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Abstract
There are gaps in the literature regarding how patient-physician racially concordant
relationships affect African American women’s health. This quantitative study
evaluated the effects of non-minority physician influence on the perceptions of
medical mistrust, racial discrimination, and healthcare-specific racial discrimination
on African American women. The behavioral model for vulnerable populations
guided the study. Two research questions involved understanding the relationship
between trust in the physician scale and medical mistrust and the association between
racial discrimination and perceived healthcare-specific racial discrimination among
African American women living in a Southern U.S. state. A stratified random
sampling strategy was used to obtain a purposive homogenous subgroup of 816
African American women ages 30-55. Chi-squared and Pearson correlation analyses
were used to test relationships. The Medical Distrust Scale and Trust in Physician
Scale scores were significant, r = -.64, p <.001. Healthcare-specific Racial
Discrimination was significantly correlated with the Schedule of Racist Events-Entire
Life scale, r = .69, p <.001. Implications for positive social change include facilitation
of conversations between minority patients and non-minority physicians about the
significance of racially concordant patient-physician relationships based on trust. This
can lead to increased training and education of minority physicians and healthcare
personnel so that African American women can choose qualified physicians who look

like them and thus contribute to better health outcomes for minority women.
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Chapter 1: Introduction to the Study
Introduction

The dissertation sought to identify whether race-concordant patient-physician
relationships affect African American women’s health outcomes. Quality healthcare
accessibility should be provided regardless of an individual’s race or background;
however, this remains a challenge, resulting in health disparities among specific racial
and ethnic populations (Moy & Freeman, 2014). Even today, African American
populations continue to be affected by cultural stereotypes, resulting in an implicit and
explicit bias of providers, which only increases the prevalence of health disparities and
poor health outcomes (Chapman et al., 2013). Research reveals that poor health outcomes
are directly correlated to patient-physician relationships (Nelson, 2016).

Evidence shows that discrimination against minority populations, especially
African American women, is connected to adverse health outcomes for them. Moreover,
there are gaps in the research regarding the role of minority physicians and whether
minority patients feel they will receive better treatment from a physician who looks like
them. Limited research indicates that a match between the racial characteristics of patient
and physician impacts patient care (Bleich et al., 2012; Hall et al., 2015; Schoenthaler et
al., 2012; Thomas, 2014). Kaplan (2012) suggested that patients respond more positively
to physicians with whom they feel some concordance, whether it is due to culture, race,
language, or gender. The role of minority physicians can influence the impact of race as a
salient measure for health inequalities, both present in and perceived by African

American women (Perez-Sable & El-Toukhy, 2018). Few quantitative studies have



examined how medical mistrust, perceived racial discrimination, and perceived
healthcare-specific racial discrimination impact the health of African American women.
Research findings and analyses, however, provide minimum knowledge about the extent
of non-minority physicians on the health consequences of African American women.
Inquiries show that further research can provide additional clarity and knowledge.

This chapter provides a summary of the scope of literature research. The problem
and purpose of the study are stated, as also any gaps noted in the current literature. The
chapter sets out the research questions and hypotheses, along with the conceptual or
theoretical framework. It describes the nature of the study, definitions, assumptions,
delimitations and scope, limitations, and a summary of the main points.

Background

Medical mistrust and feelings of discrimination can prevent vulnerable ethnic and
racial populations from seeking healthcare. Not seeking healthcare can present significant
challenges, increasing the likelihood of ethnic and racial minority populations contracting
life-threatening diseases (Jackson & Gracia, 2014). Hence, understanding the correlations
existing in patient-physician relationships and their role in the health disparities and
health perceptions among African American women is important for remediation
(Thomas, 2014). Hall et al. (2015) indicated that implicit attitudes displayed by providers
such as physicians are challenges to the formulation of appropriate patient-physician
relationships. The attitudes of physicians and other healthcare providers in racially
discordant relationships can promote racial disparities for African Americans, impacting

their health and healthcare (Hall et al., 2015). The behaviors and decisions of physicians



and other healthcare providers are significant components of trust, which, in turn, is one
of the most significant components in patient-physician relationship building (Shan et al.,
2016). Consequently, trust plays a significant role in how patients perceive the healthcare
they receive; so, it is vital that race-concordant patient-physician relationships be studied
in depth to determine whether having a physician who looks like the patient increases
trust and leads to positive healthcare benefits.

Many barriers and factors prevent African American women from accessing the
healthcare they need, beyond lack of resources (the inability to pay) (Levesque et al.,
2013) and lack of insurance (Wang et al., 2013), which are common influencers of
healthcare use. Other barriers that act as critical determinants include provider
interactions with patients, the patient’s trust in providers, and patient involvement in
healthcare decisions (Hall et al., 2015). Wang et al. (2013) found that 23.63% of African
Americans expressed inability to obtain needed healthcare services, causing treatment
delays or foregoing of treatment. Nuru-Jeter et al. (2011) found that lack of healthcare
and reduced healthcare perceptions has caused African American women to develop age-
related diseases earlier than whites. Additionally, Thrope et al. (2016) concluded that
African Americans have consistently exhibited higher rates of stroke, diabetes, and
hypertension in all age groups, than Whites.

Carter et al. (2016) averred that African American woman who perceived more
racial discrimination experienced more diagnoses of chronic illness. Discrimination may
influence all African Americans substantially. Greer et al. (2014) posited that perceived

discrimination from providers is a barrier effecting quality provider relationship for



African Americans. As such, African Americans are more likely to perceive healthcare-
specific racial discrimination (Abramson et al., 2015). Higher levels of discrimination
cause African Americans to report increased levels of medical mistrust and poor
communication with their healthcare providers, specifically their physicians (Cuevas &
Brien, 2016). Feagin and Benefied (2014) found that though African Americans prefer
healthcare practitioners from their own racial, ethnic group, they face a healthcare system
that is non-black.

This study addresses the perceptions of African American women in Selma,
Alabama, regarding whether they felt they received better treatment from a physician
who looks like them than one who does not. The study is necessary to gather data,
information, and knowledge about the influence of non-concordant patient-physician
relationships on healthcare perceptions and outcomes for African American women. On
this topic, Krieger (2012) said it best: the responsibility of research is to provide clarity
regarding the extent and health consequences of racial discrimination.

Problem Statement

A significant amount of research that identifies discrimination (Forsyth et al.,
2014; Greer et al., 2014), poor patient-physician relationship communication (Rim et al.,
2011), and medical mistrust (Sheppard et al., 2013) as barriers to competent healthcare
for African American women. Perez-Stable and El-Toukhy (2018) identified numerous
factors related to the patients, clinicians, and the healthcare system, all contributing to
unequal healthcare. Specifically, there are gaps in the literature regarding the role of

racially concordant patient-physician relationships in health outcomes. Therefore,



examining medical mistrust, perceived racial discrimination, and perceived healthcare-
specific racial discrimination can provide additional clarity and information on the
significance of racially concordant patient-physician relationships.

Purpose of the Study

The purpose of this quantitative research was to evaluate the effects of non-
minority physician influence on perceptions of medical mistrust, perceived racial
discrimination, and perceived healthcare-specific racial discrimination on African
American women in Selma, Alabama. The research also evaluates how patient-physician
relationships influence African American women’s decision to access healthcare. Positive
minority physicians’ relationships may be a key to improving the health of African
American women, as demonstrated by reductions in medical mistrust, perceived racial
discrimination, and perceived healthcare-specific racial discrimination experienced by
them. The study will evaluate the role of trust in non-concordant and concordant patient-
physician relationships.

Research can assist in determining patient needs and requirements to make a
transformation in physician relationships and encourage formation (Tapp et al., 2013).
Further, the research seeks to provide additional evidence to fill a gap in the literature
regarding a correlation between minority physicians and better health outcomes for
African American women. This research could shed light on the perceptions of
discrimination and racial biases experienced in race discordant patient-physician

relationships, and the results could prompt new conversations about the significance of



the patient-physician relationship and how negative relationships affect ethnic and
minority patients.
Research Questions and Hypotheses

RQ1: Is there an association between the Trust the physician scale, and medical
mistrust scale (quantitative)?

Hol: There is no association between the Trust the physician scale and medical
mistrust scale.

HAT1: There is an association between the Trust the physician scale and medical
mistrust scale.

RQ1 Data Analysis Plan: Examine data using Pearson’s correlations to examine
the correlations between the Group-Based Medial Mistrust Scale (GBMMS) and The
Trust and Physician Scale (TPS).

RQ2: Is there an association between perceived racial discrimination and
perceived healthcare-specific racial discrimination among African American women
(quantitative)?

Ho2: There is no association between perceived racial discrimination and
perceived healthcare-specific racial discrimination among African American women.

HAZ2: There is an association between perceived racial discrimination and
perceived healthcare-specific racial discrimination among African American women.

RQ2 Data Analysis Plan: Use Pearson’s correlations to examine the correlations

between the scores on the Healthcare Specific Discrimination Measure (HCSD),



Schedule of Racist Events-Lifetime (SRE-L), and the Everyday Discrimination Scale
(ED).
Theoretical Framework

The theory best suited for the dissertation is the behavioral model for vulnerable
populations (BMVP) developed by Gelberg et al. (2000). The BMVP theory provides a
theoretical structure to examine the variables of medical mistrust, perceived racial
discrimination, and perceived healthcare-specific racial discrimination, as well as the
adverse effects of non-minority physicians. The BMVP theory has been used in research
to clarify and provide understanding concerning physical and mental healthcare among
vulnerable populations (Bazarga et al., 2005; Krahn et al., 2006; Austin et al., 2008). The
theoretical structure of BMVP enables the examination of factors associated with
mistrust, healthcare discrimination, and stressors, along with how these issues affect the
health outcome utilization of African American women (Fernandez & Morales, 2007;
Levine et al., 2011; Napoles-Springer et al., 2007; Nandi et al., 2008; Varma et al., 2008).
The model may increase understanding of the barriers that contribute to healthcare
discrimination against African American women and provide insights into ways of
improving the health status of African American women. BMVP framework allows for
examination of mechanisms that narrate the intentions of African American women to
seek medical help and how medical help is perceived. The core components of the
BMVP framework are predisposing, enabling, and need factors, which are classified as

predictors of health attitudes, behaviors, and perceptions of health behavior outcomes.



Figure 1

Behavioral Model for Vulnerable Populations

Population Characteristics

| Predisposing ——>»  Enabling g Need | —>  Health Behavior —>  Outcomes
T 1 T 1 L

Traditional Domains: Traditional Domains: Traditional Domains: Traditional Domains: Traditional/Vilnerable Domains:
Sociodemographics Personal/Family Resources Perceived Health Personal Health Practices Health Status

Age Regular source of care General population health Diet Perceived

Gender (man vs, woman) Insurance Evaluated Health Exercise Evaluated

Relationship status Income General population health Self-care

Race/ethnicity Social support Tobacco use Satisfaction with Care

Education Perceived barriers to care Use of Health Services General satisfaction

Employment Community Resources Ambulatory care Technical quality

Occupation Residence Inpatient care Interpersonal aspects
Health Beliefs Region Alternative healthcare Coordination

Values concerning health/illness ~ Health services resources Long-term care Communication

Attitudes toward health services Financial aspects

Knowledge about disease Time spent with clinician

Access/Availability/Convenience

Viulnerable Domains: Vulnerable Domains: Vulnerable Domains: Vulnerable Domains: Continuity
Social Structure Personal/Family Resources Perceived Health Personal Health Practices Comprehensiveness
Sexual orientation Competing needs Vulnerable population health  Food sources Administrative hassle
Gender identity (cis vs. trans) Public benefits Evaluated Health Hygiene
Childhood characteristics Self-help skills Vulnerable population health Unsafe sexual behaviors

Residential history Ability to negotiate system

Living conditions Case manager

Mobility Transportation

Victimization Telephone

Mental health Information sources

Psychological resources Community Resources

Substance abuse Crime rates

Social services resources

Source: Gelberg, L., Anderson, R. M., Leake. B. M. (2000) Application for medical care
use and outcomes. Health Services Research, 34(6), 1273-1302.

The BMVP predisposing components are pre-existing conditions that influence a
person’s use or lack of use of medical services. Traditional domain variables are gender,
race, education, age, ethnicity, and attitudes and beliefs about health services. Vulnerable
domain variables include sexual orientation, acculturation, birth country, and mental
illness. Predisposing conditions are significant because they influence one’s probability
of healthcare service utilization that is not directly responsible for medical services
(Andersen & Davidson, 2007). Medical mistrust is represented as a predisposing

traditional domain variable since it represents African American women’s beliefs or



attitudes toward health service physicians. Anderson and Davidson (2007) defined
enabling components as variables that either impede or facilitate healthcare service usage.
Enabling domains are traditional and vulnerable. The traditional domains include
insurance status, care source (regularly), income, barriers to healthcare, social support,
and care seeking. Resources in health services include healthcare distribution, the process
of care, population ratio, and price, which are vulnerable domains. For dissertation
purposes, healthcare-specific racial discrimination, and general discrimination
(perceived) are under the vulnerable enabling domains.

The need component of the BMVP includes the reorganization of objective
evaluations of conditions or health and self-perceptions (Andersen & Davidson. 2007,
Gelberg et al., 2000). Traditional domain need components include the perceived need
for care, perceived health status, and evaluated need (Gelberg et al., 2000). The
vulnerable domain includes evaluated conditions of relevance to the vulnerable
population and perceptions of the population (Gelberg et al., 2000). The need component
includes objective evaluation and self-perception of conditions that require medical
treatment (Andersen & Davidson, 2007; Gelberg et al., 2000). African American
women’s perceived need for medical care evaluation may be related to their vulnerable
health status. African American women’s intentions to seek a physician will be

considered under the vulnerable need domain.
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Figure 2

Behavioral Model for Vulnerable Populations

Perceived
Racial

Medical Mistrust + Discrimination » Seek a physician

(Health)

Health Care
Specific Racial
Discrimination

Nature of the Study

The study had a quantitative focus due to the numerous advantages of this
method. Quantitative data enables the researcher to assess the validity, reveal
relationships, and make predictions (Creswell & Plano Clark, 2011; Fetters et al., 2013;
Shi, 2008). The research used descriptive to make general inferences regarding the
population sample’s attitudes, behaviors, characteristics, and descriptions, and to interpret
the current status of individuals, settings, conditions, or events (Allen, 2017). Surveys
using questionnaires (mail or direct administration) were adopted for data collection due
to their advantages like economy, ease of design, flexibility, and attribute identification
(Fowler, 2009; Creswell, 2014).

The study used a cross-sectional design to measure outcomes and exposure,
collect and analyze data, and examine the characteristics or possible differences among
the population at a point in time. Cross-sectional design can be used in both social
sciences and survey research (Frankfort-Nachmias et al., 2015; Shi, 2008). There are

limitations to cross-sectional surveys such as limitations to precision information
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measurement, faulty respondent memory, and inability to depict causal relationship
direction, which thereby eliminate alternative interpretations (Shi, 2008).

The transformative design was chosen because it can be paired with any design
that uses a pervasive influence as the theoretical lens throughout the research process
(Mertens, 2003). Transformative designs in research seek to change and advance social
justice by identifying power imbalances and empowering individuals (Greene, 2008;
Mertens, 2003, 2009). Transformative design works well with BMVP theory. Therefore,
the explanatory sequential design was used for understanding the impact of non-minority
physicians on African American women.

Definitions

African American: A non-Hispanic, non-White person who identifies with African
heritage instead of European heritage (Bryc et al., 2015).

Concordant Relationships: Patient-physician relationships where both are of the
same race (Hall et al., 2015).

Non-Concordant Relationships: Patient-physician relationships where the patient
belongs to an ethnic or racial minority, and the physician is White (Hall et al., 2015).

Discrimination: A unjustified or unfair behavior of one group that systematically
disadvantages members of another group (Dovidio et al., 2008, p. 479).

Medical mistrust: A case where non-minority clinicians do not show respect to
African American women, making them feel that the clinician’s treatment was

discriminatory (Cuevas & Brien, 2016).
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Minority: Not a majority person, therefore a person who is not White (Bryc et al.,
2015).

Non-Minority: Meaning not a minority, therefore a non-minority physician is a
non-Hispanic White person (Bryc et al., 2015).

Patient-Physician Relationships: Interactions between the physician and patient
that facilitate mutual trust through shared decision-making (Eliacin et al., 2015).

Trust: An essential component of a clinical relationship (Shan et al., 2016; Hall et
al., 2015; Hall et al., 2002). The conviction of truth, ability, strength, and reliability in
something or someone.

Trust in Physicians: The belief that the physician will care for the needs and
interests of the patients under their care (Chang et al., 2013; Hall et al., 2015; Hall et al.
2001).

Assumptions

The study’s assumptions include one about the participants responding to the
surveys honestly and completely. An additional assumption is that the population studied
will be adequate for the study, as volunteers may withdraw their participation at any time
without ramifications. Participant confidentiality and anonymity will always be preserved
during the study. Finally, the inclusion criteria for participants are appropriate if each
participant has related experiences that are similar or identical.

Scope and Delimitations
The study’s scope comprises African American women’s choice of physician.

The inclusion criteria limited participants to African American women aged 30-55 who
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resided in Selma, Alabama. The quantitative research methodology was chosen so that
quantitative data could be integrated to provide enhanced results and greater clarity.
Limitations

The study’s eternal validity may be affected by the selection of participants (only
African American women aged 30-55), the setting, and the interaction history. The study
will use random selection to assign study participants. Internal validity may also be
affected by maturation, history, regression, and selection. A study with low internal
validity will produce conclusions that have little or no evidence of causality (Michael,
2016). Consequently, to reduce or control internal validity threats, consistency of
observational instrument points and select study participants that are not extreme and be
aware of any event that will impact study results.
Significance of the Study

Institutional as well as structural discrimination and racism have been linked to
stress, poor quality healthcare, reduced access to healthcare, and health disparities for
minority patients (Feagin & Benefield, 2013). The study’s benefit and impact on social
change could be increased awareness of the negative impact non-minority physicians’
implicit, structural, and institutionalized racism has on the mental and physical health
outcomes of African American women. The objective is to determine whether minority
physicians who are of the same color as their patients are linked to better health outcomes

for African American women.
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Summary

The relationship dynamics between physicians and African American women
need to be studied to determine their correlations to health outcomes and health
disparities and to develop ways to remediate the disparities (Belgrave & Abrams, 2016).
Patient-physician relationships have the greatest impact on the patient’s satisfaction
during medical service interactions, and trust in the physician is the essential component
(Chang et al., 2013). Chang et al. (2013) elucidates that satisfaction is influenced by
interpersonal based physician and medical service encounters affecting quality and trust
building. Physicians and patients must engage in consistent, meaningful interaction to
facilitate the building of trust (Peters et al., 2014).

Based on the above, this study’s results could empower vulnerable minority
populations through knowledge concerning the importance of race-concordant patient-
physician relationships. Chapter 2 includes a literature review, covering published
research and scholarship on the topic. These studies will be summarized to provide an in-
depth explanation of the importance of race-concordant patient-physician relationships,
medical mistrust, perceived racial discrimination, and perceived healthcare-specific racial

discrimination, and their effects on African American women in Selma, Alabama.
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Chapter 2: Literature Review
Introduction

Healthcare disparities remain a persistent but preventable problem for African
American women that affects treatment, management, and prevention of disease. A
greater understanding of the influence perception of patient-physician race-concordance
may provide clarity and contribute to reducing disparities for racial and ethnic minorities.
The literature review examines factors that can impact the intentions of African American
women to seek medical help and whether having a physician who looks like them plays a
role in their intentions. The specific caucus will be African American women, and their
feelings of medical mistrust, perceived racial discrimination, and perceived healthcare-
specific racial discrimination and how these factors together influence intentions to seek
healthcare. Medical mistrust perceived racial discrimination, and perceived healthcare-
specific racial discrimination can be reduced by improved, racially concordant patient-
provider relationships and in turn, reduce pervasive problems of ethnic and racial
disparities in the healthcare of African American women.

Discrimination against minority populations including African American women
has been connected to adverse health outcomes (Bailey et al., 2017; Benjamins &
Whitman, 2014). Baily et al. (2017) revealed how structural racism can be a crucial
determinant affecting minority health in a range of disciplines including but not limited to
medicine, patient-clinician relationships, housing, human resources, and public health.
Moreover, there are gaps in the research regarding the role of minority physicians and

whether minority patients feel hopeful of receiving better treatment from a physician that
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looks like them. Baily et al. (2017) explained that a central aspect of structural racism
expressed consciously and unconsciously by physicians and clinicians is detrimental to
minority health. Limited research indicates that a match between the racial characteristics
of patient and physician matters to patient care (Benjamins & Whitman, 2014; Bleich et
al., 2012; Cuevas et al., 2016; Schoenthaler et al., 2012). The argument is that the
physician’s race may play a role in the health equity of African American women. A
more in-depth understanding of how a physician’s race impacts African American
women’s perceptions of quality of care can contribute to understanding how these factors
influence their intentions regarding their healthcare needs and choices.

Evidence going back to van Ryn and Burke (2000) shows that both provider and
patient contribute to health outcomes, specifically showing that non-minority physicians
consider African American patients as less compliant and intelligent and engaging in
risky health behaviors, more so than patients of other races (van Ryn & Burke, 2000).
Green et al. (2007) showed non-minority physicians as having implicit stereotypes
regarding African Americans, often considering them as less than cooperative. Penner
(2014) provided a model for the role of race-related influences in race-discordant patient-
provider relationships and how they contribute to negative health-related behaviors.
Cuevas et al. (2016) qualitative study showed that perceived discrimination, medical
mistrust, and perceived healthcare-specific racial discrimination have an adverse effect
on the health of African American women. In sum, discrimination harms health,

continues to be a form of societal injustice personifying inequality, and manifests in
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health inequities for African Americans (Jacobs et al., 2014; Krieger, 2012; Williams &

Mohammed, 2009).
Literature Search Strategy

The literature search began with a well-organized systemic search from published
data identifying peer-reviewed quality references for the specific research topic of
discrimination (Rau, 2004). The dissertation’s research topics include medical mistrust,
perceived racial discrimination, and healthcare-specific racial discrimination experienced
by African American women aged 30-55. Although the primary purpose of this literature
search is to formulate the research question using available literature, it can also evaluate
and identify gaps amenable to further research (Anju et al., 2016).

The literature search was conducted using peer-reviewed journals found on Pro
Quest, CINAHL, Medline, EBSCOhost, Google Scholar, Academic Search Complete,
Ovid, Socindex, and ERIC. The following key terms were used in the search: African
American women, Black women, medical mistrust, perceived racial discrimination,
perceived healthcare-specific racial discrimination, health distrust, non-minority
physicians, minority physicians, health, communication, structural racism, institutional
racism, physician relations, and health disparities. Peer-reviewed articles used in the
literature review were published between 2013 and 2022; any relevant, peer-reviewed
articles with earlier dates were used to provide a historical foundation for medical

mistrust and perceived discrimination faced by African American women.
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Theoretical Framework

The theoretical framework is the foundation of the dissertation, and the research
knowledge constructs are both literal and metaphorical. According to Grant and Osamloo
(2014), the theoretical framework serves as the support and structure providing a
rationale for the study, purpose, problem statement, significance, and research questions.
It also serves as a grounding base or anchor for the dissertation’s literature review,
methods, and analysis.

The theoretical framework of the behavioral model for vulnerable populations
(BMVP; Gelberg et al., 2000) describes how enabling factors and predisposing factors
are the core components in predicting health behaviors and healthcare service usage.
Similarly, it shows how African American women’s health behavior impacts outcomes
correlated with their perception of health status and care satisfaction. The BMVP divides
health behavior components of need, enabling, and predisposing into vulnerable and
traditional domains. The vulnerable domains can be tailored to specific vulnerable
populations when applying the model (Gelberg et al., 2000). The dissertation will
concentrate on need, enabling, and predisposing components to assess the feelings of
African American women regarding medical mistrust, perceived racial discrimination,
and perceived healthcare-specific racial discrimination.

Behavioral Model for Vulnerable Populations

The behavioral model for vulnerable populations (BMVP; Gelberg et al., 2000)

provides a theoretical foundation and structure for the examination of medical mistrust,

perceived racial discrimination, and perceived healthcare-specific racial discrimination as
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indicators or predictors of whether having a physician that looks like them makes a
difference in how African American women perceive their healthcare outcomes. The
BMVP can assist in understanding racial health disparities by examining factors
associated with healthcare utilization by racial or ethnic minority populations (Jacobs et
al., 2014; Levine et al., 2011; Myers et al., 2018; Nandi et al., 2008).

The BMVP model was adapted from the behavioral model of health services as a
model to better define healthcare utilization in vulnerable populations (Aday, 1994;
Gelberg, 1996; Rew, 1996). The model can be used to develop insights and expand
understanding of barriers to care, thereby improving the health status of populations
considered vulnerable. Gelberg et al. (2000) defines vulnerable populations as
undocumented immigrants, children and adolescents, minorities, the chronically ill,
mentally ill, the disabled, the elderly and impoverished and homeless people.
History of Conceptual Framework Constructs

The original behavioral model was developed in the late 1960s to understand why
health services are used by people (Andersen, 1968; 1965). The original model explains
how people’s use of health services are predisposed, as well as which factors impede or
enable people’s care needs. In the 1970s, the behavioral model underwent another
revision and update. Gelberg et al. (2000) elaborated on measures related to health
service usage that were also tied to specific episodes and conditions of illness and
consumer satisfaction. In the last decade, recognition of personal practices, maintenance,
and improvement of health have become explicit goals and outcomes of health service

delivery (Gelberg et al., 2000). During this period, the model dynamic nature influenced
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outcomes, health services research (February 2000), and predisposition, enabling
resources, need, and health behaviors (Anderson, 1995). The above adaptation phases
revisions and expansions were developed and defined by the BMVP.

Alternative Theories

Andersen’s behavioral model of health services (BMHS) was developed in the
1960s (Andersen, 1995) to assist in understanding family health service use, assist in the
development of policies that promote equitable access, and to define measurable
equitable healthcare access (Andersen, 1968). The BMHS attempts to integrate the how’s
and why’s of health service usage and ideas. The initial focus of the model was on the
family unit, but in subsequent work, the model shifted to the individual unit (Andresen,
1995). The model has been revised several times to include health services and health
status outcomes (Aday et al., 1980; Aday et al., 1985; Andersen & Newman, 1973;
Andersen et al., 1970; Aday & Andersen, 1974). The BMHS model is like the BMVP
because it uses predisposing characteristics, demographic factors, and traditional
measures as components of social structures. All these factors contribute to an
individual’s health beliefs. Health beliefs provide a means to explain how social
structures influence enabling resources, perceived needs, and use (Andersen, 1995).

The Health Belief Model (HBM) was developed in the 1950s by public health
researchers during the development of psychological models designed to enhance the
effectiveness of health education programs (Rosenstock, 1966; 1974; Rosenstock, 1988).
The development of the first HBM is attributed to Hochbaum (1958). The model

represents two aspects of individual behavior, health behavioral evaluation, and threat
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perception. HBM can be applied to a wide range of populations on a broad range of
health behaviors. One of the three broad areas that HBM can examine is health promotion
and disease prevention. This dissertation focuses on whether having a physician looking
like them affects the perception of the healthcare African American women receive. The
HBM model could be considered a building block for BMVP. HBM is derived from
behavioral and psychological theories, both of which are health-related and provide the
foundation for individuals to avoid illness or get well and the belief that their health
actions will prevent or cure illness.
Rationale for using the BMVP in the Study

The BMVP theory’s theoretical foundation provides a model to understand the
relationships between medical mistrust, perceived racial discrimination, healthcare-
specific racial discrimination, and the intentions behind African American women’s
physician choice. Mistrust is the predisposing factor, the enabling factors are perceived
racial discrimination and healthcare-specific racial discrimination and seeking a
physician for medical care is a need factor. The outcome variable is African American
women’s intentions to seek medical care. Rickles et al. (2010) and Varga and Surratt
(2013) have documented the negative relationship between perceived racial
discrimination and care satisfaction. Literature has several studies indicating that
perceived discrimination and experiences of discrimination inside and outside of
healthcare could compromise Africa Americans’ intention to seek medical assistance
(Gibbons & Yamg, 2014; Greer, 2010; Mouton et al., 2010; Burgess et al., 2008). This

dissertation will provide a systematic study of how choice of physician affects medical
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mistrust, perceived racial discrimination, and perceived healthcare-specific racial
discrimination effects on African American women perceptions of their healthcare. Using
the BMVP will fill in a gap in the literature by providing perspectives from a specific
group of African American women about the physician relationship effects on their
healthcare.

Theoretical Applications or Conceptual Framework

The BMVP theory has been used in several studies that help to understand and
explain both physical and mental healthcare in vulnerable populations (Austin et al.,
2008; Babitsch et, al., 2012; Bazargan et al., 2005; Hall, 2017; Ortega & Alegria, 2002).
Homeless population research has used the BMVP to provide an in-depth focus on that
population’s healthcare (Austin et al., 2008; Gelberg et al., 2004; Linton & Shafer, 2014).
However, despite the possible versatility of BMVP, few studies have used it as a
theoretical structure to examine African American women’s attentions to seek healthcare
vis-a-vis the physician’s race.

Jacobs et al. (2014) aimed to understand the role discrimination plays in receiving
cervical and breast cancer screening among multiethnic women. Many studies have found
perceived racial and ethnic discrimination associated with service utilization decreases,
particularly with breast (Born et al., 2009), colorectal (Benjamins, 2012), prostate, and
cervical cancer screenings (Gonzales et al., 2013). Discrimination was measured
generally as everyday discrimination. The effects of everyday discrimination were shown
to have a negative impact on health (Jacobs et al., 2014; Barnes et al., 2008). The authors

used a sample of 3,258 women, half Caucasian and the other half from four racial and
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ethnic groups: Chinese, Japanese, Hispanic and African American women (Jacobs et al.,
2014). The study found that perceived racial discrimination was higher among Hispanic,
African American, and Asian women, compared to Caucasians. The utilization of
predisposing, enabling, and need factors allowed the study to add to a growing body of
literature, further defining the relationship between health, healthcare, and discrimination.
Patient-clinician communication (PCC) may help reduce disparities in healthcare
(Perez-Stable & El-Toukhy, 2018). The authors used the BMVP to show evidence of
disparities, using a selected narrative review of ethnic and racial minorities and their
experiences of PCC between clinician and patient factors and inferior health outcomes
(Perez-Stable & El-Toukhy, 2018). Perez-Stable and El-Toukhy (2018) found that
effective communication between patients and clinicians is an essential element for the
improvement of healthcare, for vulnerable populations. Clinician performance, patient
strategy, and the certification processes were noted as the root causes of poor PCC and
need to be addressed to improve PCC and reduce biases and health equity (Perez-Stable
& El-Toukhy, 2018). Perez-Stable and El-Toukhy (2018) contributed to the literature by
using a framework to establish the effects of PCC on racial and ethnic minority health.
Linton and Shafer (2014) applied the BMVP to data collected from a population
of 260 unsheltered homeless individuals who were chronically ill. The study addressed
gaps in health status, health utilization, and healthcare access among a unique population.
The authors wanted to answer the following questions: what are the enabling,
predisposing, and need factors associated with the use of mental health, substance abuse,

and physical health services? The study found that substance abuse, mental health, and
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hospital treatment services are enabling factors associated with health insurance use when
controlling for other variables. In the study, health insurance had a common association
with health service utilization (HSU) and related variables uniquely associated with HSU.
The study did have limitations of generalizability, reliability, and potential fidelity issues.
Linton and Shafer (2014) contributed to the literature by using nontraditional ways to
address the gap in the health of homeless individuals.

Varga and Surratt (2013) used the BMVP to examine self-reported data among a
sample of 546 Black female, street-based sex workers’ utilization of health services in
Miami, Florida. The authors used logistic regression analysis to determine which
variables predict regular sources of care. The findings showed that enabling variable
models predicted the utilization of healthcare efficiency, which in turn predicted the
utilization of services. The research showed that reliable and consistent sources of
healthcare could increase healthcare consumption, thereby decreasing disparities in health
among marginalized and vulnerable populations, as well as contributing to public health
efforts encouraging preventive health (Varga & Surratt, 2013). Varga and Surratt (2013)
contributed to the literature by using the BMVP to predict female, Black street-based sex
workers’ utilization of healthcare.

The above studies illustrate how the BMVP can be used as a foundation to
explore and understand healthcare among minorities. The literature provides research
using the BMVP to describe the factors that influence African Americans’ healthcare
service usage in numerous areas and the comprehensive effects of discrimination. This

dissertation will use the BMVP to examine the relationship between enabling and
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predisposing factors relating to the intentions of African American women in Selma,
Alabama to seek a physician and whether they feel the race of the physician will affect
their healthcare outcomes.
Literature Review on Medical Mistrust and Perceived Racial Discrimination

A systematic review is a collation of all relevant evidence that fits the pre-
specified eligibility criteria of the dissertation into answering a specific research question
(Moher et al., 2015). The dissertation will use an explicit, systematic method that will
minimize bias in the identification synthesis, selection, and summary of the studies. A
significant and essential characteristic of the systematic review in a dissertation is clearly
stated objectives with explicit, reproducible mythology, identification of all studies that
meet the eligibility criteria for the study, assessment of the validity of findings, and
presentation of the study’s characteristics (Moher et al., 2015). The literature review will
examine factors that can impact the intentions of African American women to seek
medical help and whether having a physician who looks like them plays a role in their
intentions. The specific focus will be on African American women, and their feelings of
medical mistrust, perceived racial discrimination and perceived healthcare-specific racial
discrimination and how these factors together influence intentions to seek healthcare.
Further review of the literature found relevant historical and present-day research
providing further evidence and knowledge concerning the dissertation topic.
History of Discrimination and Racism among African Americans

Historically, African Americans have suffered from and dealt with racism and

discrimination since the time of slavery. The combined effect of the two is a reduction in
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the power, resources, and intrinsic worth of African Americans. Medical mistrust had its
origins in Virginia in 1619, when the first slave disembarked from a slave ship (Morgan,
2003). Slaves were both invisible and powerless (Washington, 2006). Healthcare for
slaves was nonexistent and what care was available was limited and mandated by
insurance companies (slaves were property) (Baker et al., 2009; Washington, 2006).
During the antebellum period, slaves were used as “guinea pigs” to advance the medical
health of Whites (Gamble, 1997; Jennings, 1990; Roberts-Kennedy et al., 2007).
Physicians prescribed whipping as medication for sick slaves, and because of this, slaves
avoided treatment from White physicians, no matter how ill they were (Byrd & Clayton,
2000; Suite et al., 2007). Patient-physician relationships were broken from the time
African Americans were brought to the U.S. against their will; this set the groundwork
for medical mistrust and poor patient-physician relationships (Benkert et al., 2006; Byrd
& Clayton, 2002). Even after emancipation, African Americans, supposedly no longer
property, continued to face issues of exploitation and inadequate healthcare access.
Healthcare received was inferior, causing poorer health outcomes. The Civil Rights Act
of 1965 forbids discrimination in government-funded facilities (Washington et al., 2009).
The Act did not stop exploitation studies such as the Tuskegee Syphilis Study, and
Eugenics (involuntary sterilization and birth control), nor did it stop healthcare
discrimination against ethnic and racial minorities. Patient-physician relationships were
broken during slavery and continue to be fragmented even today. These broken
relationships cause inequalities in healthcare access, treatment, and outcomes (Ford &

Airhihenbowa, 2010).
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Current Status of Discrimination and Racism among African Americans

Cuevas et al. (2016) used nine focus groups to examine and explore participants’
perspectives concerning quality patient-provider relationships and how the race of the
provider affects such relationships from the perspective of the study participants.
Participants had either hypertension or diabetes both, necessitating regular interactions
with clinicians. African American participates felt that perceived racial discrimination,
medical mistrust, and poor communication were present in most race-discordant patient-
provider relationships (Cuevas et al., 2016). The study had the limitation of the data
collection having been done approximately ten years ago. The study continues to be
applicable today because evidence shows that issues of racial discrimination and medical
mistrust in healthcare have not changed dramatically over the past decade. The authors
concluded that reducing patient-provider situations that pose barriers of perceived racial
discrimination, medical mistrust, and poor communication can improve the interactions
of patients and providers, and this, in turn, may reduce the pervasive problem of ethnic
and racial disparities in healthcare.

Maina et al. (2018) suggest that bias by providers plays a role in disparities in
healthcare for racial and ethnic minorities. The authors did a systematic review and meta-
analyses of several databases between May 2015 and September 2016 to synthesize the
role of implicit bias currently experienced by ethnic and racial minorities and their impact
on healthcare disparities. The literature review found a growing body of research
suggesting that most healthcare personnel, across multiple training levels and disciplines,

have implicit biases against African Americans, Hispanics, American Indians, and dark-
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skinned individuals. Hall et al. (2015) found that healthcare outcomes and treatment
decisions had an equivocal effect related to implicit bias, while explicit bias had a more
consistent effect on interactions between patients and providers. The study had
limitations but showed the need for further examination of the effects of race-discordant
relationships between African American women and non-minority physicians.

Hagiwara et al. (2013) aver that “physician racial bias and patient-perceived
discrimination have each been found to influence perceptions of and feelings about
racially discordant medical interactions” (p.123). The authors examined African
American patients’ perceptions of past discrimination effects on patient-physician
communication time ratios. The study consisted of 112 low-income African American
patients and 14 non-African-American primary care physicians who completed measures
of explicit and implicit racial bias along with demographic characteristic measurements
(Hagiwara et al., 2013). The study found that racially discordant medical interactions are
more affected by physicians’ implicit racial attitudes rather than their explicit or
conscious attitudes toward race (Hagiwara et al., 2013). Further, the study replicated the
findings of Cooper et al. (2012) that physicians’ implicit racial bias affects their own
communication time significantly but not the patients’ talk time (Hagiwara et al., 2013).
Physicians who talk more during racially discordant medical encounters and interactions
have more implicit negative racial attitudes, compared to physicians who have less
implicit racial attitudes (Hagiwara et al., 2013). The findings call for further study of
racially discordant physician and patient relations, using both qualitative and quantitative

methodology.
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Benjamins and Whitman (2014) conducted a multivariate logistic regression study
with a population-based sample of 1699 (African Americans, Whites, Puerto Ricans, and
Mexican respondents). The study concluded that overall, 23% of the sample reported
discrimination in healthcare (Benjamins & Whitman, 2013). Levels of perceived racial
discrimination varied significantly along racial and ethnic lines. In the study, the
discrimination rate experienced by African Americans was 31% while the rate for Whites
was 4%. Participants explained that discriminatory treatment and provider relationships
were associated with more unmet healthcare needs and perceived poor healthcare quality.
The study findings, though in line with other studies, still provide additional information
and literature expansion.

Abramson et al. (2015) used empirical analysis to understand the relationship
between perceptions of discrimination and the social characteristics of healthcare
encounters. The study consisted of 43,020 adults, aged 18 to 85 (Abramson et al., 2015).
Logistic regression and descriptive statistics models weighed which factors were
associated with perceived discrimination, charting the variations between ethnicity and
race. The study examined patterns of persistence and substantial racial discrimination in
healthcare, which cause poor health outcomes. Abramson et al. (2015) explicated that if
understanding the sources of racial disparities in healthcare is the goal, a multilevel
approach is required, which provides for a micro-and macro-level factor approach
showing the factors that shape individual experiences in healthcare and defines behaviors
and outcomes. The study sample was limited to the state of California, restricting

generalizability. Though the study was a cross-sectional and limited direct longitudinal
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examination of perceptions of healthcare discrimination over time, it found that racial
group membership influences strongly perceived discrimination and negative feelings,
and interactions are powerful perceptions of perceived racial discrimination.

The literature review summarizes the critical findings during the review and
provides a conclusion that justifies the dissertation’s proposals. The conclusion of the
review lists the strengths of the main argument and reiterates the arguments and the
supporting evidence, therefore. The conclusion provides a clear statement of the
background context and research problem related to the investigation and the gap or gaps
found in the literature.

Trust in Provider

Hall et al. (2001) defined trust in the physician as the belief that the physician will
care for the needs and interests of the patients under their care. Trust is an essential
component of clinical relationships and provides for a more significant chance of
desirable health outcomes and behaviors. Trust in physicians among African Americans
and other racial and ethnic minorities is often lower, compared to Whites (Hausmann et
al., 2013). The study raises concerns, given the positive correlations between physician
trust and positive health outcomes. Identifying whether race-concordant patient-physician
relationships can improve physician trust is essential to advancing African American
women’s healthcare.

Trust is a building block of a relationship and is a vital aspect of the patient-
provider relationship. Patients seek medical and healthcare for numerous reasons, placing

their very lives in the hands of other healthcare personnel and their physicians. Patients
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and clinicians need to cultivate a mutual level of trust and sustainability, maturing and re-
appraisable over time (Waltzman, 2014). For ethnic and racial minorities, these
relationships are especially tenuous. Cuevas and O’Brien (2017) found that perceived
discrimination is felt by African Americans, especially women when non-minority
physicians discredit their problems or symptoms. The study found that African American
women experienced medial mistrust when non-minority clinicians did not show respect,
making them find the clinician’s treatment discriminatory (Cuevas & O’Brien, 2017).
Trust should be inherent in patient-provider relationships, but for ethnic and racial
minorities, it is not. The legacy of mistreatment ethnic and racial minorities have faced in
the past and continue to face from physicians and other medical professionals causes
significant and lasting skepticism and mistrust of the medical system (Scharff et al.,
2010; Cuevas & O’Brien, 2017).

Medical mistrust is a potential social determinant of health, particularly for ethnic
or racial minorities, causing health disparities (Healthy People 2020, 2017). A correlation
exists between medical mistrust and health disparities, leading to poor health outcomes
(Gaston, 2013). African Americans’ lack of trust is associated with lower patient
satisfaction and medication adherence (Schoenthaler et al., 2014). Therefore, the historic
mistreatment of African Americans, especially women, in healthcare settings makes it
essential to determine and examine how medical mistrust affects the choice of physician.
Scales such as The Trust physician Scale (TTPS) and Group-Based Medical Mistrust
Scale (GBMMS) have been developed to assess trust in the medical profession and

medical providers, especially physicians. Evidence shows that medical mistrust is a
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barrier to health and is associated with outcomes that are worse across many healthcare
continuum areas (Williamson & Bigman, 2018).

Thompson et al. (2004) developed a scale that provides a more significant depth
of the empirical literature systematically on medical mistrust, the Group-Based Medical
Mistrust Scale (GBMMS). The scale is a 12-item measure that comprehensively assesses
provider and medical system mistrust (Thompson et al., 2004). Multiple samples have
validated the GBMMS and have the following factors: lack of support from healthcare
providers, suspicion, and group disparities in healthcare (Thompson et al., 2004; Shelton
et al., 2010; Williamson & Bigman, 2018).

Perceived Racial Discrimination

The U. S. racial climate has not improved much over time and discrimination
continues to prevail regularly right from the times of slavery. In 1999, Clark et al. found
that discrimination included “beliefs attitudes, institutional arrangements, and acts that
tend to denigrate individuals or groups because of phenotypic characteristics or ethnic
groups affination” (p.805). Perceived racial discrimination affects and impacts nearly
every domain of African American lives, especially those of women. A literature review
found that racial discrimination affects career advancement, job hiring, and performance
evaluations (Dovidio et al., 2002; Benjamins & Whitman, 2014). Also, racial
discrimination occurs daily in all activities of African American lives, including
shopping, public transportation, restaurants, housing, the criminal justice system, and
education (Pager & Shepherd, 2008; Williams & Mohammed, 2009; Bouchard et al.,

2015).
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Perceived healthcare-specific racial discrimination experiences have been
measured using the Everyday Discrimination measure developed by Bird and Bogart,
(2001), Williams et al. (1997), and Schedule of Racist Events (SRE) by Lanndrue and
Klonoff (1966). The Everyday Discrimination (ED) scale measures unfair treatment in
the healthcare system specifically. The ED scale has been used in African American
samples, demonstrating coefficient alphas of .85-.94, and the internal consistency is good
(Bird et al., 2004; Hausmann et al., 2008; Hausmann et al., 2010; Shelton et al., 2010;
Purnell et al., 2010; Peek et al., 2011). Dehkordy et al. (2016) used the ED scale to
examine the negative effects of perceived discrimination on a routine basis on health
status and healthcare utilization, especially among women of reproductive age. The study
used the ED scale as the primary independent variable. The authors claimed that the ED
scale is the most widely used measure for perceived discrimination in studies related to
well-being and health. Landrine and Khonoff (1996) wanted to assess the frequency of
perceived racism in a large variety of areas and developed the Schedule of Racist Events
(SRE) was developed. As the SRE scale’s focus is on the stress theory, the scale
measures stressors that are culturally specific (racist events) rather than life stressors that
are generic. The SRE internal consistency has a high Cronbach’s alpha of .92-.95,
demonstrating the scale’s reliability (Watkins et al., 2012; Klonoff & Landrine, 1999;
Landrine & Klonoff, 1996). The current dissertation uses the SRE and ED scales.

There remain controversies around the levels of medical mistrust, perceived racial
discrimination, and perceived healthcare-specific racial discrimination psyches among

younger and older African American women. One goal of this dissertation is to determine
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the perceptions of race-concordance between African American women aged between 30
and 55, race-concordance between client and physician, and whether having a physician
who looks like them makes a difference in their healthcare perceptions and expected
healthcare outcomes. Studies exploring medical mistrust, perceived racial discrimination,
and healthcare-specific racial discrimination have used one-two item measurement
instruments as constructs (Kaiser et al., 2010; Burgess et al., 2008; Williamson &
Bigman, 2018). Instruments that use one-item can be susceptible to methodological
issues such as construct validity, compromising measuring constructs, and range
restrictions. The dissertation uses multiple-item measurement with psychometric
properties to measure medical mistrust, perceived racial discrimination, and perceived
healthcare-specific racial discrimination, GBMMS (Thompson et al., 2004), SRE
(Landrine & Klonoff, 1996), and ED scale (Bird & Bogart, 2001; Williams et al., 1997)
all measures have proven reliability and demonstrate respective constructs.

African Americans’ perceptions of discrimination affect their perceptions of
healthcare experiences, causing higher levels of medical mistrust that can affect patient-
provider relationships (Cuevas & O’Brien, 2016). Therefore, investigations into what
experiences shape and manifest patient-provider interactions are essential in the
promotion of African American women’s healthcare perspectives. Schoenthaler et al.
(2014), Bleich et al., (2012), and Penner et al. (2013) indicate that a match or
concordance of provider and patient on racial characteristics matters to patient care.
Abramson et al. (2015) found that African American women are more likely to perceive

discrimination in healthcare and were less likely to obtain preventive healthcare
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screening. These perceptions have an association with lower patient adherence and high-
quality treatment (Forsyth et al., 2014; Cuffee et al., 2013).

Mistrust can be either learned from other members of one’s reference group or
gathered from personal experience. One possible consequence of past discrimination is
medical mistrust; learned mistrust could be part of a schematic framework, in which
African American women see themselves and their responses to medical interactions
(Cuevas et al., 2016). Mistrust can be linked to low patient satisfaction and lower
adherence to medical treatment protocols and recommendations (Moore et al., 2013;
Martin et al., 2013). Cuevas et al. (2016) cite recent study findings to show that African
American patients in race-discordant relationships rate their visits significantly less
participatory than patients in race-concordant relationships. Race-concordant relationship
interactions were found to have more collaborative interactions and adherence.

The literature defines the barriers of perceived discrimination and medical
mistrust. Ample evidence shows how each of these barriers affects the quality of patient-
physician relationships and care (Cuevas et al., 2016). There is a paucity of research
about how specific barriers are experienced by African Americans (Cuevas et al., 2016)
with very few studies exploring the effects of medical mistrust, perceived racial
discrimination, and perceived healthcare-specific racial discrimination on African
American women’s physician and healthcare choices. This dissertation will seek to

explore how race discordance influences African American women’s physician choice.
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Summary and Transition

Social ills that result from structural inequalities impact vulnerable populations,
causing homelessness, higher rates of poverty, and violence (Lewis & Van Dyke, 2018;
Unnever, 2014; Lazrus et al., 2011; O’Daniel, 2011). These structural factor interactions
are often embedded in sexist and racist ideologies and can affect the healthcare utilization
patterns of marginalized populations (Varga & Surratt, 2013). African American women
in the low-income group have shown vulnerability to adverse health outcomes. The
Institute of Medicine (IMO), as far back as 2002, found that African American women
are doubly marginalized; due to their race and gender inequalities, they experience lower
life expectancies, higher rates of disease (obesity, cancer, heart disease, stroke, and
diabetes) and higher age-adjusted death rates than women of other ethnicities. Chapter 3
explains in detail the research methodology adopted to collect and analyze the research

data.



37
Chapter 3: Research Method

Introduction

The purpose of this quantitative research is to evaluate the effects of non-minority
physician influence on perceptions of medical mistrust, perceived racial discrimination,
and perceived healthcare-specific racial discrimination among African American women
in Selma, Alabama. To do this, the study evaluates non-concordant and concordant
patient-physician relationships. Research can assist in determining patient needs and
requirements to make a transformation in physician relationships and encourage
formation (Tapp et al., 2013). Also, it evaluates the influence patient-physician
relationships could have on African women’s decision to access healthcare. Positive
patient-minority physician relationships may be key to improving the health of African
American women, as demonstrated by reductions in medical mistrust, perceived racial
discrimination, and perceived healthcare-specific racial discrimination.

The research provides additional evidence to fill a gap in the literature regarding
the correlation between minority physicians and better health outcomes for African
American women. The intention of this study is to shed light on the perceptions of
discrimination and racial bias experienced in race discordant patient-physician
relationships. The research may facilitate new conversations about the significance of the
patient-physician relationship and how negative relationships affect ethnic and minority
patients.

Chapter 3 includes descriptions of the setting, research design, rationale, and the

researcher’s role. It also provides in-depth data concerning the methodology.
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Methodology encompasses participant selection, instrumentation (quantitative
components), data collection procedures, data analysis plan (quantitative components),
threats to validity, trustworthiness issues, and ethical procedures (IRB considerations).

The setting comprises the social, cultural, and physical sites. The setting chosen is
relevant to the research study because the study will examine race-concordant and race-
discordant relationships between African American women, noting specifically whether
they feel that a physician who looks like them will provide them with greater care and
improve their healthcare status overall. The physical site will be Selma, Alabama in the
participants’ home or workplace or wherever they chose to answer the research
questionnaires. The ambiance for the research study is a small town with a population
between 17,000 and 18,000 (Alabama Demographics, 2019; 2018). The population is
80% African American, 17% white, and 1.2% Hispanic (Alabama Demographics, 2019;
2018). The median household income in 2017 was $24,223, with the median age being
37.1 (Alabama Demographics, 2019; 2018).
Research Design and Approach

The study has a quantitative focus due to the numerous advantages of this method.
Quantitative data enables the researcher to assess the validity, show relationships, and
make predictions (Creswell & Plano Clark, 2011; Fetters et al., 2013; Shi, 2008). The
research will use descriptive to make general inferences regarding the population
sample’s attitudes, behaviors, characteristics, and descriptions, and interpret the current
status of individuals, settings, conditions, or events (Allen, 2017). Surveys using

questionnaires (mail or direct administration) will be the procedure for data collection.
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Some of this method’s advantages are being economical, design, flexibility, and attribute
identification (Creswell, 2014; Fowler, 2009). The study used a quantitative methodology
for the evaluation of the effects of non-minority and minority physicians’ experiences
with African American women in Selma, Alabama. Watson (2015) explained that
quantitative methodology enables data analysis for the inference of conclusions. While
there is difficulty in measuring individual thought patterns, quantitative research can
determine the relationship or trends within the data (Watson, 2015). Having a quantitative
focus will allow the author to show relationships and make predictions between variables
(Fetters et al., 2013; Shi, 2008).

The study uses cross-sectional design to measure outcomes and exposure, collect
and analyze data of the study participants, and examine the characteristics or possible
differences among the population at a specific point in time. Cross-sectional design can
be used in both social sciences and survey research (Frankfort-Nachmias et al., 2015; Shi,
2008). There are limitations to cross-sectional surveys such as limitations to precision
information measurement, faulty respondent memory, and inability to depict causal
relationship direction, thereby eliminating alternative interpretations (Shi, 2008).
Therefore, a cross-sectional design will be chosen to assist in understanding the impact of
non-minority physicians on African American women.

Transformative design may provide a balance with a design that uses a pervasive
influence as the theoretical lens throughout the research process (Mertens, 2003).

Transformative designs in research seek to change and advance social justice by
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identifying power imbalances and empowering individuals (Greene, 2008; Mertens,
2003, 2009). The transformative design works well with BMVP theory.
Methodology
Target Population

The population under study is African American women. The participants for the
study are African American women recruited from Selma, Alabama, aged 30-55. A
requirement for participation in the study the participant needs to have had an experience
with a non-minority physician while seeking medical care within the past five years.
African American women agreeing to participate in the study will be asked the following
questions to determine whether an individual can be in the sample: what is your age, and
have you been to a non-minority physician for health reasons in the past five years?
Sampling and Power Calculations

The sampling strategy for the quantitative participant selection will be stratified
random (probability sampling). Hamed (2016) explains that a probability sample is when
everyone in the population has an equal chance of being included in the sample. A
stratified sample is where the population is divided into subgroups (strata), and
randomized samples are taken from each subgroup (Hamed, 2016). The subgroup will be
considered homogenous (African American women). Purposive refers to where the
researcher has knowledge or experience of the sample group (Hamed, 2016). The number
of participants will be determined by the formula from Bartlett et al. (2001): n=p (100-p)
z2/E2, where E is the margin of error, z =the level of confidence, and p is the estimation

of heterogeneity or variance. Based on a sample size with a 95% confidence level and a
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margin of error of 3, the total number of participants should be 964 (Gill et al., 2010,

Appendix F).
Instrumentation and Operationalization of Constructs

Scales such as The Trust Physician Scale (TTPS) (see Appendix D) and the
Group-Based Medical Mistrust Scale (GBMMS) (see Appendix C) have been developed
to assess trust in the medical profession and medical providers, especially physicians.
Evidence shows that medical mistrust is a barrier to health and is associated with
unfavorable outcomes across many healthcare continuum areas (Williamson & Bigman,
2018). Thompson et al. (2004) developed a scale that provides a more significant depth of
the empirical literature systematically on medical mistrust titled the Group-Based
Medical Mistrust Scale (GBMMS). The scale is a 12-item measure that comprehensively
assesses provider and medical system mistrust (Thompson et al., 2004). Multiple samples
have validated the GBMMS and listed the following factors: lack of support from
healthcare providers, suspicion, and group disparities in healthcare (Shelton et al., 2010;
Thompson et al., 2004; Williamson & Bigman, 2018).

Perceived healthcare-specific racial discrimination experiences have been
measured using the Everyday Discrimination (ED) measure developed by Bird and
Bogart (2001) and Williams et al. (1997), as well as the Schedule of Racist Events (SRE)
(see Appendix E) by Lanndrine and Klonoff (1966). The study used the ED scale as the
primary independent variable. The Everyday Discrimination (ED) (see Appendix F) scale
measures unfair treatment in the healthcare system specifically. The authors consider the

ED scale the most widely used measure for perceived discrimination in studies related to
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well-being and health. The ED scale has been used in African American samples
demonstrating coefficient alphas of .85-.94, and the internal consistency is good (Bird et
al., 2004; Hausmann et al., 2008; Hausmann et al., 2010; Peek et al., 2011; Purnell et al.,
2010; Shelton et al., 2010). In a study done by Hausmann et al. in 2010, the HCSD was
found to have a significant positive correlation with both multiple-item measures
(rQ=.55, p<.0001). The scale is also used to measure experiences of perceived
discrimination (Landrine & Klonoff, 1996; Williams et al., 1997). The Healthcare-
Specific Racial Discrimination Measure (HCSD), an adapted version from Williams et al.
in 1997, was developed by Bird and Bogant in 2001; it measures perceived racial
discrimination, unfair treatment, and access in healthcare systems (see Appendix G). The
ED and HCSD provide a foundation and direction for the development of focus group
research questions.

Landrine and Khonoff (1996) wanted to assess the frequency of perceived racism
in a large variety of areas, so the Schedule of Racist Events (SRE) was developed (see
Appendix E). The SRE scale focus is on stress theory; therefore, the scale measures
culturally specific stressors (racist events), rather than generic life stressors. The SRE
internal consistency has a high Cronbach’s alpha of .92-.95, demonstrating the scale’s
reliability (Klonoff & Landrine, 1999; Landrine & Klonoft, 1996; Watkins et al., 2012).
The dissertation will use the SRE and ED Scale.

Recruitment and Data Collection
African American women aged 30-55 will be recruited via regular mail for

participation in the research study. Based on a chart by Gill et al. (2010), the sample size
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should be 964 (Appendix F). The anticipation is that at least 2500 individuals will be

mailed research packets. Participants can express interest by returning completed
research packets to the researcher. Research packets contain the Informed Consent and
Confidentiality statement (see Appendix A), Demographic questionnaire (see Appendix
B) constructs for medical mistrust (GBMMS see Appendix C), perceived racial
discrimination (TPS see Appendix D), and healthcare-specific racial discrimination (SRE
see Appendix G), schedule of racist events-lifetime (SRE-L see Appendix E), and
everyday discrimination scale (EDS see Appendix F). Participants have to answer the
surveys in the packet received in the mail with a return mailing enclosed once IRB
approval is received. The estimated time to complete all surveys is approximately 120
minutes. Unfortunately, participants cannot receive study data analysis at the end of
research completion due to IRB confidentiality requirements.
Data Analysis Plan

SPSS version 28 was used for quantitative analysis. Data cleaning is defined by
Polit (2010) as preparing data for analysis statistically by performing checks ensuring
data accuracy and internal consistency. Cleaning includes cross-tabulations and searching
for data outliers. Data cleaning is also defined by Polit (2010), as checking data for
accuracy and internal consistency by performing checks during data preparation for
statistical analysis. Consistency checks involve crosstabulations and looking for
consistent patterns of data (Polit, 2010). Likewise, searching for outliers was defined by
Polit (2010) as values outside normal ranges for values seen in other cases. Outliners are

found through frequency distribution inspection. Sometimes, outliers can be legitimately
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based on the data collected. Data can be entered in error, causing wild codes. Once data
cleaning is complete, then a set of new frequency distributions will be done to ensure that
all problems have been corrected.

Research Questions and Hypotheses

The study seeks to explore the effect of race-concordant patient-physician
relationships on African American women'’s perceptions of the quality of care they
receive.

Research Question 1. Is there an association between the Trust the physician scale
and medical mistrust scale (quantitative)?

Hol: There is an association between the Trust the physician scale and medical
mistrust scale.

Hal: There is no association between the Trust the physician scale and medical
mistrust scale.

Data Analysis Plan. This examines the correlations between the Group Based
Medial Mistrust Scale (GBMMS) and The Trust the Physician Scale (TPS) using
Pearson’s. Pearson’s correlation determines the direction and magnitude of the
association using correlation coefficients between two variables measured on an interval
scale. The variability of one variable can be explained or accounted for by the second
variable. Pearson’s correlation will assess the variability of the variables of perceived
racial discrimination and perceived healthcare-specific racial discrimination. The

interpretation of Pearson’s p will depend on the absolute value of the correlation



45

coefficient; the higher the absolute value correlation, the stronger the association (Polit,
2010). The null hypothesis will be rejected if p <.05.

Research Question 2. Is there an association between perceived racial
discrimination and perceived healthcare-specific racial discrimination among African
American women (quantitative)?

Ho2: There is no association between perceived racial discrimination and
perceived healthcare- specific racial discrimination among African American women.

Ha2: There is an association between perceived racial discrimination and
perceived healthcare- specific racial discrimination among African American women.

Data Analysis Plan. Used Pearson’s correlation to examine the correlations
between the scores on the Healthcare-Specific Discrimination Measure (HCSD),
Schedule of Racist Events-Lifetime (SRE-L), and the Everyday Discrimination Scale.
Pearson’s correlation determines the direction and magnitude of the association using
correlation coefficients between two variables that are measured on an interval scale. The
variability of one variable can be explained or accounted for by the second variable.
Pearson’s correlation will assess the variability of the variable perceived racial
discrimination and perceived healthcare-specific racial discrimination. The interpretation
of Pearson’s p will depend on the absolute value of the correlation coefficient; the higher
the absolute value correlation, the stronger the association (Polit, 2010). The null

hypothesis will be rejected if p <.05.
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Ethical Procedures

All data-sharing rules and federal and state laws that apply to the study will be
known before the research begins. Participants’ rights to privacy and confidentiality will
be the central tenet of the study. The consent process will be done ethically, and
participants will have full knowledge of the relevant risks and benefits of participating in
the study. Participants will be informed about sharing of data and how or whether data
will be shared anonymously. Participants’ records will be stored in a secure area with
limited access. Identifying information will be left off records if possible, and records
will be kept confidential. The American Psychological Association (APA) (2013) points
out that the researcher must be aware of situations that will inadvertently result in a
breach of participants’ confidentiality.

Doctoral students are required to obtain approval from Walden’s Institutional
Review Board (IRB) before recruiting participants for the research study or collection of
data. IRB’s ethical approval will be given only when the researcher demonstrates that the
benefits of the study outweigh the burdens and risks placed on the participants, as per
Walden’s ethical standards and federal regulations (Walden University, n.d.i). The IRB’s
ethical review occurs after the full committee approves a defended study. Any ethical
questions or concerns can be posted to the IRB at any time by emailing
IRB@waldenu.edu (Walden University, n.d.i).

Threats to Validity
The instrument chosen by the researcher should measure what the researcher

intends or is interested in; these factors are why research validity is important (Watson,
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2014). Types of validity are external, internal, and statistical conclusions. Researchers
should make active efforts to incorporate validity strategies into research during all
phases.
External Validity

External validity threats are factors in the study that reduce its generalizability.
External threats include testing interaction, history interaction, setting interaction,
selection interaction, and treatment threats; all these can affect the generalizability of
conclusions. Assigning participants using random selection can help control external
validity threats. Thantola and Kihn (2011) state that if a random selection is not available,
then statistical techniques such as analysis of covariance should be used to account for
individual attributes. Other external validity controls include data collection in the blind
and variables defined so that meaningfulness extends beyond the present research study.
Internal Validity

The focus of internal validity is on a relationship of cause and effect, i.e., one
aspect will lead to another aspect. Research is done to determine what causes the effect of
the relationship. Michael (2016) explains that a study conclusion of little or no evidence
of causality is the result of low internal validity. Regression, maturation, history, testing,
selection, and instrumentation affect causality internally. Internal validity threats are
controlled by being consistent during observational points. Some strategies to ensure
internal validity are avoiding the use of extreme scores of participants, reducing the pre-
and post-test time, having a comparison group, reducing follow-up time and awareness of

any events that may impact study results (Michael, 2016).
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Statistical Conclusion Validity

Statistical conclusion validity (SCV) is a research conclusion founded on
adequate data analysis (Gareia-Perez, 2012). SCV can generally mean that the research
question is considered logically proficient when the statistical methods are adequate in
small-sample behavior (Gareia-Perez, 2012). SCV is vital because inadequate analysis of
data can yield improper conclusions not supported by analysis. There are three common
threats to SCV listed by Gareia-Perez (2012)-repeated testing, optional stopping, and
rand-using regression in bivariate relation. SCV breaches arise from a poor understanding
of statistical procedures and training, and lack of a statistical foundation. SCV enables
understanding and the ability to apply the training, even if no explicit formal training was
received (Gareia-Perez, 2012). Threats to internal and external validity are addressed by
the following no selection bias, validated instruments, and ensuring that the participants
were a part of the subgroup selected for the study.

Summary and Transition

Chapter 3 focused on methods that measure the levels of medical mistrust,
perceived racial discrimination, and healthcare-specific racial discrimination in African
American women aged 30-55 in Selma, Alabama. The chapter defined and explained
which specific research analysis and designs will provide answers for data collection,
recruitment, settings, and inquiry. While the chapter provides descriptions of methods,
Chapter 5 will provide researched answers to study settings, demographics, data

collection, data analysis, results (quantitative), and evidence of trustworthiness.
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Chapter 4: Results

Introduction

This quantitative research study aimed to identify whether race-concordant
patient-physician relationships affect African American women's health outcomes, and
the effects of non-minority physicians' influence on perceptions of medical mistrust,
perceived racial discrimination and perceived healthcare-specific racial discrimination of
African American women in Selma, Alabama. Similarly, the influence of patient-
physician relations on African American women's intent to access healthcare was
examined. The study evaluated the role of trust in non-concordant and concordant
patient-physician relationships. The data was collected through surveys.

The surveys used for the study were demographic, developed by the student. The
Group-Based Medical Mistrust Scale (GBMMS) developed by Thompson et al. (2004)
indicates a significant dearth of systematic empirical literature on medical mistrust.
GBMMS is a 12-item measure that comprehensively assesses the mistrust of the provider
and the medical system (Thompson et al., 2004). Multiple samples have validated the
GBMMS and indicate the following factors: lack of support from healthcare providers,
suspicion, and group disparities in healthcare (Shelton et al., 2010; Thompson et al.,
2004; Williamson & Bigman, 2018).

Perceived health-care-specific racial discrimination experiences have been
measured using the Everyday Discrimination (ED) measure developed by Bird and
Bogart (2001) and Williams et al. (1997), as well as the Schedule of Racist Events (SRE)

by Lanndrue and Klonoff (1966). The ED scale precisely measures unfair treatment in the
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healthcare system. The scale has been used in African American samples, demonstrating
coefficient alphas of .85—.94, and the internal consistency is good (Bird et al., 2004;
Hausmann et al., 2008; Hausmann et al., 2010; Purnell et al., 2010; Peek et al., 2011;
Shelton et al., 2010). Hausmann et al. (2010), found the Healthcare-Specific Racial
Discrimination Measure (HCSD) to have a significant positive correlation with both
multiple-item measures (rQ=.55, p<.0001). The scale is also used to measure the
experiences of perceived discrimination (Landrine & Klonoff, 1996; Williams &
Mohammed, 1997), along with the HCSD, an adapted version from Williams et al.
(1997), developed by Bird and Bogant (2001); this measure perceived racial
discrimination, unfair treatment, and access to healthcare systems.

Landrine and Khonoff (1996) assessed the frequency of perceived racism in many
areas and developed the Schedule of Racist Events (SRE). The SRE scale focuses on the
stress theory and specific racist events, rather than generic life stressors. The SRE
internal consistency has a high Cronbach's alpha of .92—.95. Therefore, the scale
measures stressors that culturally demonstrate its reliability (Klonoff & Landrine, 1999;
Landrine & Klonoff, 1996; Watkins et al., 2012). This dissertation used both SRE and
ED scales. SPSS 28 analyzed the data from all 816 participants.

Research Question 1. Is there an association between the Trust the physician
scale and medical mistrust scale? The related null hypothesis was Hol: There is no
association is there an association between the Trust the physician scale and medical
mistrust scale. Hypothesis Hal was supported (Group Based Medical Mistrust and Trust

in Physician scales).
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Research Question 2. Is there an association between perceived racial
discrimination and perceived health-care-specific racial discrimination among African
American women? The related null hypothesis was Ho2: There is no association between
perceived racial discrimination and perceived healthcare-specific racial discrimination
among African American women. Hypothesis Ha2 was also supported (Healthcare
Specific Racial Discrimination, Everyday Discrimination, and Schedule of Racist Events
Lifetime scales).

Chapter 4 details data collection (data collection time frame, response rates,
demographic and descriptive characteristics, discrepancies, and analyses), results
(descriptive statistics, assumptions of evaluation statistics, additional statistics
emergence, and inclusion of tables and figures), and summary (summarization of the
research questions).

Data Collection

Data was obtained from 816 African American women aged 30-55 living in
Selma, Alabama. The target population was located using the Selma area phone book and
cross-referenced with a list of names and addresses from U.S. Representative Teri Swell.
The time frame of the study was approximately 26 weeks. Over this period, 1500 survey
packets were mailed to African American women in Selma, Alabama. A total of 845
(56%) of them returned the packets. Only 816 (96%) surveys of the 845 met the inclusion

criteria.
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Data Collection and Ethical Issues

Data collection was done entirely by mail over the 26 weeks due to COVID-19, as
no in-person data collection was allowed. To maintain the confidentiality of participants
and the researcher, IRB would not allow identifying information such as text and email.
Phone calls were allowed to home phone numbers only. The caller ID had to be off.
Consent forms informed participants that if they had concerns and questions, they would
have to call back if they received no answer. Due to IRB constraints, no return addresses
were allowed on mailed packets. Therefore, no study results could be mailed to
participants.
Characteristics of Study Participants

The sample represented the African population of Selma, Alabama, as reported in
Alabama Demographics (2019). Selma’s median household income in 2017 was $24,223,
with the median age being 37.1 years (Alabama Demographics, 2019). The sample had
an income range of $0-$14,999 (49.8%) to $50,000 or more (12.0%), with a median
income of Mdn = $22,500. The median age of the sample was M=44.6.
Results
Reliability Analysis with Evaluation of Statistical Assumption

According to the Laerd Statistics website (Laerd, 2022), five assumptions need to
be met for Pearson correlations and must underpin data analyses. Assumption 1 is that the
dependent variable measurements should be either ratio or interval levels, meaning that
they are continuous. Assumption 1 (continuous variables) was met because each of the

variables was an interval-level scale score with acceptable levels of reliability.
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Assumption 2 (the dependent variable) has a consistency of two related groups, matched
pairs, or two categories (Laerd, 2022). Assumption 2 (paired variables) was met by the
study's design in that each respondent's individual scale scores were matched to produce
the Pearson correlations. Assumption 3 is that outliers in related groups' differences
should not be significant. Assumption 3 (linear relationship) was met by the inspection of
scatterplots, which indicated strong relationships between each of the variables. Laerd
(2022) stated that the distribution differences of the dependent variable between two
related groups should be approximately normal. Assumption 4 (no significant outliers)
was not met due to dozens of outliers, as shown in the boxplots. In the boxplots, many
respondents had significantly higher or lower scores (outliers) than the rest of the sample.
Assumption 5 (bivariate normality) was met based on the inspection of the scatterplots. In
all, four of the five assumptions were met; however, Spearman correlations were also
calculated for statistical verification purposes for hypothesis testing.
Descriptive Statistics

Table 1 displays the frequency counts for selected variables. Ages in the sample
ranged from 30 to 55 (M =44.66, SD = 6.61). Most (61.8%) were either employed part-
time or full-time. All but 3.1% had a high school diploma, 30.6% had some college
qualification, and 13.0% had a bachelor's degree or higher. Income ranged from $0—
$14,999 (49.8%) to $50,000 or more (12.0%), with a median income of Mdn = $22,500.
Almost all (99.3%) were American citizens. The number of months since receiving care
from a White (non-minority) physician ranged from 1 to 3 months (25.0%) to over 12

months (2.7%) with a mean of M = 6.65 (SD = 5.59; see Table 1 below).



Table 1

Frequency Counts for Selected Variables

Variable Category (years) N %
Age Category” 30 to 34 72 8.8
35t039 104 12.7
40 to 44 223 273
451049 183 224
50 to 55 234 28.7
Occupation Employed 282 34.6
Employed part-time 94 11.5
Employed full-time 222 27.2
Retired 6 0.7
Disabled 35 4.3
Unemployed 177 21.7
Education Less than high school 25 3.1
High School Graduate 435 533
Some college 250 30.6
Bachelor's degree 106 13.0
or Higher
Income Category $0-$14,999 406 49.8
$15-$2,9999 209 25.6
$30-$49,999 103 12.6
$50,000 or more 98 12.0
Country USA 810 99.3
Other 6 0.7
Months Since Care from White Physicians 1 to 3 204 25.0
4t06 250 30.6
7t09 227 27.8
10to 12 113 13.8
Over 12 22 2.7

Note. N = 816. a Age: M = 44.66, SD = 6.61. b Months: M = 6.65, SD = 5.59.
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Table 2 displays the psychometric characteristics of the six summed scale scores

and the Spearman Intercorrelations Among the Scale Score. All Cronbach alpha
reliability coefficients were more than o >.90, suggesting that all scales had acceptable

levels of internal reliability. Bhandan (2022) explained that internal validity makes the

researcher confident that other factors cannot describe the relationship between cause and

effect in the research study.
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Psychometric Characteristics for the Summated Scale Scores
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Variable Items M SD Low High «

Medical Mistrust Scale 12 356 0.73 1.00 5.00 .94

Trust the Physician Scale 11 192 088 1.00 500 .99

Schedule Racist Events - Past Year 17 2.65 058 1.65 535 .96

Schedule Racist Events - Entire Life 17 283 071 1.65 535 97

Everyday Discrimination Scale 9 389 049 222 48 94

Healthcare Specific Discrimination 7 368 077 143 5.00 .98
Note. N = §16.
Table 3
Pearson Intercorrelations Among the Scale Scores

Scale Scores

Pearson Correlations 1 2 3 4 5 6

1. Medical Mistrust Scale 1.00

2. Trust in Physician Scale -.64 1.00

3. Schedule Racist Events - Past Year 40 -.62 1.00

4. Schedule Racist Events - Entire Life 38 -.61 95 1.00

5. Everyday Discrimination Scale 32 -.45 .67 .67 1.00

6. Healthcare-specific Discrimination .26 -.38 .69 .69 1.00
Among the Scale Spearman Intercorrelations Scores

Scale Scores

Spearman Correlations 1 2 3 4 5 6

1. Medical Mistrust Scale 1.00

2. Trust in Physician Scale -.55 1.00

3. Schedule Racist Events - Past Year 42 -.65 1.00

4. Schedule Racist Events - Entire Life 38 -.59 .85 1.00

5. Everyday Discrimination Scale 31 -43 15 .69 1.00

6. Healthcare-specific Discrimination 27 -40 12 .68 92 1.00

Note. N = 816. All correlations were significant at p <.001.

1=Group Based Medical Mistrust; 2=Trust in Physician Scale; 3=Schedule of Racist Events Entire Year; 4=Schedule
of Racist Events Lifetime; 5=Everyday Discrimination; and 6=Healthcare Specific Discrimination

Statistical Analysis and Findings

Research Question 1. Research Question 1 was, is there an association between

the Trust the physician scale and medical mistrust scale? The related null hypothesis was

Hol: There is no association between is there an association between the Trust the

physician scale and medical mistrust scale. HA1: There is an association between the
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Trust the physician scale and medical mistrust scale. Table 3 displays the relevant
Pearson and Spearman correlations to answer this question reveals significant negative
correlations for the medical distrust scale with the Trust in Physician scale using both the
Pearson correlations (r = -.64, p <.001) and the Spearman correlation (rho = -.55, p
<.001). This combination of findings provided support to reject Null Hypothesis 1.

Research Question 2. Research Question 2 was, is there an association between
perceived racial discrimination and perceived healthcare-specific racial discrimination
among African American women? The related null hypothesis is there is no association
between perceived racial discrimination and perceived healthcare-specific racial
discrimination among African American women Hol. Table 3 displays the relevant
Pearson and Spearman correlations to answer this question and reveals significant
positive correlations for the Healthcare-specific Racial Discrimination with the Schedule
of Racist Events-Entire Life, (r = .69, p <.001) and (rho = .68, p <.001). Additionally,
significantly and positive correlations exist between for the Healthcare-specific Racial
Discrimination and the Everyday Discrimination Scale, (r = .76, p <.001) and (rho = .92,
p <.001). Null Hypothesis 2 was rejected.
Summary

The study uses survey responses from 816 African American women in Selma,
Alabama, to evaluate the role of trust in non-concordant and concordant patient-physician
relationships, as also the effects of non-minority physician’s influence on perceptions of
medical mistrust, perceived racial discrimination, and perceived healthcare-specific racial

discrimination. Positive minority physicians' relationships may be a key to improving
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African American women's health, demonstrated by reductions in medical mistrust,
perceived racial discrimination, and perceived healthcare-specific racial discrimination
experienced by them, as evidenced by statements made by African American women
who participated in the study (Tapp et al., 2013). The study evaluated the role of trust in
non-concordant and concordant patient-physician relationships. Using research will assist
in determining patient needs and requirements to transform physician relationships and
encourage development (Tapp et al., 2013).

This study explored the impact of the behavioral model for vulnerable populations
(BMVP). The BMVP provides a theoretical structure that can examine the variables of
medical mistrust, perceived racial discrimination, perceived healthcare-specific racial
discrimination, and the adverse effects of non-minority physicians. The BMVP theory
has been used in research to clarify and provide understanding concerning physical and
mental healthcare among vulnerable populations (Bazarga et al., 2005; Krahn et al., 2006;
Austin et al., 2008).

The theoretical structure of BMVP enabled the examination of factors associated
with mistrust, healthcare discrimination, stressors, and the effect of these issues on health
outcome utilization of African American women (Fernandez & Morales, 2007; Napoles-
Springer et al., 2007; Nandi et al., 2008; Varma et al., 2008; Levine et al., 2011). The
framework allows the examination of the mechanisms that narrate the intentions of
African American women to seek medical help and their perceptions thereof. The model
can enhance understanding of the barriers of discrimination in African American

women's health by providing insights into how to enhance the health status of African
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American women while simultaneously addressing existing and perceived barriers Varma
et al., 2008; Levine et al., 2011). The model allowed for examination of factors that cause
feelings of discrimination. The research found that discrimination plays a direct role in
seeking health care and feeling healthy. In Chapter 5, the implications will be considered
and evaluated, utilizing the relevant literature. Findings will be interpreted and
represented, along with conclusions and implications that will help develop

recommendations.



59

Chapter 5: Discussion, Conclusions, and Recommendations
Introduction

Chapter Five compares the findings to the literature, draws conclusions and
develops implications to determine the recommendations. This quantitative study aimed
to evaluate the effects of non-minority physicians' influence on perceptions of medical
mistrust, perceived racial discrimination and perceived healthcare-specific racial
discrimination for African American women in Selma, Alabama. Research can assist in
determining patient needs and requirements, thereby encouraging the formation of
transformational patient-physician relationships (Tapp et al., 2013).

Ethical and racial access disparities and poor healthcare quality remain pervasive,
and they persistently contribute to negative health outcomes in communities of color
(Bailey et al., 2017). Perceived discrimination may contribute to poor health outcomes
and healthcare disparities (Benjamins & Middleton, 2019). Perceptions of quality
healthcare are an integral part of healthcare outcomes. Healthcare discrimination can lead
to poor healthcare outcomes, as well as unmet and delayed healthcare needs. Accessing
and identifying how African Americans associate medical mistrust, perceived racial
discrimination and perceived healthcare-specific racial discrimination can provide
answers for implementing effective interventions.

The dissertation provided additional evidence that may fill gaps in the literature
regarding the correlation between minority physicians and better health outcomes for
African American women. The dissertation further sheds light on the perceptions of

discrimination and racial biases experienced in race-discordant patient-physician
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relationships. Conclusions from the study can facilitate new conversations about the
significance of the patient-physician relationship and how negative relationships affect
ethnic and minority patients.

Interpretation of Findings

All efforts were made to obtain a fair number of participants and minimize errors.

Research Question 1. Is there an association between the trust the physician
scale and medical mistrust scale

Hol: There is no association between the Trust the physician scale and medical
mistrust scale.

HA1: There is an association between the Trust the physician scale and medical
mistrust scale.

Research Question 1 Data Analysis Plan: Examines the correlations between the
Group Based Medial Mistrust Scale (GBMMS) and The Trust and Physician Scale (TPS)
using Pearson's.

Research Question 2. Is there an association between perceived racial
discrimination and perceived healthcare-specific racial discrimination among African
American women?

Ho2: There is no association between perceived racial discrimination and
perceived healthcare-specific racial discrimination among African American women.

HAZ2: There is an association between perceived racial discrimination and

perceived healthcare-specific racial discrimination among African American women.
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Research Question 2 Data Analysis Plan: Uses Pearson's to examine the
correlations between the scores on the Healthcare-specific racial Discrimination Measure
(HCSD), Schedule of Racist Events-Lifetime (SRE-L), and the Everyday Discrimination
Scale (ED).

Research Question 1. Relevant Pearson and Spearman correlations found
significant negative correlations for the medical distrust scale with the Trust in Physician
scale using both the Pearson correlations (r = -.64, p <.001), and the Spearman
correlation (rho=-.55, p <.001). The combination of these findings provided support to
reject Null Hypothesis 1. Hol: There is no association between non-minority physicians
and medical mistrust

Research Question 2. There was a significant positive correlation between
Healthcare-Specific Racial Discrimination and the Schedule of Racist Events-Entire Life,
using both the Pearson correlations (r = .69, p <.001) and the Spearman correlation (rho =
.68, p <.001). Also, positive correlations were significant for the Healthcare-Specific
Racial Discrimination with Everyday Discrimination using both the Pearson correlations
(r=.76, p <.001) and the Spearman correlation (rho = .92, p <.001). The related null
hypothesis was Ho2: There is no association between perceived racial discrimination and
perceived healthcare-specific racial discrimination among African American women. The
combination of these findings provided support to reject Null Hypothesis 2. Ho2: There is
no association between perceived racial discrimination and perceived healthcare-specific

racial discrimination among African American women.
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Healthcare disparities remain a persistent, preventable problem for African
American women, affecting treatment, management, and disease prevention. A greater
understanding of how perceptions influence patient-physician race-concordant
relationships can provide clarity and assist in determining the contributions that reduce
disparities for racial and ethnic minorities; however, gaps remain in the research
regarding the role of minority physicians and whether minority patients feel they will
receive better treatment from a physician who looks like them. The dissertation showed
that a majority of African American women in the study would rather have a physician
who looked like them.

Limited research indicates that a match between the racial characteristics of
patients and physicians matters in patient care (Benjamins & Whitman, 2014; Bleich et
al., 2012; Cuevas et al., 2016; Schoenthaler et al., 2012). The argument that the
physician's race plays a role in the health equity perceived by African American women
was found to be true. The dissertation provided a better understanding of how the
physician's race impacts African American women's perceptions of quality of care, and
the factors that influence their intentions regarding their healthcare needs and choices.

The dissertation results were also consistent with those of Penner (2014) that
provides a model for the role of race-related influences in race-discordant patient-
provider relationships and how these relationships contribute to negative health-related
behaviors. Also, the quantitative study by Cuevas et al. (2016) showed that perceived
discrimination, medical mistrust, and perceived healthcare-specific racial discrimination

have an adverse effect on the health of African American women. Their study further
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revealed how feelings of racism and discrimination could harm health and continue to be
a form of societal injustice by personifying inequality and manifesting in health inequities
for African Americans (Jacobs et al., 2014; Krieger, 2012; Williams & Mohammed,
2009).

Analysis

Theoretical Framework

The theoretical framework of the behavioral model for vulnerable populations
(BMVP; Gelberg et al., 2000) describes how enabling and predisposing factors are the
core components for predicting health behaviors and healthcare service usage. Similarly,
it shows how African American women's health behavior impacts outcomes correlated
with their perception of health status and care satisfaction. The BMVP divides health
behavior components of need, enabling, and predisposing factors into vulnerable and
traditional domains. When applying the model, the vulnerable domains can be tailored to
specific vulnerable populations (Gelberg et al., 2000). The dissertation concentrated on
the need, enabling, and predisposing components to assess African American women's
feelings of medical mistrust, perceived racial discrimination, and perceived healthcare-
specific racial discrimination.

The behavioral model for vulnerable populations (BMVP; Gelberg et al., 2000)
provides a theoretical foundation and structure to examine medical mistrust, perceived
racial discrimination, and perceived healthcare-specific racial discrimination as indicators
or predictors of whether having a physician who looks like them makes a difference to

how African American women perceive their healthcare outcomes. The BMVP can assist
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in understanding racial health disparities by examining factors associated with healthcare
utilization by racial or ethnic minority populations (Jacobs et al., 2014; Levine et al.,
2011; Myers et al., 2018; Nandi et al., 2008).

Framework Applications

The BMVP theory has been utilized in several studies that help to understand and
explain both physical and mental healthcare in vulnerable populations (Austin et al.,
2008; Babitsch et al., 2012; Bazargan et al., 2005; Hall, 2017; Ortega & Alegria, 2002).
Homeless population research has used the BMVP to provide an in-depth focus on their
healthcare (Austin et al., 2008; Gelberg et al., 2004; Linton & Shafer, 2014). However,
despite the possible versatility of BMVP, few studies have used a theoretical structure to
examine the associations of African American women's attention to seeking healthcare
while considering the physician's race.

The findings were consistent with the subsequent studies using the BMVP
theory's concepts, applications, and frameworks. Studies by Jacobs et al. (2014), Born et
al. (2009), Benjamins (2012), and Gonzales et al. (2013) measured discrimination
generally as everyday discrimination, which has been shown to have a negative impact on
health (Jacobs et al., 2014; Barnes et al., 2008). In this dissertation, the researcher found
that perceived racial discrimination was high among African American women.

Patient-clinician communication (PCC) may help reduce disparities in healthcare
(Perez-Stable & El-Toukhy, 2018). The authors used the BMVP to show evidence of
disparities using a selected narrative review of ethnic and racial minorities' experiences of

PCC between clinician and patient factors and inferior health outcomes (Perez-Stable &
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El-Toukhy, 2018). Perez-Stable and El-Toukhy (2018) found that effective

communication between patients and clinicians is essential to improve the healthcare of
vulnerable populations.

BMVP can be used as a foundation to elucidate and explore healthcare among
minorities, as illustrated by the above studies. The literature provides research using the
BMVP to describe the factors influencing African Americans' healthcare service usage in
numerous areas, as well as the comprehensive effects. The dissertation used the BMVP to
examine the relationship between the enabling and predisposing factors of the intentions
of African American women in Selma, Alabama, to seek a physician, and whether they
feel the physician's race will affect their healthcare outcomes.

Alternative Theoretical Framework

Andersen’s behavioral model of health services (BMHS) was developed in the
1960s (Andersen, 1995) to increase understanding of family health service use, develop
policies that promote equitable access, and define measurable equitable healthcare access
(Andersen, 1968). The BMHS attempts to integrate the “how is” and “why is” of health
service usage and ideas. The BMHS model is like the BMVP because it uses
predisposing characteristics, demographic factors, and traditional measures as
components of social structures. All these factors contribute to an individual's health
beliefs.

Rationale for Using the BMVP in the Study
The theoretical foundation of BMVP theory provides a model for understanding

the relationships between medical mistrust, perceived racial discrimination, healthcare-
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specific racial discrimination, and the intentions behind the choice of physician by
African American women. While mistrust is the predisposing factor, perceived racial
discrimination and perceived healthcare-specific racial discrimination are enabling
factors. Seeking a physician for medical care is a need factor. The outcome variable is
African Americans' intentions to seek medical care. Studies such as Rickles et al. (2010)
and Varga and Surratt (2013) have documented the negative relationship between
perceived racial discrimination and care satisfaction. Several studies have indicated that
perceived discrimination and experiences of discrimination inside and outside healthcare
could compromise African Americans' intention to seek medical assistance (Burgess et
al., 2008; Gibson & Young, 2014; Greer, 2010; Mouton et al., 2010). This dissertation
provided a systematic study of how physician choice affects medical mistrust, as well as
how perceived racial discrimination and perceived healthcare-specific racial
discrimination impact African American women's perceptions of their healthcare.
Summary of the Literature
Agrees

The study's results were consistent with the following studies in the literature
review. Cuevas et al. (2016) used nine focus groups to examine participants' perspectives
concerning quality patient-provider relationships and explore, and how the provider's race
affects patient-provider relationships from their perspective. African American women
participants felt that perceived racial discrimination, medical mistrust, and poor

communication were present in most race-discordant patient-provider relationships
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(Cuevas et al., 2016). The dissertation found evidence that racial discrimination and
medical mistrust in healthcare have not changed significantly over the past decade.

Maina et al. (2017) suggested that bias by providers plays a role in disparities in
healthcare for racial and ethnic minorities. The authors conducted a systematic review
and meta-analyses of several databases to synthesize the role of implicit bias experienced
among ethnic and racial minorities and its impact on healthcare disparities, finding that
most healthcare personnel across multiple training levels and disciplines have implicit
biases against African Americas, Hispanics, American Indians, and dark-skinned
individuals.

Hall et al. (2015) found that healthcare outcomes and treatment decisions had a
significant effect related to implicit bias, while explicit bias had a more consistent effect
on interactions between patients and providers. The African American women surveyed
felt that they had poor health and treatment outcomes related to implicit bias, and face-to-
face interactions between them and the non-minority physician were terrible, based on
explicit bias.

Hagiwara et al. (2013) found that “physician racial bias and patient perceived
discrimination have each been found to influence perceptions of and feelings about
racially discordant medical interactions” (p.123). The authors examined African
American patients' perceptions of past discrimination effects on patient-physician
communication time ratios. The study found that physicians' implicit racial attitudes are
more affected by racially discordant medical interactions, rather than their explicit or

conscious attitudes toward race (Hagiwara et al., 2013). The study replicated the findings
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of Cooper et al. (2012) which showed that physicians' implicit racial bias significantly
affects their communication time, but not the patient's talk time. The researcher found
that physicians' implicit racial bias affected how African American women participants
felt about the communication time with non-minority physicians.

Benjamins and Whitman's (2013) multivariate logistic regression study concluded
that 23% of the sample reported healthcare discrimination. Levels of perceived racial
discrimination varied significantly along racial and ethnic lines. In the study, African
Americans experienced a discrimination rate of 31%, while the rate for Whites was 4%.
The participants in the dissertation agreed with those in the study of Benjamins and
Whitman. Participants explained that discriminatory treatment and provider relationships
were associated with more unmet healthcare needs and perceived poor healthcare quality.

Abramson et al. (2015) used empirical analysis to understand the relationship
between perceptions of discrimination and social characteristics of healthcare encounter
perceptions. The study examined persistence patterns and substantial racial
discrimination in healthcare, which cause poor health outcomes. Perceptions of
healthcare discrimination over time have not changed, as evidenced by the feelings
expressed by African American women in the dissertation. The dissertation found that
racial group membership influences strongly perceived discrimination and negative
feelings, and interactions are powerful perceptions of perceived racial discrimination, as

Abramson et al. too found.
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Disagrees

Despite an exhaustive search of peer-reviewed literature using key terms in the
search (African American women, Black women, medical mistrust, perceived racial
discrimination, perceived healthcare-specific racial discrimination, health distrust, non-
minority physicians, minority physicians, health, communication, structural racism,
institutional racism, physician relations, and health disparities), the researcher could not
find any recent literature that disagreed with this study's findings. However, the
researcher found peer-reviewed articles published between 2019 and now that agreed
with the study's findings. These articles are critiqued below to enrich the dissertation's
literature review with present-day experiences and concepts.

Chinn et al. (2022), showed that African American women in the United States
experience substantial health disparities, even though there have been health
improvements. These health disparities and inequalities are measures of economic and
social issues. African American women continue to have higher rates of mortality and
shorter maternal and life expectancies. Research shows that systematic bias, unequal
treatment of African American women, and oppression play significant roles in these
disparities. There is substantial evidence that differences in race cause poor
socioeconomic (employment and education) and housing outcomes resulting from
discrimination. Historical laws and segregation were oppressive and continue to oppress
African American women in the United States. Gender and racial discrimination have

profoundly impacted African American women's well-being (Chinn et al., 2022).
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Thomas et al. (2019)’s research study was based on the differential association
between everyday versus institution-specific racial discrimination in health that was self-
reported using allostatic load among African American women, who were shown to have
the highest allostatic load (AL). AL comprises 15 biomarkers that function across four
physiological systems, using cut-points as biomarkers (Geronimus et al., 2009; Seeman et
al., 2001; Chyu & Upchurch, 2011; Upchurch et al., 2015). African Americans have
shown consent to disproportionately higher AL than any other ethnic/racial group, with
African American women having the highest predicted values (Geronimus et al., 2009;
Seeman et al., 2001; Chyu & Upchurch, 2011). Research suggests that this is weathering
(physiological wear and tear). Weathering among African American women is influenced
by lifelong exposure to stressors related to their social identity, such as racial and gender
discrimination. Social marginalization experiences are probably incorporated
physiologically or embodied in racism and discrimination (Krieger, 2001). Half the
African American women in the study sample reported low to moderate levels of
everyday discrimination (Thomas et al., 2019). Two out of three African American
women (64%) experienced low to moderate levels of institutional racial discrimination
(Thomas et al., 2019).

Nong et al. (2022) found that quality healthcare requires information exchange,
collaborative communication, and decision-making between providers and patients. Data
completeness relies on the patient being comfortable and providing and disclosing
information to providers without concerns of privacy or security. African American

women have been found to withhold information due to low provider trust. The study
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assessed the relationship experiences of discrimination, withholding information from
providers, and multiple types of patient mistrust (Nong et al., 2022). A weighted
multivariable logistic regression scale identified that experiences of discrimination in
healthcare systems are associated with the withholding of information from providers on
significant levels (Nong et al., 2022).

In a targeted review focusing on ethnicity and race, Cullen et al. (2022) explained
that disparities are widespread in healthcare and continue to exist across ethnicities and
races in the United States. These social determinants of health are the most notable racial
and ethnic group differences in education, occupational status, and income (Cullen et al.,
2022). The authors reviewed a total of 38 conditions for potential disparities, comparing
African Americans (AA) with non-Hispanic Whites (NHW) and finding that the
incidence of 29 of the 38 disorders in African Americans is excessive, severe, and
prevalent, suggesting wide-reaching disparities (Cullen et al., 2022).

Medical mistrust can be defined as the tendency to distrust medical personnel and
medical systems while believing that neither system is acting in the patient's best interest
(Thompson et al., 2004, Williamson & Bigman, 2018). Medical mistrust has an emerging
theme of collective experience in African American women in medical settings
(Washington, & Randell, 2022). African Americans build group theme narratives among
family and friends to help navigate the negative influences of healthcare providers and

systems.
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Even though the study was quantitative, many study participants wrote down their
feelings about non-minority healthcare providers (nurses, doctors, and physicians). Some
direct quotes are as follows:

I feel like I am unimportant

I feel inferior

I feel mistreated

I feel misunderstood

I feel invisible

I get poorer service

Doctor disrespects me

The nurses disrespect me

No one respects you

Doctors and nurses look down on me

White people act like they are better than Black people

The doctor does not listen to me

They treat me like I am stupid

They act as if [ don't know my own body

The service is terrible

They lack respect

They lack common courtesy

I feel like they don't see me

I feel like they don't hear me
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I feel hated

I feel misunderstood

They want my money but don't want to treat me

They don't want to touch me

Their dislike is palpable

Clear hate

They lie

They obfuscate

They have no compassion

They are straight-up racists

I don't know why they leave their white sheets at home
Limitations

This study's limitation and possible strength centers around its timeframe and
sample uniqueness. It uses a specific sample of African American women aged 30-55 and
a specific place: Selma, Al. As the study was conducted during Covid, all contact with
participants had to be through the mail.
External Validity

External validity threats are factors that reduce the study's generalizability.
Participants were mailed packets which they completed at a place of their choice. The
belief is that participants answered questions truthfully and to the best of their ability.
The researcher used random selection. Returned packets had no identifying marks,

thereby strengthening the random selection.
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Internal Validity

The focus of internal validity is on the relationship between cause and effect, one
aspect leading to another aspect. Research is conducted to determine what causes the
effect of the relationship. Michael (2016) avers that a study's conclusion with little or no
evidence of causality results from low internal validity, regression, maturation, history,
testing, selection, and instrumentation. Internal validity threats were controlled through
consistency during observational points. Assumption 1 (continuous variables) was met
because each variable was an interval-level scale score with acceptable levels of
reliability. Assumption 2 (paired variables) was met by the study's design in that each
respondent's scale scores were matched to produce the Pearson correlations. Assumption
3 is that outliers in related groups' differences should not be significant. Assumption 3
(linear relationship) was met through the inspection of scatterplots. Assumption 5
(bivariate normality) was met based on the inspection of the scatterplots.

Statistical Conclusion Validity

Threats to internal and external validity were addressed by following no selection
bias, validated instruments, and ensuring that participants were a part of the subgroup
selected for the study. According to the Laerd Statistics website (Laerd, 2022), five
assumptions need to be met for Pearson correlations and must underpin data analyses.
Overall, four of the five assumptions were met. However, Spearman correlations were

also calculated for statistical verification purposes for hypothesis testing.
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Recommendations
Future Research

Future research should explore the intersections of discrimination faced by
African American women in personal encounters involving medical non-minority
healthcare personnel and the effects of real and perceived discrimination faced during
each encounter. The dissertation showed that African American women experience
discrimination frequently, if not always, from non-minority healthcare personnel
regardless of their healthcare behaviors. Future research should also use mixed methods
studies to explore how the medical outcomes of non-minority healthcare workers
(especially doctors and physicians) contribute to structural and institutional
discrimination and racism and their consequences on African American women's health.
Social Change

The dissertation shows how African American women face extreme social
injustice in all areas, specifically in healthcare. Such injustice causes serious injury to
health and wellbeing. African American women must defend their color and their genetic
makeup. This continual onslaught can contribute to poor health outcomes, mental
instability, and trauma.

Many initiatives that have aimed to reduce structural and institutional racism in
numerous areas (education, healthcare, policing), seemed not to have achieved much
success, considering that healthcare discrimination has roots in the United States since
slavery. Researchers, healthcare personnel, educators, and stakeholders in various

communities continue to explore strategies to reduce or eliminate structural and
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institutional racism and discrimination in healthcare. However, racism and discrimination
persist with little abatement. One of the purposes of this dissertation is to provide data on
the feelings of African American women concerning racism and discrimination while
receiving healthcare in all areas, from non-minority physicians and other healthcare
personnel, thus promoting discussions about healthcare-specific racial discrimination, in
the hopes of initiating real change.

Another implication for social change is the need for real collaboration and
partnerships that will advance minority medical students and physicians so that African
American women can choose a physician who look like them. This dissertation showed
that African American women who participated in the study preferred physicians who
look like them, as they feel that those physicians would have empathy and concern for
their healthcare needs.

Conclusion

Health in the United States has been declining, a crisis that has been building up
for some years (Wolf, 2019). Life expectancy in the United States peaked in 2012 but is
falling behind other countries (Murphy et al., 2018). Health is about more than the care
itself (drugs and spending). Wolf (2018) explains that healthcare is shaped by five
domains: health behaviors, healthcare, physical and social environments, socioeconomic
status, and public policy, all of which are interrelated in numerous ways. Socioeconomic
status influences health outcomes through wealth, income, and opportunity, all of which
enable certain people to afford medical care, homes, nutritious food, and healthy

neighborhoods. Policies in the United States have shaped the social divides and
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perpetuated inequalities among marginalized populations (African Americans) by
entrenching structural and institutional discrimination and racism. Discrimination persists
against African Americans, notwithstanding their wealth and socioeconomic status, due
to structural and institutional racism and discrimination based on hate. Change requires
acceptance and the realization of the fact that some non-minority physicians and other
healthcare personnel continue to feel and believe that African Americans are unworthy,
are less than Whites, and do not deserve care. These ideas and beliefs will continue to
lead to poor health outcomes and reduced access to care for African Americans,
especially women. It is perhaps time to move past the hope of equality in healthcare on
the part of non-minority physicians and develop policies that will increase the training
and education of minority physicians and other minority healthcare personnel. The
implementation of such policies will allow African American women to choose qualified
physicians who look like them, providing them with a feeling of security that they will be
cared for by someone who can connect with them. Quality healthcare is a fundamental
right, yet what use is the right if those seeking and in need of care do not receive essential

healthcare due to discrimination and racism?
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Appendix A: Informed Consent and Confidentiality

Consent and Confidentiality Form
Informed Consent Form

You are invited to participate in a research study to determine how medical mistrust and
racial discrimination affect physician choice in the African American women population
in Selma, Al. The study is conducted by Joy Thomas, a doctoral student in Public Health
at Walden University.
Background Information:
The purpose of this study is to explore whether African American women living in
Selma, Alabama feel their healthcare options have been limited because of racial
discrimination while receiving care from White physicians.
Procedures:
The study involves completing five questionnaires and a demographic questionnaire.
Note, only fully completed questionnaires can be used. At any time, if you feel
uncomfortable answering any question, you may stop and throw away all the materials.
Study Participation is Voluntary:
The study participation is voluntary, and you may stop participating at any time. Please
note that you do not have to participate in the study. It will take 45 minutes to complete
the questionnaires for the study. I am inviting African American women between the age

of 30 and 55 to participate in the study.
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Risks and Benefits of the Study

Some of the questions may make you uncomfortable. The study's risk is not greater than
what you might experience in your everyday life. If you feel stressed during and after
completing the survey, you may contact the following mental health agencies: Span
Program, 334-874-3899, and Cahaba Mental Health Center, 334-875-2100. The hope is
that the study will benefit the African American community by providing insight into and
awareness of White physicians' impact on African Americans' health views.
Compensation:

Unfortunately, there is no compensation for study participants.

Privacy:

The information you provide for the research study will be kept confidential and
anonymous and will not be used for any other purpose than the research project. Data
collected during the research will be retained for five years in a secure area, as required
by Walden University.

Contact Information for Questions

You may phone me at _ Please be aware that my caller ID is off, so [ will be
unable to return calls. Please call again. Doing this will keep your name and identity
confidential and anonymous. Walden’s approval number for the study is 10-01-20-

0395782. You may contact a Walden Representative for any questions about participant

rights at the following number _
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Consent Statement:
If you feel you understand the study well enough to participate, please return the
completed surveys to me using the self-addressed stamped envelope. Please keep this

consent form for future reference.



Appendix B: Demographic Questionnaire
Please answer ALL questions by circling one response for each question

Your age

Occupation

What is your employment status?
Employed
Employed part-time
Employed full-time
Retired
Disabled
Unemployed

Write your occupation below:

AND

Please circle all that applies to the category that describes your job
Below:
Science
Technology
Engineering
Math
Healthcare
Social Services
Media
Finance
Sales
Arts
Design
Education
Office and Admin Support
Unskilled labor
Skilled manual labor
Manager
Business owner
Operator
Executive
Technician
Clerical
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https://www.flexjobs.com/jobs/pharmaceutical-science
https://www.flexjobs.com/jobs/computer-it
https://www.flexjobs.com/jobs/engineering
https://www.flexjobs.com/jobs/math-economics
https://www.flexjobs.com/jobs/healthcare-medical
https://www.flexjobs.com/jobs/human-services
https://www.flexjobs.com/jobs/entertainment-media
https://www.flexjobs.com/jobs/accounting
https://www.flexjobs.com/jobs/sales-business-development
https://www.flexjobs.com/jobs/art-products-services
https://www.flexjobs.com/jobs/graphic-design
https://www.flexjobs.com/jobs/administration-support-services
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Education:
What is the highest level of education completed by you?
Less than 7 years of school
Junior high school
Some high school
High school graduate
Some college
Associate degree
Bachelor’s degree
Master’s degree
Doctoral degree
Graduate/professional training

Income:
What is your yearly household income?
$0- 14,999
$15,000-29,999
$30,000-49,999
$50,000-69,999
$70,000-99,999
$100,000 or more

Nationality & Ethnicity
Please write your country of origin (USA, Jamaica, Nigeria).

Please write the last time you sought medical care from a non-minority (White) physician
(such as 3 months ago or two years ago or last week)
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Appendix C: Group-Based Medical Mistrust Scale
Group-Based Medical Mistrust Scale (GMMBS)

Please read the following statements, indicating how strongly you agree or disagree
with each statement (Strongly disagree = 1; Disagree = 2; Neither agree nor disagree
=3; Agree = 4; and Strongly agree = 5).

PLEASE CIRCLE THE CORRECT RESPONSE

1. Doctors and healthcare workers who are White sometimes hide information
from African American people.
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree

2. Doctors (White) have the best interests of African American people in mind.
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree

3. African American people should not confide in doctors and healthcare workers
who are White because it can be used against them.
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree

4. African American people should be suspicious of information from doctors and
healthcare workers who are White.
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree
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5. African American people cannot trust doctors and healthcare workers who are
White.
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree

6. African American people should be suspicious of modern medicine.
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree

7. Doctors and health workers who are White treat African American people like
guinea pigs.
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree

8. African American people receive the same medical care from White doctors
and healthcare workers as people from other groups.
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree

9. White doctors and healthcare workers do not take the medical complaints of
African American people seriously.
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree

10. African American people are treated the same as people of other groups by
White doctors and healthcare workers

Strongly disagree

Disagree

Neither agree nor disagree
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Agree
Strongly agree

11. In most hospitals, people of different racial or ethnic groups receive the same
kind of care.

Strongly disagree

Disagree

Neither agree nor disagree

Agree

Strongly agree

12. I have personally been treated poorly or unfairly by White doctors or
healthcare workers because of my race or ethnicity.
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree
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Appendix D: Trust the Physician Scale

Trust the Physician Scale (TPS)

Please read the following statements, indicating how strongly you agree or disagree
with each statement (Strongly disagree = 1; Disagree = 2; Neither agree nor disagree
=3; Agree = 4; and Strongly agree =5). PLEASE CIRCLE THE CORRECT
RESPONSE (For White Physicians Only)

1. I doubt that my doctor really cares about me as a person.
Strongly disagree

Disagree

Neither agree nor disagree

Agree

Strongly agree

2. My doctor is usually considerate of my needs and puts them first.
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree

3. TItrust my doctor so much I always try to follow his/her advice
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree

4. If my doctor tells me something is so, then it must be true.
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree

5. I'sometimes distrust my doctor’s opinion and would like a second one.
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree
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6. I trust my doctor’s judgment about my medical care.
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree

7. 1feel my doctor does not do everything he/she should about my medical care.
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree

8. Itrust my doctor to put my medical needs above all other considerations when
treating my medical problems.
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree

9. My doctor is well qualified to manage (diagnose and treat or make an
appropriate referral) medical problems like mine.
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree

10. I trust my doctor to tell me if a mistake was made in my treatment.
Strongly disagree

Disagree

Neither agree nor disagree

Agree

Strongly agree

11. I sometimes worry that my doctor may not keep the information we discuss
totally private.
Strongly disagree
Disagree
Neither agree nor disagree
Agree
Strongly agree
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Appendix E: Schedule of Racist Events

Schedule Racist Events (SRE)

Please circle the number that best captures the things that have happened to you for
each of the following questions.

Circle 1 = If this has NEVER happened to you

Circle 2 = If this has happened ONCE IN AWHILE (less than 10% of the time)
Circle 3 = If this has happened SOMETIMES (10% -25% of the time)

Circle 4 = If this has happened A LOT (26%-49& of the time)

Circle 5 = If this has happened MOST OF THE TIME (50%-70% of the time)
Circle 6 = If this has happened ALMOST ALL THE TIME (more than 70% of the
time)

1. How many times have you been treated unfairly by teachers and professors
because you are African American?
Inthepastyear 1 2 3 4 5 6
In your entirelife 1 2 3 4 5 6

2. How many times have you been treated unfairly by your employers, bosses,
and supervisors because you are African American?
Inthepastyear 1 2 3 4 5 6
In your entirelife 1 2 3 4 5 6

3. How many times have you been treated unfairly by your coworkers, fellow
students, and colleagues because you are African American?
Inthepastyear 1 2 3 4 5 6
In your entirelife 1 2 3 4 5 6

4. How many times have you been treated unfairly by people in service jobs
(store clerks, waiters, bartenders, bank tellers, and others) because you are
African American?

Inthepastyear 1 2 3 4 5 6
In your entirelife 1 2 3 4 5 6

5. How many times have you been treated unfairly by strangers because you are
African American?
Inthepastyear 1 2 3 4 5 6
In your entirelife 1 2 3 4 5 6



10.

11.

12.

13.
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How many times have you been treated unfairly by people in helping jobs
(doctors, nurses, psychiatrists, case workers, dentists, school counselors,
therapists, social workers, and others) because you are African American?
Inthepastyear 1 2 3 4 5 6

In your entirelife 1 2 3 4 5 6

How many times have you been treated unfairly by neighbors because you are
African American?

Inthepastyear 1 2 3 4 5 6

In your entirelife 1 2 3 4 5 6

How many times have you been treated unfairly by institutions (schools,

universities, law firms, the police, the courts, the Department of Social

Services, the Unemployment Office, and others) because you are African

American?

In the pastyear 1 2 3
3

4 5 6
In your entire life 1 2 4 5 6
How many times have you been treated unfairly by people whom you thought
were your friends because you are African American?
Inthepastyear 1 2 3 4 5 6

In your entirelife 1 2 3 4 5 6

How many times have you been accused or suspected of doing something
wrong (such as stealing, cheating, not doing your share of the work, or
breaking the law) because you are African American?

Inthepastyear 1 2 3 4 5 6

In your entirelife 1 2 3 4 5 6

How many times have people misunderstood your intentions and motives
because you are African American?

Inthepastyear 1 2 3 4 5 6

In your entirelife 1 2 3 4 5 6

How many times did you want to tell someone off for being racist but didn’t

say anything?

Inthepastyear 1 2 3 4 5 6

In your entirelife 1 2 3 4 5 6

How many times have you been really angry about something racist that was

done to you?

In the pastyear 1 2 3
3

4 5 6
In your entire life 1 2 4 5 6
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15.

16.

17.

18.
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How many times were you forced to take drastic steps (such as filing a
grievance, filing a lawsuit, quitting your job, moving away, and other actions)
to deal with some racist thing that was done to you?

Inthepastyear 1 2 3 4 5 6

In your entirelife 1 2 3 4 5 6

How many times have you been called a racist name like nigger, coon, jungle
bunny, or other names?
Inthepastyear 1 2 3 4 5 6

In your entirelife 1 2 3 4 5 6

How many times have you gotten into an argument or a fight about something
racist that was done to you or somebody else?

Inthepastyear 1 2 3 4 5 6

In your entirelife 1 2 3 4 5 6

How many times have you been made fun of, picked on, shoved, hit, or
threatened with harm because you are African American?
Inthepastyear 1 2 3 4 5 6

In your entirelife 1 2 3 4 5 6

How different would your life be now if you HAD NOT BEEN treated in a
racist and unfair way?

In the pastyear 1 2 3 4
In your entirelife 1 2 3 4
Better 1

Somewhat Better 2

A little Better 3

The Same 4



Appendix F: Everyday Discrimination Scale
Everyday Discrimination Scale (EDS)
In your day-to-day life, how often do any of the following things happen to you?

1. You are treated with less courtesy than other people are
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2. You are treated with less respect than other people are

3. You receive poorer service than other people at restaurants or stores

4. People act as if they think you are not smart

5. People act as if they are afraid of you

6. People act as if they think you are dishonest

7. People act as if they’re better than you are

8. You are called names or insulted

9. You are threatened or harassed

Please use the following responses for your answers
Almost every day =1

At least once a week = 2

A few times a month =3

A few times a year =4

Less than once a year =5

Never =0
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Appendix G: Healthcare-Specific Racial Discrimination
Healthcare Specific Discrimination (HCSD)

Please read the following statements and indicate how often you have experienced
these events because of your race or color by checking the box that corresponds to
your answer (1=Never; 2=Rarely; 3=Sometimes; 4=Most of the Time; 5=All the
Time).

When GETTING HEALTHCARE have you ever had any of the following things
happen to you because of your race or color? PLEASE CIRCLE THE CORRECT
RESPONSE

1. Been treated with less courtesy than other people.
Never
Rarely
Sometimes
Most of the Time
All the Time

2. Been treated with less respect than other people.
Never
Rarely
Sometimes
Most of the Time
All the Time

3. Received poorer service than others.
Never
Rarely
Sometimes
Most of the Time
All the Time

4. Had a doctor or nurse acted as if he or she thinks you are not smart?
Never
Rarely
Sometimes
Most of the Time
All the Time

5. Had a doctor or nurse acted as if he or she is afraid of you?
Never
Rarely
Sometimes



121

Most of the Time
All the Time

6. Had a doctor or nurse acted as if he or she is better than you?
Never
Rarely
Sometimes
Most of the Time
All the Time

7. Felt like a doctor or nurse was not listening to what you were saying.
Never
Rarely
Sometimes
Most of the Time
All the Time

Please read the following questions and respond by circling the answer that best
corresponds to your feelings.

8. How would you rate your overall level of health?
Poor
Fair
Good
Very Good
Excellent

9. What is the likelihood of visiting a healthcare provider for a check-up in the
next year?
Poor
Fair
Good
Very Good
Excellent

10. How likely would you be to seek medical treatment or see a medical provider if
you were having physical health or emotional problems interfering with your
social life?

Poor

Fair

Good
Very Good
Excellent



11.

12.

13.

14.

15

122

How likely would you be to seek medical treatment or see a medical provider if
you were having physical health or emotional problems interfering with your
regular daily activities?

Not Likely

Somewhat Likely

Likely

Very Likely

Not at all Likely

How likely would you be to seek medical treatment or see a medical provider if
you were having physical health or emotional problems interfering with your
normal work?

Poor

Fair

Good

Very Good

Excellent

Before today, approximately how long has it been since you last saw or talked
to a doctor or other care professional about your health? (Include doctors seen
while a patient is in a hospital.)

Never

6 months ago, or less

More than 6 months ago, but not more than 1 year

More than 1 year, but not more than 2 years ago

More than 2 years, but not more than 5 years ago

More than 5 years ago

In the past 12 months, was there a time when you needed medical care?
Yes
No

. Did you delay or not get the treatment you thought you needed because of your

feelings about your physician?
Yes
No



Appendix H: Sample Size Table

TABLE [: SAMPLE SIZE BASED ON DESIRED ACCURACY

SoURCE: (GILL ET AL., 2010)
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Variance of the population P=50%
Confidence level=95% Confidence level=99%
Margin of error Margin of error

Population Size 5 3 1 5 3 1
50 44 48 50 46 48 50
15 63 70 T4 67 12 75
100 79 a1 89 87 95 29
150 108 132 148 122 139 148
200 132 168 196 154 180 188
280 151 203 244 181 220 246
300 168 234 a9l 208 283 285
400 186 281 384 249 328 391
500 217 340 475 285 383 485
600 234 384 565 314 452 579
100 248 423 652 340 507 672
8OO 260 457 738 362 587 763
1000 218 516 208 398 647 943
1500 306 624 1287 459 825 1375
2000 322 696 1655 497 287 1784
3000 341 187 2286 541 1138 2539
5000 357 879 3288 583 1342 3838
10000 370 064 4899 620 1580 G228
25000 318 1023 6939 643 1708 9944
50000 381 1045 8057 652 1770 12413
100000 383 1056 8762 656 1802 14172
250000 384 1083 9249 659 1821 15489
500000 384 1065 9423 660 1828 15984
1000000 384 1086 9513 660 1831 16244

Copyright ® 2016 Helvetic Editions LTD - All Rights Reserved

www. elvedil.com
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Approval Letters for Questionnaires

Chang, Mei Y NS

Thu3/12/2020 8:54 AM
Dear Joy,

Thank you for your email. There is no need for permission actually. The scale is
publicly available at https://scholar.harvard.edu/davidrwilliams/node/32777

All the best,
Mei

Mei Chang

Executive Assistant to Dr. David Williams, Department Chair
Department of Social and Behavioral Sciences

Harvard T.H. Chan School of Public Health

677 Huntington Avenue, Kresge 712

Boston, MA 02115

Dear Dr. David R. Williams

I am a Walden University PhD student in Public Health, and I am emailing you to ask
permission to utilize your Everyday Discrimination Scale for my dissertation project. I
am planning to utilize your instrument to determine the effects of everyday
discrimination scale among African American females in relation to their choice of
physician racial and or ethnicity. My dissertation project is being conducted through
Walden University; a confirmatory e-mail would serve as permission for my committee.
Sincerely

Joy Thomas

Doctorate Candidate

Walden Universiti


https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fscholar.harvard.edu%2Fdavidrwilliams%2Fnode%2F32777&data=02%7C01%7C%7C79c824a95f964368c8f508d7c68cec97%7C84df9e7fe9f640afb435aaaaaaaaaaaa%7C1%7C0%7C637196180872818281&sdata=zrtWnCUeffHjY4FagLfQat5GWSv8BbROSRweWG92OSM%3D&reserved=0
mailto:mchang@hsph.harvard.edu
mailto:joy.thomas2@waldenu.edu
mailto:jothron@msn.com
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Elizabeth Klonoff |

Thu 3/12/2020 8:57 AM@
As it says in the article itself the scale can be used for any legitimate purpose, so you
have permission

Sent from my iPhone

On Mar 11, 2020, at 3:15 PM, PEYTON REESE [ G v ot-:

Dear Dr. Elizabeth Klonoff

[ am a Walden University PhD student in Public Health, and [ am emailing you to ask
permission to utilize your Schedule of Racist Events Scale Instrument for my
dissertation project. I am planning to utilize your instrument to determine the
effects of racist events among African American females in relation to their choice of
physician racial and or ethnicity. My dissertation project is being conducted through
Walden University; a confirmatory e-mail would serve as permission for my
committee.

Sincerely

Joy Thomas

Doctorate Candidate

Walden University
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Thompson, Hayley | NSNS

Mon 6/22/2020 8:19 PM
To: PEYTON REESE

Hello Joy,
There is no permission needed to use the scale. Thanks for including it in your work.

Best,
Hayley

VLV VY N NT.NT NT VNV N NT VT VY NY NI NT VT VNI N T VY NI NI T T V)

Hayley S. Thompson, Ph.D.

Professor, Department of Oncology

Wayne State University School of Medicine:
Associate Center Director,

Community Outreach & Engagement
Faculty Director, Office of Cancer Health Equity &
Community Engagement (OCHECE)
Karmanos Cancer Institute

4100 John R—MMO03CB

Detroit, Ml 48201

Phone: (313) 576-9734

Pronouns: she/her/hers
www.karmanoscancerhealthequity.org
www.hayleythompson.com

Wed 3/11/2020 2:08 PM
To:

Dear Hayley S. Thompson, PH.D.

| am a Walden University PhD student in Public Health, and | am emailing you to ask
permission to utilize your Group-Based Medical Mistrust Scale Instrument for my
dissertation project. | am planning to utilize your instrument to determine the effects of
Medical Mistrust among African American females in relation to their choice of
physician racial and or ethnicity. My dissertation project is being conducted through
Walden University; a confirmatory e-mail would serve as permission for my committee.
Sincerely

Joy Thomas

Doctorate Candidate

Walden Universit

Joy Thomas


https://eur05.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.karmanoscancerhealthequity.org%2F&data=02%7C01%7C%7C758ba73bcbfc48ce6afc08d8171373ba%7C84df9e7fe9f640afb435aaaaaaaaaaaa%7C1%7C0%7C637284719599339206&sdata=TzZjEdZjcTH1hyHLOPiZfxnEDyy1q9X5C1q9mFviGbA%3D&reserved=0
https://eur05.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.hayleythompson.com%2F&data=02%7C01%7C%7C758ba73bcbfc48ce6afc08d8171373ba%7C84df9e7fe9f640afb435aaaaaaaaaaaa%7C1%7C0%7C637284719599339206&sdata=SiEPNqK743MvTUzZQHOUQYGmqGMjuG4N1EdP6VxqMBQ%3D&reserved=0
mailto:thompsoh@karmanos.org
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Tue 6/16/2020 7:17 PM

Dear Thomas Laveist,

I am a Walden University PhD student in Public Health. I am emailing you to ask you
permission to utilize your Medical Mistrust Index to determine the effects of Medical
Mistrust among African American females in relation to their choice of physician racial
and or ethnicity. My dissertation project is being conducted through Walden University; a
confirmatory e-mail would serve as permission for my committee.

Sincerely

Joy Thomas

Doctorate Candidate

Walden Universiti

LaVeist, Thomas A _

Sun 8/2/2020 9:19 AM

Reply

More actions

Joy Thomas

To: Sorry for the delayed response. | missed this email and am only now seeing it. | am
granting you permission to use the MMl scale. Once you have results, please share them
with me. All the best with your study.

Thomas A. LaVeist, PhD

Dean & Weatherhead Presidential Chair
School of Public Health & Tropical Medicine
Tulane University

1440 Canal Street, Suite 2400

New Orleans, Louisiana, USA 70112
504-988-5397

www.SPH.Tulane.edu

From: PEYTON REESE || GG

Sent: Tuesday, June 16, 2020 7:17 PM

To: LaVeist, Thomas A _

Subject: Medical Mistrust Index

PEYTON REESE

Sun 8/2/2020 10:04 AM

TO

LaVeist, Thomas A

Thank you so much, I will let you know my study results.
Joy Thomas



mailto:Joy.thomas2@waldenu.edu
mailto:Jothron@msn.com
mailto:TAL@Tulane.edu
https://eur01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.sph.tulane.edu%2F&data=02%7C01%7C%7C76c3ba50c9e54ce0c69508d836ef0766%7C84df9e7fe9f640afb435aaaaaaaaaaaa%7C1%7C0%7C637319747540752785&sdata=P5KtNBJtEbb%2BeRuqtCi81aqWyf937ljhkhxN0a4Hayc%3D&reserved=0
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Sent from my Verizon, Samsung Galaxy smartphone
Get Outlook for Android



https://aka.ms/ghei36
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Dedrick, Robert | HENEEEE

Sun 9/6,/2020 3:09 PM

To:

Hi Joy,

You have our permission to use the Trust in Physician Scale. Good luck with your
research. Looks very interesting and timely.

Best,
Robert D.
Pronouns: he/him/his https://www.mypronouns.org/he-him

Robert F. Dedrick, PhD

Program Coordinator, Measurement and Research

Department of Educational and Psychological Studies, EDU 105
http://www.coedu.usf.edu/main/departments/me/me.html
University of South Florida

Tampa, FL 33620

(813) 974-5722

PEYTON REESE

Sun 9/6/2020 2:42 PM
To:

Dear Dr, Robert Dedrick,

I am a Walden University PhD student in Public Health, and I am emailing you to ask
permission to utilize your Trust in Physician Scale Instrument for my dissertation project.
I am planning to utilize your instrument to determine the effects of Physician Trust
among African American females in relation to their choice of physician racial and or
ethnicity. My dissertation project is being conducted through Walden University; a
confirmatory e-mail would serve as permission for my committee.

Sincerely

Joy Thomas


https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.mypronouns.org%2Fhe-him&data=02%7C01%7C%7Cdfe6e037fd17439f412408d852a0bd0d%7C84df9e7fe9f640afb435aaaaaaaaaaaa%7C1%7C0%7C637350197603147311&sdata=mcUDMUTzUaMTaTODoBPStLt2TYggLL87W997Z43glWU%3D&reserved=0
mailto:dedrick@usf.edu
https://nam11.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.coedu.usf.edu%2Fmain%2Fdepartments%2Fme%2Fme.html&data=02%7C01%7C%7Cdfe6e037fd17439f412408d852a0bd0d%7C84df9e7fe9f640afb435aaaaaaaaaaaa%7C1%7C0%7C637350197603147311&sdata=SIQ4MlwmLcBCy%2FbWcNwMipSALg%2FaAcejonAbJugZ1ZI%3D&reserved=0

Bogart, Laura [ NS

Sun 9/6/2020 3:07 PM
To: You

Dear Joy,

You have my permission to use the instrument.

Good luck with your dissertation.

Best wishes,
Laura

Laura M. Bogart, PhD

Senior Behavioral Scientist
RAND Corporation

1776 Main Street, P.O. Box 2138
Santa Monica, CA 90407-2138
Phone: (310) 393-0411 x7281

PEYTON REESE

Sun 9/6/2020 3:04 PM
To:

Dear Laura Bogart, PH.D.

I am a Walden University PhD student in Public Health, and I am emailing you to ask
permission to utilize your Healthcare-specific racial Discrimination Instrument for my
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dissertation project. I am planning to utilize your instrument to determine the effects of
Healthcare-specific racial Discrimination among African American females in relation to

their choice of physician racial and or ethnicity. My dissertation project is being

conducted through Walden University; a confirmatory e-mail would serve as permission

for my committee.
Sincerely
Joy Thomas
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