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INTRODUCTION 

Over the past decades the prevalence of the human immunodeficiency virus 

(HIV) in the United States continues to spread throughout the population and currently 

affects 1.2 million people; one in five people are currently unaware of their infection 

("Centers for disease," 2012).  While HIV is more common and (with the production of 

highly active antiretroviral therapy (HAART)) less fatal, it is still a debilitating disease. 

However, although living with HIV is physiologically taxing, there are many distressing 

psychological experiences that accompany this infection. Compared to the general public, 

people living with HIV experience more mental health issues, including depression and 

posttraumatic stress disorder (Bogart et al., 2011). In addition, people living with HIV 

(PLWH) typically experience a diminished quality of life (Nichols, 1983). These 

alarming rates and findings signify a need for speculation on the psychosocial issues 

correlated with living with HIV. 

Although the rigorous and expensive treatment of HAART and taxing 

consequences of physical setbacks can be daunting, the stigma associated with this 

chronic illness is one of the primary challenges (Leary, 1998). Since the main modes of 

transmission are sexual intercourse and intravenous drug use, the social stigma attached 

to this particular disease is much more prevalent (Plattner & Meiring, 2006). Leary 

(1998) outlines criteria that holds fairly universal for social discrimination. The 

individual must meet at least one of the following: 1. Pose a threat to other’s health or 

safety (by being dangerous, reckless or contagious), 2. Deviate excessively from group 

standards (by violating morals, rules or norms), 3. Fail to contribute adequately to the 
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welfare of other individuals or the social groups to which they belong (because they 

perceived to be incompetent, irresponsible, infirm or selfish) or 4. Create negative 

emotional reactions in others (by being socially aversive, aesthetically displeasing or 

emotionally threatening). While most stigmatized groups meet one, two or possibly three 

of the criteria, the HIV community meets all four. Consequently, HIV stigma is related to 

negative psychosocial outcomes in PLWH and is a barrier to seeking screening and 

healthcare (Dowshen, Binns, & Garofalo, 2009). This perceived stigmatization and 

discrimination contributes to the development of the mental health disorders that PLWH 

experience, such as depression (Bogart et al., 2011). Although some individuals possess 

the ability to cope successfully with this stigma, others internalize other’s negative views. 

Berger conceptualizes this phenomena of feeling dirty and “like a bad person” as 

negative self-image stigma (Berger, Ferrens & Lashley, 2001). Currently there is a gap in 

the literature on the psychosocial outcomes of dealing with negative self-image stigma. 

Dealing with this stigma is, in itself, a stressor. However, as noted before living with HIV 

comes with a host of other acute and chronic stressors. HAART is a daily and chronic 

stressor for PLWH. Not only is the treatment rigorous and expensive, but it also requires 

a 95% adherence rate. Unfortunately, average adherence rates are only 60-70% for HIV-

infected individuals (Bottonari et al., 2010). The complications of symptoms and 

opportunistic diseases can create stress within an individual, as their illness becomes 

more observable and exhausting (Plattner & Meiring, 2006). 

There are many different ways for an individual who is living with HIV to cope 

with these stressors. Some are adaptive (such as positive reframing or acceptance), and 

others are maladaptive (such as denial or substance use). Engaging in maladaptive coping 
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mechanisms has negative outcomes, particularly within the HIV community. Individuals 

who use these maladaptive means to cope with their illness and the stress surrounding it 

are at a greater risk for engaging in excessive drinking (Pence, et al., 2008). In addition, 

HIV-positive individuals experience elevated levels of depression (Penedo, et al., 2001). 

Some maladaptive coping styles (such as self-distraction and behavioral disengagement) 

are disengaging. Individuals living with other chronic illnesses, such as Lupus, 

experience greater psychological distress when engaging in these disengaging behaviors 

(Kozora, Ellison & West, 2009). 

The Transactional Model of Stress and Coping (Lazarus and Folkman, 1984) is 

our foundation for assessing the relationship between stigma, stress and coping within the 

HIV community. Lazarus and Folkman assert that when an individual is presented with a 

stressor, in this case living with HIV, he or she will primarily appraise the situation as a 

threat, challenge or benign. After this stage of primary appraisal the individual enters into 

secondary appraisal and assesses his or her resources to cope with the stressor. If a HIV-

positive individual views his or her illness as a threat and feels that he or she does not 

have the necessary resources to cope with daily and chronic stressors, he or she may 

engage in self-distraction and behavioral distraction as a way to cope. Inevitably, this 

leads to increased stress and increased negative self-image stigma. Using this model, we 

hypothesize that when presented with the stressor of living with HIV and using 

maladaptive, disengaging coping strategies to deal with the stress, HIV-positive 

individuals will experience increased negative self-image stigma. 
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METHODS 

Participants 

This study examined the health and behavioral outcomes of individuals who live 

with HIV and experience stigma. We recruited our convenience sample throughout the 

Dallas/Fort Worth metroplex. In order to participate we required individuals to be at least 

18 years of age, English speaking and HIVpositive. After stratifying for gender, our 

diverse sample consisted of 215 participants (See Table 1 for demographic breakdown of 

sample). 

Table 1.0 Demographic Variables 

N=215 

Variable n 

 

% 

 

M(SD) Range 

Gender 

Female 

 

96 44.7% 
  

Ethnicity 

African American 

European American 

Latino/a 

Other 

 

137 

77 

26 

10 

 

55.8% 

30.7% 

10.2% 

3.3.% 

  

Sexual Orientation 

Gay/Lesbian 

Heterosexual 

Bisexual 

 

69 

33 

113 

 

32.1% 

15.3% 

52.6% 

  

Age in Years   41 (8.5) 19-68 

Years of Education   12 (2.6) 1-22 

Income < $10,000 65 30.2%   

Unemployed 186 86.5%   

Duration of Virus (in years)   7.7 (5.2) 1-21 
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Procedure 

We obtained Institutional Review Board approval and then informed consent from 

each individual prior to participation. The study was completed through the use of pen 

and paper, self-report questionnaires at various local AIDS outreach centers throughout 

the Dallas/Fort Worth metroplex. A trained researcher asked each participant to complete 

questionnaires on demographics and measures that assessed our variables of interest.  The 

researcher also provided assistance if a participant had any issues or questions about the 

questionnaires. Each participant received a $15 incentive. 

Measures 

Participants completed a demographics questionnaire which included health-

related items on HIV symptoms, CD4 count and viral load. 

Brief Cope 

The Brief Cope Scale (Carver, 1997) is a condensed version of the COPE 

inventory and measures various adaptive and maladaptive coping mechanisms used by 

participants in the past three months. This scale consists of fourteen subscales, each 

containing two items. Of these subscales some coping strategies are adaptive while others 

are maladaptive. One style of maladaptive coping is disengagement; we are interested in 

assessing disengaging coping styles within the HIV community, and therefore used two 

subscales: behavioral disengagement and self-distraction.  Items are measured on a 4 

point likert-type scale, from 0 (I haven’t been doing this at all) to 3 (I’ve been doing this 

a lot). Sample items include “I’ve been giving up trying to deal with it” (behavioral 

disengagement) and “I’ve been turning to work or other activities to take my mind off 

things” (self-distraction). Each scale is scored by calculating the sum of its two items; 
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higher scores indicate higher frequency of use of a particular coping mechanism. The 

published internal consistency (Cronbach’s alpha) for the Brief Cope Scale is .71; the 

behavioral disengagement subscale has an alpha of .65 and the self-distraction subscale 

has an alpha of 71.  

Perceived Stress Scale 

The Perceived Stress Scale (PSS; Cohen, Kamarck, & Mermelstein, 1983) 

measures the degree to which an individual perceives his or her life as stressful. The PSS 

is comprised of 10 items on a 5 point likert-type scale from 0 (Never) to 4 (Very Often). 

Four items are positively stated and require reverse scoring. Once reversed, the items are 

summed; higher scores indicate higher stress.  Item examples include “In the last month, 

how often have you been able to control irritations in your life” and “In the last month, 

how often have you felt nervous and ‘stressed?’” The published internal consistency 

(Cronbach’s alpha) for this measure is .85. The PSS also demonstrates concurrent and 

predictive validity. 

HIV-Perceived Stigma Scale 

The HIV-Perceived Stigma Scale (HSS; Berger, Ferrens & Lashley, 2001) 

assesses an individual’s perception of stigma surrounding their chronic illness. The HSS 

consists of four subscales with a total of 40 items and is scored on a 4 point likert-type 

scale from 1 (strongly disagree) to 4 (strongly agree). After reverse scoring two of the 

items, subscales are summed with higher scores indicating higher perceived stigma. For 

our purposes we chose to use the negative self-image subscale. Example items include 

“People’s attitudes about HIV make me feel worse about myself” and “Most people 

believe that a person who has HIV is dirty.”  The published internal consistency 
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(Cronbach’s alpha) for this measure is .92, and for negative self-image is .84. The HSS 

shows construct validity through correlations with measures of self-esteem (Bunn, et al., 

2007). 

Data analysis 

We conducted an a priori power analysis via the statistical package G*Power 

(Faul & Erdfelder, 1992) to determine the sample size necessary to achieve sufficient 

power of .80 with an effect size of .20 for a design utilizing three independent variables. 

The literature indicates within the HIV/AIDS community an expected effect size between 

stress and stigma of .02 (Meyer, 1995) and between coping and stigma of .18 (Gonzalez, 

et al., 2011). Our power analysis found our sample size to be sufficient to test our 

hypotheses. Data were examined to address missing values and outliers appropriately. 

While no outliers were found, analysis revealed missing data for 35 of our participants. 

Participants with missing data were excluded from our regression analysis.   

We used a Statistical Package for Social Sciences (SPSS) to analyze our data. 

First, we conducted analyses on our demographic variables and variables of interest 

(means, standard deviations, ranges, frequencies, and percentages). We then conducted a 

bivariate analysis to better describe the associations between our variables of interest and 

HIV perceived stigma. Finally, we conducted a hierarchical linear regression analysis 

with negative self-image stigma as our dependent variable. In the first block we entered 

in our demographic variables to control for ethnicity, age, income, education, 

employment and sexual orientation. In the second block we entered in HIV duration to 

control for this variable. In our third block we entered our variables of interest (PSS, 

behavioral disengagement and self-distraction) to determine if these variables accounted 
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for a significant proportion of the variance in negative self-image stigma. To assess for 

any potential multicollinearity we conducted Tolerance and VIF analyses. 

RESULTS 

Univariate statistics 

We conducted a univariate analysis to examine our participants in terms of our variables 

of interest: behavioral disengagement, self-distraction, perceived stress and negative self-

image stigma. Our sample exhibited central tendency and experienced neither a floor nor 

a ceiling effect. Although perceived stress, behavioral disengagement and self-distraction 

reliability are low, they are within the range of published alphas. Table II presents the 

results of the univariate analyses. 

 

Table II. Univariate Statistics 

Measure Mean(SD) Possible Range Actual Range Calculated α 

Behavioral Disengagement   3.8(1.8) 2-8 2-8 .63 

Self-Distraction   4.9(1.8) 2-8 2-8 .50 

Perceived Stress 19.6(6.4) 0-40 1-40 .66 

Negative Self-Image Stigma 29.9(8.9) 13-52 13-52 .90 

 

Bivariate statistics 

We conducted a bivariate analysis to observe the relationships between each of our 

variables. As was predicted, behavioral disengagement (r=.32, p<.01), self-distraction 

(r=.27, p<.01) and perceived stress (r=.37, p<.01) are each significantly, positively 

correlated with negative self-image stigma. Interestingly, an annual income of below 
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$10,000 is significantly, negatively correlated with negative self-image stigma. Table III 

displays the results of our bivariate analyses. 

Table III. Bivariate Statistics 

 1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11. 

1. Age -           

2. Gender -.11 -          

3. Education .19** -.24** -         

4. <10,000 .04 -.15** .27** -        

5. Duration .23** -.06 .00 .00 -       

6. Sexual Orientation -.08 -.59** .24** .19** .11 -      

7. Employment -.02 .04 -.14** -.29** -.04 -.06 -     

8. African American .13* .02 .04 -.10 .02 -.10 .04 -    

9. Behavioral 

Disengagement 
-.13* .04 -.19** -.13* -.01 .01 .10 .07 -   

10. Self-Distraction -.06 .02 .03 .09 -.01 .03 -.00 -.02 .36** -  

11. Perceived Stress -.10 .17** -.05 -.02 -.06 .03 .06 -.06 .29** .29** - 

12.Neg. Self-Image 

Stigma 
-.06 .04 .04 -.17** -.01 .05 .04 -.02 .32** .27** .37** 

 

* = p < .05; ** = p < .001 

Multivariate statistics 

We conducted a linear regression analysis and found that our model accounted for 

21% of the total variance (adjusted R squared = .21; F(9, 221) =8.26, p < .001) in 

negative self-image stigma. Perceived stress, behavioral disengagement and self-

distraction were each significantly associated with negative self-image stigma (see Table 

IV). Tolerance and VIF were within acceptable ranges for demographic and independent 

variables. 
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Table IV. Multivariate Statistics 

Dependent variable: Negative Self-Image Stigma 

Block 1  t p TOL VIF 

Age -.03 -.44 .66 .98 1.02 

Years of Education -.00 -.04 .97 .92 1.09 

Income less than $10,000 -.20 -2.89 .00 .88 1.13 

African American Decent -.01 -.10 .92 .96 1.04 

Unemployed -.00 -.04 .97 .92 1.09 

Sexual Minority .11 1.65 .10 .95 1.05 

F(5,225) = 2.14; R² = .02 

Block 2  t p TOL VIF 

Duration of Virus -.01 -.15 .88 .92 1.08 

F(6,224) = 1.78; R² = .02 

Block 3  t p TOL VIF 

Perceived Stress .28 4.06 .00 .90 1.1 

Behavioral Disengagement .16 2.34 .01 .90 1.1 

Self Distraction .16 2.31 .02 .98 1.0 

F(9,221) = 8.26**; R² = .22 

* = p < .05; ** = p < .001 

 

DISCUSSION 

This study extends previous research in respect to stress, coping and stigma 

within the HIV community. While most studies currently assess the relationship of stress 

and coping with general stigma, we examined what occurs when stigma is internalized. In 

addition, ours is one of the few studies to assess the psychosocial correlates of using 

disengaging coping mechanisms within the HIV community. With a growing problem of 

HIV in the US, our study findings become increasingly important and relevant. 

As predicted, our study confirmed that behavioral disengagement, self-distraction 

and perceived stress are predictors of negative self-image stigma. Interestingly, an annual 



12 
STRESS, COPING AND STIGMA WITHIN AN HIV POSITIVE SAMPLE               
 
 
salary of less than $10,000 is negatively correlated with negative self-image stigma. 

Although this finding contradicts other literature on poverty and HIV stigma (Amuri et 

al., 2011) we believe that other issues associated with living below the poverty line may 

have contributed to this effect. For these poor individuals on the borderline of subsistence 

and survival, the stigma of living with HIV disease is irrelevant. It is important to note 

that after controlling for age, years of education, ethnicity, employment and sexual 

orientation, our variables of interest are still predictors of negative self-image stigma. 

These findings are clinically significant. Clinicians should be mindful of the 

stressors PLWH encounter, and the impact they have on their client’s life. They should 

also work to assess their client’s coping mechanisms, particularly those that are 

maladaptive and disengaging. Cognitive behavioral therapy is an effective way to find 

positive, alternative coping strategies. 

Our findings. All of our measures are self-report instruments, and consequently 

our respondents may have answered in a desirable fashion. In addition, the respondent 

may have forgotten their past experiences, since our measures require them to think in 

retrospect. It is important to note that our sample exhibited reasonable central tendency, 

which suggests that this was not the case. Our sample was obtained in the Dallas-Fort 

Worth metroplex and cannot be generalized to other geographical locations. This sample 

was not representative of the HIV community in terms of gender and ethnicity and our 

findings cannot be generalized to everyone in the community with HIV. 

Despite our limitations, our study suggests areas or issues for future research. 

Future research should assess this model in other geographical locations and samples that 

are representative of the HIV community. In addition, we should strive to assess other 
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maladaptive coping mechanisms and their relationship with stress and negative self-

image stigma. 
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