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What Matters When It Comes to Trust in One’s Physician:
Race/Ethnicity, Sociodemographic Factors, and/or Access
to and Experiences with Health Care?
Anthony L. Nguyen,1 Rebecca J. Schwei,2 Ying-Qi Zhao,3 Paul J. Rathouz,4 and Elizabeth A. Jacobs4,5,*

Abstract
Purpose: Interpersonal trust is linked to therapeutic factors of patient care, including adherence to treatment,
continuity with a provider, perceived effectiveness of care, and clinical outcomes. Differences in interpersonal
trust across groups may contribute to health disparities. We explored whether differences in interpersonal
trust varied across three racial/ethnic groups. Additionally, we explored how different health care factors were
associated with differences in trust.
Methods: We conducted a cross-sectional, computer-administered survey with 600 racially and ethnically di-
verse adults in Chicago, IL, from a wide variety of neighborhoods. We used staged ordinal logistic regression
models to analyze the association between interpersonal trust and variables of interest.
Results: Interpersonal trust did not differ by racial or ethnic group. However, individuals with 0–2 annual doctor
visits, those reporting having a ‘‘hard time’’ getting health care services, those answering ‘‘yes’’ to ‘‘Did you not
follow advice or treatment plan because it cost too much?,’’ and those reporting waiting more than 6 days/never
getting an appointment had significantly increased odds of low trust. We did not find differences across
racial/ethnic groups.
Conclusion: Our study suggests that access to health care and interactions within the health care setting neg-
atively impact individual’s trust in their physician.
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Background
Interpersonal trust in one’s physician is a multidimen-
sional concept1 that gives meaning and substance to
the patient–doctor relationship. It differs from patient
satisfaction because it is forward looking and reflects
expectations of an ongoing relationship.2,3 While the
definition of interpersonal trust varies, many agree
that interpersonal trust is ‘‘accepted vulnerability to
another’s possible but not expected ill will.’’4 Interper-
sonal trust is linked to many therapeutic factors of pa-
tient care, including adherence to treatment, continuity

with a provider, perceived effectiveness of care, and
clinical outcomes.1,5–8 A meta-analysis demonstrated
a significant association between interpersonal trust
and health outcomes such as health-related quality of
life or patient satisfaction.9

Racial and ethnic disparities in interpersonal trust
may contribute to health disparities across populations.
In several studies, African American patients have been
shown to have lower trust in physicians than white pa-
tients.10–14 A study by LaVeist et al. found that while
both African American and white cardiac patients
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did not trust the health care system African American
patients were significantly more likely to report mis-
trust in all measures compared with white patients.13

Likewise, in a population-based study, non-Hispanic
black respondents were less likely than non-Hispanic
white respondents to trust their physician.10 Similarly,
Hispanics reported lower measures of indirect trust
compared with non-Hispanic white populations15

and higher distrust than non-Hispanic whites.16

Other factors, including education, health literacy in-
come, health status, physicians’ communication style,
and interpersonal skills have also been shown to be re-
lated to differences in interpersonal trust.4,17,18 One
study reported that education, income, and health sta-
tus influenced interpersonal trust in a physician; how-
ever, lack of continuity of care was more important in
low levels of trust.11 Similarly, a review by Hall et al.
suggests that the strongest predictors of interpersonal
trust are physician communication style and interper-
sonal skills.4 These studies suggest that contextual fac-
tors, including the place where people usually get their
care, continuity of care with a regular provider, and the
quality of the interaction are the factors that are most
related to interpersonal trust.9,19,20

We further explored this hypothesis by investigating
how interpersonal trust was associated with various
sociodemographic factors, including race/ethnicity.
We also sought to understand how this relationship
changed when we considered health care access factors
and previous health care experiences. We hypothesized
that both non-Hispanic black and Mexican Hispanic
patients would have lower levels of interpersonal
trust as compared with white patients, and that respon-
dents who had difficulty accessing health care would
also have lower trust.

Methods
Participants and data collection
We conducted a cross-sectional, computer-administered
survey among a convenience sample of adults shopping
at selected supermarkets in seven socioeconomically
diverse neighborhoods in Chicago, IL. We recruited
individuals who self-identified as non-Hispanic black,
Mexican Hispanic, and non-Hispanic white with a
range of sociodemographic characteristics. We did
this by recruiting from grocery stores in neighborhoods
of varying wealth. When we reached a sample of *200
participants from a particular racial/ethnic group, we
no longer took volunteers from that group allowing
us to achieve a target study sample close to 600 adults

with equal proportions self-identifying as non-
Hispanic black, Mexican Hispanic, and non-Hispanic
white.

There were 25 participants who either left the race
question blank (n = 23) or self-identified as Asian
(n = 2). Because we were looking to compare interper-
sonal trust between non-Hispanic blacks, Mexican His-
panics, and non-Hispanic whites, these participants
were dropped from our analysis.

All participants were asked at recruitment if they
identified as non-Hispanic black, Mexican Hispanic,
or non-Hispanic white. Participants were also asked
if they self-identified as Spanish/Hispanic/Latino and,
if yes, they were asked to select if they identified as
Mexican, Mexican American, Chicano; Puerto Rican;
Cuban; or other. Next all participants irrespective of
ethnicity were asked to select a race—white; black, Af-
rican American or Negro; Asian; or Other. For the pur-
poses of this study if a participant marked that they
self-identified as Mexican, Mexican American, or Chi-
cano they were included in the Mexican Hispanic
group irrespective of race. Participants were classified
as non-Hispanic white if they marked that they were
not of Spanish/Hispanic/Latino and marked that their
race was white. Likewise participants were classified
as non-Hispanic black if they marked that they were
not of Spanish/Hispanic/Latino and marked that their
race was black or African American.

Volunteers were eligible to participate if they were flu-
ent in either English or Spanish, at least 18 years of age,
and were able to give informed consent. The survey was
administered in English or Spanish according to the par-
ticipant’s preference. The Cook County Institutional
Review Board approved all study activities.

Measures
The survey included questions regarding sociodemo-
graphic characteristics, health care access and usage,
and interpersonal trust among other things. Interper-
sonal trust was measured using the validated Hall
Trust Scale.21 The Hall Trust Scale is a 10-item Likert
scale questionnaire that includes questions like: ‘‘Your
doctor will do whatever it takes to get you all the care
you need.’’ Answer options included strongly disagree,
disagree, neutral (neither agree nor disagree), agree,
and strongly agree.

We measured sociodemographic variables that have
been shown to influence interpersonal trust.4,17 These
included age, gender (male or female), marital status
(married, previously married, single), employment
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status (employed, unemployed, or homemaker/retired/
student), income ( £ $15,999, $16,000–$34,999,
$35,000–$74,999, or ‡ $75,000), and education level
(less than high school, high school/GED, trade
school/associate’s degree, or bachelor’s degree and
above).

Additionally, we measured insurance status, the par-
ticipant’s usual place of health care, and the number of
physician visits in the past 12 months. The participant’s
insurance status was categorized as private/military in-
surance, Medicare/Medicaid, or no insurance. The par-
ticipant’s usual source of health care was categorized as
a doctor’s office, hospital/health system clinic, commu-
nity clinic, or urgent care/emergency. The number of
annual physician visits was categorized into 0–2, 3–5,
and > 6 annual doctor visits.

We also asked about participants’ previous experi-
ences in health care in the past 2 years, including: ‘‘In
the last 2 years, how hard was it for you to get the health
services needed?’’ Response options included ‘‘Hard,’’
‘‘Not very hard,’’ and ‘‘Have not needed healthcare in
the last 2 years.’’ To understand whether or not respon-
dents avoided seeking health care due to cost we asked
participants ‘‘Was there any time in the last 2 years
when you did not seek medical care because it was
too expensive or health insurance did not cover it?’’
Response options included ‘‘No,’’ ‘‘Yes,’’ or ‘‘Not sure.’’

We also asked how long they had to wait to be seen
by a physician by asking them ‘‘Now think about all
your health care experiences over the last two years.
The last time you were sick or needed medical atten-
tion, how quickly could you get an appointment to
see a doctor or health professional?’’ Response options
included: ‘‘Same Day,’’ ‘‘Next Day,’’ ‘‘2–3 days,’’ ‘‘4–5
days,’’ ‘‘6–7 days,’’ ‘‘ > 1week,’’ ‘‘never able to get ap-
pointment,’’ and ‘‘did not seek care in the past 2
years or went to ER/Urgent Care/No Apt.’’ These re-
sponses were collapsed into three categories: < 6 days,
> 6 days, or ‘‘did not seek care in the last 2 years.’’

Participants were asked ‘‘In the last 2 years, has there
been a time when you did not follow advice or treat-
ment plan because of cost? Response options include
‘‘Yes,’’ ‘‘No,’’ and ‘‘Do not know.’’

Analysis
Because this analysis was focused on interpersonal
trust, the analysis only included respondents who iden-
tified someone as their personal doctor and had seen
them in the last year. To calculate an overall interper-
sonal trust score, each text response was given a

value between 1 and 5. A score of 1 indicated high
trust and a score of 5 indicated low trust. We summed
the values of the 10 items in the scale. When indicated,
items were reverse coded so a response of ‘‘never true’’
indicated lower trust and received a score of 5.

The objective of our study was to assess what factors
were associated with low interpersonal trust, and there-
fore higher numbers indicated lower trust to facilitate
interpretation. The possible range of score values was
10–50, with higher values indicating lower interper-
sonal trust. Thirty respondents did not answer 1 of
the 10 questions, six did not answer 2 questions, and
three did not answer 4 questions. We imputed missing
data using multiple imputation using SAS PROC MI,
which is based on a multivariate normal approach by
drawing all the variables from a multivariate normal
distribution in the imputation model.22 The imputa-
tion model included those variables to be used in the
analysis model, and thus all relevant variables were
considered.

The trust scores were distributed into tertiles with
natural peaks in the distribution of scores at scores of
10, 20, and 30. Therefore, we created a trust variable
with three levels of trust: high (10–20), medium (21–
29), and low (30–50) trust. Making the trust score a cat-
egorical variable also facilitated interpretation.

We compared sociodemographic variables, health
care access variables, and previous experiences with
health care using chi-square tests for categorical vari-
ables and one-way analysis of variance (ANOVA) for
continuous variables across racial and ethnic groups.
We also examined whether there were differences in
the categorical interpersonal trust variable across the
three racial and ethnic groups using a chi-square test.

Next, we used a staged ordinal logistic regression
using STATA 13 to determine how the relationship

Table 1. Description of the Variables Included
in the Various Ordinal Logistic Regression Models

Model
1

Model
2

Model
3

Sociodemographic variables:
Race/ethnicity, age, sex, marital status,
employment status, family income,
education level

X X X

Health care access variables: Insurance
status, no. of annual visits; health care
setting

X X

Previous experiences with health care
variables: Challenges getting health
services, did not seek care due to cost,
time to appointment, did not follow advice
because it cost too much

X
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between race/ethnicity and interpersonal trust was
modified by the other variables of interest. We created
three models. The variables included in each of the
three models are listed in Table 1. In addition to run-
ning Model 3 for the entire sample, we also ran
Model 3 for each racial/ethnic group. Finally, to ensure
that our outcomes were the same when we collapsed
the annual number of physician visits and time to get-
ting an appointment into fewer categories, we con-
ducted a sensitivity analysis.

Results
All 598 respondents are included in Table 2, which de-
scribes the characteristics of the population. More than
34% of respondents self-identified as non-Hispanic
black, 32% as non-Hispanic white, and 32% as Mexican
Hispanic. The average ages of respondents in the three
racial/ethnic groups were 41.8, 36.4, and 42.7 years,
respectively. Across all racial/ethnic groups, close to
60% of our respondents self-identified as female.
Mexican Hispanic respondents were more likely to be
married as compared with non-Hispanic black and
non-Hispanic white participants. Non-Hispanic blacks
were more likely to be unemployed and have an annual
family income of less than $15,999 compared with
Mexican Hispanics and non-Hispanic whites. Non-
Hispanic whites were more likely to have a degree
above high school as compared with non-Hispanic
blacks and Mexican Hispanics.

Non-Hispanic blacks were more likely to have Medi-
care/Medicaid compared with Mexican Hispanics and
non-Hispanic whites. Across all racial and ethnic
groups *76% of our sample had a personal doctor.
In comparison to the other two groups, non-Hispanic
black respondents were also more likely to visit a phy-
sician > 3 times annually. Non-Hispanic white and
Mexican Hispanic respondents were more likely to
have their usual source of health care to be in a physi-
cian’s office compared with non-Hispanic blacks.

The unadjusted mean interpersonal trust (higher
values equal lower interpersonal trust) across all racial/
ethnic groups was 21.8 with a standard deviation (SD)
of 7.5. Non-Hispanic blacks had a score of 22.1
(SD 7.0), Mexican Hispanics had a score of 22.5
(SD 7.4), and non-Hispanic whites had a score of
20.9 (SD 7.8). These differences were not statistically
significant. Figure 1 shows the distribution of high,
medium, and low interpersonal trust across the
three racial/ethnic groups; 13%, 42%, and 45% had
low, medium, and high trust, respectively. There was

no difference in interpersonal trust categories across
the three racial and ethnic groups ( p = 0.618).

Table 3 describes the results from the ordinal logistic
regression. There was no significant relationship be-
tween race/ethnicity and the distribution of trust in
any of the models. In Model 1, for every year that age
increased, there was 0.98 decreased odds of lower inter-
personal trust (odds ratio [OR]: 0.98; 95% confidence
interval [CI] 0.97–1.00). In addition, reporting a family
income between $35,000 and $74,999 was significantly
associated with decreased odds of lower interpersonal
trust compared with those with family incomes
< $15,999 (OR: 0.48; 95% CI 0.27–0.85 and OR:
0.24; 95% CI 0.11–0.52, respectively).

In Model 2 the relationship between income and
trust remained significant. In addition, having 0–2 an-
nual doctor visits compared with > 6 visits was associ-
ated with increased odds of lower interpersonal trust
(OR 1.84; 95% CI 1.11–3.04). Obtaining health care
at an urgent care clinic/emergency room compared
with a doctor’s office was significantly associated with
increased odds of lower interpersonal trust (OR 2.40;
95% CI 1.04–5.50).

In the fully adjusted Model 3, having an income
greater than $75,000 (vs. less than $15,999) was still sig-
nificantly associated with decreased odds of lower inter-
personal trust, and having 0–2 annual doctor visits (vs.
> 6 visits) was associated with increased odds of lower
interpersonal trust. In addition, respondents that
reported having a ‘‘hard time’’ getting health care ser-
vices in the past 2 years (vs. those that answered ‘‘not
very hard’’: OR 1.77; 95% CI 1.05–2.97), who reported
waiting more than 6 days, never getting an appointment
(vs. those who did not; OR 2.73; CI 1.55–4.82) and who
answered ‘‘yes’’ to ‘‘Did you not follow advice or treat-
ment plan because it cost too much?’’ (vs. ‘‘no’’; OR
2.48; 95% CI 1.51–4.07), were significantly associated
with increased odds of low trust. The sensitivity analysis
did not change these results (Supplementary Table S1).

Table 4 describes the odds of lower interpersonal
trust in the three different racial/ethnic groups. For
non-Hispanic blacks, having Medicare/Medicaid or
no insurance was associated with decreased odds of
lower interpersonal trust compared with private insur-
ance (OR 0.36; 95% CI 0.13–0.96 and OR 0.25; 95% CI
0.07–0.93, respectively). Additionally, non-Hispanic
blacks who said ‘‘yes’’ they did not follow advice
because it cost too much had 4.62 increased odds
(CI 1.85–11.53) of lower interpersonal trust compared
with those who responded ‘‘no.’’
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Table 2. Sociodemographic, Health Care Access, and Health Care Use Characteristics of Entire Sample
Across Three Racial Ethnic Groups, % (n)

Study variables
Overall

(n = 598)
Non-Hispanic

Black (n = 208)
Mexican

Hispanic (n = 194)
Non-Hispanic

White (n = 196) pa

Mean age (SD), years 40.3 (14.2) 41.8 (11.9) 36.4(13.8) 42.7 (15.7) < 0.001b

Female 58.6 (346) 57.9 (117) 64.4 (125) 53.6 (104) 0.093
Marital status < 0.001b

Married 42.8 (253) 24.6 (50) 60.9 (117) 43.9 (86)
Previously married 16.8 (99) 21.7 (44) 8.3 (16) 39 (19.9)
Single (never married) 40.4 (239) 53.7 (109) 30.7 (59) 71 (36.2)

Employment status < 0.001b

Employed 53.5 (315) 45.8 (92) 56.5 (109) 58.5 (114)
Unemployed 27.5 (162) 40.3 (81) 17.6 (34) 24.1 (47)
Homemaker/retired/student 19.0 (112) 13.9 (28) 25.9 (50) 17.4 (34)

Family income < 0.001b

£ $15,999 44.1 (243) 56.7 (117) 41.4 (72) 29.8 (54)
$16,000–$34,999 139 (25.2) 25.0 (49) 25.3 (44) 25.4 (46)
$35,000–$74,999 20.7 (114) 12.2 (24) 23.0 (40) 27.6 (50)
‡ $75,00 10.0 (55) 3.1 (6) 10.3 (18) 17.1 (31)

Education level < 0.001b

Less than high school 9.8 (58) 9.3 (19) 16.6 (32) 3.6 (7)
High school/GED 53.6 (318) 63.4 (130) 48.7 (94) 48.2 (94)
Trade school/Associate’s degree 17.9 (106) 17.6 (36) 16.6 (32) 19.5 (38)
Bachelor’s degree and above 18.7 (111) 9.8 (20) 18.1 (35) 28.7 (56)

Insurance status < 0.001b

Private insurance 42.3 (270) 39.1 (72) 45.6 (88) 56.7 (110)
Medicare/Medicaid 29.3 (167) 42.9 (79) 24.4 (47) 21.1 (41)
No insurance 23.5 (134) 17.9 (33) 30.1 (58) 22.2 (43)

Current personal doctor 0.389
Yes 76.3 (447) 73.4 (146) 76.3 (148) 79.3 (148)
No 23.7 (139) 26.6 (53) 23.7 (46) 20.7 (40)

Annual visits 0.083
0–2 50.1 (265) 41.3 (66) 54.1 (98) 53.7 (101)
3–5 32.0 (169) 38.1 (61) 30.9 (56) 27.7 (52)
‡ 6 18.0 (95) 20.6 (33) 14.9 (27) 18.6 (35)

Health care setting < 0.001b

Doctor’s office 42.3 (200) 30.7 (50) 41.6 (64) 55.1 (86)
Hospital/health system clinic 33.2 (157) 36.8 (60) 33.8 (52) 28.9 (45)
Community clinic 18.6 (88) 21.5 (35) 21.4 (33) 12.8 (20)
Urgent care/emergency 5.9 (28) 11.0 (18) 3.3 (5) 3.2 (5)

Hard to get health services?
Hard 37.1 (218) 45.0 (90) 40.3 (77) 26.0 (51) 0.104
Not very hard 52.8 (310) 49.0 (98) 46.6 (89) 62.8 (123)
Have not needed HC in the last 2 years 10.1 (59) 6.0 (12) 13.1 (25) 11.2 (22)

Not seek care because it was too expensive? 0.406
No 54.5 (318) 52.0 (104) 52.4 (318) 59.1 (114)
Yes 37.8 (221) 39.5 (79) 38.2 (73) 35.8 (69)
Not sure 7.7 (45) 8.5 (17) 9.4 (18) 5.2 (10)

How quickly could you get an appointment
< 6 Days 77.0 (451) 77.5 (155) 76.0 (146) 77.3 (150) 0.318
> 6 Days/never able/emergency 19.3 (113) 21.0 (42) 18.8 (36) 18.0 (35)
Did not seek care in the last 2 years 3.8 (22) 1.5 (3) 5.2 (10) 4.6 (9)

Did not follow advice/treatment plan because
it cost too much?

0.058

Yes 27.9 (167) 25.5 (53) 30.4 (59) 28.1 (55)
No 56.0 (104) 55.4 (111) 53.6 (104) 61.2 (120)
Do not know 16.1 (96) 21.2 (44) 16.0 (31) 10.7 (21)

Unless otherwise indicated, all values in the table include the percentage first followed by the absolute number in parenthesis.
ap-Values measure any difference in three racial/ethnic groups.
bSignificant at p < 0.001.
HC, health care.
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For Mexican Hispanics, having 0–2 annual visits
(vs. > 6; OR 4.00; CI 1.41–11.36), reporting that it was
‘‘hard’’ to get health services (vs. not hard; OR 3.17; CI
1.16–8.65) and having greater than six days wait for
an appointment (vs. < 6, OR 4.98; CI 1.47–16.83), all
had increased odds of lower interpersonal trust.

For non-Hispanic whites, going to a community
clinic (vs. doctor’s office OR 5.44; CI 1.5–19.18) and
waiting greater than 6 days for an appointment
(vs. < 6 days, OR 3.53; CI 1.05–11.82), all had increased
odds of lower interpersonal trust.

Discussion
Unlike previous studies, we did not find significant dif-
ferences in interpersonal trust across racial/ethnic
groups. Instead, we found that reporting fewer annual
physician visits (0–2), having a difficult time accessing
health services in a timely manner, and not following
a physician’s advice due to cost were significantly asso-
ciated with lower interpersonal trust. Having a higher
income significantly decreased the odds of low inter-
personal trust.

We hypothesized that we would find differences in
interpersonal trust between racial and ethnic groups
because this relationship existed in previous stud-
ies.6,11,20,23 We might not have seen a difference in in-
terpersonal trust in this study because of the unique
way in which we recruited a community sample or be-

cause racial/ethnic differences in physician trust vary
geographically. Previous studies have shown that the
size of the difference in distrust among racial/ethnic
groups varies across cities and sociodemographic
groups.16 It is also possible that the reason why we
did not see differences in trust across racial/ethnic
groups is because other modifiable factors may be
more important than one’s self-identified race/ethnic-
ity in trusting one’s physician.

Although we did not see differences in interpersonal
trust across racial/ethnic groups, the subgroup analysis
shows that the access-to-care variables and health care
utilization variables that influence interpersonal trust
are unique to each racial/ethnic group. For non-
Hispanic blacks, the cost of care was the most associ-
ated with lower trust; for Mexican Hispanics, access
to care and utilization were the most strongly associ-
ated factors; for whites, office setting and wait times
were the factors most associated with lower trust.
These results suggest that the factors influencing inter-
personal trust are unique to each racial/ethnic group
and that efforts to enhance trust may need to be tai-
lored for different groups.

We found that measures of health care utilization
and access to interpersonal trust are associated with
trust, confirming our hypothesis that greater diffi-
culty accessing health care would be associated with
lower physician trust. This is in keeping with previous

FIG. 1. Percentage of people with low, medium, and high trust in each racial/ethnic group.
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Table 3. Odds of Low Interpersonal Trust in Three Logistic Regression Models Among Participants with a Personal Doctor

Model 1(n = 454),OR
(95% CI), p-value

Model 2(n = 454),OR
(95% CI), p-value

Model 3 (n = 454),OR
(95% CI), p-value

Race/ethnicity
Non-Hispanic White Ref Ref Ref
Non-Hispanic Black 0.95 (0.59–1.52), 0.829 0.99 (0.61–1.60), 0.953 1.09 (0.66–1.79), 0.744
Mexican Hispanic 1.06 (0.67–1.68), 0.804 1.06 (0.66–1.69), 0.822 1.17 (0.72–1.91), 0.515

Age 0.98 (0.97–1.00), 0.032* 0.99 (0.97–1.00), 0.144 0.99 (0.98–1.01), 0.469
Female 0.96 (0.66–1.40), 0.822 1.04 (0.70–1.54), 0.848 1.07 (0.71–1.61), 0.738
Marital status

Married 1.19 (0.76–1.85), 0.442 1.23 (0.78–1.93), 0.371 1.13 (0.70–1.81), 0.622
Previously married 0.81 (0.46–1.42), 0.4666 0.80 (0.45–1.41), 0.439 0.76 (0.42–1.37), 0.359
Single (never married) Ref Ref Ref

Employment status
Employed Ref Ref Ref
Unemployed 1.18 (0.74–1.90), 0.485 1.26 (0.76–2.07), 0.366 1.22 (0.73–2.05), 0.453
Homemaker/retired/student 0.96 (0.59–1.57), 0.868 0.92 (0.55–1.54), 0.747 1.11 (0.65–1.90), 0.709

Family income (%)
£ $15,999 Ref Ref Ref
$16,000–$34,999 0.83 (0.51–1.36), 0.466 0.77 (0.46–1.28), 0.310 0.75 (0.44–1.26), 0.276
$35,000–$74,999 0.48 (0.27–0.85), 0.011* 0.42 (0.23–0.78), 0.006* 0.54 (0.28–1.02), 0.059
‡ $75,00 0.24 (0.11–0.52), < 0.001** 0.21 (0.09–0.48) < 0.001** 0.34 (0.14–0.79), 0.012*
Do not know/no response 0.92 (0.42–1.98), 0.824 0.89 (0.40–1.95), 0.763 0.87 (0.39–1.95), 0.734

Education level (%)
Less than high school 0.91 (0.42–1.96), 0.809 0.78 (0.36–1.71), 0.542 0.78 (0.35–1.74), 0.545
High school/GED 0.89 (0.53–1.47), 0.640 0.80 (0.47–1.34), 0.399 0.84 (0.49–1.44), 0.515
Trade school/Associate’s degree 0.83 (0.45–1.54), 0.562 0.78 (0.42–1.45), 0.431 0.81 (0.43–1.53), 0.507
Bachelor’s degree and above Ref Ref Ref

Insurance status
Private insurance N/A Ref Ref
Medicare/Medicaid N/A 0.83 (0.51–1.37), 0.473 0.75 (0.45–1.26), 0.281
No insurance N/A 0.96 (0.54–1.70), 0.880 0.58 (0.30–1.09), 0.090

No. of annual visits
0–2 N/A 1.84 (1.11–3.04), 0.018* 1.89 (1.12–3.19), 0.017*
3–5 N/A 1.07 (0.65–1.79), 0.784 0.94 (0.55–1.59), 0.812
‡ 6 N/A Ref Ref

Health care setting
Doctor’s office N/A Ref Ref
Hospital/health system clinic N/A 0.94 (0.61–1.45), 0.779 0.80 (0.51–1.26), 0.345
Community clinic N/A 1.44 (0.85–2.42), 0.172 1.08 (0.62–1.87), 0.790
Urgent care/emergency N/A 2.40 (1.04–5.50), 0.039* 2.06 (0.85–4.94), 0.107

Hard to get health services
Hard N/A N/A 1.77 (1.05–2.97), 0.032*
Not very hard N/A N/A Ref
Have not needed HC in last 2 years N/A N/A 1.04 (0.52–2.08), 0.909

Did not seek care because too expensive
No N/A N/A Ref
Yes N/A N/A 1.21 (0.72–2.01), 0.476
Not sure N/A N/A 1.61 (0.73–3.56), 0.243

Time to getting appointment
< 6 Days N/A N/A Ref
> 6 Days/never able/emergency N/A N/A 2.73 (1.55–4.82), 0.001*
Did not seek care N/A N/A 2.32 (0.94–5.74), 0.068

Did not follow advice because cost too much
Yes N/A N/A 2.48 (1.51–4.07), < 0.001**
No N/A N/A Ref
Do not know N/A N/A 2.26 (0.92–5.56), 0.076

*Significant at p < 0.05.
**Significant at p < 0.001.
CI, confidence interval; OR, odds ratio.
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studies that found that receiving care in a physician’s
office, number of quality interactions with a personal
physician, and lack of continuity with a personal
physician more than sociodemographic factors, in-
cluding insurance status, were significantly associated
with trust levels.10,11,19,20,23

This work is unique because we included a large Mex-
ican Hispanic population. Most studies of interpersonal
trust have only included non-Hispanic blacks and non-
Hispanic white participants. Our study is among the first
to compare interpersonal trust scores using a validated
scale between Mexican Hispanic respondents and non-

Table 4. Odds of Low Interpersonal Trust in Three Different Racial/Ethnic Groups

Non-Hispanic Black (n = 152),
OR (95% CI), p-value

Mexican Hispanic (n = 148),
OR (95% CI), p-value

Non-Hispanic White (n = 154),
OR (95% CI), p-value

Age 1.02 (0.98–1.06), 0.276 1.01 (0.98–1.04), 0.405 0.97 (0.94–1.00), 0.071
Female 1.39 (0.60–3.24), 0.446 0.96 (0.44–2.08), 0.908 1.38 (0.63–3.01), 0.420
Marital status

Married 1.37 (0.51–3.70), 0.530 1.15 (0.48–2.75), 0.758 0.89 (0.37–2.14), 0.79
Previously married 0.56 (0.20–1.54), 0.258 0.73 (0.15–3.56), 0.697 0.44 (0.14–1.41), 0.167
Single (never married) Ref Ref Ref

Employment status
Employed Ref Ref Ref
Unemployed 2.20 (0.80–6.05), 0.127 1.32 (0.46–3.79), 0.604 0.87 (0.27–2.70), 0.805
Homemaker/retired/student 1.35 (0.43–4.27), 0.612 1.50 (0.58–3.85), 0.403 0.64 (0.19–2.13), 0.468

Family income (%)
£ $15,999 Ref Ref Ref
$16,000–$34,999 0.40 (0.16–0.98), 0.045* 1.23 (0.43–3.55), 0.696 0.97 (0.30–3.12), 0.953
$35,000–$74,999 0.29 (0.07–1.11), 0.071 0.74 (0.22–2.55), 0.638 0.79 (0.22–2.90), 0.723
‡ $75,00 0.18 (0.02–1.52), 0.114 0.49 (0.09–2.66), 0.409 0.36 (0.80–1.62), 0.184
Do not know/no response 0.44 (0.063–3.10), 0.411 1.89 (0.45–7.90), 0.385 0.48 (0.96–2.37), 0.367

Education level (%)
Less than high school 0.54 (0.09–3.12), 0.492 0.39 (0.09–1.60), 0.190 0.623 (0.84–4.60), 0.643
High school/GED 0.67 (0.21–2.12), 0.496 0.55 (0.17–1.75), 0.310 0.74 (0.28–1.99), 0.550
Trade school/Associate’s degree 0.84 (0.22–3.14), 0.791 0.60 (0.18–1.97), 0.401 0.53 (0.16–1.82), 0.314
Bachelor’s degree and above Ref Ref Ref

Insurance status
Private insurance Ref Ref Ref
Medicare/Medicaid 0.36 (0.133–0.96), 0.041* 1.05 (0.3802.87), 0.929 1.40 (0.50–3.91), 0.518
No insurance 0.25 (0.07–0.93), 0.038* 0.73 (0.21–2.55), 0.624 0.37 (0.10–1.36), 0.134

No. of annual visits
0–2 1.59 (0.59–4.31), 0.803 4.00 (1.41–11.36), 0.009* 1.59 (0.53–4.72), 0.83
3–5 0.71 (0.29–1.78), 0.470 1.11 (0.36–3.36), 0.858 1.13 (0.38–3.35), 0.21
‡ 6 Ref Ref Ref

Health care setting
Doctor’s office Ref Ref Ref
Hospital/health system clinic 0.89 (0.36–2.22), 0.803 0.72 (0.28–1.85), 0.496 0.54 (0.21–1.37), 0.195
Community clinic 1.41 (0.50–3.98), 0.520 0.54 (0.20–1.47), 0.227 5.44 (1.5–19.18), 0.008*
Urgent care/emergency 2.04 (0.54–7.69), 1.05 2.03 (0.20–20.75), 0.552 20.07 (1.91–210.56), 0.012*

Hard to get health services
Hard 0.85 (0.33–2.18), 0.737 3.17 (1.16–8.65), 0.025* 2.92 (0.85–10.08), 1.70
Not very hard Ref Ref Ref
Have not needed HC in last 2 years 0.99 (0.19–5.21), 0.994 0.82 (0.18–3.88), 0.807 0.67 (0.14–3.17), 0.612

Did not seek care because too expensive
No Ref Ref Ref
Yes 1.33 (0.52–3.42), 0.548 1.07 (0.38–3.02), 0.902 1.83 (1.05–11.8), 0.041*
Not sure 4.94 (0.911–26.79), 0.064 0.82 (0.18–3.88), 0.807 0.59 (0.10–3.38), 0.555

Time to getting appointment
< 6 Days Ref Ref Ref
> 6 Days/never able/emergency 2.49 (0.84–7.40), 0.101 4.98 (1.47–16.83), 0.010)* 3.53 (1.05–11.82), 2.04
Did not seek care 0.99 (0.19–5.21), 0.994 20.28 (2.65–155.18), 0.004* 2.68 (0.40–17.80), 0.308

Did not follow advice because cost too much
Yes 4.62 (1.85–11.53), 0.001* 1.05 (0.39–2.83), 0.930 2.09 (0.76–5.79), 0.153
No Ref Ref Ref
Do not know 3.12 (0.78–12.47), 0.107 2.31 (0.32–16.72), 0.407 20.2 (1.47–278.72), 0.025*

*Significant at p < 0.05.
**Significant at p < 0.001.
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Hispanic blacks and non-Hispanic whites. Armstrong
et al. used 4 items from the Community-tracking survey
to measure physician distrust and found that Hispanics
had higher physician distrust than whites, but that this
relationship varied across geographic region.16 So these
results may not be generalizable to other Hispanic iden-
tifying populations.

Previous work highlights that the interpersonal
trust and health outcome relationship is likely more
complex than a simple cause and effect feedback
loop.24 In fact, a major topic discussed at the Ameri-
can Board of Internal Medicine Foundation annual
retreat in 2018 focusing on trust in physicians, was
that there is no single approach that will ensure, main-
tain, or rebulild trust.25 It could be that increased ac-
cess leads to increased trust; however, it could also be
that by improving interpersonal trust perceptions
about health care access could change and, as our
findings suggest, different factors influence trust in
different communities and populations.

There are several factors that may limit the ability
to generalize the study findings. We recruited a conve-
nience sample of Chicago residents, so our results may
not be generalizable to the United States. Addition-
ally, our study sample population had relatively low
educational attainment and income levels. A more di-
versified population sample could have revealed
higher trust disparities between the three racial/ethnic
groups.

The study was a cross-sectional study and therefore
causal relationships cannot be established. We could
not and did not measure all factors that may influence
trust in one’s physician, including the physician’s trust
in the patient and cultural competence, and immigra-
tion status (due to the sensitivity of this question)
and we lost some information by using categories,
such as with income, instead of using a continuous var-
iable. We also did not explore the impact of race within
the Mexican Hispanic group as very few of our partic-
ipants chose a race other than white.

The study also had several strengths. As mentioned
previously, we included participants identifying as
Mexican Hispanic in our sample and did not treat
‘‘Hispanic’’ as a monolithic group. Second, we included
measures of experience accessing medical care rather
than just insurance status and number of annual visits.
Third, we surveyed respondents outside of a health care
setting, which may have allowed respondents to answer
more honestly.

Health equity implications
Our study contributes to the growing body of literature
that examines the underlying determinants of interper-
sonal trust. Our results suggest that access to health
care and the types of interactions a person has within
the health care setting may have the strongest impact
on interpersonal trust with one’s physician. Addition-
ally, we found that the factors that seem to have the
greatest relationship with interpersonal trust vary by
racial/ethnic group. Therefore, to enhance interper-
sonal trust in health care, it is important to take multi-
faceted and tailored approaches so that interpersonal
trust improves among all racial/ethnic groups.

To understand more about how to promote equity in
trust, we endorse The American Board of Internal
Medicine Foundation’s recommendations for increas-
ing trust among patients and the organizations and
teams that care for them.25 Particularly we support
incorporating measurements of trust into the standard
evaluation of patient care experiences so that organiza-
tions have a real-time understanding of patients’ trust
in their providers and how it might differ among
groups that experience discrimination and health care
disparities. We also support education of physicians
that emphasizes communication and relationship
skills. Future research should explore what strategies
designed to improve interpersonal trust work best in
all different types of underrepresented groups, includ-
ing racial and ethnic minorities.
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