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Perspective Chapter: Centering
Race, Stigma and Discrimination -
Structural Racism and Disparities
in HIV among Black Sexual
Minority Men

Paul A. Burns

Abstract

Structural racism is a fundamental cause of health disparities in the United
States among racial/ethnic and sexual/gender minorities. Although there are
well-documented disparities in the access of HIV prevention, care, and treatment
services, the impact of structural racism on HIV/AIDS remains not well understood.
The purpose of this chapter is to provide a detailed description of (1) the theoretical
underpinnings of the link between structural racism and HIV, (2) a review of the
evidence of these associations, and (3) a culturally appropriate, trauma-informed
agenda that addresses intersectional, multi-level structural racism and its myriad
manifestations to reduce HIV vulnerability for racial/ethnic and sexual/gender
minorities, particularly Black sexual minority men.

Keywords: structural racism, structural discrimination, Black MSM, men who have
sex with men, MSM, Black sexual minority men, pre-exposure prophylaxis (PrEP),
human immunodeficiency virus (HIV), sexual and gender minorities, racial and
ethnic minorities, stigma and discrimination

1. Introduction

After 40 years of the discovery of the human immunodeficiency virus (HIV)
that causes autoimmune deficiency disease syndrome (AIDS), HIV remains a
critical public health concern, particularly among racial/ethnic and sexual/gender
minority populations. During the intervening years, there have been enormous
advances in biomedical prevention strategies (e.g., pre-exposure prophylaxis
(PrEP) and treatment therapies antiretroviral therapy (ART) that have transformed
HIV from a death sentence to a chronic condition. Yet, despite these lifesaving
treatments and therapies, the benefits have not been equally shared. There are still
alarming numbers of new infections disproportionately impacting racial/ethnic and
sexual/gender minorities, particularly Black gay and bisexual men in the United
States. Notably, Blacks represent less than 13% of the population, but Black MSM
accounts for 42% of all new HIV infections [1]. There are marked racial/ethnic dis-
parities in health in the US, with Blacks or African-Americans faring substantially
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worse compared to their white counterparts, including diabetes prevalence,
colorectal cancer incidence and death, and mortality due to coronary heart disease
and stroke [2-4]. These disparities are particularly acute in HIV, particularly for
Black men who have sex with men (Black MSM). It is estimated half of Black MSM
in the U.S. can be expected to become HIV positive in their lifetime [5]. Current
surveillance data show that most of the HIV cases are clustered in the Southern U.S,,
aregion marked by racial and structural inequalities as a result of racialized chattel
slavery and Jim Crow segregation, where a large majority of the Black population
continues to live in neighborhoods, that are divided and unequal reflecting previ-
ously codified racial divisions in housing, employment, education, healthcare,
public utilities, and infrastructure [6].

While studies have shown African Americans do not have higher rates of sexual
risk behaviors than their white counterparts and biomedical advances are effec-
tive at prevention and transmission of HIV/AIDS, at issue is accounting for the
enormous racial/ethnic disparities in HIV-related outcomes [7]. In this perspective
chapter, we explore the evidence underpinning the relationship between structural
racism and high rates of HIV among racial and sexual minority populations in the
U.S., particularly Black men who have sex with men (MSM). We examine the social,
economic, and political policies and practices that engender a social and structural,
and built environment that may increase or reduce an individual’s HIV vulnerability
to exposure to HIV. An examination of structural racism and HIV is timely given the
ongoing debates around race and Covid-19, the Black lives matter movement and the
ending the HIV epidemic initiative [8-10]. This work builds on previous work on
race and HIV by incorporating emerging research employing an intersectional lens
to understand the role of multiple identities and interlocking oppressions in explain-
ing differential outcomes around HIV [11-13]. Frist we will review the origins of
HIV using a social-ecological lens to better understand the influence of structural
factors on increasing barriers to HIV prevention, care, and treatment services
among racial/ethnic and sexual/gender minorities. Next, we provide an overview of
the types of structural racism followed by a description of the intersectional stigma
framework that underpins our conceptualization of how structural racism operates
to increase HIV vulnerability. Then we embark on a review of the literature provid-
ing evidence linking structural racism and HIV-related disparities. Finally, we end
with conclusions, key policy recommendations, and future directions of research to
address the unique needs and structural barriers that create the conditions ripe for
HIV to flourish among racial and sexual minority populations. While this chapter
focuses primarily on the experience of Black sexual minority men in the U.S,, it
is our hope this information will have broader relevance to other populations and
settings to inform the development and implementation of structural level programs
and interventions to reduce the number of new infections among racial/ethnic and
sexual/gender minority populations, both in the U.S. and beyond.

2. Understanding the structural origins of the HIV epidemic

Significant success in the prevention of HIV infection in the United States has
been achieved. However, those successes were hard-won with significant opposi-
tion from hostile government officials, religious groups, and the public at large. In
the early days of the AIDS epidemic, there was widespread misinformation about
AIDS with many believing it was a disease that affected only homosexuals and was
a punishment from God for their turning away from the teachings of the Bible.
Alongside these common misinterpretations, longstanding homophobia and anti-
gay stigma and discrimination were the norm. It was within this socio-political
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context of government inaction and societal scapegoating where HIV went
undiagnosed and untreated and allowed to flourish within the Black community,
particularly among Black MSMs.

Much of the initial response was largely limited to activities organized by LGBT
community-based organizations and the gay community focusing primarily on
behavioral change and lifestyle factors including harm reduction (e.g., drug and sub-
stance use, sexual risk behavior) or uptake of biomedical therapies (e.g., condoms).
The first community-led activities were launched in San Francisco and New York
City where the first cases of HIV occurred [14]. These early activities were designed
to increase awareness and to educate the gay community about how the virus is
transmitted and risk reduction strategies to prevent HIV.

As time progressed, the government stepped in launching HIV prevention
programs to reduce the spread of the disease. These early government initiatives led
by the CDC continued the focus on individual-level programming around behav-
ioral change including: (1) the development of the National AIDS Information Line
(1983), (2) National AIDS Clearinghouse (1987), (3) America Responds to AIDS, a
national public information campaign (1987), and (4) the development and dissemi-
nation of Understanding AIDS (1988). Understanding AIDS was groundbreaking,
being the first public education campaign utilizing the U.S. postal service to deliver
health literacy information to every home in the United States [15]. However, early
approaches in delivering basic HIV education and awareness, changing attitudes, and
harm reduction among most-at-risk populations often did not address the unique
needs and realities of racial/ethnic communities. These programs targeted priority
populations deem at elevated risk including high-school and college-aged persons,
pregnant women, and healthcare workers [16]. While important advances were
made in the gay community benefitting the white gay community, however, they did
not substantially reduce HIV risk for African American and LatinX communities.

In the late 1980s, we start to see the development of more targeted evidence-based
interventions such as the five-city CDC AIDS Community Demonstration Projects
(1989), CDC HIV Prevention Research Synthesis Project, and the CDC Diffusion of
Effective Behavioral Interventions (DEBI) project [17, 18]. While these studies and
interventions were more tailored for marginalized populations such as injection drug
uses, sex workers, and racial/ethnic minorities, they were primarily individual-level
behavioral change initiatives with only a few structural interventions.

3. A conceptual framework for the association between structural
racism and HIV

Researchers in the area of public health, sociology, geography, and urban plan-
ning have shown macro-level factors at the structural level can influence health on a
number of health-related outcomes including mental health, cardiovascular disease,
maternal health, diabetes, and HIV [19-26]. According to Link and Phelan in their
theory of fundamental causes they argue that structural factors, that is, socioeco-
nomic status (SES) contribute to inequalities in health [27]. Extrapolating from this
premise and building on socio-ecological frameworks, we posit that the broader
dynamic and interactive macro-level social, political, and economic processes
structure access to societal resources and opportunity structures which are medi-
ated through the built environment has profound consequences influencing sexual
risk behavior and access to HIV prevention, care and treatment services. Our model
draws inspiration from the following structural frameworks: Structural violence,
social determinants of health, neighborhood effects, weathering and intersectional-
ity [13, 28-30]. Each of these theories and frameworks center upstream, macro-level
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factors as foundational to health disparities and provides a useful conceptual lens to
understand the spatial legacies of chattel slavery and contemporary effects of racial
capitalism and structural racism. Farmer’s theory of structural violence emerged
from Paul Farmer’s groundbreaking work in HIV in Haiti and argues that structural
consequences, for example, slavery, colonialism, Jim Crow, and other forms of
oppression have profound material consequences for individuals and populations,
particularly racial and ethnic minorities. Next, social determinants of health argues
that unequal access to basic needs and resources (i.e., employment, education,
housing, and healthcare) disadvantages certain individuals and groups affecting
their health outcomes [28]. Diex Roux’s neighborhood effects framework highlights
the importance of spatial and geographical variations in health arguing the larger
structural environment shapes neighborhood/community conditions and features
that may influence health outcomes [29]. Finally, we include Geronimus’ Theory

of weathering which helps us to better understand how effects of structural racism
(e.g., residential segregation, poor-quality schools, environmental racism) ‘gets
under the skin’ creating stress in the form of allostatic load which has been shown

to affect health outcomes [30]. These active and ongoing adjustments necessary to
manage these multiple interacting structural forces and stressors can create wear and
tear on the body leading to poor health outcomes, particularly increasing HIV vul-
nerability for historically marginalized and stigmatized groups such as Black MSM.
Moreover, we employ an intersectional approach to emphasize the intersections

of multiple and intersecting identities (e.g., race, gender, and sexual orientation)
and interlocking systems of oppression (e.g., racism, homophobia, and classism)
that may influence an individual’s behavior and access to resources and opportuni-
ties that impact their health and well-being [11-13]. By utilizing an intersectional
perspective, it allows us to center the multiple stigmatized identifies and contend
with the insidious and harmful direct effects of intentional and unintentional state-
sanctioned race-based, structural factors and processes that distribute resources and
opportunities that increase HIV vulnerability for Black sexual minority men. Our
conceptual model presented in Figure 1 is informed by the aforementioned socio-
ecological frameworks and divided into three levels: (1) structural level, (2) neigh-
borhood level, and (3) individual level, representing the multilevel and multivalent
nature of structural racism. The structural level is defined as macro-level forces (e.g.,
social, political, economic, and legal policies) developed by governments and power-
ful institutions that govern the organization and structure of society. The structural
racism interpretation of HIV proposes that macro-level structural level forces are
paramount in understanding HIV-related health disparities and as such foundational
to explaining differential HIV-related outcomes. Neighborhood level refers to the
community environment including both social and built environment aspects of
neighborhoods. The construct of the neighborhood is derived from the neighbor-
hood effects framework which explicitly acknowledges that relative deprivation

in the form of neighborhood structural disadvantage (e.g., access to employment,
housing, public transportation, etc.) may influence health-seeking behavior and
limit access to HIV prevention, care, and treatment services. Finally, the individual
level includes both sociodemographic characteristics (e.g., race, gender, age, and
education) and risk factors (e.g., condom use, number of sexual partners) that are
derived out of an unequal distribution of resources and exposure that create barriers
to healthy behaviors and access to healthcare. [llustrated in Figure 1 are pathways
that are represented by arrows in the diagram modeling key risk factors theorized as
having a significant impact on HIV vulnerability and explaining differential HIV-
related outcomes, particularly among Black MSM. The arrows indicate the dynamic
and interactive nature of structural racism which has both direct and moderating
effects that either reduce or increase an individual’s exposure to HIV.
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Figure 1.
Structural vacism and HIV vulnevability conceptual framework.

4. Evidence linking structural racism and HIV

While there is growing recognition of structural racism and its impact on
health, yet there is limited research examining the relationship between structural
level factors impact on health HIV-related outcomes. A full accounting of struc-
tural racism and HIV disparities among sexual and racial minorities is beyond the
scope of this chapter; rather instead we will provide an overview of the research
focusing on the role of structural racism in fostering conditions that increase
HIV vulnerability for Black MSM. We also acknowledge there is significant
diversity within the Black MSM rubric (e.g., gay, bisexual, transgender, gender
non-conforming; and same-gender-loving) with each subgroup experiencing
varying levels of structural racism at the intersection of race, class, sexual, and
gender identity, gender expression and HIV. Several researchers have critiqued
the use of the term MSM because of who it includes and excludes, however again
due to the limited scope of this chapter, we use the more traditional definition of
Black MSM—an individual who identifies as Black or African American, assigned
male at birth (MAB) and gay, bisexual and other men who have sex with other
men [31-33]. In this section, we divide structural racism into five key domains:
(1) Neighborhood Effects, (2) Social Determinants of Health, (3) Access to HIV
Prevention Care and Treatment Services, (4) Incarceration, Criminal Justice
System and HIV, and (5) Stigma, Cultural Competency, and Medical Mistrust.
We will attempt to address each in turn.

5. Neighborhood effects and HIV

Research has shown characteristics of the neighborhood can shape HIV risk
environments with differential impacts, particularly among sexual and racial/
ethnic minority populations [34-40]. Segregated residential patterns concentrate
high rates of HIV and community viral load in a small geographical region increas-
ing a person’s likelihood of having a sex partner who is HIV-positive and not virally
suppressed [41-43]. A study of Black MSM in Chicago found that an additional
infected person into your sexual network increases the odds of seroconversion
by a factor of thirteen [43]. The Chicago Metropolitan Statistical Area is ranked
5th in the nation with a dissimilarity score of 83.6. The index of dissimilarity is a
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measure of residential segregation that measures how one racial group is distrib-
uted across census tracts in the metropolitan area compared to the other group.
Scores ranging from 0 to 100 with a value of 60 or above is considered very high.
In Chicago, a score of 76.9 indicates a high level of segregation which aligns with
low viral suppression rates, thereby increasing HIV vulnerability for Black MSM
[44]. Residential segregation has also been shown to affect the choice of sexual
partner’s by limiting their social network contributing to increased levels of HIV
transmission and susceptibility among the Black MSM population. A study of the
effect of partner characteristics on HIV infection in Los Angeles found Black MSM
are more likely to have Black sexual partners than other groups, thus increasing
their potential of encountering an HIV-positive sexual partner [45]. In this study,
Black MSM were 4.4 times more likely to be HIV positive than their white coun-
terparts. Moreover, data suggest an association with neighborhood conditions and
HIV-related outcomes. Another study of Black MSM residing in New York City
found a measure of neighborhood physical disorder (e.g., boarded up and vacant
housing) was associated with lower odds of serodiscordant condom less intercourse
(AOR = 0.43; 95% CI 0.19, 0.95) among Black MSM suggesting the physical envi-
ronment foster conditions and situations that influence sexual risk behavior [46].

6. Social determinants of health

Poverty-related factors (e.g., low-income, unstable housing, incarceration, etc.)
have been shown to be a driver of the HIV epidemic creating significant barriers
to access to HIV prevention services and poorer HIV-related outcomes [47-49].
Housing instability has been shown to be negatively associated with risk of HIV
infection; viral suppression and uptake and retention of PrEP and ART [50-52].
One study of Black MSM in Massachusetts found those with unstable housing were
four times more likely to report engaging in unprotected sex. A systematic review
of housing status and HIV-related outcomes found lack of stable, secure, adequate
housing is a significant barrier to consistent and appropriate HIV medical care,
access and adherence to antiretroviral medications, sustained viral suppression, and
risk of forward transmission [53]. In a recent six-city study of Black MSM, 12.1%
had experienced homelessness in the last 12 months and reported difficulty in
maintaining adherence to ART compared to stably housed respondents [54]. Millet
et al. found housing instability, income, and marijuana use explained higher rates
of HIV among Blacks compared to whites [44]. In another study of Black MSM in
Atlanta, one-third of respondents reported experiencing unstable housing with the
majority of those being homeless [55]. Being unstably housed was associated with
declines in viral suppression. In addition to housing, the study found living below
the federal poverty level, and being incarcerated in the last 12 months was also
associated with statistical differences in viral suppression between Black and White
MSM [55]. For many racial/ethnic and sexual gender minorities maintaining health-
promoting behaviors and/or medication regimens such as PrEP compete with other
survival needs, such as securing stable housing.

7. Access to HIV prevention care and treatment services

Historically, African Americans have faced significant challenges obtaining
affordable, quality healthcare and often delaying seeking healthcare resulting in an
expensive emergency room visit and increased morbidity and mortality [56]. Due
to their stigmatized and marginalized status as Black, gay and poor, Black MSM in
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particular face a myriad number of challenges to accessing affordable culturally
competent, quality healthcare across the HIV continuum. Access and uptake of
HIV prevention biomedical therapies (e.g., HIV testing, pre-exposure prophylaxis
(PrEP), and antiretroviral therapy (ART)) is essential to improving HIV-related
outcomes for people living with HIV (PLWIH) and as an effective HIV prevention
strategy to eliminate transmission of HIV [57]. However studies show Black men are
less likely to use ART and have low rates of adherence. In 2017, a study found Black
MSM were less likely to secure ART, after controlling for less education, lower-
income and access to healthcare [58]. Pre-exposure prophylaxis (PrEP), which

has been found to be highly effective at reducing the transmission of HIV, remains
alarmingly low among Black MSM [59]. A recent study found approximately
500,000 African Americans could benefit from PrEP, but only 7000 prescriptions
(0.014%) were filled [60]. Several studies have found Black MSM are less likely to
use PrEP than their White counterparts [61, 62]. For example, a study utilizing the
National HIV Behavioral Surveillance survey conducted in San Francisco among
MSM showed only 7.7% of Blacks used PrEP compared to 22.9% of their White
counterparts.

There is growing evidence that suggests structural racism-related access to
social and economic resources affects access to HIV prevention, care, and treat-
ment programs among Black MSM. Numerous studies have shown Black MSM
face significant barriers to accessing health insurance. In a meta-analysis of risk
factors associated with disparities in HIV infection among MSM in Canada, UK,
and the USA, Millet e al. found Black MSM were less likely to have health insurance
compared to their white counterparts [63]. In this same study, the authors found
pronounced disparities across a number of structural barriers that increase HIV
vulnerability for Black MSM. Black MSM was more likely to be unemployed, have
low educational attainment, have lower income, and ever been incarcerated which
exacerbate efforts to obtain healthcare. A study examining access to healthcare
found expansion of Medicaid was associated with a decline in new HIV diagnoses
[64]. A recent study of Black MSM found 31% had no access to health insurance
[65]. Another study found an association between having health insurance and
being unaware of one’s HIV status demonstrating the importance of having a
primary healthcare provider [66].

8. Incarceration, criminal justice system and HIV

There is growing recognition that incarceration is a major structural factor
in increasing HIV vulnerability among Black MSM. Structural inequities in the
criminal justice system (e.g., stop and frisk, race-based sentencing, bail bonds)
have led to disparities in incarceration rates for racial/ethnic minorities, for both
Black men and Black MSM [67-70]. Research has shown correctional facilities are
sties of HIV infection where HIV prevalence rates are 5 times that of the general
population, yet only 20 states conduct HIV testing at the point of admission [71].
A study conducted in North Carolina showed only 31% of male inmates received a
voluntary HIV test [72]. While some facilities provide HIV prevention education,
it is often inconsistent [73-75]. Also, despite high rates of unprotected sex and
HIV infection within the prison system, the provision of condoms is not routine.
Only two state prison systems and five county jails make condoms available to
their male inmates [76]. Among Black MSM inmates who reported engaging in
anal sex, 90% indicated they did not use a condom [77]. Furthermore, a prior
history of incarceration is associated with non-adherence to HIV treatment
[78]. Over incarceration of African American men and lack of access to HIV



Effective Elimination of Structural Racism

prevention, care and treatment create conditions that drive the transmission of
HIV among racial/ethnic minority populations, particularly Black MSM [79].

9. Stigma, cultural competency and medical mistrust

While having insurance and a primary healthcare provider are important in
increasing access to needed HIV prevention, care, and treatment services, it does
not always guarantee access. For HIV prevention therapies to be prescribed both
patients and healthcare providers must be ready and willing to discuss sexual
health. Institutional cultural competency and subsequent patient-provider commu-
nication have been shown to influence uptake and use of PrEP. Cultural competency
and the healthcare provider at the institutional level play a critical role in creating
access to HIV prevention care and treatment for Black MSM. Despite advance-
ments in LGBT inclusion and rights, many healthcare providers lack awareness and
sensitivity in relation to sexual and gender minorities, particularly Black MSM.
Evidence has shown healthcare providers often fail to discuss sexual health as a
part of routine medical care which can lead to missed opportunities for critical HIV
prevention education, testing, and counseling [66].

Additionally, stigma and discrimination in healthcare settings have been shown
to create barriers to care among Black MSM [80-82]. Black MSM who experience
institutional racism or health care provider stigma and discrimination are less
likely to engage in health-seeking behavior [83, 84]. Research has shown stigma is
not only a deterrent to accessing care, but it can lead to longer lapses in care among
those who experience it [85-91].

10. Conclusions

There is a growing recognition that structural racism contributes to HIV-related
outcomes, particularly for Black MSM [92]. This year CDC declared structural
racism a public health concern [93]. Several initiatives to advance our understand-
ing of structural racism and its effect on health have been implemented including
NIH Unite Initiative whose primary goal is to address structural racism and pro-
mote racial equity and inclusion at NIH and within the larger biomedical research
enterprise [94]. In the area of HIV, NIH has recently convened an HIV-Related
Intersectional Stigma Research Advances and Opportunities Working Group to
develop measures and resources that better help to identify and measure HIV-
related stigma and discrimination at multiple levels that pose a critical barrier to the
prevention, care, and treatment of HIV; and negatively affect the quality of life in
those living with HIV [95].

In an effort to build on these initiatives, we call on national, state, and local
governments, policymakers, and community-based organizations to implement the
following structural HIV prevention interventions to reduce the number of new
infections among Black MSM, marginalized and highly stigmatized population:

10.1 Development and implementation of structural competency training and
policy

While there is a growing recognition of structural factors (i.e., structural
racism) in shaping HIV-related outcomes, there is an urgent need for training and
implementation of structural-based programs and interventions that comple-
ment biomedical therapies that address social determinants of health to improve
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HIV-related outcomes among Black MSM. The importance of a culturally compe-
tent healthcare professional in providing quality health care is well established [96].
Cultural competency is an evidence-based framework utilized by healthcare care
systems, agencies, and organizations that establishes a set of behaviors, attitudes,
and policies that enables effective cross-cultural communication between health-
care professionals and vulnerable populations leading to improved health outcomes
[97]. Similarly, there is a need for the development and implementation of struc-
tural competency training including a theoretical framework setting out a set of
constructs, measures, and strategies on establishing and maintaining structural
competency for health care systems and healthcare professionals.

10.2 Increase and expand HIV patient navigation services

We call for the development and implementation of patient navigation services
that are culturally and structurally tailored to meet the unique needs of Black
MSM who are disproportionately impacted by HIV. Evidence has shown patient
navigation services increase patient engagement and patient linkage to needed
HIV prevention, care, and treatment services [98-100]. Structurally-appropriate
HIV services might include provision of non-clinical services, for example, trans-
portation, clothing, food, rental assistance, housing, and workforce development.
Additional research and investments in addressing social determinants of health are
critical if we are to reach our goals of ending the HIV epidemic by 2030.

10.3 Implementation of innovative HIV structural interventions

There is growing evidence that structural-level interventions reduce HIV
vulnerability and improve HIV-related outcomes. There are a number of HIV
structural interventions that have been shown to be effective including compre-
hensive sex education, access to healthcare, and housing assistance. However, there
are other examples that may not be widely known, we list a few here to provide
you examples of novel and innovative programs that can be scaled up and/or
adapted for Black MSM. The Max Clinic in Seattle, WA and Open Arms Healthcare
Center (OAHCC) in Jackson, MS are two examples of health centers that have been
designed to meet the needs of racial/ethnic and sexual/gender minority populations
by providing culturally competent, quality healthcare across the HIV Continuum
[101, 102]. Both clinics offer a range of clinical and non-clinical services. OAHCC
utilizes an integrated HIV care model consisting of five care components: (1) case
management, (2) HIV health care (including primary health care), (3) behavioral
health care (i.e., mental and substance abuse screening and treatment), (4) adher-
ence counseling (a pharmacist-led intervention), and (5) social support services
(transportation, emergency food assistance, housing, and legal assistance). The
Max clinic is based on high intensity, low threshold incentivized care model includ-
ing walk-in service (no appointment necessary), primary care services, food
vouchers, cash incentives, no-cost bus passes, cell phones, as well as intensive case
management with cross-agency coordinated care.

10.4 Expand youth friendly HIV Services (YFHS)

Both in the U.S. and globally, adolescents and young people represent a growing
share of the newly infected. In the U.S., Black youth make up one-third of the newly
diagnosed [103]. There is a large body of evidence supporting the effectiveness of
providing youth friendly services that improve the delivery of sexual and reproduc-
tive health services. Given youth, particularly young Black gay and bisexual men,
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are at elevated risk of HIV, there is an urgent need to implement HIV prevention
programs targeting Black MSM early in their pre-teen years. Delivery of quality
services that are tailored to young Black MSM may reduce sexual risk behavior and
improve adherence to HIV prevention methods such as condoms, PrEP and ART.
The WHO has implemented guidelines recommending YFHS should be accessible,
acceptable, equitable, appropriate, and effective [104].

10.5 Implementation of multi-level, intersectional, trauma-informed HIV
prevention, care and treatment programs and services

Due to structural racism, discrimination, and stigma, Black MSM face a myriad
of traumas (e.g., poverty, early childhood adverse events, that is, sexual and/or
child abuse, mental health disorder, substance disorder, environmental hazard,
poor educational system, lack of healthcare, and substandard housing) which
have been shown to have negative effects on an individual’s mental, physical,
social, emotional, or spiritual well-being and consequently has shown to be associ-
ated with HIV vulnerability [105]. There is an urgent need for evidence-based,
structural-level trauma-informed interventions to address structural racism and
its effects on sexual risk behavior that increase the risk of HIV transmission.
Sub-Saharan Africa has been at the forefront of the implementation of structural
level, trauma-informed interventions including addressing gender norms and HIV,
intimate partner violence, and the use of microfinance to reduce HIV risk among
young women [106-111].

If we are to meet the goal of ending the HIV Epidemic [112] by 2030, then we
must radically shift how HIV prevention services are designed and implemented.
Evidence supports the rapid roll-out and scale-up of structural-level HIV preven-
tion programs: including comprehensive sex education, stigma reduction, uni-
versal condom availability, expanded syringe access for drug users, mental health
counseling, and free access to PrEP and PEP. We call for increased investments in
programs and policies that address social and structural determinants of health
and fundamentally shift political and policy priorities, rethink social norms,
and empower and transform historically marginalized communities. A number
of structural approaches have been used or may be adapted to address racial/
ethnic disparities in HIV including, free healthcare, affordable housing, a living
wage, guaranteed income, reforming of the criminal justice system, early child-
hood education, and free tuition to college. These programs and policies from a
wide range of fields and disciplines, including, education, economics, and public
health could be used and adapted to address racial/ethnic disparities in HIV
[113]. Figure 2 presents a conceptual model for an integrated, trauma-informed
HIV service delivery system. Using an ecological framework, we construct a
multilevel, intersectional trauma-informed HIV service delivery model. The
fundamental premise of the model is that broader, dynamic, and interlocking
oppressions derived out of a distorted, racially-determined political economy,
mediated through structural level processes, increase HIV vulnerability by creat-
ing barriers to access to HIV prevention, care, and treatment. We have divided the
framework into three major constructs (i.e., structural, community and individ-
ual). To date, the majority of interventions have been focused on the individual
level and to lesser extent community-level interventions. We propose policymak-
ers, researchers and public health officials increase investments in the develop-
ment and implementation of structural level interventions that will complement
HIV prevention efforts. The effects of structural racism are foundational to our
understanding of racial/ethnic and sexual gender disparities in HIV and as such it
requires a structural level, systems approach to address the underlying structural,
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Figure 2.
A multilevel, intersectional trama-informed HIV service delivery model.

Indi

vidual Level
HIV education and awareness
HIV testing and counseling
Access to PrEP, PEP, ART
Patient Navigation Services
Access to condoms
Cultural Competency Training
Mental health counseling

political, and economic processes that structure HIV vulnerability for Black,

sexual minority men.

Funding

N/A

Conflict of interest

PB has no conflict of interests.

Availability of data and material

Any datasets generated during and/or analyzed during the current study are not
publicly available due to confidentiality concerns but are available from the corre-

sponding author on reasonable request.

Code availability

N/A

11



Effective Elimination of Structural Racism

Author details

Paul A. Burns

Department of Population Health Science, John D. Bower School of Population
Health, University of Mississippi Medical Center, Jackson, Mississippi,

United States

*Address all correspondence to: ppburns@umec.edu

IntechOpen

© 2022 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms
of the Creative Commons Attribution License (http://creativecommons.org/licenses/
by/3.0), which permits unrestricted use, distribution, and reproduction in any medium,

provided the original work is properly cited.

12



Perspective Chapter: Centering Race, Stigma and Discrimination - Structural Racism...

DOI: http://dx.doi.org/10.5772/intechopen.101528

References

[1] Centers for Disease Control and
Prevention. HIV and African
Americans. 2019. Available from:
https://www.cdc.gov/hiv/group/
racialethnic/africanamericans/index.
html [Accessed: December 3, 2020]

[2] Centers for Disease Control and
Prevention. CDC health disparities and
inequalities report: United States, 2013.

Morbidity and Mortality Weekly Report.

2013;62(Suppl 3):1-1873

[3] Cunningham TJ, Croft JB, Liu Y,

Lu H, Eke PI, Giles WH. Vital signs:
Racial disparities in age-specific
mortality among blacks or African
Americans—United States, 1999-2015.

Morbidity and Mortality Weekly Report.

2017;66:444-456. DOI: 10.15585/mmwr.
mm6617e1External

[4] Williams DR, Sternthal M.
Understanding racial-ethnic disparities
in health: Sociological contributions.
Journal of Health and Social Behavior.
2010;51:S15-S27. DOI: 10.1177/00221465
10383838

[5] Hess KL, Hu X, Lansky A, Mermin J,
Hall HI. Lifetime risk of a diagnosis of
HIV infection in the United States.
Annals of Epidemiology.
2017;27(4):238-243. DOI: 10.1016/j.
annepidem.2017.02.003

[6] Centers for Disease Control and
Prevention. Diagnoses of HIV infection
among adults and adolescents in
metropolitan statistical areas—United
States and Puerto Rico, 2018. HIV
Surveillance Data Tables. 2020;1(3):1-77

[7] Hallfors DD, Iritani BJ, Miller WC,
Bauer DJ. Sexual and drug behavior
patterns and HIV and STD racial
disparities: The need for new directions.
American Journal of Public Health.
2007;97(1):125-132. DOI: 10.2105/
AJPH.2005.075747

13

[8] Reinhart E, Chen DL. (2021)
Carceral-community epidemiology,
structural racism, and COVID-19
disparities. Proceedings of the National
Academy of Sciences of the United
States of America. 2021;118(21):
€2026577118. DOI: 10.1073/pnas.
2026577118

[9] Jee-Lyn Garcia J, Sharif MZ. Black
lives matter: A commentary on
racismand public health. American
Journal of Public Health. 2015;
105(8):e27-e30

[10] Fauci AS, Redfield RR, Sigounas G,
Weahkee MD, Giroir BP. Ending the
HIV epidemic: A plan for the United
States. JAMA. 2019;321(9):844-845

[11] Turan JM, Elafros MA, Logie CH,

et al. Challenges and opportunities in
examining and addressing intersectional
stigma and health. BMC Medicine.
2019;17:7. DOI: 10.1186/512916-
018-1246-9

[12] Bowleg L. The problem with the
phrase women and minorities:
Intersectionality-an important
theoretical framework for public health.
American Journal of Public Health.
2012;102(7):1267-1273

[13] Crenshaw K. Mapping the margins:
Intersectionality, identity politics, and
violence against women of color.
Stanford Law Review. 1991;43(6):1241-
1299. DOI: 10.2307/1229039

[14] Shilts R. And the Band Played On.
New York: St. Martin’s Press; 1987

[15] Mason JO, Noble GR, Lindsey BK, et
al. Current CDC efforts to prevent and
control human immunodeficiency virus
infection and AIDS in the United States
through information and education.
Public Health Reports. 1988;103:255-263

[16] Wolitski R]J, Janssen RS,
Holtgrave DR, Peterson JL. The public



Effective Elimination of Structural Racism

health response to the HIV epidemic in
the U.S. In: Wormser GP, editor. AIDS
and Other Manifestations of HIV
Infection. 4th ed. San Diego, CA:
Elsevier Academic Press; 2004. pp.
997-1012

[17] Community-level HIV intervention
in 5 cities: Final outcome data from the
CDC AIDS community demonstration
projects. American Journal of Public
Health. 1999;89(3):336-345. DOI:
10.2105/2jph.89.3.336

[18] CDC. Division of HIV/AIDS
Prevention, National Center for HIV/
AIDS, Viral Hepatitis, STD, and TB
Prevention, Centers for Disease Control
and Prevention Compendium of
Evidence-Based Interventions and Best
Practices for HIV Prevention. 2021.
Available from: https://www.cdc.gov/
hiv/research/interventionresearch/
compendium/index.html [Accessed:
December 21, 2021]

[19] U.S. Department of Health and
Human Services, Office of Disease
Prevention and Health Promotion.
Healthy People 2030. 2021. Available
from: https://health.gov/healthypeople/
objectives-and-data/social-
determinants-health [Accessed:
September 19, 2021]

[20] Commission on Social Determinants
of Health. CSDH Final Report: Closing
the Gap in a Generation: Health Equity
Through Action on the Social
Determinant of Health. Geneva,
Switzerland: World Health
Organization; 2008

[21] McAllister A, Fritzell S, Almroth M,
et al. How do macro-level structural
determinants affect inequalities in
mental health?—A systematic review of
the literature. International Journal for
Equity in Health. 2018;17:180. DOL:
10.1186/s12939-018-0879-9

[22] Geter A, Sutton MY, Hubbard MCD.
Social and structural determinants of

14

HIV treatment and care among black
women living with HIV infection: A
systematic review: 2005-2016. AIDS
Care. 2018;30(4):409-416. DOLI:
10.1080/09540121.2018.1426827

[23] Crear-Perry ], Correa-de-Araujo R,
Lewis Johnson T, McLemore MR,
Neilson E, Wallace M. Social and
structural determinants of health
inequities in maternal health. Journal of
Womens Health. 2021;30(2):230-235.
DOI: 10.1089/jwh.2020.8882

[24] Martinez-Garcia M,

Salinas-Ortega M, Estrada-Arriaga I,
Herndndez-Lemus E, Garcia-Herrera R,
Vallejo M. A systematic approach to
analyze the social determinants of
cardiovascular disease. PLoS One.
2018;13(1):e0190960. DOI: 10.1371/
journal.pone.0190960

[25] Hill-Briggs F, Adler NE,

Berkowitz SA, Chin MH, Gary-Webb TL,
Navas-Acien A, et al. Social determinants
of health and diabetes: A scientific review.
Diabetes Care. 2020;44(1):258-279. DOI:
10.2337/dci20-0053

[26] Sullivan K, Thakur N. Structural
and social determinants of health in
asthma in developed economies: A
scoping review of literature published
between 2014 and 2019. Current Allergy
and Asthma Reports. 2020;20(2):5. DOL:
10.1007/s11882-020-0899-6

[27] Phelan JC, Link BG, Tehranifar P.
Social conditions as fundamental causes
of health inequalities: Theory, evidence,
and policy implications. Journal of
Health and Social Behavior. 2010,
2010;51(1):S28-S40

[28] Farmer PE, Nizeye B, Stulac S,
Keshavjee S. Structural violence and
clinical medicine. PLoS Medicine.
2006;3(10):e449. DOI: 10.1371/journal.
pmed.0030449

[29] Diez Roux AV, Mair C.
Neighborhoods and health. Annals of



Perspective Chapter: Centering Race, Stigma and Discrimination - Structural Racism...

DOI: http://dx.doi.org/10.5772/intechopen.101528

the New York Academy of Sciences.
2010;1186:125-145. DOI: 10.1111/j.
1749-6632.2009.05333.x

[30] Geronimus AT. The weathering
hypothesis and the health of African-
American women and infants: Evidence
and speculations. Ethnicity and Disease.
1992;2(3):207-221

[31] Boellstroff T. But do not identify as
gay: A proleptic genealogy of the MSM
category. Cultural Anthropology.
2011;26(2):287-312

[32] Young RM, Meyer IH. The trouble
with “MSM” and “WSW?”: Erasure of
the sexual-minority person in public

health discourse. American Journal of
Public Health. 2005;95(7):1144-1149

[33] Wilson BD, Miyashita A. Sexual and
gender diversity within the black men
who have sex with men HIV
epidemiological category. Sexuality
Research & Social Policy.
2016;13(3):202-214. DOI: 10.1007/
s13178-016-0219-z

[34] Ransome 'Y, Bogart LM, Kawachi I,
Kaplan A, Mayer KH, Ojikutu B. Area-
level HIV risk and socioeconomic factors
associated with willingness to use PrEP
among Black people in the U.S. South.
Annals of Epidemiology. 2020;42:33

[35] Burns PA, Snow RC. The built
environment & the impact of
neighborhood characteristics on youth
sexual risk behavior in Cape Town,
South Africa. Health & Place.
2012;18(5):1088-1100. DOI: 10.1016/j.
healthplace.2012.04.013

[36] Lindberg LD, Orr M.
Neighborhood-level influences on
young mens’s sexual and reproductive

health behaviors. American Journal of
Public Health. 2011;101(2):271-274

[37] Bauermeister J, Zimmerman M,
Caldwell C. Neighborhood disadvantage

15

and changes in condom use among
African American adolescents. Journal
of Urban Health. 2010;88(1):66-83

[38] Browning CR, Burrungton LA,
Leventhal T, Brooks-Gunn J.
Neighborhood structural inequality,
collective efficacy, and sexual risk
behavior among urban youth. Journal of
Health and Social Behavior. 2008;49(3):
269-285

[39] Burgard S, Lee-Rife SM.
Community characteristics, sexual
initiation, and condom use among black
South Africans. Journal of Health and
Social Behavior. 2009;50(3):293-309

[40] Fullilove MT. Neighborhoods and
infectious diseases. In: Kawachi I,
Berkman LF, editors. Neighborhoods
and Health, 2003. New York: Oxford
University Press Inc; 2003

[41] Bonett S, Meanley S, Stevens R,
Brawner B, Bauermeister J. The role of
networks in racial disparities in HIV
incidence among men who have sex
with men in the United States. AIDS and
Behavior. 2020;24(10):2781-2796. DOI:
10.1007/s10461-020-02798-1

[42] Millett GA, Peterson JL, Wolitski R]J,
Stall R. Greater risk for HIV infection of
black men who have sex with men: A
critical literature review. American
Journal of Public Health. 2006;96(6):
1007-1019. DOI: 10.2105/AJPH.2005.
066720

[43] Morgan E, Skaathun B, Duvoisin R,
Michaels S, Schneider JA. Are HIV
seroconversions among young men who
have sex with men associated with social
network proximity to recently or
long-term HIV-infected individuals?
Journal of Acquired Immune Deficiency
Syndromes. 2018;77(2):128-134. DOI:
10.1097/QAI1.0000000000001586

[44] Spatial Structures in the Social
Sciences, Brown University. Diversity
and Disparities Project. 2021. Available
from: https://s4.ad.brown.edu/projects/



Effective Elimination of Structural Racism

diversity/segregation2010/Default.aspx
[Accessed: July 6, 2021]

[45] Bingham TA, Harawa NT,

Johnson DF, Secura GM, MacKellar DA,
Valleroy LA. The effect of partner
characteristics on HIV infection among
African American men who have sex
with men in the Young Men’s Survey,
Los Angeles, 1999-2000. AIDS
Education and Prevention. 2003;
15(1):39-52

[46] Frye V, Nandi V, Egan JE, Cerda M,
Rundle A, Quinn JW, et al. Associations
among neighborhood characteristics
and sexual risk behavior among black
and white MSM living in a major urban
area. AIDS and Behavior. 2017;21(3):
870-890

[47] Pellowski JA, Kalichman SC,
Matthews KA, Adler N. A pandemic of
the poor: Social disadvantage and the
U.S. HIV epidemic. The American
Psychologist. 2013;68(4):197-209.
DOI: 10.1037/a0032694

[48] Riley ED, Gandhi M, Hare CB,
Cohen J, Hwang SW. Poverty, unstable
housing, and HIV infection among
women living in the United States.
Current HIV/AIDS Reports. 2007;4:181-
186. DOI: 10.1007/s11904-007-0026

[49] Schechter MT, Hogg RS, Aylward B,
Craib KJ, Le TN, Montaner JS. Higher
socio- economic status is associated
with slower progression of HIV
infection independent of access to
health care. Journal of Clinical
Epidemiology. 1994;47:59-67. DOI:
10.1016/0895-4356(94)90034-5

[50] Arum C, Fraser H, Artenie AA,
Bivegete S, Trickey A, Alary M, etal.
Homelessness, unstable housing, and
risk of HIV and hepatitis C virus
acquisition among people who inject
drugs: A systematic review and meta-
analysis. The Lancet Public Health.
2021;6(5):e309-e323

16

[51] Arno PS, Bonuck KA, Green J,
Fleishman J, Bennett CL, Fahs MC, et al.
The impact of housing status on health
care utilization among persons with
HIV disease. Journal of Health Care for
the Poor and Underserved. 1996;7(1):
36-49

[52] Mimiaga MJ, Reisner SL,

Cranston K, Isenberg D, Bright D,
Daffin G, et al. Sexual mixing patterns
and partner characteristics of black
MSM in Massachusetts at increased risk
for HIV infection and transmission.
Journal of Urban Health. 2009;86(4):
602-623

[53] Aidala AA, Wilson MG, ShubertV,
Gogolishvili D, Globerman J, Rueda S, et
al. Housing status, medical care, and
health outcomes among people living
with HIV/AIDS: A systematic review.
American Journal of Public Health.
2016;106(1):e1-e23

[54] Creasy SL, Henderson ER,
Bukowski LA, Matthews DD, Stall RD,
Hawk ME. HIV testing and ART
adherence among unstably housed black
men who have sex with men in the
United States. AIDS and Behavior.
2019;23(11):3044-3051

[55] Sullivan PS, Knox J, Jones J,

Taussig ], Valentine Graves M, Millett G,
et al. Understanding disparities in viral
suppression among Black MSM living
with HIV in Atlanta Georgia. Journal of
the International AIDS Society.
2021;24(4):e25689

[56] Kaiser Family Foundation. Key Facts
on Health and Health Care by Race and
Ethnicity. Washington, DC: Kaiser
Family Foundation; 2016

[57] Beer L, Mattson CL, Bradley H,
Skarbinski J. Medical monitoring
project. Understanding cross-sectional
racial, ethnic, and gender disparities
in antiretroviral use and viral
suppression among HIV patients

in the United States. Medicine.



Perspective Chapter: Centering Race, Stigma and Discrimination - Structural Racism...

DOI: http://dx.doi.org/10.5772/intechopen.101528

2016;95(13):e3171. DOI: 10.1097/
MD.0000000000003171

[58] Hoots BE, Finlayson TJ, Wejnert C,
Paz-Bailey G, National HIV Behavioral
Surveillance (NHBS) Study Group.
Updated data on linkage to human
immunodeficiency virus care and
antiretroviral treatment among men
who have sex with men-20 cities, United
States. The Journal of Infectious
Diseases. 2017;216(7):808-812. DOI:
10.1093/infdis/jix00

[59] Desai M, Field N, Grant R,
McCormack S. Recent advances in
pre-exposure prophylaxis for HIV. BMJ.
2017;359:5011. DOI: 10.1136/bm;jj5011

[60] Bowen A, Eikmeier D, Talley P,
Siston A, Smith S, Hurd J, et al. Notes
from the field: Outbreaks of Shigella
sonnei infection with decreased
susceptibility to azithromycin among
men who have sex with men—Chicago
and metropolitan Minneapolis-St. Paul.
Morbidity and Mortality Weekly Report.
2015;64(21):597-598

[61] Liu AY, Cohen SE, Vittinghoff E,
Anderson PL, Doblecki-Lewis S,

Bacon O, et al. Preexposure prophylaxis
for HIV infection ntegrated with
municipal- and community-based
sexual health services. JAMA Internal
Medicine. 2016;176(1):75-84. DOI:
10.1001/jamainternmed.2015.4683

[62] Snowden JM, Chen YH,

McFarland W, Raymond HF. Prevalence
and characteristics of users of pre-
exposure prophylaxis (PrEP) among
men who have sex with men, San
Francisco, 2014 in a cross-sectional
survey: Implications for disparities.
Sexually Transmitted Infections.
2017;93(1):52-55. DOI: 10.1136/
sextrans-2015-052382

[63] Millett GA, Peterson JL, Flores SA,
Hart TA, Jeffries WL 4th, Wilson PA,
etal. (2012), Comparisons of disparities
and risks of HIV infection in black and

17

other men who have sex with men in
Canada, UK, and USA: A meta-analysis.
Lancet. 2012;380(9839):341-348. DOI:
10.1016/S0140-6736(12)60899-X

[64] Cahill SR, Mayer KH, Boswell SL.
The Ryan white HIV/AIDS program in
the age of health care reform. American
Journal of Public Health.
2015;105(6):1078-1085

[65] Burns PA, Xavier Hall C, Mena L,
Wong F. Living while black, gay, and
poor: The association of race,
neighborhood structural disadvantage,
and prep utilization among a sample of
black men who have sex with men in the
deep south. AIDS Education and
Prevention. 2021;33(5):395-410

[66] Millett GA, Ding H, Marks G,
Jeffries WL, Bingham T, Lauby J, et al.
Mistaken assumptions and missed
opportunities: Correlates of
undiagnosed HIV infection among
black and Latino men who have sex
with men. Journal of Acquired Immune
Deficiency Syndromes. 2011;58(1):
64-71

[67] Brewer RA, Magnus M, Kuo I,
Wang L, Liu TY, Mayer KH. The high
prevalence of incarceration history
among Black men who have sex with
men (BMSM) in the United States:
Associations and implications.
American Journal of Public Health.
2014;104(3):448-454. DOI: 10.2105/
AJPH.2013.301786

[68] Garofalo R, Mustanski B,
Johnson A, Emerson E. Exploring
factors that underlie racial/ethnic
disparities in HIV risk among young
men who have sex with men.

Journal of Urban Health. 2010;87(2):
318-323

[69] Lim JR, Sullivan PS, Salazar L,
Spaulding AC, Dinenno EA. History of
arrest and associated factors among men

who have sex with men. Journal of
Urban Health. 2011;88(4):677-689



Effective Elimination of Structural Racism

[70] Valleroy LA, MacKellar DA,

Karon JM, et al. HIV prevalence and
associated risks in young men who have
sex with men. Journal of the American
Medical Association. 2000;284(2):
198-204

[71] Maruschak LM. HIV in Prisons,
Report Number 228307. Washington,
DC: Bureau of Justice Statistics, U.S.
Department of Justice; 2009

[72] Rosen DL, Schoenbach V],

Wohl DA, White BL, Stewart PW,
Golin CE. Characteristics and behaviors
associated with HIV infection among
inmates in the North Carolina prison

system. American Journal of Public
Health. 2009;99(6):1123-1130

[73] Myers J, Zack B, Kramer K,
Gardner M, Rucobo G, Costa-Taylor S.
Get connected: An HIV prevention case
management program for men and
women leaving California prisons.
American Journal of Public Health.
2005;95(10):1682-1684

[74] Collica K. The prevalence of HIV
peer programming in American prisons:
An opportunity wasted. Journal of
Correctional Health Care. 2007;13(4):
278-288

[75] CDC. HIV/AIDS education and
prevention programs for adults in
prisons and jails and juveniles in
confinement facilities—United States,
1994. Morbidity and Mortality Weekly
Report. 1996;45(13):268-271

[76] Braithwaite RL, Arriola KR. Male
prisoners and HIV prevention: A call for

action ignored. American Journal of
Public Health. 2003;93(5):759-763

[77] Hammett TM. HIV/AIDS and other
infectious diseases among correctional
inmates: Transmission, burden, and an
appropriate response. American
Journal of Public Health. 2006;96(6):
974-978

18

[78] Wohl AR, Johnson D, Jordan W,
Lu§, Beall G, Currier J, et al. High-risk
behaviors during incarceration in
African-American men treated for HIV
at three Los Angeles public medical
centers. Journal of Acquired Immune
Deficiency Syndromes. 2000;24(4):386-
392. DOL:
10.1097/00126334-200008010-00014

[79] Meyer JP, Chen NE, Springer SA.
HIV treatment in the criminal justice
system: Critical knowledge and

intervention gaps. AIDS Research and
Therapy. 2011;680617:1-10

[80] Mays VM, Cochran SD,

Zamudio A. HIV prevention research:
Are we meeting the needs of African
American men who have sex with men?
Journal of Black Psychology.
2004;30(1):78-105

[81] Brooks RA, Etzel MA, Hinojos E,
Henry CL, Perez M. Preventing HIV
among Latino and African American
gay and bisexual men in a context of
HIV-related stigma, discrimination, and
homophobia: Perspectives of providers.
AIDS Patient Care and STDs.
2005;19(11):737-744

[82] Chesney MA, Smith A. Critical
delays in HIV testing and care: The
potential role of stigma. The American
Behavioral Scientist. 1999;42(7):
1162-1174

[83] Haile R, Padilla MB, Parker EA.
“Stuck in the quagmire of an HIV
ghetto”: The meaning of stigma in the
lives of older Black gay and bisexual
men living with HIV in New York City.
Culture, Health and Sexuality.
2011;13(4):429-442

[84] Malebranche D], Peterson JL,
Fullilove RE, Stackhouse RW. Race and
sexual identity: Perceptions about
medical culture and healthcare among
Black men who have sex with men.
Journal of the National Medical
Association. 2004;96(1):97-107



Perspective Chapter: Centering Race, Stigma and Discrimination - Structural Racism...

DOI: http://dx.doi.org/10.5772/intechopen.101528

[85] Montano DE, Phillips WR,
Kasprzyk D, Greek A. STD/HIV
prevention practices among primary
care clinicians: Risk assessment,
prevention counseling, and testing.

Sexually Transmitted Diseases.
2008;35(2):154-166

[86] Tao G, Irwin KL, Kassler WJ]. Missed
opportunities to assess sexually
transmitted diseases in US adults during
routine medical checkups. American

Journal of Preventive Medicine.
2000;18(2):109-114

[87] Petroll AE, Mosack KE. Physician
awareness of sexual orientation and
preventive health recommendations to

men who have sex with men. Sexually
Transmitted Diseases. 2011;38(1):63-67

[88] Grodensky CA, Golin CE,

Boland MS, Patel SN, Quinlivan EB,
Price M. Translating concern into
action: HIV care providers’ views on
counseling patients about HIV
prevention in the clinical setting. AIDS
and Behavior. 2008;12(3):404-411

[89] Gardner EM, McLees MP, Steiner JF,
Del Rio C, Burman W]J. The spectrum of
engagement in HIV care and its

relevance to test-and-treat strategies for

prevention of HIV infection. Clinical
Infectious Diseases. 2011;52(6):793-800

[90] Giordano TP, Gifford AL, White AC
Jr, et al. Retention in care: A challenge to
survival with HIV infection. Clinical

Infectious Diseases.
2007;44(11):1493-1499

[91] Mugavero MJ, Lin HY, Willig JH, et
al. Missed visits and mortality among
patients establishing initial outpatient

HIV treatment. Clinical Infectious
Diseases. 2009;48(2):248-256

[92] Bailey ZD, Krieger N, Agénor M,
Graves J, Linos N, Bassett MT. Structural
racism and health inequities in the USA:

Evidence and interventions. Lancet.
2017;389(10077):1453-1463

19

[93] Centers for Disease Control and
Prevention. (2021). Media Statement
from CDC Director Rochelle P.
Walensky, MD, MPH, on Racism and
Health. Available from: https://www.
cdc.gov/media/releases/2021/s0408-
racism-health.html [Accessed:
September 20, 2021]

[94] NIH. Unite. 2021. Available from:
https://www.nih.gov/ending-structural-
racism/unite [Accessed: September

10, 2021]

[95] National Institutes of Health Office
of AIDS Research National Institute of
Mental Health Division of AIDS
Research, HIV-Related Intersectional
Stigma Research Advances and
Opportunities Workshop July-
September 2020. Available from:
https://www.nimh.nih.gov/sites/
default/files/documents/nih_oar_and_
nimh_hiv-related_intersectional
stigma_final workshop_summary_
final 508.pdf [Accessed: September
10, 2021]

[96] Betancourt JR, Green AR,

Carrillo JE, Park ER. Cultural
competence and health care disparities:
Key perspectives and trends. Health
Affairs. 2005;24(2):499-505. DOI:
10.1377/hlthaff.24.2.499

[97] O’Connor BB. Promoting cultural
competence in HIV/AIDS care. The
Journal of the Association of Nurses in
AIDS Care. 1996;7(Suppl 1):41-53. DOL:
10.1016/S1055-3290(96)80006-9

[98] Mizuno Y, Higa DH, Leighton CA,
Roland KB, Deluca JB, Koenig LJ. Is HIV
patient navigation associated with HIV
care continuum outcomes? AIDS
(London, England). 2018;32(17):2557-
2571. DOI: 10.1097/QAD.0000000
000001987

[99] Pagkas-Bather ], Jaramillo ], Henry J,
Grandberry V, Ramirez LF, Cervantes L,
et al. What’s PrEP?: Peer navigator
acceptability among minority MSM in



Effective Elimination of Structural Racism

Washington. BMC Public Health.
2020;20(1):248. DOI: 10.1186/
s12889-020-8325-5

[100] Burns PA, Omondi AA, Monger M,
Ward L, Washington R, Sims

Gomillia CE, et al. Meet me where [ am:
An evaluation of an HIV patient
navigation intervention to increase
uptake of PrEP among black men who
have sex with men in the deep south.
Journal of Racial and Ethnic Health
Disparities. 2021 Jan 5. DOI: 10.1007/
s40615-020-00933-1. Epub ahead

of print

[101] Melvin SC, Gipson J. The open
arms healthcare center’s integrated HIV
care services model. Preventing Chronic
Disease. 2019;(16):E135. DOI: 10.5888/
pcd16.180633

[102] Dombrowski JC, Ramchandani M,
Dhanireddy S, Harrington RD,

Moore A, Golden MR. The max clinic:
Medical care designed to engage the
hardest-to-reach persons living with
HIV in Seattle and King County,
Washington. AIDS Patient Care STDS.
2018;32(4):149-156. DOI: 10.1089/
apc.2017.0313

[103] CDC. HIV Among African
American Youth. 2021. Available from:
https://www.cdc.gov/nchhstp/
newsroom/docs/factsheets/archive/
cdc-youth-aas-508.pdf [Accessed:
September 21, 2021]

[104] World Health Organization. Global
Consultation on Adolescent Friendly
Health Services: A Consensus
Statement. Geneva: World Health
Organization; 2001

[105] Earnshaw VA, Bogart LM,
Dovidio JF, Williams DR. Stigma and
racial/ethnic HIV disparities: Moving

toward resilience. American Psychologist.
2013 May-Jun;68(4):225-236

[106] Abramsky T, Devries K, Kiss L,
Nakuti J, Kyegombe N, Starmann E, et al.

20

Findings from the SASA! study: A
cluster randomized controlled trial to
assess the impact of a community
mobilization intervention to prevent
violence against women and reduce HIV
risk in Kampala, Uganda. BMC
Medicine. 2014;12(1):1

[107] Wagman JA, Gray RH, Campbell JC,
Thoma M, Ndyanabo A, Ssekasanvu J, et
al. Effectiveness of an integrated intimate
partner violence and HIV prevention
intervention in Rakai, Uganda: Analysis
of an intervention in an existing cluster
randomised cohort. The Lancet Global
Health. 2015;3(1):e23-e33

[108] Reza-Paul S, Lorway R, O’Brien N,
Lazarus L, Jain J, Bhagya M, et al. Sex
worker-led structural interventions in
India: A case study on addressing
violence in HIV prevention through the
Ashodaya Samithi collective in Mysore.
The Indian Journal of Medical Research.
2012;135(1):98

[109] Jewkes R, Nduna M, Levin J,

Jama N, Dunkle K, Puren A, et al.
Impact of stepping stones on incidence
of HIV and HSV-2 and sexual behaviour
in rural South Africa: Cluster
randomised controlled trial. British
Medical Journal. 2008;337:a506. DOI:
10.1136/bm;j.a506

[110] Pronyk P, Hargreaves ], Kim JC,
Morison LA, Phetla G, Watts C, et al.
Effect of a structural intervention for
the prevention of intimate-partner
violence and HIV in rural South Africa:
A cluster randomised trial. Lancet.
2006;368:1973-1983. DOI: 10.1016/
S0140-6736(06)69744-4

[111] Pronyk PM, Kim JC, Abramsky T,
Phetla G, Hargreaves JR, Morison LA,
et al. Combined microfinance and
training intervention can reduce HIV
risk behaviour in young female
participants. AIDS. 2008;22:1659-1666.
DOI: 10.1097/QAD.0b013e328307a040

[112] Office of Infectious Disease and
HIV/AIDS Policy, HHS. Ending the HIV



Perspective Chapter: Centering Race, Stigma and Discrimination - Structural Racism...

DOI: http://dx.doi.org/10.5772/intechopen.101528

Epidemic in the U.S. (EHE). 2021.
Available from: https://www.hiv.gov/
federal-response/ending-the-hiv-

epidemic/overview [Accessed:
September 21, 2021]

[113] Adimora AA, Auerbach JD.
Structural interventions for HIV
prevention in the United States. Journal
of Acquired Immune Deficiency
Syndromes. 2010;55:5132-S135. DOI:
10.1097/QAI.0b013e3181fbcb38

21



