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Presentation titleObjectives 

1. Review historical context of medical mistrust among black Americans, specifically 
black same gender loving men.

2. Highlight nuances in the definition and practice of cultural competency, humility 
and respect.

3. Provide a framework for culturally respectful health service provision for black, gay 
men.

4. Explore opportunities for providers, ASOs/CBOS  and health departments to be 
operators of change. 
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His Health
Background  



5

Presentation title

A systematic review of HIV interventions for  
black men who have sex with men (MSM)
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His Health
• His Health is a united 

community of advocates and 
healthcare providers 
passionately committed to 
raising the standard of care for 
black gay men. 

• We believe that shifting the HIV 
epidemic among black gay men 
is a shared responsibility for 
patients,  providers, and 
administrators operating at 
every level of our nation’s 
health care systems.
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His Health 
• We recognize how stigma, 

discrimination and medical 
mistrust act as tremendous 
barriers to good health for many 
black gay men. 

• To restore trust, we must 
break down silos and foster 
better communication 
between black gay men and 
care practitioners. 

• To grow strong, we must work 
together.
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His Heath will 
launch in the 
summer of 
2016  
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Socio – Historical Background 
and Context of Medical Mistrust 
among Black Americans
Angel Brown, Public Health Consultant 
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Medical Apartheid in the U.S.
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Presentation titleSocio-Historical 
Context of Medical 
Mistreatment 
1800s

1.

• 1839: Caucasians 
have bigger skulls 
and brains

• 1851: Black people 
thought to be immune 
to specific diseases 
(e.g. malaria, yellow 
fever, typhoid) and to 
physical/emotional 
pain

• Non-consent, 
unethical non-ethical 
experimentation on 
black bodies and 
cadavers

• Sterilization
• Pharmaceutical 

research 
• Surgery
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Presentation titleSocio-Historical 
Context of Medical 
Mistreatment 
1900s

1. 2. 3.

• 1900: James Marion 
Sims developed 
gynecological 
treatments through 
experiments on slave 
women without 
anesthesia

• Cadavers used in 
teaching hospitals 
and for anatomical 
dissertation
• Grave‐robbing 

African 
American 
cemeteries

• 1932: Tuskegee 
syphilis experiment 
• 40 years, 600+ 

poor Black men 
left untreated 
during disease 
progression
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Context of Medical 
Mistreatment 
1900s

4. 5. 6.

• Eugenics
• Nazism

• 1941: 100,000 people 
involuntarily sterilized

• Dangerous 
IUDs

• Depo-Provero, 
Norplant trials

• 1950s - 60s: research 
on Black inmates

• 1960s - 70s: 
paralyzing 
neurosurgery 
studying hyperactive 
behavior

• 1997: Fenfluramine
administered among 
African American 
youth in NY to 
measure violent 
propensity, Columbia 
University
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Americans - 1980s 

• 1981: HIV first 
reported by the CDC

• 1983: CDC begins to 
track HIV epidemic by 
race

• 1985: First Black 
AIDS Orgs Founded 
(Bebashi, Black and 
White Men Together, 
Minority AIDS 
Project) 

• 1986: First Black 
AIDS conference in 
DC

• 1987: SF study - new 
HIV infection greatest 
among GBM

• 1988: First CDC grant 
for HIV prevention 
among Black men
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“We created jobs for people that probably wouldn’t 
have jobs...We used the people from the community. 
That’s where a lot of agencies make their mistake. They 
send a lot of people out to do a job that they are really 
not qualified for. 

It was just real and raw. Now, things are starting to get 
so political. Because now, everything is about paper. 
The problem we always had, we did the work but we 
never documented it. We could see the impact in the 
community, but when we went to the funders, we 
couldn’t prove it. If its not in writing, it didn’t happen.”

M. Anthony – 3MV Coordinator, Brothers United 
Indianapolis, Indiana
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Americans - 1990s 

1. 2. 3.

• 1993: HIV becomes 
leading cause of 
death for young Black 
men and women 
between 25-44

• 1993: 60% greater 
odds of HIV infection 
among BGM vs. 
WGM

• 1998: Minority AIDS 
Initiative Created

• 1999: Black AIDS 
Institute Founded
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Among Black MSM 
2000s 

• 2000: Study of young 
gay men in seven 
cities finds HIV 
diagnoses higher 
among Black gay 
men than white gay 
men

• 2004:  CDC reports 
HIV outbreak among 
black gay college 
students in North 
Carolina

• 2005: Five-city study 
of gay men finds 46% 
of BGM have HIV 
(64% do not know 
their HIV status)
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Among Black MSM
2000s 

4. 5. 6.

• 2005: CDC reports 
that about half (46%) 
of Americans with 
HIV are Black

• 2005: PrEP trial for 
white gay men –
black men sorely 
underrepresented

• 2006: Perspective 
study in six cities 
reports that HIV 
infections are two 
times greater among 
BGM than WGM
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Among Black MSM
2000s 

7. 8. 9.

• 2010: Obama 
announces the 
National HIV/AIDS 
Strategy, (highlights 
BGM)

• 2010: CDC reports 
that new infections 
increase among BGM 
by 48% between 2006 
and 2009

• 2011:  CDC finds that 
1/3 of all BGM in 21 
cities are HIV+
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Among Black MSM
2000s 

10. 11. 12.

• 2012: BROTHERS 
study reports HIV 
incidence of 3% 
among GBM men 
across three cities

• 2012:  CDC meta 
analysis finds that 
BGM are 22 times 
more likely to be   
HIV+ than Black 
Americans overall 

• 2014: CDC reports 
that 55% of Black gay 
men are not in care

• 2016: CROI Results 
suggest that 1 in 2 
BGM will be 
diagnosed with HIV in 
their lifetime
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• Among negative BGM, greater experienced stigma and global medical mistrust leads to longer gaps 
between medical exams (Eaton at. Al, 2015)

• Higher levels of systematic discriminations and more conspiracy beliefs associated with increased risk 
among ethnic minority MSM (Hoyt et. Al, 2012)

• Related to low HIV testing frequency
• Related to more unprotected sex (Bogart et. Al, 2012)
• Less likely to have a high CD4 cell count and an undetectable viral load (Bogart et. Al, 2013) 
• More likely to visit the emergency department (Bogart et. Al, 2013) 

Stigma and Discrimination Adversely 
Impacts the Health Outcomes of Black 
MSM  
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Health Equity, Stigma and PrEP
Isaiah Webster, NASTAD
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• Addressing health equity is fundamental to 
ending HIV and hepatitis 

• To end the epidemics once and for all, we 
must place an intense focus on 
communities that bear the greatest burden 
of HIV and hepatitis

• Despite some success, disparities persist 
and we have to do more to make our 
success more far reaching

Health Equity in HIV and Hepatitis
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• Two‐thirds of people living with HIV report experiencing one of 
the following forms of discrimination from healthcare providers:

Barriers

“The clinician refused to 
provide me with needed 

care because of my 
identity/HIV status.”

“I can’t seem to find 
competent services for 

people like me.”

“The provider treated me 
differently because of who 

I am.”

“Will I be able to find 
health professionals who 
are adequately trained?”
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Additional Barriers

• Barriers faced by people living with HIV                                   
accessing clinical services:

“The clinician blamed me 
for my condition.”

“The provider was 
physically rough/abusive.”

“The provider used harsh 
language.”
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Moving beyond cultural competency 

Cultural

Responsiveness 

Life‐Long Learner Model 

Cultural Competency

Minimum Set of Standards

Maximum Desired Outcome



27

Presentation title

System-level Models to Address Stigma &                 
Provide Culturally-Responsive Care 

Lower 
healthcare costs

CONTINUUM OF PREVENTION AND CARE THE TRIPLE AIM
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Drivers of 
bias and 
discrimination 
that lead to 
adverse 
health 
outcomes for 
black gay, 
men. 
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A Framework for 
Culturally Competent
Care Provision for 
Black Gay Men 
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“You know, and I mean, if you’re not a same sex 
oriented person then you’re probably not going to 
know as much as I would know. So I think it’s up 
to me to educate you if you don’t know. Of 
course you’re a doctor so you know 
something. So whatever you don’t know I’m 
definitely able to enlighten you on some things.” 

His Health Focus Group Participant – Black 
MSM Patient, Columbia, South Carolina 
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“Yeah I think it always helps to have 
someone that you can identify with, you 
know especially when you’re talking about 
your sexual health because I know when I go 
to the doctor I’m like always uncomfortable 
unless whether it’s a, like I feel unless it’s 
like a Gay man or woman there’s going to be 
a little of just discomfort for me because I 
feel I’m basically disclosing something that I 
don’t know you’re, and I know it’s a 
professional environment but it’s like you’re 
asking personal questions so I feel like I 
don’t really know your, you know, your views 
or your, you know I just feel a bit 
uncomfortable a little so I feel like maybe if I 
had more Gay doctors that would help.” 

His Health Focus Group Participant –
Black MSM Patient, Baltimore, MD
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Bi-
Directional
Approach 

• Providers must acknowledge and 
explore aspects of their patients 
of the lived experiences, values, 
and beliefs regarding their 
medical health and wellness 
outcomes.

• There must be respect and 
balance in this interdependent 
relationship
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Culture 
Among Black 
Gay Men

• Black gay men are not a monolith. 

• Many sub-cultures exist among black 
MSM communities 

• Respectful service provision is predicated 
on approaching every patient as an 
individual
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Cultural 
Competence • Cultural competence in health care is 

broadly defined as the ability of 
providers and organizations to 
understand and integrate these factors 
into the delivery and structure of the 
health care system. 

Saha, S., Beach, M. C., & Cooper, L. A. (2008). Patient Centeredness, Cultural Competence, and Healthcare Quality. Journal of the National 
Medical Association, 100(11), 1275–1285. Retrieved from http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2824588/.



35

Presentation title

Cultural 
Humility • Does not require mastery of lists of 

different cultures and peculiar health 
beliefs and behaviors.

• Entails developing a respectful 
partnership with diverse individuals, 
groups and communities. 

-Drs. Melanie Tervalon and Jan Murray-Garcia 
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Cultural Competence Cultural Humility

Goals To build an understanding of minority cultures 
to better and more appropriately provide 
services 

To encourage personal reflection and growth 
around culture in order to increase awareness 
of service providers 

Values • Knowledge 
• Training 

• Introspection 
• Co‐learning 

Shortcomings • Enforces the idea that there can be 
“competence” in a culture other than 
one’s own

• Supports the myth that cultures are 
monolithic or static

• Based upon academic knowledge rather 
than lived experience. Believes 
professionals can be “certified” in culture 

• Challenges professionals to with and from 
clients

• The burden of learning should not be 
placed on the “diverse” client—it is not 
the client’s responsibility to teach the 
clinical professional about their culture or 
how to interact with him/her.

• No end result, which those in academia 
and medical fields can struggle with 

Benefits • Allows for people to strive to obtain a goal 
• Promotes skills‐building 
• Establishes a minimum 
• performance expectation within clinical 

practice 

• Encourages lifelong learning and an 
appreciation of journey of growth and 
understanding 

• Professionals and clients are in a mutually 
beneficial relationship; diminish damaging 
power dynamics 

Cultural Competency vs. Cultural Humility
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Self – reflection 
and the Lifelong 
Learner model 

Patient‐focused 
interviewing 
and care 

Community‐
based care and 

advocacy 

Institutional 
consistency 

Cultural Humility: Core Principles

Rush, J.T., Corbin‐Gutierrez, E., Carlos De Leon (2015). Alleviating Stigma; Moving Beyond Cultural Competency [PowerPoint Slides]. Retrieved 
from https://www.nastad.org/file/1341/download?token=HwmJfCK6.
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Institutional Consistency 

Staff 

• Demographic 
profile? 

• Diversity? (culture, 
race, ethnicity) 

Training

• Is culture‐related 
training required? 

• Does institutional 
ethos support 
inclusion and 
respect of 
differences? 

Institutional 
Process

• What 
processes/policies 
currently obstruct 
lessons learned? 

• Use data to inform 
whether BGM 
achieving health 
outcomes 

Self Reflection

Rush, J.T., Corbin-Gutierrez, E., Carlos De Leon 
(2015). Alleviating Stigma; Moving Beyond Cultural Competency 
[PowerPoint Slides]. Retrieved 
from https://www.nastad.org/file/1341/download?token=HwmJfCK6.
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Cultural 
Competence 
and 
Intersectionality 

Intersectionality is primary component of 
patient-centered care and providers 
must acknowledge the intersectionality 
that exists in the lives of BGM patients  
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Cultural 
Competence 
and 
Patient-
Centered 
Care 

• Practitioners who are patient-centered 
have specific knowledge
• Counter transference
• Attitudes 
• Skills
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Cultural 
Competence 
and 
Patient-
Centered 
Care 

Providers are familiar with Patient’s:
•Self care practices

•Local community culture regarding social and 
sexual networks

•Health and health care values

•Roles within his communities 
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Strategies for 
Providers – Practicing  
Culturally Competent
Service Provision for 
Black MSM Patients 

Quintin Robinson, Absolut Care
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Check 
Yourself at 
the Door

• The evaluation of BMSM begins before 
you enter the exam room
• Check biases
• Confront fears
• Address vulnerabilities in that you 

don’t know everything
• Remove all assumptions about 

BMSM
• For example do not assume all 

BMSM are sexually promiscuous 
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All BMSM 
are not the 
Same

• Just as there are subcultures within 
American populations the same can 
exist with BMSM
• Transgendered/Asexual/Gender Non 

Conforming
• House and Ballroom Scenes
• Leather Scenes
• Polyamorous Relationships
• Open Relationships
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Patient-
Centered 
Care

• Ensure that practices and service 
providers include BMSM as staff 
members in some capacity 
• Front desk or administrative staff 
• Linkage/Engagement/Care 

Coordinators and Navigators/ 
• Demonstrate INCLUSIVITY in 

agency 
documents/flyers/promotional 
materials 

• Diversity of advertisements 
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Patient-
Centered 
Care

• Evaluate and affirm patients choices, keep 
encounter patient-centered.

• Try not to place your goals and idea 
upon patient – more PARTNERSHIP 
than Provider-Patient relationship

• If interactions become awkward or 
uncomfortable – Acknowledge 
atomosphere and move forward 
• Especially when discussing sexual history
• Develop “your” usual style of interview 
to increase patient and provider comfort 
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Expansion 
of 
Knowledge

• Seek out new sources of information 
• Understand need for other specific prevention 

modalities
• Screenings
• Vaccinations

• Pre-Exposure Prophylaxis and Prevention
• Avoid condom always or abstinence only talk 
• Understand PrEP is not for everyone 

• Patient rarely sexually active, but uses condoms 
nearly 100% of time heard about PrEP on the 
radio wants to know if he should be on it 

• Offer PrEP when appropriate – patient who has 
been seen in STD clinic and office for multiple 
instances of gonorrhea and syphilis 
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1

Strategies for CBOs/ASOs
Organizational Steps for 

Practicing Cultural
Competency  
His Health Care Model Case Studies
Omoro Omoighe, NASTAD
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Organizational 
Best Practices 

Social Ecological 
Framework 
ee

His Health Care Models
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Organizational 
Best Practices

Community 
Engagement

Creates continuous feedback for 
patients, care providers, 
community partners and health 
systems operators

Quality of care is directed by 
patient communities and engaging 
a host of community partners  
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Care Model 
Case 
Studies

Connect 2 Protect/SMILE, Memphis, TN

Damien Center/Brothers United,
Indianapolis, IN

Connecting Resources for Urban 
Sexual Health (CRUSH), Oakland, CA

Project Silk, Pittsburgh, PA
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Connecting Resources for Urban Sexual Health 
(CRUSH) Oakland, CA
Goal – Establish a model sexual health clinic



Downtown Youth Clinic (DYC)* Existing 
clinical 

organizations 
serving youth

Continuing 
referrals

CRUSH
•Intake
•Triage

Sexual Health Services for HIV Negatives: 
• Warm handoff  to prevention case manager
• Repeat testing (HIV, STI) every 3-6 months
•PrEP 
•nPEP
•Risk reduction counseling
•Youth focused and youth run workshops*

DYC + Enhancements
•Assisted disclosure and warm handoff
•Existing services*
•Peer mentoring
•Linkage/Retention specialist
•Staff  support  

HIV Negative
HIV Positive

seroconversion

Aim 1: Testing and Linkage

CRUSH

Aim 3: Sexual Health 
Services for High-
Risk HIV Negative 

Youth 

Aim 2: Enhanced HIV 
Primary Care for 

Youth

• Existing model/services

• Social network HIV testing 
and linkage

Community engagement with 
new partners

• Youth corps, embedded outreach and 
testing coordinators
• Internet outreach
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Strategic Multi – Site Initiative for the Identification, 
Linkage and Engagement in Care of Youth with 
Undiagnosed HIV Infection 
(SMILE) Memphis, TN

Through this CDC-ATN collaboration, the health 
departments work directly with each ATN site to provide 
the SMILE Linkage to Care (LTC) Coordinator (acting as 
agent of the health department) with contact information 
for youth 12-24 years with new HIV infection identified at 
their funded testing sites.
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Community Collaborative efforts to 
facilitate successful LTC Outcomes

096 
Partnerships

BusinessesLegal 
Justice

Civic and 
Community 

Organization
s

Spiritual or 
Faith-Based 

Organizations

Media

Youth

Parents, 
Guardians, 
or Families

Social 
Service 

Organizations

Healthcare 
Organization

s

Education/ 
Schools

Government



56

Presentation title

Organizational  
Best Practices

• Utilize integrated message and 
other counseling strategies to 
improve client/patient optimal 
care

• Increases provider, engages 
community, state and federal 
stakeholders.
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1

Strategies for Health 
Departments -
CAPUS and NYC

Isaiah Webster
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HHS funded 8 state health departments to reduce HIV/AIDS-related morbidity and 
mortality among racial and ethnic minorities living in the U.S.

• Expand and improve HIV testing capacity
• Optimize linkage to, retention in, and re-engagement with care and 

prevention services
State health departments mostly in the U.S. South
Georgia, Illinois, Louisiana, Mississippi, Missouri, North Carolina, Tennessee, Virginia
3-year demonstration project

Care and Prevention in the U.S. (CAPUS)
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Louisiana: Undoing Racism Capacity Building Initiative
 Aim: Increase understanding of institutional and structural factors 

influencing HIV rates, treatment access and outcomes
Virginia: Pharmacy Testing Initiative
 Aim: Locate HIV testing in underserved areas while addressing client 

privacy/stigma concerns
Tennessee: Social Networking Strategy HIV Testing in CBOs
 Aim: Peer-driven recruitment strategy to provide young Black gay and 

bisexual men and their social networks with HIV counseling, testing, and 
referral services

CAPUS Examples
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• Social Marketing

• Training: front-line staff

• MSM City Health Information

• Public Health Detailing

• Implementation Workshop

NYC PrEP Interventions 



Q & A
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Thank you!
Angel Brown
Consultant, NASTAD 
Angelbrown1621@gmail.com

Isaiah Webster, III
Associate Director, CBA
NASTAD iwebster@NASTAD.org

Omoro Omoighe, Associate Director
Health Care Access/Health Equity
NASTAD oomoighe@NASTAD.org

Quintin Robinson, MD
Absolut Care, Infectious Disease Physician



Resources

• Brown University Center for the Study of Slavery & Justice 
https://www.brown.edu/initiatives/slavery‐and‐justice/research‐
resources

• Racial bias in pain assessments and treatment recommendations, and 
False Beliess about Biological Differences Between Blacks and Whites 
(March 2016) 
http://m.pnas.org/content/early/2016/03/30/1516047113.abstract


