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Racism Runs Through It:
Examining The Sexual And
Reproductive Health Experience Of
Black Women In The South

ABSTRACT Few studies have illustrated how racism influences Black
women’s use of reproductive health care services. This article presents
findings of a collaborative study conducted by a research team and a
reproductive justice organization to understand Black women’s concerns
with sexual and reproductive health services. The qualitative research was
conducted with Black women living in Georgia and North Carolina, using
a community-based participatory research approach. Themes were
developed from participant accounts that highlight how racism, both
structural and individual, influenced their reproductive health care
access, utilization, and experience. Structural racism affected
participants’ finances and led some to forgo care or face barriers to
obtaining care. Individual racism resulted in some women electing to
receive care only from same-race medical providers. These findings
suggest a need for policies and practices that address structural barriers
to reproductive health care access and improve the reproductive health
experience of Black women.

S
tark differences exist in reproductive
health outcomes for Black women
in the US in comparison with other
racial and ethnic groups. Among
women ages 15–44, Black women

have higher rates of unintended pregnancy and
abortion1 and are significantly more likely to
contract a sexually transmitted infection than
theirWhite counterparts.2 Further,Blackwomen
have higher rates of obesity, hypertension, dia-
betes, and cardiovascular disease—conditions
that put them at increased risk for pregnancy
complications.3

In the United States, reproductive health dis-
parities occur and are sustained against a back-
drop of racism. Both structural and individual
racism have been identified as risk factors for
poor maternal health outcomes,4–6 diminished
and coercive contraceptive experiences,6–8 and
delayed reproductive health screenings.9 In

health care, David Williams and colleagues de-
fine structural racism as thedifferential reduction
of access to desired opportunities and resources
due to social structures and policies.10 Individual
racism refers to the experience of differential
treatment directed at individuals by social insti-
tutions and individuals.10

Structural racism has been seen in policies
that segregate Black populations into underre-
sourced neighborhoods, poorly funded schools,
and segmented labor markets. These conditions
have resulted in systematically higher concen-
trations of poverty, unemployment, and lower-
paying jobs and greater dependence on social
services in theBlack community.11–13 Twenty-four
percent of Blackwomenaredependent onTitle X
programs, which provide reproductive health
care services for low-income women,14 and close
to a third of Black women of reproductive age
(15–44) are enrolled in Medicaid.15

doi: 10.1377/hlthaff.2021.01422
HEALTH AFFAIRS 41,
NO. 2 (2022): 195–202
This open access article is
distributed in accordance with the
terms of the Creative Commons
Attribution (CC BY 4.0) license.

Terri-ann Monique
Thompson (tthompson@
ibisreproductivehealth.org),
Ibis Reproductive Health,
Cambridge, Massachusetts.

Yves-Yvette Young, Ibis
Reproductive Health, Oakland,
California.

Tanya M. Bass North Carolina
Central University, Durham,
North Carolina.

Stephanie Baker, Elon
University, Elon, North
Carolina.

Oriaku Njoku, Access
Reproductive Care–Southeast,
Atlanta, Georgia.

Jessica Norwood, The Runway
Project, Mobile, Alabama.

Monica Simpson, SisterSong
Women of Color Reproductive
Justice Collective, Atlanta,
Georgia.

February 2022 41 :2 Health Affairs 195

Women’s Health

Downloaded from HealthAffairs.org on February 13, 2023.
Copyright Project HOPE—The People-to-People Health Foundation, Inc.

For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.



Research has shown that unconscious atti-
tudes andstereotypesheldbyphysicians—a form
of individual racism—have led to disparate treat-
ment and recommendations for Black patients,
suchasdelayed reproductivehealth screenings.16

Furthermore, a history of medical experimenta-
tion, coercion, and mistreatment of Black wom-
en has fueled a mistrust of the medical system—

one that shapesBlack communities’ engagement
and satisfaction with medical care.17,18

The pathways by which structural and individ-
ual racism affect health care are interrelated and
mutually reinforcing. As an illustration, policies
that promote the economic vulnerability ofBlack
communities activate and fuel negative stereo-
types that may further limit community social
services and result in experiences of racial dis-
crimination, both of which are tied to adverse
reproductive health outcomes.19,20

In this article we highlight manifestations of
structural and individual racism in the reproduc-
tive health experience of Black women living
in two restrictive reproductive health policy
environments, Georgia and North Carolina. Our
work adds to the literature by highlighting the
ways in which experiences of racism affect dif-
ferent aspects of reproductive care.

Study Data And Methods
Data Sources Between May 2019 and January
2020 we conducted six focus-group discussions
and twenty-six in-depth interviews with forty-
nine Black women living in Georgia and North
Carolina.
A research team, community team, and re-

search board worked together to design and im-
plement the study. The research team consisted
of researchers at a nonprofit research institu-
tion. The community team consisted of a repro-
ductive justice organization as well as two com-
munity organizations affiliated with the work of
Trust Black Women, a national partnership of
Black women–led organizations and individual
Black women across the US who work to trans-
form how the country views and treats Black
women.21 Finally, the research board served as
a community liaison, consisting of five Black
women who were members of a Trust Black
Women partner organization, community lead-
ers in Georgia or North Carolina, or leaders in
sexual and reproductive health care.
A community-based participatory research

framework22 was used to ensure that the study
was relevant to the communitybeing studied, the
research appropriately designed, and the results
accurately interpretedanddisseminated.Consis-
tent with this approach, the community team,
research team, and research boardwere involved

in every research process. The community team
led recruitment and data collection efforts,
whereas the research team led instrument devel-
opment and data analysis. The research board
reviewed and helped refine the study design
and instruments. In addition, the research board
reviewed study findings and contributed to their
interpretation and framing.
People were eligible for the study if they were

ages 18–49, spoke English, self-identified as
Black or African American, and had lived in
Georgia or North Carolina for at least two
years. Focus-group participants were recruited
in urban and suburban centers via email lists,
social media, health clinics, and other places
where Black women in the community could be
reached. Interested participants were screened
via telephoneby the community team, and if they
were eligible, their oral informed consent was
obtained. A demographic survey was then ad-
ministered to all eligible participants, who were
then assigned to a focus group. Focus-group par-
ticipantswith rich storieswere invited to provide
more details on their experiences in an in-depth
interview. Interviews were conducted until we
reached our target sample size (N = 25).
To ensure consistency across study sites, we

used semistructured focus-group discussion and
in-depth interview guides. The focus-group dis-
cussion guide covered sex education, pregnancy,
family life, and preventive care. Topics were se-
lected on the basis of extant literature and dis-
cussions with the research board. The interview
guide covered sexual and reproductive health
experiences and communication within social
networks. These topics were selected to gain a
deeper understanding of the sexual and repro-
ductive health decision-making process. Facili-
tators and interviewers introduced preselected
subtopic categories; however, participants could
raise other topics. Descriptions of racism
emerged without prompt.
Participants often discussed topics in terms of

“women’s” health care. Although we use the
language of the participants, we recognize that
men, nonbinary people, and transgender people
also use many of these services.
Analysis Focus-group discussions and in-

depth interviews were digitally recorded and
transcribed verbatim by a third-party profes-
sional transcription company. Transcripts were
thematically analyzed using the Framework
Method.23 We developed separate codebooks for
the focus-group discussions and the in-depth
interviews, each using the relevant instrument
as a framework. Initial codes were based on
broad topics covered in the focus groups and
interviews and on evidence from the literature.
Twomembers of the research team independent-
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ly coded one focus-group transcript, and two
members individually coded two interview tran-
scripts. The research team met to reconcile code
disparities and to collaboratively identify and
define subcodes based on common themes with-
in each topic. Codebooks were finalized based
on consensus and were subsequently applied
to the remaining focus-group and interview
transcripts. Using definitions of racism from
Williams and colleagues,10 excerpts coded as rac-
ism fromfocus-groupdiscussionsand interviews
were grouped into three categories: structural
racism, cultural racism, and individual racism.
The research teammet regularly to discuss emer-
gent themes, subcategories, discrepancies, and
any changes needed to the codebook or defi-
nitions.
All study participants received $50 for partici-

pating in a focus group and an additional $25 for
completing an in-depth interview.One interview
was excludedbecause of previous exclusion from
another study based on concerns about data in-
tegrity. All study procedures were approved by
an independent Institutional Review Board, the
Allendale Investigational Review Board.

Limitations Although generalization was not
a goal, important perspectives are likely missing
fromBlackwomen living in rural areas. The larg-
er numberof focus groups inGeorgia (four, com-
paredwith two inNorthCarolina)means that the
perspectives of Georgia residents may be over-
represented in our study. Finally, the experienc-
es of trans, nonbinary, and gender-expansive

Black people are missing. These populations
may experience racism in additional or different
ways not captured in this study.

Study Results
Participant Characteristics Community
partners conducted four focus-group discus-
sions in Georgia and two inNorth Carolina, each
with eight to twelve participants. Three focus-
group discussions were conducted with mixed-
aged adults (ages 18–49), two with adults who
were younger (ages 18–24), and one with adults
who were older (ages 25–49). In addition, twen-
ty-five women—fourteen in Georgia and eleven
in North Carolina—completed an in-depth inter-
view.Onaverage, focus-groupdiscussions lasted
122 minutes, whereas in-depth interviews aver-
aged 48minutes. Themedian age of participants
was twenty-seven, but participants ranged in age
from eighteen to forty-seven. Most participants
were employed, and a majority had employer-
based, school, or private insurance. Approxi-
mately 45 percent and 70 percent of Georgia
and North Carolina participants, respectively,
reported that they had ever been pregnant
(exhibit 1).
Findings Experiences of racism were evident

across the sexual and reproductive health life-
span and across a range of reproductive health
services: abortion, contraception, prenatal care,
maternal care, and preventive care. Older partic-
ipants, who had more sexual and reproductive

Exhibit 1

Characteristics of participants in the Trust Black Women Listen To Us About Our Reproductive Lives study, by state,
May 2019–January 2020

Georgia (n = 29) North Carolina (n = 20)

Characteristics Number Percent Number Percent
Education
High school, associate's degree, trade, other 9 31 8 40
Bachelor’s degree 12 41 8 40
Graduate school or higher 8 28 1 5

Employment
Full time 16 55 12 60
Part time 10 34 5 25
Unemployed 3 10 2 10

Insurance type
Public or other 10 34 6 30
Employer, school, or private 16 55 7 35
No insurance 0 0 4 20

Reproductive health history
Ever pregnant 13 45 14 70
Never pregnant 16 55 3 15

SOURCE Authors’ analysis based on data from the study Trust Black Women Listen To Us About Our Reproductive Lives. NOTES Column
categories might not total to 100 percent because of missing values or rounding error. The median age in both groups was 27; the range
was 18–47 in Georgia and 18–45 in North Carolina.
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health experience, described more racist experi-
ences than younger participants.
Participants discussed structural and individ-

ual experiences of racism and how these experi-
ences affected aspects of their reproductive
health care. Three types of impact were de-
scribed: on access to care (the ability to obtain
timely health care services), use of care (the
quantification or use of the health care service),
and experience of care (interactions with the
health care system). Quotations are identified
by state, whether they were recorded during a
focus-group discussion or an in-depth interview,
and age or age group.
Structural Racism
▸ ACCESS: Access to reproductive health care

services was facilitated by residential location
as well as income. Black women living in pre-
dominantly Black neighborhoods or low-income
areas shared that reproductive health care facili-
ties were often located outside of their commu-
nities and required having a car or othermode of
transportation, which for some meant an addi-
tional cost.
Low income and its connection with lack or

type of insurance coverage and resulting impact
on reproductive health access was a prominent
theme. Participants who were insured through
Medicaid said that copayment for services
proved to be an insurmountable financial barrier
and resulted in delaying or forgoing care. Limit-
ed finances also led women to prioritize health
care for their dependents rather than them-
selves.
“Prevention is expensive. I mean…not pre-

venting ismore expensive. But you knowpreven-
tative care just seems like a luxury when you
don’t have any money, because it’s like you
know, I can put that off for six months, because
you know that copay might be like $35, $50”
(Georgia, focus-group discussion, mixed age
group).
Further, noncoverage of a reproductive health

service or limited offerings of reproductive
health products made access financially and
emotionally burdensome and diminished the
participants’ feelings of reproductive autonomy.
During the focus-group discussions, partici-
pants raised, without prompt, concerns about
the lack of coverage of abortion care within their
states. They shared the sentiment that every
woman should be “able to make their own deci-
sion” and that every person should “have a right
to health care and to be able to take care of
himself.”
“But it’s also like two-sided. It’s like ‘I don’t

support you getting this abortion, but I’m also
not going to support you in any other health
benefit for you to be able [to] safely carry a preg-

nancy if you choose to. And also, I’mnot going to
supply you with a job that supports parenting’”
(Georgia, focus-group discussion, mixed age
group).
▸ UTILIZATION: Beyond getting to care, struc-

tural racism influenced participants’ use of re-
productive health care services via limitations on
the scope of services covered or offered free.
Participants who had insurance described both
feeling lessworried about using services because
they were covered and having more consistent
use of reproductive health services. However,
changes in life circumstances that caused a shift
in insurance type (for example, moving from
private insurance to Medicaid) disrupted repro-
ductive health care use.
“Once I let the Blue Cross Blue Shield go,

[Medicaid family planning services] no longer
provided me with certain services such as…the
Pap smear and things like that. It was a lot dif-
ferent. They can only check for [sexually trans-
mitted infections]” (North Carolina, in-depth
interview, age 24).
Participants who did not have insurance still

used reproductive health services but reported
that they either had to pay out of pocket or find
workarounds, in the formof facilities with a slid-
ing scale or facilities that offered free services
such as mammograms.
▸ EXPERIENCE: Structural racism starkly

influenced the perceived quality of reproductive
health care experiences. Black women observed
that the combination of being Black and receiv-
ing public assistance or having no insurance
coverage had a compound negative effect on
their reproductive health experience. Health fa-
cilities in theBlack communityweredescribed as
facilities that primarily served a high proportion
of people receiving public assistance or with no
insurance. Further, participants remarked that
these same facilities provided lower-quality care
in comparison with more expensive hospitals or
facilities. One participant reflected that she was
advised by a physician to avoid a specific hospi-
tal, which served primarily government-assisted

Structural racism
starkly influenced the
perceived quality of
reproductive health
care experiences.
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populations, unless she had no insurance,
whereas another reflected on how much better
her pregnancy care was in the “White” hospital.
“If you go a little bit further up the street,

you’ve got the White hospital and they are amaz-
ing. Like I’ve been to both and because I’m preg-
nant, they—they checkmeout, getme in andout.
My services are ten times better. So, I think it’s
just more about the location and honestly the
color of your skin and…what type of insurance
you have” (Georgia, focus-group discussion,
mixed age group).

Individual Racism
▸ ACCESS AND UTILIZATION: Participants did

not describe experiences of individual racism
affecting their ability to obtain timely health
care. However, participants did report that indi-
vidual racism, as manifested through inter-
actions with health care providers, negatively
affected their use of reproductive health care
services. To improve their reproductive health
outcomes, participants relied on their support
networks, found alternatives to hospital care,
and prioritized finding and using race-concor-
dant care. Medical professionals’ disbelief or
dismissal of a reproductive concern resulted in
participants having to engage multiple times
with medical services to receive a diagnosis or
care for a persistent issue. This engagement was
described as labor-intensive, requiring a high
level of self-direction, and costly.
The use of medical services for birthing was

frequently described as “traumatic” or “horri-
ble.” Participants recounted that their birthing
support systems (partners, doulas, and so on)
either were ignored or were the primary reason
that they eventually received care. As one partic-
ipant seeking delivery care described: “When I
went [to the hospital], they were initially trying
to turn me away. I’m like, ‘No, something’s
wrong. I’m past due anyway.’ It wasn’t until…
mymommade them hookme up to a babymoni-
tor, and then that’s when they saw…her heart-

beat was dropping, and they were like, ‘Oh.Well,
we don’t know why this is happening.We’re go-
ing to go ahead and get you in the hospital.’…If
it wasn’t for my mom being there—‘We’re not
leaving. Check her out. Do more.’—I feel I prob-
ably would’ve had a way worse delivery” (North
Carolina, in-depth interview, age 28).
Stories of trauma during delivery as well as

poor infant and maternal health outcomes
among Black women also affected participants
who had never been pregnant but who were,
nonetheless, aware of these stories. One young
woman described a fear of getting pregnant
because of a seemingly pervasive disregard for
pregnant Black women within the medical sys-
tem. To mitigate individual racism experienced
during birthing, participants reported that they
sought out or recommended that others have a
home birth with a midwife and doula instead of
delivering at a hospital.Women also sought care
at smaller medical care facilities and visitedmul-
tiple reproductivehealth careproviders in search
of one that would provide good-quality care.
Individual racism also affected reproductive

health care use by undermining the patient-
doctor relationship. Some participants reported
no longer asking questions during their visit or
avoiding care altogether becausemedical profes-
sionals did not believe or dismissed their health
concern. As one participant explained: “So, one
time I had gone to the hospital because I was like
overt bleeding, like really, really hard, and I
shouldn’t have been. …I feel like nothing hap-
pened. Like, I feel like I got an $800 bill to be
looked at, asked if I was assaulted, repeatedly
have to tell people I wasn’t assaulted, and then
be like, ‘Oh, OK, go home.’And after that I really
just stopped going to the doctor altogether be-
cause I felt like I didn’t get any kind of help at all.
So, I’ve wanted to go to the doctor around this
fertility thing for a while. …I’ve wanted to go to
the doctor aroundmy [premenstrual syndrome]
symptoms for a while, [but] I’m just not sure
that I would even get any kind of help” (North
Carolina, in-depth interview, age 23).
Many participants believed that increasing the

presence and prevalence of Black medical pro-
fessionals or having amore diversemedical staff
could reduce individual racism within the medi-
cal system. Black medical professionals were
seen as more trustworthy, more knowledgeable
of Black women’s circumstances and reproduc-
tive health concerns, more empathic, and more
apt to provide comprehensive health informa-
tion. As such, many participants elected to re-
ceive care only from Black medical providers.
“I want to find a clinic where there are like

Black people who work there, where I don’t have
to advocate for myself in that way. I shouldn’t

Individual racism
affected reproductive
health care use by
undermining the
patient-doctor
relationship.
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have had to. I don’t need to. I’m here. Give me
what I need to go” (Georgia, focus-group discus-
sion, older age group).
To find a Black doctor, many went through

social media support groups, talked with others
in their network, or did extensive research
online.
▸ EXPERIENCE: Although structural racism

influenced the perceived quality of health care
facilities available to Black women, individual
racism negatively affected the quality of individ-
ual experienceswithhealth careproviders.Many
participants said that they and other Black wom-
en did not receive information on the reproduc-
tive health conditions most relevant to their
lives, their experiences of pain were ignored,
few resources supporting delivery or care post-
delivery were offered, and they had a feeling
that Black women received a disproportionate
amount of reproductive care from trainees rath-
er than attending physicians.
Finally, when discussing their experiences

with medical professionals, Black women in
our study described providers as unconcerned
or dismissive. Common phrases attached to
contraceptive services, abortion, delivery, and
well-woman care were lack of empathy, lack of
rapport, hard-to-understand terminology, insuf-
ficient health information, loss of autonomy,
and feeling undervalued or unwelcomed within
the facilities. For some participants, stereotypes
about Black women as single mothers and as-
sumptions of domestic violence and drug use
were also features of their interactionswithmed-
ical professionals. These stereotypes left partic-
ipants feeling demoralized.
“To be sitting in a room and a nurse insinuates

that the father of your child is not the father of
your child, [they’re] out of place. [They’re] dis-
respectful.…And it was like, why even be in this
space?” (North Carolina, in-depth interview,
age 28).

Discussion
Findings fromour study add to the growing body
of literature on racism and its impact on health
andwell-being.6,19,24–26 Structural racism, asman-
ifested through residence, income, and insur-
ance status, influenced access, utilization, and
the reproductive health experience of Black
women. Prior research has shown that distance
from health care, limited or lack of insurance
coverage, and having a low income affects health
by reducing a person’s ability to seek timely,
needed, or continuous reproductive health
services.27

Individual racism, as evidenced in the activa-
tion of stereotypes in patient-provider inter-

actions and negative reproductive health care
experiences, influenced threemeasuresofhealth
care quality: person-centered care, patient safe-
ty, and effective treatment. Person-centered care
includes respect for patients’ preferences, re-
sponsiveness topatients’needs, and compassion
and empathy.28 Often, these attributes were
missing from participants’ recounting of their
reproductive health care experiences. A person-
centered care approach has been shown to im-
prove patient health and health care28 and may
be bolstered through the provision of cultural
competency training, provider understanding
of how clinicians tend to perceive and treat
patients of different races and ethnicities, and
having racial and ethnic concordance between
patient and provider.18,28–30 Our findings comple-
ment this evidence by showing that some Black
women sought out same-race doctors to increase
their chances of having a more patient-centered
health care experience. Patients reported that
clinicians did not listen to reports of pain and
illness, resulting in missed and misdiagnoses
and lack of treatment. In some cases, this placed
the woman’s safety at risk.31 This was especially
evident in birthing narratives. Reduced repro-
ductive health care quality has implications
not only for Black women’s reproductive well-
being but also for their financial well-being—
for example, some participants elected to deliver
in nonhospital settings or identify Black pro-
viders (care that may be out of network or far
fromhome), andothershad to seek caremultiple
times for the same condition.
Importantly, Black women in this study lived

in restrictive reproductive health care environ-
ments. In Georgia and North Carolina, public
insurance coverage of abortion care is permissi-
ble only under limited conditions;32 31 percent of
all women of reproductive age “lack reasonable
access in their county to a health center that
offers the full range of contraceptivemethods”;33

and 26 percent and 50 percent of counties in
North Carolina and Georgia, respectively, were
without an obstetrician-gynecologist in 2018.34,35

Because Black and Brown communities tend to
be overrepresented in Medicaid, public school
systems, and public programs offering access
to reproductive health services, the experience
of structural racism may be more salient for
Black women living in these states compared
with Black women living in other states.
Addressing racism and its impact on Black

women’s reproductive health care access, utili-
zation, and experience necessitates policy ac-
tions at the state government level and within
the health care system.

Women’s Health

200 Health Affairs February 2022 41 :2
Downloaded from HealthAffairs.org on February 13, 2023.

Copyright Project HOPE—The People-to-People Health Foundation, Inc.
For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.



Policy Actions
In our study, restrictions on public insurance
coverage of reproductive health services affected
access to and use of services and disrupted con-
tinuity of care. Policies that improve access to
reproductive health care would enhance out-
comes for this population. These policies include
expanding federally funded Medicaid coverage;
removing restrictive regulations such as the do-
mestic gag rule36 from federal programs that
fund reproductive health care such as Title X;
and enacting policies such as the Equal Access
to Abortion Coverage in health Insurance
(EACH) Act,37 which would require coverage of
abortion for people receiving health coverage or
care through federal programs and plans.
Our study supports other findings showing

that underinvestment in health care provided
in predominantly Black neighborhoods limits
access to timely and high-quality reproductive
health care. Brittany Chambers and colleagues
found that Black women who lived in poor Black
neighborhoods were more likely to experience
racial discrimination in multiple domains and
were at increased risk for preterm birth or infant
death than thosewho lived inhigher-incomeand
more-privileged-race neighborhoods.19 These
findings, combined with ours, call for greater
investments inhospitals that receive supplemen-
tal payments for providing care to uninsured
people as well as expanded reimbursement for
doulas andmidwives, who have a track record of

improving maternal health outcomes among
low-income women and women of color.38

Finally, our study supports findings that phy-
sician-patient racial concordance benefits repro-
ductive health outcomes.29 In our study, partic-
ipants sought out same-race physicians because
they believed that their experience and health
outcomes would be better. Prior research has
shown that a racially and ethnically diverse
health workforce can promote better health care
access and use among underserved popula-
tions.28 To increase the number of underrepre-
sented minorities in health care professions and
maintain that presence over time, funding for
federal programs dedicated to underrepresented
minority participation should be mandated.37

Conclusion
Our exploration of Black women’s reproduc-
tive health concerns in two southern states
highlighted racism as a feature of the Black re-
productive health experience, affecting access
to, useof, andexperiencewith reproductive care.
Policies that reduce structural barriers to repro-
ductive health coverage and service availability
and that provide resources for more culturally
competent carewill help improve the experience
of Black women seeking reproductive health
services and may ultimately improve health
outcomes. ▪
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