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>> The webinar will begin shortly.  Please remain on the 

line.

(silence)

>> The webinar will begin shortly.  Please remain on the 

line.

(silence)

>> The webinar will begin shortly.  Please remain on the 

line.

(silence)



>> The broadcast is now starting.  All attendees are in 

listen-only mode

   >> MODERATOR:  Hello, everyone.  Welcome to today's 

webinar on the The Uncomfortable Conversation on Slavery, Sex, 

and HIV Presented by Lisa Connors., it's great that you can 

join us today.  My name is Sam, I'm the trainer for NAADAC, 

I'll be the organizer of today's event.  This online train 

something produced by NAADAC, the association of addiction 

professionals and closed caption something provided by Caption 

Access and please check your most recent email for the link to 

use closed captioning.

You can find information about this webinar and many 

others by going to www.NAADAC.org/webinars.  This is the 

permanent homepage for the webinar series so make sure to 

bookmark it.

Every NAADAC webinar has its own web page that houses 

everything you need to know about that particular webinar.  You 

can choose from our list of recorded on-demand webinars, 

register for it, watch the recording after the live event, take 

the quiz and make a payment if you are not a NAADAC member.

You must be registered for any webinar, live or recorded, 

in order to receive a certificate.  Go To Webinar also provides 

us with a time-tracking tool that verifies that those who pass 

the CE quiz not only be registered but they also watched the 

entire webinar.  We are obligated to do this by the 

organizations that approve or train for continuing education, 

so you can download the PowerPoint slides, of course, but 

looking at the slides alone does not qualify one for receiving 

a certificate.

To access material from this webinar, the web address is, 



as you'll see at the top of the screen, www.NAADAC.org/

slavery-sex-HIV-webinar.  You can go to this page in the future 

when you need information to this webinar.

Can you also get to this page from the website, clicking 

on Education, then Webinars and scrolling down to the current 

time period of this webinar and you'll see everything that you 

need there.  Also, our on-demand recorded webinars are archived 

for your convenience.

This webinar is approved for two CE credits and our 

website contains a full list of accepting boards and 

organizations.  As you know, it's free to watch this webinar, 

but if you want a CE Certificate, it will be emailed to you if 

you take the following four steps.  Number one, watch and 

listen to this entire webinar.  Again, we verify this using a 

time-tracking tool, and a few spread-out polling activities.

Number two, pass the online quiz, which will be posted at 

the website you see on this slide later this evening, or by 

tomorrow morning at the latest.

If applicable, submit payment for the CE Certificate or 

join NAADAC, the fee is $25 for two CEs for non-members.  A 

link to download the certificate will be emailed to you within 

21 days of successfully completing the quiz.

Today we are using Go To Webinar and here are some 

important instructions.  You have entered into what's called 

Listen-only mode.  This means your mic is automatically muted 

to prevent any disruptive background noise.

If you have trouble hearing the presenter for any reason, 

I recommend switching to a telephone line as some Internet 

connections are not strong enough to handle webinars.  If you 

have in he questions for the presenter, just type them into the 



question's box of the Go To Webinar Control Panel, that looks 

just like the one you see here on my slide, and we'll gather 

questions and if time permits I'll pose questions to the 

presenter.  Otherwise, we will get the answers from the 

presenter and pose the questions and answers on our website.  

Of course, this only applies to live presentations.  If you are 

watching the recorded version, there are no means of posing 

questions.  Instead, you have access to the questions and 

answers from the live presentation.

Now, let me tell you about today's very skilled 

presenter.  Lisa Connors is a college professor at Ann Arundel 

Community College, licensed Bachelor's social work, counselor 

and doctoral candidate pursuing doctoral of philosophy degree 

in psychology.

Lisa's experience has primarily been in the area of HIV 

and AIDS prevention, sexually transmitted infection, substance 

use disorders, grief and loss, death, and sexual and domestic 

violence, post-abortion, trauma issues, social justice, 

cultural diversity and racial reconciliation.  In addition, she 

has knowledge and experience working -- and we are happy to 

have this very wonderful professional.

Lisa, if you're ready, I'll hand this over to you.

   >> LISA CONNORS:  Yes, yes I'm ready.  Thank you.  I 

really appreciate that introduction.  Good afternoon, everyone.  

I'm so glad that you could attend this webinar today.  It's up 

with that's very, very dear to my heart and so we're going to 

move forward and we're going to talk a little bit about 

slavery, sex, is and HIV, which is a topic that many of us do 

not talk about.  It's very taboo as it relates to sex, and so 

we're going to talk about a couple of things, and if we do have 



have time as Sampson indicated I will allow time for questions.

The learning objective is as you can see, we're going to 

discuss how history have played a role in the victimization of 

African American women, how it's present today and relationship 

between slavery, racism, sex, and HIV are interconnected.

We're also going to discuss the varying myths, 

stereotype, generalizations, and microaggressions made by 

society regarding African American women's sexuality and then 

we'll discuss how prevention and treatment conversations can be 

addressed in an addiction counseling setting.

So my opening statement, I'm sorry, I went too fast.  My 

opening statement says, "We all fear what we do not 

understand," and a lot of times we fear HIV, we fear persons 

living with HIV because we don't always understand everything 

that goes on when a person is living with HIV and sometimes the 

myths are still there as it relates to HIV, you know, how you 

get it, you know, how it can be transmitted, all of those 

varying things.  So I like to start my presentations with, "We 

all fear what we do not understand."

So today we're going to have a little bit of 

understanding.  I want to start with ininspirational slide.  

You see the strong black woman, I'm going to read something, 

the author is unknown, but hopefully it will begin to spark 

something in you as it relates to doing the work and moving 

forward with addressing issues pertaining to HIV.

While struggling with the reality of being a human 

instead of a myth, the strong black woman passed away.  Medical 

sources say she died of natural causes, but those who knew her 

know she died from being silent when she should have been 

screaming, smiling when she should have been raging from being 



sick and not wanting anyone to know because her pain might 

inconvenience them.  She died from a overdose of other people 

clinging to her when she didn't even have energy for herself.  

She died from loving men who didn't love themselves and could 

only offer her a crippled reflection.  She died from raising 

children alone, she died from the lies her grandmother told her 

mother and her mother told her about life, men, and racism.  

She died from being sexually abused as a child and having to 

take that truth everywhere she went every day of her life, 

exchanging the humiliation for guilt and back again.

She died from being responsible because she was the last 

rung on the ladder and no one under her she could dump on.  The 

strong woman is dead.  She died from being dragged down and set 

upon by her unevolved women posing as sisters and friends.  She 

died from tolerating Mr. pitful just to have a man around the 

house.  She died from lies of omission because she didn't want 

to bring the black man down.  She died from myths that would 

not allow her to show weakness without being chastisedded by 

the lazy and the hazy.

She died from never being enough of what men wanted or 

being too much for the men she wanted.  She died from being too 

black and died again for not being black enough.  She died from 

being misinformed about her mind, her body, and the extent of 

her own capabilities.  She died from knees pressed too close 

together because respect was never part of the foreplay that 

was being shoved at her.

Sometimes she was stumped to death by racism and sexism, 

executed by high-tech ignorance while she carried the family in 

her belly.  The community on her head, and the race on her 

back.  The strong black woman is dead, or is she?



So I wanted to start with that to prick your mind and 

prick your heart as we move forward with this presentation 

today, so we now have our first polling question.  When T-cells 

get below this level a person can be diagnosed with AIDS?

So you have an opportunity to select the correct 

question.

   >> MODERATOR:  Thanks, Lisa.  This is Sampson popping 

up, an interactive poll, you can select one of the options 

we'll give you 10 or 20 more seconds, and thank you for 

interacting with our poll.

Excellent, we're less than 30 seconds in and it looks 

like almost 80% of our audience has responded, and in just a 

moment I'll be closing the poll and then I will share the 

responses and Lisa will see them on her screen and we will all 

see them on our screen and then she'll speak to those 

responses.

All right, everyone.  Thank you for participating in this 

poll.  We're going to share the results on the screen, and 

Lisa, you should see them there, and I'll leave them on the 

screen for just a couple of seconds and let our presenter 

continue her presentation.

   >> LISA CONNORS:  All right, so I see that 39% is 200 

and the answer is 200.  Definitely when a person's T-cells drop 

below 200, then they can be diagnosed with AIDS.  The one thing 

about it is once a person has a diagnosis of AIDS, they 

continue to have a diagnosis of AIDS even if their T-cell count 

goes up above 200, so definitely 200 is the correct answer.

All righty.  So, we want to dispel myths on modes of 

transmission.  I always dispel myths at the beginning of any 

presentation that I do as it relates to HIV because ignorance 



is, is bliss, and a lot of times not saying that anybody on the 

phone is ignorant, but a lot of times the things that we say 

and things that we assume are not always correct, so I want to 

begin by dispelling some of the myths.

So definitely modes of transmission is definitely 

blood-to-blood contact, unprotected vaginal, anal or oral sex.  

I remember when I started in the field, many, many years ago, 

20 years ago at one point in time, unprotected anal and vaginal 

sex was the only way that HIV could be transmitted, and then as 

I was working for an organization, I was a senior health 

educator and I was working for this particular organization and 

I remember the day we got news from CDC that they had detected 

that some people were getting infected from unprotected oral 

sex, so as of today, unprotected anal, vaginal or oral sex is 

definitely modes of transmission.  Definitely sharing dirty 

needles through intravenous drug use, tatooing and body 

piercing, and mother-to-child transmission, perinatal 

transmission through pregnancy, birth, and breastfeeding and I 

used to run and it was one of the things we were intentional 

about as it relates to patients, some wanted to get pregnant, 

some were pregnant and some women wanted to breastfeed, so we 

had to do a lot of education, counseling as it related to those 

particular things so that we wanted to ensure that one mom was 

being taken care of, baby was being taken care of and no 

mother-to-child transmission, so those are modes of 

transmission.

So our next slide, I definitely want to talk about this 

as well.  HIV cannot be transmitted by hugging, closed-mouth 

kissing, holding hands and sharing utensils, food, or drinking 

glasses.  The whole issue of stigma as it relates to HIV, and 



we'll talk more as we get further into the presentation, is 

that many, many years ago, I knew a person who was HIV positive 

and he would go visit his family, and his family would always 

say to them, well here is our plate, here is your fork and your 

cup.  So they always had Styrofoam plates and cups and plastic 

cuttlery because they didn't want them to use their plates or 

cups or utensils used by the family, so his stuff was always 

Styrofoam or some type of paperplate.

But again, at the end of the day, sharing utensils or 

eating hyped someone or sharing with someone, HIV cannot be 

transmitted that way.  Body fluids, sweat, saliva, sweat, 

tears, urine, vomit, feces.  What about tongue kissing or open 

mouth kissing?  Again, it takes tons and tons of saliva to 

transmit HIV, so again we're trying to dispel the myth.  

Shaking hands, touching doorknobs or siting on toilet seats, 

you cannot, the most is through the cracks, but at the end of 

the day HIV cannot be transmitted by toilet seats.

Mosquitoes, insect bites or pets, back in the day so many 

years ago people thought well so okay if a mosquito bites 

someone who is HIV positive and then bites me, can I get it?  

Definitely not.  Not by mosquito bite, no other insect bite or 

by pets.

Swimming pools, definitely not, air or water.  If it was 

air or water, then all of us would be living with HIV.  HIV is 

a blood-borne pathogen and it has to be in exchange of blood 

and definitely not in the air and it's definitely not in our 

water.  You definitely can get hepatitis A from contaminated 

water but definitely not HIV.

So this is our second polling question.  It says 1 in 7 

individuals do not know their HIV status.



   >> MODERATOR:  All right, everyone, this is Sampson 

again, you'll see it pop up on the screen, an interactive poll 

with an interactive option, 1 in 7 individuals do not know 

their HIV status, we'll give you 10 or 15 seconds to answer 

this one.

Great!  Wow, we hit 80% again.  You guys have a quick 

trigger finger.  I'll go ahead and share the results and turn 

it back over to the presenter.

   >> LISA CONNORS:  Yes, 93% true, 1 in 7 individuals do 

not know their HIV status.  As I was discussing previously, I 

was a senior health educator, I worked for a nonprofit 

organization, an organization that got a lot of money from CDC, 

we did a lot of outreach, interventions, testing, we would go 

to metros and give out condoms, test people in the office, do 

mobile testing, and the issue is, is that a lot of people do 

not know their HIV status.  It's not the point of people just 

living healthy with HIV.  Many individuals do not know their 

HIV status.

I had one young lady tell me that her brother indicated 

that he would never want to know if he was HIV positive.  If he 

was, he would just die with it because he did not want to know 

which is very disheartening because if you're engaging in 

unprotected sex or sharing drugs, you know, with one another 

through needles or through your works, then it's very important 

to know your HIV status because at the end of the day you're 

trying to protect other people that you love, and so if anyone, 

or if your clients or anyone has engaged in unprotected sex and 

they've never gotten tested, it's really very important to get 

tested because that is how we're going to stop the spread of 

HIV.  So definitely true.



Here is the third polling question.  African American 

women are at greater risk for HIV than white women?

   >> MODERATOR:  All right.  Same as before, this is a 

true or false question, and you will see it pop up on your 

screen now.  We'll give you about 10 or 15 seconds to respond.

Excellent, everyone, thank you for your participation, we 

have 83% responding.  I'll go ahead and close the poll now and 

share the results and turn it back over to the presenter.

   >> LISA CONNORS:  Yes, it's true.  Unfortunately, 

African American women are at greater risk for HIV than white 

women.  Again, that is the purpose of having this webinar, that 

is the purpose in having this conversation.  It is a 

conversation that many of us do not want to have, many of us do 

not want to acknowledge, but this is the real deal and so we 

will continue to move forward, but definitely it is true.

As we go along in the presentation in the webinar, you 

will see some of the statistics.

So what is the hype?  An estimated 1.1 to 1.2 million 

people in the United States has HIV at the end of 2015.  The 

most recent year for which this information was available, and 

so a lot of times with information and reporting, many times 

you only get the information like a year behind, and so based 

on the Center for Disease Control, right now it's estimated 1.1 

to 1.2 million people in the United States that are living with 

HIV.

When I started out many, many years ago back in the 90s, 

I remember the numbers was like 250,000 or 350,000, but now it 

is 1.1 to 1.2 million.

As you can see, 1 in 7 do not know that they're infected.  

Many people do not want to get tested because of the stigma, 



because what will others say, how will others treat me if they 

know that I'm getting tested for HIV?

In 2016, you can see there, 17 -- over 17,000 African 

Americans received an HIV diagnosis in the United States.  More 

of them were men than women, but you can see the information 

there.  African American accounted for 11% of all HIV diagnosis 

in 2015 and the majority, which was 61% of diagnosis among 

women overall.

So again, the rate of infection is very high among 

African American women.  The HIV diagnosis rate for black women 

remains to be 16 times as high that of white women and five 

times that of Hispanic women.  African American gay and 

bisexual men who received a HIV diagnosis accounted for 58% of 

all diagnosis in 2016 and then the last thing is that African 

American women have higher HIV rates than all women and all men 

in the United States, except for African American men, so you 

can definitely see the trend here.  The trend is definitely 

young, black men who have sex with other men, but the other 

thing is African American women still have a higher rate of HIV 

than white women and definitely than Hispanic women.

Oh, I'm sorry, I went backwards.  I didn't mean to do 

that.

So ask yourself, how does it feel knowing that African 

Americans are still disproportionately inspected with HIV?  

Think about your clients, think about people you know, think 

about your friends, think about your sister girls, think about 

people you come in contact with who are African American.  You 

might be an African American yourself.  How does it feel, just 

ask yourself, how does it feel knowing that African Americans 

are still disproportionately infected with HIV?  For me it's 



very disheartening because all of the work that we did back in 

the' 90s and all of the work we did not early 2000s, you would 

think the rate of infection would be less than what it is.  

Some of the numbers have gone down, but still people are 

becoming infected every day, and it's still an epidemic, it's 

still a pandemic, and you might say well we have a lot of 

medications and you know there are a lot of things that people 

can take, you know, to live a quality of life, but it's more to 

it than just living the quality of life, it's learning how to 

negotiate safer sex, learning how to have the conversation.

When I grew up and I grew up in the south, my 

grandmother, I grew up with my grandmother who was a generation 

away from me, and we never talked about sex, we never talked 

about menstrual cycle, most people would say if you're going to 

date someone, don't let him kiss you.  Okay, well I mean I let 

him kiss me, but there may be other things that we did, so 

again, there was no healthy covering because people felt 

uncomfortable talking about sex, let alone having a sexually 

transmitted infection, let alone having Gonorrhea or Syphilis, 

there was no dialogue, no conversation, and that's one of the 

reasons I said the unr uncomfortable conversation of slavery 

and sex because these are subjects that we shy away from, that 

we're not talking about in our daily lives.

Again, ask yourself, what can I do individually to ensure 

ebbing quit and equality as it pertains to the rate of 

infection or the rate of HIV transmission among African 

Americans.  So just ask yourself that question.

So again, did you know that an HIV positive person can 

re-infect another HIV positive person?  Many years ago when I 

started out in the field, there was a guy, and this was so 



many, many years ago.  He was HIV positive, his girlfriend was 

HIV positive, and most people, you know, if I'm HIV positive 

and you're HIV positive, what's the worst that can happen?  

That's what they said and they had unprotected sex.

And so she reinfected him with the strain of HIV that she 

had and all of the medications and the cocktail that he was on 

no longer worked for him, and so again people don't realize 

that an HIV positive person can re-infect another HIV positive 

person with a different strain of HIV.  Every 9.5 minutes, 

pretty much on average give or take, someone is infected with 

HIV, and then 1/3 of people are still dying from HIV, and 2015, 

over 3,000 African Americans died from HIV Disease.

So let me start from the beginning, let me get some of 

those preliminaries out of the way, but I want to start from 

the beginning, I want to talk about Harriet Jacobs, about sex.  

So Harriet Jacobs was born into slavery.  She had a great 

childhood while she was growing up, but after her mother died 

she moved into the home of her mother's miss stress who taught 

her how to read and sew, but her miss stress passed away when 

Harriet was about 12 so then the ownership was transferred to 

the missstress niece but since she was only 3 years old the 

actual master was the father of the 3-year-old and his name was 

Dr. James, and this cause add Harriet a lot of agony and 

misery.  Around the time when Harriet turned 15, he began to 

harass her, he began to say all types of foul words in her ear.  

As time we want on, he became more over it in the way he 

treated her and things he said to her.  He no longer whispered 

them into her ear and was very open into how he treated her and 

how he razzed her but she never gave in.

To get away from him, or to get away from his wife 



because the wife of Dr. Norcom became very suspicious of what 

her husband was doing, he built a cottage for her, he built a 

cottage for Harriet a little ways from the town.  Harriet 

previously asked her master for permission to marry a black 

free man and he told her no, so then Harriet decided to come up 

with a plan because, you know, she was strong, she was going to 

fight this.

So then she became friends with the white man, he was a 

married attorney or lawyer.  Then when she got involved with 

this attorney, she became pregnant with her first child, and so 

Dr. Norcom was very, very -- he was angry, furious, and he 

threatened Harriet and told her he was going to sell her and 

her child.  Then Harriet had another child with the attorney 

and but then the harassment by Dr. Norcom continued and 

continued, so finally Dr. Norcom was preparing to put her 

children to work as plantation slaves, so Harriet decided look, 

I've had enough of this, so in 1835, after 7 years of being 

mistreated by Dr. Norcom, Harri, t did escape and for a short 

time went back and forth staying with people, various 

neighbors, black or white, she ran and lived with different 

people.

Then to get away from Dr. Norcom she moved into a tiny 

crawl space, so can you imagine a crawl space, but the crawl 

space was above a porch built by her grandmother and uncle, in 

a space, just think about it, the space was 9 feet long and 7 

feet wide, and it had a really small sloping ceiling which is 

only 3 feet high at one end, so imagine living in that crawl 

space, not really being able to turn, not being able to stretch 

your legs, laying down without hitting her shoulders, so that's 

what she had to do.



Her children had been bought, so again the children were 

bought by the attorney she had them with and now was living in 

the same house.  Harriet could even see them, while she was 

living in the space she could see the children through a 

peephole.  She lived in the crawl space for 7 years only coming 

out for brief periods at night for exercise, and in 1842, 

Harriet did escape to freedom and in the following years, she 

wrote a story, the book was incidence in the life of a slave 

girl.  It was one of the first open discussions about sexual 

harassment and abuse endured by slave women, so this man, after 

7 years, he harassed her.  You know, he wanted to have sex with 

her, he abused her, he was violent, he treated her, very, very 

wrong, and so after 7 years of living in the crawl space, is 

Harriet did escape to freedom and so the book is called again 

Incidence in the Life of a Slave Girl that's how it all 

started, and again she was a slave, but she also wrote a book, 

she was abolitionist, a speaker, a reformer, and after all of 

this happened, Harriet Jacobs went around talking about 

slavery, talking about the mistreatment of people who were 

slaves and the mistreatment at the hands of their slave owners.

So let's look at some of the historical and cultural view 

of African American women, so after telling Harriet Jacobs 

story, how she was harassed, how she was mistreated, how 

Dr. Norcom was so cruel to her, that in slavery time, African 

American women were viewed as property.  Essentially again, 

like I said during slavery, they had no right to vote, they 

were property, they belonged to white slave masters.  The 

institution of slavery continued to encourage racial oppression 

and violence, and so again if I belong to my master, I'm going 

to do what my master tells me to do, and a lot of times, you 



know, people would use the bible to say, well this is what the 

bible says.  Remember, you know, slaves, a lot of slaves could 

not read, they could not write, and so if I tell you something 

and I read it from the bible, I'm going to take it as your 

word.  And so some of the slave masters would use the bible and 

say this is what the bible says because back in slavery times, 

many black people, many African Americans were very religious 

and they wanted to do the will of God and they wanted to please 

God, and so if the slave master said, well this is what the 

word of God says, saves obey your masters, they're going to 

follow that despite the race of the perpetrator, then women 

were not protected from sexual violence.  Who would protect 

them?  Who would come to their aid?  So despite the race of the 

perpetrator, white men or black men, most women were not 

protected from sexual violence.  There was no protection for 

African American women against their white slave owners, and 

again you can see with Harriet Jacobs her story, who would 

protect her from Dr. Norcom and if she told someone, who would 

believe her?  Based on the things happening back in slavery, 

white slave owners control their property, and at the end of 

the day they were not treated as humans, they were property 

just like you buy a home, just like you buy a car, they were 

property, so again they had no voice and they could not speak.

Again, of a African American women were viewed as he 

animals, breeding, thought to be animals.  I remember when my 

husband was telling me a story.  My husband was in the 

military, and he had gone -- he was stationed in Germany, and 

so some of the African American men, and this was back in the 

'80s and some of the men had gone out, I think to a club, and 

they were drinking so the Germans were looking at their backs, 



so people were like okay, what are you looking at, what are you 

staring at?  They said we want to see if you have a tail.  So 

the Germans were teaching, you know, the people in their 

country, in their culture that black people had tails, and so 

they were believed to be monkeys, and so women were viewed as 

animals, they were breeding women, they were surrogate wifes, 

they were used to take care of the missstress children, they 

were used to sometimes breastfeed the kids, they were 

definitely treated like that.  But again, who could they tell?  

You're property.  Property don't have a voice, so who are you 

going to tell?  Again, women wereabused, degraded, victimized, 

tortured and mutilated, if they tried to get away, if they 

tried to run, they were definitely tortured, a lot of them 

definitely victimized, degraded, and some of them even killed.

African American women were used for sexual 

gratification, and there are a lot of times that you may have 

seen or read or heard that a lot of women did, you know, get 

pregnant by their white slave owners.  Some people dispute it, 

you know, even Thomas Jefferson had a slave, I think her name 

was Sarah Jennings that had children.  They were used for 

sexual gratification, their health was exploited, and then 

during slavery. --

To Harriet, you know, if you don't do what I ask you to 

do I'm going to sell your children plantation slaves, that's 

usually what the threat was and usually it was carried out.

Going to the next one.  So the historical culture view of 

their men, so African American men and the impact it had on 

African American women, men were ripped from their homes and 

families, were ripped apart through sale and removal, and so 

again, back then as you can see, slave marriages had no legal 



bearing, so even if they wanted to get married or even if they 

got married in front of a pastor or priest, it had no legal 

bearing.  Men were also viewed as property, and so again a man 

is trying to take care of his woman or his wife and who is he 

going to tell if the wife's slave master is being mean to them 

or treating them harshly or wooping them.

Again, a lot of times the men were ripped from their 

homes, and that really caused a lot of hurt in the families 

because the men were the head of the household.  Men were 

hearded as animals, as you can see in the picture.  They could 

not protect their families, and again they may have wanted to 

protect their families, they may have wanted to go up against 

the slave owner, but if they did there were consequences.

You know, you either got killed or mutilated or tortured 

or you might have been hung, and so I'm not going to say 

anything, I'm going to walk around with my head held low and 

continue to do what my master is telling me to do.

And again, men had no voice in the liberties taking with 

their wifes and daughters.  I may want to say something, or you 

know I see my daughter being raped by the slave hand or I see 

my daughter living in the house of the slave owner and I know 

what's going on, and even my wife, and again they had no voice.  

They couldn't say anything because of the consequences that 

followed.

So what about ruby McCollum and Recy Taylor, Recy Taylor 

is the one with the hat that spoke up.  Back in 1934, Recy was 

24 years old, a mom and share cropper.  In 1944, in September 

of 1944, she was walking home from church in Alabama and Recy 

Taylor was obducted and gang raped by six white men, but the 

attack like many involving black victims, because this was 



during Jim Crow, you know, segregation in the south, these men 

never went to trial.

Two all-white, all-male grand juries refused to indict 

the men even though one of them had confessed to the crime, so 

she was walking home from church and she was object be a ducted 

and gang raped by six white men of the they were never indicted 

and one of the men as I said, he confessed.

The crime received mass coverage, and again there was 

never an indictment of those who were accused and as you can 

see the rape of Recy Taylor depicts the racial violence 

especially against women in the south.  So Recy Taylor was 

raped and abducted back in 1944.

And so if you look at the left side on your computer, you 

see Ruby McCollum and you see it was a book on race, class and 

gender back in the south.  So back in August 3, 1952, ruby was 

the richest black woman in the town of Live Oak, Florida, but 

Ruby shot and killed CliffordAdams and he was a prominent 

doctor in the community and at the time she killed him he was 

running as state senator, actually state senator elect.  And 

the white townpeople say Ruby was trying to dodge a medical 

bill because he was a white doctor in the community, everybody 

knew him, he was very prominent, and they say she was trying to 

dodge a medical bill.  But she claims that she was sexually 

victimized by Dr. Adams for many, many years and ended up 

having a child by him.  Her last child was his child, and the 

murder and the national attention garnered by the subsequent 

trial brought to light the open secret of rape in the south, 

and again it dredged up many other issues that the town of Live 

Oak, Florida long kept buried.

So again, who is Recy going to tell?  She could tell her 



family, she can tell her friends, she can even tell her pastor, 

church members, what were they going to do?  Even Ruby 

McCollum, the doctor is continuing to force me to have sex and 

as a result of that I get pregnant, and people in the town knew 

that Ruby had a child with Dr. Adams because the last child was 

very fair, and so but people didn't talk about it because it 

was a secret that people carry.

Again, people continued to think about how people were 

lynched and the brutalization of black men in the south and 

black women in the south and how four little girls lost their 

lives in a church bombing in a town back in the south.  And 

then you're thinking about the KKK and I'm afraid where they 

come and drag me out of my home, and where my husband who may 

have a job, will no longer have a job, will there be crosses 

burned in my yard?

So at the end of the day, they were victims of sexual 

violence, they were victims of Jim Crow and lynching and the 

KKK.  Again, who were they going to tell?  There was no one to 

tell because, again, you know, in the south it was separate.  

There was segregation, and so if I tell, there could be 

repercussions from me, there could be consequences from me, so 

that's ruby McCollum and Recy Taylor.

How does this all come together today?  How does all of 

that marry today?  Sexual exploitation of African American 

bodies and slavery influence the treatment of black women 

today.

Again, thinking about all that people endured during 

slavery, thinking about the generational things, because again 

it's dealing with historical trauma, thinking about 

segregation.  You know, white men could have liberties with 



black women but who was going to slap them on the hand?  Who 

was going to indict them?  Who was going to put them in jail?  

You know, it was a black woman's word against a white man, and 

it could have been a black man, but the sexual exploitation of 

African American women's bodies in slavery influences the 

treatment of black women today.

Women didn't know how to say no, and generationally, 

women were taught that sex was a means to an end, so if I have 

to give my body up, if I have to do the certain things to make 

sure I'm surviving then that's what I'm going to do, and that's 

taught from generation to generation.  Having no rights to 

their body, women have no rights to their body, and the power 

of control a man may have over a woman.  So for instance, a 

woman may decide if I get pregnant, I may want to have an 

abortion, but back during segregation or even today, if a man 

has power and control over a woman, he has the right to say, 

I'm going to do what I'm going to do and you're going to do 

what I tell you to do because you have no right over your body.  

Lack of autonomy and self-determination, not being able to make 

decisions, not being able to make choices for myself, lacking 

an understanding of femininity and sexuality.  I just told you, 

I grew up in the south, I grew up with my grandmother, not even 

understanding who you are as a female, not understanding your 

sexuality, and not only just not understanding it but not being 

able to express it.

Because again, if I express it then people are going to 

say, you know, oh, she wants it, she trying to get it, look how 

she's dressed.  Again, I should have the right to express my 

sexuality and my femininity of being a woman.

Limited knowledge of sexual health, again, a lot of 



women, you know, I'm not saying a lot, but women that I worked 

with, I worked in an agency where I was a program manager for a 

Ron White Program so we worked with people that were HIV 

positive, male and female, and a lot of women didn't have the 

knowledge about sexual health.  I don't like to use a lot of 

women, but I will just say women will say to me, I didn't know 

I needed to get a PAP smear, I didn't know I needed a breast 

exam, I didn't know I needed to do all of those things, so 

having that limited knowledge of your sexual health, some women 

have told me that when they were growing up, they didn't even 

know what a menstrual cycle was until they started bleeding at 

school in the bathroom.

Again, that happened to me.  Not having the conversation, 

not talking about it, mistrust of white culture in society, not 

trusting when I worked in the HIV clinic, many of the clients 

that would come in and get tested, they would say, what you are 

you doing with my information?  Why do you need to have that?  

Who are you going to talk to about this?  It was the mistrust 

of white culture and I represented white culture because I 

worked for an agency, and I represented the government, and so 

again not only mistrust of white culture in society but also 

mistrust of the government and not feeling valued and 

protected, and again being silent and not saying anything, and 

fear of saying no, if I say no, what will be the consequences 

if I say, no?

Again, looking at it, how does it marry today?  Fear of 

not feeling safe, privacy and confidentiality, I just talked 

about that.  Harboring secrets about HIV status and 

victimization.  I have worked with a lot of women, and they 

will hide their status.  They will also hide that they've been 



victims of, you know, molestation, rape, assault, they won't 

talk about it because they feel like, you know, again this 

strong black woman, I'm going to endure it and I'm going to 

keep going.  Having low self-esteem, again experiencing 

discrimination and stigma, and coming to the clinic, you know 

people, my clients when they used to come to the clinic because 

I worked in a health department, and again we did HIV testing 

but also tested for other sexually transmitted infections, and 

so my clients would come in and they would say, you know, I 

feel kind of embarrassed being out there.

And I would say to them, I would say every person that's 

sitting out there in a seat are here for the very same reasons 

you're here, and so really trying to help them not feel 

shameful, you know, not feel a certain type of way when they 

come into the clinic or when they came into the clinic.

Again, what does it mean today?  Being in an unhealthy 

relationship, in relationships where the man has control, in 

relationships with the man has power, if he tells me to lay on 

the bed and get undressed, that's what I'm going to do because 

who is going to believe me?

You know, I've had women tell me that their husbands have 

raped them, and we see this in society, we see this in a lot of 

different ways, but for the most part, who is going to believe 

me because I'm his wife, I should be having sex with him.  So 

again, being in those unhealthy relationships, not being able 

to say, no, not being able to negotiate safer sex, feelings of 

unequality, not feeling like I equal up to my male counterpart 

and then African American women not feeling like they equal up 

to white women, and repeated cycles of victimization and 

trauma, which we talked about, again, I talked about no 



dialogue, about the reproductive system, and again people will 

go around and they might say, you know, vagina.  I know when my 

kids are in school, a lot of kids will say Vjj or other words, 

you know, not having the conversation and teaching our women 

the correct terminology for your body parts.

And then again, I know a lot of you probably know the 

Tuskegee Syphilis experiment is the constant reminder of the 

oppression in our society.

So what are some other correlations?  Women who have been 

violated as children are more likely to have higher numbers of 

sexual partners, women's inability to use a condom may be due 

to being raped or sexually assaulted in relationships by 

perpetrators, and so if I ask you to use a condom, you're going 

to ask me, who have I been with, why do I need to use a condom, 

what's the purpose of using a condom, I'm not going to feel it.  

You know, so again, or I might be hit, I might be slapped, and 

so again there is no need to ask because there is going to be 

consequences.  The.

Women may be forced, again, or manipulated into having 

sex.  Well, if you don't have sex with me, then I'm going to 

have sex with your sister or I'm going to have sex with the 

woman down the street, and so again the whole manipulation into 

having sex.

The trauma, again, of sexual violence leads to tissue 

damage and HIV susceptibility and so again the more tissue 

damage that's done to the vagina or even the anus can 

definitely increase the risk for HIV infection, and women may 

feel validated in relationships so they compromise safer sex 

for companionship.

So when I was growing up, it was this saying that a half 



of a man is better than no man at all.  So I'll take half of 

him, I don't care if he's down the street talk to another 

person or over on the other side talking to another woman, I'll 

compromise safer sex just to have companionship.

So some other correlations again, you know, I said that 

women do not insist on using condoms due to fear, women are 

able to negotiate safer sex practices with aggressive partners.  

If he's aggressive verbally, mentally, emotionally and 

physically, then I'm afraid to talk about safer sex practices.

He could have sex with 10 different women, but for me to 

be educated and know that if I use a condom that's going to 

help me minimize my risks of becoming infected, but I might be 

afraid because he's aggressive.  Women might be forced to have 

sex with others or prostituted for money and or drugs and may 

be sex trafficking.

There was a person that I knew many years ago that was 

forced to have sex with other people, and the person -- well, 

he wouldn't call himself you know a John or pimp, he wouldn't 

call himself that, but you know his woman was forced to have 

sex with others, and it was for money.

And again, all of these things do happen.  And then women 

are afraid to disclose sexual victimization.  They're afraid to 

say that I was, you know, a victim of sexual violence because 

people are going to look at me different, people may not talk 

to me.  What will my church say?  You know, women are afraid to 

get tested because, you know, if you go to an agency, an 

organization, and everybody knows that, everybody knows that 

they do HIV testing there, women might be afraid to do that.

And then also, women may be labeled as commercial sex 

workers, prostitutes, or hookers, and so again these are all of 



the correlations that relate back to slavery and also 

segregation.

So again, African American women may be more likely to 

become infected by partners who were incarcerated.  A lot of 

times men go into the penal system and come back and sometimes 

they get infected while they're there and everybody knows that 

sex does not happen in a penal system, and well again I guess 

we're ostriches around our head is in the sand.

I used to work in a county jail, and when I worked in a 

county jail, a lot of clients, a lot of men that I worked with 

would always come back and try to tell me some of the stuff 

going on.  We can't bring -- we could never bring condoms into 

the jail system because their whole ideal is if we bring 

condoms into the jail system, it's going to encourage the 

inmates to have sex.  Well, duh, they're already having sex, 

and so a lot of times men are getting infected while they're 

incarcerated and they're not telling their women when they come 

back, and so a lot of times women may become infected by 

partners who have been incarcerated.

Maybe more likely to share partners with other women, as 

I said, again maybe discriminated against and stigmatized, and 

may feel they're not capable of getting infected, and a lot of 

times, you know, people may not feel that this will happen to 

me.  I know my man, I know what's going on, and they feel that 

they're not capable of getting infected.

African American women might have higher rates of 

sexually transmitted infections, mistrust HIV testing because 

of the fact they don't know where the information is going, who 

are you going to tell, are you going to share with other 

people, may be more likely to hide HIV status, and may be less 



likely to use condoms.

And again, I just want to put out there a disclaimer that 

I'm not telling you stuff that I've read.  I worked many, many 

years in public health, I worked in HIV clinics, I had like I 

said millions of dollars from CDC to do work with African 

Americans in the area that I live in, and these are all of the 

things that I've seen working with men and women, so I just 

wanted to put that out there.

So societal oppression, so you can see here societal 

oppression, how society perpetrates disadvantages in particular 

communities, and as you can see these are just some of the 

social structures that our societies through today.  So again, 

gender oppression, so remember I was talking about when I was 

growing up and how some of the family members was the property, 

and it wasn't quote unquote property as it was back in slavery, 

but again society says that you were the property of your 

father or husband, so you can't say what you're going to do, 

you're not going to say what type of career you're going to 

have, you're not going to even say what kind of clothes you're 

going to wear, and so again, as you can see, women were not 

permitted to wear clothing of their own choosing or go anywhere 

without permission from a man.

So I'm just not talking about slavery.  I'm talking about 

generational oppression, things that have happened over the 

course of many, many years and the same ideas, the same 

practices still carry on in a society not long ago, and again, 

growing up with my grandmother, growing up in that particular 

culture, it was the same things.

Again, fathers decided who their dears would marry and 

wifes must obey their husbands, and so many of you may have 



heard the saying barefoot and pregnant in the kitchen, you 

know, so again you had to be home, you had to take care of your 

family, you had to make sure your husband had a meal on the 

table when he walked in the door at 5:00 or 6:00 and that food 

better be hot and on the table, and the children better be 

taken care of, and again this is an example of a society where 

women are oppressed and not being able to have any type of 

autonomy, any type of self-determination where maybe I want to 

be a doctor or maybe I want to be a teacher.  No, you're going 

to be a housewife.  That's what you're going to be.

Racial oppression, this is society where people of a 

certain race are denied opportunities and equality under the 

law.  People within the disfavored race are not permitted to 

learn, read, or attend school, and it happens.

So my grandmother was raised on a share-cropper's farm, 

and back when she was growing up, it was, you know, she 

couldn't go to school.  She had to work in the cotton field, 

and so again certain things were not afforded her because of 

her skin color.  She had to work and she had to help provide 

for the family, so if I'm not permitted to learn, to read, or 

to attend school, then you know that's an opportunity to 

oppress a people based on skill color.

My grandmother never finished school.  I think I want to 

say she stopped going maybe in third grade or fifth grade or 

something like that.  So again, they have to live in certain 

designated areas and most of the jobs they're told to do by the 

leaders of society back then, it was the farmer.  They had to 

go pick cotton from sun up to sun down and the race of people 

denied opportunities, and so again we are oppressed, and a lot 

of times people don't really realize they're oppressed.  They 



continue to do what the status quo says.  You don't raise your 

voice, you don't raise your head, you keep your head down, you 

just do what you're told to do because if you do what you're 

told to do there won't be in he problems.

Social economic status oppression, again society is 

controlled by a small percentage of very wealthy people.  

That's not back in the day, that's still today.  The wealthy 

people deny opportunity to those who are poor, and again you 

can see maybe in some of your agencies, some of the communities 

that you may live in and work in, the poor work for almost no 

wages and they struggle to maintain a livings.

I've had women who were commercial sex workers because 

maybe they had a job but they still had to earn extra money to 

take care of their families.  Most of the time, society would 

say okay, is she a hoe, hooker, prostitute, but there were 

situations that deemed that I had to take care of my family.  

How are they going to eat?  How are my children going to have 

all the necessities that they need?

So again, the poor are carefully controlled by the 

oppressors and prevented from organizing and resisting the will 

of the wealthy, and again this is an example of a society where 

the poor are oppressed.  And again, it's not just back during I 

want to say slavery, or even during segregation or during civil 

rights era, it's still today because you have people working 

three or four jobs just to take care of their families.

Culture and religion oppression.  I grew up in a very 

religious family.  Again, the whole standard was you can't have 

sex until you get married, and back in the south, and my 

grandmother would tell me these stories that if a person got 

pregnant, so if a young girl got pregnant, 15, 16, even 17 



without being married, the family wouldn't take to her, 

ostrazize here, treat her bad, wouldn't talk to her and in some 

cases force her to have an abortion and in some cases that 

person was sent away so she was not staying or taint the 

family.

And so I remember my grandmother saying things, because 

you might say growing up, a person might have said well where 

is Becky or where is, you know, Amina or Amanda?  And they 

might say oh, she went away, and nobody will say why she went 

away and they just knew she was gone.  And sometimes in cases 

like that, a woman was sent away because they didn't want the 

stain on the family and they didn't want the family to be 

tainted.

And then also as I said, there were never any 

opportunities, especially growing up in my family, to have 

discussions about having sexual desires.  What do I do, you 

know, when I'm feeling horny?  I'm just being real.  What do I 

do if I'm hot?  You know, back in the day, my grandmother would 

say take a cold shower and just call it a day.  Okay.  That's 

not helping me.  You know, and so never having the conversation 

about reproduction or hormones, and you know again, when I feel 

a certain way, what am I supposed to do about that and not even 

having a conversation about a menstrual cycle.

Those conversations were never had because they were 

taboo and especially growing up in the family that I grew up in 

was a very religious family and that was something that you 

would never talk about, you would never have a conversation 

about sex.  If you tried, the conversation would get 

redirected.  Well, we're not going to talk about that today.  

Just don't talk about that, you'll learn.  And so again, not 



knowing these things makes you ignorant of the things, and I 

don't want to say ignorant in a negative sense, but ignorant in 

not knowing how it is I'm supposed to take care of my body, how 

am I supposed to say no when I need to say no, how do I 

negotiate condom use, how -- how is it that I can, you know, 

not have sex with somebody I don't want to have sex with, these 

conversation are not had because of the taboo that's associated 

with them.  Because God don't want you to have sex before 

marriage, and so again as I said before in the beginning, don't 

kiss a boy.  Well, I mean I may not kiss him but I might do 

other things.

And so we need to have open dialogue, we need to have 

open conversations about sex and sexuality.

So let's look at institutionalized oppression.  It's the 

idea that one group, again, is better than another and has the 

right to control that group.  So you can begin to see how 

institutional oppression is engrained in our system, it's 

engrained in our society through the laws that are made, 

through the legal system you see people going to jail, 

criminals, substance use, and if you have this amount of drugs 

on you, you get a 10-year sentence.  You see the police 

practice, how you might get pulled over and you might be 

searched.  I can tell you a situation that happened to my son.  

My son had just turned 21 and we gave our son a car.  It was 

our car, and so he was driving in this particular neighborhood 

in DC, and so it was a man on the street, a homeless man, and 

the homeless man was looking for money and the police thought 

that he was selling dope or drugs -- not dope but drugs to the 

man and the police pulled him over.

I told my son, I said you didn't have to let them search 



your car.  He was like mom, I just didn't want to problems, I 

just allowed the cop to search my car, but I was angry.  I was 

furious.  I mean, you know, I just wanted to take action.  He 

said, mom, don't worry about it.  But again, you can see how 

these things are engrained in our society.

You look at the educational system, certain races are not 

afforded the same opportunities.  You can even see in the news 

today how Lori, the actress, how they paid for their children 

to go to college.  The health system, it's not equal across the 

board.  Hiring practices, public policies, housing, media 

image, political power, these are all the things that happen in 

our society as it relates to institutional oppression, so you 

can begin to see some of the different things that are going on 

like lack of health rights.

I've seen situations where clients have gone into the 

clinic and the case manager or counselor will say, okay, just 

sign this paper.  Sign what?  What am I signing?  I don't have 

time to explain it to you, just sign it so we can get startnded 

and get you services.  Lack of health rights, I need to know my 

rights, what are you telling me to sign.  Denied autonomy of 

health.  I want to take my own health.  You tell me I have to 

take HIV meds.  Maybe I don't want to.  There was a guy many 

years ago, the doctors tried to get him to take HIV medication 

and he decided you know that he wasn't going to take it and 

wanted to do a holistic approach.  She said, well no, you got 

to take this medication.  He was like, no, I have autonomy and 

I'm going to do what I feel is best for me.  There is no 

eligibility for care and services, inequality and care, and you 

know sometimes patients not getting the same type of care.  You 

may be white coming in, and we going to treat you great but 



then you see somebody black coming in and it's well you got to 

jump through hoops to get the care that you need.

Lack of access to quality healthcare, a lot of people, 

especially where I worked, I worked in an organization where 

hours were 8:00 to 4:00.  8:00 to 4:00.  Who gets off at 4:00?  

I mean, some people get off at 4:00, but by the time patients 

got there, we were closed.  Some people got off at 5:00, some 

people got off at 6:00, so instead of having hours where, you 

know, you stagger the hours or have hours on the weekend, 

people had lack of access to quality care because our clinic 

was closing at 4:00, and many people could not take off of work 

because if they took off of work they wouldn't get paid.

And then you can see the negative images and stereotypes 

in the media and then stigma in healthcare.  There is still 

stigma in healthcare because some doctors are like I don't want 

to touch that person, I don't want to deal with those people, 

and you might say well I don't see that.  It happens.  Because 

there are some doctors who are not willing to work with people 

that are HIV positive, and so again stigma still is embedded in 

our health system.

So again, you know, we have to overcome this 

institutionalized oppression.

So being you have ideological oppression, again, it's 

that thought, you know, that the dominant culture or the 

dominant group is better than and they work harder and they're 

more stronger and they're more trustworthy and they're more 

noble and more advanced, they're the superior race.

But it's the opposite qualities for a group that has been 

oppressed, so they might be considered, you know, it could be 

African Americans, Latinos, Asian, but they put stigma on 



certain groups and they might say they're stupid or lazy or 

weak or incompetent or inferior, and so again you look at it as 

it relates to HIV, if that continued oppression and 

marginalization of women with HIV because you know when I 

worked in clinics, sometimes the doctors and the case managers 

and some of the people who works there thought that they were 

better than the persons coming to get care.

Again, I'm not just saying something I read out of a 

book.  I've seen it.  Assumption black women are lazy.  She's 

just lazy, why can't she get up and come to the appointment.  

Again, assuming they're lazy when they miss appointments or 

when they don't use condoms when having sex, not worthy or 

deserving participation in HIV clinical trials, and sometimes 

when this was years ago when they were -- when CDC or other 

organizations were saying, or NIH was saying, you know, we're 

opening up some clinical HIV clinical trials but black women 

not even being able to participate in those clinical trials, 

and a lot of women were excluded because some of it was race, 

and so not feeling deserving of being in the HIV clinical 

trials, and an assumption again that black women are illiterate 

about their health, again not asking questions, and not 

understanding medications or how to take medication.

One thing I used to do, and it's just not African 

American women or men.  I would tell all of my patients, when 

you go in to see the doctor, your doctor get paid to see you so 

you have a list of questions that you need to ask them when you 

get treated.  Don't feel inferior, don't feel like you don't 

have a voice, because this is your body, this is your health, 

and so you have a right to ask those questions.

I'll tell you this, I went to see a new provider and she 



was a nurse practitioner, so no pun intended to anybody out 

there that is a nurse practitioner, and so I had like a lot of 

questions that I needed to ask her because she was a new 

provider for me.  I asked questions, and she said oh, my 

goodness, she said you sure do ask a lot of questions.

And so, don't you know what I did?  I never went back to 

her because I have a right to ask questions, I have a great 

healthcare plan, and so my healthcare plan is paying for you to 

be in the position that you're in and so I do have a right to 

ask questions.

Interpersonal oppression is, you know, again the dominant 

group feeling that they have a right to controlling the 

oppressed that gets structured into institutions and gives 

reinforcement for individual members of the dominant group to 

mistreat people from the targeted or oppressed group.

So say, for instance, if you're working and that whole 

you know like jokes, you know, some of your co-workers might 

say jokes, you know, when black people, you know, they come 

from monkeys and stuff and you're part of the joke, and so 

interpersonal racism is what white people do to people of color 

up close and they may say things that come out as racist, 

sometimes it's stereotypical, sometimes it may be harassment 

and discrimination, and so again sometimes people in the 

dominant group and it's not all, may not be aware that they're 

being oppressive, and so what has happened is the things that 

they've heard other people say, they internalize to them and 

they feel like this is normal, that this is normal 

conversation, and it's not normal conversation and it's notes 

normalcy in the attitudes that I should have against oppressive 

groups.



And so again, I said assumption that black women and even 

black men derive from monkeys and that's why we have AIDS, and 

when I first started out working in the field, some, you know, 

people would say well, HIV comes from monkeys.  Well, and this 

is not funny, but it was a running joke.  Well that means 

people having sex with monkey, I don't think that's happening.  

Again, assumption that black women are per cuous and deserve 

what they get, assumptions about the race not requesting 

questionings and discrimination in healthcare and even in the 

workplace.

So institutionalized oppression, it's all of that.  The 

institutionalized oppression, you know interpersonal 

oppression, and you know the ideological oppression, all gets 

internalized and so again, everything you've ever said about 

me, what you've done to me, how you've mistreated me, how you 

didn't want me to be in your clinical trials, how you didn't 

want to treat me because you act like you didn't want to touch 

me, all gets internalized.

Then individuals begin to absorb society and attitudes 

and beliefs about them, so it can lead to increased drug use, 

undiagnosed treatment for mental health issues, continued sex 

without using protection, engaging in other risky behaviors, 

decreased medical care and no retention of HIV care.

So everything you've ever said about me, now I begin to, 

you know, take that on.  Now I begin to absorb all of the 

things that have been said about me, and then it could lead to 

some of the things that I have listed here.

Historical trauma, again, I talked a little bit about 

historical trauma, how things trickle from one generation to 

the next, and so when I was growing up, my grandmother said, 



always speak when you're being spoken to.  Don't raise your 

head, if somebody is speaking to you, you keep your head down, 

and no many, many years when my teachers used to talk to me in 

school, my head was held low, so I never really understood 

until I got older, I could never look anybody in the eye and I 

definitely had no eye contact, because it comes back to -- it 

comes back from, you know, how people were treated back during 

slavery.  You don't speak unless somebody speaks to you.  

Again, historical trauma, it's that trauma that happens from 

generation to generation and the things that have been 

ingrafted, and messages ingrafted, it goes from one place to 

the next.  It goes from one generation to the next.  So it came 

from my grandmother, but probably came from her mother and her 

mother and trickled down to my mom and then to me.

So again, it is trauma upon trauma that occurses in 

history to a specific group of people caused emotional and 

mental wounds in their life and generation that follows.  So 

everything that my grandmother ever experienced being on a 

share cropper's land going through segregation, the Civil 

Rights Movement, all of that got trickled down to my parents 

and then got trickled down to me.  So we can break that cycle.

So what are the myths and lies that women tell 

themselves?  Some of the myths and lies are that I'm safe with 

one person.  I hear that all the time.  My partner wouldn't 

possibly cheat on me.  He not cheating on me because I know 

everything he's doing.  There is no need to use a condom or 

anything protection, I'm protected in my relationship, and if 

my partner had a disease he would tell me, and most of the time 

we saw people getting tested, they didn't share their status 

with loved ones or spouse or partners.  My partner told me he 



had HIV and it was negative, and again it's up to the person to 

share their status with the loved one or with the person 

they're in a relationship with.  How can I be HIV positive?  

I've only slept with one person in my life?  I only takes one 

time to get infected, and he loves me and would never do 

anything to hurt me.  These are some of the lies.

What are some of the stereotypes about African American 

women?  You may have more that you'd like to share but these 

are some of the ones that I've seen.  Sexually promiscuous, 

jezebels, loose, strong black woman, hypersexual, she gotta 

have it, slut, crop teaser, bad black women, baby makers, 

welfare mama, easy, amoral beast, sexual docili women called 

Mammies, negrowenches, B-I-T-C-H, I will not curse over the 

phone, analyze eerks trifling, aggressive, bossy, thots, whoar, 

aunt Jemima, and these are some of the things that society has 

said about African American women and some of these are still 

being said today.

I know some women, and I've been around men -- well yeah 

I've been around men.  I've worked with men, and some African 

American men will say to me, I don't want to be -- I'm not 

going to even select a black woman because she loud, all she 

want to do, she want to be in control, she's so aggressive, I 

rather deal with mild and meek, so again, these are some of the 

stereotypes said about African American women.

So what are micro aggressions, subtle things that we 

sometimes say and we don't mean to say them, but if you go back 

and look at microaggression, microaggression is equal to racism 

and discrimination because we're saying things about a 

marginalized group, so some people say where you from?  Okay 

I'm from America, no, where you really from?  I'm from the 



United States.  No, you look like you Asian, you know, and 

those are the things that we say, and sometimes we don't mean 

it but it comes out of our mouths, and so again being very 

cautious about the things that we say to our clients, things 

that we say to our co-workers, those little secret meetings and 

conversations that we have with other people, there are 

definitely micro-aggressions.

Here is an example of a microaggression.  They, who are 

they?  Who are they?  The dogs down the street?  The cats 

running around in the street?  Who are they?  They all got the 

bug.  I've heard that.  They got that bug.  Basically they're 

referring to black women all got AIDS.  When will "they" learn.  

Again, who are they?  You got to be very specific.  They, black 

women, are all the same.  I guess you need to use what you got, 

meaning I guess you need to use sex to get what you want.

I heard black women were strong, so how did you find 

yourself in this situation again?  and sometimes you know, we 

can say things and it can be very in a non-threatening way, but 

at the end of the day, don't let it come out of our mouth 

because it shows that I'm here, I'm high up, and you're low 

down, and so again I want to know who "they" is.

So again, you people, and which I hear all the time, 

these people, you people, or you women are always here in this 

clinic.  I guess you all haven't learned your lesson yet, and 

then you might say something to a co-workser, these people are 

having babies likes rabbits, and so again these are just some 

examples of microaggression, and maybe we don't mean to say 

them, but they come out in a way and they're very degrading, 

very degrading, and so we really want to be mindful, and I'm 

not saying you got to go around paranoid and feeling like your 



conversation has tok right and you have to cross every T and 

dot every I, but we really want to be very intentional or 

cautious about the things that we say out of our mouth because 

we can also perpetrate oppression.

So again, sitting with your thoughts, I'm not going to go 

through that because we're getting close to running out of 

time, but you will have the PowerPoint so you can begin to 

start sitting with your thoughts.  And one of the things that I 

do want to point out, how can we as practitioners respond to 

our clients how we, again, I'm sorry, respond to our clients 

for some barriers to treatment.

So going back to microaggressions, going back to 

oppression, going back to the things that we say out of our 

mouths to cause some barriers to treatment, because the way we 

respond, the way we act, the things that we say could certainly 

cause some barriers to treatment.

People are talking and what are they sayings about HIV 

and AIDS?  There is silence, ignorance, discrimination, stigma, 

and also fear.

So how does stigma originate?  Well, stigma first 

originated, so it started back during slavery.  It was a way of 

marking slaves in order to acknowledge their position in social 

structure and to indicate that they were less valued than 

others, so that's how the word stigma came to be.  Again, this 

term, as you know, is associated as a social construct, so it's 

a distinguishing mark of social degrade attached to a people of 

a certain race, a people of a certain culture in order to 

identify and devalue them.

So again, a person who is HIV positive may be stigmatized 

or may be victimized or oppressed because of the fact they're 



associated with that group of people who are HIV positive, and 

that is a way to identify them and also devalue them.

And then as you can see, this includes labeling, 

stereotyping, setting apart, and discriminating.

And again, if you look down a little bit further, it says 

this prejudice can foster shame and keep a person from 

acknowledging their authentic self, so it may keep a person 

from getting into treatment, may keep a person from staying in 

treatment, because we've been stigmatized, so stigma is both a 

public and private component, where people turn in self-stigma, 

and then stigma serves as a queue to provoke stereotypes and 

deeply discrediting to a individual.

So here is our next polling question.  Stigma is still a 

major concern for individuals living with HIV?  True or false?

>> Everyone, you should be seeing the poll on your 

screen, true or false, I'll give you about 10 more seconds.  

Excellent.  Thank you we'll turn the controls back to our 

presenter.

   >> LISA CONNORS:  Yes, true.  It's still a major 

concern.  It's a major concern as it relates to disclosing 

status, a major concern with sharing status with loved one, 

family members, yes, in our society it's still a major concern.

Sampson, can you turn it back over to the PowerPoint, 

please?

   >> MODERATOR:  Yes, just one second here.

   >> LISA CONNORS:  Sorry.  Thank you.  There we go.  All 

right, so my little clicker thing.  All right.  So HIV related 

stigma is the social devaluing of people perceived to have AIDS 

and HIV as well as the individual groups and communities in 

which they're associated with, so when people look at young 



women, or young black men who have sex with other men, you 

know, they got the bug, or if they look a certain type of way, 

that HIV-related stigma is still attached to them or black 

women who may be HIV positive going to their doctor to get 

services and treatment, there is still a social devaluing of 

people who is perceived, and so say for instance a person may 

be losing weight, and you know somebody might say oh, they got 

that thing, they got that bug because they losing weight.

Just because I'm losing weight, I may be asking, or I may 

be a young black man who has sex with other black men, that 

doesn't necessarily mean I have AIDS or HIV but it's what 

people perceive and may not be necessarily true.

HIV-related stigma may be unfaif favorable attitudes and 

beliefs directed toward people living with HIV and AIDS, again, 

not wanting to be around people, not in close contact with 

people that are perceived to be infected, and again sometimes 

family members will criticize, they don't want to be around 

them, around they also can stigmatize their loved ones.

Again, you know, HIV-related stigma may cause prejudice 

and discrimination towards groups most effected, and definitely 

MSM is men who have sex with men.  IDU is intravenous drug use 

and people of color, and so again I'm going to treat you a 

certain way because you have HIV, but it also maybe associated 

with socially marginalized, and again people who are poor, all 

people who are poor are HIV positive y'all, if you didn't know 

that.  I'm just being funny.  They're not.

Men who have sex with men, intravenous drug users, sex 

workers, all may be deemed to be HIV positive because they're 

socially marginalized group, and everybody says oh, them people 

over there, all people from Africa are HIV positive, all black 



people are HIV positive, and that's not true, but that's what 

we perpetrate in society.

HIV-related stigma may facilitate information about risks 

of HIV transmission, may be linked to behaviors believed to 

have cause infection, and so a lot of times we're not concerned 

with the person being HIV positive, but we're concerned about 

how that person got it, so we're concerned did you have sex in 

the butt?  You know, how did you have sex?  We're concerned 

about those certain behaviors that are believed to cause 

infection.

The person is HIV positive, how do we help them and work 

with them.  May be fueled by anxiety and sexual and drug use 

behaviors that transmit HIV, and so again, you know, sexual 

behaviors could be I'm a commercial sex worker or you know, I 

exchange sex for drugs and money, and so again, you know, we 

get concerned about all of that, and it fuels anxiety and the 

client may not want to tell you that that's what they've done 

because they are fearful and ashamed that as practitioners 

we're going to judge them.  It may prevent people from 

disclosing their status to family and friends, and also making 

and assessing healthcare and HIV services very, very difficult 

because of what you're going to say and how you're going to 

treat me.

The face of HIV AIDS and stigma, attitudes and actions 

stigmatizing, and so you put on gloves when I come in, the 

doctor may put on gloves when I come in because I'm HIV 

positive, and yes, you take precautions, but you know you 

putting on a mask and robe and all of that, you don't need to 

do all of that.  So your action shows you're euro pressing or 

significant mattizing upon you.



Choice of language or microaggression as we talked about, 

again, it's lack of knowledge and ignorance and fear that 

continues to foster stigma.  I said, we fear things that we 

don't understand and it's important that we understand the 

myths and we know the facts related to getting HIV.  Shame and 

blame associated with HIV helted stigma, people are shameful, 

blame themselves for getting positive, ak practitioners -- 

again, it makes it more difficult and statement can exist even 

in caring environments, and we can have the most caring 

environment, we can say our agency is this and that, but at the 

end of the day we're still stigmatizing the patients or the 

clients that come through there, so again stigma to new 

infections, it fuels them, because if you're going to judge me 

or put me in a category of every other person, then I'm not 

going to, you know, then I may go out here and do something or, 

you know, at the end of the day I may not get tested.

Stigma and discrimination can lead to social isolation, 

and you know I'm getting myself off on people, and I'm not even 

going to the doctor, every time I go in there and the case 

manager looks at me different, has a attitude with me, and so 

again that stigma and discrimination can lead to person to 

social isolation and not wanting to be around people, not 

wanting to go and get services and that leads to the next 

point, can limit access to services, not wanting to go, feeling 

like you always, the poster child of HIV, and then stigma 

limits again as we said disclosure, not telling anyone that 

you're HIV positive.

And so again, when individuals have HIV and AIDS, again 

these are some of the things that stigma can lead to and I'm 

not going to go through all of them, but I do want to point out 



a few.  Guilt and self-blame as we talked about, deterioration 

of social interactions with others, not wanting, you know, not 

having relationships, and you may have been really close with 

your friend girl or sister girl or your family member, but 

stigma can lead to deterioration of social interaction with 

others and we no longer have this healthy relationship because 

of how you're treating me, and most people say if I knew you 

were HIV positive I wouldn't treat you different.  Most people 

do.  Fear of disclosure, increased substance use, suicidal 

ideation and suspicion and mistrust of others and interpersonal 

distrust, so these are some of the things.  Yep.

Sister HIV stigma in the media.  Again, they talk about 

you can take this medication, you can take or have quality of 

life, but if you look at the media and different things, HIV is 

still perpetrated in the media and there is still stigma there.  

As I said there is still stigma in healthcare.  Doctors don't 

want to treat a certain group of people.  The workplace, if a 

person knows you're HIV positive, well don't leave, you know, 

you can't let you drink out of my cup or you know if I give you 

my fork you won't have a fork today, if I give it to you you 

can keep it, I don't want it back, as a matter of fact, I got a 

plastic fork for you to use.  Religious community, again, 

sometimes people get caught up about how a person got infected 

and that can perpetrate just the whole issue of HIV stigma.

Family is another one, and again I told you about the 

person who had, you know, was going to the family's house and 

had to eat out of a Styrofoam paper plate and use plastic 

utensils and I think the most disheartening thing is we're not 

doing a really good job of really talking about HIV, and how 

long about how it's transmitted, and really having a 



conversation and dialogue about it, but I really think it's 

important that we do that.

So what are social determinants?  Again, social 

determinants of health are conditions and circumstances in 

which people are born, grow, live, work, and socialize.  When 

you think about HIV there are many social determinants 

associated with a person living with HIV.  And so I'm not going 

to stay on this one, but I want to go and show you some social 

determinants.

So again, social determinants are socioeconomic, age, 

gender, race, ethnicity, education, psycho social, poor social 

networks, self-esteem, isolation, depression, hostility, 

coping, and community and societal are social determinants like 

poverty, domestic violence, unemployment, trust in people and 

social institution and income and equality.

So what are some challenges or social determinants that 

affect African American women?  Gender is one, race, culture, 

poverty, socioeconomic status, unemployment, homelessness, no 

housing, unstable or substandard housing, poor education, you 

also have shame, silence and homophobia or homosexual behavior, 

and so again homosexual behavior can be those things that 

signify I'm having or having behaviors that depicts 

homosexuality, so not talking about it, higher rates of 

sexually transmitted infection, healthy literacy, not 

understanding about health, not being in power to make those 

decisions for myself, mental health and substance abuse 

problem, denial, being complacent, also religion and 

spiritualty, some other challenges, stigma and fear, ignorance, 

discrimination, crime and violence, living in socially 

disadvantaged neighborhoods are social determinations that 



affect African American women.  Negative perceptions about HIV 

testing, why are you getting testinged for HIV, you must have 

been doing something, no, I just need to know my status.  

Again, the next thing, lack of awareness of HIV stated us.  

Lack of or limited access, again we talked about quality health 

and medical care, lack of or limited access to health 

information, late diagnosis, not being able to diagnose people 

early, most of the time when people get diagnosed in some 

situation they already have full-blown AIDS, people not having 

insurance, and again not only sexually transmitted infection 

but repeated sexually transmitted infection, and then African 

American women are more likely to have sex with partners of the 

same race compared to other groups to African American women 

are more likely to have sex with black men compared to other 

groups that may have sex with other races and having social 

networks that impact sexual and drug use behaviors, so being 

around people who are using drugs or shooting drugs or who are 

engaging in risky behaviors are certainly some challenges and 

social determinants that affect African American women.

So again, can you see for African American women at risk 

for contracting HIV, it is all of these things that lead up to, 

you know, them being at risk or them being infected, so all of 

these things here.

So risk factors for African American women, again most 

times, and again I've been a senior health educator and you 

know I ran a Ryan White program and did outreach and testing 

and all of that.  A lot of times when women came in, they were 

unaware of partner's risk factors, didn't ask questions, were 

you ever locked up, did you have sex with men, women, you know, 

they're not aware of risk factors and they may not be aware of 



the partner's HIV status, and a lot of risk factors of having 

sex without a condom, it feels better having sex without a 

condom, I don't want to have sex with a condom, it's 

restraining, and having multiple sex partners, sharing 

injection drug needles, engaging in high-risk behaviors under 

the influence of alcohol and drugs and risk factors, exchanging 

money for sex or drugs and.

So these are just some prevention efforts and I'm not 

going to go over them, but again I do want to point out that 

HIV is 100% preventible and the only way is to prevent it and 

abstain from sexual activity.  People say using condoms are 

safe, but condoms are not safe, but safer, we practice safer 

sex because safe is not 100%, so as I side HIV is 100% 

preventible.

Prevention challenges, too few people with HIV, a lot of 

people don't know status, never got tested, many people with 

HIV do not receive ongoing treatment and that's the thing we're 

trying to do, diverse population may equal access to prevention 

information and tools, disparities in HIV rates definitely 

fueled by some of the inequities I talked about, limited 

resources for HIV prevention, and many American have become 

complacent.  When you see those commercials, you can take this 

medicine, you can feel good, but we're still complacent with 

the risk and the behaviors that our clients are feeling.  What 

can you do as a practitioner to help clients be aware of 

personal risk, talk about what their personal risk is, help 

clients think about what they can do, what are some of the 

things you can do in your relationship, have clients talk to 

partners about ways to be safer in their relationship, and also 

if you're working with clients, encourage clients to know their 



HIV status.  Those are some of the things that we, and I'm not 

just saying you, but we can do as practitioners, ask yourself 

these questions, how do I prevent HIV in communities, what 

things should be considered when working with clients, what 

role can I play in helping my clients prevent HIV or the 

transmission of HIV and AIDS?

Some prevention implications, again, encourage clients to 

get tested and know their partner's HIV status.  You got 

tested, I got tested, let me see your test results, you see my 

test results, and having the conversation, having the dialogue, 

talking about sex and sexuality and having less risky sex, and 

okay now that we know we may be HIV negative, and now that 

which know the risk factors, what can we do to keep ourself 

safe?  Using condoms is definitely very important.  It's not 

100%, but it is safer, limiting the number of sex partners, 

getting tested and treated for sexually transmitted infections 

like Gonorrhea, Syphilis, talk with prove lactics and I'll talk 

about that and not injecting drugs if you're going to inject 

drugs you definitely need to make sure they're clean and not 

used or shared with other people.

Knowing the five Ps of sexual health, and again sex and 

sexuality is so taboo but these are the conversations that we 

should be having.  Partners, how many partners what practices 

are you engaging in?  Protection?

So again, we talked about HIV and prevention counseling, 

so HIV prevention counseling is more client-centered.  You're 

really talking to the person about, you know, what are some of 

your practices, what can you do to protect yourself, you're 

helping them become more aware of their personal risk so that 

you can set a goal with them so that they can reduce their risk 



so they can be healthier in their relationships, and so again 

it helps the clients reach an explicit behavior change goal to 

reduce the chance of acquiring or transmitting HIV.

So the old model was, you do preand post-test counseling, 

you personalize the client risk, you have essential 

conversations or communication about different things, you 

shape the counseling to prevention behavior change model, 

decision-making counseling whether or not to get tested, and 

then you give the test results, that's the old way.

So now, and then before this is what the HIV Prevention 

Counseling Sessions include, and so that was before.  You 

introduced, you identify what the risk factors are, you 

identify some safer goal behaviors, develop a plan, the client 

will have a plan, identify some referrals and provide support 

and summarize and close the session.

4 reason to get tested, again today's guidelines says 

everyone between the ages of 13 and 64 should get tested for 

HIV.  Again, 1 in 7 people don't know their status, testing is 

the only way to know if you have HIV, and no matter what your 

test results are, you can take steps to help protect your 

health.

So some of these I'm going to kind of quick skip over 

quickly because I know we're running out of time.  This is a 

lot of information and I do apologize, but it's so much 

information and it's so much stuff, you know, to really get 

into two hours because talking about slavery, sex, and HIV 

certainly is a lot of information and a lot of stuff.

Confidential and anonymous test something a way people 

can be tested.  If you do it confidentially, a person gives 

their name and information, some people don't want to give 



their information and name, so they may test anonymously, and 

so they just have a number, but it's really important to get 

people to share their name, especially in various environments 

or venues with the health department because then we can help 

them access care and treatment.

If a person is positive, the focus is on post-counseling 

and linkage to care.  Other things, if a person is positive 

it's finding a health decision care provider, locating 

resources and medications to treat HIV, and starting and 

staying on treatment to help a person live longer.  If a person 

is negative, you come with ways to help them stay negative, 

negotiating safer sex, helping partners about getting tested, 

not sharing needles, really getting retested on a regular 

basis, and definitely asking a provider about all the ways to 

prevent it moving forward.

So now is the rapid testing, so you have rapid testing 

now that is 10-20 minutes, and so again it's 10-20 minutes and 

these are some of the pre-result step, some post-result step, 

you can get test results in 10-20 minutes and you can see once 

the person gets their results, they have to follow up with a 

confirmation test and then the next step is to develop a care 

treatment and prevention plan based on the results, and the 

most important is to link people to care.  That is the most 

important thing.

Now you have instant testing, and you can get your test 

results in less than 1 minute now and so there are different 

types of tests and there are still some agencies and some 

organizations that still do the 20-minute test and then there 

are some that do the 1-minute test, but it's the same setup, 

you know, introducing, conducting the brief re-screening, then 



once they get the test results, definitely you have to do a 

confirmation test because that's just -- that's the test kit 

shows and you still have to confirm it with a blood test and 

then develop a treatment plan and then refer and link to care 

and treatment.

So HIV testing is non-clinical settings, so you might 

decide you want to set up a testing site in your agency, and so 

I'm not going to go over it but you can read it for yourself, 

because really the goal is if a person in your agency or your 

organization wants to get tested, and I'm the person that 

believes in a one-stop-shop, and they're coming for services, 

and let's test them for HIV because that could very well affect 

the treatment, it could very well affect the services that they 

may be getting from you.

These are some examples of non-clinical settings, 

churches, treatment centers, outpatient centers, park, mobile 

testing unit, you can do it in a residential treatment 

facility, and I know I said that, a health-related storefront, 

homes, other social services, agencies, again HIV in a 

non-clinical settings because the whole purpose is to test and 

to help people know what their status and is so you can do it 

anywhere that you like to do it because the whole goal is to 

make sure if a person tests positive we want to get them into 

care and link them to care.

So I'm not going to go over this, it's just HIV testing 

in non-clinical settings.  Again, read over it, there are a lot 

of interventions, don't only test for HIV but other SDGs and 

infections, helping them to get insurance, navigating to get 

insurance, get into care, get into substance abuse, and they 

might need domestic care, and again if it was a one-stop-shop, 



these are some of the things that we can do because if the 

client is already there, we can links them up and get them the 

services that they need.

And then these are just some counseling skillsets.  I'm 

not going to go over that.  If you're interested in being an 

HIV counselor or if you are already, things to be reminded of.  

Guiding principles for HIV testing, and again special 

circumstances for consent, if you're testing you also want to 

know your state laws, what is age-appropriate for HIV testing, 

persons in your area or state.  Agencies should also establish 

sobriety protocols, so again you're not going to test somebody 

under the influence of alcohol or if they're intoxicated 

because they may not have a mind to make that decision.  Then a 

person with mental health disorders may not be able to give 

consent, especially a person cognitively impaired, and so these 

are some policies and legal consideration of HIV testing.

If you decide that you want to become a agency that 

provides HIV testing, these are some of the things that you can 

do.  You have to get a waiver so that you can have a 

certificate to be able to do HIV testing in your agency.

How can women minimize their risk?  Practice abstinence 

by object staining from oral, anal, and vaginal sex or 

unprotected anal and vaginal until they're in a relationship 

with one partner, only having sex with one another and knowing 

each other's status.  Get tested for HIV, talk about it, ask 

partners if they're tested recently, encourage those not tested 

to get tested.  Again, using a latex condom, male condom, 

female condom, dental dam or barrier every time they have sex, 

get treated to STIs or other infections, get vak natured for 

hepatitis B and get vaccinated for drugs that could impair 



judgment or leveling of functioning.

When conducting a HIV risk assessment, I am definitely 

going to go through this quickly.  Ensure confidentiality, ask 

direct questions, don't be afraid to just be direct.  You know, 

what are your sexual practices?  You know, how do you, you 

know, perform sex with another person?  Do you do -- is it 

anal, oral?  Just be very open about it because we have to be 

comfortable asking the questions.  If we're not comfortable, 

you know, then what's the point?  Normalize questions, well you 

know, I know this person, and how do you think about this, what 

do you feel about this, I know a person who came in and this is 

what they did, what do you think about that?  Be 

non-judgmental, start with less threatening questions, never 

assume anything and always ask questions, look for other clues 

in the history of the persons physical, and if there is a 

history of injection drug use, you definitely want to get more 

information, again ask for a explanation about sexual practices 

and use specific terms.  There is not a VaJJ it's a vagina.

So a brief sexual assessment, you can ask one question in 

your agency, one question could be, what do you do to protect 

yourself from sexually transmitted infection?  If it's two 

questions, have you had a sexual experience with another person 

in the past six months or year and if yes, how many different 

people?  And again, if if you have more time, can you ask other 

questions, sex with a man, sex with a woman, both?  Can you 

tell me more about past sexual practices?  Have you ever had a 

sexually transmitted infection before?  What else would you 

like to share?  It's all about the questioning, it's all about 

the questioning.

So again, you can use motivational interviewing when 



working with clients, so one of the things you can use, 

open-ended questions, again for the O, open the door for the 

client to talk.  How do you feel about that?  Tell me the last 

time you had unprotected sex?  What are some good things about 

using condoms?  What are not so good things about using 

condoms?  Definitely affirmation.  Again, you can say you're 

doing good keeping your appointments, I appreciate that you're 

willing to talk to me about your sexual behavior.  Affirming 

and really speaking positively to a client, definitely, 

congratulations on taking medication regularly, that can be 

difficult for some people.

Restating, reframing, reflecting.  An example could be it 

sounds like you're concerned about getting a positive result.  

It seems you're feeling uncomfortable about talking about it.  

Again, you want to summarize.  If you're doing motivational 

interviewing, so the main things you want to do are to see your 

lab values and find out about a support group, it looks like we 

have a plan in place for you, so using motivational 

interviewing to have these particular conversations.

So again, various settings for HIV counseling, substance 

use treatment facilities, correction alpha silts, outpatient 

mental health clinic, rape crisis domestic violence, college, 

churches, hospital, E.  Are, community outreach, mobile 

testing, community based, faith based organization, schools, 

and definitely local health department.

Treatment implications, so you definitely want to look at 

treatment implications, I'm not going to go over those, but I 

will talk about pre-exposure, PrEP.  It stands for preen 

exposure prove lax sis, it means to prevent or protect from a 

disease or infection.  Say you have a couple, one is HIV 



positive and one is HIV negative.  The person who is HIV 

negative doesn't want to run the risk of becoming infected so 

they may be introduced to Prep.  The pre-exposure prophylaxis, 

they take it every day as if they're HIV positive to prevent 

them from getting infected if having sex with their partner and 

not using protection.  It prevents HIV from setting up shop in 

a person's body.

   >> MODERATOR:  Hi, Lisa, just take a few more minutes to 

close out and wrap up and I will go ahead and end the webinar 

with our closeout.

   >> LISA CONNORS:  Okay.  All right.  All right.  It 

won't click forward.  All right.  Thank you.  So I will close 

out, so again you have post-exposure and if someone is in a 

environment and stuck with a needle.  Post-exposure, PEP is 

something the person would take and they would take for 28 days 

as if they're HIV positive and it is HIV medication.

So what are lessons learned?  Do not be judgmental, 

maintain confidentiality when, when taking a sex history be 

natural about it, don't have a script, just be comfortable and 

listen to the client.  Maintain integrity and be honest, know 

your facts, help women and African American stay safe and 

responsible, encourage them to limit their sexual partners, 

empower them to love and respect themselves, and help them 

build self-esteem and teach them about female sexuality, help 

them define who they are, and educate about sexual health, give 

them a safe place to discuss issues, teach advocacy skills, 

link to appropriate services, and empower them to access and 

retain.

Again, you want to help them heal and these are some 

things that can help them heal.  Teaching them about healthy 



relationship and encouraging them to access their resilience 

and dispel the victim menial tee.  Again, knowing HIV status 

protects them, partner, baby if they're pregnant, and help them 

have a peace of mind.

So these are some interventions, and I'm not going to go 

over them because I don't have the time, and I wish I do and I 

do apologize in advance, but you can begin to see there are 

evidence-based interventions that you can do.  I used to do 

this one called sisters informing sisters on topics on AIDS.  

It was a sister project, and really the sister project is 

building self-esteem, helping women to understand who they are 

as far as their ethnicity, their gender, teaching them safer 

sex, helping them understand how to negotiate safer sex in 

relationships and use condoms, and as you look at the 

PowerPoint, you can see that it's five sessions and these are 

all of the five sessions that we did.

I do apologize again.  TAMAR is another intervention, 

it's 15 weeks, it was developed in Maryland and facilitated by 

clinicians in the area, but you can do it individually, can you 

do it as a group, but the whole purpose is linking them, 

linkage to case management and after care.

So you will see the modules, so threes the modules.

Then there is one other model and then I'm going to wrap 

up here, sexual health and recovery, so again sexual health and 

recovery is really helping people look at their behaviors and 

to begin to look at, you know, how they respond while they're 

recovering, sexuality, sexual issues as they're in treatment 

and recovery, and so the important thing is to help people look 

at how sex and drugs link behaviors, how it's linked to sexual 

behaviors and sexual health issues that might affect their 



recovery, and so again you may ask the client, does your 

partner still see you in the same way or do you feel the same 

about your spouse now that you're in recovery?  Will sex be the 

same when you're free of addiction?  Can sex be healthy?  So 

it's really helping them to connect the sex behaviors with 

their drug behaviors.

I don't have time to go over it, but you can really see.  

And these are some other CDC interventions for African American 

females, and then these are some final facts.

Again, I don't have time to go over them so I do 

apologize, and then this the role of practitioners.  And then 

who we are, we're not taking it lying down, and then who is 

what Elaine Brown, she wrote a book, she said hope is the way 

that moved women around endurance to survival and ultimately 

transmission of oppressive circumstances, hope is the dream 

from oppression to liberation that facilitates full human 

humanity and fosters passion for life.

So again, my question is today, so what are you doing?  

And then I'm going to read this last thing, it's only going to 

take one minute today.  It's called Wake up!

Wake up my sisters and brothers, are you sleeping?  There 

is no time for moaning and growning or weeping.  Wake up and 

grab hold of what is true, grab hold of the message it just 

might concern you.  Wake up and look, learn, and hear, this 

disease is far from over and indeed it is very near.  Wake up, 

stand up, shout and get in a hurry.  Don't get complacent, 

tired and comfortable, so spread the word, stigma why worry, 

wake up my sisters and brothers, think about what you can do, 

remember HIV is not a death sentence, just heaven in view, wake 

up and get involved and share what you know because I'm 



concerned about our people dying and suffering from HIV and 

AIDS and this disease just has to go.  Wake up my people.  This 

thing is the real deal, don't sugar coat, front or fake it, 

just remember to keep it real.  Wake up, let's fight together 

to rid our communities of HIV, there is no time to be slow and 

hesitant, now is the time to A C T, so wake up.  That ends our 

webinar for today.  Again, I do apologize I had to go through 

the last part of it real fast.

But again, if you want to reach out to me, if you want 

additional information, if you just want me to go through some 

of the interventions again, I'll be more than happy to do that.  

Thank you, everyone, for attending.  Thank you, thank you 

again.

   >> MODERATOR:  Thank you, Lisa.  Thank you so much for 

your time and for presenting this information to us today.  I 

just want to remind everyone some things that you need to know 

about this particular presentation, they will all be on the 

NAADAC website and can you watch the recording after the live 

event, download the PowerPoint slides, take the CE quiz and 

make a payment if you are not a NAADAC member.

The web address for this webinar, just as a reminder, 

you'll see at the top of the screen, www.NAADAC.org/

slavery-sex-HIV-webinar.  For those of you that are still 

online, please submit all of your questions in the Question 

Box.  You have about two more minutes to submit your questions 

and they will go directly to Lisa and she will be able to 

answer those questions.

Again, you could go ahead and click on the Question's Box 

and submit your questions.  Also, please note that at the end 

of this webinar, a pop-up will appear on your screen that will 



be a survey to give us feedback.  We really need the feedback 

so we can continue to learn thousand sharpen and make our 

webinars more presentable more fitting for your field and 

position, so make sure to take just about one minute to knock 

out that survey for us at the end of the webinar.

And here are some of the instructions for receiving CE 

credit, as you see here.  Watch and listen to the entire 

webinar, pass the quiz, make the payment, and then of course 

you will see your CE certificate within 21 days or less of 

completing the quiz.

Some upcoming webinars that we have on May 8, our next 

webinar is by Daniel, blurred lines a convergence of gaming and 

gambling and they continue every other week and you'll see them 

on our website of www.NAADAC.org/webinars.

As a NAADAC member, a quick reminder if you have not 

joined as a NAADAC Member, you can join online now.  For those 

of you who are member, of course you get over 145 free CEs 

annually, subscription to our magazine articles, connection to 

both local, regional and annual conferences.  Our Northwest 

Regional Conference is coming up in June, you'll see it in the 

website.  If you're interested in the northwest, maying sure to 

connect at the northwest regional conference and Carl will be 

one of the regional presenters and I will be there presenting 

as well.  And Lisa, thank you for your valuable expertise.

I encourage you all to browse your website and learn how 

NAADAC helps others.  Stay connected with us on LinkedIn, 

Facebook and Twitter.  Have a great day, everyone.

(session completed at 4:02 p.m. CST).


