
Enhancing HIV Care: Preconception Counseling, Including Sexual Health, 
Community of Practice (CoP)

Technical Assistance (TA) on
Cultural Competency in Preconception Counseling, 

Including Sexual Health 
July 27, 2023

Division of Community HIV/AIDS Programs
HIV/AIDS Bureau (HAB)

Presenter Notes
Presentation Notes
Renee Ross

Welcome to the Enhancing HIV Care Kick off meeting for the Preconception Counseling, including Sexual Health Community of Practice.  
The session will be recorded and this, along with the slides, will be available for later viewing. 

FACILITATOR:

Please note that the live version of this session is being recorded 
We will post a recording of this training to the associated CoP website
During the live session, you can submit comments using the chat feature
During the live session, all lines will be muted
The session will include Q&A sessions and Polls
The training session will end with a brief satisfaction survey





HIV/AIDS Bureau Vision & Mission
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Vision
Optimal HIV/AIDS care and treatment for all to end the HIV 

epidemic in the U.S.

Mission
Provide leadership and resources to advance HIV care and 
treatment to improve health outcomes and reduce health 
disparities for people with HIV and affected communities.



Agenda
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 How Bias Influences Medical Settings
 Key Concepts for Building Structural Competency
 Building Culturally Responsive Services: An Overview of the BESAFE Cultural 

Competency Model 
 Interactive breakout sessions 
 Report Back
 Action Steps and Final Poll



Learning Objectives

By the end of this learning session participants will be able to:
 Define implicit bias and medical racism. 
 Discuss how provider bias may impact client engagement in Pre-

Conception Counseling (PCC) and sexual health services.
 Explain key concepts for building cultural awareness, such as 

cultural humility, role differentials, and structural competency. 
 Explain how the BESAFE Cultural Competency Model to develop 

culturally responsive counseling and case management in PCC and 
sexual health services.
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Icebreaker Poll
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1. What type of cultural competency training or learning activities does 
your organization provide? (Select all that apply)
 Assigned books/reading
 Quarterly/annual staff training
 Professional courses
 Working group on cultural competence
 Other
 None

2. Does your cultural competency training include a focus on 
preconception counseling and/or sexual health?
 Yes, preconception counseling and sexual health
 Yes, preconception counseling only
 Yes, sexual health only
 We do not include preconception counseling or sexual health
 Not applicable



Building Cultural Awareness, Competency and 
Responsiveness in Providers Offering 

PCC and Sexual Health Services 



How Bias Influences Medical Settings



POLL: TRUE OR FALSE
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Race impacts the biological differences in 
humans.
 TRUE
 FALSE



Race is a Social Construct

There is no biological basis for race.

• Race is a human-invented classification 
system used to define physical 
differences between people.

• This social construct has real-world 
impacts.

• Race is often used as a tool 
of oppression and violence towards 
marginalized groups.

• Perceptions of race can create implicit 
and explicit biases and racial 
discrimination. 

Presenter Notes
Presentation Notes
CANDICE 
More than 100 years ago, American sociologist W.E.B. Du Bois was concerned that race was being used as a biological explanation for what he understood to be social and cultural differences between different populations of people.  
It is a human-invented classification system used to define physical differences between people. 
Race being a social construct means that it can have real world impacts.
Race has often been used as a tool of oppression and violence towards marginalized groups.
We will be discussing how our perceptions of race can create implicit biases. 




What is Implicit Bias?

Implicit bias, also known as unconscious bias or implicit 
social cognition, exists when we unconsciously hold 
attitudes toward others or associate stereotypes with 
categories of people.

(Staten, D. (n.d.). Race & Identity + Lived Experience: Initial Training [Slide show].) 



Where Does Implicit Bias Show Up?

01
Implicit bias can translate into a wide 
range of behaviors and range in categories 
of race, gender, and sexuality.

02
Implicit bias can even cause us to perceive 
facial expressions differently.

03
Culture, media, and upbringing can 
contribute to the development of 
implicit biases.

Staten, D. (n.d.). Race & Identity + Lived Experience: Initial Training [Slide show].



Why Does it Matter?
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Explicit Bias
• Aware of emotions and

thoughts about a group
o Discrimination
o Hate speech
o Prejudice

Implicit Bias
• Unconscious belief/attitude
• Gut reaction
o Judgement
o Feelings
o Behavior

Can impact healthcare outcomes and patient experience

Presenter Notes
Presentation Notes
CANDICE
Implicit biases may run counter to our conscious beliefs without us realizing it but still have significant socioeconomic impacts.




Levels of Racism

Systemic 
Racism

Policies, practices and 
culture that supports the 
normalization of racism 
across all systems.

Structural 
Racism Policies, economic systems 

and other institutions that 
maintain inequality by race 
and compound across 
gender, class and sexual 
orientation.

Institutional 
Racism

Unfair policies and biased 
practices within an 
organization that reinforce 
racism.

Positionality

How our 
identities, 

shaped by social 
constructs, 

determine how 
we see the 

world in relation 
to how we 

interact with 
others.

Presenter Notes
Presentation Notes
Candice 

We often hear and talk about individual and interpersonal racism. However, as we’ve discussed through the historical timeline, racism persisted even when it was not explicit in the law. 

Systemic Racism – Racism that is normalized across all systems we engage in. Policies, practices and culture that supports racism across all institutions.
E.g. The fact that racism exists across housing, healthcare, education, government, etc.
Structural Racism –Policies, economic systems and other institutions that maintain inequalities and disparities by race and compound across, gender, class, sexual orientation
E.g. Stereotypes of black people having a higher tolerance for pain 
The fact that black people are more likely to die at an early age
Institutional Racism – Policies, practices within an organization that reinforce racism
E.g. Using race correction in scientific equations to address kidney function
Decreased likelihood of prescribing Black people pain medication
Positionality – How our identities, shaped by social constructs, determine how we see the world in relation to those we interact with
E.g. Mistrust of medical field that many black and POC have



What is Medical Racism?

“Medical racism is prejudice and discrimination in 
medicine and the medical/healthcare system based 
upon perceived race.” 

(Medical Racism, n.d.) 

Presenter Notes
Presentation Notes
Candice

Medical racism is the systemic and institutional biases and prejudices within the medical field that negatively impact the health outcomes of individuals from certain racial and ethnic groups.  

Medical racism can take many forms, including biased medical decision-making, inadequate access to healthcare services, unequal distribution of healthcare resources, and racial and ethnic disparities in health outcomes. 

Medical racism can be intentional or unintentional, but regardless of intent, it can have serious consequences for the health and well-being of individuals and communities affected by it. 

Addressing and dismantling medical racism is essential for achieving health equity and improving overall population health.

https://www.encyclopedia.com/social-sciences/encyclopedias-almanacs-transcripts-and-maps/medical-racism


Disparities

Maternal Mortality

Overall, Black women face a much 
higher risk of dying from pregnancy 
complications than white women, 
with maternal mortality rates of 

41.7 per 100,000 live births 
for Black women, compared with 

13.4 per 100,000 live births 
for white women.

Forced Sterilization

During the 1960s and 1970s, tubal ligation 
became a popular method of 

contraception by all women and federally 
funded family-planning programs subsidized the 
costs. These programs targeted people of color 
excessively and forced sterilization procedures 

on women of color. When women of color 
would go to a health professional for something 

minor, such as having a cyst removed or a 
physical examination, doctors would simply 
perform the sterilization or lie to the patient 

regarding the procedure.

Infant Feeding

Racial and ethnic minority women 
continue to have lower breastfeeding 

rates than white women. For example, Black 
women continue to have the lowest rates of 

breastfeeding initiation (60%) and 
continuation at 6 months (28%) and 

12 months (13%) compared with all other 
racial/ethnic groups in the United States. 

Minority women report many barriers 
to breastfeeding. 

(Everyone Must Address Anti-Black Racism in Healthcare, 2021; Forced Sterilization in the United States, 2021; Forced Sterilization Policies, 2020; 
Racial and Ethnic Disparities in Breastfeeding, 2015)

Presenter Notes
Presentation Notes
CANDICE
How do we know this oppression is real?
We have a lot of evidence that social groups experience a lot of disadvantages in the United States.
Examples include: [onscreen]
These are just a few examples of many.

Forced Sterilization notes:
In North Carolina, which sterilized the third highest number of people in the United States – 7,600 people from 1929 to 1973. In North Carolina, from 1950 to 1966, Black women were sterilized at more than three times the rate of white women and more than 12 times the rate of white men. This pattern reflected the ideas that Black women were not capable of being good parents and poverty should be managed with reproductive constraint.
In the years between 1997 and 2010, unwanted sterilizations were performed on approximately 1,400 women in California prisons. These operations were based on the same rationale of bad parenting and undesirable genes evident in North Carolina in 1964. The doctor performing the sterilizations told a reporter the operations were cost-saving measures. 
All forced sterilization campaigns, regardless of their time or place, have one thing in common. They involve dehumanizing a particular subset of the population deemed less worthy of reproduction and family formation. They merge perceptions of disability with racism, xenophobia and sexism – resulting in the disproportionate sterilization of minority groups.

Infant Feeding Notes:
Social biases and stereotypes create environments in which Black women are more likely to experience poor obstetric interactions. Hypersexualized depictions of Black women throughout society and the media increase their vulnerability in obstetrics as their bodies are objectified and distanced from traditional imagery of motherhood (Carter & Anthony, 2015; Carter et al., 2022; Falu, 2019; Owens et al., 2018). This intensifies the stigma against breastfeeding for Black mothers, increasing their perceptions of disapproval and judgement from others when not entirely private (Owens et al., 2018). 
https://stars.library.ucf.edu/cgi/viewcontent.cgi?article=2299&context=honorstheses 

References:
1. https://inequality.stanford.edu/publications/20-facts-about-us-inequality-everyone-should-know
2. https://www.thetaskforce.org/new-report-reveals-rampant-discrimination-against-transgender-people-by-health-providers-high-hiv-rates-and-widespread-lack-of-access-to-necessary-care-2/
3. https://www.theatlantic.com/business/archive/2015/09/public-school-funding-and-the-role-of-race/408085/
4. https://nlihc.org/explore-issues/why-we-care/problem

https://jamanetwork.com/journals/jama/article-abstract/2783061?guestAccessKey=826cf93c-62af-46ba-a4fc-ab767de193a2&utm_source=For_The_Media&utm_medium=referral&utm_campaign=ftm_links&utm_content=tfl&utm_term=081721
https://lawblogs.uc.edu/ihrlr/2021/05/28/not-just-ice-forced-sterilization-in-the-united-states/#post-276-footnote-ref-22
https://ihpi.umich.edu/news/forced-sterilization-policies-us-targeted-minorities-and-those-disabilities-and-lasted-21st
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4410446/


Examples of Provider Bias: Race/Ethnicity

“Race is not a factor for illness and death, 
but racism, bias, and discrimination 
definitely are.” -Joia Crear-Perry, M.D
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Examples of Provider Bias: Race/Ethnicity Continued

Dr. Crear-Perry challenged her 
colleagues claims that race and 
rejected the notion that race is 
a risk factor for peripartum 
cardiomyopathy.

“There is no known genetic 
connection between skin color 
or melanin concentration and 
biological causes of maternal 
illness or death, even if U.S.
statistics might suggest so.”

Systemic racism, a key risk factor for maternal death and illness | NHLBI, NIH
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https://www.heart.org/en/health-topics/cardiomyopathy/what-is-cardiomyopathy-in-adults/peripartum-cardiomyopathy-ppcm
https://www.heart.org/en/health-topics/cardiomyopathy/what-is-cardiomyopathy-in-adults/peripartum-cardiomyopathy-ppcm
https://www.heart.org/en/health-topics/cardiomyopathy/what-is-cardiomyopathy-in-adults/peripartum-cardiomyopathy-ppcm
https://www.nhlbi.nih.gov/news/2021/systemic-racism-key-risk-factor-maternal-death-and-illness


Examples of Provider Bias: Sexual Orientation

When members of sexual minority groups do seek medical care, many experience 
biased treatment. 

In a 2008 study of Health Professionals Advancing LGBT Equality members, 34% of LGBT 
physicians reported observing discriminatory care of an LGBT patient. 

In another study, 26% of HIV-infected patients reported perceptions of provider 
discrimination. These patients reported discrimination from physicians (54%), nurses 
and other staff (39%), dentists (32%), and case workers or social workers (8%). 

Similarly, many directors of assisted reproductive technology programs reported that 
they would decline to treat a gay couple (48%) or a lesbian couple (17%) who sought 
reproductive services. 

(https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4539817/) 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4539817/


Screening practices and beliefs of assisted reproductive technology (ART) 
programs: Programs' likelihood of turning away hypothetical candidates

Hypothetical candidate Not at all or slightly likely to turn away (%) Very or extremely likely to turn away (%)
The man in the couple has been physically abusive to his 
existing child. 5 81

The woman is HIV +. 26 59
The woman in the couple has severe diabetes, and there is 
approximately a 10% chance that pregnancy would lead to 
her death.

25 55

The man does not have a wife/partner. 37 53
A gay couple wants to use surrogacy, with one of the men 
as the sperm source. 44 48

The woman in the couple is addicted to marijuana. 33 47
The couple is on welfare, and wants to pay for ARTs with 
social security checks. 47 38

The woman does not have a husband/partner. 77 20
Both members of the couple are 43 years old. 77 18
A lesbian couple wants to use donor insemination. 82 17
The woman in the couple has a history of attempted 
suicide. 60 16

Both members of the couple have limited intellectual 
capacity—they cannot do much more than basic reading 
and math.

68 15

The woman in the couple has bipolar disorder. 66 13
The couple says that they want a child to replace their child 
who recently died. 77 9

Both members of the couple are blind from an accident. 91 3
Both members of the couple are Jehovah's witnesses. 99 1
The couple is biracial. 99 5

(https://www.fertstert.org/article/S0015-0282(04)02600-7/fulltext)

Presenter Notes
Presentation Notes
Respondents were presented with various hypothetical scenarios about possible candidates and asked how likely they would be to turn away such a candidate (Table 6). Respondents reported that of the candidates described, they would be most likely to turn away a couple in which the man has been physically abusive to his existing child (81% very or extremely likely to turn away), a woman who is HIV positive (59%), a woman who faces a 10% risk of death from pregnancy because of diabetes (55%), and a single man (53%). Programs reported being least likely, relative to the other scenarios presented, to turn away a biracial couple (.5% very or extremely likely to turn away), Jehovah's witnesses (1%), or a blind couple (3%).

Programs' beliefs
Respondents were asked how much they agree or disagree with several statements regarding their beliefs about screening candidates (Table 4). Overall, responses revealed that the majority of ART program directors agree that everyone has a right to have a child (59%). Yet only 43% agree with the statement that they do not have the right to stop anyone from attempting to conceive, only 44% agree that they do not have the right to decide who is fit to be a parent, and 64% believe in their responsibility to consider a parent's fitness before helping them conceive.



https://www.fertstert.org/article/S0015-0282(04)02600-7/fulltext


Provider Bias Impact on Patients 

During roundtable and in separate interviews with the authors, Black female participants 
recalled times that they did not seek treatment because they knew they would not be 
believed or be treated. 

They reported being more mindful of their behavior—even when in pain—in order to 
avoid being perceived as angry, dangerous, or threatening. They also recounted the 
frustrations of needing to be an informed patient in order to guarantee their care and of 
being branded as difficult patients when advocating for their needs.

Other participants spoke about having to “credential” themselves to get treatment: One 
woman said that during one hospital stay, she had to consistently mention her age and 
Ph.D. to receive help with a bedpan.

(https://www.americanprogress.org/article/improving-health-outcomes-for-black-women-and-girls-with-disabilities/) 

https://www.americanprogress.org/article/improving-health-outcomes-for-black-women-and-girls-with-disabilities/


Key Concepts for Building Structural Competency
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August 2, 2023

“Without proper context, social determinants lose their meaning and 
end up presenting disparities, such as Black women’s high rate of 
maternal mortality, as if they were natural phenomena… We haven’t 
really addressed the underlying root causes of the problem, so it’s easy 
for people to still blame and shame communities of color by using the 
social determinants frame.”

Joia Crear-Perry, M.D., Obstetrician and Gynecologist

From the NIH guidelines: https://www.nhlbi.nih.gov/news/2021/systemic-racism-key-risk-factor-maternal-death-and-illness 

https://www.nhlbi.nih.gov/news/2021/systemic-racism-key-risk-factor-maternal-death-and-illness


Cultural Competency Is Not Enough

01
As we aim to 
address a 
multiracial 
population in our 
field of work, we 
strive to become 
culturally 
competent.

02

We may assume that 
the more knowledge we have 
of multiculturalism, 
the more competence we have.

03

“Cultural competency” can suggest that there 
is categorical knowledge a person could 
attain about a group of people, which can 
lead to stereotyping and bias.

04
We also may treat cultural 
competency as the end product 
rather than a process.

Presenter Notes
Presentation Notes
CANDICE
Salhi et al. contend that cultural competency does not provide the emergency physician with sufficient social and societal context to allow the clinician to see how these factors lead to poor health outcomes. Indeed, they argue that cultural competency may reinforce bias and misconceptions. As a result, there is the potential for trainees to “become frustrated and/or resort to stereotyping, stigmatizing, and blaming patients.”1 The definition of cultural competency is too myopic and does not train residents to see the effect of structural competency (i.e., social determinants of health).
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7011415/

Cultural competence does not incorporate self-awareness since the goal is to learn about the other person’s culture rather than reflection on the provider’s background. Finally cultural competence is about the provider being confident and comfortable when interacting with the ‘other’. The authors conclude that the assumptions taken together create a worldview that culture is a confounding variable that white providers must control when they care for people of different races than themselves (Kumas-Tan et al., 2007). The goal of cultural competence is to produce confident, competent health care providers with a specialized knowledge and skills that can then serve the communities of ethnic or racial minority groups. Other terms such as cultural awareness, cultural knowledge, and cultural sensitivity often are supported by these same assumptions of cultural competence (Table 1).
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3834043/#R31
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“We tend to conflate race with class and assume all the problems are 
due to poor women of color lacking access to care, but Black women at 
all income and educational levels experience bad maternal outcomes… 
And research is showing detrimental effects of some interactions 
between women and their health care providers – the way women feel 
treated due to the assumptions being made about them can hurt.”

Nicole Redmond, M.D., Ph.D., Medical Office, Division of Cardiovascular Sciences, 
National Heart, Lung, and Blood Institute (NHLBI)

From the NIH : https://www.nhlbi.nih.gov/news/2021/systemic-racism-key-risk-factor-maternal-death-and-illness 

https://www.nhlbi.nih.gov/news/2021/systemic-racism-key-risk-factor-maternal-death-and-illness


Structural Competency

Structures

Policies

Economic 
Systems

Social 
Hierarchies 
(e.g., racism)

Poverty/ 
Inequality 

(i.e., housing, 
transportation, 

jobs, education)

Social 
Determinants of 

Health

Health Outcomes 
(i.e., maternal 

mortality, chronic 
conditions)

Health Disparities

Structural Violence: 
refers to a form of violence 
wherein social structures or 
social institutions harm 
people by preventing them 
from meeting their basic 
needs. Examples of structural 
violence include health, 
economic, gender, and racial 
disparities. (Lee, B.X. (2019)). 

Structural Vulnerability: 
The risk that an individual 
experiences as a result of 
structural violence – including 
their location in multiple 
socioeconomic hierarchies. 
Structural vulnerability is not 
caused by, nor can it be 
repaired solely by, individual 
agency or behaviors. 
(Bourgois et al. (2017)).Structural Competency

“Structural determinants of the social determinants of health”

(Adapted from Lee, 2019)

Presenter Notes
Presentation Notes
Structures: 
The policies, economic systems, and other institutions (judicial system, schools, etc.) that have produced and maintain modern social inequities as well as health disparities, often along the lines of social categories such as race, class, gender, sexuality, and ability.

Structural Violence: 
Structural violence refers to a form of violence wherein social structures or social institutions harm people by preventing them from meeting their basic needs. Examples of structural violence include health, economic, gender, and racial disparities.
Lee, B.X. (2019). Structural Violence. In Violence, B.X. Lee (Ed.). https://doi.org/10.1002/9781119240716.ch7 

Structural Vulnerability: 
The risk that an individual experiences as a result of structural violence – including their location in multiple socioeconomic hierarchies. Structural vulnerability is not caused by, nor can it be repaired solely by, individual agency or behaviors.
Source: Bourgois et al. Structural Vulnerability: Operationalizing the Concept to Address Health Disparities in Clinical Care. Acad Med. 2017 Mar; 92(3): 299–307.





http://councilbackup.flywheelsites.com/wp-content/uploads/2019/06/hch19-dei-learning-lab-final.pdf
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https://www.liebertpub.com/doi/10.1089/jwh.2020.8882 

Presenter Notes
Presentation Notes
Recent efforts to identify root causes of maternal health inequity have highlighted how a focus on individuals and their experienced risk factors—clinical, behavioral, and even social determinants—reflect actions of the individual rather than the historical, systemic, structural, and political forces that created them. Developed by Roach in 2016, the Restoring Our Own Through Transformation (ROOTT) theoretical framework elucidates the web of causation between structural and SDOH and wellness (Fig. 1).15 This framework identifies the social determinants of Black maternal health—education, income, neighborhood characteristics, housing, access to care, safety, and food stability—and how their availability to Black families has been dictated by the very structure of American society from the time of slavery.

Structural determinants are those depicted in boxes connected by dashed lines, which in turn shape the distribution of social determinants (those depicted in circles and connected by solid lines). The multiple and interconnected pathways between structural and social determinants lead to increased maternal and infant mortality rates and socially defined inequities in these outcomes. 


https://www.liebertpub.com/doi/10.1089/jwh.2020.8882


What does the structurally competent 
provider look like?

They recognize the social structures 
that can influence and shape clinical 
interactions in the questions they ask 
in the history of present illness, social 

history, and discharge instructions.

They can see the how a patient’s 
environmental “structure” can limit a 

patient’s ability to make favorable 
choices that impact their immediate 

disease state and ultimately their 
overall health.

They do not attribute a patient’s 
condition to racial or social 

stereotypes and stigmas; instead, the 
structurally fluent provider does not 
blame patients and recognizes the 
limiters to health maintenance and 

compliance.

They observe and imagine structural 
intervention. Structural fluency and 
competency becomes the spark that 

motivates the provider to become 
interested in public health, health 
policy, advocacy, and community 
engagement to better serve their 

patients.

They develop structural humility. 
They understand the influences of 
their conscious and unconscious 

biases, they recognize their 
limitations, and “deprioritize 

‘solutions’ in favor of productive, 
active engagement with these issues” 

and cultivate their self-awareness.

27

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7011415/ 

Presenter Notes
Presentation Notes
Structural competency “need not be approached as an additional task or competency that EPs have to undertake, but rather a reorientation of the physician’s role”1 in the clinical encounter with attention to the five elements of structural competency. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7011415/


Developing Structural and Cultural Humility

Structural and cultural humility can be viewed as three 
different factors:

01

Lifelong commitment to 
self-evaluation and 

self-critique

02

Institutional accountability 
and a desire to fix 
power imbalances 

(where none should exist) 

03

Aspiring to develop 
partnerships with people 
and groups who advocate 

for others
(Tervalon & Murray-García, 1998)

Presenter Notes
Presentation Notes
CANDICE
Cultural humility can be viewed as three different factors:
Lifelong commitment to self-evaluation and self-critique. We never arrive at a point where we are done learning. We are constantly relearning competencies and unlearning our biases
A desire to fix power imbalances (where none should exist). When engaging with a multiracial population, we can (at best), assume that every person we meet is the expert on their own life, symptoms, and strengths.
Aspiring to develop partnerships with people and groups who advocate for others. We cannot commit to self-evaluation and fixing power imbalances without advocating for change in the larger communities that we are part of





Power and Role Differentials
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POWER
Our ability to control events 

around us.

POWER OVER
Using influence or control 

over another person to get a 
desired result.

Recognize power 
imbalance

You have
• Knowledge
• Skills
• Access to resources

This power can 
create distance and 

mistrust

Be comfortable 
with not knowing

Be open!

Ask questions 

Be curious

You are an 
“expert”

..BUT you are 
not an expert 
on their life

Source: Culturally Connected. www.culturallyconnected.ca

Presenter Notes
Presentation Notes
We’ve mentioned power several times. But what is it?
One definition of power is our ability to control events around us.
Power Over: Using influence or control over another person to get a desired result.

https://www.culturallyconnected.ca/practice/recognize-the-dynamics-of-power-and-privilege
https://www.culturallyconnected.ca/practice/be-comfortable-with-not-knowing



Action: Explore a Person’s Values and Beliefs
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Where were 
you born?

Gather 
information on 

background

How long have 
you lived here?

What does your 
daily schedule 

look like?

Learn about 
environment

Who helps you 
when you are sick?

How many people 
live in your house?

What do you 
think makes you 

sick?

Explore 
perspectives on 

health

Why do you think 
the problems 

started?

What do you think 
keeps you 
healthy? 

What type of 
treatment do you 
think could help?

Ask views and 
preferences

Is there anything 
that has helped in 

the past?

Determine 
spiritual/ 
religious 
practices

Do you have 
religious or 

spiritual activities 
that are important 

to you?

Presenter Notes
Presentation Notes
Gather information about client’s background
Where were you born?
How long have you lived here?”
Learn about their home environment and social supports.
How many people live in your house?
Who helps you when you are sick?
What does your daily schedule look like?
Explore the client’s perspectives on health and illness.
What do you think keeps you healthy? 
What do you think makes you sick?
Why do you think the problems started?
Ask the person’s views and preferences on healthcare and health supports.
What type of treatment do you think could help?
Is there anything that has helped in the past?
Find out the person’s religious or spiritual practices. 
Do you have religious or spiritual activities that are important to you?


https://www.culturallyconnected.ca/practice/d-i-v-e-r-s-e



Screening for Social Drivers of Health (SDOH)

Inquire 
about physical 
health, mental 
health, and social 
needs.

Explore 
appointment and 
treatment 
adherence and 
troubleshoot 
related barriers.

Consider 
need for support 
to follow through 
with or use 
services and 
resources.

Understand 
readiness for 
change and use 
motivational 
interviewing (MI) 
techniques.

Presenter Notes
Presentation Notes
Why Screen for SDOH?
Social determinants of health (SDOH) — such as income, educational attainment, employment status, and access to food and housing — affect an array of health outcomes. Individuals with unmet social needs are more likely to have difficulties self-managing chronic health conditions, have repeat “no-shows” to medical appointments, and be frequent emergency department users. With this understanding, providers, based on developing structural competency, should focus on strategies to address patients’ unmet social needs. 

Inquire - You’ll need to review their comprehensive assessment and also ask the member about physical medical needs, mental health concerns, and social and basic needs (such as having enough money to eat three meals a day). 

Explore -  you’ll want to ask about appointments and whether they have trouble keeping appointments. If they do have trouble, ask what gets in the way. Wonder outload about what could get in the way – sometimes transportation or childcare can get in the way. 

Consider  - once you have a sense of what the needs are, you’ll want to think about the type of services, supports, resources there are available to meet those needs so you can link the member to them. You’ll also want to consider what type of support the client might need to engage in those services and resources.  Will they be able to make the referral themselves if you give them the contact info, or should you offer to do it together or do it for them.

Understand – it’s important to try and understand the member’s readiness for change. You’ll want to consider whether they are pre-contemplative, contemplative, or ready to take action.  Are they interested in or ambivalent about using the service or support. Maybe they are just warming up to the idea of but not ready to take action. You can ask them on a scale of 1-5 how ready they are to use the support service and if their readiness is low,  ask what would need to happen for them to get to the next higher number (to feel more ready).






Examples of SDOH-Related Screening Tools

• The Accountable Health Communities Health-
Related Social Needs Screening Tool (CMS)

• Social Determinants Screening Tool (AccessHealth 
Spartanburg)

• Self-Sufficiency Outcomes Matrix (OneCare 
Vermont)

• PRAPARE Tool (Redwood Community Health 
Coalition)

• Community Paramedicine Pilot Health Assessment 
(ThedaCare)

• Social Needs Assessment  (Virginia 
Commonwealth University Health System)
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https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://www.chcs.org/media/AccessHealth-Social-Determinant-Screening_102517.pdf
https://www.chcs.org/media/AccessHealth-Social-Determinant-Screening_102517.pdf
https://www.chcs.org/media/OneCare-Vermont-Self-Sufficiency-Outcome-Matrix_102517.pdf
https://www.chcs.org/media/OneCare-Vermont-Self-Sufficiency-Outcome-Matrix_102517.pdf
https://www.chcs.org/media/Redwood-PRAPARE-Questions_102517.pdf
https://www.chcs.org/media/Redwood-PRAPARE-Questions_102517.pdf
https://www.chcs.org/media/ThedaCare-CPP-Assessment_102517.pdf
https://www.chcs.org/media/ThedaCare-CPP-Assessment_102517.pdf
https://www.chcs.org/media/VCU-Health-Social-Needs-Assessment_102517.pdf
https://www.chcs.org/media/VCU-Health-Social-Needs-Assessment_102517.pdf


Collaboration with Community Advisory Boards

Effective implementation of CABs 
 

Provide a safe 
space

Be 
accommodating

Time 
management

Provide incentives 
that are relevant 
to the members

Include culturally- 
and 

developmentally-
appropriate 

activities

Center and 
respect the voices 
of the members
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A Community Advisory Board (CAB) is a collective of 
community members that provides community 
information and assistance to organization 
representatives on how to develop best practices that 
would be effective for the target population.

A CAB charged with discussing needs related to 
preconception care and sexual health would include 
clients that are similar to the population (receiving 
PCC/SH) that is being served by the organization.

A CAB can also be utilized to provide opportunities for 
clients to develop leadership skills as they are trained 
and utilized as peer advocates.



Building Relationships with Peer Advocates

• Reinforcing cultural humility asks providers 
to acknowledge that they may not always 
have the same language or life experiences 
to relate to the persons they support. 

• Incorporating peer advocates with common 
backgrounds can help clients overcome 
cultural barriers that may exist between 
them and case managers/providers/nurses.

• Case managers and peer advocates can work 
very closely to plan and implement 
activities using language and interventions 
that are culturally relevant and culturally 
appropriate.
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Presenter Notes
Presentation Notes
We can (at best), assume that everyone we meet are the expert on his or her own life, symptoms, and strengths.

Image: Microsoft stock image





Building Culturally Responsive Services: 

An Overview of the 
BESAFE Cultural Competency Model
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Building Culturally Responsive Services

 Culture and cultural background in all its diverse representations — 
including values, traditions, and beliefs — are keys in determining a 
person’s journey and unique pathway to receiving the specific care that 
they need.

 Services should be culturally grounded, attuned, sensitive, congruent, and 
competent, as well as personalized to meet an individual’s unique needs.

 Providers should demonstrate interest in, learn about, and acknowledge 
cultural identities, values, connections, experiences, and considerations to 
provide services that align with multiple facets of people’s lives and the 
languages they speak.
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Presenter Notes
Presentation Notes
Culture can influence many of your day-to-day interactions and what is important to your clients.

Family: What is family? Which family member is the dominant personality? How and when should you communicate with family members? Is a family member providing care for the client? How does that affect the home health aide's role?
Communication: What is the proper form of address for the client? For other family members? When is physical contact—such as a handshake or an embrace—acceptable or prohibited? Should eye contact be avoided? When? What do certain gestures mean, and which ones are unacceptable?
Diet: What are the client's food customs? What foods are prohibited?
Time: How is time viewed in their particular culture? When are good or bad times? What are the client's expectations about time?
Space: What are the cultural and/or religious customs regarding personal space and contact? What are the client's preferences regarding communication distance?
Social customs: What dates are important to the client and their family? Why? What is the importance and use of rituals? How does this affect the home health aide's ability to provide care?
Health traditions: What is the meaning of health and illness? How are they defined? By whom? What practices are prohibited?






BE SAFE Cultural Competency Model

 BE SAFE is a framework that uses culturally pluralistic content and 
perspectives based on these six core elements: 
 Barriers to Care

 Ethics

 Sensitivity of the Provider

 Assessment

 Facts

 Encounters
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BE SAFE Elements

 Barriers to Care: Real or perceived gaps to providing quality 
care that are compounded by the relationship that HIV has to 
ethnicity.

 Ethics: A science of the human condition as it applies to the 
morality of beliefs, values, and behavior. The sources of ethics 
include reason, individual experiences, and societal experiences.

 Sensitivity of the Provider: Involves examining one’s 
prejudices and biases toward other cultures, as well as an in-
depth exploration of one’s own cultural background.
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BE SAFE Elements

 Assessment: The ability of the health care professional to 
collect relevant data regarding the patient’s health history and 
present problems in the context of the patient’s cultural 
background.

 Facts: An understanding of the physiology, behavior, and the 
patient’s perception of his or her illness.

 Encounters: Achieving effective encounters with patients from 
ethnically and culturally diverse backgrounds by considering 
factors such as language, cultural norms, and concepts of 
personal space.
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BE SAFE Case Study: Providing Care to 
American Indian and Alaska Native Communities
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Presenter Notes
Presentation Notes
Steps to Implement Best Practice 
• Step One: Become familiar with the structures and leaders of Native communities. Identify those members who have decision-making authority and who are responsible for health services. 
• Step Two: Get involved in community events and listen to local tribal radio stations to become familiar with community culture. Speak to members about their unmet needs. 
• Step Three: Recognize and honor the importance of culture and tradition in health interventions; involve the community in planning and implementing the program or service. 
• Step Four: Be ready to deliver. In other words, show up and be reliable. Native communities have become accustomed to outsiders coming in for a short period of time and then leaving without gaining any benefit from the program. 
• Step Five: Establishing long-lasting relationships and making a strong commitment to the community will contribute to successful services.

Barriers to Care:
Community members may not seek HIV/AIDS related services due to concerns about confidentiality. In rural reservation communities, members know each other and may even be from the same families. 
For a stigmatizing illness such as HIV/AIDS, individuals may not feel comfortable seeking testing or care in their own community where they are likely to know the clinic staff. 
In urban areas, medical providers are rarely part of the community which they serve, which can also create a lack of trust and an additional barrier to care. 

Ethics
Involving community leaders and impacted populations is crucial to developing culturally appropriate services and prevention programs. Interventions that are designed without substantial community input are not likely to succeed. 
Stigma is still an issue in Native communities. Therefore, identifying leaders who are supportive of HIV services can be helpful in overcoming resistance that may exist. 

Sensitivity of the Provider:
Providers should recognize that Native people in the US come from over 500 tribes and are very diverse in terms of culture and tradition, and level of connectedness to their communities. In addition, many Americans view AI/AN in an almost exclusively historical context and hold a romantic view of their culture, with little understanding of contemporary circumstances. 
Avoiding assumptions about culture, such as assuming that a patient observes traditional spiritual practices or holds certain beliefs about health, is encouraged as the experiences of individuals are determined by many factors and vary greatly by individual, tribe and geographic region. 

Assessment:
Modesty is a common value in Native cultures and as such, sensitive questions such as those about sexual or drug using behaviors should not be asked up front. Instead, time should be taken to build rapport and trust with the patient. E.g., the provider may start with introductions and begin the assessment with less-sensitive questions. 
Interactions between a patient and provider of the opposite sex may be uncomfortable for the patient, particularly among older, more traditional individuals. Also, since racial misclassification is an important barrier to collecting accurate data on AI/ANs, patients should be given the opportunity to self-identify their race/ethnicity.

Facts:
As a group, AI/ANs, after Blacks/African-Americans, have the shortest time between diagnosis with HIV/AIDS and death indicating that they are being detected at a later stage of the disease and are not having access to timely treatment, despite recommendations. As with other minority groups, women are a growing proportion of new cases, and injection drug use plays a large role in transmission. 
Native peoples face disparities in nearly every area of health, due to discrimination, poverty and lack of access to services. Intergenerational grief and trauma are the lasting impacts of this history. However, Native communities are also incredibly resilient because of it.

Environment
Effective patient-provider communication requires the establishment of trust and confidentiality, particularly when providing HIV services. Native people tend to view health issues holistically and are quieter and more emotionally reserved. Silence is not necessarily uncomfortable for them, and avoiding eye contact is common. 
Some AI/ANs may not be comfortable answering direct questions about sensitive topics like sexual behavior or drug use and may be uncomfortable being touched without explicit permission. 
In small rural communities, providers should be prepared to provide referrals to testing and treatment services outside of the community, where concerns about inadequate services and confidentiality can be minimized.




BE SAFE Assessment Tools

 BATHE (Stuart & Lieberman, 1993)

 Background, Affect, Trouble, Handling, and Empathy

 ETHNIC (Like, 1997)

 Explanation, Treatment, Healers, Negotiate, Intervention, and Collaboration 

• LEARN (Berlin and Fowkes, 1983)
 Listen, Explain, Acknowledge, Recommend, and Negotiate
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TYPE IN THE CHAT: Have you used any of the following assessment tools 
with clients?



Interactive Breakout Sessions – 15 minutes

Recipients will enter breakout rooms and must choose 
one facilitator to facilitate discussion and one 
reporter for report backs.

A document with the case study and guided 
discussion questions will be made available to 
facilitate information sharing and discussion.

Context: You are to read the scenario from the 
perspective of a clinician.

*CoP Teams and HRSA (Health Resources and 
Services Administration) may be attending breakout 
rooms to observe. 
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This Photo by Unknown Author is licensed under CC BY

Presenter Notes
Presentation Notes
Renee Ross
Facilitator – “All CoP participants will be moved to their preselected breakout group.  Once in the group please select a representative for your group who will provide a 90 second summary to the full group at the end of the breakout session. Each group has a facilitator assigned to the group to guide the conversation.  See you back here in 20 minutes.  Please move everyone to their group now.”
Group Facilitators will be responsible for posting the guided discussion questions (3) and guiding the conversation.  The goal is to hear more of the needs of the group and identify best practices that can be highlighted.


https://socialmediaforlearning.com/2020/10/04/suggestions-to-help-prepare-for-using-online-breakout-rooms-as-learning-activities/
https://creativecommons.org/licenses/by/3.0/


CASE STUDY: Alex and Darlene
Alex is a 30-year-old Hispanic man who was diagnosed with HIV in 2001. His HIV risk group is 
multiple heterosexual partners. Alex and his wife Darlene (HIV-uninfected) have a 4-year-old 
daughter. 

Alex is adherent to his therapy of zidovudine/lamivudine (combined formulation) and 
nevirapine, and he uses condoms regularly. His initial CD4+ cell count was 170/µL and 
plasma HIV RNA level was 3,013 copies/mL. On antiretroviral therapy his CD4+ cell count is 
377/µL and his HIV RNA level is below 75 copies/mL. 

Alex and Darlene have discussed having a second child but have not tried to conceive 
because of HIV transmission concerns. In 2002, Alex and Darlene began asking his physician 
questions about reproductive options. They were given several pamphlets on the topic but 
still had many questions. 

Alex and Darlene are interested in pursuing safe reproductive alternatives that will assure 
mother and child safety, but they have significant financial concerns.

Presenter Notes
Presentation Notes
Breakout Questions:�
What barriers to seeking pre-conception counseling/sexual health care do you see within this scenario? �
High self-reliance, few social supports
Gaps in education, health illiteracy
Limited ability to establish trusting relationships 
Negative experiences when seeking help
Unstable income and/or employment
Minimal self-awareness
Fear of being stigmatized
Socio-economic class 
Other? (Please specify if not listed)�
Is culture involved in this scenario? �
How would you start the conversation and ask the questions in this scenario with respect to the culture/situation? (Consider using any of the assessment tools outlined in the BE SAFE model)�
What can you tell the individual about HIV medications and pregnancy?�
What advice would you give the individual about HIV related stigma?�
Discuss other Cultural Competence issues that may impact retention into care and treatment.



Group Report Backs 

Please provide a 60-second 
summary of the key points 
discussed in your group based on 
the breakout questions.
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Presenter Notes
Presentation Notes
Breakout Questions:
What barriers to seeking pre-conception counseling/sexual health care do you see within this scenario? �
High self-reliance, few social supports
Gaps in education, health illiteracy
Limited ability to establish trusting relationships 
Negative experiences when seeking help
Unstable income and/or employment
Minimal self-awareness
Fear of being stigmatized
Socio-economic class 
Other? (Please specify if not listed)�
Is culture involved in this scenario? 
How would you start the conversation and ask the questions in this scenario with respect to the culture/situation?
What can you tell the individual about HIV medications and pregnancy?
What advice would you give the individual about HIV related stigma?
Discuss other Cultural Competence issues that may impact retention into care and treatment.



Action Steps for Providers to Engage in Culturally 
Responsive Services
 Prioritize openness and curiosity about a person’s culture when 

building a relationship.
 Acknowledge when your personal beliefs conflict with a cultural 

practice of a person you support.
 Identify cultural strengths and supports that can provide support 

during preconception counseling and care.
 Adapt treatment goals related to preconception and sexual 

health counseling/care to reflect the individual’s culture (not 
your personal preferences).
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Final Poll: Call to Action

What is one action step you will use to improve 
your structural and cultural competency to better 
serve clients (who receive PCC/SH) who have a 
different cultural experience than you?
A. Explore my own culture, beliefs, and values
B. Develop awareness of my own biases
C. Assess reasons I may feel uncomfortable with people 

who are different from me
D. Believe that I can help clients who are culturally 

different than me
E. All of the above
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Questions?
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PCC Resources and References
• AETC-NCM Case Studies

 Case studies of provider to patient encounters covering cultural gaps in gender, age, health literacy, trust and other socio-ethnic 
barriers. Cases also cover intra-ethnic variations among women and the need to avoid stereotyping in one's approach to care and 
treatment.

• A Guide to Using the Accountable Health Communities Social Needs Screening Tool: Promising 
Practices and Key Insights
 This document describes the health-related social needs (HRSN) Screening Tool from the Accountable Health Communities (AHC) 

Model and share promising practices for universal screening.

• BESAFE Cultural Competency Model
 Includes all BE SAFE guides.

• Engaging in Culturally Competent Family Planning Counseling
 Includes a scenario utilizing the GATHER and PEARLS  methodologies to communicate with a patient.

• Patient-Centered Contraceptive Counseling
 Contraceptive counseling may be subject to undue influence, such as a counselor's personal biases (implicit or explicit), pressure or 

coercion from a counselor or partner, or even the ideology of the institution at which someone is seeking contraceptive access. This 
study includes recommendations and conclusions regarding the intentional application of a patient-centered reproductive justice 
framework and use of a shared decision-making model.
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https://www.aetcnmc.org/studies/women.html
https://innovation.cms.gov/media/document/ahcm-screeningtool-companion#page=55&zoom=100,0,0
https://innovation.cms.gov/media/document/ahcm-screeningtool-companion#page=55&zoom=100,0,0
https://targethiv.org/library/besafe-cultural-competency-model
https://www.medscape.com/viewarticle/717039
https://www.acog.org/clinical/clinical-guidance/committee-statement/articles/2022/02/patient-centered-contraceptive-counseling


PCC Resources and References
• Provider Bias in Contraceptive Counseling

 This includes examples of provider bias that may show up in contraceptive counseling.

• Racism and Health
 An overview of how systemic racism impacts health outcomes in vulnerable and/or marginalized populations.

• Racism and Health: A Reading List
 A non-exhaustive collection of select research articles and books, both seminal and new, that describes how racism 

affects health and well-being and offers a starting place for further exploration.

• Structural Competency: What Is It, Why Do We Need It, and What Does the Structurally 
Competent Emergency Physician Look Like?
 Salhi et al. introduce the academic emergency medicine (EM) community to the concept of “structural competency” 

and provide compelling rationale for why there is a need to move “Toward Structural Competency in Emergency 
Medical Education.”
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https://www.contemporaryobgyn.net/view/provider-bias-in-contraceptive-counseling
https://www.cdc.gov/minorityhealth/racism-disparities/index.html
https://www.cdc.gov/minorityhealth/racism-disparities/index.html
https://www.aamc.org/news/racism-and-health-reading-list
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7011415/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7011415/


TA Session - Satisfaction Poll
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How satisfied were you with the information presented in this TA Session?
 Very Satisfied
 Satisfied
 Somewhat Satisfied
 Dissatisfied
 Very Dissatisfied

I expect to use the information presented during this TA Session to enhance 
the care provided to women, infants, children, and youth served by our 
organization.

 Strongly Agree
 Agree
 Somewhat Agree
 Disagree
 Strongly Disagree



Continue the Conversation on MS Teams

 Have you joined the DCHAP CoP MS Teams Channel?
 Look for the 5 discussion threads
 Key players in the provision of PCC 
 Cultural competency and PCC
 PCC in a collaborative setting
 Barriers to providing PCC
 Electronic health records and PCC

 Share resources, continue the conversation, ask questions!!

FY 2023 DCHAP Chart Review guidelines will be available to Preconception Counseling CoP participants via a HRSA WICY
MS Teams Channel site.
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Participant Evaluation & Upcoming Events

 Learning Session #3 – 
September 20, 2023

 Curated TA emails –
August 15, November, 
February

 Targeted TA- Fall 2023
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This Photo by Unknown Author is licensed under CC BY-NC

https://www.fiapo.org/fiaporg/upcoming-events/
https://creativecommons.org/licenses/by-nc/3.0/


Upcoming Events

CoP Learning Sessions and Action Periods (tentative dates)

• July through August 2023 – Action Period #1 (PDSA specific activities, data collection and 
analysis)

• September 20, 2023 – Learning Session #3
• October through November 2023 – Action Period #2 (PDSA specific activities, data collection and 

analysis)
• December 20, 2023 – Learning Session #4 – Peer-to-Peer report out/combined summary session
• January 2024 – Action Period #3 (PDSA specific activities, data collection and analysis)
• February 21, 2024 – Learning Session #5 - Final Presentations from each CoP Core Team

Leadership Check-in Calls with the Bizzell Team will be scheduled and occur 
monthly.
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Connect with HRSA

Learn more about our agency at: 
www.HRSA.gov

Sign up for the HRSA eNews

FOLLOW US: 
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Presenter Notes
Presentation Notes
Renee Ross

As a reminder, HRSA is on four social media platforms. We encourage you to follow along and share our content on Twitter, Facebook, LinkedIn and Instagram to stay up-to-date on the latest HRSA news.  Our account/handle on each platform is @HRSA.gov.
 
Additionally, we also encourage you to sign up for HRSA’s e-News, a biweekly email of comprehensive HRSA news, and to sign up for HRSA press releases.  You can also  visit our website www.HRSA.gov for more detailed information about all of our programs. 


http://www.hrsa.gov/
https://public.govdelivery.com/accounts/USHHSHRSA/subscriber/new?qsp=HRSA-subscribe
https://public.govdelivery.com/accounts/USHHSHRSA/subscriber/new?qsp=HRSA-subscribe
https://facebook.com/HRSAgov/
https://twitter.com/hrsagov
https://www.instagram.com/hrsagov/
https://www.linkedin.com/company/us-government-department-of-health-&-human-services-hrsa/
https://www.youtube.com/user/HRSAtube


Thank you for attending!
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