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Abstract

Studies indicate that Black patients report higher medical mistrust compared to their White
counterparts. However, little is known about factors associated with higher medical mistrust
among Black breast cancer patients. We examined predictors of medical mistrust and relationships
between medical mistrust, subscales of mistrust, and process of care factors to identify
opportunities to promote positive healthcare interactions between the trustees (e.g., providers) and
Black breast cancer patients, or the trustors. A secondary analysis was conducted of survey data
from 210 Black women with confirmed diagnosis of invasive breast cancer. Participants completed
telephone surveys consisting of questions pertaining to sociodemographics, attitudes, and beliefs
about medical care and breast cancer treatments. Multiple linear regression determined factors
associated with medical mistrust and mistrust subscales. Most participants (61%) were over the
age of 50 and currently single (64.8%). Women with greater medical mistrust reported less
satisfaction with the trustee’s technical ability (p < 0.0001) and greater satisfaction with their own
propensity to access care (p < 0.05). Additionally, women with public insurance demonstrated
greater mistrust (p < 0.01) and suspicion (p < 0.05) than women with private insurance, and
women with less education reported greater perceived discrimination than women who have at
least a bachelor’s degree. Findings from this study may inform future endeavors to educate
providers on ways to effectively interact with and treat Black breast cancer patients. Opportunities
to develop interventions that address and tackle issues of mistrust as reported by Black patients
may contribute to ongoing efforts to reduce health disparities.
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Introduction

Muistrust of the medical system continues to emerge as a significant concern voiced by
research participants and patients [1-4]. Specifically, Blacks report higher mistrust towards
the medical establishment than their White counterparts [5-7]. Feelings of medical mistrust
are more prevalent in Black breast cancer patients than White breast cancer patients and may
contribute to existing disparities in treatment utilization [6, 8]. Studies have shown that
individuals who report greater medical mistrust also tend to have poorer physical and
emotional well-being and quality of life [9-14]. Black breast cancer patients not only report
greater mistrust but also suffer from higher rates of cancer recurrence and mortality [6, 8,
15]. Some healthcare factors that may influence medical mistrust include provider
communication and patient satisfaction [16, 17].

While complex in nature, feelings of medical mistrust likely range from historical events
(e.g., Tuskegee Syphilis Study) to personal interactions that occur in healthcare settings [18—
20]. Contemporary reports of perceived discrimination and racism, underrepresentation of
Blacks in clinical trials, and the lack of participation by Black individuals in the blood and
organ donor pools further exacerbate the problem of mistrust [1, 18, 21-24]. Regardless of
the reasons behind feelings of mistrust, the effects continue to contribute to less uptake of
healthcare services, dissatisfaction with care, and disparate outcomes. Such findings warrant
the need to examine factors that contribute to and correlate with medical mistrust,
particularly regarding to individuals with chronic diseases.

The conceptual framework that guides this investigation was adopted from Mayer and
colleagues’ Integrative Model of Organizational Trust (Fig. 1) [25]. This multilevel model
posits the roles of the trustor (e.g., breast cancer patient) and the trustee (e.g., breast cancer
provider) with regard to one’s trust/mistrust in an organization (e.g., healthcare setting).
Demographics and propensity, or ability and capability, affect the trustor’s capacity to trust.
Further, three constructs related to the trustee—ability, benevolence, and integrity—also
contribute to the trustor’s ability to trust in an organization. In our study, women provided
demographic information and rated their satisfaction with their propensity to afford and
access care. When assessing the trustor’s perspectives, it is important to consider the
potential impact of unrelated or related prior experiences that may affect her assessment of
the trustee and/or the organization [25]. Additionally, women assessed their providers’
ability, benevolence, and integrity by rating factors including communication, technical and
professional quality, and interpersonal behavior. It is important to understand factors (e.g.,
provider ability, sociodemographics) that may contribute to greater medical mistrust felt by
Black women because such factors may serve as potential intervention targets (e.g., provider
education) and are known to contribute to the overall healthcare experience, therefore
affecting patient outcomes.

While studies have examined factors associated with medical mistrust between races, few
studies have identified attributing factors and predictors of mistrust within the Black cancer
population [26, 27]. As medical mistrust has been shown to contribute to disparities
experienced by Black breast cancer patients, focused inquiry is necessary to elucidate the
roles of the trustor and the trustee. The goals of this investigation were to identify
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sociodemographic factors that contribute to group-based mistrust as reported by Black breast
cancer patients and to assess the relationships between patient satisfaction, patient-provider
communication, and group-based medical mistrust.

Settings and Population

This secondary analysis is of data from the “Narrowing the Gaps in Adjuvant Therapy”
study, where investigators sought to reveal patient-reported factors and experiences related to
various cancer treatment modalities (e.g., hormonal therapy, chemotherapy) [10].
Participants were recruited from two medical centers in Washington, DC, one in Detroit, Ml,
and via community outreach efforts. The Institutional Review Boards of all participating
institutions approved the procedures and related materials for this study. Eligible participants
were identified via pathology records at participating institutions. Eligibility criteria
included self-identifying as Black/African-American or White/Caucasian, diagnosis of
invasive, non-metastatic breast cancer and in the early stages of a treatment course (within 6
weeks post-surgery), indications for systemic adjuvant treatment, and ability to read and
write in English. Participation required completion of one telephone survey. Additional
details pertaining to methods outside the scope of this study are noted elsewhere [10]. Of the
final sample of 359 women, Black women comprised 58.4% (7= 210) of the study sample.
Notably, black women reported significantly greater medical mistrust than White women (p
< 0.001) [10]. Therefore, the present analysis is restricted to the Black patients in the study.

Data Collection

Measures

Data were collected via trained interviewers via a telephone survey that lasted approximately
50 min. Participants received $25 for participating in the study. Clinical data were abstracted
from medical records.

Group-Based Mistrust—Mistrust was measured using the Group-Based Medical
Mistrust Scale, which consists of three subscales—suspicion (a = 0.78), perceived
discrimination and group-based disparities in healthcare settings (a = 0.74), and lack of
support (a = 0.013) [26]. Participants were to “Think about the relationship between various
racial/ethnic groups and the American medical system and to rate how strongly they agreed
or disagreed” with 12 5-point Likert-scale items (a = 0.55). Higher scores indicate more
mistrust.

Sociodemographics—Sociodemographic factors included age, marital status, and
education. Participants were also asked if they had health insurance; if they answered yes,
they were asked to disclose the type of insurance (e.g., public, private, Medicare and private,
other).

Communication—The Makoul [27] scale was adapted to assess patient’s ratings of
overall communication and communication regarding chemotherapy (a = 0.83), hormonal
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therapy (a = 0.84), and radiation therapy (a = 0.87); higher scores represented higher levels
of patient-provider communication.

Patient Satisfaction—Patient satisfaction was measured using the Patient Satisfaction
Questionnaire Short Form (PSQ-18) [28]. Participants answered 18 Likert-scale items
pertaining to their satisfaction with the medical care they received for the breast cancer
across seven domains: (1) general satisfaction, (2) interpersonal behavior, (3) financial
aspects, (4) technical and professional quality, (5) communication, (6) time with physicians,
and (7) accessibility/convenience.

Data Analyses—Descriptive statistics, including the mean and frequencies, were analyzed
for all variables. All two-tailed tests were assessed at a significance level of 0.05. Ftest for
univariate analyses was used to assess the association between each independent variable
and the continuous outcome variable, medical mistrust. Pearson correlation was reported
between outcome variables and predictor variables. Stepwise analyses were applied in
multiple linear regression models to select variables based on medical mistrust, suspicion,
and perceived discrimination and group-based disparities in health care. The lack of support
subscale was excluded from analysis due to its low reliability in this group of women. The
statistical power for linear regression model was conducted through G*power (version 3.1).
The power analyses showed that the powers for linear regression model with outcomes
medical mistrust, suspicion, and perceived discrimination and disparities in healthcare were
over 85%. All statistical analyses were performed using SAS version 9.4.

Sample Characteristics

The sociodemographic characteristics for these women are presented in Table 1. The mean
age for this group wasb4.1 years (SD = 12). Sixty-one percent of (7= 128) women were
over the age of 50 and 64.8% who were single. With regard to education, there is an equal
distribution of women with at least a high school education, some college, and a Bachelor’s
degree or higher. While most women were not employed full time, a majority had private
insurance. Overall feelings of medical mistrust for this group of women were relatively low
(mean = 29.48). Bivariate analyses indicate significant relationships between medical
mistrust and education (o = 0.029), employment status (o = 0.015), and insurance category
(p=0.005). Analysis also indicates significance with two process of healthcare factors—
radiation therapy communication (p = 0.0047) and chemotherapy communication (o = 0.02).
The total PSQ-18 score (p = 0.005) and one subscale, technical/professional quality (o=
0.0007), were also significantly related to women’s rating of mistrust. Significant
associations were not found for overall communication, marital status, or age.

Correlational analysis offers insight to the relationships between our outcome and
independent variables (Table 2). As evident through the table, all communication factors and
most PSQ-18 subscale items are inversely related to medical mistrust overall and to
suspicion. While no communication factors were significantly correlated with perceived
discrimination and group-based disparities in healthcare, interpersonal behavior (p < 0.01)
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was positively correlated, and financial aspects (p < 0.05) and time spent with physician (p <
0.05) were negatively correlated with that outcome.

Multiple Linear Regression Analyses

Medical mistrust—Multiple regression analysis was employed to determine which
variables (e.g., education, satisfaction) were significantly related to medical mistrust (Table
3). Medical mistrust was negatively related to possessing a private form of health insurance.
When compared to women with “public insurance” women “private insurance only”
reported less mistrust (v < 0.01). Regarding communication factors, greater mistrust was
associated with lower ratings of radiation communication (p < 0.01). There was no
significant relationship between total satisfaction and medical mistrust; however, results of
the model indicated a significant and inverse relationship between satisfaction with technical
and professional quality and medical mistrust (o < 0.001). Also, women who reported more
satisfaction with accessibility/convenience reported greater medical mistrust (p < 0.05).

Suspicion—Women with private insurance only (p < 0.05) and Medicare and private
insurance (p < 0.01) were less suspicious than women with public insurance. Women with
less satisfaction with the technical and professional quality of their medical professional (p <
0.05) and interpersonal behavior with providers (p < 0.01) were more suspicious of the
medical establishment. Additionally, women who reported lower ratings of communication
about their chemotherapy also reported greater suspicion (p < 0.01).

Perceived Discrimination and Group-Based Disparities in Healthcare—Women
with a high school diploma or less (p < 0.001) and women with some college (p < 0.01)
reported stronger feelings regarding perceived discrimination and group-based disparities in
healthcare settings than women with at least a bachelor’s degree. Lastly, greater satisfaction
with interpersonal behavior with providers was associated with greater perceived
discrimination (p < 0.01).

Discussion

This is the first study, to our knowledge, that assessed the contributing roles of the trustor
and the trustee towards medical mistrust in Black breast cancer patients. Findings from this
study revealed three key points: (1) Modifiable factors related to mistrust predominantly
occur within the context of the trustee, (2) assessing domains of medical mistrust provide
targeted insight into Black women’s feelings of mistrust, and (3) inequities persist within
social determinants of health (propensity, sociodemographics) and contribute to feelings of
mistrust.

Feelings of mistrust towards the medical establishment continue to resonate throughout the
Black community. These feelings were evident in our sample as ratings of mistrust ranged
from low to high (14-47) although overall feelings of mistrust were relatively low (mean =
29.48). However, Black women diagnosed with breast cancer report feelings of mistrust that
may be attributed to factors within the clinical setting. As many studies focus on racial
differences with regard to medical mistrust, our study highlights contributing
sociodemographic and process of healthcare factors related to Black women’s feelings of
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mistrust. Observing differences within this patient population reveals potential areas of
further investigation into why these differences exist, how they may impact patient
outcomes, and mechanisms for developing efficacious provider education curricula
pertaining to medical mistrust.

Our work contributes to an existing body of literature that emphasizes the role of patient-
provider communication within the context of clinical outcomes and perceptions of medical
personnel [6, 20]. In this study, greater medical mistrust was found in women who reported
lower ratings of provider communication. Specifically, communication regarding radiation
and chemotherapy was significantly related to overall mistrust and suspicion, respectively.
Other studies have reported similar findings [29, 30]. This finding suggests the need to
develop effective communication strategies for providers who interact and treat Black breast
cancer survivors. Notably, a study by White and colleagues suggests the need to examine
health literacy in the context of mistrust and communication, as they found that among
mistrustful individuals, those with high health literacy reported better ratings of provider
communication than those with low health literacy [31]. Additional work in this area is
warranted.

Interestingly, there was a significant relationship between accessibility to care and feelings
of mistrust; women with greater satisfaction with accessibility to care also were more likely
to be more mistrusting. This finding may suggest that access to care does not mitigate
feelings of mistrust; additionally, mistrust may evolve from numerous health-related
encounters and interactions. Further, qualitative research with black breast cancer patients
may address the cause and effect relationship between satisfaction and medical mistrust.

There were other unexpected findings. Women in our study who reported greater satisfaction
with their providers’ interpersonal behavior also had higher ratings of perceived
discrimination and group-based disparities in healthcare settings. To our knowledge, no
other studies have reported similar findings. However, Hagiwara et al. and Penner and
colleagues found that Black cancer patients who reported greater perceived discrimination
tended to interact or engage more with their physicians [32, 33]. A better understanding of
the relationship between providers’ interpersonal manner and cancer patients’ reporting of
perceived discrimination is needed in order to assess how the presence or absence of past
discrimination may affect or dictate how individuals interact with their providers.

In our study, education was a significant contributor to women’s reporting of perceived
discrimination and group-based disparities in the healthcare setting. Women with less
education reported more feelings of perceived discrimination than women with more
education. Similarly, a multi-center trial of post-surgical breast cancer patients found that
women with less than a high school education were more likely to report feeling
discriminated against than women who had at least a high school diploma [6]. Results from
our study and findings from others suggest a need to investigate factors within individuals
with less education that may be predictors of or cause feelings of perceived discrimination,
specifically within the healthcare setting. Leveraging the knowledge and insight of patient
navigators and/or community health workers may improve provider-patient relationships and
interactions [34, 35]. This notion needs to be explored in the context of the patient’s level of
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education. Moreover, future studies that examine provider interactions with Black cancer
patients with less education may inform methods to combat issues of discrimination.

The type of insurance one possessed emerged as a significant predictor of medical mistrust.
In our study, women with public insurance coverage (e.g., Medicaid) reported greater
mistrust and suspicion than women with private insurance and women with both private
insurance and Medicare. Mistrust may prevent individuals of certain socioeconomic groups
from seeking and receiving care, ultimately resulting in a contributing factor of health
outcome disparities within these groups. There is a dearth of studies with similar findings. A
qualitative study that examined perceptions of health among Black individuals in an urban
setting noted that participants with public insurance felt that providers possessed negative
preconceived notions about them because of their lack of private insurance, thus
perpetuating feelings of mistrust [36]. Furthermore, it is common for individuals to possess a
mistrust in the government and in physicians [37, 38]. This may explain why individuals
with government-provided insurance reported greater feelings of mistrust. This finding
presents a multi-faceted and complex concern regarding the perception of public insurance;
however, given the potential impact of such feelings, we must consider multilevel
approaches including educating patients and providers on interactions that may contribute to
such perceptions. Moreover, policies that ensure equitable access to quality care (e.g.,
specialists) for those possessing public insurance may attenuate feelings of mistrust. Further
investigation is warranted to examine and compare provider and patient views regarding
insurance status and care.

Findings in this study further demonstrate the prevalence of mistrust in Black breast cancer
patients and identify key contributing sociodemographic and healthcare factors. Strengths of
this study include the intentional recruitment and oversampling of black women, allowing
for between and within race comparisons rather than Black versus White comparisons that
have already been cited in the literature. The sample size also allowed us to observe
variations in demographic, clinical, and healthcare factors.

Despite the valuable findings and strengths, we must consider limitations of this study.
Participants were recruited via convenience sampling; therefore, information is lacking for
women who decided not to participate. Differences may exist between the women who
chose to participate and those who did not. Next, since provider communication was one
focus of this study, input from physicians may have provided additional insight into patient-
provider interactions. Additionally, ratings of the trustee did not occur via self-report but
were assessed by the trustor. This is also noted as a limitation of the theory [25]. Future
studies should include the provider, or the trustee, to assess self-reported measures of
provider domains. All women recruited to this study possessed health insurance; therefore,
these findings are not generalizable to uninsured women. Although our Cronbach’s alpha for
the total mistrust scale is acceptable, we recognize that the lack of support may have affected
the overall reliability. There is limited evidence that suggests loading group-based mistrust
items into two subscales instead of three [39]. Using this approach may have improved our
reliability; however, validation studies are needed to verify this assumption, specifically
within the context of Black breast cancer patients. Lastly, prior experiences unrelated to
treatment and care for cancer (e.g., prior surgeries) may have influenced our participants’
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responses. Therefore, the cross-sectional design of this study limited our ability to assess
domains of at multiple points during and after the women’s treatment and care.

Conclusion

Contributing factors of the health disparities experienced by Black breast cancer patients are
multifaceted. Medical mistrust may play a pivotal role within the spectrum of causal factors
related to disparities (e.g., poorer outcomes, lack access to care) affecting Black women.
This study provides an impetus to initiate dialog with trustors and trustees on the topic of
medical mistrust. Strategies to improve interactions between providers and black cancer
patients, specifically women of lower socioeconomic status, are needed. Further, additional
efforts are necessary to gain a better understanding of (1) why Black women report higher
mistrust than other races, (2) what modifiable factors contribute to mistrust, and (3)
approaches and interventions that engage and educate providers on Black women’s feelings
of medical mistrust methods to address mutable provider-level factors that may ease or
diminish such feelings.
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