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Background. Across settings, individuals from populations that are multiply stigmatized are at increased risk of HIV
and experience worse HIV treatment outcomes. As evidence expands on how intersecting stigmatized identities and
conditions influence HIV outcomes, researchers have used diverse quantitative approaches to measure HIV-related
intersectional stigma and discrimination. To date, no clear consensus exists regarding how to best quantitatively
measure and analyze intersectional stigma and discrimination.

Objectives. To review and document existing quantitative measures of HIV-related intersectional stigma and
discrimination to inform research, programmatic, and policy efforts.

Search Methods. We searched 5 electronic databases for relevant studies. References of included articles were
screened for possible inclusion. Additional articles were screened on the basis of consultations with experts in the
field.

Selection Criteria. We included peer-reviewed studies published between January 1, 2010, and May 12, 2021, that
were HIV related and presented 1 or more quantitative measures of stigma and discrimination using an intersectional
lens in measure design or analysis.

Data Collection and Analysis. Systematic methods were used to screen citations and abstract data via a
standardized coding form. Data were analyzed by coding categories stratified according to 2 subgroups: (1) studies
incorporating a single intersectional measure and (2) studies that examined intersectional stigma through analytical
approaches combining multiple measures.

Main Results. Sixteen articles met the inclusion criteria, 7 of which explicitly referenced intersectionality. Ten studies
were from the United States. All of the studies included participants living with HIV. Among the 4 studies incorporating
a single intersectional stigma measure, 3 explored race and gender stigma and 1 explored gender and HIV stigma.
Studies involving analytic approaches (n5 12) mostly examined intersectional stigma via interaction terms in
multivariate regression models. Three studies employed structural equation modeling to examine interactive effects or
latent constructs of intersectional stigma.

Conclusions. Research on the measurement of HIV-related intersectional stigma and discrimination is currently
concentrated in high-income settings and generally focuses on the intersection of 2 identities (e.g., race and gender).
Efforts are needed to expand appropriate application of intersectionality in the development, adaptation, and use of
measures of HIV-related intersectional stigma and discrimination. The use of context-, identity-, or condition-adaptable
measures should be considered. Researchers should also carefully consider how to meaningfully engage communities
in the process of measurement development.

Public Health Implications. The measures and analytic approaches presented could significantly enhance public
health efforts in assessing the impact of HIV-related intersectional stigma and discrimination on critical health
outcomes. (Am J Public Health. 2022;112(S4):S420–S432. https://doi.org/10.2105/AJPH.2021.306639)
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PLAIN-LANGUAGE
SUMMARY

We conducted a systematic review of

peer-reviewed studies to document

existing quantitative measures of HIV-

related intersectional stigma and dis-

crimination as a means of informing

research, programmatic, and policy

efforts. We included studies published

between January 1, 2010, and May 12,

2021, that were HIV related, incorpo-

rated 1 or more quantitative measures

of stigma and discrimination, and

involved the use of an intersectional

lens in measurement design or analysis.

A total of 16 articles met the inclusion

criteria. Among these, 7 studies explic-

itly referenced intersectionality, 10

were conducted in the United States,

and all included participants living

with HIV. Most studies examined

intersectional stigma through analytic

approaches (n5 12), with the majority

exploring stigma via interaction terms

in multivariate regression models.

Only 4 studies examined intersec-

tional stigma via a single, intersec-

tional measure. Our results indicate

that measurement of HIV-related

intersectional stigma and discrimina-

tion is concentrated in high-income

settings and generally focuses on the

intersection of 2 identities (e.g., race

and gender). Efforts are needed to

expand appropriate application of

intersectionality in quantitative HIV

research, including intersectional

stigma related to more than 2 identi-

ties, statuses, or conditions. Careful

consideration should be given to how

we engage communities and honor

the principles of intersectionality when

adapting measures for intersectional

HIV research.

More than 20 years ago, African

American feminist legal scholar

Kimberl�e Crenshaw used the term

“intersectionality” to describe how mul-

tiple forms of inequalities, mainly due

to race and gender, were embedded in

the United States legal system and

often intersected to create distinct bar-

riers for marginalized individuals and

groups.1 Through her work describing

the unique experiences of discrimina-

tion and violence among African Ameri-

can women in the United States, she

argued that individuals’ specific social

realities are based on their affiliation to

multiple marginalized identities and

social positions.1,2 In coining the term

intersectionality, Crenshaw drew on the

work of previous Black feminists3,4 and

argued that Black women’s experiences

were more than the sum of their parts

(e.g., being both Black and women),

instead converging from interdepend-

ent systems of power and

oppression.1,5

Over the past decade, interest in

applying intersectionality as a theoreti-

cal lens and orientation to study health

inequities—including in relation to HIV

prevention, treatment, and care—has

grown exponentially.2 The groups at

highest risk for acquiring HIV in the

United States and globally are those

whose identities encompass multiple

socially stigmatized populations, such as

marginalized groups at the intersections

of racial/ethnic, gender, and sexual

minority status. Possible examples of

groups at these unique intersections

include young Latinx and Black men who

have sex with men in the United States,6,7

Black and Latina transgender women liv-

ing in the United States,8 and young Black

women and girls in South Africa.9

Studies have also shown that people

living with HIV who are members of mul-

tiply stigmatized population groups

experience worse HIV treatment and

care outcomes than those who are not

members of such groups.10,11 For exam-

ple, female sex workers living with HIV

have been found to have lower rates of

antiretroviral therapy adherence and

viral suppression than women living with

HIV who are not sex workers.12 Given

this, HIV researchers have increasingly

sought to understand the role of inter-

secting marginalized identities and con-

ditions in shaping HIV outcomes.13–17

Understanding the complex relation-

ships between intersectional stigmatized

identities, socially marginalized positions,

and HIV outcomes warrants nuanced

methodological approaches.18–20 In

recent years, scholars have increasingly

used quantitative approaches to docu-

ment and measure HIV-related intersec-

tional stigmas and discrimination to

appropriately intervene and address

these challenges. However, to date,

there is no clear consensus within the

field regarding how to best quantitatively

measure and analyze intersectional

stigma and discrimination,18 including as

it relates to HIV stigma. Of particular

debate is whether and how intersections

can be captured within a given measure

or scale or be reflected through exami-

nations of the interplay between meas-

ures of distinct types of stigma.18,20,21

Also, there is significant variation in how

researchers analyze that interplay, for

instance whether it is modeled via addi-

tive or multiplicative approaches.18,20,21

Given the critical need to investigate

the effects of intersectional stigma on

HIV-related outcomes and ongoing

methodological questions, we sought
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to examine the state of the evidence

regarding measurement of HIV-related

intersectional stigma and discrimina-

tion by conducting a systematic review

of peer-reviewed literature published

over the past 10 years. We were moti-

vated by a conceptualization of inter-

sectional stigma that acknowledges the

interplay of stigmas either through

measurement itself or through inter-

sectional analytic approaches. Through

this review, we aim to document HIV-

related intersectional stigma and dis-

crimination measures that can serve as

a key reference for researchers, practi-

tioners, and community members to

use in future research, programmatic,

and policy efforts.

METHODS

Guided by previous work,5,22 we

defined intersectional stigma as inter-

nalized, perceived, anticipated, or

enacted stigma (the latter also referred

to here as discrimination23,24) related

to the unique intersection of multiple

marginalized identities, statuses, or

conditions. Using this definition, we

explored measures and analytic mod-

els related to intersectional stigma,

focusing on any 2 or more intersections

of social stigmas (e.g., substance use,

sex work) or interlocking systems of

oppression (e.g., race, gender, class)

relevant for understanding HIV-related

risks and outcomes.

Inclusion Criteria

We included studies in the review if

they met the following criteria:

1. They presented work relevant to

HIV risk and outcomes. Examples

of these studies are those that (a)

included people living with HIV,

(b) compared populations of peo-

ple living with HIV with those not

living with HIV, or (c) assessed an

HIV-related outcome (e.g., HIV

stigma, HIV prevention, or HIV care

and treatment outcomes).

2. They presented information on

stigma measures using an intersec-

tional lens. This included (a) single

measures (i.e., scales, indices, or

indicators) that considered stigma

experiences at unique intersec-

tions (e.g., one scale measuring the

specific stigma experiences of

Black women living with HIV) and

(b) multiple measures that consid-

ered the intersectional nature of

multiple forms of stigma (e.g., one

measure of HIV stigma and a sepa-

rate measure of racism). If multiple

measures were used, we required

authors to explore their intersec-

tional effects through analytic

approaches (e.g., interaction terms,

latent variable models combining

multiple stigma measures).

3. They presented quantitative data.

4. They were published in a peer-

reviewed journal between January

1, 2010, and May 12, 2021.

Exclusion Criteria

We excluded studies if they met any of

the following criteria:

1. They did not examine intersectional

stigma or discrimination. This

includes studies that measured one

form of stigma (e.g., HIV stigma, sex

work stigma) among vulnerable

populations but did not consider

the other unique identities, statuses,

or conditions of those populations.

2. They used exclusively additive

analytic approaches to explore inter-

sectional stigma or discrimination.

This includes studies combining

multiple indexes or measures to

yield a single sum score capturing

intersectional stigma or discrimina-

tion. Such approaches assume that

each stigmatized identity, social

status, or condition is independent

from the others,20,25 which does

not align with our conceptualization

of intersectional stigma.

3. They included multiple stigma meas-

ures but did not bring them together

analytically (e.g., studies that entered

multiple stigma scales independently

in a regression model but did not

use interaction terms to explore

their intersecting effects).

4. They presented research on per-

petration of stigma rather than

experiences of stigma.

5. They were conference abstracts,

commentaries or editorials, proto-

col papers, or exclusively qualita-

tive studies.

We did not restrict studies according

to design, geographic location, sub-

groups, or language.

Search Strategy and Terms

We searched 5 electronic databases

(PubMed, PsycINFO, the Cumulative

Index to Nursing and Allied Health Lit-

erature, EMBASE, and the Cochrane

Library) for relevant studies. Our search

terms included (1) HIV or AIDS; (2)

stigma, discrimination, and other rele-

vant terms; and (3) intersectional, inter-

locking, layered, and other relevant

terms (full search terms are available

from the authors upon request). We

also reviewed secondary references of

included articles for possible inclusion

of other relevant work. Finally, we con-

sulted with 2 key experts in the field to

identify any additional studies.
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Screening

After deduplicating our search results,

we screened articles for inclusion.

Screening occurred in 3 phases. First,

1 trained study member screened the

titles, abstracts, and citation informa-

tion of all records and removed irrele-

vant articles. Second, resulting titles

and abstracts were screened in dupli-

cate by 2 trained study members work-

ing independently. Third, studies were

pulled for full-text reviews on the basis

of consensus between the 2 reviewers,

with referral to senior study members

as needed. Any article for which no

consensus regarding inclusion was

reached was included in a full-text

review. Finally, we obtained full-text

articles of all selected abstracts, and

2 members of the team independently

assessed these articles to determine

final study selection. During each

phase, we retained excluded articles

that were relevant and could serve as

background material for our review.

Data Abstraction

Two trained study members completed

the data abstraction of all included

articles. Data abstraction was con-

ducted in duplicate for the first 10

articles, with differences resolved

through consensus and referral to a

senior study teammember when nec-

essary. Two reviewers independently

conducted the remaining abstraction. A

standardized coding form was used to

gather the following information from

each included study: study identifica-

tion (authors and year of publication),

study description (study design and set-

ting, period of study, sample size, and

relevant study population characteris-

tics), authors’ conceptualization of

intersectionality, types of intersectional

stigma assessed, form and level of

stigma, information on measures (e.g.,

description, rigor), relevant intersec-

tional stigma results, study limitations,

source of funding, and references for

secondary screening.

We classified forms of stigma as inter-

nalized (feelings of inferiority or of

deserved negative outcomes owing to

one’s affiliation to a marginalized iden-

tity, status, or condition), perceived

(perceptions of stigmatizing attitudes

by the public toward one’s affiliated

group), anticipated (expectations of

poor treatment or outcomes owing to

one’s affiliation to a marginalized iden-

tity, status, or condition), and enacted

(unjust treatment due to one’s affilia-

tion to a marginalized identity, status,

or condition).26,27 Furthermore, we

classified levels of stigma as individual

(stigma held within individuals), inter-

personal (stigma occurring between

individuals), societal (stigma exhibited

by members of communities), and

structural (stigma within institutions

and structures of power).

Data Analysis

All data were analyzed through coding

of categories. We stratified analyses by

2 subgroups: (1) studies that incorpo-

rated a single intersectional measure

(e.g., stigma toward women living with

HIV) and (2) studies that examined

intersectional stigma through the use

of analytical approaches bringing

together multiple stigma measures

(e.g., interactive effects of HIV and gen-

der stigmas). Given the heterogeneity

in populations, study designs, meas-

ures, types of stigma, and outcomes,

we did not conduct a meta-analysis of

the data and instead present the syn-

thesized data narratively.

RESULTS

A total of 1415 published citations were

identified through our initial search,

and 10 additional citations were identi-

fied from consultation with 2 key

experts (Figure 1). After removal of

duplicates, 801 citations were part of

the first-level title and abstract screen-

ing, with 713 records excluded during

this phase. In addition, 88 citations

were part of the second-level title and

abstract screening, resulting in the fur-

ther exclusion of 52 citations.

The remaining 36 citations were

included in the full-text review.21,28–62

Of these 36 citations, 20 were excluded

because they did not explore intersec-

tional stigma through either a single

measure or a combined analytic

approach,21,28–33 they examined inter-

sectional stigma through an additive

approach,34–39 they were insufficiently

HIV related,40–43 they measured stigma

perpetration rather than experiences of

stigma,44,45 or their description of stigma

measures or analyses was insufficient,

precluding our ability to understand

the authors’ assessment of intersec-

tional stigma.46 This resulted in 16

articles meeting the inclusion criteria

for our review.

Study Descriptions

Table 1 presents a description of the

16 included studies.47–62 Of these stud-

ies, 10 were conducted in the United

States, 2 in Russia, 1 in Botswana, 1 in

Canada, 1 in China, and 1 in the Domin-

ican Republic. Some studies collected

data in multiple languages (data not

shown), including 3 studies in the

United States53,56,60 conducted among

English- and Spanish-speaking partici-

pants, 1 study in Canada59 conducted

among English- and French-speaking
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participants, and 1 study in Botswana50

conducted among Setswana- and

English-speaking participants.

All of the included studies involved

people living with HIV, with most explor-

ing outcomes among male-identifying

members of sexual minority

groups51–53,57,58,60,62 and cisgender

women.48–50,59 Three studies explored

individuals who injected drugs54,61 or

who reported use of illicit drugs, misuse

of prescription drugs, or use of alcohol.56

One study explored cisgender female

sex workers,55 and another explored

transgender women.47 The majority of

studies employed a cross-sectional

design (n511). Among the investigated

outcomes, most related to mental

health and well-being48,50,52,56,60,62 or

HIV treatment and care.47,49,51,53,54,59

Intersectionality and Forms
and Levels of Stigma

Among the included studies, 7 explicitly

referenced intersectionality theory or

frameworks in their work,54,56–61 reflecting

on the interdependence of socially mar-

ginalized identities, conditions, or statuses

in influencing health outcomes (Table 2).

Although the remainder of the studies did

not explicitly reference intersectionality

theory or frameworks, they indicated the

“intersectional,”48,49 “overlapping,”47 “lay-

ered,”55 “synergistic,”62 “simultaneous,”51

“concurrent,”53 or “combined”52 effects

of multiple identities, conditions, or sta-

tuses on the health of socially marginal-

ized groups. Among the 16 included

Records identified 
through database 
searches (n = 1415) 

PubMed: 399 
PsycINFO: 290 
CINAHL: 252 
EMBASE: 380 
Cochrane: 94 

Records after duplicates removed (n = 801) 

Titles and abstracts screened at first level 
(1 person; n = 801) 

Records excluded (n = 713) 

Records excluded (n = 52) Titles and abstracts screened at second 
level (2 people; n = 88) 

Full-text articles assessed for inclusion  
(2 people; n = 36) 

Full text articles excluded (n = 20) because: 

� Did not explore intersectional stigma 
through measurement or analysis (n = 7) 

� Examined intersectional stigma only 
using additive approaches (n = 6) 

� Did not meet HIV inclusion criteria (n = 4) 

� Measuring perpetration of stigma  
rather than experiences of stigma (n = 2) 

� Stigma measure insufficiently described 
(n = 1) 

Articles included in the review 
(n = 4 single intersectional stigma measure 
used; n = 12 intersectional stigma explored 
through multiple stigma measures brought 

together analytically) 

Records identified 
through other 

sources (n = 10) 

FIGURE 1— Citation Search and Screening Process: HIV-Related Intersectional Stigma and Discrimination
Measurement, January 1, 2010–May 12, 2021
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TABLE 1— Description of Included Studies Using an Intersectional Stigma Measure or Analytic
Approach: HIV-Related Intersectional Stigma and Discrimination Measurement, January 1, 2010–May 12,
2021

Authors Setting Population
Analytic Sample,

No. Study Design Outcomes Studied

Baguso et al.47 United States Transgender women
living with HIV

123 Cross sectional Engagement with HIV
care, ART use,
detectable or
unknown viral load

Bogart et al.51 United States Black, African
American MSM
living with HIV

152 Prospective cohort ART adherence

Bogart et al.52 United States Black, African
American MSM
living with HIV

181 Cross sectional
(baseline survey as
part of prospective
study)

Depression, PTSD

Bogart et al.53 United States Black and Latino MSM
living with HIV

181 Black participants,
167 Latino
participants

Prospective (Black
participants), cross
sectional (Latino
participants)

Side effect severity,
AIDS symptoms,
CD4 cell count,
undetectable viral
load, emergency
department use

Calabrese et al.54 Russia People living with HIV
who inject drugs

383 Cross sectional Health status, health
service use

Carrasco et al.55 Dominican Republic Cis-gender female sex
workers living with
HIV

228 Cross sectional
(follow-up data
from a prospective
cohort study)

Consistent condom
use, social cohesion

Dale and Safren48 United States Cis-gender Black
women living with
HIV

100 Cross sectional
(baseline data from
an intervention
study)

PTSD symptoms,
posttraumatic
cognitions

Dale et al.49 United States Cis-gender Black
women living with
HIV

100 Cross sectional
(baseline data from
an intervention
study)

Barriers to HIV-related
care

Earnshaw et al.56 United States Clients living with HIV
at a community
clinic who reported
use of illicit
substances, misuse
of prescription
drugs, or use of
alcohol in the past
3 months

85 Cross sectional Depressive symptoms

Earnshaw et al.57 United States Black gay and bisexual
men who were
newly diagnosed
with HIV,
gonorrhea,
chlamydia, or
syphilis; 31.8% of
participants were
diagnosed with HIV

151 Prospective cohort HIV/STI internalized
stigma

English et al.58 United States Sexual minority men
(biologically and
self-identified as
male and as gay,
bisexual, or
another nonhetero-
sexual identity); the
sample was
composed of Black

170 Prospective cohort Substance use (drug
use and heavy
drinking), emotion
regulation
difficulties

Continued
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studies, 4 explored intersectional stigma

through a single measure,47–50 whereas

12 employed analytic approaches to

bring together multiple stigma

measures.51–62 Most studies explored

the intersection of 2 types of stigma

(n511), with the remaining studies

exploring the intersection of 3 types

(n55). Studies explored different forms

of stigma, including enacted (n511),

internalized (n58), perceived (n53),

and anticipated (n52) stigma. In addi-

tion, studies examined intersectional

stigma at the individual (n58), interper-

sonal (n510), structural (n56), and

societal (n51) levels.

Intersectional Stigma Via
Single Measures

Appendix A (available as a supplement

to the online version of this article at

http://www.ajph.org) presents the mea-

surement descriptions of studies

exploring intersectional stigma through

a single measure.47–50 In all 4 studies, a

single scale was used to measure inter-

sectional stigma.

Two of the 4 included studies, both

conducted by Dale et al.,48,49 were

based on the same sample and em-

ployed the same intersectional stigma

measure to estimate the effects of gen-

dered racial microaggressions among

Black women living with HIV in a large

urban city in the southeastern United

States. These studies, although involv-

ing the same measure, analyzed the

measure differently by using sum48 or

TABLE 1— Continued

Authors Setting Population
Analytic Sample,

No. Study Design Outcomes Studied

(42.7%), Latino
(30.0%), and
multiracial (25.3%)
participants, 57.1%
of whom were
living with HIV

Logie et al.59 Canada Women living with HIV
who were members
of marginalized
communities
(including
indigenous, Black,
and transgender
communities)
represented in
Canada’s HIV
epidemic

1367 Cross sectional ART adherence, CD4
count, viral load

Reisen et al.60 United States Latino gay men living
with HIV

301 Cross sectional Depression, gay
collective identity

Vetrova et al.61 Russia People living with HIV
who injected drugs
and had a
documented ART
naive status (i.e.,
they had never
started treatment)

188 Observational
prospective cohort

Access to health care,
use of health care

Yang et al.62 China MSM living with HIV 193 Cross sectional
(baseline survey as
part of prospective
study)

Depression, anxiety,
psychological
resilience, quality of
life

Yang et al.50 Botswana Clients living with HIV
from a dedicated
infectious disease
center and
members of the
general community
without a reported
HIV status

38 focus groups, 46
in-depth Interviews

Mixed methods Scale development:
construct validity
examined with
validated HIV
stigma scale,
depressive
symptoms,
self-esteem, and
social support

Note. ART5 antiretroviral therapy; MSM5men who have sex with men; PTSD5posttraumatic stress disorder; STI5 sexually transmitted infection.
A total of 16 studies were included in the review.
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average49 scores from a validated

scale63 to explore the frequency and

appraisal of gendered racial microag-

gressions. Both studies, which em-

ployed regression models to explore

the effects of intersectional gender and

race stigma on posttraumatic stress

disorder symptoms or conditions48 and

barriers to HIV-related care,49 reported

good internal consistency (Cronbach

a.0.90 for each subscale).

In a separate study, Baguso et al.47

adapted an existing scale64 to explore

enacted stigma due to gender identity

or presentation and race among

transgender women living with HIV in

San Francisco, California. In this study,

the authors measured intersectional

stigma by asking respondents about

experiences of discrimination, fol-

lowed by a question attributing such

experiences to their race, gender iden-

tity or presentation, or both.47 The

authors reported an internal consistency

(Cronbach a) of 0.76 for their measure.

The measure was dichotomized, and re-

spondents who attributed experiences

of discrimination to both gender iden-

tity or presentation and race were clas-

sified as experiencing intersectional

gender and race stigma. The authors

used logistic regression to explore the

relationship between intersectional

gender and race stigma and HIV treat-

ment and care outcomes.47

Finally, only 1 measure was devel-

oped to focus on the intersectional

stigma experiences of people living

with HIV. In their study, Yang et al.50

examined intersectional (HIV and gen-

der) stigma experiences among women

living with HIV in Botswana. The authors

developed the Cultural Factors Shape

Stigma subscale, which the authors

determined to have strong content

TABLE 2— Use of Intersectionality Theory or Frameworks and Characterization of Forms and Levels of
Stigma, by Study: HIV-Related Intersectional Stigma and Discrimination Measurement, January 1, 2010–
May 12, 2021

Authors

Explicit Reference
to Intersectionality

Theory or
Framework

Intersectional
Stigma Explored
Through a Single

Measure Type of Stigma Form of Stigma Level of Stigma

Baguso et al.47 X Gender identity or
presentation, race

Enacted Structural

Bogart et al.51 Race, HIV, sexual
orientation

Enacted Interpersonal,
structural

Bogart et al.52 Race, HIV, sexual
orientation

Enacted Interpersonal,
structural

Bogart et al.53 Race/ethnicity, HIV,
sexual orientation

Enacted Interpersonal,
structural

Calabrese et al.54 X HIV status, drug use Internalized Individual

Carrasco et al.55 HIV, sex work Internalized Individual

Dale and Safren48 X Gender, race Enacted Interpersonal

Dale et al.49 X Gender, race Enacted Interpersonal

Earnshaw et al.56 X Substance use, HIV Internalized Individual

Earnshaw et al.57 X Race, sexual
orientation, HIV/STI

Internalized Individual

English et al.58 X Race, sexual
orientation

Internalized, enacted Individual,
interpersonal

Logie et al.59 X HIV, race, gender Internalized, perceived,
anticipated, enacted

Individual,
interpersonal

Reisen et al.60 X Sexual orientation,
ethnicity

Enacted Interpersonal,
structural

Vetrova et al.61 X Substance use, HIV Internalized, perceived,
anticipated, enacted

Individual,
interpersonal

Yang et al.62 HIV, sexual
orientation

Internalized, enacted Individual,
interpersonal,
structural

Yang et al.50 X Gender, HIV Perceived Societal

Note. STI5 sexually transmitted infection. A total of 16 studies were included in the review.
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validity, good internal consistency (Cron-

bach a50.90), and high test–retest

reliability (P5 .92).50 Construct validity

assessments revealed a positive, margin-

ally significant correlation with the vali-

dated Berger HIV Internalized Stigma

Scale26 (ρ50.24; P5 .095) and a strong

correlation with the validated Center for

Epidemiologic Studies Depression

Scale65 (ρ50.39; P5 .005).50

Intersectional Stigma Via
Multiple Measures

Appendix A also presents the analytic

approaches of 12 studies assessing

intersectional stigma through multiple

stigma measures.51–62 In most studies,

authors generated a sum or average

score for each stigma measure and

subsequently explored 2- or 3-way

interactions via multivariable logistic or

linear regression models.51–54,56,57,60–62

In addition to exploring interactive

effects through regression analyses, 2

studies (Vetrova and colleagues’ explo-

ration of substance use and HIV

stigma61 and Yang and colleagues’

examination of HIV and sexual orienta-

tion stigma62) developed 4-level group

categorizations of intersectional stigma.

These stigma groups (classified as

“high–high,” “high–low,” “low–high,” and

“low–low”) were used in comparisons of

the outcomes of interest.61,62

Three studies employed structural

equation modeling to explore the

effects of intersectional stigma through

multiple stigma measures.55,58,59 The

first study explored the influences of

latent sex work and HIV internalized

stigma constructs on social cohesion

and consistent condom use among

cisgender female sex workers living with

HIV in the Dominican Republic.55 In this

study, Carrasco et al.55 assessed 4

mediation models, including a model

testing the interactive effects of latent

constructs of HIV and sex work internal-

ized stigmas.55

In a second study, English et al.58

examined the interactive effects of the

latent constructs of racial discrimination

and internalized sexual orientation

stigma among sexual minority men living

in New York City. In this study, the

authors used longitudinal structural

equation modeling to explore the inter-

active effects of baseline stigma related

to race (enacted) and sexual orientation

(internalized) on substance use at a 12-

month follow-up, mediated by emotional

regulation at baseline and internalizing

symptoms at a 6-month follow-up.58

The third study, conducted by Logie

et al.,59 was based on a sample of

women living with HIV frommarginalized

communities in Ontario, Quebec, and

British Columbia, Canada. In this study,

the authors used structural equation

modeling to examine the impact of a

latent intersectional stigma construct

(indicated by latent constructs of inter-

nalized HIV stigma, racial discrimination,

and gender discrimination) on HIV out-

comes (antiretroviral therapy adherence,

CD4 count, viral load) via social support,

depression, resilience, and drug use.59

DISCUSSION

We identified 16 studies from 6 countries

assessing the effects of intersectional

stigma on health-related outcomes,

including HIV-related, mental health,

and substance use outcomes. Of these

16 studies, only 4 employed a single

intersectional stigma scale; the remain-

ing 12 used multiple stigma scales or

indices, which were then combined

analytically. All 16 studies were con-

ducted among people living with HIV,

with several (n57) conducted among

male-identifying members of sexual

minority groups.

Just under half of the included stud-

ies (n57) made explicit reference to

intersectionality as a motivating theory,

framework, or perspective. Most of the

remaining studies either did not ack-

nowledge intersectionality or referred

briefly to “intersectional stigma” but did

not situate their work within the inter-

sectionality literature or define inter-

sectionality. Furthermore, several of the

included studies applied intersectional-

ity during post hoc analyses but did not

consider intersectionality during study

design or implementation. A recent

review by Bauer et al.66 revealed a par-

allel trend in the broader literature.

As such, given the recent proliferation

of quantitative intersectional HIV re-

search, we encourage scholars to think

critically about their conceptualization of

intersectionality from the outset. This

will help shape how intersectional

stigma is measured and whether the

selected measurement approach aligns

with conceptual underpinnings. Logie

et al. exemplified this notion by using

intersectionality theory to guide their

analytic approach when assessing

intersectional HIV, race, and gender

stigma.59

Others have pointed out the impor-

tance of studying intersectional stigma

from a multilevel perspective.23 The

studies included in our review were

most likely to measure intersectional

stigma at the individual and interper-

sonal levels. We did not identify any

studies of community or organizational

intersectional stigma, suggesting a

need for additional research in these

areas. However, the fact that 6 studies

measured structural stigma is promis-

ing, given the structural nature and

embeddedness of intersectional

stigma, discrimination, and oppression.
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Most studies included in our review

did not measure intersectional stigma

through a single scale or index but,

instead, combined new and existing

measures of stigma to quantitatively

estimate the effects of intersectional

stigma. This is consistent with Mena

and colleagues’ finding that most

intersectionality-based analyses in

other health fields rely on combining

multiple stigma scales analytically.67

We caution researchers using these

approaches to carefully consider their

assumptions and motivations, particu-

larly when applying measures not

intended to be used intersectionally.66

We did not include in our review

studies measuring intersectional stigma

by combining multiple stigma scales

through additive approaches (e.g., by

yielding a sum score) because they did

not align with our conceptualization of

intersectionality20,25 and how the inter-

dependence of multiple identities,

social conditions, or statuses affects

health outcomes. Rather, represented

in this review were analyses that exam-

ined intersectionality beyond these

additive approaches. This aligns with

recent calls to employ moderation

approaches, multilevel modeling, and

latent variable models to model inter-

sectional experiences when using mul-

tiple existing scales.18

Among those studies that incorpo-

rated dedicated intersectional stigma

measures (n54), only 1 was specifically

developed for the study population of

interest (Batswana women living with

HIV).50 Others were adaptations or reap-

plications of existing scales, none of

which reported substantial community

involvement. Our findings suggest that it

is feasible to adapt or tailor existing

measures for intersectional HIV-related

research. Given the time and resources

required to develop scales tailored

toward unique intersectional experien-

ces among marginalized communities,

scholars should consider using context-,

identity-, or condition-adaptable meas-

ures when possible. When adapting

measures for intersectional HIV research,

scholars should carefully consider how

to meaningfully engage communities

and honor the principles of intersection-

ality throughout their approach.

Although not an intersectional stigma

measure, Kerrigan et al.68 provided an

example of how to develop a scale in

conjunction with the community for

whom the scale is intended. In their

work, the authors used in-depth and

cognitive interviews to define measure

domains and items and then assessed

the content validity of a sex work

stigma scale among cisgender female

sex workers living in the Dominican

Republic and Tanzania while also

assessing the construct validity of the

scale against other existing measures.

Similar methods could be employed

when approaching the development of

intersectional stigma measures.

Furthermore, although our inclusion

criteria covered studies that examined

HIV stigma or other HIV-related out-

comes among both people living with

HIV and other populations, we identi-

fied studies of intersectional stigma

conducted only among people living

with HIV. This suggests an opportunity

for additional quantitative intersec-

tional stigma research in the field of

HIV prevention, which is of particular

importance given that the qualitative

literature suggests that intersectional

stigma and discrimination play an impor-

tant role in access to and uptake of HIV

testing and prevention interventions

(e.g., preexposure prophylaxis).69–72

Also, the majority of studies we included

considered intersectional stigmas

related to HIV and only 1 or 2 additional

identities or conditions. Additional

efforts are needed to understand the

more complex effects of large numbers

of intersectional identities.66

Finally, although there is a growing

body of qualitative literature around

intersectional stigma and HIV in low-

income settings,73–75 we found no cor-

responding quantitative studies. Indeed,

most of our studies (n5 11) were con-

ducted in high-income settings; the

remainder (n55) were conducted in

upper-middle-income settings. Given

the growing concentration of HIV epi-

demics among multiply marginalized

communities worldwide, additional

intersectional stigma research in low-

income settings is warranted. Such

studies would provide a more nuanced

description of how intersecting identities

are experienced in more marginalized

communities, allowing for transnational

and multilevel analyses to be conducted.

Also, as reflected in some of the studies

wherein data were collected in multiple

languages (n55), using culturally and

linguistically congruent measures to

examine intersectional stigma and dis-

crimination is advantageous because

these measures allow for more in-depth

exploration of intersecting realities

across diverse groups.

Limitations

Our review involved some limitations.

For example, we included studies that

did not explicitly reference intersection-

ality as a motivating theory or frame-

work. This may have resulted in the

inclusion of studies that did not set out

to do intersectional research. We also

excluded non-peer-reviewed articles

and conference abstracts. This exclu-

sion, although made in an effort to

allow for included articles to have

undergone more thorough quality
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checks through the peer-review pro-

cess and to present more complete

information, could have led to disre-

gard of relevant work related to inter-

sectional stigma measurement. Despite

these limitations, the results of our

review of HIV-related intersectional

stigma and discrimination measures

and analytic approaches can serve as a

key reference for researchers, practi-

tioners, and community members in

future research, programmatic, and

policy efforts.

Conclusions

There is a growing body of quantitative

research examining HIV-related intersec-

tional stigma and discrimination,

although current research is concen-

trated in high-income settings and

involves people living with HIV and mem-

bers of sexual minority groups. In this

review, we have identified gaps in the

development and adaptation of tailored,

multidimensional measures of intersec-

tional stigma and discrimination. Further

efforts are required to ensure that inter-

sectionality is appropriately defined and

applied in quantitative research from the

outset and to explore the potential of

more complex analytic and measure-

ment approaches for studying intersec-

tional stigma as it relates to HIV. High-

quality, innovative approaches to quanti-

tatively measuring and analyzing HIV-

related intersectional stigma have great

potential to improve the HIV response

and increase equity in HIV testing, treat-

ment, and prevention outcomes by allow-

ing for a more nuanced understanding of

the effects of individuals’ intersecting real-

ities on their health trajectories.
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