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Researchers are increasingly recognizing the importance of studying and addressing intersectional

stigma within the field of HIV. Yet, researchers have, arguably, struggled to operationalize intersectional

stigma.

To ensure that future research and methodological innovation is guided by frameworks from which this

area of inquiry has arisen, we propose a series of core elements for future HIV-related intersectional stigma

research. These core elements include multidimensional, multilevel, multidirectional, and action-oriented

methods that sharpen focus on, and aim to transform, interlocking and reinforcing systems of oppression.

We further identify opportunities for advancing HIV-related intersectional stigma research, including

reducing barriers to and strengthening investments in resources, building capacity to engage in research

and implementation of interventions, and creating meaningful pathways for HIV-related intersectional

stigma research to produce structural change.

Ultimately, the expected payoff for incorporating these core elements is a body of HIV-related intersectional

stigma research that is both better aligned with the transformative potential of intersectionality and better

positioned to achieve the goals of Ending the HIV Epidemic in the United States and globally. (Am J Public

Health. 2022;112(S4):S413–S419. https://doi.org/10.2105/AJPH.2021.306710)

Researchers have recognized, stud-

ied, and addressed the role of

stigma in HIV prevention and treatment

since the early years of the epidemic.

Stigma is a social process supported by

social power that distinguishes people

based on social statuses and results in

devaluation.1 As the HIV epidemic has

become concentrated in populations at

the nexus of multiple forms of oppres-

sion, such as Black sexual minority men

in the United States, researchers have

increasingly sought to adopt an inter-

sectional lens when studying stigma.

Yet, researchers have, arguably, strug-

gled to operationalize intersectional

stigma.

Intersectional stigma recognizes

that HIV stigma intersects with other

stigmas, such as stigma associated

with race and sexuality, to create

unique and sometimes new oppres-

sive conditions and experiences.2

(For more on the definition and

framework of intersectional stigma,

see Bowleg’s introductory editorial in

this supplement, p. S224.) Operation-

alizing intersectional stigma presents

challenges because theoretical frame-

works do not prescribe to researchers

a predetermined set of variables to be

measured or associations to be tested.3

They instead offer researchers essential

tenets to guide their choices of research

questions, study designs, measures, and

analyses. To guide future innovation in

HIV-related intersectional stigma

research, we propose a series of

theory-based core elements of, and

identify several opportunities for,

advancing HIV-related intersectional

stigma research.
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CORE RESEARCH
ELEMENTS

Core elements of HIV-related intersec-

tional stigma research include multidi-

mensional, multilevel, multidirectional,

and action-oriented methods that

sharpen focus on, and aim to trans-

form, interlocking and reinforcing sys-

tems of oppression. As described here

and in Box 1, these methods can be

integrated into research in many ways.

We describe examples of studies that

have applied these core elements to

HIV-related stigma research, including

research on stigma experienced by key

populations and people living with

HIV, in the sections that follow. Many

of these examples incorporate only 1

or 2 core elements (e.g., multidimen-

sional or multilevel elements); conse-

quently, incorporating multiple core

elements (e.g., multidimensional and

multilevel elements) is a key next step

for HIV-related intersectional stigma

research.

Multidimensional

Much of the recent methodological

innovation related to intersectional

stigma research has focused on the

multidimensional aspect of intersec-

tionality or the ways in which multiple,

interlocking dimensions of stigma (e.g.,

racism, heterosexism, transphobia, HIV

stigma) shape HIV and other health

outcomes.4,5 Although work on multidi-

mensional methods is certainly not

complete, it has perhaps been the first

frontier of HIV-related intersectional

stigma research. Qualitative methods

were the cornerstones of early work.3

For example, qualitative findings sug-

gest that Black gay and bisexual men

generally experience their social identi-

ties as interlocking and mutually consti-

tutive rather than independent and

additive (although underscoring the

complexity of intersectionality, some

Black gay and bisexual men view them-

selves as Black first).6 Qualitative

methods continue to play key roles in

intersectional stigma research given

their capacity to yield insights into com-

plex social phenomena that play roles

in HIV prevention and treatment.3,5

Researchers have recently made

innovations in quantitative approaches

to capturing the multidimensional nature

of intersectional stigma, many of which

have been summarized in recent

reviews.4,5,7 Multidimensional measure-

ment approaches include intercategorical

measures that capture stigma across a

range of intersections of social identities

and positions: the Intersectional Discri-

mination Index does not include attri-

butions for discrimination, instead

asking participants to reflect on experi-

ences they have had or expect to have

because of “who they are.”8 Measures

additionally seek to capture unique

experiences of stigma within specific

groups: the Black Men’s Experiences

Scale measures experiences at the

intersection of race and gender among

Black men in the United States.9 Other

approaches incorporate parallel

BOX 1— Concepts, Recommendations, and Examples of Methods for Core Elements of HIV-Related
Intersectional Stigma Research

Concept Recommendation Examples of Methods

Multidimensional: HIV inequities are
shaped by multiple forms of stigma
(e.g., racism, sexism, heterosexism,
HIV stigma).

Interrogate interlocking
stigma processes that give
rise to HIV inequities.

� Qualitative methods: in-depth interviews, focus groups, ethnography,
photovoice, and observational studies

� Individual- and interpersonal-level measures: intercategorical,
group-specific, parallel

� Analyses: moderation (i.e., regression with interaction terms),
hierarchical regressions, latent variable approaches, and structural
equation modeling

Multilevel: HIV-related intersectional
stigma exists at multiple social–
ecological levels, including the
structural, interpersonal, and
individual levels.

Center considerations of
social–structural contexts
of stigma.

� Multilevel models: span multiple social–ecological levels
� Policy and legal analysis: national, organizational, and institutional policy
indices

� Spatial methods: photovoice, ecological momentary assessment,
experimental field studies and randomized audit studies, in-depth
interviews, participant observation, spatial meta-analyses

� Network methods: social network methods (egocentric and sociometric),
dyadic methods

Multidirectional: HIV-related intersectional
stigma at one level shapes stigma at
other levels.

Explore the social
construction and
deconstruction of stigma.

� Multilevel models: tests of cross-level effect modification, direct
cross-level effects, and indirect cross-level effects

� Longitudinal designs and analyses: span policy (de)implementation

Action-oriented: The transformation of
power structures that give rise to HIV
inequities is the end goal of HIV-
related intersectionality research.

Promote social change. � Community leadership and engagement: community-based participatory
research, participatory action research

� Structural intervention: rights-based policy change
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measures of multiple dimensions of

stigma: the Multiple Discrimination Scale

measures stigma associated with sexual

orientation, race/ethnicity, and HIV status

with parallel items.10 Multidimensional

analytic approaches identified by Turan

et al.5 and Bauer4 include moderation

(e.g., regression models with product

terms to assess for potential interaction),

hierarchical regression, latent variable

approaches, and structural equation

modeling. For example, latent class and

profile methods have been used to iden-

tify patterns of interpersonal stigma expe-

riences within samples and to explore

associations between these patterns and

health outcomes.5

Multilevel

Intersectionality calls for the consider-

ation of how systems of oppression

operating at multiple social–ecological

levels create inequities within society

and ultimately affect HIV prevention

and treatment outcomes. Stigma exists

at multiple levels, including individual

(e.g., internalized stigma), interpersonal

(e.g., discrimination), and structural (e.g.,

laws).1,11 Although HIV-related inter-

sectional stigma research to date has

primarily focused on capturing the

multidimensional nature of stigma at

the individual or interpersonal levels

(as described in the previous section

and in other reviews5), there have

been notable recent advancements in

measuring stigma at the structural

level.11 This work has provided new

evidence that policy and legal struc-

tures create and reinforce intersec-

tional stigma via sociopolitical systems

that systematically reproduce oppres-

sion and ultimately generate inequities

in health. For example, Black sexual

minority men living in US states with

high levels of both structural racism and

anti–lesbian, gay, bisexual, transgender,

and queer policies are at heightened

risk of precursors to suicidality and HIV

risk, and those living in US states with

high levels of anti–lesbian, gay, bisexual,

transgender, and queer policies report

less frequent HIV testing.12 Focusing on

the structural level yields insight into

how intersectional stigma is manifested

within and between organizations and

institutions of power and privilege. For

example, HIV disclosure policies within

employment settings prevent the hiring

and promote the firing of people living

with HIV.13

Attending to cultural contexts can

inform understanding of how intersec-

tional stigma is locally manifested by

preventing stigmatized individuals from

fully participating in local, culturally val-

ued activities.14 Culturally salient meas-

ures can be used to better attend to

cultural contexts. The WMM (What Mat-

ters Most) Cultural Stigma Scale for

Women Living With HIV in Botswana cap-

tures culturally relevant aspects of stigma

at the intersection of gender and HIV

(e.g., achieving capabilities core to

“womanhood” or taking care of home

and children).14 Methods that attend

to spatial contexts can help research-

ers explore how intersectional stigma

is attached to various spaces, places,

and locations. Photovoice, a participa-

tory research method involving photo-

graphs and storytelling, has been used

to explore how contextual factors within

clinical settings shape stigma experi-

enced by people who use drugs.15 Net-

work methods offer powerful tools to

understand how intersectional stigma is

shaped by social relationships and

experienced from unique sources. A

sociocentric network study of a rural

region of Uganda found that individuals

endorse greater HIV stigma if their

peers also endorse greater HIV

stigma.16

These studies have mostly focused

on stigma processes that occur above

the individual and interpersonal levels.

Innovation in multilevel methods, or

those that can be used to integrate

multiple social–ecological levels of

stigma simultaneously, is a key next

direction for research. Emerging

research provides some promising

examples of the kind of multilevel

work that is needed. As examples,

researchers have begun to explore

associations between stigma at the

structural (e.g., same-sex marriage

and civil union laws) and interpersonal

(e.g., discrimination) levels.17,18

Multidirectional

Intersectional stigma is a dynamic, recip-

rocal, and reinforcing social phenome-

non. Once researchers have established

a foundation of multidimensional and

multilevel methods, they may expand

their focus to multidirectional methods

that enable researchers to study how

changes in HIV-related intersectional

stigma at one level produce changes in

HIV-related intersectional stigma at

other levels, which may in turn produce

reciprocal changes at the original level.

Researchers may study the construction

of HIV-related intersectional stigma by

investigating how stigma at one level

reinforces and strengthens stigma at

other levels. Stigma can be constructed

from the top down: the introduction of a

same-sex marriage ban was associated

with increasing rates of homophobic

bullying among youths in California

between 2008 and 2009.17 Stigma can

also be constructed from the bottom

up: individuals with high levels of stigma

toward people with opioid use disor-

ders are more supportive of punitive
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versus public health–oriented policies

to address the opioid crisis.19

Researchers may study the decon-

struction of HIV-related intersectional

stigma by investigating how empower-

ment at one level destabilizes and

weakens stigma at other levels. Stigma

can be deconstructed from the top

down: longitudinal research suggests

the passing of civil union legislation was

associated with decreased experiences

of stigma and better mental and behav-

ioral health outcomes among sexual

minority women, with greater benefits

for racial/ethnic minority women and

those with less formal eduation.18

Stigma can also be deconstructed from

the bottom up: activism led by people

living with HIV has contributed to the

repeal of HIV criminalization policies

worldwide.20 Intersectionality recog-

nizes that systems of oppression are

interlocking21; thus, as stigma associ-

ated with one social status is decon-

structed, stigma associated with other

social statuses may also weaken.

Action-Oriented

As a critical social theory, intersectional-

ity is a tool for social change that calls

for action.21 We echo and amplify other

theorists22 by proposing that action-

oriented methods that promote social

change in partnership with communities

of people living with and affected by HIV

are a core element of HIV-related inter-

sectional stigma research. Such action-

oriented methods are made more

effective through the integration of

multidimensional, multilevel, and multi-

directional methods. Community-based

participatory research and participatory

action research approaches that empha-

size the equal participation of community

stakeholders and researchers are

needed to promote social change

through research. The liberation of

communities most affected by HIV-

related intersectional stigma cannot

be achieved without leadership

reflective of those communities.

Centering considerations of social–

structural contexts encourages inter-

ventionists to set their sights on struc-

tural change to eliminate HIV inequities.

For example, interventions that aim to

establish and enforce rights-based poli-

cies are needed to dismantle HIV-related

intersectional stigma. Moreover,

community-led research that investi-

gates how to prevent and eliminate

intersectional stigma across contexts,

sources, and levels is critical for stigma-

reduction efforts. In particular, research

that focuses on policymakers, health care

providers, and hegemonic community

norms can investigate strategies to reba-

lance interlocking systems of power and

transition from an exclusion-focused

“them/deficits” approach to an inclusion-

focused “we/assets” approach to HIV pre-

vention and treatment.

RESEARCH
OPPORTUNITIES

Despite growing recognition of the

importance of adopting an intersectional

stigma lens within HIV research, there

are several prominent barriers to engag-

ing in this work. Following, and in Box 2,

we identify key opportunities for address-

ing barriers to enhance the field’s poten-

tial for engagement in HIV-related

intersectional stigma research.

Reduce Barriers and
Strengthen Investment

Identifying structural determinants of

HIV prevention and treatment is foun-

dational to HIV-related intersectional

BOX 2— Opportunities and Examples of Strategies for Advancing HIV-Related Intersectional Stigma
Research

Opportunity Examples of Strategies

Reduce barriers
and strengthen
investment.

� Facilitate access to and support the development of data sets needed for multilevel analyses, including geocoded, population-
based, and policy data sets.

� Remove barriers to the use of geographic indicators in existing population-based data sets.
� Create a compendium of intersectional stigma methods, measurements, and approaches.
� Continue to invest in funding opportunities to support development of innovative methods and measurements.

Build capacity. � Invest in training of future researchers via training and mentorship opportunities.
� Invest in professional development of current researchers via workshops, institutes, and short courses.
� Develop a resource guide that outlines educational and training opportunities, sources of seed and pilot funding, and existing
data sets.

� Increase the diversity of the biomedical and scientific workforce, with a focus on communities that have been disproportionately
affected by the HIV epidemic.

Create pathways
to structural
change.

� Identify and develop pathways for research to contribute to structural change.
� Facilitate opportunities for researchers and policymakers to engage at the local, regional, and national levels through advocacy,
networking, and other initiatives.

� Engage communities in all stages of the research process.
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stigma research. Opportunities exist to

strengthen access to resources to

enable researchers to better study

these determinants. First, access to

and the development of data sets

needed for multidimensional and multi-

level analyses can be facilitated. These

include geocoded data sets to enable

researchers to examine associations

between structural and contextual fac-

tors with individual-level HIV risk and

prevention outcomes; population-

based data sets that include multidi-

mensional stigma measures and that

oversample underrepresented key

populations to facilitate adequate sta-

tistical power for intersectional analy-

ses; and data sets with indicators of

structural stigma, which often require

substantial time and resources to

develop, yet are vital for multilevel

analyses. Establishing a centralized

mechanism for collecting longitudinal

data on laws, policies, and other institu-

tional factors could greatly accelerate

the scalability of research by enabling

researchers to more easily incorporate

indicators of HIV-related intersectional

stigma into a wide range of studies.23

Second, barriers must be removed to

facilitate the use of geographic indica-

tors in international, national, and

local-level data sets. Numerous health

data sets provide insufficient informa-

tion on participants’ geographic resi-

dence, which prevents the examination

of structural factors. Other data sour-

ces release data at only 1 geographic

level of analysis (e.g., state), which

restricts researchers’ ability to examine

structural determinants across multiple

geographic levels, or provide geo-

graphic indicators but restrict the ability

of researchers to use it (e.g., variables

that may identify a particular state),

which limits the types of analyses that

are possible.11 Third, the creation of a

compendium of intersectional stigma

methods could accelerate their uptake

and usage by researchers. Fourth, con-

tinued investment in funding opportu-

nities would promote the development

of innovative methods for HIV-related

intersectional stigma research.

Build Capacity

Intersectional stigma is a complex phe-

nomenon that requires advanced

understanding of theory and specialized

skill sets to research. Training early

career investigators in theory and meth-

ods for HIV-related intersectional stigma

research and strengthening mentorship

networks will accelerate this area of

research. All training should include a

strong focus on theory to ensure that

research remains rooted in considera-

tions of power, social justice, and Black

feminist thought.21,22 Increasing the

diversity of the biomedical and scientific

workforce, with a focus on communities

that have been disproportionately

affected by the HIV epidemic, will

ensure that HIV-related intersectional

stigma research is informed and led by

researchers with relevant lived experi-

ences. Investments can additionally be

made in professional development of

established researchers via workshops,

training institutes, and short courses to

enable them to engage with HIV-related

intersectional stigma research as inves-

tigators, mentors, and peer reviewers.

In their roles as peer reviewers, estab-

lished researchers act as gatekeepers

to innovative methods—accelerating or

blocking their advancement.

Create Pathways to
Structural Change

To achieve the action-oriented ele-

ments of intersectionality research, we

recommend the creation of pathways

for research to contribute to structural

change. Greater engagement between

researchers with policymakers and

health care leaders at the local, state,

and national levels through advocacy,

networking, and other initiatives can

better enable research findings to

inform policy and health care decisions.

Researchers may bridge the research–

policy and bench-to-bedside gaps by

communicating with policymakers and

health care providers in ways that meet

the demands of policymakers’ and pro-

viders’ time and needs (e.g., synthesized,

policy- and practice-relevant, easily

digestible communications).24 Similarly,

policymakers and health care leaders

may bridge these gaps by investing in

systems, programs, and personnel that

better tap the expertise of researchers.

For research to inform structural

change, communities living with and

affected by HIV should be engaged in

all stages of the research process.

Researchers can provide opportunities

for community members to engage in

the formulation of research to ensure

that research projects reflect commu-

nity priorities surrounding HIV-related

intersectional stigma. Funders can

ensure that community members

receive funding to engage in grant

projects, rather than relying on their

involvement as volunteers, to promote

equitable research partnerships. Fun-

ders can also support efforts for com-

munities to sustain their work after the

research project so that research can

promote lasting changes in intersec-

tional stigma.

CONCLUSIONS

Recognition of the importance of

adopting an intersectionality lens within

HIV-related stigma research is growing.
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To date, most of the field’s methodolog-

ical innovation related to intersectional

stigma has focused on developing mul-

tidimensional methods that explore

how multiple, interlocking dimensions

of stigma shape HIV outcomes at the indi-

vidual or interpersonal levels. Although

this work has been important, multilevel,

multidirectional, and action-oriented

methods are critical for understanding

and transforming interlocking and rein-

forcing systems of oppression. These

core elements may not be easily cap-

tured with a single study design, mea-

sure, or analysis. Instead, researchers

should consider employing multiple

methods in concert to triangulate evi-

dence regarding HIV-related intersec-

tional stigma. Ultimately, we believe that

the payoff for incorporating these

core elements and addressing bar-

riers to their implementation will be a

body of HIV-related intersectional

stigma research that is both better

aligned with the transformative poten-

tial of intersectionality and better posi-

tioned to achieve the goals of Ending

the HIV Epidemic in the United States

and globally.
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