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ABSTRACT 
Objectives: The contribution of medical mistrust to healthcare utilization delays 

has been gaining increasing attention. However, few studies have examined these 

associations among subgroups of Black men (African Americans, Caribbean, and 

African immigrants) in relation to prostate cancer (PCa). This study addresses this 

gap by assessing how medical mistrust affects PCa screening behavior and to 

further understand perceptions of medical mistrust among subgroups of Black men.  

Methods: This research employs a mixed-methods approach comprising two 

distinct phases. In Phase 1, a cross-sectional examination was conducted to 

evaluate the influence of medical mistrust toward healthcare organizations on 

prostate cancer screening among 498 Black men. In Phase 2, a qualitative 

investigation was undertaken to delve into the nuances of medical mistrust through 

six focus groups (n=51) and ten key informant interviews (n=10). Logistic 

regression and grounded theory methods were employed for data analysis.  

Results: Quantitative findings unveiled disparities in mistrust among subgroups, 

with Caribbean immigrants exhibiting higher levels of medical mistrust. 

Nevertheless, individuals with a family history of PCa showed elevated likelihoods 

of undergoing screening, despite mistrust. Qualitative results revealed 1) 

differences in reasons for medical mistrust among Black subgroups, 2) cultural 

perceptions which influence medical mistrust and medical care seeking, 3) lack of 

education in relation to PCa that contributes to medical mistrust, 4) negative past 

experiences and poor provider communication contribute, and 5) when PCa 

directly affected one's life, either personally or within the family, there was a 

recognized importance placed on monitoring one's risk despite mistrust.   

Conclusion: While medical mistrust may not significantly deter healthcare 

utilization among individuals with a family history or diagnosis of PCa, it 

underscores the variability of medical mistrust and its underlying reasons among 

different Black subgroups. 

Keywords: Prostate Cancer, medical mistrust, African America, African immigrant, 

Caribbean immigrant, screening 
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Background 
Despite growing efforts to eliminate racial and ethnic 
health inequities, Black men’s life expectancy at birth in 
the United States (US) is among the shortest compared to 
other racial/ethnic groups.1, 2 Studies have shown that this 
shortened life-expectancy is a result of the interplay 
between economic, biological and socio-structural 
factors.1, 3 Such factors include high disease morbidity 
and mortality rates, well documented experiences of 
structural racism, and diminished access to opportunities 
for upward social mobility.4-7  Moreover, men are less 
likely than women to use preventive health services8, 9 and 
Black men have the lowest engagement in timely 
preventative health screenings and medical treatment.10, 

11 Reasons for this include psychosocial reasons such as 
limited health knowledge,10, 12 fatalism,13 socioeconomic 
barriers,13, 14 masculinity beliefs,8, 15, 16 perceived 
racism,10, 17 and medical mistrust.8, 18   
 
In addition to the historically documented horrific 
experiences with systemic abuse such as the Tuskegee 
health study,19 medical mistrust is increasingly recognized 
as a social determinants of health. This mistrust within 
medical systems and personnel, perceived to represent 
the dominant culture in society, contributes significantly to 
why underserved and discriminated groups in the US tend 
to participate less in preventative measures and 
healthcare, often seeking asstance only when it’s too 
late.20-24. Medical mistrust is associated with lower health 
care satisfaction,25 lower health care utilization,23 and it 
negatively affects preventive health practices.23, 26 
Researchers argue that medical mistrust is group-based, 
stemming from the tendency to distrust systems where 
one’s group is poorly represented.22, 27 This distinction 
from interpersonal trust is crucial; medical mistrust doesn’t 
signify ‘no trust’, but rather implies the belief that the 
trustee act against one’s best interest.28 Among African 
Americans, medical mistrust is reported to be the highest 
of any other racial or minority group.29  
 
Prostate cancer (PCa) disproportionately affects Black 
men in the US.30, 31 They tend to develop PCa at younger 
ages compared to other racial/ethnic groups, often 
present with a more aggressive form of PCa, and die at 
a higher rate than any other groups.31, 32 Additionally, 
Black men are less likely to undergo screening and 
treatment,32-34 which for PCa involves prostate-specific 
antigen (PSA) testing and digital rectal examination 
(DRE).  To complicate this issue further, PCa screening 
guidelines are confusing, not only to men but also to 
providers.33, 35 While PCa guidelines for most other 
groups call for watchful waiting and have moved away 
from PCa screening, guidelines for Black men have gone 
through a variety of changes over time as their disease 
presentation is so different.36, 37 For example, given 
cost/benefit concerns the US Preventive Services Task 
Force (USPSTF) originally recommended against PSA 
screening for men of any age in 2012,36 despite the 
underrepresentation of Black men in the screening trials 
that formed the basis for this recommendation.38 On the 
other hand, the American Cancer Society, the American 
Urologic Association, and the National Comprehensive 
Cancer Network continued to recommend individualized 
screening decisions, especially for Black men at elevated 
risk.39-41 Given the PCa disparity for Black men, experts 

suggest more frequent and early PSA and DRE screening 
to mitigate survival disparities.42  Unfortunately, the 2012 
USPSTF guideline change led to a decline in screening 
among Black men, who already had low screening rates, 
resulting in increased deaths.43 In response to the 
backlash prompted by this change, the USPSTF reversed 
their recommendations for Black men.33, 37 However, 
many physicians have remained unaware of this reversal, 
and the ongoing debates around testing have further 
eroded trust among those most affected by PCa. The 
latest recommendation from the USPSTF, issued in 2018, 
applies to men aged 55 to 69 and emphasizes that the 
choice to undergo periodic PSA-based screening for PCa 
should be made individually.44 However, this approach 
places the responsibility on the patient, who often lacks 
sufficient information about PCa, and potentially 
overlooks the earlier onset of PCa observed among Black 
men that calls for screening at an earlier age. Given these 
conflicting and confusing recommendations, medical 
mistrust is believed to partly explain the significant health 
disparity in PCa among Black men.22-24 
 
While Blacks are increasingly recognized as non-
monolithic,45 in PCa research medical mistrust has only 
been researched among African Americans in an effort 
to understand its role in preventative health screenings 
and overall health outcomes.25, 46, 47 Indeed, few studies 
account for ethnic differences within the Black subgroups 
in the US when investigating PCa and/or medical 
mistrust48-51 and even fewer studies explore these issues 
using mixed methods to allow men’s perspectives to be 
more deeply explored.  Such comprehensive studies are 
crucial to the development of culturally relevant, 
community-based interventions designed to reduce 
barriers to Black men’s preventative health screening 
uptake. Thus, this study seeks to address these crucial 
gaps in understanding.  
 
The purpose of our mixed methods study was to assess 
how medical mistrust affects PCa screening behavior in 
ethnically diverse Black men and explore perceptions of 
medical mistrust in these subgroups. 
 

Methods 
STUDY POPULATION 
Using community-based convenience sampling, Black men 
were recruited through local community groups, churches, 
word of mouth and in health fairs organized to provide 
free health screenings for Black men. Recruitment was 
conducted by health professionals who partnered with 
respective site leaders, holding townhall meetings to 
explain the study and distribute flyers. Inclusion criteria 
included men 21 years and older, English speaking, and 
who identified as African American (AA), African 
immigrants (AI) and Caribbean American (CA) 
immigrants. All participants consented prior to 
participating in the study, which was approved by Loma 
Linda University institutional review board (IRBs# 
5110343 and 5190074).   
 
STUDY DESIGN 
This was a mixed methods study including quantitative 
and qualitative phases. Community partner feedback 
revealed that to encourage participation from Black men 
in the study, holding health fairs where they can learn 
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more about their health in general, would be beneficial. 
Thus, researchers, in collaboration with community 
partners, organized community health fairs specifically 
aimed to enegage Black men. Men who participated in 
these health fairs, underwent health testing (e.g., blood 
pressure checks, blood glucose measurements, BMI 
calculations), as well as screenings (e.g., cholesterol, rapid 
PSA tests). Each test was accompanied with intentional 
time to discuss the results and the reason for preventive 
monitoring as we aimed to promote preventive care and 
early detection of health issues. While awaiting the 
results of their PSA tests, participants completed surveys. 
Following the completion of the surveys and receipt of the 
PSA test results, medical doctors on-site provided 
counseling and education to the men regarding their PSA 
results and PCa. Due to the dependance on coordinating, 
planning and putting on health fairs, data collection 
occurred between January 2018 and March 2020. 
 
Quantitatively, Black men (n=498) completed a survey 
assessing PCa screening history (ever screened for PCa) 
and intentionality (intention to screen for PCa), nativity 
(AA, AI, CA), and PCa family history (yes/no), in addition 
to medical mistrust. In this study, we assessed mistrust of 
healthcare organization and its impact on utilization of 
screening services because a patient’s interaction with the 
medical care system has become less focused on an 
individual physician and more focused with the system in 
which the health care delivery is taking place. A medical 
mistrust index52 was used and it asked respondents how 
they felt about the following statements: 1)You’d better 
be cautious when dealing with health care organizations, 
2) Patients have sometimes been deceived or misled by 
health care organizations, 3)When health care 
organizations make mistakes they usually cover it up, 
4)Health care organizations have sometimes done 
harmful experiments on patients without their knowledge, 
5)Health care organizations don’t always keep your 
information totally private, 6)Sometimes I wonder if 
health care organizations really know what they are 
doing, and 7) Mistakes are common in health care 
organizations. Responses were scored from strongly 
disagree =1 to strongly agree =4. The medical mistrust 
scale had a Cronbach alpha of 0.83. Power calculations 
were conducted for binary outcome regressions, adjusting 
for demographic covariates. Within each subpopulation, 
there was 80% power to detect small effect sizes down 
to R2 = 0.095 with a sample size of 125 per subgroup 
and a total population size of n=375.  
 
The qualitative phase included six focus groups with 
approximately eight individuals in each group (n=51) 
and ten key informant interviews (n=10). The qualitative 
data was collected at a later date than the health fairs 
(approximately 1 month after) with men who had 
attended the health fair and their partners who were 
aware of the health fairs. Interviews and focus groups 
were conducted in person and researchers used a semi-
structured interview protocol (included as a 
supplemental). Interviews lasted 1 to 2.5 hours, were 
audio-recorded to ensure accurate transcription, 
transcribed verbatim and merged with field notes taken 
after the interview. Due to the verbatim transcription, 
transcripts were not given to participants for correction. 
We had no repeat interviews and no participants refused 
to participate. In the study, saturation was achieved after 

conducting nine out of ten interviews and the fourth out of 
six focus groups. At this point, no new themes or 
information surfaced during the data analysis, signifying 
that data collection had thoroughly addressed the 
pertinent topics.  
 
Our study team received advice from our community 
partners to ensure gender concordance between 
interviewers and interviewees, as well as cultural 
alignment, due to the sensitive nature of the topic—
PCa—and its connection to one’s sex life. Consequently, 
a female interviewer conducted interviews with women 
who had a male Black partner. We also interviewed  
clinicians, who were willing to discuss these topics with a 
female researcher. All other interviews and focus groups 
were conducted by male research assistants.  All 
interviews and focus groups were conducted in English. 
 
To maximize the credibility, dependability and 
confirmability of the findings,53-55 it was important to 
incorporate both forms of qualitative data collection 
(focus groups and key informant interviews) with our 
target population of varying ages, and the female 
partners of Black men. Using multiple methods and 
sources is a triangulation strategy that seeks validity 
through convergence in qualitative research increasing 
rigor,56 trustworthiness53 and comprehensiveness.57 Focus 
groups and interviews were conducted by trained 
qualitative, ethnically and gender matched interviewers 
at churches, community centers and participant’s homes. 
After analysis, data was disseminated at community 
meetings to share findings.  
 
REFLEXIVITY AND POSITIONALITY  
The interviews were conducted by the first author and two 
additional research assistants. The interviewers were 
trained in qualitative methods in behavioral science and 
health services research and extensive prior experience 
interviewing and analyzing qualitative data. NM, the first 
author, is a female African immigrant who was a doctoral 
candidate during the data collection phase. She was 
supported by two male research assistants: one medical 
student identified as a Caribbean immigrant and the 
other identified as African American with a Master's 
degree. Participants were informed of the interviewers' 
ethnic backgrounds and the study's objective of 
addressing the gap in PCa screening among Black men. 
 
The remainder of the research team included a female 
registered nurse with a doctorate in public health, a 
female behavioral health researcher with a Ph.D., and 
two male Ph.D. researchers. All team members have a 
significant track record of engagement with Black 
communities nationwide, offering support and addressing 
health disparities. Before commencing the study, 
researchers collaborated with community leaders from 
each subgroup to establish rapport and brainstorm 
strategies for recruitment and dissemination of findings. 

 
STATISTICAL ANALYSIS 
Quantitative data analysis was conducted using SAS 
version 9.4. Frequencies were generated and a logistic 
regression was used to explain the relationship between 
screening behavior and medical mistrust. Approximately 
20% of data was missing at random and thus a multiple 
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imputation method was used to deal with missingness.58-

60   
 
For qualitative data, all recordings were transcribed 
verbatim and assessed for accuracy by comparing 
recording and transcripts. A constant comparative 
method (grounded theory analysis) was used to analyze 
16 different transcripts by two separate coders and 
disagreements were resolved using a third coder to 
assure transparency and rigor.61 Emergent line-by-line 
coding was completed  and a final codebook was 
derived in a facilitated discussion to provided shared 
language for codes. The coders achieved an inter-rater 
reliability of 0.76, indicating an acceptable level of 
consistency in their assessment decisions. All transcripts 
were then coded using the final codebook and quotations 
that aligned with the codes were abstracted and 
clustered together to provide themes.  
 

Results 
QUANTITATIVE RESULTS 
As presented in Table 1, 498 participants were surveyed; 
231 self-identified as AA, 176 as CA and 91 as AI. The 
mean age was 49, 50 and 46 years, respectively. More 
CA reported having a family history of PCa, followed by 
AA and AI. Among AI, 36.7%  had migrated to the US 
between the ages of 31 and 40 while 29% migrated 
between the ages of 21 and 30. In each subgroup, 
approximately 75% of participants had insurance. 
Among CA, the majority had migrated between the ages 
of 0 and 10 and 21% between the ages of 21 and 30. 
In each subgroup, individuals who reported ever 
undergoing a PSA screening comprised 58% AA, 56% 
CA, and 42% AI. Regarding DRE screening, 49% were 
AA, 45% were CA, and 36% were AI. Among those who 
reported having both PSA and DRE screenings, 39% were 
AA, 39% were CA, and 26% were AI. 
 
Medical mistrust was highest among CA immigrants and 
statistically different between the three subgroups as 
determined by one-way ANOVA (F(2,557)=3.647, 
p=.02). A Tukey post hoc test revealed that there was no 
significant difference in mistrust between AI 

(17.54±4.21) and AA (17.82±4.23). AA reported lower 

medical mistrust than CA (18.81±3.93, p=.04).  While 
CA had higher scores on medical mistrust than African 
immigrants, this was not statistically significant (p=.06). In 
a supplemental table, we explored factors that affected 
medical mistrust based on the literature, while controlling 
for the subgroups and everyday discrimination. 
Interestingly, being of CA descent showed a positive 
correlation with medical mistrust. 
 

All results in Table 2 are reported holding all other 
variables in the model constant. Furthermore, all 
variables incorporated into the logistic regression 
analysis were chosen in accordance with the literature's 

documentation of factors influencing screening behavior. 
In assessing previous screening behavior, for every one 
unit increase in medical mistrust, PSA screening increased 
by 11%. For one unit increase in age, having been 
screened increased by 13% for PSA, 8% for DRE and 
9% for both PSA and DRE. For every one unit increase in 
income, past screening increased by 117% for PSA, and 
87% for DRE and 120% for both tests. For every one unit 
increase in family history, previous DRE screening 
increased by 21%.   
 
QUALITATIVE RESULTS 
The majority of the participants (76.4%) were 40 years 
and older and most were married (80.6%). Table 3 
provides the descriptive characteristics of the qualitative 
phase. Since the quantitative results revealed differences 
in mistrust within the three subgroups and indicated that 
in our participants the impact of mistrust unexpectedly 
resulted in increased odds of PSA screening for PCa, we 
felt that it was important to further explore the issue of 
medical mistrust qualitatively.  The results of the 
qualitative phase are presented below.  
 
Overall five themes emerged: 1) root cause of mistrust, 
2) medical mistrust, 3) cultural perceptions of seeking 
medical care, 4) negative past experiences with poor 
communication, and 5) the presence of PCa or knowledge 
of family history trumped mistrust. Most themes, however, 
varied somewhat across the three Black sub-groups, with 
men speaking of a lack of trust in the system, poor 
communication and lack of respect from their provideres. 
As a result, they preferred to avoid going to a physician 
in general and especially to talk about something as 
private and potentially impactful as PCa. However, all 
participants indicated that when PCa has a presence in 
one’s life (personal or family) it is important to stay on 
top of one’s risk. 
 
Theme 1: Root cause of mistrust 
Each subgroup described underlying reasons for 
mistrusting the medical system. For AA, 90% of 
respondents reported the historical precedence of Blacks 
not being treated fairly in the US. The Tuskegee history 
still rang true and more powerfully in today’s AA men 
and thus influenced their perceptions and behavior when 
it came to the medical system. Approximately 80% of CA 
also talked about the influence of history on mistrust but 
focused on the fact that Black people are never treated 
well by doctors or the medical system. Finally, for AI, 
80% reported that medical mistrust of the medical system 
was rooted in a mistrust of Western medicine for it was 
seen as a byproduct of colonialism. Each of these 
subgroups presented with with mistrust, however, for each 
subgroup this mistrust stems from a different cause. AI, for 
instance, tend to link it less to personal experiences, which 
may be because they reported avoiding use of the 
system at all cost. 
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Root cause of mistrust 

You know there was a study done in 
Tuskegee in which they inject black 
men with syphilis and the black men 
would go to the doctor and say this 
is what is going on and the doctor 
would say, oh you’re ok. And even 
though it was 40 black men, that 
permeated throughout the whole 
culture in the south and so the trust 
in the medical profession has been 
diminished because many times they 
see us not as patients but as a meal 
ticket. 

 – African American 
 

Black people and doctors and 
medicine have never had the best 
relationship. Look at our history, no 
matter where you are in the world, if 
you are a Black person, you will not 
be regarded as worthy, as someone 
worth treating with respect. 

 – Caribbean Immigrant 
 

You  know, when they[the 
west/western medicine] brought 
condoms to African countries to 
tackle HIV, no one wanted to use 
them, not because they didn’t believe 
in prevention, but because people 
believed they[condoms] were coated 
with a virus. The West has never had 
the best interest for Africa and so 
when a vaccine comes out or a 
prevention, no one signs up because 
of our history with colonialism. And 
to make matters worse, they always 
send all their testing to Africa for 
vaccines and things like that, so are 
you surprised that no one want to 
trust such a system? 

 – African Immigrant 

 
Theme 2: Medical mistrust and cultural perceptions of 
seeking medical care 
The perception of seeking medical care differs between 
AA and the two other Black immigrant subgroups and 
emphasizes the complex interplay between medical 
mistrust and cultural norms. For AA individuals, a 
fundamental lack of trust in the medical system 
significantly influences their decision-making process 
regarding seeking healthcare services. They perceive the 
medical system as profit-driven, viewing it with suspicion 
and skepticism. This sentiment is encapsulated by one 
participant's assertion that medical professionals 
prioritize financial gain over patient well-being, thus 
fostering a reluctance to engage with healthcare services 
unless absolutely necessary. Consequently, AA individuals 
may opt to delay seeking medical attention or attempt to 
endure their symptoms independently. 
 
Conversely, for Caribbean and African immigrants, 
cultural expectations play a pivotal role in shaping 
attitudes towards seeking medical care. Embedded 
within cultural norms is the perception that seeking 

medical care, particularly for men, signifies weakness. 
This belief fosters a stoic approach to health issues, 
wherein individuals are encouraged to endure symptoms 
rather than seek medical intervention. Participants from 
these two immigrant subgroups expressed a cultural 
aversion to seeking medical care unless absolutely 
essential, echoing sentiments of self-reliance and 
resilience.  
 
In addition, gender and cultural concordance seem to be 
important to men as they influence their comfort levels, 
trust, and willingness to engage with healthcare 
providers, particularly in sensitive medical contexts such 
as PCa screenings. The majority (95%) of men preferred 
to have gender concordance as it related to PCa 
screening, and while cultural concordance was important, 
it was often discussed in terms of racial concordance. 
These perspectives shed light on the nuanced ways in 
which medical mistrust and cultural expectations intersect 
to influence healthcare-seeking behaviors among Black 
populations.  

 

Medical mistrust and cultural perseptions of seeking medical care 

If you have like diabetes they want, 
you to come see them on a regular 
basis and I hate to say that but I 
know that they use us like a money 
machine. They want us to come in for 
a test or a checkup but they do not 
try to cure us. As a man, you can 
take the pain, you can take the 
suffering so why go to the doctor 
for him to tell you that you are 
hurting?  

- African American 
 
I always went to a white doctor. I 
never went to a black 
doctor…When I went to the hospital 
they brought a [black] doctor to see 
me while in the hospital and the way 
she treated me changed…so I 
decided that I was going to stay with 
that doctor. When I go in there to 

I probably won’t go to the doctor 
until I am flat on my back. That is 
kind of the way I am. And I think 
though the culture as far as it 
concerns most Caribbean folk is that 
we don’t go to the doctor until we 
are flat on our backs. Until we can’t 
move. And I think it carries over to 
when we move to the states. Here we 
have access to very good medical 
care but we do not want to bother. 
When we feel something, we think 
we can fix it with some drink or 
something. We have to educate 
ourselves.  

– Caribbean Immigrant 
 

The first time I got checked for 
prostate cancer I was coming out of 
the Navy and it was a female 
doctor. She asked me if I am 

In Nigeria, you would hardly see a 
man who will carry himself to the 
hospital and say I am going for a 
check-up, it is very very rare and 
that same mentality can be carried 
here [U.S.]  

– African Immigrant 
 
It's like you see your fellow black 
man and I've had some these 
countless moments when somebody 
has come to the clinic and sees me (a 
clinician) and is happy because he 
has seen his brother.  Brother from 
another mother taking care of him. 

– African Immigrant 
 
 



Medical Mistrust on Prostate Cancer Screening 

© 2024 European Society of Medicine 6 

Medical mistrust and cultural perseptions of seeking medical care 

see her it is so relaxed. When I go 
to see her she want to hear what’s 
wrong with you.  

- African American 
 

uncomfortable with her checking me 
for prostate cancer. I said, oh no 
doctor, I am certain you did this 
numerous times before. 

– Caribbean Immigrant  

 
Theme 3: Lack of education in relation to PCa 
In conversations about prostate cancer (PCa) screening, 
most men (approximately 92%) from all three subgroups 
highlighted heightened mistrust stemming from a 
perceived lack of knowledge, since  little or no education 
about the issues was shared by their providers. 
Moreover, they feel that doctors expect them to already 
possess knowledge about PCa, resulting in infrequent 

discussions about this during the already short and often 
busy appointments. In reality, Black men wanted and 
anticipate receiving education about PCa from their 
providers during their medical visits. Since this most often 
did not occur, this disconnect left men feeling hesitant to 
ask questions, further diminishing their trust in the medical 
system. Consequently, they seek information elsewhere, 
leading to uncertainty about its reliability. 

 

Lack of Education in relation to PCa 

For women when they have breast 
cancer for example they would tell 
women how to stand in front of a 
mirror and how to examine 
themselves and how to check 
themselves for breast cancer. For us 
we do not have that kind of 
information. They do not tell us how 
to put your hands somewhere and do 
something. And I think for men, if we 
have education on how to exercise 
our prostate, we wouldn’t have these 
problems. But my doctor has never 
talked to me about it  

- African American 
 
 
People forget that in America the 
institution of slavery kept a lot of 
these things…we couldn’t educate 
ourselves. We weren’t able to learn; 
we weren’t able to read. It wasn’t 
until 1954 when Dred Scott, when 
the decision was made for us to be 
able to go to school again after 
segregation that we could actually 
learn. there were barriers put in 
place beyond our control. We have 
just gotten out of that now and now 
we are supposed to know how to 
take care of ourselves? Who is 
going to tell us? Who is going to 
teach us? 

- African American 
 

You only go see a doctor once or 
twice a year and they only see you 
for a few of minutes. Meanwhile 
there is a lot of stuff going on that 
you need to talk to him about but the 
time is not there. So, I use the 
internet but there is a whole set of 
stuff that comes up about prostate 
cancer and men’s health that you 
can’t even know what’s true and 
what’s false  

– Caribbean Immigrant 
 
 

I am ready to acknowledge that I 
don’t know anything that directly 
contributes to prostate cancer. I don’t 
know what I should be doing to 
prevent prostate cancer and my 
doctor hasn’t shared that with me. I 
think if you live long enough you are 
probably going to develop some 
level of prostate cancer. So, I am not 
going to even worry about it because 
by the time I get it, if I get it, I am 
almost dead anyway.  

– African Immigrant  
 
 
I was talking with someone who said 
that diet and some of these things 
are good to be attentive to. He also 
discussed sexuality and talked about 
the different approaches to sex and 
the timing and those things. 
Something about the frequency of 
sex associated with better prostate 
health. He in fact observed that he 
and his wife are applying these 
finding to their lives. I want to 
believe this is true but I just don’t 
know  

– African Immigrant 
 

 
Theme 4: Negative past experiences and poor 
communication 
Irrespective of their subgroup, men expressed that their 
previous and recent negative encounters with healthcare 
professionals or the medical system have amplified their 
mistrust. Many men recounted past experiences that left 
them apprehensive about future interactions with doctors. 
They perceived physicians as distant, unapproachable, 
and critical, often recalling instances where they felt 
belittled and unfairly judged. Instead of fostering 

engagement, physicians often proceed with procedures 
without adequately communicating or explaining them, 
leaving men feeling disregarded. Furthermore, when 
issues arise, there's a lack of acknowledgment or apology 
for the stress caused. Men also noted inconsistencies in 
information provided by different healthcare 
professionals and felt frustrated by a lack of effort to 
explain potential complexities, instead being treated in 
a patronizing manner, as though they should 
unquestioningly comply. 
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Negative Past Experiences and poor communication 

I went to a doctor once with blood 
pressure high, well…it was always 
high but when I went to the doctor it 
was higher because something was 
always coming up. You are going to 
die, you know. He was stacking me 
up on medication. Nothing that I 
said, he really wanted to hear. He 
just said, well you are not doing so 
and so. And so, I really did not want 
to go to him. I did not want to go to 
him because he would say you are 
too fat, you’re too this, you’re too 
that.  

- African American 
 
 
Now that I know that I have 
it[prostate cancer] you know…how 
to get rid of it did not come to my 
mind. I went to the doctor and talked 
to him again and he told me what 
my Gleason index was and stuff like 
that. I went online and checked on 
the things that he told me and the 
meaning of the scores. Then they 
referred me to a specialist who deals 
with that. Then I said, now what is 
my path to follow in dealing with it? 
What do I have to do to deal with it 
because the doctor just dealt with me 
for a few minutes and then he told 
me of the months in between that I 
have to deal with it. So, those were 
hard times.  

- African American 
 

It was a Korean doctor; I knew he 
worked there. When he was coming 
to the end he said, bend over. He 
just said pull down your pants and 
bend over. And he was so rough, he 
pushed up his finger. After he was 
finished I sat down and I cried. It 
hurt. It hurt. He gave no explanation 
nor said what he was doing 

- Caribbean Immigrant 
 
 
My urologist who was my expected 
surgeon indicated that I had a 75% 
to 85% success rate of sparing the 
erectile functioning nerve and that 
was important because I am in my 
early 40s. and so when I went into 
the place for pre-admission and the 
nurse practitioner is telling me that I 
need to sign the documents and 
there is a 50/50 chance, because if 
we go in and anything causes a 
complication, they will need to do a 
radical prostatectomy.  This would 
lead to possibility of impotence 
because of surgery. I left there 
confused. I was frustrated. I was 
angry. I was here wondering, here 
the doctor told me about 75-80% 
success to avoid impotence and now 
you are telling me about 50/50. 
And I was signing up for surgery 
which was just around the corner.  I 
was mad with them. 

 – Caribbean Immigrant 

I went for a physical once and the 
doctor took my blood and ran some 
other tests and next thing they tell 
me is that my white blood cell count 
was low, I might have HIV and that 
my cholesterol is way too high. I 
couldn’t sleep for a week. I was 
stressing out every day and then 
they called me and said, ‘oh we 
made a mistake. We switched your 
results with someone else.’ You have 
got to be kidding me. Do you 
realize how wrong that is and how 
biased it is to assume that just 
because I am from Africa and my 
white blood cell count may be low, 
that I might have HIV. That’s just 
wrong. 

 – African Immigrant 
 
 
I think they do a lot of trial and 
error tests on people. Based on how 
I was raised, I will try home remedies 
before going to the doctor. I try a 
lot of preventive measures and when 
an issue arises, I will weigh the 
situation and the urgency because 
doctors means money. And 
uncertainty. And doctors sometimes 
don’t talk you through what they are 
doing, why they are doing it and 
how much it will cost.  

– African Immigrant 
 
 

 
Theme 5: Presence of PCa or knowledge of family 
history trumped mistrust 
While reports and reasons for mistrust towards doctors 
and healthcare organizations may have influenced men's 
preventive actions, the presence of a family history 
(knowing someone with PCa, witnessing someone's death 
from PCa, or having a personal diagnosis of PCa) by 
itself, tends to encourage them to engage with the 
healthcare system. This seemingly paradoxical behavior 
arises from their desire to prolong their lives or avoid 
experiencing what they witnessed in a family member's 

struggle with PCa. This did not change their feelings of 
mistrust. Indeed, each subgroup acknowledged the 
validity of their mistrust and views their reluctance to 
engage with the healthcare system as justified. However, 
upon receiving a diagnosis of PCa and understanding its 
severity, their behavior underwent a significant change 
as now a survival response was needed. Indeed, a PCa 
diagnosis overrode their mistrust and past negative 
experiences, compelling them to ignore these, enagege 
with the health care systems, and advocate for their own 
health despite their initial hesitations.  

 

Presence of PCa or knowledge of family history trumped mistrust 

I have an uncle who died from 
prostate cancer. He was 96 and he 
was a vegetarian. He did not go and 
get checked. You know, as a matter 
of fact, he felt something and he did 
not do anything about it. That’s just 
crazy, I will go  

- African American 
 

My father had it. It really affected 
me because I took care of my dad. I 
watched him die. I understand how 
devastating that cancer was. I don’t 
care how much they[healthcare 
organization/personnel] are against 
us, if there is any hope for me to not 
have the same fate as my dad, I will 
go. 

 – Caribbean Immigrant 
 
 

My cancer is the lowest stage 
possible. In fact, my treatment now is 
a wait and see type of thing in which 
they monitor what I eat and so on it 
is called active surveillance. It 
doesn’t matter what I think about the 
system, I have it, so I to keep going 
in 

– African Immigrant 
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Presence of PCa or knowledge of family history trumped mistrust 

Personally, when my father had it, it 
affected him. He fit the 
stereotype…strong, Caribbean 
American male. When he found out 
it was in his later years of life... 
Surgery option? No. he did not want 
to have surgery. Afraid of the knife 
[saying] I am not going to wake up, 
but at the same time he knew he had 
no other option. When you are 
facing death, your perceptions and 
opinions go out the window and you 
just go and trust they will do right by 
you 

 – Caribbean Immigrant 
 

Discussion 
To the best of our knowledge, this study represents the 
first attempt to evaluate potential differences regarding 
the impact of medical mistrust on PCa screening behavior 
among ethnically diverse Black men, as well as to delve 
into their perceptions of medical mistrust within these 
subgroups.This is crucial because mistrust of healthcare 
professionals and organizations has been associated with 
less treatment adherence, less utilization of healthcare 
services and less care satisfaction, which may be a 
contributing factor to the disparity Black men have in 
PCa.23, 62, 63  
 

Researchers have reported higher levels of medical 
mistrust by AA in comparison to other racial groups.64, 65 
However, when we disaggregated our data to Black 
ethnic sub-groups, this study revealed that although AA 
reported a high rate of medical mistrust of healthcare 
organizations, Caribbean Black men report higher rates 
of mistrust than both AA and AI men. This is an important 
finding because it further supports recent findings that 
American Blacks are not a monolithic group, but rather, 
differences exist between the subgroups and that this 
holds for the issue of medical mistrust.45, 50, 51 Further 
investigation on factors that affect mistrust were 
quantitatively assessed and everyday discrimination was 
significantly correlated with medical mistrust. This is in 
alignment with literature and suggests that perceived 
discrimination in one’s life does influence medical mistrust; 
thus, to address one facet of mistrust, one must address 
discrimination.66  
 

Not surprisingly, age and income were identified as 
significant factors influencing screening for either PSA, 
DRE, or both. Notably, increased income exerted a more 
substantial impact on screening behavior compared to 
other factors. This finding is consistent with existing 
literature, which indicates that individuals with higher 
incomes tend to avail themselves of preventive health 
services, including cancer screening and immunizations, at 
higher rates due to enhanced accessibility.67 Additionally, 
it's worth noting that approximately three-quarters of 
each subpopulation had medical insurance, suggesting a 
likely correlation between income and insurance 
coverage. These findings align with existing literature68, 

69 and emphasize the importance of addressing 
socioeconomic disparities to ensure equitable access to 
essential healthcare services, thereby advancing public 
health initiatives aimed at reducing the burden of PCa.  

 

Our findings also revealed that despite harboring 
medical mistrust, participants remained willing to undergo 
PSA screening, albeit not for DRE or both PSA and DRE. 
This observation is in alignment with prevailing literature 
suggesting that medical mistrust reduces preventive 
health screening rates.23, 70 Recognizing the significance 
of this result, we sought to conduct a deeper qualitative 
exploration. Our qualitative analysis unveiled that 
reluctance to have a DRE was related to provider 
communication around this issue, which was seen as quite 
poor and they felt taken aback and offended as this test 
was conducted without prior discussion. Additionally, our 
previous work51  also shows that Black men(AA, CA, and 
AI) are apprehensive about undergoing more invasive 
PCa screening, such as the DRE, due to the perceived 
instrusivness of the procedure and fears around losing 
their masculinity if they were to undergo such a 
procedure. Moreover, beyond seeking DRE, Black men 
consciously chose to prioritize the seriousness of PCa over 
their general reluctance to engage with the healthcare 
system, despite perceiving bias against the Black 
community within the system. Notably, this perspective 
was primarily shared by individuals who had a close 
family member or friend with PCa or had personally 
experienced a PCa diagnosis. It appears that when 
confronted with the reality of PCa in their lives, their 
priorities regarding this specific preventive behavior 
shifted. Our qualitative findings were consistent with this 
notion, as men expressed the challenge of setting aside 
their usual reluctance to engage with the healthcare 
system when confronting PCa. They shared how difficult 
it was to deviate from their typical perspective but 
recognized it as necessary. Participants discussed feeling 
compelled to take control of their lives, driven in part by 
their mistrust of the system and the need to monitor their 
health closely. Witnessing the impact of PCa or 
experiencing it firsthand motivated them to overcome 
past negative experiences and actively engage with the 
healthcare system to address the risks associated with 
PCa.  
 

Expanding on this discovery, our investigation into 
potential differences in medical mistrust among the 
subgroups revealed that while all exhibited high levels of 
distrust, the underlying reasons varied. AA predominantly 
attributed their mistrust of the healthcare system to 
historical precedents, a finding extensively supported in 
literature associating Black mistrust with events like the 
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Tuskegee Syphilis study and other historical 
mistreatments.24, 71 Caribbean immigrants, boasting the 
highest levels of medical mistrust among all subgroups, 
acknowledged the significant influence of history on their 
mistrust. However, they also emphasized their personal 
experiences, noting that they and other Black individuals 
are generally poorly treated by doctors or the medical 
system. For AI, medical mistrust stemmed from a distrust 
of Western medicine, perceived as a legacy of 
colonialism where Black individuals are marginalized or 
provided with subpar care options. Additionally, both CA 
and AI argued that their reluctance to visit the doctor was 
influenced by cultural perceptions that seeking medical 
help is a sign of weakness for males. This reluctance was 
further supported by their shared experiences of not 
feeling heard, respected, or included in medical decision-
making, which led to higher levels of medical distrust. 
Ironically, this distrust translated to higher levels of PCa 
screening for some, as the three Black subgroups felt they 
had to look out for themselves since they believed the 
medical care system would not do so. For them, it was all 
about survival, especially once they learned about their 
higher risk for PCa and witnessed loved ones suffering 
from the illness, often at late stages due to a lack of early 
diagnoses. This cultural perspective – a strong male 
identity expectation combined with a healthcare system 
that did not care about them – aligns with existing 
literature, which highlights arguments around masculinity 
and cultural beliefs as factors contributing to men's 
underutilization of health services.8, 10, 15 In Caribbean 
and African cultures, visiting the doctor is often seen as a 
last resort, as it may be interpreted as a demonstration 
of weakness. 
 
Furthermore, men also attributed their mistrust to a lack 
of knowledge and unmet educational expectations from 
their healthcare providers. Our participants 
demonstrated awareness of their need for more 
information and hoped to receive it from their providers. 
However, they reported that this expectation often went 
unfulfilled, as providers rarely communicated with them 
or took the time to explain things thoroughly. 
Additionally, we observed that many men were aware of 
significant misinformation among health care providers 
about when to screen, particularly for Black males. This 
likely stemmed from a lack of clear guidance among 
health care organizations setting policies. This lack of 
guidance led to providers failing to clearly communicate 
the necessity ad the risks associated with PCa treatment, 
acting as a deterrent for these men. Many recounted 
experiences where physicians conducted physical exams 
without providing adequate explanations, and if results 
were unfavorable, there was a lack of further discussion 
or provision of resources. This issue was reported 
universally among Black men, regardless of their ethnic 
subgroup. Understanding this is critical because 
addressing the high rates of morbidity and mortality from 
PCa among Black men necessitates timely preventive 
screening and, if necessary, a comprehensive explanation 
of treatment options. 
 

Limitations 
There are several important limitations to our study that 
require acknowledgment. First, in our qualitative phase, 
medical mistrust was examined alongside other aspects 

of PCa screening, such as knowledge, past experiences, 
and other barriers. Consequently, it is possible that we 
may not have captured all facets of medical mistrust. 
Secondly, our quantitative phase employed a cross-
sectional design, which restricts our ability to establish 
causal relationships. Additionally, we relied on self-
reported data, raising the possibility that participants 
may have responded in a socially desirable manner. It's 
pertinent to note that our examination solely centered on 
ever screening behavior rather than recent screening 
behavior, predominantly due to the scarcity of individuals 
who had undergone screening within the past year 
among Black men. The limited number of participants who 
had screened in the last year rendered it impractical to 
include this variable in our statistical analysis. Despite 
these limitations, the inclusion of data from various states 
across the US, which provided access to subgroups of 
Black men (including participants from most Caribbean 
islands and north, east, west, and central Africa), is a 
notable strength of our study. Furthermore, our success in 
recruiting large numbers of Black men through diverse 
recruitment sites such as local churches, community centers, 
and organizational groups, underscores the strength of 
our approach and has broader implications for the 
design of future interventions. 

 

Conclusion 
This study uniquely contributes to existing health 
disparities research by exploring how PCa screening 
behaviors are impacted by medical mistrust in AA, CA, 
and AI Black subgroups. Our findings underscore two key 
summative points: 1) while all Black men may share some 
similar opinions and negative perceptions and 
experiences with the healthcare system, there are 
differences within subgroups in regards to medical 
mistrust rates and reasoning; and 2) medical mistrust may 
not be a critical deterrent of healthcare utilization among 
those with a family history or diagnosis of PCa, which in 
turn provides an opening for future interventions to 
engage these groups of men who continue to experience 
stubbornly high, disproportional rates of PCa. 
 

Conflicts of interest/competing interest: The 

authors declare that they have no conflict of interest. 
 

Funding: This work was supported in part by NIH 

grant 5P20MD006988 and the LLU Center for Health 
Disparities and Molecular Medicine. 
 

Author Contributions: Nipher Malika: 

Conceptualization, study design, data acquisition, 
analysis and interpretation of data and writer of first 
draft. Susanne Montgomery: Conceptualization, study 
design, data acquisition, analysis and interpretation of 
data, and critical revision and editing of the manuscript. 
Lisa Roberts: Conceptualization, study design, data 
acquisition, and critical revision and editing of the 
manuscript. Carlos A. Casiano: Obtained funding, 
conceptualization, study design, data acquisition, and 
critical revision and editing of the manuscript. Qais 
Alemi: Analysis and interpretation of data, and critical 
revision and editing of the manuscript.  
 

Acknowledgements: Not applicable 



Medical Mistrust on Prostate Cancer Screening 

© 2024 European Society of Medicine 10 

References 
1. Gilbert KL, Ray R, Siddiqi A, et al. Visible and invisible 

trends in black men's health: pitfalls and promises for 
addressing racial, ethnic, and gender inequities in 
health. Annual review of public health. 2016;37:295-
311. 

2. Health, United States, 2015 with special feature on 
racial and ethnic health disparitiesCenters for Disease 
Control and Prevention: Atlanta, GA: US Department 
of Health and Human Services, National Center on 
Health Statistics: Centers for Disease Control and 
Prevention; 2016. 

3. Brown T, Hargrove TW, Griffith DM. Racial/Ethnic 
disparities in men's health: examining psychosocial 
mechanisms. Family & community health. 
2015;38(4):307. 

4. Krieger N, Chen JT, Waterman PD, et al. Police killings 
and police deaths are public health data and can be 
counted. PLoS medicine. 2015;12(12):e1001915. 

5. Bailey ZD, Krieger N, Agénor M, et al. Structural 
racism and health inequities in the USA: evidence and 
interventions. The Lancet. 2017;389(10077):1453-
1463. 

6. Hardeman RR, Medina EM, Kozhimannil KB. Structural 
racism and supporting black lives—the role of health 
professionals. New England Journal of Medicine. 
2016;375(22):2113-2115. 

7. Buehler JW. Racial/ethnic disparities in the use of 
lethal force by US police, 2010–2014. American 
journal of public health. 2017;107(2):295-297. 

8. Hammond WP, Matthews D, Mohottige D, et al. 
Masculinity, medical mistrust, and preventive health 
services delays among community-dwelling African-
American men. Journal of general internal medicine. 
2010;25(12):1300-1308. 

9. Vaidya V, Partha G, Karmakar M. Gender 
differences in utilization of preventive care services in 
the United States. Journal of women's health. 
2012;21(2):140-145. 

10. Cheatham CT, Barksdale DJ, Rodgers SG. Barriers to 

health care and health‐seeking behaviors faced by 
Black men. Journal of the American Academy of Nurse 
Practitioners. 2008;20(11):555-562. 

11. Elo IT, Beltrán-Sánchez H, Macinko J. The contribution 
of health care and other interventions to black–white 
disparities in life expectancy, 1980–2007. Population 
research and policy review. 2014;33(1):97-126. 

12. Woods-Burnham L, Stiel L, Wilson C, et al. Physician 
consultations, prostate cancer knowledge, and PSA 
screening of African American men in the era of 
shared decision-making. American journal of men's 
health. 2018;12(4):751-759. 

13. Ravenell JE, Whitaker EE, Johnson Jr WE. According 
to him: barriers to healthcare among African-
American men. Journal of the National Medical 
Association. 2008;100(10):1153-1160. 

14. Whitley EM, Samuels BA, Wright RA, Everhart RM. 
Identification of barriers to healthcare access for 
underserved men in Denver. Journal of Men's Health 
and Gender. 2005;2(4):421-428. 

15. Malika N, Ogundimu O, Roberts L, et al. African 
Immigrant Health: Prostate Cancer Attitudes, 
Perceptions, and Barriers. American journal of men’s 
health. 2020;14(4). 

16. Wade JC. Masculinity ideology, male reference 
group identity dependence, and African American 
men's health-related attitudes and behaviors. 
Psychology of Men & Masculinity. 2008;9(1):5. 

17. Van Houtven CH, Voils CI, Oddone EZ, et al. Perceived 
discrimination and reported delay of pharmacy 
prescriptions and medical tests. Journal of general 
internal medicine. 2005;20(7):578-583. 

18. Eaton LA, Driffin DD, Kegler C, et al. The role of 
stigma and medical mistrust in the routine health care 
engagement of black men who have sex with men. 
American journal of public health. 2015;105(2):e75-
e82. 

19. Brandt AM. Racism and research: the case of the 
Tuskegee Syphilis Study. Hastings center report. 
1978:21-29. 

20. Kennedy BR, Mathis CC, Woods AK. African 
Americans and their distrust of the health care system: 
healthcare for diverse populations. Journal of cultural 
diversity. 2007;14(2). 

21. Oakley LP, Harvey SM, López-Cevallos DF. Racial 
and ethnic discrimination, medical mistrust, and 
satisfaction with birth control services among young 
adult Latinas. Women's Health Issues. 
2018;28(4):313-320. 

22. Benkert R, Cuevas A, Thompson HS, et al. Ubiquitous 
yet unclear: A systematic review of medical mistrust. 
Behavioral Medicine. 2019;45(2):86-101. 

23. LaVeist TA, Isaac LA, Williams KP. Mistrust of health 
care organizations is associated with underutilization 
of health services. Health services research. 
2009;44(6):2093-2105. 

24. Rogers CR, Rovito MJ, Hussein M, et al. Attitudes 
toward genomic testing and prostate cancer research 
among Black men. American journal of preventive 
medicine. 2018;55(5):S103-S111. 

25. Kinlock BL, Parker LJ, Bowie JV, et al. High levels of 
medical mistrust are associated with low quality of life 
among black and white men with prostate cancer. 
Cancer Control. 2017:72-77. 

26. Kalichman SC, Eaton L, Kalichman MO, et al. Race-
based medical mistrust, medication beliefs and HIV 
treatment adherence: test of a mediation model in 
people living with HIV/AIDS. Journal of behavioral 
medicine. 2016;39(6):1056-1064. 

27. Thompson HS, Valdimarsdottir HB, Winkel G, et al. 
The Group-Based Medical Mistrust Scale: 
psychometric properties and association with breast 
cancer screening. Preventive medicine. 
2004;38(2):209-218. 

28. 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? The milbank quarterly. 
2001;79(4):613-639. 

29. Armstrong K, Ravenell KL, McMurphy S, Putt M. 
Racial/ethnic differences in physician distrust in the 
United States. American journal of public health. 
2007;97(7):1283-1289. 

30. Lillard Jr JW, Moses KA, Mahal BA, George DJ. Racial 
disparities in B lack men with prostate cancer: A 
literature review. Cancer. 2022;128(21):3787-3795. 

31. Lowder D, Rizwan K, McColl C, et al. Racial disparities 
in prostate cancer: A complex interplay between 



Medical Mistrust on Prostate Cancer Screening 

© 2024 European Society of Medicine 11 

socioeconomic inequities and genomics. Cancer letters. 
2022;531:71-82. 

32. Tsodikov A, Gulati R, de Carvalho TM, et al. Is 
prostate cancer different in black men? Answers from 
3 natural history models. Cancer. 
2017;123(12):2312-2319. 

33. Roberts LR, Wilson CM, Stiel L, et al. Prostate Cancer 
Screening Among High-Risk Black Men. The Journal for 
Nurse Practitioners. 2018;14(9):677-682. e672. 

34. Dess RT, Hartman HE, Mahal BA, et al. Association of 
black race with prostate cancer–specific and other-
cause mortality. JAMA oncology. 2019. 

35. Lee DJ, Mallin K, Graves AJ, et al. Recent changes in 
prostate cancer screening practices and 
epidemiology. The Journal of urology. 
2017;198(6):1230-1240. 

36. Moyer VA. Screening for prostate cancer: US 
Preventive Services Task Force recommendation 
statement. Annals of internal medicine. 
2012;157(2):120-134. 

37. Bibbins-Domingo K, Grossman DC, Curry SJ. The US 
Preventive Services Task Force 2017 draft 
recommendation statement on screening for prostate 
cancer: an invitation to review and comment. Jama. 
2017;317(19):1949-1950. 

38. Miller SM, Roussi P, Scarpato J, et al. Randomized 
trial of print messaging: the role of the partner and 
monitoring style in promoting provider discussions 
about prostate cancer screening among African 
American men. Psycho-Oncology. 2014;23(4):404-
411. 

39. American Urological Association. Early detection of 
prostate cancer. 2015; 
https://www.auanet.org/guidelines/early-detection-
of-prostate-cancer-(2013-reviewed-and-validity-
confirmed-2015), 2017. 

40. National Comprehensive Cancer Network. Prostate 
cancer early detection. 2016; 
2.2016:https://www.nccn.org/professionals/physicia
n_gls/f_guidelines.asp#site, 2017. 

41. American Cancer Society. American Cancer Society 
recommendations for prostate cancer early detection. 
2016; 
http://www.cancer.org/cancer/prostatecancer/more
information/prostatecancerearlydetection/prostate-
cancer-early-detection-acs-recommendations. 
Accessed 7-11-2017. 

42. Powell IJ, Vigneau FD, Bock CH, et al. Reducing 
prostate cancer racial disparity: evidence for 
aggressive early prostate cancer PSA testing of 
African American men. Cancer Epidemiology and 
Prevention Biomarkers. 2014;23(8):1505-1511. 

43. Presti J, Alexeeff S, Horton B, et al. Changes in 
prostate cancer presentation following the 2012 
USPSTF screening statement: observational study in a 
multispecialty group practice. Journal of General 
Internal Medicine. 2020;35:1368-1374. 

44. US Preventive Services Task Force. Screening for 
prostate cancer: US Preventive Services Task Force 
recommendation statement. Jama. 
2018;319(18):1901-1913. 

45. Williams DR, Jackson JS. Race/ethnicity and the 2000 
census: recommendations for African American and 
other black populations in the United States. American 
Journal of Public Health. 2000;90(11):1728. 

46. Halbert CH, Weathers B, Delmoor E, et al. Racial 
differences in medical mistrust among men diagnosed 
with prostate cancer. Cancer. 2009;115(11):2553-
2561. 

47. Shelton RC, Winkel G, Davis SN, et al. Validation of 
the group-based medical mistrust scale among urban 
black men. Journal of General Internal Medicine. 
2010;25(6):549-555. 

48. Pedersen VH, Armes J, Ream E. Perceptions of 
prostate cancer in Black African and Black Caribbean 

men: a systematic review of the literature. Psycho‐
oncology. 2012;21(5):457-468. 

49. Malika N, Ogundimu O, Roberts L, et al. African 
immigrant health: prostate cancer attitudes, 
perceptions, and barriers. American journal of men's 
health. 2020;14(4):1557988320945465. 

50. Malika N, Roberts L, Casiano C, Montgomery S. Use 
of complementary and alternative medicine for 
prostate cancer among African Americans, African 
immigrants and caribbean immigrants. Journal of 
community health. 2022:1-8. 

51. Malika N, Roberts L, Alemi Q, et al. Ethnic differences 
among black men in prostate cancer knowledge and 
screening: a mixed-methods study. Journal of racial 
and ethnic health disparities. 2021:1-12. 

52. LaVeist T. Measuring trust in health care: Medical 
Mistrust Index 2.1. Hopkins Center for Health 
Disparities Solutions Projects. Retrieved from 
http://www. jhsph. edu/research/centers-and-
institutes/johns-hopkins-center-for-health-disparities-
solutions/Projects/MMT. html. 2009. 

53. Guba EG. Criteria for assessing the trustworthiness of 
naturalistic inquiries. Ectj. 1981;29(2):75. 

54. Lambert SD, Loiselle CG. Combining individual 
interviews and focus groups to enhance data richness. 
Journal of advanced nursing. 2008;62(2):228-237. 

55. Shenton AK. Strategies for ensuring trustworthiness in 
qualitative research projects. Education for 
information. 2004;22(2):63-75. 

56. Patton MQ. Qualitative research and evaluation 
methods. Thousand Oaks. Cal.: Sage Publications. 
2002. 

57. Pope C, Mays N. Qualitative Research In Health Care 
Second Edit: London: BMJ books; 2000. 

58. Bartlett JW, Seaman SR, White IR, et al. Multiple 
imputation of covariates by fully conditional 
specification: Accommodating the substantive model. 
Statistical methods in medical research. 
2015;24(4):462-487. 

59. Lee KJ, Carlin JB. Multiple imputation for missing data: 
fully conditional specification versus multivariate 
normal imputation. American journal of epidemiology. 
2010;171(5):624-632. 

60. White IR, Royston P, Wood AM. Multiple imputation 
using chained equations: issues and guidance for 
practice. Statistics in medicine. 2011;30(4):377-399. 

61. Glaser BG. The constant comparative method of 
qualitative analysis. Social problems. 
1965;12(4):436-445. 

62. Musa D, Schulz R, Harris R, et al. Trust in the health 
care system and the use of preventive health services 
by older black and white adults. American journal of 
public health. 2009;99(7):1293-1299. 

63. Hammond WP. Psychosocial correlates of medical 
mistrust among African American men. American 

https://www.auanet.org/guidelines/early-detection-of-prostate-cancer-(2013-reviewed-and-validity-confirmed-2015
https://www.auanet.org/guidelines/early-detection-of-prostate-cancer-(2013-reviewed-and-validity-confirmed-2015
https://www.auanet.org/guidelines/early-detection-of-prostate-cancer-(2013-reviewed-and-validity-confirmed-2015
https://www.nccn.org/professionals/physician_gls/f_guidelines.asp#site
https://www.nccn.org/professionals/physician_gls/f_guidelines.asp#site
http://www.cancer.org/cancer/prostatecancer/moreinformation/prostatecancerearlydetection/prostate-cancer-early-detection-acs-recommendations
http://www.cancer.org/cancer/prostatecancer/moreinformation/prostatecancerearlydetection/prostate-cancer-early-detection-acs-recommendations
http://www.cancer.org/cancer/prostatecancer/moreinformation/prostatecancerearlydetection/prostate-cancer-early-detection-acs-recommendations
http://www/


Medical Mistrust on Prostate Cancer Screening 

© 2024 European Society of Medicine 12 

journal of community psychology. 2010;45(1-2):87-
106. 

64. Lillie-Blanton M, Brodie M, Rowland D, et al. Race, 
ethnicity, and the health care system: public 
perceptions and experiences. Medical Care Research 
and Review. 2000;57(1_suppl):218-235. 

65. LaVeist TA, Nickerson KJ, Bowie JV. Attitudes about 
racism, medical mistrust, and satisfaction with care 
among African American and white cardiac patients. 
Medical Care Research and Review. 
2000;57(1_suppl):146-161. 

66. Williamson LD, Smith MA, Bigman CA. Does 
discrimination breed mistrust? Examining the role of 
mediated and non-mediated discrimination 
experiences in medical mistrust. Journal of Health 
Communication. 2019;24(10):791-799. 

67. Finkelstein DM, Harding JF, Paulsell D, et al. Economic 
Well-Being And Health: The Role Of Income Support 
Programs In Promoting Health And Advancing Health 

Equity: Study examines income support programs and 
their role in promoting health and advancing health 
equity. Health Affairs. 2022;41(12):1700-1706. 

68. Hoffman C, Paradise J. Health insurance and access 
to health care in the United States. Annals of the New 
York Academy of Sciences. 2008;1136(1):149-160. 

69. Sommers BD, Gawande AA, Baicker K. Health 
insurance coverage and health—what the recent 
evidence tells us377. Mass Medical Soc; 2017:586-
593. 

70. Powell W, Richmond J, Mohottige D, et al. Medical 
mistrust, racism, and delays in preventive health 
screening among African-American men. Behavioral 
Medicine. 2019;45(2):102-117. 

71. Scharff DP, Mathews KJ, Jackson P, et al. More than 
Tuskegee: understanding mistrust about research 
participation. Journal of health care for the poor and 
underserved. 2010;21(3):879. 

 
 


