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Abstract

Purpose of review—We review recent theoretical and empirical literature on structural racism, 

social determinants of health frameworks within the context of HIV prevention and treatment, and 

criticism of the national responses to the U.S. epidemic.

Recent findings—In line with growing mainstream attention to the role of structural racism and 

health inequities, recent editorials and studies cite ending structural racism as an essential step to 

ending the U.S. HIV epidemic. Recent studies demonstrate that barriers rooted in structural racism 

such as incarceration, housing instability, police discrimination, neighborhood disadvantage, 

health service utilization and community violence, and poor or no access to social services, 

transportation and childcare, are barriers to HIV prevention. Recent articles also criticize national 

responses to HIV such as the Ending the HIV Epidemic (EHE) and National HIV/AIDS Strategy 

(NHAS) plans for failing to address structural racism and prioritize community-engagement in 

EHE efforts.

Summary—Collectively, the articles in this review highlight a growing consensus that the U.S. 

has no real chance of ending the HIV epidemic for all, absent a meaningful and measurable 

commitment to addressing structural racism and intersectional discrimination as core determinants 

of HIV, and without more equitable engagement with community-based organizations and 

communities disproportionately affected by HIV.
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Introduction

Four decades into the U.S. HIV epidemic, there are key HIV prevention and treatment 

successes to celebrate. The absence of a vaccine or cure notwithstanding, access to 

antiretroviral treatment (ART) has expanded life expectancy for people living with HIV 

(PLWH) and preexposure prophylaxis (PrEP) significantly reduces HIV transmission. Alas, 
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with Black and Latino people still disproportionately represented among those living with 

and newly diagnosed with HIV [1], racial equity in HIV prevention and treatment remains 

elusive.

HIV inequities among racialized groups in the U.S. are staggering. Black people represent 

just 13% of the U.S. population, but accounted for 45% of new HIV cases in 2019 [1]. 

This disproportionate burden exists at every intersection of gender, with Black cisgender 

gay, bisexual and other men who have sex with men (BGMSM), cisgender and transgender 

women, accounting for 26% [2], 91% [3], and 49% [4] of new HIV diagnoses, respectively. 

Similarly, Latina/x/os, who can be of any racial group, represent 17% of the U.S. population, 

but accounted for 21.5% of new HIV diagnoses in 2019 [1]. Latino GBMSM, cisgender 

Latinas, and Latina/x transwomen accounted for 85% [5], 87% [3], and 33% [4] respectively 

of new HIV diagnoses. The epidemic is especially dire for Black and Latino GBMSM. 

Recent analyses of national surveillance data from 2010–2019 document that although HIV 

has declined among White GBMSM, there has been no decline for Black and Latino 

GBMSM [6]. Moreover, National HIV Behavioral Surveillance data document similar 

inequities in PrEP use, with just 27% and 31% of Black and Latino GBMSM respectively 

using PrEP compared with 42% of their White counterparts [7].

By contrast, although White people in the U.S. represent 60% of the population, they 

accounted for just 25% of new HIV diagnoses in 2019 [8]. And yet, White people 

represented 60% of those on PrEP in the U.S. in 2019, compared with just 14% and 8.2% 

of their Latino and Black counterparts, respectively [9]. Underscoring the need for racialized 

data to analyze and document racialized health inequities [10], the Centers for Disease 

Control and Prevention (CDC) noted that roughly 60% of racial/ethnic data on prescribed 

PrEP was unavailable [9]. These realities underscore the stark racialized inequities that 

persist in HIV prevention and treatment.

In May 2020, the confluence of the murder of George Floyd by police, widespread national 

and international Black Lives Matter protests against police brutality, and the stark racialized 

inequities of the COVID-19 pandemic unleashed a slew of editorials that highlighted what 

COVID-19 revealed about structural racism and health in the U.S. [10–22]. Structural 

racism describes how “racism … is produced and reproduced by laws, rules, and practices, 

sanctioned and even implemented by various levels of government, and embedded in the 

economic systems as well as in cultural and societal norms” [12, p. 768]. In the wake 

of these monumental events, even U.S. health institutions such as the CDC [23] and the 

National Institutes of Health [24] now acknowledge that structural racism is a critical barrier 

to health equity. Notably, the CDC called structural racism a precursor to social determinants 

of health (SDOH); a marked shift from traditional SDOH and public health perspectives that 

have historically neglected structural racism as a determinant of health [13, 25, 26].

The Curious Omission of Structural Racism as Social Determinant of 

Health in the U.S.

Unequal Treatment: Confronting Racial and Ethnic Disparities in Healthcare, the Institute 

of Medicine’s 2003 landmark report [27] and the World Health Organization’s seminal 
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2008 report on SDOH and health equity [28] undergird the use of SDOH frameworks in 

U.S. public health policy and practice [26]. The SDOH framework includes five key areas: 

economic stability, neighborhood and built environment, health and health care, social and 

community context, and education.

In a recent article celebrating 30 years of their popular SDOH framework, the Dahlgren-

White model (often called The Rainbow Model) [29], Dahlgren and Whitehead defended it 

against criticism that it is a model of health inequalities. They clarified that it is a model of 

main determinants of health, noting that it “conceptualizes the main determinants of health 

for the whole [italics added], which may differ from the most significant determinants of 

the social inequalities in health observed in that same population” [29, p. 21]. But structural 

racism affects the whole; both those oppressed by it and its beneficiaries. Structural racism 

confers on White middle and upper-class people SDOH-dividends that are denied people 

of color regardless of their socioeconomic position. Dahlgren and Whitehead also explicitly 

addressed the absence of structural racism in their model by arguing that structural racism 

should be “… conceptualised as an important driving force” that influences “almost all 

determinants of health in the model” [29, p. 23], but not be included as a determinant of 

health. Yearby offered a stark counterpoint with a reconfiguration of the SDOH framework 

that prioritizes structural racism as a fundamental cause of health inequities [26]. Similarly, 

other authors have advanced conceptual models that center structural racism in minority 

health research [14, 19].

SDOH Frameworks and HIV

SDOH frameworks feature prominently in recent articles on HIV prevention and treatment 

[30–34] and national responses to HIV [35–37]. SDOH approaches that center structural 

racism as a social determinant of HIV prevention and treatment, by contrast, are rare. This 

absence is puzzling for at least three reasons. First, in the U.S., the historical legacies of 

slavery and structural racism explain racialized inequities in all five SDOH areas. Second, 

the relationship between racism and racialized people’s negative physical and mental health 

is well-documented in a vast empirical [38–40] and theoretical [41, 42] literature base. 

Third, structural racism and intersectional discrimination — racism and heterosexism in the 

case of Black sexual minority men [43], and racism and sexism or gendered racism in the 

case of Black and Latina women [44] for example — are antecedents to every structural 

barrier to HIV prevention and treatment documented in recent research: incarceration [45, 

46]; housing instability [46]; police discrimination [45]; neighborhood disadvantage [47]; 

health service utilization [48, 49]; and community violence, poor or no access to social 

services, transportation and childcare [50].

Pursuant to our focus on structural racism as an overlooked core determinant of HIV in 

many SDOH frameworks, we review recent articles (i.e., May 2020-October 2021) that 

highlight or advocate a need for greater attention to structural racism as a core determinant 

of HIV; argue for the revision of SDOH frameworks to include structural racism [26, 51, 

52]; and empirically document how barriers rooted in structural racism and syndemics are 

associated with HIV incidence and risk and PrEP uptake among Black cisgender women 

[50], and Black GBMSM [49]. Moreover, because SDOH frameworks are the foundation 
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of national responses to HIV, such as those by the CDC [53], and those reflected in the 

National HIV/AIDS Strategy (NHAS) [35] and the Ending the HIV Epidemic (EHE) plans 

[36, 37], we also review recent articles that criticize these plans for failing to address 

structural racism, center the population and intersectionally-specific needs of racial/ethnic 

communities disproportionately affected by HIV, and prioritize community-engagement.

Structural Racism as a Core Determinant of HIV: Recent Literature

Most of the recent editorials explicitly name ending structural racism as an essential step 

to ending the U.S. HIV epidemic [54–58]. For example, Godley, Schoenbach, and Adimora 

highlighted how targeted structural reforms within U.S. criminal justice and healthcare 

systems could profoundly improve HIV outcomes for Black and other people of color [54]. 

Wharton and colleagues asserted that dismantling the social and structural inequities that 

result from racism and intersecting forms of discrimination must be prioritized if the U.S. 

is to reach its EHE goals [56]. Similarly, Doshi and colleagues, in response to a study from 

Khazanchi et al. [59], argue that the U.S. HIV epidemic will not end without dismantling the 

effects of structural racism and that researchers must prioritize structural interventions to end 

the HIV epidemic [55].

A recurrent theme in most of the recent editorials is that structural racism is the unifying link 

between the HIV and COVID-19 epidemics [22, 57, 58]. To Blackstock, structural racism is 

the nation’s third pandemic [58] and along with COVID-19, will likely thwart the advances 

made toward ending the U.S. HIV epidemic [58]. In an insightful commentary, Millett 

illustrated nine structural racism pathways that contribute to both HIV and COVID-19, 

and argued that failure to target the SDOH in the national HIV response compounded 

COVID-19’s spread [57]. He posited that syndemics and structural racism likely explain 

the disproportionate burden of both diseases on communities of color in light of empirical 

evidence that these communities engage in more preventive behaviors than their White 

counterparts [57]. Godley, Schoenbach and Adimora [54] highlighted interventions within 

two critical areas for structural reform — the criminal justice system and health care — that 

could profoundly improve HIV outcomes for Black and other people of color in the U.S.: 

(1) policing reforms; (2) implementation of decarceration policies; (3) elimination of the 

collateral consequences of incarceration; and (4) access to high quality healthcare for all.

Although most of the articles on this topic were editorials, we also identified a handful of 

studies. Among them are a qualitative study with low-income women in New Haven, CT, 

that showed how living in segregated neighborhoods was a HIV risk factor, and argued 

that participants’ efforts to maintain relationships with incarcerated partners constituted HIV 

prevention work [46]. Rejecting the SDOH framework in favor of a “social determination 

of health” framework, Blankenship and colleagues illustrated how mass incarceration and 

housing vulnerabilities are tied to HIV transmission at the individual level, and argued 

that HIV reduction efforts require structural interventions that confront systemic racial, 

gender, and class inequities [46]. Another qualitative study with Black women living in 

low-income housing in the southern U.S. found that structural racism, discrimination and 

medical mistrust were key barriers to participants’ utilization of health services and, in 

turn, HIV prevention services [48]. Using Bronfenbrenner’s socioecological model to frame 
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a prospective cohort study in Atlanta, GA, Sullivan and colleagues posited that structural 

racism and barriers to care, such as lack of Medicaid expansion, may explain lower viral 

suppression among Black men who have sex with men (MSM) [49]. Finally, a multivariable 

analysis of a cohort of adult PLWH in the midwestern U.S. showed that neighborhood 

deprivation and low income may better explain lower HIV viral suppression rather than 

racial group alone. The authors concluded that HIV interventions must transcend individual-

level only factors and address systemic neighborhood-level factors grounded in structural 

racism [59].

Syndemics, Structural Barriers, and Structural Violence

Syndemic approaches that focus on the interaction between co-occurring individual-level 

risk factors and the broader social and structural systems that shape them [60], offer 

important insights about how factors such as structural violence are implicated in the HIV 

epidemic [50, 60–63]. Accordingly, a qualitative study with Black women at HIV risk 

reported multiple social and structural barriers to PrEP uptake including intimate partner 

and community violence, substance use, and lack of access to social services, transportation, 

and childcare [50]. Another study found that racism, incarceration, intimate partner violence, 

depression, and binge drinking were co-occurring issues for Black MSM at high HIV risk 

[61]. A literature review on the effect of continuous traumatic violence on HIV outcomes 

among young Black MSM highlighted the need for more research on these concurrent 

conditions [63]. Another literature review found that structural and institutional factors such 

as societal and health system stigma and discrimination, punitive laws and criminalization, 

poverty, and violence and victimization are key drivers of HIV risk among U.S. MSM [64].

Although a recent literature review underscores that syndemic approaches may be useful for 

reducing HIV among MSM [64], Sangaramoorthy and Benton, in an important commentary 

on intersectionality and syndemics cautioned against prioritizing syndemic approaches — 

which emphasize social and environmental conditions of pathogens — over intersectional 

approaches, which by contrast center interlocking structural oppression as a core focus of 

analysis and intervention [62].

National Responses to the HIV Epidemic

Contemporary national responses to the HIV epidemic such as the 2019 EHE plan [36, 37] 

and the updated 2022–2025 NHAS [35] have complementary goals; both aim to reduce HIV 

incidence in the U.S. by at least 75% by 2025 and 90% by 2030. The EHE plan represents a 

collaboration between the U.S. Department of Health and Human Services and “local, state, 

tribal federal, and community partners to achieve the NHAS’s goals” [35, p. 2]. Although 

both plans acknowledge social and structural factors as major barriers to HIV prevention and 

treatment, the NHAS recognizes “racism as a serious public health threat that directly affects 

the well-being of millions of Americans” [35, p. 47].

Despite their impressive targets and the NHAS’s acknowledgement of social-structural 

determinants grounded in the historical legacy of racism, critics assert that these plans are 

likely to fall short of their goals for at least two key reasons: (1) they focus primarily on 
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biomedical solutions and ignore the fundamental root causes of racialized HIV inequities 

[56, 57, 65]; and (2) they have traditionally failed to engage equitably and ethically with 

communities most disproportionately affected by HIV [66, 67].

The latter point is especially important given the emphasis in recent articles on community-

engagement as one of the most promising and essential routes to ending the HIV epidemic 

for people of color in the U.S. [66, 73]. Notable examples of effective community-based 

collaborations include the integration of services provided by community-based pharmacists 

with those of medical providers to improve retention in care, rates of viral suppression, 

and adherence to antiretroviral medications among persons with HIV (PWHIV) [68–70]; 

community-engaged development of mobile HIV prevention apps for Black women [e.g., 

71] and Black sexual minority men; clinic-based strategies to improve care outcomes among 

PLWH experiencing homelessness and unstable housing [72], and concept mapping of 

multi-level resilience resources among adult Black PLWH in the Southern U.S. [73].

Recognizing the invaluable role of community-based stakeholders in implementing EHE 

[66, 74] and the need for “multifactorial approach[es] accounting for the social, cultural, 

economic, and environmental factors that drive transmission of HIV” [74], HIV advocates 

and other EHE implementers have begun to advocate for the addition of ‘Community 

Engagement’ as an integral fifth EHE pillar [75]. Moreover, bolstering the notion 

that communities benefit most from interventions borne from community advocacy, 

organizations such as the Black AIDS Institute [76] and United We Rise [77] initiatives 

promote community-based EHE programs that prioritize attention to inequitable social-

structural realities, and that address persistent and disproportionate HIV inequities among 

Black U.S. communities.

Conclusion

Collectively, the articles in this review spotlight the growing consensus among HIV 

researchers, practitioners, and community activists that the U.S. has no real chance of ending 

the HIV epidemic absent a meaningful and measurable commitment to addressing structural 

racism and intersectional discrimination as core social and structural determinants of HIV. 

Until then, it is more realistic to envision an end of the U.S. HIV epidemic primarily for 

those who have historically benefited from structural racism, but not those who continue to 

be oppressed by it, and its intersections with heterosexism, sexism, and cisgenderism. On 

this trajectory, the epidemic will end for some, but not all.
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Key Points

• Although structural racism is a key social-structural determinant of 

HIV incidence and prevalence in racial/ethnic minority communities 

disproportionately affected by HIV/AIDS in the U.S., research on structural 

racism and HIV/AIDS is relatively rare.

• In the wake of the COVID-19 pandemic and the police killing of George 

Floyd, a growing theoretical and empirical HIV literature now highlights 

the relationship between structural racism and widespread inequities in HIV 

prevention and treatment experienced by groups at historically marginalized 

intersections (e.g., racialized status, sexual and gender minority status, 

low socioeconomic position, drug users), and criticizes national responses 

for failing to attend to structural racism and engage more equitably with 

community-based HIV and health organizations.

• To be successful in ending the U.S. HIV epidemic for all, national responses 

must address structural racism and intersectional structural discrimination as 

barriers to HIV prevention and treatment, and prioritize community-based 

engagement and leadership to end the epidemic for intersectionally diverse 

Black and Latino communities disproportionately affected by HIV.
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