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Abstract

Attacks on peoples’ dignity help to produce and maintain stigmatization and interpersonal 

hostility. As part of an effort to develop innovative measures of possible pathways between 

structural interventions or socially-disruptive Big Events and HIV outbreaks, we developed items 

to measure dignity denial. These measures were administered to 300 people who inject drugs 

(PWID), 260 high-risk heterosexuals who do not inject drugs (HRH), and 191 men who have sex 

with men who do not inject drugs (MSM). All of the PWID and many of the high risk 

heterosexuals and MSM were referred to our study in 2012–2015 by a large New York City study 

that used respondent-driven sampling; the others were recruited by chain-referral. Members of all 

three key populations experienced attacks on their dignity fairly often and also reported frequently 

seeing others’ dignity being attacked. Relatives are major sources of dignity attacks. MSM were 

significantly more likely to report having their dignity attacked by police officers than were the 
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other groups. 40% or more of each key population reported that dignity attacks are followed 

“sometimes” or more often both by using more drugs and also by using more alcohol. Dignity 

attacks and their health effects require more research and creative interventions, some of which 

might take untraditional forms like social movements.

Keywords

Dignity attacks; stigma; key populations; Big Events; HIV; health; people who inject drugs; men 
who have sex with men; heterosexuals

INTRODUCTION

Attacks on people’s dignity are quite common (1). To some extent such attacks are implicit 

in patterns of the subordination or oppression of people based on race/ethnicity, job type or 

work status, sex, sexual orientation, religion or drug use. In addition, a culture based to a 

large degree on concepts of the relative value and status of people is quite prone to 

interpersonal dignity attacks between people who might fall into the same categories of an 

intersectional analysis. Such attacks can create many forms of pain ranging from 

stigmatization to interpersonal hostility.

Neither dignity nor dignity attacks are new topics for public health. Jacobson has reviewed 

and described research on them quite extensively (2 – 5). Furthermore, unlike some social 

and behavioral science concepts like stigma or micro-aggression, attacks on dignity are 

clearly emic categories rather than academic inventions. The streets of the US South 

resounded with calls for dignity during the civil rights movement of the 1960s, as did the 

streets of Egypt and Tunisia in 2011 and as do conversations by workers about their 

treatment at work. In spite of this, however, the field has lacked adequate measures of 

dignity denial as an event and as a social process. (To some extent, of course, social science 

concepts do diffuse into wider populations. “Stigma” has become somewhat emic in some 

mental health populations and HIV-related target populations such as men who have sex 

with men (MSM) and people who inject drugs (PWID), particularly among those who 

interact with HIV programs frequently.)

We thus developed questionnaire items to measure attacks on dignity in the context of a 

larger research project to develop measures of hypothesized pathways by which major social 

(or “structural”) interventions such as neighborhood-uprooting urban renewal or reductions 

in fire service coverage that result in urban “burnouts” (7, 8) or large-scale economic, 

political, social, and climate-driven “Big Events” might lead some people to become 

members of Key Populations such as PWID or sex workers; and how they can lead members 

of Key Populations such as PWID, men who have sex with men (MSM) or other populations 

such as heterosexuals to engage in high-risk behaviors (6, 9 – 11). Big Events are an 

important macro-social phenomenon of considerable interest to HIV research since a 

number of them have been followed by major HIV outbreaks (6, 9 – 11). We developed a 

theorization of pathways from macro-social change or Big Events to HIV risk in terms of 

CHAT (Cultural-Historical Activity Theory); this included an outline of relevant measures 

that need to be developed (6). Pouget et al (12) showed that a number of measures that were 
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developed—including the measures described here--showed promising reliability and 

validity among a New York City PWID sample. (Similar analyses for heterosexual and 

MSM samples are being conducted.)

In this paper, we focus on a set of measures developed as part of this project that focus on 

attacks on peoples’ dignity (6, 11, 12). Attacks on dignity seem to be an inherent part of 

current economic and political structures and cultures (1). Thus, research on dignity attacks 

should be important for issues like micro-aggression and other ongoing experiences that may 

be particularly likely to affect some populations at high risk for HIV. We describe these 

measures and discuss how they might be used in studies of current HIV risk and/or in studies 

of social intervention or change might unleash HIV outbreaks.

Some attacks on peoples’ dignity are deeply structural, but others are interpersonal (1). Our 

focus in this paper is on interpersonal attacks on people’s dignity, although some of these 

attacks are carried out by people in the process of fulfilling their systemic roles such as 

police officer or counselor.

One result of dignity attacks is that they can be internalized as stigma (13, 14), which has 

many negative health consequences through creating stress, producing obstacles to accessing 

health care, and much else (15 – 20). Link and Phelan (15) developed the concept of 

“structural stigma” which has some parallels to the concept of structural attacks on dignity. 

Hatzenbuehler recently edited a special issue of Social Science and Medicine on “Structural 

stigma and health” which contains a range of papers on this issue, including Hatzenbuehler’s 

useful introduction to the thoughts and literature in the field as well as to the special issue 

(21, 22). Hatzenbuehler and his colleagues have themselves published extensively on ways 

in which structural stigma can have negative consequences for the health of gay men (23 – 

26).

Other related concepts are “enacted stigma” and “microaggression” (13, 27, 28). In a 

relatively early definition of enacted stigma (towards people with epilepsy), Jacoby defined 

the term as follows: “In this dichotomy, enacted stigma refers to episodes of discrimination 

against people with epilepsy, solely on the grounds of their social unacceptability; whereas 

felt stigma refers to the shame associated with being epileptic and the fear of enacted 

stigma.” (29) More recently, a USAID document on HIV/AIDS related discrimination and 

stigma offers the following definition: “We define discrimination (or enacted stigma) as the 

negative acts that result from stigma and that serve to devalue and reduce the life chances of 

the stigmatized.” (30) Enacted stigma thus differs from dignity attacks in that it is purposive 

and aimed specifically at a given stigmatized characteristic of its target. Dignity attacks, on 

the other hand, may be much less specific statements or actions. Indeed, at the more macro-

level, we have described ways in which the implicit devaluation of workers as opposed to 

machinery can serve to attack workers’ dignity without any action or words that explicitly 

target the workers (1).

It should be noted that the concept of microaggression is based on experiences of 

“indignities,” and thus is a recent re-formulation of the concept of dignity denial or dignity 

attack. Swann et al. argue that microaggressions “are frequently non-deliberate and 
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unconscious on the part of the actor,” which is in accordance with the concept of dignity 

attacks (28). We use the term dignity attacks both because dignity and dignity attacks are 

firmly rooted in the vocabularies of the victims of these attacks (as shown by the widespread 

explicit mention of dignity issues in the grievances expressed by social movements) and also 

because there is a well-rooted literature on dignity and its denial in philosophy, social 

science and in the health sciences. Both terms, it should be noted, refer to behaviors 

frequently though not always enacted as part of larger systems of oppression or 

subordination such as racism, sexism, heterosexism, prejudice against the jobless, or drug 

wars.

Research on macro-social (structural) interventions, Big Events, structural stigma, structural 

and individual dignity attacks, enacted stigma, micro-aggression, individual stigma, and HIV 

outbreaks can and should be integrated. One way in which these concepts might be tied 

together is that macro-social interventions or Big Events can sometimes exacerbate, and 

sometimes ameliorate, both the ways in which social structures attack individuals’ dignity 

and the degree of structural stigma in a society. These, in turn, can influence the extent to 

which individuals experience enacted stigma and various micro-aggressions, some of which 

can lead some individuals to internalize these as stigma (spoiled identity). Since these 

concepts are still being developed, and research in this area is in its early stages, we hasten 

to warn that dignity attacks may well affect HIV via pathways like exacerbating 

interpersonal hostilities that do not involve stigma at all. Furthermore, we would argue, it is 

useful to differentiate between processes like dignity attacks or intravention (31) that create 

or maintain social psychological effects such as stigma or internal norms and the social 

psychological effects themselves. These supra-individual and interactional processes often 

are rooted in macrosocial and interpersonal processes, institutions and structures that are 

quite independent of what we usually think of when we think of terms like “stigma,” micro-

aggression, or even “structural stigma.”

This paper is descriptive and exploratory. It aims to introduce measures of dignity attacks to 

a public health audience and to describe and compare their frequencies among three key 

populations in New York City—PWID, high-risk heterosexuals (HRH) and MSM. Since we 

hope that other researchers will use these or similar items to investigate if and how dignity 

attacks lead to personal or public health consequences, we present extensive data in our 

tables that others can use as benchmarks in planning their own research.

METHODS

Samples

The sample consists of 300 PWID, 260 high-risk heterosexuals who do not inject drugs, and 

191 men who have sex with men who do not inject drugs. All of the PWID and many of the 

high risk heterosexuals and MSM were referred to our study by a large New York City RDS 

study in 2012–2015. For HRH and MSM we supplemented this by asking participants who 

had been referred to us to help us recruit others who would qualify. These potential 

participants were screened for eligibility by our field director (usually over the telephone). 

Eligibility criteria for each group included (1) age 18 or older, (2) residency in the NYC 

metropolitan area, and (3) fluency in English. In addition, PWID participants had to report 
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having injected illicit drugs in the past 12 months; high-risk heterosexuals had to report 

having had sex with an opposite sex partner in the last 12 months; and MSM had to be male 

and to report having had sex with a man in the last 12 months.

Measures

Participants were interviewed, with informed consent, using a long interview form that 

covered activities, experiences, norms and roles in specific contexts, and how normative 

conflicts and other situations are perceived and resolved (3, 16). These interviews typically 

took between 90 minutes and two hours. Study methods and questionnaire items were 

approved by National Development and Research Institutes (NDRI)’s Institutional Review 

Board. Participants generally reported that they enjoyed the interview topics and felt 

respected. They were reimbursed $30 for their time and effort.

In addition to standard demographic and behavioral items, respondents were asked a number 

of questions about attacks on their dignity. Each participant was asked how often people had 

spoken or acted towards them in the last year in a way that felt like they were attacking their 

dignity or demeaning them. They were also asked “In the last year, how often have you been 

present when someone spoke or acted towards someone else in a way that attacked their 

dignity or demeaned them?” For each of these questions, response categories were: 1. Never; 

2. 1 to 2 times; 3. 3 – 10 times; 4. About once a month; 5. About once or twice a week; 6. 

Daily or more. For these analyses, responses of “don’t know” or refusal to answer were 

treated as missing.

Respondents were also asked “What aspects of you or your life did you think they were 

demeaning you about?” They were given a list of possible answers to endorse or not to 

endorse as one that had been attacked.

They were also asked “When they attack your dignity, how often do you react in each of 

these ways?” We gave them a list of possible reactions, and asked them to tell us for each 

whether they reacted in this way 1. Never; 2. Rarely; 3. Sometimes; 4. Often; 5. Very often. 

(Again, “don’t know” and refusals to answer are treated as missing.)

They were also asked about who attacked their dignity: “Please tell me who are the people 

and/or groups who have attacked your dignity or demeaned you in the way that hurt you the 

most (circle all that apply).” We provided them a list of 41 categories of such potential 

attackers for them to choose among.

Analyses of associations of key socioeconomic variables (lacking a job, being homeless and 

very low income) with dignity denial experiences were conducted for two reasons. First, 

these socioeconomic variables are likely to be affected by major social change or macro-

social interventions, so their associations with dignity denial are crude proxies for how these 

might affect dignity denial experiences. Secondly, we would anticipate that homelessness, 

joblessness and very low income would be associated with a higher level of dignity denial 

experiences. To the extent that we find such associations, it tends to provide a degree of 

convergence validation for the indicators. It also suggests that social changes or 

interventions that worsen these socioeconomic indicators might increase attacks on dignity.
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To define “very low income” we approximated median splits for each Key Population 

sample. For PWID and HRH, this led us to define “very low income” as less than $10,000 

per year. MSM had a slightly higher income distribution, but even so the “very low income” 

split for them was defined as “less than $12,500 per year.”

Analyses

Analyses were conducted with IBM SPSS (ver. 22). These analyses were exploratory ones, 

since no prior research has been done on how these measures might differ among the three 

Key Populations and very little empirical research has been done on dignity attacks in these 

populations.

Statistical analyses included frequency descriptions and cross-tabulations. Statistical 

significance was estimated by chi square (and, if needed, exact tests). We used linear-by-

linear association tests to compare ordinal variables (32). Pearson correlation (r), linear 

regression and logistic regression analyses are used to study associations of dignity attacks 

and behaviors. P-values are presented in the tables rather than the text to improve readability.

RESULTS

Participants’ characteristics and p-values for differences between key populations are 

presented in Table 1. For some analyses, the sample sizes are smaller because of the non-

applicability of a question to some respondents. PWID were older than either the MSM or 

the heterosexual sample; and heterosexuals were alder than MSM. High-risk heterosexuals 

were more likely than either PWID or MSM to be Black or Hispanic. PWID were most 

likely never to have married, followed by MSM and then HRH. PWID were more likely to 

be homeless than the HRH. Most PWID reported income less than $10,000 a year, as did 

almost half of the HRH and 23% of MSM. (The low incomes of the HRH and many 

characteristics of all three groups derive in part from the sampling frame, as discussed 

above.) Approximately a quarter of each group report having exchanged sex for money or 

drugs in the past 30 days.

Self-reported HIV prevalence levels of all three groups are high, with 21% of PWID, 13% of 

MSM and 7% of HRH reporting that they have been diagnosed as HIV-positive.

Frequency of being attacked and of seeing others attacked

Attacks on the dignity of all groups occurred relatively frequently, with dignity attacks 

occurring about once a month or more for 46% of PWID, 39% of HRH, and 53% of MSM. 

As Table 2 describes, such attacks were reported more by MSM and PWID than by HRH. 

They observed other people’s dignity being attacked even more, with 80% of PWID, 64% of 

HRH and 93% of MSM reporting observing dignity attacks about monthly or more. About a 

third of PWID report seeing others’ dignity attacked daily; and more than half of both MSM 

and PWID report seeing this on a weekly basis or more. As Table 2 shows, taking the 

distributions as a whole, PWID and MSM were more likely to observe attacks on others’ 

dignity than were HRH.
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What their dignity was attacked for

There are interesting commonalities and differences among groups in what they report were 

the reasons why their dignity was attacked (Table 3). Approximately half of each group had 

their dignity attacked because of the people they hang out with; and 30% or more of each 

group were attacked for being drug users. (Although this was much more common for 

PWID than for these samples of HRH and MSM who do not inject drugs.) All three groups 

had sizeable proportions who reported dignity attacks for not having a job (although this was 

particularly common for HRH), the way they look (which was particularly common for 

MSM), and their clothing. People’s dignity was attacked on the basis of their personality for 

25% of HRH and 18% of MSM.

PWID were particularly likely to be attacked for being injectors, and (to lesser degrees) for 

being fat or skinny, having a poor housing situation, or being infected with HIV or hepatitis 

C. HRH were particularly likely to report having their dignity attacked for lack of education 

or being a single parent or (along with PWID) for how they earn their money. Over half of 

MSM were attacked for their sexual orientation and who they had sex with, and 28% of 

them for the way they speak. Interestingly, MSM were particularly likely to have their 

dignity attacked because of their race, suggesting enhanced vulnerability to racist attacks 

among MSM in New York.

Who were the perpetrators of the attacks

Table 4 presents data on who attacked respondents’ dignity. Relatives—and perhaps 

surprisingly, particularly mothers—were major sources of attacks on PWIDs’ dignity. 

Program staff or case managers were sources of attack for 18% of PWID (and 17% of 

HRH), and hospital or clinical staff for 13% of PWID—which suggests that sources of 

assistance may sometimes be sources of attack on PWIDs’ dignity. MSM and HRH were 

also likely to have their dignity attacked by relatives, though not to the same extent as 

PWID. MSM reported having their dignity attacked by neighbors (30%), bosses (20%; 31% 

among those with jobs) and co-workers (21%; 34% among those with jobs), police officers 

(25%), store owners (27%) and remarkably (but perhaps unsurprisingly) 53% reported 

having their dignity attacked by strangers. Police officers were significantly more likely to 

be reported as attackers of their dignity by MSM than either HRH (16%) or PWID (12%); in 

further analyses, this did not appear to be related to race within any key population although 

the statistical power of this test was low due to small N’s for mixed race.

How do they react?

More than 50% of each group report that when their dignity is attacked, they very often or 

often shrug it off, pretend they do not care, and do nothing about it (Table 5). HRH are more 

likely than members of the other groups to tell the perpetrator off; PWID to cry inside, to use 

more drugs or to try to change their behavior or what they look like so as to prove the 

perpetrator wrong. MSM, it should be noted, say they never (47%) or rarely (16%) try to 

change themselves in reaction to dignity attacks.
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Social characteristics and frequency of dignity denial experiences

Table 6 provides data within each Key Population for associations between dignity attack 

experiences and socioeconomic indicators. In seven of nine associations, the jobless, 

homeless and very low income members of each key population were significantly (p < .05) 

more likely to report having their own dignity attacked more often. For homelessness among 

HRH, the directionality is the same, but only indicate a trend towards significance (p < 

0.06). Among MSM, it appears that homelessness is not associated with the frequency of 

dignity attacks. Neither sex nor engaging in sex work in the last 30 days was associated with 

being attacked within either the PWID or HRH groups; but among MSM, those who 

received some form of payment for sex had their dignity attacked more frequently.

Social characteristics and changes in drug use, alcohol use and sexual frequency

Table 7 provides data within each Key Population for associations between social 

characteristics and how participants react when their dignity is attacked. Among people who 

inject drugs, a higher income and selling sex make participants more likely to react to 

attacks on their dignity by using more drugs, and sex sellers and the homeless by using more 

alcohol and having more sex. Among high-risk heterosexuals, sex workers report more drug 

use and alcohol use when their dignity is attacked, lower income people report more alcohol 

use, and those without jobs report that they react with more alcohol use and more sex. 

Among MSM, those without jobs, with low incomes and who engage in sex work react by 

using more drugs and alcohol, and the homeless and sex traders by having more sex.

Exploratory associations with risk behaviors

Although we see dignity attacks as most importantly related to longitudinal dynamics that 

will lead youth and, perhaps to a lesser extent, their elders, to be more likely to take up high-

risk sexual and drug behaviors and roles, it is also useful to understand the cross-sectional 

associations of dignity attacks with measures of risk behavior. For these analyses (Table 8), 

we looked at the correlations of the frequency of having one’s dignity attacked with selected 

risk behaviors and with how often participants responded to dignity attacks by increasing 

their drug use, alcohol use, and sexual frequency. We also looked at the correlations of how 

often participants responded to dignity attacks by increasing their drug use, alcohol use, and 

sexual frequency with the specific risk behaviors. Multivariate logistic regressions were run 

controlling for age, race/ethnicity (Non-Hispanic White vs. other), and (for PWID and HRH) 

sex. In these cells, in addition to r, the adjusted odds ratio and 95% confidences intervals are 

also given. For MSM, the regression coefficients and confidence intervals for the analysis of 

number of sex partners are from linear regression since the dependent variable is continuous.

Among PWID, dignity denial frequency has significant positive associations with receptive 

syringe sharing, distributive syringe sharing, and any exchange sex, as well as with more 

often responding to dignity denial with more drugs, more alcohol and more sex.

Among HRH, dignity denial frequency has significant positive associations with more often 

responding to dignity denial with more drugs, more alcohol and more sex. It has a weak 

negative correlation with unprotected sex with a non-main partner.

Friedman et al. Page 8

AIDS Behav. Author manuscript; available in PMC 2018 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Among MSM, dignity denial frequency significant positive associations with any exchange 

sex and with more often responding to dignity denial with more drugs and more alcohol (and 

a tendency (p .068) with more sex. It has a negative correlation with the number of sex 

partners (which could mean that people more “into the scene” are less often in a position to 

have their dignity attacked.)

For all groups, responding to dignity denial with more drugs, more alcohol and more sex are 

positively related to most indicators of sexual risk behavior (and for PWID, with receptive 

and with distributive syringe sharing.)

DISCUSSION

Overall, members of all three key populations experienced attacks on their dignity fairly 

often. Such attacks were reported more often by people who inject drugs and by men who 

have sex with men, which is not terribly surprising since both drug injection and same-sex-

sex are socially stigmatized. Furthermore, members of all groups report seeing other’s 

dignity being attacked fairly often, with a third of PWID seeing this daily and more than half 

of both PWID and HRH seeing it weekly or more.

Our findings are of course limited by possible errors in self-report. We would in particular 

mention that there may be differences in proclivities to report or recognize dignity attacks 

among the different populations being sampled. This could occur if populations that are 

frequently attacked or stigmatized are more sensitive and thus interpret non-attacks as 

attacks in some cases.

Findings are limited in several other ways as well. Since the study is cross-sectional, what 

can be learned about causation is extremely limited and tentative. The relatively small study 

sizes of each of the three sub-samples has limited the extent to which we can conduct 

multivariate analysis. Furthermore, there are undoubtedly experiential and cultural 

differences in the ways that the three subpopulations (PWID, HRH, and MSM) interpret 

some of the questionnaire items. Differences in race/ethnicity, sex, age, HIV status and many 

other variables may also be associated with differences in how participants interpret some 

items.

Nonetheless it is noteworthy that almost two-fifths of “high-risk heterosexuals” reported 

having their dignity attacked in the last month. Since some of them use non-injected drugs 

and/or engage in sex trade, some of these attacks may be due to this. From Table 3, however, 

we see that the two most frequent reasons they give for their dignity being attacked are their 

economic circumstances and the people they hang around with. More research is needed for 

us to get a comprehensive understanding of this phenomenon, but we would suggest as a 

working hypothesis that an ostensibly meritocratic society based on interpersonal 

competition and political campaigns that attack the dignity of those who are not highly 

successful may generate a culture in which interpersonal dignity attacks are frequent.

The attacks being studied are interpersonal ones, but the people who attack the different 

populations have some differences. Relatives, and particularly mothers, are major sources of 

dignity attacks for PWID (and relatives are also sources, to a lesser extent, for HRH and 
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MSM.) Some of these attacks on their dignity probably arise out of (often self-defeating) 

criticisms or other processes of interaction between relatives and drug users, but this is 

probably worsened by the war on drugs and other forms of public attacks on the humanity 

and dignity of people who use drugs (33 – 36). Similar attacks on sex work and sex workers 

may also help explain these data, since about a quarter of each population report having 

exchanged sex for money or drugs in the last month (14). MSM have their dignity attacked 

in a wide range of impersonal relationships, including by neighbors, bosses, co-workers, 

police officers, store owners, health care providers and strangers (35, 37, 38), and any 

resulting internalized stigma can also lead to worse health outcomes (39). While these 

attacks do occur, it is important to note that kin or other people can sometimes play a 

supportive role which is related to positive health outcomes including support of others 

around HIV prevention (40, 41).

Respondents in all three groups report that they very often shrug off attacks on their dignity. 

People who inject drugs seem to take such attacks particularly hard: They report crying 

inside, using more drugs or trying to change their behavior. MSM, on the other hand, seem 

to accept their being MSM far more than PWID accept their drug use, as indicated by over 

three fifths of MSM reporting they never or rarely try to change themselves in reaction to 

dignity attacks. This self-acceptance is probably due to the self-confidence and pride that 

many gay and bisexual men have developed through their social movements and other 

victories (1, 6, 42.) In addition, gayness and perhaps bisexuality or queerness in some 

localities, including New York, are probably more unifying self-identities than injecting 

drugs, with much more organized political activity and community building and tangible 

gains (43). However, while there may be an appearance of unification within MSM, the 

intersection between these key populations and race may lead to multiple subordination. For 

example, MSM who are also racial/ethnic minorities are at significantly increased risk for 

social disadvantage and poor health outcomes (44 – 47). In addition, the relatively high 

attacks on dignity by “other gays” towards the majority-Black MSM respondents in this 

sample suggests that these could be attacks by other MSM in majority race categories. The 

double minority status of Black MSM and feelings of exclusion from dominant LGBT 

populations has led some to ask whether Black MSM are part of the rainbow (48).

Some members of all three groups, PWID, HRH and MSM, do report that dignity attacks 

lead them to increase their sexual, alcohol and/or drug behaviors. To the extent that they do 

so, this seems to be associated with high-risk behaviors with controls for confounding by 

race/ethnicity, age and where appropriate for sex—and thus perhaps with HIV transmission 

rates. We interpret this result as consistent with dignity attacks being a switching point that 

leads some people onto pathways of more alcohol, more drugs and/or more sex and this 

leads to increased probability of HIV risk. This tends to support our hypothesis that dignity 

attacks may be part of a pathway toward HIV vulnerability. If confirmed in future 

longitudinal studies (or trials of interventions to reduce dignity attacks), findings of this sort 

would strongly support the pathways approach to analyzing dignity attacks and would 

provide some support for the CHAT model of Big Events and macro-structural interventions 

as presented by Friedman et al in this journal (6).
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Data on interpersonal differences in joblessness, homelessness, and very low income may 

not be the best proxy for the effects of macro-social (structural) interventions or of Big 

Events (since misfortune caused by these may be reacted to very differently by one’s social 

circle and by oneself than a similar kind of misfortune in the absence of such visible 

interventions or in normal times), but it is all we have available in this dataset. By and large, 

homelessness, joblessness and very low income seem to be associated with having one’s 

dignity attacked. This finding is consistent with our discussion of dignity attacks as fostered 

by class and status differences in a culture based on invidious comparisons. This pattern of 

findings tends to increase our support for the validity of the measures of dignity attacks, and 

also lends (indirect) support for the underlying theory that some macro-social interventions 

or Big Events may tend to increase dignity attacks (to the extent that they produce 

joblessness, homelessness and very low incomes). Further, these same social characteristics 

and engaging in the sex trade are to some extent associated with reacting to dignity attacks 

by using more drugs or alcohol.

Since dignity attacks and stigma are associated with a range of ill health effects and with less 

willingness to use health services (2 – 5, 15 – 20) (and particularly since these data suggest 

that sizeable proportions of these populations have their dignity attacked by service 

providers—and we suspect that they almost certainly tell their friends about this), this paper 

suggests that dignity attacks may be important to study. Furthermore, we need more research 

on how macro-social interventions and Big Events affect dignity attacks and whether this is 

a pathway that helps determine whether a given set of interventions or Events does or does 

not lead to increases in PWID, sex work, and/or HIV or other diseases.

Thus, we are calling for several types of research. We need qualitative research into dignity 

attacks as they take place in communities and at workplaces, into how they are related to 

processes of intersectional oppression or subordination, how they affect groups of people at 

high risk of becoming PWID, sex workers, or of engaging in high-risk sex, and relatedly 

how they affect the lives and HIV outcomes of PWID, high-risk heterosexuals, and MSM.

Prospective studies are also needed of macro-social interventions, Big Events and other 

social changes; of the conditions and pathways that affect whether they do or do not lead to 

changes in attacks by various groups of actors on the dignity of PWID, high-risk 

heterosexuals, sex workers and MSM; of if and how such attacks lead to changes in risk and 

transmission behaviors, in risk networks, in social networks, and in health outcomes like 

HIV transmission rates, involvement in the continuum of care, and morbidity and mortality. 

A related issue for such prospective studies is if and how macro-interventions or events and 

dignity attacks, along with other pathways (1, 10 – 12), lead some youth to enter into high 

risk networks and behaviors.

Such research should integrate issues of structural stigma and individual stigma (2 – 5, 13 – 

26). These are related concepts, and combining the insights and measures developed in the 

stigma literature should improve what we learn from studies such as those just discussed.

A final area that needs research is how to prevent negative pathways from developing and/or 

how to intervene in those that do develop. Specifically, we need research on how to keep 

Friedman et al. Page 11

AIDS Behav. Author manuscript; available in PMC 2018 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



macro-social changes (whether based on interventions or not), Big Events, oppression, or 

exploitation from precipitating structural or individual attacks on dignity; and of how to 

mitigate the effects of such attacks as do occur.

Issues of dignity attacks and stigmatization are not merely matters for study, of course. They 

are also issues for action (1, 49). One approach to this might be to encourage and to engage 

with social movements to change police practices including attacks on dignity that have been 

important in the USA, as is evidenced by the current Black Lives Matter movement and by 

Stonewall and subsequent gay activism. People who use drugs and sex workers have also 

engaged in considerable activism around these issues (33). Another might be to find other 

ways to alter the social and cultural contexts of people’s lives that encourage some relatives 

or friends to attack others’ dignity.
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Table 8

Within risk group exploratory analysis of correlations within each risk group between dignity attack frequency, 

reactions to dignity attacks, and selected risk behaviors1

A. People who inject drugs

Dignity attack variables

Behavioral variable Frequency of having 
dignity attacked3

React to dignity 
attacks by using more 
drugs

React to dignity 
attacks by using more 
alcohol

React to dignity 
attacks by having 
more sex

React to dignity attacks by using 
more drugs

.454* NA

React to dignity attacks by using 
more alcohol

.361* .613* NA

React to dignity attacks by having 
more sex

.217* .498* .574* NA

Any unprotected sex with non-
main partner

.040
1.06 (.88, 1.28)

.214*
1.18 (.90, 1.54)

.263*
1.27 (1.0, 1.63)

.380*
2.04 (1.17, 3.57)

Any sex partner2 .048
1.04 (.89, 1.23)

.146*
1.04 (.83, 1.32)

.133*
1.07 (.86, 1.34)

.229**
1.41 (.87, 2.30)

More than one sex partner2 .029
1.04 (.86, 1.27)

.278**
1.35 (1.02, 1.80)

.197**
1.13 (.87, 1.45)

.316**
1.42 (.91, 2.22)

Any exchange sex .138*
1.26 (1.04, 1.54)

.323*
1.75 (1.29, 2.36)

.398*
1.80 (1.36, 2.38)

.483*
6.31 (2.65, 15.03)

Had sex at a group sex event −.041
.88 (.68, 1.13)

.256*
1.68 (1.12, 2.52)

.205*
1.25 (.90, 1.72)

.434*
2.11 (1.24, 3.58)

Any receptive syringe sharing .285*
1.67 (1.33, 2.11)

.177
1.04 (.78, 1.39)

.325*
1.49 (1.15, 1.93)

.197*
1.16 (.76, 1.77)

Any distributive syringe sharing .226*
1.42 (1.17, 1.72)

.142**

.97 (.75, 1.26)
.314*
1.42 (1.12, 1.80)

.201*
1.17 (.78, 1.76)

B. High risk heterosexuals

Dignity attack variables

Behavioral variable Frequency of having 
dignity attacked2

React to dignity 
attacks by using more 
drugs

React to dignity 
attacks by using more 
alcohol

React to dignity 
attacks by having 
more sex

React to dignity attacks by using 
more drugs

.364* NA

React to dignity attacks by using 
more alcohol

.482* .769* NA

React to dignity attacks by having 
more sex

.235* .387* .420* NA

Any unprotected sex with non-main 
partner

−.136*
.76 (.62, .94)

.149*
1.54 (1.15, 2.06)

.141*
1.45 (1.07, 1.95)

.058
1.23 (.73, 2.08)

More than one sex partner2 −.003
.95 (.80, 1.14)

.192*
1.45 (1.10, 1.92)

.258*
1.71 (1.27, 2.31)

.184*
1.94 (1.12, 3.37)

Any exchange sex .108
1.18 (.97, 1.44)

.288*
1.66 (1.23, 2.22)

.315*
1.85 (1.36, 2.52)

.185*
1.67 (1.00, 2.78)

Had sex at a group sex event −.016
.94 (.74, 1.20)

.134*
1.45 (1.03, 2.03)

.159*
1.53 (1.08, 2.17)

.124
1.65 (.90, 3.00)
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C. Men who have sex with men

Dignity attack variables

Behavioral variable Frequency of having 
dignity attacked

React to dignity 
attacks by using more 
drugs

React to dignity 
attacks by using more 
alcohol

React to dignity 
attacks by having 
more sex

React to dignity attacks by using 
more drugs

.183* NA

React to dignity attacks by using 
more alcohol

.235* .805* NA

React to dignity attacks by having 
more sex

.133 .515* .550* NA

Any unprotected sex with non-
main partner

−.074
.95 (.69, 1.31)

.287*
1.81 (1.28, 2.56)

.212*
1.47 (1.05, 2.06)

.097
1.21 (.83, 1.77)

Number of sex partners2 −.263**
−.64 (−1.05, −.24)

.294**

.76 (.36, 1.16)
.186*
.51 (.09, .94)

.167*

.64 (.14, 1.15)

Any exchange sex .222*
1.67 (1.12, 2.47)

.323*
1.80 (1.26, 2.58)

.357*
1.95 (1.33, 2.86)

.371*
2.30 (1.49, 3.56)

Had sex at a group sex event .088
1.43 (.97, 2.13)

.256*
1.70 (1.18, 2.46)

.189*
1.52 (1.05, 2.23)

.234*
1.81 (1.19, 2.77)

1
Cell entries are Pearson’s correlations. An * indicates that the parameter has p < .05, and ** indicates p < .01. For selected cells, multivariate 

logistic regressions were run controlling for Age, Race/Ethnicity (Non-Hispanic White vs. other), and (for PWID and HRH) sex. In these cells, in 
addition to r, the adjusted odds ratio and 95% confidences intervals are also given. For MSM, the regression coefficients and confidence intervals 
are from linear regression since the dependent variable is continuous.

2
For analyses of sex partner numbers, different ways of categorizing these were used for the different risk groups based on the distributions in the 

sample. For PWID, the reference group is those who reported having no sex partners, and the other categories are one sex partner and more than 
one sex partner. For high-risk heterosexuals, we dichotomized into more than one sex partner vs. one or zero partners. Correlations are not given for 
this set of variables this the underlying variable on number of partners is a trichotomy. For MSM, we used the number of sex partners they reported.
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