
RESEARCH ARTICLE

Expectations of healthcare quality: A cross-

sectional study of internet users in 12 low-

and middle-income countries

Sanam Roder-DeWanID
1,2,3*, Anna D. GageID

1, Lisa R. Hirschhorn4, Nana A. Y. Twum-

Danso5,6, Jerker Liljestrand7¤, Kwanele Asante-ShongweID
8, Viviana Rodrı́guezID

9,

Talhiya Yahya10, Margaret E. KrukID
1

1 Harvard T. H. Chan School of Public Health, Department of Global Health and Population, Boston,

Massachusetts, United States of America, 2 Ifakara Health Institute, Dar es Salaam, Tanzania, 3 UNICEF,

Dar es Salaam, Tanzania, 4 Northwestern University, Feinberg School of Medicine, Chicago, Illinois, United

States of America, 5 MAZA, Accra, Ghana, 6 Gillings School of Global Public Health, Department of

Maternal and Child Health, University of North Carolina at Chapel Hill, Chapel Hill, North Carolina, United

States of America, 7 Bill & Melinda Gates Foundation, Seattle, Washington, United States of America,

8 African Organisation for Research and Training in Cancer, Cape Town, South Africa, 9 Instituto de

Efectividad Clı́nica Sanitaria, Buenos Aires, Argentina, 10 Quality Management Unit, Health Quality

Assurance Department, Ministry of Health, Dar es Salaam, Tanzania

¤ Current address: Retired, Stockholm, Sweden

* roderdewan@mail.harvard.edu

Abstract

Background

High satisfaction with healthcare is common in low- and middle-income countries (LMICs),

despite widespread quality deficits. This may be due to low expectations because people

lack knowledge about what constitutes good quality or are resigned about the quality of

available services.

Methods and findings

We fielded an internet survey in Argentina, China, Ghana, India, Indonesia, Kenya, Leba-

non, Mexico, Morocco, Nigeria, Senegal, and South Africa in 2017 (N = 17,996). It included

vignettes describing poor-quality services—inadequate technical or interpersonal care—for

2 conditions. After applying population weights, most of our respondents lived in urban

areas (59%), had finished primary school (55%), and were under the age of 50 (75%). Just

over half were men (51%), and the vast majority reported that they were in good health

(73%). Over half (53%) of our study population rated the quality of vignettes describing

poor-quality services as good or better. We used multilevel logistic regression and found

that good ratings were associated with less education (no formal schooling versus university

education; adjusted odds ratio [AOR] 2.22, 95% CI 1.90–2.59, P < 0.001), better self-

reported health (excellent versus poor health; AOR 5.19, 95% CI 4.33–6.21, P < 0.001), his-

tory of discrimination in healthcare (AOR 1.47, 95% CI 1.36–1.57, P < 0.001), and male gen-

der (AOR 1.32, 95% CI 1.23–1.41, P < 0.001). The survey did not reach nonusers of the

internet thus only representing the internet-using population.
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Conclusions

Majorities of the internet-using public in 12 LMICs have low expectations of healthcare qual-

ity as evidenced by high ratings given to poor-quality care. Low expectations of health ser-

vices likely dampen demand for quality, reduce pressure on systems to deliver quality care,

and inflate satisfaction ratings. Policies and interventions to raise people’s expectations of

the quality of healthcare they receive should be considered in health system quality reforms.

Author summary

Why was this study done?

• Expectations of healthcare quality are believed to influence how patients experience and

rate healthcare; however, little is known about expectations in low- and middle-income

countries (LMICs).

• High satisfaction with poor-quality care is common in LMICs; one possible explanation

is that expectations of care are low.

• This study was conducted to better understand expectations of healthcare quality in

LMICs.

What did the researchers do and find?

• We used an innovative internet sampling methodology to collect information from

17,996 individuals in 12 LMICs.

• Vignettes describing poor-quality care were used to elicit expectations of healthcare;

good ratings for poor-quality care approximate low expectations.

• Over half of respondents (53%) rated the poor-quality care vignettes as good quality or

better; low expectations were more likely if respondents were less educated, were male,

reported good personal health, or had experienced discrimination during a healthcare

visit in the past.

What do these findings mean?

• Internet users in LMICs are a relatively privileged subgroup in our study countries, lim-

iting the generalizability of our findings.

• Populations with low expectations are more likely to be satisfied with poor-quality care,

reducing the demand-side pressure that health systems experience to deliver high-qual-

ity care.

• Raising expectations of quality may be one approach to improving the quality of health-

care in LMICs.

Expectations of healthcare quality
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Introduction

A growing body of literature describes systematically poor quality of healthcare in low- and

middle-income countries (LMICs) today [1–4]. For example, only 21% of providers correctly

managed tuberculosis in a study using standardized patients in India [5]. Health workers in 18

LMICs performed on average less than half of recommended reproductive, maternal, new-

born, and child health actions during a visit, and a patient in Africa is twice as likely to die

after surgery than the global average [2,6]. An analysis of global data estimated that 8.6 million

lives lost in LMICs in 2016 could have been prevented by high-quality healthcare; whereas

40% did not have access to care, 60% made it to a facility but did not receive the high-quality

care needed to avert death [7]. Nonhealth outcomes such as confidence in the health system

and cost of care also suffer in settings of low quality [8].

Despite this, satisfaction with care has been generally high [2,9]. People’s satisfaction with

care is related to their expectations of quality, and these expectations can be lowered by infor-

mation asymmetry (i.e., not knowing what elements of care delivery are optimal) or lack of

experience with high-quality services in their environment [10–12]. Low agency and disem-

powerment may further depress expectations: a range of studies have found that poor and less

educated respondents are more likely to rate care as satisfactory [9,11,13,14].

Low expectations are problematic for several reasons. One, if people expect poor-quality

care, either because they do not know what high-quality care is or because they have become

accustomed to poor-quality care, they are less likely to hold health systems accountable for

poor performance. This is a missed opportunity to improve healthcare through feedback. In

addition, people with low expectations are less effective in seeking better care. A growing liter-

ature in health economics and health services research has found that “active” patients, those

who make strategic decisions about where to access care in an effort to receive higher quality

services, are able to extract higher quality care from the system [15,16]. They select, bypass,

and abandon care based on whether or not a facility is perceived to be able to meet their expec-

tations of quality [15,17,18]. Thus, raising expectations may result in more people obtaining

better care and provide feedback to health systems for improvement. Finally, measures of

health quality expectations can be used as anchoring vignettes to permit better comparison of

self-reported service quality and satisfaction across countries [19–21].

Despite the importance of understanding expectations of healthcare quality, this concept is

undertheorized and has been little researched in LMICs [9,11,22]. To address this gap, we

assessed the ratings of quality for standardized healthcare vignettes designed to portray poor-

quality care among internet users in LMICs. These ratings are considered a measure of expec-

tations of quality. We explored associations between good-quality ratings and user and health-

care factors.

Methods

Study design

We fielded an internet survey to explore healthcare expectations in 12 LMICs: Argentina,

China, Ghana, India, Indonesia, Kenya, Lebanon, Mexico, Morocco, Nigeria, Senegal, and

South Africa (see S1 Appendix and S2 Appendix for survey instrument). The study countries

were selected because they represent a variety of world regions and comprise a large share of

populations living in LMICs. All study countries had internet penetrance over 20% (S3 Appen-

dix). Our original analysis plan for this data set included the research question pertinent to the

current analysis, “What are expectations of healthcare in LMICs across socio-demographic

and contextual factors?” (S4 Appendix).

Expectations of healthcare quality
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We asked web users aged 18 or older about demographics, healthcare utilization, percep-

tions of healthcare quality, and healthcare vignettes describing poor quality of care. Respon-

dent location was determined using internet protocol (IP) addresses. We collected data during

August and September of 2017. Translators translated the survey into local languages, and

native speakers then back-translated into English to check for accuracy (S5 Appendix).

Internet surveys allow for collection of a large number of responses across countries while

minimizing social desirability bias [23]. We used Random Domain Intercept Technology

(RDIT) to reach a wide population of internet users. RDIT “intercepts” internet users who

have entered the name of a site that does not exist or has expired and invites them to complete

the survey. RDIT produces a sample that is highly representative of the internet-using popula-

tion [24]. The method has been found to produce stable findings over time. For example, a

mental health survey repeatedly conducted in India every month for over 21 months produced

consistent estimates with low standard errors as did a vaccine belief survey in Ontario [25–27].

We used several strategies to ensure validity of the responses. IP addresses were monitored

to avoid duplicate responses, and proprietary code prevented automated entries by “bots.” In

order to hold the respondent’s attention and to reduce thoughtless clicking, we kept the survey

short, randomly varied the order of categorical responses, and moved the location of the ques-

tions and responses on the screen (see S6 Appendix for a further discussion of our internet sur-

vey methodology).

The main study outcome is the respondent’s rating of vignettes illustrating poor quality of

healthcare in the domains of technical quality (competence) or interpersonal quality (commu-

nication, respectful treatment). A good, very good, or excellent rating is considered a measure

of low expectation of service quality. All respondents were shown a vignette about a routine

clinic visit for hypertension management (Fig 1). In this visit, the nurse does not check the

patient’s blood pressure or ask about his symptoms but changes his medicine and is courteous

(“A. blood pressure visit; poor technical quality”). Respondents also received 1 of 3 additional

vignettes. The second vignette also describes poor technical quality of care; a patient is seen for

an arm injury caused by an accident. The patient’s arm is not examined, and he is not asked

about his symptoms (“B. accident visit; poor technical quality”). This vignette was included to

explore the effect of the specific health condition on quality ratings. The last 2 vignettes use the

same clinical conditions as above but describe poor interpersonal quality of care (“C. blood

pressure visit; poor interpersonal quality” and “D. accident visit; poor interpersonal quality”).

The last 2 vignettes were included to test the impact of interpersonal quality deficits on overall

ratings.

The 4 vignettes were intentionally designed to describe poor quality of care that is discern-

able to the respondent. Although lay people are unlikely to be able to judge provider adherence

to clinical guidelines or choice of correct treatment, the literature has shown that they under-

stand the importance of clinician assessment, including thoroughness of history and physical

exam [28–30]. To further assist the respondents in identifying the nature of clinical assessment

that is indicated in a visit for hypertension or injury, we identified items that were not com-

pleted in the visit. Two of our 4 vignettes describe poor interpersonal quality of care (C. and

D.); lay people are expert judges of this, and surveys of patient perceptions of quality, such as

the Consumer Assessment of Healthcare Providers and Systems, routinely ask about interper-

sonal quality of care. Respondents were asked to rate the overall quality of care described in

the vignettes using a 5-point categorical response scale (excellent, very good, good, fair, and

poor). We defined low expectations as a rating of excellent, very good, or good.

Individual and health system variables believed to influence expectations of healthcare were

selected based on the literature on the determination of satisfaction and quality ratings (S7

Appendix). These include demographics, health, nature of local health system, past care

Expectations of healthcare quality
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experience, and attitudinal positivity [9,11,14,31,32]. We included gender, age, urban or rural

residence, and educational attainment. Self-reported general and mental health status were

rated using a 5-point categorical response scale (excellent, very good, good, fair, and poor).

Educational attainment response options were as follows: completed college or university,

some college or university, secondary or high school completed, some secondary or high

school, primary school completed, some primary school, or no formal schooling.

Fig 1. Vignettes describing poor-quality care. All respondents received vignette A. A subset of respondents also received

vignette B, C, or D. Please see S1 Appendix for full survey instrument and S2 Appendix for survey screenshot.

https://doi.org/10.1371/journal.pmed.1002879.g001
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Experience with the health system included frequency of use (number of outpatient visits

over the last year) and past treatment (having “ever been discriminated against, hassled, or

made to feel inferior by a health provider/staff”). Although it is hypothesized that information

about healthcare and healthcare quality is likely to influence expectations, our survey did not

allow us to explore this factor.

Analysis

We calculated descriptive statistics for survey respondent characteristics across and within

countries for the variables of interest. Weights using age, gender, urban or rural residence, and

educational attainment were created to approximate national populations (see S8 Appendix

and S9 Appendix). We tested the association between the predictors and good or better quality

ratings using multilevel random intercept logistic regression. We include an ordinal logistic

model in the appendix for reference (S10 Appendix), although this model was rejected because

the assumption of proportional odds was violated. The psychological literature shows that

individual personality and tendency towards positivity or negativity affect both survey report-

ing behavior and expectations [14,33]. Previous studies of patient health preferences have used

mental health status to approximate positivity or negativity [14]. Given this literature, we per-

formed an additional analysis in which we added self-reported mental health status to our

model. Though self-reported mental health is not a direct proxy for positivity or negativity,

personality is likely to play some role in reporting mental health status. To explore potential

patterns in the influence of country income or health system performance on expectations, we

conducted several supplementary analyses in which we regressed ratings of quality on country

income and the Healthcare Access and Quality (HAQ) index of health system performance

[34]. All regressions used unweighted data. Data analysis was completed in Stata/SE version

14.2 (StataCorp, College Station, Texas). This study (protocol number IRB17-0907) was

reviewed and determined to be exempt by the Harvard University Human Research Protection

Program.

Results

Of the 57,786 respondents who opted to take the survey, 17,996 respondents (31%) completed

the survey questions for this analysis; this formed our analytic sample (Table 1). The comple-

tion rate is similar to rates reported for similar studies [35–38]. After weighting the data with

population census weights, approximately half of respondents (51%) were male, 35% were

between the ages of 18 and 29, 39% were between the ages of 30 and 49, and 25% were over the

age of 50. Rural residents made up 41% of the sample. Nearly half of respondents (45%) had a

primary education or less. The vast majority (73%) reported good general health with a mean

number of outpatient healthcare visits over the last year of 2.5 (SD 3.0). One-third of all

respondents (34%) reported that they experienced discrimination in the healthcare system in

the past.

Over half (53%) of respondents across countries rated the quality of care described in

vignette A (blood pressure visit; poor technical quality) as good or better (Fig 2). This rate was

similar when varying the health condition; 55% rated vignette B (accident visit; poor technical

quality) as good or better. In the variations of the 2 vignettes in which interpersonal quality is

poor, 54% (C. high blood pressure; poor interpersonal quality) and 57% (D. accident: poor

interpersonal quality) gave a rating of good or better. Respondents from Senegal were most

likely to rate vignette A (blood pressure visit; poor technical) as good or better.

Men had lower expectations than women in our sample (Table 2). The following variables

increased the odds of rating vignette A(blood pressure visit; poor technical quality) as good or

Expectations of healthcare quality
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better: male gender (adjusted odds ratio [AOR] 1.32, 95% CI 1.23–1.41, P< 0.001), no formal

schooling (AOR 2.22, 95% CI 1.90–2.59, P< 0.001), excellent self-reported health (AOR 5.19,

95% CI 4.33–6.21, P< 0.001), and history of discrimination in healthcare (AOR 1.47, 95% CI

1.36–1.57, P< 0.001). There were small differences in these predictors across the 4 vignettes.

Results of the multilevel models confirmed significant differences across countries. Supple-

mentary analyses exploring effects of country income or health system performance on expec-

tations did not suggest a clear pattern. We believe that heterogeneity of preferences across

populations is influenced by a large range of factors, including prevailing models of care, utili-

zation patterns, media, and political factors. The supplementary analysis, which included self-

reported mental health in our multilevel model for vignette A, found that those with excellent

self-reported mental health had nearly 4 times higher odds of having low expectations of qual-

ity (S11 Appendix).

Discussion

Responses from nearly 18,000 internet users in 12 LMICs show that good ratings for poor

quality are common: over 50% of respondents indicated that objectively poor quality of care

described in vignettes was good, very good, or excellent. Vignettes highlighting poor technical

quality and poor interpersonal quality yielded similar results, supporting the hypothesis that

low expectations, not lack of technical knowledge, drives these ratings. The prevalence of good

ratings is especially notable given that internet users are likely to be more affluent and educated

than the general population and thus more likely to access better quality care and have higher

expectations of quality [40,41]. Our finding that a majority of people in the study countries

have low expectations of healthcare quality points to a lost opportunity to keep health systems

accountable for the quality of care that they deliver. This work may help explain current high

satisfaction ratings and inform efforts to better measure people’s assessment of health system

performance.

We found significant variation in expectations across countries both in our analytic models

and in unadjusted comparisons. Greater differences between countries were noted for the

vignette describing poor interpersonal quality, perhaps because of the more subjective and

socio-culturally influenced nature of interpersonal quality of care. Health system factors prob-

ably play an important role in this variation. For example, of all country respondents, the Sene-

galese were most likely to rate both hypertension vignettes as good or better; their ratings of

both accident vignettes were below the full sample average (Fig 2). Healthcare utilization for

Fig 2. Ratings of good or better on vignettes describing poor-quality care. Blood pressure visit, poor technical quality vignette: N = 17,996. Accident visit, poor

technical quality vignette: N = 3,640. Blood pressure visit, poor interpersonal quality vignette: N = 3,541. Accident visit, poor interpersonal quality vignette: N = 3,667.

AR, Argentina; CN, China; GH, Ghana; ID, Indonesia; IN, India; KE, Kenya; LB, Lebanon; MA, Morocco; MX, Mexico; NG, Nigeria; SN, Senegal; ZA, South Africa.

https://doi.org/10.1371/journal.pmed.1002879.g002
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Table 2. Determinants of good ratings of poor quality.

Blood pressure visit; poor

technical quality

(n = 17,996)

Accident visit; poor

technical quality

(n = 3,640)

Blood pressure visit; poor

interpersonal quality

(n = 3,541)

Accident visit; poor

interpersonal quality

(n = 3,667)

AOR 95% CI P value AOR 95% CI P value AOR 95% CI P value AOR 95% CI P value

Individual characteristics

Male gender 1.32 1.23–

1.41

<0.001 1.28 1.09–

1.49

< .01 1.46 1.25–

1.72

< .001 1.21 1.04–

1.42

< .001

Age 1.01 1.00–

1.01

<0.001 1.01 1.00–

1.01

.03 1.01 1.00–

1.01

0.077 1.00 1.00–

1.01

0.216

Educational attainment (reference: completed college or university)

Some college or university 1.19 1.09–

1.30

<0.001 1.13 0.93–

1.37

0.23 1.18 0.97–

1.44

0.10 1.16 0.95–

1.42

0.14

Secondary/ high school completed 1.40 1.29–

1.53

<0.001 1.51 1.24–

1.83

<0.001 1.42 1.17–

1.74

<0.001 1.38 1.13–

1.67

<0.01

Some secondary or high school 1.82 1.63–

2.04

<0.001 1.86 1.45–

2.38

<0.001 1.76 1.35–

2.28

<0.001 2.02 1.56–

2.60

<0.001

Primary school completed 2.13 1.80–

2.53

<0.001 2.21 1.51–

3.24

<0.001 3.81 2.47–

5.89

<0.001 1.74 1.19–

2.55

<0.01

Some primary school 2.70 2.16–

3.36

<0.001 3.96 2.31–

6.77

<0.001 2.01 1.23–

3.26

<0.01 1.87 1.11–

3.15

0.02

No formal schooling 2.22 1.90–

2.59

<0.001 1.73 1.23–

2.42

<0.01 2.18 1.51–

3.15

<0.001 1.50 1.06–

2.12

0.02

Rural residence 0.98 0.90–

1.08

0.70 0.99 0.82–

1.21

0.95 0.90 0.73–

1.11

0.34 0.91 0.73–

1.12

0.36

Self-reported health (reference: poor)

Fair 1.05 0.87–

1.27

0.61 1.26 0.82–

1.94

0.29 1.08 0.71–

1.66

0.71 1.09 0.73–

1.64

0.68

Good 2.34 1.96–

2.79

<0.001 3.07 2.06–

4.58

<0.001 2.59 1.74–

3.86

<0.001 2.20 1.51–

3.20

<0.001

Very good 2.95 2.46–

3.54

<0.001 3.25 2.16–

4.89

<0.001 3.8 2.53–

5.71

<0.001 3.22 2.19–

4.75

<0.001

Excellent 5.19 4.33–

6.21

<0.001 6.27 4.17–

9.42

<0.001 5.61 3.74–

8.43

<0.001 6.22 4.21–

9.18

<0.001

Number outpatient visits past yeara (reference: none) 1.04 1.03–

1.05

<0.001 1.06 1.03–

1.09

<0.001 1.03 1.01–

1.06

0.010 1.06 1.03–

1.08

<0.001

Ever experienced discriminationb (reference: no

discrimination)

1.47 1.36–

1.57

<0.001 1.26 1.08–

1.48

0.01 1.35 1.15–

1.59

<0.001 1.10 0.93–

1.29

0.26

Country characteristics (12 countries)

Country variance 0.09 0.04–

0.23

0.05 0.02–

0.13

0.20 0.08–

0.50

0.19 0.07–

0.54

Likelihood ratio test versus logistic modelc (Prob.�

chibar2)

344.11 <0.001 26.72 <0.001 122.64 <0.001 121.89 <0.001

These results are from a random intercept multilevel logistic regression. Coefficients are the AOR of having low expectations of care (defined as a rating of good or

better on the vignettes). Data are unweighted.
aThe prompt for number of visits was “In the past year, how many times did you go to a clinic, health center, or hospital to receive health care for yourself? (Please do

not include any times you stayed overnight.).”
bThe question regarding discrimination was “Have you ever been discriminated against, hassled, or made to feel inferior by a health provider/staff for any of these

reasons?”
cThe likelihood ratio test compares this model to an ordinary logistic model and is significant for all outcomes. This supports the decision to use multilevel models.

Abbreviation: AOR, adjusted odds ratio

https://doi.org/10.1371/journal.pmed.1002879.t002
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injury is higher than that for (diagnosed) hypertension in Senegal [42,43]. Could the Senega-

lese pattern be due to respondent familiarity with the 2 conditions? High ratings for poor qual-

ity were also frequent in India but in only 3 of 4 vignettes without a clear explanation for the

pattern—Indian respondents appear to be most sensitive to poor technical quality during a

visit for an injury. Relatively low health system investment and documented poor quality of

care in both public and private sectors in India would have predicted chronic exposure to

poor-quality care and lower expectations across all 4 vignettes [44–46]. Moroccan respondents

consistently had some of the lowest ratings for the poor-quality vignettes. This may be driven

by remarkable recent improvements in health outcomes in Morocco [47,48]. However, Ken-

yan respondents also had lower ratings despite less progress on achieving broad-based health

gains [49]. Higher expectations in Kenya may have been shaped by recent countrywide health-

care strikes [50]. A complex interplay between political, social, economic, and health system

factors is likely to explain these finding, and national differences require further research.

Male gender, low education, experience of discrimination in the health system, and good

health status were associated with low expectations of care in adjusted models for all versions

of the vignette. Respondents with no primary education were 2 times as likely to have low

expectations than their more educated peers. This is consistent with existing literature on

expectations and quality ratings [22,51]. Satisfaction with maternity services and quality rat-

ings, for example, are lower in respondents with higher educational levels in various LMIC set-

tings [52–54], whereas expectations of good patient-doctor communication are higher [22,51].

Low education both represents an information deficit and is likely to be linked to low socio-

economic status. Respondents with low social status may have lower expectations because of

chronic and repeated exposure to low-quality services as well as less access to accurate infor-

mation about the health system [2,55]. Low expectations may also stem from a more general

experience of disempowerment and lack of entitlement to other government services [56].

We found that women had higher expectations of quality than men. Their higher expecta-

tions may be due to frequency and nature of interactions with the health system: women are

often the primary caregivers in families and more likely to interact with the healthcare system

for maternal and child health services [57,58]. Women may place a higher value on healthcare

because they are often responsible for sick children, particularly vulnerable newborns, and per-

sonally experience the potentially life-threatening event of childbirth. Though our model

included the number of outpatient visits in the past year, we did not have information on the

nature of care received, and it is possible that this was systematically different for men and

women. Another possible explanation is that women have better access to information because

they are frequently targeted for health education. The lack of association with age is consistent

with a study of pre- and post-visit expectations in the United Kingdom that showed that older

adults did not have lower expectations of care but that they were more likely to believe that

their expectations had been met [11]. This last point is supported by relative agreement in the

literature on the role of age on patient satisfaction; satisfaction increases with age [31].

Regarding experience with the health system, more outpatient visits in the last year is asso-

ciated with good ratings for poor-quality care, but the increased odds are small. Without

knowing the quality of those visits, it is difficult to interpret this result. However, there is a

growing body of evidence that describes substantial deficits in the quality of care in our study

countries, making it likely that additional experience with healthcare is experience with poor-

quality healthcare [2,59–61]. More directly, our results showed that a history of discrimination

raised the likelihood of good ratings for poor quality by nearly 50% for the main vignette, sug-

gesting that a history of poor-quality care is associated with lower expectations. This is consis-

tent with the literature showing that a person’s experience with healthcare is the most

important source of information about quality and a strong driver of perceptions of that care

Expectations of healthcare quality
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[54,62]. It is possible that experience of poor-quality care may stifle the demand for high-qual-

ity care and create a vicious cycle of low expectations and poor-quality care (Fig 3). Conversely,

improvements in quality of care or raising people’s expectations may break this cycle, possibili-

ties that require further study.

Better self-reported health status was strongly associated with low expectations of care. This

is consistent with the hypothesis that health status would be inversely related to expectations of

care. Healthier people need less from the health system and may have a more positive outlook.

In contrast, sicker patients may place a higher value on healthcare, making them less tolerant

of poor quality. Research from a variety of different countries has shown that patients who

Fig 3. The cycle of low expectations and poor quality of care. This analysis suggests that there may be a vicious cycle of low

expectations and poor quality of care. The cycle may be broken by delivering high-quality care or by raising expectations of

quality.

https://doi.org/10.1371/journal.pmed.1002879.g003
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actively navigate the health system are more likely to have a serious health condition

[15,16,62]. In our subanalysis including self-reported mental health status, the variable was

strongly associated with low expectations, suggesting that the role of individual outlook (over-

all positivity or negativity) in shaping expectations warrants further assessment.

Further research is needed to fully understand how expectations of quality can be increased and

whether these higher expectations can contribute to health system quality improvement in LMICs.

Studies of expectations focusing on equity and specifically targeting marginalized groups will be

especially important for understanding the role of disempowerment on expectations of care.

The report of the Lancet Global Health Commission on High Quality Health Systems rec-

ommends that governments consider “igniting demand” for high-quality care as 1 of 4 univer-

sal actions to improve quality at scale [2]. Understanding people’s expectations of quality and

how to raise these expectations will be important in raising demand for quality. We were

unable to explore the role that information about the health system—i.e., educating people

about their entitlements or information about what good care consists of—plays in shaping

expectations. From an improvement perspective, information about the health system is

potentially the most malleable of the factors influencing expectations. It has also been shown

to drive decisions about care seeking [63]. Information as a lever for raising expectations of

quality may be especially important in poorly functioning health systems, in which experience

with poor quality is likely to be prevalent and to lower expectations.

Evidence for specific interventions that raise healthcare expectations is still sparse [2]. Sev-

eral intervention types show the potential to raise expectations and suggest that higher expec-

tations through information sharing are involved in improving quality. For example,

participatory women’s groups are associated with better provider practices during childbirth,

partially because women are learning to expect proper hygienic care and demanding it [64].

Consumer quality reporting, patients-rights charters, and mass media campaigns are also

promising approaches that warrant further exploration. Increasing quality and transparency of

information is an especially timely area for further research and potential action because of the

recent growth in mechanisms for information sharing and patient involvement created by the

digital revolution. People are increasingly using the internet and mobile phones to share and

receive information on health and healthcare quality [65,66]. Program planners are also

leveraging the widespread use of mobile technology to engage people [67].

This study has several limitations. Internet surveys in countries with generally low internet

penetration are not representative of the full population because internet users are likely to

be male, wealthy, young, and more urban than the general population [36]. Based on our con-

ceptual framework, we believe that our sample is likely to have higher expectations than the

general population in our survey countries. Population weights have been applied to our

descriptive statistics, but this cannot compensate for the absence of entire demographic

groups, and thus our inference is limited to the internet-using population. Internet surveys are

also known to have lower response rates than face-to-face surveys, leading to concerns of non-

response bias [37]. We addressed this by surveying a large sample, limiting the length of the

questions, and structuring the survey for ease of response. On the other hand, internet surveys

are useful for exploring sensitive topics due to low social desirability and acquiescence biases,

which may lead to more honest responses about healthcare [39]. We were unable to directly

assess respondent wealth, which is likely to play a role in expectations of quality that may be

distinct from education. Additionally, social, community, and healthcare context was only

approximated in our model by country, and we were unable to assess the respondents’ access

to information about quality healthcare. Finally, concerns about cognitive overload for the

respondent meant that we elected not to include a “control” vignette describing only high-

quality care.
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Our findings suggest that expectations of quality are low and that caution is needed when

interpreting satisfaction and other health system ratings because they are likely to be biased

upward. Vignettes such as ours that establish people’s expectations, values, and preferences for

healthcare can be used as anchoring vignettes to rescale satisfaction ratings. Anchoring

vignettes allow researchers to control for people’s internal standards of quality and make more

accurate comparisons and interpretations of satisfaction and quality ratings [20,21]. These

vignettes can also help policy makers accurately gauge the impact of new policies and interven-

tions on the quality of care in their health systems.

To our knowledge, this is the first multicountry study of expectations of healthcare quality

in LMICs. Our results show that people’s ratings of poor quality are remarkably high in LMIC

settings, with over 50% of respondents rating vignettes describing poor-quality care as good or

better. This points to an opportunity for future efforts to improve health systems. Increasing

expectations of good care from the public should exert much needed pressure on health sys-

tems to provide competent and respectful care. Raising expectations should be part of the

broader health system improvement agenda as countries adopt universal health coverage.
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