
Health Justice: A Framework for
Mitigating the Impacts of HIV and
COVID-19 on Disproportionately
Affected Communities
Sirry Alang, PhD, and Oni Blackstock, MD, MHS

See also Fereidooni et al., p. 228, Ferreira and Buttell, p. 136, and Kapadia, p. 144.

Health crises have a disproportionate impact on communities that are marginalized by systems of

oppression such as racism and capitalism. Benefits of advances such as in the prevention and

treatment of HIV disease are unequally distributed. Intersecting factors including poverty, homophobia,

homelessness, racism, and mass incarceration expose marginalized populations to greater risks while

limiting access to resources that buffer these risks. Similar patterns have emerged with COVID-19.

We identify comparable pitfalls in our responses to HIV and COVID-19. We introduce health justice as a

framework for mitigating the long-term impact of the HIV epidemic and COVID-19 pandemic. The health

justice framework considers the central role of power in the health and liberation of communities hit

hardest by legacies of marginalization.

We provide 5 recommendations grounded in health justice: (1) redistribute resources, (2) enforce

mandates that redistribute power, (3) enact legislation that guarantees support for people with long-

haul COVID-19, (4) center experiences of the most impacted communities in policy development, and

(5) evaluate multidimensional effects of policies across systems. Successful implementation of these

recommendations requires community organizing and collective action. (Am J Public Health. 2023;113(2):

194–201. https://doi.org/10.2105/AJPH.2022.307139)

Communities marginalized by struc-

tural inequities often experience a

disproportionate burden of disease. This

is true for HIV and for COVID-19. About

1.2 million people are living with HIV in

the United States, with almost 35000

new infections each year.1 In 2019, Black

Americans accounted for 44% of new HIV

diagnoses, although they comprise 13%

of the US population. Latino/a/x Ameri-

cans make up 18% of the population but

account for 30% of new cases.1 Rates of

HIV infection are high in communities

harmed by structural racism and other

forms of oppression.2–4 Evidence from a

systematic review of studies worldwide

suggests that people living with HIV

have an elevated risk of contracting

severe acute respiratory syndrome

coronavirus 2 (SARS-CoV-2), the cause

of COVID-19, and that they have a higher

risk of COVID-19 mortality compared

with persons who are not HIV-positive.5

HIV and COVID-19 coinfection is likely

to increase, and communities hit hardest

by systemic oppression such as poverty,

racism, homophobia, transphobia,

misogyny, homelessness, addiction,

residential segregation, food insecurity,

mass incarceration, and so forth will

continue to bear most of the burden of

these public health crises.3,4 Here, we

identify comparable pitfalls in responses

to HIV and COVID-19 in the United States.

We also offer the health justice frame-

work as the central component of our

recommended strategies for mitigating

the long-term impact of the burdens of

the HIV epidemic and COVID-19 pan-

demic on communities marginalized by

structural inequities.

DIFFERENT VIRUSES,
SIMILAR RESPONSE
PITFALLS

Strategies employed to addressCOVID-19

are not new. In a lot of ways, these
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strategies are leading to similar out-

comes that emerged from our national

response to HIV.

Initial Nonresponse

Following the first confirmed case of

COVID-19 in the United States, the Cen-

ters for Disease Control and Prevention

(CDC) stated that they have “been proac-

tively preparing for the introduction of

2019-nCoV in the United States.”6 This

press release was different from CDC’s

first publication about HIV in that there

was no preparation for what later devel-

oped into an epidemic. Reporting the

presence of a rare cancer and a rare

pneumonia-like disease that killed young

gay men, the CDC hypothesized that the

virus was contained in seminal fluid and

that the disease occurred predominantly

among gay men.7

The initial national response was a

nonresponse reflecting attitudes about

those who were being disproportion-

ately affected—gay men. Writing about

how this nonresponse led to a global

humanitarian crisis, Greg Behrman, a

former US State Department official,

stated:

The subpopulations suffering in the

United States were not part of Rea-

gan’s constituency. . . . If the disease

was truly heterosexual, then it was a

bigger problem (at least politically)

than the administration had esti-

mated. They would have to address

it, and they didn’t want to do that

unless they had to.8(p27)

It was not until 4 years after the crisis

began that President Reagan finally ac-

knowledged AIDS in public.8

President Trump’s initial nonresponse

to COVID-19 had a similar effect. On

January 22, 2020, 2 days after the CDC

confirmed the first case in the United

States, President Trump stated: “We

have it totally under control. It’s one

person coming in from China. It’s going

to be just fine.”9 A month later, at differ-

ent occasions, he stated: “Coronavirus

is very much under control in the USA

. . . the Stock Market starting to look

very good to me!” “I think that’s a prob-

lem that’s going to go away. . . . They

have studied it. They know very much.

In fact, we’re very close to a vaccine.”

“The 15 [cases in the United States]

within a couple of days is going to be

down to close to zero.”9 President

Trump’s underestimation of the virus

was different from President Reagan’s

dissociation from HIV, which was fueled

by widespread homophobia and moral

panic around gay male sexuality. How-

ever, both presidents were motivated

by what was best for them politically,

not what was best for public health.

Their nonresponses meant no federal

public health action, thereby exacer-

bating suffering.

Structural Determinants of
Risk Factors Ignored

Public discussions, medical recommen-

dations, and political actions around

HIV did not initially consider the struc-

tural drivers of HIV vulnerability. For

example, lack of structural and material

support such as housing, the absence

of social support, employment and

housing discrimination, and the crimi-

nalization of homosexuality, sex work,

and substance use all increase the risk

of contracting HIV but were not empha-

sized.10 The focus was predominantly

on the social identities of people who

were infected. Indeed, at the beginning

of the epidemic, the CDC referred to

groups being impacted by HIV as the

“Four Hs”—“homosexuals, heroin users,

hemophiliacs, and Haitians.”11 However,

understanding how structural inequities

shape the actions of people with spe-

cific social identities and increase expo-

sure to risk is critical. Unfortunately,

most of the early epidemiological litera-

ture on HIV centered on these groups,

sending a message that only people

with specific identities were vulnerable.

Identities, not structural factors, were

highlighted as risk factors. HIV was not

an “everyone’s disease.”

With COVID-19, early messaging was

that it was indeed everyone’s disease—

that we were all in this together. But epi-

demics highlight and exacerbate existing

structural inequities.3,12 As more data be-

came available, it was evident that Black,

Latino/a/x, and Indigenous communities;

persons living in poverty; people in pre-

dominantly underresourced neighbor-

hoods; and those working in the health

care sector or who lived with essential

workers were disproportionately more

likely to be infected, to be hospitalized,

and to die from COVID-19.3,13 Structural

racism—how our institutions, culture,

ideology, norms, and practices create

and maintain racial dominance and

oppression through the control of

resources, producing adverse and

racially inequitable outcomes—drives

the unjust burden of COVID-19 on racial-

ly minoritized groups.3,4,14 And capital

accumulation limits access to resources

needed to work from home and afford

high-quality masks and regular at-home

tests.3,14 These larger systemic factors

drive inequities in COVID-19 outcomes.

However, our national response focuses

heavily on individual behaviors.

Blaming Victims

Significant blame has been assigned

to groups who contract HIV for whom

there is some level of societal moral dis-

approval of their behaviors. Examples
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include men who have sex with men,

sex workers, and injection drug users.

Similarly, people who have not received

COVID-19 vaccines and those who have

no choice but to continue to go to work

when exposed or sick are usually per-

ceived as responsible for why things are

not “back to normal.” Underrepresenta-

tion of the working class in political pro-

cesses and resistance to policies such

as Medicare for All that are likely to facil-

itate engagement in healthy behaviors

and access to care also increase the

tendency to see risks as products of

individual choices rather than outcomes

of the political contexts.

The ability of the most privileged and

insulated members of society to work

from home or stay at home when ex-

posed, for example, is attributable to

less-privileged members assuming

more risks because of the absence of

social policies and safety-net programs

that protect them.15 Attributing a public

health crisis to individual actions dis-

tracts from the structural issues that

matter more,16,17 causing our policy

responses to unfortunately center indi-

vidual responsibility even when person-

al agency is significantly constrained by

structural factors. Blaming individual

actions that are risky such as going to

social gatherings is both politically con-

venient and driven by capitalism. For

example, government avoids imposing

restrictions on big businesses and

employers. Victim blaming might also

contribute to fear and reluctance to

seek care, leading to further suffering.

Profits Over People

One of the most devasting things about

the HIV epidemic is that it could have

been stopped sooner by making life-

saving antiretroviral therapy (ART) ac-

cessible to sub-Saharan Africa, Central

and South America, and India, where

HIV prevalence rates were highest.8

Driven by capitalism, pharmaceutical

companies in wealthy countries collud-

ed with international organizations

such as the World Trade Organization

and with some leaders of Western coun-

tries to set policies around manufactur-

ing and distribution of ART that kept

these medications out of the reach of

people who needed them the most.

Access to ART motivates people to get

tested, decreases rates of transmission

by reducing viral load, and prevents

progression to AIDS.18 It was only until

after years of HIV activism that generic

drugs were finally allowed to be imported

by countries without previous access to

medications.8 By then, it was too late for

many. The toll was already devastating.

The lack of global access to COVID-19

vaccines mirrors the lack of global access

to ART for HIV. When vaccines first be-

came available, several groups warned

that these vaccines would not be avail-

able to people living in impoverished

countries as pharmaceutical companies

would not share the formula so that

they could maximize profits as wealthy

countries hoarded vaccines. Indeed,

wealthy countries were negotiating ad-

vance purchasing deals before the vac-

cines were even approved.19 Stockpiling

of vaccine doses by wealthy countries

while many in poorer countries remain

unvaccinated increases odds of addi-

tional variants of concern.

Inequities in access to HIV treatment

(ART), preexposure prophylaxis (PrEP),

and COVID-19 vaccines are also preva-

lent in the United States. For example,

Black and Latino men who have sex with

men have less access to PrEP and ART

than their White peers.2,20 And economi-

cally marginalized populations have low-

er COVID-19 vaccination rates compared

with high-income populations.21 Nothing

indicates our prioritization of profits over

people more than the fact that one’s

ability to access lifesaving medications

and vaccinations depends on access to

money, the politics of where they live,

and other flexible resources.

THE HEALTH JUSTICE
FRAMEWORK

We propose the health justice frame-

work as the basis for sustainable, equita-

ble, and ethical responses to HIV and

COVID-19. Drawing from intersectionality

theory,22–24 the framework is premised

on the assumption that all systems (e.g.,

capitalism, racism, homophobia, misogy-

ny, xenophobia), all structures (e.g., race,

gender, class, sexuality), and all institu-

tions (e.g., political, economic, social)

matter for health and well-being. As

shown in Figure 1, these structures,

systems, and institutions intersect to

create and maintain unequal distribution

of power and access to and distribution

of resources that matter for health.

We conceptualize health justice as

the equitable redistribution of power

and resources such that people with

the greatest need are prioritized, and

where the processes of knowledge pro-

duction around need, restructuring,

and redistribution are grounded in the

experiences of populations most im-

pacted by health inequities. Health jus-

tice is a paradigm and collection of

actions that interrogate systems; struc-

tures; social, political, economic, and

cultural institutions; and networks of

relationships that, although normalized,

create and perpetuate inequities in

power and access to resources that

matter for health, including the ability

to engage in healthy behaviors.

It is different from health equity in

that it extends beyond removing obsta-

cles and beyond giving everyone a fair
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opportunity to be healthy.25 It is also

distinct from previous conceptualiza-

tions of health justice that focus on rec-

ognizing the human and civil rights of

everyone.25 Specifically, our conceptu-

alization of health justice considers

how barriers to health occur because

people with more power (ability to con-

trol resources and shape how the soci-

ety is structured, whether that power is

conferred by statuses such as occupa-

tion or by structures such as race) and

access to resources (e.g., social, eco-

nomic, material, political) benefit at the

expense of people with less power and

resources.

Addressing barriers to well-being

from a health justice perspective

requires people and institutions with

the most power to reject the benefits

of their power and to work toward

relinquishing that power altogether—a

feature that distinguishes health justice

from health equity and health as a hu-

man right. For example, the ability of

multibillion-dollar corporations to amass

wealth during a pandemic comes at the

expense of workers who have no choice

but to return to work after a positive co-

ronavirus test. The ability to get grocer-

ies delivered comes at a cost to essential

workers and low-income factory work-

ers. While one’s job might be because

they attended a good school or because

someone “put in a good word” for them,

it all comes at the expense of someone

else who might be just as smart and

hardworking, but who could not attend

a resource-rich school because of struc-

tural factors like residential segregation

or the lack of networks that facilitate de-

sirable employment. The health justice

framework certainly complicates the

idea that none of us is free until all of us

are free. While we agree that intercon-

nectedness of systems and institutions

means that we are deeply implicated in

each other’s lives, we also argue that

some of us are only free because some

of us are oppressed. Therefore, the

health justice framework seeks libera-

tion, restitution, and advancement for

communities hit hardest by legacies of

marginalization.

STRATEGIES FOR THE
PATH FORWARD

Public health policies are more effective

when implemented by federal, state,

and local levels of government.26 While

we identify 5 policy recommendations to

help eliminate health inequities caused

by HIV and COVID-19, we concede that

political forces in the United States (e.g.,

filibuster, gerrymandering, and corpo-

rate lobbying) are significant obstacles

to implementing these. Community

organizing and collaborations between

public–private and nonprofit sectors

are important for public health27–29;

hence, they are necessary for the imple-

mentation of the recommendations we

propose in Figure 1.

Structures
(e.g., race, class)

Power
Resources2 

5 

Redistribute resources to ensure that health needs of people who are negatively impacted by 
oppressive systems are met. 

2.

1.

Redistribute power to increase access to resources and  to disrupt systems, structures, and 
institutions that cause the unequal distribution of power.  

3. Enact legislation that guarantees support for people with long-haul COVID-19 to ensure that
they have access to material, social, and structural resources that matter for their health and
sustenance in the long term.  

4. Center the experiences of the most impacted communities—communities with the worst
outcomes—to ensure that they have power, that they influence the development of institutional
policies, and that these policies will meet their needs.   

5. Evaluate intersecting and multidimensional effects of policies across systems to make sure new 
inequities and new mechanisms of oppression are not produced. 

Health
status, 
needs, 
behaviors, 
and other 
health 
outcomes  

4 

1 

Institutions
(political, 

economic, social) 

Systems
(e.g., racism,
capitalism)

3

FIGURE 1— Policy Recommendations Based on the Health Justice Framework
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Redistribution of Resources

People who are disproportionately af-

fected by HIV and COVID-19 are often

marginalized and oppressed. Hence,

they do not have resources to effect

their own liberation. This is where gov-

ernment should come in. The United

States is taking an approach to ending

the pandemic that still largely relies on

individual choices and resources. In

March of 2022, the White House re-

leased the National COVID-19 Prepared-

ness Plan,30 an updated plan to meet

current challenges. The first goal of the

revised plan was to protect against and

treat COVID-19 by encouraging testing,

wearing masks when risks of transmis-

sion are high, and increasing access to

vaccines, high-quality masks, and life-

saving antiviral pills. To a large degree,

frequent testing, wearing masks, and

getting vaccinated are contingent upon

personal resources and preferences.

One major failure in our response to

the HIV epidemic is we only focused on

behavioral changes while not providing

resources such as universal health care

and needle-exchange programs that

make behavioral modifications possible

and sustainable.3,8 Fortunately, rapid

tests for COVID-19, vaccines, and high-

filtration masks have become more

available. However, accessing them still

relies on individual resources. For ex-

ample, people who are insured have

relatively easier access to free tests

compared with those who are unin-

sured. Similarly, ordering and receiving

free test kits from the government

requires access to the Internet and a

home address. COVID-19 is transmitted

by an airborne virus. Thus, the quality

of ventilation in buildings such as

schools and offices matters. The likeli-

hood of working from home or in build-

ings with good air circulation is partially

dependent on one’s socioeconomic

status.

We call on the Biden administration to

expand the distribution of high-quality

masks, tests, vaccines, and medications,

especially for populations in low-wage,

high-risk essential jobs. Legacies of mar-

ginalization ensure that people most at

risk also have limited resources including

specialized knowledge and time to find

the free home test kits, masks, and medi-

cations that are available. Government

has a responsibility to provide resources,

to develop infrastructure and strategies

that will connect these resources to

people who need them the most, and

to mandate employers to do the same.

Resources to improve ventilation and

air filtration in buildings, including ac-

cess to portable air cleaners, should be

made available.

Redistribute Power

Wemust truly prioritize people over prof-

its. One of the goals of the COVID-19

Preparedness Plan is to prevent eco-

nomic and educational shutdowns by

keeping schools and businesses safely

open.30 Two months before the release

of the revised preparedness plan, the

CDC shortened the isolation period

from 10 days to 5 days for those who

test positive for SARS-CoV-2. However,

the ways by which prioritization of the

economy undermine collective health

and well-being and increase the risk of

community transmission are not con-

sidered. One of the 10 essential public

health services is to utilize legal and reg-

ulatory actions to improve and protect

the health of the public.31 The govern-

ment has power to enforce regulations

for schools and multibillion-dollar in-

dustries alike. People most negatively

impacted do not have the power to re-

structure institutions and policies in

ways that would facilitate their libera-

tion. This requires the Biden administra-

tion to develop and enforce regulations

to protect health.

Government has a history of regulat-

ing all kinds of activities when politically

convenient. Driven by homophobia and

the need to control the sexuality of gay

men, bathhouses and gay bars were

shut down, and gay men were banned

from donating blood as the govern-

ment argued that these were critical in

curbing the spread of HIV.32 Currently,

there are no mandates or enforceable

policies that regulate congregation of

people indoors or on airplanes. Masks

are optional. Masking when indoors or

when in crowds is an individual choice

shaped by politics.33 And people who

might be unvaccinated, immunocom-

promised, or otherwise more suscepti-

ble to the virus are still at greater risks

and remain unprotected.

We recommend workplace safety

standards, mask mandates and capaci-

ty limits for indoor public gatherings,

vaccine mandates for domestic flights,

and paid time off for up to 10 days for

people who have tested positive for

SARS-CoV-2, pay that is supplemented

by the federal government and from a

proportion of profits and net revenues

of large, wealthy employers.

Enact Legislation for People
With Long-Haul COVID-19

Significant funds should be made avail-

able to specifically support the growing

number of people who are unable to

work because of long COVID-19–related

limitations. One of the most significant

national policy responses to HIV was

the enactment of the Ryan White Pro-

gram, which pays for medical and sup-

port services for low-income persons

living with HIV. A similar legislation
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should be enacted for long-term med-

ical and support services that are

needed by people who are navigating

COVID-19–related disabilities, unable

to work, or in precarious employment

situations with no benefits to support

comprehensive rehabilitation services.

At the state level, Medicaid expansion

is also necessary, especially as it is likely

to cover a more comprehensive set of

services for those who, because of the

undue burden of COVID-19, have be-

come eligible for Medicaid. Southern

states that have not expanded Medic-

aid are also states with relatively high

HIV prevalence and greater incidence

of COVID-19.4 Ultimately, universal

health care, Medicare for all, or some

version of a single-payer system is

needed. It is time to restructure our

health care system such that access to

health services for most persons in the

United States is not contingent upon

resources such as employment.

Center Most-Impacted
Communities

Wemust center disproportionately

affected communities in policy develop-

ment and implementation. One suc-

cessful response to HIV is that people

living with HIV are involved in informing,

developing, implementing, and moni-

toring programs and policies.4 For ex-

ample, for organizations to obtain Part

A funds from the Ryan White Program

(funds that support HIV services in ur-

ban areas), there are requirements for

these organizations to demonstrate

mechanisms through which people

living with HIV participate in needs as-

sessment, prioritization of services, and

allocation of funds to these services.

A similar requirement that policy and

program responses to COVID-19

should have a process for community

leadership in planning, implementation,

and monitoring is necessary. The

experiences of patients with long-haul

COVID-19 and their advocates will play

a central role in ensuring people with

long COVID-19 are supported.34

Evaluate Policies Across
Systems

We must consider how benefits of our

responses to COVID-19 might be ineq-

uitably distributed, thus exacerbating

other inequities. With HIV, for example,

the development of ART and PrEP in-

creased viral suppression and reduced

new infections in general but widened

racial inequities in viral suppression

rates and rates of new infections be-

cause, compared with Black and Latino

men who have sex with men, White

men who have sex with men had more

access to these medications.2,3,20

When there is a new development that

prevents disease and death, people

with more resources are usually

those who can take advantage of these

developments. They benefit the most

because resources, whether social,

financial, or technological, are usually

transferable and can be used in many

different situations to ultimately im-

prove health.14

Access to vaccines, high-filtration

masks, and test kits by people with

resources can widen existing inequities

in COVID-19 outcomes. They can also

widen socioeconomic inequities as per-

sons with access to vaccines, masks,

and tests likely have greater odds of

staying healthy, continuing to work, at-

tending classes, and so forth. Similarly,

increase in the use of telemedicine and

the move to virtual work and school

might create new inequities in learning

outcomes and health care utilization.

While these developments and

measures are critical for controlling the

pandemic, we need monitoring sys-

tems in place to understand, mitigate,

and eliminate new inequities.

CONCLUSION

The health justice framework considers

the central role of power and resources

in the liberation and advancement of

communities who are disproportionately

affected by health crises, including those

caused by noncommunicable diseases

and other conditions—power to make

decisions that can affect a broad range

of systems, institutions, structures, and

populations. Power to make decisions

and to control resources needed to sup-

port these decisions can alter the trajec-

tories of crises. Government has power

to enact far-reaching regulations and

mandates and to develop and enforce

policies. Government can also make

resources available and accessible by

regulating and taxing large corporations;

by providing supplements, subsidies,

and tax reliefs to individuals and busi-

nesses; and through the enactment of

policies and programs that enable peo-

ple to save money.

Both HIV and COVID-19 have wrought

significant loss, grief, trauma, and suffer-

ing. Communities hit hardest by legacies

of marginalization are disproportionately

affected and should lead the develop-

ment of long-term solutions. Investing in

community-based participatory research

now is essential so that communities can

begin to direct and work with research-

ers to identify and prioritize their needs,

to develop context-specific approaches

to address these needs, and to work to-

ward liberation and advancement. In

40 years, we have made significant

advances in HIV prevention and treat-

ment. Yet, the benefits of these advances

are not equally distributed. We are
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seeing the same patterns with COVID-19

in which the benefits of advances such

as vaccines, at-home test kits, and medi-

cations are unequally distributed. This is

compounded by the fact that communi-

ties already disproportionately burdened

by the HIV pandemic are also burdened

by COVID-19.

We need an equitable society to pre-

vent disproportionate impact of health

crises. The Coronavirus Tax Relief in the

form of economic impact payments

and the advance child tax credits helped

restore some of the income losses

incurred by individuals and families.

However, broad structural changes are

necessary for the liberation of marginal-

ized populations and for significant

long-term benefits that can finally end

legacies of marginalization. This is an

issue of justice. This is also within our

reach. People, systems, and institutions

that benefit from structural inequalities

at the expense of marginalized commu-

nities have a responsibility to relinquish

these benefits to level the socioeco-

nomic field.

In the end, government has the ut-

most responsibility to act decisively by

investing in policies that address multi-

ple dimensions of inequality. Policies

such as universal health care, guaran-

teed living wage, universal access to

broadband Internet, universal access

to childcare regardless of employment

status and income, and guaranteed

and expanded sick leave will go a long

way toward achieving a more equitable

society. But government will not act

simply because we wish for action.

Community organizing; building grass-

roots movements; advocacy; public, pri-

vate, and nonprofit collaborations; and

grassroots activism are necessary strat-

egies to influence change, even at dif-

ferent levels of government.16,35,36

The abolition movement, for exam-

ple, has been successful in bringing the

idea of abolition into the mainstream.

People are actively talking about police

and prison abolition, and we have seen

a few jurisdictions redistribute funding

away from policing.37 Similarly, collective

power and action have led to changes

in local, state, and federal-level policies

that have improved, even incrementally,

the health of many constituents such as

nonsmokers, persons with disabilities,

and people living with HIV.38 Amid po-

litical resistance to change and in the

absence of governmental action, move-

ment building and community organiz-

ing are critical.
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