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Abstract

PURPOSE—Associations have been found between trusting patient-physician relationships and
use of preventive care and a greater adherence to prescribed care. The objectives of this study
were to assess the level of trust rural Medicaid smokers have in their physicians and whether trust
was related to patient characteristics or physician behavior.

METHODS—This was a cross-sectional study of smokers who were enrolled in a tobacco
dependence treatment program. Participants were rural Medicaid-enrolled adults, age 18 and
older, who were current smokers. Participants were enrolled from 8 primary care clinics as they
came in for an appointment with their physician. The Trust in Physician Scale was completed at
the baseline visit. One week later, an interview was conducted with the smoker to determine
whether the physician provided tobacco dependence treatment counseling at the visit. Mixed
models were used to model the relationship between trust and participant characteristics and
physician behaviors.

FINDINGS—Medicaid smokers in this study exhibited a high level of trust in their health care
provider, as levels were similar to those reported in the general population of patients. Trust was
significantly higher among individuals with better self-reported health.

CONCLUSIONS—Rural Medicaid smokers appeared to have similar levels of trust in their
physician as other patients. Future research should explore the role trust plays in shaping
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interactions between underserved populations and physicians within the context of smoking
cessation counseling.

Keywords
epidemiology; Medicaid; observational data; rural; tobacco dependence treatment

Americans have traditionally placed a high level of trust in their physicians.1-2 Throughout
the 1800s and into the 20t century, the field of medicine made great improvements in the
diagnosis and treatment of disease, which allowed physicians to acquire a great degree of
social capital. At the heart of this positive public image was trust.3 Researchers have found
that trust plays a crucial role in the patient-provider relationship. Trusting relationships
promote communication of relevant information between providers and patients. Higher
degrees of trust have been shown to predict which patients seek out preventive care, such as
cancer screenings.® Trust further contributes significantly to the likelihood of an early
diagnosis and to a greater adherence to prescribed care, all of which contribute to
significantly lower rates of heart disease, obesity, cancer, and premature mortality.26-11

Later studies have indicated that trust in physicians has diminished over time, starting during
the 1970s.2:12 However, the decline in trust has not occurred equally throughout American
society. Specifically, older patients tend to be more trusting of their physicians while young
patients are significantly less trusting.? In one study, patients who lacked insurance or who
were covered under a managed care plan were found to have particularly low levels of trust
in physicians.8 Gender, race, age, socioeconomic status, and self-reported health status have
all been found to be significantly associated with trust in physicians. These associations,
however, are not consistent in all studies.®12-15 One factor that has been consistently related
to trust, though, is the ability of a physician to demonstrate good interpersonal
skills.2:10.16-18 |n symmary, trust is contingent upon a variety of factors. While certain
demographic characteristics are associated with trust, the literature suggests that a physician
may have the power to create an environment in which a trusting relationship can develop.

Culture may also influence the level of trust that a patient feels for a physician. The
Appalachian region of the United States, in particular, has been identified as a region having
its own unique framework regarding health.>1° Appalachians have been described as
viewing health and illness fatalistically and therefore are slow to utilize care and accept
preventive measures.>29 Furthermore, Appalachians are community-oriented and can be
skeptical of outsiders, particularly outside medical professionals.?!

Appalachia as a region suffers from a shortage of medical services and residents interact less
with medical personnel than do other populations.19:22:23 Other studies have shown that the
region experiences elevated rates of cancer, heart disease, and premature mortality.>23
Appalachians smoke more, eat less healthy diets, exercise less, and engage in riskier sexual
activity than other populations.24 Because of the socioeconomic disadvantage that
characterizes many Appalachian communities, Medicaid is a source of insurance for a large
number of residents. Medicaid patients may be even more vulnerable within the larger
Appalachian region because this population is less likely to engage in preventive care.23:25
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Trust could be an important component in understanding health disparities in underserved
populations given the associations that have been found between trusting patient-physician
relationships and use of preventive care and a greater adherence to prescribed care. While
some studies have examined trust among disadvantaged populations, the question has been
largely unexplored among Medicaid patients. Trust could also play an important role in how
a smoker reacts to brief smoking cessation counseling delivered by a physician. The Clinical
Practice Guideline Treating Tobacco Use and Dependence recommends that physicians
advise all smokers to quit and assist with a quit attempt in various ways.28 An unknown is
how trust interacts with the provision of brief counseling. The objective of this study was to
measure the level of trust Medicaid-enrolled smokers in the Appalachian region of Ohio
have for their physicians. A second objective was to determine how the smoker's level of
trust relates to participant-level characteristics and the delivery of brief smoking cessation
counseling by the physician.

METHODS

Setting

Participants

Procedures

The setting for this study was the Appalachian region of Ohio, a 32-county area
characterized by significantly (from a statistical perspective) higher poverty rates (25%
versus 23% in other regions of Ohio), lower education levels (16% without a high school
degree versus 12% in other regions of Ohio), higher uninsured rates (16% versus 14% in
other regions of Ohio), higher Medicaid coverage rates (15% versus 12% in other regions of
Ohio), and high smoking rates (33% versus 24% in other regions of Ohio).2” Participants
were recruited from clinics in 4 counties, and these counties ranged from 44.5% to 77.4%
rural as defined by the US Census Bureau.28

The participants in this study were enrolled in a larger study that examined the effect of a
tobacco dependence treatment program on quit attempts and use of smoking cessation
pharmacotherapy. Eight primary care clinics, located in 4 of the most southeastern counties
in Ohio, were involved in the study. The clinics were part of 2 large health care systems in
the Appalachian region of Ohio: one was a private system and the other was a university
medical system. From each clinic, one physician was enrolled in the intervention. From each
physician's practice, the goal was to recruit 30 Medicaid-enrolled smokers. Eligible
participants were adults age 18 years or older, daily smokers, enrolled in Medicaid at the
time of the appointment, and willing and able to provide consent. Neither motivation to quit
smoking nor the reason for the health care visit was a criterion for enroliment, as the goal
was to recruit a representative sample of Medicaid-enrolled smokers who visit their health
care providers.

All of the procedures were approved by our university's institutional review board.
Recruitment occurred between November 2010 and August 2011. Participants were
recruited by a research interviewer who was not a clinic staff member. On the day the
interviewer was at the clinic, all eligible participants were approached in the waiting room
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and given a description of the study. If a person was interested in participating in the study,
the interviewer reviewed the consent document and answered any additional questions about
the study before the consent form was signed. Following recruitment and completion of the
consent document, participants were asked to complete a baseline questionnaire that
contained a variety of demographic, health-related and tobacco-related items, and the Trust
in Physician Scale (see next section). The baseline questionnaire was completed in the
waiting room, before the participant saw the physician in the exam room. One week after the
visit, participants were called by a research nurse not associated with the clinic and asked
questions about the visit with the physician during the previous week. The research nurse
made up to 10 attempts to reach participants on the phone number they provided at baseline.
If necessary, secondary contacts were called as well in an attempt to reach participants.

The measures used for this study came from the baseline and one-week surveys. The
primary variable of interest was the Trust in Physician Scale score assessed during the
baseline survey.2930 This 11-item questionnaire was designed to measure a patient's level of
interpersonal trust with his or her physician. A high level of interpersonal trust implies that
the patient believes the physician will provide support while at the same time providing
“good” care that is in the best interest of the patient.2® The items on the Scale tap various
aspects of trust, including whether the physician is truthful, caring, thorough, and
trustworthy (ie, keeps information confidential). Table 1 lists the statements included on the
Scale. Each statement is rated on a 5-point scale that ranges from “totally agree” to “totally
disagree” with a neutral response option. Seven of the items are positively worded (“totally
agree” implies more trust) and 4 are negatively worded (“totally disagree” implies more
trust). The 4 negatively worded items were reverse scored and then all items were summed
and converted to a 0-100 scale for the analysis. In previous studies that have used the scale
in samples of primary care patients, scores have ranged between 75.3 and 91.6.1329-31 The
Trust in Physician Scale has been validated in samples of patients that have varied widely in
terms of race, gender, health status, and smoking status. While the scale has never
specifically been used in a Medicaid population, previous research suggests that it has good
internal consistency (Cronbach alpha estimate range 0.85 to 0.89) and test-retest reliability
(correlation coefficient = 0.77).29-31

Other variables examined during the baseline survey included demographic, health, health
care provider-related, and smoking-related variables. Baseline demographic variables
included gender, age, education, income, marital status, and clinic. Health and health care
provider-related variables included self-rating of health and a question asking whether the
provider ever advised the patient to quit smoking. The smoking-related variables included
years of smoking, quit attempts in past year, and nicotine dependence using the Fagerstrém
test of nicotine dependence (FTND).32 At one week post-visit, participants were re-
contacted and asked questions about their clinic visit with the physician. Items that were
asked included whether the physician: 1) asked about tobacco use; 2) advised the participant
to quit; and 3) assisted with the quit attempt by suggesting a quit date, the quit line,
counseling, self-help materials, cessation pharmacotherapy, or prescribing pharmacotherapy.
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Statistical Analysis

Only participants residing in a census tract that was majority rural, as defined by the Census,
were included in the analysis. Participants residing in majority urban census tracts were
excluded from the analysis. All of the statistical analyses were performed using SAS,
version 9.2 (SAS Institute Inc., Cary, North Carolina). First, the psychometric properties of
the Trust in Physicians Scale were examined. Cronbach's alpha was calculated to assess the
internal consistency and reliability of the Scale.3 In addition, for each item on the Scale, an
item-to-total scale score (minus the item of interest) correlation coefficient was calculated.
Second, descriptive statistics were calculated for the entire sample using means and standard
deviations for continuous variables and frequency distributions for categorical variables.
Third, the relationship between the Trust in Physician Scale score (0-100 scale) and the
other demographic, health care provider-related (whether the physician ever advised the
patient to quit), and smoking-related variables was assessed using linear mixed models. The
score was regressed on the baseline variable (fixed effect) and the clinic (random effect),
with the exception of the clinic comparisons, which were performed using a one-way
analysis of variance (ANOVA). Finally, to determine whether the Scale score was
associated with the provision of tobacco dependence treatment counseling by the physician
at the baseline visit, logistic mixed models were used, regressing each physician behavior
variable on the Trust in Physician Scale score (fixed effect) and a random clinic effect. By
including the random clinic effect as a predictor in both the linear and logistic mixed
models, we obtained covariate effects that were adjusted for the clinic effect.

A total of 229 Medicaid-enrolled smokers were approached and asked to participate, of
which 214 agreed and enrolled in the study (93.4%). Of these participants, 197 (92.1%)
completed the one-week survey. Of the 214 participants with baseline data, 5 did not answer
all questions on the Trust in Physician Scale. After we excluded the participants residing in
majority urban areas, there were 110 participants with data at baseline and 99 with data at
the one-week follow-up.

The individual Trust in Physician Scale item statistics are presented in Table 1. As indicated
in the table, the average item scores ranged from 3.7 to 4.3. The item-total scale correlation
coefficients ranged from 0.26 (“I doubt that my doctor or health care provider really cares
about me as a person”) to a high of 0.77 (“My doctor or health care provider is well
qualified to manage (diagnose and treat or make an appropriate referral) medical problems
like mine.”). The standardized Cronbach alpha value was 0.84, which did not vary much by
deleting individual items (range of alpha values was 0.80 to 0.85).

Characteristics of the participating patients are shown in Table 2. The sample was largely
female (66%) and the majority was age 40 or older (60%). With respect to education, 31%
had less than a high school education and 24% had at least a college degree. Half of the
participants reported fair or poor health. Over half (58%) reported smoking 20 years or
more. While almost all of the participants had been told by a doctor to quit smoking in the
past (96%), over half (52%) reported that they had not made a serious attempt to quit in the
past year. With respect to nicotine dependence, 42% of the participants were classified as
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having a “moderate” level of dependence on the FTND, while the remaining participants
were classified as having a “heavy” level (21%) or a “light” level (37%).

The overall Trust in Physician Scale score, on the 0-100 scale, was 81.5. The results from
the linear mixed models that were fit to examine whether there was an association between
the Trust in Physician Scale score and other participant characteristics are presented in Table
2. As indicated in the table, only self-reported health status was significantly related to the
level of trust in one's physician, with those in greater health feeling greater trust for their
physician (mean score = 83.0) compared to those in fair or poor health (mean score = 79.9)
(P =.05).

Table 3 contains information about how the smoking cessation counseling behaviors of the
physician related to the Trust in Physician Scale score. As indicated in the table, about two-
thirds of patients were asked about their smoking status (64%) and were advised to quit
(69%) at the baseline visit. However, few patients were encouraged to set a quit date (21%),
to use a cessation class, program, quit line, or counseling (30%), or provided cessation
material such as pamphlets or videos (21%). Almost half of participants received a
prescription for pharmacotherapy (45%). The Trust in Physician Scale score was not
significantly related to any of these physician-related behavioral outcomes.

DISCUSSION

The purpose of this study was to examine the level of trust that rural Medicaid-enrolled
smokers have in their primary care providers and whether trust varied with patient
characteristics or physician behavior. An important finding is that, in general, these rural
Medicaid-enrolled smokers had a high level of trust in their primary care providers. The
mean level of trust in our sample was similar to that reported in other populations.30:31:34
This was a somewhat surprising finding, given that Appalachians tend to be generally less
trusting of health care providers.19:2! These results suggest that perhaps a distrust of
medicine at the institutional level does not necessarily mean an individual will be distrustful
of his or her own doctor. This may be important as the field continues to consider what
kinds of behaviors engender trust in physicians.

Previous research has supported the argument that low levels of trust are associated with a
low use of services and little use of preventive care,”-3% including such care among rural
patients.38:39 Future research should focus on examining trust in a sample that was not
recruited from the physician's office so that there can be a more complete examination of
how trust relates to use of health care services.

Similar to other investigations, we found no significant associations between trust and
participant demographic factors.912.14.15 However, trust was related to self-reported health,
with participants in excellent/very good/good health reporting higher levels of trust in their
physicians. This finding is similar to that reported by Armstrong et al, who found in a
population-based survey of US adults that distrust of the health care system was higher
among individuals with fair or poor self-reported health.4 Patients with worse health status
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likely spend more time in the health care system; thus future studies should focus on
determining the reason for such a relationship between health status and trust.

These results may have important implications for health care reform under the Affordable
Care Act (ACA). The Medicaid population is already large in the Appalachian region of
Ohio, as approximately 11% of adults are covered by Medicaid.2” In 2014, Medicaid
expansion allows states to expand eligibility to all, covering individuals with incomes up to
138% of the federal poverty level. This expansion will extend coverage to families near the
poverty line and be the first major coverage expansion for childless adults.3” Therefore,
many additional adults will be eligible for Medicaid and thus primary care providers will see
more Medicaid patients. It will be important to track whether the level of trust Medicaid
patients feel for their physicians remains high as patient volume increases.

This study has limitations that provide an opportunity for important future research. This
study was conducted within the context of a tobacco dependence treatment program. As
such, this study of trust did not include a comparison group outside of the population of
Medicaid smokers. Research assessing trust within both Medicaid and non-Medicaid
populations in Appalachia may better describe levels of trust within the Appalachian region.
Furthermore, research should be conducted solely aimed at assessing trust in rural Medicaid
populations outside of Appalachia to determine whether trust among Medicaid enrollees
varies by other environmental or cultural factors.

In conclusion, Medicaid-enrolled smokers in the rural Appalachian region of Ohio appear to
have a high level of trust in their physicians. Medicaid providers should be encouraged to
leverage this trust in an attempt to improve cessation-related outcomes in Medicaid patient
populations.

Acknowledgments

Funding: This study was funded by the National Institutes of Health (NIH) grants R21 CA141603-01 (PI:
Ferketich), “Examining the effect of a provider-delivered intervention among Medicaid smokers” and
P50CA105632-06 (PI: Paskett), “Reducing Cervical Cancer in Appalachia.”

References

1. McKinlay J, Marceau L. The End Of The Golden Age Of Doctoring. Int J Health Serv. 2002; 32(2):
379-416. [PubMed: 12067037]

2. Mechanic D. Changing Medical Organization and the Erosion of Trust. Milbank Q. 1996; 74(2):
171-189. [PubMed: 8632733]

3. Bliss, M. The Making of Modern Medicine: Turning Points in the Treatment of Disease. University
of Chicago Press; Chicago: 2011.

4. Rowe R, Calnan M. Trust Relations in Health Care—the New Agenda. Eur J Public Health. 2005;
16(1):4-6. Available from: http://eurpub.oxfordjournals.org/content/16/1/4.full. [PubMed:
16446297]

5. Behringer B, Friedell GH. Appalachia: Where Place Matters in Health. Prev. Chronic Dis. 2006;
3(4):A113-A116. [PubMed: 16978488]

6. Lee YY, Lin JL. The Effects of Trust in Physician on Self-efficacy, Adherence and Diabetes
Outcomes. Soc Sci Med. 2009; 68(6):1060-1068. [PubMed: 19162386]

7. Thom DH, Hall MA, Pawlson LG. Measuring Patients’ Trust In Physicians When Assessing Quality
Of Care. Health Aff. 2004; 23(4):124-132.

J Rural Health. Author manuscript; available in PMC 2015 April 01.


http://eurpub.oxfordjournals.org/content/16/1/4.full

1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Nelms et al. Page 8

8. Doescher MP, Saver BG, Franks P, et al. Racial and Ethinic Disparities in Perceptions of Physician
Style and Trust. Arch Fam Med. 2000; 9:1156-1163. [PubMed: 11115223]

9. Hall MA, Dugan E, Zheng B, Mishra AK. Trust in Physicians and Medical Institutions: What Is It,
Can It Be Measured, and Does It Matter? Milbank Q. 2001; 79(4):613-639. [PubMed: 11789119]

10. Pearson SD, Raeke LH. Patients’ Trust in Physicians: Many Theories, Few Measures, and Little
Data. J Gen Intern Med. 2001; 15(7):509-513. Available from: http://onlinelibrary.wiley.com/doi/
10.1046/j.1525-1497.2000.11002.x/full. [PubMed: 10940139]

11. Rhodes R, Strain JJ. Trust and Transforming Medical Institutions. Cam Q Health Ethics. 2000;
9:205-217. Available from: http://journals.cambridge.org/action/displayFulltext?
type=1&fid=46042&jid=CQH&volumeld=9&issueld=02&aid=46041.

12. Pescosolido BA, Tuch SA, Martin JK. The Profession of Medicine and the Public: Examining
Americans’ Changing Confidence in Physician Authority from the Beginning of the ‘Health Care
Crisis’ to the Era of Health Care Reform. J Health Soc Behav. 2001; 42:1-16. [PubMed:
11357716]

13. Hall MA, Zheng B, Dugan E, et al. Measuring Patients’ Trust in Their Primary Care Providers.
Med Care Rsrch Rvw. 2002; 59(3):293-318.

14. Ommen O, Thuem S, Pfaff H, et al. The Relationship between Social Support, Shared Decision-
making, and Patient's Trust in Doctors: a Cross-sectional Survey of 2,197 Inpatients Using the
Cologne Patient Questionnaire. Swiss School of Public Health. Int J Pub Health. Nov.2010
56:319-327. Available from: http://www.springerlink.com/content/6587765585868212/
fulltext.pdf. [PubMed: 21076932]

15. Kraetschmer N, Sharpe N, Urowitz S, et al. How Does Trust Affect Patient Preferences for
Participation in Decision-making? Health Expect. 2004; 7(4):317-326. [PubMed: 15544684]

16. Bendapudi NM, Berry LL, Frey KA, et al. Patients’ Perspectives on Ideal Physician Behaviors.
Mayo Clinic Proceedings. 2006; 81(3):338-344. [PubMed: 16529138]

17. Thom DH. Physician Behaviors That Predict Patient Trust. J Fam Prac. 2001; 50(4):323-328.
Available from: http://www.jfponline.com/Pages.asp?AlD=2209.

18. Tarrant C, Stokes T, Baker R. Factors Associated with Patients’ Trust in Their General
Practitioner: a Cross-sectional Survey. Brit J Gen Prac. 2003; 53:798-800. Available from: http://
www.nchi.nlm.nih.gov/pmc/articles/PMC1314714/pdf/14601357.pdf.

19. Dorgan, KA.; Sadie, A.; Hutson, P., et al. [July 2011] Culturally Tailored Cancer Communication,
Education, and Research: The Highways and Back Roads of Appalachia.. Prev Chronic Dis. Feb.
2009 Available from: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2687874/.

20. Shell R, Tudiver F. Barriers to Cancer Screening by Rural Appalachian Primary Care Providers. J
Rural Health. 2004; 20(4):368-373. [PubMed: 15551854]

21. Lee RG, Ozanne JL, Hill RP. Improving Service Encounters through Resource Sensitivity: The
Case of Health Care Delivery in an Appalachian Community. J Public Policy Mark. 1999; 19(2):
230-248.

22. Smith, L.; Salsbury, P.; Nearns, J., et al. [August 2011] Access to and Utilization of Health
Services by Rural-Dwelling Ohio Children: Are There Unique Challenges for Those in the
Appalachia Region?. OSU College of Nursing. Jun. 2009 Available from: http://ckm.osu.edu/
sitetool/sites/ofhspublic/documents/OFHS_Presentation_Smith.ppt.

23. Halverson, J.; Ma, L.; Harner, EJ. [August 2011] An Analysis of Disparities in Health Status and
Access to Health Care in the Appalachian Region.. Appalachian Regional Commission, Research
Reports. 2004. Available from: http://www.arc.gov/research/ResearchReports.asp?
F_Category=13.

24. Wewers ME, Katz M, Paskett ED, et al. Risky Behaviors Among Ohio Appalachian Adults. Prev
Chronic Dis. 2006; 3(4):A127. Available at: http://www.nchi.nlm.nih.gov/pmc/articles/
PMC1779290/. [PubMed: 16978502]

25. Rothkopf J, Brookler K, Wadhwa S, et al. Medicaid Patients Seen At Federally Qualified Health
Centers Use Hospital Services Less Than Those Seen By Private Providers. Health Aff
(Millwood). 2011; 30(7):1335-1342. [PubMed: 21734208]

J Rural Health. Author manuscript; available in PMC 2015 April 01.


http://onlinelibrary.wiley.com/doi/10.1046/j.1525-1497.2000.11002.x/full
http://onlinelibrary.wiley.com/doi/10.1046/j.1525-1497.2000.11002.x/full
http://journals.cambridge.org/action/displayFulltext?type=1&fid=46042&jid=CQH&volumeId=9&issueId=02&aid=46041
http://journals.cambridge.org/action/displayFulltext?type=1&fid=46042&jid=CQH&volumeId=9&issueId=02&aid=46041
http://www.springerlink.com/content/6587765585868212/fulltext.pdf
http://www.springerlink.com/content/6587765585868212/fulltext.pdf
http://www.jfponline.com/Pages.asp?AID=2209
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1314714/pdf/14601357.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1314714/pdf/14601357.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2687874/
http://ckm.osu.edu/sitetool/sites/ofhspublic/documents/OFHS_Presentation_Smith.ppt
http://ckm.osu.edu/sitetool/sites/ofhspublic/documents/OFHS_Presentation_Smith.ppt
http://www.arc.gov/research/ResearchReports.asp?F_Category=13
http://www.arc.gov/research/ResearchReports.asp?F_Category=13
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1779290/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1779290/

1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Nelms et al.

26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

Page 9

Fiore, MC.; Jaén, CR.; Baker, TB., et al. Clinical Practice Guideline. U.S. Department of Health
and Human Services. Public Health Service; Rockville, MD: May. 2008 Treating Tobacco Use
and Dependence: 2008 Update..

Ohio Medicaid Assessment Survey [OMAS]. Data analyzed. Dec 8. 2012 Available at: http://
grc.osu.edu/omas/

US Census Bureau. [September 15, 2012] Census Data. 2010. Available at: http://
www.census.gov/2010census/.

Anderson L, Dedrick R. Development of the Trust in Physician Scale: A Measure to Assess
Interpersonal Trust in Patient-physician Relationships. Psychol Rep. 1990; 67(3):1091-1100. ser.
[PubMed: 2084735]

Thom DH, Ribisl KM, Stewart AL, et al. Further VValidation and Reliability Testing of the Trust in
Physician Scale. Med Care. 1999; 37(5):510-517. [PubMed: 10335753]

Freburger JK, Callahan LF, Currey SS, et al. Use of the Trust in Physician Scale in Patients with
Rheumatic Disease: Psychometric Properties and Correlates of Trust in the Rheumatologist.
Arthritis Rheum. 2003; 49(1):51-58. [PubMed: 12579593]

Heatherton TF, Kozlowski LT, Frecker RC, Fagerstém KO. The Fagerstrom Test for Nicotine
Dependence: a revision of the Fagerstrdom Tolerance Questionnaire. Br J Addict. 1991; 86(9):
1119-1127. [PubMed: 1932883]

Cronbach LJ. Coefficient alpha and the internal structure of tests. Psychometrika. 1951; 16(3):297-
334.

Kerse N. Physician-Patient Relationship and Medication Compliance: A Primary Care
Investigation. Ann Fam Med. 2004; 2(5):455-461. [PubMed: 15506581]

LaVeist TA, Nickerson KJ, Bowie JV. Attitudes about racism, medical mistrust, and satisfaction
with care among African American and white cardiac patients. Med Care Res Rev. 2000; 57(Suppl
1):146-161. [PubMed: 11092161]

Stead LF, Bergson G, Lancaster T. Physician advice for smoking cessation. Cochrane Database
Syst Rev. Apr 16.2008 (2):CD000165. [PubMed: 18425860]

Kaiser Family Foundation. [January 3, 2013] Focus on Health Reform: Summary of New Health
Reform Law. 2011. Available at http://www.kff.org/healthreform/upload/8061.pdf.

Kelly KM, Phillips CM, Jenkins C, et al. Physician and Staff Perceptions of Barriers to Colorectal
Cancer Screening in Appalachian Kentucky. Cancer, Culture and Literacy. 2007; 14(2):167-177.
Greiner KA, Engleman KK, Hall MA, et al. Barriers to Colorectal Cancer Screenings in Rural
Primary Care. Preventive Medicine. 2004; 38(3):269-275. [PubMed: 14766108]

Armstrong K, Rose A, Peters N, Long JA, McMurphy S, Shea JA. Distrust of the health care
system and self-reported health in the United States. J Gen Intern Med. 2006; 21(4):292-297.
[PubMed: 16686803]

J Rural Health. Author manuscript; available in PMC 2015 April 01.


http://grc.osu.edu/omas/
http://grc.osu.edu/omas/
http://www.census.gov/2010census/
http://www.census.gov/2010census/
http://www.kff.org/healthreform/upload/8061.pdf

1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duasnuely Joyny vd-HIN

Nelms et al.

Table 1

Descriptive Statistics for the Individual Trust in Physician Scale Items (n=110)

Page 10

Scale Item Mean SD Item-Scale Correlation
1. | doubt that my doctor or health care provider really cares about me as a person.a 43 10 0.26
2. My doctor or health care provider is usually thoughtful of my needs and puts them first. 4.1 0.9 0.47
3. | trust my doctor or health care provider so much that | always try to follow his or her advice. 4.1 0.8 0.66
4. If my doctor or health care provider tells me something is so, then it must be true. 3.7 0.9 0.49
5. | sometimes distrust my doctor's or health care provider's opinion and would like a second 3.9 1.0 0.39
opinion.a

6. | trust my doctor's or health care provider's judgments about my medical care. 4.2 0.9 0.62
7. | feel my doctor or health care provider does not do everything he or she should about my medical 4.0 1.0 0.31
care.2

8. | trust my doctor or health care provider to put my medical needs above all other considerations 4.1 0.8 0.71
when treating my medical problems.

9. My doctor or health care provider is well qualified to manage (diagnose and treat or make an 4.2 0.8 0.77
appropriate referral) medical problems like mine.

10. I trust my doctor or health care provider to tell me if a mistake was made about my treatment. 4.2 0.7 0.67
11. I sometimes worry that my doctor or health care provider may not keep the information we 4.2 0.9 0.39

discuss totally private.a

a
Items are reverse-scored.
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Table 2

Page 11

Mean Score of Trust in Physician Scale (transformed to 0-100) by Patient Subgroups in Rural Area (n=110)

Baseline Variable N (%) Mean SD P value?
Gender .86
Women 73(66%) 809 6.2
Men 37(34%) 826 50
Age .20
<39 44 (41%) 795 5.1
40-64 60 (56%) 83.0 6.2
65+ 4 (4%) 768 75
Education 42
Elementary School 34 (31%) 835 5.6
High School Diploma/GED 50 (46%) 80.2 6.4
College degree or higher 26 (24%) 812 46
Income .52
<$15,000 80 (73%) 81.7 6.0
$15,000 or higher 29(27%) 803 5.1
Marital Status .83
Single 38(35%) 807 4.3
Married 38(35%) 823 6.0
Separated/Divorced/Widowed 34 (31%) 813 7.0
Self-Reported Health Status .05
Excellent/very good/good 55 (50%) 830 54
Fair/Poor 55 (50%) 799 6.2
Number of Years Smoking .34
1to 10 21 (19%) 782 55
1110 20 25(23%) 822 47
20 or more 64 (58%) 822 6.3
Has a Doctor Told You to Quit 14
Yes 105 (96%) 81.8 5.6
No 5 (5%) 745 85
Quit Attempts in Last Year .33
0 51(52%) 811 5.2
1t02 34(35%) 820 54
3 or more 13 (13%) 857 76
Fagerstrom Test for Nicotine Dependence .26
Light 40 (37%) 829 5.1
Moderate 46 (42%) 804 6.3
Heavy 23(21%) 817 6.2
Clinic 21
1 24 (14%) 845 65
2 17 (13%) 843 6.4
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Baseline Variable N (%) Mean SD P Value?
3 10 (14%) 840 58
4 14 (12%) 794 42
5 4 (14%) 84.1 4.3
6 11 (8%) 76.2 5.6
7 17 (11%) 807 53
8 13 (14%) 77.1 55

Page 12

a . A . . - . . ! -
Obtained using linear mixed model for transformed trust in physician score regressed on baseline variable (fixed effect) and clinic random effect.
P value from comparing clinics obtained from one-way ANOVA.
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Table 3

Mean Trust in Physician Score (transformed to 0-100 scale) by Physician Behaviors in Rural Area (n=99)

One Week Variable Percent | Mean Scale score + SD p a
value

Doctor Asked about Smoking Status
Yes 64% 82.045.5 37
No/Don't know 36% 80.1+6.1

Doctor Advised to Quit
Yes 69% 81.0+5.8 72
No/Don't know 31% 82.245.6

Doctor Helped to Set a Quit Date
Yes 21% 81.5+6.1 .99
No/Don't know 79% 81.315.6

Doctor Suggested Using Cessation Class, Quit Line, or Counseling
Yes 30% 80.8+5.6 73
No/Don't know 70% 81.6+5.8

Doctor Provided Cessation Material
Yes 21% 84.2+4.7 .16
No/Don't know 79% 80.6+5.9

Doctor Prescribed Medication®
Yes 45% 83.615.2 .08
No/Don't know 55% 79.445.9

a . . . - . . . - . . ]
Obtained using mixed effects logistic regression analysis for transformed trust in physician score regressed on baseline variable (fixed effect) and

clinic random effect.
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