 

difference in the findings could also be due to the 

difference in the care of healthcare providers 

focused on in this study. Previous authors. 

Previous authors [63-65] have established that 

disparity in the level of trust fuels health 

disparities across populations. These 

ethnic/tribal disparities in the level of healthcare 

relationship trust could signal the existence of 

further health disparities between tribal and 

ethnic groups in the medically underserved 

communities where we conducted our study. 

Our study reported a lower level of trust 

among females than males. Despite the focus of 

our study on non-physician healthcare providers, 

our finding is consistent with that of a study [9] 

(among the Mexican population) and among the 

Swedish population [62]. This may suggest a 

potential difference in the expectations and 

experiences of men and women regarding their 
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healthcare providers. This finding, therefore, 

calls for sex-specific interventions to improve 

trust in PPMV as part of the processes for 

integrating the PPMV into the formal health 

system. 

[66] found that age moderates the relationship 

between trust and perceived health status. We 

reported that age was not a predictor of 

healthcare relationship trust in our study 

population but found a significant relationship 

between trust and perceived health status. The 

difference in the role age played in the two 

studies may have been due to the difference in 

study populations-Katz and colleagues [66] used 

age groups as a recruitment criterion. The higher 

trust in PPMV among those who perceived their 

health status as good in our study is comparable 

with the findings of [9], where those who 

reported difficulty in accessing healthcare had 

lower trust in care providers. Other authors [67-

70] have also reported a higher level of trust 

among those with perceived good health. 

Elsewhere, low trust in healthcare providers 

has been attributed to low or irregular utilization 

of healthcare services [71-72] and lower 

adherence to recommendations of healthcare 

providers. [73] explained that low trust may 

result from past experiences and prior 

interactions. 

This submission appears to explain the 

finding that those living in less sophisticated 

shelters (rented or temporary shelters) who may 

have patronized PPMVs more frequently due to 

their socioeconomic status [23] have a higher 

level of trust in PPMV than those who reside in 

own homes. A positive relationship between 

trust and income level has been reported in 

previous studies [74-75] where they concluded 

that income status influences the level of trust in 

healthcare providers. 

Conclusion 

The level of healthcare relationship trust 

between the PPMV and the residents of hard-to-

reach settlements studied in Northwestern 

Nigeria remains sub-optimal. Personal and 

household characteristics could significantly 

influence the level of trust in non-physician 

healthcare providers. Therefore, to achieve the 

aim of improving health outcomes in deprived 

populations, initiatives seeking to integrate 

PPMVs into the formal health system in 

resource-constrained settings should seek to 

address the determinants of healthcare 

relationship trust in these populations as part of 

their rollout process. 

The study could not establish a cause-and-

effect relationship between the respondents’ 

characteristics and healthcare relationship trust 

due to the inherent limitation of cross-sectional 

surveys. However, our study is the first (in 

Nigeria and perhaps Sub-Sahara Africa) to 

highlight the status of healthcare relationship 

trust between patent medicine vendors and 

residents of hard-to-reach communities. 

Providing this evidence at a time when Nigeria 

(and some other African countries) are making 

efforts towards leveraging PPMVs to address 

human resources for health challenges in rural 

underserved populations could potentially alert 

policymakers to further examine the context-

specific roles of the determinants of trust as they 

design, refine, and implement approaches to 

improve healthcare access in their jurisdictions. 

Conflict of Interest 

The authors declare that there is no conflict of 

interest. 

Acknowledgments 

The authors acknowledge the support of Mr. 

Muazu Habibu and Pharmacist Aminu Alhassan 

during the field data collection phase of this 

research. We also appreciate Mr. Nathanael 

Afolabi for supporting data processing. 

 

 

10



 

References 

[1] Adeloye D, David RA, Olaogun AA, Adesokan 

AA, Gadanya M, Opele JK, Owagbemi O, 

Iseolorunkanmi A. (2017). Health workforce and 

governance: the crisis in Nigeria. Hum Resour Health 

15:32. https://doi.org/10.1186/s12960-017-0205-4. 

[2] World Health Organization. The World Health 

Report 2006—working together for health. Geneva: 

World Health Organization; 2006. 

[3] International Labour Office (ILO).1990. 

International standard classification of occupations: 

ISCO-88. 

[4] Singh P, Sachs JD. (2013). 1 million community 

health workers in sub-Saharan Africa by 2015. Lancet 

382(9889):363–5. 

[5] World Health Organization. (2007). Everybody’s 

business: strengthening health systems to improve 

health outcomes: WHO’s a framework for action. 

Geneva: World Health Organization. 

[6] Senkubuge F, Modisenyane M, Bishaw T. (2014). 

Strengthening health systems by health sector 

reforms. Glob Health Action 7: 23568. 

[7] Dovlo D. (2005). Wastage in the health 

workforce: some perspectives from African 

countries. Hum Resour Health 3:6. 

[8] Dovlo D. (2007). Migration of nurses from sub-

Saharan Africa: a review of issues and challenges. 

Health Serv Res. 32 (3):1373–88. 

[9] Nguyen PM, Mirzoev T, Le TM. (2016). 

Contribution of health workforce to health outcomes: 

empirical evidence from Vietnam. Hum Resour 

Health.  https://doi.org/10.1186/s12960-016-0165-0. 

[10] National Population Commission - NPC/Nigeria 

and ICF International. Nigeria demographic and 

health survey 2018. Abuja, Nigeria: NPC/Nigeria and 

ICF International. 2018. 

[11] World Health Organization. (2016). Nigeria. In: 

Global Health Workforce Alliance. Geneva: World 

Health Organization. 

[12] World Health Organization. (2017). Task 

sharing to improve access to Family Planning 

/Contraception. Summary Brief. Geneva, 

Switzerland. 

https://apps.who.int/iris/bitstream/handle/10665/259

633/WHO-RHR-17.20-

eng.pdf;jsessionid=9D05F66331F909F3693312AFB

3D11C80?sequence=1. 

[13] Wagstaff A, Van Doorslaer E, Watanabe N. 

(2003). On decomposing the causes of health sector 

inequalities with an application to malnutrition 

inequalities in Vietnam. J Econ. 112:207–23. 

[14] Okoli, C., Hajizadeh, M., Rahman, M.M. et al. 

(2020). Geographical and socioeconomic inequalities 

in the utilization of maternal healthcare services in 

Nigeria: 2003–2017. BMC Health Serv Res 20, 849. 

https://doi.org/10.1186/s12913-020-05700-w. 

[15] Mezmur M, Navaneetham K, Letamo G, 

Bariagaber H. (2017). Socioeconomic inequalities in 

the uptake of maternal healthcare services in 

Ethiopia. BMC Health Serv Res. 17(1):367. 

[16] Ejembi CL, Dahiru T, Aliyu AA. (2015). 

Contextual Factors Influencing Modern 

Contraceptive Use in Nigeria: DHS Working Papers 

No. 120. Rockville: ICF International. 

[17] Doctor HV, Olatunji A, Findley SE, Afenyadu 

GY, Abdulwahab A, and Jumare A. (2012). Maternal 

mortality in northern Nigeria: findings of a health and 

demographic surveillance system in Zamfara State, 

Nigeria. Tropical Doctor. 42 (3):140-3. Epub 2012 

Apr 27., DOI: 10.1258/td.2012.120062. 

[18] Ujah IAO, Aisien OA, Mutihir JT, Vanderjagt 

DJ, Glew RH and Uguru VE. (2005). Factors 

Contributing to Maternal Mortality in North-Central 

Nigeria: A Seventeen-year Review. African Journal 

of Reproductive Health. 9, (3): 27-40. 

[19] Liu J, Beyeler N, Prach LM, Sieverding M, 

Isiguzo C, Nwokolo E, Anyanti J. (2015). The 

landscape of patent and proprietary medicine vendors 

in 16 states of Nigeria. Abuja: Society for Family 

Health. 

[20] Daini, B.O., Okafor, E., Baruwa, S. et al. (2021). 

Characterization and distribution of medicine 

vendors in 2 states in Nigeria: implications for scaling 

health workforce and family planning services. Hum 

Resour Health 19, 60 (2021). 

https://doi.org/10.1186/s12960-021-00602-2. 

[21] Liu J, Prach LM, Treleaven E, Hansen M, 

Anyanti J, Jagha T, Seaman V, Ajumobi O, Isiguzo 

C. (2016). The role of drug vendors in improving 

basic healthcare services in Nigeria. Bull World 

11

https://doi.org/10.1186/s12960-017-0205-4
https://doi.org/10.1186/s12960-017-0205-4
https://doi.org/10.1186/s12960-016-0165-0
https://doi.org/10.1186/s12960-016-0165-0
https://apps.who.int/iris/bitstream/handle/10665/259633/WHO-RHR-17.20-eng.pdf;jsessionid=9D05F66331F909F3693312AFB3D11C80?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/259633/WHO-RHR-17.20-eng.pdf;jsessionid=9D05F66331F909F3693312AFB3D11C80?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/259633/WHO-RHR-17.20-eng.pdf;jsessionid=9D05F66331F909F3693312AFB3D11C80?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/259633/WHO-RHR-17.20-eng.pdf;jsessionid=9D05F66331F909F3693312AFB3D11C80?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/259633/WHO-RHR-17.20-eng.pdf;jsessionid=9D05F66331F909F3693312AFB3D11C80?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/259633/WHO-RHR-17.20-eng.pdf;jsessionid=9D05F66331F909F3693312AFB3D11C80?sequence=1
https://doi.org/10.1186/s12913-020-05700-w
https://doi.org/10.1186/s12913-020-05700-w
https://doi.org/10.1186/s12913-020-05700-w
https://doi.org/10.1186/s12960-021-00602-2
https://doi.org/10.1186/s12960-021-00602-2
https://doi.org/10.1186/s12960-021-00602-2


 

Health Organ. 94:267–75. 

https://doi.org/10.2471/BLT.15.154666. 

[22] Prach LM, Treleaven E, Isiguzo C, Liu J. Care 

seeking at the patent and proprietary medicine 

vendors in Nigeria health systems and services in 

low- and middle-income settings. BMC Health Serv 

Res. 2015. https://doi.org/10.1186/s12913-015-0895-

z. 

[23] Beyeler N, Liu J, Sieverding M. (2015). A 

systematic review of the role of proprietary and patent 

medicine vendors in healthcare provision in Nigeria. 

PLoS ONE 10(1): e0117165. 

[24] Evans DB, Hsu J, Boerma T. (2013). Universal 

health coverage and universal access. Bull World 

Health Organ. 91:546-546A. 

[25] Durowade KA, Bolarinwa OA, Fenenga CJ, 

Akande TM. (2018). Operations and roles of patent 

and proprietary medicine vendors in selected rural 

communities in Edu Local Government Area, Kwara 

State, North-Central Nigeria. J Community Med Prim 

Health Care 30(2):75–89. 

[26] Akol A, Chin-Quee D, Wamala-Mucheri P, 

Namwebya JH, Mercer SJ, Stanback J. (2014). 

Getting closer to people: family planning provision 

by drug shops in Uganda. Glob Health Sci Pract. 

2(4):472–81. 

[27] Treleaven E, Liu J, Prach LM, Isiguzo C. (2015). 

Management of paediatric illnesses by the patent and 

proprietary medicine vendors in Nigeria. Malar J. 

2015;14(1):232. 

[28] Brieger WR, Osamor PE, Salami KK, Oladepo 

O, Otusanya SA. (2004). Interactions between patent 

medicine vendors and customers in urban and rural 

Nigeria. Health Policy Plan. ;19(3):177–82. 

[29] Task-shifting and task-sharing policy for 

essential health care services in Nigeria. Abuja: 

Nigeria Federal Ministry of Health; 2014. 

[30] Ishaku S, Afolabi K, Dwyer SC, Okunade F, 

Uzomba C, Adebayo A, Tobey E, Jain A. Examining 

and strengthening the role of patent and proprietary 

medicine vendors in the provision of injectable 

contraception in Nigeria. Research report for 

evidence project. Found at 

http://evidenceproject.popcouncil.org/wp-

content/uploads/2018/11/Examining-and-

Strengthening-the-Roles-of-PPMVs-in-

Nigeria_October-2018.pdf. 

[31] World Health Organization. (2017). Infant 

mortality: situation and trends. In: Global Health 

Observatory (GHO) data. . 

http://www.who.int/gho/child_health/mortality/neon

atal_infant_text/en/. 

[32] Stanback J, Spieler J, Shah I, Finger WR. (2010). 

Community-based health workers can safely and 

effectively administer injectable contraceptives: 

conclusions from a technical consultation. J 

Contracept. 81:181–4. 

[33] World Health Organization, U.S. Agency for 

International Development, Family Health 

International (FHI). Community-Based Health 

Workers Can Safely and Effectively Administer 

Injectable Contraceptives: Conclusions from a 

Technical Consultation. Research Triangle Park 

(NC): FHI; 2010. 

[34] High-Impact Practices in Family Planning (HIP). 

(2013). Drug Shops and Pharmacies: Sources for 

family planning commodities and information. 

Washington, DC: USAID; 2013. Available from 

http://www.fphighimpactpractices.org/briefs/drug-

shops-and-pharmacies. 

[35] Chace Dwyer, S., Baruwa, S., Okafor, E. et al. 

(2022). How do changes in motivation to prevent 

pregnancy influence contraceptive continuation? 

Results from a longitudinal study with women who 

receive family planning services from Community 

Pharmacists and Patent and Proprietary Medicine 

Vendors in Nigeria. Reprod Health 19, 39 (2022). 

https://doi.org/10.1186/s12978-022-01326-9. 

[36] Uchendu OC, Ilesanmi OS, Olumide AE. (2013). 

Factors influencing the choice of health care 

providing facility among workers in a local 

government secretariat in south-western Nigeria. Ann 

Ib Postgrad Med. 11(2):87‐95. 

https://doi.org/10.4314/aipm.v11i2. 

[37] Makinde OA, Sule A, Ayankogbe O, Boone D. 

2018. Distribution of health facilities in Nigeria: 

Implications and options for Universal Health 

Coverage. Int J Health Plann Manage. October, 

vol.33, no.4. pp.1179-1192.Accessed 8 April 2021. 

DOI: 10.1002/hpm.2603. PMID: 30091473. 

12

https://doi.org/10.2471/BLT.15.154666
https://doi.org/10.2471/BLT.15.154666
https://doi.org/10.2471/BLT.15.154666
https://doi.org/10.1186/s12913-015-0895-z
https://doi.org/10.1186/s12913-015-0895-z
https://doi.org/10.1186/s12913-015-0895-z
http://evidenceproject.popcouncil.org/wp-content/uploads/2018/11/Examining-and-Strengthening-the-Roles-of-PPMVs-in-Nigeria_October-2018.pdf
http://evidenceproject.popcouncil.org/wp-content/uploads/2018/11/Examining-and-Strengthening-the-Roles-of-PPMVs-in-Nigeria_October-2018.pdf
http://evidenceproject.popcouncil.org/wp-content/uploads/2018/11/Examining-and-Strengthening-the-Roles-of-PPMVs-in-Nigeria_October-2018.pdf
http://evidenceproject.popcouncil.org/wp-content/uploads/2018/11/Examining-and-Strengthening-the-Roles-of-PPMVs-in-Nigeria_October-2018.pdf
http://evidenceproject.popcouncil.org/wp-content/uploads/2018/11/Examining-and-Strengthening-the-Roles-of-PPMVs-in-Nigeria_October-2018.pdf
http://evidenceproject.popcouncil.org/wp-content/uploads/2018/11/Examining-and-Strengthening-the-Roles-of-PPMVs-in-Nigeria_October-2018.pdf
http://www.who.int/gho/child_health/mortality/neonatal_infant_text/en/
http://www.who.int/gho/child_health/mortality/neonatal_infant_text/en/
http://www.who.int/gho/child_health/mortality/neonatal_infant_text/en/
http://www.who.int/gho/child_health/mortality/neonatal_infant_text/en/
http://www.fphighimpactpractices.org/briefs/drug-shops-and-pharmacies
http://www.fphighimpactpractices.org/briefs/drug-shops-and-pharmacies
http://www.fphighimpactpractices.org/briefs/drug-shops-and-pharmacies
http://www.fphighimpactpractices.org/briefs/drug-shops-and-pharmacies
https://doi.org/10.1186/s12978-022-01326-9
https://doi.org/10.1186/s12978-022-01326-9
https://doi.org/10.1186/s12978-022-01326-9
https://doi.org/10.4314/aipm.v11i2


 

[38] Gilson L, Palmer N, Schneider H. (2005). Trust 

and Health worker performance: exploring a 

conceptual framework using South African evidence. 

Soc. Sci. Med., 61 (7) (2005), pp. 1418-1429, 

10.1016/j.socscimed.2004.11.062. 

[39] Peters D, Youssef FF. (2016). Public trust in the 

healthcare system in a developing country. Int. J. 

Health Plan. Manag., 31 (2), pp. 227-241, 

10.1002/hpm.2280. 

[40] Thom, D. H., Kravitz, R. L., Bell, R. A., Krupat, 

E., & Azari, R. (2002). Patient trust in the physician: 

relationship to patient requests. Family Practice, 19, 

476-483. doi:10.1093/fampra/19.5.476. 

[41] Goold, S. D., Fessler, D., & Moyer, C. A. (2006). 

A measure of trust in insurers. Health Services 

Research, 41, 58-78. doi:10.1111/j.1475-

6773.2005.00456. x. 

[42] Montori, V. M., Gafni, A., & Charles, C. (2006). 

A shared treatment decision-making approach 

between patients with chronic conditions and their 

clinicians: The case of diabetes. Health Expectations, 

9. 25-36. 

[43] LoCurto J and Berg GM. (2016). Trust in 

healthcare settings: Scale development, methods, and 

preliminary determinants. SAGE Open Medicine 4, 

1-12. DOI: 10.1177/2050312116664224. 

[44] Mollborn S., Stepanikova I., Cook KS. (2005). 

Delayed Care and Unmet Needs among Health Care 

System Users: When Does Fiduciary Trust in a 

Physician Matter? Health Services Research 40(6). 

https://doi.org/10.1111/j.1475-6773.2005.00457.x. 

[45] Piette JD, Heisler M, Krein S, et al. (2005). The 

role of patient-physician trust in moderating 

medication nonadherence due to cost pressures. Arch 

Intern Med 2005; 165(15): 1749–1755. 

[46] Hooper MW., Mitchell C., Marshall VJ. (2019). 

Understanding Multilevel Factors Related to Urban 

Community Trust in Healthcare and Research.Int. J. 

Environ. Res. Public Health 16, 3280; 

doi:10.3390/ijerph16183280. 

[47] Gopichandran, V., & Chetlapalli, S. K. (2013). 

Factors influencing trust in doctors: a community 

segmentation strategy for quality improvement in 

healthcare. BMJ Open, 3(12), e004115. 

[48] Kennedy, BR.; Mathias CC.; Woods AK. (2007). 

African Americans and their distrust of the healthcare 

system: Healthcare for diverse populations. Journal 

of Cultural Diversity 14, 56-60. 

[49] William C.C, Kimberly BS, Julie A. Wilcox, 

MSW (1983). Aging and Perceived Health Status, 

Journal of Gerontology, Volume 38, Issue 3, May 

1983, Pages 349–355, 

https://doi.org/10.1093/geronj/38.3.349. 

[50] Wu, S., Wang, R., Zhao, Y., Ma, X., Wu, M., 

Yan, X., & He, J. (2013). The relationship between 

self-rated health and objective health status: a 

population-based study. BMC public health, 13(1), 1-

9. 

[51] Goldstein MS., Siegel JM, and Boyer R. (1984) 

“Predicting changes in perceived health status.”, 

American Journal of Public Health 74, no. 6 (June 1, 

1984): pp. 611-614. 

https://doi.org/10.2105/AJPH.74.6.611. 

[52] Wen, M., Browning, C. R., & Cagney, K. A. 

(2003). Poverty, affluence, and income inequality: 

neighborhood economic structure and its implications 

for health. Social science & medicine, 57(5), 843-

860. 

[53] Carr G.S, (2021). Negotiating Trust: A Grounded 

Theory Study of Interpersonal Relationships Between 

Persons Living With HIV/AIDS and Their Primary 

Health Care Providers. Journal of the Association of 

Nurses in AIDS Care, 12(2); 35-43. Accessed from: 

https://doi.org/10.1016/S1055-3290(06)60132-5. 

[54] Olaisen RH., Schluchter MD., Flocke SA., 

Smyth KA., Koroukian SM., Stange KC. 2020. 

Assessing the Longitudinal Impact of Physician-

Patient Relationship on Functional Health. The 

Annals of Family Medicine, 18 (5) 422-429; DOI: 

https://doi.org/10.1370/afm.2554. 

[55] Bova, C., Fennie, K. P., Watrous, E., Dieckhaus, 

K., & Williams, A. B. (2006). The health care 

relationship (HCR) trust scale: Development and 

psychometric evaluation. Research in Nursing & 

Health, 29(5),477-488. DOI: 10.1002/nur.20158. 

PMID: 16977644. 

[56] National Bureau of Statistics. (2020). Nigerian 

Living Standards Survey. Accessed from: 

https://nigerianstat.gov.ng/elibrary/read/1123. 

[57] Davies AR., and Ware JE. (1981). Measuring 

Health Perceptions in the Health Insurance 

Experiment. The Rand Publication Series. Available: 

13

https://doi.org/10.1016/j.socscimed.2004.11.062
https://doi.org/10.1016/j.socscimed.2004.11.062
https://doi.org/10.1016/j.socscimed.2004.11.062
https://doi.org/10.1002/hpm.2280
https://doi.org/10.1002/hpm.2280
https://doi.org/10.1002/hpm.2280
https://doi.org/10.1111/j.1475-6773.2005.00457.x
https://doi.org/10.1093/geronj/38.3.349
https://doi.org/10.2105/AJPH.74.6.611
https://doi.org/10.1016/S1055-3290(06)60132-5
https://doi.org/10.1370/afm.2554
https://nigerianstat.gov.ng/elibrary/read/1123


 

https://www.rand.org/content/dam/rand/pubs/reports

/2007/R2711.pdf. 

[58] McPherson F, Melvin KC, Belew DL, McGraw 

LK (2016) Health Perception and Wellness Behavior 

Survey among Military Beneficiaries. Ann 

Psychiatry Mental Health 4(2): 1060. 

[59] Barua A., Kademane K., Das B., Shiva K., et al. 

(20140. A Tool for Decision-Making in Norm-

Referenced Survey Questionnaires with Items of 

Ordinal Variables. International Journal of 

Collaborative Research on Internal Medicine & 

Public Health 6(3). Pp 52-63. Retrieved from: 

https://ideas.repec.org/a/asi/joasrj/v3y2013i11p1109

-1118id3572.html. 

[60] Hooper MW., Mitchell C., Marshall VJ. (2019). 

Understanding Multilevel Factors Related to Urban 

Community Trust in Healthcare and Research. Int. J. 

Environ. Res. Public Health 16, 3280; 

doi:10.3390/ijerph16183280. 

[61] Kennedy, BR.; Mathias CC.; Woods AK. (2007). 

African Americans and their distrust of the healthcare 

system: Healthcare for diverse populations. Journal 

of Cultural Diversity 14, 56-60. 

[62] Baroundi M., Goicolea I., Hurtig A., San-

Sebastian M. (2021.). Social Factors Associated with 

Trust in the Health System in Northern Sweden: A 

Cross-Sectional Study Research Square [Preprint}. 

https://doi.org/10.21203/rs.3.rs-701308/v1. 

[63] Doescher MP, Saver BG, Franks P, et al (2000). 

Racial and ethnic disparities in perceptions of 

physician style and trust. Arch Fam Med. 9: 1156–

1163. 

[64] LaVeist TA, Nickerson KJ, Bowie JV. (2000). 

Attitudes about racism, medical mistrust, and 

satisfaction with care among African American and 

white cardiac patients. Med Care Res Rev MCRR. 57 

Suppl 1:146–161. 

[65] Katz, Emma M.S., “Age as a Moderator of 

Health Outcomes and Trust in Physicians and the 

Healthcare System” (2022). Graduate Theses, 

Dissertations, and Problem Reports. 8331. 

https://researchrepository.wvu.edu/etd/8331. 

[66] Balkrishnan, R., Dugan, E., Camacho, F. T., & 

Hall, M. A. (2003). Trust and satisfaction with 

physicians, insurers, and the medical profession. 

Medical Care. 41.1058-1064. doi: 

10.1097/01.MLR.0000083743.15238.9F. 

[67] Freburger, J. K., Callahan, L. F., Currey, S. S., & 

Anderson, L. A. (2003) Use of the Trust in Physician 

Scale in patients with rheumatic disease: 

Psychometric properties and correlates of trust in the 

rheumatologist. Arthritis Care & Research, 49. 51-58. 

doi:10.1002/art.10925. 

[68] Keating, N. L., Gandhi, T. K., Orav, E. J., Bates, 

D. W., & Ayanian, J. Z. (2004). Patient 

characteristics and experiences associated with trust 

in specialist physicians. Archives of Internal 

Medicine, 164, 1015-1020. 

doi:10.1001/archinte.164.9.1015. 

[69] Tam, W. (2012). Health care reform and 

patients’ trust in physicians in urban Beijing. The 

China Quarterly, 211. 827-843. 

[70] Russell S. (2005). Treatment-seeking behavior in 

urban Sri Lanka: trusting the State, trusting private 

providers. Soc Sci Med 61(7): 1396–1407. 

[71] O’Malley, A. S., Sheppard, V. B., Schwartz, M., 

& Mandelblatt, J. (2004). The role of trust in use of 

preventive services among low-income African 

American women. Preventive Medicine, 38, 777-785. 

doi: 10.1016/j.ypmed.2004.01.018. 

[72] LoCurto J, Berg GM. (2016). Trust in healthcare 

settings: Scale development, methods, and 

preliminary determinants. SAGE Open Med, Sep 

1;4:2050312116664224. DOI: 

10.1177/2050312116664224. PMID: 27635245; 

PMCID: PMC5011396.Doescher MP, Saver BG, 

Franks P, et al. (2000). Racial and ethnic disparities 

in perceptions of physician style and trust. Arch Fam 

Med. 9:1156–1163. 

[73] Baroundi M., Goicolea I., Hurtig A., San-

Sebastian M. (2021.). Social Factors Associated with 

Trust in the Health System in Northern Sweden: A 

Cross-Sectional Study Research Square [Preprint}. 

https://doi.org/10.21203/rs.3.rs-701308/v1. 

14

https://www.rand.org/content/dam/rand/pubs/reports/2007/R2711.pdf
https://www.rand.org/content/dam/rand/pubs/reports/2007/R2711.pdf
https://ideas.repec.org/a/asi/joasrj/v3y2013i11p1109-1118id3572.html
https://ideas.repec.org/a/asi/joasrj/v3y2013i11p1109-1118id3572.html
https://doi.org/10.21203/rs.3.rs-701308/v1
https://researchrepository.wvu.edu/etd/8331
https://doi.org/10.21203/rs.3.rs-701308/v1



