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Since its emergence in the U.S., HIV has been a stigmatized illness. People 

living with HIV (PLH) are a minority and prone to psychological distress and poor mental 

health outcomes due to HIV-related stigma. PLH who identify with another minority 

group in addition to being HIV-positive (e.g., gay, African-American) experience multiple 

forms of oppression or layered stigma. Affirmative social support and resilience are 

negatively associated with HIV-stigma and are important coping resources for PLH. We 

used an explanatory sequential mixed methods design study involving a quantitative 

survey phase and a qualitative interview phase. We explored whether social support 

and resilience (Positive Psychological Resources) mediate or moderate the relationship 

between HIV Stigma and Psychological Distress among HIV-positive adults using partial 

least squares (PLS) path modeling and multiple regressions. Via PLS, we found 

Positive Psychological Resources partially mediated the relationship between HIV 

Stigma and Psychological Distress: the path between HIV Stigma and Psychological 

distress reduced (from t = 5.49, p = .000 to t = 2.39, p = .000) but remained statistically 

significant. Similarly, via regression, the Sobel test was significant (Sobel = .26, SE = 

.07, z = 3.63, p = .000). However, moderation was not found (HIV Stigma x Positive 

Psychological Resources β = .05, t = .66, p = .508). Overall, our quantitative survey and 

qualitative interview data were consistent. We anticipate that our findings will inform 

strengths-based therapeutic interventions to mitigate stress and stigma among PLH. 
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CHAPTER I 

INTRODUCTION 

HIV-positive persons are prone to significant sources of stress related to 

managing a potentially chronic disease as well as social stigma due to HIV status and, 

at times, other minority identities (e.g., being gay, African-American). Given stigma’s 

association with both physical and psychological health ramifications for HIV-positive 

people, exploring the psychological variables that mitigate stress processes is 

important. Furthermore, since sexual minority men and racial minorities continue to be 

disproportionately affected by HIV, we aim to investigate how belonging to multiple 

minority groups (e.g., HIV-positive and gay) contribute to minority stress. In doing so, 

we hope to inform and reinforce strengths-based therapeutic interventions for people 

living with HIV (PLH), particularly those who hold multiple minority identities. 

The Human Immunodeficiency Virus (HIV) 

The Centers for Disease Control and Prevention (CDC) estimates that 1.2 million 

people in the United States are HIV-positive (Centers for Disease Control and 

Prevention, 2016). The HIV incidence rate decreased 19% from 2005 to 2014, with 

approximately 44,000 new HIV infections in 2014 (Centers for Disease Control and 

Prevention, 2016). In 2014, nearly 21,000 people were diagnosed with Acquired 

Immunodeficiency Syndrome (AIDS), the final stage of HIV infection (Centers for 

Disease Control and Prevention, 2016). 

HIV is a particular problem in the southern region of the United States. The CDC 

estimates that approximately 49% of all new HIV diagnoses in the country occur in the 

South (Centers for Disease Control and Prevention, 2014). Approximately 16,000 
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people are living with HIV in Dallas County with African-Americans and those younger 

than 35 years of age being disproportionately affected (Dallas County Health and 

Human Services, 2014). In Fort Worth, Texas and the surrounding area, HIV is 

diagnosed more among African-Americans than it is among Latinos and European-

Americans and among those between the ages of 35 and 54 (Tarrant County Public 

Health, 2012).  

In addition to affecting people of color, HIV continues to affect primarily sexual 

minority men. The term “men who have sex with men” or MSM was developed to refer 

to any man who has engaged in sexual activity with a man and encompasses various 

sexual identities including those who do not self-identify as gay (Joint United Nations 

Programme on HIV/AIDS, 2006). Eighty-three percent of people diagnosed with HIV in 

2014 were MSM, including gay and bisexual men (Centers for Disease Control and 

Prevention, 2016). In Texas, the trend is similar with 67% of all 2015 HIV/AIDS 

diagnoses made among men who had engaged in male-to-male sexual contact (Texas 

Department of State Health Services, 2016). In contrast, among all 2013 HIV/AIDS 

diagnoses made in Texas, approximately 23% were from heterosexual contact and 6% 

were due to intravenous drug use (Texas Department of State Health Services, 2016). 

This suggests that male-to-male sexual contact is still the primary mode by which 

HIV/AIDS is transmitted in Texas and the United States. 

Within the past few decades, the face of HIV/AIDS has changed drastically. 

Before the introduction of highly active antiretroviral therapy (HAART) in 1996, AIDS 

was considered a terminal disease. However, HAART had a profound and promising 

effect on prognosis. In 1996, there were 38,025 AIDS-related deaths in the United 
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States. The next year, the number dropped by more than 16,000 and continued to drop 

(Weeks, 2010). Today, HIV is considered a manageable, chronic disease for some 

people as long as one is adherent to medication, maintains regular medical visits and 

maintains health otherwise. Interestingly, the chronic nature of HIV is like a double-

edged sword. People living with HIV tend to live longer lives; however, this inherently 

results in unique challenges and predicaments around physical and mental health. 

Living with and Managing HIV 

Given that HIV has become a chronic disease for some and can have a 

fluctuating, uncertain trajectory, many changes on the patient’s part are required and 

are collectively referred to as self-management strategies (Siegel & Lekas, 2002; 

Swendeman, Ingram, & Rotheram-Borus, 2009). Self-management for HIV and other 

chronic diseases requires a patient’s active involvement in maintaining their own health 

from physical, social and psychological perspectives which often means the adoption of 

lifelong behavioral changes (Siegel & Lekas, 2002).  

From a medical aspect, managing HIV can be complex. For many PLH, strict 

adherence to medications can be difficult and burdensome, since most require 

adherence 95% of the time to be efficacious (Gordon, 2006). Additionally, severe side 

effects, frequent dosing and perceived lack of health status change are common 

challenges associated with adherence to anti-retroviral therapy (Chesney, 2000). 

Another challenging aspect of managing HIV is that it is an infectious disease. Thus, 

PLH are confronted with the responsibility to reduce transmission risk. For PLH who are 

sexually active, this means disclosing serostatus, discussing safer sex practices like 

using condoms and actually engaging in safer sex (Crepaz & Marks, 2003). However, 
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communicating about serostatus and safer sex is often fraught with personal discomfort 

and fear of rejection (Grov, Agyemang, Ventuneac, & Breslow, 2013). 

Dealing with HIV-related stressors and juggling the challenges over a lifetime 

appear to take a toll on mental health. In one study, almost half of the HIV-positive 

sample met criteria for a diagnosis of depression, dysthymia, generalized anxiety 

disorder or panic disorder (Sherbourne et al., 2000). Moreover, having a mood disorder 

was associated with poorer physical and mental health, more pain and less social and 

role functioning (Sherbourne et al., 2000). HIV-positive adults may be more likely to 

experience mood disturbance, like anxiety and depression, because of difficulties in 

regulating emotion. Brandt, Gonzales, Grover and Zvolensky (2012) found that 

emotional dysregulation is linked to more intense and frequent feelings of pain-related 

anxiety, depression and HIV-symptom distress. Despite the advances in the medical 

treatment of HIV, it appears that there are psychological drawbacks to living with a 

chronic disease like HIV. One common factor identified that seems to underlie many 

mental health problems, social difficulties and physical health issues among PLH is HIV-

related stigma. 
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CHAPTER II  

REVIEW OF THE LITERATURE 

HIV-related Stigma 

According to sociologist Erving Goffman, stigma is the social phenomenon in 

which a person is labeled socially deviant because of an attribute that has been deemed 

shameful or discredited (1963). The stigmatized person is rejected from the majority 

because some characteristic about them deviates from the socially approved standards. 

In essence, stigmatization leads to the creation of minorities. According to Wirth (1945), 

a minority group is a collection of people who are treated differently and unequally due 

to certain physical or cultural characteristics. Link and Phelan (2001) further expand 

upon the definition of stigma, arguing that stigma exists when someone is labeled and 

stereotyped. Then, when an individual is separated from the majority, he or she loses 

his or her social status and experiences discrimination.  

Since the emergence of HIV/AIDS in the United States in 1981, the epidemic has 

been fraught with stigma and other messages that differentiate people with HIV/AIDS as 

different from the majority. For example, the first AIDS cases were reported among men 

who had engaged in sexual activity with other men (Weeks, 2010); thus, AIDS was 

often referred to as Gay-Related Immune Deficiency (GRID; Shilts, 1987) or the gay 

plague (VerMeulen, 1982). Historically, being gay was associated with pathology (Von 

Krafft-Ebing, 1894) and a basis for discrimination and stigma (Andryszewski, 2000). 

Thus, designating AIDS with being a gay disease evoked intense, negative reactions 

from society. Additionally, the healthy majority took steps to distance, protect and 

differentiate themselves from those with HIV/AIDS. Herek (1988) notes that, early on in 
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the epidemic, news reports identified AIDS risk groups (i.e., gay men, sex workers, 

intravenous drug uses, Haitians, hemophiliacs) which served as a way for the normal 

healthy American to see themselves as unaffected by HIV/AIDS. Since then, those 

infected or perceived to be infected with HIV/AIDS have been prone to experience HIV-

related stigma and marginalization from the majority.  

HIV/AIDS is a highly stigmatized health condition for a number of reasons. Jones 

and colleagues (1984) posit that many factors influence stigma: concealability, course, 

disruptiveness, aesthetic qualities, origin and peril. Concealability refers to how hidden 

or obvious the condition is and to what extent its visibility can be controlled. The course 

of the condition is also important in regard to its pattern, change over time and ultimate 

outcome. Conditions that have a high level of disruptiveness or tendency to block or 

hamper interaction are stigmatizing. In addition, aesthetic qualities of a disease (the 

extent to which the condition makes the possessor repulsive, ugly or disturbing) are 

influential. People who are in the advanced stages of AIDS often exhibit symptoms that 

affect physical appearance (Herek, 1999). Peril (how dangerous, imminent and serious 

the condition is) impacts how stigmatizing the condition is, which is obvious from stigma 

research (Herek & Glunt, 1988; Herek, 1999). Since HIV/AIDS is a potentially terminal 

condition that cannot be cured, it forces non-infected people to confront their own 

mortality and serves as a reminder of death. Furthermore, because HIV is a contagious 

virus, it is further stigmatizes those who are infected since some people view that it puts 

other people’s health at risk and breeds fear of contagion. All of these factors identified 

by Jones et al. (1984) are present in HIV/AIDS and appear to contribute to its 

stigmatization.  
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The most prominent reason for HIV-related stigma is the origin or circumstances 

by which the condition originated (including responsibility and intent; Jones et al., 1984). 

HIV is often transmitted in ways that are not socially acceptable or openly discussed; 

namely, sexual contact and injection drug use (IDU). Of new HIV diagnoses in 2011 

(Centers for Disease Control and Prevention, 2013), 62% were from male-to-male 

sexual contact, 27% were from heterosexual contact and 7% were from IDU. In Dallas 

County alone in 2012, 74% of new HIV infections were due to male-to-male sexual 

contact, 20% were due to heterosexual contact and 4% were due to IDU (Dallas County 

Health and Human Services, 2014). Along a similar vein, the modes of transmission are 

often perceived as voluntary and avoidable behaviors, suggesting that those with HIV 

are responsible for their diagnosis and careless about their health (Herek, Capitanio, & 

Widaman, 2002). Unfortunately, when PLH are blamed and held responsible for their 

infection, it tends to evoke anger and moralistic beliefs about HIV and its transmission 

instead of empathy (Herek & Glunt, 1988; Herek et al., 2002; Swendeman et al., 2006; 

Weiner, 1993). Given that the majority of people contract HIV through sexual contact or 

IDU, public attitudes and beliefs about HIV are closely intertwined with how people feel 

about those socially unacceptable behaviors. HIV/AIDS is not simply just a potentially 

terminal and transmissible disease; it is a terminal and transmissible disease of gay 

men and other minorities (Herek & Glunt, 1988). Herek proposes that HIV has symbolic 

stigma because there is a synergy between stigma related to illness factors and stigma 

attached to the groups linked to the illness (1999). Consequently, HIV-related stigma 

serves to reflect discriminatory attitudes and to express prejudice towards marginalized 

groups such as sexual minorities, racial minorities and IDUs. This is revealed in a 
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newspaper poll between 1985 and 1987 in which 25% of respondents agreed that 

“AIDS is a punishment God has given homosexuals for the way they live” (Herek & 

Glunt, 1988). Thus, HIV-related stigma rarely reflects beliefs about HIV alone.  

HIV-related stigma manifests in a variety of ways. For those living with HIV/AIDS, 

they are subject to perceived, internalized and experienced stigmas (Phillips, 

Moneyham, & Tavakoli, 2011). With perceived stigma, PLH are aware of the societal 

attitudes and the discriminatory actions taken towards those with HIV. Internalized 

stigma refers to the incorporation of socially constructed views and negative stereotypes 

related to HIV into an HIV-positive person’s self-concept. Lastly, experienced stigma is 

the direct experience of discrimination due to being HIV-positive.  

Layered Stigma 

Some researchers suggest that HIV-stigma is actually an additional layer of 

stigma on top of pre-existing stigma among many PLH. Herek and Glunt (1988) argue 

that many PLH belonged to a marginalized group before being diagnosed with HIV, as 

HIV disproportionately affects MSM, injection drug users or racial minorities. For those 

who belong to a minority group before being diagnosed with HIV/AIDS, it is likely they 

have already been exposed to some kind of stigma and discrimination (Lekas, Siegel, & 

Leider, 2011). Furthermore, PLH with multiple minority identities likely experience 

multiple forms of oppression. According to Moradi et al. (2010), LGB of color are 

exposed to greater levels of stress because they experience stress related to 

homophobia and racism. They are rejected from their racial community (for being LGB) 

yet are not fully welcome into the predominantly White LGB communities (Moradi et al., 

2010). For LGB of color who are also HIV-positive, stress is likely compounded with 
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each minority identity. For example, a Latino gay HIV-positive man is considered a 

minority through his racial identity, through his gay sexual identity and through his HIV-

positive health status. Thus, it is likely he experiences multiple oppressions of racism, 

heterosexism and HIV-stigma. The psychological consequences of facing multiple 

oppressions are complex. According to Moradi and Subich (2003), each minority identity 

can yield either an interactionist or additive effect on mental health. Based on the 

interactionist effect, multiple oppressions combine and result in a multiplicative, 

intensified oppression. Each form of discrimination, stigma, etc. exacerbates the effects 

of the previous one. On the other hand, the additive effect occurs when each form of 

oppression has a negative impact on health independently and when combined, have a 

cumulative effect on health. Regardless of whether having multiple minority identities 

results in additive or interactionist effects, having layered, multiple minority identities is 

more stressful than having one single minority identity. Since sexual minority men and 

racial minorities are most affected by HIV, it is important to discuss the kinds of 

oppressions associated with those minority identities. 

Sexual minority men (gay men, bisexual men and MSM) are subjected to antigay 

social norms and attitudes from the dominant heterosexual culture, which can lead to 

internalized homophobia and identity concealment (Meyer & Dean, 1998). Internalized 

homophobia refers to negative attitudes (like shame, embarrassment and guilt) about 

sexuality due to heterosexual social norms that promote anti-gay beliefs that are held by 

LGBs (Meyer & Dean, 1998).  

For racial minorities, messages of racism still exist. Currently, it is socially 

unacceptable to be overtly discriminatory or racist, leading many people to believe that 
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racism no longer exists. However, people of color remain subject to modern day racism 

in the form of microaggressions (Nadal, Griffin, Wong, Hamit, & Rasmus, 2014). Racial 

microaggressions are intentional or unintentional, commonplace, brief indignities that 

communicate racial, hostile or derogatory insults to targeted people or groups (Sue et 

al., 2007). One example of a racial microaggression includes asking a Latina or Asian-

American woman where she is from, assuming that she was foreign-born. Another 

example is the belief of colorblindness in which a person denies that race exists and the 

realities of people of color (e.g., “there is only one race” or “everyone can succeed here 

if you work hard enough.”) Research has found that racial microaggressions have a 

negative impact on mental health, as they are linked to substance abuse (Gibbons, 

Gerrard, Cleveland, Wills, & Brody, 2004), lower self-esteem (Nyborg & Curry, 2003) 

and mental distress (Williams, Neighbors, & Jackson, 2003).  

Research demonstrates empirical support for the layered stigma due to multiple 

oppressions among PLH. Swendeman and colleagues (2006) examined potentially-

stigmatized behaviors and identities. They found that gay/bisexual identity, sex work 

and injection drug use were associated with HIV-stigma and discrimination (i.e., being 

threatened, abused or hassled), whereas racial identity and poverty were not. Their 

findings suggest that additional layers of stigma that are perceived as involuntary or 

beyond a person’s control (i.e., socioeconomic status and race) are less harmful upon 

PLH. In contrast, stigma related to sexual activity (i.e., gay/bisexual identity, sex work) 

and injection drug use are considered voluntary and controllable and thus exacerbate 

stigma. Rudolph and colleagues’ research (2012) further supports the idea of layered 

stigma for behavior perceived as voluntary. HIV-positive male injection drug users 
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reported that the pre-existing stigma related to drug use was magnified by an extra layer 

of HIV-related stigma once their HIV-status was known to the community, resulting in 

separation and discrimination (Rudolph et al., 2012).  

Arnold, Rebchook and Kegeles’s research (2014) further reinforces the concept 

of layered stigma among PLH, particularly the additional layer of racism. In their 

qualitative study (Arnold et al., 2014), the researchers conducted in-depth interviews 

with African-American gay men in metro areas of California. Like many HIV-positive 

sexual minority men, interviewees reported that they often experienced homophobia 

and HIV-related stigma. In particular, many interviewees reported experiencing multiple 

losses, with each loss compounding the next. Interviewees reported being shunned 

from their families once they disclosed their gay identities. Once these men were 

excluded from their families, they often sought support from the African-American gay 

community; however, disclosure of an HIV-positive serostatus tended to result in 

rejection from their only gay-affirmative social group. Finally, some men reported 

experiences of racism (e.g., being verbally harassed by European-American men, 

feeling that their social mobility was limited which forced them to remain in segregated, 

low income ghettos.) Thus, experiences of racism made the social rejection and 

exclusion from their families and the Black gay community, integral sources of social 

support, even more unbearable. Moreover, the very communities that these men with 

multiple minority identities turned to for emotional support became those that rejected 

and isolated them. One interviewee described the compounding of exclusions due to 

HIV-stigma, homophobia and racism as a triple curse. Holding multiple minority 

identities appears to narrow the sources of emotional support that are available to PLH.  
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Contrary to research that suggests layered stigma occurs among sexual and racial 

minorities, one study suggests that heterosexual HIV-positive persons also experience 

layered stigma. Though heterosexual men and women are not considered sexual 

minorities in the general populace, they are considered minorities among PLH. Lee, 

Kochman and Sikkema (2002) found that PLH who endorsed greater levels of 

internalized HIV-related stigma tended to be heterosexual. This reflects a heterosexual 

fear of being associated with the stigmas of being gay or an IDU due to being HIV-

positive. This also makes sense, given that sexual minority communities tend to have 

more advocacy and solidarity among PLH. Thus, HIV-positive heterosexuals likely feel 

underrepresented and isolated among PLH.  

HIV-related Stigma and Mental Health: Meyer’s Minority Stress Theory 

Stigma is associated with many psychological consequences. Stigma identifies 

and creates minority groups as it marginalizes PLH. Belonging to a minority group can 

be psychologically distressing. Typically, the dominant culture imposes their norms and 

structures upon minority group members, which may be incongruent with those of the 

minority group (Merton, 1968). When this incongruence in values or beliefs exists, it can 

be stressful for minority group members since their values are not reflected, validated, 

or accepted by the social majority (Merton, 1968). This often leads to minorities being 

stereotyped, discriminated, alienated and rejected.  

According to Meyer (2003), minority group members experience discrimination, 

stigma and prejudice due to their minority status. Experiencing adverse social 

experiences due to minority group membership increases the likelihood that minorities 

will experience psychological distress. This process by which minority members are 
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exposed to adverse social conditions and experience psychological distress is referred 

to as minority stress. Minority stress is differentiated from general stress experienced by 

all people because it is unique and additive. Only minorities experience minority stress 

and they must manage it in addition to other life stressors. Minority stress is also chronic 

and socially-constructed because it is stable and underlies social and cultural norms.  

Meyer (2003) proposes the minority stress model to depict minority stress and 

the impact on mental health. First, minority stress occurs within environmental 

circumstances. One aspect of a person’s environment is his or her minority status (e.g., 

sexual orientation, race, gender). Environmental circumstances then lead to exposure to 

stressors, including general stressors unrelated to minority status (e.g., death of a loved 

one) and minority stressors unique to minority group members. Minority stressors are 

further delineated into distal and proximal stressors. Distal stressors are those that are 

objective and external and include experiences like discrimination and violence. 

Experiencing a distal stressor often increases proximal stressors. Proximal stressors, in 

contrast, involve internal, psychological processes like perception and appraisal and 

tend to be subjective. An example of a proximal stressor for LGBs is internalized 

homophobia. Thus, if a minority experiences discrimination (distal stressor), they are 

likely to experience a proximal stressor in which they expect social rejection in the future 

or attempt to conceal their minority status. Altogether, Meyer argues that experiencing 

general and minority stressors as a result of minority status can adversely impact 

mental health outcomes (2003). 
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Meyer’s Minority Stress Model Applied to HIV-Positive Persons 

Meyer (2003) applies his model specifically to sexual minorities, those who 

identify as lesbian, gay or bisexual (LGB). However, the minority stress model is 

applicable and relevant to those living with HIV/AIDS. Consistent with Meyer’s model 

(2003), HIV-positive individuals experience marginalization and stigmatization as a 

result of their HIV-positive status since the beginning of the AIDS epidemic (Herek & 

Glunt, 1988; Herek, Widaman, & Capitanio, 2005; Herek et al., 2002; Swendeman et al., 

2006; Weeks, 2010).  

Also, PLH are at an increased likelihood to have poorer mental health outcomes 

due to experiences of stigma and discrimination. Compared to the general population, 

those diagnosed with HIV are more likely to develop mental health problems (Alegria, 

Vila, Train, Williams, & El-Bassel, 2006). Depression appears to be the most prevalent 

mental disorder among PLH. Those with HIV have two times a higher chance of 

developing depression than those who do not have HIV (Ciesla & Roberts, 2001). 

However, rates of depression among HIV-positive people are lower than those seen in 

other medical patients, which suggest that HIV-infection is not directly related to 

depression; rather, another correlate of HIV, like stigma or other environmental 

stressors, may play a more direct role (Ciesla & Roberts, 2001). This is consistently 

supported throughout research. According to Vanable, Carey, Blair and Littlewood 

(2006), stigma and discrimination are associated with an increase in depressive 

symptoms among PLH. In particular, HIV-positive participants who reported more 

frequent experiences of HIV-related stigma were more likely to endorse depressed 

mood and psychiatric treatment. Similar findings regarding the relationship between 
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stigma and depression have been found in racial minority PLH. In a sample of Latino 

and African-American MSM, HIV-stigma was linked to an increase in stress and 

depression (Wohl et al., 2013).  

In addition to depression, other emotional difficulties and suicidal ideation and 

attempts are a significant concern for PLH. Anxiety disorders are prevalent among PLH. 

Among PLH receiving medical care, researchers found that 12% had panic disorder, 

10% had post-traumatic stress disorder (PTSD) and approximately 3% had generalized 

anxiety disorder (Vitiello, Burnam, Bing, Beckman, & Shapiro, 2003). Anxiety can arise 

for a number of reasons. For some, receiving a diagnosis of HIV can be traumatic, 

leading to post-traumatic stress disorder and anxiety (Casadonte, Jarlais, Friedman, & 

Rotrosen, 1990). Anxiety can also be a reaction to the many stressors PLH face 

throughout the course of the disease such as treatment side effects, episodes of illness 

and facing mortality (Power, Tate, McGill, & Taylor, 2003). Facing social stigma, social 

alienation and serostatus disclosure concerns can also be anxiety-provoking (Herek et 

al., 2002).  

Minority stress is also linked to the social norms of a person’s environment. As 

previously discussed, stigma is a socially-constructed phenomenon that helps delineate 

between those who are normal versus the outsiders (Goffman, 1963; Wirth, 1945). 

Individuals living with HIV have been surrounded by social stigma and marginalization in 

various forms, from homophobia (AIDS initially being coined the Gay-Related Immune 

Deficiency) to moralism (AIDS is a “punishment from God” or “they got what they 

deserve;” Herek & Glunt, 1988; Herek et al., 2002; Shilts, 1987). HIV-related stigma was 

even imbedded within the societal structure. At the beginning of the HIV/AIDS epidemic, 



 

16 
 

there was support for punitive or coercive policies, which included beliefs that people 

with AIDS should be publicly identified and quarantined to protect the general populace 

(Herek et al., 2002). Stigma also arose in the form of affective responses (anger, fear, 

disgust) and discomfort and avoidance (e.g., having a child switch schools after learning 

a child at their current school has HIV; Herek et al., 2002). Stigma does not have to be 

directly experienced to be distressing. Anticipated or perceived social stigmatization can 

be disturbing as well. Researchers found those who constantly feel the threat of 

stigmatization are likely to experience chronic stress (Link & Phelan, 2006). Living in a 

social environment with negative and hostile attitudes about HIV and in which PLH are 

subject to discrimination and prejudice appears to erode a person’s self-concept. 

Internalized stigma results when PLH internalize society’s negative attitudes about them 

and their disease (Phillips et al., 2011). Research found that internalized stigma makes 

individuals more sensitive to experienced and anticipated stigma and decreases the 

likelihood of serostatus disclosure (Chesney & Smith, 1999), which in turn negatively 

impacts mental health and effective coping (Lee et al., 2002). Internalized HIV stigma is 

also associated with less acceptance by family (Lee et al., 2002), which suggests that 

supportive social networks are important in informing a person’s self-concept and 

combating the stressful effects of HIV.  

HIV-related stigma can erode a person’s physical and psychological health. 

Therefore, efforts to reduce the experience of stigma are a focal point in HIV literature. 

Research demonstrates that the negative psychological impact of HIV-related stigma 

can be manipulated and reduced. In Sengupta and colleagues’ meta-analysis (2011), 

approximately 74% of the HIV-interventions resulted in significant reduction in perceived 
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stigma. In addition, community-based interventions can also help to increase tolerance 

and the accuracy of HIV/AIDS knowledge, which was demonstrated via Apinundecha, 

Laohasiriwong, Cameron and Lim’s randomized controlled trial (2007). Therapeutic 

interventions targeting negative thoughts, emotions and behaviors related to HIV also 

combat HIV-related stigma. Tshabalala and Visser (2011) found that individual therapy 

with cognitive-behavioral therapy (CBT) elements helped reduce internalized stigma 

and increased self-esteem and positive coping (positive reframing, religion and 

acceptance) among HIV-positive women. Additionally, women who received CBT 

reported less negative coping, such as self-criticism.  

HIV-related Stigma and Coping 

HIV-related stigma is a significant stressor for PLH and has far-reaching effects 

on physical health, health-seeking behavior and mental health. Thus, it is essential to 

first discuss stress and coping. According to Lazarus and Folkman’s transactional 

model of stress and coping (1984), stress occurs via transactions between a person and 

the external environment (see Figure 1). First, a cognitive evaluation of a situation is 

made, referred to as primary appraisal. During primary appraisal, a person evaluates an 

encounter based on how it affects his/her well-being. An encounter is deemed either 

irrelevant (i.e., the situation is benign) or stressful (i.e., there is the potential for harm, 

loss, threat or challenge). When an encounter is appraised as stressful, the stress 

process progresses to secondary appraisal. During secondary appraisal, a person 

continues to appraise the situation by assessing what options or resources are available 

to him/her to manage the threat or challenge. Coping occurs here, when an individual 

makes cognitive and behavioral efforts to manage demands that are perceived as 
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taxing or that exceed the individual’s resources. It is important to note that the cognitive 

or behavioral efforts a person employs to deal with demanding or threatening situations 

are constantly changing and reliant upon reappraisals of the situation. Reappraisal 

occurs as new information about the environment is introduced. That is, a person’s 

perception of the environment is dependent upon the fluid yet specific context or 

conditions at hand. Thus, as a stressful encounter unfolds, there are changes in coping 

thoughts and behaviors. If the individual possesses and effectively uses resources to 

manage the threat, stress does not occur as a result of the stressor. However, if an 

imbalance exists between the demands created by the threat and the resources to 

manage those demands, stress will occur. Thus, the process of coping with stress is an 

interactive, dynamic process between person and environment and changes depending 

on context and appraisals. 

Figure 1. Lazarus and Folkman's transactional model of stress and coping. 

Some coping strategies are more adaptive or healthy than other ones. 

Furthermore, coping can be emotion-focused or problem-focused. Emotion-focused 

coping consists of strategies that lessen emotional distress, such as avoiding, 

minimizing and distancing (Lazarus & Folkman, 1984). On the other hand, problem-

focused coping aims to solve problems by defining the problem, generating solutions, 

Potentially 
Stressful 
Stimulus 

Primary 
Appraisal: Is 
it a threat or 
a challenge? 

• If a threat...

Secondary 
Appraisal: 
Do I have the 
resources to 
cope? 

• If
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resources...
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performing cost-benefit analyses, making an informed decision and then acting upon it 

(Lazarus & Folkman, 1984). Research shows how different coping strategies have 

varying effects on psychological health. PLH who engage in maladaptive coping or 

disengagement (e.g., avoidance, denial, social isolation, wishful thinking) tend to have 

poorer quality of life, greater health distress, more depression and anxiety (McIntosh & 

Rosselli, 2012; Varni, Miller, McCuin, & Solomon, 2012; Vosvick et al., 2002). Research 

also shows that experiencing HIV-related stigma is linked to an increased use of 

maladaptive coping strategies (venting, self-blame, denial, behavioral disengagement 

and substance use; Sanjuán, Molero, Fuster, & Nouvilas, 2012). In contrast, adaptive 

coping strategies appear to facilitate stress management and mitigate the stress 

response. For instance, coping through spirituality, problem solving, emotional 

expression and positive reappraisal is linked to greater psychological adjustment and 

greater self-esteem (McIntosh & Rosselli, 2012; Varni et al., 2012). In comparing and 

contrasting adaptive and maladaptive coping, it is important to note that avoidance-like 

coping can sometimes be considered adaptive rather than maladaptive. Early on during 

a crisis, occasionally the situation cannot be confronted; thus, denial or avoidance might 

be a healthy or appropriate coping strategy until more resources are available (Lazarus 

& Folkman, 1984). 

Positive, strengths-based psychology emerged as a means to emphasize, build 

and focus on positive goals, motives and psychological processes which encourage a 

health-promotion orientation (Seligman & Csikszentmihalyi, 2000). In contrast to 

traditional psychological approaches which focus on pathology and deficits, positive 

psychology explores positive individual traits (e.g., well-being, satisfaction, hope, 
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optimism and happiness), how these traits buffer against mental illness and how to 

foster these in people (Seligman & Csikszentmihalyi, 2000). The power of positive 

psychology has been demonstrated in PLH. Taylor and colleagues (2000) found that 

AIDS patients who remained optimistic had delayed symptom presentation and survived 

longer. Optimistic AIDS patients were more likely to engage in health-enhancing 

behaviors and enlist in social support (Taylor et al., 2000). This direction also moves 

research towards discovering psychological resources that are most effective in 

conquering HIV-related stigma. Herrick, Stall, Goldhammer, Egan and Mayer (2014) 

critique the prevalent deficit-based approach when it comes to public health research 

among sexual minority men. First, they note that fixating on gay and bisexual men’s 

deficits ignores the existence of resilience and circumvents research that capitalizes on 

strength-based resources that sexual minority men have. In other words, using a deficit-

based (versus strength-based) research model leads to the investigation of very 

different factors that may not be ecologically valid for sexual minority men who rely on 

resilience resources (e.g., adaptive coping and social support). Strengths-based 

interventions may also be more inviting to gay/bisexual men (Herrick et al., 2014). 

Additionally, deficit-based interventions may have shorter efficacy, which hone in on 

very specific stressors rather than helping men adaptively cope with typical day-to-day 

life stressors. Lastly, Herrick et al. (2014) argue that deficit-based interventions 

emphasize problems and psychopathology, which may lead to low motivation and self-

efficacy to change health behaviors. Rather, bolstering gay and bisexual men’s assets, 

skills and strategies to cope with adversity may be energizing. 
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Social Support 

Social support serves as a coping mechanism to manage stress. Lazarus and 

Folkman (1984) posit that social support is a coping resource which a person must 

cultivate and utilize. Various types of positive social support exist and include emotional 

support, tangible support and informational support (Cohen & Wills, 1985; Schaefer, 

Coyne, & Lazarus, 1982). Emotional support (e.g., attachment, companionship, 

reassurance, being able to confide in someone) makes a person feel cared for and 

loved. Support that entails direct aid and services to help someone is considered 

tangible or instrumental support (e.g., caregiving, completing chores, loaning money). 

Lastly, informational support is obtained when someone is provided with information, 

feedback or advice to solve or manage problems. 

Research shows that social support is associated with positive psychological 

outcomes among PLH. In particular, Rao and colleagues (2012) found that PLH who 

reported having social support also experienced increased quality of life. In addition, 

social support among PLH is linked to active coping (Rotheram-Borus et al., 2001) and 

heightened self-efficacy, hope, optimism and resilience (Liu et al., 2013). Social support 

is also negatively associated with poor mental health outcomes, including HIV-related 

stigma. Farber, Lamis, Shahane and Campos (2014) found that social support was 

negatively correlated with aspects of HIV-related stigma such as blaming, distancing 

and HIV-associated discrimination. Having social support is also linked to decreased 

levels of depression and anxiety (Rao et al., 2012). Similarly, Pearlin, Lieberman, 

Menaghan and Mullan (1981) found that social support was associated with a decrease 

in depression. Thus, it appears that having social support can help PLH manage the 
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stress of having HIV. In contrast, lacking social support or having negative forms of 

social support is linked to poor mental health outcomes for PLH, including greater levels 

of experienced HIV-related stigma (Gilbert & Walker, 2010), highlighting the essential 

role positive social support plays in combating stress. 

Social Support and Coping with Stress 

Some propose that social support mitigates the stress process due to its 

buffering effect. Cohen and Wills (1985) argue that social support can buffer stress at 

various points during the stress process (see Figure 2). First, social support can prevent 

a stimuli from being perceived as a threat or harm (Cohen & Wills, 1985). The 

perception and belief that other people are able to and will provide resources can 

bolster self-efficacy to cope with demands; thus, during primary appraisal, social 

support can make a situation appear challenging rather than harmful or threatening. 

Secondly, social support can suppress or thwart the stress process even after primary 

appraisal has occurred. During secondary appraisal, social support can serve as a 

coping resource. If social support is an effective coping resource to manage the 

threatening or harmful stressor, stress will not occur per Lazarus and Folkman’s model 

(1984). For example, an employee who is experiencing a work-related dilemma is likely 

to reduce or eliminate stress after he/she seeks and obtains helpful advice and 

information from his/her employer. Also, introducing new information to the context 

results in reappraisals (Cohen & Wills, 1985; Lazarus & Folkman, 1984). Obtaining 

social support during secondary appraisal can change the perception of the initial 

stressor to where it is now perceived as benign (Cohen & Wills, 1985). In addition, 

obtaining social support in this stage of the stress process can also enhance self-
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esteem and self-efficacy in managing stress, making stressors appear less threatening 

(Cohen & Wills, 1985). 

Figure 2. Cohen and Wills’s buffering hypothesis. 

The buffering hypothesis is applicable to PLH, as they are prone to minority 

stress and having positive social support appears to be linked to a decrease in 

psychological distress. As previously mentioned, positive psychological variables, such 

as increased quality of life, optimism and active coping are correlated with social 

support (Liu et al., 2013; Rao et al., 2012; Rotheram-Borus et al., 2001). Social support, 

along with these other positive variables is associated with lower levels of stigma and 

distress. Farber, Lamis, Shahane and Campos (2014) found that meaning and purpose 

in life is linked to increased social support, which in turn, is associated with lower levels 

of distancing and blaming due to HIV-related stigma. 
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Lacking Social Support 

Despite how beneficial social support can be, particularly to stigmatized PLH, 

HIV-related stigma is associated with a lack of social support. Earnshaw and Chaudoir’s 

meta-analysis (2009) revealed that internalized, anticipated and enacted stigma are 

associated with lower levels of social support. This may reflect fear of stigmatization and 

rejection that is common among PLH. Thus, stigma appears to be a barrier in obtaining 

social support, a coping resource that can alleviate the burdens of stigma. Through 

face-to-face interviews with patients from an HIV clinic, Gilbert and Walker (2010) found 

that HIV-related stigma prevented people from disclosing their HIV status to family, 

employees and sexual partners and that the stigma became internalized, eventually 

developing into a lifetime of secrecy and shame. Furthermore, low levels of social 

support are not only related to higher levels of stigma; they are also associated with 

poor mental health outcomes. Breet, Kagee and Seedat (2014) found that social 

support mediated the relationship between HIV-related stigma and PTSD, suggesting 

that HIV-related stigma is associated with decreased perceived levels of social support 

and increased PTSD symptoms. 

Some PLH have negative social support from their relationships that are negative 

and unhealthy. HIV-positive patients from an outpatient clinic reported that their families 

were unsupportive and tended to isolate and embarrass them, therefore exacerbating 

the stigmatization (Gilbert & Walker, 2010). For example, one respondent stated that 

her family members avoided her and would not share the same bathroom with her once 

she disclosed her HIV status to them. 
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PLH who belong to another minority group may have further difficulty obtaining 

positive social support. For PLH who are also sexual minorities, they may experience 

social alienation related to the stigma of HIV and being gay. Sexual minorities often 

believe that coming out will result in many losses due to homophobia (Johnston & 

Jenkins, 2004). For example, some fear that they will lose current relationships with 

friends and family (Johnston & Jenkins, 2004). Some also hesitate to reveal their sexual 

identity for fear of job loss or discrimination (Garnets & Kimmel, 1993; Johnston & 

Jenkins, 2004). Thus, many sexual minorities lead double lives in which they are out in 

certain situations and closeted in others, which requires hypervigilance (Garnets & 

Kimmel, 1993). This constant concealment of identity is cognitively taxing and makes 

them more prone to stress (Smart & Wegner, 2000). Also, those who internalize 

society’s antigay attitudes tend to experience fearful avoidance, which limits social 

encounters and increases risk for depression (Griffin & Barthalomew, 1994; Mickelson, 

Kessler, & Shaver, 1997; Mohr & Fassinger, 2003). 

The geographic area and its local norms and attitudes can also hinder sexual 

minorities’ social support. In the South, heterosexist and homophobic attitudes are 

commonplace (Baunach, Burgess, & Muse, 2010). In addition, antigay attitudes are 

often infused into the belief and value systems of some racial groups. For example, 

Latino culture holds that men must display machismo or overtly masculine attitudes and 

behaviors (Diaz, 1998). Therefore, gay men are considered failed men (Diaz, 1998). For 

Asians, discussing sexuality or identifying as a sexual minority violates principal cultural 

norms (Wong, Chng, Ross, & Mayer, 1998). African-Americans tend to view 

homosexuality as unnatural and with disgust (Herek & Capitanio, 1995). Thus, living in 
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antigay social environments limits contact with positive identity-affirming social support. 

This lack of nurturing social support can be an additional stressor for PLH and can 

exacerbate psychological distress. 

Resilience 

Resilience, in addition to social support, is another positive psychological variable 

that may guard against stress. Debate exists on how to conceptualize resiliency. 

Resilience can refer to a constellation of individual characteristics a person possesses 

(e.g., personal mastery, sense of control; Kirby & Fraser, 1997) and is closely related to 

hardiness. Hardiness is a personality trait belonging to people who are strongly 

committed to finding meaning and purpose in life, believe they influence their 

surroundings and life outcomes and believe that they can learn and grow from both 

negative and positive life events (Kobasa, Maddi, & Kahn, 1982). Individuals with hardy 

personalities tend to be more confident and use active coping and social support when 

stressed (Florian, Mikulincer, & Taubman, 1995). Resilience can also refer to the ability 

to cope with or manage threats to well-being when stressed, positive functioning or 

recovery from a traumatic event (Dohrenwend, 1997; Kirby & Fraser, 1997). Some 

argue that resilience is not merely an individual trait; rather, it is an interaction between 

positive personality traits and favorable or protective features of the person’s 

environment (Gilligan, 2001; Ungar, 2006). Ungar (2006) further specifies that resilience 

is both at the individual and environmental levels, as it consists of 1) the capacity to 

navigate health-sustaining resources and to experience well-being (e.g., optimism, 

empathy) and 2) the capacity of the environment (family, community, culture) to provide 

health resources (e.g., social equity, cultural traditions). No matter how resilience is 
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defined (i.e., as a personality trait, a form of coping, or level of functioning), there is 

overlap: resilience happens despite adversity (Kirby & Fraser, 1997; Ungar, 2006). 

Furthermore, since resilience combines individual characteristics and the social 

environment, it is conceptualized as a dynamic process that develops and evolves with 

time in the face of hardship (Masten et al., 1999). 

Resilience nicely complements Lazarus and Folkman’s transactional model of 

stress and coping (1984). Resilience, as a form of personal mastery and control, makes 

stressors appear more manageable; thus, resilience allows people to appraise potential 

stressors as less threatening and thereby less stressful. In this sense, resilience is a 

protective factor because it affects stress-appraisal, the lens through which a person 

perceives a stressor (Lazarus & Folkman, 1984). Resilience can also inoculate a person 

from stress, as it bolsters a person’s strengths to overcome stress (Dohrenwend, 1997). 

Resilience then is closely related to coping. Resilience is a concept used to investigate 

how people cope with adversity (Skovdal & Daniel, 2012) and like coping, relates to 

actively adapting in successful ways to hardship (Rutter, 2012). Bonanno (2004) adds 

that resilience is a trajectory informed by how a person copes, which is substantiated by 

research. A review of various empirical studies examining coping and resilience among 

HIV-infected children in sub-Saharan Africa demonstrated that children’s coping via 

active agency and interaction with social support served as a pathway to resilience 

(Skovdal & Daniel, 2012). 

To reduce HIV-related stigma, Earnshaw, Bogart, Dovidio and Williams (2013) 

suggest that resilience resources should be enhanced. Resilience resources are 

modifiable and strength-based factors that guard people from stigma-related stress 
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(Earnshaw et al., 2013). Earnshaw, Bogart, Dovidio and Williams (2013) argue that 

seeking positive social support, increasing adaptive coping strategies and avoiding 

maladaptive ones (like substance abuse, pessimism) are considered strategies that 

build resilience to HIV-related stigma at the individual level. Social support is thought to 

increase resilience to stigma by regulating emotions, cultivating expression of emotions 

and facilitating problem solving (Cohen, 1988). 

Despite the discussion of adversity and negative mental health outcomes among 

minorities, research suggests that resilience does exist. Among HIV-negative gay and 

bisexual men, approximately 75% who were coping with multiple co-occurring health 

issues (e.g., depression, polysubstance abuse, partner violence, childhood sexual 

abuse) were able to avoid unsafe sex and remain HIV-negative, suggesting they have 

resilience resources to guard against contracting HIV (Stall et al., 2003). Furthermore, 

the LGBT communities have made historic and momentous strides in advancing civil 

rights while simultaneously facing community-wide catastrophe from the HIV/AIDS 

epidemic (Herrick et al., 2014). Resilience also exists among aging PLH, who likely 

have greater health-related concerns and distress. Emlet, Tozay and Raveis (2011) 

interviewed European-American, African-American and Latino/a PLH who were 50 

years old or greater who had contracted HIV through IDU, same-sex and heterosexual 

contact. They found that the majority expressed resilience and multiple strength-based 

themes related to having HIV (Emlet et al., 2011). Self-acceptance among aging PLH 

emerged as a way for individuals to move forward with their lives, rather than remain 

stuck with guilt and regret. Optimism was also prevalent and represented the positive, 

future- and goal-oriented outlooks, which also fostered health. Aging PLH also reported 
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a will to live, tenacity and the drive to battle the disease. Aging PLH further recognized 

family, partners, friends and community as sources of strength, indicating that these 

participants valued relational living. Overall, these HIV-positive men and women from 

multiple minority groups used negative experiences as opportunities to flourish and 

show resilience in the face of HIV/AIDS. 

Belonging to multiple minority groups may foster resilience. According to Moradi 

et al.’s resilience hypothesis (2010), African-American LGBs are inoculated against the 

stress of homophobia because of their experiences with racism prior to disclosing their 

sexual identity. In Moradi et al.’s study (2010), LGBs of color (compared to European-

American LGBs) reported no significant differences in internalized homophobia or 

heterosexism, suggesting that identifying as a racial minority did not make LGBs more 

vulnerable to homophobic stressors. The resiliency hypothesis has been replicated in 

other studies. Despite that African-American and Latino LGBs report greater stressors 

and less social support than their European-American LGB counterparts (Meyer, 

Schwartz, & Frost, 2009), LGBs of color do not appear to have more psychiatric 

disorders than European-American LGBs (Meyer, Dietrich, & Schwartz, 2008). 

Resilience equips some of those at risk for minority stress with resources to reduce or 

combat that stress. Additionally, adaptive coping, which is closely related to resilience 

(Bonanno, 2004; Rutter, 2012; Skovdal & Daniel, 2012), may have played a role in 

these studies. LGBs of color may have learned to adaptively cope with racism, which 

perhaps generalized to coping with other stressors like homophobia. 

Since resilience is an evolving interaction between individual and environmental 

characteristics that may help individuals persevere in the face of adversity, researchers 
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argue that people can learn and become more resilient (Gilligan, 2001; Herrick et al., 

2014; Kirby & Fraser, 1997; Masten et al., 1999; Ungar, 2006). It appears that resilience 

can be facilitated by way of social mechanisms. Skovdal and Daniel (2012) found that 

fostering social support (e.g., social participation, solidarity, networks, religion and faith) 

for youth infected with HIV in sub-Saharan Africa may provide them with opportunities to 

actively cope with adversity and develop resiliency. 

Research also identified factors that promote resilience including self-

enhancement, avoidance coping, positive emotion and laughter (Bonanno, 2004). 

Holding overly positive biases to enhance a person’s self-concept is adaptive and 

promotes well-being when there are salient threats to the self, such as when a person is 

exposed to aversive or traumatic events (Taylor & Brown, 1988). Interestingly, resilient 

individuals tend to engage in avoidant coping or the denial of unpleasant thoughts, 

emotions and memories. Generally, this avoidance is considered a maladaptive, 

unhealthy coping style that is associated with increased psychological stress in the 

long-run. However, in the face of extreme adversity, it appears to foster adaptation. 

Recall that coping is a fluid interactional process that is context dependent (Lazarus & 

Folkman, 1984). Within context is temporality; denial and avoidance-like coping may be 

effective in the earlier stages of dealing with a crisis, when the situation cannot be 

entirely confronted (due to time, place, lack of information or external resources, 

cognitive/emotional state, etc.; Lazarus & Folkman, 1984). Those who exhibited an 

avoidant style showed decreased levels of grief and distress during bereavement 

(Bonanno & Field, 2001) and showed better adjustment in young adulthood following 

childhood sexual abuse (Bonanno, Noll, Putnam, O’Neill, & Trickett, 2003). Perhaps 
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those who avoid negative emotions focus on more positive emotions. Concentrating on 

positive emotions following an aversive event may quiet or counteract negative 

emotions (Frederickson & Levenson, 1998) and may increase contact with important 

people in the social environment (Bonanno & Keltner, 1997). Robinson, Larson and 

Cahill’s research (2013) supports the relationship between resilience and positive 

emotion, as they found that resilience was most strongly correlated with the positive 

emotionality scales (i.e., well-being, achievement) on a personality measure. Thus, 

resilience may be facilitated or enhanced by encouraging social support and drawing 

attention away from negative emotions to more positive ones. From a therapeutic 

perspective, Neenan (2009) argues that resilience, or the attitude adopted to deal with 

adversity and to find meaning in an adverse event, can be learned and achieved by 

everyone. Using this framework, Palmer (2013) proposes a cognitive-imaginal strategy 

aimed at psychologically preparing patients for a feared anticipated event by boosting 

self-efficacy leading to resilience. 

The Role of Social Support and Resilience 

An abundance of research argues that social support and resilience are 

negatively related to stress and poor psychological outcomes as previously discussed. 

In particular, social support has been theorized as a moderator, or a buffer, against 

stress per Cohen and Wills’ buffering hypothesis (1985) where stress has a differential 

impact depending on a person’s level of social support. In a moderation model such as 

this, the strength of the relationship between the independent and dependent variable 

changes depending on the level of the moderating variable (Baron & Kenny, 1986). 

However, other research suggests that social support serves as a mediator rather than 
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a moderator. A mediator (e.g., social support) explains or accounts for the relationship 

between the independent and dependent variables (Baron & Kenny, 1986). For 

example, one study with an HIV-positive adult sample found that social support fully 

mediated the relationship between stigma and depressive symptoms/quality of life (Rao 

et al., 2012). Social support also mediated the relationship between HIV-related stigma 

and PTSD symptoms (Breet et al., 2014). Others revealed that social support partially 

mediates the relationship between benefit finding (deriving benefits from HIV; e.g., 

having HIV was associated with an increased focus on priorities and a deeper sense of 

life purpose) and depression (Littlewood, Vanable, Carey, & Blair, 2008). 

With regard to resilience, there is currently limited research exploring its role 

within stress and coping in PLH. When conducting this literature review, only one study 

explored resilience as a moderator in an HIV-positive sample. Here, Dale and 

colleagues (2015) reported that resilience moderated the relationship between 

childhood sexual abuse and depressive symptoms for HIV-positive and at risk women. 

Similar to research on social support, others suggest resilience may play a mediating 

role instead. One study found that individual resilience mediated the relationship 

between internalized HIV stigma and self-perceived health status among PLH in China 

(Zhang et al., 2015). In a sample of older PLH, resilience mediated the relationships 

between life stress and (physical, emotional and functional) well-being (Fang et al., 

2015). 

Current research provides a conflicting, unclear understanding about the 

mediating or moderating role and function of social support and resilience in PLH. Of 

note, there is little literature to date that explores the mediating or moderating role of 
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resilience, especially in PLH which is a much needed area for additional research and a 

goal for the current study. 

Research Questions and Hypotheses 

The present study addresses the following research questions and hypotheses: 

Research Question 1: Using Meyer’s minority stress model (2003) and research on 

layered stigma, do HIV-positive participants who identify with another minority group 

(racial, sexual minority) experience greater stigma and psychological distress compared 

to participants who are only HIV-positive? 

 Hypothesis 1a: LGB participants report significantly higher levels of HIV-related

stigma, anxiety, perceived stress and depression than do heterosexual 

participants. 

 Hypothesis 1b: Racial minority participants report significantly higher levels of

HIV-related stigma, anxiety, perceived stress and depression than do European-

American participants. 

Research Question 2: How are HIV-related stigma, positive psychological resources 

(social support and resilience) and psychological distress (anxiety, perceived stress and 

depression) related to one another? 

 Hypothesis 2a: HIV-related stigma is significantly and positively correlated with

psychological distress. 

 Hypothesis 2b: HIV-related stigma is significantly and negatively correlated with

positive psychological resources (social support and resilience). 

 Hypothesis 2c: Positive psychological resources (social support and resilience)

are significantly and negatively correlated with psychological distress. 
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 Hypothesis 2d: Social support is significantly and positively correlated with

resilience. 

Research Question 3: Current literature is conflicting regarding social support and 

resilience as mediating or moderating variables and further clarification is needed. As 

such, what function do these positive psychological resources serve in the relationship 

between HIV-related stigma and psychological distress? 

 Hypothesis 3a: The relationship between HIV-related stigma and psychological

distress is mediated by positive psychological resources (social support and 

resilience). 

 Hypothesis 3b: The relationship between HIV-related stigma and psychological

distress is moderated by positive psychological resources (social support and 

resilience). 

Another aim of our study is to examine how PLH qualitatively define HIV-related 

stigma, resilience, social support and psychological distress, as well as how they view 

the relationships between these three constructs. In addition to the collection of survey 

data from an HIV-positive sample, qualitative data will be obtained through face-to-face 

interviews with an additional smaller sample of HIV-positive adults recruited from local 

AIDS service organizations. This information will add to the findings from our 

quantitative data and help us further understand how PLH conceptualize HIV-related 

stigma, resilience, social support and psychological distress. Qualitative data will also 

deepen and add meaning to our understanding of how PLH view the relationships 

between these three constructs. 



35 

CHAPTER III 

To test the current study’s hypotheses and answer its research questions, we 

employed a mixed methods design in which we collected, analyzed and integrated 

quantitative and qualitative data into our study. We specifically used an explanatory 

sequential mixed methods design that involves two distinct phases: quantitative then 

qualitative. In the first quantitative phase, we collected and analyzed quantitative survey 

data. Next, in the second qualitative phase, we collected and analyzed qualitative 

interview data. Therefore, the qualitative phase explains and elaborates upon the initial 

quantitative results from the first phase, which represents the point at which the two 

phases are connected and integrated. According to Ivankova, Creswell and Stick 

(2006), the quantitative phase of this methodology provides a general understanding of 

the research problem while the qualitative phase adds more depth and nuance in the 

interpretation of the quantitative results. 

Following the explanatory sequential mixed methods design (see Figure 3 

below), we collected and analyzed quantitative survey data using multiple regression 

analyses and PLS-SEM. Based on the results of these statistical analyses, we created 

an interview protocol and conducted individual face-to-face interviews with HIV-positive 

adults who were matched on age, race and education to participants who completed the 

initial quantitative phase of this study. Next, we conducted a qualitative follow-up phase 

to explain the results of our quantitative phase. Consistent with Ivankova, Creswell and 

Stick’s rationale for using an explanatory sequential mixed methods design (2006), we 

STUDY DESIGN
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incorporated both quantitative and qualitative data in the present study because neither 

type are sufficient alone to fully explore and explain our variables of interest, which are 

often complex and do not occur in isolation (e.g., stigma, mental health outcomes). In 

using a mixed methods approach, we explore our research questions and hypotheses in 

a more comprehensive manner. Moreover, as noted in the literature review, the role of 

resilience and social support is unclear in the context of coping with HIV stigma; thus, 

this mixed methods study aims to clarify this complex relationship. 

Figure 3. Explanatory sequential mixed methods process. 

Participants 

Quantitative 

For this first phase of the study, upon Institutional Review Board (IRB) approval, 

HIV-positive adult participants (N = 120) were recruited to participate in a research 

study called Project Heart exploring psychosocial factors and biological markers of 

stress in the HIV-positive community. To be eligible to participate in this study, 

participants were required to be 1) HIV-positive, 2) at least 18 years old, 3) fluent in 

English and 4) willing and able to provide informed consent. Participants were excluded 

from the study if they appeared to be under the influence of any substance. Our 

snowball and convenience sample was recruited by flier advertisements and direct 
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recruitment from various AIDS service organizations in the Dallas/Fort Worth 

metropolitan area. Participants received a $10 cash incentive for participation. In our 

gender-balanced sample (50% male, 50% female), the average age is 47 years (SD = 9 

years) and the average education level is approximately 12 years (SD = 3 years). 

Pertaining to annual household income, 62.5% of participants reported earning less 

than $10,000, 14.2% reported earning between $10,000 to $14,999, 4.2% reported 

earning $15,000 - $19,999, 12.5% reported earning between $20,000 and $29,999, 5% 

reported earning $30,000 to $39,999 and 1.6% reported earning $70,000 or greater. 

The majority of our sample is African-American (69.2%), while 24.2% is European 

American, 3.3% is Latino/a, 1.7% is Native American, .8% is Asian American and .8% is 

Middle Eastern. A small majority of our sample is heterosexual (50.8%) while 31.7% is 

gay, 16.7% is bisexual and .8% is asexual.  

Qualitative 

For the second phase of the study, we obtained IRB approval and again recruited 

participants via flyer advertisements from AIDS service organizations in the Dallas/Fort 

Worth metroplex. These participants were selected by matching based on age, race and 

education of participants who participated in the previous quantitative phase of the 

study (see Table 1 below). The sample size for this qualitative, interview phase was 

determined based on data saturation or the point at which no new or relevant 

information qualitatively emerged from additional interviews. Altogether, 20 participants 

responded to the flyer advertisements and expressed interest in participating; however, 

a final sample of 15 participants was selected based on participant matching and data 
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saturation. These final participants were provided $20 cash incentive for participating in 

our study. 

Table 1

Participant Demographics 

Quantitative Participants Qualitative Participants 

Race N % N % 

African American 82 68.9 7 46.7 

European American 29 24.4 4 26.7 

Latino/a 4 3.3 4 26.7 

Asian American 1 0.8 

Middle Eastern 1 0.8 

Native American 2 1.7 

Gender N % N % 

Male 60 50.4 8 53.3 

Female 59 49.6 7 46.7 

M SD Range M SD Range 

Age 47 9 23-66 46 10 26-68 

Education (years) 12 3 3-18 13 2 11-18 

Range N % M SD Range 

Annual Income* Less than $10,000 74 62.2 $7,533 $7,927 $0-21,000 

$10,000-14,999 17 14.2 

$15,000-19,999 5 4.2 

$20,000-29,999 15 12.5 

$30,000-39,999 6 5.0 

$70,000-99,999 1 0.8 

$100,000 or more 1 0.8 

*Income was measured differently between the quantitative and qualitative stages of our
study. In the quantitative stage, participants indicated income based on a predefined 
range, whereas in the qualitative stage, they indicated their exact income. 
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Procedures 

Quantitative 

We obtained approval from the University of North Texas IRB prior to beginning 

survey data collection for the study, Project Heart. Project Heart was conducted in two 

phases: 1) a survey phase and 2) a phase for collecting stress biomarker data (heart 

rate variability, blood pressure) and debriefing. It is important to note that only data from 

the first phase were used in the present study. The first phase included a survey 

component where participants completed questionnaires using a question development 

software (QDS) package installed on laptop computers. This questionnaire containing 

questions regarding medical information (e.g., date of last HIV test, CD4 count, viral 

load), demographics (e.g., age, education, annual household income, race, gender, 

sexual orientation), and a range of psychosocial variables (HIV-related stigma, 

depression, anxiety, stress, resilience, social support, coping, adherence, cognitive 

functioning). Trained researchers explained the purpose of the study, which was to 

explore biological markers of stress in an HIV-positive sample of adults with the goal of 

informing psychosocial interventions focusing on HIV-related stigma. Participants were 

informed of the potential risk for emotional discomfort and were provided with a list of 

local referral sources and phone numbers for mental health contacts. They were also 

informed of potential benefits from their participation in the study, which included the 

potential to gain insight into social and health behaviors and emotional well-being. 

Copies of these consent documents were retained by both the participant and the 

researchers. Researchers were also present during the questionnaire administration to 
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assist when necessary. Data were then analyzed using inferential statistics, PLS-SEM 

and multiple regression. 

Participant Selection and Interview Protocol Development 

Upon completion of the quantitative phase, we began to integrate the quantitative 

and qualitative data, consistent with the sequential explanatory mixed methods design. 

A smaller sample of HIV-positive adult participants was recruited (refer to page 41, 

Participants – Qualitative). We created an interview protocol (see Appendix A – 

Interview Protocol) after the initial quantitative results were analyzed so interview 

questions were based on the quantitative phase. Thus, questions for the interview 

protocol were grounded in the results of the first quantitative phase. For example, since 

social support and resilience mediated the relationship between HIV-related stigma and 

psychological distress, questions were generated around this finding. Specifically, we 

created questions asking participants about their experience with HIV-related stigma, 

how they define, apply and utilize social support and resilience in their lives to cope with 

being HIV positive, as well as how HIV-related stigma, social support and resilience 

impact their psychological distress. 

Qualitative 

The goal of this qualitative phase was to explore and build upon the results of the 

quantitative statistical phase. Therefore, data garnered in this phase helps explain how 

HIV-positive adults identify and implement social support and resilience in coping with 

HIV-related stigma and mitigating psychological distress. At the beginning of the 

individual face-to-face interviews with a trained researcher, participants were asked 

basic demographic information including their age, gender, sex, race, sexual orientation, 
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time since HIV diagnosis and religious/spiritual affiliation. According to Jacob and 

Furgerson (2012), interviews for qualitative research should start with basic questions 

that develop rapport and gradually shift to more difficult ones; thus, we structured our 

protocol in this manner and asked questions based on these guidelines. At times, the 

interviewers had to deviate slightly from the interview protocol to clarify questions or to 

prompt or probe interviewees to provide elaboration (e.g., “can you give me an 

example…”) 

Each interview was audio recorded and transcribed verbatim by two different 

researchers resulting in two written transcripts for each participant interview. The two 

researchers responsible for this qualitative phase were two female doctoral students 

who had earned their Master’s degree and were in their fifth year of their clinical health 

psychology Ph.D. program. They participated in a seminar and received consultation by 

Dr. Doug Henry, an expert in mixed methods research and associate professor of 

anthropology. Each set of transcripts was then reviewed for consistency. When an 

inconsistency in transcribing was found, two senior researchers met to resolve it by 

referring back to the original audio recording and discussing. Once transcript 

inconsistencies were resolved, we created one whole final transcript per participant 

interview. 

Next, a coding sheet was created to analyze each transcript. This was done via 

grounded theory (Glaser & Strauss, 1967), an approach to qualitative research 

involving: 1) collection of data (e.g., face-to-face interviews), 2) identification of themes 

in the data, 3) connection of themes and 4) generation of a theory that explains a 

research question and is thus “grounded” in the data. Two researchers were trained to 
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code the interview transcripts, which resulted in the creation of the code sheet. This 

involved each researcher reading through the questions in the interview protocol and 

two transcripts and then generating a list of themes and subthemes, which became 

“codes”. These two researchers then compared and discussed their lists of codes, 

discussed discrepancies in codes until a resolution was reached and consolidated them 

into one final, comprehensive coding sheet (see Appendix B – Code Sheet). 

In order to test the efficiency and accuracy of the code sheet and the coding 

process, two additional researchers were trained in using the code sheet to identify 

codes in two different interview transcripts via the Coding Analysis Toolkit (CAT). CAT is 

an internet-based computer-assisted qualitative data analysis software (CAQDAS). 

CAQDAS is useful in facilitating qualitative data analysis with its features in transcription 

analysis, coding and interrater agreement analysis. In the present study, CAT was used 

to assist with coding transcripts and calculating interrater agreement. After the original 

code sheet was beta-tested, the two original researchers met to discuss discrepancies, 

make alterations to and finalize the code sheet. Upon finalization of the code sheet, 

additional researchers were trained in coding and coded the remaining transcripts via 

CAT. Next, we calculated Cohen’s kappa, a statistic of interrater agreement for each set 

of transcripts and discussed discrepancies in coding until an acceptable level of 

interrater agreement was achieved (kappa > .80; Landis & Koch, 1977). 

After we completed the coding process, transcripts were exported into 

ATLAS.ti, a leading CAQDAS that assists with the qualitative analysis of interviews. 

Sections of coded text were saved into separate documents and examined by 

comparing the code and the corresponding text to identify emerging themes, patterns 
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and consistencies or inconsistencies. For example, for the code “Personalized Stigma,” 

we examined the corresponding coded text to identify and describe how participants 

defined and described personalized HIV-related stigma and found that participants often 

discussed negative, prejudiced reactions from others because of their HIV-positive 

status. 

Integration of the Quantitative and Qualitative Data. 

Per the explanatory sequential mixed methodology, the quantitative and 

qualitative phases are integrated again at the latter part of the study. Recall the 

quantitative data were used to inform the qualitative phase during participant selection 

and developing the interview protocol as described previously. During this stage of 

integration, we interpret the outcomes of the entire study by comparing and contrasting 

results from the quantitative and qualitative phases. Moreover, we integrate findings by 

reviewing our research questions and determining if the quantitative and/or qualitative 

data support our hypotheses and add depth to our understanding. 

Measures 

Quantitative 

The computerized questionnaires that participants completed collected 

demographic information (e.g., age, gender, education level, income), information on 

health issues (e.g., when diagnosed with HIV/AIDS, viral load) and psychosocial and 

behavioral data. Our study focuses on the relationships between HIV-related stigma, 

social support, resilience, anxiety, depression and perceived stress among PLH. 

Perceived Stress Scale (PSS). This is a self-report measure that assesses how 

people appraise stressful life situations (Cohen, Kamarck, & Mermelstein, 1983). Thus, 
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the 14-item PSS measures a person’s subjective (rather than objective) experience of 

stress. The PSS is a 5-point Likert-type scale with anchors ranging from 0 (never) to 4 

(very often) that was normed on three college student samples. Sample items include 

“In the last month, how often have you felt nervous and stressed” and “In the last month, 

how often have you felt difficulties were piling up so high that you could not overcome 

them?” Higher scores obtained on the PSS indicate a higher level of appraised stress. 

Cohen, Kamarck and Mermelstein (1983) demonstrated adequate internal consistency 

(α ranged from .84 to .86) as well as adequate predictive and construct validity. Items 

from the PSS serve as indicators of the Psychological Distress dependent variable. 

State-Trait Anxiety Inventory (STAI). This 40-item scale evaluates both state and 

trait anxiety. State anxiety is defined as fear, nervousness and discomfort induced by a 

perceived threat and is thus temporary whereas trait anxiety are relatively stable 

feelings of stress and worry that a person experiences across situations (Spielberger, 

Gorsuch, Lushene, Vagg, & Jacobs, 1983). The STAI is a 4-point Likert-type scale with 

anchors ranging from 1 (almost never) to 4 (almost always). Examples of state-

anxiety items include “I am worried” and “I am tense.” Examples of trait-anxiety include 

“I worry too much about something that really doesn’t matter” and “Some unimportant 

thought runs through my mind and bothers me.” Higher scores on the STAI denote 

higher levels of state or trait anxiety. The STAI was normed on working adults, college 

and high school students and military recruits. The STAI demonstrated good to 

excellent internal consistency (α between .86 and .95), questionable to good test-retest 

reliability (α between .69 to .89) and adequate construct and concurrent validity (C. 
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Spielberger et al., 1983). The STAI items served as indicators of the Psychological 

Distress dependent variable. 

The Center for Epidemiological Studies Depression Scale (CES-D). The CES-D 

(Radloff, 1977) is a 20-item scale that measures depressive symptoms and was normed 

on a sample drawn from the general population and psychiatric settings. Respondents 

rate how they have felt over the past week using a 4-point Likert-type scale with anchors 

ranging from 1 (rarely or none of the time [less than 1 day]) to 4 (most or all of the 

time [5-7 days]). Sample items include “I felt that I could not shake off the blues even 

with help from my family or friends” and “I thought my life had been a failure.” Higher 

scores on the CES-D reflect greater experiences of depressive symptomatology, with a 

cutoff score of 16 or more suggesting the presence of clinical depression. Radloff 

(1977) reported good to excellent internal consistency for general and patient 

populations (α between .85 and .90) as well as excellent discriminant and concurrent 

validity. Items from the CES-D served as indicators of the Psychological Distress 

dependent variable. 

HIV Stigma Scale (HSS). The HIV Stigma Scale by Berger, Ferrans and Lashley 

(2001) is a 40-item questionnaire that assesses a person’s perception of HIV-related 

stigma. HSS responses are on a 4-point Likert-type scale with anchors ranging from 1 

(strongly disagree) to 4 (strongly agree). The HSS was created using a 

convenience sample of HIV-positive adults from across the nation and consists of four 

subscales: Personalized Stigma, Disclosure Concerns, Negative Self Image and 

Concern with Public Attitudes. For our study, however, we examined all items together 

to reflect overall HIV-related stigma. Sample items include “I feel guilty because I have 
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HIV” and “It is easier to avoid new friendships than worry about telling someone that I 

have HIV.” High scores on the HSS reflect high levels of HIV-related stigma. The 

authors (Berger et al., 2001) demonstrated that the HSS has excellent internal 

consistency (α = .96), test-retest reliability (α = .92) and construct validity. Items from 

the HSS served as indicators of the HIV-related Stigma independent variable in our 

model. 

Connor-Davidson Resilience Scale (CD-RISC). The CD-RISC (Connor & 

Davidson, 2003) is a 25-item scale that measures resilience or successful stress-coping 

ability. The authors conceptualize resilience as an individual characteristic with various 

features (e.g., self-efficacy, commitment, patience, tolerance of negative affect, 

adaptability to change; Connor & Davidson, 2003). Participants rate how they have felt 

over the past month using a 5-point Likert-type scale with anchors ranging from 0 (not 

true at all) to 4 (almost always true). The sample used to develop the CD-RISC 

consisted of participants with a wide range of psychological functioning, from non-help 

seeking individuals to those with post-traumatic stress disorder. “I give my best effort no 

matter what” and “Coping with stress strengthens me” are sample items. Higher scores 

on the CD-RISC suggest greater resilience. The CD-RISC demonstrates good internal 

consistency (α = .89), test-retest reliability (α = .87), construct validity and discriminant 

validity (Connor & Davidson, 2003). Items from the CD-RISC served as indicators of the 

Positive Psychological Resources mediator variable. 

Interpersonal Support Evaluation List (ISEL). The Interpersonal Support 

Evaluation List (ISEL; Cohen, Mermelstein, Kamarck, & Hoberman, 1985) is a 12-item 

measure that assesses perceived availability of social support. Four types of social 
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support are assessed (appraisal, belonging, self-esteem and tangible) on a 4-point 

Likert-type scale ranging from 1 (definitely false) to 4 (definitely true). The ISEL was 

normed on a sample of individuals from the general population. “If I decide one 

afternoon that I would like to go to a movie that evening, I could easily find someone to 

go with me” and “There is someone I can turn to for advice about handling problems 

with my family” are sample items. Higher scores on the ISEL reflect higher levels of 

perceived social support. Cohen, Mermelstein, Kamarck and Hoberman (1985) 

demonstrated that the ISEL has good to excellent internal consistency (α ranged from 

.88 to .90) and good construct validity. Items from the ISEL served as indicators of the 

Positive Psychological Resources mediator variable. 

Data Analyses 

Quantitative Data Analyses 

To determine the necessary sample size to achieve sufficient power, we 

conducted an a priori power analysis. According to Barclay, Higgins and Thompson 

(1995), the minimum sample size when performing PLS is 10 times the largest number 

of predicting constructs in the model, also known as the 10 times rule. In our 

hypothesized model, the psychological distress latent variable has two predictors, the 

largest number in our model. The minimum sample size required for our model, using 

Barclay, Higgins and Thompson’s 10 times rule (1995), is 20. However, Hair, Hult, 

Ringle and Sarstedt (2014) argue that the 10 times rule is a rough guideline and 

encourage researchers to consider the sample size against their model and data 

characteristics by using a statistical power calculator, like G*Power. Results of the a 

priori power analysis via G*Power indicate that 42 participants are required to achieve 
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sufficient power, .80, with a medium effect size, R2 = .20, for a multiple regression 

design using two independent variables. In the behavioral sciences, R2 of .09 is 

considered a small effect size, .20 a medium effect size and .28 a large effect size 

(Cohen, 1988). A meta-analysis of HIV literature between 1994 and 2007 (Smith, 

Rossetto, & Peterson, 2008) reported small to large effect sizes (R2 between .05 and 

.29). Similarly, more recent HIV research on various psychological variables (Earnshaw, 

Lang, Lippitt, Jin, & Chaudoir, 2014; Farber et al., 2014; Wohl et al., 2013) also found 

small to very large effect sizes (R2 between .06 to .70). Based on the effect sizes found 

in the HIV literature, we anticipate a reasonable, medium effect size (R2 = .20). Using 

both the 10 times rule and G*Power, our obtained sample size of 120 is more than 

sufficient to meet the minimum sample size requirement for PLS. 

Data were examined for missing values. Of the initial 120 participants, one was 

excluded from the statistical analyses due to missing significant data. This participant 

was unable to complete the survey and could not be reached, despite several contact 

attempts by the initial research managers. Due to having only one case with missing 

data, we were unable to perform a missing data analysis to determine the pattern of 

missingness. Of the 119 participants who completed the survey, none were excluded 

from the analyses due to missing data. 

Normality assumptions were also tested. Data were analyzed for outliers. Data 

were also evaluated to determine if they were normally distributed and if they required 

transformations. 

After exploring and cleaning the data, several statistical analyses were 

conducted to better understand our dataset. Univariate statistics (means, standard 
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deviations, ranges, percentages, frequencies) were obtained and examined for 

demographic variables and our variables of interest. We calculated Cronbach’s α’s for 

each measure to verify internal consistency. Bivariate analyses (correlations, t-tests, 

one-way ANOVAs with Bonferroni adjustments and planned comparisons) were 

conducted to determine relationships among demographic variables and our variables 

of interest to examine differences based on sexual identity and racial identity. 

Multivariate analyses (MANOVAs, multiple linear regressions, PLS-SEM analyses) were 

conducted to explore our research questions and to test our hypotheses. To test 

Meyer’s minority stress model and layered stigma, two MANOVAs were run to 

determine if participants, grouped by sexual orientation and then by racial group 

membership, reported significantly different levels of HIV-related stigma, anxiety, 

perceived stress and depression. 

Principal component analyses (PCAs) with oblique rotation were conducted 

following Hair, Black, Babin and Anderson’s process (2009) and performed on the 

Perceived Stress Scale, State-Trait Anxiety Inventory, Center for Epidemiological 

Studies Depression Scale, Connor-Davidson Resilience Scale and Interpersonal 

Support Evaluation List to examine how well our sample’s responses on these 

measures reflect the normative samples’ responses. Since the samples that these 

measures were originally normed on did not include PLH (with the exception of the HIV 

Stigma Scale), our HIV-positive sample may respond differently to these measures of 

interest. A PCA was also performed on the HIV Stigma Scale to reduce the measure 

into a smaller subset of items in order to run PLS-SEM. Following the PCAs, we were 

left with two sets of data, one with the original measures without reduction and one with 
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the reduced measures via PCA. We then ran additional multivariate analyses (multiple 

linear regressions, PLS-SEM analyses) using both the original measures and reduced 

measures. 

We also used partial least squares (PLS) path modeling to analyze the 

relationships between the latent constructs that characterize the relationship between 

HIV-related Stigma and Psychological Distress in the context of Positive Psychological 

Resources. We developed our a priori mediation and moderation models (see Figures 4 

and 5). HIV-related Stigma was measured by the HSS. Positive Psychological 

Resources included resilience (CD-RISC) and social support (ISEL). Psychological 

Distress was measured by anxiety (STAI), stress (PSS) and depressive 

symptomatology (CES-D). In our a priori mediation model (Figure 4), HIV-related 

Stigma acts as an exogenous (predictor) variable, which is associated with decreased 

Positive Psychological Resources (the mediator variable) and, therefore increased 

Psychological Distress (the endogenous variable) among PLH. As specified by our a 

priori mediation model, we predicted that the relationship between HIV-related Stigma 

and Psychological Distress is mediated by Positive Psychological Resources. In 

contrast, in our a priori moderation model (Figure 5), HIV-related Stigma acts as an 

exogenous (predictor) variable and Positive Psychological Resources acts as the 

moderating variable. In addition, we have the interaction term, which is the interaction 

between the moderating variable, Positive Psychological Resources, and the 

exogenous variable, HIV Stigma. Based on the a priori moderation model, we predicted 

that the relationship between HIV-related Stigma and Psychological Distress is 

moderated by Positive Psychological Resources. We tested our a priori mediation and 
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moderation models using cross-sectional data in order to evaluate our study’s research 

questions and hypotheses. 

Figure 4. A priori PLS-SEM mediation model. 
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Figure 5. A priori PLS-SEM moderation model. 

PLS has several advantages. First, similar to structural equation modeling 

(SEM), it allows the testing of model parameters and structural paths. However, it uses 

a component-based least squares method rather than a covariance-based approach 

(used in SEM) to obtain model parameters (Vinzi, Chin, Henseler, & Wang, 2010). 

Additionally, PLS takes a more exploratory approach, focusing on the strength of the 

individual component relationships. In contrast, covariance-based SEM tends to be a 

confirmatory approach, focusing on the proposed model’s overall fit to observed 

covariances among variables (Vinzi et al., 2010). Lastly, PLS lacks the restrictive 

assumptions associated with covariance-based techniques (e.g., large sample sizes, 

multivariate normality) and is thus considered a soft modeling approach, whereas 

covariance-based SEM has more restrictive assumptions (Chin, 1998; Vinzi et al., 
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2010). It is important to address seemingly causal language traditionally used in PLS. 

According to Kline (2011), results of PLS or any other statistical technique cannot prove 

causality without an experimental design. In the behavioral sciences, we hypothesize a 

causal model since we never know the true causal model, then test how well the 

proposed model fits our sample data (Kline, 2011). This allows researchers to 

determine if the hypothesized model is consistent with the data. However, we can never 

claim that the model is proven. 

After specifying the path models, these models are examined in a two-stage 

process: 1) evaluation of the measurement (outer) model, which describes the 

relationships between the latent variables and their indicators and then 2) the evaluation 

of the structural (inner) model, which describes relationships between the latent 

variables. To assess the measurement model, PLS uses an algorithm that calculates 

internal and composite reliability, convergent validity and discriminant validity (see 

Tables 5 and 6), which are evaluated. The PLS algorithm also calculates the structural 

model, which includes the path coefficients for the latent variables and the hypothesized 

relationships between them (including mediation and moderation). To determine the 

statistical significance of the path coefficients, PLS relies on bootstrapping. In 

bootstrapping, a large number of randomly selected samples (by default, 500 

subsamples) are drawn from the original data with replacement. Bootstrapping provides 

the t-statistics and p-values for the respective path coefficients. 

To add further depth and clarification, we also explored the potential 

mediating/moderating role of positive psychological resources via multiple linear 

regressions in SPSS. Regressions were conducted to test for mediation and moderation 
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using our original measures and reduced measures. For each model, potential 

covariates (i.e., age, gender, race, sexual identity, income, AIDS diagnosis, recent CD4 

count and recent viral load) were controlled for. Baron and Kenny’s mediation protocol 

(1986) and Aiken and West’s moderation protocol (1991) were followed. To ensure that 

unique variance in perceived stress was explained by the model, collinearity diagnostics 

(tolerance and VIF) were assessed. 
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CHAPTER IV 

RESULTS 

Quantitative Results 

Data were examined for normality. Visual plots of normality (Q-Q plots, 

histograms and stem-and-leaf plots) were examined and did not reveal significant skew, 

kurtosis, or outliers (particularly those due to data entry error). In addition, skew and 

kurtosis statistics were calculated for our variables of interest. Skew statistics ranged 

from absolute values of .05 to .40 and kurtosis statistics ranged from absolute values of 

.20 to .88, with values closer to 0 reflecting a more normal distribution. Per Field (2013), 

skew and kurtosis values were converted into z-scores to determine if skew and 

kurtosis were statistically significant. All resulting z-scores for skew and kurtosis were 

below the cutoff value of 1.96 (ranging from absolute values of .23 to 1.94), suggesting 

our data have a normal distribution. As such, transformations were not applied. The 

assumption of homogeneity of variance was also tested using the Levene’s statistic 

(see page 60, Bivariate Statistics, in discussion of one-way ANOVAs). 

Univariate Statistics 

Descriptive statistics were calculated to examine our variables of interest. 
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Table 2

Descriptive Statistics 

Measure Mean SD 
Possible 
Range 

Actual 
Range 

Calculated 
α 

HIV Stigma Scale (HSS) 92.83 19.87 40-160 46-159 .95 

Connor-Davidson Resilience 
Scale (CD-RISC) 

65.98 22.74 0-100 0-100 .97 

Interpersonal Support Evaluation 
List (ISEL) 

35.55 6.93 12-48 17-48 .86 

Perceived Stress Scale (PSS) 25.10 7.21 0-56 4-45 .79 

Center for Epidemiological 
Studies Depression Scale (CES-
D) 

40.09 11.49 20-80 20-68 .90 

State Trait Anxiety Inventory 
(STAI) 

82.10 22.49 40-160 40-144 .96 

Bivariate Statistics 

We conducted a bivariate correlation analysis to determine relationships among 

our variables of interest. Values along the diagonal represent the square root of the 

average variance extracted (AVE), which is required to determine discriminant validity 

(see the section, PLS-SEM: Reliability and Validity). 



57 

Table 3

Bivariate Correlations 

Measure 1. 2. 3. 4. 5. 6. 

1. HSS .61 

2. CDRISC -.37** .79 

3. ISEL -.32** .55** .64 

4. PSS .34** -.47** -.33** .56 

5. CESD .38** -.42** -.38** .66** .60 

6. STAI .41** -.70** -.60** .64** .64** .61 

* p < .05
** p < .01 

Next, we conducted one-way ANOVAs to determine if our variables of interest 

significantly differed based on sexual orientation, gender identity and race. Levene’s 

test of homogeneity of variance was used to determine if equal variances were 

assumed. 

Social support (ISEL) significantly differed among participants based on sexual 

orientation [F(3,114) = 3.44, p = .019] when equal variances were assumed [Levene’s 

test = F(2,114) = .95, p = .392].  Using planned comparisons with the Bonferroni 

correction, we found that heterosexual participants reported significantly higher levels of 

social support (M = 36.93, SD = 6.42) compared to bisexual participants (M = 31.26, SD 

= 5.76, p = .003). HSS, CDRISC, PSS, CESD and STAI scores did not significantly 

differ by sexual orientation. 

In exploring differences based on racial identity, only the one-way ANOVA for 

HSS was significant [F(3,116) = 3.76, p = .013] when equal variances were assumed 

[Levene’s test = F(3,116) = .34, p = .796]. Via planned comparisons with the Bonferroni 

correction, we found European-American participants reported significantly higher levels 
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of HIV stigma (M = 102.55, SD = 19.28) compared to African-American participants (M 

= 90.13, SD = 19.22, p = .022). 

HSS, CDRISC, ISEL, PSS, CESD and STAI scores did not significantly differ by 

gender in our sample, as all one-way ANOVAs by gender were not statistically 

significant. 

Multivariate Statistics 

Multivariate Analysis of Variance (MANOVA) 

We conducted two MANOVAs to determine if participants, grouped by sexual 

orientation and then by racial group membership, reported significantly different levels 

of HIV-related stigma, anxiety, perceived stress and depression. When grouped by 

sexual orientation, the MANOVA was not significant (Pillai’s trace V = .12, F[10,224] = 

1.40, p = .180). The MANOVA by racial identity was not significant either (Pillai’s trace V 

= .23, F[25,560] = 1.09, p = .346). 

Principal Components Analyses 

Since most of our measures were not normed on an HIV-positive sample, we 

conducted principal components analyses (PCAs) to examine whether our sample’s 

responses reflect those of the normative samples. PCA aims to summarize the 

maximum total (error and unique) variance in a minimum number of components 

(Tabachnick & Fidell, 2007). Prior to conducting the PCAs, we ensured requirements 

and assumptions were met to ensure such analyses were appropriate for our data. First, 

our sample size of 120 was sufficient enough to perform PCA, as Hair and colleagues 

(2009) suggest a minimum sample size of 50, with 100 participants or more being most 

preferable. In addition, PCA requires the existence of intercorrelations between 
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variables, which is assessed by the Bartlett test of sphericity and the Kaiser-Meyer-

Olkin measure of sampling adequacy (KMO). Bartlett’s test of sphericity indicates 

whether correlations between variables are statistically significant and should yield a 

significant result for PCA to be appropriate (Field, 2013; Hair et al., 2009). A KMO 

statistic value should be at least .50 or greater, with values approaching 1 reflecting 

more distinct, reliable components (Field, 2013). All of our PCAs met the requirements 

for intercorrelations via KMO and Bartlett’s test of sphericity (see Table 4). 

Table 4

KMO and Bartlett's Test Statistics 

Measure KMO Bartlett’s Test 

HIV Stigma Scale (HSS) .88 
2 (780) = 3342.27, p < .001 

Connor-Davidson Resilience Scale (CD-RISC) .94 
2 (300) = 3173.97, p < .001 

Interpersonal Support Evaluation List (ISEL) .82 
2 (66) = 633.58, p < .001 

Perceived Stress Scale (PSS) .76 
2 (91) = 730.95, p < .001 

Center for Epidemiological Studies Depression 
Scale (CES-D) 

.85 
2 (190) = 1105.61, p < .001 

State Trait Anxiety Inventory (STAI) .87 
2 (780) = 4034.01, p < .001 

We utilized several criteria to determine the number of components to extract. 

Per the latent root criterion, any individual component should account for, at a minimum, 

the variance of a single variable in order to be retained; therefore, only components with 

eigenvalues (which represent the variance accounted for by a component) greater than 

1 were considered significant and retained in the PCA (Tabachnick & Fidell, 2007). In 
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the social sciences, the percentage of variance criterion is also employed in determining 

the numbers of factors to extract (Hair et al., 2009) and specifies that components are 

extracted until they cumulatively account for at least 60% of the total variance in the 

solution. Lastly, we evaluated scree plots derived by plotting the eigenvalues against 

the component number in the order of extraction. Per the scree plot criterion, the point 

of inflexion on the scree plot denotes the maximum number of components to extract 

(Tabachnick & Fidell, 2007). Since scree plots can be somewhat ambiguous to interpret, 

we retained components based on the convergence of all three criteria. 

For component rotation, we used OBLIMIN rotation in our PCAs, as oblique 

rotations allow rotated components to be correlated with one another rather than 

remaining independent, which more closely reflects reality since few constructs are 

uncorrelated in the real world (Field, 2013; Hair et al., 2009; Tabachnick & Fidell, 2007). 

In identifying the significant loadings for each variable, a component loading of at least 

.50 (Hair et al., 2009) to .55 (Tabachnick & Fidell, 2007) was required for statistical 

significance for our sample size of 120 with a power level of .80 and significance level of 

.05. 

Perceived Stress Scale (PSS): The initial PCA revealed three components: 

component 1 included all but one negatively stated/reverse-scored items (items 4, 5, 6, 

7, 9, and 10), component 2 included positively stated items (items 1, 2, 3, 8, 11, and 

14), and component 3 was represented by items 12 and 13, which did not reflect an 

underlying theme. The publishers of the PSS (Cohen et al., 1983) did not conduct an 

exploratory factor/components analysis. However, Components 1 and 2 are consistent 

with studies involving breast cancer patients (Golden-Kreutz, Browne, Frierson, & 
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Andersen, 2004) and older adults (Ezzati et al., 2014), which revealed two factors of 

negatively and positively stated items. Golden-Kreutz and colleagues (2004) and Ezzati 

et al. (2014) argue the reverse-scored items are not merely inverse items or a means to 

reduce acquiescence bias. Rather, the positively stated items reflect positive coping and 

adaptive emotions that mitigate stress whereas the negatively stated items reflect 

distress. Since Component 3 (items 12 and 13) had no underlying theme and previous 

literature argues a two factor structure, we ran a fixed two component model. After 

deleting item 12 due to its low loading, item 13 loaded onto component 1. In addition, 

we found items reflecting adaptive coping and emotions loaded on component 1 and 

those indicative of negative emotions loaded on component 2, as shown by Golden-

Kreutz et al. (2004) and Ezzati et al. (2014). Generally, the PSS appears to maintain the 

same structure in an HIV-positive sample as it did in their samples of older adults and 

cancer patients. 

Table 5

PCA - Perceived Stress Scale (PSS) 

Component 

Item 1 2 

pss5r: In the last month, how often have you felt that you were effectively 
coping with important changes that were occurring? 

0.90 

pss6r: In the last month, how often have you felt confident about your 
ability to handle your personal problems? 

0.82 

pss7r: In the last month, how often have you felt that things were going 
your way? 

0.75 

pss4r: In the last month, how often have you dealt successfully with 
irritating life hassles? 

0.65 

pss9r: In the last month, how often have you been able to control 
irritations in your life? 

0.61 

(table continues) 

(table continues)



62 

Table 5 (continued) 

Component 

Item 1 2 

pss10r: In the last month, how often have you felt that you were on top of 
things? 

0.54 

pss13r: In the last month, how often have you been able to control the 
way you spend your time? 

0.54 

3: In the last month, how often have you felt nervous and "stressed"? 0.79 

2: In the last month, how often have you felt that you were unable to 
control the important things in your life? 

0.78 

1: In the last month, how often have you been upset because of 
something that happened unexpectedly? 

0.75 

14: In the last month, how often have you felt difficulties were piling up 
so high that you could not overcome them? 

0.71 

8: In the last month, how often have you found that you could not cope 
with all the things that you had to do? 

0.63 

11: In the last month, how often have you been angered because of 
things that happened that were outside of your control? 

0.60 

 Deleted Item: 12 

State-Trait Anxiety Inventory (STAI): According to Spielberger and Vagg (1984), 

this measure is comprised of four factors: state-anxiety present, state-anxiety absent, 

trait-anxiety present and trait-anxiety absent. Our first PCA revealed seven components. 

Component 1 included state-anxiety absent items (1, 2, 5, 8, 10, 11, 15, 16, 19, and 20), 

component 2 included trait-anxiety present items (25, 28, 29, 37, and 38), component 3 

included state-anxiety present items (6, 7, 9, 12, 13, 14, 17, and 18), and component 5 

included trait-anxiety absent items (21, 30, 33, 34, 36, and 39). However, components 

4, 6, and 7 lacked a consistent theme and/or significant loadings and were not 

congruent with previous research. According to Hair and colleagues (2009), the model 
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may be respecified if needed to exclude items that have a low loading or poor 

communality and to obtain a solution with a better component structure. We identified 

seven items (22, 23, 26, 27, 29, 31, 32, and 35) that had factor loadings below .50 and 

excluded them and respecified our model. We ran a fixed three component solution, 

which provided the most improved structure consistent with Spielberger and Vagg 

(1984): Components 2 and 3 in our study mirror the published factor structure, as they 

consisted of state-anxiety present items and trait-anxiety present items. In contrast, in 

our sample, the state-anxiety and trait-anxiety absent items loaded onto one component 

rather than separate ones, as previously found. 

Table 6

PCA - State-Trait Anxiety Inventory (STAI) 

Component 

Item 1 2 3 

20r: I feel pleasant 0.86 

15r: I am relaxed 0.85 

16r: I feel content 0.83 

36r: I am content 0.82 

34r: I make decisions easily 0.81 

30r: I am happy 0.79 

33r: I feel secure 0.79 

10r: I feel comfortable 0.79 

1r: 1: I feel calm 0.78 

2r: I feel secure 0.76 

21r: I feel pleasant 0.76 

5r: I feel at ease 0.73 

11r: I feel self-confident 0.72 

39r: I am a steady person 0.67 

19r: I feel steady 0.65 

8r: I feel satisfied 0.64 

12: I feel nervous 0.82 

13: I am jittery 0.82 

0.80 18: I feel confused 

(table continues)
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Table 6 (continued) 

Component 

Item 1 2 3 

17: I am worried 0.78 

6: I feel upset 0.77 

9: I feel frightened 0.74 

14: I feel indecisive 0.71 

3: I am tense 0.70 

7: I am presently worrying over possible misfortunes 0.70 

4: I feel strained 0.70 

40: I get in a state of tension or turmoil as I think over my recent 
concerns and interests 

0.50 

25: I feel like a failure 0.70 

24: I wish I could be as happy as others seem to be 0.64 

37: Some unimportant thought runs through my mind and bothers 
me 

0.61 

38: I take disappointments so keenly that I can't put them out of my 
mind... 

0.56 

28: I feel that difficulties are piling up so that I cannot overcome 
them... 

0.52 

Deleted items: 22, 23, 26, 27, 29, 31, 32, 35 

Center for Epidemiological Studies Depression Scale (CES-D): Our PCA 

revealed four components, three of which had consistent themes. Component 1 

contained items generally relating to depressed mood, affect, and somatic activity 

(items 1, 2, 3, 7, 9, 10, 17, 18 and 20). Component 2 related to positive affect (feeling 

happy and enjoying life – items 12 and 16). Component 4 largely included items asking 

about interpersonal aspects (items 11, 13, 14, 15 and 19). Component 3, however, 

included items that did not represent a salient concept (items 4 and 5, which ask about 

feeling hopeful and good, and item 8, which addresses difficulty with concentration). 

Originally, Radloff (1977) performed a PCA on the CES-D and found four components 
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revolving around depressed affect, positive affect, somatic/retarded activity, and 

interpersonal relations. However, previous research suggests a four factor solution is 

problematic since items tend to cross load and thereby favors a two factor model with 

one factor relating to positive affect and the other subsuming depressed affect, 

somatic/retarded activity, and interpersonal relations (Barlow & Wright, 1998; Beeber, 

Shea, & McCorkle, 1998; Stommel et al., 1993). Since component 3 did not appear 

conceptually valid in our PCA, we respecified our model to extract two fixed 

components following the proposed two factor model. Here, we found a more 

meaningful component structure: component 1 captured all positively stated items 

representing depressed affect, somatic/retarded activity and interpersonal relations and 

component 2 was comprised of the four negatively stated/reverse scored items related 

to positive affect (items 4, 8, 12 and 16). 

Table 7

PCA - Center for Epidemiologic Studies - Depression Scale (CESD) 

Component 

Item 1 2 

6: I felt depressed. 0.80 

10: I felt fearful. 0.76 

17: I had crying spells. 0.73 

18:  I felt sad. 0.72 

1: I was bothered by things that don't usually bother me. 0.72 

20: I could not get going. 0.70 

9: I thought my life had been a failure. 0.69 

19: I felt that people disliked me. 0.68 

3: I felt that I could not shake off the blues, even with help from my 
family or friend. 

0.68 

2: I did not feel like eating; my appetite was poor. 0.63 

14: I felt lonely. 0.60 

0.58 7: I felt that everything I did was an effort. 

(table continues)
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Table 7 (continued) 

Component 

Item 1 2 

11: My sleep was restless. 0.57 

13: I talked less than usual. 0.55 

15: People were unfriendly. 0.52 

5: I had trouble keeping my mind on what I was doing. 0.51 

8r: I felt hopeful about the future. 0.76 

16r: I enjoyed life. 0.72 

4r: I felt I was just as good as other people. 0.70 

12r: I was happy. 0.70 

Deleted items: none 

HIV Stigma Scale (HSS): We also conducted a PCA on HSS for data reduction 

purposes. PCA identifies the minimum number of components needed to account for 

the maximum proportion of variance represented in the original variables and is ideal in 

reducing a large number of variables to a smaller number of components (Tabachnick & 

Fidell, 2007). Thus, PCA can be used to identify and replace the original variable set 

with a smaller, appropriate set of variables for subsequent statistical analyses. 

According to Berger, Ferrans and Lashley (2001), the HSS has a four factor structure 

reflecting Personalized Stigma, Disclosure Concerns, Negative Self-Image, and 

Concern with Public Attitudes about People with HIV. Since our initial PCA revealed 9 

components, we re-ran the analysis using four fixed components and deleted items with 

loadings below .50 (items 1, 3, 5, 7, 8, 11, 18, 19, 21, 23, 24, 26, 27, 35, 36, and 37). 

This reduced the number of items in the HSS by 40%, from a 40-item to a 24-item 

measure. Potential problems regarding validity (particularly convergent and discriminant 

validity) and reliability can arise when a measure is drastically shortened. However, we 

examined validity and reliability for the reduced HSS, which were in the acceptable 
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ranges (see Table 6). In addition, this four component solution was consistent with the 

publishers’ findings and still accounted for 65.6% total variance, where Component 1 

reflected Personalized Stigma, Component 2 reflected Negative Self-Image, 

Component 3 reflected Concern with Public Attitudes about PLH, and Component 4 

reflected Disclosure Concerns. 

Table 8

PCA - HIV Stigma Scale (HSS) 

Component 

Item 1 2 3 4 

39: People seem afraid of me once they learn I have HIV. 0.85 

30: People have told me that getting HIV is what I deserve 
for how I lived my life. 

0.82 

31:Some people close to me are afraid others will reject them 
if it becomes known that I have HIV. 

0.81 

33: People have physically backed away from me when they 
learn I have HIV. 

0.80 

29: People I care about stopped calling after learning I have 
HIV. 

0.79 

38: People who know I have HIV tend to ignore my good 
points. 

0.73 

32: People don't want me around their children once they 
know I have HIV. 

0.73 

34: Some people act as though it's my fault I have HIV. 0.72 

28: Some people avoid touching me once they know I have 
HIV. 

0.71 

40: When people learn you have HIV, they look for flaws in 
your character. 

0.71 

12: Having HIV makes me feel unclean. 0.86 

15: Having HIV makes me feel that I'm a bad person. 0.80 

2: I feel guilty because I have HIV. 0.75 

(table continues) 

(table continues)
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Table 8 (continued) 

Component 

Item 1 2 3 4 

13: Since learning I have HIV, I feel set apart and isolated 
from the rest of the world. 

0.59 

10: Most people believe that a person who has HIV is dirty. 0.81 

20: Most people are uncomfortable around someone with 
HIV. 

0.72 

9: People with HIV are treated like outcasts. 0.68 

14: Most people think that a person with HIV is disgusting. 0.67 

16: Most people with HIV are rejected when others find out. 0.57 

17: I am very careful who I tell that I have HIV. 0.80 

4: Telling someone I have HIV is risky. 0.78 

6: I work hard to keep my HIV status a secret. 0.67 

22: I worry that people may judge me when they learn I have 
HIV. 

0.63 

25: I worry that people who know I have HIV will tell others. 0.62 

Deleted items: 1, 3, 5, 7, 8, 11, 18, 19, 21, 23, 24, 26, 27, 35, 36, 37 

Connor-Davidson Resilience Scale (CD-RISC): In our sample, the CD-RISC 

revealed three components in the initial PCA. However, after respecifying the model, 

applying different rotation methods, and deleting weak items, components did not reflect 

consistent themes. Although our analyses did not result in findings consistent with 

Connor and Davidson’s findings of a five factor model (2003), the CD-RISC is a 

validated measure and its underlying structure will be explored using confirmatory factor 

analysis (CFA) in SmartPLS. 
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Table 9

PCA - Connor-Davidson Resilience Scale (CDRISC)

Component 

Item 1 2 3 

19: I can handle unpleasant feelings. 0.97 

16: I am not easily discouraged by failure. 0.95 

18: I can make unpopular or difficult decisions. 0.95 

15: I prefer to take the lead in problem solving. 0.92 

14: Under pressure, I focus and think clearly. 0.88 

23: I like challenges. 0.83 

6: I see the humorous side of things. 0.73 

17: I think of myself as a strong person. 0.71 

24: I work to attain my goals. 0.68 

21: I have a strong sense of purpose. 0.66 

7: Coping with stress strengthens me. 0.61 

5: My past successes gives me confidence for new challenges. 0.60 

2: I have close and secure relationships. 0.57 

8: I tend to bounce back after illness or hardship. 0.57 

11: I can achieve my goals. 0.48 

25: I take pride in my achievements. 0.45 

3: Sometimes fate or God can help. -0.97 

9: Things happen for a reason. -0.92 

10: I give my best effort no matter what. -0.67 

13: I know where to turn for help. -0.63 

4: I can deal with whatever comes. -0.52 

22: I am in control of my life. -0.52 

12: When things look hopeless, I don't give up. -0.48 

20: I have to act on a hunch. 0.78 

1: I am able to adapt change. -0.48 

Deleted items: none 

Interpersonal Support Evaluation List (ISEL): According to Cohen, Mermelstein, 

Kamarck, and Hoberman (1985), the ISEL is comprised of three factors reflecting 

Appraisal, Belonging, and Tangible Support. Our PCA for the ISEL did reveal three 

components; however, they lacked consistent themes. Like the CD-RISC, the ISEL is a 

previously validated measure and its structure will also be explored via CFA. 



70 

Table 10

PCA - Interpersonal Support Evaluation List (ISEL) 

Component 

Item 1 2 3 

6: When I need suggestions on how to deal with a 
personal problem, I know someone I can turn to. 

0.95 

5: If I decided one afternoon that I would like to go to a 
movie that evening, I could easily find someone to go 
with me. 

0.89 

9: If I wanted to have lunch with someone, I could easily 
find someone to join me. 

0.77 

3: If I were sick, I could easily find someone to help me 
with my daily chores. 

0.69 

4: There is someone I can turn to for advice about 
handling problems with my family. 

0.69 

2R:  I feel that there is no one I can share my most 
private worries and fears with. 

0.63 

10: If I was stranded 10 miles from home, there is 
someone I could call who could come and get me. 

0.62 

1R: If I wanted to go on a trip for a day (for example, to 
the country or mountains) I would have a hard time 
finding someone 

0.61 

11R: If a family crisis arose, it would be difficult to find 
someone who could give me good advice about how to 
handle it. 

0.91 

12R: If I needed some help in moving to a new house or 
apartment, I would have a hard time finding someone to 
help me. 

0.67 

7R: I don't often get invited to do things with others. -0.83 

8R:  If I had to go out of town for a few weeks, it would be 
difficult to find someone who would look after my house 
or apart 

-0.81 

Deleted items: none 

PLS-SEM: Reliability and Validity 

To evaluate the psychometric properties of our data, we examined the 

measurement model by examining internal reliability, convergent validity and 
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discriminant validity. According to Hair, Hult, Ringle and Sarstedt (2016), Cronbach’s 

alpha and composite reliability should both be used to assess internal consistency. 

Cronbach’s alpha tends to be a conservative measure of internal consistency since it is 

sensitive to the number of items in the scale. In contrast, composite reliability accounts 

for different outer loadings of the indicator variables and tends to overestimate internal 

consistency. Cronbach’s alpha and composite reliability should range between .60 and 

.70 for adequate internal consistency (Hair et al., 2016). For the original and reduced 

measures, Cronbach’s alpha and composite reliability are well above .70 (see Tables 5 

and 6).  

Next, we conducted confirmatory factor analyses via PLS-SEM to establish factor 

structure and convergent validity. As recommended (Hair et al., 2016), we assessed the 

size of the outer loadings of all items. Items that were not statistically significant at the 

.05 level were removed in a stepwise approach, where we removed one item at a time 

and then re-evaluated item loadings and significance levels. Some items remained that 

had loadings below the recommended .70 but were retained because they were 

statistically significant. The other recommended criterion to establish convergent validity 

is the average variance extracted (AVE), which represents how much the construct 

explains the variance of its indicators, and should be .40 or higher. For the original and 

reduced measures, the AVE for most constructs approached or was at .40, with some 

improvement in AVE with the reduced measures (see Tables 5 and 6 below).  

Lastly, we assessed discriminant validity. According to the Fornell-Larcker 

criterion (Hair et al., 2016), the square root of each construct’s AVE should be greater 

than its correlations with other constructs (see Table 3 – Bivariate Correlations on page 
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60). However, three constructs and the square roots of their AVEs (PSS, CESD and 

STAI) did not meet this criterion.  Per Hair et al. (2016), we further assessed 

discriminant validity using the heterotrait-monotrait ratio (HTMT) or an estimate of inter-

construct correlations. All of our HTMT values were in the recommended range, below 

1.00 (from .39 to .98), thus establishing discriminant validity. Overall, the psychometric 

properties of internal reliability, convergent validity and discriminant validity were 

established with the measurement model being examined; therefore, the evaluation of 

the structural models was warranted. 

Table 11

Reliability and Validity (Original Measures) 

Construct 
Original 
Measure 

Composite 
Reliability 

Cronbach's 
Alpha 

AVE 

HIV Stigma HSS .96  .95 .37 

Positive Psychological 
Resources 

CDRISC .98  .97 .63 

ISEL .89  .86 .41 

Psychological Distress 

PSS .84  .79 .31 

CESD .91  .90 .36 

STAI .96  .95 .37 

Table 12

Reliability and Validity (Reduced Measures) 

Construct 
Reduced 
Measure 

Composite 
Reliability 

Cronbach's 
Alpha 

AVE 

HIV Stigma HSS .94 .93 .41 

Positive Psychological 
Resources 

CDRISC .98 .97 .63 

ISEL .89 .86 .41 

Psychological Distress 

PSS .86 .82 .33 

CESD .91 .90 .36 

STAI .95 .95 .39 
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Mediation: Using PLS-SEM 

Figure 6 and Table 7 show the path coefficients for our mediation model using 

the original measures. To test for mediation in our model, we used bootstrapping (Hair 

et al., 2016). The direct effect without the mediator was significant (coefficient = .44, t = 

5.49, p = .000) and HIV-related stigma explained 18% of the variance in Psychological 

Distress. The indirect effect (step 2: the path between HIV Stigma and Psychological 

Distress via the mediator, Positive Psychological Resources) was also significant 

(coefficient = .26, t = 4.70, p = .000); together, HIV Stigma and Positive Psychological 

Resources explained 52% of the variance in Psychological Distress. Lastly, the direct 

effect with the mediator (step 3: HIV Stigma  Psychological Distress) was significant 

as well (coefficient = .19, t = 2.39, p = .017). In adding the mediator (Positive 

Psychological Resources), the path between HIV Stigma and Psychological distress 

reduced (from a t-score of 5.49 to 2.39) but remained statistically significant; thus, 

Positive Psychological Resources partially mediates the relationship between HIV 

Stigma and Psychological Distress. 
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Step 2: Indirect Effect 

t = 4.70, p = .000 

Pos. Psych. 
Resources 

HIV Stigma 
Psych. 

Distress 

Step 3: Direct Effect 

t = 2.39, p = .017 

Step 1: Direct Effect w/o 
Mediator 

HIV Stigma 
Psych. 

Distress 

Figure 6. Mediation model (original measures) – PLS-SEM. 



75 

Table 13

Mediation Path Coefficients (Original Measures) – PLS-SEM 

Path (Original Measures) Coefficient t-score p-value 

HIV Stigma  Psychological Distress (Step 1: 
direct effect without the mediator)* 

.44 5.49 .000 

HIV Stigma  Psychological Distress (Step 2: 
indirect effect) 

.26 4.70 .000 

HIV Stigma  Psychological Distress (Step 3: 
direct effect with the mediator) 

.19 2.39 .017 

HIV Stigma  Positive Psychological Resources -.41 5.42 .000 

Positive Psychological Resources  
Psychological Distress 

-.63 9.79 .000 

Positive Psychological Resources  CDRISC .98 264.00 .000 

Positive Psychological Resources  ISEL .73 17.61 .000 

Psychological Distress  CESD .82 26.90 .000 

Psychological Distress  PSS .79 22.60 .000 

Psychological Distress  STAI .95 81.83 .000 

*Only path w/o mediator; all other paths in this table included mediator

We also tested our mediation model using the reduced measures derived from 

our PCAs (see Figure 7 and Table 8). We found similar results to our analysis with the 

original measures. The direct effect without the mediator (coefficient = .42, t = 5.04, p = 

.000) was significant and HIV Stigma explained 17% of the variance in Psychological 

Distress. The indirect effect (coefficient = .25, t = 4.68, p = .000) was significant as well, 

with HIV Stigma and Positive Psychological Resources explaining 50% of the variance 

in Psychological Distress. The direct effect with the mediator (coefficient = .17, t = 2.28, 

p = .023) was significant. Again, once we added Positive Psychological Resources as a 

mediator, the path between HIV Stigma and Psychological distress reduced (from a t-
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score of 5.04 to 2.28) but remained statistically significant indicating that Positive 

Psychological Resources partially mediates the relationship between HIV Stigma and 

Psychological Distress. 

Step 1: Direct Effect w/o 
Mediator 

HIV Stigma 
Psych. 

Distress 

Step 2: Indirect Effect 

β = .25, t = 4.68, p = .000 

Pos. Psych. 
Resources 

HIV Stigma 
Psych. 

Distress 

Step 3: Direct Effect 

β = .17, t = 2.28, p = .023 

Figure 7. Mediation model (reduced measures) – PLS-SEM. 
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Table 14

Mediation Path Coefficients (Reduced Measures) – PLS-SEM 

Path (Reduced Measures) Coefficient t-score p-value 

HIV Stigma  Psychological Distress (Step 1: 
direct effect without the mediator)* 

.42 5.04 .000 

HIV Stigma  Psychological Distress (Step 2: 
indirect effect) 

.25 4.68 .000 

HIV Stigma  Psychological Distress (Step 3: 
direct effect with the mediator) 

.17 2.28 .023 

HIV Stigma  Positive Psychological Resources -.40 5.42 .000 

Positive Psychological Resources  
Psychological Distress 

-.62 9.59 .000 

Positive Psychological Resources  CDRISC .98 268.46 .000 

Positive Psychological Resources  ISEL .73 17.68 .000 

Psychological Distress  CESD .83 30.24 .000 

Psychological Distress  PSS .80 24.31 .000 

Psychological Distress  STAI .94 66.61 .000 

*Only path w/o mediator; all other paths in this table included mediator

Mediation: Using Linear Regression 

We then tested for mediation using two different hierarchical linear regression 

models (one for original and one for reduced measures) in SPSS following Baron and 

Kenny’s mediation protocol (1986). We controlled for covariates (age; female gender; 

European-American, Latino, and Other races; gay, bisexual and asexual identities; 

income; and medical demographics such as AIDS diagnosis, recent CD4 count and viral 

load) by simultaneously entering them into the first block of the regression. Since latent 

constructs were comprised of more than one measure (i.e., Positive Psychological 
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Resources was measured using the CDRISC and ISEL; Psychological Distress using 

the STAI, PSS and CESD), for each measure we calculated a weighted average and 

then summed them to create a “weighted construct” that was used in the regression 

analyses (e.g., Psychological Distress = weighted average of STAI, PSS and CESD). 

Using the original measures, we found that HIV Stigma was significantly 

associated with Psychological Distress without the mediator (β = .49, t = 5.07, p = .000). 

HIV Stigma significantly predicted the mediator, Positive Psychological Resources (β = -

.39, t = -4.11, p = .000), which significantly predicted Psychological Distress (β = -.64, t 

= -7.95, p = .000), representing the indirect effect. Lastly, HIV stigma was significantly 

associated with Psychological distress with the mediator, representing the direct effect 

(β = .24, t = 3.01, p = .003). The strength of the relationship between HIV Stigma and 

Psychological Distress reduced with the presence of the mediator (from a t-score of 

5.07 to 3.01). To test for mediation, the Sobel test was used, which assesses the 

significance of the indirect effect (combined effects of paths a and b). The Sobel test 

was significant (coefficient = .26, SE = .07, z = 3.63, p = .000), indicating that Positive 

Psychological Resources significantly and partially mediates the relationship between 

HIV Stigma and Psychological Distress. 
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Step 1: Direct Effect w/o 
Mediator 

Path c: 

β = .49, t = 5.07, p = .000 

HIV Stigma 
Psych. 

Distress 

Figure 8. Mediation model (original measures) – multiple regression. 

Step 2: Indirect 
Effects 

Pos. Psych. 
Resources 

HIV Stigma 
Psych. 

Distress 

Step 3: Direct Effect 

Path c’: 

β = .24, t = 3.01, p = .003 

Sobel Test = .26, p = .000

Path a: 

β = -.39 
t = -4.11 
p = .000 

Path b: 

β = -.64 
t = -7.95 
p = .000 
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Table 15

Mediation Model (Original Measures) – Multiple Regression 

STEP 1: DEPENDENT VARIABLE: PSYCHOLOGICAL DISTRESS 

Block 1 B SE β t p Tol VIF 

Age .00 .01 .05 .46 .648 .90 1.11 

Female .07 .15 .07 .46 .650 .47 2.14 

European-American .00 .13 .00 -.03 .973 .80 1.25 

Latino .20 .33 .07 .62 .535 .85 1.17 

Other Racial -.16 .31 -.05 -.50 .616 .93 1.07 

Gay .01 .18 .01 .08 .940 .36 2.80 

Bisexual .07 .16 .05 .46 .645 .77 1.31 

Asexual -.92 .56 -.18 -1.65 .103 .86 1.16 

Income .01 .04 .04 .38 .707 .87 1.15 

AIDS Diagnosis .08 .12 .08 .65 .515 .75 1.34 

Recent CD4 Count .00 .00 .02 .14 .890 .84 1.19 

Recent Viral Load .00 .00 .15 1.42 .16 .93 1.08 

F(12,93) = .71, p = .736, adj. R2 = .08 

Block 2 B SE β t p Tol VIF 

HIV Stigma (path c) .50 .10 .49 5.07 .000* .85 1.18 

F(13,91) = 2.81, p = .002, adj. R2 = .28, R2 change = .20 
* p < .05

STEP 2: DEPENDENT VARIABLE: POSITIVE PSYCHOLOGICAL RESOURCES 

Block 1 B SE β t p Tol VIF 

Age .00 .01 .05 .52 .603 .89 1.12 

Female .05 .21 .03 .23 .815 .47 2.15 

European-American -.20 .19 -.11 -1.07 .286 .80 1.25 

Latino -1.14 .46 -.26 -2.49 .015* .85 1.18 

Other Racial -.09 .44 -.02 -.21 .833 .93 1.07 

Gay .07 .26 .04 .27 .788 .36 2.81 

Bisexual -.30 .22 -.14 -1.32 .190 .77 1.31 

Asexual .82 .79 .11 1.05 .298 .86 1.17 

Income -.04 .05 -.09 -.85 .398 .86 1.16 

AIDS Diagnosis .08 .17 .05 .47 .638 .74 1.34 

Recent CD4 Count .00 .00 .00 .04 .972 .83 1.20 

Recent Viral Load .00 .00 -.19 -1.97 .052 .93 1.08 

F(12,92) = 1.57, p = .116, adj. R2 = .17, * p < .05 

(table continues) 
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Table 15 (continued) 

Block 2 B SE β t p Tol VIF 

HIV Stigma (path a) -.59 .14 -.39 -4.11 .000* .85 1.18 

F(13,91) = 2.99, p = .001, adj. R2 = .30, R2 change = .13 

STEP 2 & 3: DEPENDENT VARIABLE: PSYCHOLOGICAL DISTRESS 

Block 1 B SE β t p Tol VIF 

Age .00 .01 .06 .58 .564 .89 1.12 

Female .05 .15 .05 .37 .715 .47 2.15 

European-American -.01 .13 -.00 -.07 .947 .80 1.25 

Latino .19 .33 .06 .57 .572 .85 1.18 

Other Racial -.17 .31 -.06 -.53 .597 .93 1.07 

Gay .00 .18 .00 .02 .986 .36 2.81 

Bisexual .10 .16 .07 .61 .547 .77 1.31 

Asexual -.95 .56 -.18 -1.69 .095 .87 1.17 

Income .02 .04 .05 .49 .627 .86 1.16 

AIDS Diagnosis .07 .12 .07 .57 .571 .74 1.34 

Block 1 B SE β t p Tol VIF 

Recent CD4 Count .00 .00 .00 .02 .988 .83 1.20 

Recent Viral Load .00 .00 .14 1.39 .168 .93 1.08 

F(12,92) = .72, p = .726, adj. R2 = .09 

Block 2 B SE β t p Tol VIF 

Positive Psychological 
Resources (path b) 

-.44 .06 -.64 -7.95 .000* .70 1.43 

HIV Stigma (path c') .25 .08 .24 3.01 .003* .72 1.40 

F(14,90) = 9.05, p = .000, adj. R2 = .59, R2 change = .50 

* p < .05

Our mediation analysis using the reduced measures had similar results to our 

analysis with the original measures. HIV Stigma again was significantly associated with 

Psychological Distress without the mediator (β = .46, t = 4.74, p = .000). HIV Stigma 

significantly predicted Positive Psychological Resources (β = -.38, t = -4.08, p = .000), 

which significantly predicted Psychological Distress (β = -.65, t = -7.84, p = .000), 

representing the indirect effects. HIV stigma was significantly associated with 
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Psychological distress with the mediator (β = .21, t = 2.65, p = .010). The strength of the 

relationship between HIV Stigma and Psychological Distress reduced with the presence 

of the mediator (from a t-score of 4.74 to 2.65). The Sobel test was significant 

(coefficient = .26, SE = .07, z = 3.56, p = .000). Thus, Positive Psychological Resources 

serves as a partial mediator between HIV Stigma and Psychological Distress. 
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Figure 9. Mediation model (reduced measures) – multiple regression. 

Step 1: Direct Effect w/o 
Mediator 

Path c: 

β = .46, t = 4.74, p = .000 

HIV Stigma 
Psych. 
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Step 2: Indirect 
Effects 
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HIV Stigma 
Psych. 

Distress 

Step 3: Direct Effect 

Path c’: 

β = .21, t = 2.65, p = .010 
Sobel Test = .26, p = .000 

Path a: 

β = -.38 
t = -4.08 
p = .000 

Path b: 

β = -.65 
t = -7.84 
p = .000 
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Table 16

Mediation Model (Reduced Measures) – Multiple Regression 

STEP 1: DEPENDENT VARIABLE: PSYCHOLOGICAL DISTRESS 

Block 1 B SE β t p Tol VIF 

Age .00 .01 .04 .37 .712 .901 1.11 

Female .08 .15 .08 .52 .603 .47 2.14 

European-American .00 .14 -.00 -.01 .991 .80 1.25 

Latino .20 .33 .07 .61 .542 .85 1.17 

Other Racial -.17 .32 -.06 -.55 .587 .93 1.07 

Gay .02 .19 .02 .12 .903 .36 2.80 

Bisexual .06 .16 .04 .36 .718 .77 1.31 

Asexual -.94 .57 -.18 -1.66 .101 .86 1.16 

Income .02 .04 .04 .40 .691 .87 1.15 

AIDS Diagnosis .07 .12 .07 .61 .544 .75 1.34 

Recent CD4 Count .00 .00 .01 .09 .932 .84 1.19 

Recent Viral Load .00 .00 .14 1.40 .166 .93 1.08 

F(12,93) = .69, p = .756, adj. R2 = .08 

Block 2 B SE β t p Tol VIF 

HIV Stigma (path c) .48 .10 .46 4.74 .000* .87 1.15 

F(13,92) = 2.52, p = .005, adj. R2 = .26, R2 change = .18 
* p < .05

STEP 2: DEPENDENT VARIABLE: POSITIVE PSYCHOLOGICAL RESOURCES 

Block 1 B SE β t p Tol VIF 

Age .00 .01 .05 .52 .603 .89 1.12 

Female .05 .21 .03 .23 .815 .47 2.15 

European-American -.20 .19 -.11 -1.07 .286 .80 1.25 

Latino -1.14 .46 -.26 -2.49 .015* .85 1.18 

Other Racial -.09 .44 -.02 -.21 .833 .93 1.07 

Gay .07 .26 .04 .27 .788 .36 2.81 

Bisexual -.30 .22 -.14 -1.32 .190 .77 1.31 

Asexual .82 .79 .11 1.05 .298 .86 1.17 

Income -.04 .05 -.09 -.85 .398 .86 1.16 

AIDS Diagnosis .08 .17 .05 .47 .638 .74 1.34 

Recent CD4 Count .00 .00 .00 .04 .972 .83 1.20 

Recent Viral Load .00 .00 -.19 -1.97 .052 .93 1.08 

F(12,92) = 1.57, p = .116, adj. R2 = .17 

(table continues) 
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Table 16 (continued) 

Block 2 B SE β t p Tol VIF 

HIV Stigma (path a) -.52 .14 -.38 -4.08 .000* .87 1.15 

F(13,91) = 2.97, p = .001, adj. R2 = .30, R2 change = .13 
* p < .05

STEP 2 & 3: DEPENDENT VARIABLE: PSYCHOLOGICAL DISTRESS 

Block 1 B SE β t p Tol VIF 

Age .00 .01 .05 .49 .626 .89 1.12 

Female .07 .15 .06 .43 .666 .47 2.15 

European-American .00 .14 -.00 -.04 .966 .80 1.25 

Latino .19 .34 .06 .56 .578 .85 1.18 

Other Racial -.18 .32 -.06 -.57 .570 .93 1.07 

Gay .01 .19 .01 .06 .949 .36 2.81 

Bisexual .08 .16 .06 .50 .615 .77 1.31 

Asexual -.97 .57 -.18 -1.70 .093 .87 1.17 

Income .02 .04 .05 .51 .615 .86 1.16 

AIDS Diagnosis .06 .12 .06 .53 .601 .74 1.34 

Recent CD4 Count .00 .00 -.00 -.03 .973 .83 1.20 

Recent Viral Load .00 .00 .14 1.37 .175 .93 1.08 

F(12,92) = .70, p = .749, adj. R2 = .08 

Block 2 B SE β t p Tol VIF 

Positive Psychological Resources 
(path b) 

-.45 .06 -.65 -7.84 .000* .70 1.43 

HIV Stigma (path c') .23 .09 .21 2.65 .010* .74 1.36 

F(14,90) = 8.40, p = .000, adj. R2 = .57, R2 change = .48 

* p < .05

Moderation: Using PLS-SEM 

We attempted to explore Positive Psychological resources as a moderator in our 

model using PLS-SEM. However, the PLS algorithm to estimate the path coefficients 

could not be calculated, as our sample size was not large enough. More specifically, 

this analysis required a greater number of observations than we had in our sample size 
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of 120 participants. As such, we used linear multiple regression to test for moderation 

using the original and reduced measures. 

Moderation: Using Multiple Regression 

We used the same “weighted constructs” and controlled for the same covariates 

as we did in our regressions for mediation and ran two moderation analyses in total 

(one for the original measures and one for the reduced measures). Per Aiken and 

West’s protocol (1991), I centered both the predictor (i.e., HIV Stigma) and moderator 

variable (i.e., Positive Psychological Resources). The centered predictor and moderator 

variables were simultaneously entered into the second block of the hierarchical 

regression. The interaction term (the product of the centered predictor and moderator 

variables, HIV Stigma x Positive Psychological Resources) was simultaneously entered 

into the third regression block to test whether or not positive psychological resources 

moderates the relationship between HIV stigma and psychological distress. 

Using the original measures, the model was significant when HIV stigma and 

positive psychological resources were entered (Block 2; F[14,90] = 9.05, p = .000) and 

explained 52% of the total variance in psychological distress (adj. R2 = .52). This model 

explained an additional 50% of the variance in psychological distress when controlling 

for covariates (R2 change = .50). HIV stigma (β = .24, t = 3.01, p = .003) and positive 

psychological resources (β = -.65, t = -7.95, p = .000) were significantly associated with 

psychological distress. In the third block, the interaction term (HIV Stigma x Positive 

Psychological Resources) was entered to test for moderation and was not statistically 

significant (β = .05, t = .68, p = .496). 
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Pos. Psych. 
Resources 

HIV Stigma 
x Pos. 
Psych. 

Resources 

HIV Stigma 

Psych. 
Distress 

β = .24, t = 3.01, p = .003 

β = -.56, t = -7.95, p = .000 

β = .05, t = .68, p = .496 

Figure 10.   Moderation model (original measures) – multiple regression. 
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Table 17

Moderation Model (Original Measures) – Multiple Regression 

Dependent Variable: Psychological Distress 

Block 1 B SE β t p Tol VIF 

Age .00 .01 .06 .58 .564 .89 1.12 

Female .05 .15 .05 .37 .715 .47 2.15 

European-American .00 .13 -.00 -.07 .947 .80 1.25 

Latino .19 .33 .06 .57 .572 .85 1.18 

Other Racial -.17 .31 -.06 -.53 .597 .93 1.07 

Gay .00 .18 .00 .02 .986 .36 2.81 

Bisexual .10 .16 .07 .61 .547 .77 1.31 

Asexual -.95 .56 -.18 -1.69 .095 .86 1.17 

Income .02 .04 .05 .49 .627 .86 1.16 

AIDS Diagnosis .07 .12 .07 .57 .571 .74 1.34 

Recent CD4 Count .00 .00 .00 .02 .988 .83 1.20 

Recent Viral Load .00 .00 .14 1.39 .168 .93 1.08 

F(12,92) = .72, p = .726, adj. R2 = -.03 

Block 2 B SE β t p Tol VIF 

HIV Stigma .25 .08 .24 3.01 .003* .72 1.40 

Positive Psychological Resources -.44 .06 -.65 -7.95 .000* .70 1.43 

F(14,90) = 9.05, p = .000, adj. R2 = .52, R2 change = .50 

Block 3 B SE β t p Tol VIF 

HIV Stigma x Positive Psychological 
Resources 

.07 .10 .05 .68 .496 .94 1.07 

F(15,89) = 8.43, p = .000, adj. R2 = .52, R2 change = .00 

* p < .05

We then tested for moderation in the model including the reduced measures. 

After entering HIV stigma and positive psychological resources in the second block, the 

model was significant (F[14,90] = 8.40, p = .000) and accounted for 50% of the variance 

in psychological distress (adj. R2 = .50). This model explained an additional 48% of the 

variance in psychological distress when controlling for covariates (R2 change = .48). HIV 

stigma (β = .21, t = 2.65, p = .010) and positive psychological resources (β = -.65, t = 
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7.84, p = .000) were significantly associated with psychological distress. However, the 

interaction term (HIV Stigma x Positive Psychological Resources) entered into the third 

block to test for moderation was not statistically significant (β = .05, t = .66, p = .508). 

Figure 11. Mode ration model (reduced measures) – multiple regression. 

Pos. Psych. 
Resources 

HIV Stigma 
x Pos. 
Psych. 

Resources 

HIV Stigma 

Psych. 
Distress 

β = .21, t = 2.65, p = .010 

β = -.65, t = -7.84, p = .000 

β = .05, t = .66, p = .508 
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Table 18

Moderation Model (Reduced Measures) – Multiple Regression 

Dependent Variable: Psychological Distress 

Block 1 B SE β t p Tol VIF 

Age .00 .01 .05 .49 .626 .89 1.12 

Female .07 .15 .06 .43 .666 .47 2.15 

European-American .01 .14 -.00 -.04 .966 .80 1.25 

Latino .19 .34 .06 .56 .578 .85 1.18 

Other Racial -.18 .32 -.06 -.57 .570 .93 1.07 

Gay .01 .19 .01 .06 .949 .36 2.81 

Bisexual .08 .16 .06 .50 .615 .77 1.31 

Asexual -.97 .57 -.18 -1.70 .093 .86 1.17 

Income .02 .04 .05 .51 .615 .86 1.16 

AIDS Diagnosis .06 .12 .05 .53 .601 .74 1.34 

Recent CD4 Count .00 .00 -.00 -.03 .973 .83 1.20 

Recent Viral Load .00 .00 .14 1.37 .175 .93 1.08 

F(12,92) = .70, p = .749, adj. R2 = -.04 

Block 2 B SE β t p Tol VIF 

HIV Stigma .23 .09 .21 2.65 .010* .74 1.36 

Positive Psychological 
Resources 

-.45 .06 -.65 -7.84 .000* .70 1.43 

F(14,90) = 8.40, p = .000, adj. R2 = .50, R2 change = .48 

Block 3 B SE β t p Tol VIF 

HIV Stigma x Positive 
Psychological Resources 

.07 .10 .05 .66 .508 .92 1.08 

F(15,89) = 7.82, p = .000, adj. R2 = .50, R2 change = .00 

* p < .05
Qualitative Results 

Through the procedure of coding interview transcripts and using grounded 

theory, 12 themes were revealed. All themes fell under a particular psychological 

construct and were grouped respectively below in Figure 12: 1) HIV-related Stigma 

(personalized stigma, disclosure concerns, negative self-image or concern with public 

attitudes regarding PLH), 2) Social Support (sources of, HIV’s positive and negative 

impacts on support, and function/purpose of social support), 3) Resilience (factors tat 
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promote, barriers to resilience) and 4) Psychological Distress (stress/depression/anxiety 

due to HIV and other sources of psychological distress). The identified themes overlap 

with constructs measured and analyzed in the initial quantitative phase, with the most 

prominent themes being factors that promote resiliency, personalized stigma and 

stress/anxiety/depression due to HIV. 

Figure 12: Frequency of Themes 

HIV-Related Stigma 

We identified four themes that comprise HIV-related stigma: 1) Personalized 

Stigma, 2) Disclosure Concerns, 3) Concern with Public Attitudes about PLH and 4) 

Negative Self-Image. These themes also correspond to the subscales on the HIV 
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Stigma Scale (Berger et al., 2001), which facilitates comparison with our quantitative 

data. Personalized Stigma was the most frequently discussed aspect of HIV-related 

stigma in the interviews (see Figure 13). 

Figure 13. HIV-related stigma themes. 

Theme 1: Personalized Stigma 
One hundred percent of interviewed participants reported experiencing 

personalized stigma, which are the consequences of others knowing about one’s HIV 

status. Responses typically fell under two subthemes: 1) anticipated or expected 

rejection or loss and 2) actual experiences of stigma. Regarding anticipated rejection, 

participants often noted fear and worry of social rejection, isolation, negative judgments, 

ostracism and discrimination. For example, one participant stated: 

What if I told my brother and my sister, if they were going to accept me or push 

me away? That’s the main concern, are they going to turn me away or am I going 

to be treated poorly, or for lack of a better word, like trash? 
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One participant feared his wife would leave him after receiving his HIV-positive 

diagnosis: 

I'm like thinking about how am I going to tell my wife? I was driving home. I was 

crying all the way home and I got there and I was crying and I could hardly talk 

and tell her because, as soon as I tell her, she's going to pack her bags and 

leave. 

One woman reported fearing consequences of disclosing their HIV status that extended 

to other relationships and domains beyond family: 

First, you couldn’t dare tell your family, employers, you’d be without work. Then 

the medical field, even though they were the ones that were there for your care, 

they were not compassionate in it. So no, I’m not open to that at all. It’s 

something that I safeguard, simply for the stigma part of it. Why put that out there 

when it’s not necessary, for them to be discriminative, being rude, being ugly, or 

just that look on certain people’s faces… and then they put your name with that. 

In addition to anticipated stigma, participants also discussed actual experiences of 

discrimination. One woman described how interactions changed when being around her 

family: 

You know, going to a family member’s house and you know it’s paper plates, 

plastic cups and everything thrown away. You know, don’t move, don’t go 

anywhere, just stay right there and we’ll get up and get that for you. People 

putting on gloves and masks. 

Another described how he lost friendships as a result of his HIV status: 

I experienced… being around friends that I used to uh, you know drink with and 
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did them things with and uh, and sometimes it got out. You know and I 

experienced rejection, even hate. That let me know that that individual really 

wasn’t a friend. 

Some participants even described discrimination from and negative experiences with 

health care providers. One woman stated: 

I went to my primary care physician and told them what my son had told me and 

the doctor told me, I'm not going to test you. Go to the damned health 

department. So that day, Dr. X stopped being my doctor. 

This same participant later noted: 

Well when I was first told I had HIV, the man at the health department said, we 

just ask one thing of you and that's that you never have sex again. So for 10 

years almost, no more like 5 years, I didn’t. 

Theme 2: Disclosure Concerns 

This was the second most common theme regarding HIV-related stigma. Here, 

93% of interviewees discussed attempts to control information regarding their HIV 

status and worry that others would find out or tell other people. Of note, several 

participants indicated that they did not disclose their HIV status due to fear or worry of 

HIV-related stigma, ostracism or psychological distress. For example: 

That’s where discrimination or the ‘I don’t want to sit by you,’ you know jokes 

and all that. I don’t think I could handle all that. It’d be too much. I think that 

would be too much stress. Because you’ll be by yourself one day and you’ll be 

like man, why did I tell them, they’re probably talking about me now or 
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something… you don’t want to have them thoughts put in. You’re already 

stressed and that adding more and it’s just constantly building. 

Later, this same participant shared concern that disclosing to someone would then 

result in a situation beyond his control, where others were disclosing without his 

permission: 

Then they tell everybody in the neighborhood or their friends and that’s it, it’s 

out. 

Another participant indicated concern that disclosing their HIV status could limit her 

access to resources, such as employment and housing: 

I believe that even that they say its equal opportunity for jobs, housing, and 

things, it’s really not equal opportunity because if they find out that you have HIV, 

like they are going to let you work in their restaurant?  

One woman identified shame and the taboo of sex, in addition to HIV stigma, as 

reasons she is not open to talking about HIV status: 

I think because of the stigma, the shame attached to it. People with cancer they 

can [say], ‘Oh I'm going through cancer and I just need your help.’ And people 

can rally for them. But people with HIV, because of how it's transmitted, there's 

shame attached to it so you don't want to have to put yourself out there. I think 

this is a private matter. It's almost like people telling you your sexual habits. It's 

between you. 

In addition, participants intentionally did not disclose their HIV status as a means to 

protect themselves either from anticipated stigma or from their own emotional 

responses. One participant shared: 
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I don’t like talking about it really. Try to live as normal as you can. 

Others identified taking great measures to conceal their HIV status from others: 

I try to hide it. Like take my meds in the middle of the night with a flashlight or 

behind closed doors. 

According to one man: 

I keep my medicine in a spot where people can’t look at your meds, so people 

can put it in your phone, Google it and tells you what it’s for.  So keeping my 

medicine in kind of an undisclosed location. 

Another man explained: 

I hide my mail. I hide all my pain. When I get my medication, all the paperwork 

that comes with my medication I hide it and put it away. If I get phone calls from 

my doctors, everybody thinks because I’ve had strokes. That’s the reason I go to 

the doctor so often so that’s the issue so they don’t know that I have the HIV. 

Another common finding was that many participants were extremely selective about 

who they would disclose to, with most noting self-disclosure only occurs when 

absolutely necessary. One interviewee stated: 

It’s best to not tell too many unless you really have to do it. That’s the best to 

keep everything from being, keep it as normal as possible unless you don’t have 

a choice. That’s the only way. 

Another woman similar thoughts: 

For me it's on a need to know basis. It takes a little time to figure out if you can 

trust this person with this information. 
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Less common were statements about feeling a need to disclose their HIV status to 

promote their own well-being. Only one participant expressed this sentiment: 

I am not going to be quiet anymore. I'm going to be who I am. If people don't like 

it, basically screw them. It's my life. 

Theme 3: Concern with Public Attitudes About PLH 

Ninety-three percent of interviewed participants expressed concern over other 

people’s attitudes or beliefs regarding HIV and/or PLH. The most common subtheme 

involved fears of contamination, illness or transmission from being in contact or around 

someone with HIV and observing people respond by increasing cleaning practices or 

taking other precautions. For example, one woman stated: 

They’d be more cautious of things around, like if you drink or touch a cup, they 

might look at it and think did he sweat on it or did he sneeze near it? 

Another woman similarly shared: 

If you're sickly and poor, it's like, you nasty. You get that "oh you nasty" thing. 

Here come the towelettes and the disinfectant spray. 

One participant described that external beliefs about HIV would impact his relationship 

with his family to the point of exclusion: 

My parents have no clue. If I were to tell them, they would definitely have an 

issue with it. They would definitely say get out, you’re contaminating the house, 

and you’re contaminating the family. 

Several acknowledged that lack of understanding or limited education or knowledge 

about HIV motivated other people’s reactions. For example, one man stated: 
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I believe that they don’t understand. I think that they think that if you’re HIV that 

you’re just automatically getting ready to die and that it’s a disease that is going 

to kill you and if they get near you then you’re going to get them sick as well. If 

they drink after you, or if you, I don’t know, touch them they feel like you’re going 

to give HIV to them. That’s what I feel like they think.  

I think there's a lot of ignorance out there. And that they need to be educated. 

It's just the same as any other disease. It's just a blood disease. Can't get it from 

kissing, hugging. Can't get it from drinking after me, can't get it any way but from blood. 

Related to misinformation and lack of HIV knowledge are people’s beliefs that HIV is a 

“gay” disease. Participants noted that other people often associate HIV with being gay 

and often experience homophobia (“It’s a gay disease and we get it because we’re gay 

and we shouldn’t be doing things that we do. Therefore, we have it and therefore we 

die. That’s what they believe.”) One man expressed belief that homophobic reactions 

are more prevalent in the South including the Dallas/Fort Worth metroplex: 

The South also tends to be more homophobic than other areas of the country… 

More HIV phobic. They’re afraid if you sneeze, you are going to catch it. If they 

use the same restroom, they're going to catch it. The same soap you know. It's 

sort of like, I remember there was a guy in high school who wouldn't use the 

shower after another guy because he was known to be gay and he thought using 

the same soap as this guy was going to make him gay. But this is not the dark 

ages but in many aspects in people’s minds it still is. 

Participants often expected others to react by shaming, judging, blaming and labeling. 

Another participant stated:
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For example, multiple interviewees made the distinction that if you are HIV-positive, you 

or your behavior is “dirty” but if you are HIV-negative, you are perceived as “clean.” 

Other participants believed other people would assign blame and fault to being HIV-

positive: 

They all use drugs. They’re all like, I don’t know if I want to say nasty or 

something like that but you know they must have done something to get it. It’s 

their fault. Just from my personal experience, I’ve had people say I would never 

be in that type of situation. 

Another participant inferred that people may assign blame as a defense mechanism to 

distance themselves from the possibility of contracting HIV (“It can’t happen to them. 

And it’s their fault.”) One man described a false sense of invincibility or denial of risk, 

particularly among youth and young adults: 

Our biggest problem was trying to get young people to really understand it. 

Because it's like I remember what it's like to feel immortal. But you know I'm not 

going to be young forever. Some people think they're going to get a sugar daddy 

and someone's going to take care of them forever. This may be associated with 

the advances that have been made in the treatment of HIV. 

One participant expressed his belief that there is increased complacency due to 

perceived HIV treatment optimism: 

Everyone thinks that we have medicine for everything. I remember I saw one 

program a few years ago where this one woman was wanting to get pregnant 

which was very high risk behavior and someone asked her, "why aren't you afraid 

of contracting HIV?" She said, "HIV is the new diabetes." You know if there's 
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anything wrong, they got retroviral drugs. 

Theme 4: Negative Self-Image 

Eighty percent of interviewees also discussed a negative self-image due to being 

HIV-positive. Most expressed experiencing shame, regret and guilt as a result of being 

HIV-positive. Others reported extremely low self-esteem, a sense of worthlessness, and 

perhaps feeling inferior to others following their diagnosis. One woman stated: 

[I felt] like a used piece of meat sometimes. Like a used piece of meat, that 

somebody doesn’t care whether I live or die. 

Another woman shared, “Initially I probably felt like damaged goods,” suggesting that 

others would not interact or be in a relationship with them due to their HIV status, which 

eroded their self-image. 

Some participants related their sense of guilt and shame to a moralistic 

perspective, discussing how they believed contracting HIV was a “punishment” or a 

consequence they deserved for “wrong” behavior (“Because I was doing a lot of things 

that I knew were wrong. Yeah, morally.”) One man stated: 

I knew it was a possibility by the lifestyle I had lived up until then. 

Another man shared his feelings of embarrassment due to engaging in high risk 

behavior: 

When I look back on some of the things that some of the high risk areas that I 

put myself in, I feel really ashamed of myself. Because I was thinking with my 

lower nature instead of my higher nature. 

For some participants, being HIV-positive initiated a cycle of self-criticism and 

deprecation. One man reported: 
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Feeling like, how much lower can it get? Like well you’ve messed up again. 

Seems like you’re always doing something wrong or something… just feel like 

you’re constantly doing something to mess up your life. 

In exploring negative self-image, some participants discussed engaging in both 

maladaptive and adaptive coping strategies to alleviate guilt and shame, from “self-

medicating” by using alcohol or drugs to participating in religious/spiritual practices (“I 

prayed about it. I confessed it. And I repented [for] it.” 

Resilience 

Two themes relating to resilience were revealed: 1) Factors That Promote 

Resiliency and 2) Barriers to Resilience (see Figure 14). 

Figure 14. Resilience themes.
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Theme 5: Factors That Promote Resiliency 

This theme was the most discussed across all themes in the qualitative phase of 

the study (see Figure 12, page 86). One-hundred percent of participants expressed their 

ability or desire to cope and to strive for well-being despite adversity and significant 

stress due to their HIV status. The majority of responses reflected positive, internal 

participant characteristics and qualities that facilitated resilience. 

One prevalent subtheme involved positive cognitions, adaptive perspectives and 

outlooks. Here, participants expressed that they try to “stay positive” and be in the 

present moment (“Just try to go day by day.”) One woman emphasized staying goal-

oriented and focusing on the “little things” in her day-to-day life: 

Somedays you feel better, looking for work or something, find a job or 

something. You might feel happy about stuff like that. Got something, got money 

to buy something to eat, you feel better. 

Other factors that were frequently identified in interviews and seemed instrumental in 

facilitating resilience were perseverance, determination and tenacity. Participants often 

expressed that they “just keep trying” and “don’t give up” in the face of HIV/AIDS. One 

man stated: 

I was determined that this is not going to take me down. I went to school, I got 

counseling. 

One woman shared how she continued to persevere when confronted with challenges 

and exploring all alternatives: 

You have to just keep trying. Even if it’s something that looks impossible. If 

trying is not good enough, you have to try something else, look for different ways 
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to accomplish whatever it is that you really need. Even if you don’t get it, keep 

looking for different paths to take to try to better yourself somehow. 

Other participants exercised patience, tolerance and perspective-taking. One 

woman stated: 

Understanding that people are built and wired differently than you. Maybe that's 

uneducated, ignorance can take over and show their colors. But not everyone is 

that but I tend to give them the benefit of the doubt. 

Similarly, other participants discussed how they utilized these opportunities to educate 

and inform people about the realities of living with HIV in order to confront and 

challenge misinformation and stereotypes. 

Other characteristics associated with resilience were positive acceptance and 

honesty. One woman stated: 

Because I'm on Facebook and I speak out about it and being in church, 

knowing that my church loves me. And accept me for who I am. A lot of the 

people know that I'm HIV positive so, and I'm fixing to come out and tell my 

testimony there. 

Another participant explained that she initially struggled with HIV-related stigma but 

after a period of self-reflection, she now sees being HIV-positive is just a “category” to 

her. She added: 

I’m comfortable with who I am. Because I'm not HIV, I am [name]. 

Another interviewee found it helpful to identify and to accept what is within versus 

beyond her control as a means of coping: 

I can't change it, I can't change what people think about me you know, but I can 
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change how I deal with situations and how I handle things. That the only thing I 

have control over. 

Overall, participants discussed being able to embrace their HIV status and to be 

genuine to their identities and that they experienced benefits from these processes. 

Finding meaning and purpose in adversity was also a common component of 

resilience for PLH and appeared to be noteworthy and important in effectively tolerating 

stress. Most participants identified being diagnosed with HIV as the adverse event that 

caused major distress. Interestingly however, several participants discussed several 

positive, unanticipated outcomes since being diagnosed with HIV. One woman shared 

how her HIV diagnosis affected most aspects of her life in a positive way: 

It’s made me love myself more. It's made me be an advocate for myself. It's 

made me had an awareness of justice. Of right and wrong. It's made me take 

care of myself health wise. So I'm coming to think they are positives to this. It's 

made me be a better parent to my child.  It's made me come closer to my Lord, to 

God. To pray to have a better relationship. So it's made me aware of certain 

things almost like it woke me up.  Like, ‘oh this is what is happening.’  Kind of 

thing. Before I was not really knowing what direction I was going or what I was 

doing. 

For others, their HIV diagnosis not only strengthened their psychological well-being and 

emotional health, but also their physical health status. One man stated: 

I just had my last lab results. My CD4 was 1085 and my viral load was negative 

or undetectable. So, I'm doing things with the right positive support. I'm doing 

things on a positive level to get to where I need to go and what I need to do to be 
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better and stronger. And to make my quality of life better. 

Another man shared: 

[It] did change my outlook that okay, I'm not 20 something anymore and I'm not 

immortal. It changed my outlook as far as eating right, exercising. 

Other participants acknowledged a change in perspective, a redefining of life purpose, 

an opportunity to assess and set priorities and a strong will to lead a long, healthy life 

despite having HIV. Several participants reported an increase in motivation and 

determination following their HIV diagnosis. One man indicated: 

It did change my outlook that there are certain things I want to accomplish 

before I die. 

Another man similarly stated: 

You might say I was wounded in combat [after being diagnosed]. I'm going to 

make it. You know because I don't want to die. There's still a lot of things worth 

living for. The story's not over. So it’s like, I don't see it as the end. 

One woman discussed how thinking of her grandchildren was a motivating and 

protective factor and how it helped her focus on “looking forward” living with HIV. Some 

participants were able to reframe living with HIV as a challenge they overcame, which 

resulted in increased self-efficacy to confront future challenges. For example, one 

woman stated: 

Until you get to the other side you realized you've accomplished something, it 

will help you, uplift you… I'm glad I've had the downs because they could take 

everything away from me now and I feel like I'd survive. 

In addition to individual characteristics that promoted resilience, several 
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participants discussed forms of coping and actively seeking resources to improve well-

being. Some participants sought mental health services from counselors and 

psychiatrists and obtained social support from friends, support groups and AIDS service 

organizations. One participant discussed that participating in a support group with other 

PLH increased her confidence that she too can successfully manage HIV: 

Talking with those people in the groups, what they've been through and knowing 

that they managed to be alive when they were told that they were going to die in 

a few years. I see the actual benefits of the medications and doing the right thing, 

so I know well, if they can do it, I can do it. They're my examples. 

Others engaged in expressive writing and journaling to express their thoughts 

and emotions. One woman shared that she is a playwright and poet and how writing 

about HIV and her negative life experiences helped her process and vent her emotional 

pain as well as share and reach out to others who are in similar circumstances. She 

stated: 

Art is so powerful and such a different way to reach people. Especially with HIV 

and stigma, people don't wanna just sit down and talk about it. But through art, 

that's amazing. 

In addition, immersing oneself in hobbies and positive structured activities (e.g., school, 

work) was identified as effective ways to manage stress and incorporate pleasure and 

achievement into daily life. Some engaged in problem-focused coping by keeping 

educated and informed about HIV facts and treatment. One man shared: 

I just read an article the other day that said that men who are HIV positive now 

and are on treatment are living on average to be 89 years of age. We are living 
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longer than the men that don't have HIV. I guess the medicine is keeping us alive 

longer. 

Spirituality and engagement in religious practices were also helpful ways of 

coping. Participants often discussed how engaging in prayer, daily reflection and having 

a spiritual connection with a higher power alleviated emotional distress. For example, 

one man shared: 

Pray I guess sometimes, that helps. Or talk to God, maybe that’d make you feel 

better. 

Some identified their faith (and support received from it) as their sole resource for 

coping. One woman stated: 

Number one is my relationship with God, my pastor and other members of the 

church that I go to. 

Another woman similarly indicated: 

God.  My relationship with God. Without Him, I wouldn’t be able to face anything 

in my life today. 

One man described how his faith gave them the courage, motivation and confidence to 

persevere and to confront the unknown: 

I have faith. I know that no matter what happens, He’s going to be there for me 

because when everyone turned their back on me and my whole world was just 

shattered, He was the only one there so no matter what, I put my faith, trust and 

everything in my bank account with God. 

Theme 6: Barriers to Resilience 

Eighty-seven percent of those interviewed did identify barriers to resilience. One 
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of the most significant barriers was difficulty in getting basic needs met. Within this 

subtheme, participants expressed frustrations over a lack of or limited access to 

financial support, employment, housing, and medical care. One participant explained 

that lack of employment is a major barrier for him and that having work is “essential as 

far as keeping you going” and provides income to be able to engage in self-care (such 

as taking a vacation). Another participant explained that it was difficult for her to 

navigate the healthcare system and know the exact resources available to PLH when 

she was first diagnosed. Even when participants became knowledgeable about 

resources specifically for PLH, they were extremely limited (e.g., would have to be on a 

waitlist for several years to obtain housing through HOPWA). Many were preoccupied 

with meeting their basic needs to live, which prevented them from attending to higher 

order needs, such as relationships and mental health. 

Participants also identified personal states and traits that hinder resilience and 

progress, particularly poor mood, self-criticism and pessimistic attitudes. One participant 

described how having a low mood affected his motivation and ability to access 

resources to cope: 

If I don’t feel good, if there are down days… On those down days is when I try to 

muster up enough strength to move forward. I have to hold on harder. I have to 

grip harder to the tools and to the program of AA and to God and to my support 

system and to all of it. 

Similarly, another man shared: 

If you're not mentally in a place where you can see the positive side things, then 

I think that becomes a barrier. That keeps you stuck in the negative place and it 
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keeps you from moving forward. 

In addition, a lack of supportive others, social withdrawal and loneliness made it 

difficult to face adversity. Participants described not being as open with others and 

“closing” themselves off due to fear of HIV-related stigma and discrimination (to be 

addressed below, see pg. 102, Theme 7: HIV’s Negative Impact on Support). For 

example, according to one man: 

If I had a lack, it's because I shut myself off. I’ve been known to do that. There 

have been several times when people thought I was dead. It is just one of those 

internal things I kind of just, I say emotionally and spiritually is like curling up in 

the fetal position and I just disappear and when I'm ready to come back out, then 

I'll come out from wherever I am. I have to remember not to do that because I'm 

robbing myself of the love and care of the genuine people out there by shutting 

them out. 

Complaints about physical health (e.g., experiencing side effects from HAART) 

and poor health were also variables that impacted participants’ ability to overcome 

challenges. This is discussed further (see pg. 112, Theme 11: Psychological Distress 

Due to HIV). 

Social Support 

We discovered four themes related to social support from interviews: 1) HIV’s 

Negative Impact on Support, 2) Function/Purpose of Social Support, 3) Sources of 

Social Support and 4) HIV’s Positive Impact on Support (see Figure 15). 
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Figure 15. Social support themes. 
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want me, to help them with that. And sometimes I think I beat myself up because 

of that. The HIV stigma. 

On a related note, several participants discussed feeling isolated (or choosing to 

isolate), lonely and withdrawing socially, all of which contributed to a lack of social 

support. For some, protecting and controlling their HIV-status was most important even 

if it meant not having social support. In these cases, it seemed social isolation was not a 

major cost or concern. For example, one man stated: 

I don’t know how people are going to react and I’m not around my family a lot. I  

deal with being alone. 

Along a similar vein, some participants experienced decreases in the availability 

or quality of their relationships. Two participants indicated that their marriages resulted 

in divorce following their HIV-positive diagnoses. Others discussed alienation, rejection 

and ostracism from friends and family members. One participant shared that his 

friendships changed following disclosure of their HIV status: 

People are not friendly. I had friends that wouldn’t allow me in their house 

around their children. Used to be, they’re not friends anymore. That was 

consequence of you [disclosing]. ‘Is that your cup? Is that your plate?  Is that 

your fork?’ You know, alienated, that’s a consequence. 

Another stated that she could no longer confide as easily with friends. In addition, dating 

and intimate relationships became difficult and complex to navigate. Some participants 

discussed that being HIV-positive restricted the available “dating pool,” as they only felt 

comfortable dating other people who are HIV positive. One participant shared she only 

dates other PLH because she “[doesn’t] want that responsibility of maybe causing 
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someone else to be infected.” Similarly, some discussed that they only have friends who 

were HIV-positive or socialize in environments where they know there are other PLH. 

Theme 8: Function/Purpose of Social Support 

This was the second most prevalent social support theme (28.1%) and 100% of 

participants discussed the role of social support in their lives. The majority of 

participants described using their relationships and social networks as a way of 

obtaining emotional support. In this regard, participants explained their relationships 

helped them feel cared for, loved, relatable, understood and listened to. Frequently, 

participants shared that it was important to feel that they had a confidante, someone to 

“count on” or to rely upon during hardships. One man described how his wife helped 

motivate him when he needed it: 

Sounding boards. Of course my wife has been there for emotional support. 

Wife's insistence, you know, you need to do this. You need to do this for you. 

You cannot just sit at home for the rest of your life feeling sorry for yourself. 

Another man shared how his relationship with his partner makes him feel extremely 

loved and supported: 

He’s always there every time I’m in the hospital, he’s there with me. It doesn’t 

make a difference what it is, he’s always right there by me…He always takes 

care of whatever it is that needs to be taken care of. I can always count on him. 

He never questions anything, he’s there when I need him and he knows when I 

need him. 
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For some, having a counselor, friend, family member or significant other was 

instrumental in expressing or working through emotional issues or in protecting them 

from worsening psychological problems. For example, one woman shared: 

Social support, well it kind of keeps me from getting depressed. It keeps me 

looking at life in a positive way. Even if I do feel that I'm getting, like there’s walls 

coming up or whatever, I know that I can go and ask for help. It gets me out of 

my funk… If I feel like, this job thing, if I feel like that I'm not progressing or that 

I'm doing something wrong, well then I talk to somebody about it and then they’ll 

give me advice. That kind of encouragement is the stuff that I need. 

One woman disclosed that she attempted suicide when she was first diagnosed with 

HIV. However, having friends and a strong support system was extremely powerful, as it 

helped her feel loved and overcome her emotional struggle with HIV. She described: 

They see me for who I am, a woman of God with integrity and honesty and it’s 

helped me. I definitely didn’t want to live. I tried to commit suicide a couple of 

times. And from there to today, it’s completely different. 

Others talked similarly of how their social networks were empowering, affirming, 

encouraging and strengthening. 

Some participants needed their relationships as a way to be social, to distract 

themselves in a healthy manner and to experience some level of “normalcy.” One 

woman stated: 

You need someone to go walking with you. I could use the exercise. And it just 

takes your mind off of the burden to go with everyday life. 
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Another participant shared that his family ensures they hold a weekly Sunday dinner 

together, adding: “They want to feel like there's some things that haven't changed.” 

Solidarity with a group of others with HIV was also a prominent subtheme. 

Several participants discussed the importance and value of having others who were 

living and thriving with HIV on their self-esteem and identities. For one woman, she only 

felt comfortable talking about HIV with other HIV-positive people, so she purposely 

sought out people who were encouraging and could be mentors or role models: 

I try to find the people who… they've been living 20, 30 years with it and they 

have good attitudes, they're doing good things in the community, they're actually 

being positive. And not being so negative… kinda something for me to look 

forward to because I can also be in the same type of position if I continue to do 

things that promote good things in my life. 

Another similarly expressed that she felt she was not able to discuss HIV-related topics 

out in the “general public” because of a lack of understanding: 

Yeah, they might empathize with you but they don't actually know exactly 

because they're not going through the same thing. 

Having a network of PLH was essential in feeling truly understood and a sense of 

community and camaraderie for these participants who often felt marginalized or 

stigmatized. 

Lastly, social support was frequently used as a means to obtain aid and 

assistance. Most, if not all participants, cited the local HIV/AIDS service organizations 

as essential in helping them get their basic needs met, such as arranging for 
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transportation (bus tickets), meals via the food pantry, medical appointments and 

medications. Two participants indicated that their physicians and nurses helped answer 

questions regarding side effects and illnesses related to HIV/AIDS. Another one or two 

participants discussed how significant others helped them with functional needs, such 

as getting to and from appointments. 

Theme 9: Sources of Social Support 

All participants identified who they turn to for support. Twenty-five percent of 

those interviewed shared how instrumental their family members have been in providing 

social support. Family members ranged from immediate family (siblings, parents, 

children) to in-laws, cousins, aunts, etc. Fifteen percent of participants received aid, 

support and nurturance from their spouses or partners. Approximately 13% of 

participants identified religion or spirituality as their primary social support. Here, 

participants often discussed how God, their faith or their church has been supportive. 

For others, they identified specific people or groups, from pastors, deacons and church 

groups. Approximately 11% specified their friends as their sole source of support. The 

same percentage reported that their mental health provider, including counselors at 

HIV/AIDS service organizations or therapists or psychiatrists elsewhere, helped them 

cope with stressors, feel understood and problem solve. Medical staff, including 

physicians, nurses, pharmacists and physician assistants provided noteworthy social 

support for 9% of participants. Other PLH or peers in similar situations (e.g., women 

experiencing intimate partner violence, others struggling with substance use disorders 

in 12-step programs) helped approximately 7% of participants. For 5% of the 



116 

participants, the local HIV/AIDS service organizations were the primary social networks 

for PLH, providing resources and a safe community. 

Theme 10: HIV’s Positive Impact on Support 

This was the least prevalent social support theme though 87% of participants 

were able to identify some positive way HIV has affected their social support. Finding 

and creating a new community of support and companionship was a very common 

subtheme. Several participants discussed that, through their HIV diagnosis, they 

became part of a new support network of other PLH, which was largely unexpected and 

positive. Participants developed friendships with other PLH, joined dating websites for 

only PLH (one woman met her fiancé through one), became members of HIV-positive 

support groups, and joined local HIV/AIDS service organizations. Many acknowledged 

benefits from having other PLH in their lives, primarily the ability to confide without fear 

of judgment or stigmatization and being able to live openly with their HIV-positive status. 

One woman shared that, upon receiving housing through an HIV program, she felt that 

she did not need to “hide anymore” because everyone could relate, she could “open up” 

and not be ashamed. One interviewee shared that he became a volunteer with a local 

HIV/AIDS service organization and he immediately felt a sense of belonging and 

community: 

The people here, they all are in the same place, and we’re all on the same team. 

We all know what we’re going through, and how we need to take care of it and 

we give each other that push that we need. Some days are bad, some days are 

good. When we get around each other, we push each other to be better and 
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when you leave here, you put in six hours to answer phones, but you actually put 

in six hours of therapy, is actually what it amounts to. 

For some participants, they experienced caring and empathy from people who were 

HIV-negative. One woman described her experience of meeting her “guardian angel”: 

"Being the only person to acknowledge me being a woman, a minority individual, 

the way that she came and spoke to me, I felt that she did more for me than what 

she would ever know.” For this participant, being recognized and treated with 

compassion seemed transformative and powerful. 

One participant discussed that having HIV was a benefit in that it gave her 

access to resources, beyond additional social support that would otherwise be more 

difficult to obtain. Specifically, she qualified for an HIV housing program and an 

expedited application process. She expressed the belief that if she were not HIV-

positive, she would likely be living between homeless shelters. Other participants 

shared that they positively reframed their HIV status as a meaningful way to make 

change. For example, one woman stated she now has a goal of educating, bringing 

awareness to the public and eliminating HIV stigma in her church. 

Another positive impact that HIV had on social support was the elimination of 

negative relationships. One woman stated: 

I think I have removed the relationships that are toxic. In a way it was a good 

thing because that process was a process of just re-evaluating my life and my 

relationships and cut out completely, cold turkey toxic relationships. 

Another woman shared that her husband left her, opening the opportunity to date her 

then-coworker and now boyfriend, whom she described as a positive role model for her 
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child and for herself (“I would hate to compare [my boyfriend] to my ex-husband, but I 

won’t.”) Related was the subtheme of participants choosing more positive, healthy 

relationships. According to one woman: 

I’m choosing better friends in my life today.  And people that support me and my 

life and my decisions and don’t judge me, and so that’s the type of people I have 

in my life today. And that’s what’s changed from needing someone to rescue me 

and to save me to having friends that support me and love me and encourage 

me. 

For some gay male participants, disclosing HIV status served as an opportunity 

to be personally vulnerable and genuine. It also surprisingly resulted in deepening of 

familial relationships, as some participants described that their families were more 

accepting and open than they anticipated. For instance, one participant described the 

following after disclosing his HIV status to his family: 

My second oldest brother is very homophobic, walked over and wrapped his 

arms around me hug me real tight and said, are you taking care of yourself? 

Another similarly shared confiding in his uncle and being told: 

It's okay you know. You're going to get through it. That's not your fault. You don't 

have to be ashamed if you're gay. 

Along the lines of strengthening relationships, one woman shared that having HIV made 

her more open with communicating her genuine emotions to others and being more 

appreciative of life: 

I’m a little bit more open in saying I love you or I’m thinking about you. Not to just 

my partner, but to my brother, my sister, my nieces and nephews. I’ve become 
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more passionate I guess, because you never know. It’s not just HIV, you never 

know, you could get hit by a car tomorrow, I’ve seen so many things, that just 

made me more passionate I guess. 

Psychological Distress 

In our interviews, we revealed two associated themes: 1) Psychological Distress 

due to HIV and 2) Other Sources of Psychological Distress (see Figure 16). 

Figure 16. Psychological distress themes. 

Theme 11: Psychological Distress Due to HIV 
All participants shared negative emotions (e.g., anxiety, stress, sadness) as a 

result of being diagnosed and living with HIV. Most commonly, participants noted 

intense negative emotions (mostly anger, sadness, anxiety, worry and stress) due to 

their HIV diagnosis. One woman described how receiving her diagnosis was 

“devastating,” and she experienced “mental challenges” and “anguish.” Others 

described that an HIV diagnosis left them feeling as if life “spiraled out of control” and 

that it was “the end of the world.” One woman talked about how her depression and 
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stress levels fluctuate to this day and that engaging in therapy helps her manage her 

emotions. One woman shared that she initially felt “completely numb” and then angry 

when she was diagnosed but eventually these negative feelings translated into 

motivation and a will to persevere: 

Then I said, this isn’t going to beat me and this isn’t going to label me. And it 

hasn’t, it hasn’t stopped me. It’s only made me better. It’s made me stronger. I’m 

a better person since I was diagnosed. 

Others described more negative consequences: that their depression led to attempts to 

self-medicate (substance use) and to unemployment. Some continue to approach life as 

a “daily process.” Several participants continue to grieve their health and emotional well-

being and to search for answers relating to their HIV status. For one woman, she stated 

she continues to speculate on how she became infected with HIV. Another woman 

stated: 

I broke my own heart because I didn’t protect myself better and then I get into all 

of those what ifs. If I’m feeling too overwhelmed and I don't know what to do, I 

just cry. 

One participant discussed how she grieves over the negative consequences of having 

HIV: 

Grieving the act or grieving me becoming positive. You know. The fact that I 

can't go back. I can't take it back or there's nothing I can do about it. I'm stuck 

with it ‘til there's a cure… I'm stuck taking medication and I’m stuck with having to 

disclose to other people. Even though I have kids, I've never been married and 

sometimes no one will really want to be with me. 
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The second most common subtheme is related to the perceived, constant 

pressure to maintain health, as participants felt they could not afford to become ill and 

must always take care of themselves. As such, one participant stays away from all small 

children because “they carry a lot of sickness.” He added that he often feels stressed 

when people cough or are sick around him and described himself as “fearful around 

germs.” Another participant discussed other life adjustments he had to make since 

becoming HIV-positive: 

I have to make sure that I'm getting my flu vaccines every year. I have to make 

sure I'm getting my pneumonia vaccines. I have to watch who I'm around, if 

they're sick. Be careful about cutting myself about bleeding. Injury. Tons and tons 

of medications. 

One expressed feeling that being mindful of their diet, exercise, medication adherence 

and trying to keep stress levels in check is “a lot to juggle” and at times felt 

overwhelming. 

Next, participants shared concerns about experiencing actual illness and health 

problems. One participant reported how he had been hospitalized three times within the 

past month and had been diagnosed with various illnesses, including pneumonia, 

bronchitis and COPD. Another indicated that he struggles with maintaining a healthy 

weight and feeling that his health is “stable.” On a related note, these fears often were 

associated with the potential of HIV/AIDS being a fatal illness. One participant stated, 

upon being diagnosed with HIV: 

Personally I think about death. Especially in the beginning. That’s the first thing 

that would hit me. 
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Another participant reported how his family responded to his diagnosis: 

When I came out and told them that I was positive, everyone looked at me like I 

was about to die right then. I just should go and put on my best suit, hold onto a 

bouquet of flowers and lay on the floor. 

Others shared that they had several friends that died during the first years of the 

HIV/AIDS epidemic, which evoked anxiety about death. 

Participants also reported anxiety due to perceived or actual lack of control over 

their health and the course of HIV. For one man, this was related to uncertainty about 

the efficacy and availability of HIV medications, as he was diagnosed earlier during the 

HIV/AIDS epidemic. Several participants acknowledged they had little to no knowledge 

about HIV, whether it was understanding the basics of the virus, how they contracted 

HIV or their prognosis. One man shared: 

Because I was not knowledgeable about who it came from, ignorance and just 

concern. I’m stressed out all the time because I can’t determine the future more 

or less. 

Others expressed feeling that they “can’t really do nothing but accept it” and that they 

fear “the unknown.” 

Beyond health-related anxiety, participants identified that HIV-related 

psychological distress resulted because they are unable to openly disclose their HIV 

status, confide in others about their HIV-related struggles and feel a lack of social 

support. Interestingly, these were all themes that have been previously explored. One 

man described this stating: 
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Just living on edge, not being able to confide in anybody and just living that dual 

life. I mean not only being gay, not only being this and that but also being HIV 

positive. It's like all these layers of secrecy or whatever, it was just eating at the 

inside. 

Another participant stated that he had some very close friends at work, and despite 

wanting to disclose and confide in them, felt that he could not talk to anybody about 

having HIV. 

Others attributed emotional distress directly to HIV-related stigma; namely regret, 

shame, disclosure concerns, rejection and stereotypes, which were also previously 

addressed. For example, one man stated: 

From the beginning it was people finding out. Yea that was one of the number 

one. Being rejected by others, the stigma that goes along with it, he’s gay, you 

know. 

Another described how her emotions are like a “rollercoaster,” adding that sometimes 

she becomes tired of taking the HIV medications as it is a “constant reminder” that she 

has HIV, which gets in the way of her living a normal life. 

In addition to concerns related to physical health and mental health, participants 

faced financial and economic obstacles due to HIV. One person discussed how having 

HIV made it difficult for him to work so they worry about getting a job and filing for 

disability benefits. Another shared her worries about keeping her health insurance and 

what not having insurance would mean for affording her HIV medications. 

Lastly, two participants identified that they experienced new limitations 

associated with having HIV, which increased their emotional distress. One man stated 
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how he wants to do different things but “can’t because you’re HIV-positive.” For 

example, he wanted to donate blood to the American Red Cross but became saddened 

when he remembered he was ineligible. The other participant noted feeling stressed 

because now he has to practice care regarding sexual practices and not transmitting 

HIV to others. 

Theme 12: Other Sources of Psychological Distress 

One hundred percent of participants also experienced emotional distress related 

to other factors other than HIV. Over half of those interviewed shared that they struggle 

with mental health problems. Most common were pre-existing diagnoses of depression, 

anxiety, substance use disorder and post-traumatic stress disorder. Participants often 

attributed these conditions to events that occurred in their lifetimes that were unrelated 

to having HIV. Of note, most discussed experiencing some kind of trauma, such as 

interpersonal violence, sexual abuse and rape. One man disclosed his experience of 

being raped and the effect it had on his emotional well-being: 

I was walking home and I was jumped before I got to my apartment. I mean I 

went home, I did what you're not supposed to do. You jump in the shower and 

just start to shower and start scrubbing and scrubbing but, and then I was like, I 

need to change. I'm moving out of the area… I got with a counselor and I got 

diagnosed with PTSD, which I still have some episodes of today. Certain smells, 

noise and it's like I'm right back there again. 

Another participant shared that she was sexually abused: 

Depression has been stimulated back way before that. I was sexually abused 

and it has brought me through a lot of trials and tribulations throughout my life. 
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My depression has affected me very hard and I deal with it daily. It's a battle. 

One participant explained that he has significant anger issues as a result of his 

childhood environment and abuse: 

I always had to tiptoe on eggshells around my house because my father was an 

alcoholic. He was emotionally abusive, verbally abusive. On occasion, physically 

abusive. I learned that you're supposed to stuff all that down inside. And I would 

keep doing that. And it, all of sudden, Mount Vesuvius erupted. I would lose it at 

the drop of a hat. 

Another discussed how childhood trauma led to her substance use and legal problems: 

Well, actually the drugs, I was molested as a child, and so my drug use kinda 

started a long time ago. Once my diagnoses came, the same year I was 

diagnosed, I also went to jail for the first time, so it kinda took me even deeper 

into my addiction, but, me, my using drugs and alcohol didn't make any situation 

better. 

Having other medical problems and health conditions aside from HIV was also a 

source of emotional distress for many participants. Some participants were battling 

several diseases beyond HIV. One man reported having multiple health problems to 

manage, including osteoporosis, neuropathy, fibromyalgia, HPV, hepatitis C and COPD, 

which cause additional strain: 

I am diagnosed with multiple diseases. I don't just have HIV. 

Interestingly, one man noted that since successfully managing his HIV, now his “biggest 

combatant is diabetes.” In addition to managing chronic and acute illnesses, some 

participants reported that they sustained physical injuries that affected their ability to 
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perform activities of daily living and thus affected their well-being. One participant was in 

a motor vehicle accident in the past that required several hospitalizations. At one point, 

he reported he required 24-hour care and could not even feed himself. He added: 

I have not completely recovered. And for that reason it’s why I have not been 

able to work since that day. 

Another discussed that they sustained a broken foot and experienced hip problems, 

requiring them to take “pain medications” which “threw [them] into a deep depression.” 

Interpersonal stress was also commonly identified as a source of emotional 

distress. These relationship difficulties were not due to their HIV-status directly; rather, 

they were attributed to other factors that people experienced in their general lives. For 

many, this included stress of managing relationships with their loved ones, family and 

those with whom they live. One man described difficulties in maintaining relationships 

with his family: 

I have a 12-year-old son who won’t speak to me and his mother won’t let him 

call me or Facetime me or anything like that. It’s just his mother, she puts all this 

stuff in his head. 

Another participant discussed the stress of getting along with her roommates, as one of 

them has bipolar disorder and they often “have [their] moments” and “crash” with each 

other. One man explained that he tried to be generous by allowing a homeless veteran 

stay with him temporarily but is now having difficulties getting him to move out and 

become independent. Two participants were experiencing interpersonal stress due to 

legal concerns. One woman reported she was involved in a domestic violence case 

against her father and was also dealing with a divorce and custody case. Another 
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woman was in the midst of trying to obtain custody of her grandchildren. One woman 

was coping with grief and had been experiencing caregiver stress, as she cared for her 

ailing husband who died due to complications from AIDS. 

Other daily hassles and stressors greatly affected participants and their 

emotional well-being. Several female participants were single mothers with young 

children and described the everyday stress of taking care of their children, which 

included the difficulty of engaging in self-care and stress management. One woman 

stated: 

When you’re already [in a] fragile mind frame, you just want to be as calm as 

you can even though you are not calm. It’s still a lot of noise and kids running 

around and throwing and playing and yelling and screaming… You can’t do 

nothing about it. 

Another woman described that she feels overwhelmed by all of the responsibilities she 

has, including work, going to school and trying to raise her child. As such, she stated 

she has difficulty “reaching out socially” and is uncertain where to look for social 

support. One participant who is a mother of a special needs child echoed these 

difficulties and even more stress and negative emotion: 

Sometimes I’m angry. I didn't realize I was angry with the Lord until recently my 

child was having some behavior issues. My child has autism, and she cannot say 

what is going on. Sometimes she hits herself and cries and that makes me 

miserable. That makes me angry. I think the fact that I have overcome this step 

with HIV in my health, I am very health conscious now. So next step is my child 
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and we're still dealing with the things that we deal with 10 years ago that makes 

me really sad. Miserable. 

Other day-to-day stressors revolved around financial problems. One woman explained 

that “financial stress” was her most significant problem, as her boyfriend was not 

financially supportive and that he “really ended up costing [her] more.” Others noted 

unemployment and lack of stable housing as primary stressors. One man shared that 

he is currently residing with friends but not having his “own place” and being essentially 

homeless is extremely stressful for him. Another participant earns a fixed income and 

described how timely access to medical resources is a barrier for her: 

Health care doesn’t come fast enough when you need to address something. 

Whereas if I were in the private world or working, I could pick up and just go 

there. That’s a big stress factor. Getting the health care. 

One woman similarly expressed annoyance with the health care system, as she felt her 

doctor had a lack of concern for the continuity of her medical care and found navigating 

the health care system frustrating. She explained that she had several doctors that kept 

altering her existing effective medication regimen; thus, she felt she was “just a number” 

and somebody “that they’re writing off.” 
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CHAPTER V 

DISCUSSION 

The purpose of the current study was to explore the experiences of and 

relationships between HIV-related stigma, positive psychological resources (resilience 

and social support) and psychological distress among people living with HIV. We 

utilized an explanatory sequential mixed methods design with quantitative analyses 

followed with qualitative analyses. Using this design, we first analyzed our quantitative 

data using PLS-SEM and multiple linear regression analyses. The quantitative data 

were used to analyze and explore the relationships between our variables of interest. 

Based on these quantitative results, we created an interview protocol, recruited a small 

subset of HIV-positive adult interviewees who were matched based on age, 

race/ethnicity, and education with participants from the initial quantitative phase and 

conducted interviews. The qualitative data gathered from the interviews help explain the 

quantitative data by exploring participants’ lived experiences and responses, which 

adds richer, more in-depth detail and nuanced information than the quantitative data 

could provide alone. 

The major quantitative finding of the current study is positive psychological 

resources (social support and resilience) partially mediate the relationship between HIV-

related stigma and psychological distress. This was consistent when comparing PLS-

SEM analyses and linear multiple regressions with both original and reduced measures. 

This suggests that HIV-related stigma is associated with a reduction in positive 

psychological resources, which is associated with an increase in psychological distress. 

In contrast, positive psychological resources did not moderate the relationship between 
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HIV-related stigma and psychological distress in any of the models tested. In other 

words, we did not find that the relationship between HIV-related stigma and 

psychological distress changed as a function of positive psychological resources. To 

understand the relationships between our variables of interest, we will compare and 

contrast how our constructs (HIV-related stigma, positive psychological resources – 

resilience and social support, and psychological distress) were conceptualized in the 

quantitative versus the qualitative phases of our study. 

Integration of the Quantitative and Qualitative Data 

HIV-Related Stigma 

For the first, quantitative phase of this study, we measured HIV-related stigma 

using the HIV Stigma Scale or HSS (Berger et al., 2001). The HIV Stigma Scale 

measures four types of stigma: 1) personalized stigma, 2) disclosure concerns, 3) 

negative self-image and 4) concern with public attitudes about PLH. Participants who 

participated in the survey reported a range of HIV-related stigma, from minimal to 

maximum levels, with most reporting moderate stigma. 

For the qualitative phase, HIV-related stigma results are very similar to what was 

found in the quantitative phase. We were able to identify four themes associated with 

HIV-related stigma in our interviews with participants that directly mirrored the 

subscales of the HIV Stigma Scale: 1) personalized stigma, 2) disclosure concerns, 3) 

negative self-image and 4) concern with public attitudes about PLH. Of the four themes, 

our interviewees most discussed personalized stigma, which they defined as actual or 

anticipated experiences of stigma, fear and rejection, and how it affected or could affect 

relationships with family, friends and even health care providers. Disclosure concerns 
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were also prominent, as they discussed non-disclosure and ways to conceal their HIV 

status and to control information about their diagnosis.  Participants were also 

concerned about negative public attitudes about HIV/AIDS and believed there is still a 

lack of education about the nature of HIV and several harmful stereotypes about PLH (it 

is a “gay” disease, indicative of immoral behavior like drug use).  Lastly, interviewees 

experienced negative self-images due to their HIV-positive status, notably feeling 

ashamed, regretful, guilty and self-critical. 

Taken together, the quantitative and qualitative results suggest that HIV-related 

stigma is a complex multifaceted construct that involves internal or personal factors, 

such as a person’s self-image and stigmatizing perceptions or experiences, as well as 

external or social factors (e.g., public attitudes, disclosure). Furthermore, there is 

significant overlap and interaction between internal and external factors. For example, 

participants discussed how rejection and discrimination led to feelings of guilt and 

shame about themselves and how this resulted in lower likelihood in self-disclosure of 

serostatus for fear of additional rejection or discrimination. HIV-related stigma seems to 

operate within and beyond the person. 

Positive Psychological Resources 

In the quantitative phase, this construct was comprised of social support (via the 

Interpersonal Support Evaluation List or ISEL; Cohen et al., 1985) and resilience (via 

the Connor-Davidson Resilience Scale or CD-RISC; Connor & Davidson, 2003). Our 

results showed that survey participants reported adequate ranges of social support and 

resilience, with most reporting moderate levels of both. In addition, heterosexual and 

gay participants reported greater social support than did bisexual participants. This is 
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consistent with the LGB literature, as bisexuals have significantly less social support 

compared to lesbians and gay men due to binegative attitudes, less visibility and fewer 

role models in society (Rust, 2002). 

For the qualitative phase, participants discussed two themes related to resilience 

(factors that promote resiliency and barriers to resilience). Despite the numerous 

negative consequences of having HIV, factors that promote resiliency were the most 

discussed theme in the qualitative phase of the study. At some point, all interviewees 

discussed and acknowledged some aspect of resilience in coping with the adversity of 

HIV, which included positive cognitions, patience, acceptance and meaning making. 

Interestingly, several participants were able to reframe their HIV diagnosis in a positive 

light and experienced associated psychological and physical benefits. Although 

spirituality and religiosity were not formally measured, it is noteworthy that many 

interviewees attributed their spiritual or religious practices and networks to alleviating 

HIV-related distress. It seems that, in this sample, religion and spirituality were 

unexpected positive psychological resources that participants often relied upon to 

promote resilience. This may be associated with the geographic location of the study, 

which was in the Dallas/Fort Worth metroplex in Texas and is generally regarded as a 

more religious region of the country. In contrast to our quantitative data on resilience, 

the interviews provided more depth than the survey provided, as interviewees specified 

barriers to resilience. Of note, difficulties in obtaining basic needs, negative internal 

states or traits (e.g., poor mood, self-criticism), social isolation or lack of positive support 

and physical problems made it more difficult to cope with and recover from adversity. 
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In addition, four social support related themes were revealed in the qualitative results: 

HIV’s negative impact on support, function/purpose of social support, sources of social 

support and HIV’s positive impact on support. Similar to the quantitative results, 

interviewees discussed the function or purpose of social support, which includes the 

nurturance, emotional support and affiliation, which are similar to the belonging items of 

the ISEL. In addition, interviewees discussed obtaining aid and assistance from their 

relationships, which parallel the tangible items in the ISEL. The ISEL captured the 

appraisal or the perceived availability of social support. Similarly, in the interviews, 

participants discussed perceptions of decreased or increased social support associated 

with their HIV diagnosis as reflected by the themes HIV’s negative impact on support 

and HIV’s positive impact on support. In contrast, the interviews provided additional 

information than the ISEL alone did: the sources of social support. Interviewees 

identified a range of supportive persons including family members, spouses, partners, 

friends, medical providers, mental health care workers, other PLH, AIDS service 

organizations and spiritual/religious peers or leaders. Interviews also shed light on the 

intensity, power and utility of social support as a coping resource for PLH that the ISEL 

did not. For example, one women shared that having social and emotional support for 

her HIV alleviated her symptoms of depression, which included suicidal ideation. 

Moreover, interviews revealed that having HIV directly impacted perceived and actual 

social support. Most interviewees discussed HIV and its negative consequences on 

social support (e.g., rejection, isolation, alienation, lack of relationships). Unexpectedly, 

some participants discussed how HIV positively affected social support including 
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gaining and belonging to a new, entire social network (of other PLH), elimination of toxic 

relationships and deepening of existing ones. 

Psychological Distress 

In the quantitative phase, psychological distress was comprised of measures 

assessing perceived stress via the Perceived Stress Scale (PSS; Cohen et al., 1983), 

depression via the Center for Epidemiological Studies Depression Scale (CES-D; 

Radloff, 1977) and anxiety via the State Trait Anxiety Inventory (STAI; Spielberger et al., 

1983). Quantitative results show some restriction in range for the PSS, CES-D and 

STAI scores, as participants did not endorse the highest levels possible for each 

measure. On average, participants reported moderate levels of perceived stress and 

depression while participants tended to report somewhat lower levels of anxiety. A 

potential explanation for restriction in range is that participants were often recruited from 

and thus affiliated with community-based organizations. 

Participants in the qualitative phase also reported a range of psychological 

distress. Interviews added depth to the survey data as two themes were revealed: 

stress, depression and anxiety due to HIV and other sources of psychological distress. 

As such, it appears PLH in our sample experience stress and poor mental health due to 

HIV as well as pre-existing factors and other life stressors, information that could not be 

captured by survey data alone. All interviewees acknowledged experiencing HIV-related 

psychological distress ranging from negative emotional and behavioral reactions to 

receiving an HIV diagnosis, pressure to maintain health, illness and medical problems 

related to HIV/AIDS, and financial obstacles and limitations due to HIV. Additionally, all 

interviewees reported stress and problems unrelated to HIV, sometimes due to pre-
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existing mental health problems, interpersonal difficulties and daily hassles. For many 

PLH, the experience of stress appears to be additive and compounded by HIV-specific 

stressors as well as the usual day-to-day stress that the general population faces. 

Research Question 1: Minority Stress and Layered Stigma 

Based on Meyer’s minority stress model (2003) and layered stigma research, we 

first hypothesized that PLH who were also LGB or racial minorities report greater stigma 

and psychological distress than those who are heterosexual or European-American. 

This was not supported in our MANOVA analyses. ANOVA analyses revealed that 

European-American participants reported significantly higher HIV-related stigma than 

African-American participants, contrary to our prediction. A secondary literature review 

revealed few but contradictory findings regarding racial differences regarding HIV-

related stigma. Schuster and colleagues (2005) found similar results to the ours. In their 

study, European-American PLH were more likely to perceive HIV discrimination in 

receiving health care compared to African-American and Latino participants. They posit 

that groups that often face discrimination may minimize or underreport discrimination. In 

contrast, Rao and colleagues (2008) did not find differences in levels of stigmatization 

between African-American and European-American PLH; rather, they found different 

response patterns where African-American participants tended to endorse concerns 

with discrimination whereas European-American participants were more concerned 

about interpersonal rejection. Given the lack of clarity regarding HIV-related stigma and 

racial differences, further exploration is warranted. 
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Research Question 2: HIV-related Stigma, Positive Psychological Resources and 
Psychological Distress 

Our results support our hypotheses regarding the relationships between our 

variables of interest. HIV-related stigma is positively correlated with psychological 

distress in our quantitative analyses and qualitative interviews. Interviewees described 

perceived and actual experiences of stigma (including rejection, discrimination) and how 

those were associated with stress, depression, anxiety, anger and fear. In addition, 

participants expressed internalized shame, guilt, disclosure fears and concerns 

regarding the public’s attitudes about HIV. Several of those interviewed felt that the 

general public believes that those who contracted HIV should be blamed and judged for 

irresponsible, socially unacceptable and reckless behavior consistent with Herek, 

Captanio and Widaman’s research (2002). Despite advances made in the treatment of 

HIV, it appears that PLH continue to experience significant marginalization and 

stigmatization. These findings support previous literature that suggests HIV-related 

stigma is a significant stressor for PLH and a correlate of poor mental health outcomes 

(Alegria et al., 2006). 

Our quantitative results support an additional hypothesis: HIV-related stigma is 

negatively correlated with positive psychological resources, social support and 

resilience. This is consistent with previous research that found internalized, perceived 

and experienced stigma are correlated with less social support (Earnshaw & Chaudoir, 

2009). Our interviews with PLH further reinforce these findings with regard to HIV-

related stigma and social support. Several interviewees reported that they expected and 

feared rejection from relationships, chose to conceal their HIV status and thus isolated 
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themselves from others who were perceived as judgmental or not accepting of their HIV 

status. This resulted in decreased access and availability of social support. Others 

noted actual experiences of rejection and discrimination from family members and 

friends. 

Pertaining to HIV-related stigma and resilience, our quantitative results suggest a 

negative relationship between the two variables consistent with our hypothesis. Our 

interviews with PLH similarly found that a barrier to resilience was a lack of social 

support due to fear of HIV-related stigma. Interestingly though, interviews also 

contradict the quantitative findings that HIV-related stigma was linked to decreased 

resilience. Despite experiencing HIV-related stigma, 100% of interviewees discussed 

their ability and desire to strive in the face of adversity following their HIV diagnosis 

(e.g., “I was determined that this is not going to take me down.”) In this regard, it 

seemed that stigmatization served as the impetus to facilitate, rather than hinder, 

resilience. In a study of adults with mental illness, researchers also found competing 

bidirectional relationships: 1) that stigma was associated decreased resilience and 2) 

that increased resilience was associated with decreased stigma (Crowe, Averett, & 

Glass, 2016). When participants conceptualized resiliency as a pre-existing internal 

personality trait, participants described themselves as more able to manage the 

negative impact of stigma. However, if stigma overwhelmed a person’s resources, it 

was associated with decreased resilience; here, resilience appeared to represent more 

a capability to be developed over time rather than a pre-existing trait. Overall, it appears 

resilience is a complex construct that warrants further exploration and that, depending 
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on when it is utilized or developed and the magnitude of stigma, it can have varying 

results. 

We also hypothesized that positive psychological resources (social support and 

resilience) are negatively correlated with psychological distress, which we found with 

both our quantitative and qualitative data. In the interviews, participants spoke about 

how resilience factors (e.g., positive cognitions, patience, acceptance, shifts in 

perspective) helped with managing stress, increased pleasure, achievement and quality 

of life. Furthermore, these factors also led to seeking resources that helped improve 

psychological health, such as mental health services and support groups. Also, relying 

on spirituality or religion helped alleviate emotional distress for some interviewees. 

Interviewees also identified positive social support in helping them work through 

emotions and in protecting them from psychological distress. For example, one woman 

spoke about how the support, affirmation and empowerment she received from other 

HIV-positive women helped her overcome depression and suicidality linked to her HIV 

diagnosis. Social support is also related to decreased depression and anxiety in the 

literature ( Pearlin, Lieberman, Menaghan & Mullan, 1981; Rao et al., 2012). 

Social support is positively correlated with resilience, which we found in our 

quantitative and qualitative findings and is consistent with previous research. Liu and 

colleagues (2013) found similar results, where social support was associated with 

resilience in their study of PLH with depression. In our interviews with PLH, 

relationships with supportive others were strongly related to resilience. In particular, 

information obtained through interviews suggest that positive social networks and 

relationships served as a primary resource to effectively manage stress and overcome 
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diversity. For some participants, seeking social support and engaging with positive 

others was a form of active coping and problem solving. For example, several 

interviewees discussed how having counselors, friends, support groups, and peers from 

AIDS service organizations boosted their self-esteem and confidence to be able to 

perceive barriers and stressors as challenges they could overcome, rather than threats, 

which is consistent with Lazarus and Folkman’s transactional model of stress and 

coping (1984).  Another resilience resource identified in interviews was spirituality and 

religiosity, which often involved a social component. One participant indicated that their 

relationships with their pastor and church members helped them find the courage, 

motivation and confidence to persevere. On the other hand, interviewees explained that 

a lack of social support contributed to isolation and loneliness, which made it difficult for 

them to face adversity and cope with HIV-related stress, again highlighting the 

relationship between social support and resilience. 

Research Question 3: The Function of Positive Psychological Resources in the 
Relationship Between HIV-related Stigma and Psychological Distress 

To test our last set of hypotheses, we used PLS-SEM approaches as well as 

hierarchical multiple regressions for the quantitative phase of the current study. Using 

both analyses, we found positive psychological resources partially mediated the 

relationship between HIV-related stigma and psychological distress. This suggests that 

HIV-related stigma is associated with a decrease in positive psychological resources 

(social support and resilience), which is associated with an increase in psychological 

distress. This finding was consistent with our interview data, as participants linked HIV-

related stigma to having lower levels of social support out of fear of rejection and 
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negative public attitudes regarding HIV, with some participants reporting actual 

discrimination and rejection from social networks. Interestingly however, as previously 

mentioned, all participants who were interviewed discussed having resilience resources 

despite experiencing HIV-related stigma, which is contrary to the mediation findings. 

Hence, HIV-related stigmatization appears to serve as the adverse event that serves as 

a catalyst for some PLH to engage in active, adaptive coping to increase resilience. 

Furthermore, resilience seems to have a bidirectional relationship with stigma (Crowe et 

al., 2016); perhaps quantitative surveys and qualitative interviews captured different 

aspects of the resilience process. 

We again used PLS-SEM approaches and hierarchical multiple regressions to 

test for moderation in the quantitative phase. Due to our small sample size, we were 

unable to conduct a moderation analysis in PLS-SEM. Using hierarchical multiple 

regressions, we found that positive psychological resources do not moderate the 

relationship between HIV-related stigma and psychological distress. In other words, the 

relationship between HIV-related stigma and psychological distress did not change as a 

function of positive psychological resources. Thus, no matter the level of positive 

psychological resources, the relationship between HIV-related stigma and psychological 

distress did not change. 

Several different reasons may explain why moderation was not have been found. 

Statistical literature suggests that using multiple regression to test for moderation has 

low power. Aguinis (1995) found that most psychological studies had only .20 to .34 

power to detect interaction effects, which is significantly lower than the recommended 

power of .80. Reliability of measures is important regarding power for multiple 
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regression interaction analyses. Aiken and West (1991) found that the power of the 

interaction test in multiple regression was reduced by 50%, at most, when variable 

reliabilities were .80 instead of 1.00. Since my variables of interest were constructs 

consisting of weighted averages in the regression analysis, it is plausible that internal 

consistencies decreased and the analysis was underpowered. Another concern 

regarding multiple regression for interaction effects is range restriction (Aguinis, 1995). 

In the present study, restriction of range on the PSS, CES-D and STAI may also 

account for not detecting moderation, as participants did not endorse the highest 

possible levels on these scales. Considering these limitations about multiple regression 

and interaction effects, a moderation effect of positive psychological resources may still 

exist; however, the data analyses may not be able to detect the moderation. Although 

we considered and attempted to use an alternative statistical method, PLS-SEM, our 

sample size was too small and we could not proceed due to a limitation in the software. 

A larger sample size may have allowed us to explore moderation using PLS-SEM, 

which can be applied to test interaction effects when there is unreliability in 

measurement (Aguinis, 1995; Aiken & West, 1991; Baron & Kenny, 1986). 

Overall, our findings suggest that positive psychological resources mediate and 

explain how or why there is a relationship between our independent and dependent 

variables (Baron & Kenny, 1986). On the other hand, positive psychological resources 

do not moderate the relationship between our independent and dependent variables, 

where moderating variables specify the conditions under which a relationship exists 

between an independent and dependent variable (Baron & Kenny, 1986). 
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Limitations 

The current study and its results may be limited for several factors. First, the 

design of our study was cross-sectional and correlational; thus, causality cannot be 

inferred. In addition, participants were recruited via convenience sampling from local 

HIV/AIDS service organizations. As such, there may be selection bias and our 

participants may not truly reflect the general HIV-positive population therefore limiting 

the degree to which we can generalize our findings. Our participants were integrated 

with the local community organizations; thus, our participants may be more self-

accepting and comfortable with disclosing their HIV status and likely experience greater 

levels of social support, mental health care, and access to resources that other PLH 

may not have. This could also explain some restriction in range. However, all 

participants in both the quantitative and qualitative phases reported and discussed 

these issues. Our quantitative and qualitative samples were from one geographic 

location; thus, our results may not be generalizable to a broader geographic region and 

may not reflect HIV-related stigma, resilience, social support and psychological distress 

in PLH across the nation. Despite this, our sample is likely a valid representation of HIV 

in the southern region of the United States since Texas is considered fourth in the 

nation pertaining to HIV prevalence and incidence (Texas Department of State Health 

Services, 2016) and the Dallas/Fort Worth metroplex is one of the cities with the highest 

HIV/AIDS morbidity in the country (Dallas County Health and Human Services, 2014). 
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Clinical Implications 

Despite great progress in the treatment of HIV/AIDS, stigmatization is still a 

salient and prevalent stressor for PLH and appears to impact their utilization of positive 

resources to cope and to effectively manage psychological distress. This study 

suggests the need for clinicians and medical providers to be sensitive to and aware of 

stigma when working with PLH. Assessment of mental health problems (such as stress, 

anxiety and depression) is critical. Furthermore, rather than focusing on a deficit based 

model of treatment, a recovery oriented or strengths based intervention may be most 

appropriate, since social support and resilience appear to be integral in coping with HIV-

related stigma. Furthermore, patients and consumers may be more amenable to 

treatment that emphasizes individual strengths rather than weaknesses, since our 

interviews and quantitative results indicate that PLH are already primed for and 

susceptible to internalized guilt and shame associated with their HIV serostatus. 

In addition, most interviewees noted that lack of social support and the public’s 

negative attitudes regarding HIV greatly influenced their emotional states. Clinical 

interventions that focus on increasing positive social support and connectedness may 

be beneficial for PLH. For example, Interpersonal Psychotherapy for Depression (IPT-

D) is an effective evidence-based psychotherapy for PLH. Markowitz and colleagues 

(1998) found PLH reported significantly less depressive symptoms after participating in 

IPT-D compared to PLH who underwent supportive psychotherapy or cognitive 

behavioral therapy. 

Although our findings did not support the layered stigma literature, results still 

demonstrate a strong relationship between HIV-related stigma and psychological 
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distress. This is particularly relevant for PLH who belong to minority groups (sexual, 

gender and/or racial/ethnic). Arnold and colleagues (2014) found that HIV-positive gay 

African-American men not only experienced HIV-related stigma, but also homophobia 

and racism, which negatively impacted social support and mental health outcomes. In a 

more recent study, HIV-positive African-American women living in the South similarly 

reported experiencing multiple stigmas pertaining to HIV status as well as racism 

(Fletcher et al., 2016). As such, tailored interventions that address the multicultural 

needs specific to each demographic group (e.g., racism, sexism, homophobia) may be 

more efficacious than those that attempt to utilize a one size fits all approach. 

One unexpected finding in our study was the importance of spirituality and 

religion in coping with HIV-related stigma and psychological distress. Therefore, 

clinicians who are providing care to PLH may want to inquire about religious or spiritual 

beliefs and integrate these into their interventions, particularly those that reflect positive 

or adaptive values (e.g., forgiveness, peace, life meaning). 

Future Research 

Additional research should continue exploring layered stigma among HIV-positive 

adults who are also gender/racial/sexual minorities. Research should identify and 

explore racial/ethnic differences in the experience and perceptions of HIV-related 

stigma, given the paucity of this topic in the existing literature and the racial/ethnic 

disparities pertaining to HIV/AIDS prevalence and incidence rates. In addition, 

understanding intergroup differences with regard to stigmatization could have 

implications for informing effective clinical interventions and improving mental health 

outcomes. Given the bidirectional findings between HIV-related stigma and resilience, 
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researchers should also explore the process of stress and resiliency to determine the 

nuanced distinctions and relationships between the variables. This would be particularly 

important in the context of mental health and in creating interventions to reinforce and 

promote resilience resources and to dampen the effects of stigmatization. Furthermore, 

future studies may want to clarify the role of social support and resilience in the 

relationship between HIV-related stigma and psychological outcomes, particularly 

pertaining to moderation. 
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APPENDIX A 

INTERVIEW PROTOCOL 
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Demographic Questions: 

1. What is your age? ___ Years
2. How many years of education do you have? ___ Years
3. What is your annual income? $____
4. What is your race/ethnicity?
5. What is your sexual orientation?
6. What is your gender?
7. Do you consider yourself to be a spiritual person?

a. If yes, do you ascribe to a certain spirituality/religion?
Please identify: _____________________________

Interview Questions: 

Priming/Experience: 
1. What is it like for you to be HIV-positive/to live with an HIV diagnosis?

HIV-related Stigma/Negative Beliefs Concerning HIV: 
1. What do you think of when you hear “HIV/AIDS”?
2. What kind of beliefs or attitudes do you feel that the community has about HIV-

positive people?
3. What kinds of beliefs or attitudes do you feel that the community has about HIV

in general?
4. What kinds of consequences are there to other people knowing that you are HIV-

positive?
5. Tell us about experiences you have had with HIV-stigma.
6. How do you typically think people will react when disclosing your HIV status?
7. How do you feel about other people knowing your HIV status?
8. What are your concerns in disclosing or telling others that you have HIV?
9. What do you do to make sure that others do not know you are HIV-positive?
10. How has an HIV diagnosis changed how you view yourself?

Social Support 
1. Who do you have in your life that you can rely on for support?
2. How have relationships changed since you’ve been diagnosed with HIV?
3. In what ways do you rely on others? For example, for nurturance? For help

accomplishing tasks?
4. How do you use social support?
5. How has a lack of social support impacted you?
6. How have negative or unhealthy relationships impacted you?
7. How does your social support/relationships affect you emotionally?
8. How does having social support affect how you cope with HIV?
9. What are barriers in obtaining or seeking social support?
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Resilience: 
1. Since being diagnosed with HIV, do you feel that you have “bounced back”?
2. Do you consider yourself to be resilient? How so?
3. What has helped you face adversity?
4. How do you succeed in the face of adversity?
5. How do you deal with challenges?
6. What are barriers in being resilient?

Psychological Distress: 
1. How would you describe your emotions since being diagnosed with HIV?
2. How often have you felt stressed/depressed/anxious because of HIV?
3. What makes you feel stressed/depressed/anxious?
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APPENDIX B 

CODE SHEET   
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100 HIV-RELATED STIGMA 
 

110 – Personalized Stigma – experiences or fears of rejection for having HIV; for 
ex: perceived consequences of other people knowing they’re HIV+, losing 
friends, people avoiding them, regrets of telling people – consequence, not 
the attitude  

 
120 – Disclosure Concerns – controlling info, keeping HIV status secret, worrying 

others know of HIV status or they would tell 
 

 130 – Negative Self-Image – shame, guilt, feeling unclean, like a bad person 
 

140 – Concern w/Public Attitudes about People w/HIV – OTHER people’s 
concerns and beliefs of HIV/PLWH – what most people think about a 
person with HIV or what most can expect when others learn that they have 
HIV – people with HIV lose their job when other people find out – treated 
like outcasts, most people believe that people with HIV are dirty  

 
200 SOCIAL SUPPORT 
 

210 – Sources – who they have for support: friends, family, peers, providers… 
 
220 – HIV’s Positive Impact on support network – positive changes in 

relationships since diagnosis; can include strengthened relationships, 
enhanced/increased social networks 

 
230 – HIV’s Negative Impact on support network – negative changes in 

relationships since diagnosis; can include lost relationships, lack of 
relationships, negative/toxic/unhelpful relationships, barriers to obtaining 
support 

 
240 – Function/Purpose of social support – how people use social support; ex: 

for info, problem solving, nurturance, coping with HIV, manage emotions 
 
300 RESILIENCE  

 
310 – Factors that promote resiliency – or help them face adversity (e.g., 

attitudes, experiences, self-esteem, etc.; things aside from social support) 
320 – Barriers to resilience – things that make it difficult to face adversity (e.g., 

attitudes, experiences…) 
 
400 PSYCHOLOGICAL DISTRESS 

 
410 – Stress/depression/anxiety due to HIV – mood, emotional response directly 

due to HIV (e.g., negative emotions following diagnosis, stress over 
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medical bills, medication regimen, poor health, poor psych adjustment to 
HIV) 

 
420 – Other Sources of Psychological Distress – other factors that cause 

distress, indirectly/not associated with HIV (e.g., pre-existing psych 
problems, social problems, financial issues, other…) 
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