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Abstract:

This study explores trust in the healthcare context by analyzing interpersonal (patient=doctor)
and institutional factors (patient=healthcare system). The study was conducted in Astana city in
Kazakhstan among working-age adults (25-35 years old) during January 2024. In the scope of
the research, trust is defined as a belief by the trustor (A) — patient, that an action (X) — medical
treatment, will happen at some time (Y) in the future by the trustee (B) — the doctor/healthcare
system. This belief is based on some factors that make up the trustworthiness of the trustee (B).
The findings reveal four interpersonal factors such as hostility of doctors, lack of contact with
doctors, in-group trust and ineffective treatment. Also, three institutional factors were revealed —
the lack of funding, the lack of health promotion and the mistrust in government. The correlation
between institutional and interpersonal factors produced mixed results. Some participants believe
that institutional trust arises from interpersonal and that doctors are the direct executors of the
healthcare system, thus they must do their best to provide quality care in order to raise the
institutional trust in the healthcare system. However, other participants claimed that doctors are
the “prisoners” of the healthcare system, and that interpersonal trust arises from institutional, so
the system must provide good conditions and infrastructure for the doctors in order to foster

trust.

1. Introduction

Trust between patients and healthcare professionals is crucial because patients rely on
healthcare providers when they share their personal information, accept medical treatment, and
undergo medical procedures. Basically, healthcare professionals are responsible for the outcome
of people’s lives, so deciding whether to trust and place your life in the hands of a doctor is

important. Research has shown that when patients trust the healthcare system and professionals,



they are more likely to seek care, follow treatment plans, and engage in open communication
with their providers. Therefore, trust in doctors and in the healthcare system provides better
patient-provider relationships and empowers patients to make informed decisions about their
health (Meyer et al., 2008). Trust is valuable for understanding the main relationships within the
systems of healthcare. It sheds light on aspects of these relationships that are often overlooked,
offering fresh insights into how healthcare management could be enhanced. Understanding how
trust affects the effectiveness of a healthcare system helps figure out what changes are needed to
build or improve trust. (Hardin, 2006). A healthcare system built on trust can create bigger value
in society because the healthcare system is not only about delivering medical treatment, but also
a social institution that influences the behavior of people by creating/acting on social norms
(Gilson, 2006). In order to figure out whether trust in the healthcare system can truly provide a

social value, the trust and its factors should be analyzed first.

Trust is based on having good reasons to believe that the person you are trusting has an
interest in being trustworthy at the specific time and in the relevant manner (Hardin 1991). Trust
is necessary when people lack information, but in situations where there's full understanding, it is
not needed (Giddens, 1990). Therefore, trust allows to reduce the ambiguity and complexity of
social systems with generalization (Gambetta, 1988). Trust is compared to a glue that allows for
social cohesion which makes decision-making simpler and for a world that is easier for people to
navigate despite uncertainties (Luhmann, 1979; Meyer & Ward, 2013). If you place trust or
distrust in someone, it simplifies societal complexity as both act as rational means to pursue
individual interests. For example, if the patient trusts their doctor, they will probably follow the
prescribed medical treatment and believe that it is the best for their health, based on their

experience with the doctor and the expertise of the doctor. On the other hand, if the patient



distrusts their doctor or does not like the proposed treatment, they may consult other doctors or
visit other hospitals, because the distrust allows to pursue a patient’s individual interests.
Therefore, the decision to trust or distrust the doctor makes it simpler for the patient to decide

what to do.

Trust is formed by assessing and judging the interests of the person you are trusting; thus,
trust is not only about your own interests. Some perspectives on trust don't explicitly consider the
trusted person's interest in being trustworthy. Instead, they focus on the expectation that the
trusted individual will fulfill their commitments (Gambetta 1988). The reasons for expecting
someone to fulfill trust are often based on past experiences and the expected future
incentives that the trusted person might have. As Hardin says “To say we trust you means we
believe you have the right intentions towards us and that you are competent to do what we trust
you to do (Hardin 2006, 17). Therefore, trust can be seen as a belief by the trustor (A) that an
action (X) will happen at some time () in the future by the trustee (B). This belief is based on
some factors that make up the trustworthiness of the trustee (B). In the context of healthcare, the
factors of trustworthiness towards the doctor might be their qualification, the way they dress in
the doctor’s office, their speech, the correctness of the diagnosis, etc. These trustworthiness
factors depend on past experience as it was stated at the beginning. Thus, there are four
components of trust from this definition: relationality (believing that B (the trustee) will act in a
consistent manner in the future), vulnerability, risk, and expectation that B will care
about A’s (the trustor) interests (Gilson, 2006). When talking about vulnerability and risk,
mutual trust makes sure that both sides will not use the vulnerability of each other to
their own advantage (Sabel, 1993). When a patient trusts a doctor, they acknowledge the risks

that come with this dependence, however, the importance of these risks might be alleviated with



familiarity that gives a fundament for trust based on previous experience (Meyer & Ward,
2013). For example, if a patient has visited a doctor many times and their diagnosis is correct, it
would be easier for a patient to trust the doctor compared to someone whom they have met only

once.

There are two main forms of trust: institutional and interpersonal (based on the theories
of Giddens and Luhmann). Interpersonal trust is individual, for example, trust between a doctor
and a patient (a decision to trust a doctor or not); institutional trust is trust in an abstract entity
like a healthcare system in the scope of this research (Meyer et al., 2008). Giddens (1990) and
Luhmann (2018) have different views on trust in modern societies when it comes to institutional
and interpersonal trust. Luhmann believes that trust starts with trusting the system and then
evolves into trusting the actors of this system, meanwhile, Giddens argues the opposite, that
trusting individuals extends to trusting the system — trust in a doctor leads to trust in a healthcare
system. | think exploring this juxtaposition is interesting as it allows us to figure out the interplay
between institutional and interpersonal trust, where the trust comes from in the healthcare

context, and what trustworthiness factors play a role in establishing the trust.

Therefore, the main question of my paper is “what trustworthiness factors are there that
contribute to the trust in doctors (interpersonal trust) and to trust in healthcare system
(institutional trust)?”. And from those questions stems another: “based on the experiences of
people, is there a correlation between interpersonal and institutional trust, or are they separate

notions?”.



2. Literature Review

Situtation in Kazakhstan

In Kazakhstan, there is a lower life expectancy and health indicators compared to similar-
income nations in OCED. Kazakhstan has actively pursued compulsory social health insurance
since 2020 and tried to improve accessibility while maintaining that it is free (Gulis et al., 2021).
The insurance covers diagnostics, lab services, outpatient drugs, inpatient care, and medical
rehabilitation, which benefits all residents. The state tries to ensure equal access to primary care,

emergency services, and treatment for critical diseases, with 80.5% coverage in 2019.

There is a recent State Program for the Development of Healthcare of the Republic of
Kazakhstan, which is planned for 2020-2025 years. In this program, the government
outlines major changes that it expects to see within the sphere of healthcare. Unfortunately, trust
in healthcare is not mentioned in the program, however, the government provides current
disadvantages of the healthcare system in Kazakhstan that can be related to trust - insufficient
level of health literacy; aging infrastructure of medical organizations, and insufficient medical
equipment; uneven level of service and quality of medical care; decreased patient compliance
(non-compliance with the recommendations of medical workers) (Government of the Republic
of Kazakhstan, 2020). All these negative sides might be mentioned by respondents in the
interviews or | can ask whether these weak sides affect the patients’ perceptions of healthcare in
Kazakhstan. Also, according to the data by the Ministry of healthcare in this program, the
satisfaction of patients with medical care was 47.84% in 2018 and is projected to increase up to
65% in 2025. The government also plans to conduct annual questionnaires that will analyze the

quality of healthcare services.



According to the report on Kazakhstan’s healthcare system in 2021 satisfaction with the
quality of medical care amounted to 73% (Official Information Source of the Prime Minister of
the Republic of Kazakhstan, 2021). Thus, contrasting this data with the state program for 2020-
2025, the government has already reached its goal and after the pandemic, the level of trust
should be higher, as satisfaction with medical care also rose. However, this report does not
mention the trust of residents towards healthcare. A similar report from 2022 also does not
mention the trust of residents as one of the goals (Official Information Source of the Prime

Minister of the Republic of Kazakhstan, 2022).

Literature on Trust in healthcare context

Trust in healthcare has a direct association with the usage of medical care and access to
it. Trust mainly depends on the relations with a physician, whether the patient is satisfied with
them and feels a sense of loyalty (Ozawa & Sripad, 2013). Trust in a healthcare system can also
be impacted by professional norms and power dynamics among nurses, doctors, and other staff
within the organization, influencing attitudes and practices toward patients. The greater the trust,
the higher the likelihood that the patient will adhere to the treatment and recommend it to
others. Trust in healthcare allows patients to self-report their health as better, than without trust

(Wang et al., 2009).

Previous research on trust in healthcare mostly focused on the quantitative measurement
of trust through scales and mainly relationship between doctors and patients (interpersonal
trust), rather than healthcare system and patient (institutional trust) (Ozawa & Sripad, 2013).
Thus, my research would try to analyze both these types of trust qualitatively and try to draw

connections between them. Authors claim that interpersonal and organizational trust are



complementary, meaning that if people trust doctors, they will also trust the healthcare

institution as well (Zheng, Hui & Yang, 2017).

Institutional trust.

Analyzing institutional trust is important, because trust in hospitals, provision of
insurance, and healthcare system can impact patients' utilization of services, thus influencing the

economic and political sustainability of healthcare system (Rowe & Calnan, 2006)

Healthcare in Kazakhstan is funded with taxes, which are then used to pay hospitals
directly or transferred to authorities from the region and they use it to treat diseases that the
government deems socially important (generally diseases that cause major outbreaks like
tuberculosis) (Zhatkanbayeva & Saipinov, 2014). People who pay taxes expect medical services
to be of high quality, thus citizens are more likely to trust the institution. Additionally, there are
specialized local healthcare budgets. Most healthcare facilities are managed by the Ministry of

Health (MoH) and provide coverage to the entire population.

Among OECD countries the government of Kazakhstan invests a low amount of funds on
healthcare and spends most of it on providing health insurance for every citizen, making it
compulsory. Despite compulsory health insurance, citizens still spend a lot of money on
medication out-of-pocket. As not everyone is able to pay the extra money, access to healthcare
drops and only financially stable people are able to benefit from it (Wagstaff, Eozenou & Smitz,
2020). This might negatively impact citizens’ institutional trust in the healthcare system because

their taxes are not spent efficiently.

Interpersonal trust.



Skirrbek et al. (2011) give a definition of interpersonal trust as “trust is characterized as a
patient’s confidence in a doctor’s ability to choose the best course of action in a vulnerable
situation, to keep a patient’s best interests in mind when choosing the course of treatment”.
When there is trust between patient and doctor, then patients feel safer revealing sensitive
information, interact better with doctors, and follow the prescription that doctors give them and
vice versa, if the patient does not trust the doctor, then there are difficulties in setting the correct

diagnosis or the patient does not follow the prescription (Rolfe et al., 2014).

The connection between a patient and a doctor hinges on vulnerability. The patient relies on the
doctor for support, giving rise to trust or mistrust in this dynamic (Skirbekk et al., 2011). This
dynamic is important in Kazakhstan because all citizens are required to register with a doctor
(general practitioner / terapevt) in the hospital based on their location, so there is a constant

connection of one doctor and a patient (Zhatkanbayeva & Saipinov, 2014).

Sometimes the environment at work might negatively affect doctors and subsequently
quality of care. For example, bureaucratic work might lead to doctors spending most of the time
filling out papers, rather than discussing with the patient (Brown & Calnan, 2016). Thus, the
management and organization inside the hospitals are also important when talking about quality
of care. If the management is bad and the work environment suffers, then patients might be less
likely to trust doctors, as the quality of care drops. Also, it raises a question such as “do people
mistrust public healthcare institutions because doctors spend not enough time with patients
during the checkups (because they mostly spend time filling out papers and doing bureaucratic

work)?”



Aside from bureaucracy, patients’ trust in healthcare might be influenced by corruption
(bribes), rude behavior of healthcare workers, and doctors being preferential toward some
specific patients (Gilson, 2006). Therefore, managers of hospitals and the providers of healthcare

(doctors, nurses) shape the citizens’ trust in healthcare.

Kazakhstan and Trust in Public Healthcare

The research in Kazakhstan on trust in healthcare is scarce. One of the quantitative
research projects was done in the former soviet union states (including Kazakhstan) in 2012 by
Balabanova et al. According to the research, 60% of citizens in Kazakhstan consult doctors,
while 40% do not. The research also shows types of illness and consultation pathways that
patients take, when they are not consulted patients state several reasons - need for self-treatment,
treatment being too expensive, drugs being too expensive, poor quality/mistrust in healthcare,
lack of time, far health facilities and lack of health insurance. The statistics are quite old, as the
study was published in 2012, but they still give some background to the research on trust in
healthcare in Kazakhstan. One of the important outcomes of the research is that if the patient
does not seek care, we need to analyze the individual experiences of each person and determine
the problem, rather than conducting a qualitative questionnaire as it cannot fully reflect the
reasons for trust/mistrust.

A study by Craig, Almatkyzy, and Yurashevich (2020) analyzed the influence of in-group
membership on trust in doctors in Kazakhstan. This is the closest study | have found to mine,
however there are some major differences. Firstly, this is quantitative research that involves
surveys and it uses a special scale for measuring the trust in physicians. My research will be
qualitative and focus on individual experiences of trust, and the correlation between

interpersonal and institutional trust, rather than the measure of scale. Secondly, the research



focused more on in-group membership, for example, if people had doctors in the family, they
were more likely to trust healthcare professionals and the system, and vice versa. My research
will focus on the trust in doctors in general, despite the in-group membership, and whether this
trust correlates with institutional trust in the healthcare system as a whole. As the authors claim,
“It is important to recognize other sources of low trust and that they may extend beyond the
doctor-patient interaction if efforts are to be made to increase trust” (Craig, Almatkyzy &

Yurashevich 2020, 558), this study will focus on more than doctor-patient interaction.

According to the STADA report in 2022, only 61% of Kazakhstani citizens trust official
medicine (outpatient and in-patient hospitals). Of these 61%, only 35% check the information
online. The survey data show that Kazakhstanis mainly trust scientists in health issues - this
figure reached 47%. The second place is occupied by therapists (41%). Epidemiologists (40%)
are also in the top three in terms of trust, and every third respondent in Kazakhstan trusts
pharmacists. Europeans, on the other hand, trust GPs (general practitioners) the most (65%) and
also other medical, and hospital staff (60%). It shows that there is much lower trust in physicians

in Kazakhstan, rather than Europe, so there must be some reason for such low rates.

3. Research Design

My research focuses on analyzing trust in the public healthcare context in Kazakhstan
among the working population in the city of Astana. Trust can be regarded as an ambiguous and
vague concept, as each person has a different understanding of what trust is and it creates the
difficulty of investigating it. However, trust is important to investigate in the healthcare context,

because the whole system of healthcare is built on relationships between different parties. The



act of receiving healthcare connects not only patients and doctors but also other people involved
in the institution of healthcare - lawmakers who shape the industry of healthcare, pharmacists
who give access to medications, nurses, and even people at the reception of a hospital who might
act as a gatekeeper for a patient. Measuring trust across these relations shows whether the
healthcare institution is effective or not and whether patients believe that the healthcare
institution can provide support and save their lives. These measurements of trust can be helpful
for the lawmakers involved in healthcare, healthcare workers, and researchers to improve the
healthcare system and subsequently the health of the entire population. In my research, | analyze
the experiences of people in public hospitals and how these experiences shaped their trust in the
healthcare system. | will try to determine the trustworthiness factors that shape the trust, and
these factors will be divided into two sections: interpersonal trustworthiness factors (between
healthcare workers and the patient) and institutional trustworthiness factors (between the public
healthcare system in general and the patient). It is important to note that this study does not
presume that people generally mistrust public healthcare systems, and positive accounts might

also be helpful in shaping the results of the study.
Methodology

As it was shown before, trust is a social concept, as it involves communication between
people and institutions. It is not always possible to “measure” some social qualities like trust, so
there is a need to develop concepts in order to measure these social indicators. In my paper, | will
use “social theory” by Meyer & Ward (2014) as the main methodological framework. This
framework aims at breaking down an abstract theory into a set of concepts and then using
empirical design to examine the phenomena (operationalization). Trust in my research can be

divided into different components as preconditions for trust, as was done by Meyer & Ward



(2014): bureaucracy, corruption, amount of time spent on patients, ability to pay for medications,
attitude of health workers, organization of hospitals, etc. All these preconditions can be analyzed
with questions that will be used in semi-structured interviews (for example, whether a
bureaucracy in the context of hospitals is a precursor for interpersonal/institutional trust)

The research population for this study comprises people of working age (25-35 years) in
Astana city, Kazakhstan. This selection is deliberate, as these individuals possess a higher degree
of agency when it comes to choosing the place to receive healthcare compared to students and
the elderly who often have limited choices (they are often restricted to the hospitals based on
their residential address). The people were chosen through convenient/snowball sampling. | was
interested in controlling for patients who had some kind of health concern in the last two years
(since the end of the pandemic) and also those, who had experience of living through COVID-19
pandemic time in Kazakhstan (not in another country). All the participants that | interviewed had
this experience, so they were chosen for the interview. | did not include any terminal patients in
my list of respondents, however, | tried to gather people with unique backgrounds such as a
mother with children, a person with a disability, a married woman, and a fresh master's graduate,
for example, in order to gather unique narratives that would allow to look at the problem of trust
from different perspectives. In total, I interviewed 7 people. The pool of participants was
recruited through acquaintances and also through social media like Instagram/Telegram where |
posted the announcement about my research and gathered people who were willing to

participate.



Data collection tools.

Through a qualitative approach, the study used semi-structured interviews as the primary
methodological tool. All the interviews were coded and analyzed. Trust is tightly connected with
individual experience, feelings, and interactions; therefore, it is better analyzed through a
discussion rather than a metric of “how much do you trust X on a scale of 1 to 10”. Semi-
structured interviews facilitate an open dialogue and enable interviewees to share their
experiences freely. This allows the research to be exploratory in nature and find underlying

reasons for trust/mistrust in the public healthcare system.

Qualitative interviews were conducted to analyze the experiences and observations of
patients who had recently received treatment in private or public hospitals. The main aim of the
interviews was to investigate the interpersonal and institutional trustworthiness factors and the
relation between them. | was interested in narratives of people and how they navigated
themselves when seeking help, what preferences they have when choosing a doctor, deciding to
go to a private or a public hospital, and specific positive or negative experiences. The
participants described their experience inside the hospitals not only as patients but sometimes as
mothers or as people with impairments.

Narratives offer a rich source of information, allowing for an in-depth exploration of
personal experiences that might not be captured in a survey. While a survey may collect data on
actions and beliefs, it does not explain the ‘why' behind these actions. Qualitative methods solve
this issue and provide a chance for individuals to express the rationale behind their beliefs and
actions. Furthermore, trust in public healthcare systems is a complex concept that is affected by
different factors, including cultural, social, and historical contexts. A survey, with its

predetermined questions and limited scope, might not capture this complexity, and a qualitative



approach, on the other hand, allows for a more holistic overview of the trust and more

specifically the links between beliefs (trust) and actions in the context (visiting public hospitals).

People were not divided into groups by “public hospital visitor” or “private hospital
visitor” because during the interviews almost every participant had experience of visiting both
and therefore participants were able to make their own comparisons. The interviews were
conducted in January 2024 at a quiet place that was convenient for the participants — their home,
coffee shops with few amounts of people, and coworking offices. Each interview lasted for
around 30-40 minutes and was recorded on a laptop. Three interviews were conducted online
through the Zoom platform, and four were conducted in a private meeting with participants. The
interview questions were divided into two parts: those related to interpersonal trust (questions
about doctors/medical workers) and those related to institutional trust (questions about the

healthcare system in general, health promotion).

For the interview guide in English and Russian check Appendix 1.

For the consent forms in English and Russian check Appendix 2.

Ethical considerations

The first ethical consideration might be the breach of data. | protected every recording
and transcript on my personal computer with a password that is only known to me. The identity
of the participant was never asked during the interview and will never be revealed in the paper.
As it was stated in the consent form, participant could opt out of doing interview at any time and
skip any questions they might have deemed uncomfortable. Another risk might have been

emotional discomfort during the interview that might have been caused by the questions which



can trigger unpleasant memories. Participants could also stop the interview at any time they

would like to. Overall, | guaranteed that the risks are no more than minimal.
Data analysis

Every interview was transcribed and then analyzed based on the transcript. For
transcription, | used the voice recognition feature of Microsoft Word. There were three stages of
analysis: pre-coding, conceptual categorization, and theoretical categorization. Pre-coding stage
gathers the description of the issues that arise in the data, mostly it focuses on keywords in
interviews. Conceptual categorization involves putting keywords into large categories and
selecting them into concepts that would explain big bodies of texts. Theoretical categorization
analyzes the ways that concepts correlate with each other in order to explain a theory. In this
stage, the categories that were developed in the second stage are grouped into broad big
categories based on the empirical gaps and how the data fills these gaps. The analysis in the last
stage is done using deductive, inductive, abductive, and retroductive inference (Meyer & Ward,
2014). As this methodological framework is very detailed and has a published guide, | used it in
my research. All the data analysis was done using Atlas.Ti software on a personal
computer. Each interview was coded according to five categories: public health system, public
health doctors, public hospitals, private hospitals, and trust. Inside these five categories, | divided
codes into other more specific categories (for example: Trust: price, public health system: lack
of promotion, Doctors: busy and overworked). Based on these specific categories, it will be
easier for me to pinpoint exactly the trustworthiness factors that participants were talking
about. Overall, the highest number of quotations was found inside the Trust category with 154

entries, while the lowest was in private hospitals with 12 entries.



4. Findings and Discussion

4.1 Interpersonal Factors

The passages below do not presume that all public health doctors are prone to be hostile
or prone to give ineffective treatment, for example. The passages show through the experiences
of patients what trustworthiness factors play a role in increasing/decreasing the trust of the
patient towards the doctor. The public hospital acts as a medium through which such experiences

were allowed to happen.

4.1.1. Hostility and attitude of doctors

Six out of seven respondents reported hostile, rude, and nonchalant behavior from doctors
in public hospitals at least once according to their experience. Two of the female respondents (25
and 26 years old) told me, that rude behavior from a doctor in a public hospital is “something to
be expected, before visiting a doctor”, that is the visit to the public hospital is not the same
without such behavior. Two male respondents (28 and 32 years old) had similar experiences,
where the doctor called them “fat” and neglected the whole health issue of the patient, urging
them to “just go to the gym” instead and did not even assign any treatment or any health tests.
Because of this, one of the participants said: “I’m really always scared [before visiting a doctor
in a public hospital]. It feels like sometimes they can just yell at you... Say some horrible things.
Sometimes instead of being scared of the disease, you’re being scared of the doctor.” (Male, 28).
Sometimes, doctors can be missing during their working hours, so patients are left wondering
where they might be, they waste their time waiting for the doctor. As one of the respondents
said: “I feel like sometimes doctors neglect their duties (umerot xanarnoe otHomenue). When |

ask for a doctor, the nurse tells me that she will be here now, but then you see the doctor arrive at



her office 30 minutes later in a winter jacket and my trust immediately goes down” (female, 34).
Similar situations happen during lunch breaks when doctors leave early, and patients have to
wait until the end of the lunch break to enter the appointment. It seemed like the trust of people
towards doctors really diminished due to the lack of “soft skills” of doctors, passive-aggressive
behavior, and their inability to communicate with their patients in a polite way. As one of the
respondents said: “Doctor appointment is a very intimate thing and sometimes it makes me feel
like they are doing it against their will, so I think the environment needs to be friendly” (male,
32). This finding goes in line with the literature, for example, the paper of Gilson (2006) that
revealed rude behavior of healthcare workers as one of the trust precursors or the paper of Ozawa
& Sripad (2013) that claims that trust depends on the relations with a physician, whether there is
a sense of loyalty among patients and doctors. Of course, the rude behavior and hostility of
doctors would not lead to loyalty and therefore, trust, thus this factor is one of the interpersonal

factors of trustworthiness that | identified during my research.

4.1.2. Ineffective Treatment and Different Doctor Conclusions

Ineffective treatment was a significant part of narrative of some participants. Woman, 25,
stopped visiting public hospitals due to a bad experience with dermatologist who prescribed her
ineffective treatment.

“The doctor did not consider the nature of my skin and | was not asked to take any

medical tests, and the doctor just prescribed me some antibiotics without any warning.

She also urged me to go on a strict diet. I think that was the most negative experience for

me. Nobody really monitored my condition and the progression of my acne after the diet,

and the doctor did not ask me whether | had any eating disorders before putting me on a

diet.” (Woman, 25).



It seems like the doctor was just following a protocol and did not really personalize the treatment
of a patient, thus leading to decreased trust in public health doctor, however, the decrease of trust
was offset due to the lack of information on the patient’s side. The participant said that she
followed this treatment initially, but only years later realized how bad it was for her skin after
doing her own research and asking about it in a private hospital.
Another woman, 34, says:
“Sometimes it feels like some doctors are just incompetent. Whatever the disease we get
diagnosed with, they prescribe antibiotics right away. For me, it seems like a red flag,
because we have not done any tests yet and we are already given antibiotics. What if it is
a virus and it does not need antibiotics?”’
I think this account shows that doctors do not really explain to the patients why they prescribe
specific medicine to patients and thus, patients are forced to wonder and make their own
conclusion. In the case of this woman, she did not understand the logic of a doctor, so she is less
likely to trust them and more likely to think of them as “incompetent”.
This woman, 34, also had a similar experience with a dermatologist as the woman in the first
passage, but it happened when she took her daughter to the public hospital.
“Recently my daughter had some irritation on her elbow and the doctor told us to take a
skin scrape test, so we had to go to another hospital to do it since it is not available in all
public hospitals. When we arrived there, another doctor told us that we do not need a skin
scrape and that was just an irritation on the elbow. This doctor gave us different diagnosis
and we did not even need to take extra tests. When we asked our pediatrician doctor, she

gave us a different conclusion too and told us to cauterize the elbow (mpmxeus iogom),



but it was really painful for my daughter, so my trust in the doctor lowered. Overall, we

had three different conclusions from three different doctors.”

In this passage, the woman opens up an issue of non-homogeneity among public doctors that is
prevalent in other accounts as well. Different doctors provide different diagnoses, therefore
patients do not really know whom to trust and it might lead to a decrease in trust, as there is no
single truth on the matter. This negative account can be contrasted with her positive account with
public doctors:

“We had a therapist and I really trusted him. Why? Because whenever he would make a

diagnosis, it would always later get clarified with medical tests that he prescribed. And it

was not just once, it happened every time, that is why I trust this doctor.” (Woman, 34).
The correct diagnosis and appropriate medical tests increased the trust of this participant towards
a certain doctor, while different/varying diagnoses with no medical tests or irrelevant tests led to
more distrust.

A woman with a visual impairment, 31, shared that once she was diagnosed with
“glaucoma” in one of her eyes that she can see with. The woman got really scared because there
was a risk of her losing her job, as she would not be able to work anymore/pay her mortgage
with such a diagnosis, and therefore her condition worsened. However, the diagnosis turned out
to be incorrect, so based on her own experience and her friends’ account she realized that the
doctor was just “inadequate (nHamexBatHbIi)”. One of the male respondents, 28, also had an
experience where he was offered surgery on his eye and another doctor told him that there was
no need for surgery, so he “did not know whom to trust, because their opinions and treatments
differ”. The treatment of the doctor from the public hospital did not help and he was suggested to

go to the private hospital by his friends after a month. Not only did the patient have to spend his



out-of-pocket money on the private hospital, but also had to suffer an additional month without
proper treatment, as he said, “I still have some problems with my health, because the treatment
was ineffective, so | do not really have much trust in treatment from public hospitals” (man, 28).
While most participants agreed that in public hospitals doctors give ineffective
treatments, one of the participants revealed the opposite by comparing private and public
hospitals:
“In private hospitals, they might fool you and give you medicine that you don’t really
need. In public hospitals I think it is the opposite, they give you only the medicine that
you are required to take and the doctors work for results (padotator Ha pe3ynbtar). | have
more trust in public doctors, than private doctors. But | trust the effectiveness of the
treatment, not the quality of their work.” (Woman, 27).
It is interesting to see that some patients never really experienced the notion of ineffective
treatment or the different conclusions of doctors, perhaps it might be due to the frequency of
visits to the hospitals. However, when talking about the quality of work, the participant meant
that despite giving her good treatment, doctors still were prone to act rude and hostile, as it was
described in passage 4.1.1. | think these accounts clearly show how ineffective treatment and
non-homogeneity of doctors’ opinions on health matters shape distrust in public doctors,

however not all patients might be subjected to this issue.

4.1.3. In-group trust

Some respondents had doctors as relatives and the responses of such respondents
revealed an impact of in-group (doctors/medical workers as relatives) on trust in public
hospitals/doctors. Woman (26) claims that in general she trusts doctors in public hospitals

because her mother is a doctor in a public hospital too, however she tends to visit hospitals less



because her mother can always give her medical advice. What was interesting is that the mother
gives advice to the respondent to visit private hospitals, instead of public hospitals:
“I had severe allergic reaction last spring, and my mom advised me to go to the private
hospital, because there are long queues in the public hospitals, and it would take a long
time before | get my care. So, | listened to the advice of a person who has more
experience in this matter and went to the private hospital.” (woman, 26).
Therefore, there is a double-edged sword, while the respondent trusts public doctors in general,
she would not visit public hospitals, as her doctor mother advises against it due to her experience
of working in public hospitals.
Another respondent (woman, 31) revealed that her trust in a certain doctor depends on what her
family thinks about a doctor:
“Almost all the relatives in my family are from a medical sphere, so they know what
doctor is bad or good. | have a doctor back in my home town that | have been visiting
since I was 16 and | still trust her, but basically it all started with my relatives and their
trust in this doctor first.”
Thus, in-group plays a role in forming trust in either specific doctors as it is shown here, or

forming trust in public hospitals in general, as it was shown in the previous example.



4.1.4. Lack/presence of contact with a doctor

Another trustworthiness factor is the lack/presence of contact with a specific doctor. In
Kazakhstan, one is assigned to a specific hospital based on the area of the city you live in. There
is a special governmental website “egov” that keeps track of all your private info including your
assigned general therapist. Some respondents revealed that while they knew that they had an
assigned doctor, they never actually met them in real life. So while on paper you have a doctor,
you never really formed a connection with them. Lack of this contact leads to some problems, for
example, one woman (34) revealed that if doctors do not know you, then there is a chance they
will not be able to call you when it comes to something important like getting a vaccine for your
child, so there is an additional risk that comes with lack of contact with a doctor. In general, lack
of contact means an absence of trust. In contrast, the presence of tight contact with a doctor
allows for the development of higher trust. Woman, 31, said that she visits the doctor from her
hometown with whom she established a good connection and despite living in another city she
feels more inclined to go back to her hometown and get treatment there, rather than in the capital
where she lives now. This finding is consistent with the notion of familiarity that was mentioned
at the beginning of the paper when trust was defined. Familiarity with a doctor makes it possible
to forget the risks and possible hurdles (such as going to another city to visit a doctor) associated

with receiving medical treatment and helps to build interpersonal trust (Meyer et al., 2013).

4.2 Institutional factors

4.2.1 Lack of health promotion from the public health system

Six out of seven respondents claimed that there are not enough health promotion

measures from the public health system in our country. Some people were concerned with the



large amount of “anti-vax” (anti-vaccination) people and blamed the healthcare system for the
inability to deal with them. Mostly, they call back to COVID-19 and how the number of anti-vax
people increased during that time, but also draw parallels in the present as well, citing the recent
measles outbreak and how even with a disease that has been known to cause deaths for a long
time, there are still anti-vax people. As one of the respondents said: “COVID-19 was something
urgent, and they did not know how to treat it, but they have known about measles for a long

time and the government still failed to promote vaccines and prevention of the disease among the
population. This is a big indicator that not enough is being done.” (woman, 27). People need
some active involvement of the system with the population, not just “brochures about vaccines in
hospitals” or “billboards on the street” (man, 31). And mostly, people blame the measles
outbreak on the way the healthcare system ignored the preventive measures that they should have
undertaken. Some respondents urged for “medical, scientific knowledge in accessible form” in
social media and the distribution of such accessible knowledge among the population. One of the
respondents raised a point that due to the lack of health promotion from the healthcare system,
not many people do yearly health checkups that are available for everyone, so the patients find
out about their health problems only later, when their diseases may have progressed,

thus hospitals treat “post-factum” not “preventively”.

Kazakhstan launched mandatory social health insurance (MSHI/OCMC) in 2020 in order
to provide “equal access to medical care” and allow citizens to pay small monthly tax in
exchange for a wide variety of medical services for free (Electronic Government of the Republic
of Kazakhstan, 2023). On this point, four out of seven respondents revealed that they lack

knowledge of MSHI, some people pay the fee each month but never use it and one man heard of



it for the first time during the interview. Despite having an option to receive free medical

services, people are not able to do it mainly due to the lack of information.

“I see information about MSHI in public hospitals on those information stands, but it is
presented in such a convoluted way, that | think nobody would ever read it and try to

make sense of it.” (Man, 32).

People who do use it report positively and think it is great that as citizens they can get most
medical services for free and even prescribed medicine can be given for free from specific
drugstores, thus leading to an increase in trust in the healthcare system. Perhaps, if more people
were aware of MSHI, then there would be more overall trust too. Therefore, lack of health
promotion is one of the biggest trustworthiness factors when it comes to institutional

trust. However, MSHI’s biggest flaw is long queues that are associated with receiving free

medical care and it leads to the next point.

4.2.2 Lack of funding.

All respondents reported a lack of funding for healthcare as one of the problems that
affects their trust in the system. The respondents reveal that hostile doctors in public hospitals
(4.1.1) and ineffective treatment (4.1.2) are understandable, as there are not enough hospitals to
handle the workload, therefore not enough doctors to take care of all patients and thus, longer
queues and doctors in public hospitals have to take additional patients, so it leads to overworking

and lower quality of care.

“Public hospitals are not really terrible at their jobs, they are just overwhelmed.” (Man,

28).



Respondents revealed that doctors always fill out something on paper or in their
computers, so their job involves managing several tasks at once and such tasks should be
managed under a good infrastructure. Some respondents actually empathize with doctors in

public hospitals:

“Sometimes the doctors just can’t handle the patients who come to hospitals just to
scream at everyone and make a conflict. I think doctors should be valued more in
society and we should give these people the credit where it's due. We, ordinary people,
can plan our schedule, while doctors often have to come to the hospital in spite of their
personal lives, otherwise, a person would die. | think it is a big psychological burden, so
that is why the salary of doctors should be higher and they should be valued more.”

(woman, 31).

Another woman (27) said that she does not write complaints about doctors if they do
a bad job, because these doctors already have a small salary and horrible work conditions, so my
complaint would just make their lives even worse. In a way, | think this empathy helps to contain
trust in doctors from public hospitals because patients expect doctors to fulfill their duty of
saving a patient at any time in the future despite the bad conditions or sometimes hostile attitude,

so it goes in line with the definition of trust that was outlined in this paper.

To conclude this point, patients would trust doctors more if they worked in good
conditions without overworking and bad salary, it would lead to higher quality of care and
overall satisfaction with the experience in the hospital. If that were to happen, the patients would
believe that the healthcare system is doing a good job of financing the hospitals. However, even

when such conditions are not met, patients still hold on to trust through empathy. Therefore,



there is an interesting outcome of the institutional trustworthiness factor acting on interpersonal
trust. This finding is also consistent with literature and scholars argue that interpersonal trust is a
two-way process that “requires both parties to demonstrate behavior that allows each to trust the
other” (Gilson, 2006). Patients express this behavior with empathy, while doctors might

express this behavior by being diligent in their work and providing correct treatment.

4.2.3. General mistrust in government leads to institutional mistrust

Some participants associated the healthcare system heavily with the government and
believed that the government was not doing a good job of managing the system. Woman (26) has

doubts about the system and the government, despite actually having good opinions of doctors:

“I respect the work of doctors and the institute of medicine in general, but this institute is
based on the government, and | have conflicting opinions about it. Like, the government

is not doing enough for the citizens.”

Another woman (25) reminisces on the COVID-19 policies and how the government dealt with
the pandemic, describing that decision-makers were the main reason why she thinks the reaction
of the government towards the coronavirus was not adequate, yet again emphasizing that there is
a higher emphasis on trust towards the government (decision makers) rather than a specific

doctor:

“The policy to prevent the spread of the coronavirus was handled directly by the Ministry
of Health, special convocations that met to address this issue. And, of course, some initial
actions, some orders, they came from above, and the doctors had to do it, had to fulfill

those orders that were sent from above. That is why, first of all, | have complaints to the



state. Because there was concealment of statistics, and they could not solve the issue of
the vaccine for a long time. Therefore, if we consider this vertical of power,
| have distrust not specifically to some therapist or some hospital, but directly to those

from whom the decisions came. And how activities were coordinated in this situation.”

Male, 32, believed that any state services that are funded by taxes are
not effective (including healthcare), so he has skepticism towards it that stems from his
childhood and hometown experience. Despite moving from his hometown around 10 years ago,
the mistrust towards the government public services is still prevalent in his narratives and now he
prefers the private alternatives instead. The time frame is interesting because 10 years is a long
time, it includes two state health programs that were completed, but the participant still did not

see any results:

“Growing up in my hometown, | experienced the bad quality of public services, like the
educational system, which tends to be really horrible, particularly for those born outside
big cities. This pattern of low quality extends to other government-funded institutions,

such as healthcare, and | personally don’t trust and don’t use any public services. Like |

pay taxes for it, yeah, but I’d rather not use it and prefer alternatives.”

When asked whether the situation could be changed in any way he replied:

“I’m kind of cautious towards the government as a whole, you know, the political
atmosphere in our country. My mistrust comes from the mistrust of governmental

facilities as I already mentioned before and yeah | don't know what would make me trust



them more at this point. There needs to be a complete change in public

perception. I'm not sure. It's kind of hard to say.”

The image of poor service is ingrained into the perception of participation and needs a complete
change. Perhaps, it would be the new acting government, but the participant struggled to give a
defining answer to this question, so I did not press further to not make it uncomfortable.
However, the participant noted that the “political atmosphere” and general disillusionment

towards the government are his main concern.

Overall, the participants highlighted the notion that mistrust in government in general
leads to mistrust in the healthcare system. The decision maker in question is the government that
decides how to deal with the pandemic or how to develop the healthcare system. The mistrust
towards the system takes on a more prevalent role for these participants when
deciding on whether to visit public hospitals or not, as opposed to the mistrust towards a specific

public hospital doctor that is subordinate in this case.

4.3. Institutional and Interpersonal trustworthiness factors

If I were to contrast the interpersonal and institutional trust from my findings, | would say
that for most respondents (but not all) the interpersonal and institutional trust are separate
notions. There might be a good doctor in a public hospital, but they might be working in horrible
conditions that are caused by the healthcare system. The medical workers are “prisoners” of this
system (as one of the respondents mentioned) and sometimes respondents trust public doctors
more than the system itself. Trust/distrust towards the specific doctor in a public hospital does

not mean more trust/mistrust in a healthcare system. Therefore, on one side, the findings of the



paper do not support the notion that institutional trust arises from interpersonal that was
proposed by Giddens (1990). In our case - even if I trust a public doctor (interpersonal), does not
mean | will trust the healthcare system (institutional), that is the notion that was proposed by
Luhmann (2018) — interpersonal trust arises from institutional trust, from trustworthiness factors

like lack of funding and lack of health promotion.

The doctors might be good or bad, but it does not affect the trust of the patient, as the patient
understands the poor conditions of doctors, sees the poor infrastructure, and looks at systematic
problems of the institution. According to the respondents the healthcare system “might be written
by people who do not understand what the hospital, medical treatment, patients and diagnoses
are” (Woman, 31). There is a heavy emphasis on “might be” which raises an important
theoretical link to uncertainty that was mentioned at the beginning. The decision for people to
distrust the healthcare system (the institution) made it easier for them to decide not to visit public
hospitals, but interestingly it did not make them distrust the public doctors. As some respondents
mentioned, if the conditions of the public hospitals improved and they received proper funding,

then there would be no barriers to visiting public hospitals.

Finally, the argument about the general mistrust in the government also showed that institutional
trust is more prevalent than interpersonal because the government acts as a decisionmaker that
directs the healthcare system, and all the subordinate elements like doctors, hospitals,

and ministries are controlled by the government. This association is ingrained in the perceptions
of some participants and their narratives. If we were to accept this and go back to the definition

of trust:



“Trust can be seen as a belief by the trustor (A) that an action (X) will happen at some
time (Y) in the future by the trustee (B). This belief is based on some factors that make

up the trustworthiness of trustee (B).”

The trustworthiness factors of trustee B (the doctor) are shaped by C (the institution), the
regulator of B. However, shaping the factors of B by C directly affects the X (the medical
treatment: the quality of care, access, queues, correct treatment, and infrastructure). Therefore, A
(the patient) can mistrust the system (C), as it directly does not allow for the proper execution of

action X by the doctor (B).

However, not every participant seemed to agree with this idea and some participants
believed that “doctors, healthcare workers are the direct representatives of the healthcare
system”, so the quality of their work is connected firstly to them and only then to the institution.
In this case, interpersonal factors are more important and despite the poor conditions of the
hospitals, public doctors must perform well to maintain the trust of the patients, that is the view

that is consistent with the theory of Giddens (1990).

5. Conclusion

This study has looked at interpersonal and institutional trustworthiness factors among
adults (25-35) in Astana city in Kazakhstan. The experiences of adults as patients through the
medium of public hospitals were taken as a basis for the analysis. Four main interpersonal factors
were revealed — hostility of doctors, ineffective treatment/difference in conclusions of doctors,
and lack of contact with the doctor and in-group. The first three factors were directly

influenced by institutional factors such as lack of funding for the health system/public hospitals



and lack of health promotion among the population. The doctors work in bad conditions and are
underpaid, so they have less motivation to service the clients in a proper way, this is

combined with bad infrastructure and long queues of patients. While patients are affected by
such negative experiences, the blame lies on the healthcare system that does not provide enough
resources for doctors, so understanding that the patients empathize with doctors leads to the
development of interpersonal trust through the reduction of institutional trust. The institutional
trust is further diminished by the mistrust in the government and the general notion that the
government is bad at its job across different institutions, including healthcare. When
interpersonal and institutional factors were juxtaposed, some participants believed that
institutional trust leads to interpersonal trust and that institutions are mainly responsible for the
quality of care, however, some participants did not agree and said that doctors/healthcare
workers are direct executors of the system, thus they should be responsible for providing quality
care and if they do so, then the institutional trust can be achieved. Finally, the definition of

trust was revised on the micro level and the C (the institution) was added to the equation. C is
interested in the proper work of B (the doctor) and the delivery of proper service of B to A (the
patient), thus creating a chain of trust, however, in reality, C does not allow B to deliver proper
service due to factors that were described in this paper. Perhaps, there is a lack

of proper management across the whole bureaucratic institute of healthcare in Kazakhstan and a
long chain of command, combined with corruption that is prevalent in Kazakhstan might be why
some problems like the lack of proper funding, poor salaries of public doctors and aging
infrastructure of the public hospitals remain prevalent throughout the years. Still, the government
does not see trust as a point of interest in its state health program, so maybe the institution is not

even aware of problems that exist in regard to public healthcare.



This study has looked at the narratives of trust in public healthcare in a big city like
Astana. Further research might shed light on how trust is compared between big cities and small
cities or even villages. Villages receive less funding than big cities, so analyzing whether a trust
is higher or lower in low-populated areas might be insightful. Furthermore, the analysis of other
age groups might be interesting, because this study has only looked at the age group of 25-35,
perhaps analyzing older generations and their opinions might reveal other trust issues that were

not present in the narratives of participants in this study.
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Appendix 1: Interview Guide

Questionnaire RU
Cnacu60, 4TO HAIUIA BpeMsI JIJIsl ’TOTO HHTEPBBIO, JaBaiTe HauyHeM!
[TocemaeTe 11 BBI TOCYIapCTBEHHBIC (OOIIECTBEHHBIC) MOJMKIMHUKH/O0bHUTIBI? Eciu na, To,
Koraa Bel Obutu B mocneHuit pas?
e B cnyuae orsera "/la"
0 MoskeTe J1 BBI OMTUCATh CBOW OTBIT MOCEIICHUSI Toc. O0IbHUIIBI? Bbl MOkeTe
pacckazaTrh Kak O TOJOKUTEIBHOM, TaK U 00 OTPUIIATEILHOM OIIBITE.
0 B nenom, moxete 1 Bbl ckazath, 4To 10BEpsieTe TOC. cucTeMe 0OIIECTBEHHOTO
3npaBooxpanenus B Kazaxcrane? [Touemy (Het)?
0 B nenom, 4To BB JymMaeTe o roc. MEAMIIMHCKUX paboTHHKaX B Kazaxcrane?
Bormnpocs! HUKe OCHOBaHBI Ha TOM, UTO YYACTHUK CKa3all MJIM HE CKa3all paHee.
0 [Ipuxoaunock mu Bam crankuBatbes ¢ 6r0pokpaTHei B roc. 6oiapHUIaX? Onummre
BaIIl OIIBIT.
0 OnummTe MOBeACHUE MEAUIIMHCKUX PAOOTHUKOB MPH BaIIeM MOCEIIEHUU B TOPOJACKUE
OOJIHHHUIIBI.

0 Bcerna nu Brl cniegyere npeanucanusim cBoero Bpaua? Ilouemy (Het)?



0 Ectp 1 y Bac cBoii 3akperuieHHbIH TepaneBT (Bpad o0miei npakTuku) win Bel Bceraa
MOCeIIaeTe Ipyroro?
0 CraBwiu 11 Bam korna-HuOyap HENpaBUIbHBINA AUATHO3?
- Cranu 11 Bel MeHbIIIe 1OBEpATh PAOOTHUKAM 3/IpaBOOXPAHEHUS MOCIIE 3TOT0?
Kaxk Bsl cuuraere, 370 BUHa Bpaya WA BUHA BCEH CUCTEMBI I'0C.
3ApaBOOXpaHCHHUS.
e B cayuae orsera "Her"
0 ITo xakoit npuurHe Bl He mocenaeTe rocy1apcTBeHHbIE OONIBHUIIBI?
0 [Ipeanounrtaere 11 Bbl BMECTO 3TOr0 YacTHBIE KIIMHUKH UITU JIEYUTECH JoMa?
0 B nenom, moxxete 1 Bbl cka3ath, 4TO 10BEps€TE TOCYIaPCTBEHHON CUCTEME
3npaBooxpaneHus B Kazaxcrane? [Touemy (Het)?
0 B niennom, ckazanu 661 Bel, 4TO 0BEpsieTe ToCyJapCTBEHHBIM MEAULIMHCKUM
pabornukam B Kazaxcrane? [Touemy (ner)?
Kak 651 Bbl onieHmm npo3payHocTh MH(OpMAIMH, TPEA0CTaBIsAEMON TOCYAapCTBEHHBIMU
MEIULMHCKUMU YUPEKICHUSIMU?
Kakas unpopmanus, no Bamemy MHeHHUI0, 10JKHA OBITH O0JIee TPO3PAUYHON ISl YKPETIICHHS
J0Bepus K 3/ipaBooxpaHeHmto B Ka3axcrane?
Cy1ecTBYIOT JIn 0co0ObIe KyIbTYpHBIE (PAaKTOPBI, KOTOpPHIE, 10 Baremy MHEHUIO, CIOCOOCTBYIOT
JIOBEPUIO WM HEJJOBEPUIO K 3/IpaBOOXPAHEHUIO?
Cuwnraete 11 Bbl, 4TO rocy1apcTBeHHbIE METUITUHCKIE OpraHu3auy 3¢ (HEeKTUBHO

BBaHMOHCﬁCTBYIOT C HaceJaeHueM?



Kak, no Bamemy MHEHNIO, MOKHO ITIOBBICUTh YPOBEHB JOBEPHS K TOCYAAPCTBEHHOMY
3npaBooxpanenuto? (Uero Bam He xBataet 11t TOro, YTOOBI IOBEPSATH CUCTEME
3/IpaBOOXpaHeHusA?)

IToBnusnu nu Ha Baie noBepue K cucTeMe 3paBOOXpPaHEHUs YPE3BblYaiiHbIe CUTYyaluH, Ha
nogooun COVID-19? [Mouemy (HeTt)?

CYII_IGCTBYIOT JIX KOHKPETHLIC 3aKOHBI WJIX I'OC. IPOIrpaMMBbl, KOTOPELIC, 110 BameMy MHCHUIO,

IMOJIOKHUTCIIBHO WJIM OTPULATCIIBHO IMMOBJIUAJIN HA BallI€ TOBEPHUC K 3IIpaBOOXpaHCHI/IIO?

Questionnaire ENG
Thank you for taking your time to take this interview, let’s begin!
Do you visit public hospitals? If so, when was your last time?
e Incase of “Yes”
o Can you describe your experience of visiting the public hospital? You can talk
about both positive and negative experiences.
o Ingeneral, would you say that you trust public healthcare system in Kazakhstan?
Why (not)?
o In general, what do you think of public healthcare workers in Kazakhstan?
Questions below are based on what the participant said or did not say prior.
o Have you ever encountered bureaucracy in public hospitals?
o Can you please describe the behavior of health workers when you were visiting
the public hospital?

o Do you always follow the prescriptions of your doctor? Why (not)?



o Do you have your own assigned therapist (GP), or do you always visit a different
one?
o Have you ever been misdiagnosed?
= Did it make you trust public healthcare workers less? Do you think it was
the fault of a doctor or the fault of the whole system?
e In case of “No”
o What is your reason for not visiting public hospitals?
o Do you prefer private hospitals instead or do you treat yourself at home?
o Ingeneral, would you say that you trust public healthcare system in Kazakhstan?
Why (not)?
o Ingeneral, would you say that you trust public healthcare workers in
Kazakhstan? Why (not)?
How would you rate the transparency of communication from public healthcare institutions?
What kind of information do you believe should be more transparent to build trust in healthcare?
Are there specific cultural factors that you think contribute to trust or mistrust in healthcare?
Do you feel that public healthcare organizations effectively engage with the community?
How can trust in public healthcare be improved in your opinion? (What lacks for you in order to
trust the public healthcare system?)
Has your trust in the healthcare system been affected during public health emergencies like
COVID-19? Why (not)?
Are there specific policies/laws that, in your view, have positively or negatively influenced trust

in healthcare?



Appendix 2: Consent Form

Consent Form RU

BBenenmue.

[Ipurnamaem Bac npuHsATh yuyacTue B HCCIIEIOBAaHUHM 110/ Ha3BaHueM "JloBepue B 3JpaBOOXpaHEHUE:
OnpIT Ka3axCTaHIEB MO JIOBEPHUIO K TOCYAApCTBEHHBIM CHUCTEMaM 3/IPaBOOXPAHEHHUS B TOPOJE
Actana. B naHHOM HccienoBaHuU 51 XOTeN Obl MIPOaHATU3UPOBATh JOBEPHE MEXIy MAIllMEHTAaMH U
BpayaMH, a TakXKe JIOBEpUE K CHCTeMe 3/ipaBooxpaHeHus: B Kazaxcrane B 1ieoM. MHEe MHTEPECHO
HOCMOTpeTB Ha OIIbIT JHOI[Cﬁ C FOCYIlapCTBeHHI)IMI/I 6OJII)HI/III3.MI/I 158 qepez 3TOT OIIBIT Hpocne)me nux
nosepue, 1100 ke HemoBepue. JloBepue - OYeHb CIO0KHOE MOHATHE, U KaKbI YeJIOBEK M0-CBOEMY
IIOHUMACT, 4YTO TaKO€ IIOBepI/Ie, HOE)TOMy HHTGpGCHO HOCMOTpCTI) Ha BO3MOXHBIC CBs3U MC)KI[y
Pa3HBIMHU JIIOJIBMH U UX OIIBITOM.

Merton.

OCHOBHOH 1I€JIbIO JAHHOTO HCCJIEIOBAHUS SIBJISIETCS MPOBEJIEHUE MHTEPBBIO C JIIOJABMM U3 YHCIIA
paOotatoiero HacesieHus: ropona Acrtanbl (25-63 rona). Ilepen HayamoM HMHTEPBBIO YYAaCTHHMK
JI0JK€H BHMMATENIbHO MPOYUTATh U COIJIACUTBHCS C JaHHOM (opMoii cornacus. YdacTHUKaM Oyaer
3agaHo okosio 10-15 BompocoB 00 WX OMNBITE C TOCYIApPCTBEHHBIMH OOJBHHIIAMH W JIOBEPUH K
roCyJJapCTBEHHOMY 3/paBooxpaHeHuto. [Ipeamnonaraemas mpoaoKUTENIbHOCTh HHTEPBBIO - OKOJIO
15-30 munyTt. MHTEpBBIO OyneT 3amuMcaHo HCCleAoBaTeleM M pacliudpoBaHO B JajbHEHIIEM.
Pacmm¢poBka 1 3anuck OyAyT XpaHUThCS TOJ] TApOJIeM, KOTOPbIM U3BECTEH TOJIBKO HCCIIEI0BATEINIO,
U HUKTO JIpYyrod HE CMOXET MOJIyYUTh JOCTYN K (Qailly. Y4acTHUK MOXET B JHO00OH MOMEHT
OTKa3aTbCsl OT y4acTHsl B MHTEPBBIO U MPOIYCTUTh BOMPOCHI, HA KOTOPHIE OH HE XOYET OTBEYATh.
WHTEpBBIO MOXET MPOBOJUTHCS KaK JAMCTAHLIMOHHO, TaK U OYHO, B 3aBUCHMOCTH OT IOKEJTaHHUH
YYaCTHHKA.

Puckn.

[ToTeHIManbHBIM PHUCKOM Yy4YacTHSI B JIAHHOM HCCIIEIOBAHUU SIBJIAKOTCS HETaTUBHBIE SMOILIMH,
KOTOpPBIE MOT'YT BO3HUKHYTh B XOJI€ HHTEPBBIO IIPU OTBETAX HA BONPOCHL. HO €CiIM y4aCTHHUK HE XOUeT
OTB€YaTh HA BOMPOC W CYUTAET €ro JEIMKATHbIM, TO OH T'OTOB €ro MpOmycTHTh. B gaHHOM
WCCIIETOBAaHUH TapaHTUPYETCS, YTO PUCK OyAeT He O0jIee MUHUMAIBHOTO.

IIpenmyiecrsa.

Osxutaemast 1ojp3a OT JAaHHOTO MCCIIEIOBAaHUSA 3aKJIF0YAETCS B MOTEHIIMATIBHOMN TOJIb3€ 11 HAYKU U
M3y4YeHUs JOBepUs, OCKOJIbKY 3Ta TeMa HeJIoCTaTOuHO u3ydeHa B Kazaxcrane. Pe3ynabTaThl JaHHOTO
HCCIEAOBaHUSI MOTYT OBITh HCIOJB30BaHBI JJIsi BBIPAOOTKH TMOJUTHYECKUX PEKOMEHIAITUN IS
MunucTepcTBa 3apaBooXpaHeHus 1 oOpazoBanus Kazaxcrana.

KomMmnencauus.

Hukakoii MmaTepuaibHOM KoMIIeHCAlnK He OyAeT nmpeaocTaBieHo. Konus pe3ynbTaToB UCCIEIOBAHUS
OyIeT JAOCTyIHA MO0 OKOHYAHWM MCCIEOBAHUS, €CIM YYaCTHUK IOXKENTAeT €€ MONyduTh. I mMory
BBICJIaTh PE3YyJIbTaThl UCCIEA0BAHUS HA JIEKTPOHHYIO IMOYTY YYaCTHUKOB.

KonduaeHunanbHOCTb.
Jlrobass wHbOpMarus, TMOJIydyeHHas B XOJI€ JAHHOTO HCCJIEAOBaHMS, OyIeT OCTaBaThCs
KOHUIEHIMaIbHON. B mpenenax pasyMHOro OyIyT HpPEANPHUHSATHI BCE YCHIIUS JJSl COXpAaHEHHUS



KOH(HUIESHIIMATBLHOCTH Ballled JTUYHOM HMH(OpMAIMM, OJHAKO IOJIHAS KOH(HIECHIHAIBHOCTh HE
MOJKeT ObITh rapaHTupoBaHa. Kaxxnas 3anuch u pacumdpoBka OyayT UMETh CHELUaNbHbIN IapoJb,
MU3BECTHBIM TOJIBKO MCCIIEIOBATENI0, U XPAaHUTHCA Ha KOMIIBIOTEpE HUCCienoBareis. Bo3MOXHOU
ONACHOCTBIO SIBJIAETCS KpaXka KOMIIbIOTEpa MCCIIE[OoBaTelNs, OIHAKO Iapoib OyleT 3aluilaTh
nH(pOpMAaINIO YIacTHHUKA. MIMs ydacTHUKA B 3aIIMCH WM B CAMOM HCCIIEIOBAaHUH HE OYIET PacKpBITO.

J1o00OpOBOJILHOCTD HCCJIEI0BAHHUS.
VYdacTre B JAHHOM HCCIICJIOBAHUU SIBJIICTCSI CTPOTO JTOOPOBOJIHBIM, M €CJIH COTJIACHE HA y4acTHe
JIaHO, OHO MOXET OBITh OTO3BAHO B JTIFO00H MOMEHT 0€3 yiepoa.

KonTakTrsl.

[Tpeamonaraercs, 4To B CAy4ae BOSHUKHOBEHHS BOIIPOCOB HJIM 3aMEYaHH 110 JAHHOMY TPOEKTY HIIH
MOJTYYCHUsI TPABMBI, CBSI3aHHOM C MPOBEJCHUEM HCCICIOBAHUS, CIIECAYET 00OpaIIaThCsl K TIIaBHOMY
uccienopareno  Anekcannpy JlomyxoBy, +77718347530, alexander.lopukhov@nu.edu.kz. C
AO0BIMH  IPYTHMH  BOMPOCaMH M 3aMEYaHHSIMH MOXHO oOpamiatbcss B KoMuteT mo 3sTHKE
HHCTUTYIIMOHAIBHBIX HccaenoBanmii Ha3zapbaes YHuBepcutera, resethics@nu.edu.kz.

ITos0okeHMeE 0 COrJIACHM.

A, :
Jlaro 1o6poBONILHOE COTTIaCHE Ha yYacTHE B IaHHOM HCCIIEI0BAaHUU.

UccnenoBarenu 4eTko 00BSICHIIIM MHE HCXOAHYIO HH(GOPMAIIUIO U T[ETH UCCIIEIOBAHNUS, a TAKXKE TO,
YTO MPEANOJIAraeT MO€ y4acTHE B JTAHHOM UCCIIEIOBAHUMU.

51 moHMMaro, YTO MOE yyacTHe B JaHHOM HMCCJIeI0OBaHUU SIBISIETCS JOOPOBOJIBHBIM. 1 Mory B jro6o0e
BpeMs U 0e3 OOBSICHEHUS MPUYMH OTO3BAaTh CBOE COIJIACHE, M 3TO HE IMOBJEYET 3a cCO0OM HMKaKuX
HEraTUBHBIX MTOCJIECICTBUH JIJIS1 MEHS.

S moHumato, 4to nH(GOpMaIus, coOpaHHas B X07€ JaHHOTO HCCiIeI0BaHus, OyAeT pacCMaTpUBaThC
KaK KOH(QUAeHIHATbHAS.

Iloanuce: Mara:
Uccnenosarensn:
Iloamnuce: Hara:

Consent Form ENG

Introduction. You are invited to participate in a research study entitled In Public Health we trust:
The Experiences of Kazakhstani Citizens on Trust in Public Healthcare Systems in Astana city. In this
study I would like to analyze the trust between the patients and doctors, as well as the trust between
the healthcare system and the patients in Kazakhstan. | would like to analyze the experiences of people
in public hospitals and observe their trust through these lived experiences, rather than looking at trust
in a metric manner. Trust is very complex concept, and every person has their own interpretation of


mailto:resethics@nu.edu.kz

what trust is, so it is interesting to look at possible connections between different people and their
experiences.

Procedures.

The main purpose of this study is to conduct interviews with people from working population of
Astana city (25-63 years old). The participant must agree to this consent form before the start of the
interview. The participant will be asked around 10-15 questions on their experience in public hospital
and trust in public healthcare. The expected duration of the interview is around 15-30 minutes. The
interview will be recorded and transcribed by the researcher. The transcription and recording will be
stored with the password that is only known to the researcher and no other people could access the
file. The participant can decide to leave the interview at any moment and might skip any questions
that they do not want to answer. The interview might be conducted both remotely and in-person
depending on the wishes of the participant.

Risks. The potential risks of participating in this study are negative emotions that might arise during
the interview while answering questions. But if the participant does not wish to answer the question
and deems it sensitive, then they are willing to skip it. This research guarantees the risk to be no more
than minimum.

Benefits. Anticipated benefits from this study are add the potential benefits to science and study of
trust, as this is a topic that is not well-studied in Kazakhstan. The outcomes of this research might be
used to provide policy recommendations for the Ministry of Health and Education in Kazakhstan.

Compensation. No tangible compensation will be given. A copy of the research results will be
available at the conclusion of the study if the participant wishes to obtain it. | can send the results of
the study to the participants’ emails.

Confidentiality & Privacy. Any information that is obtained during this study will be kept
confidential to the extent permitted by the law. All efforts, within reason, will be made to keep your
personal information in your research record confidential but total confidentiality cannot be
guaranteed. Each recording and transcription will be given a special password only known to the
researcher and stored on the computer of the researcher. The possible danger is the theft of the
researcher’s computer, however the password will protect the participant’s information. The name of
the participant in the recording or the paper will not be revealed.

Voluntary Nature of the Study. Participation in this study is strictly voluntary, and if agreement to
participation is given, it can be withdrawn at any time without prejudice.

Points of Contact. It is understood that should any questions or comments arise regarding this project,
or a research related injury is received, the Principal Investigator, Alexandr Lopukhov,
+77718347530, alexander.lopukhov@nu.edu.kz should be contacted. Any other questions or concerns
may be addressed to the Nazarbayev University Institutional Research Ethics Committee,
resethics@nu.edu.kz.

Statement of Consent.
I, )




Give my voluntary consent to participate in this study.

The researchers clearly explained to me the background information and objectives of the study and
what my participation in this study involves.

| understand that my participation in this study is voluntary. | can at any time and without giving any
reasons withdraw my consent, and this will not have any negative consequences for myself .

| understand that the information collected during this study will be treated confidentially.

Signature: Date:

Researcher:

Signed Date




Appendix 3: Academic Honesty Declaration Form

|Academic Honesty Declaration

By completing this assignment, I declare:

I understand that the University expects all students to complete coursework and assignments with integrity
and honesty. As a member of Nazarbayev University’s student body, I declare that this assignment was
completed in a fair, honest, responsible, and trustworthy manner.

This means that:

I did not seek out any unauthorized help in completing this assignment.

o Please note: unauthorized or unacknowledged help includes seeking assistance or advice
from anyone or any tool, using a tutorial or answer service whether in person or online, asking fellow
students, friends, or family, etc.

I did not discuss or share the content of the assignment with anyone else in any form, including any
social media platform or messaging service within the assignment period, beyond the conditions
stipulated by the course instructor.

I did not reproduce and/or share the content of this assignment in any domain or in any form where it
may be accessed by a third party.

I am aware that Nazarbayev University may use Turnitin or other plagiarism-detecting methods as part
of a process to check the authenticity of my content.

I declare that this assignment is my own work, except where acknowledged appropriately (e.g., use of
referencing or through an accompanying statement).

e Please note: It is not appropriate (and will be considered plagiarism) to reproduce or copy
the material provided by your instructors, including lecture slides, assignment samples, lecture notes,
and/or course readings. All content must be written in your own words and referenced appropriately.
If quoting a source, quotations must be used and referenced appropriately.

I declare that this work has not been submitted for academic credit in this course or another Nazarbayev
University course, or elsewhere.
I acknowledge that T have adhered to the course rules surrounding the use of permitted artificial
intelligence, software, and 3™ party assistance.
I declare that T have generated the calculations and data and/or composed the writing/translations in
this assignment independently, using the tools and resources defined for use in this assignment.
I understand that Nazarbayev University expects all students to complete coursework with integrity
and honesty and declare that this assignment has been completed in accordance with the required
academic integrity standards and values.
I give permission to reproduce this work and provide a copy to another member of staff for
crosschecking and moderation and to take steps to authenticate its originality.

¢ Please note that you may be contacted by one of our staff members to confirm the validity and
authenticity of your work.

Any breach of this statement or identified academic misconduct will be followed up and may result in
disciplinary action according to the NU Student Code of Conduct.

Name Alexandr Lopukhov
Student ID 201798971

Date 29.02.2024

Assignment Capstone First Draft
Signature Alexandr Lopukhov



Appendix 4: Al Declaration Form

Al Declaration Form

Completing the Al declaration is compulsory for assignments in this course. Please declare how you have
used any Al tool (e.g., ChatGPT) for any part of completing this assignment, including the approved usage.
This form should appear immediately after your cover page.

Have you used any Al tool for this coursework (including the approved usage)?
Please select one option:

[ Yes (please provide details below)

Provide details of how you used an Al tool, including the prompts you used:

[ | acknowledge the use of [insert Al system(s) and link] to [specify use of generative artificial
intelligence]. The prompts used include [list of prompts]. The output from these prompts was used to
[explain use].

Example

| acknowledge the use of [1] ChatGPT (https://chat.openai.com/) to [2] structure my materials for
drafting of this assignment (link to Google document (initial draft) here). | entered the following prompts on
4 January 2024: [3] Write your prompt(s) here. [4] The output from the generative artificial intelligence was
adapted and modified for the final response.

Legend: [1] Al system(s) and link; [2] specific use of generative Al; [3] prompt; [4] explanation of use.

No content generated by Al technologies has been used in this assessment.

Signature: Alexandr Lopukhov

Date}29.02.2024



