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Abstract

HIV stigma is associated with negative physical and mental health outcomes. Intersectional 

stigma among persons living with HIV (PLHIV) results from interrelated, synergistic impacts of 

experiencing multiple stigma forms. Its relation with mental health outcomes is still an emerging 

area of study in this key population. This study aimed to evaluate associations of intersectional 

stigma, defined as endorsing high levels of HIV and substance use stigmas, with depressive 

and anxiety symptoms in a cohort of 111 PLHIV who inject drugs in St. Petersburg, Russia. 

Over a third of participants (37%) reported experiencing intersectional stigma, i.e., both stigma 

scores above the median. In adjusted analysis, lower Patient Health Questionnaire depression 

scale (PHQ-9) scores (beta (β=−4.31, 95% CI: −7.11 – −1.51, p=0.003) and Generalized Anxiety 

Disorders Scale (GAD-7) scores (β=−3.64, 95% CI: −5.57 – −1.71, p<0.001) were associated with 

having low scores for both HIV and substance use stigmas. Lower PHQ-9 scores (β=−3.46, 95% 
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CI: −5.72 – −1.19, p=0.003) and GAD-7 scores (β=−3.06, 95% CI: −4.62 – −1.50, p<0.001) were 

also associated with high stigma on either HIV or substance use stigma scales. Controlling for 

demographics, depressive symptoms approximately linearly increased from both forms of stigma 

low to experiencing either form of stigma high to experiencing intersectional stigma, while levels 

of anxiety symptoms were comparable among participants with both types of stigma low and 

one stigma high. Participants who experienced intersectional stigma reported the greatest severity 

of both depressive and anxiety symptoms, as compared to individuals who endorsed low stigma 

scores (i.e., low stigma on both HIV and substance use stigma scales) or high scores of only 

one form of stigma. This suggests that intersectional stigma in this population of PLHIV who 

inject drugs in Russia is linked with worsened mental health outcomes, exceeding the effects 

of experiencing one form of stigma alone. Interventions to help people cope with intersectional 

stigma need to consider affective symptoms and tailor coping strategies to address impacts of 

multiple forms of mental health distress.
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INTRODUCTION

Comprised of cognitive, emotional, and behavioral aspects, stigma is a social determinant 

of health associated with worsened health outcomes, worsened quality of life, and 

limited treatment seeking behaviors [1–4]. Individuals may experience various stigma 

manifestations, such as internalized (i.e., a person’s endorsement of feelings about their 

stigmatized condition), experienced (i.e., experiences of being stigmatized and discriminated 

against by others), or anticipated (i.e., expectations of stigma experiences) stigma [4–6].

HIV is a commonly stigmatized condition, and HIV stigma is recognized as a barrier 

to prevention and care engagement [7]. HIV stigma is associated with diminished social 

support [8], poor antiretroviral treatment (ART) adherence [3,8], and worsened mental 

health outcomes, including depression and anxiety [3,7,9]. HIV stigma independently 

contributes to psychological distress over and above impacts from poor health status and 

HIV somatic symptoms [10,11]. Past research demonstrates that experiencing HIV stigma is 

prospectively associated with symptoms of depression, panic, and generalized anxiety [12].

Multiple stigmatized conditions and behaviors frequently co-occur among persons living 

with HIV (PLHIV). Of note, rates of substance use are high among PLHIV [13]. Substance 

use disorders are heavily stigmatized, even more than other marginalized health conditions 

[14–16]. Experiencing substance use stigma results in poor physical and mental health [15] 

and has been implicated as a cause of missed HIV appointments [17]. Among PLHIV who 

use substances, HIV- and substance-use stigma commonly occur [18].

The term “intersectionality” was introduced by Dr. Kimberlé Crenshaw in 1989 [19]. 

Established in Black feminism and Critical Race Theory, intersectionality was introduced 

to address the marginalization of Black women in feminist and antiracist theory, politics, and 

law [19]. This construct is used today to provide a lens through which to view interacting 
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aspects of identity and experience. Regarding stigma, intersectional stigma results from the 

interrelated, and often synergistic, effects of experiencing different types of stigmas [6,20]. 

Effects of intersectional stigma vary depending on context [21] and can result in heightened 

vulnerability for negative health outcomes [6]. Globally, stigma is a crucial element to 

address when promoting health in any context, in particular HIV-related outcomes, and it 

is vital to consider how intersectionality plays a large role in affecting health outcomes 

[22–26].

As culture and context impact stigma outcomes [21, 27], stigma effects may differ in varying 

settings. In the Russian Federation (Russia), an estimated one million people are living 

with HIV [28]. In contrast to other countries in the European region, cases of HIV in 

Russia are continuing to rise [28]. Injection drug use is implicated as a major driver of the 

ongoing epidemic in Russia [29], and over 25% of people who inject drugs are HIV-positive 

[28,30]. Numerous reports detail the high rates of HIV- and substance use-stigma that are 

especially prevalent in Russia [31–34]. In Russia, studies have highlighted extensive HIV 

and substance use stigma directed towards people with HIV and those who inject drugs 

[35]. Russia currently criminalizes substance use and limits addiction treatment service 

options [36–38]. In order to access drug treatment in Russia, individuals must formally 

register as a person who uses drugs, which then necessitates additional monitoring over the 

following five years with corresponding restrictions on employment, vehicle licensure, and 

military service. Many individuals are marked as social outcasts and if confidentiality is 

breached, are vulnerable to police harassment [39]. Examples of harassment includes unjust 

arrests, planting false evidence, and extrajudicial syringe confiscations [37]. Experiencing 

these stigma forms in Russia predicts poorer physical and mental health outcomes [35]. 

Past work has evaluated intersectional stigma in Russia using separate measures for each 

form of stigma and found that those who experience high levels of both HIV and substance 

use stigma have poorer health outcomes and lower access to care, as compared with lower 

stigma levels or single stigma experiences [35,41].

While negative mental health outcomes stemming from HIV stigma, particularly depression, 

are relatively well-established, there is less work evaluating the links of intersectional stigma 

(particularly HIV- and substance use stigma) and mental health outcomes. This is especially 

true among populations of PLHIV who inject drugs. Little is known about associations 

between intersectional stigma and anxiety symptoms in these populations. Studies on 

the relationship between intersectional HIV and substance use stigma with mental health 

outcomes have not yet been published either in Russia or among the HIV key population of 

PLHIV who inject drugs.

This study’s aim was to evaluate the relations of HIV, substance use, and a derived 

intersectional stigma variable with depressive and anxiety symptoms in a sample of PLHIV 

who inject drugs in St. Petersburg, Russia. We hypothesized that high levels of intersectional 

stigma (i.e., reporting both high HIV and substance use stigma) will be associated with 

greater severity of depressive and anxiety symptoms than those experiencing low levels of 

stigma.
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METHODS

Study Design and Setting

This study used baseline, pre-randomization data from the SCRIPT randomized controlled 

trial evaluating a behavioral stigma coping intervention among PLHIV who inject drugs 

[40]. The SCRIPT trial tested the feasibility and effectiveness of a behavioral stigma coping 

intervention, which consisted of three weekly group sessions among 100 participants (plus 

11 pilot participants). Assessments occurred at baseline, 1-month post-randomization, and 

6-months post-randomization. Results from this trial will be reported elsewhere. The present 

cross-sectional analysis used baseline data, prior to randomization for all participants from 

the SCRIPT study. Participants in the parent study were recruited from Humanitarian Action 

in St. Petersburg, Russia, a civil society organization that provides harm reduction and HIV 

prevention services in mobile units (i.e., outreach buses) for no user fee and offers medical, 

social, and psychological resources for individuals who use substances.

Participants

Eligibility criteria for study participants included the following: age 18 or older; HIV-

positive; current injection drug use (past 30 days); not currently on ART; address within 100 

kilometers of St. Petersburg; and possession of a home or mobile phone. Exclusion criteria 

included lack of fluency in Russian; cognitive impairment resulting in inability to provide 

informed consent (assessor-determined); or acute severe psychiatric illness (Appendix 1). 

Participants could be newly diagnosed with HIV, or they could have had a longstanding 

diagnosis of HIV.

Procedures

Baseline data were collected between October 2019 and September 2020. 81% of 

participants who were eligible from phone screening reported for in-person screening. A 

research assessor screened patients, obtained written informed consent, and administered 

the baseline survey at the recruitment site. Data collected included demographic, behavioral 

(e.g., substance use, alcohol use) and clinical (e.g., ART adherence, mental health variables) 

characteristics of participants. Local team members fluent in English and Russian translated 

the instruments. Participants received an equivalent to approximately 30 USD in Russian 

rubles as compensation for their time and transportation expenses.

Outcomes

Outcomes included depressive and anxiety symptoms at baseline. Depressive symptoms 

were measured using the Patient Health Questionnaire depression scale (nine item version; 

PHQ-9) [42,43]. The PHQ-9 is among the most frequently used screeners for depression 

globally [44] and shows excellent psychometric properties [45,46]. Items are scored on a “0” 

(not at all) to “3” (nearly every day) scale; scores of 5, 10, 15, and 20 represented mild, 

moderate, moderately severe, and severe depression, respectively [46]. Anxiety symptoms 

were measured using the 7-item Generalized Anxiety Disorders Scale (GAD-7) [47], which 

has demonstrated strong reliability and validity in varied settings [48]. The items assessed 

symptoms such as feeling nervous, excessive worry, difficult relaxing, and feeling restless. 
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Response options ranged from “not at all” to “nearly every day” on a 0–3 scale, with cut 

points of 5, 10, and 15 commonly interpreted as representing mild, moderate, and severe 

levels of anxiety [47].

Exposure

Please see Appendix 2 for a description of the instruments used. HIV stigma was evaluated 

using the 10-item abbreviated Berger HIV Stigma Scale [49,50], which was rated on a 

four-point Likert-type response ranging from 1 (strongly disagree) to 4 (strongly agree). 

The measure consists of the following subscales: (1) personalized HIV stigma (e.g. enacted 

stigma): 3 items (e.g., “I have been hurt by how people reacted to learning I have HIV”); 

(2) disclosure concerns (e.g. anticipated stigma): 2 items (“I am very careful who I tell 

that I have HIV”); (3) negative self-image (e.g. internalized stigma): 3 items (“I feel that 

I am not as good a person as others because I have HIV”); and 4) concerns with public 

attitudes toward HIV-positive people (e.g. perceived stigma): 2 items (“Most people think 

that a person with HIV is disgusting”). We calculated continuous total HIV stigma scores as 

the sum of each participant’s responses to all questions.

Substance use stigma was assessed via the abbreviated 16-item Substance Abuse Self-

Stigma Scale (SASSS) [51], which was scored using a 5-point Likert scale [44]. The 

SASSS included the following subscales: (1) internalized stigma, self-devaluation (e.g., “I 

have the thought that a major reason for my problems with substances is my own poor 

character”); (2) fear of enacted stigma (e.g., “People think I’m worthless if they know about 

my substance use history”); (3) stigma avoidance (e.g., “I would choose to avoid someone 

who seemed interested in my friendship if I knew they had never used substances”); and 

(4) values disengagement (e.g., “I do things that are good for me, even if I feel like I don’t 

deserve it”). Higher scores indicated higher stigma and stigma-related manifestations.

We defined intersectional stigma, analogous to prior studies [52,53], as a 3-category 

variable: 1) low stigma (both HIV and substance use stigma scores below the median), 

2) one form of stigma high (either HIV or substance use stigma scores equal to or above the 

median), and 3) high intersectional stigma (both HIV and substance use stigma scores equal 

to or above the median).

Covariates

The set of covariates included the following demographic variables: age in years; self-

reported sex; relationship status (married/partnered vs. living alone); employment status (full 

or part-time employment vs. unemployed, home-makers, students); education (secondary 

education/college vs. nine grades or less); and monthly individual income (measured as 

a categorical variable with eight intervals) dichotomized at 15,000 RUB (aimed to have 

balanced groups; approximately 200 USD).

Data Analysis

We described participant characteristics with frequencies and proportions for categorical 

variables and 5-number summaries for numeric variables (mean, standard deviation 

(SD), median, interquartile range, range). Distributions of outcomes were visualized with 
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histograms and qq-plots and were approximately normal. We did not use statistical tests 

to assess normality of distributions considering that all tests are conservative. We used 

linear regressions to assess associations between intersectional stigma and mental health 

outcomes. Both unadjusted and adjusted estimates were calculated. The set of covariates was 

pre-defined based on the literature [41,52]. We tested model assumptions (i.e., whether the 

residuals met the criteria), and there were no clear violations. To visualize the association of 

interest, we plotted predicted values of outcomes by the intersectional stigma using boxplots. 

There was no missing data. We conducted all analyses in R, version 4.0.5 (Copyright (C) 

2021 The R Foundation for Statistical Computing).

Ethics Approval

The study protocol and instruments received ethical approval from the Institutional Review 

Boards at Boston University Medical Campus and Pavlov University. All study participants 

provided written informed consent.

RESULTS

Characteristics of the Study Participants

We included all 111 PLHIV who participated in the SCRIPT trial in this analysis (Table 

1). All data reported in this work are from the baseline timepoint, prior to randomization. 

The sample was 53% male with a mean age of 38 years (SD: 5 years). The majority of the 

sample reported being married or partnered (71%), having a secondary or college education 

(69%), and did not have full or part-time employment (58%). The mean age of first injection 

was 18.6 years (SD 3.8). The mean number of years since first positive HIV test was 10 

years (SD: 6 years) (n=100).

Depressive and Anxiety Symptoms

Mean score on the PHQ-9 was 8.4 (SD: 5.6), which corresponds to mild or moderate 

depressive symptoms based upon clinical cutoffs. Mean score on the GAD-7 was 5.3 (SD: 

4.0), which corresponds to mild anxiety symptoms based upon clinical cutoffs [42,43,47].

In adjusted linear regressions, lower PHQ-9 scores (beta (β)=−2.44, 95% confidence interval 

(CI): −4.63 – −0.25, p=0.029) and GAD-7 scores (β=−2.19, 95% CI: −3.70 – −0.68, 

p=0.005) were associated with having a full or part-time employment. Higher GAD-7 scores 

were associated with having received secondary or college education (β=1.99, 95% CI: 0.39 

– 3.59, p=0.015) (Table 2).

HIV, Substance Use, and Intersectional Stigma

Mean score on the abbreviated HIV Berger scale was 22.2 (SD: 3.7). Mean score on the 

abbreviated SASSS scale was 31.5 (SD: 7.2). Regarding intersectional stigma, 22% (n=24) 

of participants had low levels of both HIV and substance use stigma, 41% (n=46) had high 

levels of stigma related to either HIV or substance use, and 37% (n=41) had intersectional 

stigma (i.e., high levels of both HIV- and substance use-related stigma). All stigma scales 

were dichotomized for analysis.
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Mental Health and Intersectional Stigma

In adjusted analysis, lower PHQ-9 scores (β=−4.31, 95% CI: −7.11 – −1.51, p=0.003) 

and GAD-7 scores (β=−3.64, 95% CI: −5.57 – −1.71, p<0.001) were associated with low 

stigma. Lower PHQ-9 scores (β=−3.46, 95% CI: −5.72 – −1.19, p=0.003) and GAD-7 

scores (β=−3.06, 95% CI: −4.62 – −1.50, p<0.001) were also associated with one form 

of stigma high (Table 2). In other words, participants with low levels of both stigmas 

had lower average scores for depressive and anxiety symptoms compared with those who 

endorsed high levels of both stigmas. Similarly, people with only one form of stigma high 

had lower mean scores on the PHQ-9 and the GAD-7 relative to people with both stigmas 

high. Controlling for demographics, PHQ-9 scores approximately linearly increased across 

the categories of intersectional stigma: depressive symptoms were lower among those with 

low levels of both HIV and substance use stigma, moderate among those with high levels 

of stigma related to either HIV or substance use, and highest among those experiencing 

intersectional stigma (i.e., high levels of both HIV- and substance use-related stigma). Levels 

of anxiety did not differ between those with both forms of stigma low and either form of 

stigma high, with GAD-7 scores comparable among participants with both types of stigma 

low and one stigma high (Figure 1).

DISCUSSION

In this study, we found that over a third of participants (37%) reported experiencing 

intersectional stigma, defined as high HIV and substance use stigmas. An additional 41% of 

this sample reported experiencing a high form of either HIV or substance use stigma. When 

constructing the derived intersectional stigma variable, we evaluated differences between 

high HIV/low substance use stigma and low HIV/high substance use stigma. We found 

similar outcomes between these permutations. As past work suggested that both HIV and 

substance-use stigma have damaging effects to mental health among PLHIV [54], we posit 

that intersectional stigma manifested in excess of single forms of stigma on people’s mental 

health in this population.

Participants who experienced intersectional stigma reported the greatest severity of both 

depressive and anxiety symptoms, as compared to individuals who endorsed low stigma 

experiences or only one form of high stigma experiences. This suggests that intersectional 

stigma is associated with negative mental health outcomes, over and above the effects 

of experiencing one form of stigma high but not the other, which is consistent with 

conceptualizations of the synergistic effects of intersectional stigma [6]. Effects of 

intersectional stigma on depressive outcomes in this study are aligned with past work, which 

has suggested that symptoms are more profound among individuals who internalized both 

HIV and substance use stigma [55] and among individuals who internalized both HIV and 

chronic pain stigma [53].

While depressive disorders are common among the key population of PLHIV who inject 

drugs [56], anxiety, and effects of anxiety on HIV outcomes, are not well-articulated in the 

current literature and represent an important next step in improving knowledge of possible 

pathways to improve treatment engagement and quality of life among PLHIV [7,8,57]. 

Compared to depressive outcomes, effects of intersectional stigma on anxiety symptoms are 
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less explored in the current literature. While overall mean scores of depressive symptoms 

were higher than anxiety symptoms, participants on average endorsed mild anxiety 

symptoms, which increased to moderate symptoms among those endorsing intersectional 

stigma. Stigma effects may operate differently on depressive and anxiety symptoms: 

depressive symptoms increased in nearly a stepwise fashion as stigma experiences increased, 

suggesting escalating effects. Anxiety symptoms were linked to more drastic increases in 

intersectional stigma. While the GAD-7 was originally developed to screen specifically 

for generalized anxiety disorder, it has also been found to perform well for other anxiety 

disorders (e.g., social anxiety disorder) [58]. One possibility is that the GAD-7 is sensitive 

to social devaluing experiences of stigma that may be most pronounced among those 

experiencing intersectional stigma. Social devaluation is particularly detrimental among 

people with HIV who inject drugs in Russia, as the country’s cultural and structural 

institutions have identified HIV and injection drug use as undesirable characteristics [35].

As depressive and anxiety disorders are highly comorbid [59], evaluating both mental 

health outcomes among PLHIV is critical in order to improve HIV health outcomes 

(and overall health outcomes). A body of literature strongly links mental health distress 

experienced by PLHIV, particularly depressive symptoms, to worsened quality of life, 

impaired medication adherence, and disease progression [60–62]. Physical health, mental 

health, and stigma likely interact in multidirectional pathways; for example, poor physical 

health is linked with worsened mental health [63]; results from this work and others 

support the interaction between stigma and mental health. In addition, poor mental health is 

associated with difficulty with HIV care engagement [64,65] and HIV prevention behaviors 

[66]. Building upon the current understanding of how intersectional stigma impacts a variety 

of mental health outcomes, including depressive and anxiety symptoms, will be critical 

to tailor interventions that fully address mental health needs, which in turn may impact 

HIV care engagement and retention [67–70]. This study evaluated aggregate effects of 

HIV and substance use stigma experiences (including enacted, anticipated, internalized, and 

perceived HIV stigma, as well as internalized and enacted substance use stigma). Exploring 

sub-scales of stigma (e.g., internalized, experienced anticipated) and associated depressive 

and anxiety outcomes is an important next step to better parse understanding of the role 

that various combinations of stigma (thus intersectional stigma) play in affecting mental 

health. Existing work highlights linkages between depressive symptoms with experienced 

and internalized HIV stigma [7,71]. Anxiety symptoms may possibly be most affected by 

anticipated, perceived, and internalized stigma [7]. However, further work to identify which 

stigma experiences most directly impact specific forms of mental health symptoms, in which 

contexts, and in which combinations, is needed.

Finally, this study explored the specific effects of intersectional HIV and substance use 

stigma on mental health symptom severity among PLHIV in Russia, which is a key 

geographical region as it is one of the few globally with still increasing HIV incidence 

rates [28]. Punitive drug policing practices in Russia have been shown to be associated 

with increased HIV risk behaviors among people who use drugs [37]. In addition, Russian 

PLHIV who use drugs experience high levels of stigma, in part due to the country’s social 

devaluation of people who have HIV and use substances [35]. Russia’s unique cultural, 

social, and political determinants of stigma and their effects on mental health cannot 
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be ignored. Ongoing work to evaluate both stigma and mental health effects in varied 

cultural settings is particularly important, as both stigma and mental health are directly 

impacted, modified, and specified by context [21,27,72]. Similarly, as in other regions, our 

findings suggest that intersectional stigma is significantly and negatively linked with the 

mental health of PLHIV in Russia [66]. Unfortunately, a large treatment gap for mental 

health interventions for PLHIV, particularly in low- and middle-income countries (which 

includes Russia [73]), exists [74–76]. Notably, a recent systematic review of clinical trials 

of interventions aiming to improve the mental health of PLHIV did not find a single study 

in Russia, Eastern Europe, or Central Asia [75], which highlights the need for strengthened 

investment in HIV and mental health interventions in the region.

Limitations

There are several limitations that bear consideration. This study was cross-sectional, which 

limits our ability to determine if internalized stigma predicts subsequent depressive and 

anxiety symptoms, and longitudinal studies would be useful in evaluating these distinctions. 

Furthermore, our sample size was small and limited to PLHIV with a history of substance 

use utilizing civil society organization services in St. Petersburg. Experiences of stigma 

may be different in formal healthcare settings, which include government-funded hospitals. 

As indicated earlier, utilizing services from these government-funded hospitals requires 

government registration of one’s substance use status and HIV status. Future efforts should 

aim at higher sample sizes, as we were not able to adjust for all potential confounders in 

our models, and should examine whether these outcomes hold in larger samples in different 

settings.

Additionally, the measures used in this study were developed in the United States (including 

the PHQ-9, GAD-7, the Berger HIV Stigma Scale, and the Substance Abuse Self-Stigma 

Scale), and there may be cultural distinctions in stigma or mental health that are not fully 

captured on the scales. We recognize the need for continued validation of these measures 

and believe that ongoing measure validation is an important next step in understanding and 

evaluating intersectional stigma.

Furthermore, this analysis does not take into account stigma from race, gender, or sexual 

orientation. We do not ask participants to disclose their sexual orientation for their personal 

safety, and the majority of participants identified as white in this sample. Future research 

would benefit from considering other forms of stigma. In our analyses, we also did not 

include length of HIV diagnosis or substance us history in our model. While stigma is a 

stable construct over time, negative mental health effects may be exacerbated by factors such 

as a newly onset HIV diagnosis or present substance use. Similarly, age, and stigmatizing 

experiences that occur over the life course may also affect acknowledgement of stigma. 

Future work that evaluates stigma effects in congruence with these constructs would expand 

on this present work.

Finally, consensus around defining and measuring intersectional stigma is still evolving. 

While our method of deriving the intersectional stigma variable from two separate stigma 

scales is aligned with past efforts, it is possible that some participants in this sample 
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may have been mischaracterized. Future efforts to evaluate intersectional stigma using 

geometrical approaches is indicated [71].

Future Directions

PLHIV who use substances are prone to experience social loneliness, hopelessness, guilt, 

and shame, which arises from stigma and social isolation; this in turn is associated 

with mental health indicators including symptoms of depression and anxiety [77,78]. 

Accordingly, in a study conducted in Russia among PLHIV, social loneliness was associated 

with depressive and anxiety symptoms [79]. Social loneliness was also associated with lack 

of acceptance of HIV diagnosis and, therefore, negatively impacted care-seeking behavior 

[79]. However, studies that targeted reduction in shame, guilt, and negative thoughts and 

emotions, particularly through interventions such as Acceptance and Commitment Therapy 

[80,81] and other strengths-based interventions [82], have shown promising results. Utilizing 

group therapy sessions, through which individuals may feel socially connected with people 

with similar health conditions, might help to decrease the feeling of social alienation and 

hopelessness, in turn assisting social adaptation and enhancing care-seeking behavior.

Conclusions

In Russia, PLHIV who inject drugs report common experiences of HIV and substance 

use stigma. Those who experience intersectional stigma (i.e., high levels of both forms of 

stigma) endorsed worsened depressive and anxiety symptoms. Interventions to help people 

cope with intersectional stigma need to consider different types of mental health outcomes, 

particularly depressive and anxiety symptoms, that may be impacted by stigma. Treatments 

that address stigma and mental health effects of stigma may also be important in improving 

treatment engagement and adherence.
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Appendix 1.

Psychiatric Illness Exclusion Criteria

1. Have you experienced any of the following in the past 3 months:

a. Have you heard things that other people couldn’t hear, like noises or voices of 
people talking when there was no one around?

0□ NO 1□ Yes □ Refused

b. Have you seen things that other people couldn’t see? 0□ NO 1□ Yes □ Refused

c. Have you experienced mental health symptoms prompting a visit to the ED or 
hospital?

0□ NO 1□ Yes □ Refused

d. Have you had mental health medication changes due to worsening symptoms? 0□ NO 1□ Yes □ Refused

e. Have you been diagnosed with a severe personality disorder? 0□ NO 1□ Yes □ Refused
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f. Have you made plans about taking your life? 0□ NO 1□ Yes □ Refused

Presence of any one of these items warranted exclusion from the parent study.

Appendix 2. Study instruments.

ADAPTED BERGER HIV STIGMA SCALE

These next questions ask about some experiences and feelings you may have had because of 

HIV.

Strongly 
Disagree Disagree Agree

Strongly 
Agree

Refused

1. I have been hurt by how people reacted to 
learning I have HIV. 1 2 3 4 8

2. I have stopped socializing with some people 
because of their reaction of my having HIV. 1 2 3 4 8

3. I have lost friends by telling them I have HIV. 1 2 3 4 8

4. I am very careful who I tell that I have HIV. 1 2 3 4 8

5. I worry that people who know I have HIV will 
tell others. 1 2 3 4 8

6. I feel that I am not as good a person as others 
because I have HIV. 1 2 3 4 8

7. Having HIV makes me feel unclean. 1 2 3 4 8

8. Having HIV makes me feel that I’m a bad 
person. 1 2 3 4 8

9. Most people think that a person with HIV is 
disgusting. 1 2 3 4 8

10. Most people with HIV are rejected when others 
find out. 1 2 3 4 8

ADAPTED SUBSTANCE ABUSE SELF-STIGMA SCALE

For this questionnaire, we use the term “substance problem” or “problem with substances” 

to refer to any problems that you have experienced as a result of your use of drugs or 

alcohol.

Here is a list of statements describing thoughts or feelings that you may have from time to 

time or may be familiar to you. Most of these statements describe thoughts and feelings that 

are generally painful or negative in some way. Try to be as honest as you can in responding.

As you see it now, please rate how often you have the thoughts or experiences listed here.
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Never or 
almost 
never

Rarely Sometimes Often Very 
often Refused

1 I have the thought that a major reason 
for my problems with substances is my 
own poor character.

1 2 3 4 5 8

2 I have the thought that I should be 
ashamed of myself. 1 2 3 4 5 8

3 I feel inferior to people who have never 
had a problem with substances. 1 2 3 4 5 8

4 I feel out of place in the world because 
of my problems with substances. 1 2 3 4 5 8

Please choose the number that indicates how many people you think would react to you as 

described for each statement. Please do not omit any item.

Few 
People 
(0-20 

percent)

Some 
people 
(20-40 

percent)

Many 
people 
(40-60 

percent)

Most 
People 
(60-80 

percent)

Almost 
Everyone 
(80-100 
percent)

Refused

5 People think I’m worthless 
if they know about my 
substance use history.

1 2 3 4 5 8

6 People would be scared of 
me if they knew about my 
substance abuse history.

1 2 3 4 5 8

7 If someone were to find 
out about my history of 
substance use, they would 
doubt my character.

1 2 3 4 5 8

8 People think the bad 
things that have happened 
to me are my fault.

1 2 3 4 5 8

Never or 
almost 
never 
true

Rarely 
True

Sometimes 
true

Often 
true

Always or 
almost 
always 

true

Refused

9 I would choose to avoid 
someone who seemed 
interested in my friendship 
if I knew they had never 
used substances.

1 2 3 4 5 8

10 I avoid doing things where 
I would be blamed if it 
didn’t work out.

1 2 3 4 5 8

11 Shame gets in the way of 
how I want to live my life. 1 2 3 4 5 8

12 I avoid situations that 
make me feel different. 1 2 3 4 5 8

13 I do things that are good 
for me, even if I feel like I 
don’t deserve it.

1 2 3 4 5 8
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Few 
People 
(0-20 

percent)

Some 
people 
(20-40 

percent)

Many 
people 
(40-60 

percent)

Most 
People 
(60-80 

percent)

Almost 
Everyone 
(80-100 
percent)

Refused

14 I pursue important goals 
in life, even when I fear I 
might not follow through.

1 2 3 4 5 8

15 Even if I knew the 
employer didn’t like to 
hire people in recovery, I 
would still apply for a job 
if it interested me.

1 2 3 4 5 8

16 I can set a direction for my 
life even if I feel hopeless. 1 2 3 4 5 8

Here you will find a list of statements. As you see it now, please rate how true each 

statement is for you.
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Figure 1. 
PHQ-9 and GAD-7 scores by intersectional HIV and substance use stigma adjusted by 

demographics (age, sex, relationship status, employment, education, income) among persons 

living with HIV and who inject drugs in St. Petersburg, Russia (n=111).
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Table 1.

Characteristic of persons living with HIV and who inject drugs from a cross-sectional study in St. Petersburg, 

Russia.

Characteristic N = 111

  Sex

 Male 59 (53%)

 Female 52 (47%)

  Age

 Mean (SD) 38.2 (5.2)

 Median (IQR) 38.0 (36.0, 41.0)

 Range 19.0, 55.0

  Relationship status

 Married/Partnered 79 (71%)

 Living alone 32 (29%)

  Level of education

 Nine grades or less 31 (28%)

 Secondary Education/College 77 (69%)

 Higher Education 3 (2.7%)

  Employment pattern

 Employed (full time or part time) 47 (42%)

 Unemployed / Full-time home maker / Full-time student 64 (58%)

  Monthly income

 ≤15.000 RUB (approx. $200 USD) 50 (45%)

 >15.000 RUB 61 (55%)

  Berger HIV stigma

 Mean (SD) 22.2 (3.7)

 Median (IQR) 22.0 (20.0, 25.0)

 Range 13.0, 31.0

  Substance use (SU) stigma

 Mean (SD) 31.5 (7.2)

 Median (IQR) 32.0 (26.5, 36.0)

 Range 12.0, 46.0

  Intersectional HIV and substance use stigma

 Low (HIV & SU stigma less than median levels) 24 (22%)

 One form of stigma high (one form of stigma is low, another form of stigma is high) 46 (41%)

 Intersectional (HIV & SU stigma equal to or greater than median levels) 41 (37%)

  PHQ-9 scores

 Mean (SD) 8.4 (5.6)

 Median (IQR) 8.0 (4.0, 13.0)

 Range 0.0, 21.0
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Characteristic N = 111

  GAD-7 scores

 Mean (SD) 5.3 (4.0)

 Median (IQR) 4.0 (2.0, 8.0)

 Range 0.0, 17.0
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