Structural Stigma in
Public Health:
From HIV to Monkeypox
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Learning Goals
1.

Understand stigma as social and institutional practice

2.

Develop an intersectional and structural understanding of stigma

3.

Consider how stigma is mitigated or perpetuated in public health and clinical
responses to the monkeypox outbreak
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Understanding Stigma

So where does
stigma come from?

Structural Stigma

Stigma

Intersectional
understandings of
stigma

Remember dictionaries?

Stigma: Ingroups
and Outgroups
• Othering
• Ingroups (‘normal’)
• Outgroups (‘deviant’)

Is stigma just discrimination?

Stigma

Discrimination

Is stigma just stereotyping?

IDENTITY

SOCIAL PROCESS

Structural stigma – exclusion from social
& economic life
“In health care, structural stigma occurs when laws, policies, and
practices result in the unfair treatment of people with lived experience.”

” Societal-level conditions, cultural norms, and institutional policies that
constrain the opportunities, resources, and wellbeing of the stigmatized.”

https://mentalhealthcommission.ca/structural-stigma/
Hatzenbuehler ML, Link BG. Soc Sci Med. 2014 (103):1-6

Stigma has real health
effects
• Access to care
• Treatment in healthcare spaces
• Adherence
• Disclosure
• Intimate partner violence
• Mental Health
• Substance Use
• Housing/employment/Food security

Stigma & Intersectionality:
A layered understanding

Understanding intersectionality
Multiple social categories (e.g. race, ethnicity, gender, sexual orientation,
socioeconomic status) intersect at the micro-level of individual experience to reflect
multiple interlocking systems of privilege and oppression at the macro, social-structural
level (e.g., racism, sexism, heterosexism).

Kimberlé Crenshaw

Patricia Hill Collins

Bowleg L. American Journal of Public Health 2012;102(7):1267-73; Hankivsky, O. (2014) Institute for Intersectionality Research &
Policy, SFU.
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Intersectionality is essential to
understanding how stigma is experienced
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NOT MUTUALLY
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Varas-Díaz N et al. Glob Public Health. 2019 Nov; 14(11): 1598–1611.
Aggleton & Parker. (Am J Public Health. 2015;105:1552–1558.
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(p. 525) consider Florida’s
adoption of a law mandating the
routine accommodation of
nonmotorized road users. Both
articles amply show that these
laws and regulations inﬂuence
the ultimate delivery of service
(in the case of abortion regulation) and population health (in
the case of transportation policy

Stigma & Intersectionality
Jackson-Best and Edwards BMC Public Health (2018) 18:919
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Background: Stigma across HIV/AIDS, mental illness, and physical disability can be co-occurring and may interact
with other forms of stigma related to social identities like race, gender, and sexuality. Stigma is especially
problematic for people living with these conditions because it can create barriers to accessing necessary
social and structural supports, which can intensify their experiences with stigma. This review aims to contribute to
the knowledge on stigma by advancing a cross-analysis of HIV/AIDS, mental illness, and physical disability stigma, and
exploring whether and how intersectionality frameworks have been used in the systematic reviews of stigma.
Methods: A search of the literature was conducted to identify systematic reviews which investigated stigma for HIV/
AIDS, mental illness and/or physical disability. The electronic databases MEDLINE, CINAHL, EMBASE, COCHRANE, and
PsycINFO were searched for reviews published between 2005 and 2017. Data were extracted from eligible reviews on:
type of systematic review and number of primary studies included in the review, study design study population(s),
type(s) of stigma addressed, and destigmatizing interventions used. A keyword search was also done using the terms
Nelson
Varas-Díaz,
Eliut
Rivera-Segarra,
Torsten
B. Neilands,
Yasmín
“intersectionality”,
“intersectional”,
and “intersection”;
related definitions
and descriptions
were extracted.
Matrices were
used
to
compare
the
characteristics
of
reviews
and
their
application
of
intersectional
approaches
across
the
three
Pedrogo, Paola Carminelli-Corretjer, Nelmit Tollinchi, Estefanía Torres,
health conditions.
Yanira Soto Del Valle, Marinilda Rivera Díaz & Nerian Ortiz
Results: Ninety-eight reviews met the inclusion criteria. The majority (99%) of reviews examined only one of the health
conditions. Just three reviews focused on physical disability. Most reviews (94%) reported a predominance of behavioural
rather than structural interventions targeting stigma in the primary studies. Only 17% of reviews used the concept and/or

HIV/AIDS and intersectional stigmas: Examining
stigma related behaviours among medical
students during service delivery

around her. Our children may receive the HPV vaccine and we may
reﬂect on the molecular biological
ingenuity that arrived at the vaccine, but we seldom reﬂect on the
Medicaid expansion and regulations that ensure that as many
children as possible receive the
vaccine. Similarly, while abortions
are heavily politicized, the bevy of

ulations. They have little to do
with the delivery of curative care
and little to do with the choice of
the individual to live a healthier
life. But they create the conditions
that generate health in populations,
without which we will have
a much less healthy world. These forces are the story of public
health, and it is on public health to

HIV Stigma Among Black Women in
the United States: Intersectionality,
Support, Resilience
Follow up on: Aggleton P,
Parker R. Moving beyond biomedicalization in the HIV response:
implications for community involvement and community leadership among men who have sex with
men and transgender people.
Am J Public Health. 2015;105(8):
1552–1558.
In an AJPH report published
two years ago, Aggleton and
Parker argued that it is vital to
promote community ownership,
political commitment, solidarity,
and respect for differences, not as
competing values, but as part of
the ultimate solution to HIV.1
We agree. While they focused on
men who have sex with men and
transgender people, we believe
it is essential in this historical
moment to extend their argument to embrace Black women.

Here we provide our rationale
and proposed approach.

INTERSECTIONALITY
AND RISK
Heterosexual Black women
accounted for 61% of new HIV
diagnoses among US women—
16 times the diagnosis rate of
White women.2 Other studies
indicate that Black women experience higher morbidity and
mortality when compared with
their White counterparts.3 Gender and race are strongly linked
to health outcomes including
disparities along the HIV care
continuum. Yet, much of the
HIV prevention and intervention
work for Black women has failed
to focus on the multifaceted nature of health and well-being for

women of color. In much of the
existing HIV work, the issues of
race, gender, and socioeconomic
status are largely treated as discrete categories rather than
interconnected issues. As a result,
gender and race are often isolated
and treated as independent contributors to health outcomes. This
may be particularly detrimental to
the understanding of risk, disease
transmission, and health outcomes
among Black women who hold
multiple identities, statuses, or
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Intersectional approaches lead to
different ‘solutions’
Community
ownership

Respect for
differences

Political
commitment

Solidarity

Rao D et al. Am J Public Health. 2018 April; 108(4): 446–448.
Aggleton P, Parker R. Am J Public Health. 2015;105(8):1552–1558.
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FIGURE 1—Conceptual Framework for HIV-Related Stigma, Engagement in Care, and Health Outcomes

Turan B et al. Am J Public Health. 2017 Jun;107(6):863-869.
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What if the call is coming
from inside the house?
Healthcare providers, institutions, & stigma

Healthcare providers and Stigma
• It starts with how we’re trained…

Do Words Matter? Stigmatizing Language and the Transmission
of Bias in the Medical Record
Anna P. Goddu, MSc1, Katie J. O’Conor, BA1, Sophie Lanzkron, MD, MHS2,
Mustapha O. Saheed, MD3, Somnath Saha, MD, MPH4,5, Monica E. Peek, MD, MPH, MSc6,
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BACKGROUND: Clinician bias contributes to healthcare
disparities, and the language used to describe a patient
may reflect that bias. Although medical records are an
integral method of communicating about patients, no
studies have evaluated patient records as a means of
transmitting bias from one clinician to another.
OBJECTIVE: To assess whether stigmatizing language

KEY WORDS: bias; stigma; language; disparities; medical record;
communication; clinical decision-making.
J Gen Intern Med 33(5):685–91
DOI: 10.1007/s11606-017-4289-2
© Society of General Internal Medicine 2018

icians and medical students who read a chart note
tizing language to describe a patient would have
e attitudes about the patient and would treat the
n less aggressively than those who read a chart
eutral language.

METHODS

d an experimental vignette study design in which
medical students were randomized to read one of
otes presenting medically identical information
othetical patient with sickle cell disease (SCD).
rt note utilized stigmatizing language and details;
sed neutral language. After reading the chart note,
completed a survey assessing their attitudes repatient (residents and students) and treatment
sidents only) for the patient. We focused on a
SCD, as there is significant evidence that these
stigmatized by clinicians and experience inademanagement, conflicts with staff, and lack of
e decided to focus on medical students and resining is a time of socialization through the Bhidden
9
and thus a potential point of intervention. We
dents in emergency medicine and internal medithey care for patients with SCD presenting with
Hypothetical chart notes were used because via robust and efficient method to systematically
on in opinion and decision-making, without conother patient characteristics.25,26 All research

Table 1 Text Employed in the Vignettes
Neutral language chart note
Section 1
Mr. R is a 28-year old man with
sickle cell disease and chronic left
hip osteomyelitis who comes to
the ED with 10/10 pain in his
arms and legs. He has about 8–10
pain crises per year, for which he
typically requires opioid pain
medication in the ED. At home,
he takes 100 mg OxyContin BID
and oxycodone 5 mg for breakthrough pain. Over the past few
days, he has taken 2 tabs every 4–
6 hours. About 3 months ago, he
moved to a new apartment and
now has to wheel himself in a
manual wheelchair up 3 blocks
from the bus stop.
He spent yesterday afternoon with
friends and wheeled himself
around more than usual, which
caused dehydration due to the
heat. He believes that this, along
with recent stress, precipitated his
current crisis. The pain is aching
in quality, severe (10/10), and not
alleviated by his home pain
medication regimen.
On physical exam, he is in
obvious distress. He has no fever
and his pulse ox is 96% on RA.
The rest of the physical exam is
normal other than tenderness to
palpation on the left hip.

Stigmatizing language chart
note
Mr. R is a 28-year old sickle cell
patient with chronic left hip osteomyelitis who comes to the ED
stating he has 10/10 pain Ball up
in my arms and legs.^ He is
narcotic dependent and in our ED
frequently. At home he reportedly
takes 100 mg OxyContin BID and
oxycodone 5 mg for breakthrough
pain. Over the past few days, he
says that he has taken 2 tabs every
4–6 hours. About 3 months ago,
patient states that the housing
authority moved him to a new
neighborhood and he now has to
wheel himself in a manual wheelchair up 3 blocks from the bus
stop.
Yesterday afternoon, he was
hanging out with friends outside
McDonald’s where he wheeled
himself around more than usual
and got dehydrated due to the
heat. He believes that this, along
with some Bstressful situations,^
has precipitated his current crisis.
Pain is aching in quality, severe
(10/10), and has not been helped
by any of the narcotic medications
he says he has already taken.
On physical exam, he appears to
be in distress. He has no fever and
his pulse ox is 96% on RA. The
rest of the physical exam is
normal although he reports
tenderness to palpation on the left
hip.

Public Health
Stigma & Moral
Judgment

Public Health
Stigma & Fear

Fairchild AL et al. (Am J Public Health. 2018;108:1180–1186.

https://theconversation.com/aids-homophobic-and-moralistic-images-of-1980s-still-haunt-our-view-of-hiv-that-must-change-106580

Reflecting on ourselves is
an important starting
point…
• Our own social locations
• Our own beliefs & biases
• Our own privilege
•

What do I never have to think about?

•

What do I take for granted?

•

“That never occurred to me”

• What are the
locations/beliefs/biases/privileges of
those at decision-making tables?

But reflecting on the
nature of our institutions
is key
• What are the
locations/beliefs/biases/privileges of
those at decision-making tables?
• Whose voices are missing?
• Where do we get our information?
Who is considered the expert?
• To whom are we accountable?

Moving to Monkeypox

Monkeypox & Stigma
• Most discussions of monkeypox & stigma have centered on interpersonal or
social stigma
•

RACE

•

GENDER

•

SEXUAL ORIENTATION

Monkeypox & Structural stigma
Structural stigma poses major threats to the health,
safety, and well-being of many people affected by
monkeypox

Challenges for Public Health
• How to talk about sexual transmission without putting LGBTQ2SIIA people at risk
of discrimination, harassment, or violence?
• What are the legal and political ramifications for how this disease is classified?
• How is public health connected to the broader climate of injustice?
• How to target resources and interventions to affected communities without
condemning, vilifying, or scapegoating?
• How to address our own bordered understandings of infection?

Public Health – which public?

What we say, matters

https://npin.cdc.gov/pages/hiv-and-aids-timeline

How can providers &
practitioners address
stigma?

First, a recognition

Of social and societal power
Of our words holding weight, historical
legacy, and future ramifications

In the clinical space
Safer spaces
Practices, not identities
Transparency
Sexual health & pleasure

CDC’s Suggestions for Public Health
Describe
• legitimate health issue
• relevant to all people

Educate
• Modes of transmission with
specificity
• Focus on action, not identity
• Clinical manifestations
• Infectivity

Frame
• Inclusive language (‘us’ and ‘we’)
• Non-sensationalistic language
and images (positive, diverse,
and credible)
• Language that resonates with
audience; concepts that the
audience will be receptive to
hearing or reading
• Emphasize prevention
strategies, symptom
recognition, and the treatable
nature of monkeypox to
minimize fear, promote action
and a sense of personal agency

https://www.cdc.gov/poxvirus/monkeypox/resources/reducing-stigma.html adapting from Hood &
Friedman, Sexual Health 2010 (7):1-12.

Fast but thoughtful action

CANNOT
MUST

• sacrifice thoughtfulness for speed

• Recognize that what we put out there
can be used against already
stigmatized people and communities

Resource allocation
Focused on people and
communities most affected WHILE
anticipating and pre-empting
stigma & scapegoating
Must also ask – who is
being rendered invisible,
and potentially not getting
the resources they need?

Think (and act) bigger
Focus is often
on individual
behaviour
modification
rather than
systemic
issues like:

• Robust vaccination policies
• Access to testing
• Access to preventive health care
• Access to structural supports to
allow for safe isolation like adequate
housing and workplace protections.
• HIV criminalization

https://twitter.com/aboutfreedominc/status/1293281743940845568
https://www.democracynow.org/2020/5/5/ruth_wilson_gilmore_abolition_coronavirus

Listen to & partner with communities
People exist in community, and are often the first to recognize new threats to
their health and wellbeing
Structurally oppressed communities often bear the burden of infectious
complications of structural violence AND have led the way in creating
solutions and practicing collective care models.
On community:
Community as
identity

Community as
locality

Aggleton & Parker. (Am J Public Health. 2015;105:1552–1558.

Community as
solidarity

Recognize the tensions in this
relationship
”Sometimes, administrators and bureaucrats were seen as pushing a line that
rode rough-shod over personal dignity, respect, and rights, all of which had
been hard-won community values. We need to have effective forms of
prevention, treatment, and care, but those most affected by the epidemic should
be involved, not as docile “partners” in program development and design, but as
the leaders of what they know best: how to work with and for heavily affected
communities.”

Aggleton & Parker. (Am J Public Health. 2015;105:1552–1558.

Incredible examples of the people’s
public health

https://theanarchistlibrary.org/library/zoe-dodd-alexander-mcclelland-taking-risks-is-a-path-to-survival?v=1632271529
https://www.vice.com/en/article/z3enva/star-house-sylvia-rivera-marsha-p-johnson

Center in the Margins
• Shifting knowledge production to the concerns of the most marginalized, and
privileging their voices in our discourses.
• Go beyond documenting inequities to analyze and take action against power
differentials and privilege that create and perpetuate such inequities

Ford, C. L. and C. O. Airhihenbuwa. Soc Sci Med 2010;71 (8): 1390-1398.

So to summarize
• We have institutional & societal power
• We must use it wisely, recognizing the impact of our choices in priorities and
language
• Our attempts to address stigma must be structural – achieved through upstream
interventions, community orientation & collaboration

Thank you!

