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APPLICATION FOR LEAVE TO FILE 
AMICUS CURIAE BRIEF 

 
 Pursuant to California Rules of Court, rule 8.200(c)(1), former State 

Senator Mark Leno (“Amicus Leno”) respectfully requests leave to file the 

attached brief of amicus curiae and declaration (Exhibit A) in support of 

Petitioners Angel Anders and Charles Charles1 in their Petition for Writ of 

Mandate or Other Appropriate Writ from an Order Compelling Disclosure 

of Information Protected by Medical Privacy Statute; San Francisco County 

Superior Court, No. CGC-15-545540, Judge Harold Khan.2 

 Amicus Leno has been in public service for more than eighteen 

years. Before, during and after the course of his service, Amicus Leno 

gained significant experience defending the rights of LGBT Californians 

and knowledge of the public health policies critical to combatting the HIV 

epidemic. Amicus Leno has authored several pieces of legislation 

specifically protecting the medical privacy rights of persons with HIV or 

undergoing HIV testing, such as Senate Bill 249. Amicus Leno offers his 

experience as context for the public policy that animated the statute at issue 

here, which is relevant to the probable intent of the legislators in drafting 

this statute, as well as for the widespread constituent interest in combatting 

HIV/AIDS, and providing for the privacy of those individuals who seek 

testing. 

 The proposed amicus brief and attached declaration (Exhibit A) 

provide Amicus Leno’s experience and understanding, as a former 

                                                 
1 Angel Anders and Charles Charles are pseudonyms under which Plaintiff 
John Doe subpoenaed the two Petitioners, who are also named as 
anonymous (“Doe”) Defendants. 
2 Pursuant to California Rules of the Court 8.200(c), counsel for amicus 
curiae certify that no other party or counsel for a party authored this 
declaration in whole or in part, and no person other than amicus curiae or 
his counsel made a monetary contribution to its preparation or submission. 
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legislator and community member, of the public health impacts of privacy 

for HIV testing as well as the public health consequences of HIV, along 

with the policies that animated the legislature in passing the statute in 

question. The brief and declaration do not repeat the legal arguments of the 

Petitioners. Rather, the proposed amicus brief provides the Court with 

important public policy context and public interest in granting writ review.  

 WHEREFORE, Amicus Leno respectfully requests leave to file a 

brief as amicus curiae in the above-titled case.  

Dated: October 18, 2018 

Respectfully Submitted,    
 

                /s/Alexa Hansen         
 
 
     Alexa R. Hansen (SB 267271) 
     Covington & Burling, LLP 
     One Front Street, 35th Floor 
     San Francisco, California 94111-5356 
     Telephone: (415) 591-6000 
     Email: ahansen@cov.com 
 
     Attorney for Mark Leno 
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AMICUS CURIAE BRIEF IN SUPPORT OF PETITIONERS ANGEL 
ANDERS AND CHARLES CHARLES 

 
INTRODUCTION 

 Since the outbreak of the HIV/AIDS epidemic in the 1980s, public 

interest in developing effective public health responses has only deepened 

with society’s greater understanding of the social and biological realities of 

living with or at risk for contracting HIV/AIDS. Amicus Leno offers a 

declaration attesting to that widespread public interest in the privacy 

implications of this issue by detailing his interaction with the issue over a 

long career in public service, as well as providing context on the public 

policy impetuses that animated his intent when he participated, along with 

fellow senators and assemblymen, in amending the California Health and 

Safety Code containing Section 120975. Amicus Leno offers context for 

the importance of granting writ review to Petitioners on behalf of the wider 

public of individuals living with or at risk of contracting HIV/AIDS 

impacted by the privacy and confidentiality protections put at issue by the 

trial court’s order. 

FACTUAL BACKGROUND 

 Petitioners participated in consensual intercourse with the Plaintiff 

during filming of a pornographic video on May 3, 2013. Sometime after 

filming, Plaintiff was diagnosed with HIV. Believing he contracted the 

virus during the filming, Plaintiff filed suit against the film producers on 

April 28, 2015. 

 Petitioners were served third-party subpoenas and gave depositions 

in July 2018. During the deposition, Petitioners were asked about their HIV 

status at the time of the filming, and both refused to answer, citing privacy 

rights afforded by the California Constitution and under Section 120975. 

 When Plaintiff then sought an order compelling the Petitioners to 

disclose their status and adding the Petitioners as defendants, the trial court 
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ruled that neither constitutional privacy rights nor Section 120975 protected 

the confidentiality of Petitioners’ HIV status. Because disclosure of one’s 

status is both irreversible and accompanied by the threat of irreparable 

harms, Petitioners filed for writ of mandate.  

ARGUMENT 

I. CONFIDENTIALITY OF HIV/AIDS STATUS IS AN ISSUE 
OF SUBSTANTIAL PUBLIC INTEREST AND THE 
CURRENT RULING IMPEDES PUBLIC HEALTH AND 
POLICY GOALS. 

 
 Writ petitions are properly granted when they fit within those 

categories of cases for which the California Supreme Court favors 

intervention, such as where the writ concerns a “matter of widespread 

interest,” or where a petitioner will “suffer harm or prejudice in a manner 

that cannot be corrected on appeal.” See Brandt v. Superior Court, 37 

Cal.3d 813, 816 (1985); Omaha Indemnity Co. v. Sup. Ct., 209 Cal.App.3d 

1266, 1273 (1989). While Petitioners have well argued that forced 

disclosure of their HIV status through discovery cannot be remedied 

through appellate review once disclosure has occurred, Amicus Leno seeks 

to present to the court with context concerning the widespread interest and 

the “harm or prejudice” likely to be suffered by at-risk Californians 

impacted if the lower court’s interpretation of Section 120975. See Pet. Br. 

at 32-33. 

 Amicus Leno offers the declaration attached at Exhibit A to provide 

context concerning (1) the public policy impetuses that animated him when 

considering the amendment to the law at issue in Petitioners’ case, thus 

providing information about the probable intent of the law and (2) the 

issue’s prevalence and important during Amicus Leno’s extensive time in 

public service, thus demonstrating the widespread interest in protecting the 

privacy of individuals who seek out HIV testing.  
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 First, Amicus Leno demonstrates the critical public harms known to 

the legislators and the public health goals considered by the legislators 

during the most recent amendment to the chapter of the Health and Safety 

Code containing Section 120975, aligning privacy protections with 

advancements in HIV testing technology. Second, Amicus Leno details an 

extended experience in public service during which the HIV/AIDS 

epidemic and appropriate public health responses were persistent concerns 

from constituents. 

A. Amicus Leno’s declaration illustrates the public health 
policy impetus animating members of the California 
Legislature when amending a related Health and Safety 
Code section. 

 Amicus Leno recognizes that while his own subjective interpretation 

of the law is not legally relevant per se, Amicus Leno’s experience in the 

legislature and familiarity with issues surrounding the HIV/AIDS epidemic 

speak to the policies and public concerns that animated the legislature at the 

time the law at issue in this case was passed. Amicus Leno authored Senate 

Bill 249, which amended Section 121022. The public health policy 

embedded therein is critical to and instructive of intended interpretation and 

application of Section 120975 to individuals such as Petitioners. 

 Given that Amicus Leno introduced Senate Bill 249, which amended 

a section of the Health and Safety Code that relates to and bears on 

interpretation of the very statutory language at issue here, Amicus Leno’s 

declaration can aid the Court in contextualizing the social and political 

forces that encouraged changing language in Section 120975 to reflect 

public health and medical advances, specifically, by providing privacy to 

all individuals to encourage them to be tested for HIV. 
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B. Amicus Leno’s declaration illustrates public interest in 
combatting the HIV/AIDS epidemic with effective public 
health measures. 

 Amicus Leno’s declaration provides a view of the widespread public 

interest in both the HIV/AIDS epidemic and developing effective public 

health responses by his detailing of his decade-long experiences responding 

to constituent concerns and garnering support from other representatives for 

measures aimed at the issue. Amicus Leno’s declaration provides concrete 

examples of the public policies advanced and advocacy groups invested in 

HIV/AIDS response to reinforce the strength of the interest in protecting 

the privacy of individuals who seek HIV testing, that warrants writ review 

in this case. 

CONCLUSION 

 Granting the Petitioners’ writ of mandamus resolves an issue of 

pressing concern to a wide range of Californians at risk of HIV and the 

many Californians invested in continued progress in the fight against the 

HIV/AIDS epidemic. Petitioners’ case raises the opportunity to answer the 

trial court’s request for a definitive guiding interpretation of a law that 

bears on the privacy, health, and well-being of many. 
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CERTIFICATE OF WORD COUNT COMPLIANCE 

 

 Pursuant to California Rule of Court 8.204(c)(1), the foregoing 

Application for Leave to File an Amicus Brief and Amicus Brief in Support 

of Petitioners Angel Anders and Charles Charles is produced using 13-point 

Times New Roman type including footnotes and contains approximately 

1417 words, which is less than the total words permitted by the Rules of 

Court. In preparing this certificate, I relied on the word count generated by 

Microsoft Word 2016 used to generate this brief. 

 Executed on October 18, 2018, at San Francisco, California. 

        

      Respectfully Submitted,  

      /s/ Alexa Hansen 

 

      Alexa R. Hansen (SB 267271) 
      COVINGTON & BURLING LLP 
      One Front Street, 35th Floor 
      San Francisco, California 94111 
      Telephone: (415) 591-6000 
      Email: ahansen@cov.com 
 
      Attorney for Mark Leno 
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CERTIFICATE OF INTERESTED ENTITIES OR PERSONS 

 

 Pursuant to California Rules of Court 8.208, the following entities or 

persons have either (1) an ownership interest of 10 percent or more in the 

party filing this certificate or (2) a financial or other interest in the outcome 

of the proceeding that the justices should consider in determining whether 

to disqualify themselves: 

 None known at this time. 

 

Dated: October 18, 2018       

      Respectfully Submitted,  

      /s/ Alexa Hansen 

 

      Alexa R. Hansen (SB 267271) 
      COVINGTON & BURLING LLP 
      One Front Street, 35th Floor 
      San Francisco, California 94111 
      Telephone: (415) 591-6000 
      Email: ahansen@cov.com 
 
      Attorney for Amicus Mark Leno 
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PROOF OF SERVICE 

Angel Anders & Charles Charles v. San Francisco County Superior Court, 
and 

John Doe v. Kink.com, et al.; 
First Appellate District, Division One, No. A 155384 

San Francisco County Superior Court No. CGC-15-545540 
 
 I am a resident of the State of California, over the age of eighteen 
years, and not a party to the within action. My business address is 
Covington & Burling, LLP, 1999 Avenue of the Stars, Los Angeles,  
California 90067-4643. On October 18, 2018, I served the following 
document(s) by the method indicated below:  
 
 APPLICATION OF MARK LENO FOR LEAVE TO FILE AN 
AMICUS CURIAE BRIEF AND AMICUS CURIAE BRIEF IN 
SUPPORT OF PETITIONERS ANGEL ANDERS AND CHARLES 
CHARLES 

▣ by placing the document(s) listed above in a sealed envelope with 

postage thereon fully prepaid, in the United States mail at Los Angeles, 
California addressed as set forth below. I am readily familiar with the 
firm’s practice of collection and processing of correspondence for mailing. 
Under that practice, it would be deposited with the U.S. Postal Service on 
that same day with postage thereon fully prepaid in the ordinary course of 
business. I am aware that on motion of the party served, service is 
presumed invalid if the postal cancellation date or postage meter date is 
more than one day after the date of deposit for mailing in this Declaration. 

▣ by causing e-service through TrueFiling to the parties listed below: 

 by transmitting via email to the parties at the email addresses listed 

below: 
 
By Electronic Service: By Overnight Mail Delivery: 
Raymond A. Cardozo (SBN 
173263)  
Osman Mohammed (SBN 295978)  
Joshua D. Anderson (SBN 312836)  
REED SMITH LLP  
101 Second Street, Suite 1800  
San Francisco, CA 94105-3659  
Telephone: 415.543.8700  

Superior Court of California - 
County of San Francisco  
Judge Harold Kahn  
400 McAllister St.  
San Francisco, CA 94102-4515  
Tel: 415.551.3823  
 
Trial Court  
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James M. Wood (SBN 58679)  
LAW OFFICES OF JAMES M. 
WOOD  
1826 Casterline Road  
Oakland, CA 94602  
Telephone: 415.215.3280  
 
Attorneys for Petitioners Angel 
Anders and Charles Charles 
 
By Electronic Service: By Electronic Service: 
Robert F. Tyson, Jr.  
Susan L. Oliver  
Justina L. Tate  
TYSON & MENDES  
5661 La Jolla Blvd.  
La Jolla, CA 92037  
Tel: 858.459.4400  
rtyson@tysonmendes.com  
soliver@tysonmendes.com  
jtate@tysonmendes.com  
 
Karen Tynan  
LAW OFFICE OF KAREN 
TYNAN  
1083 Vine Street, Suite 201  
Healdsburgh, CA 95448  
Tel: 707.395.0062  
Fax:  
Karen@karentynanattorney.com  
 
Attorneys for Kink Studios, LLC 
and Cybernet Entertainment, LLC 
  

Roseanne C. Lazzarotto 
BOORNAZIAN, JENSEN & 
GARTHE  
555 – 12th Street, Suite 1800 
Oakland, CA 94607  
Tel: 510.834.4350  
rlazzarotto@bjg.com  
 
Jeffrey M. Vucinich CLAPP 
MORONEY BELLAGAMBA & 
VUCINICH  
1111 Bayhill Drive., Suite 300  
San Bruno, CA 94066  
Tel: 650.989.5400  
Fax: 650.989.5499 
jvucinich@clappmoroney.com  
 
Attorneys for Defendant Peter 
Acworth  

By Electronic Service:  By Electronic Service:  
Ronald F. Berestka  
STONE & ASSOCIATES, APC  
2125 Ygnacio Valley Rd, Suite 101 
Walnut Creek, CA 94598  
Tel: 925.938.1555  
Fax:  
rfberestka@stonelawoffice.com  

Richard Freeman  
SMITH DOLLAR  
418 B Street, 4th Floor  
Santa Rosa, CA 95401  
Tel: 707.522.1100  
Fax:  
rfreeman@smithdollar.com  
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Attorneys for Defendant Armory 
Studios, LLC  

Attorneys for Defendants Hogan 
Karl aka Van Darkholme  

By Electronic Service:   
Sandra Ribera Speed 
RIBERA LAW FIRM APC 
157 West Portal Avenue, Suite 2 
San Francisco, CA 94127 
Tel: 415.576.1600 
Fax: 415.842.0321 
sribera@riberalaw.com 
 
Attorneys for Plaintiff and Real 
Party in Interest John Doe 
 

 

 
 I declare under penalty of perjury under the laws of the State of 
California that the above is true and correct. Executed on October 18, 
2018, at Los Angeles, California. 
       
      /s/ Thomas Spath                                                         
  



 
 
 
 
 

Exhibit A 



Alexa R. Hansen (SBN 267271) 
COVINGTON & BURLING LLP 
One Front Street, 35th Floor 
San Francisco, California 94111-5356 
Telephone: (415) 591-6000 
Email: ahansen@cov.com 
 
Attorney for Mark Leno 
 
 

 
 IN THE COURT OF APPEAL OF THE STATE OF CALIFORNIA 

FIRST APPELLATE DISTRICT, DIVISION ONE  
 
 

 
ANGEL ANDERS & CHARLES CHARLES, 
 
  Petitioner 
vs. 
 
San Francisco County Superior Court, 
 
  Respondent. 
 

 
) 
) 
) 
) 
) 
) 
) 
 

Case No. A. 155384 
 
DECLARATION OF MARK LENO IN 
SUPPORT OF PETITION FOR WRIT OF 
MANDATE, PROHIBITION OR OTHER 
APPROPRIATE WRIT 

JOHN DOE, 
 
  Plaintiff, 
 
vs. 
 
KINKCOM; KINK STUDIOS, LLC; 
KINKMEN,COM; CYBERNET  
ENTERTAINMENT, LLC; ARMORY  
STUDIOS, LLC; PETER ACWORTH;  
HOGAN KARL and DOES 1 through 50, 
inclusive, 
 
  Defendants. 
 

) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 

Case No.: CGC-15-545540 
 
 

I, Mark Leno, declare as follows: 
 

1. I have personal knowledge of all facts stated in this declaration, and if called to testify, 

I could and would testify competently thereto.  
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2. I make this declaration in support of the Petition for Writ of Mandate, Prohibition or 

Other Appropriate Writ in this matter. 

3. For the reasons stated in this Declaration I urge the Court of Appeal to grant the writ 

petition. 

4. A native of Wisconsin, I attended the University of Colorado at Boulder and then went 

on to graduate at the top of my class at the American College of Jerusalem, where I earned a 

Bachelor of Arts degree. I also spent two years in Rabbinical Studies at Hebrew Union in New York 

before settling in California in the late 1970s. 

5. I was a member of the Board of Supervisors from 1998 through 2002. I served as 

Chair of the Finance Committee and was the Supervisor for District 8, which includes the Castro, 

Noe Valley, Glen Park, Twin Peaks and Corona Heights neighborhoods. 

6. I have been elected to a number of positions in addition to the Board of Supervisors. 

These include Delegate to the Democratic National Convention in 2000 and 2004, Assembly Member 

from District 13 in the California State Assembly from 2002 to 2008, and Senator from District 11 in 

the California State Senate from 2008 to 2016.  

7. During my time in the California Legislature I authored more than 160 pieces of 

legislation, which were signed into law. 

8. In my first two terms in the Assembly, 58 of my bills were signed into law. I am 

particularly proud of my work authoring bills attempting to advance the rights of marginalized groups 

in California, as well as to improve public health policies and programs. Among the legislation I 

authored or co-authored are: 

a. AB 1967, an act to make marriage licenses gender-neutral. 

b. AB 2280, an act permitting qualified medical professionals to provide 

prescriptions for sexually transmitted diseases to the partners of patients. 

c. AB 849, AB 43, and AB 19, acts to legalize same-sex and gender neutral marriage. 

d. AB 685, an act expanding the categories of health professionals eligible to 

administer certain rapid HIV tests. 
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e. AB 2809, an act to extend victim compensation funds to cover costs of mental 

health counseling. 

f. AB 18, a bill to expand civil rights protection in public employment to gender, 

age, and certain medical conditions. 

g. AB 1511, an act amending existing law to improve the quality of sex and sexual 

health education for adolescents. 

9. When I was elected to the State Senate in 2008, I became the first openly gay man to 

serve there. While representing District 11 as a Senator, I continued my efforts to protect the rights of 

Californians. In my record, I demonstrated a commitment to equality, public health, and privacy 

rights. Among the legislation I authored or co-authored during my term are: 

a. SB 810, the California Universal Health Care Act. 

b. SB 840, the Single-Payer Uniform Healthcare Act. 

c. SB 48, the Fair Education Act, incorporating members of the LGBT and disabled 

communities in school social science history curricula. 

d. SB 572, establishing Harvey Milk Day in California. 

e. SB 178, the California Electronic Communications Privacy Act. 

f. SB 249, an act amending a law restricting health care providers ability to share 

HIV positive patient information and to expand confidentiality protections to all 

forms of HIV testing. 

g. SB 1121, an act requiring a search warrant for access to electronic information. 

h. SB 731, an act amending foster care law to give all minors and non-minors in 

foster care the right to be placed in out-of-home care consistent with their gender 

identity, regardless of the gender listed on court or child welfare records. 

i. SB 1407, an act protecting the privacy of children’s mental health records. 

j. SB 850, an act requiring medical recordkeeping procedures to help protect patient 

confidentiality. 
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k. SB 651, an act rescinding the requirement that domestic partners have the same 

residence in order to obtain legal status. 

10. Further, while in the legislature I was a member of numerous caucuses and 

committees. These included:  

a. Lesbian, Gay, Bisexual and Transgender (LGBT) Legislative Caucus 

b. Budget and Fiscal Review Committee, State Senate, Chairman 

c. Mental Health Caucus, State Senate  

d. Public Safety Committee, State Senate  

e. Judiciary Committee, State Senate 

11. Additionally, outside of politics I have been involved in and served on the boards of 

numerous religious, civic, and other community organizations as part of my lifelong dedication to my 

community. Some include: 

a. Member, American Jewish Congress 

b. Member, Haight-Ashbury Community Services 

c. Director, San Francisco Chamber of Commerce, 1996-2000 

d. Director, Lesbian, Gay, Bisexual and Transgender Community Center Project, 

1995-1998 

e. Director, Human Rights Campaign, 1992-1996 

f. Director, Mobilization Against AIDS, 1988-1992 

12. For my work in and on behalf of my community, I have been recognized by a number 

of organizations. Some include:  

a. Lifetime of Commitment Award, National AIDS Memorial Grove, 2017 

b. Cleve Jones Award, San Francisco AIDS Foundation, 2016 

c. Outstanding Government Leader, Mental Health Association of San Francisco, 

2016 

d. Harvey B. Milk Leadership Award of the Coachella Valley, 2016 

e. Leadership Award, Horizons Foundation, 2016 
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f. Sheila Kuehl Trail Blazer Award, Stonewall Democratic Club, 2006 

g. Lazarus Award for Marriage Equality, The Lazarus Project, 2006 

h. Herman Humanitarian Award, Temple Beth Chayim Chadashim, 2006 

i. Lifetime Friend and Champion, Harvey Milk Democratic Club, 2005 

j. Most Intriguing Gay Men, OUT Magazine, 2005 

k. Award of Courage, American Foundation for AIDS Research, 2004  

l. Small Business Owner of the Year Award, Small Business Network, 1995 

m. Hormel Community Service Award, Human Rights Campaign, 1995 

n. James R. Sylla Award, San Francisco Chamber of Commerce 

13. Outside of my capacity as an elected official, I have been a tireless supporter of 

nonprofit organizations in San Francisco, frequently appearing to show support at events and lending 

a hand wherever possible. In particular, I have been a tireless advocate for civil rights, especially for 

the LGBT community. For example, I was a statewide spokesman for the No on Prop 22 Campaign, 

which fought a proposition intended to limit valid marriages to heterosexual unions. 

14. Long before I pursued a career in politics, I was a community and business leader in 

San Francisco. I am the owner of Budget Signs, Inc., a small business with eight employees located 

in the Mid-Market neighborhood. I founded Budget Signs in 1978 and was later joined in that 

business by my life partner, Douglas Jackson. Together we steadily grew our business until Jackson 

passed away from complications relating to HIV/AIDS in 1990. This deep loss would not draw me 

away from community service. Instead, I redoubled my efforts. 

15. My experience with Douglas, as well as my personal observations living in San 

Francisco during the height of the HIV/AIDS epidemic, had a lasting impact on me and my career. I 

saw personally how many individuals were impacted by the disease and the extent to which it 

devastated the community in San Francisco alone.  

16. My commitment to fighting the HIV/AIDS epidemic started when it arrived on my 

doorstep in 1984. Since then, I have been a committed advocate for policies that improve public 

health and social outcomes for those living with HIV/AIDS, particularly as a representative for 
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neighborhoods that were effectively ground zero for the HIV/AIDS epidemic. HIV prevention, in 

particular, is both a personal and professional passion of mine. 

17. Public health and science-based approaches have informed my advocacy on behalf of 

those living with or at risk of contracting HIV/AIDS. Some of my efforts as a supervisor and 

legislator have helped move San Francisco to the cutting edge of HIV prevention. San Francisco’s 

approach to HIV/AIDS has resulted in a dramatic reduction in new infections. Many San Franciscans 

at risk for infection now know their status and have access to healthcare mechanisms that can assist 

them in managing their status.  

18. My approach to HIV/AIDS has always been about meeting people where they are, 

rather than demanding people change sexual or other health behaviors in order to receive care and 

services in the first instance. 

19. During my career, I came to understand that one of the challenges in combatting the 

HIV/AIDS epidemic is ensuring access to and use of HIV testing, which is critical to prevention, 

early detection, and health management. 

20. I believe there are many reasons why individuals are reluctant to undergo HIV testing, 

including a range of social and economic barriers. However, chief among the reasons individuals may 

avoid testing is the stigma that accompanies HIV/AIDS positive status. 

21.  Ever since the early days of the HIV/AIDS epidemic, myths and preconceptions about 

the nature of the disease have contributed to a strong social stigma that limits HIV positive 

individuals. For example, because people were and still remain under-educated about the way HIV is 

transmitted, people may fear “catching” HIV through many forms of normal contact with an HIV 

positive individual and choose to ostracize or cut off social contact with that individual. Additionally, 

because HIV/AIDS was initially viewed and is still commonly seen as a disease exclusively 

impacting members of the LGBT community, some people make assumptions and judgments about 

an HIV positive individual’s life, based on their personal moral objections to certain kinds of sexual 

behavior.  
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22. These myths and preconceptions lead to tangible negative outcomes for people living 

with HIV/AIDS if their status is disclosed. Among the types of social and economic impacts 

inadvertent, forced, or even voluntary disclosure of HIV positive status has had on individuals are: 

a. Losing employment, or being unable to find new employment: Many HIV positive 

individuals, lacking legal protections against discrimination, have been terminated 

from lifelong careers when their status was disclosed.  

b. Losing healthcare, dental, vision, retirement and other benefits associated with 

employment: When an HIV positive individual loses employment on the basis of 

their status, they often lose the critical healthcare and financial benefits that help 

them manage their illness.  

c. Loss of a marital, domestic, or life partner: some HIV positive individuals have 

lost their most intimate relationships as a result of status disclosure. Losing these 

relationships corresponds to increased economic and housing insecurity, as well as 

loss of caregiving. 

d. Losing of friendships and connection to family. Some HIV positive individuals 

have been ostracized by long established social networks and family members, 

leading to a loss of social support for individuals living with HIV/AIDS.  

e. Higher incidence of depression, anxiety, and other mental health issues: Often as a 

result of losing social support and increased economic strain, many HIV positive 

individuals suffer from treatable mental illnesses partially attributable to the 

experience of stigma. 

f. Losing rental housing. In the absence of legal protections, HIV positive individuals 

have been wrongfully evicted or denied housing on the basis of their status. Some 

studies have found that homeless or marginally housed populations have a rate of 

HIV/AIDS five to ten times higher than that of the housed population. 

23. I believe one of the better studies illustrating the nature of the stigma surrounding 

HIV/AIDS and its impacts is the article entitled “Stigma in the HIV/AIDS epidemic: A review of the 
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literature and recommendations for the way forward”. (A true and correct copy is attached as Exhibit 

1). Even though published in 2008 it is as timely today as when it was published 10 years ago. 

24. The study notes:  
 

“HIV/AIDS related stigma (H/A stigma) is invoked as a persistent and 
pernicious problem in any discussion about effective responses to the 
epidemic. In addition to devastating the familial, social, and economic lives of 
individuals, H/A stigma is cited as a major barrier to accessing prevention, 
care, and treatment services. Despite widespread recognition of the differential 
treatment of persons living with HIV/AIDS (PLHA) by society and its 
institutions, over the first 25 years of the epidemic, community, national, and 
global actors have only had limited success in alleviating the deleterious 
effects of H/A stigma.” 
 

Exhibit 1, Mahajan, Anish P., Jennifer N. Sayles, Vishal A. Patel, Robert H. Remien, Daniel Ortiz, 

Greg Szekeres, and Thomas J. Coates. “Stigma in the HIV/AIDS epidemic: a review of the literature 

and recommendations for the way forward.” AIDS (London, England) 22, no. Suppl 2 (2008): S67. 

25. Recognizing the important role that stigma and the fear of stigma have in determining 

whether individuals living with or at risk of exposure to HIV/AIDS will seek testing, my legislative 

advocacy has included efforts to protect the privacy of individuals who do get tested. Privacy and 

confidentiality are of key importance in encouraging individuals living with or individuals at risk of 

contracting HIV/AIDS to undergo testing that can, in turn, provide them with critical information to 

help manage the illness or risk. 

26. Thus, I supported bills and worked to change laws surrounding privacy and healthcare 

restrictions regarding HIV/AIDS while in the legislature. This topic was a priority of mine: for 

example, in 2006, while I was an Assembly Member, the legislature passed an amendment to 

California Health and Safety Code section 121022 which shielded health care providers and 

laboratories from being compelled to produce reports of HIV cases in any proceeding. I believed this 

protection would help encourage individuals to seek testing by preventing inadvertent or forced 

disclosures of their identity and HIV status to a third party.  

27. Then, as a wider array of tests for HIV were developed outside of the traditional in-

clinic blood testing, it became clear to me that current California law did not adequately capture the 
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changing landscape and advances in public health. In 2012, the Food and Drug Administration 

approved the first rapid in-home test. I believed this was important advancement to increase 

individual’s access to their own health information so they could receive appropriate treatment. With 

new testing mechanisms, those who felt too ashamed or scared to seek testing in a medical setting 

could still get information they needed. 

28. Mindful of these developments, I authored Senate Bill 249 and introduced it early in 

the 2013-2014 legislative session with the aim of expanding the types of HIV tests covered by the 

confidentiality requirements imposed by existing law on blood tests, and to facilitate the limited 

sharing of patient information where necessary to assist in treating a patient with HIV/AIDS.  

29. Before Senate Bill 249, Health and Safety Code section 121022 only protected blood 

test results from compelled disclosure of HIV status or identity. I believed that new developments in 

testing methods, such as in-home rapidly administered tests that use saliva or urine, would improve 

public health outcomes for those living with or at risk of contracting HIV/AIDS and that the law as 

written would not extend to those tests because a different bodily fluid was specified in the code. 

While blood testing in a clinical setting remains an important way of testing and monitoring 

individuals, preventing compelled disclosure only of information about individuals who submitted to 

in clinic blood tests would miss key segments of an at-risk population these new tests were designed 

to reach. I believed it would be more difficult for public health advocates and medical professionals 

to encourage the use of new testing mechanisms among those living with or at risk of contracting 

HIV/AIDS if similar legal protections against compelled disclosure of identity and status were not 

extended to new and developing forms of testing. 

30. Senate Bill 249, as I authored it, expanded the language to include new forms of 

testing, as well as leave open space in the law for new methods yet to be developed. It was passed 

into law later in 2013. The underlying focus of Senate Bill 249 was to protect individuals from the 

compelled disclosure of any HIV test result, regardless of testing method. The ultimate goal was to 

protect the sanctity of an individual’s privacy, and to prevent an individual from being compelled to 
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reveal his or her HIV status.  Today, many Californians use these in-home testing methods today to 

privately monitor their status and manage their health. 

31. I remained passionate about destigmatizing HIV/AIDS throughout my tenure in the 

State Senate. For example, I voted in favor of Senate Bill 1408 in 2016, which authorized organ 

donations from HIV positive individuals to HIV positive patients in need—an gift of life, which, up 

to that point, was treated a felony. 

32. I have continued to advocate for people living with or at risk of contracting HIV/AIDS 

with respect to policies and their impact on public health policy and outcomes. For example, in 2016, 

I wrote in opposition to proposed regulations written by the California Occupational Safety and 

Health Standards Board directed at regulating the adult film industry because they defied public 

health principles that had been successful in San Francisco and elsewhere. The regulations I opposed 

mandated condom use as a sole solution for prevention, while ignoring the critical roles that testing 

and pre-exposure prophylaxis play in addressing the realities of those living with or at risk of 

contracting HIV/AIDS. I urged the Occupational Safety and Health Standards Board to reconsider, 

emphasizing that the dominant approach to HIV prevention for over thirty years has been condom 

use, which alone has failed to effectively combat new infections. I urged that adding testing and pre-

exposure prophylaxis to a prevention approach that initially only focused on condoms was successful 

here in San Francisco. Additionally, I argued that the proposed regulations would merely have the 

effect of driving segments of the adult film industry underground into unregulated territory, which 

would ultimately put more individuals at risk of infection. 

33. I understand that the trial court in this matter has issued an order compelling Third- 

Party Witnesses to answer the following questions about their HIV status: 

a. to answer questions relating to his HIV status at the time of the May 3, 2013 

Bound in Public Shoot and for the six-month period following the May 3, 2013 

Bound in Public shoot in the event his HIV status was negative or unknown at the 

time of the May 3, 2013 Bound in Public Shoot;  
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b. to answer questions relating to whether his HIV status was disclosed to any 

Defendant and, if Angel Anders made such disclosure regarding his HIV status, to 

whom he made it and when was it made.  

c. Plaintiff’s counsel should be allowed to ask clarifying questions subject to the 

deponent’s right to object if the questions are not directly relevant to these issues. 

34. My opinion, based on the reasoning above, is that such an order compelling testimony 

represents a harmful policy that undermines the privacy rights of individuals and public health 

policies that have been critical to battling the epidemic of HIV/AIDS in San Francisco and across 

California. 

35. HIV/AIDS remains a heavily stigmatized illness, with serious social and health 

consequences stemming from that stigma. Understanding and influencing the human dynamics that 

contribute to the spread and under-treatment of HIV/AIDS remains a critical public health and policy 

goal. In recognition of that fact, I have continued advocating for funding of public health prevention 

and education measures, including advocacy efforts to encourage HIV testing. 

36. I believe the Court should hear this case so that they may prevent an interpretation of 

Health and Safety Code 120975 or an adoption of a rule that those with HIV/AIDS can be compelled 

to testify, as they might be compelled here, about the results of their HIV tests, and thus, their 

HIV/AIDS status. I believe it will not only negatively impact the lives of the individuals compelled to 

testify here, but potentially those living with HIV/AIDS in California, by increasing the insecurity 

around status confidentiality that has helped us make strides in fighting the HIV/AIDS epidemic in 

San Francisco and California. 

37. To be more specific, I believe that if individuals can be compelled to testify about the 

results of their HIV/AIDS tests in a civil proceeding, individuals may choose to forgo testing.  As I 

explained earlier, testing is an important part of identifying individuals who are HIV positive so that 

they may receive care and assistance in managing their disease. If fewer people are tested, not only 

will those individuals not receive care that they need, but they may inadvertently contribute to further 
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Abstract
Although stigma is considered a major barrier to effective responses to the HIV/AIDS epidemic,
stigma reduction efforts are relegated to the bottom of AIDS program priorities. The complexity of
HIV/AIDS related stigma is often cited as a primary reason for the limited response to this pervasive
phenomenon. In this paper, we systematically review the scientific literature on HIV/AIDS related
stigma to document the current state of research, identify gaps in the available evidence, and highlight
promising strategies to address stigma. We focus on the following key challenges: defining,
measuring, and reducing HIV/AIDS related stigma as well as assessing the impact of stigma on the
effectiveness of HIV prevention and treatment programs. Based on the literature, we conclude by
offering a set of recommendations that may represent important next steps in a multifaceted response
to stigma in the HIV/AIDS epidemic.

Keywords
HIV; AIDS; stigma; discrimination; systematic review

Introduction
HIV/AIDS related stigma (H/A stigma) is invoked as a persistent and pernicious problem in
any discussion about effective responses to the epidemic. In addition to devastating the familial,
social, and economic lives of individuals, H/A stigma is cited as a major barrier to accessing
prevention, care, and treatment services [1–3]. Despite widespread recognition of the
differential treatment of persons living with HIV/AIDS (PLHA) by society and its institutions,
over the first 25 years of the epidemic, community, national, and global actors have only had
limited success in alleviating the deleterious effects of H/A stigma. In describing a sustained
response to the HIV/AIDS epidemic, Peter Piot, Executive Director of UNAIDS, identifies
tackling stigma and discrimination as one of five key imperatives for success [4]. At the same
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time, Piot notes that stigma reduction efforts are relegated to the bottom of AIDS program
priorities, often without funding to support such activities [4].

Much of the rhetoric and literature has cited the complexity of H/A stigma and its diversity in
different cultural settings as the primary reasons for the limited response to this pervasive
phenomenon [5,6]. The complexity of the phenomenon has led to difficulties and disagreement
about how to define H/A stigma and sometimes, to an erroneous conflation of stigma with its
related concept of discrimination. The manifestation of H/A stigma not only varies by cultural/
national setting, but also by whether one is considering intrapersonal versus societal levels of
stigma. The variability in manifestations of stigma by setting and level has led to difficulty in
measuring the extent of stigma, assessing the impact of stigma on the effectiveness of HIV
prevention/treatment programs, and devising interventions to reduce stigma. These four
challenges – defining, measuring, assessing impact of, and reducing stigma – among others
have hampered local and global efforts to address H/A stigma.

In this paper, we systematically review the scientific literature on H/A stigma to document the
current state of research, with an emphasis on identifying gaps in as well as summarizing
existing knowledge on the four aforementioned challenges to effective intervention–defining,
measuring, assessing impact of, and reducing stigma. In assessing impact, we critically
examine the literature to elucidate the relationship of H/A stigma to the effectiveness of HIV
prevention and treatment programs. Finally, based on the available literature, we offer
recommendations for each of the four challenges that we believe represent critical next steps
in ameliorating the devastating effects of H/A stigma.

Methods
Search Strategy & Article Selection

In April 2007, we searched PubMed for all published articles pertaining to HIV/AIDS related
stigma. To perform as broad a search as possible, we utilized the search term “HIV AND
stigma.” One member of our study team (VAP) reviewed each of the abstracts identified. Data
extracted from each abstract included the study’s objective, methodology, and key findings.
The geographic region of the study was also recorded. The study team then developed a set of
mutually exclusive categories in which to place each of the articles. Categories were created
to facilitate summarizing the state of the literature on defining, measuring, assessing impact
of, and reducing H/A stigma. To systematically categorize articles, specific criteria were
devised for each category. Each article was then placed into one of the categories. In the few
instances that an article met criteria for more than one category, the article was placed in the
category that more closely resembled the overall objective of the article. Categories and the
criteria are as follows:

Theory Based Analyses—Articles mainly explore the theoretical causes and effects of H/
A stigma or conceptualize and define H/A stigma.

Psychometric Measurement—Articles mainly focus on the methodology of measuring
H/A stigma. The objective of these studies is to create and/or validate a set of items to measure
H/A stigma or determine the reliability of such items in various contexts.

Stigma Assessment—Articles assess the various manifestations of H/A stigma among
persons living with HIV/AIDS (PLHAs), specific groups such as healthcare workers, or the
general population. Articles assessing the consequences of stigma on uptake and effectiveness
of HIV prevention and treatment interventions were also included in this category.
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Stigma Reduction Interventions—Articles utilize a model to measure H/A stigma, apply
a stigma reduction intervention to a specific population, and evaluate the post-intervention
burden of H/A stigma.

Legal or Policy Analyses—Articles explore the legal consequences or explore the policy
implications of H/A stigma.

Excluded Articles—Articles that did not qualify for any of the above criteria were excluded
from the review.

Following the PubMed search, we reviewed bibliographies of major articles for further
references not indexed in the search engine. We also reviewed relevant documents from
international organizations such as UNAIDS and the World Health Organization. Based on
expert suggestions, we also reviewed a subset of relevant articles published after April 2007.
Due to the very large number of conference abstracts and the absence of a uniform search
engine to identify abstracts related to H/A stigma, we excluded conference abstracts from this
review.

Development of Recommendations
After summarizing the state of the literature, we next identified gaps in the available evidence,
critical unanswered questions, and promising strategies to address H/A stigma. Based on this,
we developed a list of recommendations for responding to the challenges of defining,
measuring, assessing impact of, and reducing H/A stigma. We discussed this list of
recommendations with a multidisciplinary group of HIV/AIDS professionals including social
scientists, clinical researchers, international agency officials, and others at the UCLA Social
Justice, Human Rights, and HIV Prevention Think Tank meeting in Sydney, Australia in July
2007. Based in part on our discussion, we further developed and designated 7 of those
recommendations as priority next steps to addressing the problem of H/A stigma.

Results
Figure 1 depicts the articles identified in the PubMed search, stratified by category and
geographic region. Articles and documents that were not indexed in PubMed, but were
identified by other means, are not included in Figure 1. The literature on H/A stigma is
dominated by ‘Stigma Assessment’ studies. Studies in this category generally utilize interview
or survey methodology to explore the perceived or enacted stigma experienced by PLHAs,
stigmatizing beliefs held by specific groups or the general population, or the effects of stigma
on access to and utilization of care, prevention, or treatment services. Fewer articles were found
in each of the remaining 4 categories, with surprisingly small numbers of articles focused on
developing valid and reliable measures of stigma or on assessing stigma reduction
interventions. The dearth of psychometric measurement studies is noteworthy given that a
major critique of the available stigma assessment studies is their use of stigma measures that
have not been validated. Finally, the majority of articles in each category relate to the North
American/European context, revealing a relative paucity of peer-reviewed work on H/A stigma
pertaining to generalized HIV epidemics and resource-limited countries.

Defining Stigma: Conceptual Considerations
The conceptualization of H/A stigma that underlies most of the literature today mirrors the
stigma concept utilized for a broader set of health and social issues, such as mental illness or
unemployment [7,8]. In the H/A stigma literature, the concept of stigma is often not explicitly
defined, but rather, is referred to cursorily as “a mark of disgrace” [8]. The absence of an explicit
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conceptualization of stigma precludes meaningful appraisal and comparisons of study findings
and limits the ability to design effective programs and interventions [5].

Early Work—Based on his work in psychiatric hospitals and among criminals and
homosexuals, Erving Goffman provided a seminal theorization of health-related stigma in the
1960s [9,10]. Goffman defined stigma as “an attribute that is deeply discrediting,” and that
reduces the bearer “from a whole and usual person to a tainted, discounted one” [10]. He
established that society stigmatizes on the basis of what is constitutes as “difference” or
“deviance,” and results in a “spoiled identity” [5,10]. The social label of deviance compels
stigmatized individuals to view themselves and others to view the stigmatized as discredited
or undesirable [10,11].

Socio-cognitive Approach—Goffman’s theorization of stigma was fruitfully adapted and
extended by social psychologists interested in how individuals construct categories and link
these categories to stereotyped beliefs [5,8,12]. This body of work emphasized perceptions of
individuals, the origins of stigma in human cognition, and the consequences these individual
perceptions have for social interactions [5,8]. When applied to HIV/AIDS, this socio-cognitive
framework constrained the concept of H/A stigma to an examination of how PLHAs are labeled
and stereotyped by the public, based on their incorrect beliefs and attitudes [8,15], and/or a
focus on the specific emotions and cognition of PLHAs. This, in turn, limited the scope of
stigma reduction interventions to strategies that might increase the empathy and altruism
towards as well as reduce the anxiety and fear of PLHAs among the general population or
individual based interventions to assist PLHAs to cope with perceived or experienced stigma.
The great majority of articles on H/A stigma measurement and reduction interventions
identified in this review either implicitly or explicitly utilizes a socio-cognitive conception of
stigma. While important, these approaches exclude a detailed consideration of structural
aspects of stigma – the dynamic social/economic/political processes that simultaneously
produce and intensify stigma and discrimination [8,13,14].

Structural Understanding of Stigma—Recent work in the sociologic and anthropologic
disciplines has broadened earlier conceptions of stigma to encompass the structural conditions
that contribute to stereotyping [5,8]. One of the key insights is that the process of stereotyping
based on an attribute is not only a cognitive phenomenon at the level of the individual but also
is determined by a constantly changing social process [5,8]. Parker and Aggelton argue that
“it is especially important to think of stigma as a social and cultural phenomenon linked to
actions of whole groups of people in the developing world, where bonds and allegiances to
families, village, and neighborhood, and community abound” [5]. Theorizing stigma in this
way also highlights the necessity of power – social, economic, or political power – to enable
a community to move from individual level perceptions to collectively identify an undesirable
difference/attribute, construct stereotypes, and ultimately, to act on the negative stereotype by
discriminating against the stigmatized [5,8]. Parker and Aggleton further argue that structural
(or social) power is not only needed to enable stigmatization, but also that stigmatization plays
key role in producing and reproducing relations of power and control [5,16]. Stigmatization,
they argue, is intricately linked with the workings of social inequality by its capacity to cause
some groups to be devalued and other groups to feel that they are superior [5]. In acknowledging
that stigma functions at the intersection of culture, power, and difference, Parker and Aggleton
argue that stigmatization is central to the constitution of the prevailing social order. Most of
the existing research examined in this review does not study H/A stigma within a structural
framework that accounts for social processes and social inequality.

Discrimination—By acknowledging the role of social processes and power in the
promulgation of stigma, a more precise understanding and definition of discrimination
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emerges. Discrimination focuses attention on the individual and social producers of
stigmatization rather than the recipients of stigma [8]. Discrimination is a consequence of
stigma and defined as “when, in the absence of objective justification, a distinction is made
against a person that results in that person being treated unfairly and unjustly on the basis of
belonging or being perceived to belong, to a particular group” [16,17]. Stigmatized groups,
including PLHAs, are in this way systematically disadvantaged in a variety of ways including
in income, education, housing status, medical treatment and health [8]. Conceptualizing stigma
as a combination of individual and social phenomenon underscores the importance of
addressing self-imposed, individual, as well as structural (or institutional) discrimination [8].
Self-imposed discrimination occurs when an individual comes to expect the application of a
stereotype to him/herself and out of fear of the expectant rejection and resignation, a priori acts
as if discrimination has already been imposed [8,18,19]. Individual discrimination refers to
more obvious and overt discrimination taking place between two people [8]. Structural
discrimination refers to accumulated institutional practices that work to disadvantage
stigmatized groups, and can work in the absence of individual prejudice and discrimination
[8]. Like in other stigmatized medical conditions, most research and intervention for H/A
stigma has targeted self-imposed and some aspects of individual discrimination, largely
excluding the structural dimensions of discrimination.

Towards a Comprehensive Framework for H/A Stigma—Bruce Link and Jo Phelan
offer a broader conceptualization that elucidates both the socio-cognitive and the structural
aspects of stigma and the relationship between them [8]. In their conception, stigma exists
when the following four interrelated components converge: 1) individuals distinguish and label
human differences, 2) dominant cultural beliefs link labeled persons to undesirable
characteristics (or negative stereotypes), 3) labeled persons are placed in distinct categories to
accomplish some degree of separation of “us” from “them,” and 4) labeled persons experience
status loss and discrimination that lead to unequal outcomes [8]. Stigmatization is entirely
contingent on inequalities in social, economic, and political power that enable the four
aforementioned components of stigma to unfold [8]. Link and Phelan’s conceptualization of
stigma may serve as a good starting point for developing a comprehensive framework for H/
A stigma, since no such framework was identified in this literature review.

To optimally explain H/A stigma and potential intervention strategies, Link and Phelan’s model
may be adapted to reflect the biophysical trajectory of HIV disease [11] as well as the concept
of structural violence [16,20]. Given the several stages of HIV disease from the period of
infection onwards – first, a transient flu-like syndrome associated with seroconversion that can
last a few weeks, followed by an asymptomatic period of at least a few years, followed by a
symptomatic period involving opportunistic infections of varying severity – vulnerability to
being stigmatized along the Link and Phelan’s continuum of components varies. For example,
a PLHA in the asymptomatic period does not exhibit physical manifestations of HIV disease
and is thus more difficult to identify as different by society. Even if he is known to be positive,
he may still be less vulnerable to stigmatization since he is stable capable of working and
providing for his family, thereby limiting potential separation and status loss despite being
labeled. On the other hand, a PLHA who is late in the course of infection and suffering from
wasting syndrome is easily identifiable and increasingly vulnerable to discrimination along
Link and Phelan’s continuum. In addition to considering the effect of HIV disease stage on H/
A stigma, the individual and social context preceding infection should also be understood.
Social forces such as poverty, sexism, racism and others create overlapping and reinforcing
stigmatized conditions that predispose individuals to HIV infection and limits their ability to
access diagnostic and treatment services [16]. Such forces constitute structural violence and
victims of such violence are at increased risk of H/A stigma [16].
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In Figure 2, we offer a schematic that illustrates a starting point for a conceptual framework
for H/A stigma, derived from this review of the literature.

Measuring Stigma
Valid and reliable measures of H/A stigma are integral to ensuring the rights of PLHA as well
as the effectiveness of HIV prevention and treatment programs. Standardized sets of stigma
measures, or indicators, can also be developed into scales, which are quantitative instruments
that give a numerical result that indicates the severity or extent of H/A stigma measured [21].
Indicators or scales would enable the tracking of stigma burden over time as well as a
comparison of stigma across different regions [7,22,23]. Such indicators could determine how
stigma is affected by implementation of routine HIV testing and scale up of anti-retroviral
therapy. Indicators are needed to evaluate stigma-reduction interventions and assist program
managers and donors to identify which anti-stigma approaches are most likely to be successful
and how they should be applied in different contexts and among different populations [22].
Indicators may also be useful to detect if programs or policies are inadvertently exacerbating
HIV stigma in the community [22].

The scope of the indicators needed for fully assessing stigma depends on the overall
conceptualization of H/A stigma being utilized. A comprehensive framework requires
measurement of stigma across a number of domains and at the individual and structural levels
(Figure 2). Indicators are operationalized in the form of questionnaires or derived from thematic
analysis of qualitative data such as interviews or focus group discussions [21]. Questionnaire
based indicators are often preferred since they are easier to implement and enable quantification
and the development of scales.

Currently Available Indicators—H/A stigma indicators available in the literature to date
were generally constructed for research purposes and few have been tested and utilized for
surveillance purposes at programmatic or regional levels. These indicators mainly attempt to
measure the socio-cognitive aspects of H/A stigma, and most were developed in the U.S.
context [15,24]. They are designed to assess stigma from one of two perspectives: the
‘stigmatizers,’ who include the general public or specific groups like healthcare workers, and
the ‘stigmatized,’ who include PLHA or high risk groups like commercial sex workers [23].
For assessing attitudes of stigmatizers, indicators that measure social distancing and support
for coercive measures are available. These indicators assess the respondent’s willingness to
interact with PLHA in a range of situations, through a set of hypothetical questions about
interaction in homes, neighborhoods, and workplaces [23]. Indicators also query respondents
about their support for quarantining PLHA or denying entry of PLHA into the country [25].
Another set of indicators elicits data on emotional reactions toward PLHA. These indicators
are designed to measure the extent to which respondents blame PLHA for their illnesses,
consider HIV a retribution from God, and harbor anger, fear, or disgust for PLHA [23,25,26].
For assessing perceived or experienced stigma among PLHA, indicators that query how PLHA
perceive that their partners, friends, family and community treat PLHA in general and how
they would expect them to react if they knew of their HIV status are available [23,27–31].

Recent work in Tanzania [6,22] and South Africa [32] has tested the validity of HIV stigma
measures of general population and healthcare provider attitudes toward PLHA. In Tanzania,
indicators that captured social distancing consisted of questions about fear of casual contact
with PLHA were tested. Utilizing 9 items measuring attitudes toward PLHA, support for
coercive measures, and social distancing, Kalichman and colleagues validated an AIDS related
stigma scale and demonstrated its reliability among over 2000 respondents in five South
African communities [32].
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Gaps In Stigma Measurement—While the aforementioned studies represent important
initial steps in developing measures for some aspects H/A stigma, further work is needed to
enable accurate and comprehensive assessments. For the categories of existing indicators
discussed above, further psychometric refinement of the wording, validation in a diverse range
of populations, and standardization of items is needed. As important, however, is developing
new sets of indicators to capture the multiple domains of H/A stigma. Indicators measuring
social distancing and support for coercive measures do not capture the underlying cause of
stigma or the full breadth of experienced discrimination [22,23]. There are few, if any, H/A
stigma measures capable of capturing pre-existing and overlapping stigmas of commercial sex
work, IV drug use, or homosexuality [23]. Perhaps most problematic, little research has
systematically measured H/A stigma at the structural or institutional levels [31]. Structural and
institutional aspects of stigma are critical drivers of H/A stigmatization and discrimination at
all levels, from the individual, household, and social levels to employment and health services
access [6,8,16]. Taking the institution of healthcare as an example, research on H/A stigma has
provided descriptive information about how individual providers think about and serve PLHA
but has not revealed how the prevalence and determinants of stigma and discrimination vary
by institutional or social context [31]. Without robust measures of such institutional stigma
and the identification of potential levers to affect change, effective stigma reduction
interventions cannot be designed.

In the past few years, UNAIDS has been coordinating a concerted effort of international
organizations and networks of PLHA to develop a more structurally informed tool to measure
stigma experienced by PLHA [33,34]. In addition to creating robust measures of stigma that
would enable monitoring programmatic progress over time, ensuring that initiatives are not
actually making stigma worse, and comparing regional burdens of stigma, the explicit
objectives of the stigma index tool include increasing the understanding of the causes and
effects of stigma and increasing the empowerment, involvement, and capacities of PLHA in
responding to stigma [35]. An assessment of stigma reduction activities are now also included
among the core indicators of country-level responses to AIDS for the United Nations General
Assembly Special Session on HIV/AIDS monitoring program [36].

Relationship of HIV/AIDS related Stigma to Prevention & Treatment Programs
H/A stigma is considered a barrier to effective HIV prevention and treatment programs. H/A
stigma is blamed for low uptake of and poor adherence to prevention and treatment services.
Drawing largely on articles from the ‘Stigma Assessment’ category of the review, this section
aims to evaluate the evidence for these widely prevalent assertions. We chose to focus our
attention on fundamental prevention and treatment challenges, such as reducing HIV risk
behavior and maintaining adherence to antiretroviral therapy, respectively, as this approach
enabled us to assess the effects of H/A stigma on both general population and PLHA behavior.
Additionally, in reference to HIV testing, we looked for evidence that supports the argument
that routine provider-initiated HIV testing reduces the deterrent effect of H/A stigma on uptake
of testing. Of note, the majority of the literature on H/A stigma and programs identified here
utilizes a socio-cognitive conception of H/A stigma.

Stigma & HIV risk behavior—While H/A stigma is widely invoked as a major facilitator
of the epidemic, only a few studies have demonstrated an association between stigma and
increased risk behavior. Presumed HIV-negative or unknown status individuals in China
holding greater stigmatizing attitudes were more likely to be engaged in high risk behavior
[37,38]. Among PLHA in South Africa, those who experienced stigma or discrimination were
less likely to disclose their HIV status to their sexual partner, and non-disclosure was associated
with transmission risk behavior [39]. Similarly, in a sample of over 2000 sexually active PLHA
in France, experiences of H/A discrimination was associated with increased unsafe sex [40].
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To develop prevention programs that effectively reduce risk behavior, more rigorous
investigation that better delineates the relationship between stigmatizing attitudes and HIV risk
behavior is needed. In particular, the role of social inequalities as well as overlapping stigmas
(such as those related to homosexuality or migrancy) in mediating the relationship between H/
A stigma and risk behavior must be examined.

Stigma & Biomedical Prevention—Novel biomedical interventions to prevent HIV
infection, such as adult male circumcision, pre-exposure prophylaxis, microbicides, and
vaccines, represent immense potential to limit the spread of the epidemic. As many of these
technologies are still being tested or are in development, little is known about how they will
effect and be affected by H/A stigma. HIV vaccine acceptability studies have revealed fear of
vaccine induced HIV infection and concerns about being stigmatized based on receiving the
vaccine [41–43]. Study participants have also reported that vaccines may be misunderstood by
the community as treatment for HIV infection, resulting in being labeled a PLHA and
experiencing the attendant stigma [42–45]. Though no empiric data is yet available, the
theoretical interplay between H/A stigma and the religious and cultural meaning of
circumcision may be a major determinant of the acceptability of adult male circumcision as a
prevention intervention. Sawires and colleagues argue that male circumcision offers a new
opportunity to engage religious leaders in occupying a central role in advocating for HIV
prevention [46], thereby addressing H/A stigma. Others are more circumspect about the
potential benefits of promoting circumcision on H/A stigma, citing the possible contamination
of male circumcision by the stigma of female genital mutilation as well as the long history of
social power imbalance in the promulgation of circumcision among populations [47]. As
biomedical prevention interventions are rolled out in the future, a detailed understanding of
how H/A stigma will affect uptake and use of the interventions is critical to ensure population
level effectiveness. Along with this, an over-reliance on biomedical solutions for HIV
prevention at the expense of equity, social justice, and human rights mission must be avoided
[46].

Stigma and Prevention of Mother to Child Transmission (PMTCT)—Pregnant
women may avoid participating in PMTCT programs due to fear of stigma, discrimination,
and violence, particularly from partners when disclosing their HIV status [48,49]. Numerous
studies have demonstrated that going against community norms of feeding leads to questions
about mother’s HIV status, unwanted disclosure, and fear of stigma from partner, family, and
the community [50–53]. Interventions aimed at engaging male partners in PMTCT services,
such as sending an invitation home with the partner with a direct request that the man attend
the clinic with his partner, have been tried with varying success [54]. Community level
education about specific PMTCT services, targeting pregnant women, community leaders, and
people of childbearing age, is critical to improving acceptability of services and diminishing
the effects of stigma [54,55].

Stigma, Testing, & Treatment—H/A stigma is documented as a barrier to uptake of HIV
testing and treatment services in numerous settings, particularly in resource limited countries
[1–3,24,56–59]. In a study of HIV testing and stigma in South Africa, individuals who were
not tested for HIV exhibited significantly greater stigmatizing attitudes towards PLHA [3]. In
a study of 112 patients receiving antiretroviral therapy in Botswana two years before the
implementation of universal access to treatment, 69% of patients did not disclose their HIV
status to their family and a majority of those who reported delaying testing for HIV did so due
to fear of H/A stigma [60].

Without questioning that H/A stigma exists and needs redress, some argue that the profound
lack of access to antiretroviral therapy in resource limited countries, rather than stigma, is the
real driver of poor uptake of testing and treatment services [16]. Individuals with advanced
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HIV/AIDS who exhibit visible signs of disease and are no longer able to work experience
severe H/A stigma. Access to therapy triggers a ‘virtuous social cycle’ by treating these
individuals and alleviating their visible signs of disease, enabling them to return to a socially
and financially productive lives, and sparking interest in testing and treatment among others
in the community [16]. In theory, widespread scale-up of treatment access may turn HIV into
a treatable and chronic (rather than deadly) disease, increase uptake of testing, and thereby,
ultimately reduce H/A stigma.

The institution of universal access to antiretroviral therapy in Botswana in 2002 provides an
opportunity to investigate the effect of scale-up of treatment on testing behavior and stigma.
Two years after universal access was in place, enrollment in the treatment program remained
far below the targeted projection of eligible patients [61]. Since low uptake of HIV testing was
considered a primary reason for poor enrollment, a routine opt-out HIV testing program was
implemented in Botswana in 2004. In opt-out testing, all patients are to be tested as a routine
part of medical visits unless they explicitly refused. By increasing the proportion of individuals
aware of their status, one of the expected effects of routine opt-out testing is the reduction of
H/A stigma [61], though some have pointed out the potential for increased stigma among
women due to problems around disclosure, partner violence, and other gender based stigma
[62]. Eleven months after the introduction of opt-out testing, a cross-sectional study of a
probability sample of adults in Botswana was performed to assess attitudes towards routine
HIV testing [61]. Although this study found that 81% of respondents were extremely or very
much in favor of routine testing and 60% felt that the policy would reduce stigma, 43% of
respondents also believed that routine testing would lead people to avoid going to the doctor
for fear of testing and 14% though that the policy could increase gender based violence [61].
Individuals with stigmatizing attitudes towards PLHA were significantly less likely to have
been tested for HIV/AIDS or have heard of routine testing. These data from Botswana
underscore the need for further research on the relationship between stigma and routine HIV
testing/universal treatment access programs, especially with the 2007 release of the WHO/
UNAIDS Guidance for Provider-Initiated Testing and Counseling in Health Facilities [63].

Even as improving access to antiretroviral treatment in resource limited settings is critical to
stemming the HIV epidemic and reducing the underlying social inequities that perpetuate
stigma, stigma persists in developed countries which have had near universal access to therapy
over the last decade. H/A stigma impedes access to and retention in HIV care [64–66] and
adherence to antiretroviral medications [67–70]. Non-disclosure of HIV status for fear of
stigma may result in missing doses of medications in order to maintain secrecy about one’s
illness [70]. Studies demonstrating the adverse effects of stigma on retention in care and
adherence are emerging in Africa [71,72] and Asia [73] as well.

Interventions & Social Programs to Reduce HIV/AIDS related Stigma
There are only a small number of published studies on interventions and programs designed
to reduce H/A stigma. Given the difficulties in defining and measuring stigma, few such
interventions and programs described in the literature have been rigorously evaluated. An
overview of stigma reduction strategies for a variety of health conditions summarized the types
of approaches that may be employed to address stigma in HIV/AIDS (Table 1) [74].

The majority of HIV/AIDS specific interventions are designed to reduce stigma at the
community level by increasing the tolerance of PLHA among the general population [75]. The
predominant strategy underlying these interventions was education through provision of
factual information about HIV/AIDS [76,77]. Most of these were studies of interventions
implemented among a small convenience samples of university students in the U.S. without
the use of specific stigma measures [75]. A few studies about interventions aimed at increasing
the willingness of healthcare providers to treat PLHAs and at developing coping skills among
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PHLA were also identified in the literature. These studies were also limited by small sample
sizes and the use of ambiguous and untested measures of stigma.

Mass-media campaigns relating to HIV/AIDS knowledge, attitudes and behaviors represent a
relatively understudied but widely implemented intervention in resource-limited countries.
Such campaigns are broadcast (radio, television, etc) interventions targeting national audiences
or small media (posters, pamphlets, dramas, etc) interventions aimed at localities that
disseminate messages about HIV/AIDS and could potentially reduce H/A stigma. A systematic
review of the effectiveness of H/A mass communication programs revealed only a small
positive impact on knowledge of HIV transmission and reduction in risk behavior [78]. The
review, however, was limited by the fact that many of the included studies had weak designs,
precluding a definitive conclusion about the impact of the intervention [78]. Also of note, none
of the 24 studies included in the review explicitly evaluated H/A stigma as an outcome. A more
recent broadcast intervention specifically designed to address H/A stigma demonstrates that
mass media interventions can be effective in reducing stigma. In Botswana, viewers exposed
to a 2-year HIV story line in the soap opera, The Bold and the Beautiful, exhibited significantly
lower levels of HIV stigma, measured by a validated 5-item stigma scale, compared to non-
viewers [79].

Structural Targets for Social Programs—The majority of existing stigma reduction
interventions are based on cognitive-behavioral and social-cognitive models, employing such
activities as information dissemination, empathy induction, counseling, and cognitive
behavioral therapy [5]. The focus of these interventions is the individual level. A more
comprehensive conceptualization of H/A stigma and discrimination indicates the need to
develop stigma reduction programs at the institutional/structural levels. Further, the design of
these programs must be informed by the prevailing social and cultural forces that provide
dominant groups the power to create stigmatizing and discriminatory conditions [5]. Parker
and Aggelton suggest the need for community level mobilization, with the goal of unleashing
the power of resistance on the part of PLHA, in tandem with intervention at the structural level
to effectively respond to stigma [5]. Important structural targets include religious leaders, the
judiciary, and the legislative arenas [5,76]. Appropriate reporting and enforcement
mechanisms, such as legal aid services and hotlines to report discrimination, are needed along
with a socially endorse rights based approach [5].

Based on principles of community organizing and community building, new models for
advocacy and social change in response to HIV/AIDS related stigma should be encouraged
[5,80]. The principle of GIPA (Greater Involvement of People Living with HIV/AIDS) is
central to effective social program responses to H/A stigma. GIPA aims to realize the rights
and responsibilities of PLHA, including the right to self-determination and participation in
decision-making processes that affect their lives [81]. The GIPA Principle, adopted
unanimously as part of the Declaration of Commitment on HIV/AIDS, calls for a greater
involvement of PLHA at all levels and the creation of supportive political, legal, and social
environments [81]. Public participation of PLHA at community and social levels would not
only promote individual level responses to internalized stigma on the part of PLHA, but could
also prove a powerful deterrent to stigmatizing impulses of the general population.

Discussion
H/A stigma is considered a major barrier to effective responses to the HIV epidemic. Yet, there
is little consensus among policy-makers and program implementers about how best to define,
measure, and diminish the phenomenon. In this systematic review of stigma and the HIV/AIDS
epidemic, we examined the existing literature on how H/A stigma is conceptualized, the
methodologies for measuring stigma, the available data on the relationship of stigma to the
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effectiveness of HIV prevention and treatment programs, and interventions and programs for
reducing stigma. Link and Phelan’s [8] theory that stigma is the convergence of labeling,
stereotyping, separation, and discrimination by a stigmatizers with access to social, political,
and/or economic power offers a good starting point for conceptualizing H/A stigma,
particularly when the potentiating effects of structural violence [16] and pre-existing stigmas
are accounted for. Though valid measures of stigma that capture perceived and enacted stigma
among PLHA as well as stigmatizing attitudes of healthcare workers and the general population
are increasingly available, widespread use of the measures in research and program
implementation has not yet occurred. Also, few measures of structural or institutional measures
of H/A stigma have been developed or rigorously tested. The literature on HIV prevention and
treatment programs indicates that stigma does indeed limit uptake of such critical services as
PMTCT, testing, and antiretroviral therapy, even as access to such programs has improved
with scale-up. Finally, few specific interventions and social programs to reduce H/A stigma
have been rigorously evaluated. Perhaps more problematic, most interventions are individual
focus, aiming to increase the knowledge and empathy of potential stigmatizers or improving
the ability of PLHA to cope with stigma and discrimination. Few social programs that address
stigma promulgated by structural and institutional factors were found in the peer reviewed
literature.

Prior to describing our recommendations, we highlight two important limitations of this
analysis. In this paper, we systematically reviewed the life sciences and biomedical literature,
the primary repository of peer-reviewed academic articles on H/A stigma. Although we
supplemented the literature from PubMed with references found in the articles as well as
relevant grey literature including reports from international organizations, other relevant
sources, particularly relating to sociological, policy, and legal analyses, may not have been
captured. Similar systematic searches in search engines such as Socio-file and Westlaw should
be conducted. A second and related limitation concerns the restricted assessment of
discrimination in this review. Due to the already broad scope of the review, discrimination was
only examined as it directly relates to stigma. Broader aspects of discrimination pertaining to
legal systems and human rights initiatives and their effects on stigma were not explored in
depth.

Recommendations For the Way Forward
Based on the literature review and discussion with a multidisciplinary set of HIV/AIDS experts
at the 2007 UCLA Social Justice, Human Rights, and HIV Prevention Think Tank, we
developed the following recommendations for addressing stigma in the HIV/AIDS epidemic.
Due to the multifaceted nature of H/A stigma, these recommendations are intended for the
broad array of individuals, communities, and institutions involved in responding to the HIV/
AIDS epidemic, including PLHA, researchers, program implementers, and civil society/
government leaders. These recommendations are in no way meant to be exhaustive, but rather,
represent what we feel are critical next steps for responding to H/A stigma given the current
state of the epidemic.

Defining H/A Stigma—Develop a comprehensive conceptual framework for H/A stigma
that incorporates both the socio-cognitive and the structural aspects of stigma as well as
captures the effects of pre-existing and overlapping stigma related to poverty, race, gender,
sexual orientation, etc.

Recent work in the fields of sociology and anthropology has persuasively demonstrated that
the process of stigmatization relies as much on socio-cultural processes and power as on the
cognitive processes of labeling and stereotyping at the individual level. Conceptualization of
H/A stigma to date, however, is mostly based on a socio-cognitive approach. A more complete
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understanding how H/A stigma manifests and operates in a multifaceted way is integral to
developing effective strategies to measure, assess the impact of, and reduce H/A stigma.

Measuring H/A Stigma
Whenever applicable, encourage the use of valid and reliable stigma measures by
research projects and program implementers: Although stigma is considered one of the
greatest challenges to addressing the HIV epidemic, data that accurately describes and
quantifies stigma is often not available to program implementers and policy-makers. This type
of data is not only important for determining the efficacy of specific stigma reduction
interventions, but also crucial to understanding the effect stigma may have on the success of
prevention and treatment programs. Consistent and widespread surveillance of stigma utilizing
valid measures would also enable program implementers to identify and assist specific at-risk
and HIV-positive subgroups who may be experiencing heightened perceived or enacted stigma
when accessing prevention and treatment programs.

Support the development of a standardized set of measures for the structural/institutional
domains of H/A stigma: Although social and cultural forces in the family, neighborhood, or
workplace often play an integral role in systematically discriminating against PLHAs, research
on developing measures of stigma has mostly focused on individuals and their potentially
stigmatizing attitudes. Policy-makers and funders should support research that aims to develop
valid measures of structural and institutional H/A stigma. In addition to enabling a more
comprehensive assessment of stigma over time, such measures would help identify and
evaluate potential levers to reduce stigma at the structural/institutional level.

Assessing Impact of H/A Stigma on Programs—The following recommendations
emerge from stigma related concerns associated with provider-initiated opt-out HIV testing:
1) promote a supportive social and legal framework to minimize unintended consequences of
provider initiated opt-out HIV testing, 2) implement stigma reduction interventions among
healthcare providers, and 3) support further research on the relationship between stigma and
routine HIV testing.

Though H/A stigma is a barrier to accessing the entire spectrum of HIV prevention and
treatment services, perhaps the most urgent research questions from a programmatic
perspective relate to how the stigma of HIV testing can be overcome, particularly in generalized
epidemics where fewer than 15% of the population has ever been tested [63]. HIV testing is
the primary gateway to both prevention and treatment services. While provider initiated opt-
out testing as recommended by the W.H.O. and UNAIDS is likely to increase the numbers of
people tested [63], data from Botswana indicates that some people may avoid going to the
doctor out of fear of testing and women who are tested may be subject to intimate partner
violence [61], suggesting that prevailing stigma in the general population leads to unintended
but significant consequences. Policy-makers and civil society should encourage community
preparedness and social mobilization as well as engage relevant legal and public service
organizations to minimize these unintended consequences. Provider-initiated programs also
underscore the problem of stigmatizing attitudes of healthcare providers [64,82–84] and the
potential for coercion of patients to test. As provider initiated testing is rolled out, program
implementers should institute specific stigma reduction interventions for healthcare providers
and ensure consistent monitoring and evaluation of the opt-out testing process. Finally, further
research on how stigma effects and is affected by provider initiated testing programs is needed
both in real time and in the long run to identify potential adjustments to enhance uptake of
testing and novel social consequences of the program.
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Promote and document the ‘virtuous social cycle’ that access to antiretroviral therapy provides
for stigmatized individuals by 1) linking the rollout of treatment programs with community
level stigma reduction interventions and 2) measuring stigma longitudinally as universal access
and utilization is achieved.

By treating visible signs of disease and enabling PLHA to return to socially and economically
productive lives, antiretroviral therapy can trigger a ‘virtuous social cycle’ [16,85]. However,
access to therapy alone is often not sufficient to ensure improvement in the lived experiences
of PLHA, due to persistent social stigma as well as the attendant challenges of adhering to pill-
taking and following up at provider appointments in the setting of limited social support.
Policy-makers and program implementers should link treatment programs with specific
interventions to empower PLHA to cope with disclosure of HIV status to a trusted family
member or friend as well as maintain or re-integrate into family and community life while on
therapy. Rollout of antiretroviral therapy should also be accompanied with specific social
marketing and mass media campaigns to address stigmatizing attitudes and stereotypes in the
general population.

Reducing H/A Stigma—Promote reform of laws and policies that enable stigma and
discrimination of men who have sex with men (MSM), injecting drug users (IDUs), commercial
sex workers (CSWs), and migrants.

Current law and policy in many countries directly contribute to and/or exacerbate pre-existing
stigma and discrimination associated with at-risk groups. Pre-existing stigma not only
predisposes these vulnerable individuals to greater H/A stigma and discrimination, but also
critically reinforces stereotyping and status loss of all afflicted with HIV/AIDS, regardless of
how they may have acquired the infection. Funders and civil society should support advocacy
groups that promote the repeal of laws and policies that criminalize consensual homosexual
activity, prohibit syringe possession and needle exchange [86], facilitate violent policing of
CSWs [87], and require proof of residency status to access services. On the other hand, where
protective legislation on HIV/AIDS discrimination is in place, support for enforcement and
targeted information campaigns for stakeholders about rights afforded by such legislation
should be provided. The work of the Lawyer’s Collective HIV/AIDS Unit [88], an Indian non-
governmental organization engaged in a variety of legal and policy activities to secure and
protect the rights of PLHA as well as groups vulnerable to HIV infection, is a good example
of the kind of sustained advocacy needed at the structural level while stigmatizing attitudes
and norms about HIV/AIDS at the individual level are addressed.

Develop and implement community-based interventions that are designed to mobilize PLHA
and the range of other sympathetic social actors (opinion leaders, clergy, etc) to address
maladaptive self-stigmatizing behaviors and to advocate against discrimination in the wider
community.

Approaches to reducing stigma must be multifaceted and multilevel. Multifaceted to account
for the range of stigmatizing conditions that track with HIV/AIDS stigma. Multilevel to account
for individual and structural levels of stigma and discrimination. Parker and Aggleton
persuasively argue that stigma and stigmatization function at the intersection between culture,
power, and difference, and thus, are central to establishing the prevailing social order [5]. Thus,
interventions based on community organizing and building among PLHA as well as potentially
sympathetic social and community entities, that aim to ‘unleash the power of resistance on the
part of the stigmatized,’ are important avenues for the root causes of H/A stigma and
discrimination [5,80,89].
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Figure 1.
Flow diagram of articles included in the review.
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Figure 2. Conceptual framework for HIV/AIDS related stigma
Inequalities in social, political, and economic power are the foundation on which stigmatization
is promulgated. For HIV/AIDS related stigma, structural violence and pre-existing stigmas
potentiate the power of stigmatizers and enable even more intense stigmatization and
discrimination. Stigma exists when labeling, stereotyping, separation/status loss, and
discrimination in the setting of power imbalance simultaneously converge. [Ref 5,8,16,17].
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Table 1

Stigma reduction strategies*

Level Strategies

Intrapersonal level Counseling

Cognitive-behavioral therapy

Self-help and support groups

Treatment

Empowerment

Interpersonal level Care and support

Home care teams

Community-based rehabilitation

Community level Education (social marketing, mass media)

Contact with PLHAs

Institutional level Training programs

Policy development

Governmental/structural level Legal interventions

Rights-based approaches

*
Adapted from Hiejnders M & van der Meij S [74].
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