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Abstract of Dissertation
Neighborhood Poverty: An Intersectional Structural Determinant of PrEP Uptake among
Black Heterosexual Cisgender Women

Black heterosexual cisgender women (BHCW) are at high HIV risk but have low
uptake rates of pre-exposure prophylaxis (PrEP). The HIV epidemic is particularly
alarming among BHCW living in the D.C.-Maryland-Virginia (DMV) metropolitan area.
Existing empirical research demonstrates causal links between individual-level
psychosocial determinants and HIV prevention behaviors; yet little is known about how
intersectional structural determinants affect PrEP uptake for BHCW. Structural
intersectionality is a theoretical framework that can shed light on how multiple and
interlocking structural determinants (i.e., racism, classism, and sexism) influence PrEP
uptake among BHCW. Integrating theories and methodologies from social psychology,
sociology, and public health, I conducted a secondary data analysis guided by structural
intersectionality. Using structural equation modeling, I evaluated the direct effects of an
intersectional structural determinant (neighborhood poverty) across 39 DMV zip codes
on BHCW’s (N =240; M = 30.73 years; SD = 8.9 years) PrEP uptake interest and
assessed the mediating effects of associated psychosocial (perceived HIV risk, anticipated
PrEP stigma) pathways. Results indicated that participants’ PrEP uptake interest was not
significantly predicted by neighborhood poverty, perceived HIV risk, nor anticipated
PrEP stigma. Higher neighborhood poverty did predict lower perceived HIV risk but did
not predict anticipated PrEP stigma. The hypothesized indirect effects of neighborhood
poverty on PrEP uptake interest through perceived HIV risk and anticipated PrEP stigma

were not supported. Age was negatively associated with BHCW’s PrEP uptake. This

Vi



dissertation provides empirical evidence about the influence of neighborhood poverty on
PrEP uptake for BHCW, a population at high HIV risk, within the DMV, an area with
high HIV incidence. Results highlight the importance of transcending exclusively
individual-level psychosocial determinants and using multilevel, multidisciplinary, and

intersectional approaches to increase PrEP uptake among BHCW.
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Author Positionality and Epistemic Stance

This dissertation is informed by Quantitative Critical Race Theory (QuantCrit), an
approach that applies the principles from Critical Race Theory (Bell, 1993; Crenshaw et
al., 1995) to understand statistical analyses (Castillo & Gillborn, 2023). QuantCrit
emphasizes the centrality of racism; that numbers are not neutral and social categories not
natural; that all data is socially constructed; and that all work must be oriented toward
advancing social justice and equity (Gillborn et al., 2018). Although my quantitative
methodology is grounded in a positivist paradigm (Lincoln & Guba, 1985), quantitative
data are social constructs (Carpentier, 2008), and I reject the notions that numbers and
truth are objective and that my biases as a researcher do not shape my findings and
interpretations. Thus, I share my positionality and epistemic stance to be transparent

about how my background, views, and experiences may influence my work.

I am a cisgender (she/her pronouns), bisexual, upper class, highly educated, able-
boded Persian American woman who is the child of immigrants to the United States. I am
trained as an applied social psychologist, identify as a critical social psychologist, and am
committed to intersectional feminism and health equity research. My epistemological
stance as a researcher is aligned with the social constructivist paradigm (Carter & Little,
2007) and critical transformative frameworks (Creswell & Poth, 2018). As a social
constructivist, my ontological position is that realities are subjective, and that knowledge
is contextually situated and can change based on different individuals, places, and time
(Carter & Little, 2007). My axiological position is that my own values and experiences
shape how I interpret participant data (Carter & Little, 2007; Finlay, 2002). As a critical
transformative researcher, I commit to using my platform as an investigator to challenge
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structural inequities and highlight the needs of disadvantaged groups to improve society
(Creswell & Poth, 2018). As a critical intersectional feminist, I seek to conduct research
that centers intersectionality (Collins, 1991; Combahee River Collective, 1977,
Crenshaw, 1991) and women’s perspectives in a manner that is transformative and
attends to the influence of power structures in people’s lives (Creswell & Poth, 2018), an
effort that is of particular importance when studying historically oppressed groups such

as Black heterosexual cisgender women, this dissertation’s population of focus.
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Chapter 1: Introduction

Black heterosexual cisgender women (BHCW) in the U.S. are disproportionately
affected by the HIV epidemic (AIDSVu, 2018; Centers for Disease Control and
Prevention, 2022; Grablick, 2023). The epidemic is particularly alarming among BHCW
living in Washington, D.C. (CDC, 2022; U.S. Department of Health and Human Services,
2024a). In 2021, eight out of ten new HIV diagnoses among women in D.C. were Black
(Grablick 2023), and in 2020 the rate of BHCW living with HIV in D.C. was 35.4 times
higher than that of White women (AIDSVu, 2021). For BHCW in D.C., heterosexual
exposure is the primary method of HIV transmission (AIDSVu, 2021).

Nationwide between 2018 and 2022, there was a 25% decline in HIV-related
deaths and a 12% decline in new HIV infections (CDC, 2024). These improvements were
due largely to increased access to pre-exposure prophylaxis (PrEP) prescriptions and HIV
testing, demonstrating the importance of preventive care access and early intervention
(CDC, 2024). Such access was made possible under the Affordable Care Act (ACA),
which mandated health insurers to cover preventive services such as HIV testing for
everyone and PrEP for those at increased risk of HIV exposure through sex or drug use
(HHS, 2025a). Medicaid access is critical to PrEP uptake as it reduces out-of-pocket costs
for medications and medical visits (Sullivan et al., 2019). In 2023, U.S. states that
adopted Medicaid expansion had a 1.3 times higher PrEP uptake rate than states that did
not (AIDSVu, 2024). Structural interventions in laws or policies that facilitate individual
access to HIV prevention tools are thus essential precursors to ending the HIV epidemic

in the U.S.



PrEP is a highly effective medication that reduces the risk of HIV infection from
sex by 99% (CDC, 2022). PrEP can be taken as a daily oral pill or injected by a
healthcare provider (HCP) every two or six months (HHS, 2025b; U.S. Food and Drug
Administration, 2021). PrEP is widely available in D.C. with a prescription through
government programs for insured and uninsured residents who are at high HIV risk (DC
Health, 2023; HHS, 2023). Over $1.4 million in philanthropic funds have been allocated
to D.C. for PrEP-related work such as HCP training, research, advocacy, awareness
campaigns, and service provisions (AIDSVu, 2021). Yet only 10% of women in the U.S.
who could benefit from PrEP were prescribed it in 2019 (CDC, 2021), and BHCW are the
least likely to utilize PrEP compared to other groups (AIDSVu, 2018; Centers for Disease
Control and Prevention, 2022; Grablick, 2023). In a quantitative study conducted in D.C.
with majority BHCW, most participants were previously unaware of PrEP, few intended
to initiate PrEP in the future, and their perceived risk of HIV acquisition was low (Scott
et al., 2022; Scott et al., 2023). More empirical research is needed to understand the gaps
in PrEP uptake among BHCW in the D.C.-Maryland-Virginia (DMV) metropolitan area
to help reduce their HIV incidence.

Much of the empirical research on HIV prevention among BHCW attends almost
exclusively to individual and interpersonal determinants of HIV risk, such as how lack of
PrEP awareness (Auerbach et al., 2015), low perceived HIV risk (Flash et al., 2017),
anticipated PrEP stigma (Calabrese et al., 2018), HCP biases (Hull et al., 2021), distrust
of the medical system (Auerbach et al., 2015), and concerns about side effects (Auerbach
et al., 2015; Hill et al., 2021) pose barriers to their ability to engage in HIV prevention

strategies such as PrEP uptake. Although these psychosocial factors are critical



determinants of HIV prevention for BHCW, they are insufficient for explaining why
barriers to PrEP uptake exist for BHCW in the first place. Thus, these determinants must
also be examined in conjunction with broader structural determinants of health, or the
rules and power relations embedded in social structures and institutions that perpetuate
systems of advantage and disadvantage (Heller et al., 2024). Structural approaches go
beyond individual behaviors to examine the context in which those behaviors occur
(Blankenship et al., 2000; Blankenship et al., 2006) and shift the onus to the power
sources that produce social inequities and exclude oppressed groups (Bowleg, 2022;
Krieger, 2014). In the U.S., this context is driven by structural racism, classism, and
sexism, multiple and interlocking oppressions that intersect to shape systems of
disadvantage for individuals such as racialized women who are disproportionately poor.
BHCW?’s inequitable access to information about PrEP or to the medication itself, for
example, are functions of intersectional structural oppressions that hinder BHCW’s PrEP
uptake (Blackstock et al., 2015; Blackstock, 2021; Knight et al., 2022). Experts argue that
going beyond the individual-level and examining influential structural-level factors such
as neighborhood context is essential for understanding HIV prevention behaviors
(Brawner et al., 2022) because empirical data demonstrates that, like individual risk
behavior, living in an area with high HIV prevalence can increase one’s risk of being
exposed to HIV (Brawner, 2014).

In this dissertation, I demonstrate how, because of intersectional structural
oppressions (specifically racism, classism, and sexism), BHCW are more likely to live in
neighborhoods with fewer socioeconomic resources, which in turn amplifies their HIV

risk (Adimora et al., 2006; Latkin et al., 2013; Hill et al., 2021). Neighborhood



disadvantage is often evaluated by measures of poverty such as percentage of households
with low income, low educational attainment, or high unemployment (Riley, 2017; Yen &
Syme, 1999). In a systematic review of 55 qualitative and quantitative studies,
neighborhood disadvantage was identified as a critical determinant of HIV risk; yet the
authors found a paucity of studies that examine its effects on HIV prevention outcomes
such as PrEP uptake for any population (Brawner et al., 2022). Though empirical
investigation has identified neighborhood poverty as a contributing structural determinant
to decreased PrEP uptake among Black men who have sex with men (MSM; Burns et al.,
2021), that and other structural determinants of HIV prevention are understudied among
BHCW.

Examining the effects of neighborhood disadvantage is particularly important in
the DMV where there are large inequities between neighborhoods that intersect with
other social-structural determinants of health. Across D.C. zip codes for example, median
household income ranges vastly from $35,268 (lowest) to $209,719 (highest; DC Health
Matters, 2024). D.C. has one of the largest Black populations of U.S. metropolitan areas
(Moslimani et al., 2024) with 41% of its residents identifying as Black or African
American (Korhonen, 2024). Yet the median household income of Black households is
$54,203 compared to $158,954 for White households (DC Health Matters, 2024).

Across D.C., 11.86% of families live below the poverty line, but there are
significant differences between predominantly Black neighborhoods in Wards 7 and 8
where 90.32% and 88.98% of residents are Black, respectively, and predominately White
neighborhoods in Wards 2 and 3 where 66.57% and 75.2% of residents are White,

respectively (DC Health Matters, 2024). Wards 7 and 8 each have 23.85% of families



living below poverty line, compared to only 2.44% and 5.67% of families living below
the poverty line in Wards 3 and Ward 2, respectively (DC Health Matters, 2024). Wards 7
and 8 also have unemployment rates of 15.4% and 20.1%, compared to 4.2% in both
Wards 2 and 3 (HHS, 2025¢). In Wards 2 and 3, less than 10% of households are headed
by a single female (an indicator of poverty and health risk) compared to 71% and 65% of
households in Wards 7 and 8 (HHS, 2025c¢). Neighborhoods are key to understanding
health inequities, and altering the course of the HIV epidemic will require attending to
neighborhood level structural inequities that heighten HIV risk (Bowleg et al., 2014;
Brawner et al., 2022).

There are several social psychological theoretical models of behavior that attempt
to understand HIV prevention behaviors such as PrEP uptake, including the Health Belief
Model (HBM; Hochbaum et al., 1952; Rosenstock et al., 1988), Social Cognitive Theory
(SCT; Bandura, 1986), the Theory of Planned Behavior (TPB; Ajzen, 1991), and the
Transtheoretical Model of Behavior Change (TMBC; Prochaska et al., 1997). However,
these models share several facets that render them inadequate for examining the influence
of structural inequities on PrEP uptake among BHCW. Specifically, the models assume
that individuals are rational, have control over their health decisions, and have the
resources to take health-promoting actions; their designs are rooted in individualistic (i.e.,
White and Western) cultural values and patriarchal, cisgender, heteronormative male, and
middle-class norms; and they overlook the influence of contextual factors such as
structural discrimination on individual health behaviors and outcomes (Amaro, 1995;
Bowleg, 2017; Bowleg, 2021; Cochran & Mays, 1993; Henrich et al., 2010;

Lewandowski & Holden, 2011; Logan et al., 2002; Rosenthal & Levy, 2010; Weber &



Parra-Medina, 2003). Additionally, social cognitive and health psychology approaches for
examining stigma and discrimination, such as Goffman’s (1963) conceptualization of
stigma and Meyer’s (2003) Minority Stress Model, focus almost exclusively on
individual- and interpersonal-level determinants. As such, they ignore structural-level
determinants that are critical for understanding gaps in PrEP uptake among BHCW.

Instead, this dissertation is guided by structural intersectionality (Crenshaw,
1989), a theoretical framework that allows for the examination of how multiple and
interlocking systems of oppression, such as structural racism, classism, and sexism,
influence PrEP uptake among BHCW (Homan et al., 2021). Intersectionality is a critical
analytical framework originating from Black, lesbian, feminist activism and scholarship
that stresses how multiple systems of oppression (i.e., structural racism, classism, and
sexism) combine to influence the lived experiences of historically oppressed groups
(Collins, 1991; Combahee River Collective, 1977; Crenshaw, 1991). Rather than focusing
on individuals and their immovable social positions, intersectionality urges attention to
the interlocking social power structures that create and perpetuate inequitable outcomes
(Bowleg, 2017) such as those related to health (Bowleg et al., 2023).

Unlike conventional social psychological models that place the individual as the
primary unit of analysis, intersectional models center the systems of power that shape
both oppression and privilege for social groups (Bowleg, 2017). As such, intersectionality
helps situate individual health decisions and behaviors within the social, structural,
cultural, and historical contexts that create and reinforce health inequities (Collins, 1995;
Weber & Parra-Medina, 2003). As [ will demonstrate in the subsequent chapter, this

attendance to power is particularly critical for understanding PrEP uptake and other



health inequities among BHCW because of how their lives and healthcare experiences are
affected by intersecting structural oppressions. Further, in contrast to the assumptions
underlying social psychological models, intersectional models acknowledge that people
do not have a single, fixed social identity but rather that social identities are dynamic and
socially constructed by multiple social processes and structural factors (Bowleg, 2017;
Weber & Parra-Medina, 2003). Intersectionality was designed to center the perspectives
of people from multiply oppressed groups, specifically women of color (Weber & Parra-
Medina, 2003), and therefore it is particularly fitting for framing research related to
BHCW, this dissertation’s population of focus.

Informed by empirical research from social psychology, sociology, and public
health, I use structural equation modeling to investigate the direct effects of an
intersectional structural determinant (neighborhood poverty) on the PrEP uptake of a
cohort of BHCW, as well as the mediating effects of associated psychosocial (perceived
HIV risk, anticipated PrEP stigma) pathways. Guided by the structural intersectionality
theoretical framework, this dissertation provides empirical evidence about the multilevel
influence of neighborhood poverty on PrEP uptake for BHCW, a population at high HIV
risk, within the DMV, an area with high HIV incidence. The application of structural
intersectionality to health equity research is in its early stages and is a promising direction
for social psychology. Results highlight the importance of transcending exclusively
individual-level psychosocial determinants and using multilevel, multidisciplinary, and

intersectional approaches to understand PrEP uptake among BHCW.



Chapter 2: Literature Review

Social Psychological Theoretical Models of Health Behavior

Social psychological theoretical models of health behavior aim to explain or
predict health behaviors or behavior changes by focusing on individual-level constructs
and processes (Logan et al., 2002). Theoretical models such as the HBM (Hochbaum et
al., 1952; Rosenstock et al., 1988), SCT (Bandura, 1986), the TPB (Ajzen, 1991), and the
TMBC (Prochaska et al., 1997) predate HIV health behavior research, but researchers
have attempted to use them to explain contemporary HIV prevention behaviors (Amaro,
1995) such as PrEP uptake. Though these models take different approaches to
conceptualize health behavioral processes, they all assume that individuals make health
choices based on rational decision-making, that they have control over their health
decisions, and that they have access to the necessary resources to make health-promoting
decisions (Cochran & Mays, Logan et al., 2002). Perception is a key feature in these
models; they theorize that the more an individual perceives that they are at risk of
experiencing an adverse outcome, the more motivated they will be to engage in behavior
change (Golub & Fikslin, 2019). Within the HBM and SCT, the construct of self-efficacy
is also primary, suggesting that an individual’s perception that they can engage in a
prevention behavior will lead to such action (Cochran & Mays, 1993; Lewandowski &
Holden, 2011; Logan et al., 2002). In the following subsections, I will illustrate why
social psychological theoretical models of health behavior that focus primarily on
increasing individual perceived HIV risk are insufficient for understanding how to

improve HIV prevention behaviors such as PrEP uptake among BHCW.



Perceived HIV Risk

The HBM theorizes that an individual is more likely to engage in a health
behavior if they perceive a disease to be a high threat (susceptibility and severity),
perceive that acting against the threat has more benefits than costs, and believe that they
have the self-efficacy to perform the behavior (Rosenstock et al., 1988). For an individual
to engage in an HIV prevention behavior like PrEP uptake for example, they must see
their current sexual behaviors as risky, be incentivized to seek out and take the
medication to prevent HIV (the desired outcome), view PrEP uptake as having few costs,
and feel capable of engaging in such changes (Rosenstock et al., 1988; Lewandowski &
Holden, 2011). Empirical research indicates that BHCW have low HIV risk perceptions,
an individual-level psychosocial factor that can increase their actual risk for HIV by
hindering self-protective behaviors such as HIV testing (Blackstock et al., 2015) or PrEP
initiation. In a qualitative study with 288 women living across the U.S., 86% of whom
were Black, participants indicated a lack of personal perceived vulnerability to HIV even
though they knew someone with HIV or other STIs, believing that most women “don’t
think it could happen to them” (Frew et al., 2016, p. 13). Low HIV risk perceptions were
also found among a cohort of BHCW in D.C. (Scott et al., 2022), among BHCW living in
low-income neighborhoods in the South (Hill et al., 2021), and among BHCW residing in
Mississippi (Willie et al., 2022).

Similarly, in a cross-sectional study with 196 low-income BHCW, Younge and
colleagues (2010) found that although a majority of participants were knowledgeable
about HIV transmission and prevention, most reported a low perceived risk of contracting

HIV and that this perception was associated with high levels of sexual optimistic bias



(Weinstein, 1984), or the belief that one is less likely to experience a negative event from
sexual behaviors relative to other people. The authors argue that this bias may be an
adaptive coping mechanism that participants developed to manage the cognitive
dissonance associated with engaging in sexual behaviors that they know are risky
(Younge et al., 2010). Although some researchers argue that helping BHCW recognize
their HIV risk is an important facet of HIV prevention interventions (Flash et al., 2017),
others posit that knowledge alone does not necessarily yield HIV risk reduction behaviors
(Mays & Cochran, 1988; Younge et al., 2010). In support of this, several meta-analyses
show that there is limited empirical evidence on the effectiveness of behavioral
interventions that aim to improve HIV prevention practices by increasing individual risk
perceptions (Golub & Fikslin, 2019; LaCroix et al., 2014; Webb & Sheeran, 2006).

In a nationally representative, racially diverse sample of young adults, Hallfors
and colleagues (2007) found that White participants’ risk for HIV and other sexually
transmitted diseases (STDs) increased only when their sexual behavior was very risky
(e.g., engaging in sex for money), while Black participants remained at high risk even
when their sexual behavior was less risky (e.g., having few sexual partners), and further,
racial inequities in STD rates continued even after controlling for individual
socioeconomic status. The authors concluded that strategies that aim to prevent HIV and
other STDs by targeting individual sexual risk behaviors are likely appropriate only for
White people, and that interventions for Black people must consider larger environmental
factors that contribute to their heighted HIV risk (Hallfors et al., 2007). Risky sexual
behavior therefore does not fully account for HIV racial inequities, and HIV prevention

research for BHCW must therefore expand beyond targeting individual risk perceptions.

10



Missing Context

The underlying assumption within the theoretical models of health behavior that
people have control over their behaviors is rooted in individualistic cultural values
(Cochran & Mays, 1993). Compared to collectivists, individualists prioritize
independence, self-reliance, and freedom from external restraints, and view attitudes as
generally stable, internally consistent properties of individuals that are less influenced by
others (Albarracin & Shavitt, 2019; Hornsey & Fielding, 2017). For Black women,
behavior change messages based on individualism, such as taking action to protect
oneself against HIV, may be misaligned with the cultural values of cooperation and
interdependence among their community (Mays & Cochran, 1988). Mays and Cochran
(1988) argue that HIV prevention messages advocating that women to talk to their sexual
partners about safer sex practices (e.g., using condoms or previous sexual behavior) are
based on White, middle-class notions that it is normative for women to discuss sexual
matters with her partners. As such, these messages are culturally inappropriate for
racial/ethnic minority women, particularly for poor Black women (Mays & Cochran,
1988).

By focusing on individualistic processes, these social psychological models also
deprioritize the influence of contextual factors that are out of one’s control on an
individual’s health behaviors (Cochran & Mays, 1993; Logan et al., 2002). This
individualistic focus is particularly problematic in the context of sexually transmitted
infections like HIV because individual sexual risk behaviors, particularly for women, are
influenced by relational, situational, and cultural factors (Amaro, 1995). The models are

seeded in the norms of the patriarchy (i.e., the dominant social system in the U.S. in
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which primarily men hold positions of power and privilege) by assuming that women and
men equally have control over sexual decisions (Rosenthal & Levy, 2010). As Logan and
colleagues (2002) argue, though individual level factors such as self-efficacy should be
considered in women’s sexual behavior research, contextual factors must also be
incorporated. As will be explained in detail in a subsequent section, power is gendered
(Pratto & Walker, 2004); women do not have the same control and power in their health
decisions, particularly those related to sexual health, as do men (Rosenthal & Levy,
2010). The models neglect attendance to unequal gender power dynamics in society and
how they shape gender norms, roles in sexual relationships, and sexual behaviors
(Amaro, 1995).

Turner (2008) argues that in order to be independent and self-reliant, American
individualists paradoxically rely “on gendered structures of inequality to meet basic
social and material needs, as well as on the culture of white supremacy to enhance his
self-esteem” (p. 199). Blind to the influence of social structures, individualists ignore
how their privilege and White male supremacy benefits from racialized and gendered
structural inequities (Turner, 2008). Because they are rooted in individualistic (i.e.,
White, Western) and patriarchal values, the theoretical models of health behavior
implicitly assume that the experiences of cisgender, White, Western, middle-class,
educated, and heterosexual males are normative and universal (Bowleg, 2021; Henrich et
al., 2010). Lupton (1993) argues that even the discourse around risk perception in health
research is seeded in individualism, as it assumes risk behaviors are rational, cognitive
processes and thus places the blame of health risks on individuals for their lifestyle

choices and lack of self-control while ignoring the social-cultural contexts in which they
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live. Consequently, the theoretical models of health behavior ignore critical structural
factors such as how racism, sexism, and classism differentially impact individual health
behaviors and outcomes (Rosenthal & Levy, 2010), such as PrEP uptake among BHCW.

For example, using the HBM, Lewandowski and Holden (2011) analyzed
transcripts from a focus group study on HIV prevention with Black women. They found
that most participants were aware of their HIV risk, believed themselves to be self-
efficacious, and thought they could engage in HIV prevention behaviors (Lewandowski
& Holden, 2011). Yet participants still did not feel they had control over their HIV-related
health outcomes due to external factors including poverty, lack of access to healthcare,
unsafe neighborhood environments, and discrimination from HCPs (Lewandowski &
Holden, 2011). Had their analyses not expanded beyond the individual-level factors
accounted for in the HBM, Lewandowski and Holden (2011) would have missed critical
determinants that participants perceived hindered their ability to prevent HIV. In a
nationwide quantitative study with 315 BHCW (55% of whom resided in the U.S. South),
researchers found that structural factors such as visiting an HCP in the previous year and
comfort discussing PrEP with their HCP were positively correlated with PrEP interest
(Irie et al., 2024).

In a cross-sectional study with 294 participants in D.C., 92% of whom were
BHCW, Hull and colleagues (2023) examined psychosocial determinants of PrEP uptake
using the Integrative Model of Behavioral Prediction (IMBP; Fishbein, 2009), a theory
based on the TPB and SCT. Like other reasoned action approaches, the IMBP posits that
people’s behavior can be predicted from their intentions to perform the behavior and that

such behavior is under their control (Fishbein, 2009). Hull et al. (2023) found that
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although participants’ PrEP awareness was low, once they learned about it, they shared
intentions to use it, and that psychosocial factors such as self-efficacy, attitudes, and
subjective norms had positive direct effects on their intentions. Like in other social
psychological models of health behavior, in the IMBP contextual/environmental factors
(e.g., policies, discrimination, neighborhood structure) serve as moderators in the
pathway between intentions and behavior rather than as part of the model’s defining
structure (Cochran & Mays, 1993; Hull et al., 2023). Because intentions can be impeded
by structural factors such as discrimination, lack of access to healthcare or insurance, and
economic, food, or housing insecurity (Bowleg, 2012; Bowleg et al., 2013; Flash et al.,
2017), individual-level psychosocial factors alone cannot account for PrEP uptake
barriers among BHCW (Hull et al., 2023).

Because they are rooted in individualistic (i.e., White and Western), patriarchal
and middle-class norms, conventional social psychological theoretical models of health
behavior are unsuitable for examining multilevel determinants of PrEP uptake among
BHCW who live in disadvantaged neighborhoods. These models were designed by
Eurocentric, White, male, individualistic researchers, and tested primarily with White
participants, rendering them culturally inappropriate for explaining the health behaviors
of racial/ethnic minorities who may not hold individualistic values and for whom the
models were not created (Cochran & Mays, 1993; Collins, 1991; Henrich et al., 2010). As
will be explained in subsequent sections, BHCW’s health is impacted not just by
individual and interpersonal level determinants, but also by intersectional structural
factors. Due to their lack of attendance to power dynamics between groups (Logan et al.,

2002; Rosenthal & Levy, 2010), particularly those between women and men related to
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sexual behavior (Amaro, 1995), these models cannot capture the complex, multilevel
factors necessary to understand this dissertation’s topic for the population of focus.
Instead, this dissertation is guided by structural intersectionality (Crenshaw, 1988), a
theoretical model that was designed for Black women, centers issues of power, and
attends to the influence of structural determinants on BHCW s health (Weber & Parra-

Medina, 2003).

Stigma & Discrimination

In this section, I describe several social cognitive and health psychological
approaches to examining stigma and discrimination and outline how, as individual-level
approaches, they offer an incomplete interpretation of stigma and discrimination as
psychosocial barriers to PrEP uptake among BHCW. I then incorporate a sociological
perspective to argue that stigma and discrimination should be studied as multilevel
constructs to address barriers to PrEP uptake for BHCW.

Social Cognitive Approaches

Social psychological research on stigma stems from Goffman’s (1963)
conceptualization of stigma as a process by which a person becomes socially discredited
and develops a spoiled identity based on a specific attribute, such as an illness or a
minoritized race/ethnicity, gender, or sexual identity. The stigmatization process is
theorized to occur through social interactions and processes (Chaudoir et al., 2013;
Goffman, 1963; Parker & Aggleton, 2003). This can lead to anticipation of stigma or
internalization, wherein socially established norms and values are adopted as one’s own
(Ryan & Connell, 1989), and/or the formation of stereotypes and prejudice towards

others (Crocker et al., 1998). Within the field of psychology, stigma is defined as
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prejudices or stereotypes a person can hold toward themselves (internalized stigma) or
another person or group (interpersonal stigma) due to certain statuses (e.g., racial/ethnic,
gender, socioeconomic, sexuality, age, disability, immigrant, or indigenous status),
whereas discrimination refers to unjust and differential actions taken based on those
negative attitudes and beliefs (American Psychological Association, 2023).

From the social cognitive perspective, stigma operates solely within and between
individuals. In oppressive environments for example, oppressed people are surrounded by
negative attitudes, stereotypes, and messages, which are reinforced by violence, and
victim-hating and -blaming (Pharr, 1997). Through social norms, these practices continue
even in the absence of members of the oppressor group (Bearman et al., 2009). For some
members of the oppressed group, oppressive conditions can lead to low self-esteem and
self-blame, submissiveness in anticipation of punishment from the dominant group, or an
altered sense of the self and view of the world, all of which can help perpetuate the
existing oppressive system (Cherry & Wilcox, 2021; Glick & Fiske, 2001; Zucker &
Landry, 2007).

Fanon (1952) argues that because of colonization and slavery and the ways in
which Black people continue to be oppressed through structural discrimination (see next
section for more detail), Black people’s self-identities are always shaped by and cannot
be separated from Whiteness and White oppression. He explains that society has already
deemed a Black person’s identity as inferior; their mere existence requires justification,
and therefore their sense of self is formed within the context of self-preservation (Fanon,
1952). Though oppression itself operates externally, oppressed people internalize the

negative opinions of their oppressors (Freire, 1970), messages that are perpetuated
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through negative media images and portrayals (or “controlling images” used to subjugate
a group; Collins, 2000) and bolstered by discriminatory laws and practices (Williams and
Mohammed, 2013). Stigma thus helps ensure power asymmetry between groups by
keeping the oppressed feeling powerless and therefore behaving powerlessly (Bearman et
al., 2009; Freire, 1970; Jackins, 1997), including through the anticipation of future
stigmatization. As will be detailed in subsequent sections, though stigma— including
internalized, perceived, or anticipated—is studied in psychology as internal cognitive
processes, this view must be broadened and contextualized (Pantelic et al., 2019) when
examining the health outcomes and behaviors of historically oppressed groups such as
BHCW.

Social cognitive approaches to examining interpersonal stigma have focused
primarily on how prejudice and stereotyping are psychosocial stressors, that they are
based on people’s attitudes about and perceptions of the stigmatized attribute, and that
they function to influence social interactions (Krieger, 2014; Link & Phelan, 2001; Parker
& Aggleton, 2003). Social categorization theory (Tajfel & Turner, 1979) describes
stereotyping as a functional mechanism through which people classify others into social
groups to make sense of their social world. Whether accurate or not, stereotypes are
cognitive shortcuts that help people categorize information about people, interpret social
information, and guide subsequent behavior (Devine, 1989). From a broader viewpoint,
stereotypes are a mechanism for powerful people to exert and maintain control over those
less powerful by providing limits for what they should think, feel, and behave, thus
serving to justify the status quo (Collins, 2000; Fiske, 1993). In the U.S., negative

stereotypes about Black people are rooted in slavery (Hudson et al., 2024) and they help
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to sustain the social dominance hierarchies that keep Black people disproportionately
powerless (Sidanius & Pratto, 1999). As will be detailed in a subsequent section,
gendered and racially discriminatory stereotypes about BHCW, particularly those related
to their sexuality, can thwart their access to quality sexual and reproductive healthcare
(Cazeau-Bandoo & Ho, 2022; Howell, 2023; Prather et al., 2018; Rosenthal & Lobel,
2020), including HIV prevention services such as PrEP.

Empirical research following social cognitive approaches has typically examined
stigma as perception-based (Bowleg, 2021; Pascoe & Smart Richman, 2009), yielding
studies that seek to alter intergroup relations by targeting individual perceivers (Link &
Phelan, 2001; Parker & Aggleton, 2003) or altering the prejudicial attitudes of those who
discriminate (Kreiger, 2014). Because studies at this level rely on experimental or self-
report data, they overlook the influence of factors that are not or cannot be directly
observed by investigators or labeled by those experiencing them, such as discriminatory
laws and power structures (Homan, 2024; Krieger, 2014). Additionally, cross-sectional
and experimental designs measure the health impacts of only one type of stigma or
discrimination (e.g., racism or sexism) at a singular time point or within a specific time
frame, failing to capture the multidimensional and intersectional nature of discrimination
(e.g., racism and sexism, gendered racism) and the cumulative health effects of such
negative events over a lifetime (Krieger, 2014).

Another focus of social psychological research on stigma and discrimination is
measuring implicit biases, or people’s automatic cognitive associations with social groups
that are linked to social stereotypes (Vuletich & Payne, 2019). Critics of implicit biases

measures, such as the Implicit Association Test (IAT), argue that these tests merely
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capture one’s familiarity and awareness of intergroup stereotypes rather than underlying
implicit biases (Jost, 2019) and further, that they have limited predictive validity of
discriminatory behavior (Johnson et al., 2019). For more detail on this debate, see meta-
analyses by Oswald et al. (2015) and Kurdi et al. (2019). In an analysis of 9 longitudinal,
experimental interventions that used the IAT across 18 universities, Vuletich and Payne
(2019) found that efforts to reduce implicit bias worked in the short term only.
Interestingly however, when Vuletich and Payne (2019) incorporated structural inequality
measures (such as whether each campus had Confederate monuments, the percentage of
non-White faculty, and indicators of campus social mobility), they found that individual
implicit bias scores fluctuated across time points but that campus-level averages were
similar in the pre- and post-test. They concluded that implicit bias is transient at the
individual level but stable when aggregated at the social-structural level (Vuletich &
Payne, 2019). Vuletich and Payne’s (2019) findings provide empirical evidence that
discrimination is fostered through mutually reinforcing systems of power (Bailey et al.,
2017) and that examination of structural inequities should incorporate measures from
multiple levels.

Social cognitive approaches, with their focus on individual-level processes,
perceptions, and experiences, provide only a narrow view of how stigma and
discrimination influence health behaviors. This dissertation instead incorporates a
multilevel perspective to understand the larger context that influences PrEP uptake

among BHCW.
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Health Psychology Approaches

Within health psychology, the negative health effects of stigma and discrimination
are typically examined through the stress response. Stress can be conceptualized as an
external event or stimulus (stressor), an appraisal of an event or situation, or a
physiological or emotional response (Gruenewald & Wang, 2019; Kemeny, 2003;
O’Conner et al., 2021). A stressor like the perception or experience of discrimination can
have direct and indirect effects on the body’s physiological stress response, particularly
through cortisol release (Allen et al., 2019; Straub, 2019). Although the release of cortisol
is essential for the body’s functioning in response to acute stressors, according to the
Allostatic Load Model (ALM; McEwen & Stellar, 1993), repeated or chronic activation
of the stress response can lead to a dysregulation of cortisol release, known as allostatic
load, which has many adverse effects on system functioning and subsequent health
(Straub, 2019).

In Pascoe and Smart Richman’s (2009) meta-analysis for example, they found that
higher levels of perceived (interpersonal) discrimination, including related to race,
gender, and sexual identity, negatively correlated with multiple mental and physical
health outcomes. In alignment with the ALM (McEwen & Stellar, 1993), results indicated
that across studies, perceived discrimination produced heightened stress responses and
triggered the body’s physiological stress response system (Pascoe & Smart Richman,
2009). In a quantitative study with 208 Black women in the San Francisco Bay area,
Allen and colleagues (2019) found links between frequency of experiences of racial
discrimination and higher allostatic load. Chronic stress exposure from racially

discriminatory experiences, particularly when they occur repeatedly over a lifetime, can

20



degrade Black women’s coping resources, elevate their risk for stress-related conditions,
and hinder health promotive behaviors (Allen et al., 2019; Knighton et al., 2022), such as
PrEP uptake.

For example, in a cross-sectional study with 597 heterosexually active HIV-
negative women, nearly 40% of whom were Black, researchers found that many
participants anticipated disapproval from close others such as sexual partners, family
members, and friends if they were to use PrEP, and their anticipated PrEP stigma was
associated with lowered intentions to use the medication or discuss it with their provider
(Calabrese et al., 2018). Previous experiences of HCP mistreatment can create the
anticipation of stigma from other HCPs, a psychosocial factor that, among BHCW in
D.C. (Irie et al., 2024; Scott et al., 2022) and Mississippi (Knight et al., 2024), has been
negatively associated with future interest in and intention to initiate PrEP. Anticipated
HIV-related stigma can also prompt internalized stigma (Rao et al., 2012; Stangl et al.,
2019), which can yield adverse health outcomes such as worse overall self-rated health
(Lo Hog Tian et al., 2021) and hinder health protective behaviors such as PrEP uptake
(Auerbach et al., 2015). In a focus group study across 6 U.S. cities with 144 women (92%
of whom were Black), participants voiced concerns about anticipated stigma from their
sexual partners if they were to take PrEP and shared that their internalization of this
stigma deterred them from accurately perceiving their risk for HIV infection (Auerbach et
al., 2015). These results indicate that the mere anticipation of stigma from others,
particularly HCPs, can be internalized and hinder BHCW’s approach to HIV prevention.
These data yield insight into the individual-level pathways that hinder BHCW’s PrEP

uptake. Yet, individual level determinants offer partial explanation only, as they cannot
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account for the larger structural context that helps explain why barriers to PrEP uptake
exist for BHCW in the first place. More complex empirical investigation is thus required
to uncover the multilevel obstacles to BHCW’s PrEP uptake.

Meyer’s Minority Stress Model (2003) is often used to conceptualize the effects
of stigma and discrimination on the health of minoritized individuals, such as
racial/ethnic or sexual minorities. This health psychology model theorizes that minorities
experience unique chronic stress because of their social position(s), which has a
cumulative negative effect on their mental health. Olkin (2002) posits that the essential
definition of a minority group is not being a minority numerically, but rather the
experience of prejudice, stigma, discrimination, and oppression, and therefore a group
can be considered a minority when the prevailing perspective in society is not theirs (e.g.,
women living in the patriarchy). The Minority Stress Model (Meyer, 2003) suggests that
discrimination at all levels is a key socio-environmental stressor that impacts health via
the stress pathway. Additionally, it proposes that such discrimination can be internalized,
leading those with a minority status to have a personal identification with that status and
accept the negative societal beliefs about their identity. Such internalization can lead to
additional stressors related to the individual’s perception of the self as a stigmatized or
devalued person, such as fear or anticipation of social rejection, which can in turn
engender adverse health outcomes and behaviors. Not only does the model assume a
single-axis framework by accounting for only one type of discrimination at a time (i.e.,
racism or sexism; Bowleg, 2012), but it also locates the problem of stigma on the
individual being stigmatized, rather than placing the burden of these experiences and the

subsequent stress on the oppressive power structures that generate and uphold them
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(Bowleg, 2022). The Model therefore falls short of meeting the principles of
intersectionality.

Health psychology approaches provide some insight into the individual-level
stress processes underlying experiences of stigma and discrimination. Like social
cognitive approaches however, they cannot account for how structural-level
discrimination influences health outcomes and behaviors. A multilevel approach is
therefore necessary to understand the effects of structural level determinants on BHCW’s

PrEP uptake.

Multilevel Constructs

Social cognitive approaches elucidate the internal and interpersonal processes that
produce stigma toward oneself or others, and health psychology studies provide insight
into how these processes impact adverse health behaviors and outcomes primarily via the
stress pathway. In contrast to these individualistic approaches, the sociological Modified
Labeling Theory conceptualizes stigma as situation-specific, dynamic, and occurring
within power dynamics between social groups (Link et al., 1989). Moving beyond
individualism, in the aftermath of the 1980s AIDS epidemic during which over 100,000
people died from AIDS in the U.S. (CDC, 1991), Parker and Aggleton (2003) described
HIV-related stigma as a social process that occurs within the context of power and
domination. They posited that HIV-related stigma catalyzes dynamics of power and
control between dominant and devalued groups and is rooted in a society’s culture and
history of exclusion and oppression, and it therefore must be understood within a

framework of social inequity (Parker & Aggleton, 2003). They argued:
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Stigma and stigmatization function, quite literally, at the point of intersection
between culture, power and difference—and it is only by exploring the
relationships between these different categories that it becomes possible to
understand stigma and stigmatization not merely as an isolated phenomenon, or
expressions of individual attitudes or of cultural values, but as central to the
constitution of the social order. (p. 17)
This broader conceptualization pivots stigma research away from models that focus on
individuals, perceivers, and undesirable stigmatized identities toward those that examine
how stigmatizing social processes are created and perpetuated by structural inequities
(e.g., racism, sexism, ageism, ableism) and how they influence negative health outcomes
(Pantelic et al., 2019; Parker & Aggleton, 2003).

Looking across health outcomes, empirical research illustrates that investigators
cannot capture the sources of racial/ethnic health inequities with exclusively micro-level
data (Brown & Homan, 2022) because such analyses would miss the full extent of
structural racism’s toll on racial/ethnic minorities’ health (Krieger, 2014). Even
internalized stigma, conceptualized as an internal cognitive process, is shaped by broader
determinants of health (Pantelic et al., 2019) because “societal-level conditions, cultural
norms, and institutional policies... constrain the opportunities, resources, and wellbeing
of the stigmatized” (Hatzenbuehler & Link, 2014, p. 2). Instead, researchers contend that
research on stigma/discrimination and health must include both individual and structural
level measures (Krieger, 2012) and attend more to the structural antecedents that shape
Black women’s HIV prevention behaviors (Caldwell & Mathews, 2015) including PrEP

uptake (Irie et al., 2024). To understand the full picture of HIV-related inequities, it is
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therefore critical to also examine the influence of structural determinants as causal agents
(Blankenship et al., 2000; Doshi et al., 2021; Taggart et al., 2021).

Along with “stigma,” this dissertation will use “discrimination” to emphasize that
it is “a socially structured and sanctioned phenomenon, justified by ideology and
expressed in interactions among and between individuals and institutions, that maintains
privileges for members of dominant groups at the cost of deprivation for others” (Krieger,
2014, p. 650). The term “discrimination” helps pivot the focus away from the recipient to
attend to the structural sources of power and domination that link to social inequities and
yield exclusion for subordinated groups (Bowleg, 2022; Krieger, 2014). Such language
aligns with social ecological models that recognize that individuals are embedded within
social-structural networks that influence their behavior, and crucially, that attend to

historical practices that shape modern health (Krieger, 2012).

Structural Determinants of Health

While exclusively individual-level approaches assume that people have
substantial autonomy over their health choices and behaviors, structural approaches
postulate that there are structural causes to public health inequities and that individual
agency and subsequent health outcomes are shaped by social, economic, and political
institutions and structures (Blankenship et al., 2000; Blankenship et al., 2006). Rather
than targeting individual sexual risk behaviors or characteristics to prevent HIV,
structural approaches instead focus on the social, economic, and political contexts in
which such risk behaviors or heightened HIV risk occur (Blankenship et al., 2000;
Blankenship et al., 2006) because “structural problems require structural solutions”

(Krieger, 2021, p. 2). Experts argue that multilevel research is required to examine the
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influence of structural determinants on individual HIV risk and prevention behaviors
(Blankenship et al., 2000; Brawner et al., 2022; Earnshaw et al., 2022). Understanding
how structures influence medical decisions is critical in health equity research (Metzl &
Hansen, 2014), and thus the micro and meso levels of focus in social psychology can
benefit from the macro level perspectives in disciplines such as sociology and public
health (Blankenship et al., 2006).
Structural determinants of health are:
1) The written and unwritten rules that create, maintain, or eliminate durable and
hierarchical patterns of advantage among socially constructed groups in the
conditions that affect health, and 2) the manifestation of power relations in that
people and groups with more power based on current social structures work—
implicitly and explicitly—to maintain their advantage by reinforcing or modifying
these rules. (Heller et al., 2024, p. 357)
Structural determinants stem from a society’s dominant values, beliefs, cultures, norms,
laws, policies, and institutional practices, and they serve to maintain historical patterns of
power and privilege, and advantage and disadvantage (Heller et al., 2024). These
determinants undergird social processes and power dynamics that influence inequities in
resource distribution (Heller et al., 2024). The focus on altering the balance of power
among socially constructed groups is a key factor that differentiates structural approaches
to health from individual level interventions (Heller et al., 2024). From a systems of
exposure perspective, racism, sexism, and classism as fundamental causes of health
inequities are examined as dynamic and context specific rather than fixed individual traits

that yield the same health consequences regardless of social location (Riley, 2020). For
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example, Krieger and colleagues (2013) examined the effect of the 1964 U.S. Civil
Rights Act’s abolition of Jim Crow legislation (i.e., state laws that legalized racial
discrimination across the U.S. South) on infant mortality rates and found that prior to
1964, the Black infant mortality rate was 1.19 times higher in Jim Crow polities
compared to non-Jim Crow polities but that by 1970, the relative risk dropped to 1. These
findings demonstrate the impact that structural determinants, such as segregation policies
in hospitals and access to healthcare, can have on population health inequities (Krieger et
al., 2013).

Ecosocial theory (Krieger, 2012) posits that people embody exposures such as
discrimination from their social contexts and environments that result in individual
adverse health outcomes and yield population health inequities. Krieger (2012) argues
that understanding how discrimination is expressed within individuals requires
knowledge of macro level forces and processes and how these are rooted in historical
practices. Thus, in the following subsections, I will incorporate a structural perspective
within social psychological research on three forms of discrimination (i.e., racism,
classism, and sexism) to understand the sources of health inequities for minoritized
groups such as BHCW, data that helps contextualize why this population is at increased

risk for HIV but has lower PrEP uptake rates.

Racism

Social psychologists operationalize racism as a set of ideas or beliefs that lead
individuals to form prejudicial attitudes toward a racial group, and which may yield
discriminatory actions against individuals of that group (Allport, 1958; Schaefer, 1990).

This conceptualization of racism as an ideology suggests that it is a static phenomenon

27



occurring at the individual level and a result of normal and adaptive psychological
processes (Bonilla-Silva, 1997; Dovidio & Gaertner, 2004). Social identity theory (Tajfel
& Turner, 1986) posits that one’s self-concept and knowledge structures are derived from
the social group to which they perceive they belong, and that group membership provides
a set of norms for thoughts and actions that one can follow. Social categorization of
people into groups is automatic and individuals are motivated to evaluate ingroup
members (such as those of their own race/ethnicity) more favorably than those of the
outgroup to support a positive self-image (Ferguson & Kelley, 1964; Tajfel & Turner,
1986). From the perspective of the perpetrator, interpersonal racism may therefore be
considered a functional ingroup bias, as it helps distinguish one’s group from another,
fostering a sense of personal control, superiority, and self-esteem (Dovidio & Gaertner,
2004). However, framing interpersonal racism as a fixed, innate cognitive bias absolves
perpetrators of responsibility for the harm they inflict on their targets.

Empirical social psychological studies on racial attitudes indicate that a majority
of non-Black U.S. participants hold implicit racial biases against Black people (Assari,
2018; Nosek et al., 2007), automatically associating Black faces with stereotypes such as
criminality (Eberhardt et al., 2004) and danger (Thiem et al., 2019). Racial stereotypes
also can be internalized and impact behavior even without a person’s endorsement of
them, as exemplified in a classic experiment when Black students’ test performances
were adversely impacted by negative stereotypes about Black people’s intellectual ability
and competence, a phenomenon called stereotype threat (Steele & Aronson, 1995). Like
other implicit biases, this conceptualization assumes that racism is an automatic, natural

prejudice that bypasses one’s conscious awareness, and that consequent discriminatory
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behavior is unintentional (Dovidio & Gaertner, 2004). As such, much of social
psychological literature on racism and health has focused on the targets, including self-
reports of the psychosocial stress or maladaptive coping behaviors resulting from their
experiences of interpersonal racial discrimination (Bailey et al., 2017; Berger & Sarnyai,
2014; Krieger, 2014; Paradies et al., 2015; Williams & Mohammed, 2013). Yet centering
research on the targets of racism and their health outcomes does nothing to address the
root causes and leaves little room for intervention.

In contrast to social psychologists, proponents of the structural perspective such
as sociologists argue that individual behaviors cannot be separated from the contexts in
which they occur (Blankenship et al., 2000; Blankenship et al., 2006). Racism instead
exists within and because of a society’s racist social structures based on White
supremacy; it perpetuates racialized social hierarchies and facilitates subordination and
superordination among racialized groups (Bonilla-Silva, 1997). Even stereotypes, or
controlling images, are tools that dominant groups use to exercise power over the
oppressed to perpetuate their subordination (Collins, 1991). Structural racism is the
totality of ways that racism is created and perpetuated by a society’s laws, institutions,
rules, cultures, and norms, and describes how racism embedded within one sector
reinforces it in others (Bailey et al., 2017; Bailey et al., 2021). Though the U.S. has
shifted away from de jure (i.e., legal) forms of structural racism such as slavery and Jim
Crow laws, de facto (i.e., sanctioned by custom or practice) forms are omnipresent
(Hardeman et al., 2022; Krieger, 2014).

For example, although the 1964 U.S. Civil Rights Act improved Black people’s

access to healthcare by legally integrating hospitals, Black women are still significantly
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more likely to die during childbirth than White women in Southern states, with Arkansas
having the highest maternal mortality rate of 43.5 deaths per 100,000 live births between
2018 and 2021 (Sausser, 2024). In a national cross-sectional study with 2,138
participants, Vedam and colleagues (2019) found that compared to White women, women
of color, particularly those of low socioeconomic status, were significantly more likely to
report mistreatment from HCPs during childbirth, including feeling a loss of autonomy
and being ignored, shouted at, scolded, or threatened. Survey results also indicated that
regardless of the mother’s race, women who had Black partners reported more
experiences of mistreatment (Vedam, 2019). These data suggest that structural racism and
its adverse health effects persist even when it is not sanctioned by law.

As Riley (2018) posits:

Structural racism is not just the water we drink, but the pipes that deliver it to us;

it is not just the air we breathe, but our proximity to highways and factories; it is

not just the neighborhoods we live in, but the invisible walls built up around them.

(p-7)
Public institutions in the U.S.—including healthcare, education, employment, housing,
and public health—are structured in a manner that disadvantages historically oppressed
groups such as racial and ethnic minorities, making structural racism a potent underlying
cause of health inequities (Yearby, 2020). Rather than focusing exclusively on individual
level causes such as attitudes or implicit bias, structural racism perspectives assert that
racial health inequities are indicators of racist oppression in the U.S. (Williams, 1997;

Blankenship et al., 2023), not simply the result of individual attitudes or behaviors.
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Racial residential segregation, for example, was designed to protect White people
in the U.S. from physical and social interaction with Black people (Williams & Collins,
2001). Segregation “was imposed by legislation, supported by major economic
institutions, enshrined in the housing policies of the federal government, enforced by the
judicial system, and legitimized by the ideology of white supremacy” (Williams &
Collins, 2001, p. 405). Limiting where Black people can live in turn limits their social
and sexual networks, opportunities, and access to resources (Brawner et al., 2022) such as
education, health care, and safety. Empirical sociological and public health research
shows that indices of racial neighborhood segregation predict racialized inequities in
health such as self-rated health, coronary heart disease mortality, and life expectancy
(Hardeman et al., 2022; Williams & Collins, 2001). Racial residential segregation harms
the health of racial/ethnic minorities through a variety of direct and indirect pathways
(Bailey et al., 2017) including by hindering access to quality healthcare (Landrine &
Corral, 2009), healthy food stores (Bower et al., 2014), and affordable housing
(Blankenship et al., 2023; Kramer & Hogue, 2009; White & Borrell, 2011), and by
thwarting access to quality education and employment which consequently limits
economic opportunities and mobility (Collins & Williams, 1999; Williams & Collins,
2001). It also creates risky neighborhood environments (Landrine & Corral, 2009;
Williams & Collins, 2001) such as those exposed to more environmental hazards (Bravo
et al., 2016; Mohai et al., 2009; Woo et al., 2018), clustered alcohol and tobacco shops
and targeted product marketing (Moore et al., 1996; Rabow & Watt, 1982), and harsh or

fatal policing and surveillance (Bowleg et al., 2021; Soss & Weaver, 2017).
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Due to the ways in which it is rooted in U.S. society, HIV experts argue that
structural racism is its own pandemic and a major obstacle to ending the HIV epidemic
(Blackstock, 2021). Data from a systematic review of 55 quantitative and qualitative
studies on the relationship between neighborhoods and HIV vulnerability indicate that
structural racism increases Black people’s HIV risk through racial residential segregation
and inequitable housing policies that limit where they can live, concentrate poverty in
their neighborhoods, and hinder their access to health promotive resources and prevention
services (Brawner et al., 2022). According to Millett’s (2020) commentary, structural
racism contributes to HIV inequities through multiple determinants including income
inequality, homelessness, unemployment, residential segregation, lack of access to
insurance and healthcare, incarceration, healthcare provider biases, and discriminatory
laws and policies. Adequately measuring the construct is therefore challenging as it
requires first identifying and then capturing complex and multidimensional elements that
exist across the various institutions that perpetuate structural racism (Dean & Thorpe,
2022; Muno et al., 2024). One study for example, used a latent structural racism measure
with indicators across multiple domains including residential segregation and found a
strong association between the measure and Black-White disparities of HIV mortality
(Siegel et al., 2023). Structural racism is not merely an isolated risk factor for poor health
but rather a “ubiquitous system of exposure that unevenly distributes the social
determinants of health” (Riley, 2018, p. 7).

Because of how it amplifies socioeconomic inequities among racial/ethnic groups,
structural racism must also be examined in conjunction with structural classism. In the

following subsection, I explain how structural racism and classism in the U.S. are
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intertwined and function to amplify health inequities, including those related to HIV, for

racialized groups such as BHCW.

Classism

Structural classism is understood as systematic inequities based on social class or
economic-related factors such as individual income or neighborhood socioeconomic
characteristics (Krieger et al., 1997). A key aspect of classism in a capitalist society like
the U.S. is an asymmetry of economic exploitation among groups, wherein the financial
success of individuals in the higher income group is causally associated with the
deprivation of those in lower income groups (Krieger et al., 1997). Poverty
disproportionately harms Black and Brown communities in the U.S. (Aholou et al., 2016)
because, as described in the previous section, economic institutions have been historically
structured to privilege White people. For example, areas with higher levels of poverty and
economic inequality today had higher proportions of enslaved people in 1860 (Payne et
al., 2019).

The New Deal policies in the 1930s that aimed to boost economic recovery after
the Great Depression served to expand only the White middle class while widening the
Black-White wealth gap (Faber, 2020). Racial/ethnic minorities were excluded from
protections within the Social Security Act and the National Labor Relations Act, which
supported employee labor rights and unionization (Rolley, 2020). One particularly
impactful New Deal policy was redlining, or the practice of systematically denying
housing loans to residents in neighborhoods with majority people of color, which is
considered a modern system of segregation (Rothstein, 2017). The Serviceman’s

Readjustment Act of 1944, or GI Bill, amplified these racialized economic inequities by
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denying Black veterans the same educational opportunities and housing loans awarded to
their White counterparts, hindering the social mobility of Black service members and
their families for decades to come (Horvath, 2023).

Empirical data suggests there is a high correlation between racial residential
segregation and neighborhood poverty, and segregation and redlining are still
neighborhood level predictors of racial inequities in socioeconomic status (Williams &
Collins, 2001) and in health (Hardeman et al., 2022) today. Economic divestment of
predominantly Black neighborhoods reduces quality of life for its residents as these areas
receive fewer health promoting resources including reduced access to healthcare services
(Burns et al., 2021), lower quality health facilities with fewer clinicians (Bailey et al.,
2017), and less safe physical infrastructure such as recreational facilities for exercise
(Williams & Collins, 2001). Low-income neighborhoods are more likely to have poor
housing conditions with high levels of crowding and noise, and increased exposure to
violence and crime (Bullard, 1994; Evans & Saegert, 2000).

Further, the “hyperincarceration” of Black men in the U.S. (Wacquant, 2010)
wherein 1 in 3 Black males can expect to go to prison in their lifetime (American Civil
Liberties Union, 2025), is another relic of slavery that has collateral consequences on
health of all neighborhood residents. Over-policing in Black communities (Alexander,
2011) and racially discriminatory sentencing laws ensure that Black men are incarcerated
at a rate approximately 8 times higher than are White men (Craigie et al., 2018). Federal
housing regulations prevent individuals with criminal records from accessing affordable
public housing, and landlords can choose not to rent to those with criminal backgrounds,

keeping many formerly incarcerated individuals in racially segregated, low-income
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neighborhoods (Blankenship et al., 2023). These neighborhoods are also heavily
surveilled by police, who implement a wide range of acts of brutality against Black
people including verbal, sexual, and physical abuse, violations of rights, unwarranted
arrests and detainments, and acts of lethal violence (Bowleg et al., 2021), all of which
diminish neighborhood security and residents’ sense of safety (Blankenship et al., 2023).
Law enforcement officers also profile, physically and sexually assault, and murder Black
women, though their experiences and stories are often ignored and less visible in the
media (African American Policy Forum, 2015; Jacobs, 2017). In two in-depth interview
studies, one with 26 Black women in Baltimore (Decker et al., 2019) and one with 9
Black women in Chicago (Long & Ullman, 2013), participants who had experienced
sexual violence reported that they avoided contacting law enforcement for help because
of a history of negative experiences with police including brutality, abuse, and victim-
blaming.

Structural classism and conditions of poverty can harm individual health through
the acute and chronic stress pathways. Poverty is positively correlated with high levels of
stress due to issues including greater exposure to crime and physical hazards, elevated
fears of crime and concerns over safety, substandard access to transportation, and
increased time and effort required to access basic services and complete basic living tasks
(Logan et al., 2002; Taylor et al., 1997). Additionally, Black women are more than twice
as likely and Black teen and young adult women are more than five times as likely to be
incarcerated than their White counterparts (Goodwin, 2020). The hyperincarceration of
Black men (Wacquant, 2010) reduces the number of males in Black communities,

disadvantages BHCW’s partnership prospects, and increases the number of single female
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family headship (Craigie et al., 2018). Black women are more likely to be heads of their
household and, in 2023, 47% of Black mothers in the U.S. were single compared to 14%
of White mothers (Salas-Betsch, 2024). Single-headed households have less income and
higher rates of household poverty, conditions that increase parental stress, adversely
affecting the health of all family members (Salas-Betsch, 2024). Poverty itself is stressful
and can drain cognitive resources (Mani et al., 2013), and exposure to chronic stress can
yield behaviors inimical to health such as increased substance use and constrain
opportunities for health promotive behaviors such as physical exercise (Sinha, 2008;
Williams & Collins, 2001) and HIV prevention.

In addition to amplifying economic inequities and stress, the intersection of
structural classism and racism also influence HIV-related outcomes for racial/ethnic
minorities living in low-income areas. Poverty and income inequality are key drivers of
HIV transmission and linked to higher HIV incidence in Black communities (Buot et al.,
2014; Millet, 2020; White House, 2021). A neighborhood is an important geographical
unit (or place) that is characterized by the lived experiences and behaviors of its residents
(Taggart et al., 2022). Because racial and economic segregation are strongly associated
(Latkin et al., 2013), neighborhood inequities cluster with individual level social,
economic, and health-related factors such as income, employment, healthcare access, and
HIV-related behaviors and outcomes (Burns et al., 2021; Riley, 2018; Taggart et al.,
2022). Burns and colleagues (2021) explain that:

Neighborhoods are socially constructed environments of unequal distribution of

power relations and resources which contribute to the production of ‘HIV

riskscapes’ or spaces of increased HIV vulnerability... and [they] shape an
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individual’s ability to avoid risk or minimize the effects of structural

discrimination and in turn can have profound consequences on PrEP engagement.

(p-9)
People who live in neighborhoods with fewer health promotive resources, for example,
face increased risk for worse HIV-related outcomes (Taggart et al., 2022; Taggart et al.,
2023). In their systematic review, Brawner and colleagues (2022) found that, across
studies, neighborhood disadvantage—evaluated by objective measures such as
percentage of residents living in poverty or subjective measures such as perceived
neighborhood quality—is strongly associated with HIV risk outcomes. Though the
intersection of structural racism and classism is damaging to the health of racial/ethnic
minorities in the U.S., it is particularly detrimental to Black women’s health outcomes

and behaviors, including those related to HIV prevention.

Sexism/Gendered Racism

The American Psychological Association (2023) defines sexism as prejudicial
beliefs about and discriminatory practices toward a person based on their sex or gender.
Sexism is most typically studied as targeted toward women because of their
subordination within the patriarchy, the dominant social system globally in which
cisgender men primarily hold positions of power and privilege (Pratto, 1996). (It should
be noted that this definition and conceptualization of sexism exclude sex- or gender-
based discrimination against men, non-binary persons, and transgender people who also
face oppressive conditions under the patriarchy.) In contrast to social psychological
approaches that examine how gender norms are internalized at the individual-level or

manifest in interpersonal relationships, sociologists conceptualize gender as a social
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structure that manifests in interactions and power dynamics at the individual,
interpersonal, and institutional levels of society (Ridgeway & Correll, 2004; Risman,
2004). Sociologists define structural sexism as systematic gender inequality in a society’s
institutions, power, and resources, an outcome of the patriarchy (Homan, 2019). Though
structural sexism can enable interpersonal overt or perceived sexism, it goes beyond
individual experiences to include macro level, gender-based hierarchy that directly and
indirectly harms women’s health outcomes (Homan, 2019; Homan, 2024). As with other
types of structural oppression, structural sexism functions across multiple systems and
institutions and serves to amplify health inequities for women (Homan, 2024).

Public health experts argue that to fully understand determinants of women’s
health, research must incorporate data on their social roles and economic positions
(Krieger et al., 1997). Specifically, understanding why women are at risk for HIV
requires situating their health within social, economic, political, and geographical
inequities (Zierler & Krieger, 1997). In the context of discrimination against Black
women, one cannot examine sexism without also examining racism because the two
experiences are not separate (Sands, 2001). Black women “experience discrimination as
Black women — not the sum of race or sex discrimination, but as Black women”
(Crenshaw, 1989, p. 149). Gendered racism (Essed, 1991) is an intersectional
interpretation of discrimination that attends to how sexism and racism fuse to create
conditions that limit Black women’s capacity to implement health-promoting strategies
such as PrEP uptake to prevent HIV (Bowleg, 2025). Structural gendered racism is the
intersection between White supremacy and patriarchy, wherein both an ideology and

multilevel structure work to justify and reinforce the oppression of Black women due to
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their race and gender (Lewis, 2023). To be specific to the history, experiences, and health
needs of BHCW, and to avoid a single-axis analysis, I will discuss sexism intersectionally
as gendered racism.

Beginning with slavery in the U.S., Black girls and women were legally
commodified sexually and reproductively (West & Johnson, 2018), used by slaveowners
to breed more slaves (Ashley, 2012; Bridgewater, 2001). They were also exploited by
surgeons for gynecological experimentation, simultaneously “vital to their research yet
dispensable once their bodies and labor were no longer required” (Owens, 2017, p. 3).
After slavery, many Black women were subjected to forced sterilizations as part of state-
sanctioned eugenic programs (Akpan, 2013; Ross, 1992; Schoen, 2005), and de facto
discrimination against Black women in healthcare settings continued even after the Civil
Rights Act of 1964 prohibited it de jure (Prather et al., 2018; Smith, 2005). This history
of enslavers exploiting Black women’s bodies for breeding and capitalistic profits is
embedded in the U.S.’s current reproductive medical system (Ahmed, 2002; Howell,
2023), and it influences how Black women experience and navigate their healthcare,
including seeking HIV prevention care.

Because their bodies have been historically commodified, stereotypes about Black
women are unique (Harris-Perry, 2011; Hudson, 2024; Spates et al., 2020). Black women
are stereotyped for being hypersexual, promiscuous, difficult, incompetent, angry, or
aggressive (Cazeau & Ho, 2022; Howell, 2023; Prather et al., 2018; Rosenthal & Lobel,
2020; Spates et al., 2020). They have been depicted as welfare queens (meaning lazy,
fraudulent, abusers of the social welfare system; Spates et al., 2020; Triece, 2012), a

particularly ugly stereotype given that the intersection of structural racism and classism

39



have ensured that Black people have fewer economic opportunities and thus may be more
likely to need support from social programs. These stereotypes contribute to Black
women’s intersectional invisibility (Purdie-Vaughns & Eibach, 2008) because, as Fiske
(1993) described, “the powerless are stereotyped because no one needs to, can, or wants
to be detailed and accurate about them” (p. 624). Intersectional invisibility (Purdie-
Vaughns & Eibach, 2008) is a phenomenon in which the needs of a group who is multiply
oppressed based on intersecting identities are ignored at least partially because their
identities are considered not prototypical. Because of Whitecentrism and androcentrism
respectively, the prototypical “woman” is a White woman, and the prototypical “Black
person” is a Black man, and therefore Black women are rendered intersectionally
invisible in society (Hudson, 2024). As will be described in detail in a subsequent section,
these stereotypes and prejudices contribute to Black women’s intersectional invisibility or
missingness in healthcare settings, health research, and HIV prevention solutions, which
serve to impede their PrEP uptake behaviors through processes such as anticipated
stigma.

Black women’s subjugation during slavery also shaped their gender roles in
society and subsequent survival coping mechanisms. While White girls and women are
typically depicted as pure, submissive, and in need of protection and adoration from men
(Glick & Fiske, 2001; Glick et al., 2000), gender traits which are considered
hegemonically feminine (Collins, 2004; Davis et al., 2018; Pyke & Johnson, 2003), Black
girls are socialized to adopt both typically masculine and feminine gender traits, expected
to be both powerful and submissive (Hill, 2002; Vance & Wade, 2021). In practice,

gender role flexibility is a survival mechanism that Black women have had to employ
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since slavery, taking on responsibilities both at home and at work to compensate for
structural oppressions (i.e., racism and classism) that have kept Black parents
unemployed or in low-wage jobs (Cole & Zucker, 2007; Collins, 2004; Davis et al., 2018;
Konrad & Harris, 2002). Another coping mechanism Black women have employed to
survive persistent oppression is known as the Superwoman Schema (SWS; Woods-
Giscombe, 2010). The SWS is a set of learned coping behaviors wherein Black women
are expected to project strength, suppress their emotions, resist vulnerability or
dependency, succeed despite limited resources and structural barriers, and put others’
needs before their own (Abrams et al., 2019; Allen et al., 2019). Balancing multiple
stressors related to gendered racism and their dual gender roles while being strong and
not seeking help from others is stressful (Spates et al., 2020), leading to Black women’s
increased risk of adverse health outcomes including infant and maternal morbidity and
mortality, cancer mortality (DeSantis et al., 2016), uterine fibroid progression and
symptom severity (Dye et al., 2024; Zota et al., 2022), hypertension, high blood pressure,
mental health issues (Jerald et al., 2017; Williams & Williams-Morris, 2000), and adverse
health behaviors such as lack of PrEP uptake (Knight et al., 2024; Nydegger at al., 2021).
There is a plethora of examples of structural sexism in the U.S. today, including
related to labor, healthcare, and sexual violence, that perpetuate gender health inequities
(Krieger, 2023), all of which are exacerbated for Black women because of the
intersection of gendered racism and classism. Closures during the COVID-19 pandemic
pushed millions of women out of the American workforce to focus on unpaid child and
family caregiving, an expectation seeded in traditional gender norms that perpetuates

gendered economic oppression (Kisner, 2021) and propagates women’s socially
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constructed vulnerability (Foster & Foster-Palmer, 2023). The losses, however, did not
equally harm all women: they were greatest among Black women who were more likely
to be working in sectors hit hardest by the pandemic closures such as hospitality and
education (Coyle, 2021). Black women also faced additional barriers to re-employment
including family caregiving responsibilities, health issues, high competition for minimum
wage jobs, and difficulty finding re-employment regardless of their education level (Long
& Van Dam, 2021). For White women still working today, their pay is on average only
83% of White men’s pay, while Black and Hispanic women earn 70% and 65%,
respectively (Kochhar, 2023). COVID-19 spotlighted how the intersection of structural
oppressions (i.e., gendered racism and classism) continues to extract social reproductive
(unpaid) labor from Black women and keep them unemployed or in unstable and low-
wage jobs. COVID-19 also amplified gendered racialized wealth inequities (Foster &
Foster-Palmer, 2023), which adversely impacts Black women’s health by leaving fewer
resources (e.g., money, time) for preventative healthcare such as related to HIV.

Legal restrictions to reproductive healthcare are another example of how
structural gendered racism and classism intersect to exacerbate health inequities for Black
women, particularly those of low-income. In 1976, the U.S. Congress passed the Hyde
Amendment, an annual appropriations measure that intentionally discriminates against
low-income women by prohibiting federal funding for abortion care (except in cases of
rape or incest) through Medicaid, the federal health insurance program for people of low-
income (Arons & Rosenthal, 2013; Baden et al., 2024; Salganicoft et al., 2024). Over
time, this ban has been extended to other federal programs that provide reproductive

health services including the Federal Employees Health Benefits Program, the military’s
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TRICARE program, the Peace Corps, federal prisons, the Indian Health Service,
Medicare, and the Children’s Health Insurance Program (Salganicoff et al., 2024). In
2022, the U.S. Supreme Court’s decision in Dobbs v. Jackson Women's Health
Organization eliminated women’s constitutional right to bodily autonomy by relegating
abortion authority to state legislatures (Pew Research Center, 2022). In many U.S. states,
this legal shift has resulted in forced pregnancies, reduced access to reproductive clinics
and emergency obstetric care, increased barriers to contraceptive care, fewer maternity
care providers, higher risk for maternal and infant mortality, and worsening mental health
among women, all of which disproportionately harm poor women of color (Baden et al.,
2024). Most of the 13 states that have fully banned or severely restricted abortion since
Dobbs no longer have exceptions for rape or incest (Salganicoff et al., 2024). Without
insurance coverage, women must either pay out-of-pocket or travel to another state for
abortion care, creating financial and logistical barriers that are often impossible for low-
income women to overcome (Salganicoff et al., 2024). When women cannot control
when or whether they have children, they lack control over their economic opportunities
and outcomes (Bahn et al., 2017), which impacts their ability to attend to other aspects of
their health, including HIV prevention.

Sexual violence against women is another example of how structural gendered
racism and classism intersect to amplify health inequities for Black women. In a
nationally representative survey, 81% of women reported experiencing sexual harassment
and/or assault in their lifetime (Stop Street Harassment, 2018). Black women are
disproportionately harmed by sexual violence, as 41% of Black women have experienced

sexual coercion or unwanted sexual contact and 1 in 5 have survived rape (National
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Black Women’s Justice Institute, 2023). Two studies (Kearns et al., 2020; Willie &
Kershaw, 2019) with nationally representative samples examined indicators of sexual
violence against women with state-level gender inequality dimensions related to
reproductive health (maternal mortality and adolescent birth rates) and empowerment
(proportions of female-to-male educational attainment and legislature seats). They found
that U.S. states with higher gender inequality had higher prevalence of intimate partner
violence (IPV; Willie & Kershaw, 2019) and completed or attempted rape using physical
force (Kearns et al., 2020). IPV not only places women at higher risk for HIV, but it also
limits a woman’s power in heterosexual relationships which can hinder her PrEP uptake
opportunities by impeding her access to the money or medical visits required to get a
prescription (Flash et al., 2017). Further, as Black women are already stereotyped for
being promiscuous, hypersexual, and “unrapeable” (Tillman et al., 2010) and socialized
to resist vulnerability and suppress their needs (Woods-Giscombe, 2010), they may be
less inclined to seek sexual health care after experiencing sexual violence (Long &
Ullman, 2013; Ullman & Lorenz, 2020), thus thwarting their HIV prevention behaviors.
In a recent national study, researchers examined the link between state level
structural sexism and participants’ use of preventative care including for HIV (Dore et al.,
2024). Dore and colleagues (2024) measured structural sexism with a composite score of
political (percentage of state legislature seats occupied by men), economic (ratios of
men’s to women’s labor force participation rates, poverty rates, and median weekly
earnings), cultural (percentage of state population composed of religious conservatives),
and physical/reproductive (access to reproductive healthcare) factors. They found that

women who lived in U.S. states with more structural sexism were less likely to use
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preventative services and get tested for HIV compared to those in states with less
structural sexism (Dore et al., 2024). Another study found that among Black women,
higher structural sexism at the state level was linked to more affordability and availability
barriers to accessing healthcare generally (Rapp et al., 2021). These data indicate that
structural sexism can adversely impact health prevention behaviors, and that these effects

are particularly detrimental for Black women due to gendered racism.

Theoretical Framework: Structural Intersectionality

As described in sections above, Black women are disproportionately harmed by
structural discrimination in part because they face multiple oppressions simultaneously
and the experience of one type cannot be separated from another (Bowleg, 2008; Collins,
1995; Cuadraz & Uttal, 1999). Crenshaw (1989) notes that “the intersectional experience
is greater than the sum of racism and sexism” (p. 140), and thus it is their multiplicative
influence that forms systems of disadvantage for BHCW and harms their health
outcomes. Structural racism, classism, and sexism are each central components of the
social system (Bonilla-Silva, 1997). Yet, to understand fully how structural determinants
impact BHCW’s HIV prevention-related behaviors such as PrEP uptake, researchers must
look beyond a single structural determinant or system of oppression (e.g., racism or
classism or sexism) and examine their interlocking influence (Bowleg, 2012; Earnshaw et
al., 2022; Muno et al., 2024). Further, analyses of BHCW’s health inequities must be
situated within the context of the unequal power relations and structures that perpetuate
their oppression (Bowleg, 2008; Collins, 1995; Weber & Parra-Medina, 2003).

Building upon intersectionality (Collins, 1991; Combahee River Collective, 1977;

Crenshaw, 1991) and the literature of Black feminists including Francis Beale (1970),
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bell hooks (1981), Angela Davis (1983), and Beverly Greene (1995), Crenshaw (1989), a
critical legal scholar, conceptualized structural intersectionality as how legal, political,
and cultural institutions and norms combine to create systems of oppression for Black
women. Public health researchers have developed this concept into a theoretical
framework that aims to measure multiple structural determinants simultaneously and
assess how they influence the health of individuals at different intersectional
sociodemographic positions (Homan et al., 2021).

Structural intersectionality, as an intersectionality-informed empirical research
approach, provides guidance for researchers to utilize multilevel measures to analyze how
multiple structural forms of power and oppression together drive health inequities beyond
what is individually perceivable (Zubizarreta & Beccia, 2025). Following the structural
intersectionality framework, Homan and colleagues (2021) analyzed state level measures
of structural racism, income inequality, and sexism with individual health data to assess
how multiple systems of oppression intersectionally influence population health in the
U.S. They found that structural inequities jointly and adversely impacted the self-rated
health of all participants in the national sample, but that they most harmed the health of
Black women (Homan et al., 2021), demonstrating the multiplicative effects of
intersecting structural oppressions on Black women’s health outcomes. Another
quantitative study guided by the structural intersectionality framework found that people
living in states with high structural racism, income inequality, and sexism had increased
odds of edentulism (i.e., tooth loss), demonstrating how macro level conditions may
affect individual health outcomes (Bastos et al., 2023). Rapp and colleagues’ (2021)

quantitative study, also guided by an intersectional perspective, examined the effects of
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structural sexism on women'’s access to healthcare and found that for Black and Hispanic
women—but not non-Hispanic White women—higher state level sexism exposure was
associated with increased barriers to accessing healthcare. The authors posit that this
racial/ethnic inequity is likely due to the intersecting and multiple forms of oppression
that perpetuate social and economic disenfranchisement of Black and Hispanic women
and, in turn, hinder their healthcare access (Rapp et al., 2021).

Using a latent profile analysis, Riley and colleagues’ (2024) examined the
association between preterm birth and state level structural gendered racism with social
and economic inequity indicators including college education, service industry
employment, income/poverty, homeownership, health insurance, residential segregation,
voting, political representation, and incarceration. They found that across 4 state level
latent classes, due to structural gendered racism, Black women faced higher levels of
disadvantage compared to White men, that they had higher risk of preterm birth
compared to White women, and that this risk varied more among Black women compared
to White women (Riley et al., 2024). Relatedly, using a gendered racism lens to examine
the relationship between state level support for reproductive rights and maternal
mortality, Patterson and colleagues (2022) found that Black women residing in U.S.
states with higher levels of support for reproductive rights had higher maternal mortality
and associated risk factor rates compared to White women in states with high, moderate,
and low levels of support. In two quantitative studies (Everett et al., 2022; Everett et al.,
2024), researchers created a composite measure of structural heteropatriarchy, or the
intersection between structural sexism and discrimination against lesbian, gay, and

bisexual (LGB) people, with area-based inequity indicators including those related to
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income, unemployment, abortion policies, and LGB-related policies. They found that,
among majority White participants, higher levels of structural heteropatriarchy were
associated with an increased risk of preterm birth and decreased birth weight (Everett et
al., 2022) and with an increased risk of reported maternal morbidities (Everett et al.,
2024).

These data provide insight into how different types of structural discrimination
(e.g., racism, classism, sexism, gendered racism, heteropatriarchy) can intersect to
amplify health inequities and outcomes for multiply oppressed individuals. Across studies
(Homan et al., 2021; Patterson et al., 2022; Rapp et al., 2021; Riley et al., 2024),
intersectional structural discrimination generated the worst health outcomes and adverse
behaviors for Black women. A structural intersectionality perspective can help explain
why the HIV epidemic persists for historically oppressed groups but not others (Bowleg,
2020). Specifically, in this dissertation, I draw upon the body of work based on this
theoretical framework to demonstrate how three structural determinants (i.e., racism,

classism, sexism) intersect to impede BHCW’s PrEP uptake.

Applying Structural Intersectionality to BHCW’s PrEP Uptake

As described through the empirical research above, perceived HIV risk and
anticipated PrEP stigma are psychosocial determinants that adversely influence BHCW’s
ability to engage in HIV prevention strategies such as PrEP uptake, which in turn
amplifies their HIV risk. From a structural intersectionality perspective however, sole
focus on the individual level ignores the broader context in which BHCW live and the
institutional barriers, including discrimination from HCPs and impoverished

neighborhood conditions, that may impede their ability to prevent HIV. Applying a
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structural intersectionality lens can shed light on how antecedent intersectional structural
determinants (i.e., racism, classism, and sexism) impact BHCW’s PrEP uptake above and

beyond individual psychosocial factors.

Anticipated PrEP Stigma

Empirical research described in a previous section illustrates how anticipated HIV
or PrEP stigma can be a psychosocial barrier to PrEP uptake for BHCW (Calabrese et al.,
2018; Irie et al., 2024; Knight et al., 2024; Scott et al., 2022). Experts argue that the co-
occurrence of racism, classism, sexism and other structural inequities can exacerbate
barriers to uptake such as PrEP stigma (Mayer et al., 2020) and that though stigma is
typically understood as an individual cognitive process, it must be examined with the
social and structural determinants that produce it (Pantelic et al., 2019). Although in this
dissertation I will explore the influence of anticipated stigma on BHCW’s PrEP uptake as
a psychosocial variable, applying a structural intersectionality lens requires examination
of the how intersectional structural discrimination generates the conditions in which
BHCW may anticipate the PrEP stigma that in turn hinders their access to, seeking, or
uptake of the medication.

Structural gendered racism can make Black women intersectionally invisible in
healthcare settings wherein their health needs are ignored by healthcare staft including by
HCPs (Bond et al., 2021). Empirical data shows that HCPs tend to disregard Black
women’s pain (Thorpe et al., 2022), dismiss or ignore their health concerns while
providing inadequate health information (Howell, 2023; Malekzadeh et al., 2025;
VanNoy et al., 2021), undertreat them compared to non-Black women (Hoffman et al.,

2016), and recommend invasive treatments when more mild options are available
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(Callegari et al., 2019; Kjerulff et al., 1993; Malekzadeh et al., 2025). In one interview
study with 12 middle-class Black women, participants felt they embodied the haunting
experiences of historical gendered racism in gynecology, which produced stress and
feelings of vulnerability when they anticipated or experienced discrimination from HCPs
in sexual and reproductive healthcare settings (Howell, 2023). Howell (2023) also found
that participants’ middle-class status and access to resources, such as having the ability to
seek alternative HCPs, did not fully buffer the adverse effects of gendered racism. These
findings indicate how structural gendered racism can harm patient-provider interactions,
even when BHCW have access to resources that are health protective for their White
counterparts.

Given that PrEP requires a prescription and regular follow-up appointments,
HCPs are a mandatory route to access the medication, and thus their discriminatory
behavior can be pivotal in amplifying BHCW’s HIV inequities (Hull et al., 2021). For
example, in a qualitative study with Black women living in low-income housing
communities in the U.S. South, participants reported multiple ways that structural
discrimination based on their race, gender, and class hindered their ability to access HIV
prevention care (Randolph et al., 2020). These included poor interactions with their HCPs
where participants felt judged and discriminated against because they were Black,
women, and low-income, which in turn exacerbated their existing mistrust of providers
and medical institutions (Randolph et al., 2020). A recent qualitative study applied
structural intersectionality to examine healthcare access among Black women living with
HIV and found that patients perceived that HCPs were stigmatizing and discriminatory

because of the combination of the participants’ HIV status, race, class, and gender. This in
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turn further increased their medical mistrust and disengagement in care (Small et al.,
2023). Analyses of qualitative data from BHCW reveal that BHCW’s distrust of and
anticipated stigma from their HCPs— stemming from the historical and ongoing pattern
of gendered racism towards BHCW in healthcare settings— are critical hindrances to
their PrEP uptake (Knight et al., 2024), the outcome of interest in this dissertation.
Anticipated PrEP stigma can also extend to expecting disapproval or rejection
from people in one’s social network such as friends, family, and sexual partners (Bond et
al., 2021), including for taking a medication that is affiliated with HIV or being
stereotyped as promiscuous or unfaithful to their partners (Bradley et al., 2018;
Chittamuru et al., 2020). In one qualitative study with majority BHCW, participants
reported that while they feared judgement and harsh treatment from their HCPs when
discussing sexual health matters, they also had concerns of stigmatization from close
others if they were to take a medication associated with HIV, for example fearing that
taking PrEP would signal to their male partners a lack of trust or infidelity (Goparaju et
al., 2017). Similarly, BHCW in a focus group study shared that their distrust of the
healthcare system and HCPs as well as anticipation of stigmatization from others who
may assume they had HIV led to their reduced willingness to use PrEP (Bond et al.,
2021). A cross-sectional study with 40% Black women found that anticipated PrEP
disapproval from close others was negatively associated with interest in using PrEP
(Calabrese et al., 2018), a finding that was echoed in a similar study with BHCW (Irie et
al., 2024). These data suggest that anticipated stigma does not occur in a vacuum and thus

it must be contextualized to include broader antecedent structural determinants. In my
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dissertation I will therefore go beyond the individual level and employ a multilevel

approach to assess the influence of PrEP stigma on BHCW’s PrEP uptake.

Perceived HIV Risk

In empirical research delineated in a section above, researchers found low HIV
risk perceptions among cohorts of BHCW despite their high actual risk (Frew et al.,
2016; Hill et al., 2021; Scott et al., 2021; Willie et al., 2022; Younge et al., 2010), and
findings from Hallfors and colleagues’ (2007) study indicates that among Black
participants, high HIV risk cannot be attributed to more risky sexual behavior compared
to White participants. From a structural intersectionality perspective, there are several
possible explanations for why BHCW have low HIV risk perceptions, which in turn can
impede their health protective behaviors such as PrEP uptake. In this dissertation, though
I will examine BHCW’s perceived HIV risk as a psychosocial barrier to their PrEP
uptake, it is critical to understand the structural context that may shape these risk
perceptions.

One explanation for BHCW’s low HIV risk perceptions may be that they do not
receive information about their HIV risk or about PrEP from their HCPs. In three focus
group studies with majority Black women for example, participants stated that their
HCPs had not told them about PrEP, a problem that researchers concluded contributed to
the participants’ low perceived HIV risk (Auerbach et al., 2015; Bond et al., 2021;
Hirschhorn et al., 2020). BHCW residing in Mississippi reported in focus groups that
they were not receiving enough information from their providers about PrEP including
about the medication’s effectiveness, cost, and how long it needs to be taken (Willie et

al., 2022). One BHCW in Chicago expressed in an interview that she felt HCPs were
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hiding information about PrEP from her because she is from a low-income community
(Hirschhorn et al., 2020), suggesting that the informational gap may be due to classism.
One experiment with 160 HCPs found that those who scored high on a modern racism
scale had lower willingness to discuss PrEP or prescribe it to their BHCW patients and
that this willingness was mediated by racially biased assumptions that Black women
would be unable to adhere to PrEP as compared to White women (Hull et al., 2021).
Though the study only tested a racism measure, the authors argue that an intersectional
lens is critical because BHCW face multiple and overlapping barriers related to
discrimination (e.g., gendered racism) that influence how HCPs interact with BHCW and
the information HCPs choose to share, which play a vital role in shaping HIV prevention
inequities (Hull et al., 2021).

A second possible explanation for BHCW’s low HIV risk perceptions is that they
may not know that they should prioritize PrEP uptake due to a lack of PrEP information
and advertising specifically focused on BHCW. HIV prevention messaging has been
criticized for having a White middle-class bias (Bowleg, 2012) and for ignoring how
racism and poverty constrain the HIV prevention behaviors of Black Americans who are
at high HIV risk (Cochran & Mays, 1993). Clinical guidelines for discussing PrEP with
patients have largely focused on men, excluding cisgender women and more specifically
BHCW, helping to amplify HIV inequities (Calabrese et al., 2019; Irie & Blackstock,
2024). In a qualitative study with 68 women (69% of whom were Black) living in areas
characterized by high poverty including in D.C. for example, participants cited lack of

access to quality health information and education as a key structural determinant that
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diminished their ability to engage in HIV prevention behaviors such as condom use and
HIV testing (Blackstock et al., 2015).

In two studies with Black women living in low-income housing in the U.S. South,
participants shared that they had not received HIV risk information (Randolph et al.,
2020) and a mere 37% of participants knew about PrEP while only 16% were aware that
is an HIV prevention medication (Hill et al., 2021). BHCW in a qualitative study in New
York City voiced anger about the paucity of PrEP marketing for Black women
specifically, and many perceived PrEP to be for MSM (Bond et al., 2021). In two
qualitative studies, 37 BHCW in Mississippi shared that they had seen PrEP advertised
but did not know whether they were eligible for it (Willie et al., 2022), and 15 BHCW in
Georgia said they thought PrEP was only for gay men (Chandler et al., 2022). BHCW in
focus groups in Chicago reported that the PrEP campaigns they had seen seemed to target
only men (Hirschhorn et al., 2020), a problem that was echoed in interviews with
majority Black criminal justice-involved women in California (Dauria et al., 2021). One
BHCW in New York City reported in an interview that she could not get a prescription
because her HCP thought that PrEP was for gay men and not safe for breastfeeding
women (Park et al., 2019), demonstrating that even medical experts may be ignorant
about PrEP’s benefits for BHCW.

A third possible explanation for BHCW’s low HIV risk perceptions and
subsequent lack of PrEP uptake has little to do with HIV or risk perceptions. Rather, it
pertains to power, particularly power over resources and social role obligations. The
bases of gendered power (Pratto & Walker, 2004) is a theoretical model that describes

how gender, as a social construct, is used by men within the patriarchy to hold power
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over women. It argues that power is a dynamic relationship that is wielded by men
through force, resource control, ideological advantage and asymmetrical obligations to
maintain the oppression of women (Pratto & Walker, 2004). Importantly, the model
highlights that gender inequality is dynamically related to other forms of group-based
inequality, such as those based on race/ethnicity and class (Pratto & Walker, 2004).
Because of structural sexism and traditional gender roles, women have less control over
resources which can leave them economically dependent upon men and/or limit their
economic opportunities (Pratto & Walker, 2004; Rosenthal & Levy, 2010). They are also
socialized and expected to place others’ needs ahead of their own, including by
prioritizing their caregiving responsibilities over their health concerns (Pratto & Walker,
2004; Rosenthal & Levy, 2010).

I argue that the gendered bases of power can be integrated with structural
intersectionality to shed light on why BHCW with fewer resources may lack the ability to
prioritize HIV prevention. Specifically, structural gendered racism limits BHCW’s
economic opportunities so that even if they do learn about PrEP from their HCPs or
through advertising, many cannot choose PrEP over more acute risks to the health and
safety of their families. Empirical data supports this, showing that for some BHCW,
particularly those of low-income, even if they are aware of their HIV risk, they may not
have the means to reduce it (Mays & Cochran, 1988; Ramos et al., 1995). Survival in the
face of financial strain is inevitably their top priority, not HIV prevention (Blackstock et
al., 2015; Nydegger et al., 2021). In a large qualitative study conducted across several
U.S. sites including D.C., researchers found that financial insecurity was a primary driver

of HIV risk among a large cohort of majority Black women, as their priorities were food
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and housing security for their families (Frew et al., 2016), the most basic of human needs.
BHCW have reported that basic needs such as caregiving duties, rigid work schedules,
contraception, and primary healthcare take precedence over HIV prevention (Bond et al.,
2021; Flash et al., 2017).

In a qualitative individual interview study examining structural and syndemic
barriers to PrEP adoption, 30 BHCW cited poverty as both a direct and indirect barrier to
PrEP uptake: PrEP was a low priority given their limited financial resources, and getting
a prescription for PrEP requires attending multiple and regular clinic appointments which
can be time consuming and difficult, particularly when women are looking after young
children (Nydegger et al., 2021). For Black women living in low-income housing in the
U.S. South, accessing sexual health services required overcoming multiple structural
obstacles related to access to finances, health insurance, transportation, and childcare
(Hill et al., 2021; Jones et al., 2018). Structural poverty and its intersections impede PrEP
uptake for BHCW by creating conflicting priorities including caregiving and employment
responsibilities, scheduling difficulties for health appointments, housing instability,
transportation, and healthcare and insurance access (Boudreaux et al., 2025; Chandler et
al., 2022; Park et al., 2019; Randolph et al., 2020). These data demonstrate that BHCW’s
low perceived HIV risk is influenced by numerous structural factors. A structural
intersectionality lens helps situate this individual level psychosocial variable within the

multilevel context in which it occurs.

Neighborhood Poverty

Examining neighborhood poverty through a structural intersectionality lens

elucidates the unique strain that impoverished living conditions can place on BHCW
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living in low-income communities and the collateral consequences it can have on their
HIV and other health outcomes. In an analytic review, Riley (2020) argued that
fundamental causes of health inequities must be framed within the context of dynamic
systems of exposures and resource distribution such as within one’s neighborhood
because, as Latkin and colleagues (2013) posit, “HIV-related behaviors are
geographically clustered" (p. 1). Structural racism and classism—vestiges of slavery—
create disadvantaged neighborhood conditions including poverty, unemployment, and
inadequate and unstable housing that in turn increase HIV risk for BHCW who live in
low-income communities by facilitating or restricting health behaviors (Adimora et al.,
2006; Brawer et al., 2022; Dickson-Gomez et al., 2017; Hill et al., 2021; Nydegger et al.,
2017; Taggart et al., 2022). Hill and colleagues (2021) argue that structural determinants
place Black women living in low-income communities at greater risk for HIV than do
individual behavioral determinants. Particularly among women, sexual behaviors are not
necessarily fully under one’s control but rather are influenced by multiple environmental
and contextual factors (Amaro, 1995; Logan et al., 2002).

For example, in a focus group study with BHCW, participants shared that
regardless of their individual HIV prevention behaviors, their health outcomes were out
of their control because of structural challenges such as living in a poor neighborhood
environment where there is poorer access to quality healthcare and health promotive
resources (Lewandowski et al., 2011). Findings from a large qualitative study across
multiple cities including D.C. demonstrated that community violence and poor housing
conditions, including those that are structurally deteriorating, unsafe, and unsanitary,

were key structural determinants of increased HIV risk among cohorts of low-income
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BHCW (Frew et al., 2016). Similar to individual level poverty, managing the stressors
associated with living in an impoverished or precarious environment can constrain
BHCW?’s mental resources and diminish their mental and physical health (Frew et al.,
2016). As explained with the empirical literature in the section above, when BHCW’s
mental and financial resources are strained, HIV prevention practices such as PrEP
uptake necessarily become deprioritized (Blackstock et al., 2015; Boudreaux et al., 2025;
Nydegger et al., 2021). Women may also be more willing to engage in sexual behaviors
that may be considered high risk to feel connected with others as a way of coping with
stressors, such as those related to living in an impoverished neighborhood (Logan et al.,
2002).

Additionally, racial residential segregation clusters Black people into
neighborhoods with higher HIV prevalence (Brawner et al., 2017; Burns et al., 2021;
Latkin et al., 2013). Living in close proximity to others, one feature of residential
segregation, can increase BHCW’s risk of acquiring HIV through increased likelihood of
risky sexual encounters (Blackstock et al., 2015; Hallfors et al., 2007). Racially
segregated communities limit BHCW’s sexual networks, increasing their chances of
choosing Black male sexual partners who are living in places with heightened HIV
exposure, which consequently increases their HIV risk (Adimora et al., 2006; Aholou et
al., 2016). In a cross-sectional study with 526 heterosexual Black men in Philadelphia,
researchers found direct links between participants’ reports of negative neighborhood
contexts (measured with items related to neighborhood disorder and exposure to
violence) and increased sexual HIV risk behaviors (i.e., lack of condom use during

vaginal sex; Bowleg et al., 2014). The authors emphasized that managing the structural
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stressors of challenging neighborhood environments (e.g., poverty and safety) may make
HIV prevention a low priority for their participants, and that though risky sexual activity
can increase their HIV risk, it may be one way for them to cope with living in a difficult
context (Bowleg et al., 2014). Neighborhood poverty and racial residential segregation
also intersect with the hyperincarceration of Black men to exacerbate HIV risk for
BHCW (Boudreaux et al., 2025; Ojikutu et al., 2018). Incarceration limits employment
options such that Black men often return to the same neighborhoods they previously lived
that have heightened HIV prevalence (Blankenship et al., 2023; Bowleg et al., 2014),
creating a “revolving door” between prison and the community that increases the HIV
risk of their entire sexual network, particularly their female partners (Adimora et al.,
2006; Harawa & Adimora, 2008; HHS, 2024b).

Further, the hyperincarceration of Black men yields a low male-to-female sex
ratio in Black communities (Aholou et al., 2016, Adimora & Schoenbach, 2013; Sidanius
& Pratto, 1999). This numerical imbalance is hypothesized to heighten BHCW’s HIV
vulnerability by increasing their exposure to sexual networks with higher rates of HIV
(Boudreaux et al., 2025; Frew et al., 2016). Paired with traditional gender roles and
sexual norms, a gender imbalance in Black communities diminishes BHCW’s power in
heterosexual relationships and decreases their ability to negotiate safe sex practices with
their male partners, such as using condoms to prevent HIV (Brawner et al., 2022; Bowleg
et al., 2000; Bowleg et al., 2014; Caldwell & Mathews, 2015; Wendlandt et al., 2016).
Neighborhood poverty can exacerbate the HIV risk-related consequences of gendered
power dynamics for BHCW (Bradley et al., 2018) and economic insecurity may increase

Black women’s vulnerability to HIV by reducing their power in sexual relationships
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(Chatterjee et al., 2006). One qualitative study with focus groups and individual
interviews found that higher individual socioeconomic status did not fully protect a
cohort of 23 middle-income BHCW from HIV risk (Caldwell & Matthews, 2015),
suggesting that the intersection of structural gendered racism and classism may be more
influential on BHCW’s HIV risk than are individual level determinants. Together these
studies’ findings emphasize that neighborhood poverty, an influential intersectional
structural determinant, must be considered when examining HIV risk and prevention

behaviors among BHCW.

Research Gaps and Questions

As illustrated through the literature in the previous section, structural factors
including neighborhood poverty influence BHCW’s PrEP uptake behaviors, and this can
be mediated by individual level psychosocial determinants such as anticipated PrEP
stigma and perceived HIV risk. Similarly, structural determinants of HIV have been
examined among Black MSM (Burns et al., 2021; Maulsby et al., 2014; Millet et al.,
2006) and experts argue that their vulnerability to HIV is heightened when they live in
geographic areas “characterized by violence, poverty, unemployment, social disorder, and
lower social capital and social cohesion” (Taggart et al., 2022, p. S37). For example,
Burns and colleagues (2021) used multilevel structural equation modeling to examine the
influence of individual (i.e., age, income, social support, education, incarceration,
housing insecurity, insurance, number of sexual partners, and healthcare access) and
structural (i.e., zip code median household income as a representation of zip code poverty
or neighborhood disadvantage) determinants on PrEP use among Black MSM in the Deep

South. They found that neighborhood poverty was associated with decreased PrEP use
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above and beyond individual level factors (Burns et al., 2021). As one of the few studies
that examined the underlying structural mechanisms that promote or dissuade PrEP
utilization among people living in low-income urban neighborhoods, the authors argue
that these mechanisms are understudied (Burns et al., 2021).

Relatedly, one systematic review (Brawner et al., 2022) assessed 55 empirical
studies between 2007 and 2017 on the relationships between neighborhood level factors
and HIV vulnerability and found no studies that examined the effects of neighborhood
disadvantage on PrEP uptake for any population. Brawner and colleagues (2022) posit
that the empirical links between neighborhood disadvantage and HIV risk outcomes, as
well as their mediating pathways, are undertested. Their review additionally found that
most existing HIV prevention studies rely on similar ecology-oriented theoretical
approaches that lack attendance to intersectionality (Brawner et al., 2022). Further, there
is a dearth of studies on the influence of neighborhood poverty on PrEP uptake among
BHCW. One study with majority Black women living with HIV in U.S. cities including
D.C. found that neighborhood median income was positively associated with internalized
HIV stigma and perceived HIV discrimination (Crockett et al., 2019). Yet to my
knowledge, the link between these variables has not been examined among HIV-negative
BHCW, nor whether anticipated stigma and perceived HIV risk serve as mediators
between neighborhood poverty and PrEP uptake. These are critical empirical gaps given
the data shows that BHCW?’s health outcomes are adversely affected by structural
intersectional discrimination (Homan et al., 2021), given the high HIV incidence rate
among BHCW in the DMV area, and given that the D.C. neighborhoods with the highest

poverty rates also have the highest HIV prevalence rates (AIDSVu, 2021). In this

61



dissertation, I aim to fill these gaps by examining the multilevel determinants and
mediating pathways that influence PrEP uptake among BHCW.

This dissertation is guided by the structural intersectionality theoretical
framework and the following research questions: 1) To what extent do individual level
psychosocial determinants (perceived HIV risk, anticipated PrEP stigma) influence
BHCW?’s PrEP uptake? 2) To what extent does an intersectional structural level
determinant (neighborhood poverty) affect individual perceived HIV risk and anticipated
PrEP stigma? 3) To what extent does neighborhood poverty have a direct effect on
BHCW?’s PrEP uptake above and beyond the individual level psychosocial determinants?
4) To what extent do perceived HIV risk and anticipated PrEP stigma mediate the

relationship between neighborhood poverty and BHCW’s PrEP uptake?

Hypotheses

My hypotheses for this dissertation are:

H1: Individual level perceived HIV risk will have a direct effect on BHCW’s
PrEP uptake interest such that lower perceived HIV risk will be associated with lower
PrEP uptake interest.

H2: Individual level anticipated PrEP stigma will have a direct effect on BHCW’s
PrEP uptake interest such that greater anticipated stigma will be associated with lower
PrEP uptake interest.

H3: Neighborhood level poverty will have a direct effect on BHCW’s individual
level PrEP uptake interest such that higher levels of neighborhood poverty will be

associated with lower PrEP uptake interest.
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H4: Neighborhood level poverty will have a direct effect on BHCW’s perceived
HIV risk such that higher levels of neighborhood poverty will be associated with lower
perceived HIV risk.

HS5: Neighborhood level poverty will have a direct effect on BHCW’s anticipated
PrEP stigma such that higher levels of neighborhood poverty will be associated with
greater anticipated PrEP stigma.

H6: BHCW’s individual level perceived HIV risk will mediate the relationship
between neighborhood level poverty and individual level PrEP uptake interest.

H7: BHCW’s individual level anticipated PrEP stigma will mediate the
relationship between neighborhood level poverty and individual level PrEP uptake

interest.

Conceptual Model

Informed by the structural intersectionality theoretical framework and Burns and
colleagues’ (2021) methods, I used the following multilevel conceptual model (Figure 1)
as a guide to examine how neighborhood poverty (Level 2) influences BHCW’s PrEP
uptake interest (Level 1) and the mediating effects of perceived HIV risk and anticipated

PrEP stigma (Level 1).
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Figure 1.
Multilevel Conceptual Model: Influence of Structural Level Neighborhood Poverty on

Individual Level Psychosocial Determinants for BHCW

‘ Neighborhood poverty
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Chapter 3: Method

Parent Study Procedures

This dissertation is based on secondary data analyses of quantitative data from
The Preferences of Women Regarding Long-Acting PrEP Outside Trial Settings (PrEP
Preferences) study [RDP217564; PI: Kerrigan]. The PrEP Preferences study was
conducted in 2023 in a MedStar Health reproductive health clinic in D.C. and was
supported by ViiV Healthcare. The purpose of the parent study was to understand the
perspectives on and preferences for oral and injectable PrEP among cisgender women
who can benefit from PrEP including BHCW and among HCPs. Investigators first
conducted in-depth individual interviews with 20 BHCW who could benefit from PrEP
and 10 HCPs to characterize perspectives and experiences regarding oral and injectable
PrEP options. Based on the interview findings, investigators then conducted a
quantitative survey with a larger sample of women to examine specific attributes such as
convenience, side effects, and stigma that may serve as facilitators or barriers to PrEP
uptake. Preliminary examination of the data and participant sociodemographics shows
that these data are well-suited to examine this dissertation’s research questions.

Participants were recruited through D.C. family planning, women’s health, and
HIV/STI clinics. Participants completed the self-administered survey on tablets at the
study sites. Data were stored in secure, password-protected electronic files accessible
only to the research team based on their role and deleted from the tablets after database
storage. All research team members were trained in human participant research

protections and all the data collected were anonymous or deidentified. All study
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procedures for the PrEP Preferences study were approved by The George Washington

University Institutional Review Board.
Participant Eligibility

Among the 277 adult women who participated in the parent study’s survey
assessment, 240 met the eligibility criteria for this dissertation. Eligibility criteria were
adult, Black, cisgender women who live in the DMV metropolitan area and identify as
heterosexual, bisexual, or pansexual (i.e., have heterosexual exposure to HIV).
Participants lived across 39 zip codes in the DMV region. Although participants’
individual household income was collected, these data are omitted from analyses as the

parent study researchers noted that the question was not written clearly which resulted in

Inaccurate data.

Measures

Structural

The primary predictor is neighborhood poverty, a structural variable that was
measured by zip code median household income in 2023 (the year the survey was
conducted; Census Reporter, 2023). Though zip codes are imperfect approximations of
neighborhoods because they encompass large geographic areas with
sociodemographically heterogenous populations (Krieger et al., 1997), their use is
common in research on neighborhood effects on health (Riley, 2018). Among the DMV
zip codes in which participants lived, the median household income ranged from $48,146

(lowest) to $179,107 (highest; Census Reporter, 2023).
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Psychosocial

Two individual level psychosocial items were assessed: perceived HIV risk and
anticipated PrEP stigma. Perceived HIV risk was examined with the item: “What do you
think the chances are that you will ever get HIV?” Response options were on a 4-point
Likert-type scale ranging from 1 (very likely) to 4 (impossible). The item was reverse
coded with a higher score indicating greater perceived risk. Anticipated PrEP stigma was
examined with a 7-item scale. Example items include “If I use PrEP, I’d worry about
people discriminating against me” and “I would feel ashamed of using PrEP.” Response
options were on a 4-point Likert-type scale ranging from 1 (strongly disagree) to 4

(strongly agree), with a higher score reflecting greater anticipated PrEP stigma.

Behavioral

Individual level PrEP uptake interest was assessed with the item: “Would you be
interested in using some form of PrEP to help prevent HIV?” Response options were on a
5-point Likert-type scale ranging from 1 (definitely no) to 5 (definitely yes), with a higher
score indicating greater interest in using PrEP in the future. At the start of the survey,
participants were provided with basic information about PrEP including that it is an HIV

prevention medication and descriptions of its available oral and injectable forms.

Covariates

Participants’ age in years was included as a continuous covariate. Previous PrEP
use (i.e., “In the last 6 months, have you used PrEP?””) was also controlled for, with

response options dichotomized as 1 (yes) or 0 (n0).
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Data Cleaning and Preparation

Prior to analyses, I inspected the dataset for duplicate entries, invalid zip codes,
out-of-range values, and coding inconsistencies. Zip codes were cross-checked against
the United States Postal Service (USPS) directory. Seven participants were excluded from
analyses because they reported non-residential zip codes, resided outside the DMV area,
or provided invalid zip codes (e.g., entries with fewer than five digits), and thus they did
not meet the eligibility criteria for this dissertation. No duplicate cases, out-of-range
responses, or other data entry errors were identified. The cleaned dataset was used for all

analyses.

Software

Data cleaning and preliminary descriptive analyses were conducted in SPSS
(version 31). Multilevel structural equation modeling (MSEM) and structural equation
modeling (SEM) were conducted using Mplus Base Program with Mixture and

Multilevel Add-Ons (version 8).

Data Analysis Approach

Missing Data Handling

Missing data were evaluated prior to model estimation in SPSS. Missingness was
assessed using descriptive frequencies and cross-tabulations with sociodemographic and
structural variables (age, previous PrEP use, zip code). All covariate and predictor
variables (age, previous PrEP use, perceived HIV risk, anticipated PrEP stigma items, zip
code) had complete data (0% missing). Missingness only occurred for the primary

outcome, PrEP uptake interest (n = 7; 2.9%), the majority of which reflected survey skip
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logic as participants who reported previous PrEP use were not asked about future interest
in PrEP uptake. Because missingness in PrEP uptake interest was fully explained by an
observed covariate (previous PrEP use) that is included in the MSEM, the missingness
mechanism was considered Missing at Random (MAR). Missing data was handled using
Full Information Maximum Likelihood (FIML) estimation with robust maximum

likelihood estimation (MLR).

Preliminary Analyses

Using SPSS, I conducted preliminary univariate and bivariate analyses to examine
distributions and associations among study variables. For descriptive purposes, Likert-
type variables were summarized using means, standard deviations, and frequencies, and
bivariate associations were examined using Spearman correlations for ordinal variables
and Pearson correlations for continuous variables. Bivariate correlations among observed
predictors were examined to assess potential multicollinearity. Group differences were
evaluated using non-parametric tests where appropriate (e.g., Mann—Whitney U) and chi-
square tests for categorical variables. These descriptive analyses were used to
characterize associations only; in the MSEM, ordinal indicators were modeled
categorically. Because MSEM will be estimated using MLR, which provides standard
errors and fit statistics robust to non-normality, no normality assumptions were required.

In preliminary analyses of the data, perceived HIV risk showed a strongly skewed
distribution with a majority (70.8%) of participants endorsing the “not likely” category.
Because of this skew and the limited use of higher-risk categories, the item was treated as
an ordinal categorical variable in analyses. Each anticipated PrEP stigma item was rated

on a 4-point scale and the distributions showed that most participants selected greater
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stigma response options (i.e., 33-55% endorsing “strongly agree” across all 7 items).
Because these items displayed skew and did not behave like continuous variables, they
were treated as ordinal categorical indicators of a latent stigma factor. PrEP uptake
interest used a 5-point scale and showed sufficient spread and variability across all
response categories. There was no extreme floor or ceiling effects and thus it was treated

as a continuous variable in MSEM analyses.

Model Specification

I initially tested my hypotheses using MSEM, which allows for the simultaneous
examination of associations among individual level psychosocial factors (perceived HIV
risk, anticipated PrEP stigma) and PrEP uptake interest, while accounting for structural
influences (zip code median household income). MSEM is an appropriate approach given
the hierarchical structure of the data, with individual participants (Level 1, N = 240)
nested within zip codes (Level 2, n = 39). Anticipated PrEP stigma was modeled as a
latent construct because it is a psychosocial measure with a theoretical basis as an
underlying, unobservable factor (Earnshaw & Chaudoir, 2009). Perceived HIV risk, PrEP
uptake interest, and neighborhood poverty were modeled as observed constructs because
each were measured using a single-item indicator thus precluding latent variable
estimation.

The hypothesized multilevel model was estimated at two levels: the individual
Level 1 (N = 240) nested within the structural Level 2 (n = 39). The individual Level 1
includes participant-specific variables (perceived HIV risk, anticipated PrEP stigma, PrEP
uptake interest, and covariates), while the structural Level 2 includes neighborhood

poverty (the primary predictor). Cluster means of individual level predictors were
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considered for inclusion at Level 2 to represent contextual effects when theoretically
justified and when preliminary analyses indicated sufficient between-cluster variability to
support aggregation. To describe the degree of clustering in the data, I calculated the
intraclass correlation coefficient (ICC) for the primary outcome variable (PrEP uptake
interest). The ICC quantifies the proportion of variance attributable to differences
between zip codes. Although higher ICC values indicate stronger clustering, ICC alone
did not determine the choice of analytic approach. Because the primary predictor
(neighborhood poverty) is a Level 2 variable and the theoretical framework emphasizes
structural influences, MSEM is appropriate even when ICC values are modest.

A multilevel assessment aligns with my aim to assess the unique contributions of
neighborhood level poverty factors on individual psychosocial and behavioral HIV
prevention-related factors. Additionally, a multilevel approach helps avoid both the
ecological fallacy, wherein individual level relationships are erroneously inferred from
group level data, and the individualistic fallacy, wherein group level outcomes are
incorrectly explained by individual level attributes (Alker, 1969; Krieger et al., 1997). By
modeling both within- and between-cluster effects, variation can be attributed to the
theoretically grounded level of analysis.

Given the uneven number of clusters at Level 2, I also estimated a single-level
SEM in which all variables including zip code median household income were treated as
individual level variables. A single-level approach did not allow me to compare
individual level variation within zip codes (i.e., how people differ within neighborhoods;

Level 1) with structural level variation between zip codes (i.e., how neighborhoods differ

71



from one another; Level 2), but it can be used to evaluate the robustness of the

hypothesized pathways using a fully saturated structural model.

Estimation and Mediation Analyses

SEM’s flexibility enables testing for mediation effects while accounting for
individual and contextual factors (Bryan et al., 2007; Hayes, 2009). Previous studies
demonstrate SEM’s utility for analyzing complex models in the context of HIV (Rao et
al., 2012; Simoni et al., 2006) and neighborhood poverty and HIV prevention (Burns et
al., 2021). The use of multilevel data has advanced neighborhood effects research by
allowing investigators to isolate the influence of structural level indicators while
controlling for individual level factors (Riley, 2018). Having a zip code level predictor
aligns with my structural intersectionality theoretical framework, which may elucidate
how structural determinants influence BHCW?’s PrEP uptake interest through multilevel
direct and indirect psychosocial pathways. MSEM is thus well suited to address this
dissertation’s research questions.

Using Mplus, I conducted MSEM to simultaneously examine individual level
(Level 1) and structural level (Level 2) effects on perceived HIV risk, anticipated PrEP
stigma, and PrEP uptake interest. Perceived HIV risk and anticipated PrEP stigma were
modeled as Level 1 psychosocial variables, with stigma specified as a latent factor
estimated only at the individual level. PrEP uptake interest was modeled as the Level 1
outcome with corresponding within- and between-level variance components. This
analytic approach allowed for the separation of variance into within- and between-cluster
components, which gives an estimation of structural level influences while adjusting for

the non-independence of participants nested within zip codes.
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Because perceived HIV risk is categorical, paths predicting this variable were
estimated using probit regression, while paths for the latent stigma factor and PrEP
uptake interest were estimated using linear regression within the MSEM framework. I
conducted mediation analyses to test whether the individual psychosocial variables
(perceived HIV risk, anticipated PrEP stigma) explain the relationship between
neighborhood poverty and BHCW’s PrEP uptake interest. Each mediation pathway was
tested separately within the MSEM framework. Because the multilevel model could not
ultimately be estimated due to non-identification, indirect effects in the final design-effect
SEM were evaluated using delta method standard errors and their corresponding 95%

confidence intervals.

Reliability Estimation

The internal consistency of the individual level (Level 1) multi-item scale
anticipated stigma was estimated using Cronbach’s alpha, with >.80 indicating good
reliability. Because anticipated PrEP stigma items are ordinal, Cronbach’s alpha (based
on Pearson correlations) may underestimate reliability; however, it was reported for

comparability with other studies (Irie et al., 2024; Liu et al., 2020).

Model Fit

Model fit was evaluated using standard robust fit indices provided by Mplus
estimated with MLR. These included the robust chi-square test of model fit, robust
Comparative Fit Index (CFI), robust Tucker—Lewis Index (TLI), robust Root Mean
Square Error of Approximation (RMSEA), and the within- and between-level
Standardized Root Mean Square Residual (SRMR). Consistent with conventional SEM

guidelines, acceptable fit was indicated by CFI and TLI values > .90, RMSEA < .06, and
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SRMR <.06 at each level. Because the chi-square statistic is sensitive to sample size and
model complexity, particularly in multilevel models with categorical indicators, it was
interpreted in conjunction with the other fit indices rather than as the sole criterion for

evaluating model adequacy.

Sample Size and Statistical Power

At Level 1, the sample includes 240 BHCW, providing adequate power to
estimate a relatively simple multilevel structural equation model with a small number of
constructs and paths, particularly for detecting moderate within-level effects. At Level 2,
participants are nested within 39 zip codes, with uneven clusters sizes across zip codes
ranging from 1-48. Although having 39 clusters is generally sufficient for estimating
random intercept models, the modest number of clusters combined with imbalance in
cluster sizes reduces the power to detect small between-zip code effects, affects the
stability and precision of Level 2 estimates, and makes multilevel mediation effects more

difficult to detect.
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Chapter 4: Results

Missing Data Patterns

PrEP uptake interest had 7 missing cases (2.9%), almost all of which were
attributable to the survey skip pattern in which participants who reported PrEP use in the
previous 6 months were not asked about future interest in PrEP uptake. All other
variables (age, previous PrEP use, perceived HIV risk, anticipated PrEP stigma items, and
zip code) had complete data (0% missing). Missingness in PrEP uptake interest was

unrelated to zip code or age, and no cluster-level patterns were observed.

Participants

Participants were between the ages of 18-61 (M = 30.73 years; SD = 8.9 years);
most identified as heterosexual (76.3%), were single/never married (66.7%), and on
average had 1.75 children (SD = 1.62). Many participants reported having a high school
diploma (47.9%) or completed some college/had an Associate’s degree (24.2%). At the
time of the survey, 37.9% of participants were working full-time and 39.6% were not
employed. Most participants were stably housed in the previous six months (88.3%) and
had Medicaid insurance (71.7%). See Table 1 for full participant sociodemographics.
Participants lived across 39 DMV zip codes with variability in median household income

levels (see Table 2).
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Table 1.

Participant Sociodemographics

N =240
N %
Sexuality
Heterosexual 183 76.3%
Bisexual 54 22.5%
Pansexual 3 1.3%
Partnership Status
Single/never married 160 66.7%
In a steady relationship/living together 25 10.4%
In a steady relationship/not living together 22 9.2%
Legally married 22 9.2%
Separated 6 2.5%
Widowed 4 1.7%
Divorced 1 <1%
Education (highest level)
Did not complete high school 23 9.6%
GED 18 7.5%
High school diploma 115 47.9%
Some college/Associates degree 58 24.2%
Bachelors degree 19 7.9%
Graduate degree 7 2.9%
Employment (previous 6 months)
Full-time 91 37.8%
Part-time 35 14.6%
Not employed 95 39.6%
Self-employed 19 7.9%
Unstably Housed (previous 6 months)
No 212 88.3%
Yes 28 11.7%
*Health Insurance
Medicaid 177 71.7%
Medicare 36 12.1%
Private 34 13.8%
Uninsured 3 1.3%
ACA 2 <1%
TRICARE/CHAMPUS 1 <1%

*Participants could choose more than one
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Table 2.

Zip Code Data

Zip Codes = 39; N =240

% of Median

ZIP Code Jurisdiction n Sample Household
Income (USD)

20016 DC 1 <1% $179,107
20720 MD 1 <1% $162,976
20003 DC 2 <1% $159,604
20007 DC 2 <1% $142,783
20009 DC 4 1.7% $140,555
20001 DC 10 4.2% $138,730
22206 VA 1 <1% $136,472
21114 MD 1 <1% $136,250
20772 MD 1 <1% $135,576
22003 VA 1 <1% $134,109
22203 VA 1 <1% $132,402
20012 DC 2 <1% $128,234
20744 MD 1 <1% $124,838
20716 MD 2 <1% $122,683
20002 DC 21 8.8% $114,482
20010 DC 13 5.4% $110,260
22204 VA 1 <1% $109,277
20011 DC 13 5.4% $108,377
22191 VA 1 <1% $107,993
20705 MD 2 <1% $106,691
20024 DC 2 <1% $102,623
20017 DC 5 2.1% $101,543
20706 MD 1 <1% $100,061
20037 DC 1 <1% $98,917
20018 DC 8 3.3% $92,569
20781 MD 1 <1% $91,037
20737 MD 1 <1% $84,241
20770 MD 1 <1% $84,125
20785 MD 2 <1% $83,690
20748 MD 1 <1% $82,160
20745 MD 2 <1% $80,649
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Table 2.
Zip Code Data

Zip Codes = 39; N =240

% of Median
ZIP Code Jurisdiction n Sample Household
Income (USD)
20746 MD 5 2.1% $78,391
20743 MD 9 3.8% $76,332
20747 MD 1 <1% $72,931
20712 MD 2 <1% $68,452
20710 MD 1 <1% $64,406
20019 DC 48 20% $57,031
20020 DC 47 19.6% $53,015
20032 DC 21 8.8% $48,146
Descriptive Analyses

Only 6 participants (2.5%) reported PrEP use in the previous 6 months. Perceived
HIV risk was measured with a 4-point response item. Responses were highly skewed
toward low perceived risk, with 70.8% of participants indicating that their chances of
acquiring HIV was “not likely”” and 17.5% reporting that it was “impossible.” A smaller
proportion of participants endorsed “somewhat likely” (8.8%) or “very likely” (2.9%).
This strong skew supports modeling perceived HIV risk as an ordinal categorical
variable. PrEP uptake interest was measured with a 5-point Likert-type scale with nearly
one-third of participants responding “definitely no” (28.7%) or “probably no” (28.7%),
followed by “might or might not” (24.2%), “probably yes” (10.4%), and “definitely yes”
(5.2%). PrEP uptake interest showed variability across categories, supporting its

treatment as a continuous observed variable. See Table 3 for details.
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Table 3.
Frequency Distributions for Previous PrEP Use, Perceived HIV Risk, and
PrEP Uptake Interest

N=240

Variable / Response Category Frequency %
Previous PrEP Use (last 6 months)

No 234 97.5%

Yes 6 2.5%
Perceived HIV Risk

Impossible 42 17.5%

Not likely 170 70.8%

Somewhat likely 21 8.8%

Very likely 7 2.9%
PrEP Uptake Interest

Definitely no 69 28.7%

Probably no 69 28.7%

Might or might not 58 24.2%

Probably yes 25 10.4%

Definitely yes 12 5%

Missing 7 2.9%

Across the 7 anticipated PrEP stigma items, 33-55% of participants selected
“strongly agree” while only 6-17% responded “strongly disagree.” This skewed
distribution justifies modeling the items as ordinal categorical indicators of a latent
anticipated PrEP stigma factor (see Table 4). The Cronbach’s alpha for this population is

a = .925 indicating high internal consistency.
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Table 4.
Anticipated PrEP Stigma Scale and Item Descriptive Statistics

N=240
Variable / Item Mean SD
Anticipated PrEP Stigma (7-item scale) 215 5.89
1. If T use PrEP, I’d worry about people discriminating against me 3 1.04
2. If I use PrEP, no one would date or become involved with me 3.07 1.02
3. If I use PrEP, no one would want to have sex with me 3.05 1.06

4. If T use PrEP, I would work hard to keep my PrEP use a secret 2.73 1.1

5. If T use PrEP, I would feel set apart and isolated from the rest of ~ 3.13 .99
the world

6. If I use PrEP, I would feel I was not as good a person as others 3.25 97

7. I would feel ashamed of using PrEP 3.26 91

Bivariate Analyses

I examined bivariate associations among Level 1 variables using Pearson
correlations for continuous variables and Spearman correlations for ordinal variables (see
Table 5). Age showed a small but statistically significant negative correlation with PrEP
uptake interest, with older participants reporting slightly lower PrEP uptake interest (p = -
189, p =.004; r =-.154, p = .019). Perceived HIV risk was not significantly associated
with PrEP uptake interest (p = .08, p = .226). The 7 anticipated PrEP stigma items
demonstrated strong intercorrelations ranging from p = .463 to p = .867 (all p <.001),
indicating substantial shared variance and supporting the expectation of an underlying
latent stigma construct in MSEM analyses. The individual stigma items had small and
non-significant correlations with PrEP uptake interest ranging from p =-.057 to p = .033
(all p > .05). This is consistent with my expectation that the shared variance captured by

the stigma latent factor may provide a more reliable indicator of anticipated PrEP stigma
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than any single item. Spearman correlations among Level 1 predictors (age and perceived
HIV risk) and the stigma indicators were small (p range = -.119 to .078), below the
threshold indicating multicollinearity and thus suggesting that each predictor contributes

unique variance to the model.
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Chi-square tests were used for categorical variables and Mann—Whitney U tests
were used for comparisons involving non-normally distributed ordinal outcomes. Due to
survey skip logic, participants who reported previous PrEP use did not complete the PrEP
uptake interest item and thus interest in PrEP uptake could not be compared across
previous PrEP use groups. Perceived HIV risk did not differ significantly by previous
PrEP use (Mann-Whitney U = 627.5, Z = -.555, p = .579). A chi-square test also showed
no significant link between perceived HIV risk and previous PrEP use x*(3, N = 240) =

1.879, p = .598.

Cluster-Level Variability

I calculated the ICC to quantify the proportion of variance in PrEP uptake interest
that is attributable to differences between zip codes. A one-way random-effects ANOVA
indicated no significant between-cluster variability (£(38,194) = .979, p = .511). The
estimated between-group mean square (1.316) was slightly smaller than the within-group
mean square (1.345). Using the standard ICC formula with the average cluster size (k=
5.974), the ICC = -.004. This indicates that nearly all variation in PrEP uptake interest
occurs within rather than between zip codes. Although the ICC is negligible, attempting
multilevel modeling remains appropriate because the primary predictor (neighborhood
poverty) is a Level 2 variable and the study’s theoretical framework prioritizes examining
structural level influences.

To avoid overfitting the model and preserve model stability given the modest
number of clusters (n = 39) that are uneven in size, cluster means of individual level
predictors were not included at Level 2. Although perceived HIV risk had theoretical

justification for aggregation (e.g., to reflect neighborhood level normative HIV risk
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perceptions), the between-cluster variability was minimal, with most participants across
zip codes endorsing “not likely.” Aggregating this variable would therefore contribute
little meaningful contextual information while increasing the risk of model convergence
and unstable Level 2 parameter estimates. Accordingly, all individual level predictors
(age, perceived HIV risk, anticipated PrEP stigma) were modeled exclusively at Level 1,
while neighborhood poverty was modeled at Level 2. This approach maintained a

parsimonious multilevel model that is aligned with my theoretical framework.

Confirmatory Factor Analysis

As detailed in a previous section, the 7 anticipated PrEP stigma items had strong
theoretical and psychometric support for their inclusion as indicators of a single latent
factor. I therefore conducted a confirmatory factor analysis (CFA) of the items to evaluate
whether they loaded onto a single latent anticipated PrEP stigma factor. Because the
items were ordinal, the model was estimated using WLSMYV with a probit link and
THETA parameterization. The one-factor CFA model demonstrated excellent fit to the
data x*(71) = 127.13, CFI = 993, TLI = .992, RMSEA = .058 (90% CI: .041-.074),
SRMR = .073. All items loaded strongly and significantly onto the latent factor, with
standardized loadings ranging from .80 to .94 and item R? values ranging from .64 to .89
indicating substantial shared variance (see Table 6). All loadings were statistically
significant (p <.001). I used individual factor scores to model stigma as an observed

predictor in subsequent analyses.
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Table 6.
Standardized CFA Loadings for Anticipated PrEP Stigma Items

N=1234

Item Standardized  R?
Loadings

1. If T use PrEP, I’d worry about people discriminating against 802 .643
me
2. If I use PrEP, no one would date or become involved with 944 892
me
3. If I use PrEP, no one would want to have sex with me 944 891
4. If T use PrEP, I would work hard to keep my PrEP use a 803 .644
secret
5. If Tuse PrEP, I would feel I was not as good a person as 895 .801
others
6. I would feel ashamed of using PrEP 848 719
7. If T use PrEP, I would feel set apart and isolated from the .836  .699

rest of the world

Multilevel SEM Analyses

In alignment with my theoretical framework, I specified a two-level MSEM with
neighborhood poverty at Level 2 (between zip codes) and age, previous PrEP use,
perceived HIV risk, anticipated PrEP stigma (latent from 7 items), and PrEP uptake
interest at Level 1 (within zip codes). Although the CFA showed that the anticipated PrEP
stigma items formed a strong single factor at the individual level, the latent factor did not
have sufficient between-cluster variance for Mplus to estimate a Level 2 component of
the latent variable. As a result, the model produced non-identification errors indicating

that the Level 1 latent factor could not be extended to the between-level. Further, with 39
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zip codes, many with only 1 or 2 participants, there was insufficient Level 2 sample size

for stable multilevel analyses. Thus, the two-level MSEM could not be reliably estimated.

Single Level SEM Analyses

I then conducted a single level SEM adjusted for the design effect. This approach
accounted for the clustering of participants within zip codes and produced cluster-robust
standard errors and design-corrected chi-square and fit indices, while treating all
variables as operating at Level 1 (see Figure 2). All parameters were estimated using
MLR. The design effect-adjusted structural model demonstrated excellent overall fit to
the data: x*(1) = .196, p = .658; RMSEA = .000 (90% CI: .000-.132; p = .74); CFI1 = 1;
TLI=1; SRMR =.006.

See Figure 2 and Table 7 for single level SEM direct effects. PrEP uptake interest
was not significantly predicted by perceived HIV risk (b =.074, SE =.092, p = .416; f =
.043), anticipated PrEP stigma (b = -.009, SE = .059, p = .879; p = -.009), nor
neighborhood poverty (b =-.006, SE =.033, p = .85; f =-.017), and thus H1, H2, and H3
were not supported. H4 was supported as higher neighborhood poverty significantly
predicted lower perceived HIV risk (b =-.023, SE =.011, p =.039; f=-.112). H5 was not
supported as neighborhood poverty did not predict anticipated PrEP stigma (b = .00, SE =
015, p=.999; 5 =.00).

Previous PrEP use significantly predicted higher perceived HIV risk (b = 1.376,
SE =211, p<.001; p=.297). While previous PrEP use showed a statistically significant
positive association with anticipated PrEP stigma (b =1.12, SE = .515, p =.03; f=.133),
this parameter estimate was flagged by Mplus as having potentially unstable standard

errors and therefore this result should be interpreted with caution. Previous PrEP use
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predicted lower PrEP uptake interest (b = -.626, SE =.319, p = .05; f =-.079), though the

effect was very small and the statistical significance is borderline. Age did not predict

perceived HIV risk (b =.005, SE = .005, p = .329; f = .063) nor anticipated PrEP stigma

(b=-.001, SE=.009, p =.92; f=-.006). Age did significantly predict PrEP uptake

interest (b =-.021, SE = .01, p =.039; = -.164), with older women reporting lower

interest.

Figure 2.

Single Level Conceptual Model: Influence of Neighborhood Poverty on Psychosocial

Determinants for BHCW

-112*

Perceived
HIV risk

.043

Neighborhood poverty

-.017

PrEP uptake
interest

.00

Anticipated
PrEP stigma

-.009

Note. Standardized coefficients (f) are shown. p-value <.05.
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Table 7.
Direct Effects Single Level SEM with Cluster-Robust Standard Errors

N=1234
Outcome Predictor b SE )/} D
PrEP interest Perceived HIV risk .074 .092 .043 416
PrEP interest PrEP stigma -.009 .059  -.009 879
PrEP interest Neighborhood poverty -.006 033 -.017 .85
PrEP interest Previous PrEP use -.626 319 -.079 .05
PrEP interest Age -.021 .01 -.164 .039
Perceived HIV risk Neighborhood poverty -.023 011 -112 .039
Perceived HIV risk Previous PrEP use 1.376 211 297 <.001
Perceived HIV risk Age .005 .005 .063 329
PrEP stigma Neighborhood poverty .00 015 .00 999
PrEP stigma Previous PrEP use 1.12 S15 133 .03
PrEP stigma Age -.001 .009  -.006 .92

Note. b = unstandardized coefficient; SE = cluster-robust standard error; § = standardized
coefficient.

The hypothesized indirect paths (H7 and HS) from neighborhood poverty to PrEP
uptake interest were not supported (see Table 8). The path through perceived HIV risk
was small and nonsignificant (b = -.002, SE = .002, p = .43, f = -.005), indicating that
although higher neighborhood poverty predicted lower perceived risk (H4), this did not
impact PrEP uptake interest. The path through anticipated PrEP stigma also showed no
evidence that stigma mediated the relationship between neighborhood poverty and PrEP
uptake interest (b = .00, SE = .00, p =.999; = .00). The total indirect effect from

neighborhood poverty to PrEP uptake interest also very small and not statistically
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significant (b =-.002, SE =.002, p = .422; f =-.005). As shown in Table 9, the overall
variance explained in this model was modest for perceived HIV risk (R? = .109), and

small for anticipated PrEP stigma (R? = .018) and PrEP uptake interest (R> = .033).

Table 8.
Indirect Effects of Neighborhood Poverty on PrEP Uptake Interest
N=234
Indirect Path b SE )/} D
Neighborhood poverty —> Perceived -.002 .002 -.005 43
HIV risk —> PrEP uptake interest
Neighborhood poverty —> Anticipated .00 .00 .00 999
PrEP stigma —> PrEP uptake interest
Total indirect effect -.002 .002 -.005 422
Note. b = unstandardized coefficient; SE = cluster-robust standard error;
S = standardized coefficient.
Table 9.
Variance Explained (R?) for Outcome Variable in Single Level SEM
N=234
Variable R?
Perceived HIV risk .109
Anticipated PrEP stigma 018
PrEP uptake interest .033
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Chapter 5: Discussion

General Discussion

In this dissertation I applied the structural intersectionality theoretical framework
to understand how 240 BHCW’s PrEP uptake interest was influenced by neighborhood
poverty (a structural level determinant), as well as perceived HIV risk and anticipated
PrEP stigma (individual, psychosocial determinants). To my knowledge this was the first
study to examine the influence of neighborhood poverty on BHCW’s PrEP uptake
interest, as well as the psychosocial factors that may mediate this pathway. Although the
design effect-adjusted structural model demonstrated excellent fit, only one of the
hypothesized pathways was supported. Results show that higher neighborhood poverty
was linked to BHCW’s lower perceived HIV risk, and that older participants had lower
PrEP uptake interest. My findings indicate that understanding PrEP uptake among
BHCW requires multilevel approaches that target multiple structural determinants of HIV

prevention.

The hypothesized pathway from perceived HIV risk to PrEP uptake interest (H1)
was not supported among my sample, nor was perceived HIV risk significantly
associated with PrEP uptake interest in bivariate analyses. Notably, most participants
reported low perceived HIV risk, indicating that they felt their chances of acquiring HIV
were “not likely” (70.8%) or “impossible” (17.5%). Participants’ low HIV risk
perceptions—despite their high actual risk living in the DMV area—mirror the findings
of BHCW in other studies (Blackstock et al., 2015; Frew et al., 2016; Younge et al.,
2010), including studies conducted in D.C. (Scott et al., 2022), Mississippi (Willie et al.,

2022), and the South (Hill et al., 2021). If an individual does not perceive themselves to
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be at risk for HIV, then it is unlikely that they will be motivated to consider an HIV

prevention strategy such as PrEP uptake.

From a structural intersectionality perspective, there are many possible reasons
why BHCW have low perceived HIV risk, including because they may not receive
adequate information about their risk or PrEP from HCPs (Auerbach et al., 2015; Bond et
al., 2021; Hirschhorn et al., 2020; Hull et al., 2021; Randolph et al., 2020; Willie et al.,
2022); they may not know they should prioritize PrEP due to lack of PrEP information
and advertising specifically for BHCW (Blackstock et al., 2015; Bond et al., 2021;
Calabrese et al., 2019; Chandler et al., 2022; Dauria et al., 2021; Hirschhorn et al., 2020;
Irie & Blackstock, 2024; Willie et al., 2022); or they may be unable to prioritize HIV
prevention over familial, financial, food, or other health-related needs (Bond et al., 2021;
Boudreaux et al., 2025; Blackstock et al., 2015; Chandler et al., 2022; Flash et al., 2017;
Frew et al., 2016; Nydegger et al., 2021; Park et al., 2019; Randolph et al., 2020). By
hindering accurate HIV risk perceptions, these structural barriers may in turn attenuate
the salience of PrEP as a necessary health promotive behavior. Evidence from several
meta-analyses (Golub & Fikslin, 2019; LaCroix et al., 2014; Webb & Sheeran, 2006)
refutes the notion that HIV prevention practices can be improved merely by increasing
individual risk perceptions, and data from Hallfors and colleagues’ (2007) national study
indicate that such approaches are likely inappropriate for many Black people because
they lack attendance to contextual factors that can heighten risk. The null pathway from
perceived HIV risk to PrEP uptake interest in my sample therefore suggests that future

research utilize structural approaches, as those that target risk perceptions without
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consideration of the structural context may be culturally inappropriate and insufficient for

improving BHCW’s PrEP uptake.

Although previous studies found that anticipated PrEP stigma can hinder
BHCW’s PrEP uptake (Calabrese et al., 2018; Irie et al., 2024; Knight et al., 2024; Scott
et al., 2022), I did not find support for H2 in my analysis. It is possible that internalized—
rather than anticipated—PrEP stigma is a stronger influence on participants’ PrEP uptake
interest, as Auerbach and colleagues’ (2015) found in their focus group study with
majority Black women. As described above, average perceived HIV risk was low among
my sample, and thus anticipated PrEP stigma may only be salient when HIV risk
perception is high. It is also plausible that the items used to measure anticipated PrEP
stigma among my participants did not target the primary source of discrimination, as they
were focused on fears of stigmatization from potential sexual partners and others in one’s
social world. While quantitative studies from Calabrese et al. (2018) and Irie et al. (2024)
found that anticipated PrEP stigma from close others was negatively correlated with PrEP
interest, the participants in this dissertation may instead have anticipated PrEP stigma
from HCPs, as was described by BHCW in multiple qualitative studies (Bond et al.,
2021; Goparaju et al., 2017; Knight et al., 2024; Small et al., 2023). Given the importance
of HCPs in the route to PrEP uptake, the structural intersectional discrimination that
BHCW face in sexual healthcare settings, and the numerous structural barriers to
accessing adequate HIV prevention care, subsequent research that aims to understand
anticipated PrEP stigma may be most impactful by focusing on HCPs and the ways in

which the healthcare system itself can breed anticipated PrEP stigma.
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Though previous studies have not examined the direct effect of neighborhood
poverty on BHCW’s PrEP uptake interest, there is evidence that residing in a low-income
neighborhood can adversely impact BHCW’s HIV prevention behaviors more generally
through structural barriers including reduced access to health promotive resources and
quality healthcare (Lewandowski et al., 2011; Taggart et al., 2022; Taggart et al., 2023),
lack of socioeconomic resources (Adimora et al., 2006; Latkin et al., 2013; Hill et al.,
2021), increased economic insecurity (Bradley et al., 2018; Chatterjee et al., 2006), and
exposure to chronic stress (Frew et al., 2016). Yet this hypothesized pathway (H3) was
not supported in my sample. As health promotive interest can be hampered by structural
obstacles (Bowleg, 2012; Bowleg et al., 2013; Flash et al., 2017; Hull et al., 2023),
participants living in lower income neighborhoods may not have formed interest in a
health promotive tool that they consider inaccessible. The path from neighborhood
poverty to PrEP uptake interest may have also been affected by moderators not modeled
in this dissertation, such as levels of healthcare engagement, medical mistrust, or
perceived control or efficacy. Future studies should seek to identify proximal mechanisms
through which structural determinants may alter BHCW’s PrEP uptake interest. Further,
though I followed the analytical approach from Burns and colleagues’ (2021), who used
MSEM and found support for the link between neighborhood poverty and PrEP use
beyond individual level factors among Black MSM, the lack of between-cluster variance
in my sample precluded a stable two-level analysis. Thus, I modeled neighborhood
poverty within a single-level framework, which may have resulted in an underestimation

of the structural influences functioning at the between-neighborhood level.
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In support of H4, higher neighborhood poverty significantly predicted lower
perceived HIV risk among my sample of BHCW. This finding may be best understood
through the lens of structural stress. More impoverished neighborhoods yield higher
levels of stress for their residents (Logan et al., 2002; Taylor et al., 1997), and elevated
chronic stress has been linked to deteriorated coping resources and health promotive
behaviors among Black women (Allen et al., 2019; Knighton et al., 2022). BHCW living
in low-income, high stress contexts can lack a sense of control over their environment
and in turn their ability to prevent HIV (Lewandowski & Holden, 2011). As was found in
Younge and colleagues’ (2010) study with low-income BHCW, underestimating one’s
personal HIV risk can be an adaptive coping mechanism used to manage the feeling of

powerlessness to avoid HIV due to lack of resources.

In higher poverty contexts, HIV prevention is also unlikely to be BHCW’s
priority over their acute survival and healthcare concerns (Blackstock et al., 2015; Frew
et al., 2016; Nydegger et al., 2021). Participants may have cognitively deprioritized HIV
risk appraisal as a rational response to limited cognitive resources from stress, competing
demands, or restricted perceived agency to address the health threat. The influence of
neighborhood poverty on perceived HIV risk among participants provides evidence in
support of interventions that target structural determinants, as individual level HIV risk-

based interventions alone are unlikely to shift BHCW’s HIV-related perceptions.

Nearly half (48.4%) of participants lived in the three zip codes with the lowest
median household income (<$57,031). In addition, average anticipated PrEP stigma was
generally high, with 33-55% of BHCW endorsing “strongly agree” across items. Yet,

although neighborhood poverty and anticipated PrEP stigma were prevalent in this
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sample, stigma levels did not vary systematically by neighborhood poverty. Accordingly,
I did not detect a direct association between the two variables, and my hypothesized
pathway from neighborhood poverty to anticipated PrEP stigma (H5) was not supported.
It may be that neighborhood poverty is more strongly related to internalized HIV stigma,
as was found among a cohort of majority Black women living with HIV (Crockett et al.,

2019).

It may also be that anticipated PrEP stigma is pervasive across socioeconomic
contexts, which would restrict the ability of neighborhood poverty to explain variability
in stigma. However, because I could not estimate a multilevel model, I could not examine
potential between-neighborhood differences in stigma. In addition to using multilevel
modeling, because the structural determinant did not demonstrate a direct effect on this
psychosocial process, future studies may benefit from examining mediators in the
pathway from neighborhood poverty to anticipated PrEP stigma that are shaped by
structural intersectional discrimination including healthcare access, HCP discrimination,

partnership dynamics, sexual power, medical mistrust, or psychosocial stress load.

One of the aims of my dissertation was to understand whether individual
psychosocial variables mediate the relationship between neighborhood poverty and
BHCW’s PrEP uptake interest because, as Brawner and colleagues’ (2022) systematic
review found, the mediating pathways between neighborhood disadvantage and HIV risk
outcomes for all groups are undertested. However, the hypothesized indirect pathways
from neighborhood poverty to PrEP uptake interest through perceived HIV risk (H6) and
anticipated PrEP stigma (H7) were not supported in my sample. One explanation for

these findings could be that the effect of neighborhood poverty on BHCW’s PrEP uptake
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interest is not reducible to individual perceptions about HIV risk or anticipated stigma.
Neighborhood poverty may instead shape contextual or institutional constraints such as
healthcare, provider, or insurance access to influence PrEP uptake, rather than operating
through cognitive mediators. If so, future studies could examine structural mediators,

rather than psychosocial ones.

These null findings may also indicate that the social-structural processes
influencing BHCW’s PrEP interest are truly multilevel, as I have theorized throughout
this dissertation. These results underscore the importance of my initial effort to conduct
multilevel modeling to capture downstream effects, as modeling neighborhood poverty (a
structural determinant) at the individual level was insufficient for examining its effects on
psychosocial outcomes. Capturing the between-level pathway with MSEM would allow
assessment of whether neighborhoods differ in average perceived HIV risk or anticipated
PrEP stigma, and whether those differences predict BHCW’s PrEP uptake interest across
neighborhoods. Flattening Level 2, although statistically necessary in this case, likely
obscured how structural disadvantage functions to influence PrEP uptake interest. As
experts (Blankenship et al., 2000; Brawner et al., 2022; Earnshaw et al., 2022; Krieger,
2021) have argued, multilevel research approaches are necessary to understanding how

structural level factors impact HIV prevention health outcomes and behaviors.

I included previous PrEP use as a covariate in my model, and it was statistically
associated with perceived HIV risk, anticipated PrEP stigma, and PrEP uptake interest.
However, only 6 participants (2.5%) reported PrEP use in the previous 6 months,
substantially limiting the reliability and interpretability of these results. Age was also

included as a covariate and although it was not significantly associated with perceived
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HIV risk nor anticipated PrEP stigma, it did predict PrEP uptake interest, with older
participants reporting lower PrEP uptake interest. This finding echoes across the
literature. A systematic review of 24 studies on PrEP uptake among U.S. Black women
found that age is a predisposing factor for PrEP uptake (Sims Haynes et al., 2024).
Compared with younger cohorts, older BHCW believe that their HIV risk—and by
extension their need for PrEP—diminishes with age due to reduced frequency of HIV risk
behavior (Sims Haynes et al., 2024) and increased relationship stability (Knight et al.,

2025).

In addition, because of the history of medical gendered racism, higher levels of
medical mistrust have been shown to drive lower PrEP uptake among older BHCW
(Knight et al., 2025), alongside greater anticipated PrEP stigma (Knight et al., 2025; Zack
et al., 2024). Older BHCW, who have likely faced more cumulative experiences of HCP
discrimination over their lifetimes and have more knowledge of the history of medical
gendered racism, need PrEP uptake interventions that aim to improve patient-provider
interactions and trust in the healthcare system generally (Tekeste et al., 2019). Overall,
these age-related data suggest that interventions to improve PrEP uptake among BHCW
must account for life-course dynamics—including relationship status, trust in the
healthcare system and providers, and perceptions about risk and stigma—reinforcing
intersectionality’s tenet that single-axis, one-size-fits-all approaches are unlikely to be

effective.

Limitations

This dissertation has several limitations. First, this study is based on secondary

data thus constraining my analyses to the variables, sampling, and data collection
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decisions made by the parent study investigators. Second, two of the individual level
variables are based on single item measures. In psychology, psychometric experts favor
multi-item scales as they are considered to have higher reliability, stronger construct
validity, and to better capture the complexity of psychological and behavioral constructs
than single item scales (Allen et al., 2022; Song et al., 2022). However, the parent study
was conducted by researchers in public health, a field that prioritizes pragmatism and
feasibility in survey data collection, and thus single item measures are considered an
acceptable method for reducing participant response burden and increasing cost-
efficiency (Allen et al., 2022; Hoeppner et al., 2012). Third, the individual level data is
cross-sectional, which limited my ability to draw causal conclusions about the
relationship between the psychosocial determinants and PrEP uptake interest among
BHCW. The related results were therefore interpreted as associations rather than causal
pathways.

Fourth, my structural variable (zip code median household income) is based on
participants’ zip codes, which are imperfect proxies for neighborhood contexts because
they include broad geographic regions with populations that can vary in
sociodemographic characteristics (Krieger et al., 1997). However, using zip code level
data is common in neighborhood level analyses because sociodemographic data at this
level is publicly accessible (Riley, 2018). Additionally, this was the only structural level
information available for me to analyze within the secondary data. Fifth, the uneven
cluster sizes prevented multilevel modeling and my ability to distinguish between within-

and between-level variance.
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Sixth, this dissertation is reliant on a quantitative methodology grounded in a
positivist paradigm, which assumes that there are objective truths that can be measured
and generalized without attendance to time or context (Lincoln & Guba, 1985). These
assumptions are misaligned with those of social constructivism that underlie
intersectionality, my theoretical framework, wherein realities are considered subjective
and knowledge contextually situated (Carter & Little, 2007). As such, my statistical
methods may have insufficiently captured the complexities and nuance required to
understand the influence of intersectional structural oppressions on BHCW’s PrEP
uptake. Finally, as I am not a member of this dissertation’s population of focus (BHCW),
my epistemological insights and ability to interpret the situated knowledge and culturally
specific meanings within the data are limited. Although I do not have the lived
experiences or perspectives that a BHCW researcher would, I approached this work with
cultural humility. To enhance the integrity of my interpretations of these data, I
incorporated feedback from my doctoral advisor, a Black woman with extensive research
expertise on how intersectional structural discrimination influences health inequities for

historically oppressed groups.

Implications and Future Directions

This dissertation provides some empirical support for the structural
intersectionality theoretical framework. My finding that neighborhood poverty (an
intersectional, structural determinant) shapes perceived HIV risk among this cohort of
BHCW exemplifies that participants had an adaptive, cognitive response to a structural
constraint. This result underscores that structural level indicators should be analyzed as

antecedent determinants to individual level processes (Blankenship et al., 2000; Caldwell
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& Mathews, 2015; Doshi et al., 2021; Taggart et al., 2021), challenging the use of
exclusively individualistic models that examine BHCW’s HIV risk perceptions without
consideration of broader contextual influences (Cochran & Mays, 1993; Mays &
Cochran, 1988; Logan et al., 2002). I did not find support for the other direct or indirect
individual level pathways from neighborhood poverty to participants’ PrEP uptake
interest. These statistically non-significant results imply that structural disadvantages
cannot be fully reduced to psychosocial processes, reinforcing critiques of individualistic
health behavior frameworks to understand BHCW's sexual health behavior decisions and
outcomes (Amaro, 1995; Pratto & Walker, 2004; Rosenthal & Levy, 2010).

Importantly, the null findings should not be interpreted as evidence of absence of
structural influence on BHCW’s HIV prevention behaviors and outcomes. Rather, they
illustrate the limitations of modeling structural determinants at the individual level, as
flattened models (such as the one used in this dissertation) can obscure between-context
variability. Multilevel analytic approaches are best suited to shed light on the relationship
between structural determinants and individual health outcomes (Zubizarreta & Beccia,
2025). Future studies on neighborhood poverty should prioritize multilevel designs with
sufficient between-neighborhood variance so that health outcome and behavior effects
across levels can be assessed. Structural, rather than psychosocial, factors shaping the
pathway to BHCW’s PrEP uptake interest should also be considered, including mediators
such as neighborhood healthcare access, HCP discrimination, socioeconomic stability,
and moderators such as medical mistrust and relationship dynamics.

To make the most impact, future HIV prevention interventions should be

structurally- and community-informed. For example, Sisters Informing Sisters about
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Topics on AIDS and Prevention (SISTA-P) is a novel, culturally grounded training
program that increased PrEP uptake among BHCW by improving their efficacy and skills
to overcome multilevel PrEP uptake barriers including related to sexual partners and
HCPs (Hull et al., 2024). Such community-driven approaches that attend to multilevel
determinants can help ensure that PrEP interventions are responsive to how intersectional
structural discrimination shapes BHCW’s lived realities.

Further, age-related differences in participants’ PrEP uptake interest signify that
interventions must be informed by life-course approaches. Younger participants had
higher PrEP uptake interest, which implies that current PrEP uptake strategies have been
successful at least for younger groups of BHCW and that HIV reduction interventions
should be tailored specifically to older BHCW to be most impactful in reducing HIV
incidence. Given that older Black women have high rates of medical mistrust that can
reduce their comfort with discussing PrEP with their HCPs (Tekeste et al., 2019),
integrating conversations about PrEP into routine healthcare care visits and teaching
HCPs how to properly initiate these conversations may help reduce the stigma around it,
address older BHCW’s assumptions about their reduced HIV risk, and begin to dismantle
suspicion toward reproductive healthcare.

The lack of association between anticipated PrEP stigma and PrEP uptake interest
among participants indicates that stigma reduction interventions that solely target
BHCW?’s peers or partners may be less effective. Future research should distinguish
between the different sources of anticipated PrEP stigma, as intervening on PrEP stigma
among HCPs or within the healthcare system itself may be more useful to improve

BHCW?’s PrEP uptake. In addition to interventions that address HCP’s gendered racial
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biases (Hull et al., 2021), HCP training should incorporate teachings on intersectional
structural discrimination and the myriad ways it contributes to BHCW’s diminished HIV
prevention care seeking and access. The Women’s PrEP Project (W-PrEP) for example, is
a structural intervention that was designed specifically to address the PrEP barriers that
BHCW in D.C. face in sexual and reproductive healthcare clinics by providing resources
and training that enable HCPs to provide non-discriminatory PrEP services (Scott et al.,
2025). In addition to making PrEP appointments and resources more accessible by
providing telehealth options, off-site laboratory referrals, and peer support services, W-
PrEP prompts HCPs via electronic health records to discuss PrEP with their patients
(Scott et al., 2025). W-PrEP also has HCP trainings on topics such as the social-structural
determinants of HIV-related health, the epidemiology of the HIV epidemic, implicit and
explicit biases, trauma-informed care, and positive PrEP-related communication (Scott et
al., 2025). Together, this evidence highlights that efforts to reduce PrEP stigma and in
turn increase PrEP uptake among BHCW will be most effective when they prioritize
transforming healthcare systems and HCP practices.

Relatedly, policy changes should focus on adjusting structural barriers both within
and outside of the healthcare system. Low-barrier PrEP delivery models should be
implemented including by making PrEP discussions routine in primary and reproductive
health visits, expanding telehealth access, improving PrEP insurance coverage, and
eliminating out-of-pocket PrEP care costs. Investing in the expansion of sexual and
reproductive care and PrEP infrastructure in low-income neighborhoods is also essential,
as neighborhood poverty shaped HIV risk perceptions among this cohort of BHCW and

may constrain their HIV and other health promotive behaviors. Policy directions that
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advance structural accountability and system level changes are essential to increase PrEP

access and uptake among BHCW.

Conclusion

In 2020, in response to the police murder of George Floyd (Krieger, 2020),
structural racism was declared a public health crisis by U.S. states (Mendez et al., 2021;
Zraick, 2021), scientific organizations such as the APA (APA, 2021) and the American
Public Health Association (APHA, 2020), and federal government agencies including the
National Institutes of Health (NIH; Collins et al., 2021). The NIH’s National Institute of
Mental Health (NIMH) subsequently prioritized funding for health research that attends
to structural determinants of HIV (Greenwood et al., 2022; NIMH, 2022) and considers
intersectionality when examining inequities in HIV-related perceptions and risk
(Goodenow & Rausch, 2022). Understanding the impact of concentrated poverty and
social-structural determinants on health, particularly through the lens of intersectionality,
was recognized as a high priority area for NIH-funded research (Perez-Stable & Zenk,
2023). The first drafts of this dissertation in 2023 were written in response to those NIH
calls and to the U.S. government’s Ending the HIV Epidemic by 2030 Initiative goals to
improve PrEP uptake among groups at increased risk for HIV in high priority areas
including D.C. (CDC, 2022).

At the time of this writing (January 2026), however, the institutional landscape for
HIV prevention research and practice is unrecognizable. In 2025, the federal government
instructed federal health agencies to scrub websites and erase public health data related to
diversity, equity, inclusion, a move that health scholar Dr. Nancy Krieger called a digital

book burning (Fink et al., 2025). The NIH was forced to illegally end research grants
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focused on advancing the health of minority groups including Black women (Montague,
2025; Rabin & Hwang, 2025). Foreign aid programs that funded PrEP and other essential
HIV-related health services around the world were cut with the elimination of the United
States Agency for International Development (USAID; Beusekom, 2026). Domestic
programs that provided support for women in need of reproductive care and domestic
violence support were shut down (Robins et al., 2025; Semuels, 2025), disproportionately
harming the health and safety of low-income, racial/ethnic minoritized women and
diminishing their autonomy.

All of the key terms of this dissertation were censored within federal institutions
and their documents including: women, Black, intersectionality, discrimination,
oppression, prejudice, inequity, health equity, anti-racism, minorities, critical race theory,
diversity, historically, gender, gender-based violence, marginalized, people of color,
segregation, vulnerable, underrepresented, and social justice (Connelly, 2025). These
mutations to U.S. federal institutions are emblematic of intersectional structural
discrimination, oppressive acts reflective of patriarchal White supremacist goals. Their
work amplifies the intersectional invisibility of low-income BHCW in health research
and ensures that HIV will persist in the U.S. long after the 2030 goal mark.

At the core of intersectionality is attendance to power, and its application in health
research requires sustained attention to the structural conditions that produce and
maintain health inequities (Bowleg, 2017; Collins, 1995; Weber & Parra-Medina, 2003).
The current political context, in which the language needed to study inequity has been
systematically erased from federal institutions, cannot be treated as external to HIV

prevention research. Language reflects and reproduces power (Freire, 1970), and inequity
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is reinforced both by what is said and by what is absent (Bowleg, 2023). The dismantling
of health equity-oriented research, social safety net programs, and HIV prevention
initiatives is a contemporary manifestation of intersectional structural discrimination.
Equity is not a zero-sum game (McGhee, 2021), and addressing neighborhood poverty
and other structural determinants is foundational to reducing HIV inequities. This
dissertation’s findings reinforce that neighborhood poverty is not ancillary to HIV
prevention but rather integral to understanding BHCW’s HIV-related perceptions,
behaviors, and outcomes. Multilevel, multidisciplinary, and intersectional approaches are
best suited to improve BHCW’s PrEP uptake and to advance effective HIV prevention

overall.

105



References

Abrams, J. A., Hill, A., & Maxwell, M. (2019). Underneath the mask of the strong Black
woman schema: Disentangling influences of strength and self-silencing on
depressive symptoms among U.S. Black women. Sex Roles, 80(9-10), 517-526.

https://doi.org/10.1007/s11199-018-0956-y

Adimora, A. A., & Schoenbach, V. J. (2012). Social determinants of sexual networks,
partnership formation, and sexually transmitted infections. In The new public
health and STD/HIV prevention: Personal, public and health systems approaches
(pp. 13-31). Springer New York.

Adimora, A. A., Schoenbach, V. J., & Doherty, I. A. (2006). HIV and African Americans
in the southern United States: Sexual networks and social context. Sexually
Transmitted Diseases, 33(Suppl. 7), S39-S45.

https://doi.org/10.1097/01.01g.0000228298.07826.68

African American Policy Forum. Say her name: Resisting police brutality against Black

women.

https://www.aapf.org/_files/ugd/62e126_9223ee35¢2694ac3bd3{2171504ca3f7.p

df

Ahmed, S. (2002). Racialized bodies. In M.Evans & E. Lee (Eds.), Real bodies: A
sociological introduction (pp. 46—63). Bloomsbury Publishing.

Aholou, T. M., Murray, A., & Sutton, M. Y. (2016). The social, structural, and clinical

context of HIV prevention and care for Black/African American and Hispanic

Women/Latinas in the United States. In E.R. Wright & M. Carnes (Eds.),

106


https://doi.org/10.1007/s11199-018-0956-y
https://doi.org/10.1097/01.olq.0000228298.07826.68
https://www.aapf.org/_files/ugd/62e126_9223ee35c2694ac3bd3f2171504ca3f7.pdf
https://www.aapf.org/_files/ugd/62e126_9223ee35c2694ac3bd3f2171504ca3f7.pdf

Understanding the HIV/AIDS epidemic in the United States: The role of
syndemics in the production of health disparities (pp. 131-175). Springer.

Allen, A. M., Wang, Y., Chae, D. H., Price, M. M., Powell, W., Steed, T. C., Rose Black,
A., Dhabhar, F. S., Marquez-Maga~na, L., & Woods-Giscombe, C. L. (2019).
Racial discrimination, the superwoman schema, and allostatic load: Exploring an
integrative stress-coping model among African American women. Annals of the
New York Academy of Sciences, 1457(1), 104—12.

https://doi.org/10.1111/nvyas.14188

AIDS United. (2018, November 30). Ending the HIV epidemic in the United States: A

roadmap for federal action 2020. https://aidsunited.org/ending-the-epidemic/

AIDSVu. (2018, March 6). Mapping PrEP: First ever data on PrEP users across the

U.S. https://aidsvu.org/news-updates/prep/

AIDSVu. (2021). Washington, DC.

https://map.aidsvu.org/profiles/city/washington-dc/overview#social-determinants-

of-health-2020
AIDSVu. (2024, June 25). AIDSVu releases new PrEP data and launches PrEPVu.org, A

new PrEP equity platform. https://aidsvu.org/news-updates/aidsvu-releases-new-

prep-data-and-launches-prepvu-org-a-new-prep-equity-platform

Ajzen, L. (1991). The theory of planned behavior. Organizational Behavior and Human

Decision Processes, 50(2), 179-211. https://doi.org/10.1016/0749-

5978(91)90020-T

Akpan, A. M. A. (2013). Dark medicine: How the national research act has failed to

107


https://doi.org/10.1111/nyas.14188
https://aidsunited.org/ending-the-epidemic/
https://aidsvu.org/news-updates/prep/
https://map.aidsvu.org/profiles/city/washington-dc/overview#social-determinants-of-health-2020
https://map.aidsvu.org/profiles/city/washington-dc/overview#social-determinants-of-health-2020
https://aidsvu.org/news-updates/aidsvu-releases-new-prep-data-and-launches-prepvu-org-a-new-prep-equity-platform
https://aidsvu.org/news-updates/aidsvu-releases-new-prep-data-and-launches-prepvu-org-a-new-prep-equity-platform
https://doi.org/10.1016/0749-5978(91)90020-T
https://doi.org/10.1016/0749-5978(91)90020-T

address racist practices in biomedical experiments targeting the African American
community. Seattle Journal for Social Justice, 11(3), 11.

https://digitalcommons.law.seattleu.edu/sjsj/voll 1/iss3/11

Albarracin, D., & Shavitt, S. (2018). Attitudes and attitude change. Annual Review of

Psychology, 69, 299-328. https://doi.org/10.1146/annurev.ps.44.020193.001001

Alker Jr., H.R. (1969). A typology of ecological fallacies. In Doggan, S. & Rokkan, S.
(Eds.), Social Ecology (pp. 69—86). MIT Press.

Alexander, M. (2011). The New Jim Crow. The New Press.

Allen, M. S., Iliescu, D., & Greiff, S. (2022). Single item measures in psychological
science. European Journal of Psychological Assessment, 38(1), 1-5.

https://doi.org/10.1027/1015-5759/a000699

Allen, A. M., Wang, Y., Chae, D. H., Price, M. M., Powell, W., Steed, T. C., Rose Black,
A., Dhabhar, F. S., Marquez-Magana, L., & Woods-Giscombe, C. L. (2019).
Racial discrimination, the superwoman schema, and allostatic load: Exploring an
integrative stress-coping model among African American women. Annals of the
New York Academy of Sciences, 1457(1), 104-127.

https://doi.org/10.1111/nvyas.14188

Allport, G. W. (1954). The Nature of Prejudice. Reading/Addison-Wesley.
Amaro, H. (1995). Love, sex, and power: Considering women's realities in HIV

prevention. American Psychologist, 50(6), 437. https://doi.org/10.1037//0003-

066x.50.6.437
American Civil Liberties Union. (2025). Mass incarceration: What’s at stake.

https://www.aclu.org/issues/smart-justice/mass-incarceration

108


https://digitalcommons.law.seattleu.edu/sjsj/vol11/iss3/11
https://doi.org/10.1146/annurev.ps.44.020193.001001
https://doi.org/10.1027/1015-5759/a000699
https://doi.org/10.1111/nyas.14188
https://doi.org/10.1037/0003-066x.50.6.437
https://doi.org/10.1037/0003-066x.50.6.437
https://www.aclu.org/issues/smart-justice/mass-incarceration

American Psychological Association. (2021). Advancing health equity in psychology:
Resolution adopted by the APA Council of Representatives on October 29, 2021.

https://www.apa.org/about/policy/advancing-health-equity-psychology

American Psychological Association. (2023). Dictionary of psychology.

https://dictionary.apa.org/

American Public Health Association. (2021). Structural racism is a public health crisis:

Impact on the Black community. https://www.apha.org/policy-and-

advocacy/public-health-policy-briefs/policy-database/2021/01/13/structural-

racism-is-a-public-health-crisis

Arons, J., & Rosenthal, L. (2013, May 10). How the Hyde amendment discriminates
against poor women and women of color. Center for American Progress.

https://www.americanprogress.org/article/how-the-hyde-amendment-

discriminates-against-poor-women-and-women-of-color/

Ashley S. (2012). The breeding of American slaves: True stories of American slave
breeding and slave babies. CreateSpace Independent Publishing Platform.

Assari, S. (2018). Interaction between race and gender and effect on implicit racial bias
against blacks. Epidemiology and Health System Journal, 5(2), 43-49.

https://doi.org/10.15171/ijer.2018.10

Auerbach, J. D., Kinsky, S., Brown, G., & Charles, V. (2015). Knowledge, attitudes, and
likelihood of pre-exposure prophylaxis (PrEP) use among US women at risk of
acquiring HIV. AIDS Patient Care and STDs, 29(2), 102—110.

https://doi.org/10.1089/apc.2014.0142

Baden, K., Dreweke, J., & Gibson, C. (2024, May). Clear and growing evidence that

109


https://www.apa.org/about/policy/advancing-health-equity-psychology
https://dictionary.apa.org/
https://www.apha.org/policy-and-advocacy/public-health-policy-briefs/policy-database/2021/01/13/structural-racism-is-a-public-health-crisis
https://www.apha.org/policy-and-advocacy/public-health-policy-briefs/policy-database/2021/01/13/structural-racism-is-a-public-health-crisis
https://www.apha.org/policy-and-advocacy/public-health-policy-briefs/policy-database/2021/01/13/structural-racism-is-a-public-health-crisis
https://www.americanprogress.org/article/how-the-hyde-amendment-discriminates-against-poor-women-and-women-of-color/
https://www.americanprogress.org/article/how-the-hyde-amendment-discriminates-against-poor-women-and-women-of-color/
https://doi.org/10.15171/ijer.2018.10
https://doi.org/10.1089/apc.2014.0142

Dobbs is harming reproductive health and freedom. Guttmacher Institute.

https://www.guttmacher.org/2024/05/clear-and-growing-evidence-dobbs-

harming-reproductive-health-and-freedom

Bahn, K., Kugler, A., Mahoney, M., Corley, D., & McGrew, A. (2017, Nov 17). Linking
reproductive health care access to labor market opportunities for women. Center

for American Progress. https://www.americanprogress.org/article/linking-

reproductive-health-care-access-labor-market-opportunities-women/

Bailey, M. (2021). Misogynoir transformed: Black women’s digital resistance. New Y ork

University Press. https://doi.org/10.18574/nyu/9781479803392.001.0001

Bailey, Z. D., Feldman, J. M., & Bassett, M. T. (2021). How structural racism works—
racist policies as a root cause of US racial health inequities. New England Journal

of Medicine, 384(8), 768-773. https://doi.org/10.1056/NEJMms2025396

Bailey, Z. D., Krieger, N., Agénor, M., Graves, J., Linos, N., & Bassett, M. T. (2017).

Structural racism and health inequities in the USA: Evidence and interventions.

The Lancet, 389(10077), 1453-1463. https://doi.org/10.1016/S0140-

6736(17)30569-X

Bandura, A. (1986). Social foundations of thought and action: A social cognitive theory.
Prentice-Hall.

Bastos, J. L., Constante, H. M., Schuch, H. S., Haag, D. G., & Jamieson, L. M. (2023).
The mouth as a site of compound injustices: A structural intersectionality
approach to the oral health of working-age US adults. American Journal of

Epidemiology, 192(4), 560-572. https://doi.org/10.1093/aje/kwac205

Beale, F. (1970). Double jeopardy: To be black and female. In T. Cade (Ed.), The Black

110


https://www.guttmacher.org/2024/05/clear-and-growing-evidence-dobbs-harming-reproductive-health-and-freedom
https://www.guttmacher.org/2024/05/clear-and-growing-evidence-dobbs-harming-reproductive-health-and-freedom
https://www.americanprogress.org/article/linking-reproductive-health-care-access-labor-market-opportunities-women/
https://www.americanprogress.org/article/linking-reproductive-health-care-access-labor-market-opportunities-women/
https://doi.org/10.18574/nyu/9781479803392.001.0001
https://doi.org/10.1056/NEJMms2025396
https://doi.org/10.1016/S0140-6736(17)30569-X
https://doi.org/10.1016/S0140-6736(17)30569-X
https://doi.org/10.1093/aje/kwac205

woman (pp. 90-100). Signet.

Bearman, S., Korobov, N., & Thorne, A. (2009). The fabric of internalized sexism.
Journal of Integrated Social Sciences, 1(1), 10-47.

Bell, D. (1993). Faces at the bottom of the well: The permanence of racism. NY: Basic
Books.

Berger M., & Sarnyai Z. (2014). “More than skin deep’’: Stress neurobiology and mental
health consequences of racial discrimination. Stress, 18, 1-10.

https://doi.org/10.3109/10253890.2014.989204

Beusekom, M.V. (2025, January 13). US cuts to HIV programs in sub-Saharan Africa
pose global risk, experts say. Center for Infectious Disease Research & Policy-

University of Minnesota. https://www.cidrap.umn.edu/hivaids/us-cuts-hiv-

programs-sub-saharan-africa-pose-global-risk-experts-say

Blackstock, O. J. (2021). Ensuring progress toward ending the HIV epidemic while
confronting the dual pandemics of COVID-19 and systemic racism. American
Journal of Public Health, 111(8), 1462-1464.

https://doi.org/10.2105/AJPH.2021.306196

Blackstock, O.J., Frew, P., Bota, D., Vo-Green, L., Parker, K., Franks, J., et al. (2015).
Perceptions of community HIV/STI risk among US women living in areas with
high poverty and HIV prevalence rates. Journal of Health Care for the Poor and

Underserved, 26(3), 811. https://dx.doi.org/10.1353/hpu.2015.0069

Blankenship, K. M., Bray, S. J., & Merson, M. H. (2000). Structural interventions in

public health. AIDS, 14, S11-S21. https://doi.org/10.1097/00002030-200006001 -

00003

111


https://doi.org/10.3109/10253890.2014.989204
https://www.cidrap.umn.edu/hivaids/us-cuts-hiv-programs-sub-saharan-africa-pose-global-risk-experts-say
https://www.cidrap.umn.edu/hivaids/us-cuts-hiv-programs-sub-saharan-africa-pose-global-risk-experts-say
https://doi.org/10.2105/AJPH.2021.306196
https://dx.doi.org/10.1353/hpu.2015.0069
https://doi.org/10.1097/00002030-200006001-00003
https://doi.org/10.1097/00002030-200006001-00003

Blankenship, K. M., Friedman, S. R., Dworkin, S., & Mantell, J. E. (2006). Structural
interventions: Concepts, challenges, and opportunities for research. Journal of

Urban Health, 8§3(1). https://doi.org/10.1007/s11524-005-9007-4

Blankenship, K. M., Rosenberg, A., Schlesinger, P., Groves, A. K., & Keene, D. E.
(2023). Structural racism, the social determination of health, and health inequities:
the intersecting impacts of housing and mass incarceration. American Journal of

Public Health, 113(S1), S58-S64. https://doi.org/10.2105/AJPH.2022.307116

Bond, K. T., Gunn, A., Williams, P., & Leonard, N. R. (2021). Using an intersectional
framework to understand the challenges of adopting pre-exposure prophylaxis
(PrEP) among young adult Black women. Sexuality Research and Social Policy,

1-14. https://doi.org/10.1007/s13178-021-00533-6

Bonilla-Silva, E. (1997). Rethinking racism: Toward a structural interpretation. American

Sociological Review, 465-480. https://doi.org/10.2307/2657316

Boudreaux, J., Valdebenito, C. M., & Pichon, L. C. (2025). Identifying access barriers to
PrEP among cisgender Black/African American women in the United States: A
Systematic review of the literature. Healthcare, 13(86), 1-18.

https://doi.org/10.3390/healthcare13010086

Bower, K. M., Thorpe Jr, R. J., Rohde, C., & Gaskin, D. J. (2014). The intersection of
neighborhood racial segregation, poverty, and urbanicity and its impact on food
store availability in the United States. Preventive Medicine, 58, 33-39.

https://doi.org/10.1016/;.ypmed.2013.10.010

Bowleg, L. (2008). When Black+ lesbian+ womans# Black lesbian woman: The

112


https://doi.org/10.1007/s11524-005-9007-4
https://doi.org/10.2105/AJPH.2022.307116
https://doi.org/10.1007/s13178-021-00533-6
https://doi.org/10.2307/2657316
https://doi.org/10.3390/healthcare13010086
https://doi.org/10.1016/j.ypmed.2013.10.010

methodological challenges of qualitative and quantitative intersectionality

research. Sex roles, 59(5), 312-325. https://doi.org/10.1007/s11199-008-9400-z

Bowleg, L. (2012). The problem with the phrase women and minorities:
Intersectionality— an important theoretical framework for public health.
American Journal of Public Health, 102(7), 1267-1273.

https://doi.org/10.2105/AJPH.2012.300750

Bowleg, L. (2017). Intersectionality: An underutilized but essential theoretical framework
for social psychology. In Gough, B. (Ed.), The Palgrave Handbook of Critical

Social Psychology (pp. 507-529). https://doi.org/10.1057/978-1-137-51018-1 25

Bowleg, L. (2020). We’re not all in this together: On COVID-19, intersectionality, and
structural inequality. American Journal of Public Health, 110(7), 917-917.

https://doi.org/10.2105/AJPH.2020.305766

Bowleg, L. (2021). “The master’s tools will never dismantle the master’s house”: Ten
critical lessons for Black and other health equity researchers of color. Health
Education & Behavior, 48(3), 237-249.

https://doi.org/10.1177/10901981211007402

Bowleg, L. (2022). The problem with intersectional stigma and HIV equity research.
American Journal of Public Health, 112(54), S344-S346.

https://doi.org/10.2105/AJPH.2022.306729

Bowleg, L. (2023). The white racial frame of public health discourses about racialized
health differences and “disparities”: What it reveals about power and how it
thwarts health equity. Frontiers in Public Health, 11, 1187307.

https://doi.org/10.3389/fpubh.2023.1187307

113


https://doi.org/10.1007/s11199-008-9400-z
https://doi.org/10.2105/AJPH.2012.300750
https://doi.org/10.1057/978-1-137-51018-1_25
https://doi.org/10.2105/AJPH.2020.305766
https://doi.org/10.1177/10901981211007402
https://doi.org/10.2105/AJPH.2022.306729
https://doi.org/10.3389/fpubh.2023.1187307

Bowleg, L. (2025). Gendered racism: “A different interpretation of the same facts” about
the HIV epidemic among Black women in the United States. American Journal of

Public Health, 115(S1), S7-S9. https://doi.org/10.2105/AJPH.2025.308063

Bowleg, L., Boone, C. A., Holt, S. L., del Rio-Gonzalez, A. M., & Mbaba, M. (2022).
Beyond “heartfelt condolences™: A critical take on mainstream psychology’s
responses to anti-Black police brutality. American Psychologist, 77(3), 362.

https://doi.org/10.1037/amp0000899

Bowleg, L., Neilands, T. B., Tabb, L. P., Burkholder, G. J., Malebranche, D. J., &
Tschann, J. M. (2014). Neighborhood context and black heterosexual men’s
sexual HIV risk behaviors. AIDS and Behavior, 18, 2207-2218.

https://doi.org/10.1007/s10461-014-0803-2

Bowleg, L., Belgrave, F.Z., & Reisen, C.A. (2000). Gender roles, power strategies, and
precautionary sexual self-efficacy: Implications for Black and Latina women's
HIV/AIDS protective behaviors. Sex Roles, 42, 613-635.

https://doi.org/10.1023/A:1007099422902

Bowleg, L., Burkholder, G. J., Massie, J. S., Wahome, R., Teti, M., Malebranche, D. J.,
& Tschann, J. M. (2013). Racial discrimination, social support, and sexual HIV
risk among Black heterosexual men. AIDS and Behavior, 17(1), 407-418.

https://doi.org/10.1007/s10461-012-0179-0

Bowleg, L., Malekzadeh, A. N., Mbaba, M., & Boone, C. A. (2022). Ending the HIV
epidemic for all, not just some: Structural racism as a fundamental but overlooked
social-structural determinant of the US HIV epidemic. Current Opinion in HIV

and AIDS, 17(2), 40-45. https://doi.org/10.1097/COH.0000000000000724

114


https://doi.org/10.2105/AJPH.2025.308063
https://doi.org/10.1037/amp0000899
https://doi.org/10.1007/s10461-014-0803-2
https://doi.org/10.1023/A:1007099422902
https://doi.org/10.1007/s10461-012-0179-0
https://doi.org/10.1097/COH.0000000000000724

Bowleg, L., Malekzadeh, A. N., AuBuchon, K., Ghabrial, M., & Bauer, G. R. (2023).
Rare exemplars and missed opportunities: Intersectionality within current sexual
and gender diversity research and scholarship in psychology. Current Opinion in

Psychology, 49, 101511. https://doi.org/10.1016/j.copsyc.2022.101511

Bradley, E. L., Geter, A., Lima, A. C., Sutton, M. Y., & Hubbard McCree, D. (2018).
Effectively addressing human immunodeficiency virus disparities affecting US
Black women. Health Equity, 2(1), 329-333.

https://doi.org/10.1089/heq.2018.0038

Bravo, M. A., Anthopolos, R., Bell, M. L., & Miranda, M. L. (2016). Racial isolation and
exposure to airborne particulate matter and ozone in understudied US populations:
Environmental justice applications of downscaled numerical model output.
Environment International, 92, 247-255.

https://doi.org/10.1016/j.envint.2016.04.008

Brawner, B. M. (2014). A multilevel understanding of HIV/AIDS disease burden among
African American women. Journal of Obstetric, Gynecologic & Neonatal

Nursing, 43(5), 633-643. https://doi.org/10.1111/1552-6909.12481

Brawner, B. M., Guthrie, B., Stevens, R., Taylor, L., Eberhart, M., & Schensul, J. J.
(2017). Place still matters: Racial/ethnic and geographic disparities in HIV
transmission and disease burden. Journal of Urban Health, 94, 716-729.

https://doi.org/10.1007/s11524-017-0198-2

Brawner, B. M., Kerr, J., Castle, B. F., Bannon, J. A., Bonett, S., Stevens, R., James, R.,

115


https://doi.org/10.1016/j.copsyc.2022.101511
https://doi.org/10.1089/heq.2018.0038
https://doi.org/10.1016/j.envint.2016.04.008
https://doi.org/10.1111/1552-6909.12481
https://doi.org/10.1007/s11524-017-0198-2

& Bowleg, L. (2022). A systematic review of neighborhood-level influences on
HIV vulnerability. AIDS and Behavior, 26(3), 874-934.

https://doi.org/10.1007/s10461-021-03448-w

Bridgewater, P. D. (2001). Un/Re/Dis covering slave breeding in Thirteenth Amendment
jurisprudence. Washington and Lee Journal of Civil Rights and Social Justice,

7(1), 11-43. https://scholarlycommons.law.wlu.edu/crsj/vol7/iss1/4

Brown, T. H., & Homan, P. A. (2022). Frontiers in measuring structural racism and its
health effects. Health Services Research, 57(3), 443.

https://doi.org/10.1111/1475-6773.13978

Bryan, A., Schmiege, S. J., & Broaddus, M. R. (2007). Mediational analysis in
HIV/AIDS research: Estimating multivariate path analytic models in a structural
equation modeling framework. AIDS and Behavior, 11, 365-383.

https://doi.org/10.1007/s10461-006-9150-2

Bullard, R. D. (1994). Urban infrastructure: Social, environmental, and health risks to
African Americans. In Livingston, I.L. (Ed.), Handbook of Black American
Health: The Mosaic of Conditions, Issues, Policies and Prospects (pp. 315-330).
Greenwood Publishing.

Buot, M. L. G., Docena, J. P., Ratemo, B. K., Bittner, M. J., Burlew, J. T., Nuritdinov, A.
R., & Robbins, J. R. (2014). Beyond race and place: Distal sociological
determinants of HIV disparities. PloS One, 9(4), €91711.

https://doi.org/10.1371/journal.pone.0091711

Burns, P. A., Hall, C. D. X., Poteat, T., Mena, L. A., & Wong, F. Y. (2021). Living while

116


https://doi.org/10.1007/s10461-021-03448-w
https://scholarlycommons.law.wlu.edu/crsj/vol7/iss1/4
https://doi.org/10.1111/1475-6773.13978
https://doi.org/10.1007/s10461-006-9150-2
https://doi.org/10.1371/journal.pone.0091711

Black, gay, and poor: The association of race, neighborhood structural
disadvantage, and PrEP utilization among a sample of Black men who have sex
with men in the Deep South. AIDS Education and Prevention, 33(5), 395-410.

https://doi.org/10.1521/aeap.2021.33.5.395

Calabrese, S. K., Dovidio, J. F., Tekeste, M., Taggart, T., Galvao, R. W., Safon, C. B.,
Willie, T. C., Caldwell, A., Kaplan, C., & Kershaw, T. S. (2018). HIV pre-
exposure prophylaxis stigma as a multidimensional barrier to uptake among
women who attend Planned Parenthood. JAIDS, 79(1), 46-53.

https://doi.org/10.1097/QAI1.0000000000002042

Calabrese, S. K., Willie, T. C., Galvao, R. W., Tekeste, M., Dovidio, J. F., Safon, C. B.,
Blackstock, O., Taggart, T., Kaplan, C., Caldwell, A., & Kershaw, T. S. (2019).
Current US guidelines for prescribing HIV pre-exposure prophylaxis (PrEP)
disqualify many women who are at risk and motivated to use PrEP. JAIDS, 8§1(4),
395-405.

Caldwell, K., & Mathews, A. (2015). The role of relationship type, risk perception, and
condom use in middle socioeconomic status black women’s HIV-prevention
strategies. Journal of Black Sexuality and Relationships, 2(2), 91.

https://doi.org/10.1353/bsr.2016.0002

Callegari, L. S., Katon, J. G., Gray, K. E., Doll, K., Pauk, S., Lynch, K. E., Uchendu, U.
S., Zephyrin, L., & Gardella, C. (2019). Associations between race/ethnicity,
uterine fibroids, and minimally invasive hysterectomy in the VA healthcare
system. Women's Health Issues, 29(1), 48-55.

https://doi.org/10.1177/1049732307306927

117


https://doi.org/10.1521/aeap.2021.33.5.395
https://doi.org/10.1097/QAI.0000000000002042
https://doi.org/10.1353/bsr.2016.0002
https://doi.org/10.1177/1049732307306927

Carpentier, V. (2008). Quantitative sources for the history of education. History of

Education, 37(5): 701-720. https://doi.org/10.1080/00467600802056963

Carter, S. M., & Little, M. (2007). Justifying knowledge, justifying method, taking
action: Epistemologies, methodologies, and methods in qualitative research.
Qualitative health research, 17(10), 1316-1328.

https://doi.org/10.1177/1049732307306927

Castillo, W., & Gillborn, D. (2022). How to “QuantCrit:” Practices and questions for
education data researchers and users (EdWorkingPaper: 22-546). Brown

University. https://doi.org/10.26300/v5kh-dd65

Cazeau-Bandoo, S. I., & Ho, 1. K. (2022). The role of structural gendered racism in
effective healthcare utilization among Black American women with herpes
simplex virus. Journal of Prevention and Health Promotion, 3(1), 3-29.

https://doi.org/10.1177/26320770211049257

Census Reporter. (2023). https://censusreporter.org/

Centers for Disease Control and Prevention. (1991). Current trends mortality attributable
to HIV infection/AIDS — United States, 1981-1990.

https://www.cdc.gov/mmwr/preview/mmwrhtml/00001880.htm

Centers for Disease Control and Prevention. (2021). PrEP for HIV prevention in the U.S.

https://www.cdc.gov/hiv/data-research/facts-stats/women.html

Centers for Disease Control and Prevention. (2022). Ending the HIV epidemic in the U.S.

https://www.cdc.gov/ehe/index.html

Centers for Disease Control and Prevention. (2024, March 21). CDC publishes new HIV

118


https://doi.org/10.1080/00467600802056963
https://doi.org/10.1177/1049732307306927
https://doi.org/10.26300/v5kh-dd65
https://doi.org/10.1177/26320770211049257
https://censusreporter.org/
https://www.cdc.gov/mmwr/preview/mmwrhtml/00001880.htm
https://www.cdc.gov/hiv/data-research/facts-stats/women.html
https://www.cdc.gov/ehe/index.html

surveillance reports. https://www.cdc.gov/nchhstp/director-letters/cdc-publishes-

new-hiv-surveillance-reports.html

Chantarat, T., Van Riper, D. C., & Hardeman, R. R. (2022). Multidimensional structural
racism predicts birth outcomes for Black and White Minnesotans. Health Services

Research, 57(3), 448-457. https://doi.org/10.1111/1475-6773.13976

Chatterjee, N., Hosain, G. M. M., & Williams, S. (2006). Condom use with steady and
casual partners in inner city African-American communities. Sexually

Transmitted Infections, 82(3), 238-242. https://doi.org/10.1136/st1.2005.018259

Chaudoir, S. R., Earnshaw, V. A., & Andel, S. (2013). “Discredited” versus
“discreditable”: Understanding how shared and unique stigma mechanisms affect
psychological and physical health disparities. Basic Applied Social Psychology,

35(1), 75-87. https://doi.org/10.1080/01973533.2012.746612

Chandler, R., Guillaume, D., Wells, J., & Hernandez, N. (2022). Let me prep you to
PrEP me: Amplifying the voices of Black women and their providers to consider
PrEP as an HIV prevention option. International Journal of Environmental

Research and Public Health, 19(3), 1414. https://doi.org/10.3390/ijerph19031414

Cherry, M. A., & Wilcox, M. M. (2021). Sexist microaggressions: Traumatic stressors
mediated by self-compassion. Counseling Psychologist, 49(1), 106—137.

https://doi.org/10.1177/0011000020954534

Chittamuru, D., Frye, V., Koblin, B. A., Brawner, B., Tieu, H. V., Davis, A., &
Teitelman, A. M. (2020). PrEP stigma, HIV stigma, and intention to use PrEP
among women in New York City and Philadelphia. Stigma and Health, 5(2), 240.

https://doi.org/10.1037/sah0000194

119


https://www.cdc.gov/nchhstp/director-letters/cdc-publishes-new-hiv-surveillance-reports.html
https://www.cdc.gov/nchhstp/director-letters/cdc-publishes-new-hiv-surveillance-reports.html
https://doi.org/10.1111/1475-6773.13976
https://doi.org/10.1136/sti.2005.018259
https://doi.org/10.1080/01973533.2012.746612
https://doi.org/10.3390/ijerph19031414
https://doi.org/10.1177/0011000020954534
https://doi.org/10.1037/sah0000194

Cochran, S. D., & Mays, V. M. (1993). Applying social psychological models to
predicting HIV-related sexual risk behaviors among African Americans. Journal
of Black Psychology, 19(2), 142-154.

https://doi.org/10.1177/00957984930192005

Combahee River Collective. (1977). The Combahee River Collective Statement. In
Smith, B. (Ed.), Home girls: A Black feminist anthology (pp. 272-282). Kitchen
Table: Women of Color Press.

Cole, E. R., & Zucker, A. N. (2007). Black and White women’s perspectives on
femininity. Cultural Diversity & Ethnic Minority Psychology, 13, 1-9.

https://doi.org/10.1037/1099-9809.13.1.1

Collins, P. H. (1991). Black feminist thought: Knowledge, consciousness, and the politics
of empowerment. Routledge.
Collins, P. H. (1995). Symposium: On West and Fenstermaker's “doing difference.”

Gender & Society, 9(4), 491-494. https://doi.org/10.1177/089124395009004006

Collins, P. H. (2004). Black sexual politics: African Americans, gender and the new
racism. Routledge.

Collins, F.S., Adams, A.B., Aklin, C., Archer, T.K., Bernard, M.A., Boone, E., Burklow,
J., Evans, M.K., Jackson, S., Johnson, A.C., Lorsch, J., Lowden, M.R., Napoles,
A.M., Ordonez, A.E., Rivers, R., Rucker, V., Schwetz, T., Segre, J.A., Tabak, L.
A., Hooper, M. W., & Wolinetz, C. (2021). Affirming NIH’s commitment to
addressing structural racism in the biomedical research enterprise. Cell, 184(12),

3075-3079. https://doi.org/10.1016/1.cell.2021.05.014

Collins, C.A., & Williams, D.R. (1999). Segregation and mortality: The deadly effects of

120


https://doi.org/10.1177/00957984930192005
https://doi.org/10.1037/1099-9809.13.1.1
https://doi.org/10.1177/089124395009004006
https://doi.org/10.1016/j.cell.2021.05.014

racism? Sociological Forum, 14, 495-523.

https://doi.org/10.1023/A:1021403820451

Connelly, E.A.J. (2025, December 22). Federal Government’s Growing Banned Words

List Is Chilling Act of Censorship. PEN America. https://pen.org/banned-words-

list/
Coyle, D. (2021, Jan 14). Working women of color were making progress. Then the
coronavirus hit. 7he New York Times.

https://www.nytimes.com/2021/01/14/opinion/minority-women-unemployment-

covid.html
Craigie, T. A., Myers, S. L., Jr., & Darity, W. A., Jr. (2018). Racial differences in the
effect of marriageable males on female family headship. Journal of Demographic

Economics, 84(3), 231-256. https://doi.org/10.1017/dem.2018.3

Crenshaw, K. W. (1989). Demarginalizing the intersection of race and sex: A Black
feminist critique of antidiscrimination doctrine, feminist theory and antiracist
politics. University of Chicago Legal Forum, 1.

https://chicagounbound.uchicago.edu/uclf/vol1989/iss1/8

Crenshaw, K. W. (1991). Mapping the margins: Intersectionality, identity politics, and
violence against women of color. Stanford Law Review, 43(9), 1241-1299.

https://doi.org/10.2307/1229039

Crenshaw, K., Gotanda, N., Peller, G., & Thomas, K. (Eds.) (1995). Critical race theory:
The key writings that formed the movement. New York: The New Press.
Creswell, J. W., & Poth, C. N. (2018). Qualitative inquiry and research design: Choosing

among five traditions. Sage.

121


https://doi.org/10.1023/A:1021403820451
https://pen.org/banned-words-list/
https://pen.org/banned-words-list/
https://www.nytimes.com/2021/01/14/opinion/minority-women-unemployment-covid.html
https://www.nytimes.com/2021/01/14/opinion/minority-women-unemployment-covid.html
https://doi.org/10.1017/dem.2018.3
https://chicagounbound.uchicago.edu/uclf/vol1989/iss1/8
https://doi.org/10.2307/1229039

Crocker, J., Major, B., & Steele, C. (1998). Social stigma. In D.T. Gilbert, & S. T. Fiske
(Eds.), The Handbook of Social Psychology, Vol. 2 (pp. 504—553). McGraw-Hill.

Crockett, K. B., Edmonds, A., Johnson, M. O., Neilands, T. B., Kempf, M. C., Konkle-
Parker, D., Wingood, G., Tien, P.C., Cohen, M., Wilson, T.E., Logie, C.H.,
Sosanya, O., Plankey, M., Golub, E., Adimora, A.A., Parish, C., Weiser, S.D.,
Turan, J.M., & Turan, B. (2019). Neighborhood racial diversity, socioeconomic
status, and perceptions of HIV-related discrimination and internalized HIV stigma
among women living with HIV in the United States. AIDS Patient Care and

STDs, 33(6), 270-281. https://doi.org/10.1089/apc.2019.0004

Cuadraz, G. H., & Uttal, L. (1999). Intersectionality and in-depth interviews:
Methodological strategies for analyzing race, class, and gender. Race, Gender &

Class, 156-186. https://www.]stor.org/stable/41674900

Dauria, E. F., Levine, A., Hill, S. V., Tolou-Shams, M., & Christopoulos, K. (2021).
Multilevel factors shaping awareness of and attitudes toward pre-exposure
prophylaxis for HIV prevention among criminal justice-involved women.

Archives of Sexual Behavior, 50, 1743-1754. https://doi.org/10.1007/s10508-020-

01834-4

Davis, A. Y. (1983). Women, race and class. Vintage Books.

Davis, A. W., Levant, R. F., & Pryor, S. (2018). Traditional femininity versus strong
Black women ideologies and stress among Black women. Journal of Black

Studies, 49(8), 820-841. https://doi.org/10.1177/0021934718799016

DC Health. (2023). Pre-Exposure Prophylaxis Drug Assistance Program (PrEP DAP).

https://dchealth.dc.gov/DCPrEPDAP

122


https://doi.org/10.1089/apc.2019.0004
https://www.jstor.org/stable/41674900
https://doi.org/10.1007/s10508-020-01834-4
https://doi.org/10.1007/s10508-020-01834-4
https://doi.org/10.1177/0021934718799016
https://dchealth.dc.gov/DCPrEPDAP

DC Health Matters. (2024). https://www.dchealthmatters.org/

Dean, L. T., & Thorpe Jr, R. J. (2022). What structural racism is (or is not) and how to
measure it: Clarity for public health and medical researchers. American Journal of

Epidemiology, 191(9), 1521-1526. https://doi.org/10.1093/aje/kwacl 12

Decker, M. R., Holliday, C. N., Hameeduddin, Z., Shah, R., Miller, J., Dantzler, J., &
Goodmark, L. (2019). “You do not think of me as a human being”: Race and
gender inequities intersect to discourage police reporting of violence against
women. Journal of Urban Health, 96(5), 772-783.

https://doi.org/10.1007/s11524-019-00359-z

DeSantis, C. E., Siegel, R. L., Sauer, A. G., Miller, K. D., Fedewa, S. A., Alcaraz, K. 1.,
& Jemal, A. (2016). Cancer statistics for African Americans, 2016: Progress and
opportunities in reducing racial disparities. CA: A Cancer Journal for Clinicians,

66(4), 290-308. https://doi.org/10.3322/caac.21340

Devine, P.G. (1989). Stereotypes and prejudice: Their automatic and controlled
components. Journal of Personality and Social Psychology, 56, 5-18.

https://doi.org/10.1037/0022-3514.56.1.5

Dickson-Gomez, J., McAuliffe, T., & Quinn, K. (2017). The effects of housing status,
stability and the social contexts of housing on drug and sexual risk behaviors.

AIDS and Behavior, 21(7), 2079-2092. https://doi.org/10.1007/s10461-017-1738-

1

Dore, E. C., Shrivastava, S., & Homan, P. (2024). Structural sexism and preventive

health care use in the United States. Journal of Health and Social Behavior, 65(1),

2-19. https://doi.org/10.1177/00221465231194043

123


https://www.dchealthmatters.org/
https://doi.org/10.1093/aje/kwac112
https://doi.org/10.1007/s11524-019-00359-z
https://doi.org/10.3322/caac.21340
https://doi.org/10.1037/0022-3514.56.1.5
https://doi.org/10.1007/s10461-017-1738-1
https://doi.org/10.1007/s10461-017-1738-1
https://doi.org/10.1177/00221465231194043

Doshi, R. K., Bowleg, L., & Blankenship, K. M. (2021). Tying structural racism to
human immunodeficiency virus viral suppression. Clinical Infectious Diseases,

72(10), e646-e648. https://doi.org/10.1093/cid/ciaal252

Dovidio, J. F., & Gaertner, S. L. (2004). Aversive racism. Advances in Experimental

Social Psychology, 36, 4-56. https://doi.org/10.1016/S0065-2601(04)36001-6

Dye, C. K., Wu, H., VanNoy, B., Calluori, S., Marfori, C. Q., Baccarelli, A. A., & Zota,
A. R. (2024). Psychosocial stress and microRNA expression profiles in
myometrial tissue of women undergoing surgical treatment for uterine fibroids.

Reproductive Sciences, 31(6), 1651-1661. https://doi.org/10.21203/rs.3.1s-

3373251/vl
Faber, J. W. (2020). We built this: Consequences of new deal era intervention in

America’s racial geography. American Sociological Review, 85(5), 739-775.

https://doi.org/10.1177/0003122420948464

Fanon, F. (1952/2008). Black skin, White masks. Grove Press.
Ferguson, C. K., & Kelley, H. H. (1964). Significant factors in over-evaluation of own
groups' products. Journal of Abnormal and Social Psychology, 69, 223-228.

https://doi.org/10.1037/h0046572

Freire, P. (1970). Pedagogy of the oppressed. Continuum.
Fink, K., Kenin, J., & Chang, A. (2025, February 5). Scientist calls the disappearance of
federal health data a 'digital book burning.' NPR.

https://www.npr.org/2025/02/05/nx-s1-5286577/researcher-calls-out-trump-

administration-for-a-digital-book-burning

Fishbein, M. (2009). An integrative model for behavioral prediction and its application to

124


https://doi.org/10.1093/cid/ciaa1252
https://doi.org/10.1016/S0065-2601(04)36001-6
https://doi.org/10.21203/rs.3.rs-3373251/v1
https://doi.org/10.21203/rs.3.rs-3373251/v1
https://doi.org/10.1177/0003122420948464
https://doi.org/10.1037/h0046572
https://www.npr.org/2025/02/05/nx-s1-5286577/researcher-calls-out-trump-administration-for-a-digital-book-burning
https://www.npr.org/2025/02/05/nx-s1-5286577/researcher-calls-out-trump-administration-for-a-digital-book-burning

health promotion. In R. J. DiClemente, R. A. Crosby, & M. C. Kegler (Eds.),
Emerging Theories in Health Promotion Practice and Research, 2nd ed. (pp.
215-234). Jossey-Bass/Wiley.

Fiske, S.T. (1993). Controlling other people: The impact of power on stereotyping.

American Psychologist, 48(6), 621-628. https://doi.org/10.1037/0003-

066X.48.6.621
Flash, C. A., Dale, S. K., & Krakower, D. S. (2017). Pre-exposure prophylaxis for HIV
prevention in women: Current perspectives. International Journal of Women's

Health, 9,391-401. https://doi.org/10.2147/IJWH.S113675

Foster, J. E., & Foster-Palmer, S. (2023). Theorizing racialized disaster patriarchal
capitalism in the age of COVID-19: A framework for feminist policy change.

Journal of Social Issues, 79(2), 794-821. https://doi.org/10.1111/j0s1.12581

Frew, P. M., Parker, K., Vo, L., Haley, D., O’Leary, A., Diallo, D. D., Golin, C.E., Kuo,
I., Soto-Torres, L., Wang, J., Adimora, A.A., Randall, L.A., del Rio, C., Hodder,
S., & HIV Prevention Trials Network 064 (HTPN) Study Team. (2016).
Socioecological factors influencing women’s HIV risk in the United States:
Qualitative findings from the women’s HIV Serolncidence study (HPTN 064).

BMC Public Health, 16, 1-18. https://doi.org/10.1186/s12889-016-3364-7

Earnshaw, V. A., & Chaudoir, S. R. (2009). From conceptualizing to measuring HIV
stigma: A review of HIV stigma mechanism measures. AIDS and Behavior, 13(6),

1160-1177. https://doi.org/10.1007/s10461-009-9593-3

Earnshaw, V. A., Jonathon Rendina, H., Bauer, G. R., Bonett, S., Bowleg, L., Carter, J.,

125


https://doi.org/10.1037/0003-066X.48.6.621
https://doi.org/10.1037/0003-066X.48.6.621
https://doi.org/10.2147/IJWH.S113675
https://doi.org/10.1111/josi.12581
https://doi.org/10.1186/s12889-016-3364-7
https://doi.org/10.1007/s10461-009-9593-3

English, D., Friedman, M.R., Hatzenbuehler, M.L., Johnson, M.O., McCree,
D.H., Neilands, T.B., Quinn, K.G., Robles, G., Scheim, A.l., Smith, J.C., Smith,
L.R., Sprague, L., Taggart, T., Tsai, A.C., Turan, B., Yang, L.H., Bauermeister,
J.A., & Kerrigan, D. L. (2022). Methods in HIV-related intersectional stigma
research: Core elements and opportunities. American Journal of Public Health,

112(S4), S413-S4109. https://doi.org/10.2105/AJPH.2021.306710

Eberhardt, J. L., Goff, P. A., Purdie, V. J., & Davies, P. G. (2004). Seeing black: Race,
crime, and visual processing. Journal of Personality and Social Psychology,

87(6), 876. https://doi.org/10.1037/0022-3514.87.6.876

Essed, P. (1991). Understanding everyday racism: An interdisciplinary theory, Vol. 2.
Sage.

Evans, G. W., & Saegert, S. (2000). Residential crowding in the context of inner city
poverty. In Wapner, S., Demick, J., Yamamoto, T., & Minami, H. (Eds.),
Theoretical perspectives in environment-behavior research: Underlying
assumptions, research problems, and methodologies (pp. 247-267). Kluwer

Academic Publishers. https://doi.org/10.1007/978-1-4615-4701-3 20

Everett, B. G., Limburg, A., Homan, P., & Philbin, M. M. (2022). Structural
heteropatriarchy and birth outcomes in the United States. Demography, 59(1), 89-

110. https://doi.org/10.1215/00703370-9606030

Everett, B. G., Philbin, M. M., & Homan, P. (2024). Structural heteropatriarchy and
maternal cardiovascular morbidities. Social Science & Medicine, 351, 116434.

https://doi.org/10.1016/j.socscimed.2023.116434

Finlay, L. (2002). Negotiating the swamp: The opportunity and challenge of reflexivity in

126


https://doi.org/10.2105/AJPH.2021.306710
https://doi.org/10.1037/0022-3514.87.6.876
https://doi.org/10.1007/978-1-4615-4701-3_20
https://doi.org/10.1215/00703370-9606030
https://doi.org/10.1016/j.socscimed.2023.116434

research practice. Qualitative Research, 2(2), 209-230.

https://doi.org/10.1177/146879410200200205

Gillborn, D., Warmington, P. & Demack, S. (2018). QuantCrit: Education, policy, ‘Big
Data’ and principles for a critical race theory of statistics. Race Ethnicity and

Education, 21(2), 158-179. https://doi.org/10.1080/13613324.2017.1377417

Glick, P., & Fiske, S. T. (2001). An ambivalent alliance: Hostile and benevolent sexism

as complementary justifications for gender inequality. American Psychologist,

56(2), 109-118. https://doi.org/10.1037/0003-066X.56.2.109

Glick, P., Fiske, S. T., Mladinic, A., Saiz, J. L., Abrams, D., Masser, B., ... & Lopez, W.
L. (2000). Beyond prejudice as simple antipathy: Hostile and benevolent sexism
across cultures. Journal of Personality and Social Psychology, 79(5), 763.

https://doi.org/10.1037/0022-3514.79.5.763

Goffman, E. (1963). Stigma: Notes on the management of spoiled identity. Prentice-Hall.

Golub, S.A. & Fikslin, R.A. (2019). HIV/AIDS. In Revenson, T. A., & Gurung, R.A.R.
(Eds.), Handbook of Health Psychology (pp. 410-421). Routledge.

Goodenow, M. M., & Rausch, D. M. (2022). Recent key efforts to improve HIV-related
intersectional stigma and discrimination research. American Journal of Public

Health, 112(S4), S393-S394. https://doi.org/10.2105/AJPH.2022.306712

Goodwin, M. (2020, July 20). The new Jane Crow: Women’s mass incarceration. Just

Security. https://www.justsecurity.org/71509/the-new-jane-crow-womens-mass-

incarceration/

Goparaju, L., Praschan, N. C., Warren-Jeanpiere, L., Experton, L. S., Young, M. A., &

127


https://doi.org/10.1177/146879410200200205
https://doi.org/10.1080/13613324.2017.1377417
https://doi.org/10.1037/0003-066X.56.2.109
https://doi.org/10.1037/0022-3514.79.5.763
https://doi.org/10.2105/AJPH.2022.306712
https://www.justsecurity.org/71509/the-new-jane-crow-womens-mass-incarceration/
https://www.justsecurity.org/71509/the-new-jane-crow-womens-mass-incarceration/

Kassaye, S. (2017). Stigma, partners, providers and costs: potential barriers to
PrEP uptake among US women. Journal of AIDS & Clinical Research, 8(9), 730.

https://doi.org/10.4172/2155-6113.1000730

Grablick, C. (2023, February 7). Racial disparities in D.C. HIV/AIDS cases widened

during pandemic, report says. WAMU. https://wamu.org/story/23/02/07/dc-hiv-

aids-disparities/

Greene, B. (1995). Lesbian women of color: Triple jeopardy. In L. Comas-Diaz, & B.
Greene (Eds.), Women of color: Integrating ethnic and gender identities in
psychotherapy (pp. 389—427). Guilford.

Greenwood, G.L., Wilson, A., Bansal, G.P., Barnhart, C., Barr, E., Berzon, R., Boyce,
C.A., Elwood, W., Gamble-George, J., Glenshaw, M., Henry, R., Iida, H.,
Jenkins, R.A., Lee, S., Malekzadeh, A.N., Morris, K., Perrin, P., Rice, E., Sufian,
M., Weatherspoon, D., Whitaker, M., Williams, M., Zwerski, S., & Gaist, P.
(2021/22). HIV-related stigma research as a priority at the National Institutes of

Health. AIDS and Behavior, 26(Suppl 1), 5-26. https://doi.org/10.1007/s10461-

021-03260-6
Gruenewald, T. & Wang, D. (2019). Stress and Health. In Revenson, T. A., & Gurung,
R.A.R. (Eds.), Handbook of Health Psychology (pp. 213-224). Routledge.
Hallfors, D. D., Iritani, B. J., Miller, W. C., & Bauer, D. J. (2007). Sexual and drug
behavior patterns and HIV and STD racial disparities: The need for new
directions. American Journal of Public Health, 97(1), 125-132.

https://doi.org/10.2105/AJPH.2005.075747

Harawa, N., & Adimora, A. (2008). Incarceration African Americans and HIV:

128


https://doi.org/10.4172/2155-6113.1000730
https://wamu.org/story/23/02/07/dc-hiv-aids-disparities/
https://wamu.org/story/23/02/07/dc-hiv-aids-disparities/
https://doi.org/10.1007/s10461-021-03260-6
https://doi.org/10.1007/s10461-021-03260-6
https://doi.org/10.2105/AJPH.2005.075747

Advancing a research agenda. Journal of the National Medical Association,

100(1), 57-63. https://doi.org/10.1016/S0027-9684(15)31175-5

Hardeman, R. R., Homan, P. A., Chantarat, T., Davis, B. A., & Brown, T. H. (2022).
Improving the measurement of structural racism to achieve antiracist health
policy: Study examines measurement of structural racism to achieve antiracist
health policy. Health Affairs, 41(2), 179-186.

https://doi.org/10.1377/hlthaff.2021.01489

Harris-Perry, M. V. (2011). Sister citizen: Shame, stereotypes, and Black women in
America. Yale University Press.

Hayes, A. F. (2009). Beyond Baron and Kenny: Statistical mediation analysis in the new
millennium. Communication Monographs, 76(4), 408-420.

https://doi.org/10.1080/03637750903310360

Haley, S. (2016). No mercy here: Gender, punishment, and the making of Jim Crow
modernity. UNC Press Books.

Hatzenbuehler, M. L., & Link, B. G. (2014). Introduction to the special issue on
structural stigma and health. Social Science & Medicine, 103, 1-6.

https://doi.org/10.1016/j.socscimed.2013.12.017

Henrich, J., Heine, S. J., & Norenzayan, A. (2010). The weirdest people in the world?
Behavioral and Brain Sciences, 33(2-3), 61-83.

https://doi.org/10.1017/S0140525X0999152X

Heller, J. C., Givens, M. L., Johnson, S. P., & Kindig, D. A. (2024). Keeping it political
and powerful: Defining the structural determinants of health. The Milbank

Quarterly, 102(2), 351-366. https://doi.org/10.1111/1468-0009.12695

129


https://doi.org/10.1016/S0027-9684(15)31175-5
https://doi.org/10.1377/hlthaff.2021.01489
https://doi.org/10.1080/03637750903310360
https://doi.org/10.1016/j.socscimed.2013.12.017
https://doi.org/10.1017/S0140525X0999152X
https://doi.org/10.1111/1468-0009.12695

Hill, S.A. (2002). Teaching and doing gender in African American families. Sex Roles,

47(11), 493-506. https://doi.org/10.1023/A:1022026303937

Hill, L. M., Lightfoot, A. F., Riggins, L., & Golin, C. E. (2021). Awareness of and
attitudes toward pre-exposure prophylaxis among African American women
living in low-income neighborhoods in a Southeastern city. 4IDS Care, 33(2),

154-158. https://doi.org/10.1080/09540121.2020.1769834

Hirschhorn, L. R., Brown, R. N., Friedman, E. E., Greene, G. J., Bender, A., Christeller,
C., Bouris, A., Johnson, A.K., Pickett, J., Modali, L., & Ridgway, J. P. (2020).
Black cisgender women's PrEP knowledge, attitudes, preferences, and experience
in Chicago. JAIDS, 84(5), 497-507.

https://doi.org/10.1097/QAI1.0000000000002377

Hochbaum G., Rosenstock 1., Kegels S. (1952). Health Belief Model. U.S. Public Health
Service.

Hoeppner, B. B., Kelly, J. F., Urbanoski, K. A., & Slaymaker, V. (2011). Comparative
utility of a single-item versus multiple-item measure of self-efficacy in predicting
relapse among young adults. Journal of Substance Abuse Treatment, 41(3), 305—

312. https://doi.org/10.1016/j.jsat.2011.04.005

Hoffman, K. M., Trawalter, S., Axt, J. R., & Oliver, M. N. (2016). Racial bias in pain
assessment and treatment recommendations, and false beliefs about biological
differences between blacks and whites. Proceedings of the National Academy of
Sciences of the United States of America, 113(16), 4296-4301.

https://doi.org/10.1073/pnas.1516047113

Homan, P. (2019). Structural sexism and health in the United States: A new perspective

130


https://doi.org/10.1023/A:1022026303937
https://doi.org/10.1080/09540121.2020.1769834
https://doi.org/10.1097/QAI.0000000000002377
https://doi.org/10.1016/j.jsat.2011.04.005
https://doi.org/10.1073/pnas.1516047113

on health inequality and the gender system. American Sociological Review, 84(3),

486-516. https://doi.org/10.1177/0003122419848723

Homan, P. (2024). Health consequences of structural sexism: Conceptual foundations,
empirical evidence and priorities for future research. Social Science & Medicine,

351, 116379. https://doi.org/10.1016/j.socscimed.2023.116379

Homan, P., Brown, T. H., & King, B. (2021). Structural intersectionality as a new
direction for health disparities research. Journal of Health and Social Behavior,

62(3), 350-370. https://doi.org/10.1177/00221465211032947

Hooks, B. (1981). Ain’t I a woman: Black women and feminism. South End.
Hornsey, M.J., & Fielding, K.S. (2017). Attitude roots and the jiu jitsu persuasion:
Understanding and overcoming the motivated rejection of science. American

Psychologist, 72, 459-473. https://doi.org/10.1037/a0040437

Horvath, R. (2023). Not all WWII veterans benefited equally from the GI Bill. The Heller

Social Policy Impact Report, (13). https://heller.brandeis.edu/news/pdfs/2023-

1impact-report-accessible.pdf

Howell, F. M. (2023). Resistance and gendered racism: Middle-class Black women's

experiences navigating reproductive health care systems. Psychology of Women

Quarterly, 47(4), 494-509. https://doi.org/10.1177/03616843231168113

Hudson, S. K. T. J., Myer, A., & Berney, E. C. (2024). Stereotyping, prejudice, and
discrimination at the intersection of race and gender: An intersectional theory
primer. Social and Personality Psychology Compass, 18(2), €12939.

https://doi.org/10.1111/spc3.12939

Hull, S. J., Tessema, H., Thuku, J., & Scott, R. K. (2021). Providers PrEP: Identifying

131


https://doi.org/10.1177/0003122419848723
https://doi.org/10.1016/j.socscimed.2023.116379
https://doi.org/10.1177/00221465211032947
https://doi.org/10.1037/a0040437
https://heller.brandeis.edu/news/pdfs/2023-impact-report-accessible.pdf
https://heller.brandeis.edu/news/pdfs/2023-impact-report-accessible.pdf
https://doi.org/10.1177/03616843231168113
https://doi.org/10.1111/spc3.12939

primary health care providers' biases as barriers to provision of equitable PrEP

services. JAIDS, 88(2), 165-172. https://doi.org/10.1097/QA1.0000000000002750

Hull, S. J., Duan, X., Brant, A. R., Peng Ye, P., Lotke, P. S., Huang, J. C., Coleman,
M.E., Nalls, P. & Scott, R. K. (2023). Understanding psychosocial determinants
of PrEP uptake among cisgender women experiencing heightened HIV risk:

Implications for multi-level communication intervention. Health communication,

38(14), 3264-3275. https://doi.org/10.1080/10410236.2022.2145781

Hull, S., Williams, D., Edwards, A., Shipp, J., Nalls, P., Scott, R., Jones, A., Salas, M. J.,
Shields, L., Malekzadeh, A.N., Sadauskas, M., & Lyons, M. (2024, October 27).
Feasibility and acceptability of the Sistas Informing Sistas About Topics on AIDS
and PrEP (SISTA-P) [Conference presentation]. APHA 2024 Annual Meeting and
Expo, American Public Health Association.

https://apha.confex.com/apha/2024/meetingapp.cgi/Paper/551825

Irie, W. C., & Blackstock, O. J. (2024). A call for PrEP discussions with black women—
Be a gardener. JAMA Health Forum, 5(5), €241130-e241130.

https://doi.org/10.1001/jamahealthforum.2024.1130

Irie, W. C., Calabrese, S. K., Mayer, K. H., Geng, E. H., Blackstock, O., & Marcus, J. L.
(2024). Social and structural factors associated with interest in HIV preexposure
prophylaxis among Black women in the United States. 4IDS Care, 36(5), 672-

681. https://doi.org/10.1080/09540121.2023.2299338

Jackins, H. (1997). Oppression. The List. Rational Island Publishers.

Jacobs, M. S. (2017). The violent state: Black women's invisible struggle against police

132


https://doi.org/10.1097/QAI.0000000000002750
https://doi.org/10.1080/10410236.2022.2145781
https://apha.confex.com/apha/2024/meetingapp.cgi/Paper/551825
https://doi.org/10.1001/jamahealthforum.2024.1130
https://doi.org/10.1080/09540121.2023.2299338

violence. William & Mary Journal of Race, Gender, and Social Justice, 24(39).

https://scholarship.law.wm.edu/wmjowl/vol24/iss1/4

Jerald, M. C., Cole, E. R., Ward, L. M., & Avery, L. R. (2017). Controlling images:
How awareness of group stereotypes affects Black women’s well-being. Journal

of Counseling Psychology, 64(5), 487-499. https://doi.org/10.1037/cou0000233

Johnson, B.T., Landrum, A.R., & McCloskey, K. (2019). Attitudes in the 21st century:
Accomplishments, challenges, & gaps. In Albarracin, D., Johnson, B.T., & Zanna,
M.P. (Eds.), The Handbook of Attitudes, Volume 1: Basic Principles. Routledge.

Jones, M., Leak, L., Robinson, S., Riggins, L., Lightfoot, A., James, S., Mamo, M.,
Michelakis, C., & Golin, C. (2018, February 23). Turning darkness into light:
Residents of public housing communities explore community concerns through
photography to inform HIV prevention in Durham. In The Minority Health
Conference.

Jost, J.T. (2019). The IAT is dead, long live the IAT: Context-sensitive measures of
implicit attitudes are indispensable to social and political psychology. Current
Directions in Psychological Science, 28, 10-19.

https://doi.org/10.1177/0963721418797309

Kemeny, M. E. (2003). The psychobiology of stress. Current Directions in Psychological

Science, 12(4), 124-129. https://doi.org/10.1111/1467-8721.01246

Kearns, M. C., D'Inverno, A. S., & Reidy, D. E. (2020). The association between gender
inequality and sexual violence in the US. American Journal of Preventive

Medicine, 58(1), 12-20. https://doi.org/10.1016/j.amepre.2019.08.035

Kisner, J. (2021, February 2022). The lockdown showed how the economy exploits

133


https://scholarship.law.wm.edu/wmjowl/vol24/iss1/4
https://doi.org/10.1037/cou0000233
https://doi.org/10.1177/0963721418797309
https://doi.org/10.1111/1467-8721.01246
https://doi.org/10.1016/j.amepre.2019.08.035

women. She already knew. The New York Times Magazine.

https://www.nytimes.com/2021/02/17/magazine/waged-housework.html

Kjerulff, K. H., Guzinski, G. M., Langenberg, P. W., Stolley, P. D., Moye, N. E. A., &
Kazandjian, V. A. (1993). Hysterectomy and race. Obstetrics & Gynecology,
82(5), 757-764.

Knight, D., Monger, M., Phillips, K., Antar, A., Baral, S., Stockman, J. K., Nunn, A.,
Chan, P., Mayer, K., Mena, L., Kershaw, T., & Willie, T. C. (2024). PrEP
initiation and adherence among Black cisgender women in Mississippi: The role
of HIV and PrEP stigma and social support. Women's Health, 20, 1-12.

https://doi.org/10.1177/17455057241296905

Knight, D., Willie, T. C., Baral, S., German, D., & Saleem, H. (2025). Facilitators and
barriers to pre-exposure prophylaxis (PrEP) use among Black young and older
adult women in Baltimore: A qualitative study. Journal of Racial and Ethnic

Health Disparities, 1-10. https://doi.org/10.1007/s40615-025-02549-9.

Knighton, J. S., Dogan, J., Hargons, C., & Stevens-Watkins, D. (2022). Superwoman
Schema: A context for understanding psychological distress among middle-class

African American women who perceive racial microaggressions. Ethnicity &

Health, 27(4), 946-962. https://doi.org/10.1080/13557858.2020.1818695
Kochhar, R., (2023, March 1). The enduring grip of the gender pay gap. Pew Research

Center. https://www.pewresearch.org/social-trends/2023/03/01/the-enduring-grip-

of-the-gender-pay-gap/

Konrad, A. M., & Harris, C. (2002). Desirability of the Bem Sex-Role Inventory items

for women and men: A comparison between African Americans and European

134


https://www.nytimes.com/2021/02/17/magazine/waged-housework.html
https://doi.org/10.1177/17455057241296905
https://doi.org/10.1007/s40615-025-02549-9
https://doi.org/10.1080/13557858.2020.1818695
https://www.pewresearch.org/social-trends/2023/03/01/the-enduring-grip-of-the-gender-pay-gap/
https://www.pewresearch.org/social-trends/2023/03/01/the-enduring-grip-of-the-gender-pay-gap/

Americans. Sex Roles, 47,259-271. https://doi.org/10.1023/A:1021386727269

Korhonen, V. (2024, October 17). Resident population distribution of the District of
Columbia in 2023, by race and ethnicity. Statista.

https://www.statista.com/statistics/1025520/district-of-columbia-population-

distribution-ethnicity-race/#statisticContainer

Kramer, M. R., & Hogue, C. R. (2009). Is segregation bad for your health?

Epidemiologic Reviews, 31(1), 178-194. https://doi.org/10.1093/epirev/mxp001

Krieger, N. (2012). Methods for the scientific study of discrimination and health: An
ecosocial approach. American Journal of Public Health, 102(5), 936-944.

https://doi.org/10.2105/AJPH.2011.300544

Krieger, N. (2014). Discrimination and health inequities. International Journal of Health

Services, 44(4), 643-710. https://doi.org/10.2190/HS.44.4.b

Krieger, N. (2020). ENOUGH: COVID-19, structural racism, police brutality, plutocracy,
climate change—and time for health justice, democratic governance, and an
equitable, sustainable future. American Journal of Public Health, 110(11), 1620-

1623. https:/doi.org/10.2105/AJPH.2020.305886

Krieger, N. (2021). Structural racism, health inequities, and the two-edged sword of data:
Structural problems require structural solutions. Frontiers in Public Health, 9,

655447. https://doi.org/10.3389/fpubh.2021.655447

Krieger, N. (2023). Advancing gender transformative intersectional science for health
justice: An ecosocial analysis. Social Science & Medicine, 351, 116151.

https://doi.org/10.1016/j.socscimed.2023.116151

Krieger, N., Chen, J. T., Coull, B., Waterman, P. D., & Beckfield, J. (2013). The unique

135


https://doi.org/10.1023/A:1021386727269
https://www.statista.com/statistics/1025520/district-of-columbia-population-distribution-ethnicity-race/#statisticContainer
https://www.statista.com/statistics/1025520/district-of-columbia-population-distribution-ethnicity-race/#statisticContainer
https://doi.org/10.1093/epirev/mxp001
https://doi.org/10.2105/AJPH.2011.300544
https://doi.org/10.2190/HS.44.4.b
https://ajph.aphapublications.org/doi/full/10.2105/AJPH.2020.305886
https://doi.org/10.3389/fpubh.2021.655447
https://doi.org/10.1016/j.socscimed.2023.116151

impact of abolition of Jim Crow laws on reducing inequities in infant death rates
and implications for choice of comparison groups in analyzing societal
determinants of health. American Journal of Public Health, 103(12), 2234-2244.

https://doi.org/10.2105/AJPH.2013.301350

Krieger, N., Williams, D. R., & Moss, N. E. (1997). Measuring social class in US public
health research: Concepts, methodologies, and guidelines. Annual Review of
Public Health, 18(1), 341-378.

https://doi.org/10.1146/annurev.publhealth.18.1.341

Kurdi, B., Seitchik, A., Axt, J.R., Carroll, T.J., Karapetyan, A., Kaushik, N., Tomezsko,
D., Greenwald, A.G., and Banaji, M. (2019). Relationship between the Implicit
Association Test and intergroup behavior: A Meta-Analysis. American

Psychologist, 74, 569-586. https://doi.org/10.1037/amp0000364

LaCroix, J. M., Snyder, L. B., Huedo-Medina, T. B., & Johnson, B. T. (2014).
Effectiveness of mass media interventions for HIV prevention, 1986-2013: A
meta-analysis. JAIDS, 66, S329-S340.

https://doi.org/10.1097/QAI1.0000000000000230

Landrine, H., & Corral, 1. (2009). Separate and unequal: Residential segregation and
Black health disparities. Ethnicity & Disease, 19(2), 179-184.

https://www.jstor.org/stable/48667160

Laster Pirtle, W.N., & Wright, T. (2021). Structural gendered racism revealed in
pandemic times: Intersectional approaches to understanding race and gender
health inequities in COVID-19. Gender & Society, 35(2), 168-179.

https://doi.org/10.1177/08912432211001302

136


https://doi.org/10.2105/AJPH.2013.301350
https://doi.org/10.1146/annurev.publhealth.18.1.341
https://doi.org/10.1037/amp0000364
https://doi.org/10.1097/QAI.0000000000000230
https://www.jstor.org/stable/48667160
https://doi.org/10.1177/08912432211001302

Latkin, C. A., German, D., Vlahov, D., & Galea, S. (2013). Neighborhoods and HIV: A
social ecological approach to prevention and care. American Psychologist, 68(4),

210. https://doi.org/10.1037/a0032704

Lazarus, R. S., & Folkman, S. (1987). Transactional theory and research on emotions and
coping. European Journal of Personality, 1(3), 141-169.

https://doi.org/10.1002/per.2410010304

Lewandowski, C. A., Holden, J. J., Chang, M. C., & James, T. (2011). HIV prevention
revisited: African American women's response to current community-based
interventions. Journal of HIV/AIDS & Social Services, 10(3), 265-289.

https://doi.org/10.1080/15381501.2011.596775

Lewis, J. A. (2023). Contributions of Black psychology scholars to models of racism and
health: Applying intersectionality to center Black women. The American

Psychologist, 78(4), 576—588. https://doi.org/10.1037/amp0001141

Lewis, J. A., & Williams, M. G. (2023). Applying Black feminist theory to research,
practice, and advocacy on gendered racism among Black women. Women &

Therapy, 46(3), 229-245. https://doi.org/10.1080/02703149.2023.2275934

Lincoln, Y. S. (1985). Naturalistic inquiry (Vol. 75). Sage.
Link, B.G., Cullen, F.T., Struening, E., Shrout, P.E., & Dohrenwend, P.A. (1989).
Modified labeling theory approach to mental disorders: An empirical assessment.

American Sociological Review, 54(3), 400-23. https://doi.org/10.2307/2095613

Link, B. G., & Phelan, J. C. (2001). Conceptualizing stigma. Annual Review of Sociology,

27(1), 363-385. https://doi.org/10.1146/annurev.soc.27.1.363

Liu, C., Zhang, Y., Pan, S. W., Cao, B., Ong, J. J., Fu, H., Wu, D., Fu, R., Wei, C.,

137


https://doi.org/10.1037/a0032704
https://doi.org/10.1002/per.2410010304
https://doi.org/10.1080/15381501.2011.596775
https://doi.org/10.1037/amp0001141
https://doi.org/10.1080/02703149.2023.2275934
https://doi.org/10.2307/2095613
https://doi.org/10.1146/annurev.soc.27.1.363

Tucker, J.D., & Tang, W. (2020). Anticipated HIV stigma among HIV negative
men who have sex with men in China: A cross-sectional study. BMC Infectious

Diseases, 20(1), 44. https://doi.org/10.1186/s12879-020-4778-5

Logan, T. K., Cole, J., & Leukefeld, C. (2002). Women, sex, and HIV: Social and
contextual factors, meta-analysis of published interventions, and implications for
practice and research. Psychological Bulletin, 128(6), 851.

https://doi.org/10.1037/0033-2909.128.6.851

Lo Hog Tian, J. M., Watson, J. R., Ibafiez-Carrasco, F., Tran, B., Parsons, J. A.,
Maunder, R. G., Card, K.G., Baral, S., Hui, C., Boni, A.R., Ajiboye, M., Lindsay,
J.D., Rourke, S.B., & Ontario HIV Stigma Index Team. (2021). Impact of
experienced HIV stigma on health is mediated by internalized stigma and
depression: Results from the people living with HIV stigma index in Ontario.

BMC Public Health, 21, 1-10. https://doi.ore/10.1186/s12889-021-11596-w

Long, L., & Ullman, S. E. (2013). The impact of multiple traumatic victimization on
disclosure and coping mechanisms for Black women. Feminist Criminology, 8(4),

295-319. https://doi.org/10.1177/1557085113490783

Long, H., & Van Dam, A. (2021, Oct 7). ‘The struggle is real’: Why these Americans are
still getting left behind in the recovery. The Washington Post.

https://www.washingtonpost.com/business/2021/10/07/job-openings-left-behind/

Lupton, D. (1993). Risk as moral danger: The social and political functions of risk
discourse in public health. International Journal of Health Services, 23(3), 425-

435, https://doi.org/10.2190/16 AY-E2GC-DFLD-51X2

Malekzadeh, A.N., Zota, A.R., Lyons, M., & Taggart, T. (2025). “Am I truly invisible?”:

138


https://doi.org/10.1186/s12879-020-4778-5
https://doi.org/10.1037/0033-2909.128.6.851
https://doi.org/10.1186/s12889-021-11596-w
https://doi.org/10.1177/1557085113490783
https://www.washingtonpost.com/business/2021/10/07/job-openings-left-behind/
https://doi.org/10.2190/16AY-E2GC-DFLD-51X2

Black women’s experiences of and coping with intersectional invisibility in
uterine fibroid treatment. Women'’s Health Issues.

https://doi.org/10.1016/;.whi.2025.05.005

Maulsby, C., Millett, G., Lindsey, K., Kelley, R., Johnson, K., Montoya, D., & Holtgrave,
D. (2014). HIV among black men who have sex with men (MSM) in the United
States: A review of the literature. AIDS and Behavior, 18, 10-25.

https://doi.org/10.1007/s10461-013-0476-2

Mani, A., Mullainathan, S., Shafir, E., & Zhao, J. (2013). Poverty impedes cognitive

function. Science, 341(6149), 976-980. https://doi.org/10.1126/science.123804 1

Mayer, K. H., Agwu, A., & Malebranche, D. (2020). Barriers to the wider use of pre-
exposure prophylaxis in the United States: A narrative review. Advances in

Therapy, 37, 1778-1811. https://doi.org/10.1007/s12325-020-01295-0

Mays, V. M., & Cochran, S. D. (1988). Issues in the perception of AIDS risk and risk

reduction activities by black and Hispanic/Latina women. American Psychologist,

43(11), 949. https://doi.org/10.1037/0003-066X.43.11.949
McCall, L. (2005). The complexity of intersectionality. Signs, 30(3), 1771-1800.

https://www.jstor.org/stable/10.1086/426800

McCarthy, E., & Epstein, K. (2018, January 19). Did they make a difference? One year
later, Women’s March attendees look back. The Washington Post.

https://www.washingtonpost.com/lifestyle/style/from-the-march-to-metoo-

women-look-back/2018/01/18/c5a5680a-f8bd-11e7-a9%¢3-

abl8ce41436a_story.html

McEwen, B. S., & Stellar, E. (1993). Stress and the individual: Mechanisms leading to

139


https://doi.org/10.1016/j.whi.2025.05.005
https://doi.org/10.1007/s10461-013-0476-2
https://doi.org/10.1126/science.1238041
https://doi.org/10.1007/s12325-020-01295-0
https://doi.org/10.1037/0003-066X.43.11.949
https://www.jstor.org/stable/10.1086/426800
https://www.washingtonpost.com/lifestyle/style/from-the-march-to-metoo-women-look-back/2018/01/18/c5a5680a-f8bd-11e7-a9e3-ab18ce41436a_story.html
https://www.washingtonpost.com/lifestyle/style/from-the-march-to-metoo-women-look-back/2018/01/18/c5a5680a-f8bd-11e7-a9e3-ab18ce41436a_story.html
https://www.washingtonpost.com/lifestyle/style/from-the-march-to-metoo-women-look-back/2018/01/18/c5a5680a-f8bd-11e7-a9e3-ab18ce41436a_story.html

disease. Archives of Internal Medicine, 153(18), 2093-2101.

https://doi.org/10.1001/archinte.1993.00410180039004

McGhee, H. (2022). The sum of us: What racism costs everyone and how we can prosper
together. One World.

Mendez, D. D., Scott, J., Adodoadji, L., Toval, C., McNeil, M., & Sindhu, M. (2021).
Racism as public health crisis: Assessment and review of municipal declarations
and resolutions across the United States. Frontiers in Public Health, 9, 1142.

https://www.frontiersin.org/article/10.3389/fpubh.2021.686807

Metzl, J. M., & Hansen, H. (2014). Structural competency: Theorizing a new medical
engagement with stigma and inequality. Social Science & Medicine, 103, 126-

133. https://doi.org/10.1016/j.socscimed.2013.06.032

Meyer 1. H. (2003). Prejudice, social stress, and mental health in lesbian, gay, and
bisexual populations: Conceptual issues and research evidence. Psychological

Bulletin, 129(5), 674—697. https://doi.org/10.1037/0033-2909.129.5.674

Millett, G. A. (2020). New pathogen, same disparities: Why COVID-19 and HIV remain
prevalent in US communities of colour and implications for ending the HIV

epidemic. African Journal of Reproduction and Gynecological Endoscopy,

23(11), €25639. https://doi.org/10.1002/jia2.25639

Millett, G. A., Peterson, J. L., Wolitski, R. J., & Stall, R. (2006). Greater risk for HIV
infection of Black men who have sex with men: A critical literature review.
American Journal of Public Health, 96(6), 1007-1019.

https://doi.org/10.2105/AJPH.2005.066720

Mohai, P., Pellow, D., & Roberts, J. T. (2009). Environmental justice. Annual Review of

140


https://doi.org/10.1001/archinte.1993.00410180039004
https://www.frontiersin.org/article/10.3389/fpubh.2021.686807
https://doi.org/10.1016/j.socscimed.2013.06.032
https://doi.org/10.1037/0033-2909.129.5.674
https://doi.org/10.1002/jia2.25639
https://doi.org/10.2105/AJPH.2005.066720

Environment and Resources, 34(1), 405-430. https://doi.org/10.1146/annurev-

environ-082508-094348

Montague, Z. (2025, June 16). Trump’s cuts to N.I.H. grants focused on minority groups
are illegal, judge rules. The New York Times.

https://www.nytimes.com/2025/06/16/us/politics/trump-nih-grants-cut.html

Moore, D. J., Williams, J. D., & Qualls, W. J. (1996). Target marketing of tobacco and
alcohol-related products to ethnic minority groups in the United States. Ethnicity

& Disease, 6(1/2), 83-98. https://www.jstor.org/stable/45409638

Moslimani, M., Tamir, C., Budiman, A., Noe-Bustamante, L., & Mora, L., (2024,
January 18). Facts about the U.S. Black population. Pew Research Center.

https://www.pewresearch.org/social-trends/fact-sheet/facts-about-the-us-black-

population/

Muno, B. A., Islam, J. Y., Schwartz, R., Wallace, S., Camacho-Rivera, M., & Patel, R. C.
(2024). Structural racism conceptualization and operationalization for research for
the US HIV epidemic: Findings from a scoping review and implications for

advancing research for structural interventions. AIDS and Behavior, 28, 1-17.

https://doi.org/10.1007/s10461-024-04417-9

National Black Women'’s Justice Institute. (2023, April 11). Black women, sexual assault,

and criminalization. https://www.nbwiji.org/post/black-women-sexual-assault-

criminalization

National Institute of Mental Health. (2022). National Institute of Mental Health Strategic

Plan for Research. https://cossa.org/nimh-releases-2022-update-to-strategic-plan-

for-research/

141


https://doi.org/10.1146/annurev-environ-082508-094348
https://doi.org/10.1146/annurev-environ-082508-094348
https://www.nytimes.com/2025/06/16/us/politics/trump-nih-grants-cut.html
https://www.jstor.org/stable/45409638
https://www.pewresearch.org/social-trends/fact-sheet/facts-about-the-us-black-population/
https://www.pewresearch.org/social-trends/fact-sheet/facts-about-the-us-black-population/
https://doi.org/10.1007/s10461-024-04417-9
https://www.nbwji.org/post/black-women-sexual-assault-criminalization
https://www.nbwji.org/post/black-women-sexual-assault-criminalization
https://cossa.org/nimh-releases-2022-update-to-strategic-plan-for-research/
https://cossa.org/nimh-releases-2022-update-to-strategic-plan-for-research/

Nosek, B. A., Smyth, F. L., Hansen, J. J., Devos, T., Lindner, N. M., Ranganath, K. A.,
Smith, C.T., Olson, K.R., Chugh, D., Greenwald, A.G., & Banaji, M. R. (2007).
Pervasiveness and correlates of implicit attitudes and stereotypes. European
Review of Social Psychology, 18(1), 36-88.

https://doi.org/10.1080/10463280701489053

Nydegger, L. A., & Dickson-Gomez, J. (2017, November 4-8). Structural factors,
syndemics, and sexual health among high-risk Black women in Milwaukee, WI.
In American Public Health Association Annual Meeting.

Nydegger, L. A., Dickson-Gomez, J., & Ko, T. K. (2021). Structural and syndemic
barriers to PrEP adoption among Black women at high risk for HIV: A qualitative
exploration. Culture, Health & Sexuality, 23(5), 659-673.

https://doi.org/10.1080/13691058.2020.1720297

O’Connor, D. B., Thayer, J. F., & Vedhara, K. (2021). Stress and health: A review of
psychobiological processes. Annual Review of Psychology, 72, 663-688.

https://doi.org/10.1146/annurev-psych-062520-122331

Ojikutu, B. O., Srinivasan, S., Bogart, L. M., Subramanian, S. V., & Mayer, K. H. (2018).

Mass incarceration and the impact of prison release on HIV diagnoses in the US

South. PloS One, 13(6), €0198258. https://doi.org/10.1371/journal.pone.0198258
Olkin, R. (2002). Could you hold the door for me? Including disability in diversity.
Cultural Diversity and Ethnic Minority Psychology, 8(2), 130-137.

https://doi.org/10.1037/1099-9809.8.2.130

Oswald, F.L., Mitchell, G., Blanton, H. Jaccard, J., and Tetlock, P.E. (2015) Using the

142


https://doi.org/10.1080/10463280701489053
https://doi.org/10.1080/13691058.2020.1720297
https://doi.org/10.1146/annurev-psych-062520-122331
https://doi.org/10.1371/journal.pone.0198258
https://doi.org/10.1037/1099-9809.8.2.130

IAT to predict ethnic and racial discrimination: Small effect sizes of unknown
significance. Journal of Personality and Social Psychology, 108, 562-571.

https://doi.org/10.1037/pspa0000023

Owens, D.C. (2017). Medical bondage: Race, gender, and the origins of American
gynecology. University of Georgia Press: Athens.

https://doi.org/10.2307/j.cttl pwt69x

Pantelic, M., Sprague, L., & Stangl, A. L. (2019). It’s not “all in your head”: Critical
knowledge gaps on internalized HIV stigma and a call for integrating social and

structural conceptualizations. BMC Infectious Diseases, 19, 1-8.

https://doi.org/10.1186/s12879-019-3704-1

Paradies, Y., Ben, J., Denson, N., Elias, A., Priest, N., Pieterse, A., Gupta, A., Kelaher,
M., & Gee, G. (2015). Racism as a determinant of health: A systematic review
and meta-analysis. PloS One, 10(9), e0138511.

https://doi.org/10.1371/journal.pone.0138511

Park, C. J., Taylor, T. N., Gutierrez, N. R., Zingman, B. S., & Blackstock, O. J. (2019).
Pathways to HIV pre-exposure prophylaxis among women prescribed PrEP at an

urban sexual health clinic. Journal of the Association of Nurses in AIDS Care,

30(3), 321-329. https://doi.org/10.1097/JNC.0000000000000070
Parker, R., & Aggleton, P. (2003). HIV and AIDS-related stigma and discrimination: A

conceptual framework and implications for action. Social Science & Medicine,

57, 13-24. https://doi.org/10.1016/S0277-9536(02)00304-0

Pascoe, E. A., & Richman, L. S. (2009). Perceived discrimination and health: A meta-

143


https://doi.org/10.1037/pspa0000023
https://doi.org/10.2307/j.ctt1pwt69x
https://doi.org/10.1186/s12879-019-3704-1
https://doi.org/10.1371/journal.pone.0138511
https://doi.org/10.1097/JNC.0000000000000070
https://doi.org/10.1016/S0277-9536(02)00304-0

analytic review. Psychological Bulletin, 135(4), 531-554.

https://doi.org/10.1037/a0016059

Patterson, E. J., Becker, A., & Baluran, D. A. (2022). Gendered racism on the body: an
intersectional approach to maternal mortality in the United States. Population

Research and Policy Review, 41(3), 1261-1294. https://doi.org/10.1007/s11113-

021-09691-2
Payne, B. K., Vuletich, H. A., & Brown-Iannuzzi, J. L. (2019). Historical roots of

implicit bias in slavery. Proceedings of the National Academy of Sciences,

116(24), 11693-11698. https://doi.org/10.1073/pnas. 1818816116

Perez-Stable, E.J., & Zenk, S.N. (2023). Advancing social determinants of health
research at NIH through cross-cutting collaboration.

https://nlmdirector.nlm.nih.gov/2023/07/20/advancing-social-determinants-of-

health-research-at-nih-through-cross-cutting-collaboration/

Pew Research Center. (2022). Majority of public disapproves of Supreme Court’s decision
to overturn Roe v. Wade.

https://www.pewresearch.org/politics/2022/07/06/majority-of-public-disapproves-

of-supreme-courts-decision-to-overturn-roe-v-wade/

Pharr, S. (1997). Homophobia: A weapon of sexism. Little Rock: Chardon Press.

Pratto, F. (1996). Sexual politics: The gender gap in the bedroom, the cupboard, and the
cabinet. Sex, Power, Conflict: Evolutionary and Feminist Perspectives, 179-230.

Pratto, F., & Walker, A. (2004). The bases of gendered power. In Eagly, A. H., Beall, A.
E., & Sternberg, R. J. (Eds.). The Psychology of Gender. Guilford Press.

Prather, C., Fuller, T. R., Jeffries IV, W. L., Marshall, K. J., Howell, A. V., Belyue-

144


https://doi.org/10.1037/a0016059
https://doi.org/10.1007/s11113-021-09691-2
https://doi.org/10.1007/s11113-021-09691-2
https://doi.org/10.1073/pnas.1818816116
https://nlmdirector.nlm.nih.gov/2023/07/20/advancing-social-determinants-of-health-research-at-nih-through-cross-cutting-collaboration/
https://nlmdirector.nlm.nih.gov/2023/07/20/advancing-social-determinants-of-health-research-at-nih-through-cross-cutting-collaboration/
https://www.pewresearch.org/politics/2022/07/06/majority-of-public-disapproves-of-supreme-courts-decision-to-overturn-roe-v-wade/
https://www.pewresearch.org/politics/2022/07/06/majority-of-public-disapproves-of-supreme-courts-decision-to-overturn-roe-v-wade/

Umole, A., & King, W. (2018). Racism, African American women, and their
sexual and reproductive health: A review of historical and contemporary evidence
and implications for health equity. Health Equity, 2(1), 249-259.

https://doi.org/10.1089/heq.2017.0045

Prochaska, J. O., & Velicer, W. F. (1997). The transtheoretical model of health behavior
change. American Journal of Health Promotion, 12(1), 38—48.

https://doi.org/10.4278/0890-1171-12.1.38

Purdie-Vaughns, V., & Eibach, R. P. (2008). Intersectional invisibility: The distinctive
advantages and disadvantages of multiple subordinate- group identities. Sex

Roles, 59, 377-391. https://doi.org/10.1007/s11199- 008-9424-4

Pyke, K. D., & Johnson, D. L. (2003). Asian American women and racialized
femininities “doing” gender across cultural worlds. Gender & Society, 17, 33-53.

https://doi.org/10.1177/0891243202238977

Rabin, R. C., & Hwang, 1. (2025, August 13). Trump administration scraps research into
health disparities. The New York Times.

https://www.nytimes.com/2025/08/13/health/nih-grant-cancellations-dei.html

Rabow, J., & Watts, R. K. (1982). Alcohol availability, alcoholic beverage sales and
alcohol-related problems. Journal of Studies on Alcohol, 43(7), 767-801.

https://doi.org/10.15288/jsa.1982.43.767

Ramos, R., Shane, R., Johnson, L. (1995). Men I mess with don’t have anything to do
with AIDS: Using ethno-theory to understand sexual risk perception. Sociological

Quarterly, 36, 483-504. https://doi.org/10.1111/5.1533-8525.1995.tb00449.x

Randolph, S. D., Golin, C., Welgus, H., Lightfoot, A. F., Harding, C. J., & Riggins, L. F.

145


https://doi.org/10.1089/heq.2017.0045
https://doi.org/10.4278/0890-1171-12.1.38
https://doi.org/10.1007/s11199-%20008-9424-4
https://doi.org/10.1177/0891243202238977
https://www.nytimes.com/2025/08/13/health/nih-grant-cancellations-dei.html
https://doi.org/10.15288/jsa.1982.43.767
https://doi.org/10.1111/j.1533-8525.1995.tb00449.x

(2020). How perceived structural racism and discrimination and medical mistrust
in the health system influences participation in HIV health services for Black
women living in the United States South: A qualitative, descriptive study. Journal
of the Association of Nurses in AIDS Care, 31(5), 598-605.

https://doi.org/10.1097/JINC.0000000000000189

Rao, D., Feldman, B. J., Fredericksen, R. J., Crane, P. K., Simoni, J. M., Kitahata, M. M.,
& Crane, H. M. (2012). A structural equation model of HIV-related stigma,
depressive symptoms, and medication adherence. AIDS and Behavior, 16, 711-

716. https://doi.org/10.1007/s10461-011-9915-0

Rapp, K. S., Volpe, V. V., & Neukrug, H. (2021). State-level sexism and women’s health
care access in the United States: Differences by race/ethnicity, 2014-2019.
American Journal of Public Health, 111(10), 1796-1805.

https://doi.org/10.2105/AJPH.2021.306455

Ridgeway, C. L., & Correll, S. J. (2004). Unpacking the gender system: A theoretical
perspective on gender beliefs and social relations. Gender & Society, 18(4), 510-

531. https://doi.org/10.1177/0891243204265269

Riley, A. R. (2018). Neighborhood disadvantage, residential segregation, and beyond—
lessons for studying structural racism and health. Journal of Racial and Ethnic

Health Disparities, 5, 357-365. https://doi.org/10.1007/s40615-017-0378-5

Riley, A. R. (2020). Advancing the study of health inequality: Fundamental causes as
systems of exposure. SSM Population Health, 10, 100555.

https://doi.org/10.1016/j.ssmph.2020.100555

Riley, T., Enquobahrie, D. A., Callegari, L. S., & Hajat, A. (2024). Structural gendered

146


https://doi.org/10.1097/JNC.0000000000000189
https://doi.org/10.1007/s10461-011-9915-0
https://doi.org/10.2105/AJPH.2021.306455
https://doi.org/10.1177/0891243204265269
https://doi.org/10.1007/s40615-017-0378-5
https://doi.org/10.1016/j.ssmph.2020.100555

racism and preterm birth inequities in the United States. Social Science &

Medicine, 348, 116793. https://doi.org/10.1016/i.socscimed.2024.116793

Risman, B. J. (2004). Gender as a social structure: Theory wrestling with activism.

Gender & Society, 18(4), 429-450. https://doi.org/10.1007/978-3-319-76333-0 2

Robins, H., Meyer, K. & Day, Z. (2025, October 22). Reducing or eliminating the Title X
family planning program would restrict contraceptive access nationwide. The

Commonwealth Fund. https://www.commonwealthfund.org/blog/2025/reducing-

or-eliminating-title-x-family-planning-program-would-restrict-contraceptive

Rolley, O. (2020, June 11). The New Deal made America’s racial inequality worse. We
can’t make the same mistake with COVID-19 economic crisis. The Rockefeller

Foundation. https://www.rockefellerfoundation.org/perspective/the-new-deal-

made-americas-racial-inequality-worse-we-cant-make-the-same-mistake-with-

covid-19-economic-crisis/

Rosenstock, I. M., Strecher, V. J., & Becker, M. H. (1988). Social learning theory and the
Health Belief Model. Health Education Quarterly, 15(2), 175-183.

https://doi.org/10.1177/109019818801500203

Rosenthal, L., & Levy, S. R. (2010). Understanding women's risk for HIV infection using
social dominance theory and the four bases of gendered power. Psychology of

Women Quarterly, 34(1), 21-35. https://doi.org/10.1111/5.1471-

6402.2009.01538.x

Rosenthal, L., & Lobel, M. (2020). Gendered racism and the sexual and reproductive
health of Black and Latina Women. Ethnicity & Health, 25(3), 367-392.

https://doi.org/10.1080/13557858.2018.1439896

147


https://doi.org/10.1016/j.socscimed.2024.116793
https://doi.org/10.1007/978-3-319-76333-0_2
https://www.commonwealthfund.org/blog/2025/reducing-or-eliminating-title-x-family-planning-program-would-restrict-contraceptive
https://www.commonwealthfund.org/blog/2025/reducing-or-eliminating-title-x-family-planning-program-would-restrict-contraceptive
https://www.rockefellerfoundation.org/perspective/the-new-deal-made-americas-racial-inequality-worse-we-cant-make-the-same-mistake-with-covid-19-economic-crisis/
https://www.rockefellerfoundation.org/perspective/the-new-deal-made-americas-racial-inequality-worse-we-cant-make-the-same-mistake-with-covid-19-economic-crisis/
https://www.rockefellerfoundation.org/perspective/the-new-deal-made-americas-racial-inequality-worse-we-cant-make-the-same-mistake-with-covid-19-economic-crisis/
https://doi.org/10.1177/109019818801500203
https://doi.org/10.1111/j.1471-6402.2009.01538.x
https://doi.org/10.1111/j.1471-6402.2009.01538.x
https://doi.org/10.1080/13557858.2018.1439896

Ross, L. J. (1992). African American women and abortion: A neglected history. Journal
of Health Care for the Poor and Underserved, 3(2), 274-284.

https://doi.org/10.1353/hpu.2010.0241

Rothstein, R. (2017). The color of law. A forgotten history of how our government
segregated America. Liveright Publishing.

Ryan, R. M., & Connell, J. P. (1989). Perceived locus of causality and internalization:
Examining reasons for acting in two domains. Journal of Personality and Social

Psychology, 57(5), 749-761. https://doi.org/10.1037/0022-3514.57.5.749

Salas-Betsch, I. (2024, August 7). The Economic Status of Single Mothers. Center for

American Progress. https://www.americanprogress.org/article/the-economic-

status-of-single-mothers/

Salganicoff, A., Sobel, L., Gomez, 1., & Ramaswamy, A. (2024, Mar 14). The Hyde
Amendment and coverage for abortion services under Medicaid in the post-Roe

era. KFF. https://www .kff.org/womens-health-policy/issue-brief/the-hyde-

amendment-and-coverage-for-abortion-services-under-medicaid-in-the-post-roe-

era/

Sands, A. (2001). Never meant to survive: A Black woman’s journey: An interview with
Evelyn Hammonds. In M. Barbercheck, M. Wyer, D. Geisman, H. Orun Ozturk,
& M. Wayne (Eds.), Women, science, and technology: A reader in the feminist

science studies (pp. 18-25). https://doi.org/10.4324/9780203011782

Sausser, L. (2024, May 24). The South can be a dangerous place to be Black and

pregnant. KFF Health News. https://kffhealthnews.org/news/article/health-brief-

southern-black-women-maternal-mortality/

148


https://doi.org/10.1353/hpu.2010.0241
https://doi.org/10.1037/0022-3514.57.5.749
https://www.americanprogress.org/article/the-economic-status-of-single-mothers/
https://www.americanprogress.org/article/the-economic-status-of-single-mothers/
https://www.kff.org/womens-health-policy/issue-brief/the-hyde-amendment-and-coverage-for-abortion-services-under-medicaid-in-the-post-roe-era/
https://www.kff.org/womens-health-policy/issue-brief/the-hyde-amendment-and-coverage-for-abortion-services-under-medicaid-in-the-post-roe-era/
https://www.kff.org/womens-health-policy/issue-brief/the-hyde-amendment-and-coverage-for-abortion-services-under-medicaid-in-the-post-roe-era/
https://doi.org/10.4324/9780203011782
https://kffhealthnews.org/news/article/health-brief-southern-black-women-maternal-mortality/
https://kffhealthnews.org/news/article/health-brief-southern-black-women-maternal-mortality/

Schaefer, R. T. (1990). Racial and ethnic groups. 1llinois and London: Scott Foresman.

Schoen, J. (2005). Choice & coercion: Birth control, sterilization, and abortion in public
health and welfare. Univ of North Carolina Press.

Scott, R. K., Hull, S. J., Huang, J. C., Coleman, M., Ye, P., Lotke, P., et al. (2022).
Factors associated with intention to initiate pre-exposure prophylaxis in cisgender
women at high behavioral risk for HIV in Washington, DC. Archives of Sexual

Behavior, 51(5),2613-2624. https://doi.org/10.1007/s10508-021-02274-4

Scott, R. K., Hull, S. J., Huang, J. C., Peggy, P. Y., Lotke, P., Beverley, J., et al. (2023).
Intention to initiate HIV pre-exposure prophylaxis among cisgender women in a
high HIV prevalence US city. Women's Health Issues, 33(5), 541-550.

https://doi.org/10.1016/;.whi.2023.05.009

Scott, R. K., Hull, S. J., Kerrigan, D., Pratt-Chapman, M., Mathias-Prabhu, T., Zack, J.,
Xu, Michelle, Sadauskas, M., Moriarty, P.L., Hanson, T.L. & Arem, H. (2025).
Development of a clinic-based, sociostructural intervention to improve the
provision of pre-exposure prophylaxis for cisgender women: formative study
using the assessment, decision, adaptation, production, topical experts,
integration, training, and testing (ADAPT-ITT) framework. JMIR Formative

Research, 9, €75922. https://doi/org/10.2196/75922

Semuels, A. (2025, July 28). ‘People are going to die’: Cuts leave domestic violence

support groups reeling. TIME. https://time.com/7305918/domestic-violence-

support-groups- funding-cuts/

Sidanius, J., & Pratto, F. (1999). Social dominance theory. Handbook of theories of social

psychology, 2.

149


https://doi.org/10.1007/s10508-021-02274-4
https://doi.org/10.1016/j.whi.2023.05.009
https://doi/org/10.2196/75922
https://time.com/7305918/domestic-violence-support-groups-%20funding-cuts/
https://time.com/7305918/domestic-violence-support-groups-%20funding-cuts/

Siegel, M., Rieders, M., Rieders, H., Moumneh, J., Asfour, J., Oh, J., & Oh, S. (2023).
Structural racism and racial health disparities at the state level: A latent variable
approach. Journal of the National Medical Association, 115(4), 338-352.

https://doi.org/10.1016/j.jnma.2023.07.003

Simoni, J. M., Frick, P. A., & Huang, B. (2006). A longitudinal evaluation of a social
support model of medication adherence among HIV-positive men and women on
antiretroviral therapy. Health Psychology, 25(1), 74-81.

https://doi.org/10.1037/0278-6133.25.1.74

Sims Haynes, A., Markham, C., Schick, V., Suchting, R., Parthasarathy, N., Choudhury,
S., & Hill, M. J. (2025). A systematic review and narrative synthesis of factors
affecting pre-exposure prophylaxis willingness among Black women for HIV

prevention. AIDS and Behavior, 29(1), 101-132. https://doi.org/10.1007/s10461-

024-04491-z

Sinha, R. (2008). Chronic stress, drug use, and vulnerability to addiction. Annals of the
New York Academy of Sciences, 1141(1), 105-130.

https://doi.org/10.1196/annals.1441.030

Small, L. A., Godoy, S. M., & Lau, C. (2023). Perceptions of healthcare accessibility and
medical mistrust among Black women living with HIV in the USA. Culture,

Health & Sexuality, 25(10), 1295-1309.

https://doi.org/10.1080/13691058.2022.2155706

Smit, F., & Masvawure, T. B. (2023). Barriers and facilitators to acceptability and uptake

of pre-exposure prophylaxis (PrEP) among Black women in the United States: A

150


https://doi.org/10.1016/j.jnma.2023.07.003
https://doi.org/10.1037/0278-6133.25.1.74
https://doi.org/10.1007/s10461-024-04491-z
https://doi.org/10.1007/s10461-024-04491-z
https://doi.org/10.1196/annals.1441.030
https://doi.org/10.1080/13691058.2022.2155706

systematic review. Journal of Racial and Ethnic Health Disparities, 1-14.

https://doi.org/10.1007/s40615-023-01729-9

Smith, D. B. (2004). Eliminating disparities in treatment and the struggle to end
segregation. Commonwealth Fund.

Song, J., Howe, E., Oltmanns, J. R., & Fisher, A. J. (2022). Examining the concurrent
and predictive validity of single items in ecological momentary assessments.

Assessment, 30(5), 1662-1671. https://doi.org/10.1177/10731911221113563

Soss, J., & Weaver, V. (2017). Police are our government: Politics, political science, and
the policing of race—class subjugated communities. Annual Review of Political

Science, 20(1), 565-591. https://doi.org/10.1146/annurev-polisci-060415-093825

Spates, K., Evans, N. T., James, T. A., & Martinez, K. (2020). Gendered racism in the
lives of Black women: A qualitative exploration. Journal of Black Psychology,

46(8), 583-606. https://doi.org/10.1177/0095798420962257

Stangl, A. L., Earnshaw, V. A., Logie, C. H., Van Brakel, W., Simbayi, L. C., Barr¢, 1., &
Dovidio, J. F. (2019). The health stigma and discrimination framework: A global,
crosscutting framework to inform research, intervention development, and policy
on health-related stigmas. BMC Medicine, 17, 1-13.

https://doi.org/10.1186/s12916-019-1271-3

Straub, R.O. (2019). Health Psychology (6th ed.). New York: NY: Worth Publishers.
Steele, C. M., & Aronson, J. (1995). Stereotype threat and the intellectual test
performance of African Americans. Journal of Personality and Social

Psychology, 69(5), 797. https://doi.org/10.1037/0022-3514.69.5.797

Stop Street Harassment. (2018, February). The facts behind the #METOO movement: A

151


https://doi.org/10.1007/s40615-023-01729-9
https://doi.org/10.1177/10731911221113563
https://doi.org/10.1146/annurev-polisci-060415-093825
https://doi.org/10.1177/0095798420962257
https://doi.org/10.1186/s12916-019-1271-3
https://doi.org/10.1037/0022-3514.69.5.797

national study on sexual harassment and assault.

https://www.nsvrc.org/sites/default/files/2021-04/full-report-2018-national-study-

on-sexual-harassment-and-assault.pdf

Sullivan, P. S., Mena, L., Elopre, L., & Siegler, A. J. (2019). Implementation strategies to
increase PrEP uptake in the South. Current HIV/AIDS Reports, 16, 259-269.

https://doi.org/10.1007/s11904-019-00447-4

Taggart, T., Jonathon Rendina, H., Boone, C. A., Burns, P., Carter, J., English, D., et al.
(2022). Stigmatizing spaces and places as axes of intersectional stigma among

sexual minority men in HIV prevention research. American Journal of Public

Health, 112(S4), S371-S373. https://doi.org/10.2105/AJPH.2021.306676

Taggart, T., Ritchwood, T. D., Nyhan, K., & Ransome, Y. (2021). Messaging matters:
achieving equity in the HIV response through public health communication. 7The

Lancet HIV, 8(6), e376—e386. https://doi.org/10.1016/S2352-3018(21)00078-3

Taggart, T., Sawyer, S., Andreou, A., Kershaw, T., & Milburn, N. G. (2023). “But I Live
Here Too”: Social-structural stressors, racial discrimination, and resiliency among
urban dwelling black emerging adult men. American Journal of Community

Psychology, 72(1-2), 48-59. https://doi.org/10.1002/ajcp.12667

Tajfel, H. and Turner, J.C. (1986) The Social Identity Theory of Intergroup Behavior. In:
Worchel, S. and Austin, W.G., Eds., Psychology of Intergroup Relation, Hall
Publishers, Chicago, 7-24.

Taylor, S., Repetti, R., & Seeman, T. (1997). Health psychology: What is an unhealthy
environment and how does it get under the skin? Annual Review of Psychology,

48, 411-448. https://doi.org/10.1146/annurev.psych.48.1.411

152


https://www.nsvrc.org/sites/default/files/2021-04/full-report-2018-national-study-on-sexual-harassment-and-assault.pdf
https://www.nsvrc.org/sites/default/files/2021-04/full-report-2018-national-study-on-sexual-harassment-and-assault.pdf
https://doi.org/10.1007/s11904-019-00447-4
https://doi.org/10.2105/AJPH.2021.306676
https://doi.org/10.1016/S2352-3018(21)00078-3
https://doi.org/10.1002/ajcp.12667
https://doi.org/10.1146/annurev.psych.48.1.411

Tekeste, M., Hull, S., Dovidio, J. F., Safon, C. B., Blackstock, O., Taggart, T., Kershaw,
T.S., Kaplan, C., Caldwell, A., Lane, S.B., & Calabrese, S. K. (2019). Differences
in medical mistrust between black and white women: implications for patient—
provider communication about PrEP. AIDS and Behavior, 23(7), 1737-1748.

https://doi.org/10.1007/s10461-018-2283-2

Thiem, K. C., Neel, R., Simpson, A. J., & Todd, A. R. (2019). Are Black women and
girls associated with danger? Implicit racial bias at the intersection of target age
and gender. Personality and Social Psychology Bulletin, 45(10), 1427-1439.

https://doi.org/10.1177/0146167219829182

Thorpe, S., Iyiewuare, P., Ware, S., et al. (2022). "Why would I talk to them about sex?":
Exploring patient-provider communication among Black women experiencing
sexual pain. Qualitative Health Research, 32(10), 1527-1543.

https://doi.org/10.1177/10497323221110091

Tillman S, Bryant-Davis T, Smith K, & Marks A (2010). Shattering silence: Exploring
barriers to disclosure for African American sexual assault survivors. Trauma,

Violence, and Abuse, 11, 59-70. https://doi.org/10.1177/1524838010363717

Triece, M. E. (2012). Credible workers and deserving mothers: Crafting the “mother
tongue” in welfare rights activism, 1967-1972. Communication Studies, 63(1), 1-

17. https://doi.org/10.1080/10510974.2011.634477

Turner, J. (2008). American individualism and structural injustice: Tocqueville, gender,

and race. Polity, 40(2), 197-215.

153


https://doi.org/10.1007/s10461-018-2283-2
https://doi.org/10.1177/0146167219829182
https://doi.org/10.1177/10497323221110091
https://doi.org/10.1177/1524838010363717
https://doi.org/10.1080/10510974.2011.634477

Ullman, S. E., & Lorenz, K. (2020). Correlates of African American sexual assault
survivors’ medical care seeking. Women & Health, 60(5), 502-516.

https://doi.org/10.1080/03630242.2019.1671947

U.S. Department of Health & Human Services. (2023). HIV/AIDS and PrEP resources.

https://minorityhealth.hhs.gov/hivaids-and-prep-resources

U.S. Department of Health & Human Services. (2024a, December 12). Ending the HIV

epidemic. https://www.hiv.gov/federal-response/ending-the-hiv-

epidemic/overview

U.S. Department of Health & Human Services. (2024b, February 15). HIV and

corrections. https://www.hiv.uw.edu/go/key-populations/hiv-corrections/core-

concept/all

U.S. Department of Health and Human Services. (2025a). The Affordable Care Act and

HIV/AIDS. https://www.hiv.gov/federal-response/policies-issues/the-affordable-

care-act-and-hiv-aids

U.S. Department of Health and Human Services. (2025b). Drug Database.: Lenacapavir.

https://clinicalinfo.hiv.eov/en/drugs/lenacapavir/patient

U.S. Department of Health and Human Services. (2025¢). Overview of the State —
District of Columbia — 2025.

https://mchb.tvisdata.hrsa.gov/Narratives/Overview/elc0a5c3-c1a8-486e-b098&-

laed9ee3eSe3
U.S. Food & Drug Administration. (2021, December 20). FDA approves first injectable

treatment for HIV pre-exposure prevention. https://www.fda.gov/news-

154


https://doi.org/10.1080/03630242.2019.1671947
https://minorityhealth.hhs.gov/hivaids-and-prep-resources
https://www.hiv.gov/federal-response/ending-the-hiv-epidemic/overview
https://www.hiv.gov/federal-response/ending-the-hiv-epidemic/overview
https://www.hiv.uw.edu/go/key-populations/hiv-corrections/core-concept/all
https://www.hiv.uw.edu/go/key-populations/hiv-corrections/core-concept/all
https://www.hiv.gov/federal-response/policies-issues/the-affordable-care-act-and-hiv-aids
https://www.hiv.gov/federal-response/policies-issues/the-affordable-care-act-and-hiv-aids
https://clinicalinfo.hiv.gov/en/drugs/lenacapavir/patient
https://mchb.tvisdata.hrsa.gov/Narratives/Overview/e1c0a5c3-c1a8-486e-b098-1aed9ee3e5e3
https://mchb.tvisdata.hrsa.gov/Narratives/Overview/e1c0a5c3-c1a8-486e-b098-1aed9ee3e5e3
https://www.fda.gov/news-events/press-announcements/fda-approves-first-injectable-treatment-hiv-pre-exposure-prevention

events/press-announcements/fda-approves-first-injectable-treatment-hiv-pre-

CXDOSUTC-DTGVGHtiOl’]

Vance, M. M., Wade, J. M., Brandy Jr, M., & Webster, A. R. (2023). Contextualizing
Black women’s mental health in the twenty-first century: Gendered racism and
suicide-related behavior. Journal of racial and ethnic health disparities, 10(1),

83-92. https://doi.org/10.1007/s40615-021-01198-y

VanNoy, B. N., Bowleg, L., Marfori, C., Moawad, G., & Zota, A. R. (2021). Black
women's psychosocial experiences with seeking surgical treatment for uterine
fibroids: Implications for clinical practice. Women's Health Issues, 31(3), 263—

270. https://doi.org/10.1016/1.whi.2021.01.001

Vedam, S., Stoll, K., Taiwo, T. K., Rubashkin, N., Cheyney, M., Strauss, N., McLemore,
M., Cadena, M., Nethery, E., Rushton, E., Schummers, L., Declercq, E., &
GVtM-US Steering Council. (2019). The Giving Voice to Mothers Study:

Inequity and mistreatment during pregnancy and childbirth in the United States.

Reproductive Health, 16, 1-18. https://doi.org/10.1186/s12978-019-0729-2
Vuletich, H. A., & Payne, B. K. (2019). Stability and change in implicit bias.

Psychological Science, 30, 854-862. https://doi.org/10.1177/0956797619844270

Wacquant, L. (2010). Class, race & hyperincarceration in revanchist America. Daedalus,

139(3), 74-90. https://doi.org/10.1162/DAED _a_00024

Webb, T. L., & Sheeran, P. (2006). Does changing behavioral intentions engender
behavior change? A meta-analysis of the experimental evidence. Psychological

Bulletin, 132(2), 249. https://doi.org/10.1037/0033-2909.132.2.249

155


https://www.fda.gov/news-events/press-announcements/fda-approves-first-injectable-treatment-hiv-pre-exposure-prevention
https://www.fda.gov/news-events/press-announcements/fda-approves-first-injectable-treatment-hiv-pre-exposure-prevention
https://doi.org/10.1007/s40615-021-01198-y
https://doi.org/10.1016/j.whi.2021.01.001
https://doi.org/10.1186/s12978-019-0729-2
https://doi.org/10.1177/0956797619844270
https://doi.org/10.1162/DAED_a_00024
https://doi.org/10.1037/0033-2909.132.2.249

Weber, L., & Parra-Medina, D. (2003). Intersectionality and women’s health: Charting a
path to eliminating health disparities. In Gender Perspectives on Health and
Medicine (pp. 181-230). Emerald Group Publishing Limited.

https://doi.org/10.1016/S1529-2126(03)07006-1

Weinstein, N. (1984). Why it won’t happen to me: Perceptions of risk factors and

susceptibility. Health Psychology, 2, 11-20. https://doi.org/10.1037/0278-

6133.3.5.431
Wendlandt, R., Salazar, L. F., Mijares, A., & Pitts, N. (2016). Gender-based violence and

HIV risk among African American women: A qualitative study. Journal of

HIV/AIDS & Social Services, 15(1), 83-98.

https://doi.org/10.1080/15381501.2015.1074975

West, C., & Johnson, K. (2013). Sexual violence in the lives of African American
women. National Online Resource Center on Violence Against Women, 1-14.
White, K., & Borrell, L. N. (2011). Racial/ethnic residential segregation: Framing the

context of health risk and health disparities. Health & Place, 17(2), 438-448.

https://doi.org/10.1016/j.healthplace.2010.12.002

Woods-Giscombg, C. L. (2010). Superwoman schema: African American women's views

on stress, strength, and health. Qualitative Health Research, 20(5), 668—683.

https://doi.org/10.1177/1049732310361892

Wharton, M. J., Harris, O. O., Lambert, C. C., & LeGrand, S. (2021). “The more things
change, the more things remain the same”: It's time to dismantle structural

inequalities of racism, discrimination, and health disparities. Journal of the

156


https://doi.org/10.1016/S1529-2126(03)07006-1
https://doi.org/10.1037/0278-6133.3.5.431
https://doi.org/10.1037/0278-6133.3.5.431
https://doi.org/10.1080/15381501.2015.1074975
https://doi.org/10.1016/j.healthplace.2010.12.002
https://doi.org/10.1177/1049732310361892

Association of Nurses in AIDS Care, 32(4), 413-417.

https://doi.org/10.1097/INC.0000000000000283

The White House. (2021). National HIV/AIDS Strategy for the United States 2022—-2025.

https://www.whitehouse.gov/wp-content/uploads/2021/11/National-HIV-AIDS-

Strategy.pdf

Williams, D. R. (1997). Race and health: Basic questions, emerging directions. Annals of

Epidemiology, 7(5), 322-333. https://doi.org/10.1016/S1047-2797(97)00051-3

Williams, D. R., & Collins, C. (2001). Racial residential segregation: A fundamental
cause of racial disparities in health. Public Health Reports, 116(5), 404—416.

https://doi.org/10.1093/phr/116.5.404

Williams, D. R., & Mohammed, S. A. (2013). Racism and health I: Pathways and
scientific evidence. American Behavioral Scientist, 57(8), 1152-1173.

https://doi.org/10.1177/0002764213487340

Williams, D. R., & Williams-Morris, R. (2000). Racism and mental health: The
African American experience. Ethnicity & Health, 5(3-4), 243-268.

https://doi.org/10.1080/713667453

Willie, T. C., & Kershaw, T. S. (2019). An ecological analysis of gender inequality and
intimate partner violence in the United States. Preventive Medicine, 118, 257-263.

https://doi.org/10.1016/1.ypmed.2018.10.019

Willie, T. C., Kershaw, T. S., Blackstock, O., Galvao, R. W., Safon, C. B., Tekeste, M.,
Ogburn, D.F., Wilbourn, B., Modrakovic, D., Taggart, T., Kaplan, C., Caldwell,
A., & Calabrese, S. K. (2021). Racial and ethnic differences in women’s HIV risk

and attitudes towards pre-exposure prophylaxis (PrEP) in the context of the

157


https://doi.org/10.1097/JNC.0000000000000283
https://www.whitehouse.gov/wp-content/uploads/2021/11/National-HIV-AIDS-Strategy.pdf
https://www.whitehouse.gov/wp-content/uploads/2021/11/National-HIV-AIDS-Strategy.pdf
https://doi.org/10.1016/S1047-2797(97)00051-3
https://doi.org/10.1093/phr/116.5.404
https://doi.org/10.1177/0002764213487340
https://doi.org/10.1080/713667453
https://doi.org/10.1016/j.ypmed.2018.10.019

substance use, violence, and depression syndemic. AIDS Care, 33(2), 219-228.

https://doi.org/10.1080/09540121.2020.1762067

Willie, T. C., Knight, D., Baral, S. D., Chan, P. A., Kershaw, T., Mayer, K. H., Stockman,
J.K., Adimora, A.A., Monger, M., Mena, L.A., Phillips, K.A., & Nunn, A. (2022).
Where’s the “Everyday Black Woman”? An intersectional qualitative analysis of
Black Women’s decision-making regarding HIV pre-exposure prophylaxis (PrEP)

in Mississippi. BMC Public Health, 22(1), 1604. https://doi.org/10.1186/s12889-

022-13999-9
Woo, B., Kravitz-Wirtz, N., Sass, V., Crowder, K., Teixeira, S., & Takeuchi, D. T. (2019).
Residential segregation and racial/ethnic disparities in ambient air pollution. Race

and Social Problems, 11, 60-67. https://doi.org/10.1007/s12552-018-9254-0

Woods-Giscombe, C. L. (2010). Superwoman schema: African American women's views
on stress, strength, and health. Qualitative Health Research, 20(5), 668—683.

https://doi.org/10.1177/1049732310361892

Yearby, R. (2020). Structural racism and health disparities: Reconfiguring the social
determinants of health framework to include the root cause. The Journal of Law,

Medicine & Ethics, 48(3), 518-526. https://doi.org/10.1177/1073110520958876

Yen, 1. H., & Syme, S. L. (1999). The social environment and health: A discussion of the
epidemiologic literature. Annual Review of Public Health, 20(1), 287-308.

https://doi.org/10.1146/annurev.publhealth.20.1.287

Younge, S. N., Salem, D., & Bybee, D. (2010). Risk revisited: The perception of HIV risk
in a community sample of low-income African American women. Journal of

Black Psychology, 36(1), 49-74. https://doi.org/10.1177/0095798408320633

158


https://doi.org/10.1080/09540121.2020.1762067
https://doi.org/10.1186/s12889-022-13999-9
https://doi.org/10.1186/s12889-022-13999-9
https://doi.org/10.1007/s12552-018-9254-0
https://doi.org/10.1177/1049732310361892
https://doi.org/10.1177/1073110520958876
https://doi.org/10.1146/annurev.publhealth.20.1.287
https://doi.org/10.1177/0095798408320633

Zack, J. L., Hull, S. J., Coleman, M. E., Ye, P. P, Lotke, P. S., Visconti, A., Beverley, J.,
Brant, A., Moriarty, P.. & Scott, R. K. (2024). Age-related factors associated with
intention to initiate pre-exposure prophylaxis among cisgender women in
Washington DC. Therapeutic Advances in Infectious Disease, 11,1-17.

https://doi.org/10.1177/20499361241252351

Zierler, S., & Krieger, N. (1997). Social inequalities and HIV: Reframing women's risk.
Annual Review Public Health, 18, 401-436.

https://doi.org/10.1146/annurev.publhealth.18.1.401

Zota, A. R., Chu, M. T., Marfori, C. Q., Khati, N. J., Al-Hendy, A., & Taggart, T. (2022).
Adverse childhood experiences and health-related quality of life among women

undergoing hysterectomy for uterine leiomyoma. American Journal of Obstetrics

and Gynecology, 227(2), 351-353. https://doi.org/10.1016/j.2j02.2022.04.028

Zraick, K. (2021, October 19). Racism is declared a public health crisis in New York City.

The New York Times. https://www.nytimes.com/2021/10/19/nyregion/nyc-

racism-healthcare-system.html

Zubizarreta, D., & Beccia, A. L. (2025). Quantitative approaches to structural
intersectionality research: Conceptual and methodologic considerations. Social

Science & Medicine, 117712. https://doi.org/10.1016/j.socscimed.2025.117712

Zucker, A. N., & Landry, L. J. (2007). Embodied discrimination: The relation of sexism
and distress to women’s drinking and smoking behaviors. Sex Roles, 56(3—4),

193-203. https://doi.org/10.1007/s11199-006-9163-3

159


https://doi.org/10.1177/20499361241252351
https://doi.org/10.1146/annurev.publhealth.18.1.401
https://doi.org/10.1016/j.ajog.2022.04.028
https://www.nytimes.com/2021/10/19/nyregion/nyc-racism-healthcare-system.html
https://www.nytimes.com/2021/10/19/nyregion/nyc-racism-healthcare-system.html
https://doi.org/10.1016/j.socscimed.2025.117712
https://doi.org/10.1007/s11199-006-9163-3

	Dedication
	Acknowledgements
	Abstract of Dissertation
	List of Figures
	List of Tables
	Author Positionality and Epistemic Stance
	Chapter 1: Introduction
	Chapter 2: Literature Review
	Social Psychological Theoretical Models of Health Behavior
	Perceived HIV Risk
	Missing Context

	Stigma & Discrimination
	Social Cognitive Approaches
	Health Psychology Approaches
	Multilevel Constructs

	Structural Determinants of Health
	Racism
	Classism
	Sexism/Gendered Racism

	Theoretical Framework: Structural Intersectionality
	Applying Structural Intersectionality to BHCW’s PrEP Uptake
	Anticipated PrEP Stigma
	Perceived HIV Risk
	Neighborhood Poverty

	Research Gaps and Questions
	Hypotheses
	Conceptual Model

	Chapter 3: Method
	Parent Study Procedures
	Participant Eligibility
	Measures
	Structural
	Psychosocial
	Behavioral
	Covariates

	Data Cleaning and Preparation
	Software
	Data Analysis Approach
	Missing Data Handling
	Preliminary Analyses
	Model Specification
	Estimation and Mediation Analyses
	Reliability Estimation
	Model Fit

	Sample Size and Statistical Power

	Chapter 4: Results
	Missing Data Patterns
	Participants
	Descriptive Analyses
	Bivariate Analyses
	Cluster-Level Variability
	Confirmatory Factor Analysis
	Multilevel SEM Analyses
	Single Level SEM Analyses

	Chapter 5: Discussion
	General Discussion
	Limitations
	Implications and Future Directions
	Conclusion

	References

