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iabetes is a chronic debilitating condition associated with significant
morbidity, mortality, and health
care costs (1). Morbidity and mortality are
higher in blacks than in whites (1). Medical mistrust by black patients has been
hypothesized as a contributory factor (2);
however, the evidence is inconclusive (3).
The purposes of this study were to determine whether there are racial or ethnic
differences in medical mistrust and ascertain the association among medical mistrust, self-management, glycemic control,
and health-related quality of life
(HRQOL) in an indigent population with
type 2 diabetes. We hypothesized that
blacks would be less trusting of the medical system and that self-management,
glycemic control, and HRQOL would be
significantly correlated with medical mistrust in this population.
RESEARCH DESIGN AND
METHODS — W e u s e d b i l l i n g
records to identify all patients with type 2
diabetes in an indigent clinic of an academic medical center. Patients were contacted by telephone and invited to
participate in the study. Over a 12-month
period, consenting subjects completed
validated surveys to assess trust in the
medical care system, diabetes knowledge,
diabetes self-management, perceived
control of diabetes, and HRQOL. Response rate was 60% and did not differ by
race or ethnicity. We only had data on
race or ethnicity for responders and non-

responders, and there was no significant
difference. Our institutional review board
approved the study.
Trust was measured with the 15-item
Medical Mistrust Index (MMI) (4). MMI
measures distrust of the medical system.
It is scored on a 5-point scale with a minimum score of 5 and a maximum score of
75. Higher scores indicate greater distrust
of the medical system. The study was designed to have at least 80% power to detect a 3-point difference in mean scores
between whites and blacks using a twosided t test with type 1 error rate of ␣ ⫽
0.05
The 23-item Diabetes Knowledge
Test (5) assessed diabetes-specific knowledge. Understanding of self-care and
problems with diabetes control were measured with subscales from the Diabetes
Care Profile (6). Perceived control of diabetes was measured with the 15-item revised Perceived Control Questionnaire
(PCQ-R15) (7). HbA1c and total, LDL,
and HDL cholesterol measurements were
abstracted from the electronic medical
records. HRQOL was assessed with the
12-item short-form health survey (8).
Mean MMI scores were compared by
race and ethnicity and among demographic variables using t tests. Pearson’s
correlation coefficients were calculated
between mean MMI score and mean diabetes self-management scores, HbA1c,
and LDL, HDL, and total cholesterol, as
well as the 12-item short-form health survey (Physical Component Summary and
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Mental Component Summary) scores. All
variable distributions were examined for
extreme values amd skewness and found
to be approximately normal allowing the
use of parametric statistical tests.
RESULTS — The sample of 216 subjects was comprised of 40% white and
60% black subjects. Whites were older
(mean age: 60 vs. 55 years, P ⫽ 0.003),
more educated (13 vs. 11 years, P ⬍
0.001), and had higher income
(⬎$15,000) (41 vs. 13%, P ⬍ 0.001).
Women comprised a significantly larger
proportion among black patients (80 vs.
60%, P ⫽ 0.002). Duration of diabetes,
body weight, marital status, employment
status, and insurance status did not differ
significantly by race/ethnicity. Mean MMI
did not differ significantly by race/
ethnicity (whites 46.0 ⫾ 8.5 vs. blacks
45.2 ⫾ 6.4, P ⫽ 0.487).
Table 1 shows Pearson’s correlation
coefficients for the association between
mean MMI and outcome variables. Less
distrustful patients (lower mistrust
scores) felt more in control of their diabetes (r ⫽ ⫺0.173, P ⫽ 0.012). Similarly,
less distrustful patients had better physical (r ⫽ ⫺0.141, P ⫽ 0.044) and mental
(r ⫽ ⫺0.192, P ⫽ 0.006) health. Medical
mistrust was not significantly correlated
to glycemic control, lipid control, or other
outcomes.
Since demographic characteristics
were significantly different between race/
ethnicity groups, each was tested for association with the outcome variables. No
significant associations were detected, indicating that these differences between
groups would not explain a significant
proportion of the variation in the outcome variables and control for these covariates was deemed unnecessary.
CONCLUSIONS — T r u s t i n t h e
medical care system does not seem to differ significantly by race or ethnicity
among low-income patients with type 2
diabetes. Medical mistrust may not be a
major contributor to known racial/ethnic
disparities in diabetes-specific health outcomes supporting findings of an earlier
study that trust in physicians did not dif131

Trust and glycemic control in type 2 diabetes
Table 1—Pearson correlations for medical mistrust, diabetes self-management, metabolic
control, and quality of life

Diabetes knowledge
Self-care (understanding)
Self-care (control problems)
Perceived control of diabetes
HbA1c
Total cholesterol
LDL cholesterol
HDL cholesterol
SF-12 (PCS score)
SF-12 (MCS score)

MMI

P value

0.041
0.004
0.036
⫺0.173
0.066
0.047
0.072
0.066
⫺0.173
⫺0.173

0.550
0.949
0.604
0.012*
0.339
0.499
0.306
0.349
0.044*
0.006*

3.

4.

5.

*Significant correlations at P ⬍ 0.05. SF-12, 12-item short-form health survey. MCS, Mental Component
Summary; PCS, Physical Component Summary.

6.

fer by race/ethnicity among elderly patients with type 2 diabetes (9). It may be
that distrust of the medical care system is
not as important a contributor to health
disparities in diabetes as it is in other disease conditions. However, these findings
would need to be confirmed in larger
studies and across different patient populations because our results could be specific to our clinic population.
Another important contribution of
this study is that it is the first study to date
to correlate medical mistrust to objective
diabetes outcome measures. Prior studies
on trust have focused on the role of trust
on patient-physician communication, adherence to physician recommendations,
and patient satisfaction (3,10 –12). In this
indigent population with type 2 diabetes,
medical mistrust was not significantly associated with measures of glycemic or
lipid control. More studies are needed to
confirm or disprove these findings and
provide plausible causal relationships between trust and other diabetes-specific
health outcomes.
The third addition of this study is the
finding that less distrustful patients felt
more in control of their diabetes and reported better physical and mental health.
This finding is similar to that of an earlier
study that showed that more trusting patients had lower levels of hassles with diabetes self-care (13). It appears that
strategies to build trust in the patientprovider relationship and between pa-
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tients and the medical care system may be
effective at improving the quality of life
for patients with type 2 diabetes.
This study has some limitations. We
only measured medical mistrust so we
cannot rule out the fact that racial/ethnic
differences in trust may exist if the focus
was on a different object of trust (e.g.,
trust in health care providers or health
care insurers). Also, we did not collect information on potential mediators of
patient trust such as physician characteristics, patient-provider communication,
length of patient-provider relationship,
and total number of visits to the same provider. These factors may provide additional information on the role of trust on
health outcomes and should be included
in future studies.
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