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Abstract 
Black women living with HIV (BWLWH) contend with injuries of injustice, 
which manifest in restricted reproductive autonomy and decision-making 
power in social and medical settings. Mitigating threats to reproductive 
autonomy calls for innovations that consider patients’ needs and offer 
insights on how historically situated marginalization influences today’s 
institutional, political, and economic systems and shapes reproductive 
decision making. In addition to cross-disciplinary expertise and 
collaboration, integrating structural competency into reproductive health 
care requires demonstrating respect for the autonomy, lived 
experiences, and preferences of BWLWH. 
 

Introduction 
Health experiences are shaped by the broader social conditions, forces, and systems in 
which they are situated (eg, social position, norms, and policies).1,2 Reproduction is an 
issue that is uniquely and inordinately subject to social oversight.3,4 More specifically, a 
variety of cultural and historical factors, such as religious and moral belief systems and 
political ideologies, can manifest in health care systems’ policies and patient treatment 
for reproductive health.5,6 Thus, individual reproductive decision-making power is 
subject to external social influences, including health care practitioner biases. 
 
Restricted reproductive access and decision-making power, particularly among 
marginalized populations, raises ethical concerns.7,8 The work of Kimberlé Crenshaw on 
intersectionality outlines how aspects of one’s social identity, such as gender, race, and 
health status (eg, HIV-positive), can overlap to create compounded injustice in the forms 
of disadvantage and discrimination.9 Consequently, Black women living with HIV 
(BWLWH) contend with injuries of injustice,10 which manifest in restricted reproductive 
autonomy in social and medical settings. Reproduction is particularly medicalized for 
WLWH, as evidenced by earlier recommendations that advised all WLWH to avoid and 
terminate pregnancies to prevent transmission of HIV to their fetus or newborn.11 This 
medicalization of reproduction is magnified for BWLWH, who account for the largest 
share of HIV diagnoses among women12 and are at increased risk of adverse health 
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outcomes (ie, lower antiretroviral treatment adherence and higher morbidity and 
mortality)13,14,15 due to disparities in health care access, social inequities (eg, violence, 
competing life demands),10 intersecting stigmas (eg, gender, race, class, and health 
status),16,17,18 and dissatisfaction with their treatment by health care clinicians.19 
 
Contemporary models of care promote informed, autonomous reproductive decision 
making for WLWH, given the relatively low risk of maternal-to-child (perinatal) 
transmission (1%-2%) in the United States, which has been made possible by effective 
public health interventions (eg, universal HIV testing, preconception counseling, family 
planning) and medical interventions (eg, antiretroviral therapy, preexposure 
prophylaxis).20 In contrast to earlier work suggesting that HIV posed a challenge for 
reproduction, recent studies have revealed that HIV-positive status does not diminish 
women’s desire to bear children but rather is one of many factors considered in 
reproductive preferences.21,22 Despite variation in the reproductive preferences of 
WLWH, studies within the last decade have documented lived experiences of 
reproductive coercion (or exertion of “power and control over contraceptive and/or 
pregnancy choices and outcomes”23) in medical settings, whereby WLWH were given 
directive advice to abstain from reproductive interests, to have abortions, and to pursue 
tubal ligations and other forms of female sterilization.7,24,25,26,27 
 
While HIV-related and other forms of stigma are experienced by WLWH in multiple 
settings, a growing body of literature suggests that stigma and discrimination (both 
covert and overt) against WLWH in health care settings may be especially detrimental to 
women’s overall health and well-being.16 A 2018 systematic review of qualitative and 
quantitative studies conducted in the United States that were published from 2010 to 
2017 documents the continued experience of HIV stigma in health care settings, despite 
decades of development of HIV treatment and efforts to combat and expose the harmful 
effects of HIV-related stigma.28 A 2020 study of predominantly BWLWH in 6 US cities 
describes their experiences with lack of compassion, judgment, dehumanization, and 
disrespect in health care delivery settings,19 which can contribute to psychological 
distress, delayed care seeking, and avoidance of care.28 The suboptimal delivery of care 
to WLWH represents a recurrent ethical dilemma that must be thoughtfully addressed, 
particularly in the context of reproductive decision-making practices, in order to offer 
care that is respectful, empathetic, and more effective. 
 
Reproductive Autonomy 
Respect for autonomy is a moral principle that has particular salience for patients’ 
preferences and decisions within the context of research, medicine, and health care.29 
Autonomy, derived from the Greek autos (self) and nomos (rule) is generally understood 
to refer to the “capacity to be one’s own person, to live one’s life according to reasons 
and motives that are taken as one’s own and not the product of manipulative or 
distorting external forces.”29 Both liberty (independence from controlling influences) and 
agency (capacity for intentional action) are essential conditions of autonomy. 
Reproductive autonomy is the “power to decide when, if at all, to have children.”30 
 
Threats to autonomy include paternalism, which manifest in systems (eg, political, 
economic, health care) that restrict people’s choices. Examples of paternalism in health 
care settings experienced and reported by WLWH have taken the form of minimal 
support for and advice regarding pregnancy,31,32 overestimation of HIV transmission 
risks to infants,25 and lack of patient centeredness,19 all of which can be interpreted as 
systematic disrespect for the reproductive choices and moral agency of WLWH. Despite 
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minimal risk of maternal-to-child transmission of HIV, recent work by Hill and colleagues 
highlights that WLWH are more likely than women without HIV to undergo tubal ligations 
to eliminate vertical HIV transmission risks.33 These findings are consistent with 
previous work underscoring that perceived negative judgment and stigmatization by 
health care practitioners and others influence the decisions of WLWH to opt for 
irreversible contraceptive methods, such as tubal ligations.25,34,35 
 
The lack of training opportunities for clinicians at the intersection of reproductive health 
and HIV-related care represents a systemic barrier to delivering comprehensive care to 
BWLWH. Studies of continuing medical education indicate limited HIV-prevention 
knowledge among family planning practitioners36,37 and limited recent exposure to HIV-
related training opportunities among primary care clinicians,38 which may potentially 
contribute to gaps in ethical, evidence-based practice.39 
 
From a social justice perspective, health care professionals’ lack of respect for the 
reproductive autonomy of BWLWH bears a historic resemblance to the social and 
medical policies that devalued and restricted a woman’s right to reproduce and mother 
as part of a larger institutional attempt to “dehumanize or control Black women’s 
reproductive lives.”8 More specifically, laws in the United States from the 1850s to the 
1970s legally sanctioned the nonconsensual sterilization of marginalized groups, 
including women of low income and with disabilities, women of color, and women with 
mental illness.40 The term Mississippi appendectomy was coined to refer to the practice 
of involuntary hysterectomy at teaching hospitals as training for medical students, often 
in the US South, without women’s knowledge or medical indication and at times with the 
misguided understanding that their appendix was being removed.8,41 These laws took 
advantage of preexisting stereotypes that women in these circumstances were insane, 
“feebleminded,” criminal, or incapable of bearing and raising children without state 
support. Many believed that mental illness, disability, and other characteristics ascribed 
to these women were genetically transmitted to offspring. Harriet Washington argues 
that “in a refinement of earlier scientific racism, eugenics was appropriated to label 
black women as sexually indiscriminate and as bad mothers who were constrained by 
biology to give birth to defective children.”41 As described by scholars, the oversight and 
interventions (ie, social, medical, political) specific to Black women’s reproductive lives 
has been historically—and is currently—supported by the notion that Black women are 
inherently susceptible to “pass on” or “transmit” negative traits or conditions to their 
offspring,3,4 including HIV. 
 
The field of bioethics, however, has paid too little attention to the reproductive rights of 
BWLWH, a medically and socially underserved population. Here, we focus on Dorothy 
Roberts’ assertion that “reproductive freedom is a matter of social justice, not individual 
choice.”8 Thus, mitigating threats to reproductive choice for BWLWH is a social justice 
imperative that calls for a critical examination of women’s lived experiences in the 
context of overlapping marginalities and intersectional stigmatization.17 The experiences 
of diminished reproductive autonomy and heightened vulnerability to reproductive 
coercion among BWLWH further highlight the need for critical ethical discourse on 
reproductive injustices. The primary tenets of reproductive justice include “(1) the right 
not to have a child; (2) the right to have a child; and (3) the right to parent children in 
safe and healthy environments.”42 Notably, reproductive justice demands sexual 
autonomy and gender freedom for every human being. Realizing reproductive justice 
praxis in clinical settings calls for partnering with reproductive justice organizations and 
activists who offer the theoretical, practical, and on-the-ground expertise to (1) guide 
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strategies that create reflective spaces for challenging injustices in reproduction 
experienced by women who are traditionally marginalized and undervalued in society 
and (2) integrate reproductive justice perspectives into medical education to equip 
clinicians with the knowledge and skills to deliver reproductive education and 
counseling that is attentive to the social and economic needs and realities of their 
patients (eg, poverty, access to care and insurance, domestic violence, low-resource 
neighborhoods, stigma, and substance use).43 
 
Relatedly, Scott and colleagues contend that transforming reproductive health care 
begins with “acknowledgment and protection of the dignity, sanctity, and humanity of 
Blackness in health services research and provision.”44 Toward this end, reliance on 
stakeholders with the local and contextual knowledge and insights to foster relevant 
solutions is critically important to effectively support sustainable living and thriving 
among Black mothers and their families.44 The formulation of reproductive ethical 
questions and analyses must be examined within the context of gender, class, and racial 
inequality to inform a complex understanding of the role of intersecting identities in 
decision making on the part of clinicians and patients.45 Bioethics as a field has long 
neglected underlying socioeconomic disparities and the legacies of inequities that in 
fact give rise to ethical dilemmas and vulnerabilities in both research and clinical 
settings.46 Similarly, we argue that reproductive ethics scholarship and discourse lacks 
an emphasis on reproductive choice and a focus on the preferences of persons who are 
traditionally marginalized. Reproductive justice frameworks not only provide an 
enhanced conceptualization of ethical dilemmas experienced by women and birthing 
people, but also reveal academic and medical institutional blind spots and biases that 
continue to perpetuate social inequities44,45 and that ultimately contribute to dilemmas 
in reproductive decision making. Optimal respect for the reproductive desires of BWLWH 
requires consideration of their decisions within the context of overlapping and 
intersecting systems of oppression in order to adequately support reproductive decision 
making.8,10,45 
 
Understanding the Lived Experiences of BWLWH  
In general, BWLWH face a myriad of structural inequities relevant to their families’ 
reproductive well-being, including—but not limited to—lack of access to childcare, health 
information, transportation, and stable and safe housing, as well as barriers associated 
with substance use and related recovery.10,47 As such, ethical research engagement with 
BWLWH and other marginalized groups requires creating empowering and reflective 
spaces and structures that allow individuals and groups to share their stories, reframe 
existing narratives, and minimize the power dynamics that traditionally exist between 
researchers and participants.48 Similarly, to bolster trust, rapport, respect, and 
transparency between clinicians and patients, developing innovative health care models 
and frameworks that give consideration to the complex medical and social needs of 
medically underserved populations is an ethical imperative. Structural competency is 
one such framework applied in health care professional training that emphasizes 
engagement with the sociocontextual realities of patients and communities.49 Downey 
and Gómez argue that “structural competency training with a reproductive health focus 
might improve clinician sensitivity to social determinants of health, encourage 
generative self-reflection, and open opportunities for solidarity with patients.”50 The 
integration of structural competency and other fundamental lenses (eg, intersectionality, 
reproductive justice, critical race theory) into research and practice might offer new 
insights into how marginalized identities (eg, intersections of race, gender, class, and 
HIV status),10,17 historical realities (eg, devaluation of Black bodies, experimentation on 
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Black female slaves),8,41 and systemic forces (eg, institutional, political, and economic) 
shape reproductive preferences and decision making.32,44,45,50 
 
Conducting patient-centered research guided by the aforementioned frameworks—
including research that examines the lived experiences of marginalized women in 
various social and health care settings48—is fundamental to informing ethically 
responsive reproductive health care practices and procedures and to improving health-
related outcomes.49 This process calls for cross-disciplinary collaboration and expertise 
as well as the engagement of patients and other stakeholders to promote equity in 
research conceptualization, implementation, and interpretation and in translation of 
findings.43,49 
 
In addition to understanding inequities formed by intersecting structural forces, 
researchers must appreciate the resiliencies, values, and protective factors that people 
develop as a result of their coexisting social statuses. For instance, women managing 
chronic health conditions such as HIV report that motherhood contributes to a sense of 
self-acceptance, autonomy, and a feeling of purpose or mission in life.25 While 
contending with major social stressors such as HIV-related stigma and discrimination 
and financial hardship,13 many women employ resilience-based strategies and engage 
in health-promoting behaviors.51,52 In fact, evidence suggests that many WLWH 
demonstrate resistance to stigma and discrimination in various ways,17,24 including by 
building supportive communities and developing trusting relationships with HIV 
clinicians.24 Health care professionals represent key stakeholders in supporting women 
in achieving their reproductive goals by providing holistic, relevant, and evidence-based 
care that is tailored to the specific preferences, needs, and life course of their patients. 
Examples of preferred and desired care expressed by WLWH in a recent qualitative 
study include care that is knowledge based, patient centered, efficient, equitable, safe, 
and timely.19 
 
Centering Patient Preferences  
A growing body of literature highlights the importance of centering patient preferences in 
decision making to improve health outcomes. Centering patient preferences 
acknowledges that evidence-based recommendations must be carefully balanced with 
community voices and expressed needs and with cultural nuances to maximize the 
health and well-being of patients and to minimize undue harms.49,53 Respect for patient 
preferences and agency may be best served by and represented in participatory 
research approaches, which ultimately aim to shape research design and 
implementation through an iterative, dynamic process that centers the needs,53 
realities, and experiences of communities.48 
 
In the context of reproductive decision making among Black WLWH, the need to 
prioritize patient preferences is even more pronounced. Black woman-led organizations 
such as SisterLove,54 the Black AIDS Institute,55 the Black Mamas Matter Alliance,56 and 
the Black Women’s Health Imperative57 are confronting, shifting, and dismantling 
engendered and racialized oppression of Black women, their families, and their 
communities by centering Black women as essential change agents and as producers of 
and contributors to clinical and research guidance in the area of Black women’s health. 
These organizations center Black women’s experiences through the following 
mechanisms: (1) creating and providing leadership opportunities for Black women within 
the organization; (2) acknowledging Black women as collaborators and partners in 
health care decisions; (3) centering the lived experiences of Black women in their 
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programming, policies, and community-engaged research; and (4) ensuring that Black 
women and communities are at the forefront of their reproductive justice programmatic 
foci. Thus, these organizations are leaders in the reproductive justice movement and 
continue to ensure that patient preferences are acknowledged and prioritized. 
 
The COVID-19 pandemic is rapidly changing health care delivery practices, including 
those related to reproductive health and maternity care.58 The recent implementation of 
birthing policies in many New York City hospitals, for instance, restricts doulas or 
spouses from being present during labor or birth due to COVID-19 transmission risks.58 
These practices not only minimize patient autonomy but also potentially jeopardize the 
health and well-being of pregnant and birthing people,58 with WLWH and women with 
other chronic conditions being especially vulnerable. Indeed, variation in state-
supported reproductive health policies bolsters health inequities.59,60 Notably, restricted 
eligibility for Medicaid and the Aids Drug Assistance Program among persons living with 
HIV affects their access to HIV treatment, care, and prevention—especially in southern 
states61—and incidentally restricts both their access to reproductive services (ie, 
contraception, abortion) and their autonomy. The time is ripe to promote integrating 
rights-based approaches and reproductive justice frameworks into medical practices 
and training to reconcile historical and current injustices in health care. This overdue 
paradigm shift calls for organizational, systemic, and policy changes that require cross-
disciplinary expertise and collaboration among health care professionals, medical and 
social scientists, and reproductive justice leaders. Furthermore, demonstrating optimal 
respect for the autonomy, lived experiences, and preferences of BWLWH is critical to 
mitigating unwarranted social, emotional, mental, and bodily harm as threats to 
informed and autonomous reproductive decision making. 
 
References 

1. Riley AR. Advancing the study of health inequality: fundamental causes as 
systems of exposure. SSM Popul Health. 2020;10:100555. 

2. Phelan JC, Link BG, Tehranifar P. Social conditions as fundamental causes of 
health inequalities: theory, evidence, and policy implications. J Health Soc 
Behav. 2010;51(1)(suppl):S28-S40. 

3. Kulczycki A. Ethics, ideology, and reproductive health policy in the United States. 
Stud Fam Plann. 2007;38(4):333-351. 

4. Watson K. It is time to combat abortion stigma. Nat Hum Behav. 2018;2(9):610-
611. 

5. Liu Y, Hebert LE, Hasselbacher LA, Stulberg DB. “Am I going to be in trouble for 
what I’m doing?”: providing contraceptive care in religious health care systems. 
Perspect Sex Reprod Health. 2019;51(4):193-199. 

6. de Kanter CB, Roberts TA, Raiciulescu S, et al. Military family physicians’ 
practices and perceptions about reproductive health services for deploying 
women. Mil Med. 2019;184(5-6):e424-e430. 

7. Watson K. Abortion as a moral good. Lancet. 2019;393(10177):1196-1197. 
8. Roberts D. Killing the Black Body: Race, Reproduction, and the Meaning of 

Liberty. Pantheon; 1997. 
9. Crenshaw K. Demarginalizing the intersection of race and sex: a Black feminist 

critique of antidiscrimination doctrine. Univ Chic Leg Forum. 1989;1:139-167. 
Accessed December 11, 2020. 
https://chicagounbound.uchicago.edu/cgi/viewcontent.cgi?article=1052&conte
xt=uclf  

https://chicagounbound.uchicago.edu/cgi/viewcontent.cgi?article=1052&context=uclf
https://chicagounbound.uchicago.edu/cgi/viewcontent.cgi?article=1052&context=uclf


 

  journalofethics.org 162 

10. Watkins-Hayes C. Intersectionality and the sociology of HIV/AIDS: past, present, 
and future research directions. Annu Rev Sociol. 2014;40(1):431-457. 

11. Ethics Committee, American Fertility Society. Ethical considerations of assisted 
reproductive technologies. Fertil Steril. 1994;62(5)(suppl 1):1S-125S. 

12. HIV among African Americans. Centers for Disease Control and Prevention. May 
18, 2020. Accessed August 1, 2020. 
https://www.cdc.gov/hiv/group/racialethnic/africanamericans/index.html  

13. Wingood GM, Diclemente RJ, Mikhail I, et al. HIV discrimination and the health of 
women living with HIV. Women Health. 2007;46(2-3):99-112. 

14. Rueda S, Mitra S, Chen S, et al. Examining the associations between HIV-related 
stigma and health outcomes in people living with HIV/AIDS: a series of meta-
analyses. BMJ Open. 2016;6(7):e011453. 

15. Katz IT, Ryu AE, Onuegbu AG, et al. Impact of HIV-related stigma on treatment 
adherence: systematic review and meta-synthesis. J Int AIDS Soc. 
2013;16(3)(suppl 2):18640. 

16. Rice WS, Turan B, Fletcher FE, et al. A mixed methods study of anticipated and 
experienced stigma in health care settings among women living with HIV in the 
United States. AIDS Patient Care STDS. 2019;33(4):184-195. 

17. Rice WS, Logie CH, Napoles TM, et al. Perceptions of intersectional stigma 
among diverse women living with HIV in the United States. Soc Sci Med. 
2018;208:9-17. 

18. Turan B, Hatcher AM, Weiser SD, Johnson MO, Rice WS, Turan JM. Framing 
mechanisms linking HIV-related stigma, adherence to treatment, and health 
outcomes. Am J Public Health. 2017;107(6):863-869. 

19. Rice WS, Fletcher FE, Akingbade B, et al. Quality of care for Black and Latina 
women living with HIV in the US: a qualitative study. Int J Equity Health. 
2020;19(1):115. 

20. HIV Expert Work Group, Committee on Obstetric Practice. ACOG Committee 
Opinion No. 751: labor and delivery management of women with human 
immunodeficiency virus infection. Obstet Gynecol. 2018;132(3):e131-e137. 

21. O’Brien N, Greene S, Carter A, et al; CHIWOS Research Team. Envisioning 
women-centered HIV care: perspectives from women living with HIV in Canada. 
Womens Health Issues. 2017;27(6):721-730. 

22. Carter AJ, Bourgeois S, O’Brien N, et al; CHIWOS Research Team. Women-
specific HIV/AIDS services: identifying and defining the components of holistic 
service delivery for women living with HIV/AIDS. J Int AIDS Soc. 
2013;16(1):17433. 

23. Park J, Nordstrom SK, Weber KM, Irwin T. Reproductive coercion: uncloaking an 
imbalance of social power. Am J Obstet Gynecol. 2016;214(1):74-78. 

24. Cuca YP, Rose CD. Social stigma and childbearing for women living with 
HIV/AIDS. Qual Health Res. 2016;26(11):1508-1518. 

25. Fletcher F, Ingram LA, Kerr J, Buchberg M, Richter DL, Sowell R. “Out of all of this 
mess, I got a blessing”: perceptions and experiences of reproduction and 
motherhood in African American women living with HIV. J Assoc Nurses AIDS 
Care. 2016;27(4):381-391. 

26. Squires KE, Hodder SL, Feinberg J, et al. Health needs of HIV-infected women in 
the United States: insights from the Women Living Positive survey. AIDS Patient 
Care STDS. 2011;25(5):279-285. 

27. Amutah NN, Gifuni J, Wesley Y. Shaping the conversation: a secondary analysis 
of reproductive decision-making among Black mothers with HIV. Clin Med 
Insights Womens Health. 2016;9(suppl 1):1-8. 

https://www.cdc.gov/hiv/group/racialethnic/africanamericans/index.html


AMA Journal of Ethics, February 2021 163 

28. Geter A, Herron AR, Sutton MY. HIV-related stigma by healthcare providers in the 
United States: a systematic review. AIDS Patient Care STDS. 2018;32(10):418-
424. 

29. Beauchamp T, Childress J. Respect for Autonomy. 4th ed. Oxford University 
Press; 1994. 

30. Purdy L. Women’s reproductive autonomy: medicalisation and beyond. J Med 
Ethics. 2006;32(5):287-291. 

31. Rhodes CM, Cu-Uvin S, Rana AI. Pregnancy desire, partner serodiscordance, and 
partner HIV disclosure among reproductive age HIV-infected women in an urban 
clinic. Infect Dis Obstet Gynecol. 2016;2016:8048457.  

32. Tanner AE, Chambers BD, Philbin MM, et al. The intersection between women’s 
reproductive desires and HIV care providers’ reproductive health practices: a 
mixed methods analysis. Matern Child Health J. 2018;22(9):1233-1239. 

33. Hill S, Kuo HC, Aban I, Gray S, Simpson T, Dionne-Odom J. A comparative 
analysis of documented contraceptive use among women aged 18-30 living with 
and without HIV in Alabama. Contraception. 2019;100(4):275-278. 

34. Haddad LB, Monsour M, Tepper NK, Whiteman MK, Kourtis AP, Jamieson DJ. 
Trends in contraceptive use according to HIV status among privately insured 
women in the United States. Am J Obstet Gynecol. 2017;217(6):676.e1-
676.e11. 

35. Badell ML, Lathrop E, Haddad LB, Goedken P, Nguyen ML, Cwiak CA. 
Reproductive healthcare needs and desires in a cohort of HIV-positive women. 
Infect Dis Obstet Gynecol. 2012;2012:107878. 

36. Sales JM, Cwiak C, Haddad LB, et al. Brief report: impact of PrEP training for 
family planning providers on HIV prevention counseling and patient interest in 
PrEP in Atlanta, Georgia. J Acquir Immune Defic Syndr. 2019;81(4):414-418. 

37. Seidman D, Carlson K, Weber S, Witt J, Kelly PJ. United States family planning 
providers’ knowledge of and attitudes towards preexposure prophylaxis for HIV 
prevention: a national survey. Contraception. 2016;93(5):463-469. 

38. Henny KD, Duke CC, Geter A, et al. HIV-related training and correlates of 
knowledge, HIV screening and prescribing of nPEP and PrEP among primary care 
providers in Southeast United States, 2017. AIDS Behav. 2019;23(11):2926-
2935. 

39. Rackal JM, Tynan AM, Handford CD, Rzeznikiewiz D, Agha A, Glazier R. Provider 
training and experience for people living with HIV/AIDS. Cochrane Database Syst 
Rev. 2011(6):CD003938. 

40. Amy JJ, Rowlands S. Legalised non-consensual sterilization—eugenics put into 
practice before 1945, and the aftermath. Part 1: USA, Japan, Canada and 
Mexico. Eur J Contracept Reprod Health Care. 2018;23(2):121-129. 

41. Washington HA. The black stork: the eugenic control of African American 
reproduction. In: Medical Apartheid: The Dark History of Medical 
Experimentation on Black Americans From Colonial Times to the Present. 
Doubleday; 2006:189-215. 

42. Ross LJ, Solinger R. A reproductive justice history. In: Reproductive Justice. 
University of California Press; 2017:9-57. 

43. Gilliam ML, Neustadt A, Gordon R. A call to incorporate a reproductive justice 
agenda into reproductive health clinical practice and policy. Contraception. 
2009;79(4):243-246. 

44. Scott KA, Bray S, McLemore MR. First, do no harm: why philanthropy needs to re-
examine its role in reproductive equity and racial justice. Health Equity. 
2020;4(1):17-22. 



 

  journalofethics.org 164 

45. Harris LH. Interdisciplinary perspectives on race, ethnicity, and class in 
recommendations for intrauterine contraception. Am J Obstet Gynecol. 
2010;203(4):293-295. 

46. Danis M, Wilson Y, White A. Bioethicists can and should contribute to addressing 
racism. Am J Bioeth. 2016;16(4):3-12. 

47. Amutah N. African American women: the face of HIV/AIDS in Washington, DC. 
Qual Rep. 2012;17(46):1-15. 

48. Fletcher FE, Rice WS, Ingram LA, Fisher CB. Ethical challenges and lessons 
learned from qualitative research with low-income African American women 
living with HIV in the South. J Health Care Poor Underserved. 
2019;30(4)(suppl):116-129. 

49. Metzl JM, Hansen H. Structural competency: theorizing a new medical 
engagement with stigma and inequality. Soc Sci Med. 2014;103:126-133. 

50. Downey MM, Gómez AM. Structural competency and reproductive health. AMA J 
Ethics. 2018;20(3):211-223. 

51. Fletcher FE, Sherwood NR, Rice WS, et al. Resilience and HIV treatment 
outcomes among women living with HIV in the United States: a mixed-methods 
analysis. AIDS Patient Care STDS. 2020;34(8):356-366. 

52. Dale SK, Safren SA. Resilience takes a village: Black women utilize support from 
their community to foster resilience against multiple adversities. AIDS Care. 
2018;30(suppl 5):S18-S26. 

53. Schulz A, Israel B, Selig S, Bayer I, Griffin C. Development and implementation of 
principles for community-based research in public health. In: MacNair RH, 
ed. Research Strategies for Community Practice. Haworth Press; 1998:83-110. 

54. SisterLove. Accessed April 29, 2020. https://www.sisterlove.org/ 
55. Black AIDS Institute. Accessed April 29, 2020. https://blackaids.org/ 
56. Black Mamas Matter Alliance. Accessed April 29, 2020. 

https://blackmamasmatter.org/ 
57. Black Women’s Health Imperative. Accessed April 29, 2020. https://bwhi.org/ 
58. McLemore M. COVID-19 is no reason to abandon pregnant people. Scientific 

American blog. March 26, 2020. Accessed July 9, 2020. 
https://blogs.scientificamerican.com/observations/covid-19-is-no-reason-to-
abandon-pregnant-people/  

59. Medicaid family planning eligibility expansions. Guttmacher Institute. Updated 
August 1, 2020. Accessed August 16, 2020. https://www.guttmacher.org/state-
policy/explore/medicaid-family-planning-eligibility-expansions 

60. Blanchard K, Thompson TA, Symour J; Ibis Reproductive Health. Evaluating 
priorities: measuring women’s and children’s health and wellbeing against 
abortion restrictions in the states. Vol 2. Center for Reproductive Rights. June 
2017. Accessed August 16, 2020. 
https://www.reproductiverights.org/sites/default/files/documents/USPA-Ibis-
Evaluating-Priorities-v2.pdf  

61. Adimora AA, Ramirez C, Schoenbach VJ, Cohen MS. Policies and politics that 
promote HIV infection in the Southern United States. AIDS. 2014;28(10):1393-
1397. 

 
Faith E. Fletcher, PhD, MA is an assistant professor in the Department of Health 
Behavior at the University of Alabama at Birmingham School of Public Health. She is 
currently co-chair of the American Society for Bioethics and Humanities RACE Affinity 
Group and a Hastings Center senior advisor. Her research investigates the health care 

https://www.sisterlove.org/
https://blackaids.org/
https://blackmamasmatter.org/
https://bwhi.org/
https://blogs.scientificamerican.com/observations/covid-19-is-no-reason-to-abandon-pregnant-people/
https://blogs.scientificamerican.com/observations/covid-19-is-no-reason-to-abandon-pregnant-people/
https://www.guttmacher.org/state-policy/explore/medicaid-family-planning-eligibility-expansions
https://www.guttmacher.org/state-policy/explore/medicaid-family-planning-eligibility-expansions
https://www.reproductiverights.org/sites/default/files/documents/USPA-Ibis-Evaluating-Priorities-v2.pdf
https://www.reproductiverights.org/sites/default/files/documents/USPA-Ibis-Evaluating-Priorities-v2.pdf


AMA Journal of Ethics, February 2021 165 

and research experiences of traditionally marginalized and stigmatized populations to 
inform ethically grounded and community-centered practices and strategies. 
 
Ndidiamaka Amutah-Onukagha, PhD, MPH is an associate professor in the Department 
of Public Health and Community Medicine at Tufts University School of Medicine in 
Boston. She is currently the co-chair of the Perinatal and Women’s Health Committee in 
the Maternal and Child Health Section of the American Public Health Association. Her 
current research interests include maternal mortality and morbidity, health disparities, 
reproductive health, infant mortality, and HIV/AIDS in women of color. 
 
Julie Attys, MPH is a public health professional who specializes in global health program 
design, monitoring, and evaluation. She is also a case investigator at Partners in Health. 
Her primary research interests include HIV/AIDS among Black women, community-based 
management of severe acute child malnutrition, and the use of the Sustainable 
Development Goals to address economic, social, and environmental challenges related 
to sexual and reproductive health. 
 
Whitney S. Rice, DrPH, MPH is an assistant professor of behavioral, social, and health 
education sciences at the Rollins School of Public Health at Emory University in Atlanta, 
Georgia. She is also the director of the Center for Reproductive Health Research in the 
Southeast. Through community-centered production, her research examines the 
implications of social and systems-level factors (eg, stigma and policy) for health care 
access and utilization in sexual and reproductive health contexts (ie, family planning, 
HIV prevention, perinatal health) with the goal of increasing equity in sexual and 
reproductive health outcomes and care delivery. 
 

Citation 
AMA J Ethics. 2021;23(2):E156-165. 
 
DOI 
10.1001/amajethics.2021.156. 
 
Conflict of Interest Disclosure 
The author(s) had no conflicts of interest to disclose. 
 
The viewpoints expressed in this article are those of the author(s) and do not 
necessarily reflect the views and policies of the AMA. 

 
 
 
 
 
 
 
Copyright 2021 American Medical Association. All rights reserved.  
ISSN 2376-6980 


