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Abstract
There are racial and geographic disparities for HIV in the United States; Blackwomen have nearly 20 times the risk ofWhite women in
being infected with HIV, and lifetime HIV risk is greatest for people living in the southern United States. These disparities, layered with
the structural racism and discrimination that is more prominent in the south, is a public health issue. The purpose of this article is to
share Black women’s perspectives of how perceived structural racism and discrimination, and medical mistrust in the health care
system contribute to their participation in health services. In this formative study, we conducted seven focus groups among women
living in 10 low-income housing communities. Results indicate that there are barriers to the utilization of health services that are
grounded in personal experiences and historical mistrust for the health care system. Understanding these barriers is critical to
combating the HIV epidemic for this population.
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The southern region of the United States is dispro-
portionately affected by HIV, having twice as many

new HIV diagnoses compared with other regions (Cen-
ter for Disease Control and Prevention [CDC], 2016).
High poverty rates, poor quality health care, and low
rates of insurance coverage have all been linked to HIV
prevalence (CDC, 2016; Hess et al., 2017) and contrib-
ute to the higher rates of HIV infection in the US South.
Additionally, racism and discrimination, and medical
mistrust are more profound in the U.S. South, due to its
unique social–historical legacy, which includes eco-
nomic oppression, slavery, racial discrimination, and
segregation (Barr, 2014; Bradley et al., 2018; Institute of
Medicine, 2003).

Furthermore, among all women, Black women ac-
count for the largest share of new HIV diagnoses (57%
in 2019). The rate of new diagnoses among White
women in 2019 was 21% and the rate among Latinas
was 18% (CDC, 2019). In addition to racial and re-
gional disparities, Black women living in low-income
communities have a 5-fold increased incidence of HIV
infection than the general population of Black women
(Frew et al., 2016; Hodder et al., 2013). This increased
incidence, layered with the structural racism and dis-
crimination that is more prominent in the southern re-
gion of the United States, is a public health issue of great
concern.

Examination of the impact of structural racism and
discrimination on health decision making of marginal-
ized groups, such as low-income Black women, is in-
tegral to elimination of health disparities and promotion
of health equity. Structural racism refers to “the totality
of ways in which societies foster racial discrimination
through mutually reinforcing systems of housing, edu-
cation, employment, earnings, benefits, credit, media,
health care, and criminal justice; these patterns and
practices in turn reinforce discriminatory beliefs, values,
and distribution of resources” (Blair et al., 2013, p. 1).
Structural discrimination refers to policies that are race
or gender neutral in intent but have negative effects on
women, minorities, or both (Pincus, 1996).
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To effectively address the HIV disparities that exist
for Black women, it is critical to contextualize women’s
perspectives of structural racism and discrimination
within broader systems of racism (Bailey et al., 2017;
Blair et al., 2013). Understanding how structural rac-
ism and discrimination influence efforts to develop and
implement viable strategies to protect Black women
from acquiring HIV and maximize care for women
living with HIV is critical to stemming the devastating
effects of this health issue on Black women and the
larger community. Much evidence exists regarding the
impact of individuals’ self-reported experiences of
individual-level racism and discrimination on their
health (Blair et al., 2013). In contrast, little is known
about the experiences of thosemost affected by theHIV
epidemic related to structural racism and discrimina-
tion in the health care system.

In addition to racism and discrimination and its im-
pact on health care decision making and medical mis-
trust continues to have an impact on health and health
outcomes of the Black community (Pellowski et al.,
2017). It is critical to take into consideration how his-
torical medical mistrust compounds the challenge of
addressing the HIV epidemic, specifically in the US
South. Medical mistrust has been shown to be nega-
tively correlated with medication necessity beliefs and
has been found to lower medication adherence, espe-
cially for Black individuals living with HIV (Pellowski
et al., 2017). Additionally, inmultiple studies exploring
HIV prevention in Black women, women reported
medical mistrust as a barrier for not discussing or
accessing HIV prevention medications such as pre-
exposure prophylaxis (Flash et al., 2014; Goparaju
et al., 2017).

There are fewHIV prevention interventions designed
specifically for Black women who are socially and cul-
turally relevant and who consider the effect that struc-
tural racism and discrimination, and medical mistrust,
have on HIV prevention and treatment services. There
is a need for gender-specific, culturally salient inter-
ventions and services for Blackwomen to optimize their
health care decisions, health outcomes, and participa-
tion in HIV prevention interventions and pro-
gramming. In a larger, primary study, we identified that
the perceptions of Black women about structural rac-
ism and discrimination, and medical mistrust, were
critical to the development ofHIVprevention programs
and interventions. The purpose of this study was to
share Black women’s perspectives of how perceived
racism and discrimination, and medical mistrust, in the
health care system contributed to their participation in
health practices and programs.

Methods

In this qualitative descriptive study, we conducted seven
focusgroups amongAfricanAmericanwomen living in10
low-income housing communities from July 2016 to Oc-
tober 2016. We conducted one more focus group in
March 2017 to verify saturation of themes. Focus groups
were conducted in private spaces such as the community
center at the public housing authority or public library.
Focus groups were primarily conducted by two racially
congruent facilitators (African American women) who
hadbackgrounds inpublichealthandgrewupandstill live
in the geographical areas where this research was con-
ducted. Additionally, two White women, who were
researchers from the university, were also data collectors.
Written consent was obtained from each participant. The
study design, including data collection tools and analytic
approach, was guided by a conceptual model that was
based on the Gelberg-Andersen Behavioral Model for
Vulnerable Populations of Health Care Utilization (Gel-
berg et al., 2000). The model shows the relationships
among health systems, the external environment, and
predisposing, enabling, and need characteristics of the
population that lead to theuseof healthprogrammingand
personal health choices which, in turn, affect HIV risk.
With this conceptualmodel as a guide, the focus groups

were designed to elicit the perspectives of Black women,
who were public housing residents, regarding barriers to
HIV prevention practices and underutilization of health
programming. More specifically, examples of questions
that we asked participants to guide data collection in-
cluded the following: “What is most important to you
about your own health?,” “If you had the chance to de-
sign the perfect health program, what would it look like?
What would it have?,” and “How do you see an HIV
preventionprogrambeinghelpful orunhelpfulwithin this
community?”Wedidnot specifically ask about structural
racism and discrimination, and medical mistrust, in our
focus groups because these concepts were not directly
examined in this study. However, in our analysis of the
transcripts of the primary study, perceived structural
racism and discrimination, and medical mistrust, of the
health care system were uncovered as barriers to Black
women receiving and engaging in preventive care and
treatment.
The study methods were developed and conducted by

a community–academic partnership (CAP), which con-
sisted of a group of researchers and other academic
partners (n 5 10), representatives from the local public
housing authority (n 5 2), a community-based organi-
zation (n 5 3), community stakeholders (n 5 8), and
Blackwomen living in low-incomehousing communities
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(n5 10).Member selection for this group included those
who had an interest in supporting HIV prevention in
African American/Black communities, who had an
existing relationship with or were referred to the re-
search team and who were willing to convene a mini-
mum of three times per year for approximately 90–120
minutes per meeting. The overall purpose of the CAP
was to make study design decisions, including adapting
an HIV prevention program, providing input on focus
group guides and survey instruments, and developing
the implementation plan and pilot evaluation. Partici-
pation in the CAP included capacity-building activities
in research and community engagement activities.
Participants in the focus groups all self-identified as

African American/Black women, 18 years or older, who
were residents of one of 10 public housing developments
in one small southeastern city. There were no cultural
variations reported by participants such as Afro-
Caribbean or Native African. For the purposes of this
study, which focused on primary prevention approaches
for women who were not infected with HIV, we did not
ask women about their HIV status to avoid any stig-
matization that could occur related to HIV. Study staff
posted recruitment flyers in local public housing au-
thority community centers and attended community
events, including monthly resident council meetings to
invite women to participate. CAP members provided
referrals for community-based snowball sampling to
identify potential participants who were then screened
for eligibility by study staff. There were 3–12 women
participants in one of the seven focus group discussions.
Traditionally, in marketing research, the ideal size of

a focus group to obtain reactions to a product is con-
sidered to be 10–12 people (Stewart & Shamdassani,
2015). For the purpose of exploring an issue or behavior,
6–8 is preferred (Stewart& Shamdassani, 2015). As one
of the main purposes of the larger study, in our focus
groups, we aimed to obtain women’s reactions to fea-
tures of an HIV prevention program to which they had
not beenpreviously exposed, andwe elected to allowour
focus group size to include as many as 12. The selection
of the range for the sample size of our focus groups took
into account the study purposes, as well as logistical
considerations, and the need to maintain trust and good
rapport with the communities in which we were con-
ducting research. No information was collected re-
garding whether participants identified as cisgender or
transgender women. Each focus group was conducted
by one facilitator, one co-facilitator, and one note taker.
Four researchers took turns serving as facilitator, co-
facilitator, or note taker at each focus group. Three other

research staff served as note takers and assisted with
administrative aspects of the study.

Data were analyzed using a conventional content
analysis method (Hsieh & Shannon, 2005). In this
method, concepts are directly derived from data. All
focus groups were audiorecorded and transcribed ver-
batim by a professional transcription company, with
identifying information redacted. A team of three qual-
itative researchers used Atlas.ti Version 8 software to
manage the transcribed data while analyzing the tran-
scripts collaboratively. The team reviewed the tran-
scripts and created a preliminary codebook of topical
and interpretive codes derived from common words,
statements, and themes in the transcripts. Interpretive
codes were applied to ideas that were expressed but not
explicitly queried or stated (e.g., trust, motivation). The
team applied topical and interpretive codes to significant
utterances exemplifying each code and compared results
with assess consistencybetween coders.Where therewas
disagreement among coders, topics were discussed fur-
ther to achieve consensus to develop a final codebook.
Researchers used the final codebook to code the tran-
scripts and examined codes and quotations for clusters
of meaning related to contextual factors that influenced
women’s use ofHIV prevention practices and programs.
Attention was given to points of overlap and contrast
within and among each discussion. We sought data
saturation (as opposed to theoretical saturation), when
the data collectors were hearing the same or similar
comments again and again (Saunders et al., 2018). After
preliminary review of the focus group tapes, we con-
ducted one more focus group in March 2017, to ensure
that no new information was being discussed that had
not been heard in the previous focus groups.

Trustworthiness of findings included five primary
strategies (Miles et al., 2019). They included (a) brack-
eting: temporarily setting aside the researchers’
assumptions (by having detailed, reflective discussions
about data) and creating an audit trail of analyzed data,
(b) precise data analysis: providing rich descriptions to
convey the findings, (c) external audit: asking a person
outside the project to conduct a thorough review of the
study results, (d) member checking: getting feedback
from the community advisory panel and a subsample of
women participants on the accuracy of the identified
categories and themes, and (e) data checking two other
data sources from the same community of women par-
ticipants (a survey and the photo voice project not
reported here) enabled us to triangulate our findings. All
studymethodswere approvedby theUniversity ofNorth
Carolina at Chapel Hill’s Institutional Review Board
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and theOffice for the ProtectionofHumanSubjects (IRB
protocol number 15-1386).

Results

Forty-eight women meeting eligibility criteria participated
in this study. The ages of the women ranged from 30 to 60
years. Participants shared their health encounters from
multiple experienceswith the health care system, including
interactions with a variety of disciplines (physicians, social
workers, nurses), with the idea that such experience could
potentially translate into ways to enhance participation by
Black women in HIV prevention programming. A prom-
inent theme that emerged somewhat unexpectedly
throughout thedatawaswomen’sperceptionsof structural
racism and discrimination, and medical mistrust, as bar-
riers to receiving and engaging in preventive care and
treatment. Although the words “structural racism and
discrimination and medical mistrust” were not directly
used by participants throughout the interviews, the
researchers made the connections between individual
experiences discussed in the focus groups and broader
structural issues of race. The concepts of structural racism
and discrimination, and medical mistrust, were consis-
tently communicatedbywomenasbeing significant factors
in their health care decisions and program participation.

Four subthemes emerged from our analysis of these
focus group discussions related to Black women’s per-
ceptions of structural racism and discrimination, and
medical mistrust. These included the following: (a) pre-
vious experiences with the health care system decreased
women’s trust in health care providers’ medical advice
and instructions; (b) systems and structures place Black
women at a disadvantage comparedwithWhite women;
(c) women perceived that providers lacked effective
communication with Black women in the clinical en-
counter; and (d) women need to be empowered in the
clinical encounter with health care providers. Individual
quotes from participants are reflected in each theme to
further describe participants’ perspectives and insights.

Previous Experiences of Women With the Health
CareSystemDecreasedTheir Trust inHealthCare
Providers’ Medical Advice and Instructions

Participants expressed their distrust of medical pro-
viders. This distrust stemmed from various sources. For
example, women shared their perceptions that providers
give falsemedical information to patientswho are Black.
The following quote provides an example from one
participant of how misinformation from health care
providers leads to negative perceptions of them,

They said, “Oh you might have an STD.” So what we’re going
to do is we’re going to treat you. And I came backwith no STD.
So you’re not treatingme? First of all, you falselymedicatedme.
You’re taking insurancemoney that don’t need to be used. I just
think the program is a bit crazy.

In addition, women viewed certain health care facili-
ties as being more trusted and trustworthy than others
based on their perception of receptivity toward Black
patients. Women identified certain facilities by their
geographical location as being trustworthy or not. One
participant told of her experience at a health care facility
not located in an affluent community: “I think because
they think we’re Black and ignorant, and they can tell us
anything and we going to fly with it.”
Another participant stated, “Girl, [Name of Institution]

is trying tokill people. I’d rather go tomy [Nameof second
institution] and I know I’ll get care and stay alive.” Par-
ticipants perceived the first medical establishment as
a historically White institution and described how their
experiences of bias toward them from providers in this
institution affected how they received and followed guid-
ance from the providers. Not only does this suggest the
severity of the perceived racism but also that some pro-
viders or institutions are perceived as worse than others.
In some cases, women’s mistrust of the health system

caused skepticism toward medical advice and contrib-
uted to their engaging in behaviors that lead to negative
health outcomes. In reference to trusting medical advice
from providers in the health system, one focus group
participant shared,

I don’twanna say it like this, but evenwhenwego to the doctor,
the White people’s terminology, Eat healthy, don’t smoke,
don’t do drugs, protect your sex or abstinence…I smoked
cigarettes the whole 9 months. I even smoked a little weed the
whole 9 months…And I drank some beer the whole 9 months.
My baby—my last baby—was 9 pounds…So I don’t know
what he’s talking about.

The perception that this was “White terminology” led
this woman to not believe and trust what shewas told by
health care providers, mainly because the information
did not hold true for her lived experiences.

Systems and Structures Place Black Women at
a Disadvantage Compared With White Women

Participants perceived that institutional and systematic
regulations contributed to women’s mistrust of the
health care system.

I had heard theywere going to start giving people who get food
stamps drug tests. They’re afraid of the drug tests [referring to
low-income Black women]. So they avoid going to the doctors
and to the hospitals completely.
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Systematic policies, especially in low-income housing,
have a direct impact on other facets of life for women,
including their health care decisions. Structural factors
related to the public housing environment present ad-
ditional barriers to social cohesion, racism, and com-
peting priorities, as one participant explained:

The government,whodecideswhat type of taxeswe can afford,
what type of lifestyle we can have, how much money we can
make, whether you’re a woman or aman, Black,White, Asian,
whatever. That plays a lot in what a person has to go through,
especially women. They had to fight so hard and so long to
makewomen’s rights an issue andbecome the status thatweare
today, especially if we’re Black. It’s much, much harder to even
make the kind of money you want to.

This participant expresses the systematic inequities of
women in general but adds that being a woman and
Black adds a layer of challenges to accessing health care.
For example, women discussed the lack of insurance,
which made them unable to afford health care. One
participant stated,

The health department is the health department, meaning they
are there to help people. But now they will not see you unless
you can pay. Why do you have to pay to go to the health
department? You used to could walk in and say I have a STD
and they would go ahead and see you.

Women expressed little to no resources in the commu-
nity to access affordable health care. They stated that even
for the clinics that are labeled as free or affordable, they
have co-payments that make accessing care challenging.

Lack of Effective Communication in the
Clinical Encounter

Women perceived a lack of communication within and
across the health care system as evidenced by the dif-
ference in the care received at hospitals or clinics based
on their geographical location. Women also stated that
they experienced challenges with communication with
health care providers in the clinical encounter, such as
receiving misinformation or having the provider not
communicate the details of the care being given.

I walked around with cancer for 3 years…I went to the doctor
back and forth. Nobody never spoke of these things. I was in an
all-girls home, going to the doctor regularly. Nobody ever spoke
of me having this. When I came back to [name of facility] to the
health department, theywas like, we’ve been looking for you for
3 years. We wanted you to know you got cervical cancer.

In another example, thiswomandescribes theprovider’s
communication style as “lacking”; the provider did not
elaborate on the care to be given nor provide detailed
explanations. The woman explained, “They [health care

providers] don’t communicate. Hey, we’re going to give
you this shot. It’s birth control. Here you go.”

Finally, women reported cultural norms that may
exist among Black women, which can potentially in-
fluence their seeking of care. For example, one partici-
pant stated,

Most people, they don’t go to a health seminar. They don’t
want to know if something is going to happen to them. They
don’t do it unless something iswrongwith them. I don’twant to
talk to a doctor unless I’m sick.

Althoughmanywomen reported negative experiences
with provider communication, there were a few who
acknowledged effective provider communication. These
positive provider–patient communications show that
when time and care are taken by providers to establish
good communication and relationships, health behav-
iors can improve.

Black Women Perceive the Need to be
Empowered in the Clinical Encounter With Health
Care Providers

The perceived racial bias of health care providers has
been amotivating factor forwomen to advocate for their
rights. The quotation below provides an illustrative ex-
ample of how women are propelled, once again, to
question health care recommendations and also to de-
mand more from their providers:

“But see, us Black people have to start being more aware
ourselves.We got to start asking questions. You can’t just stick
me in my arm with anything no more.”

Onewoman shared howher experiences in the clinical
encounter have caused her to be more aware of the care
provided or recommended to her. She explained how she
has changed her communication with her health care
provider to be more assertive.

A doctor can’t give me nothing now. I want to know what’s in
the shot. “Excuseme, what’s this shot?” “Oh, it’s going to cure
you.” “No, what is it?What’s the name of it?What are the side
effects?” A lot of stuff nobody tells us.

Another woman explained how she began to research
birth control options given to her and other health care
recommendations, “Literally I started doing the re-
search, started doing my own research.” In agreement,
another participant stated, “They don’t communicate.”
Women expressed the need to investigate their own
health care due to the lack of in-depth communication
they experienced in their clinical encounters. The need to
understand health care treatments was essential to
women’s decision making regarding their health.
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Discussion

Structural racism and discrimination have been shown to
affect the health andwell-being of individuals in complex,
multifaceted ways (Bailey et al., 2017; Blair et al., 2013;
Institute ofMedicine [IOM], 2003). In this study, women
living in low-income housing indicated a number of ways
that they perceived that structural racism and discrimi-
nation impeded their abilities to access health care and
preventive services and to carry out certain health
behaviors. One of themost salient themes to emerge from
their stories was their mistrust of health care providers
and institutions, a finding that is consistent with other
literature on mistrust of medical systems among minori-
ties (Bailey et al., 2017; Blair et al., 2013). Participants
described examples of their interactions with health ser-
vice providers and, in a number of cases, were able to
explicitly articulate how they felt those interactions af-
fected their level of knowledge and understanding of their
own medical conditions, risks, and treatment, and their
personal health behaviors. Some women reported exam-
ples of interactions with providers and perceptions of the
health care system that had no direct reference to race
alone, but their underlying perspectives were that being
Black and a woman added layers to their existing chal-
lengeswithhealth care systems.Also consistentwithother
studies is that low-income Black women report lower
receipt of medical risk information and health advice
from physicians compared with higher income and non-
minority women (Flash et al., 2014; Frew et al., 2016).

These findings have expanded our understanding of
Black women’s skepticism of medical providers and
systems and have reinforced our view of the importance
of addressing these trust issues in future HIV prevention
efforts with this population. Failure to do so risks con-
tinuing the cycles of medical distrust leading to poor
health outcomes. HIV programs serving Black women
should include conversations around race and trust for
both providers and patients.

In addition to the individual experiences of perceived
discrimination that women in this study shared, some
participants also drew attention to the less overt and less
identifiable acts of racism that are built into health care
systems. Similarly, Feagin and Bennefield (2014) assessed
decades of empirical research on racial dimensions of US
health care and public health institutions. Consistent with
women’s reports in our study about interpersonal rela-
tionships within the health care system, Feagin and Ben-
nefield (2014) concluded from research that
“institutionalized White socioeconomic resources, dis-
crimination, and racialized framing from centuries of
slavery, segregation, and contemporary White oppression

severely limit and restrict access of many Americans of
color to adequate socioeconomic resources- and to ade-
quate health care and health outcomes” (p. 7). This long
history will require that critical conversations about race
and health take place to begin breaking deeply ingrained
cycles of discrimination. Bringing awareness to providers
andadministrators about the roles theyplay in this broader
system, which affects the health of minority women, is es-
sential. Awareness is the first step toward modification of
provider behaviors and institutional policies that can then
lead tobetterpatienthealthoutcomes. Integrating trainings
on race, trust, and implicit bias intoHIVprogrammingand
interventions forall stakeholders is strongly recommended.
If meaningful progress is desired toward reducing HIV
disparities among Black women, focusing on health sys-
tems and individual providers becomes important.
Women in our study also provided further context on

the broader social environments of Black women in the
South and reported that the systems and environments in
which they live have a significant impact on their health
care beliefs and decisions. Consistent with the findings
from the Institute of Medicine report, “Unequal Treat-
ment” (IOM, 2003), our study with Black women high-
lighted disparities that stem back to the social
environments in which they live, work, study, and engage
in other activities. For example, employment, neighbor-
hood characteristics, and social policies as well as culture
and beliefs about health all influence health care decisions
and outcomes. In our study, women perceived that pro-
viders judged them based on the combination of their race
and class (low-income status). The perception was that
perceived discrimination was worse because they were
Black, women, and low-income. There is synergy between
classism and racism that makes the racism worse for low-
income individuals. Even if not overt,womenperceive race
to be a factor in their encounter with health care systems.
It is critical to also acknowledge that not only do em-

ployment, neighborhood characteristics, social policies,
culture, and beliefs about health influence low-income
Black women but also they influence decision makers in
the health care system, as well as government, policy
makers, and developers of health care interventions and
programs. Their culture and beliefs also affect the deci-
sions they make and the interactions they have with low-
income Black women, further reinforcing the need for
race and equity training and raising awareness among
a diverse range of stakeholders (Black et al., 2019).
Finally, positive communications in the clinical en-

counter and in health care programming are essential
components of building and restoring trust among Black
women. Disparities between women of color and White
women in their experiences of interacting with providers
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in clinical settings have been shown to lead to poorer
health among Black women (Barr, 2014; Bradley et al.,
2018). Our findings were consistent with other studies
that found that racial and ethnic minorities report poorer
communication and lack of shared decision making,
greater distrust, and discrimination and ultimately expe-
rience poorer health.As the settingwheremedical decision
makingoccurs, the clinical encounter is a tangiblewindow
of opportunity for providers and health systems to posi-
tively impact the health of Black women (Bailey et al.,
2017; Blair et al., 2014; Castle et al., 2018; Hall et al.,
2015). Identifying trusted individuals orgatekeepers in the
communities where women live also are essential in link-
ing women in the community to the needed health care
clinics, programs, information, and other resources.
Participants explicitly expressed a preference forHIV-

related messaging and programming to be delivered by
communitymembers, as opposed to clinicians, who they
perceived to be more relatable. Peer education inter-
ventions are also strongly recommended. Participants in
our study revealed examples of service providers who
have successfully established open and respectful rela-
tionships, which suggest that in cases where trust be-
tween clinicians and patients is established, preventive
health behaviors can be improved.
As in all studies, this study has limitations.We did not

differentiate women by gender identity (cis- vs. trans-
gender); thus, it is not known if gender was associated
with differential effects. Future studies should include
the perspectives of this population to determine their
experiences and the impact of their experiences onhealth
care decisions and engagement in programs.
These findings support the importance for health care

providers, as well as researchers, to be aware of systematic
racism and structural discrimination that may be overt in
our health care systems. Additionally, these systems may
cause providers to translate implicit actions into the clinical
encounter with patients and their families, as well as in
interventionandprogramdevelopment. It is critical tohave
conversations, trainings, and workshops about these con-
cepts and develop strategies to address them. For example,
engagingwomen in the development, implementation, and
evaluation of clinical services and programs that directly
influence them would be critical for assuring that the
services provided are culturally and socially relevant.
There is no simple solution to addressing the sensitive

nature of perceived systematic racism and structural dis-
crimination, and medical mistrust, in the health care
system experienced by Black women. Some literature
concluded institutionalized White socioeconomic
resources, discrimination, and racialized framing from
centuries of slavery, segregation, and contemporary

White oppression severely limited and restricted access
for many Americans of color to adequate socioeconomic
resources and health care (Bailey et al., 2017; Castle et al.,
2018;Hall et al., 2015).Theeffects these factorsmayhave
on Black women’s participation in health practices and
programs warrant more investigation and direct study.

Findings on the understanding of Black women’s
skepticism of medical providers and systems reinforced
and expanded our view of the importance of addressing
these trust issues in futureHIVprevention effortswith this
population. This long history will require that critical
conversations about race and health take place to begin
breaking deeply ingrained cycles of discrimination. Future
HIV health practices and programs could benefit from
careful attention to interpersonal relationships within the
health care system that integrate components of building
positive bidirectional communication, restoring trust, and
peer education interventions among Black women.

HIV practices and programs have the potential to be
accepted by Black women living in low-income housing;
however, identifying trusted individuals or gatekeepers
in the communities where women live will also be es-
sential in linkingwomen in the community to the needed
health care clinics, programs, information, and other
resources. A preference for HIV-related messaging and
programming to be delivered by community members,
as opposed to clinicians, and peer education inter-
ventions are strongly recommended.
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Key Considerations

m Identifying trusted individuals or gatekeepers in the

communities where women live is essential to linking

women in the community to HIV prevention and

treatment services.

m HIV health practices and programs could benefit from

careful attention to interpersonal relationships and

communication in the clinical encounter with Black

women.

m HIV prevention and treatment interventions that

integrate components of building positive

bidirectional communication, restoring trust, and peer

education interventions among Black women are

strongly recommended.
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