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Abstract
Objectives—To report the firsthand perspectives of older Black women within healthcare
encounters that impact the trajectories of health seeking behavior; to examine their perceptions,
expectations, and beliefs about the role of cultural difference within predominantly White (US) health
care settings; and to explore how sharing personal experiences (theirs and others’) as a fund of
knowledge influences ethnic notions. This research is aimed at the development of community
resource partnerships and effective healthcare service delivery with intervention and promotion
efforts targeting older Black women.

Design—Ethnographic data collected over a twenty-four month period (2003 – 2005) from fifty
older Black women in Tucson, Arizona is discussed on three levels: (1) expectations and beliefs, (2)
the use of ethnic notions in the form of healthy paranoias as part of individual and communal health
advocacy, and (3) perceptions of interethnic communication within healthcare settings, including
feeling uncared for by healthcare providers and support staff.

Results—Disparities in older Black women's health and well-being are often constructed and
filtered through "non-clinical" influences, such as cultural differences, individual experiences, and
beliefs about "race" or "being" a Black female.

Conclusions—Unfamiliarity with ethnic notions may cause misinterpretations and
misunderstandings and may influence interactions between older Black women and healthcare
providers.
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Introduction
Overview

In recent years, life expectancy and overall health status have improved for a majority of older
American women, due partly to advances in medical technology and increased focus on
preventive healthcare screening programs (Krieger 2002). However, despite continued
advances in health care and technology, older African American women ( ≥ 40 years of age)
still experience more disease, disability, and premature death than White women in the same
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age group, regardless of income, education, or insurance status (Geiger 2002, National Center
for Health Statistics 2007). Racial classification in the U.S. sustains ethnoculturally specific
beliefs about difference, and we do not fully understand the impact of these non-clinical
influences on interactions within healthcare settings and healthcare/clinical encounters ( Omi
& Winant 1999). These interactions and encounters among older Black women, healthcare
providers, and support staff seem to be critical elements in this population’s ability to mediate
risk factors to their health and well being and to ensure provision of the best possible patient-
centered care.

This article explores interactions and encounters that seem to indicate ethnocultural difference
and perceptions about "race" deriving from ethnographic data collected among fifty Black
women ( ≥ 40 years of age) between 2003 – 2005 in Tucson, Arizona. The goals were to report
the firsthand perspectives of older Black women within healthcare/clinical encounters that
impacted the trajectories of their health-seeking behavior. Their access to and utilization of
screening exams for breast and cervical cancer was the case study used to collect their “points
of view," which emerged from self-reported experiences, clinical interactions, and healthcare
encounters within (predominantly White) healthcare settings. In the interviews, particular
attention was also given to their experiences when interacting with healthcare providers and
the health care system throughout their lives, as these experiences may have impacted the
trajectories of their health behavior, as well as the health behavior of others.

In U.S. society, "race" matters both as an objective condition and as an ontological and
ideological axis of differentiation that has real effects on Black people’s lives, e.g., "categories
of the mind and categories of power" 2 ( Hirschfeld 1997). "Racial" identity and racial
signification are socially constructed inventions that condition and create many sociocultural
environments for racial/ethnic populations. "Being" Black in the U.S. is a social construct
reinforced by law that makes "race" real at the site of Black bodies; Black women are still
regarded by the larger society as the natural expression of a "race"( Omi 2002). Today
Blackness, as an inappropriate "otherness," is represented by the African American body and
has become a "race" in totality, an ethnicity separate from and considered inferior to Whites.
Thus the historical embeddedness of "race" as both a "sign" and a "signifier" is part of the
cultural ethos of Black experience 3 among many older women in my study (Kehoe 2000,
Kington et al 2000,Caldwell & Jefferson 2002,Jones 2002,Freeman 2003,Ryan et al 2006).

African American Women in the United States
Slightly more than 18 million (12.7 %) females living in the United States are African
American. This population also has a higher proportion of older female adults than many other
racial/ethnic sub-populations. In general, older Black women outnumber older Black men.
These women are more likely than others to be widowed, and the longer they live, the more
likely they are to be affected by chronic illness, disability, and dependency( National Institute
on Aging 2006 [NIA]).

2Hirschfeld, L. The Conceptual Politics of Race: Lessons from Our Children. Ethos, 1997, 25 (1):63–92. Hirschfeld's (1997) discussion
of "race as a category of the mind and/or a category of power" specifically notes that identity by "race" is part our social fabric, as a
category of the mind among Whites and African Americans. Being predisposed to be on the receiving end of various acts of racial bias
such as discrimination, segregation, or physical attack is often part of a socialized, and culturally shared "unquestioned belief" due to the
racial status of "being" Black in U.S. society. In other words, as a category of the mind -- racial bias may be "out of sight but never out
of mind" for Blacks (defined by Earl V Pollard, personal communication, 2002).
3Kehoe P. Race and Medicine: The Black Experience. In : B. Lang, ed. Race and Racism in Theory and Practice. Lanham: Rowman &
Littlefield ; 2000, P.229–242. The term Black experience is used in this paper to refer to experiences in healthcare/clinical encounters
and interactions with the health care system as perceived by the older Black women. These were often specifically focused on how the
use of racial stereotypes emerged as disrespectful / inconsiderate treatment or their perceptions of discriminatory practices in those
settings.
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Black women ( ≥ 40 years of age) are at particularly high risk for chronic illness such as
diabetes, cancer, hypertension, and increased disabling conditions as they age. Thus, race/
ethnicity, age, and gender can be perceived as fundamental measures of exposure to increased
health risks. In the US, Black racial status may also be an important risk marker for exposures
to racism and could be one of the main etiological factors producing inequitable "race"
differences in morbidity and mortality (LaViest 2000).

Nationally, an examination by race/ethnicity of age-adjusted mortality rates for women, for all
causes, reveals that despite declining death rates over time, Black women have consistently
had higher mortality rates than White women; for example, African American women
generally have the highest age-adjusted death rates for heart disease, cancer, diabetes, and HIV/
AIDS (Kaiser Family Foundation 2009, National Center on Minority Health Disparities
2009).

In recent years, life expectancy and overall health status have improved for most non-minority
women, due partly to advances in medical technology and increased focus on preventive
healthcare screening programs. However, even though Black women experience many of the
same health problems as White women, as a group they seem to be in much poorer health, use
fewer health services, and continue to suffer disproportionately from premature death, chronic
disease, and disabilities than White women in the same age group, regardless of income,
education, or insurance status (Krieger 2000). According to Geronimus (2001, p.133):

…African American women experience early health deterioration as a consequence
of cumulative and repeated experiences of exclusion…and continue to experience
health outcomes that suggest, at least metaphorically, an accelerated aging process…

Local and national mortality data in 2001 showed the average life expectancy at birth for an
African American woman was 74.7 years, with White women exceeding this estimate by
almost 6 years (US Bureau of the Census - Vital Statistics 2001, Arizona Department of Health
Services 2005 [ADHS]).

Non-Clinical Influences
Who and what are responsible for population patterns of health, disease, and well-being as
manifested in present, past, and changing sociocultural health inequalities? Clinical encounters
often reflect ethnocultural tensions and may be enacted in racial terms, particularly in the US
when the actors are Black and White. Therefore, what kinds of difference constitute "race" and
what difference "race" makes with respect to an older Black woman seeking care and to a
healthcare provider delivering that care are pivotal questions that are explored in this paper.

Racial identity is a socially constructed reality in US society that is "typically measured by
skin color and a handful of other easily visible physical characteristics "(LaVeist, 2000, p.217).
In the US, races are recognized, constructed and contested, and where situations make it
possible (or force) people to have experiences that may or may not be positive. Thus, according
to Geiger (2002, p. 440):

…it seems reasonable to conclude that neither the health care system as a whole nor
individual providers are fully insulated from attitudes toward race…that are prevalent
(though often unacknowledged) in the larger society…

Health inequities (disparities) often result from perceptions, expectations and beliefs held by
patients and healthcare providers, e.g., ambivalent feelings about healthcare encounters that
are perceived as hostile/disrespectful to Black people may increase "biopsychosociocultural"
stress, decrease the number of provider's recommendations to patients and result in poorly
controlled chronic health conditions (Bailey, 2000). Many of the inequities in older Black
women's health and well-being may be constructed and filtered through non-clinical influences,
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such as ethnocultural differences, individual experiences, and beliefs about race/ethnicity
(Geiger, 2000, 2002).

As discussed by several authors (Cornell & Hartmann 1998, Davis 2002, Omi & Winant
1999), "race," i.e., "being" Black or African American has become a "multidimensional
mixture" of the categories of "race" and ethnicity as noted by Smelser, et al. (2001, p.3),

…race is a social category based on the identification of (1) a physical marker
transmitted through reproduction and (2) individual, group, and cultural attributes
associated with that marker. Defined as such, race is, then, a form of ethnicity, but
distinguished from other forms of ethnicity by the identification of distinguishing
physical characteristics, which, among other things, make it difficult for members of
the group to change their identity…

Racial categories are constantly being formed, transformed, reformed, or destroyed in
reflection of economic, sociocultural and historical processes operating across and through
time, in which the U.S. has been the preeminent site of production. Krieger (2000) cites a
growing body of evidence suggesting that "economic as well as noneconomic aspects of racial
discrimination are embodied and harm health across the life course" (p. 211). Thus it is
reasonable to suggest that Black women may experience a disproportionate number of health
inequities (disparities). "Race," like Blackness, is a social status category created by
macrosocial factors. Racial obstacles are such a part of Black lives that they have become
acknowledged, even accepted parts of the ethnocultural woodwork. The durability of an
identity by "race" in our post-civil rights climate derives from the creation of new racial subjects
and the significant transformation of existing ones: “far from declining in significance, the
racial dimensions of…social life have grown” (Omi & Winant, 1999, p.53). Countless people
have attempted to define and interpret the identity of formerly enslaved Africans as Americans.
I suggest that no definition of a people has been more oppressive or long-lasting than the
ideological and sociocultural interpretations of Black people as representing a separate “race"
of humanity. Thus, "race" is really about how people assign different meaning and value to an
individual’s physical appearance, assuming appearance can predict behavior.

"Race" matters because it is both an enigma and a stigma. Overwhelming evidence suggests
that there exists an inequality in the quality of health care delivered to "racialized" populations
(Krupat et al. 1999, IOM 2002). According to Helman (2001), having different bodies often
subjects people to considerable stigma, including "well-meaning" racism. For example, the
Institute of Medicine Committee on Understanding and Eliminating Racial and Ethnic
Disparities in Health Care offered evidence from Unequal Treatment: Confronting Racial and
Ethnic Disparities in Health Care of doctors describing Blacks as "lazy, less intelligent, less
educated, less likely to comply with medical advice and more likely to abuse drugs and
alcohol" (Smedley et al. 2003).

If we agree with Hahn (1990) that how a society is organized affects not only what health
conditions people acquire and continue to suffer from, but who gets which ones, how sick
persons and their conditions are perceived, and what is done in response to sickness, and with
Smelser, et al (2001, p. 3), who noted that "something is contributing to a real difference in
the way minorities are being treated in the health care system," then patterns of health behavior
among older Black women in relation to their access and utilization of healthcare and the
delivery of optimal service to them by healthcare providers must be explored by examining
cues to behavior that may be grounded in misconceptions about the genre of difference.

Patient-Centeredness
Societal ideas about "race" may well be so deeply embedded in the fabric of both Black and
White consciousness that they have become influential within healthcare settings in (a) delivery
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of patient-centered quality care, and (b) timely access and utilization of care. Patient-centered
perspectives look at how patients interact with the health care system and how the health care
system supports patients while considering their ethnocultural traditions, personal preferences
and values, family situations, and lifestyles. Patient-provider communication and interactions
that occur within healthcare encounters, for example, the manner in which ethnocultural
differences are perceived and how interethnic communications are understood when framed
around a "racial" identity, may be critical elements of patient-centeredness, as these impact the
patient's ability to stay healthy, get better, or live with illness or disability. Patient-centered
care ensures patients transition easily between providers, departments, and healthcare settings
and that those transitions are respectful, coordinated, safe and efficient ( Agency for Healthcare
Research and Quality [ AHRQ] 2007).

This paper focuses on providing information to improve the quality of care received by older
Black women. The Institute of Medicine has designated patient-centered care—care that is
respectful of and responsive to individual patient preferences, needs, and values—as one of
six domains of quality. These domains include access to care, communications, quality
improvement, coordination of care, care management, and self-management. It is critical that
providers, in their practices and healthcare settings, evaluate and improve care, particularly in
regard to what patients feel they need. The development and implementation of health
interventions, education, and promotion efforts must include a contextual understanding of the
experience and interpretations of healthcare/clinical encounters among racial/ethnic minority
groups.

Ethnographic Approach
Using sociocultural constructionist/constructivist approaches4 (Bernard 2000, Lincoln & Guba
2000) and guided by ecological perspectives (Berkman & Kawachi, 2000) I was able to uncover
some of the layers of context and significance in the healthcare experiences of older Black
women. My approach provided strong theoretical platforms for exploring the diverse elements
of difference identified during this ethnographic research. For example, during interviews I
explored how, when, where, and why older Black women may have felt the need to utilize
ethnocultural categories in healthcare encounters.

While I do not agree with those who suggest that "being" Black or having a "race" signifies
any one set of homogeneous practices or experiences, as Dominguez (1989, p.12) notes,
"being" Black in the U.S. is defined as having an identity determined by "race," a kind of
"disputed identity of [being both] a subject and [an] object," i.e., as simultaneously occupying
the status of "race" and ethnicity. And although the women I interviewed were born and came
of age in a range of geographic, cultural and historical contexts, they seemed to share a common
ethnocultural understanding of experiences of racial bias, segregation, discrimination, and the
struggle for equal rights (Williams 1999, Bailey 2000, Link & Phelan 2000).

Ethnic Notions and Healthy Paranoias
I use two sociocultural constructs, ethnic notions and healthy paranoias, as metaphorical
expressions to describe many of the non-clinical influences that emerged through analysis of
the ethnographic data. These constructs guide the rest of this paper's discussion of the sharing
that occurs among older Black women regarding personal experiences in healthcare settings,
including perceptions, expectations, and beliefs. These experiences add to an ethnocultural

4Crotty M., 1998. The Foundations of Social Research: Meaning and Perspective in the Research Process. London: Sage. P.58.
Constructionism shapes the way in which we see things ( even in the way we feel things) …and gives us quite a different view of the
world…constructivism is the capacity to construct reality…it is the meaning making activity…how we are interpreting and constructing
reality. The perspectives offered by both sociocultural constructionism and constructivism proved most useful in the analysis and
interpretation of the data for this ethnography.
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fund of knowledge that may serve to intensify one (ethnic notions), thereby substantiating the
need for the other (healthy paranoias).

The first construct, ethnic notions, is a term borrowed from Marlin Riggs’ 1991[1987] ground-
breaking documentary film entitled Ethnic Notions, which explored the evolution of racial
consciousness in America and examined deep-rooted stereotypes which fueled anti-Black
prejudice. In my study, an ethnic notion refers to subtle shifts in the interpretation of intention,
ethnocultural difference, and context that may occur during healthcare encounters from the
perspectives of older Black women. Ethnic notions may also represent shared perceptions,
expectations, and beliefs within healthcare settings and among healthcare providers, thereby
influencing the delivery of optimal care. Specifically, healthcare providers hold positions of
power in most clinical encounters and are themselves influenced through their training,
education, and personal perspectives on underlying health behaviors, challenges, risks, patterns
of morbidity, and mortality. Thus, ethnic notions have implications for the receipt of patient-
centered quality care.

The second construct, healthy paranoias, comes from a conversation with a Black social
psychologist on the cultural significance and value of practices of hyper-vigilance among some
Blacks as healthy while at the same time representing paranoia ( Wiggins 2003). Among some
older Black women, healthy paranoias were protective factors based on earned suspicion and
mistrust drawn from experiences within both pre-and post-civil rights healthcare systems in
the U.S. In her essay entitled Why it's Not Just Paranoia, Newsweek Magazine contributing
editor Lorene Cary (1992, p.23) explains what I have termed healthy paranoias regarding some
Whites:

… Americans continue to value the lives and humanity of some groups more than the
lives and humanity of others. It is our historical legacy and present fact; it influences
the daily interactions of millions of Americans with Black people. That is not
paranoia.

A healthy paranoia may serve to modify health behaviors over time because older Black women
or others in their networks of support have personally faced racial profiling and poor or
disrespectful treatment in their daily lives. I do not suggest that every single healthcare
encounter within a predominantly White healthcare setting can be considered to have
negatively impacted older Black women, nor that every encounter results in racial bias.
However, I do propose that many older Black women share a group condition of oppression
and an awareness of it that has led to the development of healthy paranoias.

My participants discussed their need to be hyper-vigilant while receiving healthcare services
and the suspicions that they generally had of the health care system. Those concerns were often
labeled by others as "hypersensitivity," a term with negative connotations of "being
unreasonable or difficult," i.e. paranoid. However, among many of the women in my study,
being skeptical and suspicious was unquestionably reasonable because such attitudes were
validated through their actual experiences. My ethnographic data suggests that this hyper-
vigilance is actually a healthy paranoia with components of self-preservation, awareness and
self-advocacy, providing resiliency.

Many members of the African American community are "already alienated from the health
care system," according to Thomas & Quinn ( 1991, p.1499). Certain aspects of healthy
paranoia or an ethnic notion may influence the actual health practices of older Black women,
increasing the risk of late diagnosis or receipt of less than optimal care. Additionally, older
Black women may expect that healthcare encounters can actually be detrimental to African
Americans, a perspective that may keep older Black women from participating in health and
medical research and even from donating organs. An ethnic notion or healthy paranoia may

Sims Page 6

Ethn Health. Author manuscript; available in PMC 2011 October 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



include aspects of their own encounters, personally witnessed encounters of others, or those
shared with them by other Black women.

It was critical in my study to acknowledge the diversity of each older Black woman's individual
experience, within healthcare encounters and within the broad category of having a racial
identity, as non-clinical influences of ethnocultural differences which seemed to impact
patterns of health behavior, i.e., as the reciprocal relationships of (a) the cultural ethos of the
health care system and (b) the cultural ethos of older Black women. Furthermore, non-clinical
influences as ethnocultural differences that reference the Black experience may become
enabling or predisposing factors before the healthcare encounter occurs (Sims 2006).

Pearce (1993), in discussing how lay medical and health knowledge is shared among Blacks,
agrees with Hoffman-Goetz & Mills (1997), Chavez, et al. (2001), Chavez (2003) on the need
for healthcare providers to recognize relevant reflexive cultural components within healthcare
settings as critical elements in identifying the presence and importance of ethnocultural
differences. By being appropriately cognizant of and responsive to cultural issues, healthcare
providers may be more able to mediate risks to health and well being. If respectful partnerships
are to be developed among older Black women and healthcare providers, then healthy
paranoias and ethnic notions must be acknowledged as elements of ethnocultural differences
and as non-clinical influences. These are quality of care issues since both constructs have
implications for access, utilization, and receipt and delivery of optimal care.

Methods
Recruitment of Study Participants

Recruitment began with key informants (n=8), Black women (≥ 40 years of age) widely known
and respected in the local community. This data was used to determine questions that might
be relevant among a larger sample of older Black women as part of developing an interview
guide. Using a sociocultural network sampling strategy, I asked Black women I knew or who
were in the key informant pool to make referrals and announcement and to hand out flyers at
neighborhood, cultural, and community events and at health conferences. Such occasions are
often places where information is accessed and shared in a city with no newspapers or print
media specifically focusing on the Black community. I also made presentations about my
proposed research at many such events.

Each woman who showed interest in my study was required to fill out a permission to call card,
with her name, phone number, and the best time for me to call. I also use this document to
collect data on ages and "racial" identity, which enabled me to eliminate those who did not
meet the criteria (African-American, female and ≥ 40 years of age) for the study. Seventy-five
of 125 interested women met the study criteria. Fifteen of those women declined to participate
further. Of the sixty women remaining, 35 agreed to participate as a sample population of older
Black women, and in-depth interviews were scheduled. As with the key informant pool,
quantitative data was collected from this population on their existing patterns of health
behavior, personal health care regimens, and demographic data, which also included collecting
information on health, diet, and exercise behavior.

Although it was fairly easy to recruit participants who were active in church, civic, cultural,
and social venues, I also wanted to collect data from women who were not involved in such
organizations and/or activities. These women proved difficult to locate because they are
residentially scattered and there is no centralized geographic site that can called the Black
neighborhood in Tucson, Arizona. Thus, the women who participated in my study were drawn
from residentially dispersed sites that represented anywhere from 3.0 to 14.0 percent
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concentrations of the African American population in Tucson, Arizona (City of Tucson Urban
Planning and Design 2004).

Data Collection
Ethnographic data was collected from fifty Black women over 40 years of age (2% of the age-
eligible population) residing in Tucson, Arizona. The interview process was pilot tested among
key informants (n=8) prior to implementing the study with the larger sample (n =35), followed
by a post-study discussion group among women (n =7) who had not participated in the study.
The interview guide was developed based on issues emerging from key informant discussions,
healthcare provider self-reports, and ongoing review of the literature. At the end of the study
and prior to analysis of the data, a discussion group was conducted to explore some of the
observations and opinions raised by key informants and interviews from the larger sample.

Individual interviews and group discussions among the women lasted from 2.0–2.5 hours each.
Women were encouraged to discuss the significance of communal and individual perceptions,
expectations, and beliefs about healthcare that they thought might be part of shared
understandings prevalent among older Black women. Interviews also explored how these
factors might influence health outcomes. They discussed patterns of behavior and person-to-
person interactions, the type of treatment perceived, expected, or experienced within healthcare
settings, and their own encounters with healthcare providers and support staff in those settings.
None of the study participants were paid for participation in this study. All the study participants
were recruited over a period of 15 months and individual interviews were conducted over a 2-
year period. All interviews/discussions were audiotaped and transcribed.

Background interviews were conducted to collect secondary data from healthcare providers (n
= 8) who interacted with older Black women, with each interview lasting about 1.0 hour.
Providers worked in either public or private healthcare settings. Each healthcare provider was
previously identified from various public/private and community health networks in Tucson
and from referrals by key informants. Racial/ethnic identity, age or gender were not among the
criteria for healthcare providers to participate; however, it should be noted that although gender
was not a requirement for participation, all the healthcare providers were female. In addition,
although race/ethnic identity was not a requirement for participation, three were Mexican-
American and five were White. In these interviews secondary data were collected on their
insights (self-reported) when interacting with older Black women in healthcare encounters and
to collect background perspectives on gaps in health education, delivery of health care, health
status and health behavior among the local African American population. As secondary data,
these unstructured interviews were used to determine appropriate health-related questions to
be utilized within the study among older Black women. All data were collected with the
informed consent of the participants and had the continuous (2002–2005) approval of the
institutional review board at the University of Arizona, Tucson Arizona.

Study Demographic Characteristics
Table 1 summarizes the overall demographic characteristics of the participants. The average
age of the women was 55±3 years. Forty-nine participants (98%) had health insurance.

Quantitative Analysis of Demographic, Health Status and Health Behavior Data
Participants spanned all income groupings, with most considered low to middle/high income
status (data not shown). Socioeconomic status (SES) and racial positioning in the US may
impact opportunities for education, employment and the ability to acquire/afford and maintain
health insurance, thus having a "key" source of income is a factor. Analysis of "key income
person" data collected among older Black women (n=50) indicated that slightly less than half
of these women were the sole providers for their households. A similar number of these women
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had multiple sources of income, with income derived from part-time employment, spouses or
live-in partners, or extended kin. A smaller percentage of the women received assistance from
adult children not living in the household in addition to retirement funds. Three of fifty women
declined to respond to the "key income" query, stating it "was nobody's business."

Quantitative data was collected on health behavior during the two years of the study with
respect to preventive screening (mammograms and pap exams). Almost all (98% and 92%,
respectively), had had mammograms and/or pap screening exams within the past two years.
Almost all the older Black women in this study were compliant and less than five having been
referred for further testing.

Qualitative Analysis of Cues to Ethnocultural Differences and Race
Analysis and interpretation of this qualitative data rested on established criteria for
ethnographic research suggested in the work of Lincoln & Guba (2000) for assessing qualitative
data to ensure that the rigors of reliability, validity and repeatability are met, particularly when
"trustworthiness" is a concern for researchers. Hence, decisions made about analysis had to
include those specific criteria (credibility, transferability, confirmability and dependability)
5. The strengths of this ethnography are reflected in my reporting of ethnographic findings
collected from data that references (as cues to behavior) the separate realities, constructed
among a diverse population of older Black women, that influenced many of their expectations,
perceptions, and experiences within healthcare encounters and the contexts in which these
realities operate. Clearly, cues to ethnocultural differences and "race" are issues too complex
to be measured by simple indicators of discrimination and racism when exploring the problems,
behaviors, culture and contexts of older Black women's perceptions, expectations, beliefs and
experiences within the US health care system. I expected that some abstractions would arise
out of the data and would be discussed in the findings of my study. Such abstractions might
be enigmatic, not easily transferable, and complex to non-Blacks, given that their levels of
cultural competency for understanding sociocultural contexts of experiences, interpretations
and histories of older Black women interacting within a (predominantly White) healthcare
encounter might be limited due to unfamiliarity with having "race" as an identity.
Consequently, the theoretical orientation for analysis and interpretation was built upon a
framework of ecological theory, which seemed like a good fit for this particular ethnography.

Study Limitations
Important limitations include small sample size, which may not be representative of all Black
women in this age group or in other US geographic regions. I did not attend clinics with
participants, nor could I objectively determine the actual quality of healthcare encounters and
provider-patient interactions. Thus the perspective of older Black women in my study are
presented here in terms of their expectations and experiences with, and perceptions and beliefs
regarding, patterns of practice in healthcare settings with respect to "race" and ethnocultural
difference. The study’s time frame (18 –24 months) was relatively short and therefore other
non-clinical influences regarding health behavior may have been missed.

5Lincoln Y.S., Guba E.G., 2000. Paradigmatic controversies, contradictions, and emerging confluences. In : N.K. Denzin & Y. S. Lincoln,
eds. Handbook of Qualitative Research. Thousand Oaks, CA: Sage, ( 2nd ed): 163–188. I was able to address my concerns by
implementing the following techniques suggested by Lincoln & Guba (2000): I used prolonged engagement, persistent observation
through face-to-face interviews, triangulation during data collection and data analysis, peer debriefing , and finally member checks in
which my working hypothesis were presented at a health-focused town hall meeting held in the local African American community. All
participants were invited to attend. I provided thick descriptions , I compiled an audit trail , and finally kept a self -reflexive journal as
the backbone for keeping a study record of observations about the research.
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Results
I examined the data with regard to both sociocultural and ethnocultural states of being, in order
to study in detail the perspectives shared by participants on the kinds of difference that
constitute a "race," what differences "race" makes, and how those differences are determined
within healthcare encounters. The interview transcripts were coded, categorized and analyzed
using a standard relational database software program designed for the management, retrieval
and analysis of qualitative data, ATLAS.ti.

The codebook I created focused on themes, categories, key metaphors, or terms that emerged
when experiences, expectations and beliefs about "race" were related to healthcare encounters.
As pertinent themes emerged and were repeatedly identified as being utilized to organize,
frame, and share their experiences, these were coded as non-clinical influences and later
grouped as ethnocultural differences, using the constructs of healthy paranoias and ethnic
notions where appropriate.

Over one-half (52%) of the women in the study reported they had either been racially profiled
or experienced racial bias in their most recent healthcare encounter, whether it was a screening
exam or not. Such negative experiences certainly may have influenced whether the women
returned to that healthcare provider/setting for follow-up. Nine (18%) women reported they
were not sure if they had been profiled or discriminated against, indicating it was difficult to
determine whether the behavior was due to racial bias or "lack of home training," e.g.,
generalized rude behavior. The remaining fifteen women (30%) said they had not experienced
racial profiling, bias, or discrimination in their most recent healthcare encounter. Thus, in this
small sample (n=50), 70% of participants felt or suspected that they had been racially profiled
in their most recent healthcare encounter.

The Difference That Makes the Difference
Overview

Through the practices of discrimination, segregation, and prejudice, "individual values and
behaviors [have been shaped] in ways that can enhance or impair health status" (Williams,
1996, p.1). Thus it can be proposed that individual patterns of health behavior among older
Black women have been shaped and molded through their perceptions and experiences across
a life course spent within a socially constructed racial identity that is ideologically sustained
and objectively conditioned. Earlier I suggested that healthy paranoias and ethnic notions may
represent factors used in constructing health-seeking behavior because older Black women
have had time to choose from among a variety of ethnocultural factors as cues to action in
terms of understanding themselves, negotiating their environments, and defining their
experiences within healthcare settings. Several women in my study noted the practice of sharing
and utilizing an ethnocultural fund of knowledge on risk, health history, hyper-vigilance and
healthcare experiences, as well as perceptions and expectations that are part of their patterns
of health behavior and individual practices of health advocacy. They described what I have
called healthy paranoias and ethnic notions in relation to both individual and collective Black
consciousness and culture, they theorized their potential to become powerful sources of energy
serving progress and change, and they relished those transformative capacities for them and
their communities.

Ethnographic Discoveries
Tables 2 and 3 illustrate many of the perspectives that were shared with me. These views were
voiced multiple times throughout the study and transcended the original objectives and goals
of this study. Particularly when narratives turned to discussions about "race" and "being" Black,
and when recalling their own or others’ subjective experiences, the perceptions, expectations,
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and beliefs of these women referenced any healthcare encounter/setting, not just those for
screening exams.

I have highlighted the narratives of twelve women from my study, using pseudonyms to ensure
their anonymity, in accordance with human subject guidelines. These women were particularly
articulate and their experiences reinforce the stories told by other participants with respect to
perceptions, expectations and beliefs about the health care system. Their narratives offer both
insight into and interpretation of the contexts in which strategies impacting health behavior are
constructed and reinforced and make it clear that if effective healthcare service, access, and
utilization are to be encouraged among older Black women, an informed understanding of
ethnic notions, healthy paranoias, and the role of ethnocultural differences is essential.

Participants easily discussed four levels of perceptions and experiences regarding their
healthcare/clinical encounters: (1) how they knew they were being treated differently; (2)
expectations and experiences of receiving less optimal treatment than Whites; and (3)
interactions within healthcare settings, including feeling uncared for by providers and support
staff and how these are shared within the Black community (Table 2a,b,c). Finally, participants
reported misunderstandings and misinterpretations, including cues to behavior (Table 3).

Healthcare providers can build or destroy trust in a variety of ways, in which interethnic
interactions play key roles. Since trust may mean different things to an older Black woman
than to some other patients, misinterpreting ethnocultural differences may reify existing
skepticism long before either actor has a chance to establish any credibility with the other, as
shown in the comments from Table 2a.

Many women in my study felt the choice of words or phrases used by providers in sharing
information was evidence of them being "treated differently" than White women, particularly
when providers attempted to discuss health risks for specific illnesses. For example, Ms.
Carlotta's (2003) comment in table 2a illustrates a gap in cultural knowledge that may distort
a Black woman's perceptions of what went on in a doctor's office and impact her willingness
to accept a doctor's advice, thereby reinforcing ethnic notions of "racial" differences. The
expression "you people," when used by a White person in talking to or about Blacks , is a
derogatory signifier. Thus, during healthcare encounters, neither the healthcare provider nor
the older Black woman may be able to recognize that perceived "racial" differences are actually
ethnocultural in nature.

In my study, women discussed "being" Black women as a factor in expectations that they would
receive less than optimal care ( see Table 2b). Women like Ms. Gladys in Table 2b may have
felt the need to maintain a healthy paranoia, particularly in (predominantly White) healthcare
settings, because of observations of Blacks being treated differently. Such negative experiences
certainly may have influenced whether these older Black women returned to that healthcare
provider/setting for follow-up and whether they complied with recommendations that were
made to them.

Black women have learned, not only from their own experience but also from those of others,
how to act to protect themselves from many possible racialized occurrences. Such hyper-
vigilant perspectives need to be recognized by healthcare providers as a type of self-promoting
health behavior, as these healthy paranoias may affect how well Black women respond within
healthcare/clinical encounters.

The narratives in Table 2c refer to the quintessential power of having an ethnocultural fund of
knowledge to use in patterning their own individual health behavior. Several women noted this
construct as vital to their health and well being, as it references health risks, health histories,
the need for hyper-vigilance, and actual healthcare experiences. These dialogues included
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"what other women said they did in seeking out healthcare," " what was expected to happen
in that healthcare encounter," and "how each woman perceived or heard what actually did
happen" in order to guide the intensity and quality of care she could anticipate receiving within
a specific healthcare encounter, as illustrated in Ms. Renee's comment on an ethnic notion.
Ethnic notions and healthy paranoias also seemed to draw from a steady diet of perceptions,
expectations, and beliefs of both healthcare providers and older Black women that led to
misunderstandings of intentions (see Table 3).

The significance of context-in-interpretation is a distinguishing feature of the healthcare
encounters shared in Table 3. As noted by Ms. Brenda and Ms. Juanita's reactions, the type of
racial cues understood within healthcare encounters may depend on which "racial" stereotypes
are being triggered. Many stereotypes are so deeply embedded in Black / White consciousness
that even those individuals who employ relatively low levels of stereotyping may have
difficulty in recognizing the roles such stereotypes play in their everyday interactions.

As part of an ethos within the larger African American culture that also influences health
behavior, ethnic notions and healthy paranoias become part of the matrix of collective social
re-memory among some older Black women, a matrix that reflects experiences with,
expectations of, and responses to racial bias. The interethnic experiences that occur over the
life course of an older Black woman and/or a healthcare provider must also be understood as
being constructed from ethnic notions about racial difference as cues to behavior. However,
these cues may influence the perceptions and expectations of both healthcare providers and
older Black women. As Table 3 illustrates, healthcare settings are often construction sites where
expectations, perceptions, and beliefs take on lives of their own, as face-to-face interactions
within these settings —between women, healthcare providers, and support staff— evolve into
cues to behavior that support misunderstandings. Thus, these factors need to be recognized as
critical elements in the delivery and receipt of the best possible care.

Discussion
In this study, ethnic notions and healthy paranoias emerged as appropriate vehicles for
exploring perspectives shared among some older Black women in the US, such as their
understanding of "race" and culture, as an integrated system of orientations and a repertoire of
ideas and possible actions ( Hecht et al, 1993). Older ( US) Black women choose from among
a variety of ethnocultural factors in understanding themselves, their environment, and their
healthcare encounters. For example, some women expected that the health care system would
actually be detrimental to Blacks; others noted that they had perceived or experienced bias
through non-verbal cues such as a lack of eye contact, a lack or hesitation of physical touch,
"facial movements, twitches and lip curls," or through actual speech, such as the tone or speed
of voice or the type of language used. The women I interviewed also shared their insights on
healthcare providers and support staff in healthcare settings who seemed to routinely express
a belief that "being" Black meant that specific medical conditions could not occur nor could
Blacks afford to pay for treatment or care if and when these conditions did occur. These
experiences left study participants feeling uncared for by both providers and support staff.

Racial claims, truths, beliefs, and stereotypes have been developed, established and sustained
in the US, and thus "race" has been made into a difference. The traditional conception of "race"
rests on the false premise that natural distinctions are grounded in significant biological and
behavioral differences, which can be observed between groups. While generally noting that
healthcare providers did not seem to engage in intentional or overt racial bias when it came to
African Americans and healthcare delivery, the (US) Institute of Medicine in 2002 nevertheless
stated that even "well-meaning" racism manages to demonstrate and convey negative racial
attitudes that harm health. Furthermore, the report did find clear evidence that the decisions
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made by healthcare providers on who got what kind of care were often based on personal
perceptions and preconceived racial stereotypes about Blacks, despite the income, insurance
status, or education of that Black patient. By the same token, an older Black woman operating
on those assumptions that have been shared by a healthcare provider may in turn racialize a
health encounter rather than explore her individual health history or patterns of health behavior,
such as nutrition and exercise. Thus the shaping of a health inequity (disparity) begins.

Hence, it seems reasonable to assume that American Whites and Blacks have gone through
very different socialization processes with respect to "race." It is possible that each group has
constructed ethnic notions about the other and neither may be aware that their ethnic notions
and healthy paranoias may lead to misinterpretations and misunderstandings in establishing
respectful partnerships for optimal care. Further, there have probably been few chances for
either party to unlearn inherited/shared perceptions, expectations, and biases, or to learn
culturally responsive ways of interacting with each other.

Strengths and Implications
The major strengths of this ethnography lie in the shared points of view expressed by older
(US) Black women who were diverse in their ages and circumstances. Clearly, participants
viewed healthcare encounters as social transactions of ethnocultural difference. The
characteristics of these encounters may influence providers' decisions on patterns of care, such
as referrals, treatment options, and diagnostic tests, and may also impact individual patterns
of health behavior among older American Black women, such as compliance, self-care, and
decision making. If intervention approaches are patient-centered, then the values, beliefs, and
experiences of the group are included in outreach efforts, and the capacity building of both
patients and providers is enhanced.

Ethnocultural differences in relation to access and utilization of healthcare and to the delivery
of optimal healthcare need to be explored in many local settings by examining the cues to
behavior that are grounded in misconceptions. With many US Blacks already alienated from
the health care system, it is important for healthcare providers "not to ridicule but to pay
attention to" all of these factors, because together these elements may contribute to
misinterpretations and misunderstandings ( LaVeist 2002).

At the global level we must commit to designing transformational research for implementing
ethnoculturally responsive models of patient-centered health interventions translational
( Agency for Healthcare Research and Quality [AHRQ] 2007). These include understanding
the contextual repertoires of history, language, and culture of all the racial/ethnic individuals
and communities before us. Such models would encourage acceptance, integration of enhanced
interethnic communication skills, and awareness of routines within healthcare settings; they
would also mediate mistrust and increase patient and provider knowledge about the
significance of an individual’s ethnocultural ethos in healthcare encounters, health
interventions, service delivery, and follow-up.

Hence, we must develop new approaches to enhance our understanding of ethnic notions and
respect healthy paranoias as items of relative importance to culture and the racial
categorization systems used around the world. These systems have produced health inequities,
both within and among countries. Therefore, the science for eliminating health disparities must
include targeted research and implementation for disease prevention and for health education,
promotion, and intervention that are cognizant of and responsive to ethnocultural factors, since
effective and safe changes in health behavior can complement a community’s traditions, values,
and worldview. These factors often determine how and when individual community members
decide to use available health care. Otherwise, "we run the risk of attributing the behavior to
individual shortcomings" rather than to the systemic agency of racial bias and of ignoring
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ethnocultural "differences that make the difference" and that could be critical to the health and
well-being of the very populations that we seek to serve ( LaVeist 2002).

Acknowledgments
This study was supported by a grant from the National Institutes of Health/National Institute on Aging (F31-
AG021329), and writing was supported NIH/NCCAM R01AT003314-03A1-S1. Thanks are extended to Victoria
Stephani, Ph.D., for her assistance in reviewing the original dissertation work and for providing insight and suggestions
in the revisions of this article, to Mimi Nichter, Ph.D., for her supervision of the doctoral dissertation from which this
is derived, and to Cheryl Ritenbaugh, Ph.D., MPH, for her mentoring during post-doctoral period.

References
Agency for Healthcare Research and Quality [AHRQ]. National Healthcare Quality & Disparities Report.

USDHH; 2007 [Accessed April 2008]. Available from
http://www.ahrq.gov/qual/nhqr07/Chap5.htm

Arizona Department of Health Services [ADHS], PHS, Vital Statistics. Statistics by Ethnic Group,
Differences in Health Status among Ethnic Groups [online]. C.K. Mherla, Assistant Registrar Vital
Statistics; 2005 [Accessed April 2008]. Available from
http://www.hs.state.az.us/plan/menu/by/race.htm

Bailey, EJ. Medical Anthropology and African American Health. Westport, CT: Bergen-Garvey; 2000.
Berkman, LF.; Kawachi, I. A Historical Framework for Social Epidemiology. In: Berkman, LF.; Kawachi,

I., editors. Social Epidemiology. New York, NY: Oxford University Press; 2000. p. 3-12.
Bernard, HR. Social Research Methods: Qualitative and Quanitative Approaches. Thousand Oaks, CA:

Sage; 2000.
Caldwell R, Jefferson SD. An Exploration of the Relationship Between Racial Identity Attitudes and the

Perception of Racial Bias. J Black Psychology 2002;28(2):174–192.
Cary L. Why It's Not Just Paranoia: An American History of Plans for Blacks. Newsweek 1992 Apr

6;1992:at 23.
Chavez, LR. Immigration and Medical Anthropology. Ch. 7. In: Foner, N., editor. American Arrivals:

Anthropology Engages the New Immigration. Santa Fe: SAR Press; 2003.
Chavez LR, McMullen JM, Mishra SI, Hubbell FA. Beliefs Matter: Cultural Beliefs and the use of

Cervical Cancer Screening Tests. Amer. Anthropologist 2001;103(4):1114–1129.
City of Tucson Urban Planning and Design. Age by Race/Ethnicity by Sex in Tucson, 2004. Census 2000

Pima County and Tucson Data http://www.ci.tucson.azus/planning/pc2000.htm#sf1data..
Cornell, S.; Hartmann, D. Ethnicity and Race. Thousand Oaks, CA: Pine Forge Press; 1998.
Davis, F.; James. Who is Black? One Nations Definition. 10th Anniversary Edition. University Park, PA:

Penn State University Press; 2002.
Dominguez, VR. People as Object Selfhood and Peoplehood in Contemporary Israel. Madison, WI:

University of Wisconsin, Press; 1989.
Freeman, HP. Cancer Epidemiology Biomarkers & Prevention. Vol. 12. New York, NY 10035, USA:

Ralph Lauren Center for Cancer Care and Prevention; 2003. Commentary on the meaning of race in
science and society; p. 232S-236S.hfreeman@mail.nih.gov PMID: 12646516 [PubMed - indexed for
MEDLINE.

Geiger, HJ. Presentation to IOM Committee on Understanding and Eliminating Racial and Ethnic
Disparities in Health Care, December 19, 2000. Washington, DC: 2000. Understanding and
Eliminating Racial and Ethnic Disparities in Health Care--What is Known and What Needs to be
Known?. 2000

Geiger, HJ. Racial and Ethnic Disparities in Diagnosis and Treatment: A Review of the Evidence and a
Consideration of Causes. In: Smedley, BD.; Stith, AY.; Nelson, AR., editors. Unequal Treatment:
Confronting racial and ethnic disparities in health care. Committee on Understanding and Eliminating
Racial and Ethnic Disparities in Health Care. Washington, D.C: National Academy Press; 2002. p.
417-453.

Sims Page 14

Ethn Health. Author manuscript; available in PMC 2011 October 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.ahrq.gov/qual/nhqr07/Chap5.htm
http://www.hs.state.az.us/plan/menu/by/race.htm
http://www.ci.tucson.azus/planning/pc2000.htm#sf1data


Geronimus AT. Understanding and Eliminating Racial Inequalities in Women's Health in the United
States: The Role of the Weathering Conceptual Framework. Journal of the American Medical
Women's Association 2001;56(4):133–136.

Hahn, RA. Sickness and Healing: An Anthropological Perspective. New Haven, CT: Yale University
Press; 1990.

Hecht, ML.; Collier, MJ.; Ribeau, SA. African American Communication: Ethnic Identity and Cultural
Interpretation. Ch. 2 & 5. In: Hecht, ML.; Collier, MJ.; Ribeau, SA., editors. Language and Language
Behaviors. NewBury Park: Sage; 1993.

Helman, C. Culture, Health and Illness. 4th edition. New York: Arnold; 2001.
Hoffman-Goetz L, Mills S. Cultural Barriers to cancer screening among African American women: a

critical review of the qualitative literature. Women Health Res. Gender Behav. Policy 1997;3:183–
201.

Institute of Medicine Committee on Understanding and Eliminating Racial and Ethnic Disparities in
Health Care. Board of Health Quality Science. Washington, D.C.: National Academy Press. Institute
of Medicine; 2002. Unequal Treatment: What Healthcare Providers Need to Know About Racial and
Ethnic Disparities in Health. Press Release, (March), 1–8.

Jones, CP. Levels of Racism: A Theoretic Framework and a Gardener's Tale. Ch.17. In: LaVeist, TA.,
editor. A Public Health Reader: Race, Ethnicity and Health. San Francisco, CA: Jossey-Bass; 2002.
p. 311-318.

Kaiser Family Foundation. Putting Women's Health Care Disparities On The Map: Examining Racial
and Ethnic Disparities at the State Level. 2009 Jun [Accessed September and December 2009].
Available from http://www.kff.org/minorityhealth/7886.cfm

Kington, RS.; Nickens, HW. Racial and Ethnic Differences in Health: Recent Trends, Current Patterns,
Future Directions. In: Smelser, NJ.; Wilson, WJ.; Mitchell, F., editors. America Becoming: Racial
Trends and their Consequences. Vol. 2. Washington, DC: National Academy Press; 2000. p. 253-310.

Krieger N. Refiguring "Race": Epidemiology, Racialized Biology, and Biological Expressions of Race
Relations. International J Health Ser 2000;30(1):211–216.

Krieger N. Is Breast Cancer a disease of affluence, poverty or both? The Case of African American
Women. AJPH 2002;92(4):611–613.

Krupat E, Irish JT, Kasten LE, Freund KM, Burns RB, Moskowitz MA, et al. Patient Assertiveness and
physician decision-making among older breast cancer patients. Social Science Medicine 1999;49(4):
449–457. [PubMed: 10414805]

LaVeist TA. On the Study of Race, Racism, and Health: A Shift From Description to Explanation.
International J of Health Ser 2000;30(1):217–219.

LaVeist, TA. Why We Should Study Race, Ethnicity, and Health. In: LaVeist, TA., editor. A Public
Health Reader: Race, Ethnicity and Health. San Francisco, CA: Jossey-Bass; 2002.

Link, BG.; Phelan, J. Evaluating the Fundamental Cause Explanation for Social Disparities in Health.
In: Bird, CH.; Conrad, P.; Fremont, AM., editors. Handbook of Medical Sociology. New Jersey:
Prentice Hall; 2000. p. 433-446.

National Center for Health Statistics. Health, United States, 2007 With Chartbook on Trends in the Health
of Americans. Hyattsvillle, MD: 2007.

National Center on Minority Health and Health Disparities. Summit Overview. NIH Summit: The Science
of Eliminating Health Disparities, 2008. Washington, DC: 2009 [Accessed December 2009].
Available from http://www.ncmhd.nih.gov/ Published December, 2009.

National Institute on Aging [NIA]. Dramatic Changes in U.S. Aging Highlighted in New Census [online].
NIH Report (March 9 News Release). National Institutes of Health, USDHHS; 2006 [Accessed 10
April 2006]. Available from
www.state.sc.us/ltgov/aging/docs/NewsServiceStories/NIHRelease65R

Omi, M. The Changing Meaning of Race. In: Smelser, NJ.; Wilson, WJ.; Mitchell, F., editors. America
Becoming: Racial Trends and Their Consequences. Vol. Vol. 1. Washington, DC: National Academy
Press; 2002. p. 243-263.

Omi, M.; Winant, H. Racial Formation. In: Omi, M.; Winant, H., editors. Racial Formation in the United
States: From the 1960's to the 1990's. New York: Routledge and Kegan Paul; 1999. p. 53-76.

Sims Page 15

Ethn Health. Author manuscript; available in PMC 2011 October 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.kff.org/minorityhealth/7886.cfm
http://www.ncmhd.nih.gov/
http://www.state.sc.us/ltgov/aging/docs/NewsServiceStories/NIHRelease65R


Pearce, TO. Lay Medical Knowledge in an African Context. In: Lindenbaum, S.; Lock, M., editors.
Knowledge, Power, and Practice: The Anthropology of Medicine and Everyday Life (Comparative
Studies of Health Systems and Medical Care). Berkeley, CA: University of California Press; 1993.

Riggs, M. Ethnic Notions 1987 [Film]. Directed by Marlon Riggs. USA. POV-Public Broadcasting
Corporation. Ethnic Notions 1991 [DVD]. South Burlington, VT: California Newsreel;

Ryan A, Gee GC, Laflamme DJ. The association between self-reported discrimination, physical health
and blood pressure: findings from African Americans, Black Immigrants, and Latino Immigrants in
New Hampshire. JHCPU 2006;17:116–132.

Sims, CM. Recipes Run in Our Families not Illnesses: Older Black Women on Race, Health Disparities
and the Health Care System. Thesis (Ph.D.). Tucson, AZ: UA Dissertation Published; 2006. Available
from http://etd.library.arizona.edu/etd/SearchServlet

Smedley, BD.; Stith, AY.; Nelson, AR. Introduction, and Literature Review. In: Smedley, BD.; Stith,
AY.; Nelson, AR., editors. Unequal Treatment: Confronting Racial and Ethnic Disparities in Health
Care. Committee on Understanding and Eliminating Racial and Ethnic Disparities in Health Care.
Board of Health Quality Science, Institute of Medicine. Washington, D.C.: National Academies
Press; 2003. p. 29-79.

Smedley, BD.; Stith, AY.; Nelson, AR. Assessing Potential Sources of Racial and Ethnic Disparities in
Care: The Clinical Encounter. In: Smedley, BD.; Stith, AY.; Nelson, AR., editors. Unequal
Treatment: Confronting Racial and Ethnic Disparities in Health Care. Committee on Understanding
and Eliminating Racial and Ethnic Disparities in Health Care. Board of Health Quality Science,
Institute of Medicine. Washington, D.C.: National Academies Press; 2003. p. 160-179.

Smelser, NJ.; Wilson, WJ.; Mitchell, F. Introduction. In: Smelser, NJ.; Wilson, WJ.; Mitchell, F., editors.
America Becoming: Racial Trends and Their Consequences. Vol. Volume 1. Washington, DC:
National Academy Press; 2001. p. 1-20.

Thomas SB, Quinn S. The Tuskegee syphilis study, 1932 to 1972: Implications for HIV education and
AIDS risk education programs in the Black community. AJPH 1991;81:1498–1505.

US Census Bureau, Population Division - Vital Statistics. Population Estimates Program, Projections of
the population by Age, Sex, Race and Hispanic Origin for the United States 1999–2100 (middle
series). 2001 [Accessed 5 November 2003]. Available from
http://www.census.gov/population/projections/nation/detail/d2041_50.pdf

Wiggins F. (African American community member & practicing psychologist) Personal Communication
on perspectives of hyper-vigilance among African Americans as being healthy. 2003

Williams DR. Racism and Health: A Research Agenda. Ethnicity & Disease 1996;6:1–5. [PubMed:
8882831]

Williams DR. Race, SES, and health: The added effects of racism and discrimination. Ann N Y Acad.
Sc 1999;896:173–188. [PubMed: 10681897]

Sims Page 16

Ethn Health. Author manuscript; available in PMC 2011 October 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://etd.library.arizona.edu/etd/SearchServlet
http://www.census.gov/population/projections/nation/detail/d2041_50.pdf


N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Sims Page 17

Table 1

Demographic Characteristics of African-American Women in Study Sample

Number (%)

Age (years)

40–49 15 (30%)

50–69 32 (66%)

70+ 3 (6%)

Education

High School Diploma / GED 13 ( 26%)

Associates Degree , Technical Training, or
Some College

22 (44%)

Four-Year College Degree or Beyond 15 (30%)

Employment

Employed / Self- Employed 32 (64%)

Retired with a New Career 10 ( 20%)

Retired and not Employed 8 (16%)

Health Status

Excellent 26 (52%)

Good 15 (30%)

Fair 9 (18%)

Poor 0

Ethn Health. Author manuscript; available in PMC 2011 October 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Sims Page 18

Table 2

Ethnographic Insights from Study Interviews

a. How they knew that they or other Blacks were being treated differently

…I do think that Black women are being treated differently… when you walk into the waiting room, and you're stereotyped… I've seen it; I've
felt it. Other people come in and they are treated ahead of you, you know… when you walk into the office, and you say to them, "Could you get
me in to see the doctor?" And they say "No, we cannot see you till next week." Then you have somebody else, a White woman, comes in right
behind you and he or she says "Oh, just wait over there, and I’ll see if the doctor can see you." Colette, it's the privileging of them over me that
also makes a difference ( Ms. Satori 2004).

…Now that I think about it, even trying to get an appointment through the office staff to get in to see the doctors, I think that African Americans
are treated differently. In terms of what I've observed,… [Blacks] go to the doctors and providers and they're just not treated the same .That's how
I know, if I see and hear something different… that's how we all know( Ms. Catherine 2003).

…There's a condescending tone when they talk to you, whether they are male or a female, if they are White, and that’s usually the experience from
the time that you walk in the door… I know you should have a good rapport with your physician, but …maybe he was focusing on it being a health
issue for us, Black women, when he said " you people," but it was the way he phrased it that it did not come across that way. Me, I just leave (Ms.
Carlotta 2003).

b. Expectations and experiences of receiving less optimal treatment than Whites

I can tell you that almost everyone I know has had some kind of negative clinic or hospital experience, where you’ve had to go in and fight for
care or fight for service. I think for a certain amount of Black people that's one of the reasons they don't go, because they don't feel like they're
going to be treated the same as Whites ( Ms. Wiletta 2003).

To this day I still have a space there [in her gums ] where I should have a tooth… because I was a little Black student, a little Black child with a
check [a cash allotment for her dental work] It was a quick fix for him [ the White dentist]. It was easier to take the money than treat me several
times. I think that one experience really set it off for me because I didn't realize until years later how his pulling that tooth affected the rest of my
teeth (Ms. Darla 2003).

We Black women feel so vulnerable, and were so taken advantage of in the past,… Women like myself, I know what happened. I am the older
generation. They [healthcare providers and staff] need to understand what an African American woman of a particular age group might be going
through or has gone through…it's a big thing in terms of trust. I have been labeled high risk for breast cancer so to be on the safe side I get my
mammogram, but I' m not quite sure I trust them (Ms. Gladys 2003).

c. How interactions within healthcare encounters/settings are shared in the Black community

Black people have lost confidence in the healthcare services…We do work together. We will tell if we have been mistreated…and we do have
community and we do support one another. When you mistreat or disrespect one of us, you cannot clean that up by going over and being nice to
the next person…’cause we talk to each other…( Ms. Sharon 2002).

Someone goes to the [White] hospital and dies and then a lot of information is built up and shared among us about that death, which is not necessarily
based on fact. We [Blacks] also don’t ask a lot of questions, we don’t stay on top of what's going on sometimes, and we just go on what's being
said ( Ms. Renee 2004).

I was told about a group of Black women from someone who knows that they were at King's County hospital clinic and they had pap smears done,
and the women didn’t hear from the doctor so they thought that they were okay. But years later, it was found that these pap smears were still in
the refrigerator and were never analyzed and some of these women had died of cancer. So that taught me to never wait on them [healthcare
providers] and to call and call till I get my results (Ms. Irene 2003).
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Table 3

Misunderstandings in healthcare settings and cues to behavior

I think it's how we describe what's happening with us and maybe they don’t understand our descriptions. …I think each different culture has way
of conveying what's going on with their body. I think I scared a doctor one time. I use my hands a lot when I talk…I don’t know if I intimidated
him or what because he backed up and hit his head - BAM-on the wall …I don't know what else could have made him react like that except that
he thought I was an angry Black woman and that I was going to hit him…So it's sort of like they [healthcare providers] misinterpreted it (Ms.
Juanita 2003).

They want you to take your clothes off, right away. We're still are not comfortable with exposing ourselves to them. It’s a cultural issue. Like if
you're a White woman, you probably don’t care if parts of your body are shown. It's not an issue for you. But if you're a Black woman, you are
much more concerned with being covered up. Even though they try to paint us as having early [sexual] experiences, as young girls,no, we do not
( Ms. Brenda 2004).

There are a few Black nurses, a few Black doctors. But when you go in [to a predominantly White healthcare setting] you're trying to tell somebody
about you and your health that has absolutely no frame of reference, absolutely no clue about the Black experience or your history. They probably
have never even seen a Black person….so for us it doesn’t make it important to go get checked out because of how we are treated(Ms. Deborah
2002).
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