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Intersectionality—an analytic tool

that enables researchers and histori-

cally marginalized communities to

investigate how “intersecting power

relations influence social relations

across diverse societies as well as indi-

vidual experiences in everyday

life”1(p2)—is becoming a prominent lens

through which to conduct social and

behavioral science research, particu-

larly within the field of public health.1–3

Intersectionality is now recognized as

critical to ending the HIV epidemic, as

well as addressing other public health

priorities.2,4 Stigma researchers are

applying an intersectional lens to

understand and address health

inequities among groups at the most

marginalized intersectional positions, as

stigma reduction cannot be fully

achieved without centering the struc-

tures and systems that drive stigma and

discrimination.2,5,6 For example, without

understanding how racism and homo-

phobia mutually shape the experiences

and opportunities of sexual minority

people of color, we cannot fully under-

stand or address the stigma and dis-

crimination they experience.

To realize its full potential for improv-

ing health equity, a closer look at the

concept of intersectional stigma and

how it is operationalized in research

and practice is warranted. Berger

defined intersectional stigma as the

“total synchronistic influence of various

forms of oppression which combine

and overlap to form a distinct position-

ality.”7(p24) Logie et al. defined intersec-

tional stigma as the “interdependent

and mutually constitutive relationship

between social identities and structural

inequities.”5(p9) Considering these defi-

nitions, the next logical step in under-

standing and addressing public health

inequities is to deliberately integrate

intersectional stigma frameworks into

interventions to improve health

outcomes.

To address intersectional stigma and

its sequalae, it is important to consider

what it means for a stigma reduction

intervention to be “intersectional.” We

recommend that an intersectional

stigma reduction intervention should

hold the following principles: (1) recog-

nize and name how systems of power,

privilege, and oppression intersect to

affect individual experiences and fuel

stigma; (2) aim to dismantle systems of

power, privilege, and oppression, and

mitigate the harms caused by those

systems; (3) ensure community leader-

ship and meaningful engagement; and

(4) support collective action, cohesion,

and resistance to address the intersect-

ing axes of inequities. We explore these

principles to guide progress toward

achieving health equity.

(1) Recognize and name how systems of

power, privilege, and oppression

intersect to impact individual experi-

ences and fuel stigma

Within this burgeoning area of

public health praxis, it is important

for researchers and community prac-

titioners to be explicit about how an

intervention is informed by the concept

of intersectionality and how it will

address intersectional stigma. Systems
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of power perpetuate intersectional

stigma5,7; therefore, the conceptual

underpinnings of intersectional stigma

interventions and subsequent phases

of development, implementation, and

dissemination should clearly name

systems of power and oppression

and clarify their role in perpetuating

oppression.8 For example, this can be

accomplished through statements of

purpose and conceptual models that

explicitly note which systems of oppres-

sion are being addressed and how.

Stigma reduction interventions that

simply consider co-occurring stigmas

are not truly intersectional without rec-

ognizing the contexts that drive and

mutually shape these stigmas. This is

upheld by Rao et al., who note in their

editorial on HIV stigma among Black

women in the United States, “[o]ur

understanding of the factors that have

an impact on the health of Black

women is limited when we regard these

categories as distinct or static identities

and add or subtract them from concepts

of interest.”9(pp446–447) The authors go on

to convey how understanding the experi-

ences of Black women as “mutually con-

structed and fluid, continually shaping

and shaped by dynamics of power”9(p447)

offered insights to inform impactful inter-

vention—in this case, to explore resil-

ience strategies as an intervention to

reduce internalized stigma.9

(2) Aim to dismantle systems of power,

privilege, and oppression, and miti-

gate the harms caused by those

systems

Intersectional stigma interventions

must expand beyond an emphasis on

individual attributes (i.e., stigmatized

identities or health conditions) by

including components that both (a)

seek to dismantle the systems of privi-

lege and power that drive intersectional

stigma and (b) mitigate the harms

caused by those systems. For example,

the Manas por Manas intervention in

Brazil is designed to mitigate the harms

of intersectional stigma experienced by

transgender women while navigating

stigmatizing health care and other social

service environments. Working with peer

navigators, transgender women acquire

critical skills and tools to manage and

address anticipated and enacted stigma

experienced when seeking services (e.g.,

using role play to navigate situations

where their correct pronouns or chosen

name are not used).10

Additionally, structural solutions that

address the factors underpinning inter-

locking systems of oppression are

needed to affect long-term, systemic

change and prevent intersectional

stigma frommoving forward. For exam-

ple, the aforementioned Manas por

Manas study also advocates for and

supports transgender women to step

into positions of power, visibility, and

influence within universities, clinics, and

communities.10 Ensuring that transgen-

der women are visible in staff positions

and leadership roles within the organi-

zations that serve these communities—

and have a voice in shaping the policies

and practices of these organizations—

is an initial step toward dismantling

some of the structural barriers and

stigma that perpetuate health

inequities.

(3) Ensure community leadership and

meaningful engagement

Communities experiencing intersec-

tional stigma are uniquely positioned to

identify and facilitate effective interven-

tions to address intersectional stigma.

As such, the development and imple-

mentation of interventions to address

intersectional stigma should include

leadership and engagement of

communities experiencing the type of

intersectional stigma addressed by

the intervention. Community leader-

ship and engagement should go

beyond community members simply

serving on a community advisory

board or serving as “gatekeepers.”

Community members must be recog-

nized and engaged as codevelopers,

coimplementers, and coevaluators

wherever possible.

Depending on the community and

context, the form of community leader-

ship and engagement may vary, ranging

from community organizations leading

efforts, to community organizations

and public health researchers and

practitioners connecting and forming

mutual partnerships, to public health

researchers and practitioners leverag-

ing their resources and skills to bolster

the infrastructure and capacity of a

community organization if needed.

Furthermore, an often overlooked but

critical factor for ensuring community

leadership is the availability of core

funding to support the infrastructure of

community organizations, not just

funding for activities or services they

provide as part of a research study. For

example, in the Encontros intervention,

local sex workers worked to establish

their own organization to support local

HIV prevention efforts through commu-

nity building, integration, and social

cohesion. The research team and

national network of sex workers part-

nered to secure a training for the

nascent sex worker advocacy group

that addressed how to establish an

association, write an organizational

charter, and manage grants and finan-

ces.11–13 Organizational support is a

means to ensure that community

organizations can engage as equal or

lead partners without relying on univer-

sity structures to receive donor funds,
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which inherently contributes to a

power imbalance.

(4) Support collective action, cohesion,

and resistance to address the inter-

secting axes of inequities

Public health researchers and practi-

tioners who focus on stigma must

move away from emphasizing deficits

in communities, as has been the ten-

dency. Crenshaw, who first coined the

term “intersectionality” in 1989, main-

tains that intersectionality does not

problematize social identities; rather, it

recognizes the power of collective

action, cohesion, and resistance that

exists in the face of oppression: “The

social power in delineating difference

need not be the power of domination;

it can instead be the source of social

empowerment and reconstruction.”14(p1242)

Furthermore, Logie et al. assert that

intersectional stigma research and

praxis would benefit from greater

focus on the radical potential of inter-

sectionality to leverage collective

efficacy, solidarity, and liberation in

efforts to dismantle systems of

oppression.3

There has long been debate about

intersectionality’s focus on inequity and

empowerment; as Davis inquired more

than a decade ago, “Should it be

deployed primarily for uncovering vul-

nerabilities or exclusions or should we

be examining it as a resource, a source

of empowerment?”15(p75) Empower-

ment, in this context, should not be

interpreted as the paternalistic confer-

ral of power, but rather the inherent

resilience of communities facing inter-

sectional stigma that leads to action,

such as coalition building, community

mobilization, and political activism.16 As

such, public health researchers and

practitioners should not simply docu-

ment these strengths and assets, but

become part of the solution by working

alongside and joining the ongoing, col-

lective action of communities experienc-

ing intersectional stigma to advance

social and health equity.

INTERSECTIONAL STIGMA
REDUCTION
INTERVENTIONS

We offer four additional examples of

intersectional stigma reduction inter-

ventions that reflect the principles out-

lined in this editorial.

� The Karnataka Health Promotion

Trust developed a series of inte-

grated structural interventions in

collaboration with female sex work-

ers, policymakers, and other stake-

holders “to address context-specific

factors (social inequity, violence and

harassment, and stigma and dis-

crimination) contributing to HIV

vulnerability”17 in South India. This

program simultaneously worked to

mitigate harms and risk for female

sex workers, as well as the structural

drivers of stigma. The community-

level activities were observed to

increase female sex worker’s mem-

bership in community-based organi-

zations and support referrals to

social benefits and redressal of vio-

lence and harassment.17

� Project Advocacy and Other Com-

munity Tactics (ACT) was designed

to “eliminate barriers to HIV care

for gay and bisexual men and trans-

gender women in five African and

two Caribbean countries.”18(p2251)

This project entailed a “coordinated

set of community-led advocacy

initiatives targeting structural

changes,”18(p2251) including commu-

nity mobilization and sensitization

workshops.18 Project ACT was

observed to improve access and

availability of affirming care and

resources, and highlighted “the vital

role community-led advocacy plays

in addressing stigma and discrimi-

nation as structural barriers to HIV

care.”18(p2251)

� Sheroes was a community-driven,

group-level HIV intervention for

transgender women in the United

States; it entailed five weekly, peer-

led group sessions and sought to

decrease risk for HIV acquisition

and transmission as well as increase

access to gender affirmation.19

Sheroes centered the voices of

transgender women, through col-

laboration and engagement with

transgender community members

and stakeholders. Sheroes also fos-

tered “alliances between transgen-

der women through community

building and empowering relation-

ships via creation of a ‘sisterhood’ of

transgender women who had com-

pleted the intervention.”19 The pilot

indicated an increase in such social

support and a reduction in sexual

risk behavior, as compared with the

control group.19

� Positively Trans is a Transgender Law

Center program led by trans women

of color living with HIV in the United

States. Through “community-driven

research, leadership development,

and storytelling,”20 Positively Trans

makes the case that “trans voices,

needs, and leadership must be cen-

tered in [the HIV] response, and that

the HIV response is a key strategy for

trans health and liberation.”20 This

program serves as an important

reminder that within community set-

tings there are existing, effective

community-led efforts to reduce and

mitigate the harms of intersectional

stigma.
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IMPLICATIONS FOR
IMPLEMENTATION
AND EVALUATION

To inform the development of interven-

tions in line with the principles that we

have outlined, and to assess the impact

of these interventions on health out-

comes relevant to populations affected

by intersectional stigma, the concept of

“evidence” needs to be broadened. At

present, funders and peer-reviewed

journals tend to have a narrow concep-

tualization of evidence. Randomized con-

trolled trials (RCTs) are considered the

gold standard of evaluation, and biomed-

ical outcomes are often prioritized over

socio-structural and community-level

outcomes valued by communities. In

addition, intervention implementation

typically must accommodate three- to

five-year funding cycles, thereby con-

straining the outcomes an intervention

can reasonably affect in such a short

time. Current standards constrain our

ability to maximize impacts that reflect

community priorities, evaluate the suc-

cess of interventions, and study the

reduction of intersectional stigma over

time. In addition, narrow conceptualiza-

tions of evidence limit the potential for

community-derived solutions to be opti-

mally evaluated and scaled.

Study Design

When evaluating intersectional stigma

reduction interventions, evidence from

programmatic efforts using real-world

implementation strategies and designs

should be valued alongside RCTs. RCTs

are limited in their ability to assess social

and structural change. For example,

employing an RCT design to evaluate

an intersectional stigma intervention

is often impractical, as it would likely

require randomizing communities to

social or community change interven-

tions, which would be expensive and

could take much longer to evaluate than

the typical five-year funding cycle allows.

We must support study designs without

experimental assignments, such as

rigorous observational research and

implementation science methods. Fur-

thermore, we need to acknowledge the

value of qualitative and mixed methods

for evaluation research.

Outcomes

To effectively evaluate intersectional

stigma reduction interventions, it is

necessary to employ a wider range of

proximal markers (e.g., mobilization

and solidarity), implementation out-

come measures (e.g., acceptability,

feasibility), and structural outcome

measures (e.g., changes in laws and

policies, community representation)

alongside clinical outcomes. Existing

measures have been validated for this

purpose (e.g., cohesion,21,22 community

mobilization23). Where needed, meas-

ures may be adapted or additional

measures developed and validated to

capture other latent constructs to sup-

port the generalizability of findings.24

Timelines

Extended evaluation timelines can

allow more meaningful observation

and assessment of the impact of inter-

sectional stigma interventions that seek

to effect systemic change. For example,

traditional National Institutes of Health

R01 grants could be extended from five

to seven years for interventions that

address structural drivers of stigma.

Similarly, funders could release calls for

supplemental grants to allow for addi-

tional data collection two years after the

intervention ends to assess longer-term

changes and policy-level effects. Such

extended timelines are necessary, as

policy and institutional-level changes

often do not manifest within traditional

study timelines.

Structural Interventions

Beyond study design, outcomes, and

timelines, there is a need for greater

development, implementation, and

evaluation of structural interventions,

which work by altering the societal,

legal, and economic contexts that

influence individual, community, and

societal health outcomes. For example,

legalizing and making widely available

needle exchange programs at a state

or country level is an example of a

structural intervention to minimize

harms, such as HIV and hepatitis C

exposure, for people who inject drugs.

At present, few intersectional stigma

interventions have included structural

components to dismantle systems of

power, privilege, and oppression.

Research Coordination

Recognizing that multiple interventions

across levels are necessary to disman-

tle systems of power, coordinated

approaches that create opportunities

to build on prior and ongoing research

and praxis are needed. For example,

alongside the provision of harm reduc-

tion services for people who use drugs,

legal changes, such as decriminalizing

possession of multiple syringes, are

required so programs can operate

safely and legally.25 Such coordination

may occur among public health

researchers and practitioners, commu-

nity organizations and members, or local

officials. This may also be accomplished

through the creation of dedicated

research consortiums. Supporting the
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dissemination of intersectional stigma

reduction efforts also supports opportu-

nities for continued or complementary

interventions by other study teams.

This editorial offers a close look at

the implications of intersectional stigma

from an intervention standpoint as well

as more broadly within public health.

Employing an intersectional lens and

approach to stigma reduction is critical

to advancing public health and achiev-

ing health equity. To fully realize this

goal, public health communities must

support and facilitate action to disman-

tle and mitigate the interlocking power

dynamics that drive health inequities.

To meaningfully do so, we must expand

our approaches and reassess values

placed on various modalities of inter-

sectional research and praxis.
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