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     ACES (Adverse Childhood Experiences) survey is a primary care 
screening tool used to identify harmful exposure events with the goal 
of prevention and mitigation in children, families, and adults. ACES 
identification, secondarily, can recognize the sequela of toxic events 
and provide treatment, perhaps, disrupting multigenerational occur-
rences and acceptance of toxic behaviors. Foundational work on ACES 
(Adverse Childhood Experiences) started in 1998 with the Adverse 
Childhood Experience Study by Felitti et al. While the original study 
was conducted in a homogenous, middle class study population, sub-
sequent study variations have accounted for social economic group-
ing, language differences, ages, etc.  
     The ACEs survey is comprised of 8 domains: physical/emotional/
sexual abuse, household mental illness, household substance use, household domestic violence, incarcerated household 
member, and parental separation/divorce. (1) The higher the ACES score the higher the risk of adversity on mental health 
(depression, anxiety, severe mood disorders, and suicide) and physical health conditions such as heart and pulmonary dis-
ease, lung cancer, metabolic disorders, inflammation, and liver disease. (1) 
     “The most recent data reported from the US in 2020 was collected via BRFSS (Behavioral Risk Factor Surveillance System). 
A total of 211,376 adults across 34 states were analyzed. The data from Ky was from the 2015 BRFSS. Analysis revealed 
57.8% of the US population had at least 1 ACE, 21.5 had 3+ ACEs. Females had higher scores than males; along with multira-
cial individuals, having higher numbers that all other races and ethnicities, these 2 populations were more likely to report 
having  4 or more ACES. Whites had lower ACE scores than Blacks or Hispanics. However, the age group 25-34 having signifi-

cantly higher scores than any other age group. General-
ly, those with higher income/educational attainment 
had lower mean ACE scores than those with lower in-
come/educational attainment. Sexual minority individu-
als had higher ACEs than straight individuals, with sig-
nificantly higher ACEs in bisexual individuals “. (1)  
     ACES surveys are based on the identification of abuse 
or neglect. Some forms of abuse are easily identifiable. 
Unfortunately, several types of abuse do not leave easily 
visible scarring, and some can appear differently in 
adults and children/youth. A constant for both popula-
tions include Physical abuse.  These are actions of 
hitting, slapping, shoving, grabbing, pinching, biting, hair 
pulling and denying a partner medical care. Physical 
abuse, also, includes forcing alcohol and / or drug use 
upon a person. Sexual abuse includes coercing or 
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attempting to coerce any sexual contact without consent, including marital rape; attacks on sexual parts of the body; forcing 
sex after physical violence has occurred; or treating a person in a sexually demeaning manner. Economic abuse, most promi-
nent in adults, involves making an individual financially dependent by maintaining total control over financial resources, 
withholding access to a person’s money, or forbidding one’s attendance at school or employment. Psychological abuse can 
present as instigating fear by intimidation; threatening physical harm to self, partner, children, or partner’s family or friends; 
destruction of pets and property; or forcing isolation from family, friends, or school/work. Emotional abuse includes under-
mining an individual’s sense of self-worth and / or self -esteem, constant criticism, diminishing one’s abilities, name-calling, 
damaging one’s relations with his or her children. (3)  
     Especially for children, emotional abuse can present as rejection with harsh criticism, belittling, labeling, name-calling, 
yelling, screaming, swearing at children. Humiliation or demeaning jokes, teasing about a child’s mental capabilities or physi-
cal appearance can cause lifelong debilitation. Parental neglect can be exhibited by refusing love, attention, or touch; physi-
cal or emotional abandonment; shunning from the family; kicking a teen out of the home; or locking kids out of the home to 
discipline or punish them. Pediatric emotional abuse as neglect can be further evidenced by ignoring the child; failure to 
attend to an infant’s physical, social, or emotional needs; refusing to acknowledge a child’s interest, activities, schooling, 
peers, etc. I, also, include abandonment or refusing to acknowledge a child as your own as examples of emotional abuse. 
Actions easily identified for abuse include denying medical or health care, failure to provide safe, clean environments and 
inability or failure to protect a child from harm. (3)  
     Emotional abuse in both adults and children can present as isolating behaviors such as leaving child alone or unattended 
for long periods of time, not permitting a child to interact with peers or maintain friendships or encouraging them to reject 
friends or social interactions /invitations if the relationships are positive and reaffirming. Corrupting emotional abuse in-
volves encouraging or rewarding unethical or illegal behavior such as stealing; using or selling drugs; lying; cheating; or bully-
ing. Corruption includes the use of drugs, alcohol, and other illegal substances in the presence of children. Another form of 
emotional abuse, terrorizing, involves “raging” at a child; scaring a child or others in front of the child; unpredictable; unrea-
sonable; or extreme reactions. Threatening to reveal personal information or embarrassing information about the adult or 
child is another form of terrorizing behavior such as threatening to tell the neighbor their partner has AIDS. (3)  
     Finally, exploitation, of children is emotional abuse and can present as exposing a child to sexually abusive or inappropri-
ate content. Exploitation can be seen as unreasonable expectations to perform chores, or household duties, especially, be-
yond the developmental stage of the child. Another example of exploitation is controlling the individual by using blame, 
shame, judgement, or guilt to condemn the child for the behaviors of others such as their parents, peers, or siblings. (3)  
     The consequences of psychological and emotional abuse, though not generally recognized as such, are as severe as those 
of physical abuse. These abuses are often overlooked as we are not taught how to identify their presence. Physical abuse is 
far easier with the identification of scars, bruises, and broken bones. Neglect cases are documented by frequent “no show” 
appointments or poor medication refill history. 
     Mental health outcomes of ACEs include loss of the realistic self, self-doubt, worthlessness, and self-loathing. The repeat-
ed exposure to these toxic events can lead to changing the hardware of the brain, i.e.  brain plasticity and the acceptance “as 
normal” of dysfunctional behaviors. For example of brain hardwiring, view “The Brain with David Eagleman: Cup Stacking 
Champion on PBS https://www.youtube.com/watch?v=5Y9g73FnwiQ .  
     The Centers for Disease and Prevention states by preventing ACES in children, maladaptive health risk factors such as 
smoking can be reduced by 33% and heavy drinking reduced by 24%. The CDC postulates socioeconomic challenges such as 
unemployment, less than high school education, and no health insurance can be can also be positively influenced by identifi-
cation and mitigation of ACES. Subsequent positive outcomes include reduction of depression in adults by 44%, or 21 million 
cases; COPD by 27%; asthma by 24%; kidney disease by 16%; stroke by 15%; CHD by 13% or 1.9 million case; Cancer by 6%; 
Diabetes by 6%; Overweight / Obesity by 2%, (2) .+ National Estimates based on 2017 BRFSS, Vital Signs, MMWR November 
2019.  
     Few primary care physicians screen for aces whether in pediatric or family medicine medical homes. However, our Acade-
my published this statement in 2019. “Due to the dramatic impact ACEs have on behavior and health outcomes, the Ameri-
can Academy of Family Physicians (AAFP) encourages physicians to learn about ACEs and to recognize the impact ACEs may 
have on their patients' health. In addition, the AAFP supports programs that aim to: (1) prevent the occurrence of ACEs; (2) 
reduce the severity of the acute consequences of ACEs; and (3) treat long-term consequences of ACEs. Examples of these 

https://www.youtube.com/watch?v=5Y9g73FnwiQ
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types of programs include but are not limited to (1) parental education, (2) parent-child interaction and psychotherapy, (3) 
dual substance abuse treatment and parenting interventions, and (4) trauma-informed care. Additionally, the AAFP supports 
research on the effectiveness of ACEs screening and mitigation strategies to improve health outcomes, and advocates for 
public policies and legislation to support these initiatives.” (2019 COD) https://www.aafp.org/about/policies/all/adverse-
childhood-experiences.html . 
     While the utility of universal screenings is still up for debate, some states like California have developed a credentialing 
pathway for patient care reimbursement for the administration of ACES. The instrument can be administered by parents or 
adults as either a de-identified version which only reports a score without specifics or an identified version in which the spe-
cific item is identified and shared with the medical office. PEARLS (Pediatric ACES and Related Life-Event Screener) was de-
veloped by the Bay Area Research Consortium with versions to be completed by care givers for ages 0-11 and 12-19. There is 
a self – reporting version to be completed for adolescents ages 12-19 years. The Adult version was developed by Kaiser Per-
manente and the Center for Disease and Prevention. To view these screening tools please go to  https://
www.acesaware.org/ .   
     Protocols for ACES implementation in the primary care office include conducting a readiness assessment of the office staff 
to evaluate their knowledge of ACES and the Toxic Stress Response. Toxic stress response is prolonged activation of stress 
response systems in the absence of protective relationships (5) Staff roles need to be defined to ensure adult, children, and 
families receive supportive care. Follow up of knowledge obtained from ACES will involve knowing your available community 
network for support. It is also important to know the finances and tech support available for needed services such as tele-
medicine , mental health availability ,etc. Finally, the office should monitor and evaluate the office’s referral process to docu-
ment patient outcomes and improvement once ACE exposure has been identified.  
     Your deciding factor for implementing ACES in your office could be the population data results in the latest US incidence, 
as cited above. Of note, while ACES in its very name implies application to children and youth, I have found the administra-
tion of the ACES survey to particularly mentally or physically challenging patients useful in giving insight to their treatment 
plan options.  
     What can be done to improve patient outcomes using ACES information? As healthcare providers we can anticipate and 
recognize current risk for ACES in children and adults with a history of ACES referring them to effective services and support. 
This includes linking adults to family-centered treatment programs for substance abuse and parenting interventions. Em-
ployers can adopt and support family-friendly policies such as paid family leave and flexible work schedules. States and com-
munities can improve access to high-quality childcare by expanding eligibility, accessibility, activities offered, and family in-
volvement. Utilizing national programming   such as NAEYC (National Association for The Education of Young Children) can 
help achieve those goals. States can use effective social and economic supports that address financial hardship and other 
conditions that put families at risk for ACES. 
     Additionally, they can enhance connections to caring adults and increase parents’ and youth skills to manage emotions 
and conflicts using approaches in schools and other settings.  

 
How can our state address the contributing factors to ACES and their effects on the health of our commonwealth?  

     On January 4, 2022, the Ky. General Assembly will return to Frankfort for 
the 60 days session adjourning April 14, 2022. Lawmakers will have until 
2/28/2022 to introduce bills in the house and until March 2, 2022, to intro-
duce bills in the senate. For the past few months, Bloom Kentucky has met, 
discussed, and surveyed Ky stake holders about ACES. Bloom Kentucky is an 
initiative supported by several grantmaking organizations from across the 
Commonwealth who are all invested in ending Adverse Childhood Experi-
ences (ACEs). The Bloom Kentucky initiative is focused on statewide policy 
change that aims to prevent and mitigate the impact of childhood adversity. 
https://kyyouth.org/bloom/ . The following items are proposed legislative 
bills supportive of addressing the contributing factors of ACES in our com-
monwealth as identified by Bloom’s work in 2021: 

https://www.aafp.org/about/policies/all/adverse-childhood-experiences.html
https://www.aafp.org/about/policies/all/adverse-childhood-experiences.html
https://www.acesaware.org/
https://www.acesaware.org/
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 Reduce the Trauma of Parental Incarceration. Increase opportunities for connecting parent to child, reduce costs of 
phone calls, or consider parental status in sentencing and community-based alternatives when the parent is the primary 
caregiver. 

 https://wapp.capitol.tn.gov/apps/BillInfo/Default.aspx?BillNumber=SB0985&GA=111 
 Protect Workers Who Have Experienced Domestic Violence  

Prohibit disqualification from benefits for workers unemployed as a result of domestic violence and abuse, dating vio-
lence and abuse, sexual assault, or stalking, and would require data collection and training to personnel who process 
claims related to domestic violence. Thirty-nine states already have laws addressing this issue on their books.  

 Example: 2021 HB 78 https://apps.legislature.ky.gov/record/21rs/hb78.html  
 Increase access to mental health providers in school settings by increasing investments for school districts to recruit 

and retain school psychologists, counselors, and social workers and keep an adequate count of school based mental 
health professionals.  

 Ensure access to quality childcare by increasing reimbursement levels, increasing eligibility levels for participants, and 
when feasible including trauma-sensitive and Adverse Childhood Experiences (ACEs) education for child care centers 
who hold higher ALL STAR levels. (SUPPORT) 

 Additional Budget Advocacy  
 Ensure cuts are not made to key supports for families (childcare, TANF (Temporary Assistance for Needy Fami-

lies) , SNAP ( Supplemental Nutrition Assistance Program, etc.).  
 

Long Term and/or Administrative (2022 & beyond) 
 Create a pathway to increased access to behavioral health professionals in rural Kentucky and other areas of need. 

Utilize both federal and state dollars as well as donated dollars to create a pathway to professional practice through 
state-based universities for practitioners who want to provide evidence-informed mental health treatment to youth and 
adults in areas of need (rural or urban) with an emphasis on degree completion, licensure, and additional education for 
trauma-focused treatment modalities.  

 One example or supportive policy: BR 334 https://apps.legislature.ky.gov/record/22rs/prefiled/BR334.html  
 Create opportunities for expanded safety net program eligibility by offering exemption and/or extension of TANF ben-

efit time limits or work requirements for women who are pregnant or caring for a child 12 months or younger, young 
parents under age 24, parents struggling with substance abuse or mental health issues, and/or immigrants and refugees 
to ensure secure attachment and stability for young children. (REGULATORY) 

 Enhance utilization of the statewide HANDS program. Identify areas of potential expansion, needed support, or rein-
vigoration of the program through a study. Analyze those services provided by private entities and public health depart-
ments to determine exemplary models that others can learn from. Change policy to reflect analysis and recommenda-
tions from key stakeholders. (REGULATORY and STATUTORY) 

 2021 HB 297 https://apps.legislature.ky.gov/record/21rs/hb297.html  
 Allow Paid Family Leave Allow 12 weeks of paid leave for state employees following the birth or adoption of a child.  

 BR 377 https://apps.legislature.ky.gov/record/22rs/prefiled/BR377.html  
     Let us all work for positive change in Kentucky  health care narratives . Interacting on the multiple levels of our primary 
care offices, our work places, and our commonwealth, we can only improve the state of Kentucky’s health. 
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HIV in the United States: 
A Letter from the CDC 
Division of HIV  
Prevention 
by: Demetre C. Daskalakis, MD, MPH, Director, 
Division of HIV Prevention, National Center for 
HIV, Viral Hepatitis, STD, and TB Prevention, 
Centers for Disease Control and Prevention and 
Jonathan H. Mermin, MD, MPH, Rear Admiral 
and Assistant Surgeon General, USPHS Direc-
tor, National Center for HIV/AIDS, Viral Hepati-
tis, STD, and TB Prevention, Centers for Disease 
Control and Prevention  

     December 1, 2021 was World AIDS 
Day, a day to reflect upon our re-
sponse to the HIV/AIDS epidemic and 
honor the more than 32 million lives 
lost globally to AIDS-related illness. 
This year’s theme for World AIDS 
Day—Ending the HIV Epidemic: Equita-
ble Access, Everyone’s Voice—
highlights our collective commitment 
to ending the HIV epidemic by ad-
dressing health inequities and ensur-
ing the voices of people with HIV are 
centered in everything we do.  
     It has been 40 years since the first 
cases of what later became known as 
HIV/AIDS were reported in the Cen-
ters for Disease Control and Preven-
tion’s (CDC) Morbidity and Mortality 
Weekly Report. Thanks to improved 
antiretroviral treatment, people with 
HIV can now live long, healthy lives, 
and powerful prevention tools such as 
simple and effective HIV treatment 

and pre-exposure prophylaxis (PrEP) 
can help prevent HIV transmission if 
taken as directed by all who need 
them.  
     Despite these scientific achieve-
ments, many people still aren’t 
getting the HIV prevention and care 
they need. In the U.S., longstanding, 
systemic health and social inequi-
ties—including discrimination, homo-
phobia, transphobia, stigma, poverty, 
systemic racism, homelessness, and 
unequal access to quality 
healthcare—prevent access to testing, 
treatment, and other prevention ser-
vices and drive HIV and other dispari-
ties. The updated 2022-2025 National 
HIV/AIDS Strategy (NHAS)—our na-
tion’s third consecutive national HIV 
strategy—serves as a roadmap with 
bold targets for ending the HIV epi-
demic in the United States. NHAS 
places equity at the center of the re-
sponse and includes a more robust 
government and whole-of-society ap-
proach to end the HIV epidemic.  
     In 2019, Black or African Americans 
(hereafter referred to as Black) ac-
counted for almost half of incident 
infections, but only 12 percent of the 
U.S. population. An increasing propor-
tion of infections occur among His-
panic/Latino persons (29 percent in 
2019), although they represent 17 
percent of the population. A recent 
CDC report showed four in ten 
transgender women have HIV and 

continue to face significant barriers to 
prevention and care services. Inci-
dence of HIV among persons who in-
ject drugs has not decreased during 
the past decade, likely due in part to 
the ongoing opioid epidemic.  
     Yesterday, CDC published a new 
Vital Signs analysis showing that, de-
spite progress in reducing new infec-
tions among gay and bisexual men 
overall, the HIV epidemic remained 
persistent and more severe among 
Black and Hispanic/Latino gay and bi-
sexual men in the decade leading up 
to the federal Ending the HIV Epidem-
ic in the U.S. (EHE) initiative. Specifi-
cally, the analysis found that from 
2010 to 2019, new HIV infections re-
mained relatively stable among Black 
(from 9,000 to 8,900) and Hispanic/
Latino (from 6,800 to 7,900) gay and 
bisexual men and declined among 
White gay and bisexual men (from 
7,500 to 5,100). Unequal reach of HIV 
prevention and treatment, higher 
prevalence rates in some communi-
ties, and systemic inequities fuel these 
HIV-related disparities.  
     The new analysis also revealed that 
Black and Hispanic/Latino gay and bi-
sexual men were less likely to be 
aware they have HIV, and less likely to 
be virally suppressed or use PrEP, 
when compared to White gay and bi-
sexual men. In 2019, an estimated 
83% of Black and 80% of Hispanic/
Latino gay and bisexual men with HIV 

https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Ft.emailupdates.cdc.gov%2Fr%2F%3Fid%3Dh579377e4%2C15659c73%2C1565f575%26ACSTrackingID%3DUSCDC_1046-DM71098%26ACSTrackingLabel%3DToday%2520is%2520World%2520AIDS%2520Day&data=04%7C01%7Cjon-aaron.m
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Ft.emailupdates.cdc.gov%2Fr%2F%3Fid%3Dh579377e4%2C15659c73%2C1565f575%26ACSTrackingID%3DUSCDC_1046-DM71098%26ACSTrackingLabel%3DToday%2520is%2520World%2520AIDS%2520Day&data=04%7C01%7Cjon-aaron.m
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Ft.emailupdates.cdc.gov%2Fr%2F%3Fid%3Dh579377e4%2C15659c73%2C1565f576%26ACSTrackingID%3DUSCDC_1046-DM71098%26ACSTrackingLabel%3DToday%2520is%2520World%2520AIDS%2520Day&data=04%7C01%7Cjon-aaron.m
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Ft.emailupdates.cdc.gov%2Fr%2F%3Fid%3Dh579377e4%2C15659c73%2C1565f577%26ACSTrackingID%3DUSCDC_1046-DM71098%26ACSTrackingLabel%3DToday%2520is%2520World%2520AIDS%2520Day&data=04%7C01%7Cjon-aaron.m
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Ft.emailupdates.cdc.gov%2Fr%2F%3Fid%3Dh579377e4%2C15659c73%2C1565f577%26ACSTrackingID%3DUSCDC_1046-DM71098%26ACSTrackingLabel%3DToday%2520is%2520World%2520AIDS%2520Day&data=04%7C01%7Cjon-aaron.m
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had been diagnosed, compared to 90% of White gay and bisexual men. And 62% of Black and 67% of Hispanic/Latino gay and 
bisexual men with diagnosed HIV were virally suppressed, compared to 74% of White gay and bisexual men.  
     Furthermore, the most recent National HIV Behavioral Surveillance (NHBS) data on PrEP use among gay and bisexual men 
show that in 2017, 27% of Black and 31% of Hispanic/Latino men were using PrEP, compared to 42% of White men. While 
not nationally representative, the PrEP use data were collected from gay and bisexual men in 23 U.S. cities, where more than 
half of all people with HIV in large urban areas reside. HIV-related stigma may also contribute to these disparities. According 
to the 23-city analysis, Black and Hispanic/Latino gay and bisexual men were more likely to experience HIV-related stigma, 
compared to White gay and bisexual men. To end the HIV epidemic in the United States, we must address the many social 
determinants of health that contribute to unequal health outcomes and improve access to status neutral HIV treatment and 
prevention services for gay and bisexual men, especially Black and Hispanic/Latino gay and bisexual men. The status neutral 
approach is a promising strategy that programmatic observation indicates can help ensure the delivery of high-quality, cul-
turally affirming health care at every engagement, supporting optimal health for people with and without HIV.  
     The nation has a decades-in-the-making opportunity to end the domestic HIV epidemic and address the glaring health 
disparities that continue to drive it. Through the EHE initiative and the core HIV prevention and care portfolio, CDC and its 
partners are implementing innovative solutions designed to reach people where they are with effective treatment and pre-
vention strategies that strive to address many of the root causes of inequity. This means expanding self-testing, increasing 
the number of mobile options for service delivery, and employing creative community outreach and engagement strategies 
for groups disproportionately affected by HIV. EHE as defined in the new NHAS is a health equity intervention with the goal 
of reducing HIV infections by 90% by 2030.  
     As we continue to navigate the COVID-19 pandemic, we must also innovate and invest in communities to end the HIV epi-
demic, everywhere. As the World AIDS Day theme reminds us, CDC cannot act alone. The Let's Stop HIV Together campaign 
aims to empower communities, partners on the ground, and healthcare providers to reduce HIV stigma among all Ameri-
cans, prevent HIV among the hardest-hit populations, such as Black and Hispanic/Latino gay and bisexual men, and help peo-
ple with HIV stay healthy. We encourage partners to visit the campaign website and download and share campaign materi-
als. This World AIDS Day, we also encourage you to participate in a new global social media campaign called #MyVoiceMyAc-
tion. This campaign encourages people to share their voice, their journey, and how they are effecting change in their com-
munities to help end HIV. Read more about this campaign or search #MyVoiceMyAction on social media.  
     Thank you for your sustained effort and partnership as we work together to address the root causes of health inequity 
and make the powerful HIV prevention and treatment tools 
that have been accessed by some, accessible to all who could 
benefit from them.  
 

Additional Resources: 

 CDC HIV Web Site 

 CDC HIV Facebook 

 CDC HIV Twitter 

 CDC HIV Service Locator 

 CDC HIV Risk Reduction Tool 

 CDC's Let's Stop HIV Together Campaign 

 Let's Stop HIV Together Instagram 

 CDC National Prevention Information Network (NPIN) 

 HIV.gov 

 Please contact CDC-INFO with questions, comments or 
other feedback. 

https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Ft.emailupdates.cdc.gov%2Fr%2F%3Fid%3Dh579377e4%2C15659c73%2C1565f578%26ACSTrackingID%3DUSCDC_1046-DM71098%26ACSTrackingLabel%3DToday%2520is%2520World%2520AIDS%2520Day&data=04%7C01%7Cjon-aaron.m
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Ft.emailupdates.cdc.gov%2Fr%2F%3Fid%3Dh579377e4%2C15659c73%2C1565f579%26ACSTrackingID%3DUSCDC_1046-DM71098%26ACSTrackingLabel%3DToday%2520is%2520World%2520AIDS%2520Day&data=04%7C01%7Cjon-aaron.m
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Ft.emailupdates.cdc.gov%2Fr%2F%3Fid%3Dh579377e4%2C15659c73%2C1565f579%26ACSTrackingID%3DUSCDC_1046-DM71098%26ACSTrackingLabel%3DToday%2520is%2520World%2520AIDS%2520Day&data=04%7C01%7Cjon-aaron.m
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Ft.emailupdates.cdc.gov%2Fr%2F%3Fid%3Dh579377e4%2C15659c73%2C1565f57c%26ACSTrackingID%3DUSCDC_1046-DM71098%26ACSTrackingLabel%3DToday%2520is%2520World%2520AIDS%2520Day&data=04%7C01%7Cjon-aaron.m
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Ft.emailupdates.cdc.gov%2Fr%2F%3Fid%3Dh579377e4%2C15659c73%2C1565f57d%26ACSTrackingID%3DUSCDC_1046-DM71098%26ACSTrackingLabel%3DToday%2520is%2520World%2520AIDS%2520Day&data=04%7C01%7Cjon-aaron.m
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Ft.emailupdates.cdc.gov%2Fr%2F%3Fid%3Dh579377e4%2C15659c73%2C1565f57e%26ACSTrackingID%3DUSCDC_1046-DM71098%26ACSTrackingLabel%3DToday%2520is%2520World%2520AIDS%2520Day&data=04%7C01%7Cjon-aaron.m
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Ft.emailupdates.cdc.gov%2Fr%2F%3Fid%3Dh579377e4%2C15659c73%2C1565f57f%26ACSTrackingID%3DUSCDC_1046-DM71098%26ACSTrackingLabel%3DToday%2520is%2520World%2520AIDS%2520Day&data=04%7C01%7Cjon-aaron.m
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Ft.emailupdates.cdc.gov%2Fr%2F%3Fid%3Dh579377e4%2C15659c73%2C1565f580%26ACSTrackingID%3DUSCDC_1046-DM71098%26ACSTrackingLabel%3DToday%2520is%2520World%2520AIDS%2520Day&data=04%7C01%7Cjon-aaron.m
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Ft.emailupdates.cdc.gov%2Fr%2F%3Fid%3Dh579377e4%2C15659c73%2C1565f581%26ACSTrackingID%3DUSCDC_1046-DM71098%26ACSTrackingLabel%3DToday%2520is%2520World%2520AIDS%2520Day&data=04%7C01%7Cjon-aaron.m
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https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Ft.emailupdates.cdc.gov%2Fr%2F%3Fid%3Dh579377e4%2C15659c73%2C1565f584%26ACSTrackingID%3DUSCDC_1046-DM71098%26ACSTrackingLabel%3DToday%2520is%2520World%2520AIDS%2520Day&data=04%7C01%7Cjon-aaron.m
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Ft.emailupdates.cdc.gov%2Fr%2F%3Fid%3Dh579377e4%2C15659c73%2C1565f585%26ACSTrackingID%3DUSCDC_1046-DM71098%26ACSTrackingLabel%3DToday%2520is%2520World%2520AIDS%2520Day&data=04%7C01%7Cjon-aaron.m
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Re-Thinking Clinical 
Aesthetics: Lessons 
from a Queer  
Professor and Patient 
by: Heather Stewart, PhD. Assistant Professor 
of Philosophy, Oklahoma State University. UofL 
Alumni and former UofL Instructor  
 

     Let me begin this reflection by say-
ing something about who I am: I am a 
philosopher and bioethicist who 
spends a great deal of time thinking 
about the ways patients from struc-
turally marginalized groups experi-
ence health care systems, and the de-
gree of safety they feel in healthcare 
spaces. I am also queer. Consequently, 
visits to healthcare spaces are at once 
concrete reflections of the things I 
spend my professional life research-
ing, but are also deeply personal mo-
ments of vulnerability, and in the 
worst cases, anxiety, dread, or fear.  
     For many queer people, going to 
the doctor can be a significant source 
of anxiety (Petrow 2016). Tragically, 
this can cause many queer people to 
delay care, or to avoid care altogether 
(Mirza & Rooney 2018; Seelman et. al. 
2017). Delays and avoidance of care 
can, of course, lead to health condi-
tions going undiagnosed or untreated, 
which can, tragically, exacerbate the 
extant health disparities experienced 
by queer communities (Rubin 2015).   
     It is this set of concerns which moti-
vates my research, which focuses on 
uncovering ways we might go about 
making healthcare spaces less anxiety-

inducing and more genuinely inclusive 
and welcoming for structurally mar-
ginalized patients, including LGBTQ+ 
patients. More specifically, a great 
deal of my research focuses on mi-
croaggressions – seemingly subtle and 
often unintended messages that are 
sent to members of marginalized 
groups that signal disrespect, hostility, 
bias, or lack of belonging (Freeman & 
Stewart 2018).  
     In health care spaces, microaggres-
sions often occur interpersonally. In 
such cases, the messages of disre-
spect, hostility, bias, or lack of belong-
ing are sent either verbally, via words 
spoken, or behaviorally, through 
things like gestures and body lan-
guage. When it comes to queer pa-
tients, this can include misgendering 
or mispronouning trans or non-binary 
patients, or asking questions that as-
sume that patients are cisgender and 
heterosexual when they are not. 
There is much to be said about such 
interpersonal microaggressions, and 
the ways that health care providers 
(often without realizing it) convey 
harmful messages to queer patients 
through their speech or actions.  
     But here, I want to focus on a 
different way that microaggressions 
can manifest in clinical settings – as 
features of the built environment, or 
the aesthetics of the physical clinical 
space. With this type of microaggres-
sion, it is not that a particular health 
care professional is saying or doing 
something that sends harmful mes-
sages to their patients, but rather that 

features of the clinical space itself 
sends such messages. 
     Let me again draw from my person-
al experience. I recently visited a new 
clinic for the first time. A first visit at a 
new clinic can be somewhat uncom-
fortable as a queer person, antici-
pating that certain things about one’s 
identity and intimate life will have to 
be addressed, and having no way of 
knowing how the person in the white 
coat will react in light of those disclo-
sures – whether they will grimace 
without realizing it, or contort their 
body in discomfort, or recoil in dis-
gust, or simply start to look at you 
differently. But this time was differ-
ent. This time, I felt uncomfortable 
before there was a white coat in the 
room at all, indeed, before the clinical 
interaction had really started. And this 
discomfort was not the result of any-
one’s direct comments or actions, but 
rather of the examination room I 
found myself waiting in. Despite the 
fact that this was not an overtly reli-
gious health clinic – and nothing on its 
website indicated it as such – when I 
arrived in the examination room, I was 
met with an abundance of Christian 
imagery – framed copies of the 
“Christian Doctor’s Prayer,” and the 
“Christian Physician’s Oath” among 
them. The latter had a list of beliefs, 
to which my new doctor had indicated 
their assent via their signature at the 
bottom of the document. From this 
signed, framed Oath, I could see that 
my new doctor was committed to 
practicing medicine in a way that 
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“depends on the Holy Ghost” and 
“glorifies God,” and, most unsettlingly, 
which “respects the sanctity of life” 
and “rejects all interventions which 
either intentionally destroy or actively 
end the lives of the unborn, the in-
firm, or the terminally ill.” Our value 
systems could not be more divergent, 
and moreover, I was left to question 
whether their expressed value system 
would allow them to see me, and ac-
cept me, and treat me -- as I am. 
     Let me be clear: I wholeheartedly 
believe that all people are entitled to 
endorse whatever religious beliefs 
they see fit within the domain of their 
personal lives. Moreover, I recognize 
that there are some who believe they 
have reconciled such belief systems 
with acceptance of, or at least toler-
ance for, LGBTQ+ people. I do not in-
tend to deny either. But, what I do 
believe is that those tasked with 
providing care for all patients must 
realize the historical and ongoing ways 
in which these belief systems have 
been mobilized to justify serious 
harms to LGBTQ+ people and commu-
nities, ranging from the pathologizing 
of queerness as inherently sinful or 
unclean, to participation or complicity 
in deeply harmful conversion therapy 
abuses, to actively resisting marriage 
equality and the right for queer peo-
ple to have and grow families via fos-
tering and adoption, among other 
things that stand directly in the way of 
queer life, health, family, wellbeing, 
flourishing, equality, and justice.  
     In light of these histories, such im-
agery and such statements hung 
proudly on the examination room 
walls can send the message to queer 
patients that the person responsible 
for their care might not be equipped 
to see and treat them as an equal, to 
respect their identity or their family, 
or indeed, to see them as worthy of 
care at all. This can be incredibly trig-

gering for queer patients. It can resur-
face past religious traumas, or experi-
ences of people using religious beliefs 
to invalidate them and their identity 
and their experience. And can make it 
very difficult to trust or feel open 
communicating with whomever ends 
up walking in the room. It can shut 
down conversation before it begins. In 
my own case, upon looking around 
the space and seeing all of these visu-
al cues, I immediately wanted to es-
cape. I texted my partner asking 
whether I should leave and try to find 
a more explicitly queer-inclusive pro-
vider elsewhere, even if that meant 
delaying the care I was in need of and 
had already been waiting for. When 
the doctor walked in, I was nervous, 
and soft-spoken, and brief – all some-

what out of character for me. I felt 
uneasy answering questions about my 
sexual health and indicating that my 
partner was a woman. I felt so much 
more uneasy and anxious than I need-
ed to, or than I normally would have.  
     Visual cues matter. They alert pa-
tients to things. They shape how com-
fortable patients feel in a space, and 
therefore how likely they will be to 
trust and be open with their provider. 
     And it isn’t just the cues that are 
present, but also the cues that are 
absent. When I sat in that new exami-
nation room, it wasn’t only the cues 
that were present that made me feel 
uneasy, perhaps unwelcome. It was 
also the total absence of anything re-
flective of me, or my experience, or 
my relationship. As I looked around, 
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there was nothing to indicate that this 
space, this practice, was also for peo-
ple like me. There were pamphlets 
featuring heterosexual couples on 
them, interspersed with the various 
Christian images. But there was no 
queer representation or affirmation to 
be found – no indication of awareness 
that queer people and queer families 
and queer sex exist and deserve to be 
visible and recognized and accepted 
and treated as equal and valid.  
     As clinicians and bioethicists, inter-
ested in health justice, we must think 
critically about the look and feel of 
clinical spaces, and we must be more 
robustly cognizant of the messages 
that we send to patients, as well as 
those that we fail to send. Clinical 
spaces can have visual cues which 
cause harm – microaggressions built 
into the very clinical spaces we inhab-
it, often without noticing or thinking 
twice about. But, there is equal oppor-
tunity to re-imagine clinical spaces – 
to think carefully about the inclusion 
of meaningful microaffirmations – vis-
ual cues which can indicate openness, 
acceptance, and inclusion to marginal-
ized patients.  
     Healthcare spaces should not be 
spaces of trauma for any patient. They 
must become the spaces of healing 
they purport to be. To do so, it is im-
perative that we pay careful attention 
to the messages and cues that are 
sent, and their impact on vulnerable 
patient groups. And we must seek to 
create spaces in which all patients see 
themselves meaningfully reflected, 
and in which they feel as if their needs 
have a fair chance of being met.  
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Women’s Center 
Gives Back at SOUL 
Day of Service 
By: Jamieca Jones, Program Coordinator, UofL 
Women’s Center 

 
          Every year I facilitate a site for 
SOUL (Student Outreach Uniting Lou-
isville) during Welcome Week for the 
Women’s Center. It’s a great way to 
get to know our incoming students, 
but to also show them the realities 
and injustices within our community 
that they can play a part in making an 
impact towards change. In the past we 
looked at human trafficking issues and 
support services in the community. 
This year in honor of Women’s Equali-
ty Day, I wanted to acknowledge and 
recognize our local Black Women 
suffragists that are buried at Eastern 
Cemetery (You can learn about them 
at our exhibit in Ekstrom Library).  
     Eastern Cemetery has a dark and 
tragic history. As one of Louisville’s 
oldest cemeteries, located in the High-
lands, it has been unowned since the 
1980s  with no one to manage and 
maintain the grounds. With enough 
space to bury 16,000 people, mainly 
of color and of lower socioeconomic 
status, it is estimated to have over 
100,000 due to unethical manage-
ment practices and mistreatment of 
bodies. Because of this, we truly don’t 
know who is buried there, if at all, and 
if they are buried where their grave-
stones are placed. It’s a stark contrast 
from Cave Hill Cemetery which is next 
door only separated by an 11-foot 
wall.  
     Working with Friends of Eastern 
Cemetery, a non-profit volunteer 
group aiming to restore and maintain 
Eastern Cemetery, incoming students 
and members of our student organiza-
tions (American Association of Univer-

sity Women, United Nations Associa-
tion – Women and Women 4 Women 
Student Board) were given the task to 
help with grounds maintenance by 
cleaning gravestones. I shared with 
them a brief history and overview of 
the known Black Women Suffragists 
buried there and Friends of Eastern 
Cemetery Vice President, Savannah 
Darr shared the history and stories of 
those buried, many well known 
throughout Louisville.  
     During our emotional reflection 
after completing service, all the stu-
dents expressed sadness for those 
who not only faced oppression and 
injustice while living but continue to 
do so after death. One student re-
marked upon cleaning a gravestone 
that was only etched with “guest.” It 
broke her heart that this person who 
had people who loved and cared for 
them to only be unacknowledged 
after death. However, they felt that 

while their actions were small, they 
were able to help give back some of 
the dignity that was taken from them. 
Asking the students to share what leg-
acy they would want to leave and be 
known for, the common themes were 
to help others, fight towards change 
and make an impact, no matter how 
big or small. That those who were bur-
ied within the boundaries of the cem-
etery left a legacy. They left their im-
pact on someone in the world and 
should be recognized for it.  
     All the students were impacted by 
their shared experience and wanted 
to go back to help again. The Wom-
en’s Center will host a movie night to 
watch the documentary on Eastern 
Cemetery, Facing East, with members 
of our Feminist Social Justice Leader-
ship Living Learning Community and 
members of all our student groups. 
We had a  day of service at Eastern 
Cemetery on October 17th 10am to 

https://events.louisville.edu/event/the_power_of_activism_and_the_vote_african_american_women_and_suffrage_in_louisville#.YVblyLhKhPY
https://events.louisville.edu/event/the_power_of_activism_and_the_vote_african_american_women_and_suffrage_in_louisville#.YVblyLhKhPY
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Ffriendsofeasterncemetery.com%2F&data=04%7C01%7Cjon-aaron.moody%40louisville.edu%7Cf9f9256b360a41ee356808d984cf91c2%7Cdd246e4a54344e158ae391ad9797b209%7C0%7C0%7C637686849359056560%7CUnknown%7CTW
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Ffriendsofeasterncemetery.com%2F&data=04%7C01%7Cjon-aaron.moody%40louisville.edu%7Cf9f9256b360a41ee356808d984cf91c2%7Cdd246e4a54344e158ae391ad9797b209%7C0%7C0%7C637686849359056560%7CUnknown%7CTW


 11 

 

1pm to help maintain the groups and 
clean gravestones. If interested in 
helping, continue this work, reach out 
to the Women’s Center. 
     For me, living in Louisville my entire 
life, I only discovered Eastern Ceme-
tery and its dark history recently while 
on a random documentary binge 
watching spree. While I am horrified 
of the treatment that individuals and 
their families faced, I saw a silver lin-
ing. Walking the grounds, I felt I was 
walking through history with those 
that paved the way before me. Stories 
waiting to be discovered and told if 
we only take the time to stop and lis-
ten. Our actions everyday help to de-
termine the legacy and impact that we 
will leave. What will your legacy be?  
     A reflection from a student volun-
teer: 

     “First, I would like to thank the 
Friends of Eastern Cemetery for allow-
ing our group to volunteer and for 
giving their time to teach us about the 
cemetery’s history. We were simply 
asked to clean headstones in prepara-
tion for the tours for Women's Equali-
ty Day; there are numerous black 
women suffragettes buried in the 
cemetery and other impactful Ken-
tuckians. However, I did not expect to 
react so emotionally to the work our 
group did at Eastern Cemetery. As we 
cleaned off headstones, I deeply re-
flected on the corpse abuse those laid 
to rest here experienced and how the 
mistreatment impacted their loved 
ones. I believe it made me so emo-
tional because the cemetery’s man-
agement faced no repercussion for 

their crimes. Those who have passed 
on have no way of seeking justice. The 
deceased and their families trusted 
the cemetery to bury them properly 
and with care. Instead, the cemetery 
exploited families knowing they were 
vulnerable. Eastern Cemetery is con-
trastingly different than the notorious 
Cave Hill. The inequity is immeasura-
ble and is divided by one fence. The 
Friends of Eastern Cemetery are pay-
ing respect and giving care to every-
one impacted by the wrongdoings of 
Eastern Cemetery without anything in 
return. I hope to continue volunteer-
ing with this compassionate group.” - 
Caroline Shackleton, American Associ-
ation of University Women at UofL 
Campus Leadership Chair. 
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Byron Terry  

Byron is the Assistant Director, for the LGBT Center on the Belknap Campus. 

Originally from Paducah, KY, Byron earned BA in Psychology and Communication 

from the University of Louisville. During his time as an undergrad Byron served 

as President of the National Association of Black Journalists and was a member 

of the Phi Eta chapter of Omega Psi Phi. Byron continued his education by earn-

ing Masters degrees in Urban Studies and Clinical Mental Health Counseling from 

Northeastern Illinois. Byron has previous higher education experience working as 

the Diversity Coordinator at Governors State University and a Student Support 

Counselor at The Chicago School of professional Psychology, where he coached 

and mentored students, provided crisis referrals, designed and facilitated train-

ings, directed large-scale events, organized a food pantry, and advised student 

groups such as the Black Student Union and LGBTQ+ Registered Student Organi-

zations (RSOs). Additionally, Byron served as a Mayoral Fellow for Chicago 

Mayor, Lori Lightfoot; AmeriCorps Vista with the Illinois Campus Compact Program; practicum intern with the Anti-Violence 

Project; and a volunteer for the Center on Halstead, Chicago’s LGBTQ+ center. Byron uses he/him/his or they/them/theirs 

pronouns. 

Meet the new DEI Crew Members 

Sherry Durham 

 
     Sherry is a native of West Louisville and a graduate of Central 
High School. She received a B.S. in Organizational Communication 
and an M.S. in Human Development and Leadership with a concen-
tration in College Student Personnel from Murray State University 
and is currently pursuing her PhD in College Student Personnel at 
the University of Louisville.  
     Sherry has over six years of higher education experience. Prior to 
beginning her career in higher education, Sherry worked in Sales 
and Marketing for three and a half years at the St. Louis Post-
Dispatch in St. Louis, MO . She started her career at UofL in 2015 as 
an Academic Counselor for Health and Sport Sciences in the College 
of Education and Human Development (CEHD) and transitioned in 
2017 as the Multicultural Teacher Recruitment Program (MTRP) 
Coordinator. After serving in the CEHD for six years, Sherry is now 
the Assistant Director of the Muhammad Ali Institute in the Cultural 
and Equity Center. Sherry is passionate about working with college 
students and working in higher education.    
 
     Fun fact: Sherry loves binge watching shows, playing video 
games, and all things Beyonce!  
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From our crew to yours: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

-HSC ODI 


