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Abstract
The health status for Black-Americans is worse than other ethnic groups due to less seeking of medical care. Many Black-Amer-

icans refuse to seek medical care due to a distrust of the medical establishment. Cultural-distrust, which perpetuates medical-mistrust, was used as the theoretical framework for this study. It has been established that medical-mistrust by the Black-American
population correlates with to the underutilization of healthcare services, resulting in inferior outcomes and increased healthcare
cost and burden to society. The study aimed to determine if age (age group or age-stratification) and medical-mistrust adversely af-

fect healthcare utilization in Black-Americans when controlling for gender, income, insurance status, and education level, using the
Medical Mistrust Index and Group-Based Medical Mistrust Scale as data collection tools.

Results from 148 surveys collected from Black men (n = 57) and women (n = 91) in Orlando, Florida, USA revealed a negative sig-

nificant relationship between medical-mistrust and healthcare utilization (r = -.023) when controlling for gender, income, insurance
status, and education level. Further, it was found that a non-significant bivariate relationship exists between age (r = .032) and health-

care utilization among Black-Americans. The results indicated that Black-Americans of all age groups harbor mistrust of healthcare
on a near-equal basis per age-stratification.

This research adds to the knowledge-base that medical-mistrust discourages healthcare-seeking behaviors and decreases health-

care utilization by the Black-American population. These findings bring to the forefront the fundamental social, policy, and attitude

changes needed to assist Black-Americans to overcome their mistrust in medicine and increase utilization of healthcare services,
which decreases the financial burden to society and avoids the emotional fallout due to unnecessary illness and premature death.

A disproportionate number of Black-American men and women are affected by obesity and diabetes. Black-Americans have a high

risk for type 2 diabetes and a high rate of diabetic complications due to poor glycemic control and racial disparities in the United
States’ healthcare system.

Thus, in the prevention, management, and treatment of type 2 diabetes, physicians and healthcare providers should be sensi-

tive to the persistent medical-mistrust embedded in the psyche of the Black-American population—and be aware that, even though
younger Black-Americans are living in a more inclusive society, they might still harbor mistrust of the healthcare system on par with

their older counterparts. All medical practitioners in every medical specialty should be aware of this mistrust (and how it discourages positive healthcare-seeking behaviors) and respond accordingly.
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Introduction

In two recently published papers by Pruitt and Kerna (2020), medical-mistrust perceived by the Black-American population was firmly

established [1,2]. (Further studies supporting the researchers’ conclusion are provided in the following sections). However, age-strati-

fication has not been addressed or investigated adequately—by any researchers—regarding medical-mistrust recognized by the BlackAmerican population. This research attempts to fill this gap in that particular research: medical-mistrust according to age in the Black-

American population. According to age (age group or age-stratification), determining medical-mistrust by the Black-American population
is considered valuable research. If differences in medical-mistrust by the Black-American population—according to age-stratification—

do exist, then resources earmarked to address the medical mistrust issue (and the resultant poor healthcare-seeking behaviors) can be

allocated more directly and effectively. Thus, the United States government and non-governmental organizations (NGOs) can better ad-

dress this issue. For example, if younger Black-Americans have less medical-mistrust than their older counterparts, more (of the limited)

resources could be directed to lessening this mistrust in the older population. With limited resources, this approach seems prudent and,
thus, research regarding any age differences in medical-mistrust experienced by the Black-American population seems worthwhile. The
following information describes the original research and conclusions regarding medical-mistrust according to age in the Black-American
population.

Discussion
Background to the research study (further data confirming medical-mistrust perceived by the Black-American population)
The Group-Based Medical Mistrust Scale (GBMMS) was originally designed to measure medical-mistrust by Black and Latina women

(N = 168) [3]. The researchers’ goal was to measure the level of medical-mistrust relating to breast cancer screening. In other words, the
GBMMS sought to measure medical-mistrust as a barrier to breast cancer screening.

The scale is composed of three general areas or subscales: 1) suspicion, 2) group disparities in healthcare-seeking behavior, and 3) the

deficit of support from healthcare providers (physician and supporting healthcare staff). Previous medical-mistrust literature on under-

served ethnic groups helped formulate seven of the twelve questions on the survey. The seven questions comprise three general areas.
The first is the belief that certain ethnic groups do not receive proper healthcare information when being serviced by medical personnel.

Treatment insensitivity is the second area, while the third is lack of care comparable to other groups. Thus, the seven questions encompass group disparities for healthcare [3].

The suspicion measurement comprises two modified questions taken from the Cultural Mistrust Inventory (CMI). Thompson., et al.

(2004) modified the two questions to include verbiage that emphasized physician and healthcare staff. For example, “people of my ethnic

group should not confide in doctors and healthcare workers because it will be used against them” [3(p211)]. The other question reads,
“people of my ethnic group should be suspicious of information from doctors and healthcare workers” [3(p211)].

Two other questions from the scale were derived from the Perceptions of Racism Scale (PRS). This part of the scale was developed to

assess perceived racism among Black women across different social domains. As such, these questions were used to measure healthcare

disparities. For instance, one question is, “people of my ethnic group are receiving the same medical care from doctors and healthcare
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workers as people from other groups” [3(p211)]. Still, the other question deals with an assessment of hospital systems. For example, the
question is worded “in most hospitals, people of different ethnic groups receive the same kind of care” [3(p211)].

The final question on the scale was modified by researcher Hughes in 1996 to ascertain ethnic differences in risk perception among

women for an increased chance of breast cancer. The researcher focused on the disadvantages of genetic testing for cancer. Hence, the
modified question used on the GBMMS was “people of my ethnic group should be suspicious of modern medicine” [3(p211)].

The GBMMS was developed for use in the minority female population. However, Shelton., et al. (2010) used it as a measurement tool in

urban Black men. The researchers included Black men (N = 201) from New York City between 2006 to 2007 to determine the psychomet-

ric properties of the GBMMS in a Black male sample [4]. The measurement goals were medical-mistrust, healthcare participation, avoidance of healthcare, racial identity, healthcare satisfaction, residential racial segregation, and attitudes towards prostate cancer screening.
The results revealed high internal consistency (α = 0.87) for the instrument. The three subscales also produced adequate internal consistency: suspicion (α = 0.89), discrimination (α = 0.83), and lack of support (α = 0.65) in this sample population [4].

Likewise, Hughes-Halbert., et al. (2009) used the GBMMS in a male population of Blacks (N = 71) and Whites (N = 125) to assess the

feasibility of the instrument in determining medical-mistrust during the diagnosis of prostate cancer. The results yielded that Black men
(p = .01) have higher medical-mistrust levels than Whites [5]. Thus, the researchers were also able to conclude that the GBMMS can be
successfully utilized in the male population to measure medical-mistrust [4]. As such, the instrument was utilized in both Black men and
women for this study. The final instrument used in the study was the Medical Mistrust Index (MMI).

The MMI was developed for cardiac patients to assess the extent to which perceived racism and medical-mistrust determined satisfac-

tion with medical care. Thus, according to LaVeist., et al. (2000), the conceptual framework for the creation of the MMI was to determine
if “race is a gauge of patient satisfaction” [6(p148)]. Adopting patient data from the 1994 Commonwealth Fund Minority Health Survey,

found that individual predisposing characteristics (such as education, age, gender, attitudes, health insurance, and frequency of medical
encounters) are elements of patient satisfaction [6].

Expounding on this premise, LaVeist., et al. (2000) determined the degree to which these characteristics affect medical-mistrust of

healthcare providers and systems [6]. Thus, the healthcare providers and the healthcare system trust constructs were explored as the cardiac patient population required multiple medical system visits. The Black and White (N = 1784) sample population was taken from three

Maryland State Hospitals. The three hospitals were chosen because being that each was enrolled in the Cardiac Access Longitudinal (CAL)
study, investigating medical care utilization, access, and quality of life (QoL) in cardiac patients. Participants were chosen from the CAL

study as a subset to answer questions on a 4-point Likert scale (strongly disagree, disagree, agree, strongly agree) about medical-mistrust.
Recruits were asked questions, such as: “doctors treat African American and White people the same” and “patients have sometimes been
deceived or misled at hospitals” [6].

The results of the study showed that Blacks and Whites differ in healthcare system mistrust. Black cardiac patients were (91%) more

likely to feel that Whites receive better healthcare treatment [6]. Hence, Blacks reported more distrust of the medical care system and

were less satisfied with provider care than Whites [6]. It was also concluded that Blacks have greater medical-mistrust due to life experiences with perceived and real discrimination. Therefore, medical-mistrust has become entrenched in the behavior and attitudes of Blacks
[6]. These attitudes tend to adversely affect healthcare-seeking behaviors of Blacks.
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Egede., et al. (2006) explored how medical-mistrust can alter self-management, glycemic control, and health-related QoL in indigent,

type-2 diabetic patients. A sample of Black and White participants (N = 216) was given the MMI and the 23-item Diabetes Knowledge Test
to determine the level of medical-mistrust and self-care diabetes knowledge [7]. The researchers concluded that less distrustful patients

felt more in control of their diabetic disease state (r = -0.173, p = 0.012). Also, these less distrustful patients displayed better mental (r =

-0.192, p = 0.006) and physical health (r = -0.141, p = 0.044). These findings are congruent with other studies that posit higher mistrust
equals poorer health outcomes [7,8].

Hammond (2010) explored the correlation between medical-mistrust by Black men (N = 216) and psychosocial factors using the

MMI as a measurement tool. Psychosocial factors were defined as masculine role identity, age, discrimination experiences, and patientphysician interaction quality. The researcher concluded that many factors affect medical-mistrust by Black men [9]. For example, mascu-

line role identity played an essential part in the patient-physician relationship [9], often being an impediment to trust-building. Likewise,
personal characteristics, such as age, previous negative medical experiences, and racism expectations, adversely impacted medical trust.
Research questions and hypotheses

Research question 1: To what extent do medical-mistrust and age affect healthcare utilization in the Black population when controlling

for education level, economic income, health insurance status, and gender?
•

•

Ho1: Medical-mistrust and age do not statistically affect healthcare utilization in the Black population when controlling for education
level, economic income, health insurance status and gender (R2change = 0).

Ha1: Medical-mistrust and age statistically affect healthcare utilization in the Black population when controlling for education level,
economic income, health insurance status and gender (R2change > 0).

Research question 2: To what degree does medical-mistrust of healthcare providers and age predict healthcare utilization in the Black

population when controlling for education level, economic income, health insurance status, and gender?
•

•

Ho1: Medical-mistrust of healthcare providers and age do not statistically predict healthcare utilization in the Black population when
controlling for education level, economic income, health insurance status, and gender (R2change = 0).

Ha1: Medical-mistrust of healthcare providers and age statistically predict healthcare utilization in the Black population when controlling for education level, economic income, health insurance status, and gender (R2change > 0).

Research question 3: To what extent does age and medical-mistrust of healthcare systems have on healthcare utilization in the Black

population if education level, economic income, health insurance status, and gender are controlled?
•

•

Ho1: Age and medical-mistrust of healthcare systems have no statistically significant effect on healthcare utilization in the Black
population if education level, economic income, health insurance status, and gender are controlled (R2change = 0).

Ha1: Age and medical-mistrust of healthcare systems have a statistically significant effect on healthcare utilization in the Black population if education level, economic income, health insurance status, and gender are controlled (R2change > 0).
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Variables
•

Dependent variable: healthcare utilization.

•

Independent variables: age and medical-mistrust.

•

Control variables: education level, economic income, gender, and health insurance status.

Research design, method, and rationale

The MMI was utilized in this study to show the relationship between medical-mistrust, age, and healthcare-utilization or healthcare-

seeking behaviors in Blacks. Five healthcare utilization questions were used to gather healthcare-seeking behaviors in the Black population.

The study utilized a cross-sectional quantitative survey design. A purposeful sample of Black men and women from Orlando, Florida,

USA, was used to obtain information about their background, healthcare-related experiences, and attitudes towards medical care. The
information was obtained through questionnaires regarding medical-mistrust of the hospital, provider, and healthcare system. This study
aimed to discern if any differences exist in medical-mistrust levels by the Black population according to age affecting healthcare utilization.

The quantitative survey method offered several advantages for conducting this type of research. For example, according to Frankfort-

Nachmias and Nachmias (2008), survey research offers five distinct advantages: low cost, reduction in biasing error, greater anonymity,
considered answers and consultations, and accessibility [10].
Low cost

This survey method (of data collection) allowed for administering questionnaires to a wide range of socioeconomic and diverse partic-

ipants from a specific geographic area. Comparably, having to maintain staff to conduct face-to-face interviews could be cost-prohibitive.
Therefore, this method was chosen for its economic viability.
Reduction in biasing error

Interviewer bias is a probability in face-to-face interaction between an interviewee and interviewer. Using the survey system method

helped eliminate this risk to internal validity as participants did not feel pressured to answer questions under the interviewer’s guidance
[10].

Greater anonymity
When a face-to-face interview is avoided, it can alleviate uncomfortable situations that sensitive issues, such as racism, can cause the

participant. Therefore, this research design offered autonomy and comfort for participants in answering questions truthfully without
undue social pressure from an interviewer [11].
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Unlike an in-person interview, the survey method allowed participants the requisite time to thoughtfully answer questions. In other

words, it allows the participants to consider their answers and chose the best available response rather than providing a spur of the moment response.
Accessibility

Lastly, the survey method allowed a large pool of participants to enter the study at one point in time, affording the advantage of meet-

ing necessary quotas (levels of participants) rapidly. For example, this study recruited from a pool of potential participates of a predomi-

nantly Black church located in Orlando, Florida, USA. Thus, a diverse cross-sectional representation of Black healthcare views was readily
obtained.

Summary of the research design, method, and rationale
Notwithstanding the advantages to this design method as mentioned above, there were limitations:
•

•
•
•

Questions on the survey must be straightforward and easy to understand because no interviewer was present to explain questions
for the participants.

Questionnaires limit the researcher’s ability to probe for additional information [12].
There was a lack of control over who completed the questionnaire.

Finally, according to Frankfort-Nachmias and Nachmias (2008), the respondent rate for questionnaires and surveys can be low, mak-

ing it difficult to reach the number of recruits needed to achieve the necessary effect size [10]. To overcome this limitation, surveys
were collected after church service to enhance fulfillment objectives, which encouraged recruits to return completed surveys.

For statistical purposes, hierarchical multiple regression analysis was used to ascertain the relationship between medical-mistrust,

provider-distrust, and healthcare system-mistrust by Blacks according to age (Gender, health insurance, economic status, and education may confound the relationship between the dependant variable of healthcare utilization and the independent variables of age and
medical-mistrust).

Therefore, the cofactors were held constant throughout the study. However, a bivariate analysis was undertaken to determine the as-

sociation between covariates and dependent variables. Thus, hierarchical multiple regression analysis enabled covariates to be marginalized while the relationships between groups were analyzed [13].

This statistical method is preferred when determining group relationship for continuous predictor variables and criterion variables

[14]. For instance, Bell (2009) used the survey inquiry method in conjunction with multiple regression analysis to explore Blacks’ helpseeking behaviors for counselor preference [15]. According to Field (2009), hierarchical multiple regression analysis reduces the within-

group error of variance and minimizes cofounders’ effects by allowing the researcher to separate variables by group or model [13]. This
method also provides flexibility in analyzing aspects of the dependent variable and covariates related to linearity across groups [14]. Also,
the experiment instruments produce numerically-coded answers, which functions well with a hierarchical multiple regression analysis.

The GMMBS instrument used to collect data for this experiment included scale-rated questions. All survey questions were rated on

Likert-scale answers, such as “strongly agree” or “disagree”. Thus, these qualifier answers allowed the data to reflect the level of a particuCitation: Pruitt KD, Kerna NA. Does Age-Stratification Impact Medical-Mistrust Perceived by the Black-American Population? EC
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lar judgment. These ordinal ranking-scale questions were numbered, providing a numerical value or score for each question; for example:

1 = strongly agree, 2 = agree, 3 = disagree, and 4 = strongly disagree. The sum from each question was determined, generating a total score.

(In contrast, the MMI consisted of dichotomous response questions that were answered by “yes” or “no”.) Once numerical values were
assigned to the instruments and survey data collected, statistical analysis was conducted using hierarchical multiple regression analysis.
However, specific assumptions are needed for proper multiple regression analysis:
•
•
•

All predictor variables must be categorical or quantitative.

The criterion variable must be continuous and quantitative.

•

The variable must have non-zero variance.

•

produce unacceptable standard errors.

•

The variables must have non-perfect multicollinearity: predictor variables too closely correlated can cause the regression model to
The predictor variables must be uncorrelated with external variables, which could influence the results.
The data should fall within a skewness of -1.0 to 1.0 and kurtosis of -2.0 to 2.0 [16].

(A Durbin-Watson value greater than 3 is indicative of outliners.) Any outliners greater than 3 must be eliminated before the model

can be deemed reliable [14].

In this study, the relationship between the criterion variable and covariates was the same for all groups. According to their quantitative

dimensions, this relationship allowed the factor to be categorized into levels while differentiating the dependent and covariate variables.
For example, medical-mistrust (independent variable) was measured in three levels (low, moderate, high) according to the score.
Setting and sample

The study population was selected from a large (greater than 900 members) community-based, predominantly Black church located in

Orlando, Florida, USA. The recruits came from various and diverse socioeconomic backgrounds. The church’s demographic makeup was
60% adult female, 30% adult male, and 10% children.

The setting was metropolitan or inner-city for the reason that the United States Census Bureau (2011) defined Orlando, Florida, as a

large city surrounded by smaller municipals. According to the United States Census Bureau (2011), the City of Orlando, Florida, comprised
28.1% Black residents [17]. Males and females, age 18 and older, were enrolled in the study.
Sampling method

This quantitative study used a purposeful quota sample of equal numbers of Black males and females. All participants received a demo-

graphic questionnaire to determine age, years of schooling, gender, health insurance status, and racial/ethnic background. The eligibility
requirements for the study were being Black and over the age of eighteen.

A computation analysis was performed using G*power 3.1.4 computer program [18]. Using an alpha value of 0.05, a beta of .80, and

an effect size of 0.15 (medium), indicated that 68 participants were required for the study. As many people as possible were recruited,
to achieve at least 68 recruits for the study. The final number of recruits was 156. The quota goal was 50% Black females and 50% Black
males. However, the final tally was 61.5 % female and 38.5% male.
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Each survey was assigned a number. The program, Research Randomizer [19], selected surveys to be in the study according to their

number. This randomizer process aided in the nonbiased selection of recruits and control for systematic selection bias, affecting internal
validity [10].

Instrumentation
Group-based Medical Mistrust Scale (GBMMS)
All participants received a GBMMS to determine provider and healthcare system mistrust in Blacks according to age [3]. The GBMMS is

a 12-item Likert scale survey that measured mistrust of medical providers, the healthcare system, supposed support from providers, and
providers’ racial discrimination expectations. This survey asked recruits to answer questions relating to three constructs:
•
•
•

Provider and healthcare worker suspicion
Beliefs on healthcare group disparities

Perception of lack of support from healthcare providers.

The survey posed questions, such as: “doctors and healthcare care workers treat people of my ethnic group like guinea pigs” [3(p213)].

The participants had the option of answering 1 (strongly disagree) to 5 (strongly agree).

The scoring range was 12 to 60. The higher the score, the greater the mistrust. For example, a score of 29 or less constituted low

provider- and healthcare system-mistrust. Scores between 30 and 39 were considered moderate. Persons scoring greater than 40 were
considered to have high medical-mistrust of healthcare providers and systems.

Scores and levels were entered into the SPSS program. Scores of 29 or less were coded into the SPSS program as 1. Scores between 30

and 40 were coded as 2. Scores greater than 40 were coded as 3 in the SPSS program. The GBMMS has been validated for use in the Black
population [3]. Validity and internal consistency (α = 0.86) were acceptable for this research. Utilizing the GBMMS demonstrated the following advantages:
1.

It measured group perception and not individual perception.

3.

Views and opinions can differentiate group mistrust from distrust.

2.
4.

The tool was developed to measure ethnic minorities (Black and Latino).
It measured institutional mistrust [4].

The GBMMS served to collect data that answered research questions one through three.
Medical Mistrust Index (MMI)

The MMI determines the extent of age that affects healthcare utilization in Blacks [6]. The original MMI is a 17-item Likert scale tool

used to measure the mistrust for healthcare providers, hospitals, and healthcare systems. The MMI has questions, such as “racial discrimi-

nation in a doctor’s office is common” and “hospitals have sometimes done harmful experiments on patients without their knowledge”
[6(p152)]. Responses can range from “strongly agree” to “strongly disagree”. According to Brandon., et al. (2005), the index has a reliabil-

ity of α = 0.76 [20]. This tool has also been utilized in the Black population by LaVeist., et al. (2000) [6].
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To avoid redundancy, hospitals, health systems, and health provider questions from this original index were not used. Instead, health-

care utilization questions from a revised MMI were used. LaVeist., et al. (2009) revised the MMI from a 17-item instrument to a 7-item
tool [21]. The purpose of the revision was to validate the instrument and add the construct of underutilization of healthcare services. The
index was explicitly modified to determine the relationship between medical-mistrust and healthcare utilization in a targeted population
[21].

A validity and reliability test was performed on the instrument using revised healthcare utilization questions. The modified survey

asks questions, such as: “during the last 12 months, was there any time when you had a medical problem but put it off, postponed, or did
not seek medical care when you needed it because you do not trust the medical community” [21(p2101)]. Participants have the choice
of answering these questions as “yes” or “no”. The “yes” answers were coded into the SPSS program as 1, and “no” answers as 0. Thus,
dichotomous answers given, unlike the rest of the scale, which uses a Likert format.

The test-retest reliability for item-to-item correlations was moderately strong (α = 0.346 - 0.697). Multivariate modeling was predic-

tive for four of the five measures of healthcare service underutilization:
1.

Failure to keep a follow-up appointment (b = 1.11, p = .01)

3.

Failure to fill a prescription (b = 1.48, p = .002)

2.
4.
5.

Failure to take medical advice (b = 1.56, p < .01)
Postponing needed care (b = 0.939, p = .01).

Failure to get needed care did not correlate well (b = 0.815, p = .06).

Overall, the scale had a test-retest correlation of 0.69. Therefore, according to LaVeist., et al. (2009), this MMI was validated in predict-

ing the underutilization of healthcare services in a targeted population [21].

Other parts of the MMI measured healthcare system distrust and healthcare provider mistrust using the GBMMS survey. For this study,

only the five healthcare utilization questions were used to gather data for the dependent variable “healthcare utilization in Blacks related
to age and medical mistrust”. An affirmative response to any one of the five MMI questions indicated underutilization. Thus, questionnaires with at least one yes answer on the MMI were coded as 1. Surveys with no affirmative responses to any of the five questions on the
MMI indicated no deterrent to healthcare utilization due to medical-mistrust and were coded as 2.
Validity

This research attempted to protect internal validity in various ways. Validity was preserved according to content, construct, and sam-

pling. This research pursued answers to the question of medical-mistrust by the Black population. Thus, the measurement tools used to

collect data should support this construct. The GBMMS was designed to measure content relating to medical-mistrust. The MMI was used
to correlate medical-mistrust and healthcare utilization in Blacks. Both instruments have been used within the Black population previously in measuring healthcare-seeking behaviors and medical-mistrust (content validity).

Consequently, the indicator questions and statements were representative of medical-mistrust (sampling validity). Other mechanisms

were used to enhance internal validity, including random selection for entrance into the study to reduce selection bias and “blinding” of
the surveys. This enhancement of internal validity decreased the chance of selection bias that could affect internal validity.
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As stated previously, participants were recruited from a predominantly Black church located in Orlando, Florida, USA. A purposeful

quota sample of an equivalent number of male and female recruits was utilized, increasing the study’s population generalization power.

All participants were placed in one of three groups according to age. The first group was comprised of individuals age 18–40, coded as 1
in the SPSS program. The second group was age 41–60, coded as 2. The third group was 61–95, coded as 3.

Recruits were given the consent form and surveys during the church’s Sunday dinner activity inside the dining area. Participants freely

picked up consent forms and surveys upon entering the dining area (from a table at the dining area entrance). The participants had one

hour +/- fifteen minutes to fill out the surveys before dinner was served. The entire dinner activity lasted about two hours. The first hour
was used for fellowship and socializing. Thus, there was ample time to read and complete the surveys. The three surveys took approximately fifteen minutes to complete. All returned surveys were placed in a dropbox as the participants exited the dining area.

This data-collection process protected the individual participants’ privacy and allotted the requisite time to complete all surveys with-

out time constraints. The completed surveys were collected from the dropbox after the dining event. The age-range of church membership

is eighteen and greater. Three different surveys (Demographic, MMI, and GBMMS) were used to obtain specific data. The demographic
survey served to determine which people met the general requirements for the study. (The requirements for entering the study were being Black and over the age of eighteen).

Next, all returned surveys were checked for integrity. This process involved determining whether all questions and sections were an-

swered and noting respondents’ ethnicity and age. (The church is predominantly Black. However, other ethnicities can also be members.
Therefore, race needed to be validated.)

Selected participants were placed into a group based on age. All eligible recruits had an equal chance of being selected into the study

by assigning each survey a number. The computer program Research Randomizer selected completed surveys to be included in the study
based on the assigned numbers. The scores of the returned surveys were tallied.

The surveys, GBMMS and MMI, provided a quantitative description of attitudes, perceptions, help-seeking behaviors, and views of

the targeted Black population, regarding medical-mistrust and healthcare-seeking behaviors. Scores collected from these surveys were
further analyzed using a statistical method of hierarchical multiple regression analysis. Cofounding variables, such as health insurance
status, gender, economic status, and education level, were controlled. Permission was granted by the appropriate authorities to use the
GBMMS and MMI surveys as data gathering tools.
Data analysis

The analysis tool, SPSS v.21.0 for Windows, was employed for data interpretation. Descriptive statistics were used for demographic

data. This method provided information on means and standard deviations from the ratio and interval data contained within the sample.
Further analysis was performed using hierarchical multiple regression analysis in determining the relationship between age, medicalmistrust, and healthcare-utilization.

According to Green and Salkind (2011), the covariates can be entered into the model first, allowing for isolation of effects [14]. Thus,

health insurance status, education level, gender, and economic income status were entered into the program first as Model 1. Health insurance and gender are categorical binary variables; answers were coded as either 0 or 1. For example, males were coded into the SPSS
program as 0 and females as 1.
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Having health insurance was coded as 1 and not having health insurance as 0. Education was coded as 0 for elementary school, 1 for

middle school, 2 for high school, 3 for some college, 4 for a college graduate, and 5 for graduate school. Economic income followed the
same coding as education for respective levels. Next, the predictor variables of medical-mistrust and age were entered into the SPSS program as Model 2. By entering variables in this sequence, a precedent was placed on the predictor variables (age and medical-mistrust).
The criterion variable (healthcare utilization) was entered into the program as the dependent variable.

The GBMMS was comprised of three levels (low, moderate, and high) based on score. Covariant variables were kept constant, illustrat-

ing if there was an actual difference between age groups regarding the level of medical-mistrust and healthcare-seeking behavior.
Ethical considerations

An informed consent form was given to all participants before starting the data collection process. There was no withholding of nec-

essary treatment or invasive procedures as part of the study. Approval was granted by the Institutional Review Board (IRB) at Walden

University (IRB no#: 07-25-13-0235076). All surveys were assigned a random number to neutralize any confidentiality concerns to

ensure identity protection, and no signatures were obtained. No coercive persuasion was used to recruit participants. Entering into this
research study was not mandatory. No physical experimentation was conducted. Participants were subject to questionnaires and surveys

only. Lastly, the study’s goal was to provide benefits for Blacks—going beyond any contingency or encumbrance placed on the recruits in
agreement with ethical and United States federal regulations standards [22].
Study summary

This quantitative study collected data using a research survey method among Black male and female participants. Medical-mistrust

was measured using the GBMMS. Healthcare utilization was measured with a validated MMI. Statistical analysis was performed using
hierarchical multiple regression analysis. The independent variables were medical-mistrust and age. The dependent variable was healthcare utilization.

The study intended to ascertain whether medical-mistrust and age predict healthcare utilization in Blacks after controlling for health

insurance status, gender, economic status, and education. The independent variable, age, was measured according to self-reported an-

swers on the demographic questionnaire. Also, data for the control variables were obtained from self-reported information on the demographic questionnaire.

The independent variable, medical-mistrust of providers and healthcare systems, was measured according to answers provided from

the GBMMS. The dependent variable, healthcare utilization, was measured according to answers provided from the MMI.
Characteristics of participants

Two hundred and twenty-five surveys were made available to recruits. A total of 156 (69%) surveys were returned. Of the 156 surveys

returned, 148 were usable (65%). According to Faul., et al. (2009), a minimal number of 68 participants are needed to satisfy the effect

size and independent variable case ratio requirements. Thus, the 156 surveys collected for this study exceeded the number needed to
achieve adequate data computation.

The sample characteristics were Black males (38.5%) and Black females (61.5%). The complete sample was derived from a single

church located in Orlando, Florida, USA. Of the 156 surveys returned, 148 were randomized into the study. The program Research Ran-

domizer indicated that 68 surveys (out of the 225) should be eliminated to create a random sample. The selection process eliminated
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77 surveys, which exceeded the necessary elimination amount. For example, 5 (2%) of the respondents were eliminated due to racial

variation, as they selected a racial group other than Black. The remaining surveys (32%) were eliminated due to incomplete answering of
questions or failing to return a survey to the dropbox for collection. All surveys were distributed and collected within 2 hours on a single
Sunday afternoon. Self-reported control variable statistics are depicted in Table 1.

In this purposeful sample of Black men and women, 78.4 % had health insurance, while 21.6 % did not. Also, 21.6 % of the participants’

education level consisted exclusively of high school, while 18.2 % had some college. College graduates accounted for 27 % of the sample,
while 31.8 % of the participants went to graduate school (Table 1). The most common category for income in the sample was less than
$40,000 per year group (Table 1).

Control Variables

Frequencies (%)

Gender
Male (= 0)

57 (38.5)

No health insurance (= 0)

32 (21.6)

Female (= 1)

Insurance status

91 (61.5)

Has health insurance (= 1)

116 (78.4)

Middle School (= 1)

1 (0.7)

Education (Highest school attainment)
Elementary School (= 0)

1 (0.7)

High School (= 2)

32 (21.6)

Graduate School (= 5)

47 (31.8)

Some College (= 3)

College Graduate (= 4)

Economic income status
Less than $40, 000 yearly (= 0)
$41,000-$60,000 yearly (= 1)
$61,000-$80,000 yearly (= 2)

$81,000-$100,000 yearly (= 3)

$101,000-$150,000 yearly (= 4)
Over $150, 000 yearly (= 5)

27 (18.2)
40 (27)

73 (49.3)
30 (20.3)
19 (12.8)
8 (5.4)

14 (9.5)
4 (2.7)

Table 1: Descriptive statistics for control variables.

The largest age-group was the 18 – 40 category, which made up 45.3% of the sample. The smallest segment of the sample was the 61

– 95 age-group (13.5 %), as noted in Table 2.
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Independent Variable
Age (in years)

Group 1 (18 - 40) years
Group 2 (41 - 60) years
Group 3 (61 - 95) years

Frequencies (%)

13

67 (45.3)
61 (41.2)
20 (13.5)

Table 2: Descriptive statistics for age.

Results
A majority of participants in this study had moderate medical-mistrust of healthcare, according to their GBMMS scores. The total scale

range was 12–60. A score between 12–29 indicated low medical-mistrust [3]. A score over 40 indicated a high level of medical-mistrust.
Only 5 (3.4 %) participants fell within this range. In contrast, 90 recruits scored between 30–40 (60.8 %), displaying a moderate medicalmistrust level.

The GBMMS contained twelve questions. The mean answer was 1.67, with an SD = .537. The range for the GBMMS is minimal 1 and

maximum 5. The MMI contained five items. The mean of the answers was 1.43, with an SD = .497. The range for the MMI is minimal 1 and
maximal 2.

Bivariate analysis
The degree to which the control variables interacted with the dependent variable is depicted in Table 3. No significant interactions

were found between healthcare utilization and the control variables
Variables

Healthcare Utilization

Education
Spearman’s rho

.079

Point Biserial

.001

Sig. (1-tailed)
Gender

Sig. (1-tailed)

Health Insurance Status
Point Biserial

Sig. (1-tailed)

Economic Income Status

.169

.495
.035
.337

Spearman’s rho

.026

Pearson r

.032

Sig. (1-tailed)
Age

Sig. (1-tailed)

Medical Mistrust
Pearson r

Sig. (1-tailed)

.377

.350

-.023
.389

Table 3: Correlation between control, independent, and dependent variable. Note. * = p < .05.
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There was some weak correlation between age and healthcare utilization (r = .032). However, statistical significance was not achieved

(p = .350). The correlation for medical-mistrust was negatively associated (r = -.023) with no statistical significance reached (p = .389).
Assumption testing

Normality: The results indicated that the normality for the dependent variable (healthcare utilization) was .248. This skewness fell

between -1.0 and 1.0. Thus, normality was met according to parameters for skewness [14]. The dependent variable’s kurtosis was -1.96,
which fell between -2.0 and 2.0 as the customarily accepted range for kurtosis [16].

The independent variable age was normally distributed with skewness of .530 and kurtosis of -.839. Both numbers met the qualifica-

tions of normality [14]. The independent variable, medical-mistrust, showed skewness of -.074 and kurtosis of -.730. Both numbers fell
within the acceptable range [9].

The assumption for homogeneity of variance was analyzed using Levene’s test. The control variables were homogeneous (gender,

education attainment, health insurance status, economic status), F (5,142) = 1.80, p = .11. The probability (p = .11) was greater than the
significance level for assumption testing (0.01). Thus, the homogeneity of variance assumption was satisfied [16].

The Durbin-Watson test determined homoscedasticity—the boundaries being 1 to 3 for homoscedasticity [13]. The independent vari-

ables, age and medical-mistrust, equaled 1.71. Thus, homoscedasticity was met as the number fell within the 1 to 3 range.

Finally, Models 1 (control variables) and 2 (independent variables) were tested for outliers by analyzing Durbin-Watson residual

test values (-3.0 to 3.0). A minimum residual Durbin-Watson value of -1.05 and a maximum value of 1.36 was applied. The 148 surveys

reviewed fell between -3 and 3, indicating no outliers. Thus, all hierarchical multiple regression were met [14], and Models 1 and 2 were
considered reliable.

Research question 1 asked, to what extent medical-mistrust and age affect healthcare utilization in the Black population when control-

ling for education level, economic income, health insurance status, and gender?

Ho1: Medical-mistrust and age do not statistically affect healthcare utilization in the Black population when controlling for education

level, economic income, health insurance status, and gender.

Ha1: Medical-mistrust and age statistically affect healthcare utilization in the Black population when controlling for education level,

economic income, health insurance status, and gender.

The model summary for healthcare utilization, after controlling for gender, health insurance status, education level, and economic

status, is displayed in Table 4.

Model 1 includes economic status, gender, health insurance status, and education level, which control the study. Model 2 contains

economic status, gender, health insurance status, education level, independent variables, age, and medical-mistrust (Table 5). Age and
medical-mistrust accounted for no additional variance in healthcare utilization (p = .917). Accordingly, age and medical-mistrust did not
significantly change healthcare utilization (R2 = 0).

In Table 5, both Model 1, F (4, 143) = .240, p = .915 and Model 2, F (6, 141) = .187, p = .980 for the regression coefficients were non-

significant. Thus, the data analysis supported not rejecting the null hypothesis for research question 1. There were no missing values to
report. All surveys randomized in the study were used to answer research question 1.
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Model

R

R2

Adj. R2

1a

.082

.007

-.021

2b

.089

.008

-.034

Std. Error

Change Statistics

of Est.

R2Change

F Change

df1

df2

Sig. F Change

.503

.007

.240

4

143

.915

.506

.001

.086

2

141

.917

Table 4: Summary model of variables predicting healthcare utilization (RQ 1).

a: Predictor: (Constant), economic status, gender, health insurance status, education level.
b: Predictor: (Constant), economic status, gender, health insurance status, education level, age, GBMMS (12 items).
c: Dependent variable: healthcare utilization from the Medical Mistrust Index (5 items).
Note. * = p < .05.
ANOVA
Model
1a

Regression

2b

Regression

Residual

Sum of Squares

Df

Mean Square

F

Sig

.243

4

.061

.240

.915

.048

.187

.980

36.209

143

.253

36.16

141

.187

Total

36.453

Total

36.45

Residual

.287

147
6

147

Table 5: Multiple regression analysis of healthcare utilization (RQ 1).
a: Predictor: (Constant), economic status, gender, health insurance status, education level.
b: Predictor: (Constant), economic status, gender, health insurance status, education level, age, GBMMS (12 items).
c: Dependent variable: healthcare utilization from the Medical Mistrust Index (5 items).
Note. * = p < .05, *** = p < .001.
The Pearson correlation coefficient between age and healthcare utilization was not significant (r = .032, p = .350). Likewise, the Pear-

son correlation coefficient between healthcare utilization and medical-mistrust was not significant (r = -.023, p = .389). Therefore, healthcare utilization does not appear to be affected by age or medical-mistrust level in the Black population. Thus, the null hypothesis failed
rejection (R2change = 0).

Table 6 displays the coefficients associated with each model. None of the control variables significantly interacted with one another or

the independent variables.

Research question 2 asked, what degree of medical-mistrust of healthcare providers and age predicts healthcare utilization in the

Black population when controlling for education level, economic income, healthcare insurance status, and gender? Questions 1–10 and 12

from the GBMMS were used to answer research question 2. The results, in Table 7, indicate that medical-mistrust of healthcare providers
and age did not influence healthcare utilization in the Black population. Healthcare provider mistrust accounted for an additional 12.2%
variance in healthcare utilization among Blacks. The increase was not statistically significant (p = .123).
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Model

1 (Constant)

Unstandardized

Standardized

Coefficients

Coefficients

B

Std.Error

1.28

.175

Economic Status

-.006

Education Level

.035

Gender

Health Insurance Status

.202

Beta

.037

-.019

.041

.085

.099

.029

.104

Economic Status

-.009

.038

-.028

Education Level

.036

.042

.087

2 (Constant)
Gender

Health Insurance Status
Age

GBMMS

1.24

.018

.101

.030

.025

7.341

.000

.937

1.627

-.177

.234

.586

.275

.932

-.246

.806

-.175

.717

-.046

.000

.238

-.095

.972

.411

-.177

.681

-.035

.391

.117

1.793

-.183

.773

.067

.216

.698

-.085

.861

.289
.860

-.003

-.080

.738

.176

.035

.081

Upper Bound

4.495

.075

.061

-.003

Lower Bound

.863

.018

.105

Sig.

.206

.024

.277

T
-.173

.202

95% Confidence Interval (B)

.066

.219

-.047

.120
.145

-.163

.157

Table 6: Models 1 and 2 coefficient association within each model.
a: Dependent variable: healthcare utilization from the Medical Mistrust Index (5 items).
Note. * = p <.05, ** = p < .001.

Model
1a

2b

R

R2

.082

.358

.007

.128

Adj. R2
-.021
.022

Std. Error

Change Statistics

of Est.

R2 Change

F Change

df1

df2

Sig. F Change

.5032

.007

.240

4

143

.915

.4924

.122

1.525

12

Table 7: Summary model of variables predicting provider trust (RQ 2).

131

.123

a: Predictor: (Constant), economic status, gender, health insurance status, education level.
b: Predictor: (Constant), economic status, gender, health insurance status, education level, age, GBMMS (11 items).
c: Dependent variable: healthcare utilization the Medical Mistrust Index (5 items).
Note. * = p < .05, *** = p < .001.

Data (Table 8) confirmed that Model 2 was inclusive of the control variables and independent variables (age and medical-mistrust

questions 1, 2, 3, 4, 5, 6, 7, 8, 9, 10 and 12) and did not significantly predict healthcare utilization in Blacks F (16,131) = 1.206, p = .271.
Thus, the null hypothesis was not rejected (R2change = 0).

Research question 3 asked, the extent to which age and medical-mistrust of healthcare systems have on healthcare utilization in the

Black population if education level, economic income, healthcare insurance status, and gender are controlled? Question 11 from the
GBMMS survey was used to answer research question 3.
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AVONA
Model
1a

Regression

2b

Regression

Sum of Squares

Df

Mean Square

F

Sig

.243

4

.061

.240

.915

.293

1.206

.271

Residual

36.209

143

.253

Residual

31.771

131

.243

Total

36.453
4.681

Total

36.453

147
16

147

Table 8: Multiple regression analysis on provider trust (RQ 2).
a: Predictor: (Constant), economic status, gender, health insurance status, education level.
b: Predictor: (Constant), economic status, gender, health insurance status, education level, age, GBMMS (11 items).
c: Dependent variable: healthcare utilization from the Medical Mistrust Index (5 items). Note. * = p < .05, *** = p < .001.
Data (Table 9) contains information about healthcare system trust and how age and medical-mistrust influenced healthcare utilization

in the Black population.
Model
1a

2b

R

.082

.135

R2
.007

.018

Adj. R2
-.021

-.023

Std. Error of Est.
.5032

.5037

R2Change
.007

.012

Change Statistics
F Change

df1

df2

Sig. F Change

.240

4

143

.915

.834

2

Table 9: Summary model of variables predicting healthcare system trust (RQ 3).

141

.436

a: Predictor: (Constant), economic status, gender, health insurance status, education level.
b: Predictor: (Constant), economic status, gender, health insurance status, education level, age, GBMMS (1 item).
c: Dependent variable: healthcare utilization from the Medical Mistrust Index (5 items). Note. * = p < .05, *** = p < .001.
Healthcare system trust accounted for an additional 1.2 % of the change in healthcare utilization among Blacks. However, statistical

significance was not achieved (p = .436). Further, none of the regression coefficients reached significance (Table 10).
Model
1a

Regression

2b

Regression

Residual

Sum of Squares

Df

Mean Square

F

Sig

.243

4

.061

.240

.915

6

.111

.438

.853

36.209

143

Total

36.453

147

Total

36.453

147

Residual

.667

35.786

141

.253
.254

Table 10: Multiple regression analysis on healthcare system trust (RQ 3).
a: Predictor: (Constant), economic status, gender, health insurance status, education level.
b: Predictor: (Constant), economic status, gender, health insurance status, education level, age, GBMMS (1 item).
c: Dependent variable: healthcare utilization from the Medical Mistrust Index (5 items). Note. * = p < .05, *** = p < .001.

Citation: Pruitt KD, Kerna NA. Does Age-Stratification Impact Medical-Mistrust Perceived by the Black-American Population? EC

Diabetes and Metabolic Research. 2020 Sep 12; 4.11: 01-24.

Does Age-Stratification Impact Medical-Mistrust Perceived by the Black-American Population?
18

Model 2 of the regression coefficient model was not significant, F (6, 141) = .438, p = .853. Thus, the null hypothesis for research ques-

tion 3 was not rejected (R2change = 0). Overall, the null hypotheses for research questions 1, 2, and 3 failed to be rejected.
Summary of the research results

Blacks seek healthcare at a lesser rate than other ethnic groups [23,24]. A gap in the literature exists on the level of medical-mistrust,

according to age-stratification by the Black population and how it affects healthcare utilization. Thus, this study focused on determining
if the level of medical-mistrust experienced among Blacks—according to age-stratification—affected this population’s healthcare utilization.

This study involved a cross-sectional survey methodology design used to gather data. The sample was obtained through

a purposeful quota of Black males and femaies. Recruits were parishioners from a predominately large Black (greater than

900 members) church in Orlando, Florida, USA. Participants age 18 and older were recruited. All participants accepted into

the study received a consent form and three questionnaires (Demographics, Medical Mistrust Index, and Group-Based Medi-

cal Mistrust Scale). A hierarchical multiple regression analysis was used to interpret data for this quantitative experiment. The results of this study indicated that age and medical-mistrust levels did not affect healthcare utilization in the Black population.
Younger Black-American are growing up in a more accepting and inclusive society and are further removed from the events that

spawned and perpetuated medical-mistrust by their older counterparts. Nevertheless, younger Black-Americans’ medical-mistrust and

healthcare utilization levels are consistent with other age groups in the Black population. This consistency among younger Black-Americans is a crucial finding as it validates that Black-Americans—across all age groups—need interventional mechanisms to lessen medical-

mistrust and enhance healthcare-seeking behaviors. Hewins-Maroney., et al. (2005) explored psychosocial and socio-cultural aspects that

shape healthcare-seeking behaviors within the Black community. The researchers showed that Black healthcare-seeking behaviors are
similar to the general population once psychosocial and socio-cultural variables are eliminated across all age groups [25].
Limitations of the research

There were various limitations to this study. The information gathered from the small sample size of 148 participants cannot be defini-

tively projected to a broader Black population. Likewise, the Black sample model, taken in Orlando, Florida, USA, may not represent the
broader Black population, hindering external validity. The sample was collected at only one church in the City of Orlando, Florida, USA.
There is the possibility that variety exists across different geographical locations.

No comparison was made between Black-Americans and other individuals of African descent living in America. Studies by Phelps., et

al. (2001) and Kawachi., et al. (2005) indicated that some people of African descent from Caribbean countries and the continent of Africa

living in America have different views on race relations than Black-Americans [26,27].

In general, people of African descent born outside of America have a more optimistic view of race relations than Blacks in America [26].

Accordingly, foreign-born individuals of African descent living in America could have been members of the church in which the sample

was drawn. If so, it could have affected the final results, causing a shift in opinion to the less medical-mistrust category, which may not
represent the larger Black population.
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An individual interpretation of racism or prejudice in medical care fluctuates. There is no set standard or definition of a racist medical

event. The burden of interpretation is on the individual who may or may not feel violated [28,29]. Individuals have different reasons for
medical-mistrust and -distrust. Some medical-mistrust comes from experience, and other mistrust from avoidance (distrust).

There is no uniform cause of medical-mistrust that reaches across all aspects of Black-American life. Research by Soto., et al. (2011)

indicated that many Blacks suffer from anxiety disorders. These generalized anxiety disorders contribute to the distrust of individuals or

people. They cause an overall higher level of mistrust of others [30]. This study was unable to differentiate mistrust from distrust at the in-

dividual level. Thus, a more in-depth root cause analysis of why a person harbors medical-mistrust at the individual level was not reached.
Implications of the research findings

Blacks have fewer positive medical outcomes than Whites in the United States [6]. These health disparities’ social implication results

in an increase in morbidity for Blacks, perpetuating a higher mortality rate among Blacks [31]. Still, Blacks who seek healthcare are often

lost during the following-up process due to disenfranchisement, cultural-mistrust, lack of minority healthcare professionals, and marginal
access [32].

Healthcare injustices from the past (substandard treatments and unethical experiments and eugenics) have caused Blacks lower

healthcare-seeking rates than other ethnic groups [33]. Older Blacks are more likely to have grown up in a segregated society where trust

in the White medical community was not advantageous [34]. Yet, some younger Blacks hold a more negative attitude towards the past

than the future [35]. This grounding of negative attitudes may be partly due to historical stories being passed down through generations
about abuses towards Blacks [34,36,37].

Younger Blacks may tend to hold different time attitudes (life experiences in time) related to history and social interaction than older

Blacks [35]. Thus, different engagement mechanisms may have to be used to motivate distinct segments of the Black population to seek

medical care. It has been postulated that younger Blacks respond better to a system that evaluates and adapts motivation [38]. In contrast,
older Blacks prefer relationship-building interactions to develop trust [39].

The results from this study indicate that Blacks across all age groups continue to harbor medical-mistrust that cannot be distinguished

according to age. Thus, healthcare professionals and policymakers need to focus resources on all age demographics of the Black-American
population related to medical disparities.

Social change is needed to eradicate disparities in healthcare-seeking behaviors among Black-Americans. The elimination of health

disparities between other racial groups and Blacks-Americans could result in a financial benefit for all Americans [21]. For instance, in
2005, the United States spent 16% of the Gross National Product (GNP) or $1.98 trillion on healthcare [40]. The Joint Center for Political

and Economic Studies (2009) estimated that all Americans’ costs due to health disparities are approximately $413 billion annually [29].
Thus, changing the negative aspects of medical-mistrust and dire perceptions of healthcare by Black-Americans could result in better
health status, less medical costs, and the needed social change to facilitate positive healthcare outcomes in Blacks [29,41].

Conclusion

Racial inequalities in healthcare are well documented in the literature. Historical injustices against Blacks have caused them to view

healthcare as a menace to the well-being of individuals and the community [42]. Changing Blacks’ views of medical care might be the
answer to decreasing and eliminating health disparities in the United States. New healthcare policy changes and access, such as The

Patient Protection and Affordable Care Act (2010), could close the gap in health disparities by providing greater access for all Americans
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[43].

However, prior research has indicated that Blacks need greater interventional motivation to utilize healthcare [44]. Thus, healthcare

access is only one variable in the health disparity formula. Cultural- and medical-mistrust among Black-Americans are dynamic factors,

causing underutilization of healthcare [45-47]. Policy changes and greater access might improve but not eliminate health disparities
[40,48,49].

This study aimed to find an intrinsic cause for the underutilization of healthcare by Black-Americans (that did not focus on access,

policy, income, gender, or education level). Thus, age-related views on healthcare were used to explore attitudes regarding healthcare

utilization by the Black-American community. The results of this study indicate that Black-Americans might not need distinct levels of
intervention according to age. Younger Blacks (18–40) were just as likely to harbor medical-mistrust as other age-segments of the Black-

American population. Motivational mechanisms may be needed at all age levels within the Black-American community to increase healthcare utilization.

Decreasing healthcare disparities affecting the Black community should include and engage: health literacy (understanding one’s

health status), access to quality healthcare, cultural competency, social understanding (healthcare professionals understanding past medical injustices that cause medical-mistrust), removing physical barriers (income and difficulty in scheduling appointments), and empowering Blacks (as healthcare consumers vested in trust and autonomy within the medical community) [43].

Further studies on Black-Americans’ level of medical-mistrust and healthcare utilization are warranted. This study’s small sample did

not reveal a difference in how age affects medical-mistrust and healthcare utilization in Black-Americans. A more extensive study sample

needs to be gathered to capture a broader range of participants [50] and provide different results. Future research should also include a
broader range of Black-Americans from various geographic areas.

How an individual interprets prejudice or racism can be subjective [29]. Thus, future, in-depth research exploring the perceptions of

racism by Black-Americans might reveal new aspects of distrust and mistrust [39].

According to Marshall (2005), a disproportionate number of Black-American men and women are affected by obesity and diabetes

[51]. Paradoxically, as reported by Meis (2006), despite having higher rates of obesity, type 2 diabetes, and hypertension, Blacks have

lower rates of metabolic syndrome (MetS) when compared to Caucasians [52]. Nevertheless, Black-Americans have a high risk for type 2
diabetes and a high rate of diabetic complications due to poor glycemic control and racial disparities in the U.S. healthcare system [51].

Thus, in the prevention, management, and treatment of type 2 diabetes, physicians and healthcare providers should be cognizant of

and sensitive to the long-standing and persistent medical-mistrust embedded in the Black-American population’s psyche—and how it

discourages positive healthcare-seeking behaviors, resulting in increased cost to society. All medical professionals across the healthcare
spectrum should respond accordingly.
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