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Abstract

HIV-related stigma is associated with many negative health outcomes among people living with HIV (PLHIV). The theory
of intersectionality suggests that the interactions of social identities affect PLHIV’s experiences of stigma. This study aims to
identify individual and interactive marginalized-group identities correlated with enacted HIV-related stigma among PLHIV
in Florida. The sample (n=932) was majority male (66.6%), Black (58.5%), and non-Latino (80.2%) with 53% reporting
experiences of HIV-related stigma. In multinomial regression models, the interaction between race and ethnicity was signifi-
cant where non-White Latinos had higher odds of experiencing high levels of enacted stigma [AOR (CI) 7.71 (2.41, 24.73),
p <0.001] compared to white non-Latinos. Additionally, racial minorities were less likely to have experienced moderate or
high levels of enacted stigma [AOR (CI) 0.47 (0.31, 0.72), p<0.001; AOR (CI) 0.39 (0.22, 0.70), p=0.002, respectively].
Moreover, women had higher odds of experiencing high levels of enacted stigma [AOR (CI) 2.04 (1.13, 3.67), p=0.018].
The results suggest that intersectionality is important to consider in HIV-related stigma research and future interventions.
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Resumen

El estigma relacionado con el VIH se asocia con muchos resultados de salud negativos entre las personas que viven con el
VIH. La teoria de la interseccionalidad sugiere que las interacciones de las identidades sociales afectan las experiencias de
estigma de las personas que viven con el VIH. Este estudio tiene como objetivo identificar las identidades individuales e
interactivas de grupos marginados correlacionadas con el estigma promulgado relacionado con el VIH entre las personas
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que viven con el VIH en Florida. La muestra (n=932) fue mayoritariamente masculina (66.6%), negra (58.5%) y no Latina
(80.2%) con 53% reportando experiencias de estigma promulgado relacionado con el VIH. En los modelos de regresion mul-
tinomial, la interaccion entre raza y etnicidad fue significativa donde los Latinos no blancos tenian mayores probabilidades
de experimentar altos niveles de estigma promulgado (ORa(IC)=7.71(2.41, 24.73), p<0.001) comparado con los blancos
no Latinos. Ademas, las minorias raciales tenian menos probabilidades de haber experimentado niveles moderados o altos de
estigma promulgado (ORa(IC)=0.47(0.31, 0.72), p<0.001; ORa(IC)=0.39(0.22, 0.70), p=0.002, respectivamente). Tam-
bién, las mujeres tenian mayores probabilidades de experimentar altos niveles de estigma promulgado (ORa(IC)=2.04(1.13,
3.67), p=0.018). Los resultados sugieren que es importante considerar la interseccionalidad en la investigacion del estigma

relacionado con el VIH y en futuras intervenciones.

Abbreviations

PLHIV  People living with HIV/AIDS

HIV Human immunodeficiency virus

AIDS Acquired immunodeficiency syndrome
SHARC Southern HIV & Alcohol Research Consortium

Background

In 2017, an estimated 108,003 people were living with HIV/
AIDS (PLHIV) in Florida [1]. Since the beginning of the
HIV epidemic, PLHIV have faced stigma taking the form
of ostracism, discrimination, and even violence [2—4]. HIV-
related stigma is associated with many negative psychologi-
cal [3, 5-10], physical [9-11], and behavioral health out-
comes [5, 6, 9, 12-14]. Additionally, HIV-related stigma
has been found to be a considerable barrier in HIV preven-
tion and treatment [6, 12, 13, 15, 16]. As the incidence of
HIV in Florida has seen a 13.7% increase since 2013 [17],
it becomes increasingly important to prevent current HIV
cases from spreading by focusing on factors such as HIV-
related stigma, that may prevent individuals from seeking
care.

HIV-related stigma in PLHIV can be split into four sepa-
rate constructs, including: enacted, community, anticipated,
and internalized stigma [18]. Internalized stigma is internal
negative feelings that occur about oneself, while enacted
stigma is negative external experiences that occur due to
specific conditions or attributes that one has [18]. Moreover,
community stigma refers to the perceived stigma within a
person’s surroundings, and anticipated stigma is the internal
fear that once one’s status is revealed, people will treat them
negatively [18]. The present study plans to focus on enacted
HIV-related stigma utilizing a modified scale developed by
Herek et al. [3]. Enacted stigma measures were chosen as we
were interested in how direct negative actions by others are
experienced in PLHIV with varying demographics.

The concept of intersectionality is one theory that has
been discussed in the field of HIV-related stigma. Intersec-
tionality research focuses on how the interrelation of peo-
ple’s social identities affects their experiences of inequity
[19, 20]. A marginalized-group identity, in sociological
terms, is defined as an identity that lacks societal power in

comparison to the dominant group identity, regardless of
identity group size. The two main approaches in the study of
intersectionality are the additive approach and the multipli-
cative approach [21]. In the additive approach, each addition
of a marginalized-group identity yields an overall increase
of societal marginalization [21]. The additive approach lacks
support due to its consideration of marginalized-group iden-
tities as separate and independent from one another [22].
Additionally, some researchers reject the additive approach’s
ranking of one’s identities, as people can belong to both
dominant and marginalized groups [22]. However, in the
multiplicative approach, social outcomes (such as stigma)
are based on the interactions between demographic identi-
ties. Due to the complexities of intersectionality, it is impor-
tant to acknowledge that different combinations of social
identities, geography, and inequity can create differences in
the experience of HIV-related stigma [23].

To date, few quantitative studies have examined the asso-
ciation between the intersectionality of multiple marginal-
ized-group identities and HIV-related stigma in the United
States [24-26]. However, qualitative and theory-based stud-
ies conducted in the US have indicated intersectionality as
an important variable when analyzing HIV-related stigma
[27-30]. These US studies agree that an intersectional
approach to research can help identify the social and insti-
tutional forces that shape inequity [27-30]. Additionally,
recent studies conducted in countries such as Canada focus
on quantitative research in the measurement of HIV-related
stigma as it relates to intersectionality [10, 23, 31]. The
study conducted by Loutfy et al. [23] found that the inter-
action between gender and race/ethnicity was significantly
correlated with HIV-related stigma, where being female and
non-White were shown to have significantly higher rates of
cumulative and sub-scale rates of HIV-related stigma. The
studies conducted by Logie et al. [10, 31] examined the
intersectionality of marginalized-group discrimination and
HIV-related stigma, and its association with physical and
mental health outcomes. This study found significant corre-
lations between gender discrimination, racial discrimination,
and HIV-related stigma. Though the studies by Loufty et al.
and Logie et al. [10, 23, 31] demonstrated the importance
of intersectionality in HI'V-related stigma, their studies com-
bined Hispanic ethnicity with Asian/Aboriginal identities
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[23] & African and Black identities [10, 31]. Our study plans
to look at Latino ethnicity separately, to allow for a more
specific analysis of Latino identity and its association with
enacted HIV-related stigma. Specific knowledge on Latino
PLHIV is of particular importance, especially in a U.S. con-
text, as it is a demographic with a disproportionate burden
of the disease [1].

The state of Florida’s HIV Prevention and Care Plan for
2017-2021 acknowledges that one of the main barriers to
HIV screening, prevention, and care is HIV-related stigma
[32]. Nine of the State’s integrated plan activities to screen,
prevent, and care for HIV include specific stigma reduction
measures [32]. On the federal level, the National Institutes
of Health have also recognized the importance of stigma
reduction and intersectionality in HIV prevention and have
set funding opportunities to meet these needs [33]. Studies
that examine intersectionality and HIV-related stigma will
better inform both state and national strategies on the best
way to combat this issue.

The primary objective of this study is to identify margin-
alized-group identities, the interactions among them, and to
examine their association with different levels of enacted
HIV-related stigma experienced among PLHIV in Florida.
Specifically, the research questions posed are the follow-
ing: (1) which individual demographic factors are associated
with enacted HIV-related stigma? and (2) are there signifi-
cant interactions between demographic factors that show
an association with levels of enacted HIV-related stigma
experienced?

Methods
Study Design and Population

We utilized baseline data collected by the Florida Cohort
Study from 2014 to 2017. The Florida Cohort Study,
an ongoing project under the Southern HIV & Alcohol
Research Consortium (SHARC), has goals to assess how
individual, clinical, and community level factors influence
accessibility and use of healthcare as well as HIV clinical
outcomes. Participants were recruited at nine public health
sites throughout Florida (University of Florida Health,
Alachua County, Hillsborough County, Orange County,
Columbia County, Sumter County, Seminole County, Bro-
ward County, and Miami-Dade County) utilizing conveni-
ence sampling. Patients were eligible for inclusion if they
were > 18 years old and living with HIV. HIV status was
confirmed by proof of HIV test results or antiretroviral
prescription bottle with the participant’s name. Informed
consent was obtained from all participants at the recruit-
ment site regardless of whether they decided to complete
the survey at the study site or at-home. After obtaining
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written consent, surveys were self-administered on a com-
puter using a secure web-based app called Research Elec-
tronic Data Capture (REDCap). For those who did not
want to do the survey on REDCap, a paper-based option
was available. Surveys were taken in English or Spanish,
were completed at HIV care clinics or at-home, and con-
sisted of questions that assessed demographic, behavioral,
mental, and social factors among study participants. If a
participant wanted to complete the online version of the
survey at-home, they were sent a link to the survey using
their provided email address. Surveys took approximately
30 to 45 min to complete and participants were compen-
sated with a $25 gift card for their time. The methods of
this study have also been outlined in other studies [34, 35].
The protocol of this study was approved by the Florida
International University, Florida Department of Health,
and University of Florida Institutional Review Boards.

Measures
Demographics

Demographic items included age (years), race (white,
black/African American, Native American, Asian, or
multi-racial), sex at birth (male or female), sexual ori-
entation (gay/lesbian, heterosexual/straight, bisexual, or
asexual), and ethnicity (Latino or Non-Latino). Sexual ori-
entation was based on self-report and not based on sexual
activity to be inclusive of those who may be sexually
attracted to the same sex, but have not engaged in sexual
activity with someone of the same sex.

Other variables that we adjusted for in models but did
not show included: HIV-disclosure (no one, main part-
ner only, immediate family only, friends/other relatives
only, more than 1 group), homelessness, education (< high
school, high school graduate/GED, some college/trade
school, college/trade school graduate, masters/professional
degree after college), and social support. These variables
were chosen as they have been found to be associated with
the HIV-related stigma in previous studies and their inclu-
sion in our model could diminish possible confounding
[10, 23, 31, 36]. Homelessness was defined as having lived
in a homeless shelter, emergency shelter, car, street, or
abandoned building in the past 12 months. Social sup-
port was measured using the emotional/informational and
tangible support factors from the instrument developed
by Sherbourne and Stewart [37]. All variables were self-
reported by participants.

We considered whether to adjust for clustering by recruit-
ment location, but analysis indicated no effect so we pre-
sent the data without adjusting for clustering by recruitment
location.
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Herek HIV Stigma Scale

The primary outcome of interest for this study was meas-
ured using a modified version of the Herek Enacted Stigma
Index Items [3]. The stigma scale was modified to only
include enacted stigma measures. The section contained 10
statements, and for each the participants responded to “how
often you have ever felt that the following experiences hap-
pened?”, using a 4-point Likert scale ranging from “Never”
(value=0) to “3+times” (value=3) (alpha=0.89). Sample
items included “A family member stopped speaking to me
when they found out I have HIV,” “A doctor, nurse, or health
care worker avoided me or refused to take care of me because I
have HIV,” etc. The stigma score results were then categorized
as none (indicative of the participant never having felt enacted
stigma), moderate (indicative of the participant scoring 1-10)
and high (indicative of the participant scoring 11+).

Marginalized-Group Identity Variables

Variables in the analysis included: age, biological sex, race,
ethnicity, and sexual orientation. These variables were dichoto-
mized to indicate marginalized-group identity. Attributes of
being middle-aged (aged 40-65 years), male, white, non-
Latino, or heterosexual classified the corresponding variable as
non-marginalized-group. All other responses for each variable
were classified as identifying with the marginalized-group.

Analysis

We conducted our secondary data analysis using SAS (v9.4;
SAS Institute Inc., Cary, NC). Descriptive characteristics
were used to report sample characteristics and categories for
the modified Herek Enacted Stigma Index Items based on
participants’ level of experience with enacted HIV-related
stigma. Univariate multinomial logistic regression models
were conducted to assess the impact of each marginalized-
group identity variable on experiencing enacted HIV-related
stigma. After, interactive multinomial logistic regression
models were run between all combinations of marginalized-
group identity variables to identify significant interactions in
the model. Finally, marginalized-group identity variables and
interactions were then analyzed together in a multivariate mul-
tinomial logistic regression analysis while also adjusting for
HIV-disclosure, homelessness, education, and social support.
To be considered significant, we set a to 0.05.

Results

Cohort Characteristics, Marginalized-Group
Identities, and Enacted HIV-Related Stigma

Our study contained a sample of n=932 PLHIV across
several sites in Florida. Fifty-four participants were
removed from the final analysis as they either had incom-
plete Herek Enacted Stigma Index Items (n=38), iden-
tified as transgender/gender non-conforming (n=16),
or both (n=1) leaving a final sample of n=878. From
our final sample 82.4% completed their survey on paper
at the recruitment site, 10.3% completed online at the
recruitment site, and 7.3% completed on paper at home.
Additionally, 91.5% of our sample completed the English
version of the survey while 8.5% completed the Spanish
version of the survey.

The average age of our total sample was
46.6 +11.3 years with a range of 19-77 years. The sam-
ple was majority male (66.0%), Black (58.0%), non-Latino
(80.4%), and heterosexual (53.4%). Among those who
identified as Latino (19.6%), 56.2% identified as White,
15.2% identified as Black, and 28.7% identified as other/
multi-racial. Some common responses for ‘other’ race
among Latinos included: Latino/Hispanic, country of ori-
gin (i.e., Puerto Rican, Mexican, Cuban, Spanish), and
mestizo.

The overall mean of enacted HIV-related stigma scores
was 3.9 + 6.0 with a range of 0-30 scores, where the mean
of enacted HIV-related stigma scores in participants who
have experienced any enacted HIV-related stigma was
7.2 £6.5. Our sample was comprised of 46.7% experienc-
ing no enacted stigma, 39.8% experiencing moderate lev-
els of enacted stigma, and 13.5% experiencing high levels
of enacted stigma. The characteristics of our sample strati-
fied by experience of enacted HIV-related stigma can be
found in Table 1.

Unadjusted Multinomial Logistic Regression
Analysis of Individual Marginalized-Group Identities
and Enacted HIV-Related Stigma

The crude multinomial regression models found that those
with a racial marginalized-group identity (non-White)
had decreased odds of experiencing moderate and high
levels of enacted HIV-related stigma [Crude Odds Ratio
(95% Confidence Interval) 0.53 (0.39, 0.72), p<0.001;
COR (CI) 0.63 (0.41, 0.98), p=0.040, respectively]
(Table 2). However, the crude multinomial regression also
revealed that those with a sexual orientation marginal-
ized-group identity had increased odds of experiencing
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Table 1 Descriptive baseline
sample statistics of the Florida
cohort stratified by enacted
HIV-related stigma experience,

Never experienced
enacted HIV-related
stigma (n=410)

Experienced moderate
enacted HIV-related
stigma (n=349)

Experienced high
enacted HIV-related
stigma (n=119)

2014-2017 N (%) Mean+SD N (%) Mean+SD N (%) Mean +SD
Age (years) 46.8+12.2 46.4+10.5 46.0+10.0
<40 years old® 108 (26.3) 89 (25.5) 30 (25.2)
40-65 years old 283 (69.0) 252 (72.2) 87 (73.1)
> 65 years old® 19 (4.6) 8(2.3) 2(1.7)
Biological sex
Male 265 (64.6) 242 (69.3) 72 (60.5)
Female? 145 (35.4) 107 (30.7) 47 (39.5)
Race
White 106 (25.9) 139 (39.8) 42 (35.3)
Black® 267 (65.1) 180 (51.6) 62 (52.1)
Other? 37 (9.0) 30 (8.6) 15 (12.6)
Ethnicity
Non-Latino 332 (81.0) 282 (80.8) 92 (77.3)
Latino® 78 (19.0) 67 (19.2) 27 (22.7)
Sexual orientation
Heterosexual 229 (57.7) 161 (48.5) 60 (52.6)
Homosexual® 130 (32.8) 131 (39.5) 39 (34.2)
Bisexual® 31(7.8) 36 (10.8) 14 (12.3)
Other® 701.7) 4(1.2) 1(0.9)
Education
<High school 142 (34.6) 113 (32.7) 49 (41.2)
High school/GED 132 (32.2) 97 (28.0) 32 (26.9)
Some college/trade school 79 (19.3) 79 (22.8) 23 (19.3)
College/trade school grad. 39 (9.5) 44 (12.7) 11 (9.2)
Graduate/professional degree 18 (4.4) 13 (3.8) 434
Homelessness
Yes 39 (9.5) 71(20.3) 30 (25.2)
No 371 (90.5) 278 (79.7) 89 (74.8)
Social support 72.9+23.0 67.3+20.9 60.0+22.8
Disclosure
None 3(0.9) 0(0.0) 0(0.0)
Immediate family only 37 (10.6) 23 (7.0) 6(5.1)
Partner only 37 (10.6) 92.7) 3(2.6)
Friends/other relatives only 29 (8.3) 31(9.4) 9(7.7)
More than 1 group 243 (69.6) 266 (80.9) 99 (84.6)

“Represents the identities classified as marginalized

moderate levels of enacted HIV-related stigma [COR
(CI) 1.45 (1.08, 1.94); p=0.013], but not high levels of
enacted HIV-related stigma [COR (CI) 1.23 (0.81, 1.86);
p=0.338]. Age, biological sex, and ethnic marginalized-
group identities were not statistically significant in the
multinomial regression model.
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Detection of Marginalized-Group Identity
Interactions with Enacted HIV-Related Stigma

It was found that the interaction between racial mar-
ginalized-group identity and ethnic marginalized-group
identity yielded significantly higher odds of experiencing
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Tab.le.2 Crude .multinom%al Moderate enacted stigma® High enacted stigma®
logistic regression analysis of
marginalized-group on enacted OR (95% CI) P OR (95% CI) p
HIV-related stigma among 878
PLWH in Florida Age
40-65 years old - - - -
<40 or> 65 years old 0.86 (0.63, 1.17) 0.338 0.82 (0.52, 1.29) 0.393
Biological sex
Male - - - -
Female 0.81 (0.60, 1.10) 0.170 1.19 (0.78, 1.82) 0.410
Race
White - - - -
Non-White 0.53 (0.39, 0.72) <0.001 0.63 (0.41, 0.98) 0.040
Ethnicity
Non-Latino - - - -
Latino 1.01 (0.70, 1.45) 0.951 1.25 (0.76, 2.05) 0.378
Sexual orientation
Heterosexual - - - -
Non-heterosexual 1.45 (1.08, 1.94) 0.013 1.23 (0.81, 1.86) 0.338
Bold values indicate p <0.05
#Reference group is no enacted stigma
Table 3 Assessment for interactions using multinomial logistic regression®
Age Biological sex Race Ethnicity Sexual orientation
OR (CD), p OR (CI), p OR (CI), p OR (CI), p OR (CI), p
Moderate versus no enacted stigma
Age -
Biological sex 0.94 (0.48, 1.87), -
p=0.865
Race 1.34 (0.67, 2.67), 0.69 (0.33, 1.43), -
p=0.409 p=0.315
Ethnicity 1.59 (0.72, 3.51), 1.19 (0.49, 2.88), 2.20 (1.02, 4.74), -
p=0.252 p=0.705 p=0.046
Sexual orientation 0.93 (0.48, 1.79), 0.66 (0.26, 1.66), 1.47 (0.77, 2.83), 0.50 (0.23, 1.06), -
p=0.825 p=0.377 p=0.246 p=0.072
High versus no enacted stigma
Age -
Biological sex 1.30 (0.51, 3.32), -
p=0.584
Race 0.97 (0.37, 2.59), 0.59 (0.23, 1.55), -
p=0.958 p=0.288
Ethnicity 1.77 (0.60, 5.18), 1.75 (0.60, 5.14), 7.68 (2.68, 22.01), -
p=0.300 p=0.309 p<0.001
Sexual orientation 0.56 (0.22, 1.42), 1.08 (0.35, 3.30), 1.50 (0.60, 3.74), 0.75 (0.27, 2.09), -
p=0.223 p=0.898 p=0.385 p=0.577

“Bold values indicate p <0.05

PEquation used, where significance of interaction term is shown: logit(P(Y=1)) =B, + B, X, + X, + B X, X,

moderate and high levels of enacted HIV-related stigma
[OR (CI) 2.20 (1.02, 4.74), p=0.046; OR (CI) 7.68
(2.68, 22.01), p<0.001; respectively]. No other mar-
ginalized-group identity interaction effects were found

to be statistically significant between no reported and
moderate- or high levels of enacted HIV-related stigma

(Table 3).
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Adjusted Multinomial Logistic Regression Analysis
of Individual Marginalized-Group Identities
and Enacted HIV-Related Stigma

After adjusting for homelessness, HIV-disclosure, social
support, and education, those with a racial marginalized-
group identity (non-White) had decreased odds of expe-
riencing moderate and high levels of enacted HIV-related
stigma [AOR (CI) 0.48 (0.31, 0.73), p<0.001; AOR (CI)
0.40 (0.22, 0.72), p=0.002, respectively] as compared to
no enacted stigma. In the adjusted model, biological sex
marginalized-group identity (women) had higher odds of
experiencing high levels of enacted HIV-related stigma
[AOR (CI) 1.94 (1.08, 3.50), p=0.027], but no signifi-
cant difference between experiencing moderate enacted
HIV-related stigma compared to no reported enacted HIV-
related stigma [AOR (CI) 1.08 (0.70, 1.65), p=0.733].

The interaction between racial and ethnic marginalized-
group identities for experiencing high levels of enacted
HIV-related stigma remained significant in the final model
[AOR (CI) 8.69 (2.68, 28.18), p <0.001]. That is, non-
White Latinos had higher odds of experiencing high lev-
els of enacted HIV-related stigma in comparison to White
(non-Latinos) (Table 4).

Discussion

This study is one of the first quantitative studies to examine
the association of interactions between marginalized-group
identities and enacted HIV-stigma experienced by PLHIV.
The primary finding of this study is that the interaction
between racial and ethnic marginalized-group identifica-
tions yielded higher odds of experiencing high levels of
enacted HIV-related stigma after adjusting for socio-eco-
nomic, social support, and disclosure factors. Specifically,
Non-white Latinos had higher odds of experiencing high
levels of enacted HIV-related stigma. Additionally, we found
that racial minorities had lower odds of ever experiencing
enacted HIV-related stigma, while women had higher odds
of experiencing high levels of enacted HIV-related stigma.

Black and Latino racial and ethnic group identities con-
tinue to be highly burdened by the HIV epidemic, where
in 2017, they had the highest rates of new HIV infection
(41.1 and 16.1 per 100,000, respectively) [1]; however,
little has been done to address the difference in HIV out-
comes between the intersection of race and ethnicity [38].
In the U.S., approximately 24% of Latinos identify as Afro-
Latino [39], however HIV surveillance in national and state
reports continue to classify White and Black Latinos in the
same category [1, 40]. Due to this classification, the over

Table 4 Adjusted multinomial
logistic regression analysis of
marginalized-group on enacted

Adjusted odds (moderate enacted
stigma)®

Adjusted odds (high enacted
stigma)®

HIV-related stigma among 878

OR (95% CI) p

OR (95% CI) P

PLWH in Florida
Age
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40-65 years old
<40 or> 65 years old
Biological sex
Male
Female
Race
White
Non-White
Ethnicity
Non-Latino
Latino
Sexual orientation
Heterosexual
Non-heterosexual
Race X ethnicity
White X non-Latino
Non-White X Latino

0.93 (0.64, 1.36) 0.710 0.87 (0.51, 1.49) 0.617
;.08 (0.70, 1.65) 8.733 ;.94 (1.08, 3.50) ;.027
;.48 (0.31, 0.73) _<0.001 ;.40 0.22, 0.72) ;.002
6.55 (0.30, 1.01) ;,053 ;,43 (0.17, 1.07) ;,069
;.35 (0.88, 2.08) ;.165 1.37 (0.76, 2.47) ;.301
;.16 (0.88,5.29) ;.091 ;.69 (2.68, 28.18) _<0.001

Bold values indicate p <0.05. Analyses are adjusted for homelessness, HIV-disclosure, Social support, and

education

#Reference group is no enacted stigma
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representation of White Latinos could be overshadowing
major HIV disparities occurring among racially diverse
Latinos. Previous research on the health and wellbeing of
Non-White Latinos has found that Non-White Latinos face
significant health disparities as it relates to hypertension,
perceived health, and mental health outcomes [41, 42].
Racism among Latin Americans has limited opportunities
for Non-White Latinos and has consequently affected their
health [42, 43]. The overlapping of societal US racism and
within group racial discrimination among Latinos could be
a possible explanation of increased levels of enacted HIV-
related stigma among Non-White Latinos. This finding adds
to the call for research to look at colorism and how it impacts
communities and individuals in the race-conscious U.S. [43].
Another explanation of increased levels of enacted HIV-
related stigma among non-White Latinos could be the lack
of non-White Latino specific HIV education/interven-
tions. This study found that Non-White racial identification
had decreased odds of experiencing enacted HIV-related
stigma. This finding could be attributed to the increased
focus of HIV knowledge and prevention interventions in
at-risk, racial minorities [44]. Past research has found that
increased knowledge in at risk communities may decrease
enacted HIV-related stigma [45]. The increased levels of
enacted HIV-related stigma among non-White Latinos and
decreased levels among Black non-Latinos could be an arti-
fact of state interventions not reaching specific sub-sections
of racial minorities. Researchers have suggested that though
behavioral interventions including cultural Latino aspects
may be enough to reach non-White Latinos; non-White Lati-
nos are a distinct sub-group that may need a more targeted
approach [46]. Since racial minorities face a greater burden
of HIV, another reason for decreased enacted HIV-related
stigma could be that racial minorities are accepting HIV as
a community issue, and not an issue based on stigmatized
behavior or sexual orientation. In fact, the Kaiser Founda-
tion Survey of Americans on HIV found that 63% of African
Americans perceived the HIV epidemic as a larger burden in
their community than in the White community, and 54% had
a personal tie with someone living with HIV [47]. Due to the
wide array of races within Latino communities, HIV may not
be as widely accepted as a Latino specific issue. Previous
research on racial and ethnic specific, HIV-related stigma
interventions should be reviewed to determine the repre-
sentation of the non-White Latino community and to assess
the success of these interventions among this population.
Our study also found that women had higher odds of
experiencing high levels of enacted HIV-related stigma.
Based on qualitative findings of women living with HIV,
previous studies found that women living with HIV, despite
their actual circumstances, were often classified as prosti-
tutes, drug users, or as engaging in other stigmatized risk
behaviors [48-51]. Where men are often expected to or

applauded for their risk taking behaviors by society, soci-
etal gender norms often demonize engagement in risk taking
behaviors for women. The high association of HIV infection
with the breaking of women’s gender norms could explain
high levels of enacted HIV-related stigma among women
living with HIV [28].

Implications of this study suggest that more qualitative
research should be conducted to examine the exact mecha-
nisms of how intersectionality affects the experiences of
HIV-related stigma among PLHIV, especially among non-
white Latinos. Understanding HIV-related stigma in vari-
ous settings could be of increased importance for improving
HIV services, retention in care, and consequently, disease
progression but more studies need to be done [52]. To date,
the HIV epidemic has been syndemic in racial, sexual, and
ethnic minorities; however, our current national surveillance
system is not capturing important intersections between
identifications, such as non-White Latinos. National HIV
surveillance strategies should be changed to be inclusive of
race and ethnicity as separate constructs. In practice, inter-
ventions and public health campaigns should continue to
combat HIV-related stigma, but should not forget to target
sub-populations within overarching communities (i.e., non-
White Latinos among racial minorities).

Limitations

First, our study participants were recruited using conveni-
ence sampling. Convenience sampling could have biased
the findings as it is predicted that those who consented to
be a part of the study and returned the completed survey
would have experienced lower levels of enacted HIV-related
stigma. Second, our study only included questions from the
Herek Stigma Index Items that related to enacted stigma.
Without the ability to measure community, anticipated, and
internalized HIV-related stigma, we were unable to find dif-
ferences between those constructs and enacted stigma in
PLHIV. Since the goals of parent study were not specifi-
cally related to HIV-related stigma, data were only avail-
able on enacted HIV-related stigma for secondary analysis.
Third, our outcome variable was measured as continuous
but was converted to nominal due to the inability for the
data to fit normality assumptions appropriate for a linear
regression model. By converting a continuous measure to
nominal categories, the study may have lost the precision
to understand the effect of each unit change in reported
enacted HIV-related stigma. Our study was unable to adjust
for factors such as gender identity or language proficiency
and their association with enacted HIV-related stigma. We
were unable to adjust for gender identity due to the low num-
ber of transgender and gender non-conforming identifying
individuals represented in our sample (n=17), nor lan-
guage proficiency due to its high correlation with ethnicity
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(X2 =162.9; p<0.001). Future studies should be intentional
in the recruitment of transgender/gender non-conforming
and larger Latino samples to examine their association
with HIV-related stigma and its effects on intersectional-
ity. Moreover, in testing theories of intersectionality, there
are an abundant number of intrinsic and extrinsic factor
interactions that could possibly affect the way people expe-
riences things such as enacted HIV-related stigma; not all
of which were tested in this study. More research should
be conducted to explore if there are additional significant
interactions among other factors as it relates to enacted HIV-
related stigma. Finally, the findings of this study may not be
generalizable. Though this study recruited participants from
various locations covering the state of Florida, the findings
may not apply to PLHIV in other states in the U.S.

Considering these limitations, our study also had impor-
tant strengths. The Florida Cohort survey was conducted
in nine parts of the state of Florida. Recruiting participants
from various regions allows for the findings to be general-
izable to an entire state and also yielded a diverse sample.
Additionally, it recruited from public health clinics, federally
qualified health clinics, and a food bank; which are usually
not used in cohort studies. The Florida Cohort study has also
built strong bonds with community partners that have made
accessing participants easier, but also helps to bridge the gap
between research and practice.

Conclusion

More than half of our participants reported ever experienc-
ing enacted HIV-related stigma. Our study found that the
interaction between race and ethnicity was significantly
associated with enacted HIV-related stigma, where non-
White Latinos had higher odds of experiencing high levels
of enacted HIV-related stigma. Stigma reduction interven-
tions should focus on this population as they bear a higher
burden of enacted HIV-related stigma, but their intersect-
ing identities may not have been reached in previous HIV-
related stigma reduction interventions. The development of
intervention strategies that are cognizant of intersectional
identifications may improve HIV-related stigma reduction,
with the final goal of improving the quality of life of PLHIV.
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