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Abstract

Racial minorities report lower perceived quality of care received compared to non-Hispanic White Americans, resulting in
racial disparities in patient satisfaction. Medical mistrust, defined as a lack of confidence in the medical establishment and
the intentions of medical personnel, is more prevalent among racial minority groups and is associated with poorer health
outcomes. This study examines the prevalence and racial differences of patient/caregiver medical mistrust and its relationship
to patient satisfaction among the pediatric patient population at a large urban academic medical center. A cross-sectional
anonymous survey was conducted for caregivers of pediatric families seen at an urban tertiary care facility, including demo-
graphic information, the Patient Satisfaction Questionnaire (PSQ), and the Group-Based Medical Mistrust Scale (GBMMS).
Linear regressions and mediation analyses were performed, examining race-based medical mistrust and associations with
patient satisfaction. Sixty-seven surveys (67% Black/African American, 24% White) were completed. Black/African Ameri-
can participants reported higher levels of medical mistrust (M =2.29, SD=0.88 vs. M=1.37, SD=0.50; p <.001), which
was associated with lower patient satisfaction (p <.001). In a parallel mediation analysis, disaggregating the GBMMS into
three subscales, a significant indirect relationship emerged between race and patient satisfaction via the subscale lack of
support from healthcare providers (95% CI [—1.52,—.02], p <.05). Black/African American participants were more likely
to have medical mistrust, and greater medical mistrust was significantly associated with lower patient satisfaction. Black/
African American participants were significantly more likely to perceive lower support from healthcare providers which,
in turn, was associated with lower patient satisfaction. These findings identify potential areas for intervention to improve
Black/African American patients’ experience with healthcare.
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PSQ Patient Satisfaction Questionnaire
GBMMS  Group-Based Medical Mistrust Scale

healthcare-seeking behaviors among racial minority groups
such as greater reliance on emergency medicine versus pri-
mary care services [4, 5]. Arnett et al. examined the usual
source of medical care among 1408 Black/African American
and White adults in the United States (US) and found that
Black/African American patients were significantly more
likely than White adults to endorse the use of the emergency

Introduction

Racial and ethnic disparities in the overall quality of health
and in healthcare access have been well documented in exist-
ing literature [1-3]. This includes significant disparities in
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department (ED) and hospital outpatient services compared
to primary care services, even after adjusting for relevant
demographic and health-related variables [4]. Other studies
have supported these findings, showing that non-Hispanic
Black/African Americans are twice as likely to use the ED
compared to non-Hispanic Whites (80.4 vs. 43.5 visits per
100 person-years) [6] and less likely to report having a pri-
mary care provider [7]. The potential overreliance on ED
services among racial minority groups may compromise
their likelihood of receiving effective preventive care and
adequate chronic disease management [8, 9].
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Significant differences have also been reported in
patients’ satisfaction with received care, with racial
minorities more likely to report lower quality of care and
communication-related problems with providers [10, 11].
A recent study using the Urban Institute’s Health Reform
Monitoring Survey found that more than 20% of Black/
African American families reported unfair treatment, a
rate twice that of other races [12]. Various structural and
social contributors to disparities in healthcare satisfaction
have been highlighted in existing literature, one of which
is medical mistrust [13].

Medical mistrust is conceptualized as a lack of confi-
dence in the medical establishment or in the intentions
and behavior of medical personnel [14]. Medical mistrust
often develops as an adaptive mechanism to personally or
vicariously experience group-based discrimination and/or
differential treatment [15]. Existing literature has shown
that Black/African Americans and other racial and ethnic
minority groups are significantly more likely than non-
Hispanic White individuals to experience discriminatory
treatment both within and outside of the medical estab-
lishment [15, 16]. Self-reported and recounted discrimi-
natory experiences, in turn, have been shown to predict
greater mistrust in the healthcare system [17]. Thus, it is
unsurprising that racial/ethnic minority groups, particu-
larly Black/African Americans, often endorse significantly
higher medical mistrust than non-Hispanic White Ameri-
cans [17, 18]. Existing research has identified a signifi-
cant association between medical mistrust, underutiliza-
tion of healthcare services, and, for individuals who are
care-engaged, lower patient satisfaction [19]. Additionally,
the theoretical model entitled “Perceptions of Racism and
Mistrust in Health Care” hypothesizes that perception of
racism may influence cultural mistrust and thereby affect
satisfaction with care [20]. Little is understood about these
associations within the pediatric and pediatric caregiver
populations, but evidence suggests there are differences
in perception of care within these populations that require
further study [12].

The objective of this study was to identify the preva-
lence and magnitude of medical mistrust, as well as the
extent to which different dimensions of medical mistrust
are associated with patient care satisfaction at a tertiary
healthcare center in Baltimore, Maryland among caregiv-
ers of children in Pediatric ambulatory and inpatient care.
This will add to the sparse literature on pediatric caregiver
experiences of mistrust and directly address the associa-
tions of mistrust with patient satisfaction, which has not
been wholly explored elsewhere for this population. Our
aim was to optimize patient satisfaction by improving our
understanding of the patient experience and subsequently
developing interventions to enhance patient-provider
interactions.
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Methods

This study was conducted in October 2020 over a 2-week
period using a cross-sectional survey. Prospective partici-
pants were recruited from an outpatient primary care clinic
and general inpatient pediatric floor to capture a broader
range of perspectives and lived experiences among par-
ticipants. This study was approved by the University of
Maryland Baltimore (UMB) institutional review board. To
meet study eligibility, participants had to be aged 18-21 or
caregivers of patients (if patient < 18 years of age), able to
read and understand English, and physically or cognitively
able to provide written responses. Prospective participants
who met study inclusion criteria received written infor-
mation about the study, as well as their rights as research
participants, and informed consent was obtained from all
individual participants included in this study. Participants
completed a set of surveys with the average time for study
participation/completion being approximately 5—-10 min.

Race was assessed as part of a demographic question-
naire using a single multiple-choice item. Participants
selected a race that best described them from the follow-
ing options: (1) American Indian or Alaska Native, (2)
Asian, (3) Black or African American, (4) Native Hawai-
ian/ Other Pacific Islander, (5) White, or (6) other race.

Medical mistrust was assessed using the Group-Based
Medical Mistrust Scale (GBMMS). The GBMMS is a
12-item questionnaire that has been utilized and validated
among diverse populations in the US [21-23]. Importantly,
the GBMMS was not validated among adolescents < 18
at the time of this study, limiting enrollment to adult
patients being treated in pediatric facilities, and caregivers
of pediatric patients. The GBMMS uses a 5-point Likert-
type scale for the response key, ranging from 1 (strongly
disagree) to 5 (strongly agree). This assessment tool refer-
ences previous experiences of race-based discrimination/
differential treatment within the healthcare establishment
as well as feelings of mistrust one holds toward healthcare
workers, pharmacological treatment, and the medical care
system at large [21]. The GBMMS can be used as a single
measure (by calculating a single mean score) or can be
broken up into three subscales, consisting of the suspicion
subscale, the group disparities in healthcare subscale, and
the lack of support from healthcare providers subscale.
Prior studies have reported high internal consistency reli-
ability between these subscales [21-23].

A modified version of the Patient Satisfaction Question-
naire (PSQ) was used to assess patient care satisfaction
(adapted from Ware et al., 1983) [24]. The PSQ was modi-
fied for this study in order to address the specific purpose
of the study and consisted of a 3-item self-report meas-
ure using a 5-point Likert-type scale for the response key,
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ranging from 1 (strongly disagree) to 5 (strongly agree).
The modified PSQ included the following statements: “I’m
very satisfied with the medical care I receive,” “If I have
a medical problem, I can reach someone for help without
any problem,” and “There are things about the medical
care I receive that could be better.” Each item was utilized
as a separate outcome measure to systematically examine
potential differences in the relationship between race and
medical mistrust for care satisfaction, help-seeking effi-
cacy, and perception that improvement is needed in the
care received.

General demographic information was collected as part of
this study. This included age (years), self-identified race, eth-
nicity (Latina/Hispanic or non-Latina/Hispanic), and gender
(woman, man, transgender woman, transgender man, gender
queer, other, or I prefer not to say). Level of education (no
diploma, high school diploma or the equivalent, some col-
lege but no degree, bachelor’s degree, master’s degree, or
professional or doctoral degree) and household income (free
response) were not analyzed separately, but these factors
were adjusted for during data analysis.

Analysis

Statistical analysis was conducted using IBM SPSS Statistics
Version 28. Pearson’s product-moment correlation was used
to determine associations between the different variables of
interest (degree of medical mistrust and patient satisfaction).
A simple linear regression was utilized to determine the
relationship between the continuous independent variable
(i.e., medical mistrust) and the continuous outcome variable
(i.e., level of patient satisfaction). As part of the data analy-
sis, the Hayes PROCESS macro for SPSS (model 4) was
also employed to assess the hypothesized single mediation
models (Fig. 1). Mediation analyses were conducted adjust-
ing for the following empirically or conceptually relevant

Fig.1 Single mediation depic-
tion of mistrust model
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background variables: age, gender, education, income, and
location of service. Previous studies have reported high
internal reliability between the GBMMS subscales using
Cronbach’s alpha [21-23]; therefore, we assessed internal
consistency reliability using Cronbach’s alpha.

Results

There were 67 participants, seen at an outpatient primary
care clinic or admitted to a general inpatient pediatrics ward.
Of the total participants, 85% were parents/caregivers, and
15% were patients above the age of 18. Caregivers ranged
in age from 22-40 years. Most identified as female, had
less than a bachelor’s degree, and were employed either full
or part-time. Over 60% reported an annual income below
$40,000. Most participants self-identified as non-Hispanic,
with 46% Black/African American, 24% White, and 3%
reporting Hispanic/Latin origin.

Black/African American participants reported sig-
nificantly more medical mistrust than White participants.
However, there was no significant difference in care satis-
faction by race (Table 1). In assessing bivariate relation-
ships between race, medical mistrust, and patient satisfaction
outcomes, race was significantly associated with medical
mistrust but not directly related to any of the patient satisfac-
tion outcomes. However, medical mistrust was significantly
correlated with all patient satisfaction outcomes (Table 2).

A simple linear regression was conducted to determine
the bivariate relationship between medical mistrust and the
three outcome measures. Results suggested that medical
mistrust predicts lower satisfaction with care (p <0.001),
lower confidence in being able to reach a provider for med-
ical support (p <0.001), and a greater likelihood of believ-
ing that the care they received could be better (p <0.001).
Single mediation analyses were conducted to determine
the relationship between race and patient satisfaction

;| Medical mistrust

> Satisfied with care

.09

Note. Indirect effect =-.1682 , SE = .1647 , 95% confidence interval = -.5286, .1250.

**p <.01
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Table 1 Mean differences of the

. . . Variables Black White Total
main measure in separate racial
groups and combine sample n M [SD] n M [SD] n M [SD]
Medical mistrust®* 45 2.29 [0.88] 16 2.1[0.59] 67 2.1[0.92]
Satisfied with care 45 4.56 [0.69] 16 4.5410.72] 67 4.54 [0.75]

"p<0.5, *p<.001

Table 2 Bivariant correlations among main measures for the full
sample

Variables Race  Medical Mistrust  Satisfied with care
Race - A54%* —.044
Medical mistrust - —.358%*

“p<.05, ¥p<.01

9 <«

outcomes (i.e., “satisfied with care,” “reaching for help,”
and “could be better”) through medical mistrust. All medi-
ation analyses were conducted adjusting for the following
theoretically or empirically salient variables: age, gender,
education, and location of service.

In the first mediation analysis, where “satisfied with
care” was utilized as an outcome, there was no significant
direct or indirect relationship between race and patient
satisfaction through medical mistrust (model = —0.1682,
SE=0.1647, 95% CI [—0.5286, 0.1250]). When examin-
ing “reaching for help” as an outcome, a significant indi-
rect relationship between race and outcome through medi-
cal mistrust emerged, such that Black/African American
patients had significantly more medical mistrust, which,
in turn, was associated with lower confidence in being
able to reach a provider for help if experiencing a medi-
cal issue. In the final single mediation analysis utilizing
“could be better” as the outcome variable, a significant
indirect relationship emerged between race and this out-
come through medical mistrust, such that Black/African
American patients had significantly more medical mis-
trust, which, in turn, was associated with a higher rating
on the item “There are things about the medical care I
receive that could be better.”

An exploratory analysis was conducted using a paral-
lel mediation model where the GBMMS was separated
into three subscales (i.e., “suspicion,” “group disparities
in health care services,” and “lack of support from health
care providers”) and assessed as separate mediators in the
relationship between race and the construct “satisfied with
care.” A significant indirect relationship was noted between
race and satisfaction with care through “lack of support
from providers” (model = —0.7002, SE=0.3823, 95% CI
[—1.5206,—0.0197]). Black/African American participants
were more likely to perceive lower support from providers
which was associated with lower satisfaction with care.
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Internal consistency was assessed in this study with
a=0.95 for the full sample, ®=0.93 for the suspicion sub-
scale, «=0.91 for the group disparities in the healthcare sub-
scale, and a=0.75 for the lack of support from healthcare
providers subscale, suggesting good internal consistency.

Discussion

The present study examined the relationship between medi-
cal mistrust and patient satisfaction and racial differences in
those associations. Black/African American patients were
more likely than White patients to have medical mistrust,
and greater medical mistrust was significantly associated
with lower patient satisfaction (Fig. 1). The structure of this
study also allows for the exploration of different dimensions
of mistrust (i.e., suspicion, perceived group disparities in
healthcare subscale, lack of support from healthcare provid-
ers) (Fig. 2). In mediation analysis, there was a significant
indirect relationship between race and satisfaction with care
reported as “lack of support from providers,” suggesting
that Black/African American patients were more likely to
perceive lower support from providers which, in turn, was
associated with lower patient care satisfaction.

Medical mistrust has been shown to be significantly
associated with worse outcomes across the healthcare con-
tinuum including underutilization of available healthcare
resources and services [4, 25], lower levels of treatment
adherence [26], and lower likelihood of participating in
clinical research [27-30], translating to variations in both
short-term and long-term treatment outcomes. This high-
lights the important implications of our findings for care
delivery. In a meta-analysis of 47 studies, Birkh&uer et al.
examined the relationship between trust and various health
outcomes, identifying medical mistrust as a potential pre-
dictor of adverse clinical symptoms, poorer quality of life,
decreased prevention-seeking behaviors, and lower satisfac-
tion with received medical care [14, 31].

Present study findings are consistent with existing lit-
erature indicating race as a significant correlate to medical
mistrust [17] and medical mistrust as a significant predictor
of lower patient care satisfaction [19, 32]. In the context
of such findings, it is important that health-promoting ini-
tiatives acknowledge potential historical and contemporary
socio-structural contributors to medical mistrust among
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Fig. 2 Parallel mediation depic-
tion of mistrust model

Black vs. White
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Adjusted model: controlled for age, gender, income, education, and location of service.

Indirect effect of Lacking support =-.7002, SE = .3823, 95% CI=-1.5206, -.0197 .

*P<.05; **P<.01

Black/African Americans and engage in efforts to reduce
contributors to medical mistrust and mitigate the negative
effects of medical mistrust among racial and ethnic minority
patient groups.

Existing studies have indicated that a multicultural and
diverse medical workforce is a potential avenue for culti-
vating greater trust among minority groups [33]. This may
be accomplished through intentional efforts to recruit a
diverse and multicultural student body in health profes-
sional schools and create the needed social infrastructure
in medical schools and medical centers to accommodate for
and encourage diversity and inclusion [34, 35]. A healthcare
workforce that mirrors the patient demographic served can
help engender greater trust, increase patient comfort, and
may lead to positive medical outcomes [36]. Greenwood
et al. found that Black/African American newborns who are
cared for by White physicians are twice as likely to suffer
mortality than when cared for by Black/African American
physicians [37]. Such finding offers early indication into the
protective potential of physician—patient racial concordance
and underscores the importance of investing in a racially
diverse and multicultural medical workforce that represents
patient demographics.

In the present study, Black/African American patients
disproportionally endorsed items suggesting a belief that
providers do not have the best interest of their racial/ethnic
group in mind, feel as if information is sometimes hid-
den from them, and note personal experiences of being
treated poorly or unfairly by healthcare professionals.
Existing literature suggests that race-based stereotyping
and implicit bias can significantly contribute to unequal
treatment/provision of medical services, even among phy-
sicians who believe provided care to be egalitarian [38]. It
is imperative that medical training institutions and health-
care organizations actively engage in efforts that reduce

race-based implicit biases among providers and enhance
structurally informed and culturally sensitive care. Con-
tinuing efforts to address these potential areas of concern
may increase patient satisfaction and help patients feel
more confident and comfortable in reaching out for help
when necessary, while simultaneously helping medical
institutions to meet desired patient satisfaction metrics.
The main limitation of this study was that as a cross-
sectional study, causation inferences are not possible. The
sample size of the study and the fact that it is a single-
institution study may limit its generalizability, thus sup-
porting the need to expand this work to other institutions.
The timing of this study may further limit its generaliz-
ability as it was conducted in October 2020, representing a
period not only significant for its discussions of the impact
of race and racism at a national level, which may have
affected responses. Future studies are needed to determine
the impact of this timeframe on results. The location of
the study in Baltimore, MD may be a further limitation for
generalizability, as social injustices and health disparities
were spotlighted in this region after the death of Freddie
Gray [39]. Additionally, this timeframe was amidst the
COVID-19 pandemic, in which generalized mistrust of
the US healthcare system increased overall, significantly
higher among Black/African American persons and other
marginalized communities [40—42]. Future studies should
explore this impact and consider changes in outcomes over
time. Furthermore, exploration of the effect of parental
age and caregiver lived experiences may be important
considerations in future studies, understanding that age
and individual experiences can impact trust and engage-
ment with the healthcare system [43]. Additional studies
directly evaluating the pediatric population under age 18
and youth mistrust would add to current understanding.

@ Springer
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Conclusion

The goal of this study was to examine the magnitude of
medical mistrust among Black/African American and
White patients and to assess the relationship between med-
ical mistrust and patient care satisfaction. Black/African
American patients had more medical mistrust than White
patients, and medical mistrust was, in turn, significantly
associated with lower patient satisfaction. This study sug-
gests that efforts being undertaken to improve patient sat-
isfaction may also demonstrate positive effects on medi-
cal mistrust, and future studies should consider this as an
important outcome to evaluate. Further research is needed
to demonstrate interventional approaches toward identify-
ing and mitigating potential contributors to medical mis-
trust and to reduce the negative effects of medical mistrust
among vulnerable populations in the US.
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