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A B S T R A C T

Purpose
Black patients report lower trust in physicians than white patients, but this difference is poorly
studied. We examined whether racial differences in patient trust are associated with physician-
patient communication about lung cancer treatment.

Patients and Methods
Data were obtained for 103 patients (22% black and 78% white) visiting thoracic surgery or
oncology clinics in a large Southern Veterans Affairs hospital for initial treatment recommendation
for suspicious pulmonary nodules or lung cancer. Questionnaires were used to determine
patients’ perceptions of the quality of the physicians’ communication and were used to assess
patients’ previsit and postvisit trust in physician and trust in health care system. Patients
responded on a 10-point scale.

Results
Previsit trust in physician was statistically similar in black and white patients (mean score, 8.2 v
8.3, respectively; P � .80), but black patients had lower postvisit trust in physician than white
patients (8.0 v 9.3, respectively; P � .02). Black patients, compared with white patients, judged the
physicians’ communication as less informative (7.3 v 8.5, respectively; P � .03), less supportive
(8.1 v 9.3, respectively; P � .03), and less partnering (6.4 v 8.2, respectively; P � .001). In mixed
linear regression analysis, controlling for clustering of patients by physician, patients’ perceptions
of physicians’ communication were statistically significant (P � .005) predictors of postvisit
trust, although patient race, previsit trust, and patient and visit characteristics were not
significant (P � .05) predictors.

Conclusion
Perceptions that physician communication was less supportive, less partnering, and less
informative accounted for black patients’ lower trust in physicians. Our findings raise concern
that black patients may have lower trust in their physicians in part because of poorer
physician-patient communication.

J Clin Oncol 24:904-909.

INTRODUCTION

Racial variation in the use of health services for
lung cancer is well documented but poorly under-
stood.1-4 One possible contributing factor to these
racial disparities is that black patients report less
trust in physicians when compared with white
patients.5-7 However, the causes of racial differ-
ences in trust are poorly studied, especially among
cancer patients. Lower trust in physicians by black
patients may be associated with poorer health
outcomes because higher trust is associated, in
general, with greater likelihood to use health ser-
vices, higher patient satisfaction with care, and
stronger adherence to physicians’ recommenda-
tions.8,9 Racial disparities in physician-patient
communication are likely to have a significant

impact on patients’ trust in health care providers.
For example, some studies suggest that black pa-
tients have medical consultations with less positive
and less patient-centered communication than
white patients.10,11 Less patient-centered communi-
cation, in turn, can lower trust in physicians.12-14

Of particular interest in this study was whether
patients’ perceptions of physician communication
led to postvisit changes in trust contrasted with some
baseline or previsit level of trust in the physician and
the health system when patients enter their consul-
tations. Black patients may have lower baseline levels
of trust in both the physician and system because of
fears of exploitation by the medical profession (eg,
Tuskegee Syphilis Study) and a legacy of discrimina-
tion in health care,15 prior negative experiences with
health care, and difficulty with accessing the health
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system. A patient’s previsit trust in an individual physician may be
higher or lower based on personal experience from previous visits with
that physician, or previsit trust may be high when a patient consults a
new physician because of high trust in physicians generally (ie, blind
trust).16 Additionally, previsit trust in physician may be correlated
with trust in the health system, affiliated hospital, or health plan (ie, a
halo effect).16 Although trust seems to be stronger in longer relation-
ships,8,17,18 the events of a single consultation can also have an effect on
patient trust after the encounter.7

We hypothesized that racial differences in postvisit trust in phy-
sician would be associated with differences by race in previsit trust and
with differences in perceptions of patient-centered communication.
We also hypothesized that trust in health system would be associated
with patient race. Therefore, we measured previsit and postvisit trust
and examined whether patient race and patients’ perceptions of phy-
sician communication were associated with the development of
(postvisit) trust in physician and health system.

PATIENTS AND METHODS

Patients

We prospectively screened patients with biopsy-confirmed lung cancer
or a pulmonary nodule requiring surgical evaluation between April 2001 and
March 2004 at a large Southern Veterans Affairs (VA) hospital. Patients were
identified at diagnosis from pathology reports or when patient cases were
presented at a weekly multidisciplinary case conference. At the conference,
consultants in pulmonary medicine, thoracic surgery, oncology, radiation
oncology, pathology, and radiology reviewed the clinical data for all patients
with lung cancer or radiologic findings suspicious for lung cancer (eg, pulmo-
nary nodules), made recommendations for further evaluation, and deter-
mined whether initial referral would be to oncology or thoracic surgery. The
institutional review board approved this study, and all participating patients
provided informed consent.

Patients were approached and enrolled on presentation to the oncology
or thoracic surgery clinic for evaluation and treatment recommendations. We
identified 252 patients who met our eligibility criteria, and 181 agreed to
participate. Of these, we excluded 76 patients who did not answer at least half
the items in each of the trust and communication scales (see Data and Mea-
sures) and two patients who indicated their race as being other than black or
white. The remaining 103 patient participants were included in this analysis.

Participants were statistically similar by race and age when compared with all
eligible nonparticipants (P � .17 and P � .38, respectively). These participants
consulted with one of 16 physicians or two physician assistants (two were
white Hispanic, 11 were white non-Hispanic, and five were Asian; and four
were in oncology and 12 were in surgery).

Data and Measures

Participants’ age and sex were determined from computerized patient
medical records. We used patient self-report to classify racial identity (white or
black/African American) and ethnic identity (Hispanic or non-Hispanic).
Using surveys, we collected patients’ educational level (no college education or
at least some college education), mental and physical health status (Short
Form-12),19 and medical visit characteristics including first visit with the
physician (yes or no), length of visit (� 20 minutes or � 20 minutes), and
location (oncology or surgery). In addition, we classified visits as concordant
when the physician and patient were the same race.

Patients’ perceptions of their physicians’ communication were assessed
with three previously published scales. We assessed the patient’s perception
that the physician provided and explained information (informativeness, five
items),20 the patient’s perception that the physician values and respects them
(supportive talk, five items),20 and the patient’s perception that the physician
involved the patient in treatment decisions (partnership building, three
items).21 We assessed trust in physician and trust in the VA health system
before and after the visit with a physician or physician assistant in the oncology
or thoracic surgery clinic. To perform this assessment, we used nine scale items
adopted verbatim or modified from previously published trust scales22-24;
these are listed in Table 1. Five of these items measure patient trust in physi-
cian, and four measure trust in the VA health system. All communication and
trust items were formatted to a 10-point, Likert-type scale using the descriptors
of strongly disagree and strongly agree at the opposite ends. Scale scores were
computed as the sum of item scores; negatively phrased items were reverse
scored. To reduce missing data entries, a missing score for a given item was
replaced with the mean of that patient’s responses to the other items for that
scale (scores were replaced for 27 patients who missed one question, nine
patients who missed two questions, and four patients who missed three ques-
tions). The mean score for each trust item is listed in Table 1. Patients’ trust in
physician exhibited high internal reliability (Cronbach’s � � .92), and pa-
tients’ trust in the VA showed moderate internal reliability (� � .70; Table 1).

Analysis

Bivariate associations of patient race with demographic and visit charac-
teristics, functional status, and perceptual scores were examined, and statistical
significance was determined using the t test or �2 test. To identify factors
associated with postvisit trust in the physician and postvisit trust in the VA, we
used multivariable linear regression. Regression models examining predictors

Table 1. Psychometric Properties of Trust Scale

Item

Score
Item-Scale Correlation

(standardized)Mean SD

Trust in physician
I completely trust this doctor’s decisions about which treatments are best for me 8.8 2.2 0.78
This doctor is extremely thorough and careful 8.9 1.9 0.84
Sometimes this doctor cares more about what is convenient for (him/her) than about my medical needs 8.7 2.3 0.65
This doctor is totally honest with me 9.2 1.8 0.87
All in all, I have complete trust in this doctor 9.1 1.7 0.86

Trust in the VA
I trust the VA to put my medical needs above all other things 8.0 2.8 0.46
The medical skills of the VA doctors and nurses are NOT as good as they should be 8.0� 2.8 0.54
I trust that the VA will give me all the information I need about my treatment 8.3 2.5 0.34
The VA system will not give me the best care possible 8.2� 2.7 0.63

NOTE. Items were scored on a 10-point (strongly disagree to strongly agree) scale. Cronbach � for trust in physician � .92 and trust in VA � .70.
Abbreviations: SD, standard deviation; VA, Veterans Affairs.
�Reversed scores shown.
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of postvisit trust in physician and postvisit trust in VA were developed sepa-
rately, and independent variables were entered in three groups. The first group
of independent variables included previsit (baseline) trust and race (model 1).
For model 2, additional demographic and visit characteristics and functional
status measures were added to model 1. In the final model, the scores from the
three scales of patients’ perception of the physicians’ communication variables
were added to model 2. We analyzed each model with mixed-effects linear
regression, treating physician as a random effect to adjust for clustering of
patients by physician. We conducted secondary analyses, using generalized
linear regression, to examine associations among groups of patient-physician
racial concordance and racial discordance with trust and communication
variables. Analyses were conducted using SAS statistical software, version 9.0
(SAS Institute, Inc, Cary, NC).

RESULTS

Black and white patients were similar according to mean age, sex,
health status, having an initial consultation, and consulting with on-
cology versus surgery (Table 2). The proportion of patients who came
to the consultations with a suspicion of cancer but no confirmed
cancer diagnosis was small and did not differ between black and white
patients (15% v 13%, respectively; P � .81). Black patients in our
sample were less likely than whites to have received a college education
(22% v 55%, respectively; P � .01). Black patients perceived that their
physicians shared less information, engaged in less partnership build-
ing, and were less supportive compared with white patients’ percep-
tions (Table 3).

Patients’ reported trust in physician and trust in VA are listed in
Table 4. Mean scores of previsit trust in physician, previsit trust in VA,
and postvisit trust in VA were statistically similar for black and white
patients. However, postvisit trust in VA increased for both black and
white patients, but black patients’ trust in physician did not increase
after the visit and was significantly lower when compared with white
patients’ postvisit trust in physician (8.0 v 9.2, respectively; P � .02).
Postvisit trust in physician and postvisit trust in VA were moderately
correlated (r � 0.57; P � .001).

Trust in Physician

We used multivariable regression to determine the independent
relationships among potential predictors of postvisit trust in physi-
cian, controlling for previsit (baseline) trust and adjusting for cluster-
ing of patients by physician. Variables were added to the regression
models in three groups to examine predictors of postvisit trust in
physician (see Patients and Methods). In model 1, postvisit trust
in physician was higher among patients with higher previsit trust
(� � .29 on a 10-point scale; P � .001) and was lower among black
patients (� � �1.16; P � .001). In model 2, we included other patient
and visit characteristics. Of these, age and perceived visit length were
significant predictors of postvisit trust in physician (P � .05),
and these variables also attenuated somewhat the relationship of
race and previsit trust in physician with postvisit trust in physician
(Table 5). The addition of patient and visit characteristics explained
an additional 10% of the variance (adjusted r2 �0.29) in postvisit trust
in physician.

In model 3, we added the following three measures of patient-
centered communication: patients’ perceptions of physicians’ infor-
mativeness, partnership building, and supportiveness (Table 5). These
three communication variables were significant predictors of postvisit
trust in physician (� � .17, .15, and .46, respectively; P � .01). After
inclusion of these communication variables, none of the previously
entered variables were significant predictors of postvisit trust in phy-
sician (P � .10). The variables in model 3 explained 62% of the
variance in postvisit trust in physician.

Trust in the VA

We also used multivariable linear regression to examine predic-
tors of postvisit trust in the VA health system. In each of the three

Table 2. Demographic Characteristics and Functional Status of Black
and White Patients

Characteristic
Black

(n � 23)
White

(n � 80) P

Age, years
Mean 65 66 .77
SD 11 10

Male, % 96 96 .90
College, % 22 55 .01
First visit, % 70 76 .52
Visit � 20 minutes, % 39 61 .06
Oncologist, % 48 41 .57
SF-12 mental summary score

Mean 63 64 .59
SD 7 7

SF-12 physical summary score
Mean 38 41 .25
SD 12 12

Abbreviations: SD, standard deviation; SF-12, Short Form-12.

Table 3. Scores for Patients’ Perceptions of Communication With Their
Physician

Patient Perceptions

Black White

P
Mean
Score SD

Mean
Score SD

Patients’ perceptions of
doctors’ informativeness

7.3 2.8 8.5 2.2 .03

Patients’ perceptions of
doctors’ partnership

6.4 2.7 8.2 2.2 .001

Patients’ perceptions of
doctors’ supportiveness

8.1 2.4 9.3 1.1 .03

Abbreviation: SD, standard deviation.

Table 4. Scores for Previsit and Postvisit Trust in Physician and the
VA by Race

Measure

Black White

P
Mean
Score SD

Mean
Score SD

Previsit
Trust in physician 8.2 1.9 8.3 2.0 .80
Trust in VA 7.6 2.1 8.2 2.0 .22

Postvisit
Trust in physician 8.0 2.3 9.3 1.3 .02
Trust in VA 8.2 2.2 8.8 1.7 .16

Abbreviations: SD, standard deviation; VA, Veterans Affairs.
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models (Table 6), previsit trust in VA was a significant predictor of
postvisit trust (P � .001), but race was not a significant predictor
of postvisit trust in VA in any of these models. Patients’ perceptions of
physicians’ informativeness and partnership building were not signif-
icant predictors of postvisit trust in VA; however, the patients’ percep-
tion that the physician was supportive was a significant predictor of
postvisit trust in VA (Table 6).

Racially Concordant and Discordant Visits

In light of recent research suggesting that trust and physician-
patient communication might be influenced by concordance or dis-
cordance between physician and patient race and ethnicity, we
conducted secondary analyses of the trust and communication mea-
sures using the following three levels of racial concordance: white
concordant (doctor and patient were white, n � 51), white discordant
(white patient and nonwhite, Asian, or Hispanic doctor, n � 29), and
black discordant visits (black patient and nonblack doctor, n � 23).

Our sample did not include any black concordant (doctor and patient
were black) interactions. Patients in black discordant and white dis-
cordant visits perceived that their physicians shared less information,
engaged in less partnership building, and were less supportive
(P � .05) compared with patients in white concordant visits. Previsit
trust in physician and VA were not statistically different (P � .05) in
concordant and discordant visits (P � .05). Postvisit trust in physician
was lower in black discordant compared with white discordant visits
(8.0 v 9.0, respectively; P � .03) and in black discordant compared
with white concordant visits (8.0 v 9.5, respectively; P � .001). Finally,
postvisit trust in VA was similar in black discordant and white discor-
dant visits (8.2 v 8.2, respectively; P � .97) and was lower in black
discordant compared with white concordant visits (8.2 v 9.2, respec-
tively; P � .04).

DISCUSSION

In this study, we examined the degree to which patients’ perceptions of
physicians’ communication mediated patient trust in physician and
trust in health care. Contrary to expectations, when compared with
white patients, black patients did not have lower previsit trust in either
the physician or the VA. However, black patients did have significantly
lower postvisit trust in physician than white patients, which is a finding
that is attributable to the fact that white patients’ trust increased
significantly after their visits, whereas black patients’ trust remained
unchanged. With respect to racial concordance, white concordant
visits (where the patient and physician were both white) and white
discordant visits had higher postvisit trust in physician than visits with
black patients, all of which were discordant.

Racial differences in trust in physician were primarily explained
by perceived differences in physician communication. Specifically,
black patients perceived their physician as less supportive, less partner-
ing, and less informative than white patients. These findings are con-
sistent with studies reporting that medical encounters with black
patients had less positive communication,10 that physicians engaged
in less participatory decision making with black patients,25 and that
trust was higher in racially concordant encounters.26 It is also consis-
tent with studies reporting that lower trust in physician is associated
with communication problems during the visit.13,14,27,28 Because trust
and communication are associated with adherence, use of health ser-
vices, self-reported improvements in health, and improved health
outcomes,8,9,29 our findings support the claim of Ashton et al30 that
racial disparities in health care may stem, in part, from problems in
physician-patient communication.

In addition to trust in physician, we also examined trust in the VA
health system. We did not find differences in trust in the VA by race,
except that, with respect to racial concordance, white concordant visits
had higher trust in the VA when compared with white and black
discordant visits. Boulware et al31 also report no association of race
with trust in hospital. Nevertheless, our study indicates that, in addi-
tion to baseline trust, postvisit trust in the VA was predicted by the
degree to which the physician was perceived as caring, concerned, and
interested in the patient’s well-being.

Our finding that black and white patients’ perceptions of com-
munication in medical consultations was associated with trust in phy-
sician and system could imply that, with more extensive interactional
skills training for physicians, improved communication during the

Table 5. Three Regression Models With Predictors of Postvisit Trust in
Physician

Predictor

Model 1 Model 2 Model 3

� P � P � P

Previsit trust in physician .29 � .001 .23 .002 .08 .17
Black race �1.16 .001 �1.04 .003 �.22 .42
Age — — .04 .01 .01 .21
College — — .01 .99 .09 .66
First visit — — �.38 .22 �.22 .37
Visit � 20 minutes — — .63 .04 .04 .86
Oncologist — — �.16 .60 .05 .83
Mental health — — .03 .11 .02 .17
Physical health — — .01 .52 �.01 .54
Informativeness — — — — .17 .003
Partnership — — — — .15 .002
Supportiveness — — — — .46 � .001

NOTE. r 2 values for models 1, 2, and 3 were 0.19, 0.29, and 0.62,
respectively.

Table 6. Three Regression Models With Predictors of PostVisit Trust in VA

Predictor

Model 1 Model 2 Model 3

� P � P � P

Previsit trust in VA .50 � .001 .46 � .001 .34 � .001
Black race �.19 .60 �.19 .60 .23 .52
Age — — .05 .002 .04 .02
College — — .12 .70 .12 .66
First visit — — �.22 .51 �.15 .64
Visit � 20 minutes — — �.11 .74 �.23 .49
Oncologist — — �.49 .22 �.47 .16
Mental health — — .04 .04 .04 .03
Physical health — — �.01 .37 �.02 .22
Informativeness — — — — .01 .96
Partnership — — — — .07 .26
Supportiveness — — — — .39 � .001

NOTE. r 2 values for models 1, 2, and 3 were 0.30, 0.37, and 0.48.
Abbreviation: VA, Veterans Affairs.
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clinical visit might be a means to promote greater trust in both physi-
cian and system. However, our findings also raise the question about
whether there was variation in actual physician communication be-
haviors by race of patient, whether patients interpreted the communi-
cation behavior differently by race, or both.

Potential racial variation in physician-patient communication
becomes an issue of concern especially when considering a growing
body of research that links patterns of communication to outcomes of
care. For example, when physicians are less informative and more
controlling, patients are less likely to gain adequate understanding of
their health condition and treatment options,32 are often less satisfied
with care,33 are less likely to adhere to the physician’s recommenda-
tions34 and may experience poorer health following the consulta-
tion.29 Moreover, when patients assume a passive role in the
interaction, physicians may not get sufficient information for making
appropriate treatment decisions35 and patients may be less committed
and less satisfied with those recommendations.36,37

Whether black and white patients interpret physicians’ commu-
nication differently is an important question for future research. In a
small but growing body of research, studies have attempted to mea-
sure both perceptions of communication and actual communication
behaviors and have reported poor correlations between patients’ per-
ceptions of physicians’ communication and behavioral measures
of communication.38-40

The findings that perceptual measures and behavioral measures
differ may explain the results of one study that did not find any
significant improvement in trust in physician when physicians were
given a 1-day communication training workshop.41 Nevertheless,
more intensive training may be required. For example, practicing
physicians participating in a 2.5-day program used more patient-
centered behaviors than physicians participating in a short half-day
program.42,43 Intensive training can also improve resident physicians’
and medical students’ communication with patients from different
cultural backgrounds.44,45

Our results should be considered in the context of several limita-
tions. First, our study was small and is based on data from two clinics
in one hospital with 18 providers and 103 patients, 23 of whom were
black; and 149 patients refused or did not complete the study. Thus,

our results may have limited generalizability to other practice settings
and geographic locations. Second, several studies suggest that black
patients are less willing to participate in research, in part, because of
distrust.46 In our study, we did not find statistical differences in rates of
participation by race; however, our results could be biased if patients
who did not participate were systematically more or less trusting than
participating patients. Third, we did not evaluate the development and
stability of trust over time and whether trust develops at different rates
over time among different ethnic and racial groups. Patterns of trust
may differ by race as a result of different societal or cultural experi-
ences and different expectations about care31 and may differ according
to the object of trust (eg, physician or VA). Trust may include factors
that need time for evaluation (eg, judgments about the effectiveness of
treatment), and the evaluation of these factors may differ among racial
and ethnic groups. Finally, the racial diversity of physicians in our
sample may not be representative of other groups. For example, our
sample did not include black physicians, so all visits with black patients
were classified as discordant. Thus, our analyses could not separate
effects resulting from racial discordance versus race per se. Future
studies should enroll racially diverse samples of physicians and pa-
tients and attempt to overcome these limitations.

Our study supports prior findings that trust is associated with
communication and suggests that racial disparities in physician-
patient communication could promote a cycle of less trust, even
mistrust, that may have profound implications for adherence to phy-
sicians’ recommendations, use of health services, and even health
outcomes. In addition to contributing to lower trust, racial dispar-
ities in physician-patient communication could also contribute to
inequities in information exchange, poorer medical decisions, and
less satisfaction and commitment by the patient, all of which are
factors that may result in inadequate use of medical services and
poorer health outcomes. Future studies should assess the associa-
tions of patient trust with actual physician-patient communication
behaviors and test whether interventions to improve communica-
tion in medical encounters can reduce and even eliminate racial
disparities in patient trust, physician-patient communication, and
health outcomes.

REFERENCES

1. Bach PB, Cramer LD, Warren JL, et al: Racial
differences in the treatment of early-stage lung
cancer. N Engl J Med 341:1198-1205, 1999

2. Earle CC, Venditti LN, Neumann PJ, et al:
Who gets chemotherapy for metastatic lung can-
cer? Chest 117:1239-1246, 2000

3. Earle CC, Neumann PJ, Gelber RD, et al:
Impact of referral patterns on the use of chemother-
apy for lung cancer. J Clin Oncol 20:1786-1792,
2002

4. Shavers VL, Brown ML: Racial and ethnic
disparities in the receipt of cancer treatment. J Natl
Cancer Inst 94:334-357, 2002

5. Ahern MM, Hendryx MS: Social capital and
trust in providers. Soc Sci Med 57:1195-1203, 2003

6. Doescher MP, Saver BG, Franks P, et al:
Racial and ethnic disparities in perceptions of physi-
cian style and trust. Arch Fam Med 9:1156-1163,
2000

7. Keating NL, Gandhi TK, Orav EJ, et al: Patient
characteristics and experiences associated with

trust in specialist physicians. Arch Intern Med 164:
1015-1020, 2004

8. Thom DH, Ribisl KM, Stewart AL, et al: Fur-
ther validation and reliability testing of the Trust in
Physician Scale: The Stanford Trust Study Physi-
cians. Med Care 37:510-517, 1999

9. Safran DG, Taira DA, Rogers WH, et al: Link-
ing primary care performance to outcomes of care.
J Fam Pract 47:213-220, 1998

10. Johnson RL, Roter D, Powe NR, et al: Patient
race/ethnicity and quality of patient-physician com-
munication during medical visits. Am J Public Health
94:2084-2090, 2004

11. Gordon HS, Street RL Jr, Kelly PA, et al:
Physician-patient communication following invasive
procedures: An analysis of post-angiogram consul-
tations. Soc Sci Med 61:1015-1025, 2005

12. Thom DH: Physician behaviors that predict
patient trust. J Fam Pract 50:323-328, 2001

13. Fiscella K, Meldrum S, Franks P, et al: Patient
trust: Is it related to patient-centered behavior of
primary care physicians? Med Care 42:1049-1055,
2004

14. Keating NL, Green DC, Kao AC, et al: How are
patients’ specific ambulatory care experiences re-
lated to trust, satisfaction, and considering changing
physicians? J Gen Intern Med 17:29-39, 2002

15. Gamble VN: Under the shadow of Tuskegee:
African Americans and health care. Am J Public
Health 87:1773-1778, 1997

16. Hall MA, Dugan E, Zheng B, et al: Trust in
physicians and medical institutions: What is it, can it
be measured, and does it matter? Milbank Q 79:
613-639, 2001

17. Kao AC, Green DC, Davis NA, et al: Patients’
trust in their physicians: Effects of choice, continu-
ity, and payment method. J Gen Intern Med 13:681-
686, 1998

18. Street RL Jr, Cauthen D, Buchwald E, et al:
Patients’ predispositions to discuss health issues
affecting quality of life. Fam Med 27:663-670, 1995

19. Ware J Jr, Kosinski M, Keller SD: A 12-Item
Short-Form Health Survey: Construction of scales
and preliminary tests of reliability and validity. Med
Care 34:220-233, 1996

20. Galassi JP, Schanberg R, Ware WB: The pa-
tient reactions assessment: A brief measure of the

Gordon et al

908 JOURNAL OF CLINICAL ONCOLOGY

Copyright © 2006 by the American Society of Clinical Oncology. All rights reserved. 
Information downloaded from jco.ascopubs.org and provided by Michael E. DeBakey VA Med Ctr on July 2, 2008 from . 



quality of the patient-provider medical relationship.
Psychological Assessment 4:346-351, 1992

21. Kaplan SH, Gandek B, Greenfield S, et al:
Patient and visit characteristics related to physi-
cians’ participatory decision-making style: Results
from the Medical Outcomes Study. Med Care 33:
1176-1187, 1995

22. Anderson LA, Dedrick RF: Development of
the Trust in Physician scale: A measure to assess
interpersonal trust in patient-physician relationships.
Psychol Rep 67:1091-1100, 1990

23. Safran DG, Kosinski M, Tarlov AR, et al: The
Primary Care Assessment Survey: Tests of data
quality and measurement performance. Med Care
36:728-739, 1998

24. Hall MA, Zheng B, Dugan E, et al: Measuring
patients’ trust in their primary care providers. Med
Care Res Rev 59:293-318, 2002

25. Cooper-Patrick L, Gallo JJ, Gonzales JJ, et al:
Race, gender, and partnership in the patient-
physician relationship. JAMA 282:583-589, 1999

26. Balkrishnan R, Dugan E, Camacho FT, et al:
Trust and satisfaction with physicians, insurers, and
the medical profession. Med Care 41:1058-1064,
2003

27. Tarrant C, Stokes T, Baker R: Factors associ-
ated with patients’ trust in their general practitioner:
A cross-sectional survey. Br J Gen Pract 53:798-800,
2003

28. Mechanic D, Meyer S: Concepts of trust
among patients with serious illness. Soc Sci Med
51:657-668, 2000

29. Stewart MA: Effective physician-patient com-
munication and health outcomes: A review. CMAJ
152:1423-1433, 1995

30. Ashton CM, Haidet P, Paterniti DA, et al:
Racial and ethnic disparities in the use of health
services: Bias, preferences, or poor communica-
tion? J Gen Intern Med 18:146-152, 2003

31. Boulware LE, Cooper LA, Ratner LE, et al:
Race and trust in the health care system. Public
Health Rep 118:358-365, 2003

32. Hall JA, Roter DL, Katz NR: Meta-analysis of
correlates of provider behavior in medical encoun-
ters. Med Care 26:657-675, 1988

33. Street RL Jr: Physicians’ communication and
parents’ evaluations of pediatric consultations. Med
Care 29:1146-1152, 1991

34. Bultman DC, Svarstad BL: Effects of physi-
cian communication style on client medication be-
liefs and adherence with antidepressant treatment.
Patient Educ Couns 40:173-185, 2000

35. Henbest RJ, Stewart M: Patient-centredness
in the consultation: 2. Does it really make a differ-
ence? Fam Pract 7:28-33, 1990

36. Rost K, Carter W, Inui T: Introduction of
information during the initial medical visit: Conse-
quences for patient follow-through with physician
recommendations for medication. Soc Sci Med 28:
315-321, 1989

37. Young M, Klingle RS: Silent partners in med-
ical care: A cross-cultural study of patient participa-
tion. Health Commun 8:29-53, 1996

38. Street RL Jr: Analyzing communication in
medical consultations: Do behavioral measures cor-

respond to patients’ perceptions? Med Care 30:976-
988, 1992

39. Street RL Jr, Voigt B, Geyer C Jr, et al:
Increasing patient involvement in choosing treat-
ment for early breast cancer. Cancer 76:2275-2285,
1995

40. Cegala DJ, Gade C, Lenzmeier BS, et al:
Physicians’ and patients’ perceptions of patients’
communication competence in a primary care med-
ical interview. Health Commun 16:289-304, 2004

41. Thom DH, Bloch DA, Segal ES: An interven-
tion to increase patients’ trust in their physicians:
Stanford Trust Study Physician Group. Acad Med
74:195-198, 1999

42. Levinson W, Roter D: The effects of two
continuing medical education programs on commu-
nication skills of practicing primary care physicians.
J Gen Intern Med 8:318-324, 1993

43. Smith RC, Lyles JS, Mettler J, et al: The
effectiveness of intensive training for residents in
interviewing: A randomized, controlled study. Ann
Intern Med 128:118-126, 1998

44. Culhane-Pera KA, Reif C, Egli E, et al: A
curriculum for multicultural education in family med-
icine. Fam Med 29:719-723, 1997

45. Carrillo JE, Green AR, Betancourt JR: Cross-
cultural primary care: A patient-based approach. Ann
Intern Med 130:829-834, 1999

46. Shavers VL, Lynch CF, Burmeister LF: Factors
that influence African-Americans’ willingness to par-
ticipate in medical research studies. Cancer 91:233-
236, 2001

■ ■ ■

Authors’ Disclosures of Potential Conflicts of Interest
The authors indicated no potential conflicts of interest.

Author Contributions

Conception and design: Howard S. Gordon, Richard L. Street Jr, Barbara F. Sharf, P. Adam Kelly, Julianne Souchek
Financial support: Howard S. Gordon
Provision of study materials or patients: Howard S. Gordon
Collection and assembly of data: Howard S. Gordon, Richard L. Street Jr, P. Adam Kelly, Julianne Souchek
Data analysis and interpretation: Howard S. Gordon, Richard L. Street Jr, Barbara F. Sharf, P. Adam Kelly, Julianne Souchek
Manuscript writing: Howard S. Gordon, Richard L. Street Jr, Barbara F. Sharf, P. Adam Kelly, Julianne Souchek
Final approval of manuscript: Howard S. Gordon, Richard L. Street Jr, Barbara F. Sharf, P. Adam Kelly, Julianne Souchek

Race, Trust, and Communication

www.jco.org 909

Copyright © 2006 by the American Society of Clinical Oncology. All rights reserved. 
Information downloaded from jco.ascopubs.org and provided by Michael E. DeBakey VA Med Ctr on July 2, 2008 from . 


