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PERCEIVED DISCRIMINATION
AND REPORTED TRUST AND SATISFACTION
WITH PROVIDERS IN AFRICAN AMERICANS:
THE JAcksON HEART Stupy

Objectives: 1) To examine the association
of multiple dimensions of discrimination
with reported trust and satisfaction with pro-
viders; 2) to report within-group differences
among African Americans (AAs).

Methods: Descriptive cross sectional study.
The study population included AAs aged
35 to 84 years from the Jackson Heart
Study (JHS) (N=5,301). Poisson regression
(PR) was used to quantify the association
between perceived discrimination and
reported trust and satisfaction with provid-
ers before and after controlling for selected
characteristics.

Main Measures: Measures of perceived dis-
crimination included everyday, lifetime, bur-
den from lifetime discrimination, and stress
from discrimination. Outcomes included
trust and satisfaction with providers.

Results: The mean everyday discrimina-
tion score was 2.11 (SD=1.02), and the
mean lifetime discrimination score was 2.92
(SD*2.12). High (vs low) levels of every-
day discrimination were associated with a
3% reduction in the prevalence of trust in
providers (PR .97, 95% CI .96, .99) in all
models. In fully-adjusted models, high (vs
low) lifetime discrimination was associated
with a 4% reduction in the prevalence of
trust and satisfaction (PR .96, 95% Cl .95,
.98). Burden of discrimination was not as-
sociated with trust or satisfaction, but stress
from discrimination was inversely associated
with satisfaction.

Conclusions: The significant association
between discrimination and mistrust and
dissatisfaction suggests that health care pro-
viders should be made aware of AA percep-
tions of discrimination, which likely affects
their levels of trust and satisfaction. Ethn
Dis. 2017;27(3):209-216; doi:10.18865/
ed.27.3.209
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INTRODUCTION

In spite of strong professional
norms against overt bias and discrim-
ination, researchers have observed
moderate levels of implicit bias against
African Americans (AAs) and other
people of color.! Perceived discrimi-
nation strongly influences patient re-
sponse to health care providers*and
may account for the greater mistrust,
dissatisfaction, and negative percep-
tions of providers reported by AAs
compared with Caucasians.*> Re-
searchers have reported links between
trust, satisfaction and perceptions
of discrimination from providers.®”

Trust in health care providers is
the belief that the provider will act
for the benefit of the patient.' Satis-
faction, which is related but distinct
from trust, is an evaluation of past ex-
periences with health care providers
or the health care system.!" Both trust
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and satisfaction are essential for estab-
lishing and maintaining lasting rela-
tionships with health care providers to
promote beneficial provider-patient
interaction, continuity of care, and
adherence to recommended therapies.

Research examining the relation-
ship between perceptions of racial
discrimination and trust and satis-
faction with health care providers
relies mainly on one dimension of
discrimination; very little explanation
of within-group differences are found
among AAs.>'> The Jackson Heart
Study (JHS), the largest prospective
longitudinal study of the etiology of
cardiovascular disease (CVD) in AAs,
provides us with the opportunity to
concomitantly examine within-group
differences in perceived discrimina-
tion and assess the extent to which
multiple dimensions of perceived
discrimination (everyday, lifetime,
burden, and stress from discrimina-
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tion) are associated with trust and
This

study explores and advances our un-

satisfaction with  providers.

derstanding of mistrust of and non-
satisfaction with health care providers
as outcomes among a large, highly
discriminated racial group. Our study
provides an examination of how these
outcomes are shaped by multiple di-
mensions of discrimination (every-
day — chronic experiences of unfair

Both trust and
satisfaction are essential
for establishing and
maintaining lasting
relationships with health
care providers to promote
beneficial provider-patient
interaction, continuity
of care, and adherence to

recommended therapies.

treatment, lifetime — acute experi-
ences of unfair treatment, and bur-
den and stress from discrimination
— consequences of unfair treatment).
We hypothesized that measures of
discrimination will be inversely as-
sociated with trust and satisfaction.

METHODS

The data for this cross-sectional
study were collected from 5,301
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JHS participants during the baseline
home induction interviews and the
initial clinic visit conducted between
September 2000 and March 2004.
The JHS is a longitudinal prospective
study of AAs aged 35 to 84 years who
were recruited from three counties in
the Jackson, Mississippi metropolitan
area. Participants, after providing in-
formed consent, completed home in-
terviews, self-administered question-
naires, and in-clinic examinations to
obtain a wide range of demographic,
socioeconomic, psychosocial, behav-
ioral, anthropometric, health history,
and clinical data. All data were col-
lected and measured by trained AA
This

study was approved by institutional

interviewers and technicians.

review boards of the collaborating
institutions, University of Missis-
sippi Medical Center, Jackson State

13-15

University, and Tougaloo College.

Independent Variables

Everyday and lifetime discrimi-
nation were measured using the JHS
Discrimination Instrument (JHS-
DIS), which was administered by
trained AA interviewers during the
baseline examination (Visit 1). The
scale used was taken from the Wil-
liams™ everyday discrimination scale
and demonstrates good internal reli-
ability (Cronbach’s alpha, a=.88).'
The scale included questions such as,
“How often on a day to day basis do
you have the following experiences
‘treated with less courtesy and...
less respect...people act as if...you
are dishonest...you are threatened.””
Participants were given a range
from 1 (never) to 7 (several times a
day). The sum of the items was cal-

culated as a continuous score.'®!”

The measure of lifetime dis-
crimination was adapted from the
Krieger scale (a =.78)."® Participants
were asked about their experiences
of unfair treatment over their life-
time across 9 settings (ex: school,
work, getting a job, etc.). The sum
of the items constituted the life-
time discrimination score.'”?° The
continuous everyday and lifetime
discrimination scores were divided
into tertiles (low, medium, high) to
investigate threshold and discontin-
uous effects and were also measured
continuously in standard deviation
(SD) units in the regression analysis.

Burden of lifetime discrimina-
tion was assessed following lifetime
discrimination. Participants with at
least one report of lifetime discrimi-
nation were asked “When you had
experiences like these, had discrimi-
nation interfered with...life?’, and
“How much harder has life been?”
(not at all, a little, some, or a lot).
A continuous score was created
by summing the responses, which
ranged from 1 (low burden) to 4
(greater burden). Internal reliability
(0=.63) was moderate. Burden of
lifetime discrimination was also di-
vided into tertiles, and measured as
a continuous variable in SD units.
Because researchers have reported
that stress is a key determinant of
the adverse health consequences of
discrimination,?’ we examined the
stress derived from lifetime discrimi-
nation (a component of the ‘burden’
index) as a third dimension of dis-
crimination. Participants were asked
“When you had experiences like
these over your lifetime, were they—
very stressful, moderately stressful,
or not stressful?” Stress from dis-



crimination was restricted to persons
reporting at least one occurrence of
lifetime discrimination. The final di-
mension of discrimination included
unfair treatment in getting medical
care (yes/no).

Dependent Variables

The outcomes of interest were
trust and satisfaction with provid-
ers. Participants were asked to rate
how much they trusted their health
care provider. Their responses were
dichotomized to trust if the response
was very much or somewhat, and
distrust if the response was not very
much or not at all. Satisfaction with
health care providers was measured by
the question, “Overall, how satisfied
are you with your regular (or most re-
cent) doctor or health professional?”
Participants’ responses were dichoto-
mized to satisfied and dissatisfied.

Covariates

Covariates included age (con-
tinuous), sex (male/female), insur-
ance status (insured vs uninsured),
income, education and perceived
health status (good or poor). Income
was categorized as low < $25,000,
middle= $25,000-49,999, and high
>$50,000. Education was measured
as years of schooling completed and
included three categories: 1) less
than high school; 2) high school
graduate (or general equivalency
diploma) to some college or voca-
tional school (1-3 years), or associ-
ate’s degree; 3) college graduate or
more (+4 years). Participants were
asked to rate their health as excel-
lent, good, fair, or poor. We dichot-
omized this variable in models to
“good” or “poor,” where those with

Ethnicity & Disease, Volume 27, Number 3, Summer 2017

Discrimination, Trust and Satisfaction - Glover et al

excellent, good, and fair, health were

considered to have “good health.”*

Statistical Analysis

Of the 5,301 participants who com-
pleted the examination, 568 were
excluded because of missing data
in education (n=19), discrimina-
tion measures (n=513), health sta-
tus (n=11), and health insurance
(n=25). Additionally, 594 cases were
excluded due to missing the trust-
in-provider outcome and 147 were
excluded due to missing the satis-
This
restricted the regression models to
4,139 and 4,586 for trust and satis-

faction with provider, respectively.

outcome.

fied-with-provider

Baseline characteristics were ex-
amined by perceived trust and sat-
isfaction and tested for differences
using chi-square or analysis of vari-
ance (ANOVA) for categorical and

continuous variables, respectively.
The baseline characteristics were ad-
ditionally examined by dimensions
of discrimination and tested for dif-
ferences. Sex-pooled associations of
measures of discrimination with trust
and satisfaction with providers were
estimated using Poisson regression,
which estimated the prevalence ratios
(PR, 95% confidence interval-CI)
of discrimination with the outcomes
of interest. The models were con-
structed sequentially, where the first
model was unadjusted, and the sec-
ond model adjusted for age, sex, edu-
cation, income, health insurance, and
health status. All tests were 2-tailed,
and P<.05 was considered statistically
significant. We also investigated the
extent to which sex, SES (education,
income), and insurance status mod-
erated the relationship between per-

ceived discrimination and provider
trust and satisfaction by testing for
interactions. All statistical analyses
were performed using STATA 13.0
(StataCorp, College Station, TX).

RESULTS

The mean everyday discrimina-
tion score was 2.11 (§SD+1.02), and
the mean lifetime discrimination score
was 2.92 (SD+2.12). Approximately,
30.7% participants reported high ev-
eryday discrimination, 23.7% report-
ed high lifetime discrimination, and
32.0% reported high burden from life-
time discrimination [data not shown].

Table 1 demonstrates that among
participants who reported high every-
day discrimination, 44.3% did not
trust their provider (vs 29.5% who
did trust their provider; P<.001); and
39.6% were not satisfied with their
provider (vs 30.0% who were satis-
fied with their provider; P=.002).
Similar patterns were noted among
those who reported high levels of life-
time discrimination and stress from
Thirty-five
percent (35%) of participants who

lifetime discrimination.

reported unfair treatment in get-
ting medical care also did not trust
their provider, while 28.4% were
not satisied with their provider.

Table 2 shows dimensions of dis-
crimination by select demographic
and social characteristics. Men were
more likely to report high levels of
everyday and lifetime discrimination
(41.0% and 42.7%, respectively), and
those with a college degree or more
were more likely to report high life-
time discrimination and burden from
lifetime discrimination.
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Table 1. Sample characteristics of participants by trust and satisfaction with provider, JHS

Variables

Age, y, mean = SD

Male, %
Education, %
<High school graduate
High school - college 1-3 yrs
College > 4 yrs
Income, %
<25K
25K-49,999
>50K
Health Insurance, %
Insured
Uninsured
Health status, %
Poor
Good
Everyday discrimination, %
Low
Medium
High
Everyday discrimination, mean = SD
Lifetime discrimination (%)
Low
Medium
High
Lifetime discrimination, mean + SD
Burden of lifetime discrimination, %
Low
Medium
High

Burden of lifetime discrimination, mean = SD

Stress from lifetime discrimination, %
Not stressful
Moderately stressful
Very stressful

Unfairly treated getting medical care, %
Yes
No

Trust your provider

Satisfied with provider

Yes, No,

Yes, No,

n=45336 n=172 P n=4,855  n=300 pe
53.2 + 49.8 +

559 =125 31 01 ssaxt27 A7 000
34.4 44.2 01 35.6 47.0 000
16 01

211 24.0 20.9 22.0

38.9 433 39.4 46.4

40.0 32.8 39.8 315
29 01

37.9 435 38.1 46.7

273 276 27.5 27.1

34.8 29.0 34.4 26.2
05 000

88.2 83.1 87.4 76.5

11.8 16.9 12,6 235
000 001

31.7 44.4 30.8 39.9

68.3 55.6 69.2 60.1
000 002

36.4 26.4 36.0 29.5

34.1 29.3 34.0 30.9

29.5 443 30.0 39.6
20+.99 25+13 .00 21410 23+12 001
000 000

45.9 31.3 46.1 36.1

31.1 29.5 31.0 28.2

23.0 39.2 22,9 35.7
20421 39+23 000 20+21 35+23 000
91 55

34.4 35.0 343 36.9

33.6 31.9 333 33.6

32.1 33.1 32.4 29.5
23+8 23+8 77 23+8  22+7 20
07 02

25.0 25.2 25.5 23.4

52.7 453 52.4 473

223 29.6 22.1 29.3
13.0 35.1 000 12.8 28.4 000

87.0 64.9 87.3 71.6

JHS, Jackson Heart Study.

a. P represents a test of difference using chi-square or analysis of variance (ANOVA) for categorical and continuous variables, respectively.

Additionally, as participants re-
ported greater levels of stress from

lifetime discrimination, male sex
declined, college graduates in-
creased, income increased, hav-
ing health insurance declined, and
health status declined (P<.05).
212

Table 3 presents the prevalence
ratios (PR, 95% CI) of trust and sat-
isfaction with providers with multiple
measures of perceived discrimination
presented in tertiles and SD units.
High (vs low) levels of everyday dis-

crimination were associated with a
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3% reduction in the prevalence of
trust in providers (PR .97, 95% CI
.96, .99) in the unadjusted model.
This association remained after full ad-
justment (PR .98, 95% CI .96, .99).
There was a significant inverse gradi-
ent of perceived discrimination and
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Table 2. Selected covariates by categories of perceived discrimination, JHS

Everyday discrimination  Lifetime discrimination Bl:’r.den. of lifetime Stress from lifetime
iscrimination discrimination
L M H p2 L M H p2 L M H p2 NS MS VS p2
n 1801 1722 1563 2272 1548 1185 1616 1562 1494 1201 2487 1062
Age, mean 58.7 543 51.0 b 56.5 54.1 52.7 b 55.1 545 551 .74 557 53.6 558 .56
Male, % 344 353 41.0 b 33.3 36.8 427 b 36.1 376 37.0 .65 41.2 38.2 30.5 b
> College degree, % 33.7 447 400 b 30.1 434 520 b 373 402 404 28 332 444 375 b
>50k, % 29.6 38.4 35.0 b 27.6 36.6 43.6 b 33.3 352 336 49 319 384 293 b
Private insurance, % 41.0 529 584 b 441 53.8 58.2 b 46.6 53.0 51.6 .01 48.6 556 43.9 b
Public insurance, % 29.5 185 16.6 b 28.1 175 154 b 239 20.8 204 .01 250 169 26.3 b
Health status-good, % 67.3 723 67.5 .002 68.0 683 724 .019 68.7 698 681 .57 721 719 60.1 b
a. P represents P for trend.
b. P< .001.
JHS, Jackson Heart Study, L, low; M, medium; H, high; NS, not stressful; MS, moderately stressful; VS, very stressful.
trust in providers in the fully-adjusted Table 3. Prevalence ratios (95% Cls) of trust in and satisfied with provider by
model (P for trend=.0064). The fully categories of perceived discrimination, JHS
adjusted continuous model showed Trust in provider Satisfied with provider
that the prevalence of trust in provid- Variables Everyday discrimination
ers decreased by 2% for each SD unit Model 1 Model 2 Model 1 Model 2
. . 4 discriminati Low, referent 1 1 1 1
Increase in - everyday  discrimination Medium .99 (.98,1.01) .99 (.98,1.01) .99 (.98,1.01) 1.00 (.98,1.01)
(PR .98, P<.001). Levels of everyday High 97 (.96,99)  .98(.96,.99) .97 (.95,.99) .99 (.97,1.01)
discrimination were not associated P trend -0009 0064 0048 3263
. . . . . . SD units .98P 98" .99° .99
with satisfaction with providers in the
. . Lifetime discrimination
fully-adjusted model. High (vs lo
) Y J S gh (v . w) Low, referent 1 1 1 1
lifetime discrimination was associated  pedium 99(.98,1.00) .99 (.98,1.00) .99 (.98,1.01) .99 (.98,1.01)
with a 4% reduction in the prevalence High 96(.94,98) .96 (.95,98) .96 (.94,.98) .96 (.94,.98)
of trust in providers (PR .96, 95% CI Zsre”f" '0;)81 Oggf) 090;1)1 gg%
. . units .99 . . .
.94, .98) in the fully-adjusted model. den of J
L . . B ifeti iscriminati
There was a significant inverse trend in urden offiietime discrimination
T ST Low, referent 1 1 1 1
the level of lifetime discrimination and Medium 1.00 (.99,1.02) 1.00(.99,1.02) 1.00(.99,1.02) 1.00 (.99,1.02)
trust in providers in the fully—adjusted High 1.00 (.98,1.01) 1.00 (.98,1.02) 1.01(.99,1.03) 1.01 (.99,1.03)
model (P for trend=.001). There also P trend 90 92 54 -59
. X SD units 1.00 1.00 1.00 1.00
was a 4% reduction in the prevalence T
£ bei sfied wich d P Stress from lifetime discrimination
of being satistied with providers for Not stressful, referent 1 1 1 1
participants who reported a hlgh (vs Moderately stressful 1.01 (.99,1.02) 1.01 (.98,1.02) 1.00 (.98,1.02) 1.00 (.98,1.02)
Iow) level of lifetime discrimination Very stressful .99 (.97,1.01) .99 (97,1.01) .98 (.95,1.00) .98 (.95,1.00)
. . P trend 1 15 .04 .03
in the fully-adjusted model (PR .96,
yad) (PR .9 SD units 1.00 1.00 99 99
95% CI .94, .98). The association of ) ) , .

. . . . . Unfairly treated in getting medical care
satisfaction with providers and lifetime No (referent) ] 1 ] ]
discrimination had a significant inverse Yes 93(.91,96)  .93(.91,96)  .92(90,.95)  .93(.90,.95)
gradient in the fully-adjusted model a. P<.05.

(P for trend=.002). Continuous life- b. P<.0001.
. . Model 1: unadjusted.
time estimates confirmed these asso- Model 2: age + sex + income + education + health insurance + health status.

. . d . | . d JHS, Jackson Heart Study; SD, standard deviation.
ciations and were inverse y associlate
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with satisfaction across the two models
(P<.05). Burden of lifetime discrimi-
nation was not associated with trust
or satisfaction with providers. Stress
from discrimination was associated
with an inverse prevalence of satisfac-
tion in the fully-adjusted model (PR
.98, 95% CI .95, 1.00). Participants
who reported being unfairly treated
while getting medical care had a 7%
reduced prevalence of trust and satis-
faction with providers in fully-adjust-

We found partial support
for our hypothesis in that
greater levels of everyday
discrimination were
significantly associated
with lack of trust in

providers.

ed models (PR .93, 95% CI .91, .96;
PR .93, 95% CI.90, .95, respectively).

We also investigated the extent to
which sex, SES, and insurance status
moderated the relationship between
perceived discrimination and provider
trust and satisfaction. There were two
significant P values for interaction
in the fully-adjusted models: having
between a high school diploma and
some college and having a college
degree or more moderated the rela-
tionship between perceived everyday
discrimination and trust in provid-
ers (high school graduate-some col-
lege (P values for interaction=.008);
college or more (P values for in-
teraction=.042) (data not shown).

214

DiscussioN

This study examined the associa-
tions of multiple dimensions of per-
ceived discrimination with trust and
satisfaction with health care providers
in a large sample of AAs. We found
partial support for our hypothesis in
that greater levels of everyday dis-
crimination were significantly associ-
ated with lack of trust in providers.
We also found that higher levels of
lifetime discrimination were asso-
ciated with lack of trust in and sat-
isfaction with providers after full
adjustment. Greater levels of stress
derived from lifetime discrimination
were associated with lack of satisfac-
tion with providers; and there was a
significant inverse association of par-
ticipants who reported being unfairly
treated while getting medical care
with trust in and satisfaction with
their provider. Burden of discrimina-
tion was not associated with any of
the outcomes. Additionally, we found
that the association of everyday dis-
crimination with trust was modified
by level of education. JHS is a highly
educated cohort, which could sug-
gest more exposure to various forms
of discrimination for highly educated
and upwardly mobile AAs in set-
tings such as work, majority-White
neighborhoods, or public places.

Our findings are consistent with
previous smaller studies that have
found a direct relationship between
perceived racism and mistrust and

dissatisfaction.!®?-24

Similarly, we
found that generalized discrimination
was associated with trust and satisfac-
tion; however, unlike the previous
studies, we did not measure the reason

for discrimination (eg, race, sex, etc.).
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Our findings suggest that experi-
ences of discrimination affect partici-
pants’ perceptions of their health care
providers. AAs report more discrimi-
natory experiences and distrust than
other racial ethnic groups.***¢ The
majority of AAs attribute experiences
of discrimination to race/ethnicity,
most likely due to the historical treat-
ment of AAs by Caucasians.**?” AAs
may generalize feelings of discrimi-
nation to Caucasians, which could
influence attitudes toward provid-
ers. According to the Association of
American Medical Colleges, approxi-
mately 75% of all medical school
graduates practicing medicine in the
United States were Caucasian.?® Due
to the high percentage of Caucasian
providers, AAs may anticipate that
they will experience racism when in-
teracting with providers. These per-
ceptions are reinforced when provid-
ers use dominant communication and
display an attitude that is not collab-
orative, warm, friendly, and respectful
when interacting with AA patients.”

In addition to preconceptions
about Caucasian providers, AAs also
rely on previous experiences as rea-
sons for their mistrust of providers.
Because AAs have higher rates of pub-
lic insurance and not being insured,
they may expect financial discrimina-
tion in the health care system. Some
health care institutions and providers
refuse to give care based on health in-
surance status and type of insurance.”
126

Also, Jacobs et al*® examined AA per-
ceptions of providers and found that
many AAs believed providers were
only after profit and were interested
in experimentation during routine
care visits. Some AAs additionally

mentioned hearing about or witness-



ing negative experiences during ofhce
visits. These perceptions influence
patient-provider interactions, conti-
nuity with health care providers, and
adherence to recommended therapy.®’!

Providers may also contribute to
AA mistrust and dissatisfaction. Un-
intentional bias may cause the pro-
vider to believe that the patient lacks
interest or concern with his/her health
or that the patient is unintelligent or
not capable of following instructions.
For example, Van Ryn & Burke®' ex-
amined physician perception of AAs
and their findings showed physician
perception to be influenced by race,
which influenced whether the provid-
er thought the patient was intelligent,
participated in high-risk behaviors,
and whether the provider felt affilia-
tion toward the patient. Although re-
search has found associations between

characteristics
3234

socio-demographic
and health outcomes, the stereo-
typical perceptions of providers may
be harmful to the patient-provider
relationship. Other mechanisms by
which discrimination may impact
trust and satisfaction with provid-
ers include individual and neighbor-
hood-level social factors. For instance,
high-status AAs may be exposed to
discriminatory acts from the majority
population in the world of work and
society in general, and this accumu-
lation of everyday and lifetime dis-
crimination may shape their percep-
tions of their health care providers.
Major strengths of this study in-
clude the utilization of a large pro-
spective study of AAs to examine the
intra-racial differences of perceived
discrimination in Jackson, Missis-
sippi, a state that is significant for his-
torical and contemporary patterns of
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health disparities. The use of multiple
measures of discrimination is also a
strength. In light of these strengths, a
notable limitation is the cross-section-
al design, which prevents causal infer-
ence and directionality. The study
was conducted in a single site in the
southeastern United States, possibly
limiting its generalizability to other
AA populations. Another limitation
is the self-reported measures utilized
in this study, as we relied on par-
ticipants’ report of their own experi-
ence of discrimination. However, the
scales used had good internal validity
and reliability in other studies.”*

CONCLUSION

We observed a relatively strong asso-
ciation between perceived discrimi-
nation (everyday, lifetime, stress from
discrimination, and unfair treatment
in medical care) and mistrust and
dissatisfaction with providers within
the JHS. Due to recent policies that
increase health care access, providers
should be made aware of AA percep-
tions of discrimination in the health
care system, which likely affect health
disparities. In order to further con-
firm our findings, longitudinal analy-
sis including time-varying measures
of discrimination changes in levels of
trust and satisfaction overtime should
be explored in depth among a nation-
ally representative sample of AAs.

ACKNOWLEDGEMENTS
The authors thank and acknowledge
the Jackson Heart Study team (University
of Mississippi Medical Center, Jackson
State University and Tougaloo College) and
participants for their long-term commitment.
The Jackson Heart Study is supported
by contracts HHSN268201300046C,

HHSN268201300047C,HHSN268201300048C,
HHSN268201300049C, HHSN268201300050C
from the National Heart, Lung, and Blood
Institute (NHLBI) and the National Institute
on Minority Health and Health Disparities
(NIMHD). Dr. Sims is supported by the
grants P60MD002249 and U54MD008176
from the NIMHD. Ms. Glover is supported
by U54MD008176 from the NIMHD.

CONEFLICT OF INTEREST
No conflicts of interest to report.

AuTHOR CONTRIBUTIONS

Research concept and design: Glover,
Sims, Winters; Acquisition of data: Sims;
Data analysis and interpretation: Glover,
Sims; Manuscript draft: Glover, Sims,
Winters; Statistical expertise: Glover, Sims;
Supervision: Sims, Winters

REFERENCES

1. Byrne A, Tanesini A. Instilling new habits:
addressing implicit bias in healthcare
professionals. Adv Health Sci Educ Theory
Pract. 2015;20(5):1255-1262. hetps://
doi.org/10.1007/s10459-015-9600-6.
PMID:25771742.

2. Armstrong K, Putt M, Halbert CH, et al.
Prior experiences of racial discrimination
and racial differences in health care system dis-
trust. Med Care. 2013;51(2):144-150. hteps://
doi.org/10.1097/MLR.0b013¢31827310al.
PMID:23222499.

3. LaVeist TA, Nickerson KJ, Bowie JV. At-
titudes about racism, medical mistrust, and
satisfaction with care among African American
and white cardiac patients. Med Care Res Rev.
2000;57(1_suppl)(suppl 1):146-161. hteps://
doi.org/lo.l 177/1077558700057001S07.
PMID:11092161.

4.  Hausmann LR, Hannon MJ, Kresevic DM,
Hanusa BH, Kwoh CK, Ibrahim SA. Impact
of perceived discrimination in healthcare on
patient-provider communication. Med Care.
2011;49(7):626-633. htps://doi.org/10.1097/
MLR.0b013e318215d93c. PMID:21478769.

5. Tajeu GS, Cherrington AL, Andreae L,
Prince C, Holt CL, Halanych JH. “We’ll
Get to You When We Get to You”: Explor-
ing potential contributions of health care
staff behaviors to patient perceptions of
discrimination and satisfaction. Am | Public
Health. 2015;105(10):2076-2082. https://
doi.org/10.2105/AJPH.2015.302721.
PMID:26270291.

6. Casagrande SS, Gary TL, LaVeist TA, Gaskin
DJ, Cooper LA. Perceived discrimination
and adherence to medical care in a racially
integrated community. J Gen Intern Med.
2007;22(3):389-395. https://doi.org/10.1007/
$11606-006-0057-4. PMID:17356974.

215


https://doi.org/10.1007/s10459-015-9600-6
https://doi.org/10.1007/s10459-015-9600-6
https://www.ncbi.nlm.nih.gov/pubmed/25771742
https://doi.org/10.1097/MLR.0b013e31827310a1
https://doi.org/10.1097/MLR.0b013e31827310a1
https://www.ncbi.nlm.nih.gov/pubmed/23222499
https://doi.org/10.1177/1077558700057001S07
https://doi.org/10.1177/1077558700057001S07
https://www.ncbi.nlm.nih.gov/pubmed/11092161
https://doi.org/10.1097/MLR.0b013e318215d93c
https://doi.org/10.1097/MLR.0b013e318215d93c
https://www.ncbi.nlm.nih.gov/pubmed/21478769
https://doi.org/10.2105/AJPH.2015.302721
https://doi.org/10.2105/AJPH.2015.302721
https://www.ncbi.nlm.nih.gov/pubmed/26270291
https://doi.org/10.1007/s11606-006-0057-4
https://doi.org/10.1007/s11606-006-0057-4
https://www.ncbi.nlm.nih.gov/pubmed/17356974

Discrimination, Trust and Satisfaction - Clover et al

10.

11.

12.

13.

14.

15.

16.

17.

216

Benjamins MR, Whitman S. Relationships
between discrimination in health care and
health care outcomes among four race/ethnic
groups. / Behav Med. 2014;37(3):402-413.
https://doi.org/10.1007/s10865-013-9496-7.
PMID:23456249.

Krieger N, Waterman PD, Kosheleva A, et
al. Racial discrimination & cardiovascular
disease risk: my body my story study of

1005 US-born black and white community
health center participants (US). PLoS One.
2013;8(10):e77174. https://doi.org/10.1371/
journal.pone.0077174. PMID:24204765.
Sims M, Diez-Roux AV, Gebreab SY, et al.
Perceived discrimination is associated with
health behaviours among African-Americans
in the Jackson Heart Study. / Epidemiol
Community Health. 2016;70(2):187-194.
hteps://doi.org/10.1136/jech-2015-206390.
PMID:26417003.

Pellegrini CA. Trust: The Keystone of the
Patient-Physician Relationship. J Am Coll
Surg. 2017;224(2):95-102. https://doi.
org/10.1016/j.jamcollsurg.2016.10.032.
PMID:27773776.

Thom DH, Hall MA, Pawlson LG. Measuring
patients’ trust in physicians when assess-

ing quality of care. Health Aff (Millwood).
2004;23(4):124-132. htps://doi.org/10.1377/
hlthaff.23.4.124. PMID:15318572.

Moore AD, Hamilton JB, Knafl GJ, et al. The
influence of mistrust, racism, religious partici-
pation, and access to care on patient satisfac-
tion for African American men: the North
Carolina-Louisiana Prostate Cancer Project. /
Natl Med Assoc. 2013;105(1):59-68. heeps://
doi.org/10.1016/50027-9684(15)30086-9.
PMID:23862297.

Fuqua SR, Wyatt SB, Andrew ME, et al.
Recruiting African-American research partici-
pation in the Jackson Heart Study: methods,
response rates, and sample description.

Ethn Dis. 2005;15(4)(suppl 6):S6-S18, 29.
PMID:16317982.

Payne TJ, Wyatt SB, Mosley TH, et al.
Sociocultural methods in the Jackson Heart
Study: conceptual and descriptive overview.
Ethn Dis. 2005;15(4)(suppl 6):56-S38, 48.
PMID:16317984.

Taylor HA Jr, Wilson JG, Jones DW, et al.
Toward resolution of cardiovascular health
disparities in African Americans: design

and methods of the Jackson Heart Study.
Ethn Dis. 2005;15(4)(suppl 6):56-54, 17.
PMID:16320381.

Williams DR, Yan Yu, Jackson JS, An-
derson NB. Racial Differences in Physi-

cal and Mental Health: Socio-economic
Status, Stress and Discrimination. J Health
Psychol. 1997;2(3):335-351. https://doi.
org/10.1177/135910539700200305.
PMID:22013026.

Sims M, Wyatt SB, Gutierrez ML, Tay-

lor HA, Williams DR. Development and

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

psychometric testing of a multidimen-

sional instrument of perceived discrimination
among African Americans in the Jackson
Heart Study. Ethn Dis. 2009;19(1):56-64.
PMID:19341164.

Krieger N, Smith K, Naishadham D,
Hartman C, Barbeau EM. Experiences of
discrimination: validity and reliability of a
self-report measure for population health
research on racism and health. Soc Sci

Med. 2005;61(7):1576-1596. https://doi.
0rg/10.1016/j.socscimed.2005.03.006.
PMID:16005789.

Peck ME, Nunez-Smith M, Drum M, Lewis
TT. Adapting the everyday discrimination
scale to medical settings: reliability and valid-
ity testing in a sample of African American
patients. Ethn Dis. 2011;21(4):502-509.
PMID:22428358.

Williams DR, Mohammed SA. Dis-
crimination and racial disparities in health:
evidence and needed research. / Behav Med.
2009;32(1):20-47. https://doi.org/10.1007/
$10865-008-9185-0. PMID:19030981.
Benkert R, Peters RM, Clark R, Keves-
Foster K. Effects of perceived racism, cultural
mistrust and trust in providers on satisfaction
with care. / Natl Med Assoc. 2006;98(9):1532-
1540. PMID:17019925.

Borrell LN, Kiefe CI, Williams DR, Diez-
Roux AV, Gordon-Larsen P. Self-reported
health, perceived racial discrimination, and
skin color in African Americans in the CAR-
DIA study. Soc Sci Med. 2006;63(6):1415-
1427. https://doi.org/10.1016/j.s0c-
scimed.2006.04.008. PMID:16750286.
Sorkin DH, Ngo-Metzger Q, De Alba I.
Racial/ethnic discrimination in health care:
impact on perceived quality of care. / Gen
Intern Med. 2010;25(5):390-396. https://
doi.org/10.1007/s11606-010-1257-5.
PMID:20146022.

Banks KH, Kohn-Wood LP, Spencer M.

An examination of the African American
experience of everyday discrimination and
symptoms of psychological distress. Com-
munity Ment Health J. 2006542(6):555-570.
https://doi.org/10.1007/s10597-006-9052-9.
PMID:16897412.

Cuffee YL, Hargraves JL, Rosal M, et al.
Reported racial discrimination, trust in physi-
cians, and medication adherence among in-
ner-city African Americans with hypertension.
Am ] Public Health. 2013;103(11):e55-€62.
heeps://doi.org/10.2105/AJPH.2013.301554.
PMID:24028222.

Jacobs EA, Rolle I, Ferrans CE, Whita-

ker EE, Warnecke RB. Understanding
African Americans’ views of the trust-
worthiness of physicians. / Gen Intern

Med. 2006;21(6):642-647. https://doi.
org/10.1111/j.1525-1497.2006.00485 .x.
PMID:16808750.

Kessler RC, Mickelson KD, Williams DR.

Ethnicity & Disease, Volume 27, Number 3, Summer 2017

28.

29.

30.

31.

32.

33.

34.

35.

The prevalence, distribution, and mental
health correlates of perceived discrimina-

tion in the United States. J Health Soc

Behav. 1999;40(3):208-230. hteps://doi.
org/10.2307/2676349. PMID:10513145.
Castillo-Page, L. Diversity in the Physician
Workforce: Facts & Figures 2010. Association
of American Medical Colleges, Diversity
Policy and Programs, 2010.

Hall W], Chapman MV, Lee KM, et al.
Implicit Racial/Ethnic Bias Among Health
Care Professionals and Its Influence on Health
Care Outcomes: A Systematic Review. Am

J Public Health. 2015;105(12):e60-€76.
heeps://doi.org/10.2105/AJPH.2015.302903.
PMID:26469668.

Han X, Call KT, Pintor JK, Alarcon-Espinoza
G, Simon AB. Reports of insurance-based
discrimination in health care and its associa-
tion with access to care. Am ] Public Health.
2015;105(S3)(suppl 3):S517-8525. heeps://
doi.org/10.2105/AJPH.2015.302668.
PMID:25905821.

van Ryn M, Burke J. The effect of patient
race and socio-economic status on physi-
cians’ perceptions of patients. Soc Sci Med.
2000;50(6):813-828. https://doi.org/10.1016/
$0277-9536(99)00338-X. PMID:10695979.
Winkleby MA, Jatulis DE, Frank E, Fort-
mann SP. Socioeconomic status and health:
how education, income, and occupation
contribute to risk factors for cardiovascular
disease. Am J Public Health. 1992;82(6):816-
820. https://doi.org/10.2105/AJPH.82.6.816.
PMID:1585961.

Robbins JM, Vaccarino V, Zhang H, Kasl
SV. Socioeconomic status and type 2 diabetes
in African American and non-Hispanic white
women and men: evidence from the Third
National Health and Nutrition Examination
Survey. Am ] Public Health. 2001;91(1):76-
83. https://doi.org/10.2105/AJPH.91.1.76.
PMID:11189829.

Tate NH, Dillaway HE, Yarandi HN, Jones
LM, Wilson FL. An examination of eating
behaviors, physical activity, and obesity in af-
rican american adolescents: gender, socioeco-
nomic status, and residential status differences.
] Pediatr Health Care. 2015;29(3):243-254.
hteps://doi.org/10.1016/j.pedhc.2014.11.005.
PMID:25582548.

Taylor TR, Kamarck TW, Shiffman S.
Validation of the Detroit Area Study Dis-
crimination Scale in a community sample of
older African American adults: the Pittsburgh
healthy heart project. /nt | Behav Med.
2004;11(2):88-94. hteps://doi.org/10.1207/
s15327558ijbm1102_4. PMID:15456677.


https://doi.org/10.1007/s10865-013-9496-7
https://www.ncbi.nlm.nih.gov/pubmed/23456249
https://doi.org/10.1371/journal.pone.0077174
https://doi.org/10.1371/journal.pone.0077174
https://www.ncbi.nlm.nih.gov/pubmed/24204765
https://doi.org/10.1136/jech-2015-206390
https://www.ncbi.nlm.nih.gov/pubmed/26417003
https://doi.org/10.1016/j.jamcollsurg.2016.10.032
https://doi.org/10.1016/j.jamcollsurg.2016.10.032
https://www.ncbi.nlm.nih.gov/pubmed/27773776
https://doi.org/10.1377/hlthaff.23.4.124
https://doi.org/10.1377/hlthaff.23.4.124
https://www.ncbi.nlm.nih.gov/pubmed/15318572
https://doi.org/10.1016/S0027-9684(15)30086-9
https://doi.org/10.1016/S0027-9684(15)30086-9
https://www.ncbi.nlm.nih.gov/pubmed/23862297
https://www.ncbi.nlm.nih.gov/pubmed/16317982
https://www.ncbi.nlm.nih.gov/pubmed/16317984
https://www.ncbi.nlm.nih.gov/pubmed/16320381
https://doi.org/10.1177/135910539700200305
https://doi.org/10.1177/135910539700200305
https://www.ncbi.nlm.nih.gov/pubmed/22013026
https://www.ncbi.nlm.nih.gov/pubmed/19341164
https://doi.org/10.1016/j.socscimed.2005.03.006
https://doi.org/10.1016/j.socscimed.2005.03.006
https://www.ncbi.nlm.nih.gov/pubmed/16005789
https://www.ncbi.nlm.nih.gov/pubmed/22428358
https://doi.org/10.1007/s10865-008-9185-0
https://doi.org/10.1007/s10865-008-9185-0
https://www.ncbi.nlm.nih.gov/pubmed/19030981
https://www.ncbi.nlm.nih.gov/pubmed/17019925
https://doi.org/10.1016/j.socscimed.2006.04.008
https://doi.org/10.1016/j.socscimed.2006.04.008
https://www.ncbi.nlm.nih.gov/pubmed/16750286
https://doi.org/10.1007/s11606-010-1257-5
https://doi.org/10.1007/s11606-010-1257-5
https://www.ncbi.nlm.nih.gov/pubmed/20146022
https://doi.org/10.1007/s10597-006-9052-9
https://www.ncbi.nlm.nih.gov/pubmed/16897412
https://doi.org/10.2105/AJPH.2013.301554
https://www.ncbi.nlm.nih.gov/pubmed/24028222
https://doi.org/10.1111/j.1525-1497.2006.00485.x
https://doi.org/10.1111/j.1525-1497.2006.00485.x
https://www.ncbi.nlm.nih.gov/pubmed/16808750
https://doi.org/10.2307/2676349
https://doi.org/10.2307/2676349
https://www.ncbi.nlm.nih.gov/pubmed/10513145
https://doi.org/10.2105/AJPH.2015.302903
https://www.ncbi.nlm.nih.gov/pubmed/26469668
https://doi.org/10.2105/AJPH.2015.302668
https://doi.org/10.2105/AJPH.2015.302668
https://www.ncbi.nlm.nih.gov/pubmed/25905821
https://doi.org/10.1016/S0277-9536(99)00338-X
https://doi.org/10.1016/S0277-9536(99)00338-X
https://www.ncbi.nlm.nih.gov/pubmed/10695979
https://doi.org/10.2105/AJPH.82.6.816
https://www.ncbi.nlm.nih.gov/pubmed/1585961
https://doi.org/10.2105/AJPH.91.1.76
https://www.ncbi.nlm.nih.gov/pubmed/11189829
https://doi.org/10.1016/j.pedhc.2014.11.005
https://www.ncbi.nlm.nih.gov/pubmed/25582548
https://doi.org/10.1207/s15327558ijbm1102_4
https://doi.org/10.1207/s15327558ijbm1102_4
https://www.ncbi.nlm.nih.gov/pubmed/15456677

