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Although the negative impact of HIV stigma is well documented, a gap exists in 

exploration of constructs that mediate the relationship between HIV stigma and psychological 

QOL (PQOL). Self-esteem is often conceptualized as a protective factor. We used PLS-SEM to 

explore the relationships between HIV stigma, PQOL and self-esteem, where PQOL and self-

esteem are latent constructs represented by direct observations. Our hypotheses were 

supported - stigma is negatively related to self-esteem (as measured by self-blame, forgiveness 

of self, acceptance without judgment and self-esteem), self-esteem is positively related to 

PQOL (as measured by depression, mental health, QOL and perceived stress) and when the two 

aforementioned relationships are controlled for, a previously significant relation between 

stigma and PQOL changes its value significantly. These findings have implications for 

interventions designed to mitigate the negative psychosocial effects of stigma in PLH. 
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CHAPTER 1 

INTRODUCTION 

Project Outline 

An estimated 1.2 million people aged 13 and older were living with HIV in the United 

States at the end of 2011. This number includes more than 160,000 people who are unaware of 

their positive serostatus as well as 26,688 people who meet criteria for AIDS (CDC, 2015d). 

According to the minority stress model (Meyer, 2003), minority groups such as people living 

with HIV (PLH) face stigma, prejudice and discrimination related to minority group membership. 

We propose to use partial least squares structural equation modeling (PLS-SEM) to explore the 

relationships between stigma and negative psychological outcomes, as well as test for the 

potential mediating effect of psychosocial variables associated with self-esteem. 

In order to provide a comprehensive picture of our topic and target population, we 

begin the proposal with a description of HIV and acquired immune deficiency syndrome (AIDS). 

This description includes the updated CDC disease staging system, historical and current 

treatment options, prevalence and incidence of HIV/AIDS and the disparate impact of HIV/AIDS 

on African Americans and men who have sex with men (MSM).  

We then review our dependent variable – PQOL; a latent construct comprised of four 

formative indicators (i.e., depression, mental health, QOL and perceived stress). We follow with 

a description of the Minority Stress model and accompanying theory in application to PQOL in 

PLH (Meyer, 1995; 2003). We then review stigma (our independent variable) and the 

relationship it shares with psychological PQOL. We then discuss our mediator variable – self-

esteem; a latent construct comprised of four formative indicators (self-blame, forgiveness of 
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self, acceptance without judgment and self-esteem). The end of the introduction includes a 

review of our research question and hypotheses and description of the methodology and 

proposed statistical analyses. We end with a report of our results and explanation of our 

findings, implications and limitations in the discussion section. 

 

What is HIV? 

HIV is a lentivirus belonging to the Retroviridae family and is therefore also referred to 

as a retrovirus. Viruses belonging to this family have viral envelopes essential to host cell entry 

and facilitative to immune system evasion (CDC, 1997). Retroviruses function by invading 

immune cells (i.e., CD4 lymphocytes) and using an enzyme (known as reverse transcriptase) to 

integrate viral ribonucleic acid (RNA) into host deoxyribonucleic acid (DNA) resulting in 

translation and transcription (i.e., replication) of viral genes as well as host genes (CDC, 1997). 

Not only does HIV infection cause replication of viral genes, it also signals apoptosis and 

pyroptosis in CD4 lymphocytes, resulting in a significant loss of immune cells and subsequent 

immunosuppression (Doitsh et al., 2014). Further, the error-prone process of replication results 

in mutation and diversification of the virus, strengthening its resistance to antiretroviral 

therapies and ability to evade the immune system (Abram, Ferris, Shao, Alvord, & Hughes, 

2010). 

 

HIV Transmission 

 HIV is present in certain bodily fluids (i.e., blood, semen, pre-seminal fluid, rectal fluid, 

vaginal fluid and breast milk) and can be transmitted when any of these fluids come in contact 
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with a mucous membrane and/or damaged tissue (CDC, 2015c). One way fluid exchange can 

occur is during intravenous drug use via needle sharing (Friedman, Des Jarlais, & Sotheran, 

1986; Koester & Hoffer, 1994). People with ulcerative and/or non-ulcerative sexually 

transmitted diseases are at greater risk for transmission and contraction of HIV (Fleming & 

Wasserheit, 1999; Galvin & Cohen, 2004). HIV can be transmitted from mother to child during 

pregnancy, birth and/or breastfeeding (Klug, 1986). In the United States, HIV is most often 

transmitted during sexual activity and/or unsafe intravenous drug use (CDC, 2015c). 

 

What is AIDS? 

HIV is the virus that causes AIDS (CDC, 2015a; NIAID, 2010). AIDS is diagnosed based on 

CD4 lymphocyte count and the presence of symptoms associated with opportunistic infections 

(e.g., oropharyngeal candidiasis, fever and diarrhea) and AIDS (e.g., recurrent bacterial 

pneumonia, Pneumocystis jiroveci (formerly carinii) pneumonia and wasting syndrome; AETC, 

2014). In general, AIDS refers to a health condition characterized by a low number of CD4 cells 

and a high number of symptoms.  

 

Stages of HIV/AIDS 

Lentiviruses (lente-, Latin for slow) are characterized by slow progression from time of 

infection to emergence of symptomatology (Haase, 1986). For some PLH, symptoms may not 

emerge or become noticeable for ten years or more (AIDS.gov, 2013). HIV disease progression 

varies across several factors, including age at infection (Rosenberg & Goedert, 1994), 

medication adherence (Bangsberg et al., 2001), co-occurring medical conditions (Rockstroh et 
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al., 2005), the presence of inherited human alleles (McDermott et al., 1998), human leukocyte 

antigens (HLA; den Uyl, ven der Horst-Bruinsma, & van Agtmael, 2004; Emu et al., 2008), type 

of virus (Baeten et al., 2007; Kanki et al., 1999; Kiwanuka et al., 2008; Nelson, Costello, 

Suriyanon, Sennun & Duerr, 2007) and psychosocial factors (Leserman et al., 1999; Leserman et 

al., 2002; Patterson et al., 1996). Because disease progression varies across age groups, 

classification is based on biological markers. In 2014, the CDC released revised guidelines for 

surveillance case definition for HIV/AIDS to include all age groups with the intention of planning 

for prevention and care on a population level (CDC, 2014; see Table 1). The majority of PLH in 

the United States are over six years old and therefore this age bracket is comprised of the 

majority. 

Table 1 

Case Definition Guidelines for HIV/AIDS 

Stage* 

Age on date of CD4 lymphocyte test 

<1 year 1 - 5 years 6+ years 

Cells/µL % Cells/µL % Cells/µL % 

1 ≥1500 ≥34 ≥1000 ≥30 ≥500 ≥26 

2 750-1499 26-33 500-999 22-29 200-499 14-25 

3 <750 <26 <500 <22 <200 <14 

*The stage is based primarily on the CD4+ T-lymphocyte count; the CD4+ T-lymphocyte count takes precedence 
over the CD4 T-lymphocyte percentage and the percentage is considered only if the count is missing. 
 

The CDC staging system includes five stages (0, 1, 2, 3 and unknown). Stage 0 (not 

included in Table 1) is a time-limited classification for those who received a negative antibody 

test result within six month of exposure. Stage 0 was established based on the range of time (0 
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to 6 months) it takes most people to develop HIV antibodies detectable by an HIV antibody test. 

The CDC recommends those in Stage 0 to retest no earlier than six months after exposure.  

 The first stage of HIV infection (Stage 1) is referred to as acute HIV, acute retroviral 

syndrome or primary HIV infection (AIDS.gov, 2013). Two to four weeks after initial infection, 

some people experience flu-like symptoms including fever, swollen glands, sore throat, myalgia 

and fatigue. HIV is most easily transmitted at this stage due to the rate of viral replication 

(Little, McLean, Spina, Richman, & Havlir, 1999). 

 Stage 2 of HIV infection is referred to as clinical latency or the clinically asymptomatic 

stage. Those not receiving antiretroviral treatment remain in this stage for eight to ten years on 

average (AIDS.gov, 2013). Those receiving antiretroviral medication can remain in this stage for 

decades, contingent upon medication adherence and other factors (AIDS.gov, 2013; Angel et 

al., 2001; Ironson & Hayward, 2008; Fauci, 1996). During this stage, HIV can replicate and 

mutate, albeit at slower rates in those receiving antiretroviral medications (Angel et al., 2001). 

Additionally, some HIV-infected CD4 lymphocytes can survive the invasion of the virus and 

revert to a resting memory state, a “silent form of the virus” that is not recognized or effected 

by antiretroviral medications (Siliciano & Greene, 2011, p. 2). The virus’ ability to enter into a 

dormant resting state and form viral reservoirs prevents full viral eradication. 

 The final stage of HIV infection is progression to AIDS. The immune system is 

compromised to the point that it is no longer able to ward off common pathogens and is likely 

to succumb to opportunistic infection. Healthy adults and adolescents have CD4 cell counts 

ranging from 500 to 1200 cells per cubic millimetre (cells/µL), whereas people in this stage have 

CD4 cell counts less than 200 cells per cubic millimetre (cells/µL). The presence of a stage-3-
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defining opportunistic infection (e.g., oropharyngeal candidiasis, Pneumocystis jirovecii 

(formerly carinii) pneumonia, lymphoma and wasting syndrome) indicates classification in Stage 

3, regardless of CD4 lymphocyte count. People in Stage 3 of infection survive for one to three 

years on average (CDC, 2014b). 

 

Treatment for HIV/AIDS 

Zidovudine (AZT or trade name: Retrovir) was approved by the US Food and Drug 

Administration (FDA) in 1987 (Cimons, 1987). Zidovudine works by inhibiting the enzyme 

(reverse transcriptase) required for viral replication and is effective in increasing CD4 

lymphocyte count and reducing opportunistic infection (Fischl et al., 1987). Due to the lack of 

alternative treatments during that time period, zidovudine was prescribed in larger doses 

relative to today and, although effective in reducing viral replication and increasing CD4 

lymphocyte count, resulted in negative side effects that some found unmanageable (Nannis, 

Temoshok, Smith, & Jenkins, 1993; Richman et al., 1987). Zidovudine was the only available 

treatment for HIV/AIDS until 1991 when FDA approved didanosine (Videx), another nucleoside 

reverse transcriptase inhibitor (NRTI). In the mid-1990s, the FDA approved several other NRTIs 

as well as some nonnucleoside reverse transcriptase inhibitors (NNRTIs) and protease inhibitors 

(PIs). Drug classes developed since 2000 include multi-class combination products, fusion 

inhibitors, entry inhibitors and HIV integrase strand transfer inhibitors (FDA, 2014).  

The term antiretroviral therapy (ART) refers to drug(s) used to treat HIV infection, 

whereas highly active antiretroviral therapy (HAART) refers to a combination of NRTIs, NNRTIs, 

PIs and HIV integrase strand transfer inhibitors. Multi-class combination products are a form of 
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HAART. ART and HAART are effective in preventing CD4 lymphocyte loss, reducing opportunistic 

infection, incidence of AIDS and AIDS-related mortality and reducing transmission of HIV 

(Broder, 2010).  

Although ARTs are undoubtedly effective in combating HIV/AIDS, the cost of therapy is 

prohibitive for some. In 2001, only 2% of PLH in developing countries could afford ART (WHO, 

2002). Intellectual property rights initially prevented the production of cheaper, locally 

produced generic drugs in developing countries. In 2000, Brazil’s Minister of Health, Jose Serra, 

threatened to issue a compulsory license to allow production of generic ARTs. The United 

States filed a World Trade Organization trade dispute against Brazil, which was dropped one 

year later after public protest (Capella, 2001; Nunn, da Fonseca, Bastos, & Gruskin, 2009). The 

production of generic ARTs forced pharmaceutical companies to lower costs of brand name 

ARTs (Nunn et al., 2009). Nevertheless, the cost of multi-class combination products in the 

United States ranges from 900 to 1800 dollars monthly (AIDSinfo, 2013). Even when ARTs are 

affordable, other barriers include adverse drug effects, complexity of regimen, inconvenience of 

treatment, psychological distress, low self-efficacy and lack of interpersonal support (Noto, 

Vecchiet, Monforte, & Wu, 2002). 

 

Prevalence/Incidence of HIV/AIDS 

An estimated 1.2 million people aged 13 and older were living with HIV in the United 

States at the end of 2011. This number includes more than 160,000 people who are unaware of 

their positive serostatus as well as 26,688 people who meet criteria for AIDS (CDC, 2015d). 

Adolescent and adult men comprise approximately 75% of all AIDS diagnoses in the US. An 
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estimated 47,352 adolescents and adults were newly diagnosed in 2013 and 75% of these new 

diagnoses were made in adolescent and adult males. Approximately 187 children (<13 years 

old) were newly diagnosed in 2013. The 2013 incidence is highest in adults between 20 and 24 

years old and lowest in adolescents between 13 and 14 years old (CDC, 2015d). See Table 2 for 

2013 incidence of HIV diagnoses by ethnic group.  

Table 2 

Incidence of HIV Diagnoses by Ethnic Group 

Race or Ethnicity Estimated Number of Diagnoses of HIV 
Infection, 2013 

Black/African American 21,836 

White/European American 13,101 

Hispanic/Latino(a) 10,117 

Multiracial 1,039 

Asian 973 

American Indian/Alaska Native 218 

Native Hawaiian/Other Pacific Islander 67 

 

African Americans are disproportionately affected by the HIV/AIDS epidemic and are 

newly diagnosed at eight times the rate of European Americans (CDC, 2015e). Approximately 

70% of new diagnoses in African Americans are made in males, which is nearly three times the 

rate of African American women. Gay men, bisexual men and MSM comprise more than 70% of 

new diagnoses made in African American males. The rate of HIV infection in African American 

MSM is higher in comparison to MSM from other ethnic groups (CDC, 2015e). 
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Disparity in HIV/AIDS 

Health disparity refers to variation in preventable health outcomes across demographic 

groups (CDC, 2014a). Reducing health disparities is a primary goal of public health agencies 

(U.S. Department of Health and Human Services, 2000). A growing body of research exists on 

social determinants of health (SDH) which refers to sociocultural factors associated with health 

outcomes (Wilkinson & Marmot, 2003). Research on the ethnic disparity apparent in HIV 

infection (see Table 2) suggests disparity is related to unprotected sexual activity, unrecognized 

presence of sexually transmitted disease(s), unrecognized HIV infection, number of sexual 

partners, alcohol and/or drug intoxication, historical and current incarceration, education, 

knowledge about HIV/AIDS, access to health care and socioeconomic status (Crepaz & Marks, 

2002; Dean & Fenton, 2010; Hogben & Leichliter, 2008; Millett, Peterson, Wolitski, & Stall, 

2006; Strathdee et al., 1998).   
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CHAPTER 2 

REVIEW OF THE LITERATURE 

PQOL in People Living with HIV/AIDS 

 The advent of ART and HAART significantly changed life expectancy for people living 

with HIV (PLH) and, for many, transformed HIV/AIDS from a fatal infection to a chronic disease 

(Altice & Friedland, 1998; Gallant, 2000). PQOL is relevant in the treatment of people living with 

HIV/AIDS (PLH) because HIV is a chronic health condition that requires daily management. PLH 

are tasked with daily management of a chronic disease comprised of assessment and 

management of symptomatology, adherence to complex medication regimens and coping with 

stress and stigma associated with HIV/AIDS (Gifford, Laurent, Gonzeles, Chesney, & Lorig, 1998; 

Gifford, Lorig, Laurent, & Gonzelez, 2005). Most PLH receive HIV-related health care on an 

outpatient basis, which means that health management is self-initiated (Chou & Holzemer, 

2004).  The burden of disease management is significant and associated with negative 

psychological outcomes (Gonzalez, Batchelder, Psaros, & Safren, 2011).  

 Symptom management is a significant part of coping with HIV. PLH face symptoms 

associated with the virus itself as well as side effects caused by ART. Symptoms associated with 

the virus include loss of appetite, weight loss, diarrhea, fever, headache, arthralgias, rashes, 

oral ulcers, cough, night sweats, difficulty sleeping, forgetfulness and poor concentration (Hecht 

et al., 2002; Ostrow et al., 1989). Symptomatology associated with ARTs include dry skin, rash, 

mucosal ulceration, abdominal pain, nausea, vomiting, weight loss, lipodystrophy, muscle aches 

and weakness, peripheral neuropathy, urinary frequency, hepatitis, severe fatigue, dizziness, 

insomnia, somnolence, nightmares and impaired concentration (Carr & Cooper, 2000). ART can 
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result in mitochondrial toxicity, which results in loss of organelles necessary to produce energy. 

ARTs (particularly didanosine (Videx), stavudine (Zerit) and zidovudine (Retrovir)) can cause 

excess buildup of lactic acid in the bloodstream that can result in a fatal condition known as 

lactic acidosis. ARTs can also cause hepatotoxicity (also known as liver damage). Mitochondrial 

toxicity, lactic acidosis and hepatotoxicity can all result in fatality (Arenas-Pinto et al., 2011; Carr 

& Cooper, 2000; Ter Hofstede, De Marie, Foudraine, Danner, & Brinkman, 2000). PLH who 

report ART side effects are less likely to adhere to ART (Ammassari et al., 2001; Bartlett, 2002; 

Murphy, Roberts, Martin, Marelich, & Hoffman, 2000). In a longitudinal study of the impact of 

HAART on QOL, researchers found that physical health functioning decreased after the 

initiation of HAART, which they speculated was due to side effects associated with ARTs (Liu et 

al., 2006). 

 The presence of HIV-related symptomatology is associated with disability (Hays et al., 

2000; Liu et al., 2006) and depressed QOL (Bing et al., 2000; Cunningham et al., 1998; Hays et 

al., 2000; Liu et al., 2006; Lorenz et al., 2001; Nicholas, Corless, Davis, Dolan, & McGibbon, 

2002; Nieuwkerk et al., 2000). PLH report mental, internal system, sensory and neuromuscular 

impairment, as well as activity limitations and pain (Rusch et al., 2004). PLH with at least one 

HIV-related symptom reported lower physical and social functioning, and higher pain and role 

limitations in physical and emotional health (Bing et al., 2000; Liu et al., 2006). Regardless of 

disease stage, PLH report significantly worse emotional well-being in comparison to people who 

live with other chronic diseases (Hays et al., 2000). 

 People who live with chronic disease are more likely to report psychiatric illness in 

comparison to healthy controls (Chapman, Perry, & Strine, 2005; Moussavi et al., 2007; 
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Verhaak, Heijmans, Peters, & Rijken, 2005). Hence PLH experience higher rates of psychological 

co-morbidity than people who are HIV negative (Dew et al., 1997). PLH are five times more 

likely to be referred for psychological services in comparison to those who are HIV negative 

(Ellis, Collis, & King, 1994). HIV is more prevalent in people diagnosed with psychiatric illness in 

comparison to those without psychiatric illness (Blank, Mandell, Aiken, & Hadley, 2002). In the 

late 1990s, PLH comprised nearly 8% of psychiatric patients compared to .4% of the U.S. 

population (Cournos & McKinnon, 1997). PLH endure higher rates of depression (Blazer & 

Kessler, 1994; Ciesla & Roberts, 2001; Ferrando et al., 1998) and substance use disorder and 

drug dependence (Bing et al., 2001), conditions inversely associated with QOL (Hays, Wells, 

Sherbourne, Rogers, & Spritzer; 1995; McKenna et al., 1996; Wells, 1996; Wells et al., 1989). 

 

Minority Stress 

We propose chronic disease-related discrimination and associated social stress are 

related to QOL in PLH. The minority stress model (Meyer, 1995; 2003) posits that 

stigmatization, discrimination and prejudice experienced by sexual minorities increase 

vulnerability to psychosocial stress, above and beyond stress related to daily hassles (Harrell, 

2000; Meyer, 2003; Wei, Ku, Russell, Mallinckrodt, & Liao, 2008). Although Meyer’s minority 

stress model was developed in reference to sexual and gender minorities, we propose the use 

of this model as a framework to explain the relationship between HIV-related stigma and QOL. 

Like sexual and gender minorities, PLH are a minority group and experience discrimination- and 

stigma-related disadvantaged social status. Further, the majority of PLH in the U.S. are sexual 

minorities (CDC, 2015b) and ethnic minorities (i.e., African Americans) who are more affected 
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by HIV than any other ethnic group (CDC, 2015e). The presence of multiple stigmas (by virtue of 

membership in multiple minority groups) is referred to as layered stigma (Nyblade, 2006) or 

intersectional stigma (Berger, 2010) and is associated with greater expectations of rejection and 

decreased rates of disclosure of serostatus (Derlega, Winstead, Greene, Serovich, & Elwood, 

2004; Latkin et al., 2001; Mason, Marks, Simoni, Ruiz, & Richardson, 1995; Smith, Rossetto, & 

Peterson, 2008; Wolitski, Pals, Kidder, Courtenay-Quirk, & Holtgrave, 2009). Some PLH also 

experience deficits in physical and mental functioning that qualify for disability status under the 

Americans with Disabilities Act (ADA; Hammaker, 2010). Significant overlap exists between 

positive HIV serostatus and identification as sexual minority, ethnic minority and/or disabled in 

the U.S., which only highlights the relevance of minority stress processes in PLH. 

 
Figure 1. Meyer’s minority stress model. 
 

According to Meyer (2003), minority stress is a type of chronic social stress which results 

from the conflict between culture and norms in majority and minority groups. Meyer posits 
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that stress processes occur through distal and proximal conditions, where distal conditions 

refer to external objective events (e.g., hate crimes) and proximal refers to the meaning and 

value the person assigns to such events (i.e., internalization). Stress processes are further 

related to expectation of and vigilance towards distal events as well as concealment of minority 

status.  These aspects of the minority stress process are evidenced by expectations of violence, 

disdain and ostracism, as well as fear of being blamed and labeled as “dirty,” “nasty” or “bad” 

as documented in PLH (Anderson et al., 2008). Disclosure-related fears are translatable from 

sexual and gender minorities to PLH, as approximately one third of PLH do not disclose positive 

serostatus to primary sexual partners (Sullivan, 2005) due to fear of personal rejection and 

stigma (Derlega, Winstead, Greene, Serovich, & Elwood, 2002; Simoni et al., 1995). 

Understanding minority stress processes in PLH is important because stress is associated with 

disease progression (Cohen & Herbert, 1996; Evans et al., 1988; Herbert & Cohen, 1993) and 

negative psychological outcomes (Ickovics et al., 2006; Leserman et al., 1997; Page-Shafer, 

Delorenze, Satariano, & Winkelstein, 1996), both of which have implications for depressed QOL 

(Bing et al, 2000; Hays et al., 2000). 

 

Stress and Disease Risk 

PLH exhibit chronic elevation in oxidative stress processes in comparison to healthy 

controls (Gil et al., 2003; Sacktor et al., 2004: Walmsley, Winn, Harrison, Uetrecht, & Wells, 

1997). The direct physiological effects of stress occur primarily through the hypothalamic-

pituitary-adrenocortical axis (HPA) and the sympathetic-adrenal-medullary (SAM) system. 

When the body is faced with a stressful situation, the HPA and the SAM system are activated, 
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resulting in secretion of adrenalin (epinephrine), norepinephrine, catecholamines and cortisol. 

Overactivation of these systems results in chronic discharge of catecholamines and cortisol 

(Cohen, Janicki-Deverts, & Miller, 2007). In PLH, stress is positively associated with non-

adherence to medication regimes, disease progression and increased likelihood of developing 

an AIDS-related clinical condition (Chida & Vedhara, 2009; French et al., 2005; Leserman et al., 

2002; Leserman, Ironson, O’Cleirigh, Fordiani, & Balbin, 2008). In short, stress exacerbates 

immunosuppression and is inversely associated with medication adherence, which has negative 

implications for efficacy of antiretroviral medications, presence and development of HIV-

related symptomatology and subsequent QOL. 

 

Stress and Mental Health 

Researchers have identified a consistent dose-response relationship between stressful 

events and subsequent episodes and relapse of major depression (Hammen, 2005; Kessler, 

1997; Mazure, 1998; Monroe & Simons, 1991). Up to 25% of people who have experienced a 

stressful event develop depressive symptomatology (van Praag, de Koet, & van Os, 2004).   

Longitudinal studies on PLH indicate that depression is associated with immunosuppression 

(Leserman, 2008) and progression to AIDS, even after controlling for baseline demographic 

variables, health habits, CD4 lymphocyte count and HIV-related symptoms (Page-Shafer et al., 

1996). PLH who report depression are twice as likely to die from AIDS-related conditions in 

comparison to PLH who are not depressed, even after controlling for baseline CD4 lymphocyte 

count, HIV viral load, HIV-related symptoms, and use of ART or HAART (Ickovics et al., 2006). In 
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short, stress is associated with affective disorders, which has implications for disease 

progression and subsequent QOL. 

 

Stigma and HIV/AIDS 

The word ‘stigma’ originally referred to bodily markings worn by Greek slaves as 

signification of a discrediting or disgraceful attribute (Goffman, 1963). In his seminal book on 

stigma, Goffman (1963) characterized a stigma as a mark signifying difference and deviance and 

goes as far as to say that people with stigma(s) are seen as subhuman and tainted. Researchers 

in the field of psychosocial health define stigma as an attribute or characteristic that is viewed 

negatively by others (Berger et al., 2001). Stigma is conceptualized as a sociocultural 

phenomenon associated with classification of people and contributing to social inequality and 

devaluation of groups (Parker & Aggleton, 2003). Indeed, society may make generalized 

negative attributions to people with stigma(s), which can lead to a negative change in social 

identity and limitation of opportunities (Berger et al., 2001). In many minority groups, stigma 

seems to be an extensive contributor to negative social, economic, political and psychological 

consequences (Crocker & Major, 1989). 

Researchers theorize that stigma is rooted in identification and labeling of difference, 

stereotype, discrimination and loss of social standing (Link & Phelan, 2001). Others note that 

stigma is likely to be evoked by certain characteristics of the stigmatized condition (Goffman, 

1963; Jones et al., 1984). The unalterable, contagious and sometimes visible characteristics of 

HIV/AIDS infection contribute to stigma. Further, stigma is likely evoked by conditions believed 

to be resultant of the bearer’s choices, particularly when these choices are poorly regarded by 
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society (Weiner, 1993). PLH are ascribed responsibility and blamed for their condition due to 

assumptions about activities such as unsafe sex and drug use (Herek, 1999). When compared to 

stigmatized targets not considered responsible for their condition, those deemed responsible 

are more likely to face anger, blame, stigma and social rejection from others (Decety, Echols, & 

Correll, 2010). In a 2007 qualitative study of seven focus groups comprised of 48 PLH, 

confrontation of blame and stereotypes emerged as a key domain of HIV stigma. One 

participant noted, “If I tell them that I got it from a transfusion, then I’m the victim, but if I got it 

from having sex than I have the scarlet letters on my chest” (Sayles, Ryan, Silver, Sarkisian, & 

Cunningham, 2007, p. 818). Participants reported a perception that societal attitudes are 

focused on “assigning blame” based on how the virus was contracted (Sayles et al., 2007, p. 

818). These perceptions are empirically supported - in a 1997 survey of more than 1300 adults 

living in 48 contiguous states in the US, one third reported belief that “people who got AIDS 

through sex or drug use have gotten what they deserve” (Herek, Capitanio, & Widamen, 2002, 

p. 374). Although public support of punitive policies declined from 1990 to 1999 (Herek et al., 

2002), research conducted before 1997 indicates that at least one third of people support 

public policies that violate the human rights of PLH (Blake & Arkin, 1988; Blendon & Donelan, 

1988; Blendon, Donelan, & Knox, 1992; Herek, 1997; Herek & Capitanio, 1993; Herek & Glunt, 

1991; Rogers, Singer, & Imperio, 1993; Singer & Rogers, 1986; Singer, Rogers, & Corcoran, 1987; 

Stipp & Kerr, 1989). 

The internalization of negative social attitudes, prejudice and discrimination is referred 

to as internalized stigma. Internalized stigma is characterized by self-hatred (Gilbert & Andrews, 

1998), self-blame (Sayles et al., 2007), and feeling dirty, guilty and ashamed (Simbayi et al., 
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2007). Researchers theorize that internalized stigma is associated with internalized, stable, low 

trait self-esteem (Allport, 1979; Cartwright, 1950; Cooley, 1956; Erikson, 1956; Mead, 1934). 

Internalized stigma is positively associated with depression, anxiety, hopelessness, substance 

abuse and severity of HIV symptoms (Lee et al., 2002; Simbayi et al., 2007). Stigma is also linked 

to decisions to disclose positive serostatus and access to health care (Chesney & Smith, 1999). 

The role of stigma as a barrier to testing and health care is well-documented. In a 

sample of almost 220,000 US adults living with HIV, 25% report experiences of perceived 

discrimination from a health care provider (Schuster et al., 2005). PLH who have personal 

historical experience with stigma in a health care setting are less likely to access health care in 

the future (Kinsler, Wong, Sayles, Davis, & Cunningham, 2007; Schuster et al., 2005). Perceived 

stigma is inversely associated with disclosure, access to health care and medication adherence. 

(Chesney & Smith, 1999; Rao, Kekwaletswe, Hosek, Martinez, & Rodriguez, 2007; Rintamaki, 

Davis, Skripkauskas, Bennett, & Wolf, 2006; Sayles, Wong, Kinsler, Martins, & Cunningham, 

2009).  

Not only does HIV stigma negatively impact PLH, it also influences the general public’s 

decisions regarding whether and when to get tested for the virus (Chesney & Smith, 1999; 

Eisenman, Cunningham, Zierler, Nakazono, & Shapiro, 2003; Fortenberry et al., 2002; Stall et al., 

1996). In a survey of over 800 gay and bisexual men, two thirds of respondents cited stigma as 

the primary reason for not getting tested (Stall et al., 1996). In a separate survey of more than 

500 gay and bisexual men, respondents reported experiences of stigma resultant from 

submitting to an HIV test, regardless of test results (Weitz, 1991). Stigma-related delays in 

getting tested contribute to delayed initiation of ART and risk of exposing others to HIV 
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(Chesney & Smith, 1999). Stereotypes and generalizations about HIV contribute to distortions 

of perceived risk, as people may self-select as low risk by virtue of membership in the majority 

group (Weitz, 1989). 

Factors that buffer the negative effects of stigma include solidarity and cohesiveness 

with other members of the minority group (Kessler, Price, & Wortman, 1985; Miller & Major, 

2000). Minority group members are able to provide general support and comfort when 

members are faced with distal stressors and stigma (Jones et al., 1984). Fellow group members 

also assist each other in reappraisal of negative events, which may change the impact of such 

events and lead to empowerment (Smith & Siegel, 1985). Social support is also related to self-

esteem in that minority group members provide each other with acceptance and validation, 

which contribute to self-worth (Cohen & Wills, 1985). Indeed, researchers found that social 

support (specifically, having a close, confiding relationship with one or more persons) builds, 

which in turn buffers the effects of stress (Pearlin, Menaghan, Lieberman, & Mullan, 1981). Self-

esteem is also conceptualized as a buffer against negative life events (Longmore & DeMaris, 

1997; Pearlin & Schooler, 1978; Spencer, Josephs & Steele, 1993; Thoits, 1994). 

 

Self-Esteem 

Self-esteem is defined as a person’s evaluation of or attitude toward him- or herself 

(James, 1890). Other definitions of self-esteem include perception of self-worth and perceived 

deservingness of respect and liking (Kernis, 2003). Contemporary popular culture in North 

America favors the notion that high self-esteem is desirable because it is thought to be a 

wellspring of positive behaviors and outcomes (Baumeister, Campbell, Krueger, & Vohs, 2003). 
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Psychological research and theory typically assume that high self-esteem is adaptive and 

associated with positive outcomes (Pyszczynski et al., 2004), and researchers even state that 

self-esteem is a fundamental human need (Allport, 1955; Baumeister, Heatherton, & Tice, 

1993; Maslow, 1968; Rogers, 1961; Rosenberg, 1979; Solomon, Greenberg, & Pyszczynski, 

1991; Taylor & Brown, 1988). Conversely, the theory that low self-esteem is the root of distress 

and dysfunction is such a popular one in contemporary North American society, that the last 

several decades are marked by a large movement to develop interventions and strategies to 

improve self-esteem (Baumeister, 2005; Leary, 1999). 

Self-esteem is often conceptualized as a protective factor. Baumeister (1998) theorized 

that people with high self-esteem filter negative feedback in order to mitigate damage to self-

worth. Others have posited that self-esteem is an indicator of emotional and identity stability 

(Baumeister, 1998; Campbell, Chew, & Scratchly, 1991). Researchers demonstrated that 

individuals with high self-esteem are more likely to have control and mastery over their 

environment and utilize adaptive coping (e.g., positive reframing, instrumental coping) in 

comparison to people with low self-esteem (Rector & Roger, 1996). People with high self-

esteem are also likely to discredit sources of negative feedback and draw on positive aspects of 

the self as a coping mechanism (Blaine & Crocker, 1993; Spencer et al., 1993; Steele, 1988). 

When faced with interpersonal transgressions, people with high self-esteem are less likely to 

feel devalued, threatened and defensive and are subsequently more likely to forgive than 

people with low self-esteem (Eaton, Struthers, & Santelli, 2006). Self-esteem is also positively 

associated with forgiveness of self (Eaton, Struthers, Shomrony, & Santelli, 2007; Mauger, 

Perry, Freeman, & Grove, 1992; Strelan, 2007). 
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 People with high self-esteem perceive themselves as attractive, intelligent and well-

liked (Baumeister et al., 2003). They are more confident than low self-esteem people, especially 

after initial failure (McFarlin & Blascovich, 1981). They also tend to view themselves as changed 

for the better (even though evaluations indicate otherwise) (Ross, 2002; Wilson & Ross, 2001), 

superior and more likely than others to have successful futures (Brown, 1986; Campbell, 1986; 

Taylor & Brown, 1988). 

A dominant theme in psychological theory is that people are motivated to maintain high 

levels of self-esteem (Crocker & Wolfe, 2001; Fein & Spencer, 1997; Horney, 1937; James, 1890; 

Kernis & Waschull, 1995; Sullivan, 1953; Tesser, 1988). Researchers even go as far as to say that 

Americans are preoccupied with the pursuit of self-esteem (Crocker & Park, 2004). 

Furthermore, people are motivated and prefer to believe good things about themselves 

(sometimes referred to as desired self-feelings and egotism) (Pelham, 1993) and most people 

have positive self-perceptions (Twenge & Campbell, 2008; venDellen, Bradfield, & Hoyle, 2010). 

In order to experience increases in self-esteem and corresponding positive feelings, people may 

seek validation of their self-worth in daily life, particularly in domains in which they are 

invested. Positive feedback results in positive affective states and increased self-worth and self-

esteem.  When they receive feedback that challenges or threatens their desired self-feelings, 

discrepancy occurs between their current self-feelings of decreased self-worth and their desired 

self-feelings (vanDellen et al., 2010). Theories on self-regulation suggest that people are 

motivated to reduce discrepancies between their own self-perception and how others perceive 

them (Carver & Scheier, 1981; Higgins, 1987; Rothbaum, Weisz, & Snyder, 1982). Like self-

regulation theories, self-verification theory posits that people are most comfortable when their 
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perception of self and perceptions from others match, even if that perception is negative in 

nature (Swann, 2011). 

Some people may respond to discrepant feedback by lowering their own expectations 

(i.e., desired self-feelings) in order to reduce the discrepancy and terminate the associated 

unpleasant state (Fitch, 1970; Swann, Griffen, Predmore, & Gaines, 1987). Conversely, some 

evidence exists that people with high self-esteem react aggressively to threats to their self-

concept (Bushman et al., 2009). People operating in this mode may feel challenged to succeed 

and react with anxiety if they perceive any threat to their success (Crocker & Park, 2004). 

Although some researchers posit that people with low self-esteem are likely to become 

aggressive (Horney, 1950), prominent self-esteem researchers refute this finding. Baumeister 

and colleagues (1996) theorized that people with high self-esteem who experience threat to 

their self-esteem are more likely to become aggressive, and supported this theory with 

experimental evidence (Bushman & Baumeister, 1998). 

 

Self-Esteem in PLH 

Self-esteem is related to identity development and self-concept. The development of 

self-concept is related to the way others perceive us, also referred to as reflected appraisals. 

Researchers noted the importance of the looking-glass self – we imagine how others perceive 

us and their corresponding judgments of us, which directly influence our self-feelings (Cooley, 

1956; Mead, 1934; Shrauger & Schoeneman, 1979). Researchers argue that conceptualizations 

of the self are derived from past experiences and guide the appraisal and processing of self-

related information gathered during social experiences (Markus, 1977). Specific events and 
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patterned or recurrent events comprise past experiences and contribute to self-schemas, which 

guide what we attend to and how we appraise it (Markus, 1977). Based on this perspective, 

minority group members may experience negative self-feelings as a result of negative attitudes 

and regard from the majority group (Crocker & Major, 1989). Stereotypes about HIV and 

associated perceptions of blame from the majority group (Herek, 1999; Sayles et al., 2007) can 

contribute to internalized attributions of blame in PLH, as researchers note that self-blame is 

more likely when targets of stigmatization perceive stigma to be under personal control 

(Crocker, Cornwell, & Major, 1993). Self-blame is less salient in individuals with high self-esteem 

and forgiveness of self (Eaton, Struthers, Shomrony, & Santelli, 2007; Mauger, Perry, Freeman, 

& Grove, 1992; Strelan, 2007). 

Self-esteem is inversely associated with helplessness (Leserman, Perkins, & Evans, 1992) 

and avoidant coping (Nicholson & Long, 1990) and is positively associated with fighting spirit 

and perceptions of personal growth in gay PLH (Leserman et al., 1992). Self-esteem was 

positively associated with disclosure of serostatus in a sample of 1,468 gay and bisexual PLH 

(Moskowitz & Seal, 2011). Some research suggests that low self-esteem is associated with low 

self-worth and apathy, which leads to sexual risk behaviors (Adam, Husbands, Murry, & 

Maxwell, 2005; Ethier et al., 2006; Salazar et al., 2005; Sterk, Klein, & Elifson, 2005; Stokes & 

Peterson, 1998). However, other findings indicate that self-esteem is inversely associated with 

(Seal, Minichiello, & Omodei, 1997) or irrelevant to HIV risk behaviors (Shrier, Harris, Sternberg, 

& Beardslee, 2001). Conflicting evidence exists on group differences in self-esteem across 

serostatus – some findings indicate that self-esteem does not differ across serostatus 

(Moskowitz & Seal, 2011; Visintini, 1995), whereas others found that self-esteem is lower in 
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PLH (Fife & Wright, 2000). Research on self-esteem in PLH is limited in scope and conflicting. 

Our goal is to better understand the role of self-esteem in the relationship between stigma and 

PQOL.  

 

Research Question and Hypotheses 

The minority stress model (Meyer, 1995; 2003) posits that stigmatization, discrimination 

and prejudice experienced by minority communities (i.e, PLH) increase vulnerability to 

psychosocial stress, above and beyond stress related to daily hassles (Harrell, 2000; Meyer, 

2003; Wei, Ku, Russell, Mallinckrodt, & Liao, 2008). This stress is nearly constant and can result 

in the experience of chronic stress (Lewis, Derlega, Griffin, & Krowinski, 2003; Meyer, 2003). 

Self-esteem is one multidimensional construct which may help to explain the relationship 

between stigma and psychological QOL. We hypothesize that self-esteem mediates the 

relationship between stigma and psychological QOL. Our proposal of a mediation model rather 

than a moderation model is based on extant evidence of self-esteem as a mediator of the 

relationship between discrimination and psychological outcomes such as distress (Cassidy, 

O’Connor, Howe, & Warden, 2004; Fischer & Holz, 2007) and depression (Fischer & Holz, 2007; 

Umana-Taylor & Updegraff, 2007) in ethnic minorities. Figure 2 depicts the hypothesized 

relationship between these latent constructs (stigma, self-esteem and psychological QOL). 

Within this model, we define self-esteem as a multidimensional construct that is 

informed by self-blame, forgiveness of self, acceptance without judgment and self-esteem. 

These aspects of self-esteem are chosen based on their associations with self-esteem as an 

abstract concept. The latent construct psychological QOL (PQOL) is informed by depression, 
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mental health, PQOL and perceived stress. Stigma is measured by the HIV Stigma Scale (HSS), a 

scale that assesses personalized stigma, negative self-esteem stigma, public attitudes stigma 

and disclosure stigma. We hypothesize that stigma is negatively associated with self-esteem 

and psychological QOL. 

 
Figure 2. Structural model. 
 

 In order to evaluate our study aims and hypotheses, stigma, self-esteem and PQOL are 

modeled together to elucidate the relationships between these constructs. The following 

hypotheses will be tested: 

1. Stigma is negatively associated with psychological QOL. 

2. Stigma is negatively associated with self-esteem. 

3. Self-esteem is positively associated with psychological QOL. 

4. The relationship between stigma and psychological QOL is mediated by self-esteem. 
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CHAPTER 3 

METHODOLOGY 

Study Design 

 Our study was approved by the appropriate institutional review board (IRB) and we 

obtained written informed consent from all participants. We provided a $15 incentive to all 

participants. In order to be eligible for the study, participants were required to be at least 18 

years old, proficient in English and able to provide documentation of positive HIV serostatus. 

Participants were recruited from community-based organizations located in the North Texas 

region. Our study utilized a cross-sectional correlational design and data was collected via self-

report measures. We used a gender-stratified convenience sampling method to collect data 

from 69 participants. With regards to gender, our sample consisted of 34 males and 35 females. 

Our sample consisted of 45 African Americans, 21 European Americans, 1 Latino and 2 people 

who identified as other ethnicity. The composition of our sample reflects the reality of disease 

profile in the United States, where African American women infected through heterosexual 

intercourse and men who have sex with men (MSM) are disproportionately affected in 

comparison to other demographic subgroups (CDC, 2017). The average age was 47.6 (SD = 8.4) 

and participants reported 13 years of education on average (SD = 3).   
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Table 3 

Participant Demographics 

 N Ethnicity % Gender % Education 
M(SD) 

Heterosexual 41 

African 
American 85.4 

Female 85.7 

12.5(3.3) 

Male 14.3 

European 
American 12.2 

Female 80.0 

Male 20.0 

Other 
ethnicity 2.4 

Female 100.0 

Male 0.0 

       

Gay 24 

African 
American 29.2 

Female 0.0 

14.6(3.0) 

Male 100.0 

European 
American 66.7 

Female 0.0 

Male 100.0 

Other 
ethnicity 4.2 

Female 0.0 

Male 100.0 

       

Bisexual 4 

African 
American 75.0 

Female 0.0 

11.5(2.6) 

Male 100.0 

European 
American 0.0 

Female 0.0 

Male 100.0 

Other 
ethnicity 25.0 

Female 0.0 

Male 100.0 
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Data Analyses 

Measures 

 Participants completed measures of demographic characteristics (e.g., age, gender, 

ethnicity, etc.) and psychosocial constructs such as depression, stress, stigma, self-esteem, 

forgiveness and coping. These  measures are presented below, beginning with measures 

contributing to the latent dependent variable (PQOL), followed by our independent variable 

(stigma) and ending with measures contributing to the latent mediator (self-esteem). 

 

Center for Epidemiological Studies Depression Scale (CES-D) 

We used the CES-D (Radloff, 1977) to measure depression. The CES-D is a 20-item 

measure with a 4-point Likert-type scale ranging from 1 (rarely or none of the time) to 4 (most 

of the time), with higher scores indicating high levels of depression. Example items include “I 

felt my life had been a failure” and “I felt hopeful about the future.” A score of 16 or higher 

indicates risk for clinical depression (Lewinsohn, Seeley, Roberts, & Allen, 1977). This measure 

has established internal consistency ranging between .85 and .90 (Radloff, 1977). Discriminant 

and convergent validity were established with measures of positive affect and depressive 

symptomatology, respectively (Radloff, 1977). This subscale was selected as an indicator based 

on its assessment of depressive symptomatology, which is predictive of HIV symptomatology 

(Leserman, 2008; Page-Shafer et al., 1996) and subsequent QOL (Bing et al., 2000; Cunningham 

et al., 1998; Hays et al., 2000; Liu et al., 2006; Lorenz et al., 2001; Nicholas et al., 2002; 

Nieuwkerk et al., 2000; Sherbourne et al., 2014). 
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Medical Outcomes Study HIV Health Survey Mental Health (MOS-HIV-MH) Subscale 

We used the MOS-HIV-MH) subscale (Wu, Revicki, Jacobson, & Malitz, 1997) to assess 

for symptoms of anxiety and depression. The MOS-HIV-MH subscale is comprised of 5-items 

with a 6-point Likert-type scale ranging from 1 (all of the time) to 6 (none of the time). Higher 

scores denote perception of good mental health. Example items include, “Have you been a very 

nervous person?” and “Have you felt downhearted and blue?” This subscale has established 

internal consistency of .80 (Wu et al., 1997). Convergent and discriminant validity were 

established by multitrait analyses (Wu et al., 1997). This subscale was selected as an indicator 

based on its assessment of depressive and anxious symptomatology, which is predictive of viral 

load (Evans et al., 2002), HIV symptomatology (Leserman, 2008; Page-Shafer et al., 1996) and 

subsequent QOL (Bing et al., 2000; Cunningham et al., 1998; Hays et al., 2000; Liu et al., 2006; 

Lorenz et al., 2001; Nicholas et al., 2002; Nieuwkerk et al., 2000; Sherbourne et al., 2014). 

 

Medical Outcomes Study HIV Health Survey Quality of Life (MOS-HIV-QOL) Subscale 

We used the MOS-HIV-QOL subscale (Wu et al., 1997) to measure QOL. The MOS-HIV-

QOL subscale is comprised of a single item with a 5-point Likert-type scale ranging from 1 (very 

well; could hardly be better) to 5 (very bad; could hardly be worse). Higher scores denote 

increased QOL. The item asks, “How has the quality of your life been during the past 4 weeks? 

That is, how have things been going for you?” Convergent and discriminant validity were 

established by multitrait analyses (Wu et al., 1997). This subscale was selected as an indicator 

based on its content validity in relation to QOL. 
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Perceived Stress Scale (PSS) 

We used the PSS (Cohen, Kamarck, & Mermelstein, 1983) to measure perceived stress. 

The PSS is a 14-item measure with a 5-point Likert-type scale ranging from 0 (never) to 4 (very 

often) with higher scores indicating higher levels of perceived stress. Example items include “In 

the last month, how often have you felt difficulties were piling up so high that you could not 

overcome them?” and “In the last month, how often have you dealt successfully with day to 

day problems and annoyances?” This measure has established internal consistency ranging 

between .84 and .86. Discriminant and predictive validity were established with measures of 

depression and utilization of health services, respectively (Cohen et al., 1983). This subscale was 

selected as an indicator based on the empirically supported relationship between stress, 

disease progression (Cohen & Herbert, 1996; Evans et al., 1988; Herbert & Cohen, 1993), 

negative psychological outcomes (Ickovics et al., 2006; Leserman et al., 1997; Page-Shafe et al., 

1996) and QOL (Bing et al, 2000; Hays et al., 2000). 

 

HIV Stigma Scale (HSS) 

We used the HSS (Berger et al., 2001) to measure stigma related to HIV. The HSS is a 40-

item measure with a 4-point Likert-type scale ranging from 1 (strongly disagree) to 4 (strongly 

agree). Higher scores denote increased perception of stigma. Example items include “People’s 

attitudes about HIV make me feel worse about myself” and “Since learning I have HIV, I feel set 

apart and isolated from the rest of the world.” This measure has established internal 

consistency of .96 (Berger et al., 2001). Convergent and discriminant validity were established 

with measures of self-esteem, perceived social support and depression (Berger et al., 2001). 
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Brief COPE Self Blame (BC-SB) Subscale 

We used the BC-SB subscale (Carver, 1997) to measure inward-directed criticism and 

blame. The BC-SB subscale is comprised of two items with a 4-point Likert-type scale ranging 

from 1 (I haven’t been doing this at all) to 4 (I’ve been doing this a lot). Higher scores indicate 

greater use of the coping mechanism (i.e., higher levels of self-blame). Items include “I’ve been 

criticizing myself” and “I’ve been blaming myself for things that happened.” This subscale has 

established internal consistency of .69 (Carver, 1997). Exploratory factor analysis using oblique 

rotation was used to establish factorial validity (Carver, 1997). This subscale was selected as an 

indicator of latent self-esteem based on the documented relationship between internalized 

attributions of blame and negative self-perception (Crocker, Cornwell, & Major, 1993; Crocker 

& Major, 1989; Herek, 1999; Sayles et al., 2007).  

 

Heartland Forgiveness Scale Forgiveness of Self (HFS-FOS) Subscale 

We used the HFS-FOS subscale (Thompson et al., 2005) to measure self-directed 

forgiveness. The HFS-FOS subscale is comprised of 6 items with a 7-point Likert-type scale 

ranging from 1 (almost always false of me) to 7 (almost always true of me). Higher scores 

indicate increased forgiveness of self. Example items include “It is really hard for me to accept 

myself once I’ve messed up” and “I don’t stop criticizing myself for negative things I’ve felt, 

thought, said or done.” This subscale has established internal consistency of .75 (Thompson et 

al., 2005). Convergent and discriminant validity were established with measures of forgiveness, 

negative affect and rumination (Thompson et al., 2005). This subscale was selected as an 
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indicator of latent self-esteem based on the construct’s documented relationship with self-

worth and self-respect (Strelan, 2007). 

 

Kentucky Inventory for Mindfulness Skills (KIMS) Acceptance without Judgment (KIMS-AWOJ) 
Subscale 
 

The KIMS-AWOJ subscale (Baer, Smith, & Allen, 2004) was used to measure non-

judgmental acceptance. The KIMS-AWOJ subscale is comprised of 9 items with a 5-point Likert-

type scale ranging from 1 (never or very rarely true) to 5 (almost always or always true). Higher 

scores indicate increased acceptance without judgment. Example items include “I criticize 

myself for having irrational or inappropriate emotions” and “I disapprove of myself when I have 

irrational ideas.” This subscale has established internal consistency reliability of .87 (Baer, 

Smith, & Allen, 2004). Content validity was established by psychologists experienced in 

dialectical behavior therapy (DBT). Convergent and discriminant validity were established with 

measures of mindfulness and neuroticism, respectively (Baer, Smith, & Allen, 2004). This 

subscale was selected as an indicator based on the construct’s relationship with self-

compassion (Ellis, 1973) and self-esteem (Thompson & Waltz, 2008). 

 

Rosenberg Self-Esteem Scale (RSES) 

We used the RSES (Rosenberg, 1965) to measure perception of self-worth and self-

acceptance. The RSES is a 10-item measure on a 4-point Likert-type scale ranging from 1 

(strongly agree) to 4 (strongly disagree). Higher scores indicate higher self-esteem. Examples of 

items on this measure include “I feel that I'm a person of worth, at least on an equal plane with 

others,” and “On the whole, I am satisfied with myself.” This measure has established internal 
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consistency ranging from .77 to .88 (Dobson, Goudy, Keith, & Powers, 1979; Fleming & 

Courtney, 1984). Test-retest reliability ranged from .85 to .88, which indicates that the 

assessment findings have good stability over time. Convergent validity was established using 

the Coopersmith Self-Esteem Inventory and other measures of depression and anxiety 

(Coopersmith, 1967; Rosenberg, 1965). 

 

Proposed Data Analyses 

 We used partial least squares structural equation modeling (PLS-SEM) to explore the 

relationship between stigma (HSS), self-esteem (SE) and PQOL in PLH. We chose to propose a 

PLS-SEM analysis primarily because PLS-SEM is more appropriate for theory development and 

prediction of constructs, whereas covariance-based SEM (CB-SEM) is useful for verification of 

established theory. Further, PLS-SEM is useful in identifying key target constructs that explain 

variance, whereas CB-SEM is best used to verify overall goodness-of-fit of the proposed model. 

PLS-SEM holds no assumption about normality of data distribution and has greater statistical 

power than the CB-SEM approach. Further, PLS-SEM permits complex models with many 

indicators and is more appropriate than CB-SEM when analyzing data from smaller samples. 

Although explanations of PLS use seemingly causal language (e.g., prediction), no statistical 

technique can prove causality in a non-experimental design such as ours. 

The proposed analyses required a minimum of forty participants. This benchmark is 

based upon specifications stating that the sample size should be equivalent or greater than the 

largest option: either ten times the largest number of formative indicators used to measure a 

single construct or ten times the largest number of structural paths directed at a particular 



34 

construct in the structural model (Barclay, Higgins, & Thompson, 1995). In the case of our 

model, two latent constructs (the mediator and the dependent variable) are measured by four 

formative indicators, yielding a minimum required sample size of n = 40.  

Prior to analysis, we checked for outliers and missing data. We used histograms and 

quantile-quantile (QQ) plots to check each of our variables for normality, although PLS is robust 

in model estimation when data is not normally distributed. We conducted descriptive analyses 

to acquire means, standard deviations and ranges of our demographic variables (i.e., age and 

education) and variables of interest. We examined the ranges of our variables of interest to 

check for ceiling and floor effects and restrictions in range. Descriptive analyses were used to 

improve our understanding of the sample and the data. Reliability analyses were conducted on 

all measures (with the exception of the MOS-HIV-QOL single-item subscale) to ensure that they 

demonstrate sufficient internal consistency. We used multivariate analyses (i.e., factorial 

ANOVA) with appropriate Bonferroni adjustment to test planned comparisons in variables of 

interest across gender, ethnicity and sexual orientation. Specifically, we tested for differences 

in stigma and self-esteem across different ethnic groups, as findings indicate that African 

Americans report increased experiences of stigma (Rao, Pryor, Gaddist, & Mayor, 2008) and 

higher self-esteem (Crocker &  Major, 1989; Van Laar, 2000) than European Americans. We also 

tested for differences in stigma across sexual orientation, as research suggests that sexual 

minorities are exposed to higher levels of discrimination and prejudice (Harrell, 2000; Meyer, 

2003; Wei, Ku, Russell, Mallinckrodt, & Liao, 2008) in comparison to those who identify as 

heterosexual. Finally, we tested for differences in self-esteem across sexual orientation, as 
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researchers suggest that stigmatization is inversely related to self-esteem in sexual minorities 

(Meyer, 1995).  

We used PLS-SEM to analyze the relationships between stigma, self-esteem and PQOL in 

people living with HIV. Our model is adapted from Meyer’s minority stress model, which posits 

that ameliorative coping resources are relevant to the relationship between minority stress and 

psychological outcomes. In our model, the dependent variable (PQOL) is a latent construct 

comprised of the following indicators: the CES-D, the MOS-HIV-MH subscale, the MOS-HIV-QOL 

subscale and the PSS. The independent variable (stigma) is an exogenous variable measured by 

the HSS. The mediator (self-esteem) is a latent construct comprised of the following indicators: 

the BC-SB subscale, the HFS-FOS subscale, the KIMS-AWOJ subscale and the RSES.  

We evaluated the PLS-SEM model through two stages: we first tested the measurement 

model and then evaluated the structural model. The test of a measurement model is based in 

measurement theory. Measurement theory guides the selection of observed indicators that 

appropriately assess aspects of the latent construct. In our study, all of the selected observed 

indicators belong to a whole- or sub-scale with established psychometric validity (i.e., factorial, 

convergent and/or discriminant) and reliability. The relationships between the indicators and 

their respective constructs are referred to as the outer model. We then specified and evaluated 

the structural model (sometimes referred to as an inner model; see Figure 1). The inner model 

describes the relationships between stigma, self-esteem and PQOL. An important aspect of the 

inner model is the rationale used to determine the sequence and specification (i.e., exogenous 

or endogenous) of the constructs. In our study, this sequence and specification of constructs is 

based on an adaptation of Meyer’s minority stress model (Meyer, 2003).  
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PLS-SEM tests the significance of path coefficients with a nonparametric bootstrap 

procedure, which involves random sub-sampling with replacement. In our study, bootstrapping 

will consist of drawing 500 sub-samples with replacement. Bootstrap sampling produces 

multiple path coefficient estimates that approximate a sampling distribution. Standard error 

and standard deviation are estimated from this distribution and are used as proxy for standard 

error within the target population. The proxy is used to calculate a Student’s t statistic, which is 

compared to critical t values for significance testing. We tested Hypotheses 1 through 3 (the 

direct effects) by estimating the path coefficients and testing the significance of the associated t 

statistics. We tested Hypothesis 4 (an indirect or mediating effect) by following three steps. 

First, we determined whether variation in stigma accounted significantly for variations in self-

esteem. Second, we determined whether variation in self-esteem accounted significantly for 

variation in PQOL. Third, we determined whether, when the two aforementioned relationships 

are controlled for, a previously significant relation between stigma and PQOL changed its value 

significantly.  
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CHAPTER 4 

RESULTS 

Univariate Statistics 

We had no missing data in this sample, so missing data analyses were not necessary. A 

univariate analysis was conducted to examine each measure (CES-D, MOS-HIV-MH subscale, 

MOS-HIV-QOL subscale, PSS, HSS, BC-SB, HFS-FOS subscale, KIMS-AWOJ subscale, and the RSES; 

see Table 4).  

 

As can be seen in Table 4, several measures demonstrated a restriction in range. For 

example, the CES-D shows a floor effect in that participants commonly endorsed lower levels of 

depression on this scale and no participants endorsed the maximum level of depression, as 

measured by this scale. The PSS and HSS also showed a slight restriction in range. The HFS-FOS, 

KIMS-AWOJ, and RSES all exhibit ceiling effects in that participants commonly endorsed higher 

levels of these constructs and no participants endorsed the lowest possible value, as measured 

by these scales. Reliability for all measures, except the BC-SB subscale and the HFS-FOS 

subscale, was acceptable. Lower reliability in each subscale may be a result of the low number 

of items (two items in the BC-SB subscale, six items in the HFS-FOS subscale). Pallant (2011) 

suggests Cronbach alpha values are quite sensitive to the number of items in the scale. With 

short scales, especially those less than ten items, it is common to achieve a low Cronbach’s 

alpha, such as 0.50. In this case, Pallant (2011) suggests it may be more appropriate to report 

the average inter-item correlation for the items. An optimal range for the inter-item correlation 

is between 0.2 and 0.4 (Pallant, 2011). The average inter-item correlation for the BC-SB and 
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HFS-FOS subscales are 0.66 and 0.24. Although the BC-SB inter-item correlation falls out of the 

optimal range, we elected to retain this subscale because additional evaluation suggested 

adequate internal consistency.  

Table 4 

Mean and Standard Deviation and Range 

Scale Mean SD Actual Range Possible 
Range Reliability 

CES-D 39.8 12.0 21-68 20-80 0.91 

MOS-HIV-MH 63.0 21.8 0-100 0-100 0.73 

MOS-HIV-QOL 62.7 22.5 0-100 0-100 N/A* 

PSS 25.6 6.7 11-45 0-56 0.76 

HSS 98.1 20.1 44-151 40-160 0.95 

BC-SB 2.1 .9 1-4 1-4 0.66 

HFS-FOS 28.4 5.7 19-42 6-42 0.54 

KIMS-AWOJ 29.6 5.6 16-45 9-45 0.77 

RSES 30.3 5.3 18-40 10-40 0.87 
*The MOS-HIV-QOL subscale consists of one item 

 

Bivariate Statistics 

We conducted a bivariate correlation analysis to determine relationships among 

variables to obtain a better understanding of our sample (Table 5).  
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Table 5 

Bivariate Correlations 

Scale 1. 2. 3. 4. 5. 6. 7. 8. 

1. CES-D         

2. MOS-HIV-MH -0.81**        

3. MOS-HIV-QOL -0.50** 0.44**       

4. PSS 0.69** -0.62** -0.44**      

5. HSS 0.33** -0.27** -0.13 0.31**     

6. BC-SB 0.38** -0.35** -0.21 0.47** 0.37**    

7. HFS-FOS -0.36** 0.31* 0.15 -0.47** -0.13 -0.38**   

8. KIMS-AWOJ -0.31** 0.31** 0.07 -0.28* -0.14 -0.43** 0.21  

9. RSES -0.71** 0.69** 0.39** -0.65** -0.38** -0.54** 0.49** 0.36** 

*p < 0.05, **p < 0.01 
 

We conducted several t-tests. Due to the low number of participants in certain sub-groups (for 

example, 4 participants identifying as bisexual and 3 participants identifying as other ethnicity), 

and in an effort to preserve power, we conducted these analyses with bisexual participants 

included with gay participants, and participants of other ethnic identification were grouped 

with the larger body of ethnic minorities (namely African Americans) in our sample (see table 

below for detailed breakdown of demographic variables).  

Student’s t-tests were conducted to test for significant differences in our variables of 

interest (CES-D, MOS-HIV-MH, MOS-HIV-QOL, PSS, HSS, BC-SB, HFS-FOS, KIMS-AWOJ, and RSES) 

across sexual orientation, gender, and ethnicity. Levene’s test was not significant in any of 

these t-tests, meaning that we can assume equal variances when comparing groups across 

sexual orientation, gender, and ethnicity. Sexual minorities scored significantly higher than 
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heterosexual participants on the PSS (t(67) = -3.23, p < .01) and the BC-SB subscale (t(67) = -

3.12, p < .01), and significantly lower than heterosexual participants on the RSES (t(67) = 2.27, p 

< .05). We found no significant differences between sexual minorities and heterosexual 

participants on the CES-D (t(67) = -.77, p = .442), MOS-HIV-MH (t(67) = 1.11, p = .269), MOS-

HIV-QOL (t(67) = 1.43, p = .159), HSS (t(67) = -.52, p = .609), HFS-FOS (t(67) = 1.56, p = .123) and 

KIMS-AWOJ (t(67) = 1.57, p = .120). Males scores significantly higher than females on the PSS 

(t(67) = 2.87, p < .01). We found no significant differences between males and females on the 

CES-D (t(67) = .59, p = .561), MOS-HIV-MH (t(67) = -.89, p = .377), MOS-HIV-QOL (t(67) = -.60, p 

= .552), HSS (t(67) = .44, p = .664), BC-SB (t(67) = 1.88, p = .064, HFS-FOS (t(67) = -1.70, p = .094, 

KIMS-AWOJ (t(67) = -.26, p = .792, and RSES (t(67) = -1.82, p = .073). We found no significant 

differences between ethnic minorities and European Americans on the CES-D (t(67) = .42, p = 

.676), MOS-HIV-MH (t(67) = .55, p = .584), MOS-HIV-QOL (t(67) = 1.66, p = .101), PSS (t(67) = -

1.23, p = .222), HSS (t(67) = -.63, p = .533, BC-SB (t(67) = -1.58, p = .119), HFS-FOS (t(67) = 1.23, 

p = .224), KIMS-AWOJ (t(67) = .02, p = .982) and RSES (t(67) = 1.13, p = .264). 

 

Evaluation of the Measurement Model 

The psychometric properties of the data are evaluated by examining the factor structure 

(Table 6) which includes the reliability, convergent and discriminant validity of the indicators. As 

recommended, the Cronbach’s alpha coefficient (with the exception of the BC-SB and the HFS-

FOS subscales, however, inter-item correlations were acceptable) are larger than 0.70, which 

suggests an adequate level of internal consistency. As can be seen for some items, the 

composite reliability and Cronbach’s alpha are somewhat discrepant. Cronbach’s alpha is often 
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criticized as being a lower bound and underestimating true reliability (Peterson & Kim, 2013). 

The composite reliability values of .90 (PQOL) and .83 (self-esteem, hereafter referred to as SE) 

demonstrate that both reflective constructs have high levels of internal consistency reliability. 

Note that the composite reliability of the single-item HSS is 1.00, though this cannot be equated 

to perfect reliability.  

Table 6 

Fornell-Larcker Criterion Analysis 

 PQOL HSS SE 

PQOL .83   

HSS -.074 Single-item construct  

SE .67 -.38 .74 

 

The average variance extracted (AVE) values of PQOL (.69) and SE (.55) are above the 

required minimum level of .50. Thus, the measures of the two reflective constructs have high 

levels of convergent validity. 

Finally, the Fornell-Larcker criterion and the cross loadings allow checking for 

discriminant validity. According to the Fornell-Larcker criterion, the square root of the AVE of 

each reflective construct should be higher than the construct’s highest correlation with any 

other construct in the model. Table 6 shows the final results of the Fornell-Larcker criterion 

assessment with the square root of the reflective constructs’ AVE on the diagonal and the 

correlations between the constructs in the lower left triangle. For example, the reflective 

construct PQOL has a value of .83 for the square root of its AVE, which needs to be compared 

with all correlation values in the column of PQOL. Overall, the square roots of the AVEs for the 
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reflective constructs PQOL (.83) and SE (.74) are all higher than the correlations of these 

constructs with other latent variables in the path model. We also examined the cross-loadings, 

and determined that all indicator loadings were higher than their cross-loadings with other 

constructs. Even though some items loaded below the recommended level of 0.70, those that 

were significant at the 0.05 level were retained in analyses, as they were statistically significant. 

Overall, the Fornell-Larcker criterion and examination of indicator loadings and cross-loadings 

provide evidence for the constructs’ discriminant validity. Table 7 summarizes the results of the 

reflective measurement model assessment. As can be seen, all model evaluation criteria were 

met, providing support for the measures’ reliability and validity. In sum, the psychometric 

properties of internal consistency, convergent validity and discriminant validity were all 

demonstrated. Therefore, evaluation of the structural model was warranted. 

Table 7 

Results Summary for Reflective Measurement Models 

Latent 
Variable Indicators Loadings Indicator 

Reliability 
Composite 
Reliability AVE 

PQOL 

CES-D .92 .91 

.90 .69 
MOS-HIV-MH .89 .73 

MOS-HIV-QOL .63 N/A 

PSS .86 .76 

SE 

BC-SB .79 .66 

.83 .55 
HFS-FOS .67 .54 

KIMS-AWOJ .59 .77 

RSES .88 .87 
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Evaluation of the Structural Model 

Table 8 shows the path coefficients for the model. Each path coefficient was significant 

at the 0.05 level. The direct path between HSS and PQOL was significant (coefficient = 0.33, t = 

2.00) and stigma explained 11% of the variance in PQOL. The path between HSS and SE was also 

significant (coefficient = -0.38, t = 2.95) and HSS explained 14% of the variance in SE. The path 

from HSS and SE to PQOL was also significant (coefficient = -0.67, t = 5.04). Together, HSS and 

SE explained 49% of the variance in PQOL.  

Table 8 

Path Coefficients and t-Scores 

Path β t p 

HSS  PQOL (direct) -0.33 2.00 <.05 

HSS  PQOL (indirect) -0.07 .60 .547 

HSS  SE -0.38 2.95 <.01 

SE  PQOL 0.67 5.04 <.001 

SE  BC-SB 0.79 6.07 <.001 

SE  HFS-FOS 0.67 4.96 <.001 

SE  KIMS-AWOJ 0.59 3.93 <.001 

SE  RSES 0.88 6.46 <.001 

PQOL  CES-D 0.92 53.83 <.001 

PQOL  MOS-HIV-MH 0.89 29.91 <.001 

PQOL  MOS-HIV-QOL 0.63 5.92 <.001 

PQOL  PSS 0.85 28.51 <.001 
 

In order to test for mediation in the model, the Sobel test was used. The Sobel test 

indicated SE mediates the relationship between HSS and PQOL (Sobel = 2.67, p < 0.01). The 

direct relationship between HSS and PQOL was statistically significant, but when the mediator 
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(SE) was added, the indirect relationship was reduced. Since the indirect relationship is no 

longer statistically significant (coefficient = 0.07, t = .60), SE is considered a mediator in the 

relationship between HSS and PQOL.  

 

Figure 3. Mediation model. 
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CHAPTER 5 

DISCUSSION 

 The purpose of this study was to explore HIV stigma, self-esteem, and PQOL in PLH. The 

major finding of this study is self-esteem mediates the relationship between HIV stigma and 

PQOL, such that self-esteem is a lens through which HIV stigma relates to PQOL. Though PLS-

SEM is explained with seemingly causal language (e.g., prediction), no statistical technique can 

prove causality in a non-experimental design such as ours. 

 

HIV Stigma, PQOL and Self-Esteem (Hypotheses 1-3) 

The first of our four hypotheses was supported. Stigma is negatively associated with 

PQOL (Hypothesis 1). This finding is supported by the conceptual framework of Meyer’s 

minority stress model in which people belonging to stigmatized social categories experience 

higher levels of social stress and subsequent negative effects on health and well-being (Meyer, 

2003). Stigma may be especially salient to the PQOL of PLH due to the unalterable, contagious 

and sometimes visible characteristics of HIV/AIDS infection (Goffman, 1963; Jones et al., 1984), 

societal assumptions about mode of contraction (Herek, 1999) and associated attributions of 

blame (Decety et al., 2010). The experience of stigma in PLH is well-documented -  most PLH 

have multiple minority identities (CDC, 2015b; CDC, 2015e) and subsequently experience 

layered stigma (Nyblade, 2006) or double stigma (Grossman 1991). PLH who have multiple 

minority identities (i.e., most PLH) experience higher levels of stigma than PLH with only one 

minority identity (Herek & Capitanio, 1999). The impact of HIV stigma is also well-documented 

– stigma is positively associated with HIV symptom intensity (Buseh, Kelber, Stevens, & Park, 
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2008), risky sexual behavior, distrust of healthcare providers, posttraumatic stress disorder, 

depression and psychological distress (Herek, Gillis, & Cogan, 1999; McDevitt, Balboni, Garcia, & 

Gu, 2001; Szymanski, 2005; Whetten, Reif, Whetten, & Murphy-McMillan, 2008; Williams & 

Williams-Morris, 2000); and inversely associated with QOL (Buseh et al., 2008) and medication 

adherence (Whetten et al., 2008). Stigma predicts PQOL above and beyond the predictive value 

of symptom load and depression in PLH (Holzemer et al., 2009).  

 We found that stigma is inversely associated with self-esteem (Hypothesis 2). Research 

on self-esteem in PLH is divided - some findings indicate that self-esteem does not differ across 

serostatus (Moskowitz & Seal, 2011; Visintini, 1995), whereas others indicate that self-esteem 

is lower in PLH (Fife & Wright, 2000). Our findings align with existing literature on the inverse 

relationship between stigma and self-esteem (Dowshen, Binns, & Garofalo, 2009; Kang, Rapkin, 

& DeAlmeida, 2006). Researchers posit that conceptualization of self develops as the individual 

interacts with and perceives evaluations from others, sometimes referred to as the “looking 

glass self” (Cooley, 1956; Mead, 1934). Stigma, which is characterized by societal “rejection, 

blame, or devaluation” (Weiss et al., 2006) can become internalized when the bearer considers 

the stereotypes associated with their minority identity to be self-relevant (Corrigan, Kerr, & 

Knudsen, 2005; Corrigan & Watson, 2002; Corrigan, Watson, & Barr, 2006; Ritsher & Phelan, 

2004).  Internalization of stigma is associated with self-hatred (Gilbert & Andrews, 1998), self-

blame (Sayles et al., 2007), and feeling dirty, guilty and ashamed (Simbayi et al., 2007). 

Researchers theorize that internalized stigma is associated with internalized, stable, low trait 

self-esteem (Allport, 1979; Cartwright, 1950; Cooley, 1956; Erikson, 1956; Mead, 1934).  
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 We found that self-esteem is positively associated with PQOL (Hypothesis 3). 

Researchers have posited that self-esteem is an indicator of emotional and identity stability 

(Baumeister, 1998; Campbell, Chew, & Scratchly, 1991). Individuals with high self-esteem are 

more likely to have control and mastery over their environment and utilize adaptive coping 

(e.g., positive reframing, instrumental coping) in comparison to people with low self-esteem 

(Rector & Roger, 1996). People with high self-esteem perceive themselves as well-liked 

(Baumeister et al., 2003) and are more confident than low self-esteem people (McFarlin & 

Blascovich, 1981). Self-esteem is positively associated with autonomy, environmental mastery, 

purpose in life, self-acceptance, positive relations with others and personal growth (Paradise & 

Kernis, 2002). 

 

Self-Esteem as a Mediator (Hypothesis 4) 

 In order to test our fourth hypothesis, we used a PLS approach. Though language used 

to explain findings from PLS-SEM analyses can imply causality, our study design cannot support 

causal conclusions. We found self-esteem to be a mediator in the relationship between stigma 

and PQOL. This suggests that stigma is associated with a decrease in self-esteem, which is 

associated with a decrease in PQOL. Self-esteem is often conceptualized as a protective factor. 

Baumeister (1998) theorized that people with high self-esteem filter negative feedback in order 

to mitigate damage to self-worth. People with high self-esteem are also likely to discredit 

sources of negative feedback and draw on positive aspects of the self as a coping mechanism 

(Blaine & Crocker, 1993; Spencer et al., 1993; Steele, 1988). When faced with interpersonal 

transgressions, people with high self-esteem are less likely to feel devalued (Eaton, Struthers, & 
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Santelli, 2006). Researchers theorize that, when stigma becomes internalized, it is characterized 

by a negative attitude toward the self which has a subsequent negative impact on self-esteem 

(Corrigan et al., 2006; Clark, Lindner, Armistead, & Austin, 2003; Herek, Gillis, & Cogan, 2009; 

Link, Castille, & Stuber, 2008). Further, experiences of stigma can result in vigilance (Herek, 

Chopp, & Strohl, 2007; Meyer, 2003) and associated attempts to conceal minority group 

membership, which can lead to social avoidance, isolation, and low self-esteem (Herek, Saha, & 

Burack, 2013). Indeed, researchers found that social support (specifically, having a close, 

confiding relationship with one or more persons) builds self-esteem, which in turn buffers the 

effects of stress (Pearlin et al., 1981). 

Our findings suggest that health practitioners should ask PLH about their experience of 

stigma, as these minority stress processes are unique in stigmatized populations such as PLH 

and associated with negative psychological outcomes above and beyond daily stressors 

experienced by the general population. Practitioners should also attend to self-esteem in PLH, 

as self-esteem appears to be a lens through which stigma relates to PQOL. Knowledge of the 

influence of self-esteem in stigma-related stress processes is also useful to practitioners as they 

develop interventions designed to improve PQOL in PLH.  

 

Limitations 

Although these findings add significantly to the literature, limitations restrict the 

generalizability of the results. Our sample was obtained through non-probability sampling, a 

method in which the probability of a person being included in the study is unknown. Non-

probability sampling through community venues is common in research on PLH because these 
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communities are less readily accessible for several reasons, including HIV stigma and the 

sometimes-concealable nature of HIV risk behaviors and the disease itself. Ethnographic 

mapping of populations such as PLH is labor-intensive and costly, and may not be realistic 

because PLH are not identifiable by appearance. Population-based prevention indicator surveys 

are the primary source of behavioral surveillance data, but researchers speculate that HIV 

stigma negatively impacts the validity of these household surveys, as people may fear exposure 

to others who are present at the time of survey completion (Magnani, Sabin, Saidel, & 

Heckathorn, 2005). Therefore, research on PLH is often conducted using facility-based 

sampling, which typically results in overrepresentation of certain groups and does not capture 

the full range of members of the target population. Specifically, our access to PLH was limited 

to those who seek and obtain services at community clinics, and subsequently have different 

risk profiles than other PLH (Ramirez-Valles, 2002). It is not possible to accurately estimate the 

degree of over- and under-representation, and therefore no way to adjust for this bias. This 

type of sampling should not be abandoned for these reasons, but generalizability is limited to 

PLH who receive services in community venues. 

Our sampling methodology also has important implications for the magnitude of our 

results. Community members who are willing to attend community venues have different risk 

profiles than community members who are unwilling to attend, which raises the possibility that 

our results represent attenuated versions of the results we would obtain if we were able to 

capture the community as a whole. 

The self-report measures used in this study are subject to social desirability. The 

tendency for North American samples to report high self-esteem suggests the possibility that 
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scores are affected by deliberate or unwitting self-enhancement (Krueger, 1998). Indeed, when 

researchers compared participants’ self-esteem scores with scores on a social desirability scale, 

they concluded that self-esteem scores are partially contaminated by social desirability bias 

(Blascovich & Tornaka, 1991). Although self-report measures of self-esteem are heavily 

influenced by social desirability, they remain our best option as objective measures of self-

esteem are still being developed and tested. Social desirability also affects our measures of 

discrimination and stress, as the use of denial as a coping mechanism may alter responses to 

these measures. 

Because our data is cross-sectional and correlational in nature, causation cannot be 

inferred. Furthermore, we can only hypothesize about the directionality of the relationships 

between our variables of interest. Future research will partially depend on the social perception 

and subsequent discrimination, stigma and prejudice towards PLH living in the United States. 

Should the sociocultural attitudes towards PLH change, we can hope to obtain larger and more 

representative probability samples of these communities, which would increase the 

generalizability of research findings. With larger samples, more stringent methodologies (such 

as control group designs) are possible and will allow for causal inferences.  

 

Future Research 

Future research on self-esteem would be aided by a measure that captures different 

dimensions of self-esteem (e.g., defensive, inflated, narcissistic, genuine) and accounts for false 

presentation. Future research would benefit from in-depth examination of the influence of 

appraisal style in the relationship between stigma and stress. Researchers examined the 
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influential role of appraisal in stigma-related stress processes in ethnic minorities, but no similar 

research has been conducted in PLH. An in-depth examination of the roles of appraisal style and 

self-esteem in PLH would better inform the mechanisms through which self-esteem influences 

the relationship between stigma and PQOL in PLH. 
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