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INTRODUCTION : Presentation of the research project
CONTEXT

METHODOLOGY

PARTICIPANT PROFILE

Despite prophylactic and therapeutic advances,
stigma continues to have a major impact on the
daily lives and quality of life of people living with
HIV (PLHIV). The People Living with HIV Stigma
Index was developed by the Global Network
of People Living with HIV (GNP+). It aims to
document the situation in order to put in place
local and national solutions to support PLHIV and
reduce stigma.

• Nine Peer Research
Associates (living with
HIV) interviewed 281
PHAs in community-based
organizations in eight regions
of Quebec between March
and October 2019.

Age: The average is 52 years (SD=12) and the range is
19 to 79 years.

In Quebec, this research is conducted by COCQSIDA and UQAM with an intersectoral team in
collaboration with PRATICS 3.0.
THE OBJECTIVES OF THIS POSTER ARE :
• Describe the social categories of difference
and marginalization that distinguish or
characterize PLHIV who completed the Index
questionnaire.
• Share the collective interpretation of the issues
that these categories and their intersections
represent in terms of the stigmatization of PLHIV.

• Responses to the Index
questionnaire were collected
on a digital tablet as the
interview progressed.
• Preliminary results were
shared with the team and
peers at a collective results
interpretation day held at
UQAM on February 10, 2020.

Number of years since HIV status diagnosis:
The average is 19.4 years of life with HIV (SD=9.1)
and the range is from 0 to 36 years.
In total, our participants testify to 5,430 years of life
with HIV and a total of 14,625 years of life.
Gender Identity: More than half (61%) identify as male,
34% identify as female, 5% identify as trans, non-binary,
two-spirited or other.
Sexual Orientation: 49% identified themselves as
heterosexual, 36% as gay or homosexual male, 9% as
bisexual, and the remaining 6% as asexual, two-spirited,
pansexual, queer or other.
Ethnocultural group: 49% identify themselves as
Caucasian, 14% as African and 9% as Indigenous.
The remaining 28% identified themselves as North
American, Latin American, African American,
African-Caribbean or other.

RESULTS : Shared and interpreted
STIGMATIZATION
The level of internalized stigma is
quite high, with a mean score of
48.6 (SD=9.6) on a scale ranging
from 23 to 75.
When we look at the stigma
related to belonging to a
marginalized group:
• 62% of PLHIV who identify as
gay or gay men report at least
one form of stigma related to
their sexual orientation.
• 42% of PLHIV who identify as
racialized or identify with visible
minorities report at least one
form of stigmatization related to
their racialization.
• 25% of indigenous PLHIV
report at least one form of
stigma related to their cultural
background.

SOCIAL CATEGORIES OF DIFFERENCE AND MARGINALIZATION

13,6 % 2 zones
The participants are positioned according to several social categories of
31,8 % 3 zones
difference and marginalization; these categories accumulate and intersect.
32,5 % 4 zones
These categories help to capture the concept of intersectionality.
14,3 % 5 zones
Percentage
of positive
7,9 % 6 zones
and + responses that are not mutually exclusive for

each social category of difference or marginalization experienced:
Unemployed and/or personal income less than $20,000 per year
Sexual orientation other than heterosexual
Racialized person (other than Caucasian or white, including indigenous)
Female gender identification (cis or trans)
Sex work
Drug use (in the past 12 months)
Situation of disability
Claiming asylum or refugee status
Non-binary and/or trans gender identification
Migrant worker status

71,5 %
61,2 %
52,1 %
35,5 %
17,0 %
16,2 %
8,4 %
5,5 %
4,4 %
3,6 %

Participants with more intersection zones have:
• a higher score on the Anticipated
• lower scores on the Practical
Stigma and Institutional Stigma
Social Support and Positive Social
scales;
Interaction scales, which are
indicators of resilience;

In the sample, we observed that some
individuals combine up to 8 social
categories of difference. The majority
combine 3 to 4 areas of intersection
(64.3%) of these categories.
13,6 %
31,8 %
32,5 %
14,3 %
7,9 %
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Skinner, H. A. (1982). The Drug Abuse Screening Test.
Addictive Behavior, 7(4),363–371.

DISCUSSION : Collective interpretation of results
The concept of the intersectionality of
inequalities or situations of oppression
(Crenshaw, Bilge, Hill-Collins) raises
the complexity of the experiences
of PLHIV. It can be approached as
an accumulation of inequalities that
interact with each other in a mutually
constitutive manner (additive approach).
It can also be approached as a targeted
approach aimed at capturing the
interactions between social categories
of difference and marginalization, the
relationships between these categories
being variable. Thus, living through
several stigmatization experiences
associated with these categories and
their intersections leads to a unique
experience that is indicative of both
people’s vulnerability and their resilience.
During the day of collective and
community interpretation of the
results, researchers, representatives of
community groups and peer research
associates raised several reflections
related to the application of the concept
of intersectionality to the Index data.
The additive approach used seems
simplistic and static in the face of the
complexity of the experiences of the
PHAs encountered.

IDEAS FOR FUTURE CONSIDERATION
Poverty There is a lot of stigma attached to poverty or not working.
This is a major social category of difference and marginalization in
the sample.
?? How might research data help us to better affect people’s socioeconomic conditions?
>> What is more specifically associated with poverty?
Racialization The stigma attached to belonging to a racialized
group is important. Cultivating greater cultural sensitivity within
organizations is necessary.
?? Are our interventions culturally appropriate and how can this be
achieved?
>> To better understand the specifics of the experience according to the
racialized group.
Problematic substance use
?? How can intergroup bias among PLHIV regarding substance use
be addressed?
>> Further explore the stigma associated with drug use.

?? = Avenues for thought

>> = Avenues for future research

Support, Social Interaction and Resilience The concept
of resilience seems important to better understand in relation
to intersectionality issues. Other indicators need to be
involved beyond social support.
?? Designing activities to help people build resilience and
enhance social support and positive social interactions
>> To better understand resilience according to zones of
intersection.
Anticipated and institutional stigmatization
The accumulation of areas of intersection is associated with
more stigmatization.
?? What is the link between experienced and anticipated
institutional stigmatization? How are these two forms of
stigma linked?
>> Addressing institutional stigma is a priority:
education and training of staff, intersection-sensitive
procedures, etc.

In addition to these reflections, the collective interpretation
opened up on specific solutions to support PLWHIV and reduce
stigma:

• Take into account the regional differences in Quebec where
not only the categories can be lived differently, but also the
intersections

• Valuing Peer Support

• Questioning mental health as a category of difference and
marginalization of PLHIV. Is it an aggravating factor or the
consequence of stigmatization experiences? How does it
relate to intersecting areas?

• Develop partnerships between the HIV community and other sectors
of organizations such as anti-poverty organizations

CONCLUSION
LIMITATIONS

FINDINGS

FUTURE PERSPECTIVES

Conceptual limitation: the angle chosen to
work on the concept of intersectionality was
the additive angle, which is simplistic and
static to capture the complexity of stigma.

• Intersectionality can be understood
as the addition of the categories of
difference and marginalization, which,
one on top of the other, weigh more
and more heavily. This means that the
more areas of intersection between the
categories, the heavier the experience
of stigmatization.

Given the importance of understanding stigma in its
complexity from the perspective of intersectionality,
there is a need for further analysis with new
approaches:

Methodological limitations: Methodological
limitations: The sample consists of 281 PLHIV,
representing between 1.9% and 1.4% of all
PLHIV in Quebec. It should be noted that,
according to estimates by the Public Health
Agency of Canada for Quebec, between
14,510 and 19,200 people infected with HIV
were living in Quebec in 20161. More than
2,000 PLHIV in the province would remain
undiagnosed.2 In addition, there may be a
selection bias despite our efforts to have a
diverse sample. The results are therefore not
generalizable.

• Qualitative approach to deepen the understanding
of the experience of stigmatization (semi-structured
or in-depth interviews, life stories, photo-voices,
etc.); and

• Cumulation is associated with
deleterious effects: anticipated and
institutional stigmatization, problematic
substance use, etc.

• Quantitative approach through latent class analysis
to adjust the weight of the categories of difference
and marginalization at their intersections.

• Fewer intersections are also
associated with some indicators of
resilience such as social support and
positive social interactions.

Finally, the approach chosen will further engage
the communities concerned in the interpretation of
the results and the mobilization of the knowledge
produced is central to improving our collective
understanding and for action, including advocacy.

1. Agence de la santé publique du Canada. Estimation de
l’incidence, de la prévalence et de la proportion non
diagnostiquée au VIH au Canada pour 2016.
2. Institut national de santé publique du Québec. Programme de
surveillance de l’infection par le virus de l’immunodéficience
humaine (VIH) au Québec. Rapport annuel 2018
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