
HIV Stigma Mechanisms and Well-Being among PLWH: A Test of
the HIV Stigma Framework

Valerie A. Earnshaw1, Laramie R. Smith2,3, Stephenie R. Chaudoir3,4, K. Rivet Amico3, and
Michael M. Copenhaver3,5

1School of Public Health and the Center for Interdisciplinary Research on AIDS; Yale University,
New Haven CT USA
2Department of Psychology; University of Connecticut, Storrs CT USA
3Center for Health, Intervention, and Prevention; University of Connecticut, Storrs CT USA
4Department of Psychology; College of the Holy Cross, Worcester MA USA
5Department of Allied Health Sciences; University of Connecticut, Storrs CT USA

Abstract
The current work evaluates the HIV Stigma Framework in a sample of 95 people living with HIV
recruited from an inner-city clinic in the Bronx, NY. To determine the contributions of each HIV
stigma mechanism (internalized, enacted, and anticipated) on indicators of health and well-being,
we conducted an interviewer-delivered survey and abstracted data from medical records. Results
suggest that internalized stigma associates significantly with indicators of affective (i.e.,
helplessness regarding, acceptance of, and perceived benefits of HIV) and behavioral (i.e., days in
medical care gaps and ARV non-adherence) health and well-being. Enacted and anticipated stigma
associate with indicators of physical health and well-being (i.e., CD4 count less than 200 and
chronic illness comorbidity respectively). By differentiating between HIV stigma mechanisms,
researchers may gain a more nuanced understanding of how HIV stigma impacts health and well-
being and better inform targeted interventions to improve specific outcomes among people living
with HIV.
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INTRODUCTION
HIV stigma, or social discrediting and devaluation associated with HIV (1), remains a
significant barrier to efforts aimed curbing the HIV epidemic throughout the world.
Essentially, HIV stigma is a social or structural level phenomenon that exists when labeling,
stereotyping, status loss, and discrimination occur within a power structure (2). HIV stigma
ultimately maintains and reproduces social inequalities, particularly those associated with
class, race, gender, and sexuality (3). A wealth of evidence demonstrates that the social
phenomenon of HIV stigma has a downstream, negative impact on the health of individual
people living with HIV [PLWH; for a recent meta-analysis, see (4)]. However,

Corresponding Author: Valerie A. Earnshaw, 135 College Street, Suite 200; New Haven, CT 06510, Phone Number: (215) 285-0741,
valerie.earnshaw@yale.edu.

NIH Public Access
Author Manuscript
AIDS Behav. Author manuscript; available in PMC 2014 June 01.

Published in final edited form as:
AIDS Behav. 2013 June ; 17(5): 1785–1795. doi:10.1007/s10461-013-0437-9.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



understandings of how individual PLWH are affected by HIV stigma in ways that ultimately
impact their health have remained limited for much of the epidemic (5).

To address this limitation of the literature and bridge conceptualizations of HIV stigma at
the structural and individual levels, Earnshaw and Chaudoir proposed the HIV Stigma
Framework (6). This framework suggests that the social phenomenon of HIV stigma impacts
individual PLWH via a series of HIV stigma mechanisms, which are distinct psychological
responses to the knowledge that they possess a socially devalued characteristic. The HIV
Stigma Framework proposes that PLWH experience the stigma mechanisms of internalized,
anticipated, and enacted HIV stigma. Internalized HIV stigma refers to endorsing negative
feelings and beliefs associated with HIV and applying them to the self. HIV is similar to
many other stigmatized characteristics in that it can be gained during one’s lifetime (7).
People who acquire a devalued characteristic such as HIV often first learn about and
potentially endorse negative feelings and beliefs about the characteristic from the
perspective of a person living without the characteristic. After acquiring the characteristic,
the process of confronting these previously held feelings and beliefs may result in
internalized stigma. Therefore, internalized HIV stigma may be a common reaction to
gaining HIV. In contrast to internalized HIV stigma, anticipated and enacted HIV stigma
involve experiences with others. Anticipated HIV stigma involves expectations of
discrimination, stereotyping, and/or prejudice from others in the future due to one’s HIV.
Enacted HIV stigma involves experiences of discrimination, stereotyping, and/or prejudice
from others in the past or present due to one’s HIV.

Earnshaw and Chaudoir hypothesize that differentiating between these individual-level HIV
stigma mechanisms within research is important to advance understandings of how HIV
stigma impacts specific health and well-being outcomes among PLWH (6). That is,
internalized, anticipated, and enacted HIV stigma may be differentially associated with
specific affective, behavioral, and physical indicators of health and well-being. Although
there is some evidence in support of this hypothesis from research involving other stigmas
[e.g., among gay men; (8)], it has yet to be empirically tested among PLWH. In the current
paper, we provide the first empirical test of the HIV Stigma Framework among PLWH by
evaluating whether HIV stigma mechanisms are differentially associated with critical
indicators of affective, behavioral, and physical health and well-being. Insight into which
stigma mechanisms drive specific health and well-being outcomes among PLWH could help
better target interventions to improve specific outcomes of interest.

Differentiating between HIV Stigma Mechanisms
Figure I depicts our hypotheses regarding associations between HIV stigma mechanisms and
indicators of health and well-being among PLWH. The circles at the top of the figure
represent the general association between HIV stigma mechanisms and outcomes proposed
by the HIV Stigma Framework. Paths A – E, connecting HIV stigma mechanisms and
indicators of health and well-being, represent the hypotheses that are evaluated within the
current work. We also include bi-directional arrows to represent potential correlations
between HIV stigma mechanisms as well as correlations between indicators of health and
well-being. Past work suggests that internalized, anticipated, and enacted stigma are
correlated (9,10). For example, PLWH who experience greater enacted HIV stigma may also
experience greater internalized HIV stigma. Past work further suggests that affective,
behavioral, and physical health and well-being are correlated (11,12). PLWH who feel more
helpless about their HIV may also attend fewer medical care visits.

Internalized HIV stigma may have particularly strong associations with affective and
behavioral indicators of health and well-being among PLWH (paths A and B in Figure I).
Internalized HIV stigma encompasses feelings of being “less than” others, dirty or unclean,
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and/or deserving of negative outcomes due to having HIV. Not surprisingly, meta-analytic
evidence suggests that internalized stigma is associated with a range of negative mental
health factors, including greater depressive symptoms, greater psychological distress, lower
self-esteem, and lower well-being (13). Although some people living with chronic illnesses
develop and maintain positive cognitions regarding their disease [e.g., seeing disease as
opportunity to shift life priorities and goals; (14)], PLWH who feel shameful about their
HIV status may struggle to develop or maintain positive cognitions about their HIV. Instead
they may feel greater helplessness regarding, lower acceptance of, and perceive fewer
benefits of living with HIV. Evidence further suggests that internalized HIV stigma is
associated with low implementation of HIV-related health behaviors, including suboptimal
antiretroviral adherence (15). PLWH who have internalized stigma may not engage in health
behaviors because they feel that they do not deserve care and/or because they want to avoid
thinking about their HIV status (16).

Anticipated HIV stigma may have particularly strong associations with behavioral and
physical indicators of health and well-being among PLWH (paths C and D in Figure I).
PLWH may expect poor health care, social rejection, job loss, physical violence, and other
forms of poor or unfair treatment regardless of whether they have had these experiences in
the past. These expectations can shape how PLWH interact with others. For example,
evidence from people living with a variety of chronic illnesses demonstrates that those who
anticipate greater stigma from healthcare providers are less likely to access care (10).
Likewise, PLWH who anticipate stigma may be less likely to disclose their HIV status to
others with whom they have sex (7). In each case, PLWH who anticipate HIV stigma may
avoid certain interactions wherein they expect to be treated poorly due to their HIV status.
These expectations may also take a physical toll on PLWH. Longitudinal work demonstrates
that gay men living with HIV who anticipate stigma (i.e., are more sensitive to rejection)
experience accelerated HIV disease progression (17). Anticipated stigma may overburden
physical functioning to the extent that it acts as a chronic stressor (18). Stress impacts the
physical health of PLWH via the neuroendocrine (i.e., HPA axis) and sympathetic nervous
system pathways (19). A growing body of research demonstrates that stress is associated
with HIV disease progression, including decreases in CD4 T lymphocytes (19,20). Chronic
stress associated with anticipated stigma may further complicate the health of PLWH by
contributing to the development of co-morbid chronic illnesses such as diabetes, heart
disease, and cancer (21,22).

Enacted HIV stigma may have particularly strong associations with physical indicators of
health and well-being among PLWH (path E in Figure I). PLWH may experience poor
health care from providers, social rejection from friends or family members, job loss from
employers, and/or physical violence from others in general. Similar to anticipated stigma,
enacted stigma is characterized as a stressful experience (23). When experienced frequently
over time, enacted stigma also acts as a chronic stressor that may impact HIV disease
progression and other health outcomes among PLWH.

Current Study
In the current study, we aimed to examine whether HIV stigma mechanisms differentially
relate to indicators of affective, behavioral, and physical health and well-being among
PLWH. As depicted in Figure I, we hypothesized that internalized HIV stigma would have
strongest associations with indicators of poorer affective health and well-being (i.e.,
helplessness regarding, acceptance of, and perceived benefits of HIV; path A) as well as
associations with indicators of poorer behavioral health and well-being (i.e., antiretroviral
non-adherence and longer gaps between HIV medical care visits; path B). We hypothesized
that anticipated HIV stigma would also be associated with indicators of poorer behavioral
health and well-being (path C) as well as indicators of poorer physical health and well-being
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(i.e., CD4 count below 200 and co-morbid chronic illnesses; path D). Finally, we
hypothesized that enacted stigma would be associated with indicators of poorer physical
health and well-being (path E).

METHODS
Procedure and Participants

Data were drawn from a study of psychosocial determinants of retention in HIV medical
care at a community clinic providing integrated HIV care in the Bronx, New York. The
study was introduced to clients by a member of the clinic staff and interested clients met
with an interviewer to determine study eligibility. Clients had to be HIV-positive, English or
Spanish speaking, and 18 years or older to be eligible for the study. Given the aims of the
parent study to examine retention in care, participants also had to have been diagnosed with
HIV more than two years prior to their participation date. Interviews were conducted in
person with a trained interviewer in a private space and lasted approximately 60 minutes.
Participants were remunerated $15 for their time. All procedures had Institutional Review
Board approval. A total of 101 people participated in the study. Six participants verbally
indicated difficulty with comprehension and/or reported that they did not answer items
correctly to the interviewer (e.g., by answering the HIV Stigma Mechanisms items in
regards to sexual orientation rather than HIV status). Per study protocol, the interviewer
systematically documented all participants who indicated difficulty and these participants
were trimmed from the dataset prior to starting data analyses, yielding an analytic sample of
95.

All study materials were pilot tested at the clinic to ensure participant comprehension. The
interview was translated from English to Spanish and then back translated to English to
ensure accuracy. During the translation process, native Spanish speakers confirmed that the
interview would be comprehended by Spanish-speaking populations represented at the clinic
(e.g., Puerto Rican and Dominican).

Materials
HIV Stigma Mechanisms—Although many previously validated scales include items that
gauge HIV stigma mechanisms, there are no existing scales that specifically measure the
stigma mechanisms defined by the HIV Stigma Framework. Therefore, items for measures
of internalized, anticipated, and enacted HIV stigma were adapted from previously validated
scales (9,24) according to the criteria specified by Earnshaw and Chaudoir (6). Internalized
HIV stigma was measured with 6 items including “I feel ashamed of having HIV.”
Anticipated HIV stigma was measured with 9 items including “Healthcare workers will treat
me with less respect.” Enacted HIV stigma was measured with 9 items including “Family
members have avoided me.” Items were rated on 5-point Likert-type scales with higher
scores indicating greater stigma. Items were averaged to create composite scores
(internalized HIV stigma: α = .89; anticipated HIV stigma: α = .87; enacted HIV stigma: α
= .87). All items are included in Appendix A.

Affective Health and Well-Being—The Illness Cognitions Questionnaire was used to
evaluate three aspects of affective well-being: feelings of helplessness regarding, acceptance
of, and perceived benefits of one’s HIV status (14). The scale, originally developed for
people living with a variety of chronic illnesses, was adapted for PLWH in the current study
by replacing the word “illness” with “HIV.” For example, participants were asked: “My HIV
frequently makes me feel helpless” (helplessness subscale), “I have learned to live with my
HIV” (acceptance subscale), and “I have learned a great deal from my HIV” (perceived
benefits subscale). Items were rated on a 4-point Likert-type scale ranging from not at all to
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completely. Each subscale included six items, and the subscales were summed to create
composite scores (helplessness: α = .82; acceptance: α = .86; perceived benefits: α = .74).

Physical Health and Well-Being—We included two measures of physical health and
well-being: chronic illness comorbidity and CD4 count less than 200. To assess chronic
illness comorbidity, participants were asked whether they had been diagnosed with any of
the following: asthma, diabetes, heart disease, hypertension, respiratory disease, and
hepatitis C. Diabetes, heart disease, hypertension, respiratory disease, and hepatitis C have
been highlighted by the HIV Medicine Association of the Infectious Diseases Society of
America as chronic illness comorbidities that are particularly important to identify and treat
among PLWH given their impact on HIV treatment and overall patient health (25). Asthma
was identified by the clinic staff as a chronic illness comorbidity that was prevalent among
the client population and impacted patient health. Participants were classified as having been
diagnosed with a chronic illness (1) or never been diagnosed (0).

CD4 T lymphocytes count was abstracted from participants’ electronic medical records.
Given that CD4 count of less than 200 can be used to diagnosis AIDS (25) and represents
significant devastation of immune system functioning, participants were classified as having
a CD4 count as less than 200 (1) or greater than or equal to 200 (0).

Behavioral Health and Well-Being—We included two measures of behavioral health
and well-being: number of days in medical care gaps and ARV treatment non-adherence. To
assess number of days in medical care gaps, participants’ HIV care utilization was
abstracted from their electronic medical records. The HIV Medicine Association of the
Infectious Diseases Society of America recommends that PLWH with normal CD4 counts
and low viral loads be monitored every 3–4 months (25). Additionally, the clinic from which
participants were recruited recommends that PLWH have a care visit at least once every 3
months. Therefore, participants were considered to have had a gap in care if they had not
had an HIV medical visit in a 3 month period (i.e., 90 days). Each day that exceeded this
period between clinic visits over the past 18 months was summed to identify the total
number of days participants were poorly retained in their HIV medical care.

ARV treatment non-adherence was measured with two items evaluated in the Swiss HIV
Cohort Study (26). The first item gauges adherence by asking participants how often they
had missed a dose of HIV medication in the past four weeks. The second item gauges drug
holidays by asking participants whether they had forgotten two doses of HIV medication in
a row in the past four weeks. Participants who indicated that they never missed a dose and
that they had never forgotten two doses in a row in the past four weeks were classified as
adherent (0) and all others were classified as non-adherent (1) in the current study.
Participants were also able to indicate that they were not currently taking HIV medication.

Participant Demographic and HIV Characteristics—Participants indicated their age,
gender, ethnicity (i.e., Latino or non-Latino), race, whether they were born outside of the
United States, sexual orientation, educational achievement, and annual income. They further
indicated the number of years they had been living with HIV and whether they had engaged
in medical drug treatment (e.g., buprenorphine, methadone) in the past 18 months.

Data Analyses
First, we conducted a series of descriptive analyses to examine the sample characteristics.
Second, we conducted several preliminary analyses to explore the properties of the HIV
stigma mechanism measure, given that this was the first time that it had been used. We
examined the reliability of the subscales using Cronbach’s alpha. We also examined the
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bivariate correlations between the HIV stigma mechanisms as well as the correlations
between the HIV stigma mechanisms and participant characteristics. Third, we conducted a
series of multivariate linear and logistic regression analyses to evaluate our hypotheses.
Each regression controlled for demographic characteristics that were associated with
indicators of health and well-being in preliminary bivariate analyses, as well as the effects of
each HIV stigma mechanism. In this way we were able to determine which HIV stigma
mechanism was associated with each indicator of health or well-being while controlling for
the effects of other HIV stigma mechanisms. We excluded participants who were not
currently taking HIV medication (n = 15) from all analyses examining HIV treatment
adherence.

RESULTS
Sample Characteristics

Characteristics of the analytic sample (Table I) generally reflect those of the clinic
population from which the sample was recruited. Participants were diverse in terms of age
and gender. The majority of participants identified as Latino(a) and/or Black, and
heterosexual or straight. In general, participants were socioeconomically disadvantaged with
41% not having completed high school and 56% reporting an annual income under $10,000
per year. Participants reported living with HIV for an average of 16 years, and 22% reported
a history of drug treatment in the past 18 months. Although 40% of the sample had been
born outside of the US, most had enough English proficiency to complete the interview in
English. Therefore, only 11% elected to complete the survey in Spanish.

Levels of HIV stigma were low within this sample (Table I). Average scores indicated that
participants “disagreed” that they had internalized stigma, anticipated that future experiences
of stigma were “unlikely”, and reported that they had “never” or “not often” experienced
enacted stigma. Average helplessness scores indicated that participants “not at all” to
“somewhat” felt helpless in regards to their HIV. Average acceptance scores indicated that
participants had “somewhat” or “to a large extent” accepted their HIV. Average perceived
benefits scores indicated that participants perceived benefits of their HIV “to a large extent.”
The majority of participants reported living with a chronic illness comorbidity.
Approximately 20% had a CD4 count less than 200, meeting this criterion for AIDS
diagnosis. The average number of days in medical care gaps over the past 18 months was
approximately 66. Of the 80 participants who reported taking ARVs, 58% reported having
missed at least one dose of medication in the past month.

HIV Stigma Mechanism Measure
As noted in the measures description, each subscale had strong internal reliability indicated
by Cronbach’s alpha (α = .87 – .89). Bivariate analyses demonstrated that internalized HIV
stigma was positively correlated with anticipated HIV stigma, but was uncorrelated with
enacted HIV stigma (Table II). Enacted HIV stigma and anticipated HIV stigma were
positively correlated. Therefore, the three scales were considered to be distinct with the
majority of variability in each scale non-overlapping (27).

Further, bivariate analyses demonstrated that completing the survey in Spanish and years
living with HIV negatively correlated with internalized HIV stigma. Trends were also noted
for female gender with higher and drug treatment history with lower internalized HIV
stigma. Therefore, participants who completed the survey in English, participants who had
been diagnosed with HIV more recently, women, and participants without a drug treatment
history reported greater internalized stigma. There was a trend for gay, lesbian, or bisexual
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sexual orientation to be associated with higher enacted HIV stigma. None of the evaluated
demographic variables demonstrated significant correlations with anticipated HIV stigma.

Differentiating Between HIV Stigma Mechanisms
Preliminary bivariate analyses examining the indicators of health and well-being indicated
that Latino ethnicity was associated with greater helplessness (r = 0.20, p = 0.06); whereas
Black race (r = -0.24, p = 0.02) and education (r = -0.22, p = 0.03) were associated with
lower helplessness. Older age was associated with greater acceptance (r = 0.18, p = 0.09).
Female gender was associated with greater perceived benefits (r = 0.19, p = 0.07); whereas
completing the survey in Spanish (r = −0.29, p = 0.01) and having been born outside the US
(r = −0.34, p = 0.01) were associated with lower perceived benefits. Older age (r = 0.25, p =
0.01) and drug treatment history (r = 0.22, p = 0.03) were associated with having one or
more chronic illness comorbidities; whereas reporting gay, lesbian, or bisexual sexual
orientation was associated with having no chronic illness comorbidities (r = −0.35, p =
0.01). More years living with HIV was associated with having a CD4 count lower than 200
(r = −0.19, p = 0.07); whereas female gender (r = 0.18, p = 0.08) and higher income (r =
0.19, p = 0.07) were associated with having a CD4 count greater than 200. Higher income
was associated with having more days in medical care gaps (r = 0.24, p = 0.02); whereas
older age (r = −0.40, p = 0.01) and more years living with HIV (r = −0.24, p = 0.02) were
associated with fewer days in medical care gaps. No characteristics were associated with
ARV treatment non-adherence. Multivariate regression analyses controlled for demographic
characteristics correlated with the outcome (e.g., analyses examining days in medical care
gaps controlled for age, income, and years living with HIV).

As hypothesized, multivariate regression analyses demonstrated that internalized HIV
stigma was uniquely associated with indicators of poorer affective health and well-being,
including greater helplessness, lower acceptance, and lower perceived benefits of having
HIV (Table III). Internalized HIV stigma was further uniquely associated with indicators of
poorer behavioral health and well-being, including more days in medical care gaps and
greater likelihood of ARV non-adherence (effect marginal, p = 0.06). Unexpectedly,
internalized HIV stigma was associated with lower likelihood of having been diagnosed
with a chronic illness comorbidity. As hypothesized, anticipated HIV stigma was associated
with an indicator of physical health and well-being, greater likelihood of having been
diagnosed with a chronic illness comorbidity. Unexpectedly, anticipated HIV stigma was
marginally associated with lower likelihood of having a CD4 count less than 200 (p = 0.07).
As hypothesized, enacted HIV stigma was also associated with an indicator of physical
health and well-being, greater likelihood having a CD4 count lower than 200.

DISCUSSION
In the current study, we explored whether the HIV stigma mechanisms proposed by the HIV
Stigma Framework (6) are differentially associated with indicators of health and well-being
among PLWH. We explored these associations using both self-report and medical record
data among a sample of PLWH currently participating in HIV treatment in the Bronx, New
York. Results demonstrate that internalized HIV stigma had the strongest associations with
indicators of affective health and well-being (i.e., greater helplessness regarding, lower
acceptance of, and lower perceived benefits of HIV), as well as indicators of behavioral
health and well-being (i.e., greater days in medical care gaps and marginal greater likelihood
of ARV non-adherence). Anticipated HIV stigma was associated with an indicator of
physical health and well-being (i.e., greater likelihood of chronic illness comorbidity), and
enacted HIV stigma was also associated with an indicator of physical health and well-being
(i.e., greater likelihood of having a CD4 count lower than 200). Taken together, we found
empirical support for the majority of the hypothesized paths in Figure I, including A, B, D,
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and E. Contrary to hypotheses, anticipated HIV stigma was not associated with indicators of
behavioral health and well-being (path C in Figure I) and internalized HIV stigma was
associated with an indicator of better physical health and well-being (i.e., lower likelihood
of chronic illness comorbidity) in the current sample.

Limitations and Future Directions
There are several inherent limitations to this study which should be considered when
interpreting the results. Perhaps chief among these is the study’s cross-sectional design. This
limits our ability to form conclusions regarding the causal associations between HIV stigma
mechanisms and health outcomes. Past research using longitudinal designs provide some
support for the associations shown in this work. For example, internalized stigma is
predictive of poor mental health outcomes among people diagnosed with mental illness and
substance abuse (28), and enacted stigma is predictive of poor physical health outcomes
among racial and ethnic minorities (29) over time. The cross-sectional design, however, may
be particularly limiting for studying associations between anticipated stigma and indicators
of health and well-being. Anticipated stigma gauges people’s thoughts about what will
happen to them in the future. We would expect that it would have its strongest effect on
people’s health behaviors in the future. It may have weaker associations with people’s health
behaviors in the past. This may explain why our hypothesis regarding the association
between anticipated HIV stigma and behavioral health and well-being (path C in Figure I)
was not supported in the current study. Future research should examine the prospective
associations between all HIV stigma mechanisms and health and well-being outcomes using
longitudinal methodologies to test whether HIV stigma mechanisms differentially predict
health and well-being outcomes over time, and better examine whether anticipated stigma is
associated with health behaviors.

We also employed a new measure of HIV stigma mechanisms. Our preliminary analyses
demonstrated that this measure had strong internal consistency and measured distinct
constructs. This measure further replicated associations between stigma and indicators of
health and well-being found in past research (4,15,30). Therefore, we have reported some
evidence in favor of the measure’s reliability and validity. Future research should continue
to evaluate the reliability, validity, and generalizability of this measure among larger, more
diverse samples of PLWH. In particular, such future research should examine associations
between this measure and other indicators of mental health and well-being such as
depression, anxiety, and self-esteem, as this study focused on indicators of affective health
and well-being. Future research should also examine associations with other indicators of
physical health and well-being such as cancers and tuberculosis.

Additionally, we conducted this study with a sample of participants living in the Bronx,
New York who were accessing medical care and experienced low levels of HIV stigma.
Given the relatively high prevalence of HIV in the Bronx and the poor health experienced by
this sample, it is arguably important to test these associations within this population.
However, this sample is not representative of all PLWH. For example, many clients of this
clinic had not graduated from high school which may explain why some participants had
difficulty comprehending the questionnaire. It is important for future research to examine
the generalizability of these findings by testing whether they replicate among samples
representing other populations of PLWH including those who have a wider range of
sociodemographic backgrounds, who are not accessing medical care, who are experiencing
higher levels of HIV stigma, and who have been living with HIV for less than two years. We
also tested these associations with a sample size of 95. Although a post-hoc power analysis
indicated that we had sufficient power (i.e., power for all analyses exceeded .90), future
research should also test these associations among larger samples of PLWH.
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In the current work, we examined the main effects of the HIV stigma mechanisms on
different indicators of health and well-being because we were testing whether HIV stigma
mechanisms are differentially associated with such indicators. Future research may also
examine ways in which the HIV stigma mechanisms relate to each other, including how the
HIV stigma mechanisms develop over time. For example, preliminary work with people
living with a variety of chronic illnesses suggests that people who have experienced greater
enacted stigma and who have internalized greater stigma may, in turn, anticipate greater
stigma (10). Thus, internalized and enacted stigma may play roles in the development of
anticipated stigma, thereby indirectly influencing outcomes via anticipated stigma. Such
longitudinal research may also elucidate the finding that number of years living with HIV is
associated with decreased internalized HIV stigma. PLWH who seek meaning, support, and
acceptance in the years post-diagnosis may experience reduced internalized HIV stigma
(31). Further, interactions and associations between HIV stigma mechanisms may be
important to understand. For example, PLWH who are high in both internalized and
anticipated HIV stigma may engage in different health behaviors than PLWH who are high
in only internalized or anticipated HIV stigma. Such research that examines all three stigma
mechanisms simultaneously in multivariate analyses might also elucidate past findings on
the association between enacted HIV stigma and indicators of affective health and well-
being (9). It is possible that enacted HIV stigma is associated with poorer affective health
under certain moderating circumstances, such as when enacted stigma is responded to with
an internalizing reaction (e.g., blaming the self for the experience of discrimination). Finally,
interactions between HIV stigma mechanisms and other stigma mechanisms should be
explored in future research. Our preliminary analyses indicated that levels of HIV stigma
mechanisms may vary among people who possess other socially devalued characteristics,
including female gender; Spanish language; gay, lesbian, or bisexual sexual orientation; and
drug treatment history. There is a developing body of research and theory considering
intersectionality, or how other stigmas and/or characteristics may shape people’s experience
of HIV stigma (32,33). Future research should examine how other stigmas and
characteristics intersect and ultimately shape the health outcomes of the diverse population
of people living with HIV.

Contributions of Work: Differentiating between HIV Stigma Mechanisms
Despite these limitations, this study advances understandings of the association between
HIV stigma and health and well-being. Similar to past research (4), the current study
suggests that HIV stigma has a substantial impact on health and well-being. For example,
for every one point increase in internalized HIV stigma, participants had an average gap of
20 days between routine HIV medical care visits. For every one point increase in enacted
stigma, participants were 343% more likely to have a CD4 count less than 200. Beyond past
research, the current study suggests that HIV stigma mechanisms may be differentially
associated with indicators of health and well-being. Internalized stigma may have stronger
associations with affective and behavioral health and well-being, and anticipated and
enacted stigma may have stronger associations with physical health and well-being.

By differentiating between HIV stigma mechanisms within research, we may be able to
develop more precise tools with which to study and understand how HIV stigma relates to
health and well-being among PLWH. As an example, we found that enacted HIV stigma
was associated with increased likelihood of having a CD4 count below 200. We found this
in multivariate analyses (OR = 4.43, CI = 1.21–16.19, p = 0.03) as well as bivariate analyses
(r = .22, p = 0.03). In both multivariate and bivariate analyses, neither internalized stigma
(multivariate: OR = 1.35, CI = 0.64–2.86, p = 0.43; bivariate: r = −0.03, p = 0.80) nor
anticipated stigma (multivariate: OR = 0.39, CI = 0.14–1.07, p = 0.07; bivariate: r = −0.11, p
= 0.29) were associated with having a CD4 count below 200. Additionally, when we
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collapsed across all HIV stigma mechanisms, the bivariate association between HIV stigma
and CD4 count was non-significant (r = 0.01, p = 0.98). Therefore, if we had only looked at
internalized stigma or anticipated stigma or if we had collapsed across stigma mechanisms,
we would not have found an association between HIV stigma and having a CD4 count
below 200. Thus, distinguishing between HIV stigma mechanisms may lead to the
identification of associations otherwise potentially masked by not examining all stigma
mechanisms or by collapsing across mechanisms.

Differentiating between HIV stigma mechanisms within research may have especially
significant implications for interventions to improve health and well-being among PLWH.
Although such intervention efforts have had limited success thus far, results from the current
study suggest that targeting specific HIV stigma mechanisms may be effective in improving
specific outcomes. For example, when intervening to improve affective and/or behavioral
health and well-being, it may be particularly important to reduce internalized HIV stigma
among PLWH. Given that internalized HIV stigma may result from negative feelings and
beliefs held prior to HIV acquisition (7), reducing negative feelings and beliefs about HIV
stigma at the structural level may reduce internalized HIV stigma among PLWH. In rural
Tanzania, for example, PLWH reported decreased internalized stigma as HIV was viewed
by the general public as a more “normal” and survivable disease (34). When intervening to
improve physical health and well-being, it may be particularly important to reduce
anticipated and enacted stigma among PLWH. The contact hypothesis suggests that
facilitating social interaction between PLWH and others (e.g., healthcare providers, friends,
family, co-workers) may help to reduce prejudice, stereotypes, and discrimination among
others via the mechanisms of increased knowledge of HIV, reduced social anxiety regarding
PLWH, and increased empathy towards PLWH (7). It is only with stronger, more nuanced
understandings of HIV stigma that we will be able to break the associations between HIV
stigma and indicators of poor affective, behavioral, and physical health and well-being
among PLWH within interventions.
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Appendix A. HIV Stigma Mechanism Measure

How do you feel about being HIV-positive?

Statement Strongly disagree Disagree
Neither

disagree nor
agree

Agree Strongly agree

1. Having HIV makes me feel like
I’m a bad person. 1 2 3 4 5

2. I feel I’m not as good as others
because I have HIV. 1 2 3 4 5

3. I feel ashamed of having HIV. 1 2 3 4 5

4. I think less of myself because I
have HIV. 1 2 3 4 5

5. Having HIV makes me feel
unclean. 1 2 3 4 5

6. Having HIV is disgusting to me. 1 2 3 4 5

How likely is it that people will treat you in the following ways in the future because of your HIV status?

Statement Very unlikely Unlikely Neither unlikely
nor likely Likely Very Likely

1. Family members will avoid me. 1 2 3 4 5

2. Family members will look down on
me. 1 2 3 4 5

3. Family members will treat me
differently. 1 2 3 4 5

4. Community/social workers won’t
take my needs seriously. 1 2 3 4 5

5. Community/social workers will
discriminate against me. 1 2 3 4 5

6. Community/social workers will deny
me services. 1 2 3 4 5

7. Healthcare workers will not listen to
my concerns. 1 2 3 4 5
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How likely is it that people will treat you in the following ways in the future because of your HIV status?

Statement Very unlikely Unlikely Neither unlikely
nor likely Likely Very Likely

8. Healthcare workers will avoid
touching me. 1 2 3 4 5

9. Healthcare workers will treat me
with less respect. 1 2 3 4 5

How often have people treated you this way in the past because of your HIV status?

Statement Never Not Often Somewhat Often Often Very Often

1. Family members have avoided me. 1 2 3 4 5

2. Family members have looked down on me. 1 2 3 4 5

3. Family members have treated me differently. 1 2 3 4 5

4. Community/social workers have not taken my
needs seriously. 1 2 3 4 5

5. Community/social workers have
discriminated against me. 1 2 3 4 5

6. Community/social workers have denied me
services. 1 2 3 4 5

7. Healthcare workers have not listened to my
concerns. 1 2 3 4 5

8. Healthcare workers have avoided touching
me. 1 2 3 4 5

9. Healthcare workers have treated me with less
respect. 1 2 3 4 5
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Figure I.
Hypothesized associations between HIV stigma mechanisms and health and well-being
among PLWH. Paths in bold are evaluated within current paper.
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Table I

Analytic Sample Characteristics, n = 95

Characteristic % (n) M (SD)

Age 49.34 (9.45)

Gender

 Female 50.5 (48)

 Male 49.5 (47)

Ethnicity: Latino(a) 55.8 (53)

Race

 Black 48.4 (46)

 Other: White, Multiracial, Other 49.5 (47)

Spanish Survey 10.5 (10)

Born Outside of US 40.0 (38)

Sexual Orientation

 Heterosexual or Straight 78.9 (75)

 Gay, Lesbian, or Bi-sexual 21.1 (20)

Education

 Some School 41.1 (39)

 High School Degree or More 58.9 (56)

Annual Income

 Under $5,000 13.7 (13)

 $5,001 – $10,000 42.1 (40)

 $10,001 – $20,000 21.1 (20)

 $20,001 – $30,000 9.5 (9)

 $30,001 and Above 13.7 (13)

Years Living with HIV 15.56 (6.50)

Drug Treatment 22.1 (21)

HIV Stigma Mechanisms

 Internalized HIV Stigma 2.15 (0.86)

 Anticipated HIV Stigma 1.93 (0.70)

 Enacted HIV Stigma 1.31 (0.46)

Helplessness 10.15 (4.34)

Acceptance 18.32 (4.60)

Perceived Benefits 19.59 (4.45)

Days in Medical Care Gaps 66.28 (87.27)

ARV Non-Adherence

 Non-Adherent 48.4 (46)

 Adherent 35.8 (34)

 Not on Treatment 15.8 (15)

Chronic Illness Comorbidity 77.9 (74)

CD4 Count Less than 200 10.0 (19)
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Table II

Correlations between HIV Stigma Mechanisms and Sample Characteristics

Internalized HIV Stigma Anticipated HIV Stigma Enacted HIV Stigma

HIV Stigma Mechanisms

 Internalized HIV Stigma -

 Anticipated HIV Stigma r = 0.24, p = 0.02 -

 Enacted HIV Stigma r = 0.11, p = 0.31 r = 0.35, p < 0.01 -

Sample Characteristics

 Age r = −0.12, p = 0.24 r = −0.02, p = 0.87 r = −0.07, p = 0.48

 Female Gender r = 0.19, p = 0.07 r = −0.03, p = 0.79 r = −0.09, p = 0.36

 Latino(a) Ethnicity r = −0.15, p = 0.16 r = 0.02, p = 0.88 r = 0.02, p = 0.83

 Black Race r = −0.04, p = 0.67 r = −0.08, p = 0.45 r = −0.12, p = 0.25

 Spanish Survey r = −0.32, p = 0.01 r = −0.16, p = 0.12 r = 0.03, p = 0.76

 Born Outside of US r = −0.04, p = 0.73 r = −0.09, p = 0.40 r = −0.04, p = 0.68

 GLB Sexual Orientation r = −0.06, p = 0.59 r = −0.01, p = 0.95 r = 0.18, p = 0.09

 High School Education or More r = 0.13, p = 0.22 r = 0.03, p = 0.80 r = −0.08, p = 0.46

 Annual Income r = 0.03, p = 0.78 r = 0.07, p = 0.49 r = −0.03, p = 0.76

 Years Living with HIV r = −0.28, p = 0.01 r = −0.11, p = 0.30 r = 0.14, p = 0.19

 Drug Treatment r = −0.18, p = 0.08 r = −0.02, p = 0.82 r = −0.07, p = 0.94
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