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Abstract 

Background In a healthcare system based on managed competition, it is important that health insurers are able to 
channel enrollees to preferred providers. This results in incentives for healthcare providers to improve the quality and 
reduce the price of care. One of the instruments to guide enrollees to preferred providers is by providing healthcare 
advice. In order to use healthcare advice as an effective instrument, it is important that enrollees accept the health 
insurer as a healthcare advisor. As trust in health insurers is not high, this may be an obstacle for enrollees to be recep‑
tive to the health insurer’s advice. This study aims to investigate the association between trust in the health insurer 
and the willingness to receive healthcare advice from the health insurer in the Netherlands. In terms of receiving 
healthcare advice, we examine both enrollees’ willingness to approach the health insurer themselves and their willing‑
ness to be approached by the health insurer.

Methods In February 2021, a questionnaire was sent to a representative sample of the Dutch population. The ques‑
tionnaire was completed by 885 respondents (response rate 59%). Respondents were asked about their willingness to 
receive healthcare advice, and trust in the health insurer was measured using a validated multiple item scale. Logistic 
regression models were conducted to analyse the results.

Results Enrollees with more trust in the health insurer were more willing to approach their health insurer for health‑
care advice (OR = 1.07, p = 0.00). In addition, a higher level of trust in the health insurer is significantly associated with 
the odds that enrollees would like it/really appreciate it if their health insurer actively approached them with health‑
care advice (OR = 1.07, p = 0.00). The role of trust in the willingness to receive healthcare advice is not proven to differ 
between groups with regard to educational levels, health status or age.

Conclusions This study confirms that trust plays a role in the willingness to receive healthcare advice from the health 
insurer. The association between the two emphasizes the importance to increase enrollees’ trust in the health insurer. 
As a result, health insurers may be better able to fulfil their role as healthcare advisor.
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Background
The healthcare systems of several countries, such as the 
Netherlands, Switzerland, Israel and Germany, are based 
on the theory of managed competition [1–3]. This theory 
aims to improve the quality of care and contain increas-
ing healthcare costs by stimulating competition between 
third-party purchasers and care providers [1, 4–6]. In 
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such a healthcare system third-party purchasers, mostly 
health insurers, purchase care on behalf of their enrollees 
[5]. Enrollees have the option to switch health insurers. 
As a result, health insurers have an interest in offering 
enrollees a more attractive health plan than competitors 
[1, 5–7]. Therefore insurers negotiate with healthcare 
providers on price and quality of care. In order for health 
insurers to have a strong position during these negotia-
tions, it is crucial that they are able to guide their enroll-
ees to preferred providers [7–10]. In that case healthcare 
providers must seriously consider the possibility that an 
insurer and their enrollees switch to a competitor [7, 10]. 
According to the theory of managed competition this 
gives care providers an incentive to improve the quality 
of care and reduce the price of care [4, 7, 10].

The ability to channel enrollees is thus indispensable 
for the functioning of a healthcare system with managed 
competition. This study focuses on the healthcare system 
of the Netherlands, of which the general principles of 
the health insurance system can be found in Table 1. The 
focus in this article is on basic health insurance. In the 
Netherlands citizens aged 18 years and older are obliged 
to take out basic health insurance. In 2022, citizens could 
choose from 60 health insurance policies offered by 20 
health insurers divided into 10 health insurance groups 
[11]. All insurers in the Netherlands are private compa-
nies. They offer the same, extensive, basic health insur-
ance package, of which the content is determined by the 
government. Nevertheless, health insurance policies can 
differ in terms of conditions and premium enrollees have 
to pay. For instance, because Dutch health insurers can 

apply selective contracting [5, 7]. This means that health 
insurers do not contract all healthcare providers. When 
enrollees choose a health insurance policy with restric-
tive conditions, which are usually offered at a lower pre-
mium, care from non-contracted providers is not always 
fully reimbursed. This makes it financially less attractive 
for these enrollees to visit healthcare providers that are 
not contracted by the health insurer. Health insurers can 
therefore use selective contracting as an instruments to 
guide enrollees to preferred providers.

Another way to guide enrollees to preferred providers 
is to provide healthcare advice [16]. Healthcare advice 
can consist of different services, such as waiting list medi-
ation, advice on the most suitable care provider, advice 
and guidance in arranging care or obtaining medical aids 
as well as in arranging a second opinion, advice aimed at 
prevention and health promotion, and assistance in pre-
paring a meeting with a doctor [17]. Although healthcare 
advice currently consists mainly of answering questions 
from the insured, a number of health insurers indicate 
that, if legislation allows, they would like to do more in 
terms of actively approaching insured with advice [18]. 
Actively approaching enrollees can be done in vari-
ous ways, such as by phone calls or sending letters and 
e-mails [18]. By providing advice, especially with services 
on guidance to the most appropriate healthcare provider, 
insurers can guide their enrollees to visit the providers 
with whom they have made agreements on price, qual-
ity and/or volume of care. Although literature shows that, 
in practice, health insurers had limited focus on qual-
ity in their contractual negotiations with providers so 

Table 1 General principles of the Dutch Health Insurance Act

• Citizens aged 18 years and older are obliged to take out health insurance for basic health insurance [12]

• Everyone aged 18 years and older contributes to the cost of healthcare through premiums, contributions and taxes [13]

• Each year citizens are free to choose between the different health insurance policies offered by private health insurers [13]

• The content of the basic health insurance package is determined by the government, and includes many necessary medical care, medicines and aids 
[12]

• There is a deductible: the first €385 of healthcare costs must be paid by the enrollee, except for GP consultations, maternity care, home nursing and 
care for children under 18 years. In addition, enrollees can choose for a voluntary deductible up to €500 per person per year in exchange for a lower 
premium [14]

• An enrollee can take out supplementary insurance for care not included in the basic health insurance package. For example, reimbursement for treat‑
ment at the dentist or physiotherapist [12]

Roles of health insurers

• Health insurers are obliged to accept everyone for the basic health insurance, no matter health status or other characteristics [12]. Furthermore, the 
enrollee’s personal situation does not affect the health insurance premium. This means that the insured’s health, age or income make no difference to 
the amount of the premium [12]. Through a risk equalization model, health insurers are financially compensated for predictable variation in individual 
medical expenses [15]

• Health insurers have a duty of care, meaning that their enrollees must have access to all care from the basic health insurance package within a reason‑
able time and travel distance. Health insurers must therefore purchase sufficient care or mediate if someone cannot get to a healthcare provider quickly 
enough (waiting time mediation) [12]

• Health insurers are expected to provide good information to their enrollees on policies, costs, reimbursements and waiting times for care and support 
[12]
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far [19], increasing their advisory role may ensure that 
health insurers will be incentivized to pay more atten-
tion to quality of care in addition to volume and prices. 
This, in turn, could give providers incentives for both 
price reduction and quality improvement of care [4, 7, 
10]. Besides that, healthcare advice could also lead to a 
better match between the needs of enrollees and the care 
offered.

In order to use healthcare advice as an effective instru-
ment within the healthcare system to guide enrollees 
to preferred providers, it is important that enrollees 
embrace the health insurer as a healthcare advisor. 
However, literature shows that a large group of Dutch 
enrollees is not open to healthcare advice from the 
health insurer [16, 20]. A survey-based study showed 
that slightly more than half of the respondents indicated 
that they would not like it if their health insurer took on 
an advisory role in choosing a healthcare provider [20]. 
Another Dutch study showed that only about a third of 
the enrollees indicated that they would approach their 
health insurer for advice on a suitable healthcare provider 
[16]. Enrollees’ trust in the health insurer may play a role 
in this [16, 20, 21]. Low trust in health insurers could 
be a bottleneck for enrollees to be open to advice from 
the health insurer. Literature shows that trust in health 
insurers in the Netherlands is low [22, 23]. Reasons for 
low trust might be, for example, the lack of health insur-
ance literacy, the fact that health insurers are seen as 
for-profit organisations, the belief that third-parties 
should not interfere in the doctor-patient relationship, 
and media influencing the public opinion about health 
insurers [24]. Furthermore, there is a so-called ‘credible 
commitment’ problem, which means that health insur-
ers have a problem convincing consumers that they are 
committed to contracting high-quality care rather than 
merely the least expensive care [21]. In addition, we know 
from a Dutch study that trust of enrollees specifically in 
the advisory role of the health insurer is not high [25]. As 
a result, low trust could threaten the functioning of the 
healthcare system based on the theory of managed com-
petition, because the health insurer would be less able 
to use healthcare advice as an instrument to eventually 
influence the price and/or quality of care. Furthermore, 
when enrollees do not trust the healthcare advice from 
the health insurer and do not follow it, it is difficult for 
health insurers to align care to the needs of enrollees.

Although a number of studies have already been con-
ducted into trust in health insurers [20, 22, 25], the 
association between trust in the health insurer and the 
willingness to receive healthcare advice has not been 
studied before. This study therefore focuses on the asso-
ciation between trust in the health insurer and the will-
ingness to receive healthcare advice from the health 

insurer in the Netherlands. In terms of receiving health-
care advice, we examine both enrollees’ willingness to 
approach the health insurer themselves and their will-
ingness to be approached by the health insurer. Finding 
an association would emphasize the importance of tak-
ing actions to build trust in the health insurer so that 
the Dutch healthcare system, in which health insurers 
have been assigned the role of healthcare advisors, can 
function more optimal. We also investigate whether 
the  role of  trust in the  willingness to receive healthcare 
advice  is  stronger  for  certain groups of people. In this 
study the concept of healthcare advice is defined by four 
types of advice: advice on what the most suitable care 
provider is, waiting list mediation, guidance in arranging 
care, and assistance in preparing a meeting with a doctor. 
We answer two research questions in this study: ‘What is 
the relationship between trust in the health insurer and 
the willingness of enrollees to receive healthcare advice 
from their health insurer?’. And: ‘Is the relationship 
between trust in the health insurer and the willingness of 
enrollees to receive healthcare advice from their health 
insurer different for certain groups of people?

Hypotheses
Enrollees’ need for healthcare advice stems from a lack of 
knowledge or information. For example, enrollees do not 
have experience with all care providers to assess them for 
quality. The health insurer is expected to have the data, 
knowledge and expertise to inform enrollees by giving 
healthcare advice. However, because the insurer has more 
information than the enrollee, there is a certain informa-
tion asymmetry [26, 27]. This information asymmetry 
may make it difficult for the enrollee to assess the quality 
of the health insurer’s advice, in particular if the insurer 
is not fully transparent about the data or information 
on which they base their advice. This may create uncer-
tainty which leads to a risk of receiving a less appropriate 
advice. The enrollee must believe that the insurer is hon-
est in its advice and will have their best interest at heart. 
We know from literature that trust reduces perceived 
risk [28–30]. Therefore our expectation is that enroll-
ees are more willing to receive advice from the health 
insurer when they have more trust in the health insurer, 
because this may reduce the perceived risk of receiving 
a less appropriate advice. Hence we expect that trust in 
the health insurer is an important precondition for their 
enrollees’ willingness to receive healthcare advice.

H1: Enrollees who have more trust in their health 
insurer will be more willing to receive healthcare 
advice from their health insurer.

The perceived risk of receiving a less appropri-
ate advice may differ between groups. For instance, 
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low-educated enrollees may have a greater perceived 
risk of receiving bad healthcare advice than high-edu-
cated enrollees, as low-educated enrollees are expected 
to have less knowledge and skills to assess the health 
insurer’s advice [31]. As a result, they may have a greater 
information asymmetry compared to the high-edu-
cated enrollees, which leads to more uncertainty about 
the health insurer’s advice. We therefore expect that 
the relationship between trust and the willingness to 
receive healthcare advice is different for groups of peo-
ple with different educational levels. As we know that 
trust reduces perceived risk [28–30], we expect that the 
level of trust has a greater impact on the willingness to 
receive healthcare advice for people with a lower level of 
education than people with a higher level of education.

H2:  The  role  of  trust in  the  willingness to receive 
healthcare advice  is  stronger for lower educated 
people than for higher educated people.

Furthermore, health status may influence the role of 
trust in the willingness to receive healthcare advice. 
This arises from the perception that people with a poor 
health status are in a vulnerable position as they tend to 
have more complex care needs. As a result, people with 
a poor health condition are expected to have a greater 
perceived risk to receive a less appropriate advice 
by their health insurer about a suitable treatment or 
healthcare provider. We therefore expect that the rela-
tionship between trust and the willingness to receive 
healthcare advice is different for people with a differ-
ent health status. Because trust reduces perceived risk 
[28–30], we expect that the level of trust has a greater 
impact on the willingness to receive healthcare advice 
for people with a poorer health status than for people 
with a better health status.

H3: The  role  of trust  in  the willingness to receive 
healthcare advice is stronger for people with poorer 
health than for those with better health.

Following the same reasoning as for health status, age 
may also influence the role of trust in the willingness 
to receive healthcare advice. Older people may have 
a greater perceived risk of receiving a less appropri-
ate healthcare advice, as they are more likely to have 
(multiple) chronic conditions, which may make their 
care needs more complex. We expect that the level of 
trust has a greater impact on the willingness to receive 
healthcare advice for older than for younger people, as 
trust reduces perceived risk [28–30].

H4:  The  role  of trust  in  the willingness to receive 
healthcare advice is  stronger  for older than for 
younger people.

Methods
Data
Data were collected using the Dutch Health Care Con-
sumer Panel, an access panel managed by Nivel (the 
Netherlands Institute for Health Services Research) [32]. 
This panel collects opinions on, knowledge about and 
experiences with healthcare in the Netherlands among 
citizens. At the time of the study, February 2021, the 
panel had approximately 11,500 members from the gen-
eral Dutch population aged 18  years and older. Their 
background characteristics such as age, sex and educa-
tional level are registered. The panel can only be joined 
through invitation, it is not possible for people to sign 
up on their own initiative. Members agree to be asked 
to participate in surveys on a regular basis. The data are 
analysed pseudonymized, and processed according to the 
panel’s privacy policy, which complies with the General 
Data Protection Regulation (GDPR). According to Dutch 
legislation, neither obtaining informed consent, nor 
approval by a medical ethics committee, is obligatory for 
carrying out research using the panel [32]. Participation 
is voluntary and members are not forced to participate in 
surveys, or to answer questions within the surveys. They 
can stop their membership at any time without giving a 
reason.

Questionnaire
In February 2021, a questionnaire was sent to a sam-
ple of 1,500 panel members, representative of the adult 
population in the Netherlands with regard to age and sex. 
The questionnaire was developed by the authors, who 
have expertise on this research topic and in conducting 
survey-based research. Besides questions on other top-
ics related to the choice of health insurance, the ques-
tionnaire included questions on enrollees’ willingness to 
receive healthcare advice, a validated question on trust 
in the health insurer, and a question about their health 
status. The concept version of the questionnaire was sub-
mitted to the programme committee of the Nivel Dutch 
Health Care Consumer Panel, who had the opportunity to 
give feedback. This committee consists of representatives 
of different stakeholders in the healthcare sector, includ-
ing the Dutch Consumers Association, and ‘Zorgverze-
keraars Nederland’, the umbrella organisation of health 
insurers. There were no comments from the committee, 
so the content of the questionnaire did not change. The 
questionnaire could be filled in online or by post depend-
ing on the personal preference of the panel members. The 
panel members could fill in the questionnaire from the 
 9th of February until the  11th of March 2021. Complet-
ing the questionnaire took respondents approximately 15 
to 20 min. Two reminders were sent to respondents who 
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had not yet filled in the online questionnaire at that time 
and one reminder to respondents who had not yet filled 
in the paper questionnaire. The questionnaire was com-
pleted by 885 panel members (response rate 59%).

Measures
The willingness of enrollees to receive healthcare advice
The willingness of enrollees to receive healthcare advice 
from their health insurer was measured by two questions. 
Before the questions were presented, respondents were 
introduced to the concept of healthcare advice through 
mentioning four examples: advice on what the most suit-
able care provider is, waiting list mediation, guidance in 
arranging care, and assistance in preparing a meeting 
with a doctor.

The first question was: ‘Suppose you need one of the 
above-mentioned types of advice. Would you approach 
your health insurer about this?’ The response categories 
on this question were: 1. ‘definitely not’, 2. ‘probably not’, 
3. ‘probably yes’, 4. ‘definitely yes’, and 5. ‘I do not know’. 
To make the measure suitable for analysis, a dummy vari-
able was created (1 = probably/definitely yes, 0 = prob-
ably/definitely not). The answer option ’I don’t know’ has 
been converted into a missing value (n = 93).

The second question was: ‘What would you think if 
your health insurer actively approached you with advice, 
for example about the quality of a specific care provider?’ 
The response categories on this question were: 1. ‘I would 
find that very unpleasant’, 2. ‘I would find that unpleasant’, 

3. ‘I would like that’, 4.’ I would really appreciate that’, 
and 5. ‘I have no opinion about that’. Also this meas-
ure was transformed into a dummy variable, in order to 
make it suitable for the analysis (1 = I would like that/I 
would really appreciate that, 0 = I would find that (very) 
unpleasant). The answer option ‘I have no opinion about 
that’ has been converted into a missing value (n = 157).

Trust in the health insurer
Trust in health insurers was measured by the Health 
Insurer Trust Scale (HITS), a validated scale to measure 
patients’ trust in health insurers, developed by Zheng 
et  al. [33]. According to Zheng et  al. [33], this scale is 
based on a conceptual model that assumes that insurer 
trust has four components that reflect overlapping 
aspects of insurance organizations: 1. fidelity—caring for 
the subject’s interests or welfare, 2. competence—making 
correct decisions and avoiding mistakes, 3. honesty—tell-
ing the truth and avoiding intentional falsehoods, and 4. 
confidentiality—proper use of sensitive information. The 
scale consists of 11 items for which the response catego-
ries are strongly agree (score 5), agree (score 4), neutral 
(score 3), disagree (score 2), and strongly disagree (score 
1) (see Table 2). The scoring is reversed in the case of a 
negative question (items 2, 4–7, and 9). Trust is meas-
ured by the sum of the 11 item scores ranging from 11 to 
55. A higher score indicates more trust. A score has only 
been calculated if respondents have responded to all the 
statements of the scale. The scores of respondents who 

Table 2 Health Insurer Trust Scale (HITS) (Zheng et al., 2002)

Items Response categories

1 You think the people at your health insurer are completely honest strongly agree (score 5); agree (score 4); neutral (score 3); disagree (score 
2); strongly disagree (score 1)

2 Your health insurer cares more about saving money than about get‑
ting you the treatment you need

strongly agree (score 1); agree (score 2); neutral (score 3); disagree (score 
4); strongly disagree (score 5)

3 As far as you know, the people at your health insurer are very good at 
what they do

strongly agree (score 5); agree (score 4); neutral (score 3); disagree (score 
2); strongly disagree (score 1)

4 If someone at your health insurer made a serious mistake, you think 
they would try to hide it

strongly agree (score 1); agree (score 2); neutral (score 3); disagree (score 
4); strongly disagree (score 5)

5 You feel like you have to double check everything your health insurer 
does

strongly agree (score 1); agree (score 2); neutral (score 3); disagree (score 
4); strongly disagree (score 5)

6 You worry that private information your health insurer has about you 
could be used against you

strongly agree (score 1); agree (score 2); neutral (score 3); disagree (score 
4); strongly disagree (score 5)

7 You worry there are a lot of loopholes in what your health insurer cov‑
ers that you don’t know about

strongly agree (score 1); agree (score 2); neutral (score 3); disagree (score 
4); strongly disagree (score 5)

8 You believe your health insurer will pay for everything it is supposed 
to, even really expensive treatments

strongly agree (score 5); agree (score 4); neutral (score 3); disagree (score 
2); strongly disagree (score 1)

9 If you got really sick, you are afraid your health insurer might try to stop 
covering you altogether

strongly agree (score 1); agree (score 2); neutral (score 3); disagree (score 
4); strongly disagree (score 5)

10 If you have a question, you think your health insurer will give a straight 
answer

strongly agree (score 5); agree (score 4); neutral (score 3); disagree (score 
2); strongly disagree (score 1)

11 All in all, you have complete trust in your health insurer strongly agree (score 5); agree (score 4); neutral (score 3); disagree (score 
2); strongly disagree (score 1)
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completed the scale partially (n = 24) or not at all (n = 56) 
were converted to missing scores. For this study we used 
the validated Dutch translation of this scale by Hendriks 
et al. [34].

Background variables
The background variables that are known from the panel 
members and are included concern: age (continuous), 
gender (0 = male, 1 = female), educational level (1 = low 
(none, primary school or pre-vocational education), 
2 = middle (secondary or vocational education), 3 = high 
(professional higher education or university)), and self-
reported health status (1 = bad/fair, 2 = good, 3 = very 
good/excellent).

Data analysis
Descriptive statistics were computed to describe the 
characteristics of the study population. Logistic regres-
sion models were applied in order to test the hypoth-
eses. The two measures for the willingness of enrollees to 
receive healthcare advice from their health insurer were 
analysed in separate models. We examined the main and 

the interaction effects. Through the interaction effects we 
investigated the hypotheses (H2, H3 and H4) that state 
that the relationship between trust and the willingness to 
receive healthcare advice is modified by educational level, 
age and health status. A significance level of 5% (p ≤ 0.05) 
was maintained for these analyses. All analyses were per-
formed using STATA version 16.1.

Results
Descriptives
Table  3 presents the descriptive statistics. The male/
female ratio in the total group of 885 respondents was 
48/52. Respondents were on average 54  years old. 47% 
of the respondents were highly educated. 17% rated 
their health as bad or fair. On average, respondents had 
a score of 37 (range 13–54) on the Health Insurer Trust 
Scale. Fifty nine percent of the respondents would prob-
ably or definitely approach their health insurer about the 
mentioned types of advice, and 46% would like it/really 
appreciate it if their health insurer actively approached 
them with healthcare advice.

Table 3 Descriptive statistics of the respondents

1  advice on what the most suitable care provider, waiting list mediation, guidance in arranging care or assistance in preparing a meeting with a doctor

Number of 
respondents 
(n)

Percentage (%) or mean (SD)

Gender 885
Male 429 48%

Female 456 52%

Age 885 54 (16.53)

18–39 years 238 27%

40–64 years 418 47%

65 years and older 229 26%

Education 873
Low (none, primary school or pre‑vocational education) 93 11%

Middle (secondary or vocational education) 367 42%

High (professional higher education or university) 413 47%

Health (self-reported) 829
Bad/fair 144 17%

Good 384 46%

Very good/excellent 301 36%

Health Insurer Trust Scale (range 11–55) 805 37 (5.78) (range: 13–54)

Suppose you need one of the above-mentioned types of advice1. Would you approach your 
health insurer about this?

745

Definitely/probably not 304 41%

Definitely/probably yes 441 59%

What would you think if your health insurer actively approached you with advice1, for exam-
ple about the quality of a specific care provider?

685

(Very) unpleasant 368 54%

I would like that/ really appreciate that 317 46%
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Testing hypothesis 1
Model 1 (see Table 4) examines the relationship between 
enrollees’ trust in the health insurer and their willingness 
to approach their health insurer for healthcare advice. 
Enrollees with more trust in the health insurer were more 
willing to approach their health insurer for healthcare 
advice (OR = 1.07). This result is in line with H1. Besides 
that, Model 1 shows that older enrollees and enroll-
ees with a middle level of education are more willing to 
approach their health insurer for healthcare advice than 
younger enrollees and enrollees with a low or high level 
of education.

Furthermore, Model 5 (see Table 5) examines the rela-
tionship between trust in the health insurer and the will-
ingness to be actively approached by their health insurer 
with healthcare advice. In line with H1, a higher level of 
trust in the health insurer is significantly associated with 
the odds that enrollees would like it/really appreciate it 
if their health insurer actively approached them with 
healthcare advice (OR = 1.07). In combination with the 
result of model 1, H1 is therefore accepted. Beyond that, 
Model 5 shows that men and those in bad/fair health are 
more likely to like it/really appreciate it if their health 
insurer actively approached them with healthcare advice 
than women and those in very good/excellent health.

Testing hypothesis 2
Model 2 (see Table 4) examines whether the role of trust 
in their willingness to approach their health insurer for 
healthcare advice is stronger for lower educated people 
than for higher educated people. The role of trust in the 
willingness to receive healthcare advice does not signifi-
cantly differ between people with a low level of education 
and those with a middle or high level of education. Fur-
thermore, Model 6 (see Table  5) examines whether the 
role of trust in the willingness to be actively approached 
by their health insurer with healthcare advice is stronger 
for lower educated people than for higher educated peo-
ple. The  role  of trust  in  the willingness to be actively 
approached by their health insurer with healthcare advice 
does not differ between  people with a low, a middle or 
high level of education. H2 is therefore rejected.

Testing hypothesis 3
Model 3 (see Table 4) examines whether the role of trust 
in the willingness to approach their health insurer for 
healthcare advice is stronger for people with a poorer 
health status than for those with a better health status. 
In line with H3, the role of trust in the willingness to 
receive healthcare advice is stronger for people in bad/
fair health than for those in good health (OR = 0.90). 

Table 4 Multivariate logistic regression to examine the associations between Q1 and trust

*  Significant p-value
**  Centered around the mean
***  Low = none, primary school or pre-vocational education. Middle = secondary or vocational education. High = professional higher education or university

Q1: Suppose you need one of the above-mentioned types of advice. Would you approach your health insurer about this? (1 = definitely/
probably yes, 0 = definitely/probably not)

Model 1 (n = 699) Model 2 (n = 699) Model 3 (n = 699) Model 4 (n = 699)

Odds Ratio P-value Odds Ratio P-value Odds Ratio P-value Odds Ratio P-value

Trust (HITS)** 1.07 0.00* 1.02 0.77 1.16 0.00* 1.07 0.00*

Gender Male Reference Reference Reference Reference

Female 0.81 0.20 0.82 0.23 0.80 0.18 0.81 0.20

Age** 1.01 0.04* 1.01 0.04* 1.01 0.03* 1.01 0.03*

Education*** Low Reference Reference Reference Reference

Middle 2.00 0.02* 2.01 0.02* 2.02 0.02* 2.02 0.02*

High 1.28 0.40 1.29 0.38 1.31 0.36 1.31 0.36

Health (self-reported) Bad/fair Reference Reference Reference Reference

Good 0.94 0.79 0.94 0.80 0.82 0.44 0.95 0.82

Very good/excellent 0.74 0.23 0.75 0.24 0.66 0.11 0.74 0.23

Trust*education Low Reference

Middle 1.05 0.44

High 1.07 0.26

Trust*health Bad/fair Reference

Good 0.90 0.02*

Very good/excellent 0.92 0.05

Trust*age 1.00 0.31

Constant 1.25 0.48 1.23 0.52 1.41 0.29 1.23 0.51
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For the association between trust and the willingness 
to receive healthcare advice between people in bad/fair 
health and people in very good/excellent health we find 
a nearly significant effect (p = 0.052). Additionally, Model 
7 (see Table 5) examines whether the role of trust in the 
willingness to be actively approached by their health 
insurer with healthcare advice is stronger for people with 
a poorer health status than for those with a better health 
status. The role of trust  in  the willingness to be actively 
approached by their health insurer with healthcare advice 
does not differ between  people in bad/fair health and 
those in good or very good/excellent health. H3 is there-
fore neither accepted nor rejected, given the different 
findings from the two models.

Testing hypothesis 4
Model 4 (see Table  4) examines whether the role of 
trust in the willingness to approach their health insurer 
for healthcare advice is  stronger  for older than for 
younger people. The  role  of trust  in  the willingness to 
receive healthcare advice is not significantly different for 
older than for younger people. In addition, Model 8 
(see Table  5) examines whether the role of trust in the 

willingness to be actively approached by their health 
insurer with healthcare advice is stronger for older 
than for younger people. The role of trust does not dif-
fer between  younger and older people. Therefore, H4 is 
rejected.

Discussion
In accordance with our first hypothesis, our study shows 
there is an association between trust in the health insurer 
and the willingness to receive healthcare advice from 
the health insurer. We found that when enrollees have 
more trust in the health insurer, they are more willing 
to approach them for healthcare advice, and are also 
more positive about being actively approached by their 
health insurer. This finding makes it plausible that trust 
can remove the perceived risk of receiving less appropri-
ate advice. In the presence of a higher level of trust, the 
uncertainty about the advice, caused by the information 
asymmetry between the health insurer and the enrollee 
seeking care, seems to be reduced. Our study shows an 
average score of 37 on the Health Insurer Trust Scale 
(HITS), which we consider as moderate trust. This score 
is about the same as that measured in an older study 

Table 5 Multivariate logistic regression to examine the associations between Q2 and trust

*  Significant p-value
**  Centered around the mean
***  Low = none, primary school or pre-vocational education. Middle = secondary or vocational education. High = professional higher education or university

Q2: What would you think if your health insurer actively approached you with advice, for example about the quality of a specific care 
provider? (1 = I would like that/really appreciate that, 0 = I would find that (very) unpleasant)

Model 5 (n = 642) Model 6 (n = 642) Model 7 (n = 642) Model 8 (n = 642)

Odds Ratio P-value Odds Ratio P-value Odds Ratio P-value Odds Ratio P-value

Trust (HITS)** 1.07 0.00* 0.97 0.62 1.05 0.09 1.07 0.00*

Gender Male Reference Reference Reference Reference

Female 0.41 0.00* 0.41 0.00* 0.42 0.00* 0.41 0.00*

Age** 1.00 0.43 1.00 0.43 1.00 0.39 1.01 0.30

Education*** Low Reference Reference Reference Reference

Middle 1.29 0.41 1.26 0.46 1.31 0.39 1.32 0.38

High 0.60 0.11 0.58 0.09 0.61 0.11 0.62 0.13

Health (self-reported) Bad/fair Reference Reference Reference Reference

Good 0.83 0.42 0.83 0.45 0.85 0.49 0.84 0.47

Very good/excellent 0.57 0.03* 0.58 0.04* 0.57 0.03* 0.57 0.03*

Trust*education Low Reference

Middle 1.12 0.07

High 1.10 0.11

Trust*health Bad/fair Reference

Good 1.01 0.79

Very good/excellent 1.04 0.30

Trust*age 1.00 0.09

Constant 1.97 0.04* 2.01 0.04* 1.90 0.05 1.93 0.05*
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from 2007 that used the HITS to measure trust in health 
insurers in general in the Netherlands and found an aver-
age score of 36.6 [34]. Since we also know from other lit-
erature that the current level of trust in health insurers 
in the Netherlands is not high [23, 24], the results of our 
study emphasize the importance of investigating ways to 
increase trust in health insurers. By increasing enrollees’ 
trust in their health insurer, the proportion of enrollees 
who are receptive to healthcare advice may increase. As 
a result health insurers will have the opportunity to take 
on their role of health care advisor. This might lead to a 
better functioning of the healthcare system based on the 
theory of managed competition, as healthcare advice can 
align care with the needs of enrollees and as it creates a 
greater ability to guide enrollees to preferred providers.

The current distrust towards health insurers could be 
explained by different theories. The first theory is based 
on the principle that many citizens have little knowl-
edge of the role of insurers in the healthcare system, also 
referred to as the ‘lack-of information model’ by Maarse 
et Jeurissen [24]. The distrust resulting from this theory 
may be eliminated by better disclosure of the role of 
insurers, however the literature on this is still limited [24, 
25]. Further research could focus on enrollees’ knowl-
edge of insurers’ roles and the relationship of this to trust. 
The second theory is based on the principle that there is 
a critical attitude to competition in healthcare among 
citizens, arising from the idea that health insurers are 
profit-driven organisations who do not act in the inter-
ests of the patient [24]. Maarse et. al. [24] call this theory 
‘the anti-competition model’. More transparency about 
the quality of the selected providers may increase trust 
in health insurers [22]. Additional research could provide 
insight as to whether transparency is a good instrument 
for increasing trust in health insurers. Thirdly, distrust 
may come from the idea that insurers should not inter-
fere in the relationship between doctor and patient [24]. 
According to Maarse et  al. [24], who refer to this the-
ory as the ‘pro-profession model’, this idea may change 
by building a trust relationship between insurers and 
the providers of medical care. They assume that doc-
tors’ trust in health insurance will positively affect the 
patients’ understanding of the insurers’ role in health 
care [24]. Finally, distrust may come from the bad public-
ity insurers usually get in the media [24, 35]. Maarse et al. 
[24] call this the ‘political communication model’. It is dif-
ficult for the health insurer to influence the information 
brought by third parties, such as the media [36]. How-
ever, showing good behavior as an insurer can improve 
the personal experiences of both insured and health care 
providers and thus avoid negative media coverage [36]. 
In addition, trust in the health insurer may be increased 

by not ignoring negative reporting and criticism, but by 
responding to it openly and honestly. It could also help to 
bring out positive reports about the achievements of the 
health insurer in advancing the interests of the enrollees.

Our results show that there is an association between 
trust in the health insurer and the willingness to receive 
healthcare advice from the health insurer. The degree 
of this association is not proven to be different between 
groups. It has not been found that for certain groups, 
with regard to educational levels, health status or age, 
an increase in trust in the health insurer is in particular 
important. The finding that no difference in association 
was found based on educational level could possibly be 
explained by the fact that a lack of publicly available qual-
ity information that is useful for the enrollee [19, 37]. 
This makes it also difficult for those with a high level of 
education to examine and assess the healthcare advice 
they receive. As a result, all enrollees might have about 
the same information asymmetry. The result that no dif-
ference in association has been proven based on health 
status is still arguable, as one of the models showed a sig-
nificant result, while the other model did not. In future 
research a comparable analysis could be performed again 
to clarify this.

Apart from the association with trust, the results of 
our study show that men were more open than woman 
to being approached by the health insurer with advice. 
Since literature shows that men generally show a delay 
in help-seeking when they become ill [38–40], our result 
that men are relatively more open to healthcare advice 
from the health insurer might imply a solution to pro-
mote earlier healthcare utilization among men through 
this advice. Furthermore, our results show that younger 
people were less likely to approach their health insurer 
for healthcare advice than older people. In addition, 
respondents in very good or excellent health were in par-
ticular less open to being approached with advice from 
their health insurer. An explanation might be that health-
care plays a less important role in life for most young 
people and for those in good health. Therefore this result 
is not surprising and not a concern, as it is especially 
important that those who use care regularly are open to 
healthcare advice.

Strenghts and limitations
A strength of this study is that it contributes to the lim-
ited research on the field of healthcare advice from the 
health insurer. A strength of the method of the study is 
that trust in health insurers was measured by a validated 
scale (HITS). The use of this scale contributes to the 
validity of this study. Furthermore, the questionnaires 
were sent both by post and online. As a result, people 
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who are less digitally literate could also participate in the 
survey.

A limitation of this study is that the respondents were 
not entirely representative of the Dutch population of 
enrollees. The respondents are relatively older and higher 
educated compared to the general Dutch population [41, 
42], as younger and less educated people were underrep-
resented. However, we expect that this did not affect our 
regression results, since all subgroups are of sufficient 
size to perform association analyses.

Another limitation of this study is that there might 
be other factors besides trust and the enrollees’ charac-
teristics which are not included in this study, but may 
influence enrollees’ willingness to receive healthcare 
advice. An important factor might be earlier experience 
with healthcare advice. Enrollees who have previously 
received healthcare advice and had a negative experience 
with it, will be less open to it than enrollees who have had 
a positive experience. Unfortunately, since the assess-
ment of previous experiences of healthcare advice was 
not measured in the questionnaire, we were not able to 
include this factor in the analyses. Future studies could 
focus on other factors that may influence enrollees’ will-
ingness to receive healthcare advice.

A third limitation is that a part of the enrollees may be 
not familiar with what healthcare advice from the health 
insurer entails. In addition, healthcare advice is a broad 
concept. It could be that enrollees are positive about cer-
tain forms of healthcare advice, but for other forms they 
are not. This may affect the results, as it may also make 
it more difficult for respondents to assess whether they 
would be open to it. However, we introduced the topic in 
the questionnaire by mentioning examples of healthcare 
advice, and therefore assume that the participants were 
able to make a good assessment of whether or not they 
would be willing to receive healthcare advice. The same 
applies to the concept of being ‘actively approached’. 
This can be carried out in several manners, such as by 
phone calls or sending letters and e-mails. The distinc-
tion between enrollees’ openness to the different man-
ners cannot be made from this research. For this study 
we looked at healthcare advice in a broad sense, because 
we were interested in enrollees’ attitude towards the 
advisory role of the health insurer in general. Further 
research might focus separately on specific forms of 
healthcare advice in a variety of manners.

Conclusions
This study confirms that trust plays a role in the willing-
ness to receive healthcare advice from the health insurer. 
The association between the two emphasizes the impor-
tance of high trust in the health insurer. The role of trust 
is not proven to be different between specific groups. We 

find a general relationship between trust and openness to 
healthcare advice, independent of the presumed degree 
of information asymmetry or the interest people may 
have in receiving appropriate advice. This study can be 
seen as a first exploration of this association, to contrib-
ute to the knowledge about the importance of trust in the 
health insurer for the functioning of healthcare systems 
based on the theory of managed competition. The results 
are relevant for countries in which the health insurers 
have also been attributed a role as a healthcare advisor. 
Further research could focus on possibilities to increase 
trust in health insurers, as this may increase enroll-
ees’ receptiveness to healthcare advice from the health 
insurer. As a result, health insurers may be better able to 
fulfil their assigned role as healthcare advisor.
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