M ED I C I N E I N T H E C O M M U N I T Y

Public perceptions of Australia’s doctors,
hospitals and health care systems
Elizabeth A Hardie and Christine R Critchley
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rust is crucial in medical settings,1 yet
recent reports describe a decline in
trust in Western health care systems2
and international health agencies.3 Waning
medical trust in the United Kingdom permeates both public and private health sectors,4
while trust decrements in the United States
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health care.6 It is not
clear if this change has eroded public trust,
because there are few published scientific
data on Australians’ trust in their health care
providers and institutions.
The Swinburne National Technology and
Science Monitor (SNTSM)7 has for several
years assessed public perceptions of trust in
various Australian institutions, including
hospitals. Over the years, average ratings for
hospitals have varied slightly, ranging from
3.3 to 3.6 out of 5, indicating moderately
high trust. In 2007, the SNTSM assessed
trust in medical specialists and family doctors. Results showed that Australians had
strong trust in their family doctors (mean,
4.1). Trust in specialists (mean, 3.8) and
hospitals (mean, 3.6) was lower, but still
fairly strong.7
To obtain a more detailed picture of Australians’ views on their health care providers,
institutions and systems, we conducted
another national survey in 2007. In addition
to assessing trust in family doctors, specialists, alternative practitioners, public and private hospitals, private health insurers and
Medicare, we also measured attitudes
towards Australia’s current health care system and the alternatives of a more universal
taxpayer-funded public system and a more
elite, user-pays private system.
METHODS
Survey design and sampling strategy
As part of a larger survey on the use of new
technologies to promote health and prevent
illness,8 800 Australian adults participated
in a computer-assisted telephone interview
(CATI) in August 2007. The sample size was
chosen to achieve an acceptable margin of
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adults had the greatest trust in physicians, hospitals and Medicare, but all age groups
held similar attitudes toward public and private health care systems. Support for the
current health care system with its mix of public and private funding was moderately
strong, but all respondents reported weak pro-private attitudes and very strong
pro-public attitudes.
Conclusions: Public perceptions of Australian medical professionals, institutions and
systems are generally positive. This sample did not endorse an individual user-pays
private health system, but strongly favoured a universal public health system that is
collectively funded by the public purse.
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error (3.39%) and confidence intervals of
95%, assuming a 50% split on each question.9 Telephone numbers were randomly
selected from the electronic white pages
across all states and territories. Englishspeaking residents over 18 years of age were
eligible to participate.
Ethics approval
The Swinburne University Human Research
Ethics Committee approved this study.
Survey instrument
The survey included questions about the
respondents’ level of private health cover
(none, hospital, extras, both), subjective
health status (five-point rating: 1 = unwell,
to 5 = very healthy), frequency of visits to
health professionals (weekly, monthly, 3monthly, 6-monthly, yearly, less), health care
industry work experience (ever, never),
demographic information, and sets of trust
and attitude ratings.
Seven single-item trust ratings were used
to assess two health systems (Medicare and
private health insurance companies), two
types of hospitals (public and private) and
three types of health care professionals (the
participant’s own family doctor or general
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practitioner, medical specialists, and alternative practitioners [eg, naturopaths, acupuncturists]). Each target was rated on a sixpoint scale (0 = no trust at all, to 5 = a great
deal of trust).
Seven attitude items were rated on a sixpoint scale (0 = strongly disagree, to 5 =
strongly agree). One item assessed level of
support for the current health care system or
status quo (“I’m happy with the way Australia’s current health care system is funded by a
mix of public funds and private health insurance”). The other six items assessed preferences for public and private health care
systems.
The sample was compared with the general population using Australian Bureau of
Statistics (ABS) 2006 census data for all
demographic factors except private health
cover, which was compared with 2004 ABS
data.
Statistical analysis
Psychometric analysis of attitude ratings was
conducted with LISREL, version 8.54 (Scientific Software International, Chicago, Ill,
USA). Sample weighting and descriptive and
comparative analyses, including χ2 analysis,
correlations, and within- and between-
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groups analysis of variance and covariance,
were conducted using SPSS, version 15
(SPSS Inc, Chicago, Ill, USA).
RESULTS
CATI response rates were calculated according to the American Association for Public
Opinion Research definitions.10 Of 7409
phone calls, 800 interviews were completed.
Taking known (eg, refusals, under 18 years
old) and unknown (eg, no answer, phone
line disconnected) eligibility into account,
the minimum response rate was 15.5%
(maximum, 20.5%) and the cooperation
rate was 29.6% (maximum, 31.8%). The
mean interview time was 13.7 minutes (SD,
3.9 minutes).
Psychometric properties of
attitude ratings
The factor structure of the six public and
private health care attitude items was
assessed using confirmatory factor analysis. A
two-factor model yielded a good fit, and all
factor loadings were significant (χ26 = 29.64;
P < 0.001; comparative fit index, 0.96;
adjusted goodness-of-fit index, 0.95; rootmean-square error of approximation, 0.08
[90% CI, 0.05–0.10]).
The “pro-private” factor included the
items: “Australia should adopt a private, userpays system like they have in the US” ( = 0.69),
“I would be willing to pay higher private health
insurance premiums to improve my own health
care services” ( = 0.30), and “The very best
health care should be available only to those
who can afford it” (= 0.62).
The “pro-public” factor included the
items: “I would be willing to pay higher taxes to
improve Australia’s health care services” ( =
0.86), “Australia should adopt a collective
social health system supported by higher taxes
as is done in some Scandinavian countries” (=
0.57), and “There should always be a safety
net of basic health care available to disadvantaged people who cannot afford to pay for it”
( = 0.16). This latter item showed a negative cross-loading on the pro-private factor
(= −0.36, P < 0.05) and the model included
one significant correlated error variance
between the two items representing a willingness to pay higher taxes and higher
insurance premiums (Pearson’s r = 0.29).
Two composite total scores were computed from each item’s factor score regress i o n w ei g h t ( F RW ) . C on f i r m a t o r y
congeneric measurement models11 were calculated to obtain separate FRWs for proprivate and pro-public factors. Each item

was multiplied by its FRW, then proportionally summed to obtain total scores. Internal
consistency (rc ) coefficients 11 showed
acceptable reliability for pro-private (0.65)
and pro-public (0.95) attitudes.
Demographic data
The sample was representative of the Australian population in terms of education and
health cover, but did not match the population distribution on age, sex or state/territory
(all χ2 comparisons, P < 0.05). Respondents’
ages ranged from 18 to 91 years (mean [SD],
53.3 [16.7] years). Using four age groupings
(18–37, 38–57, 58–77, ⭓ 78 years), the
sample was representative of the 38–57years (n = 316) and ⭓ 78-years (n = 55) age
groups, but younger adults (18–37 years;
n = 138) were under-represented, and older
adults (58–77 years; n = 269) were over-represented. Twelve respondents refused to give
their age.
There was an imbalance by sex, with
more women (63.25%) than men (36.75%)
in the sample compared with the population
ratio. When compared with state/territory
populations, New South Wales, Victoria and
Queensland were under-represented, while
Western Australia, South Australia, Tasmania, the Australian Capital Territory and the
Northern Territory were over-represented.
To account for these sampling errors, the
data were weighted according to ABS proportions for age groups, sex and location for all
further analyses. The weighted sample size
was 740, but numbers vary slightly between
analyses due to missing data for some ratings.
Trust and attitude ratings
Analyses of trust and attitude ratings are
based on weighted responses. Differences
between weighted and unweighted means
were negligible (range, 0.00–0.07).
Preliminary comparisons found no significant differences in mean trust or attitude
ratings based on state/territory, sex, or
health care industry experience, with two
exceptions. Significant differences (P < 0.05)
with negligible effect sizes ( 2 < 0.02) were
found for two targets based on sex, or health
care industry experience: women reported
higher trust in alternative practitioners than
did men; and respondents who had worked
in the health care industry reported less
trust in private hospitals than those who had
not (Box 1).
Apart from pro-private attitudes, and trust
in alternative practitioners in the ⭓ 78-years
age group, all means were well above the
scale mid-point of 2.5 (Box 2).The sample
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reported high trust in their GPs and in
specialists, and moderately high trust in
private hospitals, public hospitals and Medicare. Moderately low trust was reported for
private health insurers and alternative practitioners. Attitudes toward Australia’s current health care system were moderately
positive; pro-public attitudes were high and
pro-private attitudes were very low.
A within-subject analysis of variance
showed that trust ratings were significantly
different across the seven types of practitioners and health systems (P < 0.05, 2 = 0.22).
Contrasts showed that all medical doctors
were trusted more than alternative practitioners (GPs:  2 = 0.46; specialists:  2 = 0.34), but
there was greater trust in GPs than specialists
(2 = 0.08). Medicare was trusted more than
private health insurers (2 = 0.07), and private hospitals were trusted more than public
hospitals (2 = 0.11).
Within-subject comparisons of the three
attitude scores showed significant differences
(P < 0.05, 2 = 0.48). Contrasts revealed that
pro-public attitudes were favoured more than
the status quo (2 = 0.01), but the status quo
was greatly favoured over pro-private attitudes (2 = 0.61). There was very strong
endorsement of pro-public over pro-private
attitudes (2 = 0.62).
Age differences in trust and
attitude ratings
Significant age effects were found for trust in
all practitioners and institutions, apart from
private health insurers (Box 2). Polynomial
contrasts revealed linear effects for trust in
GPs, public hospitals, Medicare, and alternative health practitioners. Older Australians reported greater trust in GPs, public
hospitals and Medicare, but lower trust in
alternative health practitioners. While there
was not a significant linear effect for trust in
medical specialists, post-hoc comparisons
suggested that the older 58–77-years age
group reported greater trust in specialists
than did the 18–37-years age group.
Older age was associated with poorer selfreported health status (Spearman’s rho [ρ ] =
−0.18, P < 0.05) and more frequent health
care visits (ρ = 0.10, P < 0.05), while frequent health visits were associated with
greater trust in private hospitals (r = 0.10,
P < 0.05). After controlling for the effects of
health status and health visits, the pattern of
age differences in trust and attitude ratings
remained. The one exception was that trust
in private hospitals did not differ by age
group when the covariates were included
(P > 0.05, 2 = 0.01), suggesting that older
211
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1 Demographic details of the sample, with weighted means (SDs) for trust and attitude ratings
Trust
General
Medical
Alternative
Public
No.* practitioner specialists practitioners hospitals

Attitude
Private
hospitals

Medicare

Private
insurers

Status quo

Pro-public Pro-private

Sex
Women

405 4.13 (1.02) 3.88 (0.88)

2.94 (1.23)

3.12 (1.20) 3.57 (0.99) 3.15 (1.22) 2.84 (1.30)

3.00 (1.41)

3.15 (1.46) 0.93 (0.93)

Men

335 4.16 (0.91) 3.79 (1.06)

2.66 (1.19)

3.25 (1.23) 3.61 (1.05) 3.29 (1.23) 2.68 (1.32)

2.92 (1.44)

3.27 (1.51) 0.96 (0.94)

Health care industry
Ever worked in

134 4.09 (1.02) 3.81 (0.92)

2.90 (1.24)

3.11 (1.24) 3.37 (1.13) 3.11 (1.14) 2.70 (1.32)

2.90 (1.46)

3.16 (1.39) 0.87 (0.89)

Never worked in

606 4.15 (0.96) 3.85 (0.98)

2.79 (1.21)

3.19 (1.21) 3.64 (0.98) 3.24 (1.25) 2.78 (1.31)

2.98 (1.42)

3.21 (1.50) 0.96 (0.95)

Education
Secondary school 352 4.27 (0.94) 3.88 (1.03)

2.79 (1.29)

3.19 (1.26) 3.64 (1.05) 3.22 (1.32) 2.74 (1.34)

2.95 (1.44)

3.17 (1.51) 1.10 (1.01)

Advanced
diploma

147 4.02 (0.96) 3.80 (0.95)

2.86 (1.22)

3.22 (1.18) 3.53 (1.02) 3.30 (1.21) 2.72 (1.38)

3.03 (1.50)

3.22 (1.44) 0.73 (0.87)

University degree 238 4.03 (1.00) 3.81 (0.87)

2.81 (1.11)

3.15 (1.16) 3.56 (0.97) 3.17 (1.10) 2.83 (1.23)

2.93 (1.37)

3.25 (1.48) 0.84 (0.82)

2.82 (1.23)

3.29 (1.29) 3.33 (1.12) 3.29 (1.32) 2.21 (1.32)

3.10 (1.42)

3.28 (1.45) 0.86 (0.94)

Private insurance
None

303 4.11 (1.06) 3.66 (1.15)

Hospital-only

85 4.29 (0.95) 4.05 (0.73)

2.54 (1.30)

3.22 (1.22) 3.79 (0.96) 3.00 (1.23) 2.88 (1.35)

2.78 (1.36)

3.26 (1.50) 0.84 (0.90)

Extras-only

30 3.85 (0.83) 3.64 (0.91)

3.06 (1.02)

3.03 (1.00) 3.41 (0.92) 3.11 (1.23) 2.58 (1.09)

2.96 (1.48)

2.97 (1.71) 1.22 (1.19)

Full cover

317 4.16 (0.89) 3.99 (0.80)

2.84 (1.20)

3.08 (1.16) 3.79 (0.89) 3.21 (1.14) 3.24 (1.11)

2.91 (1.43)

3.13 (1.49) 1.04 (0.91)

†

Self-reported health
Not healthy

58 4.16 (0.98) 3.67 (1.32)

2.60 (1.16)

3.06 (1.31) 3.62 (1.22) 3.40 (1.42) 2.79 (1.47)

3.05 (1.50)

3.16 (1.75) 0.76 (0.82)

Moderately
healthy

431 4.09 (0.99) 3.81 (0.95)

2.77 (1.22)

3.13 (1.24) 3.57 (0.95) 3.18 (1.22) 2.72 (1.32)

2.93 (1.44)

3.20 (1.47) 0.95 (0.96)

Very healthy

251 4.22 (0.92) 3.93 (0.90)

2.92 (1.22)

3.30 (1.15) 3.61 (1.08) 3.24 (1.19) 2.84 (1.25)

3.01 (1.39)

3.21 (1.45) 0.98 (0.91)

Frequency of health professional visits‡
Weekly to
monthly

177 4.24 (0.93) 3.87 (0.99)

2.89 (1.25)

3.20 (1.19) 3.66 (1.09) 3.28 (1.27) 2.70 (1.36)

3.04 (1.52)

3.31 (1.49) 0.87 (0.97)

3–6-monthly

394 4.17 (0.97) 3.86 (0.96)

2.80 (1.20)

3.17 (1.23) 3.62 (0.96) 3.22 (1.26) 2.80 (1.33)

2.94 (1.40)

3.16 (1.46) 0.98 (0.91)

Yearly or less

169 3.97 (0.98) 3.75 (0.95)

2.75 (1.23)

3.17 (1.20) 3.46 (1.07) 3.13 (1.11) 2.76 (1.20)

2.95 (1.38)

3.20 (1.54) 0.94 (0.96)

* Number of respondents in each demographic group in the weighted sample (N = 740). Total numbers for demographic groups differ due to missing data.
† Five health ratings were collapsed into three categories. ‡ Six frequency ratings were collapsed into three categories.

respondents’ higher trust in private hospitals
could be due to their greater need for and
use of health care.
Older and younger Australians did not
differ in attitudes to public or private health
care systems. However, there was a slight age
effect for attitudes toward the status quo (2 =
0.01). Older Australians were more favourable towards the current system (Box 2), but
neither contrasts nor post-hoc comparisons
reached statistical significance.

reported higher trust than did those with
advanced diplomas or university degrees
(P < 0.05, 2 = 0.02) (Box 1). Similarly,
groups based on education level did not
differ in attitudes towards the current
health system or pro-public attitudes;
however, stronger pro-private attitudes
were reported by those with secondary
qualifications than the advanced diploma
g rou p an d the u ni ver sity -ed ucated
(P < 0.05, 2 = 0.03) (Box 1).

Education differences in trust and
attitude ratings
Education level was not associated with
trust in health practitioners or systems,
with one exception. There was a significant linear trend for trust in GPs, whereby
those with secondary school education

Private health cover differences in trust
and attitude ratings
Comparisons of those with no private
health insurance, hospital-only, extras-only
and full cover (hospital and extras) showed
that level of health cover was not associated
with trust in GPs, alternative practitioners,
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◆

public hospitals or Medicare. Differences
were found for trust in specialists (2 =
0.04) and private hospitals (2 = 0.07)
(Box 1). Those with hospital-only cover
reported greater trust in specialists than did
those with no private insurance. Those
with hospital-only or full cover were more
likely than those with no private insurance
to trust private hospitals. Trust in private
health insurers was highest among those
with full cover and hospital-only cover,
followed by those with extras-only and no
cover. No health cover effects were found
for pro-public attitudes or support for the
current system; however, significant differences were evident for pro-private attitudes
(2 = 0.02). Those with full private cover
had stronger pro-private attitudes than
those with no private cover (Box 1).
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2 Weighted means (95% CIs) for trust and attitude ratings across total sample and age groups
Total sample (N = 730)* 18–37 years (n = 228)

38–57 years (n = 292)

58–77 years (n = 168)

⭓ 78 years (n = 42)

4.00 (3.87–4.12)

4.24 (4.11–4.38)

4.64† (4.44–4.84)

Trust
General practitioner

4.13 (4.06–4.20)
‡

4.13 (4.01–4.25)

§

Medical specialists

3.83 (3.76–3.91)

3.75 (3.62–3.87)

3.78 (3.66–3.90)

4.03 (3.90–4.16)

3.89 (3.54–4.24)

Private hospitals

3.58‡ (3.51–3.66)

3.72 (3.60–3.84)

3.44§¶ (3.31–3.57)

3.58 (3.40–3.75)

3.88**¶ (3.61–4.16)

Public hospitals

3.18‡ (3.09–3.27)

3.23 (3.08–3.38)

3.06 (2.91–3.21)

3.19 (2.99–3.39)

3.72** (3.46–3.99)

3.20 (3.11–3.30)

3.20 (3.05–3.36)

3.08 (2.94–3.23)

3.26 (3.06–3.46)

3.83** (3.55–4.11)

2.76‡ (2.66–2.86)

2.68 (2.52–2.83)

2.66 (2.49–2.82)

2.98 (2.77–3.19)

3.09 (2.64–3.54)

2.81 (2.72–2.90)

2.94 (2.79–3.09)

2.86 (2.73–3.00)

2.66 (2.45–2.87)

2.26§ (1.72–2.79)

3.18 (3.07–3.29)

3.14 (2.95–3.33)

3.14 (2.96–3.33)

3.25 (3.03–3.47)

3.41 (3.00–3.82)

Medicare
Private insurers
Alternative practitioners
Attitude
Pro-public

‡

Status quo

2.96 (2.85–3.06)

3.04 (2.86–3.22)

2.75 (2.58–2.92)

3.10 (2.87–3.32)

3.34 (2.94–3.74)

Pro-private

0.94‡ (0.87–1.01)

0.97 (0.86–1.09)

0.92 (0.80–1.03)

0.85 (0.71–0.99)

1.35 (0.96–1.75)

* Trust and attitude means are listed in rank order in total sample column. N = 730 due to sample weighting and missing data. † Post-hoc Scheffé comparisons
show significant differences (P < 0.05) from 18–37-years, 38–57-years and 58–77-years age groups. ‡ Indicates a significant difference (P < 0.05) from means listed above.
§ Post-hoc Scheffé comparisons show significant differences (P < 0.05) from 18–37-years age group. ¶ Indicates comparisons that neared significance (P < 0.06).
** Post-hoc Scheffé comparisons show significant differences (P < 0.05) from 38–57-years age group.
◆

DISCUSSION
This sample of Australians reported fairly
high levels of trust in their health care
providers, hospitals and systems, confirming that there is a good deal of public
confidence in Australian health care.
Few studies have assessed public trust in
health care providers and systems. Two
notable exceptions are the 2007 SNTSM7
Australian survey and recent European
research comparing medical trust in the UK,
the Netherlands and Germany. 12 That
research found that UK respondents had
greater trust in family doctors and specialists
than did Dutch or German respondents, but
all reported strong trust in doctors, followed
by moderately strong trust in hospitals. Our
results mirrored the European12 findings
and were consistent with the earlier
SNTSM7 findings.
In our study, respondents’ GPs were
deemed more trustworthy than specialists or
hospitals, but all medical practitioners and
hospitals were trusted more than alternative
practitioners. The sample as a whole had
fairly low trust in these non-traditional practitioners, but they were trusted more by
women than men. Others have shown that
those who use alternative medicine are more
likely to be women,13-15 people who suffer
from chronic physical and psychological
conditions,14,16 and those with a positive
approach to preventive health care.13,14
We found that older age was associated
with poorer self-reported health and more
frequent health care visits, as well as

stronger trust in doctors, hospitals and
Medicare. It could be surmised that older
adults were more trusting because of their
health problems and dependence on health
care providers. However, when health status
and health visits were controlled for, age
differences remained for all trust ratings
except trust in private hospitals. This suggests that older Australians’ greater need for
health services may partly account for their
greater trust in private hospitals, but did not
influence their strong trust in doctors, public hospitals or Medicare. Unlike recent British research,17 which found that poorer
health was associated with less trust in the
health care system, older Australians with
health problems seemed to maintain their
trust in the public health system.
The sample had greater trust in private
compared with public hospitals, but greater
trust in public (Medicare) than private
(health insurers) systems. This may reflect
Australians’ historical support for a public
health care system,18 combined with an
awareness of the long waiting lists and
strained resources currently experienced by
Australia’s public hospitals. This pattern was
evident even for respondents with private
health cover, although they did show
slightly greater trust in the private system
than those without cover.
This Australian sample strongly endorsed
the current health system, and had fairly
weak pro-private attitudes and strong propublic attitudes. Individuals with full-cover
private insurance held the strongest proMJA • Volume 189 Number 4 • 18 August 2008

private attitudes. Attitudes were not influenced by age, but education played a role,
with the least-educated holding the strongest pro-private attitudes. Differences
between a positive attitude to the status quo,
strong pro-public attitudes and weak proprivate attitudes were accompanied by particularly strong effect sizes (2 > 0.60).
These findings demonstrate a striking preference for public over private health care,
with the sample clearly favouring an
improved public health care system supported by the public purse. Although the
current system with its mix of public funds
and private insurance was endorsed, this
group of Australians was more likely to
favour a collective, socially responsive
health care system. A US-style user-pays
private system was clearly not supported.
It should be noted that this study and
recent European studies12,17 share a methodological limitation, in that trust was measured with single-item ratings. Such
measures can be criticised because their
validity and reliability are not readily evaluated.19 Nonetheless, single-item ratings are
widely used in social surveys and seem to
adequately capture general levels of trust
that can be compared across targets and
populations.7,12
This national survey confirmed that public
trust in Australian health care is quite robust.
There was strong trust in medical practitioners and mixed views on hospitals, with private hospitals currently trusted over public
hospitals. Australians endorse the current
213
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Medicare system, but overwhelmingly favour
a more socially responsive public health
system, funded by the public purse, to provide quality care for all. These findings support a mandate for a more socially equitable
health care system in Australia.
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