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ABSTRACT
When examining disparities in healthcare, notably those facing black men
(Danaei et al. 2010; Thorpe Jr et al 2013), trust formation (Smith 2010; Levine 2013),
internalization of stigma (Goffman 1963; Becker 2008), and identity construction (Hill
Collins 2009, Crenshaw 2010) are three potentially important social processes worthy of
consideration. Research has often sought to explore racialized differences in healthcare
utilization and health outcomes by operationalizing trust (Adegbembo, Tomar, and Logan
2006; Carpenter et al. 2009), stigma (Wailoo 2006; Stuber, Meyer, and Link 2008), and
identity (Mimiaga et al. 2009), but there is little research that speaks to the dynamic
relationship between all three processes as they pertain to healthcare (Eaton et al. 2015).
Furthermore, previous research on the three processes has not focused on new healthcare
interventions and new medical technologies. This dissertation expands the conversation
on trust, stigma, and identity by exploring how technological advances—namely, the use
of virtual agents—can be employed to potentially increase engagement in healthcare for
black men.
This dissertation discusses the reciprocal nature of identity construction and
internalization of stigma and the impact that both processes have on the health
maintenance behaviors of black men, especially insofar as there exists an avenue for
technology to mitigate current disparities. With stigma inherently being affixed to
characteristics associated with identity, such as race or sexual orientation, and with
stigmatized populations sometimes internalizing the negative labels society casts upon
them (Becker 2008), understanding the manner in which these two social processes may
serve to reinforce each other is key. Next, adopting a position consistent with Eaton et al.
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(2015), who argued that medical distrust mediates the effect of stigma on engagement in
care, I highlight the process of trust and explore the roles of identity construction and
internalization of stigma with respect to its formation. This dissertation explores the
proactive use of distrust (Levine 2013), as well as what black men I spoke with are
reporting that healthcare can do to (re)earn and maintain their trust. Finally, I detail the
impact that (dis)trust has on healthcare utilization and the potential ability of embodied
conversational agent (ECA) technology (virtual agents) to reduce the social and structural
barriers that impact black men’s access to healthcare. In analyzing the relationship
between trust and healthcare utilization, which is captured via patients’ healthcare
experiences and their activation behaviors (Hibbard and Greene 2013), the impact of both
processes on health outcomes are also examined.
This dissertation utilizes a mixed methods research frame (Creswell and Creswell
2017), employing both qualitative and quantitative strategies. Focus groups (N=11;
participants N=67), key informant interviews (N=12), and interviews (N=5) with
participants who pilot test an online health promotion system (Gabe) are integral in
providing this research with valuable insight into the ways in which trust, stigma, and
identity impact the health behaviors of black men. Quantitative data from a pilot test
(N=30) of the Gabe system, an ECA operated health promotion program designed for
black men, are also analyzed. Data from risk assessments, demographic surveys, and
participant use of the Gabe system serve to buttress the qualitative analysis. By
employing an interdisciplinary approach, and exploring the dynamic relationships that
exist across identity, stigma, and trust as they pertain to healthcare utilization, this
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dissertation presents a unique discussion surrounding the capacity of ECA technology to
improve access to healthcare for marginalized populations.
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CHAPTER 1
INTRODUCTION
The diminished health outcomes (Danaei et al. 2010; Thorpe Jr et al 2013;
Cunningham et al. 2017), lower life expectancy (Harper, MacLehose, and Kaufman
2014), and decreased healthcare utilization (Washington 2006; Stuber, Meyer, and Link
2008) of black* men are three distinct, albeit interrelated, social facts (Durkheim 1938)
that raise legitimate questions as to the fairness of the American healthcare system. Black
men have the highest age-adjusted death rate of any major race-ethnicity-gender group in
the United States (Xu et al. 2015). Not only do black men have a life expectancy over
three years less than white men, with some research suggesting differences closer to 5.4
years (Harper, MacLehose, and Kaufman 2014), they also have higher death and shorter
survival rates for many cancers, as well increased rates of asthma, high blood pressure,
diabetes, and stroke (Cunningham et al. 2017). The reasons for this are complex and
likely include numerous factors such as institutional racism, poor education, and mass
incarceration (Martin et al. 2015).
With racialized health disparities also being associated with socioeconomic
factors, such as lacking health insurance (Artiga, Orgera, and Damico 2019) or
insufficient finances to pay for medical visits (Cunningham et al. 2017), there is little
argument that it is a topic of sociological relevance. Health disparities are a textbook
example of social reproduction (Abel 2008), as research has noted the effects that
negative conditions experienced during childhood, such as poverty or family
*

Numerous descriptive terms were discussed by participants in this research, with men noting varying
preferences, however “black” appeared to be the most inclusive when accounting for the ethnic diversity
in this sample. While this dissertation will utilize the term “black,” other terms, such as “AfricanAmerican,” may be mentioned when referencing the findings of past studies to remain consistent with the
terminology they employed.
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fragmentation, have on the overall life-expectancy and adult health outcomes of black
men (Warner and Hayward 2006). Warner and Hayward (2006:209) go on to explain that
socioeconomic status and single-parent upbringing “operate indirectly through adult
socioeconomic achievement processes, as education, family income, wealth, and
occupational complexity statistically account for the race gap in men's mortality.” As of
the 2017 Current Population Survey, the median household income for black families
was $40,000, compared to $50,000 and $68,000 for Hispanic and white households
respectively (Fontenot, Semega, and Kollar 2018), with only 41% of black children under
the age of 18 living in two parent households, which is well below the rates for Hispanic
(67%) and white (74%) children (US Census 2018). Racialized health disparities reflect
ongoing processes of social inequality, and while many policies and interventions have
attempted to increase access to, and utilization of, healthcare services, black men are still
lagging behind.
The Obama Administration’s 2010 Affordable Care Act (ACA) attempted to
address many of these concerns and brought with it a philosophical shift in America’s
approach to healthcare, emphasizing the need to increase access to care for uninsured
individuals and underserved communities across the United States (Somanader 2016). In
the years following the ACA’s passage, many programs were introduced that focused
specifically on the health disparities facing black men, with programs such as My
Brother’s Keeper (White House 2016) and New York City’s Young Men Initiative (City
of New York 2019) tailoring interventions directly to this population. While rates of
uninsured dropped for all racial demographics from 2013 to 2017, the ratio between
uninsured whites and blacks remained constant over that time, with black non-elderly
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individuals still over 50% more likely than their white counterparts to be without health
insurance (Artiga, Orgera, and Damico 2019). Studies have consistently noted positive
correlations between healthcare utilization and health outcomes (Hibbard et al. 2008;
Alegría et al. 2009; Hibbard and Greene 2013), and with black men having markedly
worse health outcomes compared to whites (Danaei et al. 2010; Thorpe Jr et al 2013;
Martin et al, 2015), getting black men more engaged in healthcare is of significant social
importance.
Previous research has found that smoking, physical inactivity, and unhealthy
weight status are all linked to elevated mortality for black men (Thorpe Jr. et al. 2013).
Warner and Hayward (2006) explain that increases in African American men’s health
promotion behaviors, such as decreasing smoking, can reduce the race gap in mortality
between black and white men, with Cunningham et al. (2017:444) stating that there exists
“an ongoing need for universal and targeted interventions that address the leading causes
of deaths among blacks across the life span and create equal opportunities for health.”
The use of technology to assist black men in getting healthier is an area being explored in
the field of public health, with Vanderbilt University’s Mighty Men program being one
example. Using text messaging to assist black men with weight loss efforts, the program
seeks to address immediate health concerns, such as unhealthy weight, while working
towards its ultimate goal of reducing racial disparities in the mortality rates associated
with lung, colon, and prostate cancers (Vanderbilt University 2019). Boston University
School of Medicine’s (BUSM) “Gabe” system is another prime example of an
intervention specifically targeting the health disparities faced by black men. With an
emphasis on increasing everyday health-promoting behaviors, such as a healthy diet or
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engaging in safe sex, the Gabe system aims to create achievable objectives for its
participants while also employing logic gleaned from past research (Warner and Hayward
2006; Thorpe Jr. et al. 2013; Cunningham et al 2017).
Central to the Gabe system is embodied conversational agent (ECA) technology,
which allows users to engage with a computer character through a screen, such as a tablet
or smartphone. The use of ECAs in the administration of healthcare has been a topic of
much discussion over the past decade. Some research has shown benefits, including
improved patient understanding of health documents (Bickmore, Pfeifer, and PaascheOrlow, 2007), increased satisfaction with hospital discharge (Zhou, Bickmore, and
Paasche-Orlow 2014), and a decrease in individual health risks (Jack et al. 2015). While
there are criticisms of ECAs, including potential misinterpretation of users’ social
attitudes leading to ineffective verbal and nonverbal ECA behavior (Novielli, de Rosis,
and Mazzotta 2010), as well as general privacy concerns pertaining to eHealth (Kelly and
Unsal 2002), the use of ECAs among underserved populations has been promising. A
randomized control trial of the Gabby system, a preconception care program for young
black women that was developed by the same BUSM team that created the Gabe system,
reported significant health risk reduction for their users (Gardiner et al. 2013; Jack et al.
2015).
Although socioeconomic factors have been shown to influence the healthcare
utilization and health outcomes of black men (Cunningham et al. 2017; Artiga, Orgera,
and Damico 2019) understanding the ways in which perceived racism and differential
treatment deters would-be engagement is also sociologically important (Williams and
Sternthal 2010). This dissertation seeks to explore the differing rates of healthcare
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utilization by examining how individuals’ identity construction, perceptions of stigma,
and propensity to distrust impact their willingness to engage with providers. Many
studies have noted the ways in which stigma (Bird and Bogart 2001; Wailoo 2006;
Stuber, Meyer, and Link 2008; Conner, Koeske, and Brown 2009) and distrust
(Adegbembo, Tomar, and Logan 2006; Carpenter et al. 2009; Musa et al. 2009) serve as
barriers to healthcare utilization for black individuals, but the research I’m proposing
here is unique in that it seeks to account for the relationship between all three social
processes—identity, stigma, and (dis)trust—as they influence the help-seeking behaviors
of black men.
Specifically, this dissertation will:


ask what roles identity construction and stigma play in individual health
maintenance, if any at all, and how ECA technology may be able to be utilized to
assist in addressing barriers to healthcare that can hinder the health maintenance
efforts of historically disadvantaged populations, specifically black men.



ask about the relationship that may exist between formations of trust,
internalization of stigma, and identity construction, and how these processes can
be able to be better understood to break the cycle of distrust that might be
dissuading black men from participating in the healthcare system.



ask about the relationship that may exist between trust and healthcare utilization,
specifically as it pertains to black men’s interpretation of positive and negative
provider experiences, as well as their espoused barriers to accessing care, and the
potential for ECA technology to provide an alternative avenue for engagement.
I draw my conceptual framework for identity from critical race theory (CRT)

(Crenshaw 2010), with significant attention being paid to the Hill Collins’ (2009)
theorizing around intersectionality. Utilizing these theoretical perspectives will help
highlight the inter- and intra-racial factors impacting identity construction, as well as
serve to illuminate how these distinctions may shape not only stigma and trust, but also
5

the institutional barriers and value ascriptions that are associated with diminished
healthcare participation among black men. To achieve these, CRT scholarship will be
utilized to inform discussions pertaining to structural level forces that may be dissuading
healthcare engagement, whereas intersectionality will be employed to explore the impact
of individual level factors, such as age, ethnicity, and stigma effects. The approach to
stigma is largely derived from labeling theory (Becker 2008) and Goffman’s (1963)
Stigma, but it also addresses more recent works which link these processes and present a
more inclusive operationalization with respect to health outcomes (Link and Phelan
2001). My analysis will focus on the ways in which black men are labeled and
stigmatized by the healthcare system and how this may deter or attenuate their future
engagement. Lastly, black men’s formations of (dis)trust will account for both the
historical mistreatment of black and African Americans by the medical profession (King
2003; Brandon, Isaac, and Laveist 2005; Washington 2006) and their current perceptions
of physician stigma (Struber, Meyer, and Link 2008). By engaging with ideas pertaining
to the strategic nature of trust (Smith 2010) and protective use of distrust (Levine 2013),
this research explores the learned nature of distrust and its utilization as a defense
mechanism, specifically as it pertains to black men and their engagement with the
healthcare system.
Additionally, this research project aims to propose a conceptual framework
highlighting the relationship between identity, stigma, and trust as they relate to both
healthcare utilization and health outcomes. Using the theoretical approaches to identity,
stigma, and trust that are noted above, as well as past research into black men’s
healthcare utilization and health outcomes, this dissertation aims to advance the
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discussion on the relationship between these processes via an interdisciplinary approach.
Central to this approach are two studies, Eaton et al. (2015) and Becker and Roblin
(2008), with each serving as the foundational work influencing my creation of two
conceptual models. Eaton et al. (2015), which found that medical distrust mediates the
effect of stigma on healthcare utilization, is explored in conjunction with sociological
scholarship on identity (Hill Collins 2009, Crenshaw 2010), stigma (Goffman 1963;
Becker 2008), and trust (Smith 2010; Levine 2013) to propose a model in which these
processes influence healthcare utilization and health outcomes. Becker and Robin (2008),
which found that patients’ medical trust is positively associated with their healthcare
engagement, as well Hibbard and Greene’s (2013) findings citing a relationship between
healthcare utilization and health outcomes, provides the grounding for a model linking
medical trust, healthcare utilization, and health outcomes.
This dissertation utilizes a mixed methods research frame (Creswell and Creswell
2017), employing both qualitative and quantitative strategies. Focus groups (N=11;
participants N=67), key informant interviews (N=12), and interviews (N=5) with
participants who pilot test an online health promotion system (Gabe) are integral in
providing this research with valuable insight into the ways in which trust, stigma, and
identity impact the health behaviors of black men. Quantitative data from a pilot test
(N=30) of the Gabe system, an ECA operated health promotion program designed for
black men, are also analyzed. Data from risk assessments, demographic surveys, and
participant use of the Gabe system serve to buttress the qualitative analysis. By
employing an interdisciplinary approach, and exploring the dynamic relationships that
exist across identity, stigma, and trust as they pertain to healthcare utilization, this
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dissertation presents a unique discussion surrounding the capacity of ECA technology to
improve access to healthcare for marginalized populations.
Findings from this study suggest that black men have concerns as to whether they
receive equal treatment from healthcare institutions, with participants often attributing
their perceived differential treatment to the cultural ignorance of their providers. Some
men suggested that increased cultural competency training for providers, as well as
increased representation of black individuals among healthcare staff, might improve the
quality of care they receive. Other men were explicit in detailing experiences in which
they felt that racial bias on the part of providers led them to encounter stigma, which
resulted in negative assumptions about their behavior, invasive and inappropriate
questioning, and ultimately resulted in them feeling judged, rather than cared for and
medically served. Although they offered nuanced accounts, most of the black men I
spoke with did not trust that they were receiving equal treatment from healthcare
institutions and explained that this factored into future decisions with respect to
engagement.
Results from the pilot test of the Gabe system are promising, as some participants
noted that they felt that talking with the virtual provider (Gabe) was easier than an inperson provider, and while they explained that trust takes time to develop, they were
confident that they could grow to trust the Gabe system. Participants also expressed that
the system was well positioned to be culturally informed and cognizant of the specific
challenges that disproportionately impact black men, as this content could be
programmed into interventions. This dissertation will unpack these findings to explore
how current perceptions of healthcare experiences are impacting the continued
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engagement of black men, as well as the potential ability of healthcare interventions
crafted around virtual agents to reduce stigma, promote trust, and ultimately overcome
some of the barriers that often dissuade participation.
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CHAPTER 2
REVIEW OF RELEVANT LITERATURE
Research exploring the relationship between race and health in America has been
around for centuries (Horsman 1981), but it wasn’t until the complete abolition of slavery
(1865) that studies were able to weigh in on the issue as it pertained to free Americans.
Studies of the late nineteenth century emphasized theories of biological inferiority and
racial essentialism in an attempt to account for the existing health disparities across race,
noting that blacks were inherently inferior to whites (Hoffman 1896). W.E.B. DuBois’
The Health and Physique of the Negro American (1906/2003) was one of the first works
to actively contest this white supremacist narrative, arguing that social and economic
factors were much greater predictors of health outcomes. In a review of Hoffman’s work,
DuBois writes that “the question is: Is this racial? Mr. Hoffman would lead us to say yes,
and to infer that it means that Negroes are inherently inferior in physique to whites.
[However,] if the population were divided as to social and economic condition the matter
of race would be almost entirely eliminated” (DuBois 2003:273). DuBois’ work linking
social structure to health disparities is consistent with many current explanations, such as
Link and Phelan’s (1995) conceptualization of “fundamental causes,” which emphasizes
differential resource allocation and limited access to care as being key contributors to
racialized health inequality.
The historical context surrounding the black population’s participation in the
American healthcare system, which has been characterized by abuse and deception (King
2003; Brandon, Isaac, and Laveist 2005), may be associated with both diminished
healthcare utilization and health outcomes for black men. Previous missteps by the
medical community have strained the relationship between black communities and
10

healthcare institutions, with the social processes of stigma (Bird and Bogart 2001; Wailoo
2006; Stuber, Meyer, and Link 2008; Conner, Koeske, and Brown 2009) and distrust
(Adegbembo, Tomar, and Logan 2006; Carpenter et al. 2009; Musa et al. 2009)
potentially contributing to differences in both rates of healthcare utilization and health
outcomes along racial lines (Washington 2006). As Nelson (2002) details in his article,
published on behalf of the Institute of Medicine, “bias, stereotyping, prejudice, and
clinical uncertainty on the part of health care providers may contribute to racial and
ethnic disparities in health care” and that “differences in health care occur in the context
of broader historic and contemporary social and economic inequality” (666-7).
Addressing the diminished rates of healthcare engagement for marginalized
communities, including both structural barriers impacting access (Artiga, Orgera, and
Damico 2019) and social forces dissuading participation (Stuber, Meyer, and Link 2008),
is paramount to closing the health disparity gap, as participation in healthcare has been
shown to be correlated with health outcomes (Hibbard et al. 2008; Alegría et al. 2009;
Hibbard and Greene 2013). Healthcare utilization is a complex issue, with Russell and
Jewell (1992) explaining that blacks’ view of healthcare varies across a host of group
memberships, noting that “differences in health beliefs and practices can be observed
among African Americans in varying age groups, socioeconomic levels, and geographic
locales” (162). As such, interventions aiming to reduce racialized health disparities would
be best served by accounting for intra-racial differences among the black population as
they pertain to both healthcare utilization and beliefs, as these may play a seminal role in
explaining differential health outcomes.
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Identity
This dissertation’s discussion of identity will focus on how individuals and
communities view themselves in relation to others (Mead 1934; Cooley 2017), and how
characteristics such as race, ethnicity, and class impact interactions with, and perceptions
of, the healthcare system. The health disparities facing black men are complex, and in
accounting for many of the group memberships that are held in addition to race, this
research can better understand the different health behaviors and perspectives employed
by black men. The relationship between identity, stigma, and trust will play a central role
in that discussion. The interdependent relationship that exists between individuals’ selfconceptualized identity, their perceptions of stigma, and their propensity to trust is highly
complex, as these three variables are dynamic processes that develop and change over
time. Identity is highly influential in both the application of stigma to various
populations, as stigma is applied in an othering fashion emphasizing group differences,
and in the development of distrusting behaviors. Due to its significant impact on these
two processes, not to mention its importance in explaining patterned differences in all
behavior, understanding the manner in which identity is constructed is important.
As noted above, scholarship references many themes central to identity formation,
but the analysis in this dissertation will primarily utilize Critical Race Theory (CRT;
Crenshaw 2010) and the concept of intersectionality (McCall 2008; Hill Collins 2009),
which I consider within CRT’s larger theoretical framework. With CRT having
historically focused on the differential treatment of the black population by social
institutions (Graham et al. 2011), this theory will be useful when looking at the structural
barriers impacting black men’s healthcare experiences, such as the increased likelihood
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that they live in a medically underserved area (Calhoun et al. 2015). While CRT is more
concerned with overarching social structures, intersectionality (Hill Collins 2009)
emphasizes identity constructions at the individual level, exploring how different group
memberships, such ethnicity or nationality, may serve to shape differential experiences
for social actors. An intersectional approach is uniquely applicable to this work, as it
provides the framework to explore identities on both an inter- and intra-racial level,
which will allow for the examination of patterns as they exist within and across racial
identities.
Critical Race Theory (CRT) and Intersectionality
CRT is a perspective that was initially developed out of legal scholarship and is
grounded in critical examinations of race and racism as they pertain to matters of law. In
achieving this, one of the guiding missions for CRT is to detail how the relationship
between law and race can be modified to break from current structures of racial
subordination (Delgado and Stefancic, 2017). CRT scholars have expanded their scope of
inquiry beyond just exploring race’s impact on law, and frequently investigate race’s
relationship with other societal institutions, such as healthcare (Graham et al. 2011). A
key assertion of CRT is that racism is embedded into the very fabric of American society
and that ultimately individual-level racists are not requisite for institutional racism to
thrive (Delgado and Stefancic 2017). This is a very important concept, especially in terms
of analyzing the stigma that black men feel is affixed to them by physicians and the
healthcare system (Stuber, Meyer, and Link 2008).
CRT is often employed to explore how the use of liberalist and color-blind
policies actually serve to reinforce the present racial hierarchy and maintain current
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inequalities across societal institutions, notably those associated with access to healthcare
(Bonilla-Silva 2006; Haney-Lopez, 2011). While “formal [legal] equality” is often
viewed as being synonymous with equal access for all races or the equality of treatment
by institutions, this is categorically untrue (Crenshaw 2010). Although the Civil Rights
Act of 1964 prohibits public establishments from discriminating on the basis of “race,
color, religion, [and] national origin” (National Archives 2019), this is fundamentally
different than ensuring that everyone has equal access to services. Furthermore, even well
after the Civil Rights Act was adopted, studies have routinely found that discriminatory
behaviors are commonplace in society, with the under-allocation of medical resources
(Murphy-Berman, Berman, and Campbell 1998) and differential treatment by the
criminal justice system (Ulmer, Harris, and Steffensmeier 2012) both having been linked
to race. Ideas from CRT (Crenshaw 2010) and Goffman’s Stigma (1963) work well in
conjunction here, as behaviors and practices are not themselves stigmatizing, rather it is
through societal racism that different expectations for black and white individuals
pertaining to healthcare are brought into existence, with deviations from these
expectations yielding stigma for individuals and communities.
In an attempt to present a more nuanced account of the black experience, Hill
Collins’ (2009) Black Feminist Thought details the concept of “intersectionality,” which
emphasizes the need to explore identity factors beyond just race. When examining the
subordinate role that blacks are forced to occupy in society, factors such as gender, sexual
orientation, and age all impact the experience of individuals within society (Delgado and
Stefancic 2017). CRT authors bring to bear the inadequacies of a single-pronged (race
based) approach to analyzing the ways in which individuals experience oppression in
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America, and in acknowledging other factors, such as class and sexual orientation, CRT
is able to discuss what often amounts to multidimensional oppression. Intersectionality
addresses this subordination via the concept of a “matrix of domination,” which argues
that an individual’s treatment in society is often based upon many of their identities
viewed in conjunction with one another, with multiple minority statuses, for example
being gay and black, producing increasingly marginalization (Weldon 2008).
Previous public health research has explained that there exists a need to approach
black men’s health beyond just the additive effects associated with black and male
(Griffith 2012), with Gilbert et al. (2016:300) explaining that “integrating race and
gender using an intersectional approach could add a depth of understanding to how public
health conceptualizes black men's health.” For example, research has found that black
men who have sex with men (MSM) experience more systemic and personal barriers to
accessing healthcare (Mimiaga et al. 2009). Eaton et al. (2015) found that in their sample
of 544 black MSM that 29% reported perceptions of racial and sexual orientation stigma
from medical providers, with 48% reporting distrust of medical institutions. Furthermore,
black men in lower social classes (Becker and Newsome 2003) and of elevated age
(Hawkins and Mitchell 2018) are more likely to report having had unsatisfactory
healthcare experiences.
Another aspect of identity that is often overlooked within America’s diverse
population of black men is ethnicity, a concept that is all too often conflated with race.
While “black” and “African American” are frequently used interchangeably in society,
Pierre (2004) discusses the manner in which black/African immigrants in the United
States push back on the label of African American and actively seek to paint boundaries
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between themselves and U.S. born blacks. She writes that “black/African immigrant
groups tend to assail what they see as African American ‘destructive’ practices and lack
of ‘cultural values,’ ‘moral laxity,’ ‘government dependency,’ and the ‘breakdown’ of the
family structure” (Pierre 2004:156). This illustrates the fact that the creation of intraracial boundaries can serve both protective and stigmatizing ends, depending upon the
individual’s positionality to the boundary, as in this instance black/African immigrants
are pushing back on U.S. black culture as a means to differentiate themselves from that
which they are labeling as problematic. Similar inter-racial boundaries emerge on other
fronts as well, as prior research has found that college students experience increased
intra-racial harassment when they have diverse ethno-racial friend groups or engage in
interracial relationships (Smith and Jones 2011). Ultimately, the black population—like
all pan-racial populations—is exceedingly diverse in terms of culture, ethnicity, and
language, and awareness of the intra-racial boundaries that are being drawn may prove
essential to address the complex health disparities that currently exist.
Stigma
Understanding stigma is paramount when exploring individuals’ and
communities’ participation in any setting, and healthcare is no different. Stigma is
inherently associated with an identity characteristic and oftentimes precedes any
individual action in a specific setting, which can serve to negatively frame engagement
even before it occurs, with numerous studies noting that stigma negatively affects black
men’s participation in healthcare (Bird and Bogart 2001; Wailoo 2006; Stuber, Meyer,
and Link 2008; Conner, Koeske, and Brown 2009). Stigma applied to individuals and
communities based upon race is a seminal underlying theme when understanding racism,

16

however, while there is overlap between these two social processes, they are also quite
different (Hatzenbuehler, Phelan, and Link 2013). Stigma is a construct that has utility
across all identity characteristics, beyond just race, and is concerned with the operation of
generalized prejudices that lead to the “exclusion of particular individuals from certain
types of social interactions” (Kurzban and Leary 2001:201). Racism, while also
undoubtedly concerned with both prejudice and social exclusion, examines these
processes by emphasizing the centrality of racial identification, and expands the
discussion to include matters pertaining to racial formation (Omi and Winant 2015),
systemic racism (Feagin 2006), and color-blind racism (Bonilla-Silva 2006). To this end,
although much of the presented analysis will reference past research on stigma, as well as
the similar construct of labeling (Becker 2008), racism is inextricably linked to both.
The relationship between identity and stigma is a central theme to labeling theory
(Becker 2008), which asserts that labels are affixed to individuals and communities and
serves to associate them with negative characteristics, behaviors, and values. Tantamount
to being branded with a scarlet letter, these labels influence how marginalized people are
received and impact all social interactions that they have. Labeling theory’s key scholarly
contribution is not that it acknowledges differential treatment in society based upon
labels, but that it posits that the social application and maintenance of these labels can
resign individuals to accept those identities (Becker 2008). In this fashion, labeling
explicitly works to maintain the current racial hierarchy and social inequality present
within institutions, such as healthcare. Studies have noted that “internalized racism” is
correlated with differential health outcomes for black individuals (Chambers et al. 2004),
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with Tull et al. (1999) arguing that research “should take into account the potential role of
internalized racism in defining the [health] differences between ethnic groups” (447).
Classical sociological theory offers insight into the relationship between identity
and stigma, specifically highlighting the mechanisms through which individuals
internalize societal labels and narratives about themselves. Classical approaches to
identity construction argue that individuals’ self-image is constructed from their
understanding of what others think about them (Mead 1934; Cooley 1902/2017). One
such example is Cooley’s (1902/2017) “the looking glass self,” in which he argues that
individuals construct their identity through social discourse, explaining that there are
“three principal elements: the imagination of our appearance to the other person; the
imagination of his [the other person’s] judgment of that appearance, and some sort of
self-feeling, such as pride or mortification” (l52). In applying labels to individuals, and
treating them accordingly, a self-fulfilling prophecy is created (Merton 1938). Since
individuals construct their self-image based in part upon their interpretation of how
society views them (Mead 1934; Cooley 1902/2017), they may accept the label that is
attached to them, and if so they could then internalize the value ascriptions associated
with that [stigmatizing] label. This process highlights the reciprocal relationship that
exists between an individual’s identity construction and their treatment by society, which
for black men is often characterized by damning stereotypes. Further confounding the
problem, labels can also be reified through institutionalized mechanisms that penalize
certain group memberships, such as the under-allocation of healthcare resources to black
communities (Murphy-Berman, Berman, and Campbell 1998), racialized hiring
discrimination (Bertrand and Mullainathan 2004), or the differential treatment by the
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criminal justice system that black communities often face (Ulmer, Harris, and
Steffensmeier 2012).
Goffman’s (1963) conceptualization of stigma functions much in the same way as
Becker’s (2008) labels, in that the process of being stigmatized is comparable to that of
being labeled. Goffman’s explains that "an attribute that stigmatizes one type of
possessor can confirm the usualness of another, and therefore is neither creditable nor
discreditable as a thing in itself” (1963:3). Behaviors are not themselves stigmatizing, as
the application of stigma requires a cognizance of who the actor is that is performing the
behavior, as that governs society’s interpretation of the act. Black men’s experience of
stigma is especially problematic, because it is commonly affixed to them for engaging in
what is regularly regarded as being positive behavior, such as academic achievement
(Horvat and O’Connor 2006; Akom 2008). The processes of stigmatization and labeling
have the potential to create a self-fulfilling prophecy, with black men being placed in a
“damned if you do, damned if you don’t” situation. The differing expectations often
placed on them can lead to situations in which the very pursuit of success or personal
health is a stigmatizing venture.
Expanding upon previous conceptualizations of stigma (Goffman 1963), Link and
Phelan (2001) operationalize a definition comprised of five interrelated, albeit nuanced,
themes, which are: “labeling, stereotyping, separation, status loss, and discrimination”
(363). In this fashion, they position stigma as the key overarching process, with labeling
(Becker 2008) and [racial] discrimination being mechanisms through which
stigmatization exerts itself. They go on to explain that stigma “probably has a dramatic
bearing on the distribution of life chances” (363), specifically noting stigma’s impact on
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individual health (Link and Phelan 2001). In explaining the occurrence of stigma, Link
and Phelan (2001, 2014) introduce the concept of stigma-power and assert that the
stigmatization of various populations is a conscious act directly tied to exercises of power
by stigmatizers.
In what might be one of the most important assertions related to stigma, they note
that stigma-power is deployed in hidden ways, with the specific intent to keep
marginalized populations in disadvantaged positions (Link and Phelan 2014). Research
has explored similar occurrences, such as the role of stigma in the reproduction of health
inequalities, with Hatzenbuehler, Phelan, and Link (2013) explicitly detailing the
relationship between institutionalized stigma and health outcomes. Of the examples they
cite, the positive impact of the Civil Rights Act of 1964 on reducing infant mortality for
black births, as well as the negative impact of mass-incarceration and the “war on drugs”
on health in black communities, are most pronounced. Furthermore, by conceptualizing
stigma in such a manner that laws can be vehicles of stigmatization (Hatzenbuehler,
Phelan, and Link 2013), this line of research runs parallel to the central tenant of CRT,
which explores the legal mechanisms through which racial minorities, namely black
populations, have historically been subjugated (Hill Collins 2009; Crenshaw 2010).
Trust
Trust is paramount to the operation of society, as at its core it serves to motivate
or dissuade individual action (Hardin 2002). Trust is especially relevant to American
society, as diversity and immigration are foundational concepts to the identity of the
United States, however numerous studies have noted the diminished trust that racial
minorities have of institutions (Glaeser et al. 2000; Alesina and La Ferrara 2002), namely
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healthcare (Brandon, Isaac, and LaVeist 2005; Adegbembo, Tomar, and Logan 2006;
Carpenter et al. 2009; Musa et al. 2009; Boulware et al. 2016). Durkheim’s (1933)
discussion of anomie, and the related concept of social integration, is helpful in
understanding the impact of racial diversity on the formation of trust. Anomie is a
concept that refers to societal normlessness, which stems from the participants in society
having different ideas, morals, and beliefs (Durkheim 1933). Anomie results in society
having a breakdown of the “collective consciousness,”—a shared understanding of the
social world—which is essential to having a cohesive and functioning society, with
anomie directly leading to the alienation of individuals (Durkheim, 1933, 2005). This
presents a problem, however, as common conceptualizations of diversity, especially
insofar as religion and culture are concerned, are characterized by the very descriptors
that Durkheim (1933) uses to present anomie, which are different ideas, morals, and
beliefs (Allan 2013). Noting the impact that beliefs and ideas have on motivations and
behavior, then it seems logical to assert that substantial diversity produces a society in
which many actors are seeking different ends and objectives than their peers. The degree
to which racial diversity negatively impacts trust is up for debate, as research has
produced mixed results, with intergroup contact theory (Pettigrew 1998) noting that
diverse encounters produce increased acceptance, whereas other studies have noted that
elevated rates of community racial dissimilarity are associated with decreased trust
(Wallman Lundåsen and Wollebæk 2013).
The utility of distrust is central to any discussion on trust formation, as individuals
often make very conscious and calculating decisions about whom to put their faith in
(Smith 2010; Levine 2013). As Levine (2013) notes in Ain’t No Trust, many individuals
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experience “the costs of learning to distrust the hard way: by placing trust in those who
prove untrustworthy” (10).
In this fashion, distrust is actually a mechanism through which individuals seek to
avoid negative outcomes. Additionally, it is something that is learned from past
experiences in which trusting behaviors have led to unwanted results. Viewing
formations of trust through the lens of distrust is very useful, as it shifts the conversation
from an individual “lacking trust,” to an individual “exercising distrust.” The former
implies a deficiency, as something is missing in their behavior, whereas the latter
acknowledges a conscious decision that is being made by the individual. Smith (2010)
argues something similar with her ideas on “strategic trust,” explaining that “trust refers
to individuals’ expectations that specific trustees will act in accordance with their
interests in specific situations or around specific issues” (464). With lower class and
minority individuals both being more likely to exercise distrust in many social arenas
(Smith 2010), this phenomenon is not confined only to healthcare.
Exploring the distrust that black men have with healthcare systems inherently
seeks to capture a different process, one concerned with their proactive and protective
behaviors, which takes a different perspective than research that emphasizes trust, as
those core questions center on institutions’ ability to obtain it. Prioritizing distrust also
serves to contextualize findings highlighting the role of stigma in its creation, as
perceived discrimination and differential treatment are directly linked to formations of
distrust (Alesina and La Ferrara 2002). Formations of trust and distrust in healthcare have
been examined from many angles, with studies noting that both general societal
mistreatment along racial lines (Brandon, Isaac, and LaVeist 2005), and that which was
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specifically done by the healthcare field (King 2003), has an impact. Studies have also
sought to break distrust into distinct categories, with Armstrong et al. (2008:827)
explaining that “racial differences in health care system distrust are complex with far
greater differences seen in the domain of values distrust than in competence distrust.”
Armstrong et al.’s (2008) findings are consistent with previous research, namely Smith’s
(2010) concept of “strategic trust,” as black patients’ distrust appears to be rooted in a
belief that physicians will not act in accordance with their best interests or values, rather
than being a commentary on the competency of healthcare professionals.
Lastly, although the protective nature of distrust can prove useful, it comes at
great cost, as it causes individuals to “forego or misperceive potential opportunities that
would improve their situations" (Levine 2013:10). Distrust is a process that is employed
by marginalized groups out of necessity, and its utilization greatly hinders the willingness
of individuals to engage with vital institutions. Understanding why distrust is formed and
how trust is lost are both important lines of inquiry, but so too are those that seek to
explore how trust can be regained, as that is the only path that can lead to health equity.
As Harrison, Innes, and Van Zwanenberg (2003) explain, blind trust in the healthcare
system is a thing of the past. Trust is earned and must be maintained, and while trust can
be regained, it must be done so through targeted approaches to engage with the public in
a cross-disciplinary fashion, with honesty, learning, and shared values all playing central
roles (Harrison, Innes, and Van Zwanenberg 2003).
Modeling the Formation and Impact of Trust
Identity and stigma are both important processes in evaluating the willingness of
individuals to engage institutions in services, but I suspect that the most important

23

variable motivating action may be trust. Although identity, stigma, and trust largely have
reciprocal relationships with one another, whereas each process influences the other two,
there seemingly exists an identifiable flow between the variables, at least insofar as it
pertains to healthcare utilization (Figure 1). I propose that identity must come first, as it is
requisite and foundational to the other two processes. There undoubtedly exists a
continuous feedback loop between identity and stigma, and while it can be argued that
stigmatization brings institutionalized identities into creation, stigma must always be
affixed to an ideal or characteristic. That to which the stigma is applied is inherently
already part of an individual’s identity.
Stigma would come second, as the process of stigmatization and labeling happens
along identity lines (Goffman 1963; Becker 2008), with membership (whether perceived
or real) in various stigmatized groups yielding increased marginalization (Hill Collins
2009). Trust would come third, as the differential treatment associated with being
stigmatized is a key factor in producing distrust (Adegbembo, Tomar, and Logan 2006). I
propose that trust is also influenced by individuals’ conceptualizations of identity, outside
of an effect associated with stigma, as research has consistently shown that racial
(Alesina and La Ferrara 2002; Adegbembo, Tomar, and Logan 2006) and sexual
orientation (Dowshen, Binns, and Garofalo 2009; Eaton et al. 2015) minorities exhibit
diminished trust of healthcare institutions. This would allow for factors such as an
awareness of historical mistreatment by the healthcare system, which for black
communities has been shown to have a relationship with distrust (King 2003; Brandon,
Isaac, and Laveist 2005), to exert a force outside that of experienced stigma.
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With respect to healthcare utilization and health outcomes, I suggest that of the
three processes, trust is the one that has the greatest direct effect, with the impact of
stigma and identity largely being filtered through trust. This is not to say that identity or
stigma have no impact on healthcare utilization, but rather that the relationship is
predominately mediated through the process of trust formation. This is consistent with

Figure 1. The Relationship Across Identity, Stigma, Trust, and Health Outcomes.
the position of Eaton et al. (2015), who explored the perceptions of medical stigma and
trust of black men who have sex with men (MSM), as they noted that “medical mistrust
mediated the relationship between stigma and engagement in care” (e75).
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While it is important to understand how identity and stigma influence trust, Figure
2 highlights the proposed relationship between trust, healthcare utilization, and health
outcomes. By separating out healthcare utilization into two components, “perceptions and
satisfaction” and “activation,” this model is better able to explain the process in which
trust influences health outcomes. Splitting healthcare utilization into two distinct
elements is meant to separate individuals’ perceptions of treatment from their ability to
act, as the impact of both on trust and health outcomes is different. First, trust and patient
satisfaction have been shown to be positively related (Birkhäuer et al. 2017). Patients
who have more trust in their physicians report more satisfaction, which would logically
serve to reinforce their trust in the provider. Rowe and Calnan (2006) explain this
relationship by noting that “although trust is highly correlated with patient satisfaction it
is conceptually distinct. Trust is forward looking and reflects a commitment to an
ongoing relationship whereas satisfaction tends to be based on past experience and refers
to assessment of performance” (4). Additionally, trust has been found to be positively
correlated with a decrease in patient reported symptoms and an increase in reported
quality of life (Birkhäuer et al. 2017). To this end, I am suggesting that health outcomes,
even those which are perceived, exert influence over trust, and ultimately create a model
in which a circular flow exists across the variables. Similar to Smith (2010) when she
notes that trust is rooted in an expectation that institutions will act in accordance with an
individual’s best interests, I am arguing that obtaining positive health outcomes serves to
reinforce the expectation that healthcare largely operates in one’s best interest.
Exploring the relationship between trust and patients’ activation, defined as
“patients’ willingness and ability to take independent actions to manage their health and
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care” (Hibbard and Greene 2013:207), is also critical. Studies have noted the positive
relationship between trust and patient activation (Becker and Roblin 2008), with many
more noting the correlation between patient activation and health outcomes (Terry 2011;
Greene and Hibbard 2012; Rogvi et al. 2012). As Hibbard and Greene (2013:208)
explain, “activation has been shown to be associated with better health outcomes.”
Previous research on activation is especially relevant, as it has been linked with improved
health outcomes for racial/ethnic minorities (Hibbard et al. 2008; Alegría et al. 2009) and
those in poverty (Lubetkin, Lu, and Gold 2010).

Figure 2. The Relationship Between Trust and Healthcare Utilization.
In utilizing Figures 1 and 2 to provide a conceptual framework for this research, I
am interested in exploring the relationship that exists between a host of variables, with
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identity, stigma, trust, and healthcare utilization all being centrally featured. The creation
of the two conceptual models (Figure 1, 2) is not meant to assert a causal relationship, nor
will this dissertation collect the requisite quantitative data to test the statistical
significance of all the linkages noted. Instead, the models are meant to represent my
proposed conceptualization for how identity, stigma, and trust ultimately impact
healthcare utilization and health outcomes. Figures 1 and 2 were created by reviewing
past literature relevant to the three social processes and designing a visual representation
of how the findings can work in concert with one another to produce a model that can be
applied to healthcare. Qualitative analysis of focus group data, and interviews with both
program directors and black men who tested an online health promotion intervention, will
provide this study with insights into the potential applicability of the proposed models.
Utilizing the presented findings, future studies can seek to expand upon this research by
empirically testing the linkages noted in the conceptual models.
This study’s ability to speak to the various proposed linkages across the two
models (Figures 1, 2) will be limited in scope however, which is discussed further in the
methods chapter, as the data utilized in this research does not allow for the exploration of
processes over time. Participants provide ample qualitative data pertaining to their
experiences of identity, stigma, trust, and healthcare utilization, but the social
relationships between these variables are not static and are ever changing. With both
models hypothesizing a fluidity in terms of the relationship and influence that exists
across the variables, a longitudinal research design would be needed to offer explicit
findings as to the accuracy of the models. The analysis in this study can definitely speak
to the proposed conceptual framework, but due to the limitations of the available BUSM
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data the discussion will be unable to offer a more in-depth testing of the linkages. This is
most relevant with respect to trust formation, which has been identified by previous
research as being the mediating variable between stigma and healthcare utilization (Eaton
et al. 2015). Medical (dis)trust is a concept that is frequently discussed by participants,
with the analysis offering support for the proposed models (Figures 1, 2), but variations
in the intensity and mediating effect of trust over time cannot be explored. Future
research would be well served to design a longitudinal study with the express purpose of
testing the two central themes proposed by the conceptual models, as both the mediating
nature of trust as it pertains to stigma’s impact on healthcare utilization and the
hypothesized circular relationship that may exist between trust, healthcare utilization, and
health outcomes warrant exploration. The synthesis of previous research findings, as
visually represented by the conceptual models, would suggest that as trust increases so
too does black men’s engagement in healthcare, however this is not something that can
be explicitly tested by this dissertation and should be the focus of future studies.
Embodied Conversational Agent (ECA) Technology
In exploring the relationship between identity, stigma, trust, and healthcare
utilization, this dissertation will analyze data coming from the development and pilot test
of the Gabe system, which is designed around an ECA character (Gabe). ECA technology
has been the topic of significant research dating back to Cassell et al. (1999), which was
one of the first works to discuss the elements needed for a successful human-computer
interaction and the importance of conversation in adding richness to a virtual agent
program. ECAs are commonly defined as virtual “characters that demonstrate many of
the same properties as humans in face-to-face conversation, including the ability to
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produce and respond to verbal and nonverbal communication” (Cassell et al. 2000). As
technology has advanced, so too has the development and testing of ECA technology,
with studies noting ECAs’ ability to help patients understand health documents
(Bickmore, Pfeifer, and Paasche-Orlow 2007), improve discharge efforts from acute care
(Zhou, Bickmore, and Paasche-Orlow 2014) and decrease individual health risks (Jack et
al. 2015). This is not to assert that ECA technology is absent of challenges, as concerns
regarding patient privacy (Kelly and Unsal 2002) and their capacity for comprehending
the social cues of users (Novielli, de Rosis, and Mazzotta 2010) are both obstacles facing
the growth of this technology, however its use has produced some promising results.
Expanding upon prior inpatient implementations of ECA technology, researchers
at BUSM developed a female preconception healthcare system, Gabby (Gardner et al.
2013; Jack et al. 2015). The Gabby program, which is designed to help black women
become healthier prior to conception, is one of the first examples of ECA technology in
which individuals can engage with the system outside of a clinical setting and in
environments comfortable to them. The Gabby system administers a comprehensive risk
assessment, something that previously required a physician visit, and then tailors
educational content and interventions to users based upon identified risks (Gardner et al.
2013). Through multiple interactions over time, Gabby collects longitudinal data about
users’ health behaviors and assists them in achieving positive behavior change. In a 6month randomized control trial, Jack et al. (2015) found that women who used Gabby
resolved 28% of the health risks that were identified at the time of enrollment, compared
to 21% for women who were provided information pertaining to their risks and instructed
to talk with their doctor. The most commonly resolved risks pertained to diet and
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vitamins (folic acid), with both having resolution rates over 50%. However, risks
pertaining to smoking (0%), over the counter medications (7%), and lack of birth control
(15%) yielded little success for Gabby users. Participants largely responded favorably to
using Gabby, as 78% reported that it was easy to talk with Gabby, with 59% stating that
they trusted her. Further testing is needed to explore the differential rates of risk
resolution across the content domains, for example why participants were more
successful achieving goals associated with diet than smoking, but initial results are
promising.
With the black population having an increased likelihood of living in medically
underserved areas (MUA), which are characterized by an insufficient number of primary
care providers, elevated poverty, and poor population health (Calhoun et al. 2015), online
health promotion programs could potentially help expand access to these communities.
With demand for healthcare expected to climb over the next decade, the burden placed on
physicians is a real concern limiting access in MUAs, as the Association of American
Medical Colleges (2019) estimates that there will be an expected shortage of between
21,100 - 55,200 primary care physicians by 2032. ECA technology also possesses the
ability to address physician racial underrepresentation, as virtual agents can be tailored to
match the ethnoracial community they are serving. This is potentially important, as past
studies have found that minority patients report increased satisfaction (Attiah 2014) and
elevated trust (Earl et al. 2011) among racially matched providers, yet while over 30
percent of the US population is black or Hispanic (U.S. Census 2015), less than 15
percent of all medical school graduates are (Iglehart 2014). Additionally, previous
research has noted the different communication strategies employed by individuals when
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engaging in online environments (Zhao, Grasmuck, and Martin 2008), with Grasmuck,
Martin, and Zhao (2009) highlighting ethnoracial differences, explaining that “we find
consistent differences across the five [ethnoracial] comparison groups in frequency and
intensity of use of each mode of expression” (168). With successful communication
being foundational to the implementation of ECA technology (Cassell et al. 1999),
understanding the preferred modes of expression that black men utilize when navigating
online settings could prove important, as this might promote increased engagement with
the ECA system.
Consistent with Russell and Jewell (1992:163) when they write that
“characteristics of the African American population and of the health-care delivery
system must be considered in order to increase the utilization of health-care services
among African Americans,” ECAs can be designed to be culturally sensitive to the
specific needs of black men.
The Gabe System
Building upon the Gabby system (Gardener et al. 2013; Jack et al. 2015),
researchers from BUSM’s Department of Family Medicine (DFM) and Northeastern
University’s (NEU) College of Computer and Information Science collaborated to
develop “Gabe,” an online health promotion program for black men. The system is
designed around Gabe, a virtual agent, and operates in an entirely online capacity. Prior
research played a substantial role in the development of both the Gabe agent and system
infrastructure, with trust promotion being a paramount concern. Earl et al. (2011) is
particularly relevant, as their findings suggest that black patients are more likely to have a
positive patient-provider experience if they (1) feel listened to and understood, (2) trust
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the provider, (3) feel safe to disclose personal information, and (4) feel comfortable with
the provider. Although Earl et al. (2011) explored human physicians, Gabe is well
positioned to examine these themes with respect to virtual providers.
Development of system content was a joint process between BUSM researchers
and the study’s advisory board, which is comprised of six black men serving in
community leadership capacities across the Northeast and Midwest. Interdisciplinary
research was utilized to help Gabe address many social and structural factors impacting
the health of black men, with the project’s conceptual model (Figure 3) being derived
from Lu and Halfon’s (2003) work with the life- course perspective, and incorporating
factors such as family fragmentation (Wilson 2009), residential segregation (Massey and
Denton 1993; Shapiro 2004), and discrimination (Bonilla-Silva 2006). The conceptual
model (Figure 3) was designed by the BUSM research team and the Gabe advisory board
in 2015 in an attempt to visually represent some of the major factors impacting the life
chances (y-axis) of black men over their life course (x-axis). This conceptual model was
used to identify content domains that should be included in the Gabe system. Gabe’s
breadth of content, specifically curriculum pertaining to racism and mental health, is
consistent with Powell et al. (2016), as they explain that “interventions aimed at
addressing African American men’s health help-seeking should not only address
masculinity norms but also threats to sense of control, and negative psychological
sequelae induced by everyday racism” (150). The Gabe system engages users across 14
specific content domains, which can be seen in Table 1. Gabe development sought to fuse
together the discoveries of past literature on positive patient-provider interactions within
black communities (Earl et al. 2011), successful strategies for engaging black men in
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Figure 3. Life Course Model for the Health of Black Men.
help-seeking behavior (Powell et al., 2016), and innovative technological interventions
(Jack et al. 2015) as a way to address the fundamental causes of the health disparities
impacting black men (Link and Phelan, 1995). In addition, Gabe assesses the user for
their readiness for change, and then provides feedback to the user that is tailored to where
they are in regards readiness to change. An image of the Gabe system can be seen in
Appendix G.
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Table 1. Gabe System Domains.
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CHAPTER 3
RESEARCH METHODOLOGY
This dissertation employs a mixed-method research frame with both qualitative
and quantitative methodologies being utilized. Qualitative data was collected by engaging
black men in focus groups (N=11; participants N=67), interviewing individuals who pilot
tested BUSM’s Gabe online health promotion program (N=5), and conducting key
informant interviews with program directors and community leaders (N=12). This data
provides valuable insight into the ways in which trust and stigma impact the health
behaviors of black men, with the discussion ultimately being informed by their health
practices and espoused beliefs, their reported experiences using an online health
promotion program, and the professional experience of key informants. Quantitative data
will also be analyzed, which was collected during a two-week pilot test of BUSM’s Gabe
system (N=30). As part of the enrollment process, all participants provide base level
demographic data, with the system then collecting any data pertaining to risk assessments
that participants complete during their interactions with Gabe, as well as data pertaining
to frequency and duration of system use.
Data for this study were collected by establishing working relationships with four
regionally distinct community institutions in Boston (MA), New Haven (CT), Providence
(RI), and Philadelphia (PA). These relationships were paramount in obtaining consistent
access to the target population, black men between the ages of 15-27, as well as
scheduling interviews with community leaders. This study was funded through a threeyear W.K. Kellogg Foundation grant, with a fourth no cost extension year ultimately
being permitted. Access to the collected data was permitted by the study’s principal
investigator, BUSM professor Dr. Brian Jack (Appendix E). The study was initially
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approved through BUSM’s institutional review board (IRB), with Temple University’s
IRB granting this dissertation exemption status, as it is using secondary data (Appendix
F).
Data Collection Prior to, and During, Gabe System Development
Focus Groups
Participants for the focus groups were all between the ages of 15-27 and selfidentified as black males (Table 2). Participants were recruited through community
institutions and referred to the research team by community stakeholders who also served
as advisory board members to this research. All eleven focus groups were facilitated by
Table 2. Focus Group Demographics.

two members of the research team with each facilitator pairing following the same semi37

structured interview guide (Drever 1995) (Appendix B). At least one facilitator for each
group self-identified as black, and similarly, at least one facilitator self-identified as male.
The topics discussed during each focus group included (but were not limited to):
participants’ general definitions and perceptions of health, healthcare utilization and
alternative coping mechanisms, motivations and barriers impacting help-seeking
behaviors, individual accounts of positive and negative past experiences with healthcare,
and what would make primary care a more viable option for black men.
Focus group data were analyzed using constant comparative analysis (Boeije
2002). Two research team members trained in qualitative research collaboratively
developed and refined a coding dictionary throughout data analysis based on the concepts
that emerged from the transcripts (Saldaña 2015). NVivo (QSR International 2019) was
used to manage findings during data analysis. In total, the coding dictionary included 36
distinct codes, with 196 sub-codes nested within them. Table 3 presents the 18 codes and
53 sub-codes most central to this paper.
Key Informant Interviews
Key informants (N=12) were selected from community sites across the northeast,
with each informant representing a different organization and serving a variety of
professional roles, including: overseeing fatherhood groups, leading non-violence
interventions, supporting family court programs, and managing community health sites.
Participants were recruited through professional channels such as at men’s health
conferences. The interviews focused on the informants’ professional experience, namely:
their successes engaging the community, barriers impacting community organizations’
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ability to serve black men and their families, the perceived needs of the target population,
and recommendations of how an online health promotion system might meet these needs
(Appendix D). All interviews were analyzed by two research team members using the
data analysis methods previously detailed (Boeije 2002; Saldaña 2015). The coding
dictionary featured seven primary codes, with 23 sub-codes nested within them. Table 4
presents the seven codes and 19 sub-codes that are relevant to this paper.
Table 3. Focus Group Coding Dictionary.

Data Collection Associated with the Gabe System Pilot Test
Gabe System Pilot Test
Participants for the Gabe system pilot test (N=30) were all between the ages of
18-27 and self-identified as both black and male. Similar to the focus groups, participants
for the pilot test were recruited from the same community sites in Boston, Philadelphia,
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New Haven, and Providence. The pilot test of the Gabe system lasted for a period of two
weeks, in which all consented participants were provided access to the system via a
unique log-in and password. Since the Gabe system is an online health promotion
program, men were able to access the program via any device with an internet
connection, however the study did not specifically provide participants any technology
Table 4. Key Informant Interview Coding Dictionary.

or devices to access Gabe content. Participants’ use of the system during this two week
period was completely unstructured and they had agency in terms of how they chose to
navigate the Gabe system’s non-linear structure, meaning that they could choose what
content to engage and what to avoid.
The two-week period varied across participants, as the official start of their pilot
test was determined by their first log-in. Men were given incentives for participating in
the pilot test, with gift card compensation (Amazon or Target) increasing as they met
established criteria. Participants who completed the enrollment and informed consent
process were provided a $15 gift card (N=30 of 30). Men who logged into the system and
completed the introduction section, including a baseline risk assessment (Appendix A),
were provided with an additional $20 gift card (N=12 of 30). Lastly, if the participant
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used the Gabe system for 10 hours over the two-week period they were provided with an
additional $25 gift card (N=0 of 30). The BUSM research team would email out weekly
courtesy reminders, one per week for up to three weeks, to participants who had not yet
logged into the system, providing them with the Gabe system’s web address, log-in
instructions, and reminding them of the compensation structure. Once a participant had
logged in, no matter their frequency and duration of use, they were deemed to have
officially begun the pilot test and received no further reminder emails. System access was
discontinued fourteen days after initial log-in.
Of the thirty men who were consented to participate in BUSM’s pilot test, thirteen
men used the system. Table 5 presents the demographic data for the men enrolled in the
pilot test, juxtaposing the entire participant sample with those that used the Gabe system.
Table 5. Gabe Pilot Test Demographics.

Twelve of the thirteen men who used the system completed the baseline risk assessment,
with that data being analyzed and discussed in Chapter V. One participant who engaged
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with the system failed to complete the introduction, so although thirteen men ultimately
interacted with Gabe, only twelve men provided baseline risk assessment data and
encountered content beyond that of the system introduction.
Post Pilot Test Interviews
Participants for the post pilot test interviews (N=5) were selected from the thirteen
men that participated in the pilot test of the Gabe system. While it could have been
interesting to have interviewed men who chose not to use the system, interview offers
were only extended to the thirteen men who actually engaged with the system. With the
interviews focusing on perceptions of system content, men’s trust of the interventions,
and overall system usability, implementing this criteria was important in terms of
achieving the study’s research aims. Of the thirteen men who were invited to interview,
five men accepted, with three in-person interviews taking place in Providence and two in
New Haven. As part of the pilot test, men completed a baseline risk assessment via the
their use of the Gabe system, in addition to the demographic data they provided during
their study enrollment. Relevant interviewee data can be seen in Table 6, with the green
(right) and red (bottom) sections representing responses that individuals shared directly
with the online system, and the blue section (left) containing their system use and
enrollment data. An expanded presentation of pilot test data will be featured in Chapter
V, with results and analysis being presented pertaining to all thirteen participants.
All five of the interviews were facilitated by two members of the research team
with each facilitator pairing following the same semi-structured interview guide (Drever
1995) (Appendix C). At least one facilitator for each interview self-identified as black,
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and similarly, at least one facilitator self-identified as male. The topics discussed during
the interviews centered on men’s perceptions of the Gabe system, their trust of the
Table 6. Post Pilot Test Interviewees.

interventions and content provided, and any problematic aspects of the program that they
wanted to share. All interview transcripts were analyzed by two research team members
using the data analysis methods previously detailed (Boeije 2002; Saldaña 2015) in both
the focus group and key informant interview sections. Table 7 presents the five codes and
16 sub-codes that were identified in the coding dictionary.
Research Aims and Limitations
This research project was designed to explore the relationships that exist between
identity, stigma, and trust as they pertain to healthcare utilization and health outcomes,
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and the potential ability of ECA technology to assist in reducing racialized health
disparities. The goal of this dissertation is not to produce generalizable findings or
statistically significant models, rather its aim is to synthesize the substantial work that
exists across multiple fields of scholarship, including sociology, public health, and
medical journals, and create an interdisciplinary approach to exploring the research
Table 7. Post Pilot Test Interviews Coding Dictionary.

questions. The conceptual models that were designed are informed by previous research
studies, with the specific aim of this project being to offer preliminary findings as to the
applicability of the proposed linkages. The findings in this study are meant to be used as
a starting point for future intervention development and research design, as both the
lessons learned from the research activities associated with the Gabe system, as well as
the data cited from other works, should be harnessed to develop more well informed
approaches to tackling racialized healthcare disparities.
With the research aims clearly outlined, limitations include a limited sample of
participants who were recruited from four northeastern sites, which may impact the
generalizability of the findings for black men in other regions of the United States. This is
particularly relevant given that the participants repeatedly stressed the diversity of the
black population. Many factors impacting community health vary dramatically across
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region, with conditions such as local politics, the availability of affordable housing and
healthcare, and even weather all potentially influencing participants’ experiences with,
and feelings towards, healthcare systems. Similarly, this study’s sample population was
younger in age, 15-27, and recruited from community sites, so the perspectives of older
black men and those who do not engage with the community sites selected would have be
excluded.
Another limitation could potentially be seen in the research methodology, as focus
groups, post pilot test interviews, and key informant interviews are all subject to the
recall [bias] of the participants. Focus groups could also be impacted by unseen group
dynamics, which might influence the responses of participants. Additionally, participants
for the post pilot test interviews consisted only of the men who logged into the Gabe
system, which systematically excluded those pilot test participants that were enrolled but
chose not to engage the system. Although this was a conscious decision, as only
individuals that used the system could comment on their experiences interacting with it,
this is still a limitation, especially insofar as the results might be applicable to all young
black men. Similarly, with only 43% (13 / 30) of the men enrolled in the Gabe system
pilot test actually logging into the system, the data collected via the baseline risk
assessment, and any findings as to which content men chose [not] to engage, would be
biased by these systematic exclusions. Ultimately, this study is exploring the under
utilization of healthcare by black men, so a 43% engagement rate should be viewed in the
context of that, however it does undeniably raise questions as to the generalizability of
the data, even for the participants in our northeast sample.
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Utilizing secondary data collected from BUSM’s development of the Gabe system
also produced challenges in terms of qualitative analysis, as this study has distinct
limitations in its ability to speak to the linkages noted within the conceptual models
(Figures 1, 2). Although the data collected highlights many of the concerns and
perspectives of black men as they pertain to identity, stigma, trust, and healthcare
utilization, the goal of the conceptual models is to map out processes that take place over
time. To this end, while participants provided data pertaining to their understandings in a
given moment, which can be analyzed with respect to the various relationships proposed
by the models, this study is not able to offer new discussion as to how these variables
influence change over time. The initial Gabe project was designed to create and pilot test
an online health promotion program for black men, and while navigating barriers
pertaining to medical stigma and distrust are definitely important charges to achieving
that goal, they weren’t the motivating factors behind data collection or study design.
Stigma and (dis)trust were themes that arose organically during the facilitation of focus
groups, which in turn served as the motivation for this dissertation. Other potentially
important variables that may be impacting black men’s healthcare utilization, such as
their perceptions of masculinity, largely go unaddressed. The theoretical framework of
intersectionality, coupled with the fact that gender and masculinity do occasionally
surface in the data, suggest that culturally-based perceptions of masculinity are an
important factor that future should address.
Lastly, with this study being preliminary research into the feasibility of an ECA
system tailored to health needs of black men, many ideas about the Gabe system are
largely speculative. Although the Gabby system has noted positive risk reduction for
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black women via a randomized controlled trial (Jack et al. 2015), no such data for Gabe
exists, and further testing is needed before such conclusions can be drawn. Research has
yet to explore whether or not increased cultural competency of an ECA system will yield
increased participant use, or similarly, whether increased use of an ECA system will yield
better health outcomes for black men. While research has observed these patterns with
human-human interactions (Warner and Hayward 2006; Earl et al., 2011), it is quite
possible that these trends do not hold for human-computer interaction.
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CHAPTER 4
THE IMPACT OF IDENTITY AND STIGMA ON HEALTHCARE UTILIZATION
This section looks to discuss identity and stigma with respect to black men’s
engagement in healthcare, with focus group, key informant interview, and post-pilot test
interview data all being featured in the analysis. The topic of identity will be addressed
by first detailing the ethnic diversity present within this study’s sample of black men and
the potential challenges that programs may face when seeking to create interventions for
all black men. Not only is the black population exceedingly diverse in terms of culture,
ethnicity, language spoken, and nationality, there are also differences in the terms they
use to self-identify. This could present challenges for interventions prior to any attempts
to influence positive behavior change, as it may affect participant recruitment.
Discussions of identity will also broach the topic of culture, with participants sharing
their accounts of the relationship between black men and healthcare.
Stigma will be addressed on two fronts, with subsections focusing on the impact
of providers’ perceived cultural ignorance and lack of relatability to black male patients,
as well as participants’ perceptions of being stigmatized by healthcare systems. The
differentiation between physician cultural ignorance and perceptions of stigma is
exceedingly important, as the men I spoke with made explicit distinctions between the
two, with intent being the main mitigating variable. In addressing physician ignorance
and lack of relatability, participants offered up reasons as to why these experiences may
be so commonplace, such as physicians not living near the patients they serve, while also
offering up solutions to fix the problem, such as increased cultural competency trainings
or more workplace diversity. Accounts of stigma were very different, with participants
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expressing feelings of intent on the part of the stigmatizer to wrong them in some
capacity.
Finally, in this chapter the social processes of identity and stigma will be
discussed both in their relation to the conceptual models, namely Figure 1 (Chapter II), as
well as with respect to any implications that the findings may have on future healthcare
interventions. In referencing the conceptual models, this chapter will engage with the
theoretical scholarship noted in Chapter II and explore the hypothesized linkages across
the variables. Findings relevant to future interventions will primarily be discussed
specific to the use of ECA technology, as the data collected for this study centered around
the development and testing of the Gabe [ECA] system. That said, it is possible that some
of the lessons learned can be utilized by other interventions as well.
Identity and Culture
Of the 67 focus group participants in this study, 10 men (15%) self-identified as
black/other, as opposed to black/African American, with many of them raising concerns
as to the applicability of term “African.” As one participant in New Haven noted:
My family is from the Caribbean. No one in my family is from Africa. The
majority of my family are Caribbean, so they’re not African American,
they’re Caribbean.
Concerns were also expressed with respect to the term “black,” with one Boston man
explaining that “please call me Haitian and Native American – don't just call me some
black boy. Call me that Haitian boy or something; call me that Native American boy.”
The concerns expressed here by participants highlight not only the diversity of black
men, but also the varying manners in which they self-identify. The men I spoke with
often had conflicting views on terms such as “black,” “African American,” “men of
color,” and “urban,” with each garnering support and dissent from various participants.
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Many men commented that the term “men of color” is more inclusive to Hispanic blacks
than “African American,” with one participant remarking that "men of color can mean
Asians, Spanish too.” That would seemingly highlight the struggle faced by interventions
in referencing their target population, as too specific of terms may leave folks feeling left
out, but too broad of terms may lose the desired specificity.
Ethnicity and language are also factors that play a big role in the identity
construction of black men, as 9 (13%) focus groups participants identified as Hispanicblack, with 5 (7%) reporting that they primarily speak Spanish in the home. These
percentages climb to 30% and 15% respectively when looking just at the Providence, RI
groups, which would suggest that content tailored towards Hispanic-black populations
and native Spanish speakers might vary in relevance depending upon the city or region.
Beyond ethnicity, men who reviewed system content for Gabe expressed the need to
discuss the experiences of black men within the LGBTQIA+ community as well, stating
that the system was “missing a topic about the LGBTQIA community. There’s nothing
about helping anybody of that community.” Failing to include sexual health content that
extends beyond heteronormative practices would limit an intervention’s ability to assist
black MSM with sexual health, which is an avoidable oversight.
The concern of black men in this study regarding their diversity and the need for
healthcare to be cognizant of the differing ethnic, multi-racial, and nationality
populations included in such an encompassing racial category is consistent with previous
research (Russell and Jewell 1992), as well as intersectional scholarship (Hill Collins
2009). Black men in the United States are exceedingly diverse and it is important that
healthcare interventions aiming to work with this population act accordingly. Consistent
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with Griffith (2012) and Gilbert et al. (2016), who advocate for greater intersectional
awareness in public health, the findings suggest that there is much variation among black
men even in regards to the most standardized of categories. Although phrases such as
“black” and “African American” are often colloquially used as synonyms, or grouped
together on forms, some focus group participants found this problematic. While black
men undoubtedly face unique circumstances and can benefit from tailored interventions,
it is paramount that programs address them via terms that they themselves use to selfidentify, otherwise interventions risk alienating potential users. Harkening back to
Pierre’s (2004) work, which detailed perceived cultural differences between
African/immigrant and African American groups, Hispanic-black populations in America
may approach healthcare and health maintenance differently than non-Hispanic black
populations. Future program development will need to strike balance between
demonstrating desired levels of ethnoracial specificity, while also being inclusive to their
desired audience.
Intersectionality is a useful framework when exploring the identity constructions
of the focus group participants, because although all sixty-seven participants selfidentified as black, a BUSM eligibility requirement, there was variation within the
sample over a host of topics, such as how participants preferred to be addressed along
racial/ethnic lines. It is very possible that men’s preferred self-identity is impacted by,
and associated with, other identity variables, some of which may directly impact their
healthcare behaviors or achievement in other social domains, which could potentially
increase the importance surrounding how programs identify their intended audiences. For
example, while nine adult focus groups (N=48) were conducted across the four cities,
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only Providence included Hispanic-black men, with 37% (7 of 19) of the sample selfidentifying as such (Table 1). Providence was also the only site in which over 50% of
focus group participants had less than a high school degree, juxtaposed to Boston where
all men self-identified as Non-Hispanic black and all participants had a high school
degree, 50% (4 of 8) of whom had some college experience. This comparison is not
meant to link Hispanic ethnicity with diminished educational attainment, rather it is
meant to highlight the fact that while all focus group participants were recruited from
community sites and self-identified as black men, there are significant differences across
ethnicity and education level and these variables may serve to differentially impact
healthcare practices and beliefs (Russell and Jewell 1992). This position has been cited
often, as public health research has routinely called for increased intersectional awareness
in providing healthcare to black men (Griffith 2012; Gilbert et al. 2016), with the
argument frequently grounded in the need to recognize the ever growing intra-racial
diversity.
Another theme that was often discussed pertained to black men’s childhood and
upbringing. Focus group participants frequently sought to address black men’s
engagement in healthcare by explicitly accounting for the role that upbringing played in
current help-seeking tendencies. When addressing the cultural values instilled during
childhood, albeit perhaps out of necessity, a Providence, RI participant noted:
Coming up I was like basically told to buckle down and deal with it.
Crying over spilled milk or whatnot – it's water under the bridge. You've
got to do what you got to do. Crying about it is not going to change it.
That's the way we were taught. At the same time, it's like, if you can't fix
it, what the hell are you supposed to do? Like, you're being told not to ask
about this to begin with. Well you told me not to ask. I feel like I get stuck
in between that rock and a hard place.
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The second part of this quote, which was a reflection on his personal struggles in
engaging in healthcare, was a consistent theme and noted by other focus group
participants. Some black men reported finding themselves in positions as a child in which
they were expected to “deal with it” when it came to health-related issues, however many
expressed concerns as to that approach. Participants noted that this coping mechanism
primarily presented problems on two fronts, them being unsure how handle problems that
they themselves were incapable of dealing with in the moment, and ultimately that it
resulted in a lack of familiarity and comfort in engaging in healthcare as an adult.
A similar theme was discussed in a New Haven focus group, although it was
framed in terms of the healthcare engagement of men in the participant’s family. He
states that:
Bottom line, I think the big thing is that African-American men don’t go
to doctors. You hear it on the radio. My grandfather didn’t go and he’s
dead. Another one didn’t go and he’s dead. My father doesn’t go and they
told him he’s pre-diabetic. He still doesn’t go. I think they just need to
make it a little more enjoyable to African-American men if they want us to
go. So, clearly they’re not doing something right or more of us would go,
but a lot don’t. My dad doesn’t.
This quote captures a few themes, most notably the participant’s view that AfricanAmerican men don’t go to the doctor, as well as his assessment that non-engagement by
black men is an indication that hospitals and physicians are not doing something right. He
offers the suggestion that making the doctor more enjoyable for black men could increase
engagement, which is something that was noted frequently in focus group discussions
and will be touched on throughout the subsequent result sections. Although “not doing
something right” is not elaborated upon in this excerpt, findings later in the chapter

53

suggest that a lack of physician relatability, cultural ignorance, and perceptions of stigma
all serve to create unnecessary burdens for black men when engaging in healthcare.
When exploring the engagement of black men with healthcare systems, an
appropriate place to start would be with their childhood experiences. Some of the men I
spoke with explained that as children they were expected to “deal with it” when health
problems arose, and not only did this have an impact on reducing their healthcare
utilization as a child, but that it also created a situation in which they were unfamiliar
and/or uncomfortable with healthcare systems as an adult. With medical distrust being
more common in black communities (King 2003; Brandon, Isaac, and Laveist 2005), it is
possible that “deal with it” approaches are viewed as being necessary to avoid negative
healthcare experiences, which would be consistent with Smith’s (2010) conceptualization
of “strategic trust.” Further, Fagan (2000) notes that “parenting styles that are viewed as
less than optimal in one cultural context may be necessary to cope with the realities of
another cultural context” (592-3), so factors such as the historical mistreatment of the
black population by healthcare systems (Washington 2006), or the decreased allocation of
medical resources to black communities (Murphy-Berman, Berman, and Campbell 1998),
may potentially be impacting the decision making rubric of black parents when it comes
to doctor’s visits for their children. CRT has consistently noted the importance of these
structural level barriers, as both historical mistreatment by institutions and current
differential treatment are central elements to the framework and may be contributing to
the black men’s non-engagement in healthcare.
Similar conversations arose when the participants spoke about older men in their
family, both during their childhood and at present time, explaining that their grandfathers
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and fathers do not visit doctors, even when serious health problems have been identified.
The men were very explicit in noting that “African-American men don’t go to doctors.”
In the context of this discussion, especially insofar as it relates to the young black men in
the focus groups, their initial relationship with healthcare was largely shaped through
their interactions with, and observations of, family. Intersectional (Hill Collins 2009)
scholarship is useful here, as it would seek to highlight the interaction between race and
sex, as even before these men were in positions of needing to go to the doctor, they knew
that because of their standing within these group memberships it was just something that
they didn’t do. They understood that black men just don’t go to the doctor and when a
health problem arose they were expected to deal with it on their own. Better
understanding how and why healthcare non-engagement came to be associated with
[some] black men’s identity is very important, as are the potential intra-racial differences
that may further be impacting health behaviors. With past research finding variations in
the social values (Pierre 2004) and healthcare beliefs (Russell and Jewell 1992) of black
individuals across group memberships, such as ethnicity or nationality, and with 13% of
focus group participants self-identifying as Hispanic-black, the utility of intersectionality
as a tool to discuss these intra-racial differences is apparent.
Such an intersectional analysis would also be greatly aided by a discussion on
how perceptions of masculinity, namely as they pertain to black men’s help-seeking
behaviors, may be impacting healthcare engagement. As I mentioned above, however,
due to limitations in the utilized BUSM data set, such analysis is not possible. Although
participants referenced themes that appear to be associated with hegemonic masculine
norms, such as self-reliance or not seeking help, the men were never directly prompted as
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to how such practices impact their perceptions of masculinity. When attempting to
unpack the “deal with it” approach cited by participants, or their observations that older
black men in their family abstain from healthcare, being able to account for the potential
influence of masculinity norms would undoubtedly add a depth of understanding. In
discussing black men’s under-utilization of healthcare, past research has explained that
“the barriers identified include socioeconomic status, masculinity, racism, [and a] lack of
awareness of the need for primary care” (Cheatham, Barksdale, Rodgers 2008:555).
Further, other studies have found that black men with an increased adherence to
traditional masculinity norms, particularly those associated with self-reliance, were
significantly less likely to engage in routine healthcare screening (Hammond et al. 2010).
Future research should explore the association between help-seeking and masculinity as it
pertains to black men, as this may have utility in explaining patterned intra-racial
differences in healthcare utilization.
In exploring the inter-generational transmission of the idea that “AfricanAmerican men don’t go to doctors,” whether through verbal communication or through
the men witnessing their older family members abstaining from necessary care, it is
important to understand the factors that may be impacting those family members. As has
been stated often this paper, the social processes of identity, stigma, and trust are all
interrelated, and while there might be an identifiable flow in how the variables impact a
single individual (Figure 1, Chapter II), everyone is simultaneously interacting with
others who possess different experiences and who have been impacted by different social
processes. Thus, while the focus groups participants might be recounting stories from
their childhood, before they themselves have experienced stigma from healthcare
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providers, they are hearing stories and witnessing the behavior of older family members
who may have experienced stigma or who may actively distrust. The perceptions of
stigma and medical distrust of their family with respect to healthcare may be impacting
their own views of it, especially as identity is concerned. With identity construction being
a social process (Mead 1934; Cooley 2017), the accounts shared by black men in the
focus groups illustrate how their interactions with family can serve to create an
understanding of what it means to be a black man, specifically with respect to their
expected healthcare engagement. Them being told to independently deal with their health
problems during childhood, their observations of older men in their family not engaging
healthcare, and their experiences with society’s portrayals of black men all function as
players in the process through which these men may internalize the label of “black man,”
and the value ascriptions and expected behavior that go along with it (Becker 2008).
Stigma, Relatability, and Perceived Differential Treatment
Relatability and Cultural Ignorance
When discussing previous provider interactions, participating men in all four
cities consistently raised one overarching theme, the need for increased physician
understanding of the environmental challenges that black men face outside of the
hospital. Men frequently cited instances in which they personally experienced or
witnessed doctors acting callously towards black patients, which they largely attributed to
a lack of cultural and environmental awareness. The accounts often noted a racial
mismatch of the provider and patient, however in most cases the men were more inclined
to cite a lack of understanding on the part of the doctor, as opposed to explicit racial bias.
Boston participants explained that many of the physicians they encounter, while well
intentioned, are not from their neighborhoods, lamenting that “you used to be able to see
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your doctor [outside], now you don’t because he’s probably from New Hampshire. He
probably don’t even stay out here.” This leads to situations in which participants question
whether or not they, and their communities, receive the same treatment from physicians.
As a man from a Boston group explains:
I still got crazy asbestos in my basement. You know the lady next door, her
daughters just had to rush her to the hospital last night because they said the
building –have some type of lead in it you know – so it’s like a lot of crazy
things going on and – for example, so you don't know if that lady got the
same treatment. You don’t know if the doctor’s like ‘that lady can’t even
keep her house up.’ You don’t know what’s going.
The ability of a physician to understand the circumstances surrounding the patient’s visit
was something that the participants felt was of great importance. Participants explained
that while they want doctors to be professional, they felt it would help if physicians also
understood cultural allusions, their environment, and even slang, with a New Haven man
expressing concern over the way doctors “react to certain words that you say.”
One common suggestion offered up by participants when referencing physicians’
lack of cultural competency and environmental awareness was to provide training courses
for them. The idea of culturally specific training for providers came up in multiple groups
with motivations centering on increasing physicians’ capacity to understand and be
empathetic towards the hardships facing many young black men. The below excerpt from
a Boston participant illustrates a commonly expressed position.
I'm talking about like training and empathy and understanding what
people are coming through. Like, they come into the office and what they
went through before on the streets, all that, understanding that. Having
empathy or being sensitive toward that.
Although the conversation initially focused on human providers, participants were
optimistic about technology’s ability to provide black men guidance that was socially,
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culturally, and environmentally informed as to the conditions that they oftentimes find
themselves in. They noted the potential for online health systems to incorporate outside
content that was relevant to their unique challenges, such as allowing them to hear from
other black men, famous or otherwise, who have come from similar environments and
can speak to the struggles that they faced in overcoming obstacles. One frequently cited
example was Ervin “Magic” Johnson with respect to content on HIV.
While the need for increased cultural competency was frequently mentioned as
justification for trainings, it was also referenced in terms of workplace diversity, with
Boston participants citing the Boston Police Department (BPD) as a positive example.
BOS1: It should be a standard, like people working in these fields, they
need to be trained or there has to be a standard on how you deal with, well,
people in general, but I mean, I think young black men. Having a year –
like a training year, I don’t know…
BOS2: Or have someone that can relate. Boston Police just hired you
know people from the cadet program. They just hired people from the
community that look like the people they gonna serve, so why can’t
hospitals do that?
In citing BPD’s cadet program, the men are noting a desire for individuals from a given
community to serve the population of that community. They express a desire for
hospitals, and presumably healthcare in general, to hire more individuals that both are
from their community and look like them. Additionally, while the men explain a need for
healthcare employees to be trained on how to deal with people in general, they feel that
trainings are particularly relevant when providing services to young black men.
The above excerpt also notes the need of having “someone that can relate,” which
was a theme referenced by many focus group participants and key informant interviewees
with respect to engaging black men in healthcare services. Men frequently expressed
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concern over the inability of doctors to understand the black community and the
experiences that black men often go through. This theme was presented during numerous
groups, with men in Boston, New Haven, and Providence all explaining similar things.
Boston: They don’t relate to like the community. They don't have empathy
and are not sensitive to what's going on today…
New Haven: You got some doctors who can’t relate to half of the stuff that
you did or half of the stuff you been through. You got some doctors that
can’t relate to what you say some of the time.
Providence: With a lot of black men, I feel like, coming from the hood, it's
like we're trying to seek help from people that never been in the situation.
How do you even know what to do?
Similarly, a key informant who works for the Violence Intervention Advocacy
Program (VIAP) in Boston, which is housed within Boston Medical Center, also
explained the importance of relatability in working with her clients. She notes that her
previous life experience provides her with the clout to not only be direct with the clients,
but also plays a role in the clients’ continued engagement. As she explains:
I look at it as when we have those hard conversations of, ‘okay we've been
working together for a minute, and excuse me, you're fucking up now.’
And you know what I mean, that's when I'm coming to you like, ‘what are
we doing?’ Ya know? You’re gonna get a cuss out first, because now I
gotta – but they still keep coming back. They know I’ve been there and
get it and that I’m coming at them straight. So this is how we monitor
everything.
In this manner, the key informant’s experience serving the community in their position at
VIAP mirrors the suggestion from the Boston focus group participants that it might help
if individuals serving in healthcare looked like, and came from, the communities they
serve.
The ability to adequately understand the circumstances surrounding patients’
visits can oftentimes be challenging, both in terms of physician cultural competency and
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the limited time allotted to conduct appointments. A lack of perceived cultural
understanding and feeling amongst black men that they are being treated differently
represent a major problem, as it may dissuade future engagement and promote distrust of
the healthcare system. These may represent an opportunity for technology, namely ECAs,
to provide alternative avenues of healthcare engagement for individuals that feel
marginalized. This is not to say that continued work in eradicating [perceptions of]
physician bias should cease, however ECAs can potentially reach those who might not
otherwise engage. A potential obstacle to consider for using ECAs to reach underserved
black men may be the lack of ready access to technology and internet services. According
to US Census data, only 56.9% of black households have access to the internet, with rates
dropping to 25.3% for households without a high school graduate (File 2013; McCloud et
al. 2016). Future studies exploring the use of ECAs in underserved communities will
need to explore how to make sure the technology is available for the intended target
population.
Participants cited specific concerns pertaining to the disconnect between many
black men and providers, such as physicians not understanding their environmental
hardships and often being unfamiliar with their neighborhoods. Participants also detailed
areas in which they would like providers to improve upon, such as increased cultural
competency, a greater familiarity with local lingo, and providing care without placing
blame or talking down to their black patients. Previous research has linked cultural
competency training programs to both changes in physician held views and improved
patient health outcomes (Majumdar et al. 2004). Future iterations of ECAs aiming to
address the health of black men, such as Gabe, in addition to healthcare providers in
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general, should be cognizant of this. A potential strength of ECAs in the administration of
healthcare is that the virtual doctors can be programmed to be informed on pertinent
cultural and environmental issues, while also providing consistent treatment to all users.
Perceptions that physicians lacked cultural awareness is closely linked with
participants’ concerns that healthcare providers’ often have an inability to relate to their
previous experiences. They note that doctors often don’t understand their “communities”
or the struggles associated with the fact that they come from “the hood.” The
intersectional identity constructions of race (black) and sex (male) have been noted to
impact engagement with healthcare (Washington 2006; Stuber, Meyer, and Link 2008),
but participants’ focus on spatial region within a given city would seem to highlight the
importance of class as well. The impact of ecological environment on individuals’
identity construction could be substantial, with Russell and Jewell (1992) noting its
impact on healthcare attitudes and values, and other studies finding that class is predictive
of institutional distrust (Smith 2010) and lower rates of healthcare satisfaction (Becker
and Newsome 2003).
Both the focus group participants and key informants linked physician relatability
with continued patient engagement, and while the men in this study attributed the lack of
relatability to cultural and environmental ignorance, as opposed to racial prejudice, they
still had questions as to whether it resulted in their differential treatment. One potential
way to overcome this situation is work to incorporate more individuals from the
community into the healthcare delivery processes that are frequently utilized by black
men. Not only did focus group participants explicitly note the potential positive impact of
such an approach, but a key informant also shared how her previous experiences with
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hardships provided her clout when working with these communities. This informant
explains that it is her lived experiences that provides her standing, and not only allows
her to address sensitive issues in a non-stigmatizing manner, but also that allows her
approach to be well received and to promote sustained engagement among those who she
works with.
Perceived Stigma
Another theme identified in the data focused on the negative treatment and
stigmatization that black men can face when seeking healthcare services. Juxtaposed to
the previous examples, in which the men’s concerns stemmed from cultural ignorance,
other instances were discussed in which participants felt that their race directly led to
poor provider interactions. The most commonly referenced experiences pertained to
either perceptions that they, or their family, were not listened to by the provider, and that
they were being negatively judged and spoken down to. An example of this can be seen
in the following exchange from a New Haven focus group.
NH1: If you get in a fight, you break a knuckle or something and you got to
go to the hospital, you tell them why you’re there, they start talking shit.
Like ‘oh, you dumb for doing that. You’re dumb for fighting.’ I could’ve
been dumb by myself. You don’t know the circumstance. They wanna judge
you and talk down on you.
NH2: Racism.
In this incident the participants interpret the actions of the hospital staff to be prejudicial,
condescending, and racially motivated.
Participants further noted situations in which their life circumstances, often not
directly associated with the reason for their healthcare appointment, led them to perceive
that they were being judged by their physician. In some instances, men went so far as to
assert that perceptions of racially motivated prejudice created situations in which black
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men refrain from sharing with their provider. In detailing his experience, a New Haven
participant states:
So, she's [the doctor] checking my leg but she's seen the [court ordered]
ankle bracelet on the left one and was like ‘why do you have that, what’s
going on?’ It was like ‘that's not important right now,’ you know… ‘take
care of me.’ That’s what makes people hold stuff in, when you feel like
you can’t talk to somebody because they’re gonna judge you because of it
and it goes double for black men.
In this situation the man notes that he visited the doctor because he hurt his leg playing
basketball and in examining him the doctor noticed his ankle monitor. Similar to the
previous excerpt, it is important to highlight the fact that the participant felt that the
provider’s line of questioning was judgmental and influenced by him being a black man.
He goes on to assert that encounters like this lead black men to “feel like you can’t talk to
somebody,” which then leads them to “hold stuff in. The flow that the participant is
detailing here is very similar to that proposed by Figure 1 (Chapter II), as he notes that
stigmatizing interactions can lead to black men to not trust talking with physicians, and
ultimately to disengaging from the conversation.
In both instances described above, the patient-provider encounters center around
black men and deviance. With both violence and criminal justice contact often being
associated with the negative labels society casts upon black men, it is possible that the
participants were expecting to encounter stigma pertaining to these issues, which
influenced their perceptions of the providers’ behavior. Or, consistent with Goffman
(1963) when he notes that acts themselves are not stigmatizing, and that determinations
of stigma require a cognizance of who the actors are, perhaps the interactions detailed
above are only stigmatizing in racially discordant scenarios where the patient is a black
man. In either case, these situations would seem to support previous suggestions in which
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participants stated that providers could benefit from increased cultural competency
education, and that trainings are uniquely important for those serving black men.
The final theme associated with stigma that will be discussed pertains to
participants’ perceptions of the term “urban,” specifically as it is used to refer to black
communities. Some men in the focus groups, as well as a post pilot test interviewee,
raised concerns regarding the system’s central character, “Gabe,” needing to be a black
man. Although the program is designed to target the health disparities faced by black men
in urban areas, there was clear tension as to linking black men and “urban.” As a Boston
focus group participant and a New Haven interviewee explain:
Boston: If you talk about ‘we doing something for the urban community,’
then the first thing you do is put up a black guy like ‘hi…’ It don’t matter,
it could be an Asian person, bro. This is weird, like ‘we working with the
urban community so the first thing we wanna do is throw a black guy…’
New Haven: Why we using a super black man? Like, why’s he gotta be
extra dark because we’re doing urban? You see what I'm saying?
This discussion seems to run counter to the previous mentions that healthcare would be
well served by having individuals that look “like them” be involved in their care,
however the critique is nuanced as at the crux of the argument is the stigmatizing nature
of being labeled as “urban.”
While in the very literal sense of the word, “urban” black men do face unique
health challenges, however for some men that term was viewed as stigmatizing. Noting
the social nature in which labels are affixed to populations, a greater awareness of the
fluidity of language is necessary. Back in 2018, The Guardian wrote that “I hate and
despise the word ‘urban.’ […] it is also born out of racial stereotyping
of black communities” (Andrews 2018). The men in the focus groups clearly felt
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similarly to Andrews (2018), and such missteps with respect to language can have
unintended consequences as it pertains to the messages that are being sent to intended
audiences, which could in turn impact engagement. Similar to what was previously
discussed on identity construction, the manner in which black men perceive stigma is not
constant, and may vary across the spectrum of intersectional variables, such as culture,
ethnicity, and region. In this instance, many focus groups participants expressed a desire
to have individuals from their communities and who looked like them involved in their
healthcare, but others had significant pushback with Gabe, a virtual character that is a
black man, leading a system focusing on the health inequalities faced by “urban” black
men. This highlights the need for research and public health interventions to be sensitive
to the terms and descriptors that black men feel are appropriate and those that they feel
are stigmatizing. Moreover, it captures the reciprocal and fluid nature that exists between
identity as stigma, as what is acceptable to one individual, might be stigmatizing to
another.
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CHAPTER 5
ESTABLISHING TRUST AND TESTING THE GABE SYSTEM
Exploring the social process of trust is a central theme to this dissertation, with
previous research highlighting both the strategic ways in which trust is employed (Smith
2010), as well as the proactive and protective use of distrust (Levine 2013). Last chapter
offered some insight into the ways in which negative patient-provider experiences can
lead black men to distrust healthcare systems and explicitly question whether they are
receiving equal treatment. Understanding the ways in which trust is lost is exceedingly
important, however so too are the conversations centered around building, maintaining,
and re-earning trust (Harrison, Innes, and Van Zwanenberg 2003). This chapter will
explore some of the strategies that black men suggest might make healthcare
interventions more trustworthy, while also promoting increased participation. Key
informant data will buttress this discussion, as interviewees note multiple techniques that
their programs utilize to promote trust and engagement, with the main themes in this
chapter centering on the importance of visible clout and the need for establishing
relationships with participants. These discussions will largely be framed in terms of the
healthcare system as a whole, however participants will offer feedback specific to their
experiences with the Gabe system, which might be applicable in the development of other
health promotion interventions.
This chapter will also present data from the pilot test of the Gabe system.
Although the pilot test had a small sample size (N=30), with only thirteen men logging in
to talk with Gabe, examination of the data can still offer valuable insight into
participants’ use of the system. Participant responses to risk assessments, as well as the
risks that were identified through their use of the Gabe system, will be viewed in
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conjunction with data pertaining to the content that men chose to engage. With men
having complete agency in deciding what material to interact with, this could provide
insight into the risks that they are most willing to seek information, and perhaps
assistance, to resolve. Data will also be presented pertaining to overall frequency and
duration of use, with men averaging roughly two system log-ins and one hour of
engagement per week. In reviewing the findings of the pilot test, it is important to keep in
the mind the contextual factors that may have impacted participants’ [non]use of the
system. Through the development of the Gabe system, the BUSM research team
explicitly sought to engage a population that is often disengaged from healthcare. With
participants in the pilot test being in charge of their own system use, both in terms of
where and when they engage with Gabe, and receiving only limited reminders from the
research team, a 43% participation rate may actually be a promising result.
Building Trust
Visible and Recognized Clout
The unique challenges facing healthcare institutions with respect to developing,
maintaining, and re-earning the trust of black communities have been well documented
(Adegbembo, Tomar, and Logan 2006), however many of the black men offered specific
and attainable solutions that healthcare programs can work to implement. Two main
themes emerged from the data, with black men being clear that they wanted to be
presented with facts, evidence, and obtain input from educated individuals, while also
being in a position in which they felt cared about and safe. The first theme, which
focused on what participants would want to see from an online health promotion system,
was consistent across all focus groups. Black men were explicit in noting that they
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wanted the content presented to them to be sourced and verified, with a Providence
participant explaining that:
I think what’s important is if you’re worried about people not believing
what’s on the site, what people do is have proof on the site and have
sources. How do you know that? Stats would help. You’re dealing with
people, intellectuals. You’ve got to tell us why we shouldn’t drink so
much alcohol. I’m not gonna believe you just because you say that.
While many individuals expressed the desire to hear from celebrities with respect to
certain health issues, participants also noted that success in one arena does not qualify an
individual to be trusted on all issues. As a different Providence man explains:
What credentials do you have for me to believe you? I know you’re in
shape because I see you’re in the NBA. You gotta be in shape for that. But
what do you know about domestic violence? You went to school to learn?
You’re certified for that? Nah, I don’t want to hear about none of that.
Addressing health concerns can be a pursuit in which black men find themselves
in vulnerable situations, so if programs seek to assist men obtaining their trust is
paramount. Hence, providing evidence-based recommendations and supporting data, in a
non-stigmatizing and judgement free manner, may prove important to building this trust.
Participants noted that they actively engage in health maintenance behaviors, however
they report being cautious consumers. Black men in this study wanted to take an active
role in their health, but they expressed a desire to understand what needed to be done,
why, and the credentials associated with the person or institution providing them with
that information. Development of future ECA programs should explore the relationship
between participant trust and the system, focusing specifically on the perceived clout of
the messenger and perceptions of validity with respect to content.
Participants also linked system trust to the ability to see results, explaining that it
might be better for health promotion programs to start with behavior interventions that
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see results quickly. In doing this, participants note that the system should build up clout,
which can then be used to maintain engagement while administering interventions that
might take more time for results to occur. Detailing this idea, a Providence interviewee
explains that:
Well, to see immediate results. So maybe you can’t start with the drinking.
You could start with something that takes immediate effect on your health.
So what is something that, when you stop doing it or do it, gives you the
most results quickly? What gives you the most results fast? So first of all,
if someone gets a shot. So if someone gives you a shot and it works mad
quick, and they’re like, ‘whoa, that worked, I guess they were right. I
should go back and listen to them.’ That’s what – and then you can put a
little bit longer tip, a little bit longer tip, a little bit longer tip.
In this example the participant seems to be flexible in terms of which behavior
intervention comes first, simply noting that it should be something in which the user can
see a quick return on their investment of time. Consistent with Smith’s (2010) theorizing
on strategic trust, Birkhäuer et al.’s (2017) finding that positive health outcomes promote
increased medical trust, and also consistent with the conceptual model detailed in Figure
2 (Chapter II), the participant is suggesting that visible outcomes will not only lead black
men to trust the healthcare intervention, but will also increase their likelihood for future
engagement.
Similar themes were noted with respect to in-person doctor visits as well, but in
these scenarios participants noted that cost becomes much more of a factor. They
expressed frustration that doctors do not get right to the point, which requires patients to
keep coming back and spending money. A Philadelphia focus group participant explains
this by stating that:
So now you’re spending more money because they’re not getting right to
the point. They want to keep you coming to make – there’s just a whole
bunch of things wrong with just health, going to get checked up and stuff.
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It costs a lot.
This quote offers commentary on a host of things, namely the cost of medical care, but
the relevant theme here is the perception that doctors do not get right to the point or
produce quick results. Presumably, if the doctor had developed the clout suggested by the
participant in the previous excerpt, then they would be afforded patients’ trust to pursue
interventions that might take more time to yield results. The Philadelphia participant also
expressed skepticism of physician motivations, stopping just short of stating that
increased revenue was their goal, however other participants explicitly made this
connection.
In exploring the relationship between trust and healthcare engagement, the need
for patients to experience visibly improved health was a theme that was frequently
discussed. Participants noted that positive health outcomes provide doctors and/or health
interventions with increased credibility in the eyes of patients and could potentially
promote sustained engagement. The inverse could also be true, as participants expressed
concern over the cost of healthcare and the potential for abuse, especially insofar as
follow up appointments and sustained engagement could be avenues to generate
increased medical revenue, and not necessarily be improving individuals’ health. These
concerns map very closely to Levine’s (2013) ideas on formations of distrust, as failures
to see health improvements could provide men with the prior experience necessary to
deem that the provider and/or health intervention does not work and is not worthy of
continued trust. Similarly, if the provider interaction yields health improvements, then
Smith’s (2010) conceptualization of “strategic trust” could come into play, with men
deciding that it is in their best interest to remain engaged in care.
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These findings are consistent with Birkhäuer et al. (2017), who found that a
decrease in patient reported symptoms was positively correlated with medical trust and is
a prime example of how patient outcomes can serve to increase trust in healthcare. With
trust being predictive of healthcare utilization (Becker and Roblin 2008), utilization
predictive of health outcomes (Terry 2011; Greene and Hibbard 2012; Rogvi et al. 2012),
and outcomes correlated with trust (Birkhäuer et al. 2017), the potential for a circular
relationship to exist across all of these variables is clear, as illustrated in Figure 2. The
implications of a such an interdependent relationship cannot be overstated, because if one
of the variables can be markedly improved, then the circular relationship would
hypothesize that the others would be improved as well. Thus, hypothetically, if healthcare
utilization for black men can be improved, even if it is initially done in a fashion that
does not increase medical trust, improved trust could still be a biproduct if the increased
utilization leads to better health outcomes. This circular relationship is critical for future
research to keep in mind (Figure 2, Chapter II), as it identifies three key processes that
can be the target of interventions and also highlights the reciprocal nature in which all
three processes serve to reinforce each other.
Maintaining trust will also be dependent on protecting users’ data, as potential
violations of privacy could lead to worsening distrust (Miner, Milstein, and Hancock
2017). Additionally, there is a potential risk of harm if an ECA user has negative
experiences with a program, as that may decrease their likelihood of seeking future help
from an in-person provider (Miner, Milstein, and Hancock 2017). Miner et al. (2016)
found instances of ineffective and inappropriate care from popular smartphone-based
conversational agents, such as Siri and Google Now, when exploring people’s
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experiences seeking help for mental health, interpersonal violence, and physical health
problems.
The Importance of Relationships
Another major theme that emerged from the data pertained to the importance of
perceptions of being cared about and the need to build relationships between the provider
(or program) and the participant. Detailing this, an interviewee who leads a fatherhood
group in Hartford explained that:
It's got to be personal. I do a lot of stories. I find that there's a need to
build a relationship and I want to build a relationship with them at the first
session. I also want to demonstrate vulnerability. And vulnerability is like
a portal. It's a way into a relationship and if I can be vulnerable, then
they'll be vulnerable and they will really get some work done.
The instructor noted that in being openly vulnerable about their own struggles in life, and
the challenges that they have faced in overcoming them, trusting relationships between
themselves and the participants can be established.
Expressing this same sentiment, although from the patients’ side, a man from a
Boston focus group details his relationship with his doctor.
I have a beautiful relationship my doctor right now. She's an Indian lady,
she's like 45, but it's like – it’s just coming from being open enough on her
side, because I talked about my mental health with her. That’s what
opened it up and she started opening up to me, so I can trust her more and
be like – I can call her now and you know, little stuff like that. Just
building a relationship. And the people at the hospital got to know that
we're here for relationships because that’s how we’ll come back.
The openness that he references is consistent to that which was mentioned by the key
informant in the previous quote. Additionally, it is important to note, that while the key
informant running the fatherhood groups is a black man, this focus group participant is
highlighting the fact that even though his physician is older, female, and of a different
race, that the same strategy for creating a trusting environment works. His quote also
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specifically notes his belief that relationships are the way to ensure that “we’ll come
back,” which directly references the impact of trust on the continued engagement of black
men in healthcare. While black men reported having some preferences regarding gender
with respect certain health topics, namely that they preferred having females perform
their physical exams, most did not express strong feelings as to the race/ethnicity of their
provider.
In discussing trust formation, specifically as noted by the above two excerpts,
three key elements were frequently mentioned, with vulnerability, openness, and caring
on the part of the provider being crucial to obtaining the trust of black men. Explaining
his successes reaching men, the key informant noted that his strategy of modeling
vulnerability via sharing his own personal hardships works well in creating a space in
which the men feel comfortable being open about their own challenges. Expanding upon
this idea, the focus group participant discussed what he called his “beautiful relationship”
with his doctor, who is older, female, and Indian, and stated that “she started opening up
to me, so I can trust her more.” The physician’s identity is worthy of note, because while
other participants indicated that relatability and seeing individuals who look like them is
important, the sentiment being expressed here is that even when there exists a
discordance across a host of intersectional variables – race, sex, and age – positive and
trusting patient-provider relationships can still be formed. With research finding that trust
signifies a commitment to a sustained relationship (Rowe and Calnan 2006), it is
imperative that providers and/or healthcare interventions strive to obtain the trust of their
patients.
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Additionally, the participants in this study did not express strong feelings
regarding the race/ethnicity of their provider. While earlier research suggested black
patients preferred black physicians (Cooper-Patrick et al. 1999; Saha et al. 2000), more
recent studies have indicated that black patients were less concerned about racial
concordance and more concerned with having a trusting relationship and good
communication with their provider (Saha, Arbelaez, and Cooper 2003), which is consist
with this study’s findings. As Sweeney et al. (2016) explain, “minorities may seek the
services of minority providers, but they are not more satisfied with the patient-provider
communication experience than when in race-discordant provider arrangements.”
When exploring the process of building relationships with black men, an
interviewee who works as a non-violence intervention coordinator in Providence talked
about the importance of engaging men in settings outside of normal program operation.
They explained that:
It’s the follow-up, we believe everything is in the follow-up. So it’s not a
phone call and say, ‘Hey do you want to come to this program?’ ‘Yeah I’ll
come.’ We’re calling again tomorrow. And then once you're in the
program, we’re following up with you that night. ‘How was the program?’
I think it’s all in the communication.
Their program prioritized using multiple methods of communication to engage their men,
such as phone calls, texts, and unannounced house visits, which they believed were
instrumental in both establishing and maintaining participation. Support of this idea was
provided by a Providence participant, as they explained that “you see him one day or
whatever, and he’s like, ‘How you doing? Everything’s all right? You need anything to
talk about, or what?’ You can tell if somebody cares.”
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The key informant highlights an important theme, which is that even prior to
program enrollment they are reaching out to would-be participants and working to
establish trusting relationships, which they then use to garner initial buy-in from men.
One of the limitations of Figure 2 (Chapter II) is that it does not account for where the
initial trust comes from that is requisite to engage black men in healthcare interventions,
so exploring the effectiveness of [antecedent] engagement strategies should be an aim of
future research. Additionally, periodic check ins may be an important factor in
establishing and maintaining trust with young black men, as both key informants and
focus group participants cited its utility. Maintaining frequent contact is an area where
online healthcare systems can potentially experience positive results, such as providing
text alerts and calendar reminders, which participants commented would be helpful in
achieving the health goals that they set. ECA systems are well suited for the task of
providing users with electronic reminders and periodic check ins. This consistency might
prove beneficial in building participant trust of both the system, for example Gabe, and of
collaborating community programs that partner with the software, assuming participants
will have access to the requisite technology. ECA systems could be used in multiple
capacities, as a standalone program or as a supplementary piece to an in-person program,
so the role of ECAs in trust formation in both scenarios would be worthy of exploration.
When referencing the Gabe system, interviewees offered feedback on their
experiences engaging with the Gabe virtual character, who is tasked with presenting
much of the intervention related content. In explaining his thoughts on speaking with
providers in general, and then specifically Gabe, an interviewee from Providence noted
that:
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As a human, you can tell when people care, when people are lying to you.
So it’s all about the eyes. It’s body motion, it’s all kind of things to see if
that person is actually listening and willing to provide for your health or
your problems. Nobody gonna go back and keep visiting someone who
don’t care. […] I felt very comfortable saying whatever to him [Gabe] and
I feel like he wouldn't be… he doesn't seem, like, very judgmental when
you look at him, talk to him.
This quote serves to both support the previous narratives on the importance of
perceptions of provider “caring” with respect to patient engagement in healthcare, while
also indicating that this participant felt that the Gabe virtual character was able to convey
a non-judgmental tone. The man goes on to note that the Gabe system had an
environment in which he felt comfortable sharing information and that the virtual
character’s appearance and communication played a role in creating this. This suggests
that the Gabe system may be able to produce an online environment in which black men
feel comfortable engaging with healthcare interventions. Future program development,
especially systems that use ECA characters, should be cognizant of the ways in which
virtual agents are received by participants, as this could potentially have a substantial
impact on sustained engagement.
The Gabe System
Pilot Test
The pilot test of the Gabe system had an enrollment size of thirty black men, all
between the ages of 18-27. Although the study had initially sought to enroll more
participants, recruitment of young black men proved to be an unexpected challenge, and
one that future studies should be prepared to face. A multiplicity of factors could have
dissuaded eligible men from enrolling, however a reason frequently cited by would-be
participants pertained specifically to concerns over how data collected by the system
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would be used and stored. This is a challenge that would seemingly have no easy
solution, especially for interventions that seek to assist men with sensitive and/or illegal
behaviors, such as domestic violence, drug use, or even sexual behaviors, all of which are
addressed by the Gabe system. Viewing these challenges in conjunction with prior
research, which has often noted the elevated distrust of black populations as it pertains to
healthcare (Brandon, Isaac, and LaVeist 2005; Adegbembo, Tomar, and Logan 2006;
Carpenter et al. 2009; Musa et al. 2009; Boulware et al. 2016), and it is not surprising that
some black men expressed privacy concerns that negatively impacted their willingness to
participate.
Even though recruitment efforts encountered struggles in enrolling eligible men
into the pilot test, the objectives were still largely achieved, albeit with fewer participants
than originally hoped for. With the primary charge of the pilot test focusing on obtaining
participant feedback as to their comfort engaging with the Gabe system, specifically as it
pertains to trust of the Gabe character and the content presented within the behavior
change interventions, the data collected in this portion of the study was still able to
meaningfully address those goals. Furthermore, quantitative data was collected during the
participants’ use of the system, which allows the analysis to explore what content was
presented to the men, what they chose to engage with, and any health risks that the
system identified via their completion of risk assessments (Table 9).
Possibly the most important finding from the pilot test centers around
participants’ use of the Gabe system, which presents a mixed bag in terms of results. Of
the thirty participants enrolled in the pilot test, only thirteen men (43%) logged into the
Gabe system, with only twelve (40%) completing the introduction and baseline risk
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assessment. However, of the 13 men who used Gabe, most of them used the Gabe system
on multiple occasions during the two-week pilot test, with participants having a mean of
4.23 log-ins and nearly two hours of system use during the fourteen days they were
provided access (Table 8). This may actually be a promising result, because use of the
Gabe system was unstructured and participant driven, with men deciding if, when, where,
and through what internet connected device to engage the system. That said, having only
43% of enrolled participants use the system raises important questions with respect to
black men’s motivations for engaging with healthcare interventions, as in this case the
participants’ non-use is not an artifact of an adverse experience with the Gabe system, as
they never engaged with it.
Table 8. Participant System Use Data.
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With the post-pilot interviewee sample only being comprised of those that
engaged with the Gabe system, questions pertaining to participant non-use cannot be
answered, but they may potentially be linked back to the privacy concerns noted by
eligible men who chose not to enroll in the study, as past research has cited this as a
frequent obstacle that computer-based interventions face (Kelly and Unsal 2002). Future
studies should explore the specific barriers that may dissuade black men from engaging
with online healthcare interventions, as this is antecedent to any factors that may be
associated with the system itself. Our findings suggest that black men are willing to give
online health promotion interventions a chance, as participants who used Gabe averaged
over four log-ins and spent nearly two hours engaging the system in healthcare
discussions over the two weeks they had access, but facilitating the initial encounter may
prove critical. Although prior research has noted that positive health outcomes can
reinforce patient trust of healthcare (Birkhäuer et al. 2017), obtaining the requisite trust to
initiate participation is something that is beyond the scope of this research (Figure 2,
Chapter II) and an area where future research should seek to expand the discussion.
The bottom left portion of Table 8 details the frequency of responses that
participants provided on the baseline risk assessment (Appendix A), which was
administered by Gabe during the system’s introduction. This information was used to
create a unique risk profile for each user and tailor specific content to them, which would
then be presented via the system’s homescreen. The data in this column is important to
note, because participants were recruited based upon their eligibility only as it pertained
to race, sex, and age, with the enrollment process not inquiring about individuals’ social,
mental, or economic health. Although only twelve (40%) of the thirty men completed the
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baseline risk assessment, their responses would seemingly highlight the applicability of
many of the Gabe system’s content domains as they relate to the needs of the young black
men in our sample (Table 1, Chapter II). Most notably, 42% of participants indicated that
they use tobacco, 25% reported a history of depression, and 50% noted that they do not
have a primary care provider (PCP) or that the emergency department (ED) is their main
source of healthcare. Additionally, with 58% of men reporting that they currently receive
government assistance for basic needs, such as food and housing, and 25% reporting that
they struggle to pay their bills, findings from the system’s baseline risk assessment
support previous research noting the importance of the social determinants of health
when working to improve the outcomes of black men (Xanthos, Treadwell, and Holder
2010; Treadwell, Xanthos, and Holden 2012).
The right side of Table 8 illustrates the manner in which the Gabe system’s
content was presented to users. The BUSM research team and study advisory board
worked together to determine what risk domains would be provided to everyone, as well
as those that would be dependent upon participants’ responses to the baseline risk
assessment. The content in the upper right quadrant was presented to all users,
independent of their baseline risk assessment responses. The research team, in
conjunction with the advisory board, decided that all users could benefit from being
presented with this material. The content domains indicated in the lower right quadrant
were presented to users specifically based upon their responses on the baseline
assessment, as they were identified as being potential risks for the users. Of the potential
risks identified, the domains of General Health and Resources (83%), Employment
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Stability (50%), Unstable Housing (42%) and Substance Use (42%) were all flagged as
being potential areas of need for over 40% of users.
In reviewing participants’ use of the Gabe system, Table 9 highlights the domains
that were presented to users via their homescreen, the content that they chose to engage,
and the specific risks that were identified through Gabe’s targeted interaction with users.
Development of the Gabe system prioritized participant agency, so beyond the
introduction, which included the baseline risk assessment, men had complete control over
which content they chose to engage. The domains of Diet, Exercise, and Sleep (33%) and
Healthy Relationships (33%) were the most visited, with four men engaging with content
from each section, however these sections were also presented to all system users. When
accounting for the different frequency that content was presented on homescreens,
Employment (50%) and Criminal Justice Contact (50%) were each selected by half of
users, with Anxiety (100%) and Depression (100%) prompting engagement from all users
who saw these subcategories. Conversely, domains such Intimate Partner Violence (0%)
and General Health and Resources (0%), although presented to 12 and 10 users
respectively, garnered zero participant interest. Future studies should explore the
relationships that may exist between engagement, perceived sensitivity of the content,
and trust, as these may be an important factors in getting black men to participate in
programs geared towards addressing behaviors that potentially carry social stigmas, such
as domestic violence.
While the baseline risk assessment is utilized to create an initial risk profile for
users and assist the Gabe system in tailoring content to individuals’ specific needs, many
of the domains include follow-up assessments aimed at identifying specific risks and
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providing behavior change interventions. With men having agency in selecting what
content to engage, and as a result which follow-up assessments to complete, it should not
be surprising that risks were identified in many of these instances. It may seem
counterintuitive to assert that identifying risks in participants’ behavior is positive,
however in this case it may serve as an indication that men are aware of their [potentially]
Table 9. Gabe System Content Engaged.

problematic behaviors, and furthermore that they are willing to be presented with health
promotion strategies aimed at mitigating them. Of the fourteen follow-up assessments
that were completed by participants, ten (71%) resulted in risks being identified, with atrisk participants then being provided resources and the opportunities to work through
intervention strategies with Gabe. This research was designed to be a short pilot study, so
unfortunately health outcome data pertaining to risk resolution was not obtained. Future
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research would benefit from expanding upon this pilot test and conducting a full
randomized controlled trail, similar to previous research utilizing the Gabby system,
which found that black women who used the system had reduced risks over a 6-month
period (Gardener et al. 2013; Jack et al. 2015).
Participant Engagement with Gabe
When discussing their use of the Gabe system, two major themes emerged from
the post-pilot interviews, participants’ motivations governing which content they engaged
and their willingness to trust Gabe and the health promotion interventions. Interviewees
noted that a seminal factor impacting their decision to engage with certain content or not
was their perception as to how that material may be relevant to them. Similar themes
were noted by participants across all five interviews, with two nuanced approaches being
cited. First, an interviewee in New Haven explained that his choice to engage with the
substance use content was based upon the behaviors of peers and the environments he
often finds himself in. In this instance, he was not necessarily motivated by his own
personal behaviors, but rather by the behaviors of those around him. As he explains:
I really touched on the drug and alcohol aspect a lot more for some reason.
I don’t know why, but it drew me to it. Because I’m in college and it’s
around me more often than not, you know? And my friends dabble in it. It’s
nothing serious, but I like to research what’s happening around me, and drug
and alcohol is the biggest thing.
A similar motivation was expressed by a different New Haven interviewee, although he
framed his interest in terms of the content’s specific relevance to him, not his peers. He
states that:
I went through somethin’ that stuck out. I went with it. So, like for example,
discrimination, because I had run-in with police officers for my color as
well, so it kinda stood out to me. I wanted to know more about it and how
to deal with the situation if it ever occurred again.
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In both examples participants are clear in asserting that their choices for what content to
engage was motivated by their perceptions of applicability, whether direct or through
peers, of the material being provided. This would seemingly highlight the need for health
promotion interventions seeking to assist black men, no matter the topic, to take specific
aims in detailing why it is a worthwhile investment of their time. Further, the second
excerpt not only presents a participant’s account of [perceived] differential treatment
based upon race, but it also emphasizes the importance of intersectionality within public
health interventions, as his help-seeking is specifically tied to his desire to hear about
ways to navigate racism. Consistent with Griffith (2012) and Gilbert et al. (2016) when
they advocate for an increased cognizance of intersectional identities within public
health, future interventions need to address the unique plights associated with black
men’s engagement with society. This may serve to both increase the perceived
applicability of content to would-be black male participants, which could increase initial
participation, as well as meet the expectations of the men once they engage with the
program, which may increase sustained engagement.
When referencing their engagement with the system, the post-pilot interviewees
frequently mentioned two overarching themes, their perceptions of Gabe as a trusted
messenger and their willingness to provide truthful information about their health
behaviors. Earlier sections in this chapter referenced many factors that focus groups
participants cited as important elements in establishing participant trust, such as
providing users with recognized sources, and these were also consistent themes within
the post-pilot interviews. Participants referenced the inclusion of visuals, which were
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often tables or graphs presenting research findings, and links to outside resources, which
included local community institutions like regional National Healthy Start Association
sites, as being examples that increased the system’s “believability.” However,
participants offered mixed responses when specifically discussing the Gabe ECA
character. They were explicit in noting that certain cosmetic elements detracted from
their experience of the system, notably the virtual agent’s voice, and that Gabe’s
monotone affect hindered his ability to convey emotion. As a New Haven interviewee
notes:
It’s just robotic. It doesn’t feel like anything. You know what I mean?
Like, you can obviously tell you’re talking to a computer. There’s nothing
there.
Development of the Gabe system conducted usability testing around potential voices for
the virtual agent, however due to a limited availability of voices at the time, as well as the
system being an initial pilot test, this was an area where the research team made
sacrifices. With the ECA’s voice being central to the operation of the system, especially
insofar as participants link it to Gabe’s capacity to convey emotion, this is an area where
future development might want to devote increased attention. While the inclusion of
verifiable resources and data might increase participant trust of the content, this could
potentially be undercut if the ECA character is not well received by the user.
Consistent with the findings from the focus groups, interviewees noted that the
race/ethnicity of the virtual agent is not an important factor with respect to them trusting
the content. Below are two excerpts from interviewees conveying similar ideas.
Providence: And I personally think that race really doesn’t matter.
Everything we react to is the same. There might be different things
because of pigmentation and all, whatever, the sun and whatever more, but
we’re all human. The same shit happens.
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New Haven: What I see though is that if you’re Indian, Asian – if you
know what you’re talking about – I’ll go to a Yale graduate before I go to
a Hill High sophomore dropout. That’s basically – I want you to know
what you’re talking about. I don’t care how you look. As long as you
speak English and you know what you’re talking about I’ll go to you.
While both of the above excerpts provide rationale for why the race/ethnicity of the ECA
is not of concern to participants, the second quote reiterates previously articulated
positions regarding the need for the virtual agent to be well informed. In finding that
black men do not have strong feelings as to the race/ethnicity of their virtual provider,
this study is consistent with some past research into racially discordant patient-provider
relationships (Saha, Arbelaez, and Cooper 2003; Sweeney et al. 2016), while also being
in disagreement with other studies that have noted the importance of racial homogeneity
(Cooper-Patrick et al. 1999; Saha et al. 2000).
In referencing their willingness to share information with the Gabe system,
interviewees often discussed the inherent differences between engaging with a virtual
agent and a human provider. Participants explicitly noted the benefits of interacting with
Gabe, such as his 24/7 availability and the ease of obtaining access. Men also cited the
fact that Gabe was perceived to be non-judgmental, which multiple interviewees said
made him easy to talk to. A post-pilot interviewee in New Haven explained something
similar, as they noted that they found Gabe easier to open up to and share information
with, which can be seen in the below excerpt.
It’s not like somebody’s there. They’re [not] lookin’ at me directly. I’m like
a little nervous to open a little bit more. Where with the computer, it’s kinda
like talkin’ to myself a little bit, so I can be a little more open and give a
little more detail to Gabe.
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This may be a potential benefit of ECAs when juxtaposed to human providers, so future
research should explore this further, specifically with respect to more sensitive topics, as
these may be the areas were nervousness is most likely to dissuade patient engagement.
Other pilot testers took a pragmatic approach when discussing their engagement with
Gabe, with one man explaining that “I can't get the right feedback if I don’t answer it
truthfully, you know?”
Interviewees were largely optimistic about talking with Gabe, but emphasized the
fact that developing trust with a provider takes time, even virtual ones. One interviewee’s
reflection was especially relevant, because the way in which they approached a
relationship with Gabe was similar to how they stated that they would approach a human
provider, which suggests that potentially some of the research into patient-provider
relationships could be relevant to virtual physicians as well. Asserting their position, the
New Haven interviewee explains that:
Comfortability takes time. And I feel like you can get comfortable with
Gabe, but you just have to give it time, because people will have the same
pediatrician since they’re like 11, 12, 13, you know what I mean? Trust
takes time.
The above excerpt also emphasizes the importance of time in developing comfort and
trust with a virtual character, and this is something that future studies should seek to
explore longitudinally. This would seem to run parallel to the previous section’s
discussion on visible health outcomes increasing participant trust, with both ideas
detailing that fact that black men are cautious consumers when it comes to healthcare. A
reoccurring theme amongst the participants seems to be that the duration of time spent
engaging the online system and consistent positive experiences are important to the
development of trust, which is consistent with Smith’s (2010) conceptualization of
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“strategic trust.” Black men’s trust of online healthcare systems might be associated with
their belief that the intervention can improve their current situation and that it has their
best interest at heart. Future research should explore this further, as these findings may
very well be important to earning the trust of black men and maintaining their
engagement.
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CHAPTER 6
CONCLUSION
This dissertation explores the dynamic relationships that exist between the social
processes of identity, stigma, and trust, discussing how these variables may impact the
healthcare utilization and health outcomes of black men. The findings of this study
suggest that identity construction and perceptions of stigma have a reciprocal relationship
with one another, with both variables impacting black men’s trust formation (Figure 1,
Chapter II). Black men in this study were explicit in noting their diverse ethnicities and
nationalities, with these impacting the preferred ways in which they want their identity
addressed. Men were clear that missteps on this front, such as the use of terms like
“urban,” can result in perceptions that they are being negatively labeled (Becker 2008)
and lead to their disengagement. Consistent with past research, this study also found
support for medical trust promoting increased healthcare engagement among black men
(Becker and Roblin 2008), with positive health outcomes having been found to reinforce
black men’s trust of healthcare (Birkhäuer et al. 2017). This research supports the idea of
a circular flow between trust, healthcare utilization, and health outcomes that is
diagramed in Figure 2 (Chapter II), which is significant for future development because it
provides multiple points where programs can seek to intervene as a means of working
toward health equity. For example, if interventions can initially incentivize increased
healthcare engagement, then perhaps in time they can increase the health outcomes and
medical trust of black men, which could then reinforce their future engagement, absent of
any continued incentives.
The use of ECA technology as a vehicle to increase the healthcare access of black
men produced promising results as well, and also highlighted some challenges, with
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BUSM’s development and pilot test of the Gabe health promotion system obtaining
important findings that can be harnessed by future works. Black men were receptive to
the idea of an ECA health promotion system, however the Gabe system’s pilot test had
trouble with participant recruitment and in promoting initial system use. Would-be
participants expressed concern with respect to engaging the Gabe system and sharing
their personal health information (PHI), which would seemingly point to the importance
of trust when attempting to implement computer-based interventions. That said, black
men who used the Gabe system at least once generally had multiple log-ins, indicating
that differences may exist between strategies for obtaining initial trust and maintaining
established trust, as it pertains to black men and the healthcare system. Individuals who
were trusting enough to use the Gabe system once, generally stayed engaged, but a
massive challenge for future interventions could be faced before participants ever engage,
as obtaining initial participation from those who may already distrust healthcare is
necessary.
Aim I: ask what roles identity construction and stigma play in individual health
maintenance, if any at all, and how ECA technology may be able to be utilized to assist in
addressing barriers to healthcare that can hinder the health maintenance efforts of
historically disadvantaged populations, specifically black men.
Identity construction and perceptions of stigma both played important roles in this
research, with black men in our sample presenting many anecdotes in which these two
social processes impact their own engagement in healthcare, and perhaps identify themes
that could be impacting others as well. With respect to identity, the two major concepts
that emerged centered on the diverse intersectional identities of our participants and the
ways in which they themselves understand the expectations of black men with respect to
help-seeking behaviors. This study’s focus groups employed a relatively small sample of
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black men (N=67), however 15% of those men did not identify as “African-American,”
with 13% self-identifying as Hispanic. With previous research noting the importance of
intra-racial group memberships on values and practices (Pierre 2004), specifically as they
pertain to healthcare utilization (Russell and Jewell 1992), employing an intersectional
approach (Hill Collins 2009) could help better situate interventions to account for the
diversity present among black men. Future research attempting to engage black men
should explore the terminology that their desired sample finds preferential, as this may
vary across region and might prove important to participant recruitment.
Men in our sample often expressed concerns that providers were unable to
understand the unique struggles they faced, whether associated with race or class
hardships, and while most stopped short of citing explicit racial bias on the part of their
doctor, they did feel that cultural ignorance led to differential treatment. This can pose a
real problem for healthcare, because even if unintentional on the part of the provider,
black men feeling as though they are receiving inferior care can have dramatic effects on
their willingness to trust medical institutions. Many of our participants expressed a desire
for increased cultural competency trainings for providers, something that they noted was
especially important as it pertained to serving black men. This highlights the need for
future interventions to incorporate intersectional (Hill Collins 2009) ideas into their
attempts at engaging black men in healthcare, as past research has consistently noted the
need for public health to recognize the diversity present within America’s population of
black men (Griffith 2012; Gilbert et al. 2016), with variables such as region, age, and
ethnicity all impacting their health behaviors (Russell and Jewell 1992). This should be
extended to include discussions of the class as well, with Xanthos, Treadwell, and Holden

92

(2010) asserting “that a consideration of the social determinants of health among
African–American men is long overdue,” specifically as they relate to “health status,
health behavior, and health care” (11).
Participants also reflected upon their communities and their families, with some
men explaining that black men just do not go to the doctor, even if medically warranted.
Men cited familial examples, such as their fathers and grandfathers abstaining from care,
as impacting the way in which they formed their views regarding appropriate healthcare
utilization. Many processes may be impacting the observed non-engagement, however
with multiple studies finding that black men’s adherence to masculinity norms can drive
down healthcare utilization (Cheatham, Barksdale, Rodgers 2008; Hammond et al. 2010),
the inability of the presented analysis to address its potential impact is a major limitation
and one that future research should explore. Beyond the unexplored impact of
masculinity, what the men are describing in this anecdote is a prime example of value
transmission through social reproduction (Abel 2008), while also detailing the
mechanisms through which familial perceptions of stigma and distrust can be passed
down to youth, and attached to their identity as a black man, even absent of first-hand
experiences. Thus, while Levine (2013) argues that distrust is learned through previous
trusting behaviors yielding undesirable outcomes, that definition may need to be
expanded, as second-hand knowledge of undesirable outcomes might also be able to
produce distrust. Future research should explore mechanisms through which the trust of
black men can be (re)gained, because this could play a crucial role in motivating men to
initially participate in any program or intervention. This research was able to present
some strategies for maintaining the trust of black men once they are actively engaged,
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such as presenting data from recognized sources, however obtaining the necessary trust to
encourage participants to engage for the first time may prove much more difficult. It
stands to reason that those more likely to distrust medical institutions are also more likely
have diminished healthcare engagement, so those are the black men that research should
emphasize getting engaged in care.
When addressing stigma, the two most common themes that participants
referenced pertained to the use of language that they felt was racially charged and
perceptions of physician judgement. Many of the men in our study took umbrage with
use of the term “urban,” which they felt was associated with black populations in a
derogatory way and carried with it negative connotations. This was not a consensus point
for all participants, as some other men had no problem with the term urban, but this does
serve as an example of the diversity of thought among black men. Participants also
expressed experiencing judgement from providers when seeking care, which resulted in
them being less likely to share with the provider in future instances. Black men noted that
things that may be common in their communities, such as a court-ordered ankle bracelet
or a hand injury from fighting, were met with providers’ judgement and increased
questioning. Some men explained that they felt that their race made doctors more critical
when interpreting their behavior, which they explicitly linked to provider racism. The
issues of racial bias and cultural ignorance were a source of debate among the
participants, but most agreed that, intent aside, black men did receive different care from
healthcare providers.
ECA technology is well positioned to address some of the barriers to healthcare
utilization that black men in our sample identified, with the potential for increased
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cultural competency and non-judgmental treatment being key strengths. Systems such as
Gabe, or any online health system, can be programmed to include relevant and
appropriate content to the participants in their sample, and those seeking to serve black
men are no different. Participants in the Gabe pilot test explained their selective
engagement with system content by detailing its specific relevance to them. By tailoring
content specifically to the audience they are attempting to engage, future computer-based
interventions can be both culturally sensitive and uniquely relevant to their participants,
which could increase engagement. Additionally, computer-based interventions may have
an advantage over human providers with respect to patients’ feelings of nervousness and
perceptions of judgmental behavior. A post-pilot interviewee characterizes their
engagement with Gabe as having a conversation with themselves, which they describe as
being more comfortable than with a human provider. This provides a clear avenue for
follow-up research, as studies should explore the potential differential utility of ECAs as
it pertains to participants’ perceptions of the sensitivity of content. For example, it seems
prudent to explore the potential use of ECAs as an option to elicit responses from patients
regarding sensitive or embarrassing topics.
Aim II: ask about the relationship that may exist between formations of trust,
internalization of stigma, and identity construction, and how these processes can be able
to be better understood to break the cycle of distrust that might be dissuading black men
from participating in the healthcare system.
One of the primary charges for this research was to explore the dynamic,
reciprocal, and potentially ordered relationship that exists between the social processes of
identity construction, perceptions of stigma, and formations of trust. Through the analysis
of qualitatively collected data, the findings of this study largely support the conceptual
model proposed in Figure 1 (Chapter II). The relationship between identity and stigma
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was discussed in Aim I, with participants’ anecdotes providing real world examples of
the reciprocal nature of these two social processes. This study also found that both
variables may have an impact on the trust formation of black men, with the relationship
between stigma and trust producing the most compelling findings. Consistent with Eaton
et al. (2015), which asserts that medical trust mediates the relationship between stigma
and healthcare utilization, this study found that black men frequently linked their
experiences of stigma with formations of distrust. Whether detailing previous accounts in
which they felt physicians were motivated by racial bias, or whether it was simply
cultural ignorance, the men in our focus groups were consistent in their position that they
did not trust that black communities were receiving equal treatment from healthcare
institutions.
Future research should expand upon this finding by employing a more
intersectional approach to identity, which could potentially provide increased
understanding of how black men’s perceptions of stigma impacts their trust formation.
Although previous research has explored black men’s perceptions of stigma and distrust
by factoring in other group memberships, such as sexual orientation (Mimiaga et al.
2009), few studies have sought to utilize intersectionality when discussing the
relationship between stigma, trust, and healthcare utilization and the potential presence of
a mediating relationship (Eaton et al. 2015). Not only could this serve to better
understand black men’s motivations for (non)engagement, but with the ever changing
social and racial landscape in America, it would provide an opportunity to better account
for present intra-racial diversity.

96

With trust formation being associated with both identity and stigma, future
research aiming to cultivate increased trust should prioritize exploring ways to change the
narrative that “black men don’t go to the doctor,” as well as strategies to increase cultural
competency among providers. Future research should also delineate trust into three
categories – earn, re-earn, and maintain – to provide a more robust analysis that can be
harnessed by system development moving forward. The findings of this research are
helpful insofar as they discuss strategies for maintaining trust, and how stigmatizing
events may result in the loss of trust, but this research was not able to explore how trust
can be earned or re-earned. By the vary nature of the study’s research design, participants
had to choose to participate in the focus groups, pilot test, and post-pilot interviews,
which inherently brings a measure of selection bias into the methodology, namely that
black men who choose not to participate were excluded. This most likely served to
differentially exclude the black men who did not trust our study, or distrust any one of a
host of other possible factors, which is important to highlight. With findings noting that
healthcare utilization is associated with health outcomes (Terry 2011; Greene and
Hibbard 2012; Rogvi et al. 2012), developing strategies to engage black men who may
actively distrust healthcare in the medical system is paramount to reducing health
disparities.
Aim III: ask about the relationship that may exist between trust and healthcare
utilization, specifically as it pertains to black men’s interpretation of positive and
negative provider experiences, as well as their espoused barriers to accessing care, and
the potential for ECA technology to provide an alternative avenue for engagement.
In carrying out the analysis associated with Aim III, this research produced three
findings specific to black men’s experience of healthcare that future studies should seek
to expand upon, namely, it found: qualitative support for the circular relationship between
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trust, healthcare utilization, and health outcomes (Figure 2, Chapter II), trust formation in
the patient-ECA provider relationship may operate similar to that of a human provider,
and that the identity of the provider may not be an important factor in trust formation.
Previous research has noted that trust is positively associated with engagement in care
(Becker and Roblin 2008), which is associated with health outcomes (Terry 2011; Greene
and Hibbard 2012; Rogvi et al. 2012), and that positive outcomes are correlated with
increased trust (Birkhäuer et al. 2017), which creates a clear flow across the variables.
Participant data supported these previous findings, as black men noted that health
interventions that yield visible results may improve their trust in the system as a whole,
and that their trust of physicians impacts their willingness to engage them in care. As
previously discussed, future research should seek to explore the strength of the
relationship across these three variables, – trust, healthcare utilization, and health
outcomes – as this may provide valuable insight when it comes to tackling existing racial
disparities.
Exploring the relationship between black men’s trust of physicians and their
engagement in care is an area that warrants future exploration, especially as it pertains to
virtual providers or systems. Post-pilot test interviewees suggest that the process of
building trust with Gabe, the virtual physician that navigated participants through
healthcare content, may be similar to the process of establishing trust with a human
provider. Participants explicitly noted that they can see themselves trusting Gabe,
however trust formation is a process, which they then compare to the process of building
trust with their pediatrician. With the use of technology becoming increasingly involved
in healthcare, as it is in all spheres of social life, better understanding the challenges
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associated with developing trust of virtual providers, and how this may be nuanced from
human providers, is key. Black men in this study offer multiple suggestions that future
development should be cognizant of, such as including recognized sources or allowing
the men to hear from credentialed experts. With trust being a dynamic process that
evolves over time, black men were clear in noting that the more comfortable they are
with a computer-based system, the more willing they would be to devote extended time
to interventions that may require more effort before producing visible results. This would
highlight the need for systems to emphasize trust formation and relationship building
upfront, as this could be essential in maintaining engagement.
Recruitment and participant enrollment may also produce challenges for future
healthcare interventions, computer-based or otherwise. This would require black men to
exercise some measure of trust, which depending upon their current perceptions and past
experiences may not occur (Smith 2010; Levine 2013). Future research should explore
ways to incentivize participation among those who may actively have healthcare distrust,
and those may potentially be the most vulnerable individuals. Additionally, other
potential obstacles to consider for using ECAs to reach underserved black men may be
the lack of ready access to technology and internet services. According to US Census
data, only 56.9% of black households have access to the internet, with rates dropping to
25.3% for households without a high school graduate (File 2013; McCloud et al. 2016).
Future studies exploring the use of ECAs in underserved communities will need to
explore how to make sure the technology is available for the intended target population.
The black men in my study were generally in agreement that the racial identity of
their physician didn’t matter, which is consistent with some past work (Saha, Arbelaez,
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and Cooper 2003; Sweeney et al. 2016), while diverging from other [older] studies that
found that black individuals preferred black physicians (Cooper-Patrick et al. 1999; Saha
et al. 2000). Many of the participants expanded beyond physicians’ race, explaining that
successful and trusting relationships can be had across race, age, and sex, with one
participant in particular detailing the trust he has for his older, female, Indian doctor and
the steps that she took to building that relationship. The importance of relationships in
promoting the sustained engagement of black men was something that was touched on by
multiple key informants as well, with both participants and interviewees noting the
importance of feeling “cared” about. The ability to ECA systems to replicate the caring
environment that both participants and key informants reference as being important to the
success of in-person interventions should be explored by future research. Technological
limitations may pose challenges, as past research has found that potential
misinterpretation of users’ social attitudes can lead to ineffective verbal and nonverbal
ECA behavior (Novielli, de Rosis, and Mazzotta 2010), which may serve to deteriorate
established social bonds between the user and the ECA physician. With development and
the capacity of technology consistently improving, exploring the validity of these
previous findings as they pertain to current iterations of ECAs would be of significant
importance.
In summary, black men are conscious of their health, but are often deterred in
their ability or willingness to access healthcare services because of social and institutional
barriers and due to a perceived disconnect between themselves and their providers. The
black men who participated in this study suggested that providers could increase their
cultural competency when addressing black patients. These issues could potentially by
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mitigated by the use of ECAs in the administration of healthcare, as the men in this study
expressed optimism that virtual doctors can be programmed to be informed on pertinent
cultural and environmental issues, while also providing consistent treatment to all users.
Future research could expand this discussion by exploring what governs participants’
perceptions of ECAs’ cultural competency, as well as perceptions relating to the fairness
and trust worthiness of virtual doctors.
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APPENDIX A
BASELINE RISK ASSESSMENT
*Questions asked via the Gabe online health promotion program*
Generic (4 questions)
(1) How old are you?
(2) Do you have regular access to a telephone?
(3) Do you have regular access to transportation to get you where you need to go?
(4) Do you have consistent access to enough food?
Emotional Health (5 Questions)
(1) Have you been diagnosed with any of the following conditions? [Depression,
Anxiety, Bipolar]
[Q's 2-5 are PSS-4; *perceived stress scale*]
(2) In the last month, how often have you felt that you were unable to control the
important things in your life?
(3) In the last month, how often have you felt confident about your ability to
handle your personal problems?
(4) In the last month, how often have you felt that things were going your way?
(5) In the last month, how often have you felt difficulties were piling up so high
that you could not overcome them?
Self-Reported Health, Access to Resources, and Infections Risk (4 Questions)
(1) Do you have a primary care provider? (PCP being a general doctor that you
would see once a year for check-ups and for illness)
(2) When you do need medical care, do you usually go to your PCP or to the
Emergency Room?
(3) Is it difficult to pay bills, like rent, water, heat or electricity?
(4) Do you use any of these assistance programs?
Medicaid (including Mass Health), Health Safety Net or Free Care, Temporary
assistance to needy families (TANF or welfare), Food stamps, Housing assistance,
Energy assistance, Women Infants and Children (WIC).
Healthy Relationships (2 Questions)
(1) Do you have children?
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(2) Have you been sexually active (including oral, anal, and vaginal sex)?
Injury and Violence Prevention (2 Questions)
(1) Are you afraid that someone you know may hurt you?
(2) Are you ever afraid or nervous to go home or leave home?
Substances (3 Questions)
[Q's 1-2 are from the CRAFFT Screen]
(1) Drink any alcohol (more than a few sips)?
(Do not count sips of alcohol taken during family or religious events.)
(2) Use anything else to get high?
(“anything else” includes illegal drugs, over the counter and prescription drugs,
and things that you sniff or “huff”)
[Q3 is the Surgeon General: Tobacco Use]
(3) Have you ever tried cigarette smoking, even one or two puffs?
Criminal Justice Contact (1 Question)
(1) Have you ever been arrested by the police or charged with a crime?
Housing Stability (2 Questions)
[DHHS Housing Assessment Tool]
(1) Are you able and interested in staying in your current housing for the
foreseeable future?
(2) Do you need assistance to be able to stay in your current housing OR to find
and maintain other, safer or more stable housing?
Employment (1 Question)
[BLS Current Population Survey]
(1) Last week did you have a job either full or part-time?
Education and Training (2 Questions)
[BLS Current Population Survey]
(1) Are you attending or enrolled in regular school? (Regular school includes K12 school, and schooling that leads to a college or professional degree)
(2) [If yes] What grade or year are you attending?
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APPENDIX B
AGENDA FOR INITIAL FOCUS GROUP
1. Perceptions about male health and wellness
a. How do you define health?
b. What do you have to do to stay healthy in America today?
c. Does anyone help you do these things?
d. Where do you go to get healthcare (explore traditional office visits, online resources, and family/friends/trusted advisors)?
e. What challenges or barriers do you face trying to stay healthy?
f. When is the last time you saw a healthcare provider?
g. In general, would you say your health is excellent, very good, good, fair,
or poor?
h. Tell me something that worries you about your health.
i. If you could change one thing about your health what would it be?
2. Healthcare providers and health information
a. Tell me one good experience you had with a doctor, nurse, or healthcare
provider.
b. Tell me about a bad experience you had with a doctor, nurse, or
healthcare provider.
c. What can healthcare providers do better in order to make you healthy?
d. What health information do you sometimes wonder about or want to know
more about?
3. Describe the target audience
a. How should we describe young men like you?
i. African American adolescents and young men
ii. Adolescents and young men of color
iii. Black and brown adolescents and young men
iv. Black adolescents and young men
v. Minority adolescents and young men
vi. Other descriptors?
4. Who should deliver the system’s educational messages to male users?
a. Show 3-5 images of potential Gabe and Gabby characters to focus group
participants. Discuss initial impressions and what the ideal character
should look like
b. What should the character’s name be? Is Gabe/Gabby a good choice?
c. What do you see his/her role as?
d. What is his/her background/experience, and credentials?
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e. Show a demo clip of Gabe presenting an introduction to the Gabe system
and ask initial impressions.
f. Would you use a system like this?
g. What features would the system have to have for you to use it?
h. Where would you most likely be if you were to use a system like this? ( At
school, in the clinic/doctor’s office, community center, work, home,
bus/T/public transportation)
5. Have participants complete the on-line or paper risk assessment and discuss their
experiences and initial reactions
a. What did you think about answering those questions?
b. Tell me 2 questions that were hard to answer.
c. Could this information be collected a better way?
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APPENDIX C
INTERVIEW GUIDE – POST PILOT TEST
General
1. What was your overall impression of the system?
2. What health information did Gabe talk about?
3. How did you decide what health information to listen to and what health information to
ignore?
4. How do you think this system might help you?
5. How would you compare your conversation with Gabe to a conversation with a doctor
or nurse on the same topics?
6. How did you feel when Gabe gave you health information, like when he told you about
<insert risk>?
7. What are two things you like about the system or worked well?
8. What are two things that didn’t work well or you would change to make the system
better?
9. If it were available online, how do you think you would use this system?
a. Are there other platforms that you would use (i.e. Facebook, iPhone, etc.)?
Questionnaire
1. What did you think of the health survey? Were there any questions or sections that you
found helpful or problematic?
2. What was the most confusing part of the survey?
3. Was anything missing?
Scripts
1. Did you learn anything new from Gabe? What?
2. Is there any other information you would have wanted from Gabe?
Homepage
1. What did you think of the Gabe homepage?
2. Tell me about what you will do with the information on your Gabe homepage.
a. Would you follow through with Gabe’s recommendations? Why or why not?
b. Would you share your Gabe homepage list with your doctor or nurse?
c. How often would you use or update the Gabe homepage?
d. What could we change to make you want to go back to it more often?
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Closing Thoughts
1. Are there topics that you think could be added to the system?
2. Are there features or settings that could be added?
3. Thoughts about Gabe? Appearance, voice, background?
4. Did you have any concerns trusting Gabe or responding honestly to questions?
4. Do you have any other comments or suggestions?
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APPENDIX D
KEY INFORMANT INTERVIEW GUIDE
1. What is the scope of the program that you work for?
(a) What specific areas of community need does this program aim to
address?
(b) What population does the program primarily serve (e.g. age,
race/ethnicity, gender, etc)
2. How does the program go about addressing the identified areas of community
need?
(a) How is the community engaged in terms of providing them services?
(b) What are the identified best practices that your organization follows in
terms of dealing with the targeted population?
(c) What strategies are employed to promote trust and engagement?
(d) What materials, e.g. assessments, do you use to inform the services
you provide?
3. What lessons has the program learned over the course of your time working
there?
(a) What are some of the successes the program has experienced in
working with the community, and specifically with the targeted
population?
(b) What are some of the struggles the program has encountered in
working with the community, and specifically with the targeted
population?
(c) In terms of providing services to your population, and specifically to
young black men, what areas do you feel could be expanded and/or
improved upon?
4. Final Thoughts
(a) In terms of providing community services/resources to your program’s
targeted population, and specifically to young black men, what are
some of the holes that exist?
(b) In your opinion, what areas that are not currently being addressed
really need to be?
(c) Any finals thoughts that you’d like to expand upon?
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APPENDIX E
BUSM APPROVAL LETTER
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APPENDIX F
TEMPLE IRB WAIVER APPROVAL
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APPENDIX G
GABE DISCUSSING REPRODUCTIVE HEALTH
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