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PERSPECTIVE
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Abstract 

Background: Delivery of effective health care is hampered by stigma, the social processes that attach negative 
judgement and response to some attributes, conditions, practices and identities. Experiencing or anticipating stigma 
can lead to a range of practical impacts, including avoidance of health care. While we are concerned about the stigma 
that is attached to HIV, this commentary makes the argument that the health system is burdened by stigma of many 
origins.

Main body: Reducing stigma is a key issue in improving quality of health care. Our focus on HIV is about providing 
better care in a non-judgemental, respectful and dignified manner which enhances the health and well-being of 
individuals as well as delivering benefit to society at large through better population health outcomes. However, the 
same could be said for the numerous possible attributes, conditions, practices and identities that attract stigma. It is 
unrealistic to expect health systems to respond to siloed appeals for change and action. A unifying logic is needed to 
propel concerns about stigma to the front of the queue for action by health systems.

Conclusion: This commentary suggests the need for a universal precautions approach to stigma in health care, that 
focuses on recognising that all people may experience stigma and discrimination targeted at one or more aspects of 
their identities, attributes, practices and health conditions. Drawing on health system precepts of equity, access and 
quality of care, we argue that a universal precautions approach to reducing stigma of all origins can effect everyday 
aspects of policy, procedure and practice to improve outcomes for individuals and for population health.
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Background
There are several different approaches to understand-
ing stigma and its relationship to health. Goffman [1] 
proposed that stigma occurs when an individual’s or 
group’s identity is perceived to be “spoiled” or flawed, 
and subsequently the person or group is shunned by the 

broader social group. A well-used definition poses stigma 
as process consisting of the co-occurrence of labelling, 
stereotyping, separation, status loss and discrimination 
together in a situation where social, political and eco-
nomic power is exercised [2]. Weiss and colleagues [3] 
build on this to suggest that health-related stigma is pred-
icated on a perceived health problem or condition (such 
as HIV), or other feature of identity associated with the 
health condition (such as practices associated with HIV 
transmission). Stigma associated with a health condition 
can intersect with negative social judgements related to 
features of identity that are not associated with the health 
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condition and with other major classes of structural dis-
advantage (gender, race, class, for example) and cumula-
tively contribute to poor health outcomes [4, 5].

Jones and colleagues provided an outline of six dimen-
sions on which attributes, conditions, practices and 
identities that may be the target of stigma are expected 
to vary in a social process: concealability (the extent of 
visibility to others), course (the extent of persistence 
over time), disruptiveness (the extent of interference 
with smooth social interactions), aesthetics (the poten-
tial to evoke a disgust reaction), origin (whether present 
at birth, accidental or deliberate) and peril (the extent of 
perceived personal threat or potential for contagion) [6]. 
Socio-ecological models have been used to define inter-
acting, inter-connected levels of stigma and its manifes-
tations: public policy and structural levels (national and 
local laws and policies), organisational (organisations, 
social institutions, workplaces), interpersonal (family, 
friends, social networks) and individual (knowledge, atti-
tudes, skills) [7–9].

Following Goffman’s [1] understanding, stigma limits 
participation, opportunity and social acceptance through 
discrediting and “othering”, enabling the enactment of 
discrimination. Stigma has been noted as a major influ-
ence on population health and a fundamental cause of 
health inequities, operating through multiple mecha-
nisms, which disrupt or inhibit “access to multiple 
resources—structural, interpersonal, and psychological—
that could otherwise be used to avoid or minimize poor 
health” [10] (p. 819). Previous experience of stigma (one’s 
own or vicariously) or anticipation of stigma can mean 
individuals are reluctant to attend health services for 
prevention, care and treatment. When enacted in health 
settings, stigma can result in extended waiting times, 
provision of sub-standard care, inappropriate and exces-
sive use of hygiene and infection control procedures, 
denial of care, and physical or verbal abuse [11].

In HIV, and other infectious diseases, the notion of 
peril or contagion differentiates these identities from 
other health (such as mental health or obesity) or social 
conditions (such as illiteracy or poverty); however, con-
cerns about stigma in each example will result in avoid-
ance of health care. In terms of engaging with the health 
system, issues of concealability, or passing, are very per-
tinent. Situations can give rise to stigma when particular 
attributes, conditions, practices, or identities are made 
more visible or perceptible to others, and by association, 
through for example, attendance at specific health ser-
vices or places, the presence of material objects, or the 
time it takes to access care. A person attending a specific 
health care service (e.g. sexual health service, or needle 
and syringe programme), materials associated with care 
(e.g. medication packaging, or preventative technologies 

such as condoms and sterile injecting equipment), or 
indicators of time use (e.g. absence from work or family 
activities for health care) can be associated with stigma-
tised attributes, practices and identities. These aspects 
can act as symbols to the outside world of an identity to 
be shunned but can also function as reminders to indi-
viduals, as internalised stigma, of the contingent social 
and cultural meanings attached to these places, times and 
things.

For HIV, research shows that each step of the care cas-
cade is negatively impacted by stigma, resulting in signifi-
cant cumulative impact on health outcomes by limiting 
connection to and engagement with testing, diagnosis 
and treatment [9]. For example, a recent meta-analysis 
showed that people who had experienced HIV-related 
stigma were 21% less likely to attend health and social 
services and 32% less likely to adhere to treatment than 
those who did not experience stigma [12]. Our research 
has shown direct implications of HIV stigma for reduced 
screening, diagnosis and treatment uptake. For example, 
we have shown that experiences of stigma and discrimi-
nation are associated with reduced willingness to disclose 
an HIV-positive status [13] and reduced HIV treatment 
uptake [14, 15], and that the negative judgements towards 
HIV and subsequent health impacts can extend to HIV-
negative men who have sex with men [16]. These results 
indicate the need for health workers to understand the 
flow-on effects of stigma experienced in their services 
to other settings and encounters, and the hesitancy peo-
ple may have in coming to their service after experienc-
ing stigma elsewhere. Analyses to examine the economic 
impacts of these effects of stigma are nascent. However, 
in a modelling study from South Africa, 35–50% of infec-
tions among newborns of women with HIV were attrib-
uted to the cumulative effect of stigma at each step of the 
care cascade [17] with subsequent individual and societal 
costs.

Beyond HIV, the range of conditions which attract 
stigma is very broad. Pachankis and colleagues’ [18] 
work in categorising attributes, conditions, practices 
and identities that may be the target of stigma is illus-
trative of the multiple, complex and intersecting nature 
of stigma. Their work categorised 93 identities, condi-
tions and attributes reported as attracting stigma. In a 
sample of 1,025 adults in the USA, most participants 
(> 95%) indicated that they lived with at least one attrib-
ute that could potentially give rise to stigma, and 90% 
reported more than one, with an average of six. Indeed, 
the authors argue that “stigma affects a substantial seg-
ment of the U.S. population at any given time, with most 
individuals being stigmatised at some point in their lives” 
(p451). There exists much potential for people to expe-
rience stigma, given the range of attributes, conditions, 
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practices and identities to which it can attach and the 
range of contexts and settings in which can heighten the 
experience of stigma. As a result, we cannot know which 
(or which combination of ) statuses will be foremost in an 
individual’s minds when they seek or provide health care 
or the conditions of health care settings that can enable 
or reduce the possible manifestations of stigma.

Main text: universal precautions approach to stigma
In pushing forward science and policy to effectively 
reduce stigma and ameliorate conditions that allow for 
the manifestation of discriminatory practices, we look 
to the growing literature on the impact of quality of care. 
The Lancet Global Health Commission on High Qual-
ity Health Systems highlighted the excessive costs, mor-
bidity and mortality associated with poor-quality care 
around the world [19]. The Commission also empha-
sised the inequitable distribution of poorer quality care 
and association with stigma: “Quality of care is worst for 
vulnerable groups, including the poor, the less educated, 
adolescents, those with stigmatised conditions, and those 
at the edges of health systems, such as people in prisons” 
(p e1196). While it is not only stigma that can detract 
from quality care and produce inequitable health out-
comes, previous authors have called for “strategically col-
luding with and leveraging” (p 864) accepted principles of 
quality improvement [20] to generate buy-in from health 
system administrators for stigma reduction efforts.

Likewise, we are arguing for a strategic collusion 
between the equity pillar of health care quality, stigma 
reduction and another precept of health care: univer-
sal precautions. Universal precautions have origins in 
infectious disease, specifically HIV [21]. These precau-
tions cover a range of practices designed to be consist-
ently applied as everyday procedures in all encounters 
with patients regardless of HIV status to prevent expo-
sure to blood and body fluids. The ability to enact uni-
versal precautions at the point of delivery of care is 
predicated on an enabling environment that provides 
supportive policies, time and training for health work-
ers to enact universal precautions, and for these practices 
to become integrated into the everyday, not exception-
ally applied. The use of universal precautions has also 
been used as a stigma reduction intervention for HIV 
[22]: that is, if you treat every situation the same in terms 
of the potential for infection, then the particularities of 
an individual are decentred as a source of risk or conta-
gion concern, and hence the conditions and assumptions 
that give rise to stigma might also be shifted. The appro-
priation of the universal precautions principle has been 
done in other areas, such as efforts to promote health 
literacy [23]: “Health care providers taking universal 
precautions assume that all patients may have difficulty 

comprehending health information and accessing health 
services” [24] (page e217).

In this commentary, we are arguing for a different 
appropriation of the well-understood notion of univer-
sal precautions. We suggest that a universal precautions 
approach can be used for stigma reduction not towards 
any one attribute, condition, practice or identity, but 
towards a much larger enemy of effective health care: 
stigma, of all types and origins. A universal precautions 
approach to stigma (and quality of care) assumes that all 
patients are fearful of exclusion or poor treatment on the 
basis of one or more attributes, conditions, practices or 
identities, that multiple settings and situations might give 
rise to stigma and discrimination (whether intended or 
not), and that this fundamentally undermines provision 
of effective health care.

This approach recognises the strains on a health sys-
tem being asked to do innumerable things. While we are 
focused on the corrosive effects of HIV stigma on qual-
ity of care, other groups will be advocating for action 
to reduce the harms associated with a broad range of 
other stigmatised attributes, conditions, practices and 
identities to increase access to and quality of health 
services. Expecting the health system, or other institu-
tions of social responsibility, to respond with equal and 
unique attention to each of our very important agendas 
is impractical and unrealistic. Further, it is impractical to 
ask front-line service providers or those drafting policies 
and procedures to disentangle the likely complex web of 
experiences and concerns that individuals and services 
will need to address. Because stigma threatens to under-
mine the effectiveness of every step of the care path-
way for every condition that the health system seeks to 
address, we need a unifying logic and approach to prac-
tice that can propel concerns about stigma to the front of 
the queue for action by health systems.

The call for stigma reduction interventions that tackle 
multiple and intersecting dimensions of stigma at once 
is not new [11, 25]. Although there is little specific guid-
ance on how to do this, some principles from the existing 
literature can be applied. Developing a universal precau-
tions approach to stigma reduction needs to position 
the expertise and knowledge of people with lived expe-
rience in the centre of these efforts, as has been defined 
as best practice [11]. A universal precautions approach 
can activate all levels of the social–ecological model as 
a cross-health system response, especially interrogation 
of organisational policies and procedures that actively or 
by default exclude or alienate specific people or groups. 
Further than this, and because of the multi-level produc-
tion of stigma, we need a way to frame this not just as 
a problem or responsibility of health worker attitude or 
behaviour. The ways in which stigma is (re)produced and 
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made possible in a range of practices, and the stigmatis-
ing potential of policies, time, place, materials, institu-
tions, media and law [26] should be considered within 
this framework.

The specific aspects of a universal precautions approach 
to stigma reduction require development work. We sug-
gest that some principles to pursue in this approach 
would include generating system-wide understanding 
(from funders to front-line workers) of the pervasive 
experience of stigma in people’s lives and the impact of 
stigma on the social and economic project of health care. 
This approach could focus on undoing assumptions that 
some attributes, conditions, practices and identities are 
inherently stigma-attracting. Instead, this approach could 
emphasise the choices made in current policy, procedure 
and practice to differentiate these attributes, conditions, 
practices and identities and ascribe negative meaning and 
response to them [27]. What could be most challenging 
is balancing a universal approach with the need for spe-
cificities regarding some attributes, conditions, practices 
and identities [11]. For example, where there is crimi-
nalisation of some aspects related to the HIV response 
(homosexuality in some countries; drug use in just about 
all countries; transmission of HIV in some contexts), this 
will require specific attention over and above general 
work in promoting a non-stigmatising health care sys-
tem, as well as understanding and responding to impor-
tant specifics (or categories of specificity) of stigma 
associated with other health conditions.

Building a stigma universal precautions framework 
provides us the opportunity to embed the principle 
that responsibility for implementation, evaluation and 
accountability of stigma reduction efforts is shared, and 
relates to practices in the every day. The stigma reduc-
tion literature emphasises the over-reliance on inter-
ventions that are focused on interpersonal or individual 
levels using educational or contact interventions, with 
few interventions that tackle organisational or structural 
levels [28]. Techniques such as quality improvement 
approaches [29] and developing measures of structural 
stigma [30] provide guidance for how to build a stigma 
universal precautions framework that spans the levels 
of the ecological model in design, implementation and 
evaluation. We will be taking up this challenge in an 
upcoming project in the Australian health system, where 
we will have opportunity to develop this framework and 
then build and test strategies to put this framework into 
practice.

Conclusions
The costs of stigma on the effectiveness of health systems 
are too great to ignore. But stigma is pervasive in the 
human experience and attached to numerous experiences 

of life. Health systems cannot tackle separate stigma 
reduction programmes for the myriad identities, condi-
tions, attributes and practices, or even a tenth of these: 
how would we choose which (or which combinations) are 
more or less worthy? A universal precautions approach to 
stigma reduction is aligned with and can leverage health 
system precepts of equity, access and quality. To opera-
tionalise this, we need programs for stigma reduction 
which are built into everyday practices and which edu-
cate all on the corrosive effects of stigma on the overall 
goals of health systems; how not addressing stigma dam-
ages the lives of the majority of the population, makes 
everyone’s job harder, and costs our society. We need 
high-quality science that tackles multiple and intersect-
ing forms of stigma while being attentive to specificities 
that make a difference. We need to develop systems of 
accountability that map onto all levels of the ecological 
model. And, finally, we need to ensure that people with 
lived experience are centrally involved in each step of this 
work.
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