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Introduction
For the first time in more than two decades the International AIDS Conference returns
to the United States and this week more than 20,000 delegates from nearly 200 countries
are in Washington D.C. discussing a wide array of HIV/AIDS related issues, including the
troubling racial disparities of our domestic HIV epidemic, specifically:
–– African Americans, who make up only 14 percent of the U.S. population, make
up 44 percent of the HIV-positive population.1
–– Latinos face three times the HIV infection rates as whites.2
–– Men who have sex with men represent 2 percent of the U.S. population but account
for 61 percent of all new HIV infections.3
While the Obama administration has taken steps toward the elimination of these disparities through the National HIV/AIDS Strategy and Implementation Plan,4 there is
still much work to be done. This brief highlights underexplored explanations for these
disparities and outlines possible solutions to begin addressing them.
Oftentimes, popular culture has offered unfortunately erroneous explanations for the stark
racial disparate impact of HIV/ AIDS. The mass media, for example, has suggested that
black men “on the down low” infect black women by secretly sleeping with male partners,
acting as a bisexual “bridge” between gay and straight communities.5 But public health
scholars have found little support for this theory.6 Many may assume that black people suffer from greater HIV prevalence because they are considered less sexually responsible than
whites. Yet several studies have shown that black women and black men who have sex with
men—the two groups most severely impacted by HIV/AIDS—have similar numbers of
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sexual partners and use condoms as often as their white counterparts.7 Thus, behavioral
risk factors, while important, cannot fully explain the racial disparity.
Instead, the racial HIV gap and the racial health gap in general, is strongly correlated
with the racial wealth gap, which in turn is the direct outcome of both historical and
contemporary processes of segregation in housing, education, employment, and health
care as well as racially skewed mass incarceration. In this way, race—as it intersects with
poverty, gender, and sexuality among other factors—becomes the embodiment of a
multifaceted social exclusion and the rationalization for massive health inequities.8
The high rates of HIV/AIDS we see among communities of color are not the result
of high-risk behavior in these communities, but structural inequalities that make them
more likely to come in contact with the disease and less likely to treat it.
The racial dimensions of the HIV/AIDS epidemic are best understood in this light. The
glaring health inequities revealed by the distribution of HIV/AIDS demonstrate that race
is a social index of isolation and impoverishment, disregard, and disempowerment rather
than a proxy for divergent sexual attitudes or behaviors—much less genetic traits.9
Addressing the structural forces that shape the spread of infectious disease—or what the
World Health Organization has termed “the social determinants of health”—represents
a fundamental and necessary shift from the historic approach to the domestic HIV/
AIDS epidemic.10

Social determinants are a better predictor of HIV outcomes than
risk behaviors
The social determinants of health—“the conditions in which people are born, grow, live,
work and age, including the health system”—weigh more heavily in the cause and course
of every leading category of illness than do any attitudinal, behavioral, or genetic determinant.11 This is the case for heart disease, diabetes, and cancer and it is equally true for
the HIV/AIDS epidemic.
In fact, the effects of the social determinants of health may be even starker with respect
to HIV/AIDS because of its communicable nature. For example, a social determinant
like residential segregation influences a community’s access to crucial resources such
as housing, education, and health care, and also plays a role in determining with whom,
with what frequency, and on what terms people interact with others, both publicly and
privately.12 Similarly, the acute and chronic stress that stems from poverty and experiences of racism, sexism, and other power and resource disparities,13 can have profound
impacts on health outcomes in the case of exposure to HIV/AIDS.14
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Therefore, attempting to combat HIV/AIDS through attitude adjustment and behavior
modification alone is incomplete and ineffective. A strictly behavioral focus may also
be misleading and increase stigma by implying that individuals’ bad decisions are solely
to blame for their poor health outcomes. Raising public awareness about the social,
political, and economic conditions that exacerbate HIV/AIDS may combat the racial
stereotype that blacks and Latinos suffer from higher HIV/AIDS prevalence because
of their irresponsible sexual practices or hyper-homophobic cultures.15
Governmental entities—international and domestic—have already begun to focus on
the social determinants framework. The World Health Organization recommends that we
focus on improving daily living conditions; tackling the inequitable distribution of power,
money, and resources; and measuring and understanding the impact of interventions,16
to promote health equity. To this end, the National Institute on Minority Health and
Health Disparities, an entity within the U.S. Department of Health and Human Services,
has launched the Social Determinants of Health Initiative, which sets out to perform this
research. Meanwhile, the Centers for Disease Control and Prevention published a White
Paper on the social determinants of health as they relate to inequities in HIV, viral hepatitis, sexually transmitted infections, and tuberculosis in the United States.17

Addressing structural inequalities is necessary to eliminating
racial disparities
This brief builds on the holistic framework promoted by these agencies and further
explains the structural forces underlying the stark reality depicted in President Obama’s
National HIV/AIDS Strategy.18 The Obama administration’s efforts have cast an important light on the gross disparities in the distribution of HIV/AIDS in the United States,
especially those affecting men who have sex with men, racial and ethnic minorities,
youth, and populations of the Northeast and the South.19
Ultimately, this brief spotlights what the National HIV Strategy recognizes (although
the media largely overlooked this development when the president released the strategy): We must move beyond exclusively targeting the so-called risk behaviors of the
most vulnerable groups to also address the root causes of those structural inequalities—
the distribution of wealth, power, and resources based on real or perceived differences
of race, class, gender, sexuality, national origin, and immigration status—that constrain
individual and collective agency, generate chronic stress, erode immune system functioning, and block access to effective treatment.
In our emphasis on the structural dimensions of HIV disparities, we do not aim to
undermine the efficacy of behavioral interventions that have been successful. Rather,
our goal is to draw attention to the fact that such interventions alone will never be able
to mitigate the harsh racial disparities that HIV statistics depict.
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By focusing on the structural conditions that perpetuate the high rates of HIV/AIDS
among communities of color and the poor in addition to existing behavioral strategies,
we can create comprehensive interventions that will yield populationwide results, benefitting racial minorities and others.
Building on this insight, this brief identifies key areas related to HIV/AIDS outcomes that
are in need of reframing and rethinking if we are to mitigate the epidemic, specifically:
–– Residential segregation and housing discrimination
–– Education
–– Criminal justice, including HIV exposure laws
–– Immigration
In each case, we offer new directions for research and policy recommendations. Let’s
examine each in turn.

Residential segregation and housing discrimination
Geography is one of the key factors that explain the HIV/AIDS-related disparities we
see among racial and ethnic minorities across the United States. The effects of residential segregation and regional disparities combine to raise the prevalence and burden of
HIV/AIDS on minority communities. HIV infection rates are so high in some minoritydense urban poverty areas that they are on par with levels seen in Ethiopia and Haiti and
meet the United Nations’s definition of a “generalized HIV epidemic.”20
With the average white person living in a community that is 80 percent white, an average
black person living in a community that is more than 50 percent black, and an average
Hispanic person living in a community that is 46 percent Hispanic, residential segregation
by race and ethnicity remains a reality for many Americans.21 Americans who live in lowincome, predominantly minority neighborhoods are significantly less likely to receive early
HIV testing22 and treatment if they are infected.23 These differences appear to stem from
the deteriorated physical conditions and environmental stressors of these neighborhoods24
and from their relative remoteness to quality medical testing and health care sites.25
This segregation condenses a community’s social networks, which ultimately increases
the “community viral load”—an aggregation of the individual viral loads across a community.26 An individual viral load is “an important measurement of the amount of active
HIV [in] the blood of someone who is HIV positive,” and reflects the likelihood that an
individual will transmit HIV.27 Therefore, the community viral load is directly correlated
with HIV/AIDS risk.28
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A person who engages in an unprotected sexual act with a partner from a distressed
neighborhood where the community viral load is relatively high, incurs a much greater
chance of contracting HIV than a person who engages in the same sexual act with a
person from a more affluent neighborhood with a lower community viral load.29 Just
as an individual’s viral load reveals whether the person is receiving HIV therapy and the
effectiveness of that therapy, changes in community viral load can indicate effective
or ineffective interventions on a broader level.
Regional differences in the transmission and treatment of HIV infections also exacerbate racial differences related to HIV/AIDS in this country. As a group, people living in
the southern United States are significantly less likely to obtain treatment once infected
with HIV, and non-White Southerners may be nearly five times more likely than those
in all other regions of the United States, Canada, Australia, and Brazil, to experience
serious medical complications once infected.30 Much of the problem is structural. The
persistence of abstinence-only education,31 failed incarceration policies,32 and resistance to harm-reduction programs combine to make the risk of acquiring, transmitting,
and dying of HIV/AIDS higher in the South than in any other region of the country.33
Stigma is part of the problem as well. Many residents of the South—particularly regular
churchgoers—report that they would delay diagnosis and treatment due to embarrassment about sexually transmitted infections.34
An emerging line of research has also posited that racially distinctive sexual networks
may play a role in increasing exposure to and subsequent infection with HIV.35 While
the media tend to depict men who have sex with men as a threat to black women—
either because they reject black women for a “gay lifestyle” or they surreptitiously sleep
with women and men on the “down low”36—black women and black men who have
sex with men have much in common.37 In particular, they face a dearth of eligible black
male partners because of factors such as high unemployment, mass incarceration, and
violence and they are constrained to dense sexual networks of disproportionately black
partners.38 As the National Strategy recognizes,39 these patterns, which can be explained
by the combination of racial preferences and pervasive residential segregation,40 may
perpetuate and facilitate continued racial disparities in HIV transmission. Studies
suggest that nonblack potential romantic partners view both black women and black
men who have sex with men as less desirable than whites and other people of color.41
Whether they prefer black partners or struggle to attract nonblacks, black women and
black men who have sex with men often face limited romantic options. These limited
options may reduce a person’s leverage in sexual relationships and make it harder to
insist on condom use and/or monogamy, which may increase HIV risk.42 Because
experts such as Greg Millett have identified sexual networks as an important possible
explanation for racial disparities in HIV transmission,43 this brief calls for greater funding of innovative research to test this theory.
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Recommendations
• Redistribute HIV/AIDS funding to reflect the disproportionate burden in the South.
The Centers for Disease Control Division of HIV/AIDS Prevention, or DHAP, has
committed to focus on high impact prevention by modifying their funding formula
to focus on need. Congress must approve these funding modifications to ensure that
funding streams are concentrated in the South, as well as in pockets of the black and
Latino communities that experience the most significant HIV burden.
• Modify the funding formula for the Housing Opportunities for Persons With AIDS,
or HOPWA, program. Facilitating stable housing is a key preventative step to supporting people living with AIDS. The U.S. Department of Housing and Urban
Development should modify the funding formula to allocate money based not
on a cumulative morbidity from AIDS, but rather on the incidence of people living
with the disease in a given area.44
• Pass the Housing Opportunities Made Equal, or HOME, Act. Gay and transgender
Americans, including those living with HIV, continue to experience high rates of
discrimination in housing and rental markets. The HOME Act would amend the Fair
Housing Act to prohibit discrimination and intimidation on the basis of sexual orientation or gender identity, and provide the attorney general with appropriate pre-litigation
investigative power to enforce the law. The robust enforcement of existing antidiscrimination laws will also go a long way toward dismantling residential segregation.
• Increase funding of research designed to determine the role that sexual networks
play in racial disparities in HIV transmission. The Centers for Disease Control should
expand its research on sexual networks in order to highlight the structural factors that
influence those networks and inform the policies and programs of the relevant agencies. For example, research on the impact of incarceration on black women’s sexual
networks could help to inform the Department of Justice’s policies and programs
around criminal justice and reentry.

Education
Many HIV prevention and risk-reduction interventions have focused on HIV knowledge, sex education, and the promotion of condom use.45 Although such policies have
effectively decreased sexual risk behaviors,46 conservatives have often opposed programs
such as condom education and distribution.47 This has led to state and federal support
for abstinence and abstinence-only programs.48
Policies that promote abstinence as the only choice or that withhold important health
information place individuals at risk for making unhealthy decisions.49 Whether or not
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one prefers abstinence as the solution for unmarried teenagers, the reality is that many
young people are sexually active and at risk for HIV/AIDS and other sexually transmitted
diseases.50 In addition, many sex education policies provide a predominantly heterosexual perspective, excluding the health needs of lesbian, gay, bisexual, and transgender
adolescents, while indirectly stigmatizing them.51
Resources, in the form of culturally sensitive information and condoms, must be freely
and easily available and offered to all populations but most importantly, to those disproportionately impacted by HIV/AIDS. As the National Strategy notes—“[i]t is important
to provide access to a baseline of health education information that is grounded in the
benefits of abstinence and delaying or limiting sexual activity, while ensuring that youth
who make the decision to be sexually active have the information they need to take steps
to protect themselves.”52

Recommendations
• Provide comprehensive and free health and sexual health education. State governments
in particular should eliminate barriers that would restrict or deny free access to health
information. Abstinence only programs, for example, that withhold or limit information
on HIV/AIDS and sexually transmitted infections in general leave young people at risk.
• Provide free condoms. Prevention messages cannot succeed if individuals cannot
afford condoms. A recent Washington, D.C. program shows that providing female
condoms to women has been particularly useful in reducing HIV transmission rates,
reducing prevention costs, and empowering women.53 Studies also show that black
gay men use more condoms than white gay men, when they have access to them.54
So, agencies that support public education campaigns, such as the Centers for Disease
Control, should also pair those efforts with resources for condom distribution.

Criminal justice
Incarcerated populations and those under criminal justice supervision (such as parole
and probation) represent a large and growing segment of the U.S. population. These
groups experience elevated rates of HIV, STIs, and other diseases.55 Nearly 11 million
Americans (who are disproportionately black and Latino) are incarcerated at some
point of each year, and an estimated 17 percent of those individuals are living with HIV/
AIDS—a rate substantially higher than that of the general population.56 Many incarcerated
people experience repeated arrests and releases over their lifetimes. Hence, interventions carried out with incarcerated populations have the potential to benefit both the
criminal justice system through reduced morbidity and mortality among those for
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whom government is legally obligated to provide medical care, and the larger society
to which incarcerated individuals will return.
In-custody transmission of HIV, which can occur through sexual activity, including
sexual assault, needle-sharing for drug injection, and tattooing with unsterilized equipment is an important concern.57 Despite the high risk,58 less than 1 percent of jails and
prisons in the United States make condoms accessible to incarcerated individuals.59
In the absence of such access, those in custody may engage in unprotected sex or turn
to crude methods of protection, such as barriers made from food wrappers or gloves,
which are far less effective.60 In-custody condom distribution has been successfully
implemented in most Western European countries and many countries in other parts of
the world.61 Further, although in-custody needle exchange programs have been successfully implemented in a number of international settings, no U.S. prison or jail facilities
provide needle exchange.62
For inmates who are diagnosed with HIV prior to or during custody, continuity of HIVrelated treatment post-release is a major concern, as the National HIV Strategy recognizes.63 Both HIV transitional case management programs and collaborations between
treatment providers in custody and community settings have the potential to increase
the likelihood that HIV-positive people who are released from custody connect to and
remain in care. Other strategies, such as releasing those on treatment with 30-days
worth of HIV medication, also are promising.64
Although a few state and local governments and organizations are employing these strategies, they are not sufficiently coordinating their efforts and standards to institutionalize
them widely.65 Federal resources to identify model programs and make available the
necessary information for replicating them may facilitate more widespread adoption.
Particular attention must also be focused on the ongoing impact of incarceration on
relationship stability and male-female sex ratios in black and Latino communities.66 The
removal of potential and actual sexual partners from society through incarceration has
dramatic impacts on the partners and families left behind.67 Specifically, this removal
can condense sexual networks and as a result, increase HIV risk.68
Further, criminal prosecution has additional dire consequences for individuals, their
loved ones, and their communities due to the collateral consequences of conviction
such as the termination of government benefits (including housing, food assistance,
and financial aid for higher education) that are essential to keeping HIV-positive people
in care,69 difficulty seeking employment due to requirements to disclose prior convictions (and for those convicted of HIV exposure crimes, discussed below, HIV status),70
and the loss of parental rights.71
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Recommendations
• Increase prevention efforts in custody settings, including prisons, jails, juvenile
detention centers, and immigrant detention facilities. The Stop AIDS in Prison Act
of 2011, for example, would provide condoms and routine opt-out HIV and STD
testing for federal prisoners.72
• Promote rapid linkage to care on release. Post-incarcerated individuals are likely to engage
in sex and are at highest risk of negative health outcomes soon after release.73 The Office
of Minority Health, Department of Justice, and other agencies providing prisoner reentry programs and wraparound services should ensure that individuals with HIV are
linked to care along with the other basic needs like housing, clothing, employment, etc.
Coordinated efforts between agencies are critical to safeguarding the health and wellness
of both the individuals and the communities to which they return.
• Additional study of HIV risk in prison/jail. There is inadequate research on the risk of
HIV transmission in prisons and jails as opposed to outside.74 Further study is needed
to identify precise policy interventions to ensure that the state adequately protects
prisoners and the communities to which they will return.

HIV exposure laws
Criminalization under HIV exposure laws is a significant structural factor that deters
individuals from accessing HIV testing and perpetuates stigma. As of 2012, 38 states
and U.S. territories have laws that specifically criminalize HIV exposure75 through
consensual sex, needle-sharing, or through spitting and biting.76 Some states do not have
HIV-specific laws, but instead utilize general criminal laws like attempted murder or
assault, to prosecute HIV-positive people for HIV exposure.77
A majority of the HIV-specific laws do not differentiate between protected and unprotected
sex or require actual transmission of HIV or proof of intent to transmit HIV. Further, they
often criminalize conduct that carries little or no risk, such as oral sex.78 Therefore, the punishment is often grossly disproportionate to the risk/culpability. Moreover, sexual partners
of HIV-positive women sometimes use these laws as tools of harassment.79
Importantly, exposure laws contradict public health messages by putting the full responsibility for HIV prevention solely on the person living with HIV, rather than encouraging all
people to ask their sexual partners about their HIV status and to use condoms. In general,
a person’s knowledge of his or her HIV-positive status and failure to disclose that status
prior to sexual activity with another person is all that is needed for a successful prosecution. This system effectively penalizes HIV-positive people for knowing their HIV status
and results in one person’s word placed against another’s as to whether the positive person
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disclosed his or her status, with the HIV-positive person usually losing.80 Because people
who do not know their HIV status are much more likely to transmit HIV than those who
know they are positive, these misguided laws fail to address the root problem.81
The Obama administration and the United Nations have criticized HIV exposure laws.
The U.S. National HIV/AIDS Strategy encourages governments to eliminate or amend
such laws to reduce HIV stigma, which is a barrier to testing and leads to poor health
outcomes.82 In a recent hearing hosted by the Global Commission on HIV and the
Law in High-Income Countries, U.S. HIV exposure laws were identified by the Global
Commissioners as “harm[ing] already marginalized communities facing heightened risk
of HIV infection—including migrants, women, MSM, sex workers and people who use
drugs.”83 HIV exposure laws therefore exacerbate the structural forces shaping the HIV
epidemic and do not effectively prevent the transmission of HIV.84
Moreover, HIV transmission laws dangerously feed into this nexus of disparities for blacks
and Latinos, conflating the much-needed HIV prevention and care sector with the criminal justice system and often using public health officials as tools of criminalization.

Recommendations
• Support the REPEAL HIV Discrimination Act.85 The federal bill “creates incentives
and support for states to reform existing policies that use legal authority to target
HIV-positive people for felony charges and severe punishments for behavior that is
otherwise legal or that poses no measurable risk of HIV transmission”86 Accordingly,
state-based laws that criminalize those living with HIV should be dismantled.
• Develop programs that facilitate voluntary HIV status disclosure. People may not disclose their status for a number of reasons, including fear of intimate partner violence,
discrimination and HIV-related stigma, and lack of accurate information about living
with HIV. Community-based organizations working with HIV/AIDS positive individuals can be a conduit for counseling and support individuals regarding disclosure.

Immigration
Immigrants face complex structural obstacles, which may contribute to their increased
vulnerability to illness and a limited range of choices related to their health and wellbeing. The challenges associated with the migratory process itself are often compounded
by having to acclimate to a new environment, lack of documentation, and adjusting to
a new language.87
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Several studies demonstrate that foreign-born individuals living in the United States are
more likely than those born here to enter into HIV care late, to have low T-cell counts and
as a result have a weakened immune system at the time of diagnosis, and to be diagnosed
with HIV concurrently with AIDS.88 Various structural factors explain these patterns.
Undocumented immigrants fear “the system,” including the risk that seeking medical help could lead to deportation or other adverse legal consequences.89 Further, the
prospect of HIV disclosure to family members may pose a barrier to diagnosis and treatment.90 Stigma-management becomes compounded when non-English speakers (often
parents) must rely on English-speaking relatives (often their children) to communicate
with health care providers.91 In order to obtain testing or treatment, such immigrants
may have to sacrifice a reasonable expectation of medical privacy. People who are known
to be HIV-positive may face considerable stigma. The fear of the possibility of domestic
violence, for instance, is a strong factor shaping women’s negotiation of access to care,
condom use in intimate relationships,92 and disclosure of an HIV diagnosis.93
Diversity within immigrant populations also leads to different HIV risk profiles.
Diversity of country of origin is one important consideration to develop a better appreciation of specific epidemiological profiles and risk factors across mobile populations.94
One study, for example, calls for a more consistent recording of country of origin data to
help distinguish foreign-born from native-born blacks. In some of the localities lumping
both these groups into the category African American could be misleading in crucial
ways.95 The structural barriers facing African Americans may be specifically related to
institutionalized racism and poverty, while black immigrants may face these in addition
to challenges other immigrants face, such as language barriers.
Similarly, researchers must pay attention to diversity among Hispanic groupings in
terms of countries of origin as well as mobility, because these characteristics could
impact their risk and protective behaviors.96 For instance, Dominicans may negotiate
HIV risk and protective behaviors in relationship to the centrality of family reunification
as a strategy of immigration among much of this population. By contrast, such negotiations may look quite different for Mexican and Central American emerging immigrant
settlements on the East Coast where there tend to be large demographic imbalances
between immigrant male presence and largely absent or very small numbers of women.
In both cases, men may have sexual activity with partners outside of a primary relationship. Nevertheless, the conditions for risk and protective behaviors among men and
women in both populations need to be understood in their distinctness—an important
nuance that is often glossed over by relying on terms such as “Hispanic” or “Latino”
when describing these populations.
Lesbian, gay, bisexual, and transgender immigrants face multiple challenges,97 which
are often rendered invisible by the predominant view of immigrants as heterosexual.
Emerging research suggests that sexual minorities access geographical mobility through

11

Center for American Progress | HIV/AIDS Inequality: Structural Barriers to Prevention, Treatment, and Care in Communities of Color

the resources available through biological families and nonkin relations.98 This suggests
that immigration itself may help immigrants negotiate disclosure, discrimination, and
privacy concerns by creating distance between immigrants and their biological families.
This separation, however, means that any ongoing support they may need from family
abroad will require discretion. Sexual minority immigrant access to HIV prevention or
related resources may also require identification and involvement with gay-identified
groups, which may or may not appeal to immigrants of various sexual identifications
or gender expressions.99 In addition, the lack of access to federal recognition of their
partners or spouses relationships means that family reunification statutes in immigration
law do not apply to them.100
Furthermore, the ongoing need for support from within immigrant communities suggests
that migration does not detach these immigrants from the social norms they may seek
to escape in the first place. Those living with HIV and migrating to escape stigma may
continue to confront stigmatizing views, including within sexual minority communities
(based on their immigration status, race/ethnicity, and/or HIV status).101 The mental
health effects of stigma might increase the vulnerability of sexual minority immigrants
toward patterns of behavior that put them at increased risk for HIV,102 such as injection
drug use, alcohol consumption, and unprotected anal sex.103 Women and gender nonconforming people may face the additional challenge of vulnerability to rape and violence.

Recommendations
• Increased cultural competency among HIV/AIDS providers, public health officials,
and advocates. Cultural sensitivity training for advocates and care providers should
integrate specific information about local immigrant communities, their characteristics, and their challenges in order to help immigrants navigate their unique challenges
to HIV testing, disclosure, and access to treatment. Further, since immigrant communities are subject to immigration rights laws and regulations, which vary by state,
public health officials must be educated on the impact of those laws on the ability for
HIV positive immigrants to access care.
• Repeal the Defense of Marriage Act, or DOMA,104 or pass the Uniting American
Families Act, or UAFA.105 Ensuring that immigrants that are in same-sex relationships
can access family-based immigration would help reduce vulnerability they face.

General strategies for reducing HIV/AIDS-related disparities
and inequities
In addition to the previous action items addressing specific social determinants, it is
important to note high-level recommendations that more generally address reducing
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HIV-related health disparities and inequities. Many of these recommendations originate
from the National HIV/AIDS Strategy, but are proposals where full implementation has
yet to occur.

Collaborative funding streams
The Ryan White Program is the largest federally funded program specifically designed for
people living with HIV/AIDS in the United States, and also the most flexible.106 In fiscal
year 2011, the Health Resources and Services Administration, which administers the Ryan
White funds, will allocate $2.312 billion dollars to states, cities, and providers. Funds are
allocated based on geographic locations, hardest hit populations, types of services, and
system needs.107 This extensive allocation system ensures that community based organizations can provide wraparound services that support general quality of life issues such as
shelters for the homeless, substance abuse counseling programs, and job training.
By contrast, other smaller HIV/AIDS funding sources such as the Centers for Disease
Control ($573 million), Housing Opportunities for Persons With Aids ($298 million),
Substance Abuse and Mental Health Services Administration ($128 million), and
Office of Minority Health ($4.5 million) are far less flexible.108 The Centers for Disease
Control, while making strides in its impact on hard hit communities, still mainly funds
for testing and prevention.109 Housing Opportunities for Persons With Aids funds are
also mostly narrow in scope, and the agency encourages grantees to form strategies and
partnerships with other community organizations.110 More collaborative work between
these HIV/AIDS funding sources would help to bridge the gaps and ensure more supportive wraparound services.

Interagency workgroup coordination
In efforts to create a national strategy, the Office of National AIDS Policy, or ONAP, created
the Federal HIV Interagency Working Group comprised of HIV practitioners and policymakers to outline a comprehensive plan. In addition to their own expertise, the working
group analyzed suggestions from the public and formulated recommendations around incidence, access, and disparities that ultimately formed the National HIV/AIDS Strategy.111
Since the publication of the National HIV/AIDS Strategy, the working group has continued to meet on a quarterly basis to coordinate and implement high impact practices
across agencies, but there has been little transparency around the outcomes of these
meetings or the specific programs and practices that are being used to implement the
strategy.112 The Office of National Aids Policy should ensure that advocates and the
general public are informed of the progress of this work, and have opportunities to
weigh in and help guide the process.
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Further, the interagency coordination must extend beyond the beltway of Washington,
D.C. and take place at the regional, state, and local levels in order to ensure that the work
of the group is informed directly by the communities most impacted by the disease. For
example regional directors for each agency (Health and Human Services, Housing and
Urban Development, Labor, etc.) should also be directed to meet regularly to ensure
coordination of HIV-related support services.
States like New York and Texas already have coordinating working groups in place,
which can serve as models for other states.113 The New York State Interagency Task
Force on HIV/AIDS, established in 1983, is a national leader. As a state with one of the
highest incidences of HIV/AIDS, New York biannually convenes this meeting group
of state agency leaders to identify opportunities for collaboration and coordination
that address the epidemic.114 This level of coordination needs to be established for all
regions, specifically in those states in the South with the greatest incidents of HIV.

The Affordable Care Act
The Affordable Care Act will greatly improve health care access by extending coverage
to millions of uninsured people, including those living with HIV/AIDS. Since lack of
health insurance and access to care is often a key barrier to managing HIV, this coverage
expansion will go a long way toward supporting those with the highest incident rates.
The Affordable Care Act will also facilitate increased testing by integrating HIV/AIDS
tests into routine care services for women.115
The Affordable Care Act, however, may also have unintended consequences for the
community-based organizations who have been major providers of care. The Affordable
Care Act has increased support for community-based organizations that provide health
care services. However, many of the community-based organizations serving those living with HIV/AIDS offer social services rather than medical ones. As the biomedical
interventions for HIV/AIDS expand it is important to ensure that nonmedical community-based organizations that provide HIV/AIDS testing and counseling services continue to be funded to engage with the community. Such centers are often the first point
of access for people of color, and serve as a pipeline to care for those testing positive.116
So it is important to continue to support their work of community-based organizations.

Reducing stigma
One of the biggest barriers to health equity surrounding HIV/AIDS is the stigma and
relative silence associated with the disease. In communities of color in particular, the
stereotype of HIV/AIDS as the consequence of an individual’s deviant behavior has
perpetuated shame and discouraged people from knowing their status and treating it.
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By expanding the frame of HIV/AIDS to also discuss the structural factors that contribute
to the high rates among blacks and Latinos, we can shift the stigma away from individuals and extend the burden of responsibility for addressing the crisis to the systems and
communities themselves. Further, the structural conditions that impact HIV rates are
often the same ones that create health inequities in general for communities of color. So
an integrated focus on health and wellness will go a long way toward reducing stigma.
Act Against Aids is a model national program launched by the Centers for Disease
Control and the White House to counteract this inequity. This program educates the
public on testing and prevention as well as reducing the stigma surrounding HIV/
AIDS.117 This program should be ramped up and promoted across agencies.

Conclusion
The National HIV Strategy, and Implementation Plan, put forth by the Obama administration two years ago, acknowledges the role of structural factors in perpetuating the
alarming rates of HIV/AIDS that we see in communities of color and among men who
have sex with men. By recognizing that the impact of HIV is not colorblind or classblind, the strategy begins an important, forward thinking, conversation. Yet, beyond
this, insufficient progress has been made in developing and implementing structural
interventions that would mitigate the social determinants laid out in this brief.
Just as solutions must recognize inequalities among communities in terms of HIV risk,
such solutions must also account for the underlying source of these inequalities. The
source is not behavioral differences, but rather structural factors. Therefore, behavioral
solutions, while effective, alone will not suffice to curb the gross disparities.
We must take a holistic approach to dramatically reduce the racial inequities in
the incidence rates and outcomes of people living with HIV/AIDS. Moreover, it is
incumbent upon the administration to aggressively execute the tenants laid out in the
Implementation Plan in order to do so. Community-based health organizations must
also focus on the holistic health and wellness of their clients in order to boost outcomes.
Acknowledging the structural barriers is just a first step, eliminating them will require
the development of tangible intervention models that are implemented across agencies in addition to a sustained focus on behavioral interventions. This comprehensive
approach is the only way we will begin to bridge the gap for communities of color.
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