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Hypertension is a leading cause of cardio-
vascular morbidity and mortality for African
Americans.1 Compared with other popula-
tions, African Americans are more likely to be
diagnosed with hypertension, more likely to
have untreated hypertension, and more likely
to suffer adverse clinical consequences from
uncontrolled hypertension, including myo-
cardial infarction, heart failure, and chronic
kidney disease.2 Within the United States,
the prevalence of hypertension is 45.7%
among African American women and 43.0%
among African American men, compared
with 31.3% among White women and 33.9%
among White men.2 According to the Na-
tional Health and Nutrition Examination
Survey (NHANES), approximately 33% of
Whites diagnosed with hypertension have
controlled hypertension compared with 28%
of African Americans.3

Several common factors contribute to poor
hypertension control regardless of race or
ethnicity. Although lifestyle changes such as
sodium reduction, exercise, and weight loss are
important in achieving hypertension control,
most patients with stage II hypertension (de-
fined as systolic blood pressure > 160 mmHg
or diastolic blood pressure > 100 mmHg) re-
quire at least 1 medication.2 Approximately
half of the 2 billion prescriptions filled each
year are taken incorrectly or not taken at all.4

The inability to afford medications accounts for
approximately 40% of the nonadherence
found in the general population.5---8 Nonethe-
less, the existing evidence has shown that when
patients are provided access to medication at
a reduced cost or at no cost at all, many patients
continue to be nonadherent.9

Although medication adherence may be
particularly low among patients with hy-
pertension, the existing literature suggests
that these differences cannot simply be

attributed to socioeconomic status (SES).10,11

Low adherence has likewise been docu-
mented to be a critical problem regardless
of race or ethnicity.12 Nonetheless, lack of
adherence holds particular relevance for
African Americans with hypertension be-
cause of the prevalence of cardiovascular
disease and the levels of morbidity and
mortality within this population.

Psychological and social factors, such as
health literacy, cultural beliefs, and attitudes
toward health care and the health care system,
may be critically important determinants of
hypertension disparities.13,14 Discrimination
based on race or ethnicity is also a powerful
social force that affects both health and health
behaviors. For example, racial discrimination

has been linked to low birth-weight, breast
cancer, stress or anxiety disorder, and poor
health status.15,16 A study of African American
college students found that viewing film clips
depicting acts of racism increased cardiovas-
cular reactivity.17 In addition to the immediate
cardiovascular effects of discrimination, several
studies suggest that chronic exposure to dis-
crimination increases the risk of having un-
controlled blood pressure, although findings
are mixed.18

The physiological response to discrimination
is well documented. Stressful experiences, such
as experiencing discrimination, stimulate the
release of cortisol and catecholamines through
the activation of the autonomic nervous sys-
tem. Consistent activation of the autonomic
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nervous system may contribute to chronically
elevated blood pressure, thus predisposing to
long-term morbidity and mortality.19

Beyond the physiologic responses resulting
from discrimination, the psychological impact
has been shown to erode positive health be-
haviors.16,20---22 Empirical evidence supports
the intuitive association of racial discrimination
with lower trust in health care providers and
the medical system in general.23---25 Further-
more, patients possessing lower trust are less
likely to seek health care and thus less likely to
follow the instructions of health care pro-
viders.26 For example, O’Malley found that
lower-income African Americans with distrust
in their providers were less adherent to rec-
ommended preventive services.25

In spite of the mounting indirect and direct
evidence suggesting that racial discrimination
may be an important barrier to medication
adherence for African Americans with hyper-
tension, we lack a full understanding of this
phenomenon and the mediating pathways.
Therefore, we examined the association be-
tween reported experiences of discrimination
and medication adherence within a population
of African American patients receiving care in
an inner city, safety net setting. In addition, we
sought to determine the proportion of the
observed relationship between medication ad-
herence and discrimination that could be
accounted for by trust in physicians.

METHODS

The TRUST study was a project within the
Alabama Collaboration for Cardiovascular
Equality (ACCE) program project, funded by the
National Heart Lung and Blood Institute from
2006 to 2008. The objectives of the TRUST
study were to examine factors such as discrim-
ination, trust, self-efficacy, access to care, and
medication adherence among African Ameri-
cans with hypertension living in the inner city.
Study participants were recruited from the Coo-
per Green Health System, a safety net system (a
health system which provides a significant level
of care to low-income, uninsured, and vulnerable
populations) in Birmingham, Alabama. Most
patients at Cooper Green are either uninsured or
receiving Medicaid.

The recruitment process began with a list of
all patients treated within the past year for

hypertension at Cooper Green Health System.
Patients were contacted by phone to ascertain
preliminary interest in the study. A follow-up
visit was scheduled in the clinic for all those
expressing initial interest, at which time in-
formed consent was obtained. Recruitment
proceeded according to a closely monitored
standard protocol.

Survey data were collected through
in-person interviews using computer-assisted
protocols. We trained, certified, and monitored
interviewers for fidelity according to a stan-
dardized protocol. The diagnosis of hyperten-
sion was ascertained from physician notes in
the medical record. Approximately 5% of the
medical records were dually abstracted with
greater than 95% reliability and validity
agreement (interrater reliability) obtained for
key variables.

Inclusion and Exclusion Criteria

Eligible participants, who self-reported race
or ethnicity as African American, received
primary care from Cooper Green Health Sys-
tem for a diagnosis of hypertension recorded in
the medical record, were 19 years of age or
older, were able to provide informed consent,
and were not pregnant (n = 788). Patients were
excluded if they did not respond to questions
regarding medication adherence, discrimina-
tion, or trust (n = 8).

Medication Adherence

The dependent variable for this study was
self-reported medication adherence, measured
by an adaptation of the 4-item Morisky Medi-
cation Adherence Scale.27 The Morisky Medi-
cation Adherence Scale consists of the follow-
ing questions: (1) “Do you ever forget to take
your medicine?” (2) “Are you careless at times
about taking your medications?” (3) “When
you feel better, do you sometimes stop taking
your medicine?” and (4)” Sometimes if you feel
worse when you take the medicine do you stop
taking it?” Each item of the Morisky scale has
a dichotomous (yes or no) response option. A
score is calculated by assigning 1 point for each
response of “no” and 0 points for each response
of “yes” and then taking the sum. The resulting
scale ranges from 0 to 4, with higher scores
indicating better adherence. (Original partici-
pant counts from this study in each original
category of increasing adherence were 33, 79,

127, 223, and 318.) For this study, we mod-
ified the Morisky scale by combining the 2
lowest adherence categories and the 2 middle
adherence categories because of low cell
counts. Collapsing the categories produced
a 3-level adherence variable. The validity of
the Morisky scale has been confirmed in
several studies, including in studies with only
African American participants.27---29

Reported Racial Discrimination

Discrimination was measured using the Ex-
periences of Discrimination (EOD) Scale.30---32

The EOD Scale has 6 subscales that focus
respectively on discrimination based on race or
ethnicity or color, weight, SES, sexual prefer-
ence, gender and religion. Only the questions
pertaining to racial/ethnic discrimination were
included in this study. The race or ethnicity
subscale begins with the question, “Have you
ever experienced discrimination, were pre-
vented from doing something, hassled or made
to feel inferior in any of the following situations
because of your race or color?” For the present
study, we repeated this question for 7 settings:
(1) at school, (2) getting a job, (3) getting
housing, (4) at work, (5) at home, (6) seeking
medical care, and (7) in public. Each setting
received a score of 0 to 3 based on a response
of never, rarely, sometimes, or often (scored
respectively). Therefore, the EOD Scale ranged
from 0 to 21 with a higher score indicating
more reported discrimination.

We associated EOD scores with blood pres-
sure levels in a biracial cohort.30 In addition,
the EOD Scale was validated among 98 African
Americans and 110 Latinos revealing ade-
quate internal consistency and that responses
were correlated with psychological distress,
smoking, and scores from the Major and Ev-
eryday Discrimination scales, suggesting solid
construct validity.32

Mediator

We measured trust using the Hall General
Trust Scale.33 The Hall Trust Scale consists of
25 questions related to patient trust in their
physicians based on 5 domains: (1) caring
about the patient’s best interest, (2) physician
competence, (3) honesty, (4) confidentiality,
and (5) global trust. The Hall General Trust
Scale ranges from 11 to 54 with a higher score
indicating greater trust. The Hall General Trust
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scale was validated using a sample that con-
sisted of 67% women and 18% African
American.34 We correlated the final instru-
ment with satisfaction, willingness to recom-
mend physician to friends, desire to remain
with physician, and lower likelihood of seeking
a second opinion. The assessment indicated the
scale had high reliability, acceptable item
means, and good construct validity.

Covariates

All covariates, including age and gender, were
obtained from self-report. Total annual house-
hold income was categorized as less than $5000,
$5000 to $11 999, $12 000 to $15 999, or
$16 000 or more. Education was divided into 4
categories: less than high school, high school,
some college, or college degree. Income and
education were collected in predefined cate-
gories and collapsed into a smaller number of
categories because of small participant numbers.

Statistical Analysis

We began by examining distributions and
univariate statistics for all variables. Bivariate
comparisons used ANOVA for continuous
variables (discrimination, age, and trust) and
the v2 test for categorical variables (gender,
education, and income) to examine participant
characteristic across the main independent
variable (level of increasing medication adher-
ence). We set the threshold for statistical
significance at P< .05. Ordinal logistic regres-
sion was used to examine multivariable re-
lationships, taking the 3-level adherence vari-
able as the outcome.35,36 Therefore, the
outcome for the ordinal logistic regression was
present in the best adherence category.

We performed mediation analysis with ex-
tended techniques from the tradition of Baron
and Kenny.37 For dichotomous and categorical
outcomes, parameter estimates had to be stan-
dardized before comparing across the media-
tion equations.38 Therefore, the parameter
estimates were standardized by multiplying by
the standard deviation of the independent
variables and dividing by the standard devia-
tion of the outcome variable in the context of
the multivariable model. Using this approach,
we developed 2 regression models for the
mediation analysis, with both models taking
the 3-category adherence measure as the out-
come. As such, the total association between

medication adherence and discrimination (c)
was decomposed into a direct effect (c’) and
an indirect effect (c --- c’) that was assumed to
be transmitted through the mediator. We
obtained the total effect (c) from the standard-
ized parameter estimate of discrimination,
adjusting for age, gender, income, and educa-
tion. The direct effect (c’) was obtained from the
standardized parameter estimate of discrimi-
nation, adjusting for age, gender, income, edu-
cation, and the mediator (trust). Next, we
calculated the “mediated proportion” as (c --- c’)/c.
The mediated proportion approximately rep-
resents the proportion of the total effect of the
independent variable that is transmitted
through the mediator.39 Confidence intervals
were generated for the mediated proportion by
1000 replications of the bias-corrected and
accelerated bootstrap.40 Statistical analysis was
conducted using STATA version 12 (Stata-
Corp, College Station, TX).

We performed 2 sensitivity analyses. First,
we repeated the mediation analysis separate for
each gender. Second, we reran the main

multivariable models adding an interviewer
fixed effect.

RESULTS

The analytic sample consisted of 780 Afri-
can Americans. Of all participants, 553 (71%)
were female and the mean (6SD) age was 53
(69.9) years. Overall, 112 (14%) participants
reported low adherence, 350 (45%) reported
moderate adherence, and 318 (41%) reported
high adherence. Approximately 66% of the
participants reported an income of $11 999 or
less, yet most (68%) had attended some col-
lege. The overall mean (6SD) scores for
reported racial discrimination and trust were
3.4 (64.4) and 39.2 (68.0), respectively.

Bivariate Analysis

Characteristics of the study participants
stratified by medication adherence level are
presented in Table 1. Mean discrimination
scores decreased monotonically across in-
creasing category of better medication

TABLE 1—Characteristics of African American Participants With Hypertension by Adherence

Level: TRUST Study, Birmingham, AL, 2007–2008

Adherence Levelsa

Variable Low (n = 112) Moderate (n = 350) High (n = 318) P

Discrimination, meanb 4.05 3.58 2.88 .025

Age, mean 50.79 53.58 54.83 < .001

Gender, % .018

Male 8.81 48.02 43.17

Female 16.64 43.58 39.78

Education, % .315

< high school 14.07 46.67 39.26

High school 21.05 42.11 36.84

Some college 13.82 44.74 41.45

College degree 8.00 46.67 45.33

Annual household income, % .281

< $5000 16.89 48.86 34.25

$5,0000-$11 999 14.67 43.63 41.70

$12 000-$15 999 11.20 41.60 47.20

‡ $16 000 11.57 47.93 40.50

Trust, meanc 36.53 38.53 40.84 < .001

Note. The sample size was 780.
aThree-category medication adherence was derived by self-report from the Morisky scale.
bThe Experiences of Discrimination Scale ranges from 0–21.
cThe Hall General Trust Scale ranges from 11–54. Higher scores indicate more reported discrimination and greater trust,
respectively.
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adherence (4.1, 3.6, 2.9; P= .025), although
the opposite was found for trust scores (36.5,
38.5, 40.8; P< .001). Women also reported
less adherence than did men (P= .018). We
found no statistically significant differences in
medication adherence for education or income.
In addition, we found a significant inverse
correlation between trust and discrimination
(q= ---0.33; P< .001).

Multivariable and Mediation Analysis

Adjusted associations of reported discrimi-
nation and medication adherence are pre-
sented in Table 2. Model 1 includes age,
gender, education, and income as covariates.
Model 2 adds the mediator as an independent
variable and includes all covariates from model
1. From model 1, each 1-point increase in
reported discrimination reduced the adjusted
cumulative odds of being in a better medication
adherence category by 6% (odds ratio [OR] =
0.94; 95% confidence interval [CI] = 0.91,
0.97), after accounting for covariates. Greater
adherence to medication was associated with
increased age (OR = 1.02; 95% CI = 1.01,
1.04), having a college education (OR = 1.86;
95% CI = 1.04, 3.34), and greater income.

Women reported lower adherence than did
men (OR = 0.64; 95% CI = 0.47, 0.87).

Model 2 revealed that the association be-
tween racial discrimination and medication
adherence was reduced in magnitude and
statistical significance after trust was intro-
duced as the mediator. Each 1-point increase in
trust increased the cumulative odds of being in
better medication adherence category by 4%
(OR = 1.04; 95% CI = 1.02, 1.06), after
adjusting for reported discrimination and other
covariates. We used standardized parameter
estimates from Table 2 to calculate the medi-
ated proportion (Figure 1), indicating that trust
explained 39% (95% CI = 17%, 100%) of the
association between discrimination and medi-
cation adherence.

Sensitivity Analysis

As a sensitivity analysis, we repeated the
mediation analysis stratified by gender and
found no important differences. More specifi-
cally, among women only, approximately 39%
of the relationship between discrimination and
medication adherence was influenced by trust,
compared with 28% for men (P< .05 for both).
In a final sensitivity analysis we reran the 2

main multivariable models presented in Table
2 after including the interviewer as a fixed
effect, which did not substantively alter any of
the findings.

DISCUSSION

In this sample of African American primary
care patients with hypertension followed in an
inner city, safety net setting, racial discrimina-
tion was associated with lower medication
adherence. We associated high adherence with
increased age, male gender, and greater
reported trust in physicians. In general, more
education was associated with better adher-
ence, although a gradient was not observed and
statistical significance was not present for all
levels of education, perhaps because of the
limited socioeconomic range found within this
sample. Importantly, we found that general
trust in physicians explained a substantial por-
tion of the association between reported dis-
crimination and medication adherence.

Our main findings are consistent with sev-
eral reports in the scientific literature, including
a previous report limited to African American
men from this same sample.41 In that study
greater trust in physicians was associated with
better medication adherence. A systematic re-
view by our group examined the association
between hypertension and racial discrimina-
tion which revealed a preponderance of evi-
dence linking racial discrimination with greater
risk of hypertension and less likelihood of
attaining control of hypertension once diag-
nosed.18 Providing insight into a potential
mechanism through which discrimination may
be translated into worse hypertension control,
Van Houtven et al. found that racial discrimi-
nation was associated with delays in filling
prescriptions among 522 African American,
White, and Latino patients living in Durham
County, North Carolina.16 A recent meta-
analysis concluded that discrimination was
associated with worse physical and mental
health as well as less participation in healthy
behaviors.42

Although there is ample evidence linking
racial discrimination with adverse health out-
comes such as hypertension, the picture is not
completely consistent. For example, in the
systematic review by our group, null studies
were limited by measurement problems, such

TABLE 2—Ordinal Logistic Regression Model for the Association Between Reported

Discrimination and Medication Adherence Among African American Participants: TRUST

Study, Birmingham, AL, 2007–2008

Model 1 Model 2

Variable Cumulative OR (95% CI) B Cumulative OR (95% CI) B

Discriminationa 0.94 (0.91, 0.97) –0.145 0.96 (0.93, 1.00) –0.089

Trustb . . . . . . 1.04 (1.02, 1.06) 0.175

Age 1.02 (1.01, 1.04) 0.118 1.02 (1.01, 1.03) 0.104

Gender (Ref: male) 0.64 (0.47, 0.87) –0.109 0.72 (0.52, 0.98) –0.080

Education (Ref: < high school)

High school 0.79 (0.48, 1.31) –0.043 0.74 (0.45, 1.23) –0.056

Some college 1.26 (0.85, 1.85) 0.060 1.26 (0.86, 1.87) 0.061

College degree 1.86 (1.04, 3.34) 0.099 2.01 (1.12, 3.63) 0.110

Annual household income, $ (Ref: < 5000)

5000–11 999 1.31 (0.93, 1.85) 0.070 1.31 (0.92, 1.85) 0.067

12 000–15 999 1.62 (1.05, 2.48) 0.097 1.61 (1.05, 2.48) 0.095

‡ 16 000 1.23 (0.80, 1.90) 0.042 1.20 (0.78, 1.85) 0.036

Note. CI = confidence interval; OR = odds ratio. The sample size was 724. Three-category medication adherence was derived
by self-report from the Morisky scale.
aThe Krieger Experiences of Discrimination Scale ranges from 0–21.
bThe Hall General Trust Scale ranges from 11–54. Higher scores indicate more reported discrimination and greater trust,
respectively.
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as floor or ceiling effects, and small sample
sizes.18 For example, Peters reported no asso-
ciation between racism and hypertension
among 162 African American adults.43 As
a possible explanation for the lack of associa-
tion, the authors noted that the majority of their
study participants, including those that were
previously diagnosed with hypertension, were
normotensive. Kressin et al. recently conducted
a study assessing blood pressure among Afri-
can American and White patients with hyper-
tension receiving care at an inner city, safety
net setting.44 Unexpectedly, the authors found
patients endorsing the sentiment that they
would receive better care if they were a differ-
ent race also had better rates of controlled
blood pressure. Nonetheless, we believe that
the preponderance of evidence suggests that
experiencing discrimination may lead to worse
hypertension control.

Understanding the psychological mecha-
nisms through which racial discrimination
manifests may suggest new intervention ap-
proaches. Several related studies have
addressed the importance of a trusting rela-
tionship between the provider and the patient.
For example, Piette et al. found that among
a population of lower-income veterans, those
with lower trust in physicians were more likely
to underuse medications in response to cost
pressures.45 There are also physiological effects
of experiencing discrimination, and numerous
studies have indicated a significant association
between discrimination and cardiovascular
reactivity and elevated blood pressure.46---49

Historical mistreatment of African Ameri-
cans seeking care has contributed to mistrust
seen among African Americans.50 Boulware

et al. found that African American participants
reported less trust in their physicians compared
with Whites and attributed this difference to
underlying fears of experiencing bigotry.51

Supporting this hypothesis, Schulman et al.
found that physicians were less likely to refer
African American actors for cardiac evaluation
for chest pain.52 Other studies provide evi-
dence of provider bias53---56 and have reviewed
the importance of physician bias in the delivery
of health care.57,58 The patient may recognize
the unintentional bias of a provider and thus
have reduced trust in that provider. A physi-
cian may feel that minorities are less likely to
adhere to treatment and may take a fatalistic
approach toward their patients. This may be
perceived by the patient as a lack of concern or
interest in their well-being, thus creating a self-
fulfilling prophecy.23,59 Together with our
findings, these reports provide a firm founda-
tion for the assertion that trust is a potent
mediator though which racial discrimination
may lead to adverse health outcomes.

It is also worth noting that the African
American women reported lower medication
adherence than their male counterparts. Se-
lective enrollment of men who had higher
adherence rates could provide a potential
explanation for this finding. Another potential
explanation for this finding is that the female
participants may have placed more priority
on the health care needs of the rest of the
family rather than attending to their own
condition.60 In a community-based survey,
Wiltshire et al. reported that African Ameri-
can women reported fewer unmet medical
needs although they had significantly lower
global health status,61 likewise suggesting that

African American women may prioritize the
needs of their family at the expense of their
own health.

However, findings about gender and medi-
cations adherence in the literature are not
consistent. For example, a study by Holt et al.
found no significant difference in adherence to
antihypertensive medications by gender.62

Braverman and Dedier examined the relation-
ship between antihypertensive medication ad-
herence with sociodemographic constructs in
a sample of 70 African Americans with hy-
pertension and found that men were more
likely to have low adherence.60 Hyre found
that African American men with hypertension
were less likely to be adherent to antihyper-
tensive medications compared with African
American women, White women, or White
men.63 In spite of these complexities present in
the literature on gender and medication ad-
herence, we found that trust mediated a similar
proportion of the association between discrim-
ination and medication adherence for both
genders.

Limitations

Although we relied on self-report to ascertain
the main outcome of medication adherence,
we used an instrument that has been well
validated for African Americans with hyperten-
sion.27,64 Nonetheless, we cannot account for
patients who underreport or overreport medi-
cation adherence or the possibility that patients
who are more adherent to medication may be
more likely to participate in the study. In
addition, other factors that may potentially in-
fluence medication adherence were not exam-
ined. Such factors include the number of years
from initial diagnoses with hypertension, stress,
depression, social support, and racial concor-
dance between the patient and physician.65---68

The mean discrimination score in our sam-
ple was relatively low, suggesting possible
underreporting of discrimination. However,
our findings are similar to other reports in the
literature.69---72 Our measure of discrimination
was not specific to the health care setting, did
not consider institutional and structural racism,
did not capture racial “microaggressions” ex-
perienced by patients from physicians, and did
not account for underreporting because of the
perception that interviewers were affiliated
with the medical system.

Discrimination

Trust

Medication 
Adherence

Covariates
Age

Gender
Income

Education
Insurance

Note. Total effect: c = –0.145. Direct effect: c’ = –0.089. Mediated proportion: (c- c’)/c = 39%. Effects are from standardized

parameter estimates. Bias-corrected and accelerated bootstrap 95% confidence interval for mediated proportion = 17%,

100%.

FIGURE 1—Mediation triangle depicting the association between discrimination and

medication adherence with trust as a mediator.
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Entry criteria for the study included a single
entry of hypertension in the medical record,
but this diagnosis was not further verified.
Furthermore, a recent study found the positive
predictive value of a hypertension diagnosis
recorded in an electronic health record to be
approximately 84%.73 We cannot determine
with certainty that our sample was representa-
tive of the full population. Post-hoc analysis of
administrative data found that of all patients
seeking treatment from 2009 to 2011, ap-
proximately 60% were female, compared with
our sample of which 71% were female. Be-
cause men are underrepresented in our sample,
it is reasonable to question if men with lower
adherence were less likely to participate,
thereby accounting for the higher adherence
rates found among men compared with
women.

Furthermore, our study sample was
recruited in Birmingham, Alabama, and thus
our results may not be generalizable to African
Americans in other regions of the United States.
This study is cross sectional and we cannot
draw cause-and-effect inference. For example,
it is possible that rather than the experience of
discrimination causing nonadherence, both the
experience of discrimination and nonadher-
ence could be related to a common, underlying
personality phenotype.

Implications

Promoting medication adherence remains
a formidable task for clinicians, those interested
in improving population health, and those
interested in reducing health disparities. A
recent systematic review commissioned by the
Agency for Healthcare Research and Quality
found that several interventions to improve
medication adherence are supported by cred-
ible evidence.74 However, the panel noted that
because most effect sizes were only modest,
additional innovative work was needed to
enhance the effectiveness of these known
approaches to improving medication adher-
ence. Furthermore, the panel noted that there
was a paucity of studies that addressed medi-
cation adherence interventions for patients
who are vulnerable because of race/ethnicity
or SES.

Our findings suggest that interventions to
improve medication could be enhanced by
incorporating trust-building components. Such

a focus on trust fits well within a recent
synthesis of conceptual models for behavior
change that centers on ability, opportunity, and
motivation.75

For example, focusing on the patient---physi-
cian relationship in a culturally competent
manner might enhance adherence among Af-
rican Americans.76 In addition, strategies to
promote “earned trust” in the medical system77

may offer powerful adjuncts to medication
adherence interventions. Although we found
lower adherence rates among women, trust
was equally potent among both genders as
a mediator of the association between reported
discrimination and low adherence. Therefore,
it is reasonable to anticipate that such strategies
to promote “earned trust” would be effective
among both men and women.

Conclusions

We found that racial discrimination was
associated with decreased medication adher-
ence within our sample of low-income African
Americans. Furthermore, a substantial fraction
of this association was tempered by trust in
physicians. We hope that our findings will
encourage researchers to more deeply explore
the psychosocial determinants of medication
adherence and to develop novel enhancements
to more traditional interventions that address
this important cause of health disparities. j
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