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Abstract

The preponderance of HIV interventions have been behavioral, targeting individual, dyadic, or group dynamics. However,
structural-level interventions are required to decrease HIV transmission and increase engagement in care, especially for men
who have sex with men (MSM), particularly Black and Latinx MSM. A systematic literature review was conducted to assess
the current state of structural interventions; only two studies detailing structural interventions related to HIV for Black and
Latinx MSM in the US were identified. An additional 91 studies which discussed structural-level barriers to optimal HIV
outcomes among MSM, yet which did not directly evaluate a structural intervention, were also identified. While this paucity
of findings was discouraging, it was not unexpected. Results of the systematic review were used to inform guidelines for the
implementation and evaluation of structural interventions to address HIV among MSM in the U.S. These include deploy-
ing specific interventions for multiply marginalized individuals, prioritizing the deconstruction of structural stigma, and
expanding the capacity of researchers to evaluate “natural” policy-level structural interventions through a standardization
of methods for rapid evaluative response, and through universal application of sex, sexual orientation, and gender identity
demographic measures.
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Introduction

In 2018, an estimated 37,800 people in the United States
(US) were diagnosed with HIV. Nearly 70% of all new infec-
tions in 2018 were among gay, bisexual, and other men who
have sex with men (MSM), with marked disparities among
racial/ethnic minorities—Black MSM (BMSM) and Latinx
MSM (LMSM) accounted for 67% of HIV diagnoses among
MSM, but comprise only 11.6% of the MSM population in
the US [1, 2]. Despite the perception that disparities are
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driven by behavioral factors such as condomless sex and
multiple sex partners, the reality is that a complex array
of multilevel factors beyond just individual-level behaviors
has led to the disproportionate rates of HIV among MSM,
particularly racial/ethnic minority MSM [3]. Among MSM,
it is now known that: poverty leads to a lack of access to
health care and preventive services [4]; instability in hous-
ing results in an inability to maintain viral suppression or
take pre-exposure prophylaxis (PrEP) regularly [5]. Further,
racism/homophobia/biphobia results in a lack of culturally
responsive care and subpar service provision in healthcare
settings [6, 7], is linked to the creation of hostile environ-
ments in other major social systems, including housing,
education, and criminal justice [8—11], and has been further
associated with HIV risk behaviors [12]. Mass incarcera-
tion impacts both infection rates and engagement in care
[13]. Moreover, these barriers do not operate in isolation:
individual-, interpersonal-, community-, and structural-level
factors combine to create extensive, multilevel barriers to
HIV prevention and care among sexual, gender, and racial/
ethnic minority populations [4, 14-16].
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Given the multilevel drivers of HIV infection, particularly
among minoritized communities, there is an obvious need
to continue expanding the research literature on interven-
tion methods beyond the individual level. However, most
funded HIV prevention and treatment interventions are
behavioral in nature, and focus largely on individual, dyadic,
or group dynamics. According to a recent search of NIH
RePORTER, only 337 of 1701 funded HIV interventions
(19.8%) contained the key word “structural,” and the vast
majority of these interventions were not specifically focused
on changing an aspect of the structural environment [17].
Although behavioral interventions often play a valuable role
in improving the livelihoods of individuals, and can have
real and tangible effects on HIV attitudes, beliefs, and safer
sex practices, they are limited in their ability to effect change
at the population level. For one, behavioral interventions
often require substantial resources for minimal benefit at
scale [18]. Additionally, they frequently fail to address the
social contexts in which behavior—and therefore, elements
of health—occur, and face a wide range of challenges related
to larger, ideological macro-systems (racism, sexism, homo-
phobia, biphobia, etc.), which play out in other structural and
material realities, such as infrastructure, network- and social-
level contextual factors, and population-level distributions of
capital investment [18-22]. Moreover, many critiques have
been made about the limited long-term efficacy of behavioral
interventions, the strength of which is known to fade over
time, resulting in only a short-term, temporary adjustment
to behavior [23, 24]. In addition to these practical shortcom-
ings, there have also been a number of vital philosophical
critiques levied at behavioral-only approaches to HIV elimi-
nation which fail to account for structural concerns, includ-
ing their tendency to conceptualize the individual—and
specifically, often marginalized individuals—as the locus of
HIV risk, as opposed to the broader systems and structures
which act upon individuals; a consistent shortcoming of the
field of public health overall [25].

These limitations of behavioral interventions present the
need for more comprehensive approaches to HIV from both
an academic and program implementation perspective. As
such, it is important that we examine our progress in enact-
ing structural change as a field. Public health professionals
have long called for a more comprehensive, equity-based
approach to the epidemic—one that will address the larger
systemic forces driving HIV disparities [26—28]. Among
these calls is a consistent theme of advocacy for the imple-
mentation, evaluation, and scale-up of structural interven-
tions. Blankenship, Friedman, and colleagues were some of
the first to examine structural interventions for HIV in the
dominant academic literature; their 2000 systematic review
was one of the first to comprehensively examine and typolo-
gize approaches to structural interventions. In this review,
they came to define structural interventions as “interventions
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that work by altering the context within which health is pro-
duced or reproduced” [29]. We use this same definition in
this manuscript.

From such early discussions, socioecological frameworks
for HIV prevention have emerged, such as Mugavero’s
framework for factors influencing engagement in HIV medi-
cal care [30] and Meyer’s minority stress framework [31].
Singer’s exploration of biosocial disease interaction echoes
such approaches [32]. Prado, Lightfoot, and Brown called
for the creation, evaluation, and dissemination of “interven-
tions that target macro-level factors” in prevention among
ethnic minority youth [33]. This work has contributed to
and driven a robust body of theory, academic discourse, and
advocacy for structural interventions. Ultimately, this body
of scholarship coalesces around the need for interventions
that aim to influence factors at the macro-system level—that
is, “the broad social and philosophical ideals that define a
particular culture”—which often involves targeting issues
such as poverty, stigma, discrimination, racism, sexism, and
homophobia, commonly referred to as “root-causes” of dis-
parities, or as social determinants of health, that contribute
to HIV acquisition risk and poor access to HIV services
[3, 33, 34], among other suboptimal outcomes. Structural
interventions seek to ameliorate the effects of social deter-
minants of health by counteracting the systemic mechanisms
that link these determinants to poorer health outcomes. This
could include implementing new policies to improve access
to housing and employment, providing additional opportuni-
ties for social and economic development for individuals and
communities, or programs which sustainably increase avail-
ability and accessibility of otherwise inaccessible prevention
tools like PrEP or condoms. In other words, the difference
could be summarized by stating that behavioral interventions
seek to change the way people act, while structural interven-
tions seek to change the environment in which they act [35].

Due to the time, cost, and political will needed, there have
not been many large-scale structural interventions enacted in
the United States, despite frequent discussion of their poten-
tial impact over the last two decades in the HIV/AIDS lit-
erature [29, 36]. However, this growing body of work points
to the utility of accounting for structural factors in the study
of HIV epidemiology. In other words, whether or not one is
proposing to actually change structural factors, their role in
any given dynamic of HIV prevention or treatment should
be explicitly considered. For example, exploring how these
factors operate at the community level is useful in examining
the pathways between macro-level factors and on-the-ground
health outcomes. This could include, among other things,
study of the role of racial and economic geospatial segre-
gation in HIV transmission dynamics; a factor which has
gained recognition as a key driver of HIV outcome dispari-
ties [22, 37-39]. Here, applying a structural lens has allowed
researchers to better understand how concentrated pockets of
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HIV vulnerabilities such as poverty status, employment, and
homelessness highlight the socioeconomic distribution of
health inequality [40, 41]. Moreover, this framing allows us
to see how the distribution of socioeconomic capital makes
barriers to care such as cost and health insurance coverage
even more pertinent in communities [4, 42, 43]. Similarly, a
number of studies have found links between neighborhood
socioeconomic context, resource availability, care engage-
ment, and viral suppression [44, 45]. For example, histori-
cally Black and resource-deprived neighborhoods are less
likely to have an HIV care clinic nearby, therefore increasing
travel time to appointments and reducing retention in care
[46].

As the example of neighborhood context makes clear,
social and socioeconomic factors—including but not limited
to homelessness/unstable housing, employment, incarcera-
tion, neighborhood effects, health system access, stigma-
induced violence, racial/ethnic discrimination, and undocu-
mented status—are key in understanding the larger scope of
structural barriers and have been shown to produce inequity
in HIV outcomes particularly in racial/ethnic minority MSM
populations [4, 42, 47-49]. At the center of these structures
and the ways in which they act upon racial/ethnic minor-
ity MSM is the systemic production of racism, xenophobia,
homophobia, and biphobia, among other forms of stigma,
discrimination, and prejudice. These driving forces are
apparent across all of these key structural factors includ-
ing but not limited to the neighborhood effects described
above. These patterns have been frequently characterized by
researchers as evidence of the role of stigma and discrimina-
tion as fundamental causes of inequity [50, 51]. For exam-
ple, incarceration rates among BMSM reflect the inherent
racism, nationalism, and homo/biphobia of the U.S. criminal
justice system itself, which is then actualized, among other
ways, in the criminal justice system’s role in producing dis-
parities in HIV [52-54]. Similarly, housing instability and
housing discrimination directly attributable to racism, homo/
biphobia, and other forms of discrimination are a common
experience among BMSM and LMSM [55]; as this discrimi-
nation produces injustices in housing, so then do injustices
in housing produce subsequent inequities in HIV outcomes
[56].

In sum, the idea that fundamental, structural factors are
driving disease inequity is not novel, and remains a vital
area of HIV and public health scholarship. However, despite
these rich discussions surrounding the need for structural
interventions in HIV research, the persistent and known
disparities in HIV acquisition, and an understanding of a
number of driving structural factors, the field has largely
yet to bring such interventions to fruition. With this research
history in mind, we conducted a systematic literature review
on HIV structural interventions for Black and Latinx MSM
in the US. We discuss results within the context of previous,

behaviorally-based HIV interventions and their inability to
challenge the systems of power and structural status quo that
has contributed to the cyclical harms visited on those most
vulnerable to HIV, and emphasize the need for innovative
structural interventions to equitably address the HIV epi-
demic. Despite a paucity of results, we present the resulting
manuscripts and outline strategies for researchers and evalu-
ators to implement and evaluate future structural interven-
tions to create a more equitable plan for ending the HIV
epidemic.

Methods
Protocol and Registration

In order to assess the current status of structural interven-
tions in the US among Black and Latinx MSM, we con-
ducted a two-tiered systematic literature review. This study
was designed and reported according to the Preferred
Reporting Items for Systematic Reviews and Meta-Analysis
(PRISMA) tool [57]. No review protocol has been published
for this study, though all analytic methods and inclusion cri-
teria were specified and documented in advance.

Eligibility Criteria

Studies were considered eligible if they were published in
a peer-reviewed journal, took place in the US, focused on
HIV, included a primary study population of MSM, depicted
a structural intervention (i.e., worked by altering the context
within which health is produced or reproduced) [29], and
were written in English (due to the linguistic limitations of
the authorship team). Papers were included if they specifi-
cally discussed LMSM or BMSM,; they did not need to be
solely focused on these populations to be included. Studies
which met all other criteria and discussed structural factors
but did not depict a structural intervention were analyzed
separately.

Information Sources and Search

All searches were conducted in October 2019, and all man-
uscripts published through October 2019 were included.
Databases searched include: PubMed, Google Scholar, Web
of Science, SCOPUS, Global Health, CINAHL, MEDLINE,
ECONLit, PsycINFO. The following search terms were
used: (HIV or AIDS) AND (MSM OR “men who have sex
with men” OR (men AND (gay OR bisexual OR “sexual
minority””))) AND (US OR “United States””) AND (structural
OR “structural intervention” AND intervention OR policy)
AND (black OR latino OR latinx OR hispanic OR “African
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American” OR “African-American” OR “racial minority”
OR “ethnic minority”).

Study Selection

Titles were screened and duplicates were removed. Arti-
cles were also removed if they were not published in peer-
reviewed journals, if they were not in English, or if the full
text was not available. Then, the study team screened all
abstracts to determine if the intervention took place in the
US, was focused on HIV, was focused on MSM, discussed
LMSM or BMSM, and whether it depicted a structural inter-
vention. Two members of the study team independently
screened abstracts for these criteria with a third member
providing arbitration on all disputes. Abstracts that met all
criteria then proceeded to full article review.

Each article selected for full review was read in full by a
group of four researchers who discussed the articles, then
voted on which articles met the criteria for inclusion (see
Eligibility Criteria). A parallel process took place to deter-
mine inclusion of articles which discussed structural factors
but did not depict a structural intervention. Majority rule was
used to decide in cases of disagreements. There was a plan
for tie breaking in place, though this was not needed.

Data Collection and Abstraction

The resulting articles, both for structural interventions and
for structural factors, were analyzed and compared for com-
mon themes. Studies were assessed for the following charac-
teristics: structure intervened upon, impact, study population
(e.g., age, race/ethnicity), methodology, primary outcome(s),
duration of intervention, location, and study setting.

Results

Having extensive familiarity with the literature prior to this
review, the authors were aware of the scarcity of structural-
level HIV interventions for MSM, particularly Black and
Latinx MSM. With this in mind, articles that met the ini-
tial criteria (US-based, HIV-focused, and involving MSM,
including Black and Latinx MSM) were examined in two
separate categories: those that examined structural-level fac-
tors but did not seek directly to change them, and those that
implemented and/or evaluated interventions at the structural
level.
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Structural Interventions

The search process resulted in 710 initial results from jour-
nal databases (Fig. 1). After removing duplicates, 387 titles
and abstracts were screened for inclusion. Of these, 8 man-
uscripts met all structural intervention eligibility criteria,
and their full-text documents were reviewed for verification.
While many interventions, such as linkage to care or prison
re-entry programs dealt with structural factors, they did not
meaningfully change the larger structures in which individu-
als operate. Rather, they aided those involved in navigating
existing systems; we therefore did not consider them struc-
tural interventions as defined for the purposes of this sys-
tematic review, and they were excluded. During the full-text
screen, studies were excluded based on author discussion
and determination that the interventions themselves were not
implemented at the structural level (n=6). Ultimately, only 2
articles matched all criteria and were deemed to be structural
interventions by the authors, indicating a widespread lack of
HIV-focused structural interventions for Black and Latinx
MSM in the US.

The two interventions included are the Louisiana Pub-
lic Health Institute’s AIDS Initiative for Minority Men
(AIMM) and the Adolescent Trials Network for HIV/
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Structural
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Fig. 1 Record screening process
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AIDS Interventions’ Connect to Protect (C2P) project [58,
59]. Both interventions included elements of multilevel
approaches to HIV prevention such as testing, building
self-efficacy, treatment adherence, and service connectivity.
AIMM focused on multilevel, interdisciplinary direct service
approaches for a specific population (i.e., BMSM), while
C2P focused on high-level policy and organizational pro-
cesses across a more diverse range of populations. AIMM
took an interdisciplinary direct services approach for BMSM
in two different cities [58], contrasting with the high-level
policy and organizational processes approach for a wider
range of populations affected by HIV across a larger geo-
graphic region using nationwide coalitions of C2P [59]. The
programs of AIMM were, as such, all specifically targeted
towards HIV prevention and treatment needs of BMSM.
Leveraging community health centers, community-based
service organizations, relationships with historically Black
colleges and universities (HBCUs), community centers, as
well as community advisory boards (CABs), AIMM imple-
mented programming involving health and social service
navigation, case management, education, job coordina-
tion, housing outcomes, stigma reduction, and safe space
creation [58]. C2P, in contrast, used a wider, coalition-based
approach. Coalitions consisted of localized adolescent medi-
cine trial units implementing various population-specific ini-
tiatives aimed at lowering adolescent HIV prevalence, with
a majority focusing on young MSM (YMSM) [59].

While AIMM had clearly defined city boundaries within
Louisiana and a singular target population of BMSM, coali-
tions for C2P were established across the US in areas with
concentrated prevalence of HIV. Each coalition, comprised
of youth from the surrounding community area, targeted
local policies, institutional practices and relationships,
environmental conditions, resource availability, with an
overarching focus on issues related to individual coalition-
specific needs [59]. Examples of structural-level objectives
implemented by C2P include amendments to HIV testing
permission laws, linkages between juvenile detention centers
and HIV testing, revised testing referral policies, and sexual
diversity training programs for public health officials. This
approach allowed for more leniency in structural partner-
ships, contrasting with AIMM’s more clearly defined inte-
grated care partnerships consisting of primary care provid-
ers, behavioral health providers, AIDS service organizations,
and community-based organizations [58].

Results appear to show support for the use of population-
specific approaches to HIV prevention. AIMM showed that
the majority (62%) of participants living with HIV were
linked to care and 49% maintained viral suppression. Suc-
cesses were demonstrated in a number of other realms: over
40% of participants gained employment throughout the inter-
vention, and housing discrimination was identified in 37%
of mystery shopper tests implemented. 15 cases of syphilis

were identified at local HBCU events, and a safe space at a
community organization was successfully established [58].
C2P appeared to have more constraints. Identifying over-
arching goals and outcomes was difficult considering inter-
ventions and outcome targets were coalition specific. Thus,
the evaluation examined broader factors such as satisfac-
tion with community support, perceived meeting of needs,
and internalized HIV stigma. It found that, while youth
participants from non-YMSM populations reported greater
satisfaction with their community’s support and that their
needs were better met by community resources relative to
year 1, YMSM did not experience such changes. In addition,
internalized HIV stigma increased over time for non-YMSM
communities, and remained unchanged amongst YMSM,
with varying results suggesting that it may be “unreason-
able to assume identical chains of structural causality across
youth populations who have such different historical rela-
tionships to HIV and who encounter very different kinds of
entrenched discrimination within their communities” [59].
While there were evidently evaluation constraints to examin-
ing overarching intervention efficacy across widely variant,
coalition-specific interventions themselves, AIMM shows
promise in that it demonstrated multilevel structural effects.
The intervention resulted in service connectivity in target
communities, improved health and economic outcomes for
individual participants, and established additional commu-
nity infrastructure.

Structural-Level Factors

During the systematic review process, we uncovered a sub-
stantial number of records (n=91) which reported on struc-
tural-level factors as primary outcomes, though they lacked
a structural-level intervention itself. As such, while these
studies were excluded from the primary review, a secondary,
parallel review was undertaken, which included analyses of
their foci, study population, outcomes, and methodologies
(Supplementary Table 1).

Each included study addressed at least one structural-
level factor relating to HIV transmission, prevention, care,
or a combination of factors. Figure 2 shows the distribu-
tion of structural-level factors within these articles. Stigma
(including homophobia and racism) was the most frequently
reported factor and was examined in nearly half (49%) of the
91 articles, followed by cost/insurance/access-related bar-
riers to care (33%), social/community support (29%), and
overall socioeconomic status (23%). Other pertinent struc-
tural elements appeared less frequently; these included hous-
ing (12%), culturally-competent services (19%), employment
(12%), neighborhood (11%), and organizational connectivity
and management (16%). Factors pertaining to the most mar-
ginalized populations were largely unexamined: incarcera-
tion (10%), immigration status (7%), medical mistrust (3%),
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food insecurity (2%), and HIV criminalization laws (1%)
were the least commonly analyzed structural factors out of
studies included in this review.

The included studies on structural factors were further
analyzed based on specific study population (Fig. 3). Though
all studies included BMSM and LMSM in some way, 42%
of articles did not have a specific racial/ethnic population of
focus (n=38). However, 35% focused on BMSM (n=232),
13% on LMSM (n=12), and 10% on BMSM and LMSM
studied together (n=9). In regards to age of study popu-
lation, roughly one-quarter (n=23) of articles specifically
focused on YMSM.
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Fig.3 Distribution of Outcomes of Interest for Studies which exam-
ined structural factors
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Although outcomes of interest in the 91 articles varied
widely, they could be broadly placed into three categories
(Fig. 3):

1. Prevention and behavioral change: The greatest num-
ber of studies (70%, n=64) focused on outcomes per-
taining to prevention services and behaviors, including
reducing HIV risk behaviors, prevention service utili-
zation (PrEP access, HIV testing), resiliency, and self-
efficacy.

2. Socioeconomic and cultural factors relating to HIV
risk and treatment: Fewer (27%, n=25) studies pri-
oritized socioeconomic and cultural factors that enable
treatment and prevention, including housing, employ-
ment, health care access, and cultural responsiveness of
providers.

3. HIV continuum of care and mortality: Only 18% of
studies (n=16) focused on treatment service and HIV
care including retention in care and treatment outcomes.

Some studies examined more than one outcome; thus,
the overall n is higher than the number of structural factor
studies included.

In terms of methodology, included studies varied widely
(Fig. 4). Approximately one-third (38.5%; n=35) of studies
were cross-sectional, 25.3% (n=23) were qualitative analy-
ses (i.e., focus groups, interviews, ethnographies), 16.5%
(n=15) were reviews or meta-analyses, and 12.1% (n=11)
were cohort studies. The remainder consisted of 4 evalua-
tions, one mixed methods study, one conceptual framework,
and one symposium commentary.
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Discussion

The results of our systematic literature review are discour-
aging, but not surprising. As became abundantly clear over
the course of our review, there is a serious dearth of litera-
ture available on the topic of structural interventions for
HIV prevention and care among Black and Latinx MSM
in the US, despite an evident need. This gap also points to
funding deficits and a lack of available prior research that
may make developing and implementing structural inter-
ventions to address HIV in this population more difficult.
However, these results also represent a vital opportunity
to stimulate novel research and structural interventions
in this area and illuminate target pathways for potentially
impactful future work. Below, we lay out several consid-
erations to guide this work, with a focus on the role of the
researcher in advancing structural intervention work.

Priority Populations

Clearly, MSM, especially Black and Latinx MSM, must be
a priority target for future structural interventions, given
both their known vulnerability to HIV and the paucity of
literature available on structural interventions designed to
improve the health of this population. Marginalized indi-
viduals who experience unique and intersecting forms of
oppression should be given distinct focus and priority in
structural intervention research and implementation. For
example, BMSM are known to experience distinct forms
of enacted and structural stigma as a result of intersect-
ing forms of stigma and discrimination, including homo/
biphobia, racism, and HIV-related discrimination [39].
This results in challenges in accessing HIV prevention and
care services [43, 60, 61] and a disproportionate HIV prev-
alence [62, 63]. Though many structural change efforts
may have broader impacts which could improve HIV out-
comes as a whole (such as increasing the affordability and
accessibility of health insurance), it is still vital to ensure
that structural change efforts are tailored to meet the dis-
tinct needs of these subpopulations. For example, LMSM
may be more impacted by an intervention which decreases
barriers for undocumented individuals in accessing health
services. Structural interventions such as reparations or
which aim to improve trust in the medical system may be
more important for BMSM specifically.

It should also be noted that Black and Latinx MSM
are not the only populations that experience structural-
level barriers to HIV prevention and care. In particular,
we encourage additional focused study of existing struc-
tural barriers and interventions to HIV prevention and care
among transgender individuals, non-binary people who

may or may not identify as transgender, Black and Latinx
individuals more generally—including Black and Latinx
cisgender women, undocumented residents of the US, and
sex workers. Each of these demographics faces unique
barriers to HIV prevention and care [4, 42, 43, 64-71]
and each experiences disproportionate HIV incidence and
prevalence [63, 66, 70, 72-76].

Structural Stigma as a Focus of Future Structural
Interventions

By a wide margin, the greatest number of papers which
addressed structural barriers to HIV-related health among
Black and Latinx MSM focused on either enacted or struc-
tural forms of stigma as key points in ensuring equitable
outcomes (Fig. 2). Moreover, other structural barriers we
observed as important within the literature, such as medical
mistrust, culturally-responsive services, and HIV criminali-
zation, are tied to enacted and structural stigma, indicating
that the vast majority of manuscripts we identified focused
on stigma. While this does not necessarily imply that struc-
tural stigma is the most significant or important structural
barrier—merely that it is among the most researched and
published on—the importance of stigma in structural inter-
ventions is highlighted by the mixed results observed in the
structural intervention described by Miller et al., wherein
YMSM received less community support than heterosex-
ual peers [59]. Moreover, the successes of the intervention
reported by Brewer et al., which included stigma reduction
as a key component, provide further evidence of the impor-
tance of addressing stigma as a priority in structural change
efforts [58].

Based on these findings, interventions that target and
seek to ameliorate or eliminate structural stigma have the
potential to lead to significant improvement in HIV out-
comes among Black and Latinx MSM in the US. As well as
recommending the prioritization of funding for structural
interventions to address disproportionate HIV rates among
MSM, we also strongly encourage funders, including the
Centers for Disease Control and Prevention (CDC) and the
National Institutes of Health (NIH), to include a focus on
reducing and/or eliminating structural stigma within their
research and practice portfolio, including putting out spe-
cific funding opportunities for structural level interventions.
Critically, some institutes within NIH have already taken
such measures, including the National Institute of Mental
Health, National Institute on Alcohol Abuse and Alcohol-
ism, and National Institute on Minority Health and Health
Disparities [77-79]. Additionally, it will be important for
funders themselves to apply a critical equity lens to their
own funding portfolios. Structural interventions are difficult
to measure and fund—standardized metrics across popula-
tions and institutions are challenging to develop, particularly
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on strict timelines, and research topics such as community
interventions and health disparities receive less competitive
scores from reviewers [80]. Of vital note—Black applicants
are more likely to propose such approaches to the NIH and,
also more likely be rejected for funding than their white
counterparts [81]. This pattern indicates a need to consider
grant funding as a site for structural intervention within the
academy to promote and support necessary structural change
efforts.

Furthermore, stigma remains a multidimensional concept:
in future research, specific drivers and dimensions of stigma,
including enacted, structural, and internalized forms, should
be continually measured in order to inform the development
of more effective interventions related to stigma. In addition
to stigma as a broader category of focus, the AIMM and
C2P interventions highlighted the value of community safe
spaces and broader community engagement as catalysts for
organizing to advance structural change [58, 59]. Moreover,
safe spaces such as those established within the AIMM inter-
vention could potentially serve to ameliorate the impacts of
stigma as a barrier to structural change in the contexts of
community organization and HIV prevention [82]. Given the
broad array of potential targets for structural interventions
(Fig. 2), we recommend the incorporation of safe spaces and
community organizing, as well as targeted efforts to address
or account for stigma regardless of whether or not stigma is
the primary intervention target, into any proposed structural
intervention.

Recommendations for Structural Intervention
Development and Implementation

Although at present there is a highly limited sample of
studies, early evidence indicates that targeted, population-
specific structural interventions with clear geographic or
community boundaries may be better positioned for suc-
cess. Significant additional work needs to occur before this
hypothesis can be meaningfully tested. Notably, both stud-
ies selected featured community-engaged approaches, which
is an obvious strength. However, the broader definition of
community within the C2P study created a dynamic wherein
community members who were not members of the most
affected population (YMSM) reported greater satisfaction
with the results of the intervention than YMSM themselves
[59]. This again supports the value of establishing protocol
boundaries to allow for increased focus on and engagement
with target populations.

Prior work in fields such as social-ecological theory
has described the function of “leverage” points in systems
change—that is, target areas within broad, complex systems
where small change can ripple out to produce much larger
effects [83]. In contrasting the two studies included in this
review, it is apparent that AIMM selected specific leverage
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points within a local, contained health system—which may
have supported success—as compared to the broader, more
flexibly defined model contained in the C2P study. This
greater focus, as discussed above, is also potentially attrib-
utable to having established clearer boundaries regarding
population and geography.

Given our prior recommendations of priority populations
and areas of focus, structural interventions which seek to
address the impact of stigma on subpopulations of sexual
and gender minority (SGM) groups such as MSM (particu-
larly BMSM, LMSM, and YMSM) should ensure that the
interventions’ boundaries are clearly delineated and target
leverage points are established prior to implementation.
These recommendations, while again based on small sam-
ple sizes, are consistent with prior recommendations made
in the literature which have highlighted the importance of
contextually-responsive design and authentic community
engagement to structural intervention success [36]. Addi-
tionally, to ensure success, allies and accomplices, including
evaluators, policy analysts, and researchers, who may have
greater access to resources or formal training in structural
intervention design, are also needed to serve as champions
and supporters for community-led structural interventions.
Those seeking to take on an allyship or accomplice role in
this work should reflectively and critically consider how they
can best act to disrupt unjust systems and support the struc-
tural changes necessary to equitably address HIV.

Novel Approaches to Structural Intervention
Evaluation

One may rightly assume that, surely, there have been more
than two examples of structural changes which had relevant
impacts on the HIV-related health of US Black and Latinx
MSM. We would agree with this hypothetical claim, and
therefore posit that a key missing piece of the puzzle is the
ability to measure the impacts of structural change which
derives from outside of the academy. In other words, changes
brought about through social movements or legislative
change may be more difficult to measure and therefore less
likely to be captured within the academic literature. Thus,
the establishment of new systems to support the evaluation
of structural change and its impact on key health indicators
are needed. Given that structural interventions could encom-
pass actions such as changes in law, policy, or federal guid-
ance (what could be considered “natural” structural changes
as opposed to research-manufactured changes), there can
be numerous challenges to evaluating their effect. When
structural interventions are developed, implemented, and
evaluated by researchers, the necessary infrastructure is in
place to methodically study their impact on target outcomes.
Of course, the same structure is not available in the case of
the passage of a new law with implications for population
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health. This means that many structural changes which may
very well have impacted the HIV-related health of Black
and Latinx MSM have not had their precise impact in this
regard evaluated. For example, as a result of the passage of
the Affordable Care Act (ACA) some states made the choice
to expand Medicaid, resulting in increased health insurance
coverage for sexual minority Americans [84], which could
very likely have had significant impacts on how MSM,
especially Black and Latinx MSM, engaged in HIV preven-
tion and care. However, no work of which we are aware has
evaluated whether or not the ACA impacted relevant HIV
health indicators among this population. Moreover, it should
be noted that the impact of structural change will not neces-
sarily be felt on the same timeline as individual behavioral
change—in fact, it may take months, or even years, before
the effect of a change in structural policy can be appropri-
ately studied, or inferences made.

In light of these challenges, we propose two potential
actions to facilitate evaluation of structural policy change,
prioritizing high-quality evidence in both the short- and
long-term. The first of these is the creation of standard-
ized methods for rapid-response approaches to assessing
the short-term public health consequences of structural
change. Again, take the example of US health insurance
law. Any changes to US insurance policy should be evalu-
ated for their actual impact on access to care and short-,
medium-, and long-term health outcomes. For example, a
recent publication in The Lancet concluded that repeal of
the ACA would worsen overall health outcomes in the US,
whereas a proposed Medicare for All plan would improve
them [85]. Indeed, Medicare for All represents a significant
structural intervention with potential to vastly improve care
engagement among diverse MSM through facilitating stand-
ardization of the health sector. In this case, rapid assessment
of patterns of care access and engagement in the wake of
large-scale policy change, such as the passage of Medicare
for All, would allow public health professionals to better
understand the impacts of such changes, and provide timely,
evidence-based recommendations to relevant policy mak-
ers in the short-term as a result. Standardized approaches
to impact evaluation of structural changes in the short term
would allow for broader, comprehensive work in this regard.
For example, the creation of NIH funding opportunities with
unique timescales designed to support in-depth evaluations
on the impact of structural changes, including but not limited
to changes to the landscape of health insurance, for health
disparity populations. Such funding could function in a man-
ner similar to the RADx-UP (Rapid Acceleration of Diag-
nostics in Underserved Populations) funding made available
in response to the COVID-19 pandemic, in that it would be
designed for rapid funding to support timely investigation of
key questions in the wake of large-scale events or structural
changes [86].

Further, evaluating the medium- and long-term impact
of policy change on priority populations’ health would be
made substantially easier through improved collection of
sex, sexual orientation, and gender identity (SSOGI) demo-
graphic data in epidemiologic health surveillance systems,
including the Youth Risk Behavior Survey, Behavioral Risk
Factor Surveillance System, as well as more routine inclu-
sion in electronic health record data. The ability to accu-
rately identify priority populations in such surveillance sys-
tems is vital to studying the wide range of health needs of
marginalized communities and to understanding changes in
health outcomes at the population level over time. Unfortu-
nately, current health data captured by systems fall far short
of appropriately identifying and categorizing respondents
from SGM populations. There have furthermore been sig-
nificant barriers in uniformly applying such data capture
tools, including a lack of validated measures, as well as low
willingness from policy makers and health care professionals
to make changes to these systems [62]. Were such systems to
include these data, ecological associations could more easily
be drawn between patterns in health outcomes over time at
the population level, and the implementation of structural
changes. Moreover, this would simplify the process of evalu-
ating the unintended consequences of structural change, as
has been previously recommended [87].

As with structural intervention development and imple-
mentation, we recommend that all evaluation of the impact
of structural interventions be conducted in a community-
engaged and culturally-responsive manner. Particularly in
the case of structural interventions targeting the health of
vulnerable and underserved populations, it will be vital that
“success” is defined not solely by academics, but by com-
munity members as well [36].

Limitations

As with any study, there were limitations to our approach
that affected our work. Chief among these is that we used
strict criteria for inclusion of manuscripts in this review. It
is likely that, with looser criteria, we would have identified a
greater number of manuscripts to include. This may include
manuscripts that evaluated but did not implement structural
changes or those that included but did not focus on MSM.
However, the rigidity of our approach should also be consid-
ered a strength. Due to our rigid inclusion criteria, we were
able to identify a notable gap in evidence-based literature
testing structural interventions for HIV treatment and pre-
vention among Black and Latinx MSM in the US. Moreover,
we have accounted for this limitation by including detail on
the focus of studies which were screened but not included
(Fig. 2). Similarly, there is always a possibility that, despite
the exhaustive nature of our search, structural interventions
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may have been missed, though this risk is likely minimal.
It should also be noted that, although we created clear pro-
cesses and criteria for screening and inclusion, there is a
degree of subjectivity inherent in the process of selecting
articles for inclusion in any systematic review. We accounted
for this limitation through creating clear processes including
following the evidence-based PRISMA guidance, through
including multiple reviewers, and through in-depth discus-
sion in the case of final determination. As such, we are confi-
dent that our work accurately represents the state of the liter-
ature. That said, though this may represent the current state
of the published literature, it is also important to recognize
that more structural interventions may be in progress that
have not been formally published on yet, given the length
of time it takes for the results of a structural intervention to
be realized. While our search of NIH RePORTER indicates
a lack of nationally-funded in-progress structural interven-
tions, more localized efforts may be in progress. This calls
for continued review of both the literature and ongoing
research as new evidence on structural interventions may
emerge. We also limited our search to results published in
peer-reviewed academic journals, excluding grey literature.
However, a number of structural interventions and evalua-
tions take place outside of academia, especially within the
context of community activism, which has propelled many
of the major innovations in HIV policy. As such, further
analyses, specifically of grey literature, is needed.

Conclusions

Individual-level behavioral interventions are important
components of public health, particularly when it comes to
infectious disease prevention. However, these smaller-scale
and “downstream” approaches have less power to impact
population-level prevention than interventions conducted on
a population scale. Moreover, focusing solely on behavioral
change in public health can obscure the impact of systems of
oppression and power, which place marginalized populations
at greater risk for negative health outcomes through the false
perception that heath is purely a consequence of individual
action and choice. Therefore, not only should behavioral
interventions be designed with structural considerations in
mind, but there is a need for additional interventions target-
ing structural factors themselves.

In reviewing the literature, we identified a key gap in the
development, implementation, and evaluation of structural-
level interventions aimed at HIV prevention among Black
and Latinx MSM in the US. Researchers, funders, and pol-
icy makers need to take action by prioritizing the creation,
testing, and application of novel structural approaches to
addressing the HIV epidemic. This work should focus on
addressing structural stigma, and should center marginalized
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populations including MSM, transgender women, Black and
Latinx people, and more. Moreover, our ability to assess
the impact of structural policy changes on health would be
improved by advancing existing health surveillance systems
through incorporation of better demographic data capture
and creation of rapid-response initiatives to collect necessary
information in the wake of such policy change.

Finally, we encourage public health practitioners to
consider our role in political processes. We encourage fel-
low public health workers and advocates of health equity
to champion structural changes that stand to benefit health
equity, and against those which stand to do it harm. Public
health must not be partisan—we argue that it is our obliga-
tion to speak out in our professional capacity against politi-
cal action which stands to harm marginalized groups through
structural change, and to promote action which would ensure
safety, health, and wellbeing for all.
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