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Abstract

Background: On account of their racial/ethnic minority status, class, and gender, African-American women of low
socioeconomic status are among the least privileged, underserved, and most marginalized groups in the United States.
Generally, African Americans continue to experience poorer health outcomes, in which disparities have been attributed
to socioeconomic inequities and structural racism. This objective of this study was to explore the lived experiences of
low-income African-American women in interacting with the healthcare system and healthcare providers.

Methods: Twenty-two in-depth one-on-one interviews were conducted with low-income African-American women.
The audio-recorded interviews were transcribed verbatim. An inductive content analysis was performed, using an
analytical software, Dedoose® to enabled hierarchical coding. Codes were grouped into categories which were further
analyzed for similarities that led to the emergence of themes.

Results: A key finding was the experience of discriminatory treatment. The three themes that emerged relevant to this
category were (|) perceived discrimination based on race/ethnicity, (2) perceived discrimination based on socioeconomic
status, and (3) stereotypical assumptions such as drug-seeking and having sexually transmitted diseases.

Conclusion and Recommendations: Low-income African-American women experience less than satisfactory patient
care, where participants attribute to their experience of being stereotyped and their perception of discrimination in the
healthcare system and from providers. Patients’ experiences within the healthcare system have implications for their
healthcare-seeking behaviors and treatment outcomes. Healthcare personnel and providers need to be more aware of
the potential for implicit bias toward this population. Healthcare workforce training on culturally responsive patient care
approaches and more community engagement will help providers better understand the context of patients from this
population and more effectively meet their healthcare needs.

Keywords
African-American women, health disparities, healthcare, insurance, low-income, perceived discrimination, provider

Date received: | July 2019; revised: 27 May 2020; accepted: 20 July 2020

Background
'Department of Pharmacy Practice and Pharmaceutical Sciences,

Minnesota is ranked as one of the healthiest states in the College of Pharmacy, University of Minnesota, Duluth, MN, USA

United States.! However, the state also has some of the
widest gaps in health status and health outcomes.?
Populations that are most affected include females, per-
sons of color, those who are economically disadvantaged,
and those living in more rural communities.? Studies show
that social roles of race/ethnicity, socioeconomic status
(SES), and gender as adopted and reinforced by both
individuals and society, exert chronic psychosocial stress
that has the capacity to alter physiological functions.**°
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African-American (AA) women with socioeconomic dis-
advantage are, therefore, at substantial risk of associated
chronic conditions such as cardiovascular disease
(CVD—ec.g. hypertension, stroke, congestive heart fail-
ure, and coronary heart disease) and diabetes, with poorer
outcomes. Data show that AA women have the highest
burden of CVD, which is the leading cause of death in this
population.”® Compared to White women (25.6%) and
Hispanic women (28.0%), AA women have a higher prev-
alence of hypertension (39.9%).° Rates of diagnosed dia-
betes are also higher among AA women (12.0%) compared
to White women (6.6%), Hispanic women (11.6%), and
even AA men (11.4%).1°

Low-income AA women are less likely to be engaged in
regular care for a variety of reasons, including challenges
associated with access to care.!! In Minnesota, 95.6% of
Black/AA women have insurance coverage.!! However,
since Blacks/AAs constitute a significantly small propor-
tion (estimated at 6.8%)'? of the population when AA
women seek healthcare, they are likely to interact with a
provider of dissimilar racial/ethnic background. Prior
research has shown that patient—provider concordance is
associated with quality of care, patient satisfaction with
care, intention to adhere to treatment, and persistence with
care.'>"!> According to workforce trends in Minnesota, the
majority of healthcare providers are White. In a 2016
workforce survey, only 2.4% of Minnesota licensed physi-
cians who responded to the item on race/ethnicity was self-
identified as Black.'® In the Northeast where this study was
conducted, there are even fewer licensed physicians who
were identified as Black (1.6%).!® With the lack of diver-
sity and inadequate representation in the healthcare work-
force, we hypothesized that the healthcare setting could
potentially be another space where AA women are acutely
aware of the disempowering reality of their racial minority
status, gender, and socioeconomic disadvantage. Such
experiences inside and outside the healthcare system ulti-
mately result in further adverse health effects and thus
necessitate further investigation.!”

The long-standing history of structural racism and other
inequities are reported as contributing one to the health
inequities in Minnesota.? These have invariably created
some distrust of the healthcare system in the AA popula-
tion. In addition, AA women in Minnesota are more likely
to live in poverty compared to White and Hispanic
women.'8 Therefore, race/ethnicity, gender, and SES as
key social determinants of health and their intersection in
the aforementioned historical context must be taken into
account in investigating and addressing the persisting
health disparities that adversely impact AA women.

To design healthcare interventions that will result in
equitable care and health outcomes for low-income AA
women, we began with an understanding of their current
healthcare-related experiences. The purpose of this explor-
atory study was to understand the healthcare-related expe-
riences of low-income AA women living in a semi-urban

town with a predominantly White population. The specific
objectives of the study were to (i) gain insight into the
experiences of low-income AA women in their interac-
tions within the healthcare system, (ii) assess their patient
satisfaction with care, and (iii) identify ways of enhancing
their healthcare-related experiences. In this report, we
highlight their lived experiences of discrimination.
Approval for the study was duly obtained from the
University of Minnesota, Institutional Review Board.

Methods

This investigation was conducted using a mixed-methods
approach. To assess patient satisfaction with their primary
care physician, a modified version of the short-form patient
satisfaction questionnaire (PSQ-18)!° was used to survey
a convenience sample of 95 low-income AA women.
Respondents were recruited using flyers at community
spaces in neighborhoods with a high prevalence of AA resi-
dents (e.g. grocery store, park, housing office) and during
community events. As the survey was administered, respond-
ents were then recruited for the interviews that informed the
findings in this report. Survey respondents were asked if they
would like to participate in an interview. If the response was
in the affirmative, a date, time, and venue were scheduled for
the interview. To be included in the study, the participant had
to self-identify as an AA female, be 18 years or older (by self-
report), be a current beneficiary of at least one government-
assisted (or other) program for persons of low-income, and
report utilizing healthcare services in the Twin Ports area of
Minnesota within the previous 6 months. The programs cer-
tifying low-income eligibility included the Minnesota Family
Investment Program (MFIP), Section Eight Public Housing,
a not-for-profit housing service for families with children
who had experienced long-term or recurrent homelessness,
and Lifeline (a subsidizes phone service for low-income
consumers).

Data collection

In-depth, one-on-one interviews were conducted with con-
senting survey respondents until saturation (when no new
information was forthcoming) occurred. Interview ses-
sions lasted between 30 and 60min and were in private
spaces in a community center and the facility of a commu-
nity-based organization. A total of 22 women were inter-
viewed. The AA community in the study area being
relatively small (>3% of the population), a broader per-
spective from a community standpoint was obtained via
two focus group discussions (FGDs) with 11 community
leaders and/or advocates (three men and eight women).
The FGD participants were identified by and recruited
through the help of the local branch of the National
Association for the Advancement of Colored People
(NAACP), a nationwide civil rights organization. All the
interviews and focus groups were audio-recorded.
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The interviews were conducted by two investigators
using a structured guide. The questions were open-ended
and addressed three broad categories—(1) participants
general experience with the healthcare system as a whole
and with individual providers; (2) patient satisfaction with
care, and (3) recommendations on how healthcare for low-
income AA women could be improved. The same questions
for the interviews were adapted for the FGDs. However,
the focus was on a collective perspective versus individual
experiences. Each interview and FGD participant was
compensated with a $40 gift card.

Data analysis

The audio-recordings of the interviews and FGDs were
transcribed verbatim. Using an inductive process, the
transcripts were analyzed for themes. Three investigators
independently developed initial codes from three tran-
scripts and met to compare and reconcile codes. By mutual
agreement, descriptors for each code were generated to
guide subsequent coding of the remaining transcripts.
When an investigator encountered an excerpt to which
none of the previously developed codes was applicable,
they developed a new code and brought it forth for discus-
sion and agreement during the weekly research meetings.
Coding was hierarchical, with some root codes having
sublevels of codes (branches) that reflected different
dimensions of the code.

Working independently, each of the three investigators
reviewed excerpts for each code to ensure congruence with
assigned code. More conceptual coding using interpretive
theme phrases and sentences to explain and describe spe-
cific aspects of the coded data followed the initial coding.
The investigators compared analytical notes and agreed on
the conceptual codes derived from the initial codes. Based
on relatedness and similarities, the conceptual codes were
grouped together into categories. With further inductive
analysis, several themes emerged from each category. This
report highlights the themes specifically associated with
“perceived discrimination” as this was commonly reported
by most of the participants. Data analysis was aided by the
use of analytical software—Dedoose®. The software was
helpful in facilitating ease of coding, categorization, and
retrieval of sample quotes. It also provided a web-based
platform accessible to all investigators and enabling them
to work on the data at the same time.

Results

There were three categories of themes associated with per-
ceived discrimination:

1. Perceived discrimination based on race/ethnicity:
— Not making physical contact
— Differential in care approach

2. Perceived discrimination based on income level
and insurance type
— Differential in access and treatment
— Intersectionality of race and SES

3. Stereotypical assumptions.
— Drug-seeking
— Having a sexually transmitted disease (STD)
— Perceived as not caring about health and/or

uneducated/uncouth

Theme #1: perceived discrimination
based on racel/ethnicity

Many of the participants reported discriminatory treat-
ment from both non-clinical staff and healthcare provid-
ers that they believed was based on their presentation as
an AA woman. The two ways in which this type of dis-
crimination was reportedly experienced including (i) pro-
viders appearing to avoid making physical contact and (ii)
difference in care approach compared to treatment
observed with patients of the majority population.

Not making physical contact

Some of the participants reported experiences of health-
care providers who seemingly shrunk back from making
physical contact with them. They attributed this perceived
attitude to the providers’ perception of the colored skin as
perhaps being dirty or the provider simply not being
accepting of persons of color. One of the participants
reported that she countered this perceived attitude of not
wanting to make physical contact by putting up the same
attitude herself.

I see the same way, where they don’t even wanna touch you.
They put stuftf down like this [demonstrates] instead of giving
it to you in your hand. You know what? When they try to give
me stuff and I know that person, you know what I do? I tell
‘em to put it down. Because I have feelings just like you do. If
you wanna act like that, I can act like it, too. You don’t wanna
touch me, I don’t wanna touch you. You know what I'm
sayin’? (Participant #5)

Differential in care approach

Participants commonly expressed the sentiment that
healthcare providers were not always responsive to their
individual patient needs. They reported that often times,
healthcare providers did not consider the symptoms
with which they presented to be as severe as they expe-
rienced and described them. Therefore, providers some-
times did not adequately treat the condition (pain, for
example) or did not treat with the needed urgency. This
resulted in care that did not effectively address their
healthcare needs.
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They treat you different, even with the way they greet you. —
... because you African-American. You do get treated a little
bit different, because they don’t even have the compassion a
lot of times to Afro Americans. They don’t consider that a lot
of things is serious with us when it is—(Participant #2)

Some of the participants talked about differences they
observed regarding treatment they received from health-
care staff and providers versus what they observed with
their White counterparts. They believed that the providers
were not as patient, caring in their attitude, or as respon-
sive to their patient care needs as they could otherwise be.
Participants also described scenarios where they had felt
the healthcare provider was not as empathetic or compas-
sionate toward them compared to how they observed them
treat persons from the majority population.

I’m not gonna say like it’s a racist thing, but I could tell that
they treat their own kind better than they do us, period.
Because of the fact of I’ve been to emergency rooms plenty of
times for dislocated shoulders and being sick or being
pregnant, and it’s like they just give me any type’a answer, or
just give me any type’a thing just to get me outta there.
(Participant #12)

Black people can tell when we’re bein’—when there’s a
negative thing cuz I guess after you been treated wrong so
long, you’re tuned into it. You can just tell sarcasm. You can
tell wrong treatment . . . (Participant #2)

For some of the women, the perception of racial dis-
crimination influenced their health-seeking behaviors.
There was hesitance to follow-up with appointments and
efforts to minimize frequency of interaction with the
healthcare system especially following episodes of per-
ceived racial discrimination.

I ended up leaving. I didn’t even go to see the doctor that day.
I think I didn’t never go see—I have high cholesterol. I was
really trying to check on my cholesterol cuz that’s an important
thing for me. I just didn’t even go. I just said, nope. Why put
up with that kind of shit again? I’'m not going. I just—and I be
trying to irritate them by not going, but I’m really hurting
myself. (Participant #2)

For some, it was the anticipation of discrimination that
influenced their health-seeking behavior.

I thought about not going to that dentist office anymore
because when we go there I feel we’re stared at. It’s super
uncomfortable in there. I called it, “We’re ink on paper.” We
are the spot on paper, ink on paper. That’s how I feel when I
go in there with all the white people around. ‘I was gonna stop
going because of the stares, because of the feeling I have
because I’'m in there telling my kids, “Be still. Don’t do
anything.” Even though all these little white kids are running
around. “Don’t you stand up, don’t you move because we will
be looked at. You will destroy it. If something is broke, it will

be because of you. If you are there and it’s over there, it’ll be
because of you.” I do that with my kids. That’s not right, so I
stopped. (Participant #4)

Theme #2: perceived discrimination
based on income level and insurance

type

The participants in the study reported that they experi-
enced discrimination because of their low-income status
and the consequent dependence on government-assisted
insurance. The discrimination was reportedly on two lev-
els: structurally (differential in access to healthcare) and
individually (differential in treatment). The cumulative
impact of discriminatory treatment based on the intersec-
tionality of race and socioeconomic disadvantage was also
emphasized.

Differential access and treatment

There were reports that presenting with government-
assisted insurance at healthcare facilities (which gave
away their low-income status) elicited treatment from both
administrative and clinical personnel perceived to be dif-
ferent from that given to persons with work-based insur-
ance. There were also reports of facilities that did not take
government-assisted insurance. Participants particularly
noted that rejection of insurance type was often accompa-
nied by a less than courteous tone and attitude from the
front desk personnel.

It’s the looks like when you present what you have. They get
the [disapproving sigh] like so over it and that is so
discouraging cuz you don’t have another way sometimes. You
can’t afford another way and it makes you feel bad, but I had
a cardiologist there. She just seemed disconnected like she
had other things to do—more important things or more
important people. They treat you like it’s on a scale of what
you got and that’s not cool because you can feel it as the
patient. (Participant #8)

Participants reported that treatment was sometimes dis-
missive and laden with skepticism of patient-reported
symptoms. One of the participants generally described the
experience of having the severity of her symptoms mini-
mized and attributed this to low SES as evidenced by the
insurance type.

If you have a certain kind of insurance, like Medicaid or state
insurance, —or whatever it is, the doctors treat you differently.
They’re not—they’re more apt to kinda overlook what’s
going on with you. They’re more apt to say, Maybe you’re
exaggerating your symptoms a little bit. (Participant #10)

Another participant described what they perceived as a
change in attitude of the front desk personnel when they
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presented their insurance. She also attributed the perceived
attitude of some of the providers to classism.

I say Medica, and they say what type a Medica? I said Medica
through the government, and they said, oh, okay. Then it’s
like whole attitudes change. It’s like they’re slowing down,
waiting a little longer now. I’m like, wow, they’re just doing
that because I’m on assistance. Half of these doctors don’t
wanna pay attention to the patients. They look at certain
people like people that’s in poverty, you get the dirtiest look
from doctors and nurses. Doctors look at people living in
poverty like they crazy. (Participant #12)

The experiences of perceived discrimination based on
low SES as evidenced by their insurance type also influ-
enced health-seeking and medication adherence for these
women.

Alot of people don’t have none, no Medicare. I’m grateful for
what [ have. I’m just—I’m not gonna kiss ass for what I have
or feel belittled because they giving me this. I’'m gonna get it
and receive it because I’'m a human being. I need it. I’'m not
able to afford this. That’s what I appreciate about that. I'm
grateful for that part. When you gotta kiss ass and go through
hoops to hoops to see a doctor or get to one, it makes you
don’t even want the s**t. (Participant #2)

Intersectionality of race and SES

The women interviewed in the study believed that being of
low-income status put an additional layer on how they
were perceived within the healthcare system. The preva-
lent perception was that even among persons of low
income with similar insurance type, persons of the major-
ity population received better treatment compared to per-
sons of color.

... it’s just we get hit a lot harder just because of our color.
—Yes, we get double slammed. We ain’t the only poor people
in America. Yet we get hit doubly. We poor and Black, . . .
(Participant #1)

In anticipation of discriminatory treatment, some of the
participants said they had become intentional about pro-
jecting a self-image to counter the perceived stereotype of
the low-income AA woman. They reported paying atten-
tion to their appearance and making effort to not speaking
in the AA vernacular.

... they’ll treat me like crap because of the way they see me
right now. I feel like I’d have to go home, do my hair, go do
this. Why do I got to do this? As long as I’'m clean, I’'m not
smelling, do your job. (Participant #3)

When I go, I try to present myself a little bit better, because I
don’t want them to judge me—(Participant #5)

Theme #3: stereotypical assumptions

Participants talked about some assumptions they believed
staff in healthcare facilities and healthcare providers made
about them. Some of these stercotypical assumptions
included being perceived as drug-seeking, having an STD,
being uneducated and uncouth, and having an uncaring
attitude about their health.

Drug-seeking—The women reported that some health-
care providers engaged with them on the assumption that
they were trying to get narcotics.

Then some places, they’ll automatically assume that you are
drug seeking, and they all say, “Well, we’re not gonna do this
for you off the top,” before they even know what your issue is.
That’s stories I’ve heard. Yeah. (Participants #7)

One of the participants talked about her experience as
a patient with a prescription history showing her legiti-
mate need and use of a medication classified as a sched-
uled substance. Even with her medical records, she felt
she was always being interrogated and considered as
drug-seeking.

If it’s a scheduled prescription, you’re treated like a flat out
drug addict. I was born and raised [here] . . . —, my records
are all at [mentions facility] . . . . It’s very much in it that I’'m
not a seeker. I don’t need to be treated as one because I wasn’t
that at 20, 25, 27, 30 and now here I am, 32, and I’m still not
that. (Participant #4)

The women believed that the providers’ perception of
AA women as drug-seeking contributed to providers’
skepticism of patient-reported severity of symptoms when
they presented at the clinic. The participants reported that
this sometimes resulted in suboptimal treatment of severe
pain.

I’ve seen them doubt me over—they didn’t doubt this person,
so why doubt me—. I always attribute it to drugs even. “Are
you tryin’ to do this because I’'m Black and you think I’m drug
seeking because I’'m Black? The drug seeking thing is one
thing that I can say that, “You’re doin’ that because I'm
Black.” That’s a definite thing. (Participant #4)

Have STD—Another stereotype that the women said
they commonly experienced was providers’ assumption
that they had an STD. There were reports of being given
treatment for STDs even when presenting with unrelated
symptoms.

Right. For instance, my experience, honestly with this, even if
I’ve had cramps or even if | had a yeast infection or anything
like that, they would automatically assume [ had an STD. I’ve
even had a certain case where a doctor prescribed me
medication for chlamydia before the test—if you’re a Black
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woman and you go to the doctor with any type of stomach
pain at all, they’re automatically gonna assume it’s an STD,
no matter what. (Participant #7)

You wait for hours in the urgent care room. The first thing
they do is test you to see if you have a venereal disease. They
don’t test you for what you were in there for. We ran all of
these tests and blah, blah, blah. (FGD1 female participant)

Perceived as not caring about health and/or
uneducated

Some participants felt that they were judged and labeled
based on their appearance, how they spoke and how they
dressed. One of the assumptions the women mentioned
included being perceived as not caring about their health
particularly because of their weight.

I think that they definitely don’t care about me because I’'m
Black. I think they assume that I’'m gonna be unhealthy, that
I don’t know about kale or quinoa because I’'m Black. —it
became harder for me to find a doctor, general practitioner.
Because [ needed somebody that wasn’t going to judge me or
that wasn’t going to make me feel some type of way—
because of my weight or because of my look or my hair—
(Participant #4)

From the narratives, there was also the perception of
being considered uneducated and perhaps uncouth because
of their manner of speech which included dimensions like
having an accent, loud tone of voice and speaking in the
AA vernacular. They also mentioned feeling that they were
treated poorly because providers made negative attribu-
tions to how they chose to express themselves through
their dressing, hair, and nails.

There’s different instances where people would just judge you
right away. They could have even a higher degree than them
and just assume that they’re the worst people. —[Are they
treated differently?] Absolutely. Absolutely. Because of the
color of their hair, because of how long their nails are, because
of how they’re dressed, the way they talk, if they have accent,
if they talk loud, yeah. (Participant #7)

With respect to the impact of these stereotypes on
their care-seeking behavior, some of the women inter-
viewed said they paid attention to how they looked when
going in for a clinic appointment. They took care to dress
up and have their hair done. Ironically, the attention to
appearance was then thought to contribute to providers
minimizing the severity of the symptoms with which they
presented.

I went in there with my hair combed and everything, and she
clearly judged me. She told me that [ was not hurting and that,
“You ain’t getting no pills here,” and slammed that paper
down. (Participants #21)

These experiences appeared to heighten the partici-
pants’ awareness of their minority status, which made
healthcare experiences less than satisfactory and for most
of them quite stressful. These experiences were reportedly
not limited to the healthcare space.

The resistance, that’s the way I describe goin’ to the doctor’s
office. If you’re in between two counters and you’re makin’ it
through ‘cause you’re sliding through, but you feel that point
where it’s like, “Oh my goodness, this is tight.” Then you get
through, and then you’re free. That’s the way I’d describe
goin’ through. —I have never told anybody that. That’s the
way I’d describe a lot of the places growin’ up here.
(Participant #4)

Perceived judgment from personnel and providers in
the healthcare had impact on health-seeking behavior.

That’s why I quit going to see them so much like I used to.
You get irritated with the way they treat you and the way they
look at. You feel like they’re judging you.

Participants’ recommendations

In response to the question of how healthcare can be
improved for low AA women, there were specific recom-
mendations made by the participants on how to address the
perceived discriminatory treatment and stereotypes they
experienced. They gave advice on how healthcare person-
nel and providers in the healthcare system should engage,
interact with, and provide care to patients, in general and
AA women, in particular. These included the following:

Treat each person with respect and empathy

A common message that the women wanted to pass across
to healthcare personnel and providers was that everyone
was deserving of respect regardless of one’s racial/ethnic
background or SES.

One thing that’s very important is, especially the people of
color, is respect. We wanna feel appreciated. We don’t wanna
feel like nobody’s burden. That’s what keeps people from
going to the doctor. If it’s not the over-elated hospital jargon
that they try to ball you down with, hopin’ you ain’t educated
enough—(Participant #17)

I would tell them exactly this. You know what? You can get
more out of a person if you treat them with dignity, respect.
You listen, and don’t be so judgmental. You will get further.
Now that’s what [ would tell me. (Participant #5)

Take time to build provider—patient relationship

They acknowledged that while providers may be of a dif-
ferent racial/ethnic background, a good patient—provider
relationship could be established. According to the
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participants, providers should acknowledge their lack of
knowledge, ask questions, and listen attentively to better
understand the AA patient’s culture and context. One of
the participants gave an example of the relationship-build-
ing that happened over time with her therapist.

It was when he said, “I don’t know what that’s like. I know
that you know I’'m a White man. I also work, my life, my
living, is dealing with these type of issues too. It helps that
when I go in there, I’'m able to say it, address it, and he’s like,
“I’m one of those White people that don’t get it—"" Sometimes
he says that when I come there, he’s getting therapy. At first it
wasn’t like that. We built up to that through conversation and
through time. (Participant #4)

The participants pointed out that the stereotypes and
assumptions that providers made were obstructive to the goals
of patient care.

Reach out to and engage with the community

One of the suggestions from the women on how providers
can become more culturally aware and debunk the stereo-
types included asking questions when they do not know or
understand the cultural context rather than making assump-
tions. According to one of the participants, an effective
way to do this was to have forums where healthcare pro-
viders can engage with the women in the community and
have some dialogue to gain better understanding of their
context and culture.

—if there was a group for African-American women because
we do deal with things differently in our body than other
women and their body, so maybe if there was a support group
or a group where there was a open forum. Maybe a doctor can
come in, and we can openly talk about things or maybe even
some of the staff can come in, so we can understand each
other more. Get the stereotypes are out the way and to get to a
human level if that makes any sense . . . (Participant #8)

Discussion

Perceived racial/ethnic discrimination

In this study, participants commonly reported that they had
experienced discrimination in the healthcare system from
non-clinical staff as well as healthcare providers. In their
perception, most of the discrimination they experienced
was based on their race/ethnicity. For these participants,
the experiences of perceived discrimination often influ-
enced their healthcare-seeking behaviors thereafter and
had some impact on treatment adherence.

In its 2003 landmark report, Unequal Treatment:
Confronting Racial/ethnic Disparities in Healthcare, the
Institute of Medicine (IOM) concluded that differential in
quality of care given to patients from racial/ethnic, minority
populations contributed significantly to health disparities®

Over the years, patient-reported discrimination in the health-
care system has declined nationally, including for Blacks.?!
However, Black persons continue to report race as the most
common reason for discrimination.?!

Historically, the interaction of AA women with the
healthcare system has been characterized by racism at the
structural and individual levels,? resulting in inadequate
healthcare, suboptimal treatment, and often times pre-
ventable adverse outcomes.?>?* The additional layers of
socioeconomic disadvantage, historical trauma, and ongo-
ing experiences of micro-aggressions make AA women
one of the most vulnerable groups with regards to
health.2%?” Several studies have demonstrated evidence of
implicit racial/ethnic bias against AA women by health-
care providers.>>?%2

Racial/ethnic discrimination resulting from implicit
bias has been shown to have significant impact on provider
communication, patient perception of care, and health out-
comes for persons of color.>**> While there is mixed evi-
dence on the impact of healthcare provider implicit bias on
health outcomes,*® some studies have demonstrated the
influence of healthcare provider implicit bias on clinical
assessment, decision-making, and treatment recommenda-
tions for Black women* Implicit bias among healthcare
providers has also been associated with lower quality of
care.>> All of these suggest that discrimination, whether
explicit or implicit, contributes significantly to the health
disparities that AA women continue to experience.

Perceived insurance—based discrimination

A common observation from participants interviewed was
the perceived difference in attitude from non-clinic per-
sonnel at the front desk and care approach from healthcare
providers. Participants attributed the perceived poorer
quality of treatment to their low SES evident at the presen-
tation of their insurance information. The study partici-
pants were all of low SES, and most of them were not in
full-time employment and thus had government-assisted
insurance (see Table 1). Insurance type is typically corre-
lated with employment status and income level. Studies
have established the existence of insurance-based discrim-
ination in the healthcare delivery.3®37 This is when patients
receive differential, unfair treatment from healthcare pro-
viders because of the type of insurance they have—usually
government-assisted—or lack of insurance.3®3? In a quali-
tative study by Tajeu and colleagues,* focus groups strati-
fied by race and gender were conducted with AA and
White patients. SES and race were the key characteristics
associated with perceived discrimination from non-clini-
cal healthcare personnel.

Participants also pointed out that while having health
insurance was intended to facilitate access to needed care,
it was actually perceived as discriminatory in that regard.
For example, participants were quick to point out that not
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Table I. Demographic characteristics of survey participants
(n=95).

Frequency (%)

Age category
<20 years old 4 (4.2)
20-29 years old 39 (41.1)
30-39 years old 18 (18.9)
4049 years old 10 (10.5)
50-59 years old 14 (14.7)
=60 years and above 4 (4.2)
No response 6 (6.3)
Education
No education 4 (4.2)
High school or less 43 (45.3)
College education or more 40 (42.1)
Other (trade school, GED) 2(2.1)
No response 6 (6.3)
Employment status
Unemployed 25 (26.3)
Employed (part-time) 27 (28.4)
Employed (full-time) 25 (26.3)
Self-employed 5(5.3)
Other 7 (7.4)
No response 6 (6.3)
Health insurance
Employment-based 6 (6.3)
Government-assisted [only; plus other] 63 (66.3)
Privately purchased 4 (4.2)
Other 221
None I (I11.6)
No response 9 (9.5)

GED: graduate equivalency degree.
Interview participants were a subset (n=22).

all providers accepted patients that have government-
assisted insurance, thus limiting access for these women.
The unwillingness of some providers to accept these
patients is driven largely by low reimbursement rates.*!
However, there are other contributory factors such as wait
time for reimbursement, time-consuming paperwork, and
complexity of patient needs in this population.*! With the
implementation of the Affordable Care Act which
expanded insurance coverage for the poor and increased
reimbursement, more providers are now accepting patients
on government-assisted insurance, but there are differ-
ences across states and specialties.*>* Our findings thus
highlight the discrimination at the structural level in
healthcare access for low-income AA women even when
they have insurance coverage.

Intersectionality of race and socioeconomic
disadvantage

In addition to limited access to care, there is evidence
that persons with no insurance or government-assisted

insurance receive lower quality of care compared to those
with employer-based or private health insurance.**4
While insurance-related challenges to healthcare access
and quality of care commonly affect all persons of low
SES regardless of race/ethnicity, findings from this study
suggest an added layer of discriminatory treatment based
on the intersection of race and SES. In their investigation,
Van Ryn and Burke*’ reported that healthcare provider per-
ceptions tended to be more negative for AA patients and
patients of lower income status compared to White patients
and those of upper income status. In efforts to eliminate
health disparities, the perceived discrimination at the inter-
section of race/ethnicity and SES should be addressed par-
ticularly in the contexts of healthcare access and patient
care delivery in low-income AA women.

Stereotypical assumptions

Accounts of personal experiences by participants in this
study indicate that provider bias still persists in healthcare
delivery. There are stereotypes that have been associated
with provider bias toward AA women that lead to differen-
tial treatment and result in racial/ethnic disparities in
healthcare outcomes. One stereotype is the notion that
AAs are drug-seeking. Given the current opioid crisis,
there is increasing effort toward more appropriate pre-
scribing. However, studies have shown that compared to
the majority White population, non-Hispanic Blacks are
still less likely to receive opioids for pain for similar con-
ditions.*®* Reasons include provider perceptions of less
severity of pain among Blacks and the implicit assumption
of drug-seeking behavior. This differential treatment is
reported in the literature as resulting in under-treatment of
pain particularly for AA women.3%>!

In addition to the association with pain management,
this study findings suggest that this stereotypical assump-
tion are made even when AA women come in for non-pain
related complaints. This perceived attitude from providers
may deter AA women from seeking healthcare when
needed and adhering to treatment, as it fosters the distrust
of the healthcare system.3? This could potentially contrib-
ute to late-stage diagnoses of numerous diseases and poor
health outcomes in AA women.

Another stereotype that participants talked about was
the assumption of having an STD even when they presented
with symptoms unrelated to an STD. This reported behav-
ior by clinicians is described in the literature as statistical
discrimination which “generally refers to the phenomenon
of a decision-maker using observable characteristics of
individuals as a proxy for unobservable, but outcome-rele-
vant, characteristics.”? In essence, a known characteristic
associated with a specific population becomes a significant
factor in treatment decision for an individual patient when
there is no indication that the said characteristic is applica-
ble to the specific individual patient. This phenomenon is
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well-documented in clinical decision-making and out-
comes for AAs in various medical conditions.>*>

Provider perceptions regarding STDs in this population
may be driven by both national and state data, which indi-
cate a persistently higher incidence rate and prevalence of
STDs among AA women compared to their White counter-
parts.’®>7 There is also strong correlation of sexual health
status with socioeconomic characteristics such as unem-
ployment, poverty and low educational attainment.*® In the
United States, poverty rates (proportion of the population
living under the poverty line) are highest among A As, with
Minnesota having one of the widest socioeconomic gaps
between Blacks and Whites. While this may put members
of this priority population (low-income AA women) at
substantial risk for STDs, this should never be grounds for
stereotypical assumptions.” Healthcare providers are
bound by the ethics of their profession to provide individu-
alized patient care and should adhere to standard protocol
for diagnosis and treatment when treating AA women or
any other population.

In this study, participants reported that cues associated
with stereotypes in healthcare settings included patient’s
speech and appearance. Many AAs speak with distinct
phonological characteristics—tones, cadences, and pro-
nunciations.®*®! While AAs have a vernacular dialect
known as AA English, members of the population who are
educated can and do speak what is recognized as the stand-
ard English grammar. However, many AAs even in speak-
ing grammatically correct English do so with phonological
features, intonations, and lexical items, which are unique
to the AA vernacular.®? This produces what is often recog-
nizable as the AA accent. This linguistic pattern is very
often perceived as an indicator of poor education and has
been shown to elicit an unconscious undesirability in oth-
ers.’>% Training to address provider implicit bias in this
regard should be considered in educating healthcare pro-
viders, particularly those with limited life experiences
interacting with minority populations.

The AA woman has been historically stercotyped as
being lazy and sexually promiscuous.®® Being on govern-
ment assistance, a clear indication of low SES appears to
further perpetuate this stereotype, thus making low-income
AA women particularly vulnerable to discriminatory
behaviors from healthcare personnel and providers. Also,
AAs have historically been perceived by providers as
“non-compliant” with treatment recommendations and,
therefore, careless about their health.** Findings from this
study suggest that these stereotypes continue to be perva-
sive in the society including healthcare settings. The cog-
nitive processing implicated in stereotypes is often
unintentional, subconscious, and usually triggered by situ-
ational cues, such as skin color, hence the descriptor
implicit bias.®>% Implicit bias in healthcare settings have
been associated with racial/ethnic health dispari-
ties.!8-24:30-32.65-69 Djgcriminatory behaviors based on these

implicit biases can only be altered when good-intentioned
persons are made aware of these biases and trained on how
to actively counter their influence as they interact with this
and other vulnerable populations.

Key recommendations

1. Training for culturally responsive and individual-
ized, patient-centered care: Participants were very
vocal about their perception of being treated as an
individual with characteristics that may differ from
other persons with same racial/ethnic background.
Patient-centered care calls for treatment of patients
as individuals versus working with the assumption
that a population statistic is applicable to all mem-
bers. Because this operates in the subconscious,
appropriate training is required to help healthcare
providers identify and acknowledge their implicit
biases. Only then are healthcare providers able to
mitigate the effect that these have on their interac-
tion with patients, including decision-making.
Healthcare providers have an obligation to provide
high quality and effective care to patients regardless
of the patient’s gender, race/ethnicity, or SES.
Providers need to care for low-income AA female
patients simply as people who are equally deserving
of respect. Care that demonstrates respect is clearly
an expectation from members of this population.

2. Establishing strong provider—patient relationships:
The respondents in this study acknowledge the dif-
ferences that exist between providers and patients
from different cultural and socioeconomic back-
grounds. They recommended taking time to estab-
lish a relationship that then becomes the foundation
for the delivery of more responsive care. The liter-
ature is replete with evidence that an established
provider—patient relation is a significant predictor
of good patient outcomes.”®7?

3. Community engagement and  involvement:
Advocates and leaders who participated in focus
groups strongly recommended that healthcare pro-
viders get acquainted with the communities they
serve. Population health as an aspect of healthcare
can be easily lost when solely focusing on individ-
ual patient care. More contact with AA communi-
ties will help counter some of the stercotypes that
healthcare providers have about this population.
Being more informed about the history and culture
of the people by participating in community activi-
ties may be one strategy that helps providers see
the patient in the proper sociocultural context. On
the backdrop of this knowledge, providers will be
better equipped to provide more culturally respon-
sive care to low-income AA women and help
reduce the existing health disparities.
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Limitations

This study has a few limitations that must be acknowl-
edged. First, the participants in this study were recruited
by convenience sampling. Their experiences and per-
spectives may not be generalizable to all low-income AA
women. Second, two investigators conducted the inter-
views independently. The data collected may have been
influenced by interviewer characteristics such as person-
ality and skill. However, to minimize variability, a semi-
structured interview guide was used with prompts. In
addition, both investigators were women of African herit-
age, which helped to foster rapport with participants, and
each had considerable experience in qualitative data col-
lection. Finally, demographic information provided is for
all participants in the larger study, of which those inter-
viewed were a subset. Demographic data pertaining to
the 22 participants interviewed are not available as these
were anonymously collected during the survey adminis-
tration. Despite these limitations, the findings provide
valuable insight into the healthcare experiences of low-
income AA women and draw attention to how healthcare
personnel, providers, and healthcare structure may be
contributing to disparities in healthcare utilization and
outcomes.

Conclusion

Findings from this study suggest that low-income AA
women continue to experience perceived discriminatory
treatment in healthcare settings. Structured cultural com-
petency training for healthcare personnel and providers
that addresses implicit bias and pervasive stercotypes
about this population is highly recommended. More
patient-centered and culturally responsive care can be
enhanced by relationship-building with individual patients
and with the AA community, in general. These strategies
will improve quality of care and help eliminate the health
disparities that adversely affect this population.
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