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EXECUTIVE SUMMARY
• �Adolescents living with HIV experience self-stigma 

that is configured by gender, age, and their everyday 
social environments, yet many current approaches 
treat stigma as a single, uniform construct. This limits 
how accurately programs can identify self-stigma 
or design support that is appropriate and effective. 

• �Evidence shows that adolescents talk about judgment, 
belonging, emotional safety, and visibility in ways that 
existing measures do not capture. These concerns 
affect disclosure, confidence, and engagement in care.

• �The brief identifies practical steps to strengthen 
research and programming. These include developing 
tools that reflect adolescents’ language and priorities, 
creating regular opportunities for adolescent 
participation, and supporting methods that engage 
families and communities.

• �Approaches that center adolescents, including 
youth-led reflection spaces and structured family 

dialogue, consistently reveal insights that static 
questionnaires cannot surface. This brief brings 
together findings from these settings to outline why 
current measurement and intervention practices 
fall short.

• �These recommendations aim to improve the 
relevance and effectiveness of stigma-informed 
support for adolescents and guide future work on 
designing gender-responsive and developmentally 
appropriate interventions.

Taken together, these findings are intended to 
guide program design choices, funding priorities, and 
evaluation strategies in adolescent HIV programming, 
particularly for national HIV program managers, donors 
supporting adolescent-focused interventions, and 
implementing organizations responsible for delivering 
psychosocial support within care settings.

KEY INSIGHTS
• �Stigma remains a primary barrier to mental health, 

treatment adherence, and retention in care for ado-
lescents living with HIV. However, most adolescent 
stigma studies either do not collect gender-disaggre-
gated data or do not analyze it, limiting insight into 
how stigma is formed and experienced differently 
by young women and men, girls and boys.

• �Qualitative evidence reveals a consistent gendered 
pattern in how adolescents describe self-stigma. 

• �Girls tend to frame stigma through fears of reputation 
loss, sexual judgment, and exposure to social surveil-
lance, with concerns centered on safety and visibility. 

• �Boys rarely frame stigma around reputation. In-
stead, they describe pressure to be self-reliant, 
suppress emotional expression, and manage HIV 
independently. 

• �These gendered norms influence disclosure behavior, 
help-seeking, and coping strategies in distinct ways. 

• �Evidence from three adolescent-focused case studies 

shows how these differences remain obscured by 
existing measurement and intervention approaches. 

• �In Zimbabwe, Wakakosha surfaced concerns around 
belonging and visibility when adolescents were al-
lowed to define stigma in their own terms rather 
than responding to predefined indicators. 

• �Family Connections in Zambia demonstrated how 
family communication reproduces gendered expec-
tations, with girls receiving moral warnings related 
to sexuality and responsibility, while boys receive 
messages emphasizing strength and self-control. 

• �Project ACCEPT in the United States further showed 
that these gendered dynamics influence intervention 
effectiveness, with boys demonstrating sustained 
reductions in self-stigma and girls showing more 
limited or non-sustained improvements. 

Taken together, these insights show that treating 
stigma as a uniform construct obscures gender-spe-
cific drivers of self-stigma and leads programs to mis-
identify needs and misjudge intervention outcomes. 
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BACKGROUND

The Current State of HIV Care for 
Adolescents

Adolescents are emerging as a demographic group 
disproportionately impacted by HIV, with an estimated 
2.1 million adolescents living with HIV in 2016.1  HIV was 
the 8th-leading cause of adolescent death globally, 
and the 4th-leading cause of death for adolescents 
in low and middle-income countries (LMIC) in Africa, 
with 84% of affected adolescents living in Sub-Saha-
ran Africa, in 2015.1 In 2024, 145,000 adolescents age 
15-19 were newly infected with HIV.2 Recent health 

For adolescent HIV programming, this has direct impli-
cations for how stigma is measured, how psychosocial 
interventions are designed, and how resources are 
allocated. Improving effectiveness requires moving 
beyond static indicators toward approaches that are 
gender-responsive, developmentally appropriate, and 
grounded in adolescents’ lived experiences across 
families, peer networks, and everyday care settings

Figure 1

Figure 1: Adolescent HIV testing in a community-based setting. Early diagnosis is a critical entry point in the HIV care 
cascade, yet stigma-related fears can delay testing and linkage to care among adolescents. Image credit: UNICEF.13

improvements over the past decade, including higher 
rates of early diagnosis and antiretroviral therapy 
(ART) initiation, have decreased child mortality for 
those living with HIV, resulting in a larger popula-
tion of children entering adolescence and navigating 
transition to adulthood with this diagnosis.3  Despite 
these advances, adolescents have the highest rates of 
attrition for HIV treatment and are still facing higher 
rates of HIV-related death compared to other age 
groups.1,4 Access to ART for adolescents has been 
increasing in LMICs, although adherence to treatment 
remains a challenge for this population.5  The incom-
plete development characterized by this stage of life, 
both physically and mentally, can impact adolescents’ 
decision-making, cognitions surrounding HIV, and will-
ingness to engage with healthcare services. Psycho-
social barriers faced by adolescents can impact HIV 
testing as well as treatment adherence and retention, 
which can be detrimental to health outcomes (Figure  
1). Experiencing HIV stigma is also associated with 
higher morbidity and mortality among those living 
with HIV, demonstrating that biomedical advances 
alone cannot fully address the gap in care for ado-
lescents, and that incorporating mental health and 
stigma into interventions are crucial to improving 
adolescent health outcomes.3
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Self-Stigma: A Critical Threat to Adolescent 
HIV Outcomes

Self-stigma in the context of HIV can be defined 
as an individual’s negative beliefs, thoughts, and be-
haviors about themselves and their diagnosis, which 
can manifest as self-rejection, self-loathing, shame, 
guilt, feelings of contamination, and low self-esteem. 
Self-stigma arises through a complex mix of social, 
familial, community, structural, and individual factors 
that can culminate in lower quality of life, mental health 
problems, impaired social interaction, decreased usage 
of health services, and decreased treatment compli-
ance and adherence in those who experience it.6 All 
steps of the treatment cascade can be impacted by 
self-stigma, as negative beliefs about oneself can result 
in hesitancy to seek help out of fear of discrimination 
or embarrassment. Self-hatred and low self-esteem 
can also cause a lack of adherence to treatment plans 
or avoidance of care. A study done in Uganda showed 
that of adolescents living with HIV, 40% struggle with 
depression and around 45% struggle with anxiety.3 
Living with HIV is also known to be associated with 
suicidal ideation and substance use disorders.7 A sys-
tematic review done by Chem et al. (2022) surveyed 

the top health-related concerns reported by adoles-
cents receiving ART. Their study revealed that stigma 
reduction is the primary health need of this popula-
tion in managing their diagnosis and treatment.8 It 
has been shown that interventions aiming to address 
self-efficacy and self-esteem can be effective in im-
proving these metrics for adolescents, meaning that 
designing tailored interventions for adolescents to 
address self-stigma is a worthwhile pursuit.9 Pantelic 
et al. (2017) have suggested a potential mechanism 
by which self-stigma is created and propagated in 
adolescents living with HIV in South Africa, in which 
anticipated stigma and depression were most strong-
ly correlated with internalized stigma. They posit a 
framework in which violence (which increased with 
higher HIV-related disability) and discrimination in 
their social lives created feelings of blame, internal 
shame, thereby creating internalized stigma, showing 
that the development of self-stigma can be a socially 
produced process.10  The importance of addressing 
self-stigma in HIV treatment for adolescents cannot 
be overstated, and demands further investigation into 
how interventions can be developed to address stigma 
for adolescents living with HIV during their transition 
to adulthood. 

Figure 2

Figure 2: Peer interaction among adolescent girls. Social belonging and peer relationships affect self-worth and influence 
how adolescents experience and internalize HIV-related stigma. Image credit: UNICEF. 14
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How Gender Impacts the Experience of 
Self-Stigma in Adolescents
Gender is currently an overlooked factor impacting 
how adolescents experience self-stigma. Most 
literature studying HIV-related self-stigma in 
adolescents combines data from adolescent boys 
and girls into the same category, which inhibits a 
further understanding of how stigma is experienced 
differently between these two groups. Since 
stigma can dictate how adolescents view feelings 
of belonging, acceptance, self-worth, it is critical 
that these gendered dimensions of self-stigma 
are further researched. As adolescents transition 
from childhood to adulthood, they are strongly 
impacted by developmental shifts in identity 
formation, autonomy, and peer dynamics (Figure 
2). Across several qualitative studies, it has been 
shown that adolescent girls and boys experience 
distinct fears surrounding HIV. A study by Pantelic 
et al. (2017) showed that adolescent girls were more 
likely to report anticipated HIV stigma, emotional 
abuse victimization, and lifetime sexual abuse 
victimization, when compared to adolescent boys.10  
A pilot intervention study done by Harper et al. 
(2014), Project ACCEPT, highlighted that there are 
baseline gender differences in how adolescents feel 
about disclosing their HIV diagnosis, personalized 
stigma, negative self-image, and concerns about 
public attitudes.11   Another study found that 
involving caregivers, and therefore gendered family 
power dynamics, in an intervention to improve self-
stigma was acceptable and feasible.12 The difference 
in the emotional mechanisms by which girls and 
boys develop and live with self-stigma demands 
different interventions tailored to these unique 
experiences.  

Challenges with Current Research 
1.  A major limitation of current research is the ag-

gregation of gender data into a singular category in 
the field of HIV-related self-stigma research in adoles-
cents. By not reporting gender differences descriptive-
ly, experts are not able to analyze gendered emotional 
pathways that create and maintain self-stigma. The 
continued practice of gender data aggregation can 
lead to the development of interventions that are 
ineffective, delaying adequate support for adolescents. 

2.  Existing research relies heavily on stigma scales 
and other highly quantitative measures. To capture 
complex contributors like blame narratives, emotional 
suppression, reputational concerns, and belonging, re-
searchers need more qualitative approaches to under-
stand adolescents’ experiences of self-stigma. Without 
qualitative measures of self-stigma, researchers can’t 
identify the exact reasons (like fear of social exposure 
or knowledge gaps) why adolescents are disengaging 
from treatment or community support.

3.  Much of the current research assumes adolescents 
living with HIV have neutral or positive relationships 
with families and peers, whom they rely on for social 
support. Interventions that involve parents, caregiv-
ers, or peers may overlook how power dynamics and 
societal gender roles influence these relationships.

CASE STUDIES
CASE STUDY 1: 
Wakakosha (“You Are Worth It”), Zimbabwe
How Youth-Led Narratives Reveal Gender-Based 
Self-Stigma

Zimbabwe faces persistently high HIV preva-
lence among adolescents, many of whom experience 
self-stigma due to restrictive social expectations, 
limited access to reliable information, and fear of judg-
ment.15,16 The Wakakosha program provides evidence 
that adolescents experience self-stigma primarily 
through social visibility, belonging, and gendered 
reputational expectations, dimensions largely absent 
from standard stigma measures. In comparison to 
conventional methods which rely on standardized 
assessments or adult-led counseling, this case study 
uses inquiry-based stress reduction, mindfulness, 
creativity through music and poetry, storytelling, 
body mapping, and dialogue between peers to help 
adolescents (aged 10 to 24) describe and express their 
experiences in their own words.17,18 As they reflect on 
their identities, their deeply held self-stigmatizing 
beliefs, their interpersonal relationships, and their own 
aspirations, it becomes clear that they understand 
self-stigma best through their social relationships, 
noticing how they were seen or perceived by others, 
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Figure 3

whether they were judged, criticized, or devalued. As 
illustrated in Figure 3, adolescents used body-mapping 
to visually narrate experiences of judgment, visibility, 
and social exclusion, reinforcing that self-stigma is 
understood through relational and social cues rather 
than internalized guilt alone. Wakakosha was co-de-
signed, piloted and implemented with adolescents and 
young people living with HIV.

Although the Wakakosha program was not de-
signed to examine gender differences, clear patterns 
emerged in how girls and boys articulated self-stigma. 
Girls expressed their vulnerability in protecting their 
reputation and their morality as they showed much 
concern about being considered irresponsible or being 
seen as sexually “improper,” which often overlaps with 
concerns about appearance and comparisons with 
peers.17 Boys, by contrast, framed self-stigma through 
issues related to strength and emotional containment, 
viewing their diagnosis as a sign of weakness and a 
threat to fulfilling masculine roles for their families and 
society.17 The boys began to be more silent, isolated, 
and avoided seeking support.17,19

Gaps in Current Adolescent Self-Stigma 
Measurements

Wakakosha also highlights the way adolescents 
and youth rely on emotional factors such as belong-
ing, visibility, worthiness, and confidence, which don’t 
exist or rarely appear in self-stigma measuring tools.17 
Standard scales tend to focus on guilt or self-blame, 
yet adolescents spoke about feeling “unseen,” “out of 
place,” or “not good enough,” demonstrating the gaps 
in current tools.17,18,20 Adolescents described peers as 
sources of validation and safety, though peer environ-
ments could also reinforce exclusion and inadequacy.17 
Through its youth-led design, Wakakosha surfaced 
mechanisms that remain invisible when measurement 
frameworks rely solely on adult-defined constructs.

These insights expose the need for evidence-based 
approaches, such as Wakakosha, that draw upon 
cognitive-mindfulness-based strategies to reduce 
self-stigma.40 They also highlight the limitations of 
conventional study assessments and propose the 
need to include adolescents’ own language, gender 

Figure 3: Body-mapping activity conducted during a Wakakosha youth workshop, in which adolescents visually represent 
personal experiences related to HIV and self-stigma. Source: Wakakosha program.17
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expectations, and their relational experiences in the 
design of future tools. As a result, programs that rely 
on these tools cannot distinguish whether adolescents 
disengage from care due to fear of social exposure 
and reputational harm, rather than treatment burden 
or lack of knowledge, leading to misdirected psycho-
social support.

 
CASE STUDY 2: 
Family Connections, Zambia
How Family Conversations Reveal Gender-Based 
Self-Stigma

In Zambia, despite progress in HIV treatment, the 
psychosocial challenges that adolescents face have 
still not been eliminated, especially around disclosure, 
communication, and emotional wellbeing at home.21 
The Family Connections program offers evidence that 
self-stigma is influenced not only by individual beliefs 
but by gendered family communication patterns that 
remain invisible in most assessment frameworks. 
This program, developed for adolescents ages 15 to 
19 and their caregivers, uses guided conversations, 
skill-building activities, and facilitated communication 
to surface family fears, expectations, and misunder-
standings that often complicate HIV management.21 
These conversations revealed that self-stigma is 
deeply connected to family interactions and emotion-
al dynamics, not simply to individual beliefs.

Gender strongly influenced how adolescents in-
terpreted these experiences. Girls frequently de-
scribed intensified moral supervision.21 Caregivers 
often framed HIV in terms of propriety, responsibility, 
or sexual behavior, which increased women’s fear of 
public judgment and led them toward self-blame.21 
Boys, on the other hand, reported pressure to remain 
calm and avoid showing distress.21 Many boys feel 
that expressing emotions would be interpreted by 
society as a sign of weakness or failure, which influ-
ences their willingness to seek support or disclose 
their diagnosis.21

Caregivers themselves reported that they faced 
notable challenges. Many expressed discomfort 
talking about sexuality and at the same time con-
fusion about how to provide emotional support.21,22 
Patterns of avoidance, indirect communication, and 
inconsistent reassurance often left adolescents feeling 
isolated, even in families that hoped to be support-
ive. However, when caregivers used communication 

tools provided by the program, adolescents reported 
greater trust, a stronger emotional connection, and 
less secrecy.21 These dynamics are reflected in Figure 
4, which depicts adolescents engaged in facilitated 
family discussions, highlighting how household com-
munication contexts influence disclosure, emotional 
expression, and gendered experiences of HIV-related 
self-stigma.

Gaps in Current Approaches to Family-
Based Support

The Family Connections program shows that 
household expectations, communication patterns, 
and perceptions of family judgment play a central and 
very important role in the formation of self-stigma. 
However, these factors rarely appear in current mea-
sures. Existing tools do not capture experiences such 
as worrying that caregivers consider them irrespon-
sible (more common among girls) or feeling pressure 
to hide distress and appear strong (more frequent 
among boys).22 When these family-based pressures go 
unmeasured, programs tend to frame self-stigma as an 
individual psychological issue, overlooking household 
communication patterns that actively sustain disen-
gagement, secrecy, and emotional withdrawal among 
adolescents. Without accounting for these relational 
pressures, programs risk overlooking the mechanisms 
that drive adolescent self-stigma.

In conclusion, Family Connections highlights the 
need to incorporate adolescents’ family contexts 
and gender expectations into the development of 
future tools and interventions. When these relational 
pressures go unmeasured, interventions often target 
individual attitudes while overlooking household dy-
namics that actively sustain self-stigma, limiting the 
effectiveness of adolescent support programs.
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Figure 4

CASE STUDY 3: 
Project ACCEPT, United States
How Aggregate Effectiveness Masks Gendered 
Failures in Psychosocial Interventions 

While explicit, external expressions of HIV-related stigma 
are declining throughout the United States, self-stigma per-
sists and remains understudied24,25. The Adolescent Medicine 
Trials Network for HIV/AIDS Interventions (ATN) developed 
Project ACCEPT (Adolescents Coping, Connecting, Empow-
ering, and Protecting Together).

Most HIV stigma research in the United States examines 
generalized social attitudes rather than the lived experiences 
of adolescents managing a new diagnosis24, 25. As a result, 
psychosocial interventions often fail to address the specific 
pressures adolescents face during early adjustment24,25,28. 
Project ACCEPT responded to this limitation by working with 
fifty adolescents across three clinics (Chicago, New York, and 
Puerto Rico), using individual interviews and group sessions 
over a 12-week intervention period25. The intervention as-
sessed different dimensions of stigma: personalized stigma, 
disclosure concerns, negative self-image, and concern about 

public attitudes. Focusing on adolescents diagnosed within 
the previous two years allowed the intervention to capture 
self-stigma during early adjustment, when pressures around 
disclosure, identity, and social belonging are most acute, 
while also supporting direct engagement with adolescents’ 
lived experiences.25, 26, 27, 30.

Intervention outcomes raised the question of whether 
observed changes reflected natural psychosocial adjust-
ment following diagnosis or the effects of Project ACCEPT’s 
intervention25. Regardless of the underlying explanation, 
the results revealed striking gender differences. Girls only 
demonstrated a notable decrease in personalized stigma, 
which was not sustained at 3-month follow-up. Furthermore, 
the other three stigma categories were noted to increase 
at post-intervention and 3-month follow-up reviews25. 
Boys, however, experienced reductions in all four stigma 
categories, as well as all four effects generally maintained at 
follow-up25. These distinctions highlight a disproportionate 
burden on adolescent girls and young women, linked to social 
rejection, shame, discrimination, exposure to violence, and 
heightened concerns about social perception25,29,30,31. Gen-

Figure 4: Adolescents participating in a facilitated discussion. Family- and peer-based communication contexts play a central 
role in influencing disclosure, emotional expression, and gendered experiences of HIV-related self-stigma. 
Image credit: UNICEF/UNI189083/Awekofua.23
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dered social expectations influenced adolescents’ access to 
supportive spaces, with community connection and social 
interaction emerging as key influences on self-stigma34,35. 

As a result, interventions may be classified as effective 
overall even when gender-specific barriers faced by ado-
lescent girls remain unaddressed34,35. Without a tailored 
understanding of distinct burdens and barriers living with 
HIV, programs’ ability to adapt support strategies or allocate 
resources in gender-responsive ways is significantly limited. 
While Project ACCEPT pointed out that girls’ gender-specific 
burdens might include additional processing time needed 
for specific kinds of HIV awareness (e.g. topics related to 
gender discrimination, pregnancy, and mother-to-child HIV 
transmission), this itself calls attention to the need for further 
tailoring for gender-based programming25,28. Concentrating 
on such gaps is imperative for sustained solutions, espe-
cially for girls and young women, who the study shows are 
traversing unique internal and social stressors while living 
with HIV and lacking full support by current programming 
as a result25,36.

Comparative Synthesis of Case Studies
Wakakosha, Family Connections, and Project ACCEPT 

demonstrate the way self-stigma in adolescents is formed 
by factors such as emotional experiences, social expecta-
tions, and interpersonal dynamics that vary according to 
gender. Wakakosha sees from one perspective the internal 
emotional frameworks that adolescents go through such as 
belonging, visibility, and worth through understanding deeply 
held self-stigmatizing core beliefs, while Family Connections 
shows us how family expectations and communication pat-
terns can increase or decrease self-stigma. Project ACCEPT 
affirms and extends these implications, evidenced by distinc-
tions in programming effectiveness between genders for 
adolescents recently diagnosed with HIV. On one hand, girls 
are subjected to scrutiny of reputation and moral judgment, 
limited sustained coping with both self-stigma and external 
stigma. Meanwhile, boys face expectations of strength and 
emotional control.

The three programs have provided us with complemen-
tary perspectives. Together, these findings demonstrate 
that adolescents navigate overlapping relational worlds, 
peer networks and family systems, which together build 
on self-stigma. Individual lived experiences, leveraged by 
gendered expectations and roles, exacerbate self-stigma and 
self-stigma coping. Conventional measurements, which focus 
mainly on individual beliefs and lack representation of those 
living with HIV presently, do not capture these relational and 
gender dynamics. More effective evaluation requires tools 
that reflect the social contexts in which self-stigma develops 
and incorporate the emotional languages and words that 
adolescents use to describe their experiences.

Taken together, these case studies show that when 

stigma measurement and intervention frameworks fail to 
capture gender-specific drivers of self-stigma, programs 
misclassify adolescent needs, evaluate interventions inac-
curately, and allocate psychosocial resources in ways that 
do not align with adolescents’ lived experiences.

RECOMMENDATIONS

Our three recommendations address key design, 
engagement, and implementation decisions for global 
health policymakers, donors, and implementing part-
ners in adolescent HIV programming. Together, they 
focus on how stigma is measured, how adolescents 
are meaningfully engaged in program development, 
and how family environments function as critical sites 
where gendered self-stigma is produced and rein-
forced.

1.  �Redesign Measurement Tools Around Gender- 
Specific Drivers of Self-Stigma  
 
Policy Direction: 
�Revise adolescent HIV stigma measurement tools 
to assess gender-specific forms of self-stigma iden-
tified by adolescents, rather than relying solely on 
global stigma scores.

��Implementation Actions:
• �Pilot revised stigma modules that include gen-

der-specific indicators, such as reputational 
surveillance and moral judgment for girls, and 
expectations to suppress emotional expression 
or appear strong for boys. 

• �Integrate adolescent-informed items into ex-
isting surveys (clinic intake tools, CBCT - Com-
munity-Based HIV Counseling and Testing 
evaluations) rather than creating entirely new 
instruments.

• �Test revised measures for construct validity and 
interpretability through cognitive interviews 
with adolescents.

• �Track whether revised tools identify stigma pat-
terns that standard scales do not (family-driven 
stigma vs. peer-driven stigma).

• �Require stigma outcomes to be reported sepa-
rately for girls and boys in all evaluations, with 
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program effectiveness assessed only after gen-
der-disaggregated results are reviewed.

2. �Put Adolescents at the Forefront of Co-Design 
to Improve Program Relevance and Uptake 

��Policy Direction:
�Require adolescent participation in the design and 
revision of stigma-related psychosocial interven-
tions so that programs are informed by adolescents’ 
own definitions, language, and priorities, rather 
than relying solely on adult-designed frameworks. 

Implementation Actions:
• �Require documentation of at least one struc-

tured adolescent consultation phase before 
psychosocial interventions are approved or 
adapted for adolescents. 

• �Use participatory methods such as peer-facili-
tated discussions, youth-led group sessions, or 
narrative exercises to elicit adolescents’ own 
definitions of stigma, disclosure concerns, and 
support needs.

• �Require programs to demonstrate how adoles-
cent input informed concrete changes to inter-
vention content, language, or delivery format, 
including how stigma, disclosure, or support 
needs are framed.

• �Monitor whether interventions developed with 
documented adolescent input show higher ado-
lescent participation, acceptability, or retention 
compared to interventions designed without 
adolescent involvement.

• �Support adolescents to become program im-
plementors themselves through structured 
training and mentoring approaches.

3. �Educate Parents and Families Through Commu-
nity-Based Workshops on Gendered Family Com-
munication

Policy Direction:
�Integrate caregiver-focused, gender-sensitive ed-
ucation into adolescent HIV programs to address 
family communication practices that reinforce 
self-stigma differently for girls and boys.

Implementation Actions:
• �Require caregiver education components within 

adolescent HIV programs that address gen-
dered expectations related to morality, respon-
sibility, emotional expression, and disclosure. 

• �Train facilitators to help caregivers recognize 
how household communication and expecta-
tions affect adolescents differently based on 
gender. 

• �Integrate caregiver modules into existing ado-
lescent HIV care and support programs, rather 
than creating parallel or standalone family in-
terventions. 

• �Monitor changes in adolescent-reported family 
support, comfort with disclosure, and emotional 
well-being following caregiver participation.
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EVIDENCE THAT SUPPORTS RECOMMENDATIONS:

1. Redesign Measurement Tools Around Gender-Specific Drivers of Self-Stigma
�Widely used tools, such as the Berger HIV Stigma Scale and the Internalized AIDS-Related Stig-
ma Scale (IA-RSS)37, focus primarily on internal feelings of shame, guilt, self-blame, and concern 
about disclosure38. They do not assess experiences adolescents describe as central in qualita-
tive settings, including being judged by family or community members, managing reputation, 
concerns about visibility, or expectations to appear morally responsible or emotionally strong. 
As a result, these tools have limited ability to distinguish how self-stigma is experienced and 
managed by girls and boys.

• �Wakakosha (Zimbabwe) identified concerns related to visibility, belonging, and worth, none 
of which appear in widely used stigma scales17.

• �Family Connections (Zambia) showed that caregiver communication influenced adolescents’ 
interpretations of HIV, yet these relational pressures are absent from existing measurement 
frameworks39.

• �Project ACCEPT (United States) demonstrates that aggregate stigma outcomes can mask 
gender-specific failure. Overall improvements concealed the fact that benefits were con-
centrated among boys, while adolescent girls experienced limited or unsustained change. 
Without gender-disaggregated reporting, programs risk being judged effective despite 
underserving girls.

2. Put Adolescents at the Forefront of Co-Design to Improve Program Relevance and Uptake
�Across the case studies examined in this brief, adolescents consistently described stigma using 
terms and concerns that differed from adult-designed categories, emphasizing visibility, repu-
tation, and expectations of behavior rather than generalized internal feelings alone39.

• �In Wakakosha, co-designed with adolescents and young people living with HIV in Zimbabwe, 
inquiry-based stress reduction, mindfulness, creativity, storytelling, body mapping, and peer-
led discussions revealed concerns related to visibility, belonging, and social judgment that 
were not captured by standard stigma surveys. 

• �Implement interventions that use a cognitive-mindfulness approach such as inquiry-based 
stress reduction to support questioning of deeply held negative beliefs.

• �Similarly, South Africa’s community-based HIV counseling and testing evaluation found that 
structured questionnaires aligned only partially with adolescents’ understandings of risk, 
relationships, and stigma, highlighting the limits of adult-designed measurement categories39.

3. �Educate Parents and Families Through Community-Based Workshops on Gendered Family 
Communication
�Across the case studies examined in this brief, family communication emerged as a key site where 
gendered self-stigma was produced and reinforced39. Communication styles, expectations, and 
emotional norms within households often imposed moral scrutiny and responsibility on girls, 
while encouraging boys to suppress emotional distress.

• �Family Connections in Zambia found that caregiver messaging often imposed moral scrutiny 
and responsibility on girls, while encouraging boys to suppress emotional distress.

• �Similarly, Wakakosha in Zimbabwe showed that family expectations continued to influence 
adolescents’ disclosure decisions and help-seeking behaviors even when peer support was 
available6.
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FUNDING

Effective gender-responsive stigma interventions 
depend on funding structures that can support how 
this work is actually carried out. Programs that rely on 
adolescents’ own accounts of stigma, such as peer-
led discussions, body mapping, and facilitated group 
reflection, require funding that allows for repeated 
engagement, adaptation over time, and protected 
spaces for adolescents to speak openly about gender, 
reputation, disclosure, and emotional pressure. These 
activities cannot be delivered through short funding 
cycles or rigidly standardized program templates. They 
require resources that allow facilitators and youth 
leaders to adjust content as adolescents articulate 
concerns that are not visible in predefined indicators. 
In an ideal setting, stigma interventions would ful-
ly capture adolescents’ gendered lived experiences 
through flexible, participatory methods; in practice, 
funding constraints require programs to balance this 
aim with the demands of scale, standard reporting 
requirements, and administrative feasibility.

Interventions that work through caregivers and 
family environments introduce a different set of fund-
ing needs. Family-based approaches depend on re-
peated sessions, skilled facilitation, and time to shift 
communication patterns that are often influenced by 
long-standing gender norms. Programs that aim to 
reduce self-stigma within households cannot rely on 
single-session trainings or brief informational work-
shops. They require funding that supports continuity, 
facilitator training, and follow-up with families whose 
expectations and responses to adolescents differ by 
gender.

National HIV programs add a further dimension. 
Large-scale platforms can incorporate stigma-related 
indicators into routine monitoring systems, but doing 
so meaningfully requires investment in improved mea-
surement tools that distinguish gendered experiences 
rather than collapsing them into aggregate scores. 
Without dedicated funding for measurement devel-
opment and validation, these systems risk reproducing 
the same limitations identified in this brief, namely ef-
ficient data collection that fails to detect how girls and 
boys experience and manage self-stigma differently.

Taken together, these considerations point to a 
funding approach aligned with program function rather 
than program form. Community-based work requires 
flexible funding that allows adaptation across ses-
sions. Family-focused interventions require sustained 

support for facilitation and follow-up. Public-sector 
systems require earmarked investment in measure-
ment tools that are sensitive to gendered pathways. 
When funding reflects these functional requirements, 
programs are better positioned to identify adolescents’ 
needs accurately and to deliver support that is both 
feasible within existing systems and responsive to 
lived experience. 

CONCLUSION

This brief shows that self-stigma among adoles-
cents living with HIV is influenced by gender-specific 
pressures related to disclosure, reputation, expecta-
tions of self-reliance, and family and social visibility. 
Yet most current stigma measures and psychosocial 
interventions treat stigma as a single, undifferentiated 
experience. As a result, programs often fail to detect 
the pressures that most strongly influence adolescents’ 
decisions to disengage from care.

If national HIV program managers, donors, and 
implementing partners continue to rely on uniform 
stigma indicators and standardized interventions, 
these blind spots will remain. Programs will continue 
to misinterpret adolescent stress and stigma, underes-
timate gender-specific barriers, and invest in psycho-
social support that does not align with how stigma is 
experienced in everyday life. In contrast, acting on the 
recommendations in this brief enables programs to 
make more accurate decisions about measurement, 
engagement, and intervention design. Revising stigma 
tools to reflect adolescents’ language, involving young 
people in shaping programs, and addressing family 
and care settings where stigma is reinforced allow 
interventions to respond to the realities adolescents 
describe.

The choice facing policymakers is therefore practi-
cal and immediate. Whether adolescent HIV programs 
continue to use broad stigma frameworks or adopt 
approaches that capture gender-specific concerns and 
social contexts will determine their ability to sustain 
engagement in care and support adolescent men-
tal health. Making this shift is necessary to improve 
continuity of treatment and long-term wellbeing for 
adolescents living with HIV. 
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