Structural and Personal Violence:
Connected Drivers of Women’s
HIV Acquisition and Compromisers
of Health Outcomes for Women
Living with HIV

Introduction
The connection between women’s lifetime experience of
intimate partner violence (IPV) and relative risk of HIV is well
documented. Overall, an estimated 36% of women in the U.S.
have experienced IPV, but the percentage rises to 55% among
women living with HIV.3 Developers of social policy and
programming in this area often approach the topic from the
perspective of individual or community, rather than systemic,
interventions. The White House Interagency Working Group
on the Intersection of HIV/AIDS, Violence Against Women and
Girls, and Gender-related Health Disparities reported in 2013
on the need to promote “economic security for survivors of
violence living with HIV/AIDS” and to determine “resiliencyrelated factors that contribute to women and girls overcoming
HIV-related stigma and the consequences of violence.”4
These approaches are important, but they do not begin to
address the pre-existing structural realities that condition
women’s intimate partner violence (IPV) and HIV risk. In
its conclusion, the Interagency Working Group report
acknowledges the need for further focus on “structural factors
that contribute to violence and HIV risk.”

The 30 for 30 Campaign is
dedicated to ensuring that
the unique needs of women
living with and affected by
HIV, including transgender
women, are addressed in the
national HIV response. We
are especially committed to
illuminating and eliminating the
gaps in prevention and care
services for Black and Latina
women who currently make
up over 80% of the epidemic
among women but only 12%
and 14% of the U.S. female
population respectively.1

This briefing paper summarizes a few of the structural factors
that put women living in poverty, regardless of their individual
behaviors, at increased risk of HIV and IPV. It also identifies
factors that exacerbate these risks among women in key
populations, those recognized as “groups of people who are
more likely to be exposed to HIV or to transmit it and whose
engagement is critical to a successful HIV response.”5 Among
these are sex workers, women who use drugs, transgender
women, Black women, young women and girls, prisoners and
undocumented women.

The Campaign is concerned
with the current state of
HIV prevention and care for
women as studies continue to
show that women, especially
women of color, have
consistently poorer health
outcomes despite there being
no significant clinical difference
in treating men or women
living with HIV.2

There is not space here to discuss impacts on each of
these groups in any meaningful depth. This paper, instead,
is intended to generate discussion of how the structural
violence inflicted on each of these populations (whether by
the absence or the presence of specific factors) effectively
traps many women in settings and life situations that heighten
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The absence of supports and
services needed to reduce HIV
transmission in high-prevalence
settings is a form of structural
violence, as is the absence of
services enabling women living
with HIV and women in danger of
IPV to keep themselves and their
families healthy and safe.

their risk of interpersonal violence and HIV. The term
“structural violence” refers here to the “systematic
ways in which social structures harm or otherwise
disadvantage individuals.”6 It is sometimes referred to
as institutional violence since social institutions (such
as governmental agencies, law enforcement, courts,
etc.) can create circumstances that result in structural
violence. Additionally, racism, sexism, classism, and
HIV stigma are often at work undergirding structural
violence. The term used here, however, encompasses
both structural and institutional violence. Examples
and forms of structural violence cited below are just
illustrative examples and do not capture fully the wide
variety of structural violence that occurs.

Structural Violence Impacts HIV
Among Women

health care, generally, and the dearth of accessible
HIV prevention, testing, treatment and care, in
particular. Comparing the states without Medicaid
expansion and the states with high HIV prevalence
exposes this. Ten of the 19 states that have not
expanded Medicaid are in the Deep South.11 This
region, home to 28% of the U.S. population,12
accounts for half of all new HIV diagnoses. Of the
women diagnosed,13 69% are Black14 and their death
rate is higher than that their male counterparts.15

The absence of essential services is a form of
structural violence. Some forms of structural
violence are engendered by social structures or
institutions that “harm people by preventing them
from meeting their basic needs.”7 They take the form
of the absence of essential structures or services, as
well as the existence of those that are harmful. Food
insecurity, for example, is a form of structural violence
that is avoided when social systems ensure universal
access to nutritious foods. The absence of supports
and services needed to reduce HIV transmission
in high-prevalence settings is a form of structural
violence, as is the absence of services enabling
women living with HIV and women in danger of IPV to
keep themselves and their families healthy and safe.

Late diagnosis of HIV is a compelling indicator of this.
At diagnosis, a person’s level of HIV-related illness is
described on a scale of 1–3. Stage 3 is AIDS, the result
of approximately ten years of unchecked damage to
the immune system. Nationally, nearly one-quarter
of women and men with HIV received stage three
diagnoses in 2012.16 But in Louisiana between 2008
and 2012, the rate of late diagnosis rose to a full 33%
among women being tested for HIV for the first time.17

Nineteen U.S. states,8 most of them in the Deep
South, for example, have not expanded Medicaid.
Absent this expansion, more than a third of all
uninsured women fall into an insurance coverage
gap. Over half (52%) of all Americans caught in
this gap are women. Most of them are women of
color (29% Black and 23% Latina). While 9.5 million
previously uninsured women (ages 18–64) have
gained coverage through Obamacare, another
2.9 million remain excluded due to states’ failure to
expand Medicaid. Another four million women are
barred from access to either Medicaid or Obamacare
because they are undocumented immigrants.10
Combined, this leaves a total of almost 7 million
women in the U.S. without health insurance and
unable to access essential prevention and care
services. This is structural violence.

Americans Caught in the Coverage Gap in States
without Medicaid Expansion

52% ARE WOMEN
INCOME

LESS THAN $11,770
(100% federal poverty level & lowest income to
qualify for Obamacare subsidies)

MORE THAN $5,148
(44% fpl & upper limit for restricted Medicaid)

29%
BLACK

Uninsured women living with or at high risk of HIV
face compounded violence by the lack of access to
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23%
LATINA

majority of states refusing to expand Medicaid and
the greatest number of individuals without health
insurance due to the coverage gap. Additionally, the
political climate in the South is having catastrophic
impacts on women’s ability to access existing
institutions key to providing sexual and reproductive
health care.

While more men than women are diagnosed with
HIV in the U.S., women living with HIV are more likely
than their male counterparts to be non-White (usually
Black), caring for minor children and low-income. In
2014, 70% of men diagnosed with HIV were men of
color and 40% were Black. Among women diagnosed,
however, 82% were women of color and 65% were
Black.18 Most of these women (76%) are also caring
for minor children at home, compared to 34% of
their male counterparts.19 And women living with
HIV and highly vulnerable to HIV are significantly
more likely to be poorer than their male counterparts
— an important difference in terms of degree to
which structural violence affects women’s HIV risk
and health outcomes.

For example, nearly one-fifth of the nation’s second
most populous state, Texas, is uninsured and thus
5 million Texans are unable to access affordable
health care. The state’s failure to expand Medicaid,
in particular, has profoundly impacted the ability
of 766,000 to access care. Many of those unable to
access care are women (55%) and people of color
(67%).25 Moreover, the Texas state legislature enacted
laws aimed at closing family planning clinics which
are well documented as the usual source of health
care for women26 and often their source of HIV
testing and linkages to care. While the U.S. Supreme
Court in 2016 found unconstitutional the Texas
law that resulted in shuttering 82 family planning
clinics,27 these closures have nevertheless destroyed
or severely limited women’s access to health care.
Such actions inevitably perpetuated the already
higher rates of later HIV diagnosis among women
and hindered access to care for women living with
HIV in Texas. Rebuilding access to the health care
infrastructure that was dismantled by the Texas law,
now overturned by the Supreme Court, will take
time and meanwhile the health of millions of Texas
women will suffer.

Structural Violence Acutely Impacts
Vulnerable Communities
Southern women20 — especially women of color:
The U.S. South has the highest rate of new HIV
diagnoses as well as highest prevalence living with
HIV.21 Despite accounting for only 37% of the U.S.
population, nearly half of all people living with HIV
live in Southern states.22 One study found that in nine
Deep South states nearly a third of individuals living
with HIV were women, suggesting that women are
more heavily impacted by HIV in the South than most
other parts of the U.S.23 This study also found a lower
five 5 year survival rate among women diagnosed
with AIDS than among men and as HIV heavily and
disproportionately impacts Black women in the
South24 — this further suggests Black women are
highly vulnerable in this region. The disproportionate
effect of HIV on Southern women must in part reflect
the unique level of the role of structural violence in
the South. Lack of access to health insurance remains
highest in Southern states, which make up the vast

Residents of U.S. Southern states also experience
profound structural violence through its deficits in
their public educational institutions. Specifically, the
South has maintained a resistance to implementing
comprehensive, medically accurate sex and sexuality
education — a public health intervention proven
to improve sexual health knowledge and agency.
Six Southern states do not mandate HIV education
at all. Of those Southern states that do mandate
it, only North Carolina requires that it be medically
accurate.28 Over half of Southern states do not
require inclusion of the role of condoms in the
HIV education taught in their schools. While many
Southern schools keep their youth in the dark about
their sexual health by withholding medically accurate,
real world sex education (including information on
condoms), the majority of Southern states mandatorily
require, instead, the teaching of “moral” precepts
regarding sex, including the doctrine that sex
should only occur within marriage, which stands in
stark contrast to the realities of sexual behaviors in

Geographic Distribution of People
in the Coverage Gap

South
Remaining
States

https://southernaids.files.wordpress.com/2016/03/medicaid-expansion-in-the-south-report-final1.pdf
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the U.S. It also stigmatizes a wide range of sexual
behaviors and, when used as the centerpiece
for incomplete and stigmatizing sex education
curricula — has a demonstrably detrimental impact
on students’ ability to protect their sexual health
— including access to effective HIV prevention and
early access to HIV diagnoses and care for a person
living with HIV. Impeding the delivery of accurate,
comprehensive sexual education for young people
in the South is a drastic form of structural violence
that clearly escalates the region’s rates of unintended
pregnancies, HIV and STI transmission and ability to
engage and retain those living with HIV in the testing,
treatment and care they need. It also arguably has
a knock-on effect on the rates of IPV inflicted on
Southern women and girls.

■ Increase funding for affordable and adequate
services for HIV testing, diagnoses and medical
care from accessible and trusted providers who can
engage and maintain them in uninterrupted HIV
care and treatment. Ensure that such services are
easily accessible and have broad hours. Insurance
coverage for all adults and children is essential to
accomplishing this. Coverage gaps generate late
HIV diagnoses.
■ Ensure the provision of adequate and affordable
HIV information, education, services as well as
incentivized HIV testing for women, delivered
by trusted community-based providers to lowincome women and girls, especially in Southern
states. Increase investment in community-based
organizations to deliver these prevention, testing,
education and linkage to care services, as such
providers are recognized by the National HIV/
AIDS Strategy34 as essential to improving rates of
retention in the HIV care and treatment continuum.

While these forms of structural violence are
contributing to disproportionate rates of HIV among
Black women and insufficient access to care for
Black women living with HIV, they also have visible
detrimental impacts on Latinos as well. Eight out
of the ten states29 experiencing the greatest rates
of increase in their Latino population are Southern
states (according the CDC’s definition of the region).
This population growth is resulting in an emerging
ethnic minority population that has its own needs for
culturally and linguistically appropriate health and sex
education — as well as services. It is already evident
that these states are not adequately prepared to
meet these needs and that this burgeoning Latino
population is experiencing structural violence as a
result of these deficits that may be further magnified
by language barriers, recent immigration and
immigration status.30

Transgender women: The experience of transgender
women of color vividly illustrates the structural
violence imposed on people rendered socially
invisible and, therefore, excluded from essential
structural and institutional supports. Intensive stigma
blocks their access to employment and results in
“poverty, unstable housing, disproportionate policing,
and criminalization, and a lack of access to health
care”35. Until very recently, almost no publicly funded
services existed to engage and retain transgender
women in HIV prevention care and treatment.
One outcome of this is extraordinarily high rates
of HIV infection: 56% of Black, 17% of White and
16% of Latina transgender women receiving HIV
testing have tested HIV positive in the U.S.36

Policy Recommendations:
■ Expand Medicaid for all U.S. states

This is likely to be an under-estimation given that,
in nearly all HIV and social service delivery systems,
transgender women are still routinely miscounted.
They are categorized either as men who have sex with
men or as cisgender women, consequently obscuring
and dismissing their presence and unique needs.

■ Eliminate all federal funding sources that have
been used to support “abstinence only” sex
education in light of evidence that it is completely
ineffective.31
■ Increase public awareness of the CDC’s
recommended guidelines for sex education as
a medically accurate “minimum standard” for
effective school-based sex education. At present,
this curriculum is taught in fewer that half of all
high schools and only one fifth of middle schools,32
despite the fact that 47% of high school students
report having had sex and the U.S. teen birth rate
is the highest of any industrialized country.33

Policy Recommendations:
■ Develop and fund service provider trainings
that result in service environments welcoming
and respectful to transgender and gendernonconforming individuals.
■ Require all publicly funded providers of health
care services to adopt the two-step process
for collecting and recording gender identity
4

multiple forms of criminalization, likely compounding
barriers to such structural supports.

information recommended by the Center of
Excellence for Transgender Health.37 Require that
all public entities collecting epidemiological data
(including publicly funded research) replace their
use binary gender identification systems with
the above two-step system that is inclusive of
transgender and other gender categories as well as
cisgender men and women.

Policy Recommendations:
■ Decriminalize sex work.
■ Support the development of adequate, peerdesigned health and social services for sex workers
and other highly vulnerable populations and
increase funding for such services (such as women
who use drugs, street-based youth, undocumented
immigrants, currently and recently incarcerated
people) To be effective, these must peer-led,
address a range of issues (not just HIV), and offer
linkage to accessible trauma-informed care and
legal services as needed

Sex workers: Sex workers are affected by similar
invisibility, stigmatization, criminalization and dearth
of supportive services. Sex workers are adults (mostly
women) who engage in consensual transactional
sex acts with other consenting adults for money or
other necessities. The term sex work recognizes and
respects that individual autonomy and agency are
possible even in the context of exceedingly limited
circumstances. People coerced or forced to sell sex
(as minors or as trafficked adults) are not sex workers.
The goal of creating a greater range of employment
options for sex workers need not conflict with the
obligation to respect their right to choose their work.
Research shows that “decriminalization of sex work
could avert the largest percentage of HIV infections
among sex workers and clients…over the next
decade.”38

Policy Recommendations to generally address
the impact of structural violence on HIV among
women:
■ Fully maintain all Ryan White Program Part D
services. For women living with HIV and caring for
children, these wrap-around services are critical to
staying in care. They also provide culturally relevant
entry points into care for underinsured women and
girls living with HIV.

Trafficking, by contrast, is an egregious human rights
violation involving violence, abduction, deception,
or other forms of coercion. People (mostly women)
are trafficked for forced labor as domestics, factory
hands and agricultural workers and for sexual
exploitation. UNAIDS makes a clear distinction
between sex workers and people trafficked for sexual
exploitation. It further notes that sex workers are often
well positioned to identify people who have been
trafficked for sexual exploitation and to connect them
to appropriate legal and social services. Their ability
to do so, however, is compromised by their own
criminalized status.

■ Identify and promote effective cultural sensitivity,
IPV and HIV training for all staff working in
institutions that provide social and medical services
to women at high risk of HIV and IPV which are
tailored to the communities they serve, so they can:

For many transgender women and other marginalized
people of all genders, sex work is a form of labor
that remains accessible when stigma, poverty,
criminalization and other forms of structural
violence blocks their access to other jobs. The very
few data available suggest that HIV prevalence
among cisgender female sex workers may be about
17%39 (with findings ranging from 0.3 to 32%). Like
transgender women, the real number of U.S. sex
workers living with and at risk of HIV is unknown. Like
undocumented immigrants, sex workers’ existence
is criminalized and they are excluded by their
status from access to essential structural supports.
Furthermore, undocumented sex workers face

■

Screen competently for IPV, HIV risk, drug dependency,
etc.

■

Respond appropriately to the range of needs being
presented including offering Post-Exposure Prophylaxis
(PEP) after rape, assisted referral to woman-friendly drug
dependency services and shelter, mental health and legal
support services to women experiencing IPV.

■

Provide education about and access to PrEP (PreExposure Prophylaxis) and other woman-initiated, discreet
HIV prevention tools (including microbicides, once
approved). Support policies where PrEP education occurs
during routine reproductive health visits and HIV testing.
Fear of IPV can make it impossible for women to insist on
male or female condom use during sex.

More IPV specific prevention efforts are
needed in conjunction with structural
violence prevention:
Women living with HIV and IPV have the same needs
5

as those at high risk — access to adequate health
care, a decent education, protection from abuse,
stable employment with a living wage and safe,
affordable housing. Accessing these institutional
supports is crucial to meeting the needs of women
living with and vulnerable to HIV and experiencing
IPV. The impact of lifetime experience of IPV on
a woman or girl’s risk of HIV acquisition and the
higher rates of IPV among women living with HIV has
been widely identified and documented. This brief
seeks to shed light on the ways in which structural
violence in women’s lives shapes their vulnerability
to both IPV and HIV, and how these factors interact
synergistically to curtail the effectiveness of public
health interventions that fail to take the impact of
structural risk into account. Structural violence in the
form of inadequate education, early child bearing due
to inadequate health care (including contraception
access) and limited job prospects, for example, put
women at increased risk of IPV by hindering her
ability to leave a violent relationship and support her
children on her own. These and other factors (such
as mass incarceration of male partners, low-wage
work, immigration difficulties, etc.) can simultaneously
exacerbate women’s HIV risk and leave her less able
to access the care and treatment she needs if she
is living with HIV. It is insufficient for public health
interventions to address IPV or HIV specifically,
outside of the context of strategies to address
structural violence that conditions women’s risk of HIV
and IPV. The high attrition rates that plague efforts to
retain women living with HIV in a continuum of care
is material evidence of the ineffectiveness of taking a
segmented and disconnected view of women’s HIVrelated needs. Coming in for a medical appointment
or attend a support group for battered women often
is not a high priority for a woman who has to hold
down a second job, protect her kids from guns and
drugs, or avoid deportation. Interventions occurring
in parallel to address the woman’s situation holistically
have the greatest likelihood for success.

■

In one study, almost half (45%) of women living with
HIV reported being subjected to physical abuse after
disclosing their status.40

■ The value of increased screening for IPV is
undermined if sufficient interventions such as
“trauma informed care, and support services
(both long and short term) are not immediately
available to those who need them. Addressing
housing instability among women living with HIV41
is vital to their well-being, as it is also for women
experiencing IPV, regardless of their HIV status.
■

Annually, nearly five million U.S. women experience IPV
and 10 million U.S. children are exposed to domestic
violence.42 A 2013 “snapshot” survey showed that, in
one day alone, domestic violence service providers were
unable to meet nearly 10,000 requests for help — 45% of
them for emergency shelter. Due to government funding
cuts, 43% of IPV service providers had to reduce their staff
in recent years while experiencing both more requests for
help and increases in the severity of the abuse reported.43

Conclusion
The role of violence in the health of women in the
United States is complex and multi-faceted. This
brief aimed to unravel some key ways in which
structural violence impacts the HIV epidemic among
women in the U.S., specifically identifying the way
in which structural violence can serve to further
personal violence. The policy recommendations
included in this brief are intended as a starting off
point to better address the interconnectedness of
structural and personal violence, helping propel the
concept that while a continued need for discrete and
comprehensive approaches to personal violence are
needed, such changes will be more effective when
made alongside structural changes. This brief by no
means encompasses each way structural and personal
violence further the HIV epidemic and impair the
quality of health of women living with HIV. However,
the issues and policy solutions presented in this brief
are meant to prompt further review of such underexamined issues, as well as generate policy changes
to address them.

Policy Recommendations for greater IPV
prevention and to mitigate detrimental impact
of structural violence on personal violence:
■ Support funding for curriculum development,
training and implementation of peer navigators
and other peer-based supports to assist survivors
of IPV in getting their survival needs met and
deciding how best to disclose their HIV status to
their families. The inability to do this safely can
inhibit women’s access to care and, thus, can
exacerbate their disease progression.
6
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