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Editorial

Pulling health promotion and chronic disease prevention 
from the margins of the global public health agenda—again
Robert Geneau, PhD, Editor-in-Chief, HPCDP Journal
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One year into the coronavirus pandemic, 
and with the rollout of vaccines under-
way, hope of a gradual return to “normal” 
life grows by the day. However, what nor-
mal will really look like is uncertain, as 
evidenced by the steady stream of publi-
cations speculating about our post-COVID 
lives, from the future of office work to 
forthcoming changes to the way we 
design and build our cities, deliver health 
care services, and deal with climate 
change and economic inequalities. “Building 
back better” is a common refrain among 
governments and international agencies.1,2

There is optimism that the “building back 
better” mantra will also apply to public 
health systems, in part through stronger 
global science diplomacy and, hopefully, 
new and sustained investments in disease 
prevention post-COVID. There are calls to 
reclaim “comprehensive public health” 
principles,3 and proposals to further apply 
and implement a One Health approach4 
and use more integrative thinking by con-
sidering how the current pandemic is 
interlinked with other health conditions 
and broader determinants of health.5  

On that ground, arguments have been 
proposed that COVID-19 should be 
approached as a syndemic6,* rather than 
as a pandemic, recognizing that “condi-
tions are clustering within social groups 
according to patterns of inequality deeply 
embedded in our societies” and that in 
the case of COVID-19, “attacking [chronic 
diseases] will be a prerequisite for suc-
cessful containment.”7,p.874 The most recent 
report of Canada’s Chief Public Health 

Officer presented well the case for a stron-
ger health equity approach in tackling 
COVID-19, and noted that “the COVID-19 
pandemic has jolted our collective con-
sciousness into recognizing that equity is 
vital for ensuring health security.”8,p.2

But there is an air of déjà vu. These calls 
for renewing our approach to noncommu-
nicable diseases (NCDs) and implement-
ing a more integrated global health agenda 
have intensified since the first United 
Nations High-level Meeting on NCDs in 
2011, but progress is slow. In 2018, Time 
to deliver: report of the WHO Independent 
High-level Commission on Noncommunicable 
Diseases concluded that, globally, we are 
not on track to reduce, by one-third, pre-
mature mortality from NCDs by 2030 
(Sustainable Development Goal 3, target 
3.4).9 The Commissioners noted that “there 
is still a sense of business-as-usual rather 
than the urgency that is required”9,p.4 and 
that, consequently, national and interna-
tional investments have been insufficient. 

If COVID-19 is to bring a new lens or 
sense of urgency to tackling chronic dis-
eases and the broader determinants of 
health, what principles or strategies might 
guide our next steps? A starting point 
could include the following.

• We must reframe the conversation 
around chronic diseases and their 
underlying causes, and do away with 
the artificial divide between chronic 
and infectious diseases. This is clearly 
a long journey. The fact that the United 
Nations Sustainable Development Goals 

are deeply interconnected is already 
well recognized, at least among scien-
tists. Increased investments in infectious 
diseases prevention and control—and 
these investments are necessary—
should not end up causing a decrease 
in funding for addressing other condi-
tions and the broader determinants of 
health. A zero-sum game approach 
would be shortsighted. Promoting and 
using the term “syndemic” to describe 
COVID-19 may take us a little further. 

• We need better data. This statement 
requires qualification. While we do 
have data showing that chronic dis-
eases are one of the critical factors 
associated with COVID-19 deaths and 
demonstrating the severity of the dis-
ease, the gap in the availability of qual-
ity disaggregated data about vulnerable 
populations (e.g. lack of ethnicity- 
based data) to inform decisions has 
been exposed. In investigating the 
wider impact of COVID-19, including 
the impact of public health measures 
(e.g. on mental health, problematic 
substance use, etc.), the importance of 
longitudinal studies to answer com-
plex research questions has also been 
on full display. Raised awareness 
about current gaps may provide 
momentum to address these shortcom-
ings head on. 

• We can’t let the quest for innovation be 
a distraction from the old, tried-and-
true of public health. While we clearly 
need vaccines to help us get out of the 
current COVID-19 crisis—and we should 
celebrate vaccine innovation in the era 

* The syndemics model of health focusses on the biosocial complex, which consists of interacting, co-present or sequential diseases and the social and environmental 
factors that promote and enhance the negative effects of disease interaction.6
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of COVID-19—we are also being 
reminded that vaccines are a vital tool, 
but not a silver bullet.10 The same 
advice holds true in the field of health 
promotion and chronic disease preven-
tion. A slew of strategies based on 
mobile technology—under the umbrella 
of “innovation”—have been used to 
help people improve health behav-
iours. These strategies are part of a 
toolkit, but they must not detract from 
adopting evidence-based policies for 
chronic disease prevention. A stronger 
focus on individual behaviours and 
responsibility can sometimes detract 
attention away from addressing more 
upstream and structural determinants 
of health.

• We should be solutions-oriented. The 
COVID-19 crisis lends itself to natural 
experiment studies, for example, on 
the effects of nonpharmaceutical inter-
ventions on the incidence of COVID-
19, the wider effects of public health 
measures or the effects of interven-
tions designed to mitigate the negative 
consequences of these measures. Nat-
ural experiments are still an underused 
tool to improve public health evidence. 
The vast majority of the manuscripts 
submitted to the HPCDP Journal aim 
to describe the “problem”—measures 
of disease burden, economic cost of 
disease, etc.—and this is, of course, of 
critical importance. What is still lack-
ing is more rigorous studies about the 
impact of natural policy experiments 
and population-level interventions. 
Public health research efforts in the 
era of COVID-19 may help to solidify 
the field of population health interven-
tion research. 

This is by no means a full and compre-
hensive assessment of how to ensure that 
the field of health promotion and chronic 
disease prevention evolves as part of a 
wider movement to strengthen public 
health systems. The COVID-19 series of 
the HPCDP Journal (with an online-first 
publication model) remains open. This is 
a renewed invitation for colleagues in 
Canada to send us additional manuscripts 
related to COVID-19, from forward- looking 
editorials and commentaries to original 
research papers about the wider impacts 
of public health measures. 
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Highlights

• This study is the first to explore 
adolescent dietary behaviours in 
relation to open and closed cam-
pus policies in Canadian schools.

• 16 of 134 participating Canadian 
secondary schools reported policies 
prohibiting students from leaving 
school property during school hours.

• Closed campus policies may improve 
adolescent diet quality through 
reduced weekday consumption of 
sugar-sweetened cold or hot bever-
ages and lunches purchased from 
fast food or other off-campus res-
taurant outlets. 

• The impact of CCP likely depends 
on the healthfulness of food avail-
able for sale within schools, as stu-
dents at closed campus schools 
may shift to purchasing snacks 
from school vending machines on 
weekdays.

by fewer servings of fruit, vegetables and 
whole grains, while “other” foods (i.e. 
low nutrient, high energy foods) comprise 
a higher proportion of their total daily 
caloric intake.4,5 The primary nutritional 
concerns for adolescents—including inad-
equate calcium and fibre, and excess 
sodium and sugar5,6—place them at 
increased risk of multiple chronic health 
conditions including diabetes, cardiovas-
cular disease, osteoporosis, dental caries, 
fatty liver disease and various types of 
cancer.5 

Abstract

Introduction: The effectiveness of school nutrition regulations may be undermined by 
food environments surrounding schools. Given challenges in regulating external retail, 
some have recommended policies that ensure students are unable to leave school prop-
erty during the day (closed campus policies; CCP). We aimed to examine whether CCP 
are associated with student eating behaviours.

Methods: We used student and school-administrator survey data from the 60 610 Grades  9 
to 12 students and 134 Canadian secondary schools that participated in Year 7 (2018/19) 
of the COMPASS study. Multiple ordinal regression models tested school CCP as a pre-
dictor of weekday dietary behaviours (0–5 days), controlling for student-level (grade, 
sex, spending money, ethnicity) and school-level (urbanicity, province, area median house-
hold income, vending machines) covariates. 

Results: CCP were reported by 16 schools. Students who attended CCP schools reported 
eating lunch purchased from fast food outlets or other restaurants and drinking sugar-
sweetened beverages (SSBs; soft drinks and sports drinks; sweetened coffee or tea 
drinks) on fewer weekdays, but consumed snacks from school vending machines on 
more weekdays, relative to students at open campus schools. No significant differences 
were observed in student reports of eating home-packed or school cafeteria lunches or 
snacks purchased off-campus.

Conclusion: CCP may help improve adolescent diets by reducing SSB and lunchtime 
fast food consumption on weekdays; however, students already purchasing food may 
shift from off-campus to within-school options, highlighting the importance of ensuring 
healthy school food environments and encouraging students to bring home-prepared 
lunches. Future studies using experimental longitudinal designs are needed to deter-
mine the effect of CCP on various health behaviours and outcomes. 

Keywords: school, nutrition policies, open campus policies, adolescents, students, closed 
campus policies, diet

Introduction

Adolescents represent a key target for pop-
ulation nutrition initiatives. Lifelong health 
habits become more established over ado-
lescence, a period of increasing autonomy. 
Relatedly, declines in diet quality occur 

with age and transitions to secondary 
school.1 Few Canadian adolescents meet 
nutritional guidelines.2,3 Based on national 
dietary intake surveys, adolescents aged 
14 to 17 years report the poorest nutri-
tional profiles across all age groups.2,3 
Adolescent diets are commonly characterized 
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If a socioecological model is applied, fac-
tors at multiple levels interact to shape 
adolescent dietary behaviours, from proxi-
mal (e.g. food preferences, family meals, 
parental role models) to more distal influ-
ences (e.g. social norms, family socioeco-
nomic level).7,8 Determined across levels, 
the availability and accessibility of food 
are among the strongest correlates of food 
choices among adolescents.9-11 Accordingly, 
environmental measures (i.e. policies and 
regulations) appear most effective for pro-
moting population-level change in dietary 
patterns.12 School nutrition policies prima-
rily focus on restricting minimally nutri-
tious items and increasing the availability 
of healthy options for sale in the school 
environment. Schools are widely recog-
nized as a key context for equitable deliv-
ery of interventions, since they are the 
location where most children and adoles-
cents spend the majority of their waking 
weekday hours and consume at least one 
meal per day. In Canada, school nutri-
tional policies are the responsibility of 
provincial/territorial governments.4 All 10 
Canadian provinces have issued school 
nutrition policies, but wide variation exists 
across them (e.g. whether they are volun-
tary or mandatory in nature).13 

School nutrition policies are limited to food 
sold within schools, yet most Canadian 
secondary schools have an open campus 
policy, according to which some or all stu-
dents are permitted to leave the campus 
during lunchtime. Schools are often within 
walking distance of food retailers,14 pri-
marily selling the foods that policies 
intend to restrict (i.e. low in nutrients, 
and high in sugar, fat, salt and calories). 
There tends to be a greater density of fast 
food restaurants and convenience stores 
compared to healthier retail food estab-
lishments around schools.15,16 Easy access 
to fast food restaurants in school areas has 
been linked with poor dietary intake 
among adolescents,17 including increased 
intake of sugar sweetened beverages 
(SSB)18 and fast food,19,20 although evi-
dence is mixed.21 Therefore, the effective-
ness of school nutrition regulations may 
be undermined by the surrounding food 
environment.20,22

The off-campus environment is particu-
larly relevant to adolescents, as they are 
less likely to eat lunch at school.20,22 A 
recent study found over one-third of 
Ontario secondary school students ate 
meals prepared by fast food restaurants at 
least once per week.22 Similarly, in an 

online survey of youth from seven 
Canadian provinces, 27.4% reported buy-
ing lunch out three or more days a week 
and another 56.7% on one or two days, 
while 36.5% bought lunch at school at 
least once a week.23 Only 15.9% of stu-
dents did not buy lunch from a fast food 
restaurant, convenience store or other off-
campus option at all in the previous 
school week.23

Home-prepared lunches are generally the 
most nutritious option, relative to meals 
purchased from fast food restaurants 
and convenience store outlets.22,23 Among 
Canadian secondary school students, those 
who bring a home-packed lunch report 
better total diet quality, and consume 
fewer SSBs24 and more fruit and vegeta-
bles25 and whole grain servings, compared 
to their peers who purchase lunch from 
school or off campus.23,26 For purchased 
lunches, most studies support school caf-
eteria food as the healthier alternative to 
food purchased at fast food or other res-
taurant or retail options.22,23,27 Students who 
eat lunch or snacks purchased at fast food 
outlets or restaurants report higher con-
sumption of SSBs24,25,27 and fried foods and 
greater sodium, sugar and total caloric 
intakes, than their peers who eat home-
packed or school cafeteria lunches.22,23,27 
However, some evidence suggests school-
obtained lunches are generally equivalent 
to food purchased off of school property.23,26

Concerns about the external food environ-
ment have led to new calls for nutrition 
regulations to be extended to retail set-
tings in the communities surrounding 
schools.20,22 Given the barriers to imple-
menting healthy eating zones around 
schools, CCP that restrict students from 
leaving school property during the day 
have been proposed. While such a policy 
does not prevent students from purchas-
ing food at nearby food retailers before or 
after school, adolescents consume approx-
imately one-third of their total energy 
intake during school hours,26-28 providing 
considerable potential to improve student 
nutrition.

To our knowledge, only one study has 
examined CCP in association with food 
purchasing and consumption patterns. In 
a randomly selected sample of 1088 stu-
dents from 20 suburban high schools in 
Minnesota, students at schools with CCP 
during lunchtime were found to be less 
likely to eat lunch at a fast food restaurant 

and consume food purchased at conve-
nience stores than students at schools 
with open campus policies.29 Otherwise, 
the limited number of studies comparing 
open and closed campus policies have 
focussed on factors unrelated to diet, 
including using conditional incentives for 
academic performance30 and motor vehi-
cle accident prevention.31 

Given significant cross-national differ-
ences in school and surrounding food 
environments, further evaluation in the 
Canadian context is necessary. This study 
explored student lunch, snack and bever-
age purchase and consumption patterns 
on weekdays among a large cohort of 
Canadian adolescents based on whether 
they attended secondary schools with 
open or closed campus policies. We 
hypothesized that students attending CCP 
schools would report lower consumption 
of SSBs and food purchased from off-cam-
pus retail outlets, as well as higher pur-
chasing of food from school cafeterias and 
vending machines (VMs), or, ideally, 
bringing home-packed lunches more often.

Methods

Design 

This study used cross-sectional student- 
and school-level data from Year 7 (2018/19 
school year) of the Cannabis, Obesity, 
Mental health, Physical activity, Alcohol, 
Smoking, Sedentary behaviour (COMPASS) 
study. COMPASS collects hierarchical pro-
spective health data once annually from 
students in Grades 9 to 12 and the 
Canadian secondary schools they attend.32 
School boards were purposefully selected 
based on whether they permitted active-
information passive-consent parental per-
mission protocols,32 which reduce school 
burden and collect more robust adolescent 
data.33 All Grades 9 to 12 students attend-
ing participating schools were eligible and 
could decline at any time. Student-level 
data were collected using a paper-based 
survey completed during one classroom 
period by whole school samples. School-
level data were collected via an online 
survey (COMPASS School Program and 
Policy Scan [SPP]) at the same time as 
student data collections. The SPP was 
designed to assess the presence or absence 
of policies, practices and resources rele-
vant to student health behaviours in the 
school environment.32 The school admin-
istrators most knowledgeable about the 
school program and policy environment 
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were emailed a link to the survey, and 
encouraged to consult with other staff 
members and have a small group com-
plete the SPP to support accuracy of 
reports. COMPASS staff followed up by 
phone or email if any data were missing 
or unclear.

COMPASS received ethics approval from 
the University of Waterloo, Brock University 
and participating school boards. Addi tional 
details regarding COMPASS recruitment 
methods34 and study methods can be 
found online (www.compass.uwaterloo.ca) 
or in print.32 

Weekday dietary behaviours

Students were asked, “In a usual school 
week (Monday to Friday), on how many 
days do you do the following? (i) Eat 
lunch purchased at a fast food place or 
restaurant; (ii) Eat lunch at school—lunch 
packed and brought home; (iii) Eat lunch 
at school—lunch purchased in the cafete-
ria; (iv) Eat snacks purchased from a VM, 
corner store, snack bar, or canteen off 
school property; (v) Eat snacks purchased 
from a VM in your school; (vi) Drink 
sugar-sweetened beverages (soda pop, 
Kool-Aid, Gatorade, etc.) (do not include 
diet/sugar-free drinks); and (vii) Drink 
coffee or tea with sugar (include cappuc-
cino, Frappuccino, iced-tea, iced-coffees, 
etc.).” Response options “None” to “5 days” 
were coded 0 to 5 as an ordinal outcome.

School-level measures 

To classify schools as either open or 
closed campuses, the SPP included the 
following item: “Does your school have a 
CCP whereby students are generally not 
allowed to leave school property during 
breaks in the day (except for school-related 
activities/events, or personal appoint-
ments)?” Schools responding “yes” were 
classified as having CCP. Schools respond-
ing “no” were assumed to have an open 
campus.

Covariates

Student-level covariates included sex (male, 
female, no response), grade (9, 10, 11, 12, 
no response), ethnicity (White, Black, 
Asian, Latinx, other/mixed/missing) and 
money available weekly for spending or 
saving from allowance or part-time employ-
ment (zero; $1–$20; $21–$100; $100+; I do 
not know). 

School-level covariates included province 
(Alberta, British Columbia, Ontario, Quebec), 
urbanicity and school-area median house-
hold income. School postal codes were 
cross-referenced with data from Statistics 
Canada to determine median average 
household income (≤ CAD 50 000; 50 001–
75 000; 75 001–100 000; >  100 000) and 
urbanicity of the school location. Schools 
were classified as located in rural (with a 
population < 1000 or a density < 400 peo-
ple per square kilometre), small urban 
(with a population from 1000–29 999), 
medium urban (30 000–99 999) or large 
urban (100 000+) areas. Given that the 
number of fast food retailers differs 
according to population size and density, 
with more retailers with increasing levels 
of urbanicity,19,35,36 urbanicity was included 
as a proxy of the food retail environment 
surrounding schools. Models for SSB 
intake (including soft drinks and sports 
drinks, and sugar-sweetened coffee and 
tea drinks) and snack purchasing out-
comes also controlled for the number of 
snack and beverage VMs available to stu-
dents and located within schools, which 
were assessed by trained research staff 
during school data collections. 

Statistical analysis

All analyses were implemented in SAS 
version 9.4 (SAS Institute Inc., Cary, NC, 
USA). Descriptive statistics were calcu-
lated for students attending schools with 
and without CCP by using procedures 
PROC FREQ and PROC TTEST. Regression 
models were used to test whether attend-
ing schools with CCP predicted student 
weekday eating behaviours, controlling 
for student-level (i.e. sex, grade, ethnicity, 
weekly spending money) and school-level 
(i.e. urbanicity, median household income, 
province) covariates. 

Outcomes were treated as ordinal, since 
the provided response options were natu-
rally ordered, and smaller Akaike Infor-
mation Criterion (AIC) values indicated 
that multiple ordinal regression models 
were more appropriate than multiple lin-
ear regression models. Also, using PROC 
GLM to analyze data as continuous, the 
residual plots failed to meet the normality 
assumption. To test the proportional odds 
assumption, we assumed different slopes 
by specifying the UNEQUALSLOPES option 
and tested whether those slopes were the 
same in PROC LOGISTIC. The results for 
five of eight models indicated that this 
assumption was upheld, but it was violated 

for the lunch brought from home, school 
cafeteria lunch and snacks from school 
vending machine outcomes. However, 
the estimates under EQUALSLOPES and 
UNEQUALSLOPES were found to be com-
parable for these three outcomes. Ordinal 
models were chosen for ease of interpreta-
tion, using the same model for the eight 
separate outcomes. 

Intraclass correlation coefficients (ICCs) 
were estimated by treating the outcomes 
as continuous to indicate the variance 
explained by school clustering. The school-
level ICCs were as follows: 0.105 for lunch 
brought from home, 0.136 for school cafe-
teria lunch, 0.102 for fast food/restaurant 
lunch, 0.061 for school VM snack, 0.028 
for snacks purchased off of school prop-
erty, 0.018 for sugar-sweetened soft drinks 
and sports drinks and 0.049 for coffee or 
tea with sugar. PROC GENMOD was used 
for regression analyses, with school ID 
identified as the clustering variable and 
specifying independent working correla-
tion structure to account for within-school 
correlations. 

Adjusted results are reported for all mod-
els. No interactions by grade and urbanic-
ity were found when tested (results not 
shown).

Results

Sample

Sample descriptives are presented in Table 1. 
A total of 74 501 students at 134 second-
ary schools (15 British Columbia [BC], 
8 Alberta, 61 Ontario, 52 Quebec) partici-
pated in Year 7 (2018/19) of the COMPASS 
study (84.2% response rate). Quebec stu-
dents in Secondary I/II (equivalent to 
Grades 7/8) were removed (n = 13 891), 
leaving 60 610 students. Quebec students 
in Secondary III, IV and V were classified 
as Grades 9, 10 and 11, respectively. 
Students with missing outcome data were 
removed from the relevant model, thus 
the number of missing students removed 
from models varied by the outcome (3049 
were missing data on home-packed lunches; 
2646 for cafeteria lunches; 2479 for fast 
food or other restaurant lunches; 2319 for 
school VM snacks; 2483 for snacks pur-
chased off of school property; 2504 for 
sugar-sweetened soft drinks and sports 
drinks; 2462 for sugar-sweetened coffee or 
tea). Students with missing covariates 
(n = 1175) were retained in the analysis 

www.compass.uwaterloo.ca
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TABLE 1 
Descriptive statistics for students in 134 Canadian secondary schools with open and closed 

campus policies, 2018/19 

Sociodemographic variables

Campus policies

Open Closed p-value

% (N) % (N)

Sex

Female 49.1 (26 495) 49.1 (3241) 0.6952

Male 49.6 (26 804) 49.8 (3287)

No response 1.3 (705) 1.2 (78)

Grade

9 28.4 (15 323) 29.8 (1971) 0.002

10 28.5 (15 369) 27.7 (1832)

11 26.2 (14 149) 27.1 (1791)

12 15.6 (8427) 14.1 (930)

No response 1.4 (736) 1.2 (82)

Ethnicity

White 65.1 (35 154) 64.2 (4242) < 0.0001

Black 3.9 (2120) 5.8 (384)

Asian 12.2 (6615) 10.0 (662)

Latinx 2.8 (1535) 2.7 (177)

Other/mixed/missing 15.9 (8580) 17.3 (1141)

Weekly money 
available for 
spending/saving

None 15.2 (8104) 16.6 (1082) < 0.0001

$1–$20 22.4 (11 954) 22.4 (1459)

$21–$100 24.5 (13 062) 23.9 (1555)

> $100 22.8 (12 121) 19.2 (1250)

I don’t know 15.1 (8029) 17.9 (1168)

Province

Alberta 3.7 (244) 5.7 (3057) < 0.0001

British Columbia 3.8 (250) 18.8 (10 152)

Ontario  63.6 (4204) 49.0 (26 471)

Quebec   28.9 (1908) 26.5 (14 324)

Urbanicity

Large urban 57.3 (30 920) 42.5 (2806) < 0.0001

Medium urban 12.0 (6502) 16.2 (1071)

Rural 1.1 (603) 17.6 (1164)

Small urban 29.6 (15 979) 23.7 (1565)

School area median 
household income 
(CAD)

$25 000–$50 000 14.0 (7537) 0.0 (2) < 0.0001

$50 001–$75 000 57.6 (31 126) 59.4 (3922)

$75 001–$100 000 23.9 (12 890) 14.7 (973)

> $100 000 4.5 (2451) 25.9 (1709)

Number of school 
snack vending 
machines

0 25.4 (13 719) 19.2 (1268) < 0.0001

1 35.5 (19 165) 48.5 (3201)

2 32.6 (17 588) 20.5 (1357)

3 6.5 (3532) 0 (0) 

4 0 (0) 11.8 (780)

Number of school 
beverage vending 
machines

0 9.9 (5336) 6.2 (409) < 0.0001

1 23.5 (12 713) 38.1 (2520)

2 30.5 (16 464) 17.9 (1181)

3 18.4 (9940) 9.8 (645)

4 10.9 (5905) 0 (0) 

5 4.5 (2429) 28.0 (1851)

6 2.3 (1217) 0 (0) 

Note: Data are from Year 7 (2018/19) of the COMPASS Study.32

and their missing responses were coded as 
missing/nonresponse.

CCP were reported by 16 secondary 
schools, including 8 in Ontario (2 private, 
6 public), a private school in BC, a public 
school in Alberta and six Quebec schools 
(3 private, 3 public). The 16 secondary 
schools were located in rural (n = 3) and 
small (n = 4), medium (n = 3) and large 
(n = 6) urban areas.

Ordinal regression models

Figure 1 shows student-reported dietary 
measures by presence or absence of CCP. 
Tables 2 to 4 show adjusted regression 
model results with student- and school-
level covariates. 

Differences by student- and school-level 
covariates 
Students in Grades 11 and 12 were more 
likely to purchase lunch from external 
sources, and less likely to eat home-
packed or cafeteria lunches and to pur-
chase snacks from retailers off of school 
property, on more weekdays than Grade 9 
students. Students in Grade 10 were less 
likely to eat cafeteria lunches than Grade 9 
students. In terms of SSB, students in 
Grades 10 to 12 were more likely to con-
sume sweetened tea or coffee drinks, but 
less likely to consume soft drinks or sports 
drinks, on more weekdays than Grade 9 
students. 

Students identifying as Black, Latinx or 
other/mixed ethnicity were less likely 
than White students to eat a home-packed 
lunch and more likely to eat lunch from 
fast food restaurants and snacks from 
school VMs. Students of Black or other/
mixed ethnicity were also more likely to 
consume SSB and snacks from off-campus 
retail locations on more weekdays than 
White students. 

Males were less likely to bring a home-
packed lunch and more likely to consume 
fast food lunches, school VM snacks and 
soft drinks or sports drinks, while females 
consumed sweetened coffee or tea drinks 
on more weekdays. 

Students with any amount of spending 
money were less likely to bring a home-
packed lunch, and more likely to purchase 
lunch and snacks within school or off-
campus and to consume SSBs on more 
weekdays than their peers without spend-
ing money. 
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FIGURE 1 
Percentage of students reporting frequency (0-5 weekdays) of selected eating behaviours at open and closed campus schools, 2018/19

Note: Data are from Year 7 (2018/19) of the COMPASS Study.32
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TABLE 2 
Models examining attending closed campus schools (versus open) and weekday lunch behaviours (0–5 days)  

in students at 134 Canadian secondary schools, 2018/19 

Ate home-packed  
lunch at school

Purchased lunch  
in school cafeteria

Purchased lunch in a fast food  
or other restaurant

Est. 95% CI Est. 95% CI Est. 95% CI

Sex (ref: Female)

Male −0.12*** −0.17, −0.07 −0.01 −0.08, 0.07 0.40*** 0.35, 0.46

No response −0.33** −0.55, −0.11 −0.02 −0.23, 0.19 0.29 0.04, 0.55

Grade (ref: 9)

10 −0.02 −0.07, 0.03 −0.09** −0.16, −0.02 0.05 −0.03, 0.12

11 −0.07* −0.12, −0.02 −0.14*** −0.22, −0.07 0.11* 0.02, 0.20

12 −0.25*** −0.33, −0.17 −0.42*** −0.54, −0.31 0.35*** 0.23, 0.46

No response −0.22 −0.44, 0.00 −0.06 −0.26, 0.15 0.43*** 0.19, 0.67

Ethnicity (ref: White)

Black −0.63*** −0.75, −0.50 0.65*** 0.51, 0.79 0.82*** 0.68, 0.96

Asian −0.08 −0.22, 0.05 0.55*** 0.39, 0.71 −0.01 −0.18, 0.16

Latinx −0.22*** −0.33, −0.12 0.31*** 0.19, 0.43 0.33*** 0.20, 0.47

Other/mixed/missing −0.34*** −0.40, −0.27 0.25*** 0.14, 0.35 0.32*** 0.24, 0.41

Weekly spending money (CAD) (ref: $0)

$1–$20 −0.31*** −0.37, −0.25 0.63*** 0.55, 0.71 0.79*** 0.71, 0.87

$21–$100 −0.62*** −0.70, −0.53 0.87*** 0.78, 0.96 1.19*** 1.11, 1.28

> $100 −0.71*** −0.80, −0.63 0.80*** 0.69, 0.90 1.39*** 1.32, 1.47

I don’t know −0.16*** −0.22, −0.10 0.45*** 0.36, 0.53 0.64*** 0.56, 0.72

School-area median household income (CAD) (ref: $25 000–$50 000)

$50 001–$75 000 −0.35** −0.59, −0.10 0.47*** 0.23, 0.72 −0.07 −0.48, 0.33

$75 001–$100 000 −0.15 −0.42, 0.13 0.33* 0.02, 0.64 −0.14 −0.63, 0.36

> $100 000 −0.28 −0.58, 0.02 0.25 −0.19, 0.69 −0.22 −0.76, 0.32

Province (ref: Ontario)

Alberta −0.05 −0.29, 0.18 −0.02 −0.40, 0.37 0.24 −0.10, 0.58

British Columbia 0.34*** 0.14, 0.54 −0.25 −0.52, 0.01 −0.37** −0.64, −0.10

Quebec 0.62*** 0.39, 0.85 −0.16 −0.43, 0.11 −0.95*** −1.27, −0.64

Urbanicity (ref: Large urban)

Medium urban −0.03 −0.28, 0.21 −0.08 −0.46, 0.31 0.20 −0.13, 0.52

Rural −0.01 −0.42, 0.39 0.04 −0.66, 0.75 −0.16 −0.94, 0.63

Small urban −0.35** −0.56, −0.13 0.36** 0.11, 0.61 0.27 0.00, 0.55

Closed campus policy (ref: No)

Yes −0.23 −0.62, 0.16 0.46 −0.04, 0.97 −0.45** −0.75, −0.14

Abbreviations: CAD, Canadian dollars; CI, confidence interval; Est., estimate. 

Note: All models adjusted for school clustering. Adjusted results are reported. Data are from Year 7 (2018/19) of the COMPASS Study.32

*p < 0.05

**p < 0.01

***p < 0.001

At the school level, the number of snack 
VMs was positively associated with stu-
dents purchasing snacks from school VMs 
on more days, but not with snacks pur-
chased from off-campus options. Conversely, 
school drink VMs were not associated 
with weekday SSB consumption. 

Geographically, frequently eating a home-
prepared lunch was more common in BC 
and Quebec schools than in Ontario, 
while purchasing lunch at a fast food out-
let or other restaurant was less frequent. 
Relative to Ontario, at Quebec, BC and 
Alberta schools, students purchased snacks 

from school VMs on more weekdays, and 
students in Alberta and BC schools also 
purchased off-campus snacks more often. 
Students in Alberta schools were more 
likely than Ontario students to report soft 
drink or sports drink consumption, while 
students in BC and Quebec schools were 
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TABLE 3 
Models examining attending closed campus schools (versus open) and weekday snack 

behaviours (0–5 days) in students at 134 Canadian secondary schools, 2018/19

Purchased snacks from school 
vending machines

Purchased snacks from off-campus 
retail

Est. 95% CI Est. 95% CI

Sex (ref: Female)

Male 0.11** 0.04, 0.18 0.38*** 0.31, 0.44

No response 0.29* 0.04, 0.55 0.51*** 0.24, 0.79

Grade (ref: 9)

10 −0.20*** −0.27, −0.12 −0.06 −0.13, 0.00

11 −0.39*** −0.48, −0.30 −0.22*** −0.29, −0.15

12 −0.70*** −0.84, −0.56 −0.38*** −0.48, −0.29

No response 0.28* 0.03, 0.53 0.27** 0.07, 0.48

Ethnicity (ref: White)

Black 0.63*** 0.51, 0.75 0.64*** 0.53, 0.75

Asian 0.06 −0.12, 0.25 0.03 −0.10, 0.16

Latinx 0.27*** 0.13, 0.40 0.12* 0.00, 0.25

Other/mixed/missing 0.22*** 0.11, 0.33 0.24*** 0.16, 0.32

Weekly spending money (CAD) (ref: $0)

$1–$20 0.61*** 0.52, 0.69 0.65*** 0.58, 0.73

$21–$100 0.75*** 0.66, 0.84 0.80*** 0.72, 0.88

> $100 0.70*** 0.61, 0.78 0.87*** 0.87, 0.79

I don’t know 0.43*** 0.34, 0.52 0.47*** 0.39, 0.55

School-area median household income (CAD) (ref: $25 000–$50 000)

$50 001–$75 000 0.32* 0.02, 0.61 −0.06 −0.30, 0.17

$75 001–$100 000 0.34 −0.07, 0.75 −0.29 −0.61, 0.03

> $100 000 0.17 −0.30, 0.63 −0.39 −0.77, 0.00

Province (ref: Ontario)

Alberta 0.97*** 0.53, 1.41 0.62*** 0.35, 0.89

British Columbia 0.64** 0.21, 1.06 0.42** 0.16, 0.67

Quebec 0.50*** 0.25, 0.74 0.08 −0.13, 0.29

Urbanicity (ref: Large urban)

Medium urban −0.08 −0.43, 0.26 −0.05 −0.29, 0.20

Rural 0.10 −0.39, 0.59 0.00 −0.76, 0.75

Small urban 0.19 −0.04, 0.43 0.00 −0.20, 0.21

Number of school VMs

Snack VMs (0–4) 0.34*** 0.20, 0.48 0.01 −0.10, 0.12

Beverage VMs (0–6) 0.03 −0.08, 0.13 −0.02 −0.08, 0.04

Closed campus policy (ref: No)

Yes 0.42** 0.11, 0.74 0.00 −0.37, 0.37

Abbreviations: CAD, Canadian dollars; CI, confidence interval; Est., estimate; VMs, vending machines.
Notes: All models adjusted for school clustering. Adjusted results are reported. Data are from Year 7 (2018/19) of the COMPASS 
Study.32

*p < 0.05
**p < 0.01
***p < 0.001

less likely. Similarly, consumption of sugar-
sweetened coffee or tea was more often 
reported by Alberta students and less 
often by Quebec students, relative to stu-
dents in Ontario schools. No provincial 
differences resulted in the likelihood of 
students eating a cafeteria- prepared lunch. 

Students in small urban areas were less 
likely to bring a home-packed lunch and 
more likely to consume cafeteria- purchased 
lunches and soft drinks or sports drinks 
on more weekdays than those attending 
schools in larger urban areas. Urbanicity 
had no impact on snack purchases, fast 
food or other restaurant lunches or sweet-
ened coffee or tea drinks. 

Finally, students attending schools in 
areas with median household incomes of 
$50 001 to $75 000 were less likely to bring 
home-packed lunches and more likely to 
buy cafeteria lunches on more weekdays 
than those attending schools in lower-
income areas. 

Closed versus open campus policies 
There was no difference in the number of 
weekdays on which students would be 
likely to eat home-packed lunches (esti-
mate [est.] −0.23, 95% CI: −0.62 to 
0.16) or snacks purchased off of school 
property (est. 0.00, 95% CI: −0.37 to 
0.37), based on whether they attended a 
school with open or closed campus poli-
cies. Attending a CCP school was associ-
ated with a higher likelihood of eating 
snacks purchased from school VMs on 
more days (est. 0.42, 95% CI: 0.11 to 
0.74), and a lower likelihood of eating 
lunch purchased from a fast food place or 
other restaurant off of school property 
(est. −0.45, 95% CI: −0.75 to −0.14). 
Finally, students attending CCP schools 
were less likely to consume SSBs, includ-
ing soft drinks and sports drinks (est. 
−0.18, 95% CI: −0.29 to −0.07) and cof-
fee or tea drinks with sugar (est. −0.17, 
95% CI: −0.28 to −0.07]) on more week-
days than their peers at open campus 
schools.

Discussion

Only 16 of the 134 Ontario, Alberta, 
Quebec and BC participating secondary 
schools reported CCP, under which stu-
dents were not allowed to leave school 
property during breaks in the day. 
Consistent with our hypotheses, students 
at CCP schools were more likely to eat 
snacks from school VMs, and less likely to 
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TABLE 4 
Models examining attending closed campus schools (versus open) and weekday  
sugar-sweetened beverage consumption (0–5 days) in students at 134 Canadian  

secondary schools, 2018/19

Sugar-sweetened soft drinks or 
sports drinks

Sugar-sweetened  
coffee/tea drinks

Est. 95% CI Est. 95% CI

Sex (ref: Female)

Male 0.60*** 0.56, 0.64 −0.63*** −0.67, −0.58

No response 0.60*** 0.39, 0.81 −0.36** −0.60, −0.13

Grade (ref: 9)

10 −0.12*** −0.16, −0.08 0.09*** 0.04, 0.14

11 −0.22*** −0.27, −0.17 0.19*** 0.14, 0.25

12 −0.33*** −0.38, −0.27 0.32*** 0.25, 0.39

No response 0.00 −0.19, 0.19 0.46*** 0.25, 0.67

Ethnicity (ref: White)

Black 0.58*** 0.47, 0.68 0.06 −0.05, 0.18

Asian −0.07 −0.16, 0.01 −0.05 −0.14, 0.03

Latinx 0.06 −0.04, 0.17 0.12 −0.01, 0.25

Other/mixed/missing 0.16*** 0.10, 0.23 0.25*** 0.19, 0.31

Weekly spending (CAD) money (ref: $0)

$1–$20 0.36*** 0.31, 0.41 0.35*** 0.29, 0.41

$21–$100 0.48*** 0.42, 0.54 0.59*** 0.53, 0.66

> $100 0.52*** 0.46, 0.59 0.74*** 0.67, 0.80

I don’t know 0.31*** 0.25, 0.37 0.31*** 0.24, 0.37

School-area median household income (CAD) (ref: $25 000–$50 000)

$50 001–$75 000 0.08* 0.00, 0.16 0.05 −0.08, 0.17

$75 001–$100 000 0.03 −0.06, 0.12 0.00 −0.14, 0.13

> $100 000 0.05 −0.11, 0.20 −0.01 −0.19, 0.16

Province (ref: Ontario)

Alberta 0.23* 0.03, 0.43 0.24** 0.09, 0.39

British Columbia −0.27*** −0.37, −0.16 −0.05 −0.18, 0.08

Quebec −0.24*** −0.32, −0.16 −0.90*** −1.00, −0.80

Urbanicity (ref: Large urban)

Medium urban 0.11* 0.01, 0.21 0.06 −0.06, 0.18

Rural 0.18 −0.02, 0.37 −0.14 −0.35, 0.08

Small urban 0.17*** 0.09, 0.26 0.08 0.00, 0.17

Number of school VMs

Beverage VMs (0–6) −0.02 −0.04, 0.00 −0.01 −0.04, 0.02

Closed campus policy (ref: No)

Yes −0.18*** −0.29, −0.07 −0.17*** −0.28, −0.07

Abbreviations: CAD, Canadian dollars; CI, confidence interval; Est., estimate; VMs, vending machines.
Notes: All models adjusted for school clustering. Adjusted results are reported. Data are from Year 7 (2018/19) of the COMPASS 
Study.32

*p < 0.05
**p < 0.01
***p < 0.001

drink SSBs (soft drinks, sports drinks or 
sweetened coffee/tea drinks) and pur-
chase lunch from fast food or other res-
taurants on weekdays, than their peers 
attending schools with open campuses. 
However, the likelihood of bringing a 
home-packed lunch to school, purchasing 
lunch in the school cafeteria or eating 
snacks from convenience stores or similar 
off-campus retailers did not differ signifi-
cantly based on attendance at open or 
closed campus schools. Therefore, while 
prospective studies are needed to examine 
within-student changes after policy imple-
mentation, cross-sectional results align with 
evidence from the United States29 suggest-
ing CCP may help improve adolescent 
diets by preventing the external food retail 
environment from compromising school 
nutrition policies.

Given the increased likelihood of pur-
chasing snacks from school VMs, but no 
association with the frequency of home-
prepared lunches, CCP may lead only 
those students already purchasing food to 
shift from buying lunch at off-campus 
sources to options available for sale in 
schools. Consequently, the influence of 
the school food environment on student 
diets is likely heightened in CCP schools. 
However, existing research indicates many 
schools are not compliant with nutrition 
policies on the food and beverages for sale 
in cafeterias or VMs.3,37-40 In Canada, with 
school food regulation purely market-
based in school cafeterias and restricted to 
within-school sales, student access to 
external retail is recognized as a key bar-
rier to healthful school nutrition environ-
ments;41 hence, CCP may serve to support 
policy adherence by reducing competitive 
sources that undermine financial viability 
of school cafeterias. Moreover, CCP repre-
sent a cost-effective intervention for schools, 
with potential revenue gains for school 
cafeterias (but also potential losses for 
surrounding businesses).

Results also suggest that spending money 
is the largest determinant of adolescent 
dietary behaviours on school days among 
the variables considered. Students with 
any amount of spending money were less 
likely to bring a home-packed lunch and 
more likely to consume SSBs and pur-
chase lunch or snacks from in-school or 
off-campus sources on more weekdays 
than their peers without spending money. 
Results support the importance of consid-
ering students’ purchasing power, in addi-
tion to household or area-level socioeconomic 
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status, as lower family socioeconomic sta-
tus has typically been associated with 
poorer adolescent diet quality (e.g. greater 
fast food19 and SSB42 intake). Canada 
remains one of the few industrialized 
countries without a national universal 
school food program, which would give 
all students access to healthy food during 
the school day at no cost to them.

Consistent with previous research,29 VM 
availability within schools was positively 
associated with students purchasing snacks 
from school VMs. Conversely, school 
drink VMs were not associated with week-
day SSB consumption, which may be 
expected given the regulation of school 
SSB sales, yet issues with compliance 
appear common.39 Previous studies have 
found greater SSB consumption in associ-
ation with availability in schools.18,43 

As expected, with increased autonomy, 
students in Grades 10 to 12 were more 
likely to purchase lunch from outside 
sources on more days, and less likely to 
eat a home-packed or cafeteria lunch; 
however, contrary to expectation, they 
purchased snacks from convenience stores 
and external retail options less often than 
Grade 9 students. Unlike lunch, it is plau-
sible that weekday snacks may have been 
purchased before or after school. Purchas-
ing behaviours outside of school hours 
may also explain the lack of association 
between CCP and snack purchases from 
off-campus retail. In contrast, Neumark-
Sztainer et al. found students at suburban 
US schools with CCP during lunchtime 
were less likely to eat food purchased at 
convenience stores than students at open 
campus schools.29 Other researchers have 
noted that CCP would not be effective in 
preventing students from purchasing food 
at nearby food retailers before or after 
school.20 While this may be the case, par-
ticularly for snacks, these preliminary 
cross-sectional results suggest an overall 
reduction in SSB consumption and fast 
food or other restaurant lunches during 
the school week; and given that at least 
one-third of students’ total caloric con-
sumption occurs during school hours,27,44,45 
improving their lunchtime meal has con-
siderable potential to advance population 
nutrition. 

Home-prepared lunches are generally 
associated with healthier diets than pur-
chased options from either school cafete-
rias or fast food or other restaurants;25 

however, prohibiting students from leav-
ing campus does not appear to encourage 
more students to bring their lunch from 
home. In a photovoice study, high school 
students who brought a home-packed 
lunch perceived it to be a healthier, afford-
able and convenient option that permitted 
autonomy, while students who went off 
campus to purchase food reported the 
proximity, low cost, space for social inter-
action and perceived higher food quality 
as reasons.46 Youth voice a desire for 
healthier options at schools and to be 
involved in the decision making about 
what foods are offered for sale in schools,46 
which could be a critical consideration for 
policy implementation. Schools consider-
ing CCP should explore how they can 
engage students in the process.

Beyond food, students emphasize the impor-
tance of the places and spaces available to 
eat and socialize safely and comfortably 
during lunch.46 School cafeterias are con-
sidered loud and chaotic,46 with long lines 
to purchase food or use microwaves deter-
ring students from staying at school for 
lunch.47 In response, some researchers have 
suggested changing staggered lunch hours 
and creating more youth-friendly spaces 
outside.47 In fact, one reason for open 
campus polices is to reduce cafeteria con-
gestion during lunch.31 Schools with walk-
able neighbourhoods and food retailers in 
close proximity are more likely to have 
open campuses.48 Another motive is to 
support adolescents’ autonomy and inde-
pendence. In US schools that switched 
from closed to open campus environ-
ments, Grade 11 and 12 students felt more 
control over their environment than their 
peers at closed campuses; however, some 
students also reported disciplinary prob-
lems, poorer grades, less school spirit and 
reductions in their social life both in and 
out of school.49 Future research is needed 
to compare positive and negative effects 
of open and closed campus policies on 
various behavioural, social and mental 
outcomes.

Strengths and limitations

This study is the first to evaluate ado-
lescent dietary behaviours in relation to 
open or closed campus policies in 
Canadian schools. A key strength of this 
study is the data at student- and school-
levels in varied contexts in four Canadian 
provinces. However, several limitations 
require consideration.

First, while the large sample and favour-
able response rate support generalizabil-
ity, COMPASS was not designed to be 
representative. 

Second, missing data for the outcomes 
may have biased the results. Given the 
large sample size, minimal amount of 
missing data, and the non-sensitive nature 
of the eating behaviour questions, how-
ever, we believe that the impact of these 
missing data was minimal. We were also 
able to retain many students in the analy-
sis by including missing covariate data 
(sex, grade, ethnicity) as valid response 
options. 

Third, additional confounders that were 
not controlled for may have contributed to 
the differences found in this study. For 
instance, while area urbanicity, province, 
median household income and the num-
ber of within-school VMs were controlled 
for, the study does not account for differ-
ences in the surrounding food environ-
ment. Urbanicity may not perfectly 
represent the variation in food retail envi-
ronments surrounding schools. 

Fourth, the primary limitations of this 
study are the use of cross-sectional data 
and self-reported dietary measures. Future 
studies should use prospective and quasi-
experimental designs to test whether stu-
dents transition from purchasing food 
off-campus to within the school after a 
closed campus policy is implemented. 
Student-reported behaviours and school 
administrator–reported policies introduce 
possible recall and social desirability 
biases. Also, the dietary measures are lim-
ited to assessing the number of days that 
students engaged in the behaviour indi-
cated, and do not account for frequency 
per day. 

Fifth, the SSB and snack measures assess 
weekday consumption and purchasing, 
but do not indicate when during the day 
the purchase was made (i.e. during school 
hours or before or after school); however, 
knowing overall weekday consumption is 
more important to determine nutritional 
impact.

Conclusion

In Canada, the food environments sur-
rounding schools are key barriers to suc-
cessful implementation of school nutrition 
policies, as these spaces fall outside the 
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jurisdiction of provincial/territorial regu-
lations.14,41 CCP have the potential to pro-
tect adolescents from food environments 
in close proximity to schools and improve 
their diet quality, including reduced week-
day consumption of SSB and lunches from 
fast food or other restaurants, but other-
wise, the impact on diet quality may 
depend on the food available for sale 
within schools. Students already purchas-
ing food may shift from off-campus retail 
choices to within-school options, high-
lighting the importance of ensuring healthy 
school food environments and/or encour-
aging students to bring home- prepared 
lunches. Future studies using experimen-
tal longitudinal designs are needed to 
determine the effect of school CCP on 
student nutrition, various other health 
behaviours and social, mental and aca-
demic outcomes.
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Highlights

• A review of known structural 
deter minants of stigma operating 
across health and social condi-
tions has been missing from exist-
ing literature.

• This study reviewed and synthe-
sized existing literature and iden-
tified 10 domains of structural 
determinants of stigma. 

• The 10 domains identified were: 
legal frameworks, welfare poli-
cies, economic policies, social and 
built environments, media and 
marketing, pedagogical factors, 
health care policies and practices, 
biomedical technology, diagnostic 
frameworks and public health 
interventions.

• The proposed conceptual frame-
work of the 10 domains of struc-
tural determinants of stigma can 
be used to structure future policy 
discussions on ways to address 
stigma at the population level.

status loss and discrimination occur 
together in a power situation that allows 
them.”1,p.377 A key social determinant of 
health, stigma is a cause for concern in 
many substantive areas of public health 
practice.2 Stigma-related discrimination and 
status loss influence health by restricting 
affected populations’ access to health-
enabling resources such as housing, 

Abstract

Introduction: Stigma has been identified as a key determinant of health and health 
inequities because of its effects on access to health-enabling resources and stress expo-
sure. Though existing reports offer in-depth summaries of the mechanisms through 
which stigma influences health, a review of evidence on the upstream drivers of stigma 
across health and social conditions has been missing. The objective of this review is to 
summarize known structural determinants of stigma experienced across health and 
social conditions in developed country settings.

Methods: We conducted a rapid review of the literature. English- and French-language 
peer-reviewed and grey literature works published after 2008 were identified using 
MEDLINE, Embase, PsycINFO, Google and Google Scholar. Titles and abstracts were 
independently screened by two reviewers. Information from relevant publications was 
extracted, and a thematic analysis of identified determinants was conducted to identify 
broad domains of structural determinants. A narrative synthesis of study characteristics 
and identified determinants was conducted.

Results: Of 657 publications identified, 53 were included. Ten domains of structural 
determinants of stigma were identified: legal frameworks, welfare policies, economic 
policies, social and built environments, media and marketing, pedagogical factors, 
health care policies and practices, biomedical technology, diagnostic frameworks and 
public health interventions. Each domain is defined and summarized, and a conceptual 
framework for how the identified domains relate to the stigma process is proposed.

Conclusion: At least 10 domains of structural factors influence the occurrence of stigma 
across health and social conditions. These domains can be used to structure policy dis-
cussions centred on ways to reduce stigma at the population level.

Keywords: stigma, discrimination, structural determinants, social conditions, health 
conditions

Introduction

Stigma has been defined as a process 
enabled by social, economic and political 
power inequities, through which negative 

labels, beliefs and perceived differences 
between groups can culminate in discrim-
ination and status loss.1 As Link and 
Phelan wrote, “…stigma exists when ele-
ments of labelling, stereotyping, separation, 
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employment, social ties and health care, 
and by increasing exposure to stress.2 

In Canada, the Public Health Agency of 
Canada’s Chief Public Health Officer 
(CPHO)’s 2019 report Addressing Stigma: 
Towards a More Inclusive Health System3 
has proposed a conceptual summary of 
the myriad pathways through which 
stigma can affect health and health 
inequi ties. This and previous frameworks4,5 
are helpful for understanding the theo-
retical underpinnings of the effects of 
stigma on health and for identifying 
potential areas for health and social policy 
intervention. 

However, with their in-depth focus on the 
downstream effects of stigma on health, 
existing reports typically lack a thorough 
exploration of the upstream factors that 
drive stigma,6 particularly those operating 
at a structural level. Existing literature on 
structural determinants of stigma tends to 
focus on stigma pertaining to specific stig-
matized experiences, identities, behav-
iours or health conditions.7,8 A general 
summary of determinants of stigma across 
affected populations is currently missing 
from the literature. This review seeks to 
fill these gaps in the extant literature by 
contributing a summary of known struc-
tural determinants of stigma across stig-
matized populations.

Described as “contextual factors” in 
the World Health Organization’s Social 
Determinants of Health Model,9 and struc-
tural “practices” in the CPHO’s 2019 
report’s Stigma Pathways Model,3 struc-
tural determinants can be defined as fac-
tors that operate outside the locus of 
control of individuals,10 such as elements 
of physical, social, policy or legal environ-
ments.11 For example, structural determi-
nants can include various forms of 
legislation (or lack thereof) to protect 
individuals’ rights,12 or wealth redistribu-
tion policies.9,13 Structural factors are dis-
tinct from but tightly influence more 
proximal, individual-level determinants of 
health, such as individuals’ access to 
income, housing, food or safe working 
conditions.9 

The scope of this review is restricted to 
examining the structural determinants of 
stigma for several reasons. First, according 
to public health research and theory, 
structural factors are considered to be 

those that create and perpetuate social 
and economic stratification within societ-
ies.9 They are often identified as “root 
causes” of negative health and social out-
comes and health inequities, and there-
fore merit particular attention from the 
perspective of population health and 
health equity promotion.9 

Second, in the context of public health 
practice, structural factors tend to exert 
influence across multiple social contexts 
and populations.14 Structural factors are 
therefore particularly relevant to consider 
when aiming to understand the determi-
nants of stigma occurring across a multi-
tude of health and social conditions— 
particularly when many forms of stigma 
intersect.3 

Third, though it is difficult to achieve and 
often requires intersectoral collaboration,9 
structural determinants can theoretically 
be modified through changes in health 
and social policy.15 When successful, 
structural-level interventions are often 
more impactful and far-reaching than 
more proximal (i.e. individual-level) inter-
ventions at reducing population-level health 
inequities.9 

This review therefore was intended to pro-
vide a knowledge summary that, in the 
Canadian context, can complement the 
knowledge synthesis of the Canadian 
CPHO’s report on stigma’s effects on 
health3 and, more broadly, can be used to 
structure policy discussions on ways to 
orient public health interventions to 
reduce stigma in Canada and abroad. 
The specific objective of this rapid review 
was to identify and summarize known 
structural determinants of stigma in 
Canada and in similar settings, such as 
those in other member countries of the 
Organisation for Economic Co-operation 
and Development (OECD).

Methods

We used a rapid review design.16 Used 
most frequently within governmental pol-
icy contexts when time-related resources 
are limited,17 a rapid review consists of an 
evidence review strategy that follows the 
structure of a systematic review process 
with abridged components to allow research 
questions to be addressed in a shorter 
time frame than is typically needed for a 
systematic review.16 A defining feature of 

the rapid review design is its restricted 
evidence search component,17 which 
involves a non-exhaustive search of avail-
able evidence pertaining to the research 
question. First, a search strategy to iden-
tify presynthesized evidence summaries 
(reviews, summary reports, conceptual 
frameworks) is applied. If identified syn-
thesis documents are insufficient, because 
identified publications are not sufficiently 
recent or methodologically rigorous, a 
search for less synthesized evidence, 
including individual studies, is then con-
ducted based on study relevance. Individ-
ual studies are collected until additional 
works fail to offer new information 
needed to address the research question 
or until other time or resource constraints 
prohibit future searches.16

For this review, a first search strategy was 
designed to prioritize the identification of 
presynthesized evidence such as concep-
tual summaries and literature reviews 
(Table 1, rows A and B).18 A secondary 
search strategy was then applied to iden-
tify relevant individual studies, using gen-
eral title and abstract search terms 
pertaining to the theme of “structural 
determinants of stigma” (Table 1, row 
C).18 This secondary search was non-
exhaustive. It was done to fill potential 
data gaps and identify domains missing 
from identified syntheses, and was ceased 
after the search strategy no longer yielded 
studies that reported new types of struc-
tural determinants or forms of stigma.

Eligibility criteria

Works included were those documenting 
conceptual frameworks, reviews and indi-
vidual quantitative, qualitative or mixed-
methods studies of structural determinants 
of stigma. We restricted our review to 
works in English or French (due to the 
authors’ languages of expertise), pub-
lished since January 2008, in peer-
reviewed or grey-literature sources and set 
in Canada or other OECD nations. We 
excluded works without a research design 
(e.g. commentaries, letters to editors, fact 
sheets), as well as those that were not 
available through the Health Canada 
Health Library network.

Search strategy

MEDLINE, Embase, PsycINFO, Google and 
Google Scholar databases were searched 
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Data analysis and synthesis

We performed a narrative synthesis of 
extracted data involving three analytic 
stages.22 In the first stage, two authors 
conducted a thematic analysis of docu-
mented structural determinants of stigma.23,24 
Having become familiar with the data by 
generating initial summaries of structural 
determinants reported in included works 
during the data extraction process, these 
authors performed a thematic analysis, 
which involved identifying themes that 
linked structural determinants conceptu-
ally.23,24 Themes were identified semanti-
cally (i.e. by interpreting factors that were 
explicitly mentioned in the texts rather 
than identifying underlying meanings) 
and inductively (i.e. without a predefined 
coding frame), through consensus.25 We 
considered themes for which related 
structural factors were mentioned in at 
least two works, and that were internally 
coherent and conceptually distinct and 
definable.24 Hereafter, these themes are 
described as “domains” of structural 
determinants.

At the second stage, we proposed a narra-
tive synthesis of study types and charac-
teristics and the identified domains and 
their relationship to the stigma process, as 
well as a visual conceptual framework of 
the domains and their relationship to the 
stigma process. The structuring of the ele-
ments in the conceptual framework was 
based both on the findings of included 
works and the structure of existing con-
ceptual frameworks of the determinants of 
stigma.

The third and final stage consisted of 
summarizing the methodological quality 
of the included works. In order to provide 
a quantitative synopsis of quality appraisal 
results for this review, we considered stud-
ies with less than four “Yes” responses 
(< 60%) as weak, those receiving six or 
more “Yes” responses (> 85%) as strong, 
and the remainder as moderate. As these 
thresholds have not been validated, full anno-
tated scoring results were also provided to 
complement quantitative summaries.

Results

The results of the narrative synthesis are 
presented here, beginning with a descrip-
tive summary of study characteristics, 

TABLE 1 
Summary of components and search strings used to identify relevant references  

in the literature search on structural determinants of stigma

Components of search
Search string 

in titles or abstracts
French terms

A. Conceptual 
frameworks of 
determinants of stigma 
and mechanisms 
explaining stigma’s 
effect on health

(stigma OR stigmatization OR stigmatisation 
OR “stigmatized status”)

AND (determinants OR cause OR “social 
factors” OR theory OR process OR pathway 
OR mechanism)

AND (“conceptual framework” OR 
framework)

Stigmatisation, stigmatisé

déterminant, cause, « facteur 
social »

théorie, processus, mécanisme, 
« cadre conceptuel »

B. Systematic reviews of 
determinants of stigma

(Stigma OR stigmatization OR stigmatisation 
OR discrimination OR “stigmatized status”)

AND (determinants OR cause OR “social 
factors” OR theory OR process OR pathway 
OR mechanism)

AND (“systematic review” OR review)

« Revue systématique », revue, 
« recension des écrits »

stigmatisation, stigmatisé

déterminant, cause, « facteur 
social »

C. Individual studies of 
structural, upstream, 
system-level, popula-
tion-level social 
determinants of stigma

(Stigma OR stigmatization OR stigmatisation 
OR “stigmatized status”)

AND (determinants OR cause OR factor)

AND (structural OR upstream OR 
“population-level” OR “system-level” OR 
structure OR structural OR infrastructural 
OR legal OR legislation OR policy OR “social 
environment” OR “built environment”)

Structurel, structure, amont, 
populationnel, système, 
systémique, infrastructure, 
légal, législation, « environne-
ment social », « environnement 
bâti »

Note: The first search strategy was designed to prioritize the identification of presynthesized evidence such as conceptual  
summaries and literature reviews (rows A and B). A secondary search strategy was then applied to identify relevant individual 
studies, using general title and abstract search terms pertaining to the theme of “structural determinants of stigma” (row C). 
This secondary search was non-exhaustive. It was done to fill potential data gaps and identify domains missing from identified 
syntheses, and was ceased after the search strategy no longer yielded studies that reported new types of structural determinants 
or forms of stigma.

to ensure appropriate coverage of interna-
tional health research and social science 
literature.19 Table 1 presents a summary of 
the search string components. Search 
strings were also applied in French in 
Google and Google Scholar, of which the 
first three pages of results were reviewed. 
A snowball search approach20 was also 
used to identify reviews or conceptual 
summaries that were mentioned in reviewed 
studies but were not captured through our 
search strategy.

Study identification, data extraction and 
quality appraisal

Two reviewers independently screened titles 
and abstracts of all identified works, and, 

based on eligibility criteria, selected works 
for full-text review through consensus. Four 
reviewers conducted full-text screening and 
extracted data on publications’ authors, 
year of publication, title, country setting, 
study population and identified structural-
level determinants of stigma (Table 2). All 
data elements were recorded in the data 
extraction table to enable synthesis of 
study features and thematic analysis of 
structural determinants. Two reviewers 
evaluated the quality of included works 
using an adaptation of Dixon-Woods et 
al.’s framework for critical appraisal of 
works with varied design.21 Seven ques-
tions requiring yes-or-no answers were 
applied to evaluate the quality of each 
publication (Table 3).



88Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and Practice Vol 41, No 3, March 2021

TABLE 2 
Summary of reviewed publications (N = 53)

Author, year Setting Design Population Identified structural determinants of stigma
Structural determinant 

domains

Critical 
appraisal 

score

Clair et al. 
201646

United States Mixed methods 
sequential design

People living with HIV, 
African Americans, and 
people labelled as obese

Framework proposed: cultural resources and actors contributing to de-stigmatization 

• Exclusionary laws and policies that do not protect individual rights.
• Pedagogical initiatives that shift causal attributions (i.e. remove blame) and refute 

stereotypes.

Legal frameworks 
Pedagogy

Moderate

Coreil et al. 
201048 

United States 
and Haiti

Mixed methods 
sequential design 

Haitian immigrants 
(N = 95), TB patients 
(N = 126), health care 
providers (N = 126)

• Exclusionary immigration policies.
• Conditions of poverty and malnutrition.
• Media content discriminating against migrants, reinforcing negative stereotypes. 
• Lack of privacy in health care services.
• Availability of effective treatment for TB influencing risk perception.
• Infection and control policies mandating screening during immigration process.

Legal frameworks 
Social & built environment 
Media & marketing 
Health care practices 
Biomedical technology

Strong

Henderson et al. 
201768

United States 
(Alabama)

Mixed methods 
sequential design

College students aged 
18–25 years, N = 38 to 
212 based on study 
phase 

• “War on Drugs”–related policies (policing, mass incarceration, severe sentencing).
• Antidrug education curriculums (e.g. Drug Abuse Resistance Education [DARE]) that 

frame substance use as human weakness.

Legal frameworks 
Pedagogy

Strong

MacLean 201847 Canada Mixed methods 
sequential design

Individuals with STBBI 
experience (N = 20 
individual interviews, 
N = 3 focus groups), 
provider survey 
(N = 410) 

Framework proposed: conceptual framework of STBBI stigma (structural stigma: stigma 
confronted at policy/legal, institutional, community levels)

Legal frameworks Weak

Arrey et al. 
201755 

Belgium Qualitative Adult HIV+ women 
who migrated from 
sub-Saharan Africa to 
Belgium (N = 44)

• Limitations in health insurance coverage for migrants.
• Negative media messaging regarding migrants.
• Lack of training among health care professionals.
• Absence of policies to limit HIV status disclosure in health settings.

Welfare policy 
Media & marketing 
Pedagogy 
Health care policy

Strong

France et al. 
201541

Ireland Qualitative Persons living with HIV 
(N = 17)

Framework proposed: conceptual framework of HIV self-stigma (social factors, self-factors, 
contextual factors)

• Availability of social spaces fosters sense of belonging, which can help tackle HIV 
self-stigma.

• Health professional interventions using inquiry-based stress reduction techniques may 
help address self-perceptions and beliefs relating to HIV.

Social & built environment 
Health care practices

Strong

Hansen et al. 
201473

United States 
(New York 
City)

Qualitative Individuals who 
received psychiatric 
diagnoses and qualified 
for disability benefits 
(N = 4) 

• Welfare reforms that make benefits contingent on the medicalization of disabilities. Welfare policy Strong

Continued on the following page
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Author, year Setting Design Population Identified structural determinants of stigma
Structural determinant 

domains

Critical 
appraisal 

score

Paterson et al. 
201365

Canada 
(Nova Scotia)

Qualitative Professionals in ERs 
(N = 25) or NGOs 
(N = 25) serving those 
who use illicit 
substances or living 
with hepatitis C 

Framework proposed: analytic framework of structural stigmatization (institutional policies, 
cultural, protocols)

• Lack of privacy in health care services due to physical settings or communication practices.
• Limitations in services availability due to wait times, lack of trained staff.

Health care practices Strong

Woodgate et al. 
201740 

Canada 
(Winnipeg)

Qualitative Indigenous people 
living with HIV since 
age 15–29 years 
(N = 21); service 
providers, elders 
(N = 14)

Framework proposed: social ecology of stigma and discrimination for Indigenous people 
living with HIV in Manitoba, Canada

• Child welfare systems as a source of discrimination in HIV status.
• Traditional educational initiatives and programming help to develop community support 

networks.
• Lack of safe health services on- and off-reserve; potential for breaks in patient confidenti-

ality.
• Personal outreach initiatives (home visits) may help reduce stigma.

Welfare policy 
Pedagogy 
Health care practices

Strong

Jorm et al. 
200879

Australia Quantitative 
(cross-sectional) 

Adult (> 18 years), 
general population 
surveyed on mental 
health–related stigma 
(N = 3998)

• Attribution of disease to genetic factors may lead to greater perceptions of dangerousness.
• Receipt of a medical diagnosis suggesting a “real medical illness” may be associated with 

lower social distancing from individuals living with mental health issues such as 
schizophrenia.

Biomedical technology 
Diagnostic frameworks

Moderate

Min et al. 201739 South Korea Quantitative 
(cross-sectional) 

Persons living with 
mental illness who were 
users of community 
mental health centres 
(N = 532)

• Perceived neighbourhood disorder (feelings about the prevalence of graffiti, noise, 
vandalism, abandoned buildings, dirty streets and poor maintenance of buildings) 
associated with mental health stigma (Devaluation and Discrimination Scale and 
Experiences of Rejection Scale)

Social & built environment Strong

Pachankis et al. 
201769

Europe Quantitative 
(cross-sectional)

Immigrants to Europe 
who identify as MSM 
surveyed on HIV risk 
(N = 23 371)

• Anti-gay structural stigma measured using the International Lesbian, Gay, Bisexual, Trans, 
and Intersex Association’s Rainbow Map Scale for the measurement of criminalization, 
protection, and recognition of same-sex relationships, based on states’ laws and policies 
(death penalty for same-sex sexual acts, lifetime incarceration of sexual minorities for 
same-sex sexual acts; laws against the promotion of homosexuality; recognition of 
same-sex marriage)—associated with higher HIV risk. 

Legal frameworks Strong 

Stringer et al. 
201678

United States 
(Southern 
states) 

Quantitative 
(cross-sectional)

Health care workers 
surveyed on HIV-related 
stigma (N = 651)

• Prevalence of policies to protect patient living with HIV against discrimination.
• Prevalence of policies that ensure consequences to providers that do not follow policies to 

protect patients living with HIV.
• Prevalence of availability of HIV PEP and PrEP across health facilities.

Health care policy 
Biomedical technology

Strong

Stuber et al. 
200864 

United States 
(New York 
City)

Quantitative 
(cross-sectional) 

Current and former 
smokers in New York 
City (N = 816)

• Self-reported difficulties renting an apartment or finding housing; having been refused a 
job for which they were qualified; or having been refused or charged more for health 
insurance because of smoking—associated with smoker-related stigma measure (absence 
of rights protections) 

Welfare policy 
Economic policy 
Social & built environment

Strong

TABLE 2 (continued) 
Summary of reviewed publications (N = 53)
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Author, year Setting Design Population Identified structural determinants of stigma
Structural determinant 

domains

Critical 
appraisal 

score

Angermeyer et 
al. 201475

Germany Quantitative 
(longitudinal)

Adults (> 18 years) 
(Cycle 1, N = 5025; 
Cycle 2, N = 1232) 
surveyed on mental 
health stigma

• Lack of funding for mental health care or research as a form of structural discrimination.
• Increases in prevalence of affective disorders believed to influence perceived risk and 

population support for mental health care funding.

Economic policy 
Social & built environment

Strong

Hatzenbuehler 
et al. 201570

United States Quantitative 
(longitudinal)

Youth (9–14 years) from 
the Growing Up Today 
Study cohort surveyed 
on illicit substance use 
(N = 12 723)

• State-level structural stigma index based on (1) policies preventing sexual orientation 
discrimination (e.g. same-sex marriage, employment non-discrimination); (2) density of 
same-sex partner households; (3) prevalence of Gay–Straight Alliances among public high 
schools; and (4) public opinion towards sexual minorities associated with sexual 
orientation disparities in illicit substance use.

Legal frameworks 
Social & built environment

Moderate

Arboleda-Florez 
et al. 201229

No restriction Review 
(narrative)

Persons living with 
mental health issues

Structural approaches are identified to curb attributions of blame, dangerousness, 
unpredictability and thereby reduce stigma:

• Legislation to prohibit discrimination and offer accommodation in social domains such as 
housing, education and employment.

• Educational initiatives (e.g. Mental Health First Aid, contact-based education) can improve 
awareness of mental health symptoms.

Legal frameworks 
Pedagogy

Moderate

Aste 201653 United States Review 
(narrative)

Adults with chronic 
pain

• Insufficient knowledge and training among providers about effective pain management 
(pain viewed as imagined or psychological) can lead to discriminatory beliefs and 
practices.

Pedagogy Strong

Bell et al. 201663 No restriction Review 
(narrative)

Mothers of children 
born with fetal alcohol 
syndrome disorder 
(FASD) 

Framework proposed: stigma “loads” experienced by those affected by FASD

• A child’s diagnosis of FASD can lead to mother’s experience of blame in clinical and social 
settings.

• Public health social marketing campaigns aiming to reduce maternal drinking can 
unintentionally increase blaming of mothers; threat of child protective services removing 
the child inhibits disclosure and treatment-seeking behaviour.

Diagnostic frameworks 
Public health interventions

Moderate

Benoit et al. 
201860

No restriction Review 
(narrative)

Sex workers • Derogatory labels (prostitute, hooker, whore) used in legislation, research and media 
associated with human trafficking, exploitation and victimization.

• Criminalization of sex work based on moralistic/paternalistic principles vs. decriminaliza-
tion (e.g. New Zealand removing prostitution from its criminal code and regulating the 
industry within a public health and safety framework).

• Lack of police protection for sex workers; failure to respond to reports of violence; 
responding to reports of violence with criminal prosecution of the victim.

• Over-policing of sex workers (verbal harassment, invasive searches, excessive force, 
unwarranted arrests) even when not working.

• Delegitimization of sex work as an economic activity contributes to marginalization.
• Media narratives are morally driven (rather than empirical), reducing diverse experiences 

and perspectives to stereotypical portrayals, sex workers identified as blameworthy for the 
harms they experience.

• Denial of care, breach of confidentiality, lower quality of care in clinical settings following 
disclosure of occupation (lack of protective policies).

• Community-led program to increase HIV screening among sex workers.

Legal frameworks 
Economic policy 
Media & marketing 
Health care practices 
Public health interventions

Moderate
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Bonsack et al. 
201331

No restriction Review 
(narrative)

Individuals living with 
mental illness

• Legislation promoting self-efficacy and independence (anti-discrimination laws, advance 
directives, laws mandating reasonable accommodation at work) as protective against 
discrimination, especially when individuals with lived experience are integrated in the 
legislative decision-making process.

• Insufficient training of law enforcement and health personnel about mental health can 
contribute to discriminatory clinical practices.

• Lack of patient confidentiality in health care settings can contribute to negative 
experiences and discrimination.

Legal frameworks 
Pedagogy 
Health care practices

Weak

Brewis 201462 No restriction Review 
(narrative)

Individuals labelled as 
obese

• Unequal access to career and educational opportunities.
• Elements of the built environment, such as chairs that fit only smaller bodies, can 

represent sources of weight-based discrimination.

Economic policies 
Social & built environment

Moderate

Carroll 201761 United 
Kingdom

Review 
(narrative)

Single mothers • Various forms of legislation can contribute to the discrimination and status loss of single 
mothers, including policies regarding the legalization of divorce, and access to birth 
control and abortion.

• Evolving welfare policies can create perceptions of deserving or undeserving single 
mothers, and policies that promote return to work (e.g. the United Kingdom’s “Welfare to 
work” policies) can cause tension between single mothers’ breadwinner and caregiver 
roles.

• Social environments can contribute to the discrimination against and status loss of single 
mothers, including residence in more economically deprived areas due to lack of 
affordability of housing, and general community-level beliefs that mothers should provide 
care for their children instead of working.

• Negative portrayals of single mothers in media can perpetuate negative beliefs and 
stereotypes, which can lead to discrimination and status loss.

Legal frameworks 
Welfare policy 
Social environment 
Media & marketing

Strong

Chaudoir et al. 
201366

No restriction Review 
(narrative)

Individuals with visible 
or concealable 
stigmatized attributes 

Framework proposed: the stigma mechanisms in health disparities framework

• Legislation that restricts access to health and dental care, education, movement, marriage 
and employment, and leads to differential criminalization (e.g. “War on Drugs”–related 
policies) represents a source of discrimination and status loss.

• Inequalities in high-quality health care access (insurance, a regular provider, transport 
time to hospital) represent a source of discrimination.

• Differential exposure to hazardous environmental conditions (pollution, violence, 
infectious disease, unsafe work conditions) by sex, socioeconomic position and across 
racialized groups also represents a source of discrimination.

Legal frameworks 
Welfare policy 
Social & built environment

Moderate
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Collins et al. 
201332

United States Review 
(narrative)

Individuals living with 
mental illness 

Framework proposed: conceptual model for reducing stigma associated with mental illness 
(individual, social, and policy/practice change)

• Media campaigns presenting information about illness causes, effective treatments, and 
experiences led by individuals with lived experience can help shift population beliefs and 
stereotypes; media content can represent a proxy for direct social contact with stigmatized 
group.

• Training promoting direct contact and providing factual information about mental illness 
(causes, symptoms, treatability, experiences), especially for key power groups (health 
professionals, employers, landlords, criminal justice, policy makers) may also help address 
negative beliefs and stereotypes.

Media & marketing 
Pedagogy

Weak

Livingston, JD 
(Commission de 
la santé mentale 
du Canada), 
201337

Canada Review 
(narrative)

Individuals living with 
mental health issues 

• Welfare policies that de-incentivize work, given that disability benefits are adjusted 
according to income can lead to internalized stigma. Further, parents living with mental 
health issues can often face more intensive scrutiny by social and child protective services.

• Absence of policies that protect against discrimination in employment or housing access, 
participation in civil society (e.g. holding public office), family panning (e.g. adoption 
disqualification), health (e.g. forced sterilization), or immigration can represent structural 
determinants of stigma.

• Geographic segregation of individuals living with mental health issues can contribute to 
status loss and inequities in resource access.

• Media content can shape opinions and interpretations of mental illness.
• Supportive policies within educational systems (e.g. specialized support services, 

accommodation policies) can help reduce stigma experiences.
• Insufficient health care funding leading to gaps in care, policies disqualifying individuals 

for health insurance, and violations of patient privacy can represent structural determi-
nants of discrimination.

• Deficiencies in health services contribute to the use of law enforcement.

Welfare policy 
Economic policy 
Social & built environment 
Media & marketing 
Pedagogy 
Health care practices

Moderate

National 
Academies of 
Sciences, 
Engineering, 
Medicine 
(Committee on 
the Science of 
Changing 
Behavioral 
Health Social 
Norms) 201634

No restriction Review 
(narrative)

Individuals with mental 
and substance use  
disorders

• While forms of legislation may help reduce stigma, such as those accommodating 
students with disabilities or that ensure rights protections (e.g. Americans with Disabilities 
Act), other forms of legislation can be harmful, such as policies that treat substance use 
disorders as criminal issues rather than health concerns, or policies that restrict access to 
civil society and participation (e.g. to serve on juries).

• Segregated housing of individuals with mental illness, community rejection of mental 
health facilities represent structural determinants of stigma.

• Settings where there is inequality in access to high-quality health care services represent 
structural forms of discrimination and status loss.

• Negative media portrayals of mental health symptoms or treatment effectiveness can 
reinforce negative societal beliefs and stereotypes.

• Training for providers may help prevent misdiagnoses or improper treatment due to lack 
of knowledge about mental illness.

Legal frameworks 
Social & built environment 
Media & marketing 
Pedagogy 
Health care practices

Moderate

De Ruddere & 
Craig 201652 

No restriction Review 
(narrative) 

Individuals living with 
chronic nonmalignant 
pain

• Insufficient knowledge among health care providers about the nature of chronic 
nonmalignant pain (pain viewed as exaggerated or imagined, complaints dismissed) can 
influence their treatment of patients.

Pedagogy Moderate
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Désy et al. 
201376

Canada Review 
(narrative)

Stigma in the context of 
public health actions

• Social support opportunities within communities can alleviate stigma.
• Mass media campaigns can influence stigma by shaping public perceptions.

Social & built environment 
Media

Weak

Earnshaw et al. 
201542

United States Review 
(narrative)

Individuals living with 
HIV

Framework proposed: Stigma and HIV Disparities Model

• Residential segregation contributes to discrimination and status loss.
• Structural interventions to improve neighbourhood-level access to resources relating to 

health and health promotion can help address structural discrimination.

Social & built environment 
Public health interventions

Moderate

Fernandes et al. 
201151

No restriction Review 
(narrative)

Individuals living with 
epilepsy 

• Forms of legislation have been identified as potentially protective against discrimination 
(e.g. Americans with Disabilities Act); alternatively, laws can be prohibitive against certain 
activities (e.g. driving or certain forms of employment).

• Pedagogical interventions, designed in collaboration with, and which promote contact 
with, individuals with epilepsy have been identified as potential structures to reduce fear 
and ignorance, and thereby stigma.

Legal frameworks 
Pedagogy

Moderate

Golub 201826 No restriction Review 
(narrative)

Individuals who may be 
eligible for HIV 
pre-exposure prophy-
laxis (PrEP)

• Clinical PrEP eligibility assessment interviews ask individuals about their partnership 
status and sexual behaviour, potentially stigmatizing condomless anal sex.

• Health care guidelines specifying that PrEP should be used by individuals at “very high 
risk of HIV infection” confers HIV-related stigma (and sexual stigma) on potential PrEP 
users—especially surrounding attributions of blame associated with perceived risky behav-
iours.

• Availability of PrEP impacts risk perception.

Health care practices 
Biomedical technology

Moderate

Groulx 201159 Canada Review 
(narrative)

Individuals experiencing 
economic and social 
exclusion

• Accessing welfare noted as associated with high levels of surveillance of economic and 
social activities as well as discrimination, which can impact self-esteem.

• Structural factors such as low minimum wage and the absence of employment policies to 
support a balance between work and family life can lead workers such as single mothers 
to turn towards welfare support, which is associated with both felt and perceived (self) 
stigma.

Welfare policy 
Economic policy

Strong

Hatzenbuehler 
20168

No restriction Review 
(narrative)

Persons living with 
mental health issues 
and sexual minorities

• Legislation protecting rights to employment and marriage (or absence of these laws) 
influence likelihood of discrimination and stress.

Legal frameworks Moderate

Hatzenbuehler 
201457

No restriction Review 
(narrative)

Lesbian, gay, bisexual 
(LGB) populations

• Legislation protecting rights to employment and marriage (or absence of these laws) 
influence LBG discrimination.

• Community-level prejudice against LGB, measured in relation to social conservatism, can 
contribute to both perceived and felt stigma among LBG populations.

Legal frameworks 
Social & built environment

Moderate

Holder et al. 
201930 

United States Review 
(narrative)

Individuals living with 
mental health issues

• Insufficient health care provider training about mental illness (symptom recognition, effective 
treatment strategies, challenging stigmatizing attitudes).

Pedagogy Moderate

Kerr et al. 201645 United States Review 
(narrative)

Disparities in HIV risk 
across racialized 
communities in the 
context of drug policy

Framework proposed: the Drug War HIV/AIDS Inequities Model

• “War on Drugs”–related policies led to the discrimination and status loss of African 
Americans through over-policing, mass incarceration, sentencing (inequitable fees, 
confiscation of resources) and welfare cuts (offenders disqualified from various social 
protections such as public housing, Section 8 benefits, Electronic Benefit Transfer 
vouchers).

Legal frameworks 
Welfare policies

Moderate
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Knapp et al. 
201454

No restriction Review 
(narrative)

Individuals living with 
cancer

• Legislation protecting cancer patients’ rights regarding employment and housing (e.g. 
Americans with Disabilities Act) helps to counter potential discrimination.

• Media shaping perceptions about cancer (perpetuation of beliefs that certain people are to 
blame for their cancer, depiction of cancer as a “battle” rather than a journey) may result 
in more stigmatizing attitudes.

• Medical advances resulting in better understanding of the causes, treatments and 
outcomes of cancer can shape disease-related beliefs.

Legal frameworks 
Media & marketing 
Biomedical technology

Strong

Link & 
Hatzenbuehler 
201672

United States Review 
(narrative) 

General population • Legislative factors including same-sex marriage bans, differential criminal sentencing, Jim 
Crow laws and immigration policies (mandatory verification of immigration documenta-
tion by police officers, restricted access to driver’s licenses or welfare benefits) contribute 
to discrimination and status loss. Absence of protective policies is a form of policy.

• Neighbourhood residential segregation and housing policies that reinforce segregation 
contribute to social beliefs and discrimination.

• Potentially protective pedagogical policies include antibullying policies in schools, 
whereas reliance on standardized testing for admissions (SAT) can produce gaps in 
admission according for racialized and vulnerable populations.

Legal frameworks 
Social & built environment 
Pedagogy

Moderate

Ministère de la 
Santé et des 
Services sociaux 
du Québec, 
201638

Canada Review 
(narrative)

Individuals with a 
history of mental illness 
accessing health care 
services

• Insufficient training for providers can result in stigmatizing behaviour (e.g. overlooking 
physical concerns of those with mental health issues).

• Training opportunities for providers, especially those that promote contact with 
individuals with a history of mental illness, may help increase awareness and empathy, 
and shift clinical behaviours.

Pedagogy Weak

Mirabito et al. 
201667 

No restriction Review 
(narrative)

Stigma occurring in the 
marketplace

Framework proposed: The Stigma Turbine of individual, societal and marketplace-based 
determinants of stigma.

• Legislation that protects against marriage, employment, or housing discrimination on the 
basis of social identity can help reduce stigma by legitimizing stigmatized identities and 
ensuring equal resource access (e.g. same-sex marriage protections, Equal Pay Act, Fair 
Housing Act).

• Social environments such as workspaces or residential areas with greater social diversity 
allow for greater social interaction and contact, which can mitigate negative stereotypes 
and beliefs.

• Media-based marketing tactics and consumer segmentation strategies (e.g. advertisers 
engaging in objectification and fat-shaming to increase sales) can potentially perpetuate 
stigma whereas others (e.g. ads featuring unretouched models, or diverse family 
experiences) can attenuate negative social beliefs and shift cultural norms.

• Public health social marketing campaigns (e.g. regarding breastfeeding, weight control, 
tobacco use, alcohol abstinence) can perpetuate victim blaming. Similarly, social programs 
that require group separation (i.e. separate cafeteria line for students accessing school 
lunch programs) can also perpetuate discrimination and self-stigma.

Legal frameworks 
Social & built environment 
Media & marketing 
Public health interventions

Moderate
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Morey 201856 United States Review 
(narrative)

Immigrants and 
racialized communities 
in the United States

• Policies limiting immigrants’ eligibility for health and social services, whether undocu-
mented (Social Security, federal education benefits, Medicaid, Affordable Care Act) or 
documented (5-year waiting period to qualify for public benefits) and discriminatory 
raids, deportation or detention represent structural forms of discrimination.

• Xenophobic media-based rhetoric during election campaigns popularizing anti-immigrant 
attitudes, increasing bullying and violence against visible minorities.

Legal frameworks 
Welfare policy 
Media & marketing

Moderate

Mukolo et al. 
201028

No restriction Review 
(narrative)

Children experiencing 
mental illness

Framework proposed: framework of the relationships among child mental disorder stigma 
dimensions, contexts and targets

• Media portrayals of mental illness that reinforce negative stereotypes of dangerousness, 
criminality or unpredictability can promote discrimination.

• Media coverage of celebrities with mental illness may normalize mental health issues as 
issues pertaining to health rather than weakness.

• Lack of mental health professionals available to children, compared to professionals 
specializing in physical health, as indicative of the devaluing of mental health.

Media & marketing 
Health care practices

Moderate

Nairn et al. 
201127

No restriction Review 
(narrative)

Individuals living with 
mental health issues

• Media portrayals (language, content) of mental health issues in relation to crime, violence 
and social incompetence, contribute to stigma by influencing society-level fear.

Media & marketing Moderate

Pescosolido et 
al. 200833 

No restriction Review 
(narrative)

Individuals living with 
mental illness

Framework proposed: framework integrating normative influence on stigma

• Welfare eligibility shapes norms regarding entitlement to care, legitimizes conditions 
covered by health insurance policies.

• Negative media portrayals of individuals with mental illness (as dangerous, unstable, 
unpredictable), affecting judgments made in everyday life about individuals with mental 
illness.

• Innovations in treatment and advances in scientific knowledge (especially relating to 
biomedical or genetic causes, and availability of effective treatment) influence beliefs and 
practices.

Welfare policy 
Media 
Biomedical technology

Moderate

Phelan et al. 
201477

No restriction Review 
(narrative)

General population • Social segregation leads to infrequent interaction between stigmatized and nonstigmatized 
groups and social distance.

• Media portrayal of stigmatized persons can shape societal attitudes; portrayals can 
represent a substitute for social interaction when direct contact with stigmatized persons 
is rare/unlikely.

• Public health interventions that promote contact between stigmatized and other members 
of the public can potentially reduce negative beliefs and stereotypes.

Social & built environment 
Media & marketing 
Public health interventions

Strong

Schabert et al. 
201350

No restriction Review 
(narrative)

Individuals living with 
diabetes

Framework proposed: a framework for understanding diabetes-related stigma (structural 
mitigating strategies: social marketing, education, counselling, health promotion)

• Health promotion campaigns and media messaging based on modifying individual-level 
behaviours are identified as potential drivers of blame-induced stigma.

• Education initiatives that promote contact with individuals living with stigmatized 
conditions may help build empathy.

Media & marketing 
Pedagogy 
Public health interventions

Strong
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White Hughto et 
al. 201558

United States Review 
(narrative)

Individuals identifying 
as transgender 

Framework proposed: modified social-ecological model of transgender stigma and stigma 
interventions (structural interventions: policies against discrimination, promoting access to 
care, or curricula on the health of trans people)

• Policies that fail to protect the rights of trans people in public accommodation.
• Inequalities in access to health insurance coverage for gender-affirming procedures.
• Insufficient training of health care professionals on trans persons’ health.
• Biomedicalization of gender nonconformity (DSM diagnosis).

Legal frameworks 
Welfare policy 
Pedagogy 
Diagnostic frameworks

Moderate

Williams 201835 United 
Kingdom

Review 
(narrative)

Individuals living with 
mental health issues

• The United Kingdom’s Equality Act (2010) was designed to protect against disability-based 
discrimination in the workplace; however, limitations remain.

• Investment in workplace support programs for individuals with disabilities are posited as 
protective against stigma.

• Media representations that depict individuals experiencing mental health issues as danger-
ous or that correlate mental health issues with criminality can contribute to negative 
stereotypes.

• Use of a biopsychosocial model to understand mental health issues, rather than a purely 
biological model, can lead to more holistic approaches of mental health care.

Legal frameworks 
Economic policy 
Media & marketing 
Diagnostic frameworks

Moderate

Clement et al. 
201336

No restriction Review 
(systematic)

Individuals living with 
mental health issues 

• Mass media campaigns aiming to influence behaviour have the potential to decrease or 
reinforce mental health stigma (intentionally or not)

Media & marketing Strong

Craig et al. 
201749

Low 
TB–incidence 
countries

Review 
(systematic)

People living with TB in 
low-incidence countries 
(Western Europe, USA, 
Canada, Australia, New 
Zealand)

• Negative media portrayals of migrants with TB can contribute to negative stereotypes and 
discrimination, especially if there is low knowledge among the general population 
regarding TB transmission and curability.

• Health care policies such as zero-tolerance policies regarding substance use and facilities 
that are not available to migrants, can lead to discrimination in relation to access to care.

• TB public health control policies (contact tracing, quarantine) can lead to discrimination 
and fears of potential deportation of migrants.

Media & marketing 
Health care policy 
Public health interventions

Strong

Darlington et al. 
201743

United States Review 
(systematic)

Women living with HIV • Absence of legal protections against job or housing loss due to HIV status also represents 
structural determinants of discrimination and status loss.

• Insufficient training regarding HIV transmission and curability among health care 
providers can lead to discriminatory beliefs and practices.

• Absence of policies to prevent denial or delay of health care due to HIV status can 
contribute to HIV-related stigma.

Legal frameworks 
Pedagogy 
Health care policy

Strong

Katz et al. 201344 United States Review 
(systematic)

Individuals living with 
HIV

• Health systems promoting social support and trust between patients and staff can 
alleviate negative beliefs and discriminatory practices.

• HIV health care–related costs can contribute to poverty and status loss.

Health care practices and 
policy

Strong

Abbreviations: AIDS, acquired immunodeficiency syndrome; DSM, Diagnostic and Statistical Manual of Mental Disorders; ERs, emergency rooms; FASD, fetal alcohol spectrum disorder; HIV, human immunodeficiency virus; LGB, lesbian, gay, bisexual; MSM, men 
who have sex with men; NGOs, nongovernmental organizations; PEP, post-exposure prophylaxis; PrEP, pre-exposure prophylaxis; SAT, scholastic assessment tests; STBBI, sexually transmitted and blood-borne infection; TB, tuberculosis.
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Author, year Design
Are the aims and 

objectives of the research 
clearly stated?

Is the research 
design clearly 

specified?

Is the research design 
appropriate for the 
aims and objectives 

of the research?

Do the researchers 
provide a clear 
account of the 

process by which 
their findings were 

produced?

Do the researchers 
display enough data 

to support their 
interpretations and 

conclusions?

Is the method  
of analysis 

appropriate?

Is the method of 
analysis adequately 

explicated?

Total 
score 
(/7)

Clair et al. 
201646

Mixed methods 
sequential 
design

Yes, to examine how 
cultural constructions of 
stigmatized groups shift 
over time

No, the authors do 
not specify the study 
design

Yes, a narrative review 
is appropriate for an 
overview of current 
understanding

No, the review 
describes key concepts 
without sufficient 
details to reproduce 
the content

Yes, each concept is 
sufficiently 
referenced

Yes, the authors 
used a “systematic 
process analysis 
approach,” which is 
appropriate for the 
objectives

No, the authors do not 
explain how they 
applied their 
“systematic process 
analysis approach”

4

Coreil et al. 
201048

Mixed methods 
sequential 
design 

Yes, to investigate the influ-
ence of structural forces on 
TB-related stigma among 
Haitians living in the US 
and Haiti

Yes, the authors 
specify that they used 
a mixed- methods 
design, and clearly 
describe the two 
phases

Yes, the design is 
aligned with the 
questions asked by the 
researchers

Yes, the methods are 
clear and reproducible

Yes, results of each 
phase are clearly 
provided

Yes, the methods 
of analysis are 
appropriate for 
each phase and 
objective

Yes, the analyses 
pertaining to both 
phases of the study are 
well explained

7

Henderson et 
al. 201768

Mixed methods 
sequential 
design

Yes, to examine how 
differences in understand-
ing of the etiology of 
addiction influence stigma 
attribution

Yes, the authors use 
Z using a sequential 
design approach 
(with three phases, 
each building on the 
last), with each phase 
clearly described

Yes, the study builds 
on the results of each 
phase using a 
sequential approach

Yes, each of the data 
collection methods is 
well described

Yes, results of each 
phase are clearly 
described, and 
justification of 
qualitative coding 
was provided

Yes, analysis of the 
available data is 
appropriate

Yes, the authors 
provide sufficient detail 
on coding of qualitative 
themes and quantita-
tive analyses

7

MacLean 
201847

Mixed methods 
sequential 
design

No, to identify determi-
nants of STBBI-related 
stigma and propose a 
conceptual framework

No, the authors 
describe various 
components of the 
project without 
specifying a design

Yes, the activities 
conducted were 
appropriate for the 
objectives

No, data on each of 
the phases is lacking 
(e.g. selection 
approach, analysis, 
etc.)

No, very little data is 
presented for each 
of the sections

No, due to the lack 
of detail provided, 
it is impossible to 
judge whether the 
method of analysis 
is appropriate

No, very few details on 
the method of analysis 
are presented

1

Arrey et al. 
201755

Qualitative Yes, to investigate stigma 
and discrimination among 
migrant sub-Saharan 
African women in health 
care settings in Belgium

Yes, the authors use 
a mixed-qualitative 
approach for data 
collection and 
analysis

Yes, the mixed-meth-
ods approach is 
appropriate for the 
objective

Yes, the sampling 
strategy and data 
collection methods are 
clearly described

Yes, the authors 
summarize the key 
themes identified, 
and provide direct 
quotes to support 
their observations

Yes, the method of 
analysis is 
appropriate for the 
available data and 
research question

Yes, the authors used 
an inductive thematic 
analysis approach

7

France et al. 
201541

Qualitative Yes, to identify core beliefs 
underlying self-stigma in 
PLHIV in Ireland

Yes, the authors 
describe their data 
collection strategy 
and sample

Yes, qualitative 
research design is 
appropriate, especially 
to identify beliefs

Yes, they describe 
their method of data 
collection and coding

Yes, the authors 
summarize the key 
themes identified, 
and provide direct 
quotes to support 
their observations

Yes, the method of 
analysis is 
appropriate for the 
available data and 
research question

Yes, the coding 
strategy is well 
explained, as are 
approaches used to 
assess saturation

7
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Author, year Design
Are the aims and 

objectives of the research 
clearly stated?

Is the research 
design clearly 

specified?

Is the research design 
appropriate for the 
aims and objectives 

of the research?

Do the researchers 
provide a clear 
account of the 

process by which 
their findings were 

produced?

Do the researchers 
display enough data 

to support their 
interpretations and 

conclusions?

Is the method  
of analysis 

appropriate?

Is the method of 
analysis adequately 

explicated?

Total 
score 
(/7)

Hansen et al. 
201473

Qualitative Yes, to describe the 
experience of structural 
stigma imposed by 
medicalization of public 
support for the poor

Yes, the authors use 
an ethnographic 
interview-based 
design

Yes, the qualitative 
approach is 
appropriate for the 
objective

Yes, data collection 
and analyses were 
clearly described

No, the authors 
provide only one 
case study to 
illustrate each 
identified theme

Yes, the method of 
analysis is 
appropriate for the 
available data and 
research question

Yes, the authors used 
iterative thematic 
coding techniques 6

Paterson et al. 
201365

Qualitative Yes, to identify structural 
determinants of stigma of 
patients in emergency 
departments who use illicit 
drugs and are HCV+

Yes, the authors use 
an inductive 
qualitative design 
approach

Yes, the qualitative 
approach is 
appropriate

Yes, they describe 
their method of data 
collection and coding

Yes, the authors 
summarize the key 
themes identified, 
and provide direct 
quotes to support 
their observations

Yes, the interpre-
tive description 
design analytical 
approach is 
appropriate

Yes, the analytical 
approach is clearly 
described

7

Woodgate et 
al. 201740

Qualitative Yes, to understand the 
experiences and needs of 
Indigenous PLHIV who 
were diagnosed young

Yes, the authors 
clearly describe their 
sampling, data 
collection and 
analysis approach

Yes, the qualitative 
approach is 
appropriate for the 
objective and 
population

Yes, the authors 
clearly describe their 
sampling, data 
collection and analysis 
approach

Yes, the authors 
summarize the 
themes identified, 
and provide quotes 
to support them

Yes, the method of 
analysis is 
appropriate for the 
available data and 
research question

Yes, the authors 
explain their deductive 
thematic analysis 
approach

7

Jorm et al. 
200879

Quantitative 
(cross-sectional) 

Yes, to assess whether 
social distance and belief in 
dangerousness are 
increased in those who 
believe in genetic causes of 
psychiatric illness; and 
whether social distance is 
reduced by belief in 
psychosocial causes

Yes, the authors 
clearly specify the 
design, including 
details on data 
collection and 
analysis

No, the design appears 
to be appropriate for 
the first objective, but 
not for the second 
objective, as it implies 
the effect of an 
intervention and the 
study was not designed 
to answer this question

Yes, the authors 
describe data 
available, the analyses 
conducted 

No, it is unclear 
whether results are 
adjusted for known 
covariates, and the 
results of the linear 
models are difficult 
to interpret

Yes, analyses 
appear to be 
appropriate given 
available data and 
operationalization 
of study measures

Yes, the authors 
describe data available, 
the analyses conducted 

5

Min et al. 
201739

Quantitative 
(cross-sectional) 

Yes, to examine commu-
nity factors as correlates of 
perceived and experienced 
stigma in a community 
sample of persons with 
mental illness

Yes, the authors 
clearly specify the 
design, including 
details on data 
collection and 
analysis

Yes, the cross- 
sectional design is 
appropriate for the 
objective

Yes, the authors 
describe data 
available, the analyses 
conducted 

Yes, descriptive and 
analytic results are 
presented

Yes, the modelling 
strategy is appropri-
ate given the nested 
nature of the data 
within health 
centres

Yes, the authors 
describe data available, 
the analyses conducted 

7

Pachankis et 
al. 201769

Quantitative 
(cross-sectional)

Yes, to investigate 6 
structural determinants of 
stigma predicting lack of 
HIV-prevention in MSM 
migrants

Yes, cross-sectional 
study involving 
large-scale 
international survey

Yes, prospective data 
collection appropriate 
for the research 
question

Yes, operational 
definitions of all 
variables clearly 
provided, and 
resources provided for 
justification and 
validation

Yes, sufficiently 
large sample, 
sufficient variation 
in exposure to allow 
for analysis, and 
linkage to external 
measures

Yes, two-level 
cross-classified 
model reflecting 
hierarchical nature 
of the research 
question

Yes, statistical analysis 
plan and modelling 
strategy explained 
sufficiently to allow for 
reproduction

7
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Author, year Design
Are the aims and 

objectives of the research 
clearly stated?

Is the research 
design clearly 

specified?

Is the research design 
appropriate for the 
aims and objectives 

of the research?

Do the researchers 
provide a clear 
account of the 

process by which 
their findings were 

produced?

Do the researchers 
display enough data 

to support their 
interpretations and 

conclusions?

Is the method  
of analysis 

appropriate?

Is the method of 
analysis adequately 

explicated?

Total 
score 
(/7)

Stringer et al. 
201678

Quantitative 
(cross-sectional)

Yes, to examine the 
relationship between HIV 
stigma and individual/
clinic–level characteristics 
and policies among health 
care workers in the 
Southern US

Yes, the authors 
clearly specify the 
design, including 
details on data 
collection and 
analysis

Yes, the cross- 
sectional design is 
appropriate for the 
objective

Yes, the authors 
describe data 
available, the analyses 
conducted 

Yes, descriptive and 
analytic results are 
presented

No, the modelling 
strategy did not 
take into 
consideration the 
nested nature of 
the data within 
health centres

Yes, the authors 
describe data available, 
the analyses conducted 

6

Stuber et al. 
200864

Quantitative 
(cross-sectional) 

Yes, to examine 5 domains 
of stigma contributing to 
stigma among smokers

Yes, cross-sectional 
study involving 
survey data

Yes, prospective data 
collection appropriate 
for the research 
question

Yes, participant 
selection and 
methodology clearly 
explained, question 
items listed verbatim

Yes, sample size 
sufficiently large, 
authors show data 
for each of their 5 
proposed domains 
of stigma

Yes, the authors 
used a regression 
model, weighted to 
correct for 
sampling bias

Yes, the analytical 
methodology is 
explained sufficiently 
to allow for reproduc-
tion

7

Angermeyer et 
al. 201475

Quantitative 
(longitudinal)

Yes, to investigate whether 
the individual and 
structural stigma develop 
similarly

Yes, the authors 
clearly specify the 
design, data 
collection and 
analysis

Yes, the repeat 
cross-sectional design 
is appropriate for the 
objective

Yes, the authors 
describe data 
available, the analyses 
conducted 

Yes, descriptive and 
analytic results are 
presented

Yes, the modelling 
strategies and 
estimation of 
probabilities is 
appropriate

Yes, the authors 
describe data available, 
the analyses conducted 7

Hatzenbuehler 
et al. 201570

Quantitative 
(longitudinal)

No, the authors do not 
explicitly state an objective, 
but studied sexual 
orientation– 
related disparities in 
past-year illicit drug use 
and the influence of 
structural stigma

Yes, the authors use 
an observational, 
cohort-based design 
based on survey data

No, the objective of 
the study is unclear, 
and it is not possible 
to assess appropriate-
ness 

Yes, the authors 
describe available data 
and analyses 
conducted 

No, only two results 
tables are presented, 
and several results 
are missing

Yes, analyses 
appear to be 
appropriate given 
available data

Yes, the authors 
describe data available, 
the analyses conducted 

4

Arboleda-
Florez et al. 
201229

Review 
(narrative)

Yes, to describe stigma 
associated with mental 
illness, stigmatization by 
health providers, and 
approaches for stigma 
reduction

Yes, the authors 
describe this as a 
narrative review of 
psychological and 
social literature

Yes, a narrative review 
is appropriate for the 
descriptive aims

No, the authors do not 
provide any details 
explaining how they 
arrived at their 
narrative synthesis

No, the authors cite 
few studies, and the 
lack of research in 
this field is a major 
limitation

Yes, a narrative 
summary of results 
is appropriate for 
the aims

No, there are no details 
on how analysis was 
conducted or what 
elements guided the 
synthesis

4

Aste 201653 Review 
(narrative)

Yes, to describe the 
literature on the sources of 
stigma for individuals with 
chronic pain

Yes, the author 
describes the review 
as an “exploratory 
literature review”

Yes, the scoping 
review approach is 
appropriate for the 
objectives

Yes, the search 
strategy is well 
described, including 
clear selection criteria

Yes, sufficient 
evidence has been 
identified to support 
each concept

Yes, each included 
study is described 
in detail

No, there are no details 
on how analysis was 
conducted or what 
elements guided the 
synthesis

6
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Author, year Design
Are the aims and 

objectives of the research 
clearly stated?

Is the research 
design clearly 

specified?

Is the research design 
appropriate for the 
aims and objectives 

of the research?

Do the researchers 
provide a clear 
account of the 

process by which 
their findings were 

produced?

Do the researchers 
display enough data 

to support their 
interpretations and 

conclusions?

Is the method  
of analysis 

appropriate?

Is the method of 
analysis adequately 

explicated?

Total 
score 
(/7)

Bell et al. 
201663

Review 
(narrative)

Yes, to propose a 
descriptive model of FASD 
stigma, identify knowledge 
gaps, and discuss ethical 
implications of stigma

No, the authors do 
not specify their 
research design

Yes, a narrative 
synthesis is appropri-
ate for the study aims

No, the authors do not 
describe how they 
selected or appraised 
supporting works for 
this framework

Yes, the authors 
provide a thorough 
theoretical 
foundation for 
included concepts

Yes, the authors 
have synthesized 
relevant literature 
to support their 
framework

Yes, the authors detail 
the process by which 
they identified 
domains in their  
framework

5

Benoit et al. 
201860

Review 
(narrative)

Yes, to review the state of 
research pertaining to the 
stigmatization of sex 
workers

No, the authors 
state that they are 
“reviewing evidence” 
but do not specify 
design

Yes, a narrative 
synthesis is appropri-
ate for the descriptive 
aims

No, the authors do not 
describe how they 
selected or appraised 
supporting works for 
inclusion

Yes, the authors 
provide an in-depth 
synthesis of the 
state of research, 
and thoroughly cite 
all concepts

Yes, a synthesis of 
available evidence 
pertaining to the 
topic of interest is 
sufficient for the 
descriptive aims

No, there is no 
explanation of the 
analytical process or 
how synthesized 
information guided the 
summary

4

Bonsack et al. 
201331

Review 
(narrative)

Yes, to describe the 
concept of stigma and 
examine various interven-
tions to reduce stigma

No, the authors do 
not specify their 
research design

Yes, a narrative 
summary is sufficient 
for the descriptive 
aims

No, there are no 
details of how relevant 
information was 
identified

No, very few works 
are cited as 
supporting evidence

Yes, a brief 
summary of the 
theory of mental 
health is sufficient 
for the aims

No, there are no details 
on how analysis was 
conducted or what 
elements guided the 
synthesis

3

Brewis 201462 Review 
(narrative)

Yes, to identify mecha-
nisms by which stigma may 
contribute to the 
perpetuation of obesity

No, the author 
simply describes 
their work as a 
review/synthesis

Yes, a narrative review 
is appropriate for the 
descriptive aims

No, the author does 
not detail the process 
by which supporting 
works were identified 
and included

Yes, the author 
provides support for 
each proposed 
mechanism

Yes, a narrative 
summary of results 
is appropriate for 
the descriptive aims

No, there are no details 
on how analysis was 
conducted or what 
elements guided the 
synthesis

4

Carroll 201761 Review 
(narrative)

Yes, to investigate 
experiences of stigma 
among single mothers in 
diverse socioeconomic 
circumstances

Yes, the author 
conducts a narrative 
review of stigma 
theory as it applies 
to lone motherhood

Yes, a narrative 
summary of concepts 
followed by qualitative 
study supporting the 
author’s conclusions is 
appropriate for the 
study aims

Yes, the author 
describes the literature 
review process, and 
details how identified 
works contributed to 
the design and content

Yes, the author has 
thoroughly cited the 
theoretical 
groundwork, and 
provided a robust 
qualitative study to 
support the 
conclusions

Yes, a narrative 
synthesis of 
relevant research 
and semi-structured 
interview is 
appropriate for the 
study aims

Yes, the author clearly 
describes the methods 
used to synthesize 
sources to guide the 
narrative review and 
the analytical process 
used to extract key 
themes

7

Chaudoir et al. 
201366

Review 
(narrative)

Yes, to propose a 
framework that describes 
how stigma leads to 
psychological and physical 
health disparities

No, the authors do 
not specify their 
research design

Yes, a theoretical 
summary is 
appropriate for the 
proposal of a novel 
framework

No, the authors do not 
describe how they 
selected or appraised 
supporting works for 
this framework

Yes, the authors 
provide sufficient 
citations to support 
the proposed the 
causal pathways in 
their framework

Yes, a summary of 
supporting 
evidence for the 
framework is 
appropriate for the 
study aims

No, the authors do not 
detail how supporting 
works were synthesized 
in order to generate 
the framework

4
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Author, year Design
Are the aims and 

objectives of the research 
clearly stated?

Is the research 
design clearly 

specified?

Is the research design 
appropriate for the 
aims and objectives 

of the research?

Do the researchers 
provide a clear 
account of the 

process by which 
their findings were 

produced?

Do the researchers 
display enough data 

to support their 
interpretations and 

conclusions?

Is the method  
of analysis 

appropriate?

Is the method of 
analysis adequately 

explicated?

Total 
score 
(/7)

Collins et al. 
201332

Review 
(narrative)

Yes, to review evaluations 
of mental illness stigma 
reduction efforts in order 
to inform policy in 
California

No, the authors do 
not specify their 
research design

No, as the review is 
aimed at guiding 
policy, a more 
systematic review 
would have been more 
appropriate

No, the authors 
specify databases and 
keywords used, but 
not in sufficient detail 
to know how works 
were selected

Yes, each concept is 
referenced, offering 
an overview of 
included sources

Yes, a synthesis of 
key types of 
interventions is 
appropriate for the 
aim of the review

No, there are no details 
on how analysis was 
conducted or what 
elements guided the 
synthesis

3

Livingston, JD. 
(Commission 
de la santé 
mentale du 
Canada), 
201337

Review 
(narrative)

No, the authors do not 
state a specific aim, they 
introduce structural stigma 
in the context of modern 
institutional and social 
systems and examine tools 
to address stigma

No, the authors 
describe this work 
simply as a “report”

Yes, a narrative review 
of the concepts and 
tools to address stigma 
is sufficient

No, the authors do not 
provide an explanation 
of how they identified 
works for inclusion

Yes, the authors 
provide a well-cited 
summary of the 
state of knowledge 
in the field and of 
the Canadian 
context in support 
of their conclusions

Yes, a narrative 
description of the 
state of knowledge 
is appropriate for 
the descriptive aims 
of this study

No, the authors do not 
provide details 
regarding how the 
supporting evidence 
was synthesized or 
contributed to 
recommendations

3

National 
Academies of 
Sciences, 
Engineering, 
and Medicine 
(Committee 
on the Science 
of Changing 
Behavioral 
Health Social 
Norms), 201634

Review 
(narrative)

Yes, to review the current 
understanding of stigma, 
its determinants, and 
targets for intervention

No, the authors do 
not specify their 
research design

Yes, the narrative 
review approach is 
appropriate for the 
aims

No, the review 
describes key concepts 
without sufficient 
details to reproduce 
the content

Yes, each concept is 
referenced, offering 
an overview of 
included sources

Yes, synthesis of 
key theoretical 
concepts is 
appropriate for the 
aim of the review

No, there are no details 
on how analysis was 
conducted or what 
elements guided the 
synthesis

4

De Ruddere & 
Craig 201652 

Review 
(narrative) 

Yes, to describe current 
understanding of stigma 
pertaining to chronic pain

Yes, the authors use 
the term “topical 
review” to describe 
the design

Yes, the narrative 
review approach is 
appropriate for the 
descriptive aim 

No, the narrative 
review describes 
concepts without 
sufficient detail to 
reproduce results

Yes, each concept is 
referenced, offering 
an overview of 
included sources

Yes, synthesis of 
key theoretical 
concepts is 
appropriate for the 
study aim

No, there are no details 
on how analysis was 
conducted or what 
guided the synthesis

5

Désy et al. 
201376

Review 
(narrative)

Yes, to describe stigma, 
explore the ethical 
dimensions of stigma and 
propose a reflection tool to 
assist public health 
stakeholders

No, the authors do 
not specify their 
research design

Yes, a narrative review 
of evidence is 
appropriate for the 
aims and target 
audience of this report

No, the authors 
describe their search 
(databases, search 
terms), without 
sufficient detail to 
reproduce the content

No, the authors cite 
a very limited 
number of studies

Yes, a summary of 
the field of stigma 
and ethics research 
is appropriate for 
the objectives of 
this report

No, there are no details 
on how analysis was 
conducted or what 
elements guided the 
synthesis

3
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Author, year Design
Are the aims and 

objectives of the research 
clearly stated?

Is the research 
design clearly 

specified?

Is the research design 
appropriate for the 
aims and objectives 

of the research?

Do the researchers 
provide a clear 
account of the 

process by which 
their findings were 

produced?

Do the researchers 
display enough data 

to support their 
interpretations and 

conclusions?

Is the method  
of analysis 

appropriate?

Is the method of 
analysis adequately 

explicated?

Total 
score 
(/7)

Earnshaw et 
al. 201542

Review 
(narrative)

Yes, to propose a 
framework that describes 
how societal stigma can 
lead to physical and 
psychological health 
disparities

No, the authors do 
not specify their 
research design

Yes, a theoretical 
summary and review 
of supporting evidence 
is appropriate for the 
proposal of a novel 
framework

No, the authors do not 
describe how they 
selected or appraised 
supporting works for 
this framework

Yes, the authors 
conduct a thorough 
assessment of the 
supporting evidence, 
and each component 
of the framework is 
well referenced

Yes, a summary of 
supporting 
evidence for the 
framework is 
appropriate for the 
study aims

No, there is no 
explanation of how 
included works were 
synthesized in order to 
generate the 
framework

4

Fernandes et 
al. 201151

Review 
(Narrative)

Yes, to describe epilepsy 
stigma, and consider the 
influence of legislation on 
power imbalances

No, the authors do 
not specify their 
research design

Yes, a narrative review 
is appropriate for the 
descriptive aims

No, the authors 
provide no explana-
tion of how 
information for this 
review was obtained/
selected

Yes, theories are 
supported with 
sufficient citations 
and consider the 
availability and 
quality of evidence

Yes, a synthesis of 
existing research is 
appropriate for the 
generation of a 
conceptual novel 
framework

No, there is no 
explanation of how 
included works were 
synthesized

4

Golub 201826 Review 
(narrative)

Yes, to review the role of 
PrEP-related stigma in 
access and adherence to 
PrEP, and examine its 
antecedents and 
consequences

No, the design is not 
clearly specified

Yes, a narrative review 
is appropriate for the 
descriptive aims

No, the authors do not 
specify how they 
selected works to 
include in their review

Yes, the authors 
have cited a wide 
range of literature, 
lending support to 
their conclusions

Yes, synthesis of 
key theoretical 
concepts is 
appropriate for the 
objectives

No, no detail is 
provided regarding 
how the included 
works were synthesized

4

Groulx 201159 Review 
(narrative)

Yes, to summarize the 
factors driving social 
exclusion, and describe 
their manifestations in 
Canadian society

Yes, the authors 
state that they will 
use a narrative 
review design

Yes, the narrative 
review approach is 
appropriate

Yes, the search 
strategy is well 
described, including a 
description of 
inclusion criteria

Yes, each concept is 
referenced, offering 
an overview of 
included sources

Yes, synthesis of 
key theoretical 
concepts is 
appropriate for the 
aim of the review

No, there are no details 
on how analysis was 
conducted or what 
elements guided the 
synthesis

6

Hatzenbuehler  
20168

Review 
(narrative)

Yes, to review structural 
stigma related to mental 
illness and sexual 
orientation

No, the author 
simply describes the 
work as a review

Yes, a narrative review 
is appropriate for the 
descriptive aims

No, the author does 
not describe how 
works were selected 
for inclusion

Yes, concepts are 
well supported by 
theoretical evidence 
and empirical 
research

Yes, a narrative 
summary of 
theoretical and 
empirical research 
is appropriate for 
the descriptive aim

No, there are no details 
on how analysis was 
conducted or what 
elements guided the 
synthesis

4

Hatzenbuehler 
201457

Review 
(narrative)

Yes, to describe structural 
stigma as a risk indicator 
for psychiatric and 
physical-health morbidities 
among LGBT populations

No, the author 
describes the work 
as a review

Yes, a narrative review 
is appropriate for the 
descriptive aims

No, the author does 
not describe how 
works were selected 
for inclusion

Yes, the assertions 
are supported by 
citing a varied body 
of research, and 
comments on the 
methodological 
rigour of studies

Yes, a narrative 
summary of results 
is appropriate for 
the study aims

No, there is no 
explanation of the 
analytical process that 
contributed to the 
synthesis of included 
works

4
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Is the research 
design clearly 
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of the research?

Do the researchers 
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produced?

Do the researchers 
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conclusions?
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appropriate?

Is the method of 
analysis adequately 

explicated?

Total 
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(/7)

Holder et al. 
201930 

Review 
(narrative)

Yes, to describe how 
mental health stigma 
discourages treatment-
seeking

No, the authors 
describe it only as a 
“theoretical paper 
based on literature”

Yes, a narrative review 
is appropriate given 
the descriptive aim

No, the authors do not 
describe how works 
were selected for 
inclusion

Yes, the authors cite 
a wealth of 
resources from 
academic and grey 
literature

Yes, a theoretical 
review of literature 
is appropriate for 
the aim and design

No, there is no 
explanation of the 
analytical process 
contributing to the 
overall synthesis

4

Kerr et al. 
201645

Review 
(narrative)

Yes, to propose a novel 
conceptual framework and 
examine mechanisms 
leading to disparities in 
HIV risk for racialized 
communities

No, the authors do 
not specify their 
research design

Yes, a narrative review 
of evidence and 
proposed framework 
is appropriate for the 
proposal of a novel 
framework

No, the authors do not 
describe how they 
selected or appraised 
supporting works for 
this framework

Yes, the authors are 
proposing a complex 
model, and cite a 
large and diverse 
body of research to 
support their claims

Yes, a summary of 
supporting 
evidence for the 
framework is 
appropriate for the 
study aims

No, there is no 
explanation of how 
included works were 
synthesized in order to 
generate the 
framework

4

Knapp et al. 
201454

Review 
(narrative)

Yes, to describe the 
identity-threat model of 
stigma and adapt it to 
cancer stigma

Yes, the authors 
describe this as a 
review and 
application of stigma 
theory

Yes, the narrative 
review design is 
appropriate for the 
descriptive aims

Yes, the authors are 
adapting an 
established theory, 
however they do not 
describe the 
identification of 
supporting works

Yes, all concepts in 
the article are 
thoroughly cited, 
and the authors' 
analysis is based on 
a well-known theory 
of stigma

Yes, the authors 
have synthesized 
and summarized 
the salient points 
in the literature to 
support their 
conclusions

No, the authors do not 
describe how their 
synthesis was guided 
by included works 6

Link &  
Hatzenbuehler 
201672

Review 
(narrative) 

Yes, to explore the impact 
of stigma on health via 
processes of social 
disadvantage

No, the authors do 
not specify their 
research design

Yes, a narrative review 
is appropriate for the 
descriptive aims

No, the authors 
describe concepts in 
the literature without 
detailing how they 
identified relevant 
works

Yes, all concepts are 
thoroughly cited, 
and the first author 
is an authority in 
this field of research

Yes, the authors 
have provided a 
theoretical 
conceptualization 
based on existing 
research

No, there are no details 
on how analysis was 
conducted or what 
elements guided the 
synthesis

4

Ministère de la 
Santé et des 
Services 
sociaux 
Québec, 
201638

Review 
(narrative)

Yes, to summarize 
anti-stigma strategies for 
use in health care settings, 
in order to guide 
intervention

No, the authors do 
not specify their 
research design

No, a more systematic 
review with a quality 
assessment would 
have been more 
appropriate 

No, the review 
describes key concepts 
without sufficient 
details to reproduce 
the content

No, the authors cite 
a very limited 
number of studies

No, synthesis of 
key theoretical 
concepts is not 
appropriate to 
guide intervention 

No, there are no details 
on how analysis was 
conducted or what 
elements guided the 
synthesis

1

Mirabito et al. 
201667 

Review 
(narrative)

Yes, to propose a novel 
conceptual framework and 
analyze its contribution to 
the understanding of 
marketplace stigma

No, the authors do 
not specify their 
research design

Yes, a summary of 
supporting theories 
and explanation of the 
proposed framework 
is appropriate

No, the authors do not 
describe how they 
arrived at this 
formulation of their 
conceptual framework

Yes, the authors 
provide an adequate 
explanation of their 
framework, with 
citations supporting 
each of the 
components

Yes, the authors 
have conducted an 
analysis of the 
implications of 
their framework on 
the understanding 
of stigma

No, there are no details 
on how analysis was 
conducted or what 
elements guided the 
synthesis

4

TABLE 3 (continued) 
Summary of critical appraisal of identified works in the literature search on structural determinants of stigma
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Author, year Design
Are the aims and 

objectives of the research 
clearly stated?

Is the research 
design clearly 

specified?

Is the research design 
appropriate for the 
aims and objectives 

of the research?

Do the researchers 
provide a clear 
account of the 

process by which 
their findings were 

produced?

Do the researchers 
display enough data 

to support their 
interpretations and 

conclusions?

Is the method  
of analysis 

appropriate?

Is the method of 
analysis adequately 

explicated?

Total 
score 
(/7)

Morey 201856 Review 
(narrative)

Yes, to describe the 
mechanisms by which 
anti-immigrant stigma 
exacerbates ethnic health 
disparities

No, the author does 
not specify a 
research design

Yes, a short 
description of the 
research on this topic 
is sufficient for the 
objectives

No, there is no 
description of how 
these findings were 
identified

Yes, the proposed 
mechanisms are well 
cited

Yes, a narrative 
summary of 
supporting 
evidence is 
appropriate

No, no explanation of 
how supporting 
information was 
analyzed or integrated 
is provided

4

Mukolo et al. 
201028

Review 
(narrative)

Yes, to describe the 
literature on stigma 
associated with children’s 
mental disorders and 
highlight gaps in empirical 
work

No, the authors 
simply call this 
paper a “review,” 
and it is not clear if 
they mean to be 
systematic

Yes, a narrative review 
is appropriate for the 
descriptive aims

Yes, the authors detail 
their search strategy 
(databases, date 
ranges, search terms) 
and inclusion/
exclusion criteria

No, the concepts 
introduced are 
thoroughly cited, 
but many of their 
sources are from 
literature on adults

Yes, a narrative 
summary of results 
is appropriate for 
the aims

Yes, the authors 
describe how they 
appraised the 
convergence of 
definitions of critical 
dimensions of stigma

5

Nairn et al. 
201127

Review 
(narrative)

Yes, to provide a 
framework of the role of 
cultural mechanisms in 
media depictions of mental 
illness

No, the design is not 
clearly specified

Yes, the narrative 
review approach is 
appropriate for the 
objectives

No, the narrative 
review describes 
concepts without 
sufficient detail to 
reproduce the content

Yes, each concept is 
referenced, offering 
an overview of 
included sources

Yes, synthesis of 
key theoretical 
concepts is 
appropriate for the 
aim of the review

No, there are no details 
on how analysis was 
conducted or what 
elements guided the 
synthesis 

4

Pescosolido et 
al. 200833 

Review 
(narrative)

Yes, to propose a novel 
conceptual framework 
describing the determi-
nants of stigma, focussing 
on mental health

No, the authors do 
not specify their 
research design

Yes, a narrative review 
of existing evidence 
and of the compo-
nents of the proposed 
framework is sufficient

No, the authors do not 
describe how they 
selected or appraised 
supporting works for 
this framework

Yes, each concept 
that the authors 
included in their 
framework is well 
referenced

Yes, a narrative 
summary of 
supporting 
evidence is 
sufficient

No, there is no 
explanation of how 
included works were 
synthesized in order to 
generate the framework

4

Phelan et al. 
201477

Review 
(narrative)

Yes, to propose a novel 
theory of stigma focussing 
on systemic aspects of 
stigma and their impact on 
health

Yes, the authors 
propose a narrative 
review of extant 
theories

Yes, a narrative 
summary is 
appropriate for the 
descriptive aims

No, the authors do not 
describe how the key 
works in stigma and 
status theory were 
identified

Yes, all concepts are 
thoroughly cited, 
and the first author 
is an authority in 
this field of research

Yes, a narrative 
summary of 
supporting evidence 
is sufficient for the 
descriptive aims

Yes, the authors 
describe their 
assessment process by 
identifying theoretical 
convergence

6

Schabert et al. 
201350

Review 
(narrative)

Yes, to develop a 
framework of the 
experiences, causes and 
consequences of diabetes 
stigma

Yes, the authors 
state that this is a 
narrative review

Yes, the narrative 
review approach is 
appropriate for the 
objective

No, the authors 
describe the search 
strategy (databases, 
search terms) but do 
not specify inclusion 
criteria

Yes, each concept is 
referenced, offering 
an overview of 
included sources

Yes, synthesis of 
key theoretical 
concepts is 
appropriate for the 
aim of the review

Yes, the authors 
explain how the extant 
literature was 
categorized

6

White Hughto 
et al. 201558

Review 
(narrative)

Yes, to review the multiple 
levels of transgender 
stigma and how they 
influence health

No, the design is not 
clearly specified, it is 
defined simply as a 
“review”

Yes, the narrative 
review approach is 
appropriate for the 
objectives

No, the narrative 
review describes 
concepts without 
sufficient detail to 
reproduce the content

Yes, each concept is 
referenced, offering 
an overview of 
included sources

Yes, synthesis of 
key theoretical 
concepts is 
appropriate for the 
aim of the review

No, there are no details 
on how analysis was 
conducted or what 
elements guided the 
synthesis

5

TABLE 3 (continued) 
Summary of critical appraisal of identified works in the literature search on structural determinants of stigma
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Author, year Design
Are the aims and 

objectives of the research 
clearly stated?

Is the research 
design clearly 

specified?

Is the research design 
appropriate for the 
aims and objectives 

of the research?

Do the researchers 
provide a clear 
account of the 

process by which 
their findings were 

produced?

Do the researchers 
display enough data 

to support their 
interpretations and 

conclusions?

Is the method  
of analysis 

appropriate?

Is the method of 
analysis adequately 

explicated?

Total 
score 
(/7)

Williams 
201835

Review 
(narrative)

Yes, to assess how 
personal, cultural and 
structural oppression affect 
individuals with affective 
distress, and the experience 
of self-stigma

No, the design is not 
clearly specified

Yes, the narrative 
review approach is 
appropriate for the 
objectives

No, the author does 
not describe how 
works were identified 
or selected

Yes, each concept is 
referenced, offering 
an overview of 
included sources

Yes, synthesis of 
key theoretical 
concepts is 
appropriate for the 
objectives

No, there are no details 
on how analysis was 
conducted or what 
elements guided the 
synthesis

4

Clement et al. 
201336

Review 
(systematic)

Yes, to assess the effects of 
mass media interventions 
on reducing mental health 
stigma

Yes, the authors 
conducted a 
systematic review of 
published literature

Yes, a systematic 
review is appropriate 
for the study aims

Yes, the authors list 
and justify selection 
criteria, list databases 
and provide a 
complete search 
strategy 

Yes, the authors 
have identified and 
included a sufficient 
number of works to 
support their 
conclusions

Yes, a narrative 
synthesis and 
meta-analysis are 
appropriate for the 
study aims

Yes, the authors 
conducted a narrative 
synthesis of qualitative 
studies and meta-
analysis of qualitative 
studies

7

Craig et al. 
201749

Review 
(systematic)

Yes, to explore the 
inclusion and conceptual-
ization of stigma in 
research about TB in low 
incidence settings

Yes, the authors 
conducted a 
systematic mapping 
review to map/
categorize the 
existing body of TB 
research

Yes, the systematic 
mapping review is 
appropriate for the 
goals of this study

Yes, clear description 
of search strategy 
(databases, search 
terms, inclusion 
criteria)

Yes, the authors use 
a detailed search 
strategy, and 
sufficient studies 
were identified to 
support each 
category in the 
mapping process

Yes, systematic 
mapping review of 
literature on 
TB-related stigma 
appropriate for the 
authors’ objectives

Yes, the authors list 
specific analytical 
questions and provide 
an overview of the 
articles that addressed 
each question

7

Darlington et 
al. 201743

Review 
(systematic)

Yes, to analyze the state of 
knowledge regarding 
HIV-related stigma among 
women in the Southern US

Yes, the authors 
conducted a 
systematic review of 
published literature

Yes, a systematic 
review is appropriate 
for the study aims

Yes, the authors list 
databases, provide 
rough details about 
search strategy and list 
clear selection criteria

Yes, the authors 
thoroughly cite each 
concept they 
introduce with quali-
tative and 
quantitative studies

Yes, the narrative 
synthesis of studies 
is appropriate for 
the study aims

No, the authors do not 
mention how the 
contents of the 
included studies were 
analyzed or appraised 
in order to inform the 
synthesis

6

Katz et al. 
201344

Review 
(systematic)

Yes, to assess the 
relationship between the 
experience of HIV-related 
stigma and ART adherence

Yes, a systematic 
review and 
meta-analysis of 
published and 
unpublished 
literature

Yes, a systematic 
review is appropriate 
to describe a 
hypothesized causal 
mechanism

Yes, the authors 
provide a detailed 
description of their 
search (databases, 
search strategy, 
inclusion criteria, qual-
ity assessment)

Yes, the analysis was 
robust and well 
reported, and they 
identified sufficient 
works to conduct a 
meta-analysis

Yes, a meta-analy-
sis and thematic 
meta-synthesis is 
appropriate for the 
objectives

Yes, the authors 
conducted a thematic 
meta-synthesis of quali-
tative studies, and 
meta-analysis of 
quantitative studies 

7

Abbreviations: ART, antiretroviral therapy; FASD, fetal alcohol spectrum disorder; HCV+, hepatitis-C-virus positive; HIV, human immunodeficiency virus; LGBT, lesbian, gay, bisexual, transgender; MSM, men who have sex with men; PLHIV, people living with 
human immunodeficiency virus; PrEP, pre-exposure prophylaxis; STBBI, sexually transmitted and blood-borne infection; TB, tuberculosis.

TABLE 3 (continued) 
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interpretations were produced (Table  3). 
This element tended to be absent from 
works from the social sciences, which 
made up a large proportion of the included 
literature. This is a limitation of extant 
reviews of structural determinants of stigma. 
Figure 2A provides a summary of the 
mean score on each of the quality 
appraisal questions by study type, and 
Figure 2B provides an overview of the 
quality of works supporting each identi-
fied structural domain, described later on.

Study characteristics 
The identified works overwhelmingly cited 
Link and Phelan’s1 conceptualization of 
stigma as a process driven by social, eco-
nomic and political power inequities, 
through which attitudes, negative stereo-
types and a sense of separation between 
groups can lead to discrimination and sta-
tus loss. The reviewed literature explored 
many stigmatized experiences, identities, 
behaviours and health conditions (Table 2). 
Comprehensively, these were: individuals 
with mental health and substance use dis-
orders;26-39 individuals living with human 
immunodeficiency virus (HIV)26,40-46 or 
other sexually transmitted or blood-borne 
infections (STBBI),47 tuberculosis (TB),48,49 
diabetes,50 epilepsy,51 chronic pain52,53 or 
cancer—particularly types whose etiology 
may be attributable to patients’ behav-
iours;54 vulnerable subpopulations such as 
migrants and racialized communities;55,56 
lesbian, gay, bisexual, transgender, queer 
and other (LGBTQ+) populations;57,58 indi-
viduals experiencing poverty;59 sex work-
ers;60 single mothers;61 individuals labelled 
as obese or fat;46,62 biological mothers of 
children diagnosed with fetal alcohol 
spectrum disorder;63 and individuals who 
smoke.64 Some authors highlighted that, 
although their research may have focussed 
on stigma pertaining to a specific condi-
tion or identity, individuals can experi-
ence multiple sources of stigma due to the 
intersection of multiple complex identities 
and life experiences.47,60 These authors 
acknowledged that restricted study scope 
could represent a potential limitation to 
their studies.  

Lastly, among the works reviewed, 15 pro-
posed conceptual frameworks that graphi-
cally represented at least one upstream 
determinant of stigma (Table 2).28,32,33,40-42, 

45-47,50,58,63,65-67 However, none were intended 
to provide a comprehensive summary of 
known structural determinants of stigma 
across populations. Identified frameworks 
were heterogeneous in form and content. 

FIGURE 1 
Flow diagrama of data identification, selection and extraction

a See Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group. Preferred reporting items for systematic reviews and meta-
analyses: the PRISMA statement. BMJ. 2009;339:b2535. https://doi.org/10.1136/bmj.b2535. For more information, visit www 
.prisma-statement.org.
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followed by a summary of identified struc-
tural determinants.

Descriptive results

Study selection 
Overall, 657 works were identified through 
the search strategy. Figure 1 provides a 
summary of works identified. Four works— 
all grey literature sources—were written 
in French. After applying inclusion and 
exclusion criteria, 53 works were retained 
(Table 2). Most rejected works were those 
that did not document determinants of 
stigma that operate at a structural level. 
The retained works consisted of literature 

reviews (n  =  37; 69%), and individual 
mixed-method (qualitative and quantita-
tive; n = 4; 8%), qualitative (n = 5; 9%) 
and quantitative (n  =  7; 13%) studies. 
Most reviews were not limited to a specific 
country setting, while individual studies 
were predominantly based in specific geo-
graphic regions including the United States 
(n  =  14), Canada (n  =  8) and Europe 
(n = 5) (Table 2).

Quality appraisal 
Most publications were moderate or strong 
in quality. The weakest element of the 
publications was a lack of detail on the 
design processes by which findings and 

https://doi.org/10.1136/bmj.b2535
http://www.prisma-statement.org
http://www.prisma-statement.org


107 Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and PracticeVol 41, No 3, March 2021

FIGURE 2 
Summary of the quality appraisal assessment of identified works (N = 53), across study types  

and domains of structural determinants of stigma
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However, most frameworks included an 
acknowledgement that stigma could be 
enacted at many levels, such as the indi-
vidual (internalized), interpersonal, com-
munity, institutional and societal levels. 
Many frameworks also acknowledged that 
stigma is influenced by historical social 
inequities, such as those relating to sys-
temic racism.46

Structural determinants of stigma

Thematic analysis of the reviewed litera-
ture yielded 10 overall domains of struc-
tural determinants of stigma (Table 2): 
(1) legal frameworks; (2) welfare policies; 
(3) economic policies; (4) social and built 
environments; (5)  media and marketing; 
(6) pedagogical factors; (7) health care prac-
tices and policies; (8) biomedical technology; 

(9) diagnostic frameworks; and (10) public 
health interventions. A narrative synthesis 
of these domains and their relationship 
with stigma follows.

Legal frameworks 
The domain of “legal frameworks” refers 
to factors pertaining to enacted or proposed 
legislation, including broad bills of rights, 
as well as downstream elements of criminal 
justice systems such as factors pertaining 
to policing, courts and corrections. Twenty- 
four works referenced terms that fell under 
this dom ain.29,31,32,34,35,43,45-48,51,54,56-58,60,61,66-72 
Examples of terms describing structural 
determinants under this domain include 
(but are not limited to) “laws,”32 “legislative 
action,”43 “legal protections,”46 “Acts” (e.g. 
the United Kingdom’s Mental Health Act or 
Equality Act),35 “policing” and “sentencing.”45 

Terms related to legal frameworks were men-
tioned in six existing frameworks.32,45-47,58,67

Overall, legal frameworks were identified 
as potential levers to prevent the discrimi-
nation and status loss components of the 
stigma process. Legislation that enshrines 
individual rights in relation to employ-
ment,57,60 housing,43 marriage,66,69 or immi-
gration56—to name some of the areas 
referenced in reviewed works—can pre-
vent inequitable access to health and 
social resources.67 On the other hand, fac-
tors relating to legal frameworks can also 
enable discrimination. This can occur 
when existing legislation fails to protect 
the rights of certain populations (people 
living with HIV are one prominent exam-
ple43), when legislation restricts rights for 
certain groups (e.g. barring individuals with 
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mental illnesses from serving on juries,34 
or prohibiting individuals with epilepsy 
from driving51), or when components of 
the criminal justice system such as polic-
ing or sentencing affect certain populations 
more than others.46 The laws introduced 
during North America’s “War on Drugs,” 
referenced in several studies, are one of 
the most illustrative examples of the latter. 
These laws were described as influencing 
the stigma process by perpetuating nega-
tive stereotypes of individuals who com-
mitted drug-related crimes (e.g. using or 
selling illicit substances)34 and enabling 
status loss of Indigenous, Black and racial-
ized communities through disproportion-
ate policing and incarceration.45,66

Welfare policies 
The domain of “welfare policies” refers to 
factors relating to the presence of, eligibil-
ity for and relative coverage or “generos-
ity” of government-based structures, services 
and benefit programs that offer social, 
health or economic support for those in 
need. A non-exhaustive list of terms that 
led to the categorization of this domain 
included “welfare state,” “insurance,”33 
“child welfare system,”40 “benefits”73 and 
“social security.”56 Twelve works used terms 
related to welfare policy,33,37,40,45,55,56,58,59,61,64,66,73 
of which two also referred to these terms 
in proposed conceptual frameworks.33,40

Overall, the provision and coverage of 
social supports (or lack thereof) was 
noted across the included works as con-
tributing to the stigma process via two 
principle mechanisms: by shaping societal 
beliefs about service or benefit recipients, 
and by influencing vulnerable popula-
tions’ access to protective and life-sustain-
ing resources. Two examples of these 
welfare-related mechanisms include poli-
cies that disqualify individuals from wel-
fare benefits or services based on certain 
statuses, such as those limiting immi-
grants’ eligibility for social services based 
on documentation status or length of time 
since immigration,56 and “War on Drugs” 
policies that disqualify offenders from 
social protections such as access to public 
housing.45 Both types of policies were 
identified as reinforcing negative societal 
perceptions of those who do not “merit” 
societal support, therefore legitimizing 
exclusion and negative stereotypes.33 
Similar processes can occur if welfare cov-
erage is restricted for certain conditions, 
such as when health insurance coverage is 
limited for mental health services37 or 
gender-affirming procedures,58 to name 

two examples. Policies that disqualify cer-
tain populations from access to social sup-
ports contribute to the stigma process by 
creating systematic gaps in care and status 
loss for affected populations.

Economic policies 
The domain of “economic policies” refers 
to factors pertaining to governmental influ-
ence on features of economic landscapes, 
including policies relating to labour mar-
ket wage, income redistribution policies or 
budgetary funding allocation across sec-
tors. Though minimum wage limits are set 
through legislation, they are grouped 
under this domain because of their effects 
on economic conditions such as hiring 
practices and labour market participa-
tion—factors connected to the economic 
landscape of political jurisdictions.74 Eight 
works referred to terms pertaining to this 
domain,33,35,37,59,60,62,64,75 including one which 
integrated the concept of economic poli-
cies in its proposed conceptual frame-
work.33 Examples of terms relating to 
this domain included “funding,”75 “tax,”37 
“invest ment,”37 “economic development”33 
and “minimum wage.”59

Overall, governmental influence on eco-
nomic environments was described as 
influencing the stigma process by deter-
mining how equitably (or inequitably) 
economic resources are distributed within 
a population—thereby both influencing 
socioeconomic positioning of groups and 
sending the implicit message to disenfran-
chised groups that their disadvantaged 
state is not worth addressing through pub-
lic investment. One example of how eco-
nomic policies can influence status loss 
was that limited budgetary resource allo-
cation to health services and workplace 
support programs for those experiencing 
mental health issues can lead to gaps in 
care and social and economic exclusion 
for those affected.35,37,75

Social and built environments 
The domain of “social and built environ-
ments” refers to the characteristics of com-
munities and places, at an aggregate level, 
in which individuals live, work or play—
including population prevalence of certain 
health, social or economic conditions or 
elements of physical environments. Although 
they are likely influenced by elements that 
fall under preceding domains, such as 
economic or welfare policies, we consider 
socioecological environmental character-
istics as a distinct domain. Seventeen 
works included terms pertaining to this 

dom ain,34,37,39,41,42,48,53,57,61,62,64,66,67,70,72,75-77 includ-
ing three conceptual frameworks.41,42,66 A 
non-exhaustive list of terms relating to 
this domain included “environmental haz-
ards,”66 “residential segregation,”42 “neigh-
borhood disorder,”39 “prevalence” of a 
health or social condition (e.g. depres-
sion)75 and availability of social meeting 
“spaces.”41

Overall, studies describe how characteris-
tics at the level of the local area and the 
community can influence the stigma pro-
cess by contributing to both real and per-
ceived social separation between groups 
and by generating social stratification in 
resource access. One example of these 
mechanisms is the way racialized and 
lower-income communities are segregated 
across residential neighbourhoods, which 
can reduce contact between stigmatized 
and nonstigmatized groups and reinforce 
perceptions of social differentiation.42,77 
These exclusionary structures can contrib-
ute to economic deprivation,48 differential 
exposure to hazardous environmental con-
ditions such as unsafe work conditions, 
pollution or infectious disease,66 and 
inequalities in access to health care facili-
ties34 or places of education and employ-
ment for excluded groups.37 In contrast, 
social environments such as workplaces 
or residential areas with greater social 
diversity can foster more interactions 
between population subgroups, shift soci-
etal perceptions and beliefs and reduce 
inequities in resource access.67,75

Media and marketing 
The domain of “media and marketing” 
refers to factors pertaining to the content 
development and regulation of communi-
cations strategies of various forms, such as 
news media, broadcasting or advertising, 
designed for the purposes of entertain-
ment and sales, or to promote chan-
ges in individuals’ behaviours. Nineteen 
works used terms pertaining to this dom-
ain.27,28,32-37,48-50,54-56,60,61,67,76,77 Examples of 
terms relating to this domain included 
“media portrayals,”32 “media coverage,”37 
“media context,”33 “commercial”67 and 
“social marketing.”50 Five of the identified 
conceptual frameworks explicitly mentioned 
media- and marketing-related terms.32,33,46,50,67

Media content and social marketing endeav-
ours can influence the stigma process by 
shaping societal attitudes and beliefs, and 
by reinforcing or countering negative ste-
reotypes, interpretations and attributions 
of blame. Media content can also serve as 
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a proxy for social interaction with stigma-
tized groups. If direct contact with stigma-
tized populations is rare, media may act 
as the primary or sole source of informa-
tion that impacts judgments made in 
everyday life about these individuals.32,77 
To illustrate, one example is media por-
trayals of people with mental illnesses 
that depict these individuals as danger-
ous, unpredictable and criminal, thereby 
inciting fear and perceptions of social dif-
ferentiation (or “othering”).27,28,37 Another 
example is media portrayals that reinforce 
beliefs that certain groups are to blame for 
the harms they experience, and are there-
fore less deserving of social support and 
inclusion.48,54,60 These narratives can legiti-
mize discrimination towards marginalized 
groups.27,32,35,77

Media content can also reduce stigma 
by normalizing and promoting a greater 
understanding of certain behaviours or 
conditions.28,48 Media content presenting 
positive and inclusive messaging, and 
including factual information about the 
causes, treatments and experiences of 
individuals with mental illness, can shift 
population-level misconceptions and neg-
ative stereotypes.32

Pedagogical factors 
The domain of “pedagogical factors” per-
tains to the structure, design and imple-
mentation of educational content (e.g. 
curricula) and teaching initiatives, as 
well as educational institutions. A sam-
ple of terms relating to this domain 
included “trainings,”58 “curricula”37 and 
“educational programs.”68 Eighteen works 
referenced terms that fell under this dom-
ain.29-32,34,37,38,40,43,46,50-53,55,58,68,72 Pedagogical 
factors were referenced in three concep-
tual frameworks.32,50,58

These works described how both the form 
and the content of educational material 
can influence the stigma process. Overall, 
much like media content, pedagogical fac-
tors can influence the stigma process by 
shaping societal attitudes and beliefs. 
Across studies, it was noted that pedagogi-
cal material that promotes or enables direct 
contact between the public and stigma-
tized individuals,38,50,51 that tackles misin-
formation32 including negative stereotypes29 
and that normalizes stigmatized behav-
iours can reduce stigma by increasing 
awareness and empathy.

In contrast, the absence of training regard-
ing certain health or social conditions can 
influence how care and services are deliv-
ered by professionals working in these 
fields, thereby contributing to discrimina-
tory practices.38 One salient example is the 
way insufficient training among health 
care providers on HIV transmission risk 
can lead to insensitive and discriminatory 
practices towards patients living with 
HIV.43,55

Health care policies and practices
The domain of “health care policies and 
practices” refers to health system–level 
factors that pertain to the delivery of 
health care, including facility presence, 
accessibility and internal operational 
policies. Seventeen individual works ref-
erenced terms associated with this dom-
ain.26,28,31,33,34,37,40,41,44,45,48,49,55,60,64-66 Of these, 
five proposed conceptual frameworks that 
referenced terms relating to this dom-
ain.33,40,45,65,66 A non-exhaustive list of terms 
used included “health care system,”33 
“linkage to care,”45 “healthcare quality”66 
and “institutional [health care] protocols.”65

Overall, structural determinants relating 
to health care policies tended to fall under 
two categories: factors relating to the 
availability and relative accessibility of 
high-quality health care services, and fac-
tors pertaining to internal policies on 
health service organization and delivery. 
An example of the former is systemic dif-
ferences in the availability of prompt,28,65 
high-quality health care across communi-
ties, according to region of residence,40,66 
financial capacity,44 and linguistic or cul-
tural background.34 Examples of health 
care initiatives that may reduce stigma are 
programs that improve the accessibility 
of services, such as policies that help 
patients navigate health systems and adhere 
to treatment plans,44 and outreach activi-
ties (e.g. home visits) for underserved 
populations.40

Within clinical settings, institutional poli-
cies and structures can also contribute to 
discrimination against certain populations. 
Salient examples include physical struc-
tures, such as open-plan waiting rooms, 
and inter-staff communication policies that 
fail to protect patient’s confidentiality by 
allowing diagnoses to be overhead by oth-
ers. These kinds of policies and structures 
can deter vulnerable populations from 
seeking care and can lead to the mistreat-
ment of patients with stigmatized health 
conditions such as HIV55 or TB.48

Biomedical technology
The domain of “biomedical technology” 
refers to structural determinants that per-
tain to the development, existence, use 
and effects of technology or medical prod-
ucts that are provided to patients in clini-
cal health settings to treat diagnosed health 
conditions. A sample of terms relating to 
this domain include “advent of effective 
treatment,”48 “control of disease”33 and 
“treatment side effects.”54 Six works—
including one conceptual framework33—
referenced determinants relating to this 
domain.26,33,48,54,78,79

Overall, studies documented how the exis-
tence of biomedical technologies that can 
prevent, manage or treat health conditions 
such as HIV,26 TB,48 or cancer,54 to name 
some examples, can influence the stigma 
process by changing the visibility of the 
condition, or by shifting societal beliefs 
around the dangerousness, severity and 
permanence of the disease as well as the 
risk of transmission. Studies also identi-
fied how the targeted promotion of bio-
medical treatments to certain populations 
because of their behaviours or risk pro-
files may lead to increased stigma. For 
example, guidelines that recommend that 
individuals engaging in riskier sexual 
activities use pre-exposure prophylaxis 
(PrEP) to prevent HIV infection may cause 
people to conflate the use of this technol-
ogy with sexual promiscuity, resulting in 
potential and current users fearing and 
experiencing discrimination.26

Diagnostic frameworks
The domain of “diagnostic frameworks” 
refers to structural determinants that per-
tain to developments in the understanding 
of disease etiology and classification. Seven 
works described determinants that relate 
to this domain,33,35,46,50,58,63,79 two of which33,46 
proposed a conceptual framework that ref-
erenced terms relating to this domain. 
Examples of terms falling under this 
domain included “diagnostic practices,”63 
“DSM” (Diagnostic and Statistical Manual 
of Mental Disorders),79 “genetic causal infor-
mation”50 and “medicalization.”58

Overall, developments in societal under-
standing of how diseases emerge can con-
tribute to the stigma process by influ encing 
societal perceptions of where responsibil-
ity for disease emergence should be 
placed. One example of this has been 
research findings that certain conditions 
such as mental health disorders or diabe-
tes can be linked to underlying genetic 
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factors. These developments in scientific 
knowledge can shift how societies attribute 
blame for incidence of these conditions.33,50

Developments in societal understanding 
of how health and social conditions 
should be classified can contribute to the 
stigma process by influencing perceptions 
of what is considered abnormal. By label-
ling certain conditions as “disorders” or 
“diseases,” clinical diagnoses can imply 
the need for corrective treatment and 
facilitate the ostracizing of affected indi-
viduals. One illustrative example is how 
previous editions of the Diagnostic and 
Statistical Manual of Mental Disorders 
(DSM) pathologized homosexuality and 
gender nonconformity, contributing to 
negative stereotypes of and discrimination 
against LGBTQ+ communities.58

Public health interventions
The domain of “public health interven-
tions” refers to policies, programs and ini-
tiatives led or mandated and financially 
supported by public health stakeholders. 
Seven works, including one conceptual 
framework,50 described determinants relat-
ing to this domain.42,49,50,60,63,67,77 Terms used 
in these studies included “health promo-
tion initiatives,”50 “public health initia-
tives”63 and “community-based outreach 
interventions.”42

Overall, studies described how public 
health interventions can influence the 
stigma process by shaping societal norms 
and beliefs both positively and negatively. 
For example, health promotion interven-
tions that perpetuate messaging around 
the need to change certain individual 
behaviours (e.g. weight control, substance 
consumption) can have unintentional neg-
ative influences on societal beliefs by rein-
forcing narratives of blame and responsibility 
for individuals engaging in these behav-
iours or experiencing resulting health con-
ditions.26,50 One illustration of this was 
public health messaging of zero-tolerance 
of alcohol consumption during pregnancy. 
This messaging can perpetuate negative 
societal beliefs of pregnant individuals 
who drink or of mothers of children with 
fetal alcohol spectrum disorder, and can 
lead to hesitancy among pregnant individ-
uals who do drink to consult health and 
social services.63

Community-based public health interven-
tions can also influence the discrimination 
and status loss components of the stigma 

process by intervening on resource distri-
bution. One example of such interventions 
is community-based public health initia-
tives designed to improve access to health 
and harm reduction services for popula-
tions that may have less trust in medical 
establishments due to historical discrimi-
nation, such as individuals living with 
HIV or sex workers.42,60 These types of 
interventions are believed to be protective 
against stigma as they promote respect 
and inclusivity, and represent sources of 
empowerment for vulnerable populations.42

Conceptual framework 
The ten domains of structural determi-
nants are summarized in Figure 3. This 
figure is a simplified conceptual frame-
work that depicts the structural determi-
nant domains identified in the reviewed 
literature, and how they were described in 
relation to the stigma process as defined 
by Link and Phelan.1 Three large arrows 
flow from the structural determinants to 
the stigma process. These arrows indicate 
how structural factors can influence the 
stigma process overall, and more precisely 
by shaping the psychosocial “drivers” of 
the stigma process, which include societal 
beliefs and stereotypes based in fear, nor-
mative judgment or blame as well as lived 
experiences of discrimination and status 
loss.3,72

In line with the reviewed conceptual 
frameworks and models, including the 
CPHO’s Stigma Pathways Model,3 Figure 3 
also includes a graphical representation of 
the levels of population interaction at 
which stigma can be enacted, from the 
individual (internalized) to the systems 
level. Further, many studies and existing 
frameworks acknowledged that stigma 
processes are influenced by historical 
social inequities and discrimination,3,46,72 
thus creating feedback loops between 
structural practices and stigma processes 
through time. To represent these dynam-
ics, Figure 3 includes a large arrow that 
flows from the stigma process back to 
structural determinants.

Since this review did not involve an 
exhaustive literature search and further 
research is needed to confirm both the 
causal associations between factors and 
the effectiveness of various stigma- 
reduction interventions across popula-
tions and settings, Figure 3 should not be 
interpreted as providing a comprehensive 
summary of all possible structural deter-
minant domains, nor as depicting firm 

causal ties between each of the domains 
and elements of the stigma process. 
Instead, it was designed to provide a 
visual summary of the narrative synthesis 
presented in this review that can be used 
as a tool to structure policy discussions on 
ways to orient public health interventions 
to reduce stigma in Canada and abroad.

Discussion

This rapid review was designed to identify 
and summarize structural determinants of 
stigma in Canada and other OECD set-
tings, in order to guide future research 
and intervention. An analysis of findings 
from 53 works from peer-reviewed and 
grey-literature sources, 15 of which included 
proposed conceptual frameworks that 
mentioned at least one type of structural 
determinant of stigma, this review is the 
first known summary and conceptual 
framework of structural determinants of 
stigma across health and social condi-
tions. Applying a thematic analysis of 
structural-level factors documented in the 
literature, we identified and defined 10 dis-
tinct domains of structural determinants 
of stigma. These domains were legal 
frameworks, welfare policies, economic 
policies, social and built environments, 
media and marketing, pedagogical factors, 
health care practices and policies, biomed-
ical technology, diagnostic frameworks, and 
public health interventions.

This summary fills an important gap in 
the existing literature by bringing together 
findings from a wide range of fields of 
stigma research, and elucidating types of 
factors that operate at the contextual level 
to influence societal beliefs, negative ste-
reotypes, discrimination or status loss 
across multiple social contexts and popu-
lations.14 This review and the proposed 
conceptual framework are tools that can 
be used to structure future policy conver-
sations; the ten domains of factors and the 
governance sectors to which they relate 
can be systematically considered when 
seeking to address and prevent stigma. As 
structural-level factors can contribute to 
social stratification and health inequities,9 
each identified domain merits attention.

Strengths and limitations

One strength of this rapid review is its 
focus on determinants of stigma across 
health outcomes and physical or social 
attributes. The resulting summary is there-
fore applicable to a wide range of substantive 
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domains of public health and social pol-
icy. Another strength is its focus on struc-
tures that could theoretically be modified 
through intersectoral public health inter-
vention, with potential population-level 
impacts on the stigma process.9,15 

Nonetheless, this review has certain limi-
tations. Due to the non-exhaustive search 
strategy of the rapid review design, rele-
vant studies—particularly individual qual-
itative or quantitative studies—may have 
been missed by our search strategy, and 
thus, certain examples of structural deter-
minants may have been missed as well. 
However, given that the majority of pub-
lished works included in this review are 
evidence summaries and frameworks of 
structural determinants, we expect that 

the contribution of missed studies is likely 
to be minimal. 

Another limitation is that many of the 
works reviewed here did not include suf-
ficient detail about the process by which 
their results were obtained and synthe-
sized. The opacity of the data-generating 
process of these works calls into question 
the comprehensiveness of their findings. 
The resulting summary should therefore 
be used primarily as a conceptual guide 
rather than an exhaustive review. Includ-
ing this element in future texts will be a 
necessary step for strengthening public 
health literature on stigma. 

Finally, this review summarizes findings 
for the general context of OECD nations. 
We did not seek to explore structural 

determinants within a specific jurisdic-
tion. Since the impacts of structural deter-
minants on the stigma process may be 
heterogeneous across local contexts, future 
research and policy conversations on ways 
to address stigma should consider how 
local eco-social or political environments 
may influence the structural determinants 
of stigma or the effects of potential inter-
ventions on stigma reduction.

Conclusion

This review complements previously pub-
lished summaries of the influence of 
stigma as a determinant of health. Here, 
the structural determinants of stigma as a 
social outcome occurring across health 
and social conditions were explored. A 
rapid review of existing evidence suggests 

FIGURE 3 
Conceptual framework of identified domains of structural determinants and their relationship with the stigma process
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that there are at least ten domains of 
structural determinants of stigma. The 
present review’s conceptual framework of 
these domains can be used as a tool to 
structure future policy conversation across 
sectors on ways to reduce stigma at a pop-
ulation level.
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Editors: Jennifer O’Loughlin (University of Montreal), Thierry Gagné (University College London) and Robert Geneau (Editor-in-Chief, 
Health Promotion and Chronic Disease Prevention in Canada Journal, Public Health Agency of Canada)

It is estimated that more than 45 000 Canadians die from a tobacco-related disease each year,1 making tobacco use the leading pre-
ventable cause of premature death in Canada.2 In recent years, the growing use of vaping products, especially among youth, has also 
raised significant public health concerns. There is emerging evidence that vaping products are not without risks for individual users, 
with more research needed to determine the long-term risks. The electronic cigarette market, if left to expand without an appropriate 
mix of regulations in place, could also threaten the “Tobacco Endgame.”3,4 Tobacco and vaping control policies are now largely 
intertwined. 

Canada continues to implement comprehensive tobacco control policies and programs as part of its commitment to reach a national 
target of less than 5% tobacco use by 2035.5 Regulations on vaping products have also been introduced in recent years at the federal 
level and across several provinces and territories, with one of the clear aims being to curb the use of vaping products among youth. 

The objective of this special issue is to disseminate current and emerging scientific evidence on tobacco and vaping-related epidemi-
ology, prevention and control, with a focus on youth. To this effect, Health Promotion and Chronic Disease Prevention in Canada: 
Research, Policy and Practice seeks relevant topical research articles that present new findings or synthesize existing evidence on: 

• Policies, interventions and regulations related to tobacco and/or vaping initiation, use and consumption, and cessation, includ-
ing tobacco and vaping-related policy gaps and implementation challenges; 

• Health inequalities in tobacco/vaping use and related harms; and

• Associations between the use of vaping products, smoking cessation and harm reduction behaviours in both smokers and 
non-smokers.

International submissions will be considered if they include Canadian data, results (e.g. as part of global comparisons) and/or evidence- 
based discussion of implications for public health in Canada.

Consult the journal’s website for information on invited article types and detailed submission guidelines for authors. Kindly refer to 
this call for papers in your cover letter. All manuscript submissions, pre-submission inquiries and questions about suitability or scope 
should be directed to PHAC.HPCDP.Journal-Revue.PSPMC.ASPC@canada.ca.

Submission Deadline: April 30th, 2021.
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