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7Abstract

This study examines stigmatization among non-indigenous and indigenous HIV-infected 

patients in the Netherlands.  We interviewed 90 indigenous and 112 non-indigenous 

HIV-infected patients using the subscales personalized stigma and disclosure concerns 

of the Berger HIV stigma scale. Use of these scales among HIV-infected non-indigenous 

patients was feasible. In multivariate analyses, being non-indigenous contributed to 

personalized stigma and having an HIV transmission route other than homosexual 

contributed to disclosure concerns. Future studies should explore the mechanisms 

underlying stigmatization in the different subgroups so interventions to decrease 

stigmatization can be developed and examined.

Key-words:  HIV; Personalized stigma; Disclosure concerns; Non-indigenous patients

Introduction

Stigmatization is a crucial problem among HIV-infected patients.[1-3] Stigmatization may 

lead to increased stress, depression, poorer quality of life and life satisfaction among HIV-

infected individuals.[4-10] It may also prevent HIV-infected patients to engage in health 

seeking behaviours.  Due to stigmatization HIV-infected patients may be reluctant to disclose 

their HIV-status, which may negatively affect adherence to highly active antiretroviral therapy 

(HAART).[1,5,9,11-20]  Failure to engage in other health seeking behaviours, such as seeking 

HIV-testing and practising safe sex, could even affect public health.[1,9,11,13,21]

Increased recognition of stigmatization being a major problem led to a growing interest in 

how HIV-infected patients experience or perceive HIV-stigma.[4,8,11,22,23]  To date, the 

most widely used measure to assess HIV-stigma perceived or experienced by HIV-infected 

individuals is the HIV-stigma scale.[4]  This scale has demonstrated adequate levels of reliability 

and validity when applied among HIV-infected patients differing in age, HIV-transmission route 

and ethnic background across various countries, including the USA, Peru, India, and South 

Africa.[5,6,19,20,24-29]

Although stigmatization is seen in all groups of HIV-infected patients, some HIV-infected 

patients may be more likely to encounter HIV-stigma. Previous studies conducted in Western 

Europe and the USA showed that indigenous HIV-infected men-having-sex-with-men (MSM) 

are often part of supportive networks within the gay community with a relative HIV tolerant 

attitude, and consequently experience or perceive less stigma than HIV-infected patients 

outside such supportive networks, such as persons with a heterosexual HIV-transmission 

route.[30] Studies conducted in Western Europe and the USA showed that non-indigenous 

HIV-infected patients or patients from ethnic minority groups experience consistently more 

HIV-stigma than indigenous HIV-infected patients.[15,17,18,25,27,31-33] 

In the Netherlands, as in most Western European countries, the HIV-infected population has 

evolved from being predominantly composed of indigenous MSM to a population of which 

patients with a heterosexual HIV-transmission route and non-indigenous patients form a 

substantial part. As of June 2009, 16,129 patients with a HIV diagnosis were registered in 

the Netherlands of which 4,861 acquired HIV heterosexually. Of those, 39% was of Dutch 

origin, 34% of Sub Sahara African origin, 10% of Latin American origin including Suriname and 

5% of Caribbean origin. Compared to other Western European countries, the percentage of 

intravenous drug users (<5%) is small.[34]  The Netherlands are known for their relatively 

tolerant attitude towards MSM.[35,36]  The attitude towards HIV-infected patients within 

immigrant communities in the Netherlands is generally negative and they are often excluded 

from their own community.[37] Non-indigenous HIV-infected patients are generally younger 

and have been HIV positive for a shorter period of time. Living with HIV for a longer time may 

probably help patients to adapt and to perceive or experience less stigmatization. 

To our best knowledge, no quantitative studies about perceived or experienced HIV-stigma 

among non-indigenous HIV-infected patients have been conducted in Europe, to date.  Our first 

aim was to investigate whether non-indigenous HIV-infected patients perceive or experience 

more HIV-stigma than indigenous HIV-infected patients in the Netherlands.  Our second aim 
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was to investigate to what extent HIV-transmission route, sex, age, and numbers of years 

being HIV-positive were associated with HIV-stigma. Before answering these questions, we 

examined the feasibility of administering the English- or Dutch version of the HIV-stigma 

scale among non-indigenous HIV-infected patients in the Netherlands.  This is highly relevant, 

because most of the non-indigenous patients are not native English or Dutch speakers. 

Methods

Patients and procedures

Adult HIV-infected patients receiving HAART at the HIV outpatient clinic of the Academic 

Medical Centre (AMC) in Amsterdam between January 2008 and June 2009 were eligible 

for participation when they had sufficient fluency in English or Dutch to participate in an 

interview, had a HIV-transmission route other than homosexual and belonged to one of the 

following groups: Dutch indigenous patients and non-indigenous patients from Sub Sahara 

Africa, Surinam or the Dutch Antilles. In addition, a group of Dutch men with homosexual 

HIV transmission route was included. For this group, a random selection of patients was asked 

for participation to prevent oversampling of patients coming more often to the clinic due to 

more health problems and of patients more willing to participate.  We could not include non-

indigenous men with a homosexual HIV transmission route because the group registered as 

such is very small.  During consultation, the HIV treating physicians and/or a HIV counselors 

asked eligible patients to participate. Because the present study was part of a larger study 

about adherence and virologic response to HAART, pregnant women and patients who 

started HAART before 1998 were excluded. We aimed to include 90 non-indigenous patients 

and 90 indigenous patients.

After signing informed consent, an English or Dutch questionnaire was administered in an 

interview format, depending on the preferred language of the patient. After the interview, 

patients received an incentive of €7.50 for participation. This was not announced in the 

patient information that participants received prior to the interview.  The study was approved 

by the institutional review board of the AMC Amsterdam.

HIV-stigma

The HIV stigma scale consists of 40 items comprising four subscales: personalized stigma, 

disclosure concerns, negative self-image and concern with public attitudes.[4] The scale 

has demonstrated adequate levels of reliability and validity.[4,10] The HIV stigma scale was 

administered as part of a larger questionnaire.  To minimize patient burden, we only used the 

factors personalized stigma (18 items) and disclosure concerns (10 items).  Examples of items 

are ‘People avoid touching me if they know I have HIV’ for the personalized stigma scale and 

‘In many areas of my life, no one knows that I have HIV’ for the disclosure concerns scale. 

A four-point Likert-scale was employed, ranging from 1= ‘strongly disagree’ to 4=‘strongly 

agree’. For each subscale, item scores were summed to yield a personalized stigma score 

ranging from 18 to 72 and a disclosure concerns score ranging from 10 to 40. 

A number of items ask patients who have not disclosed their HIV status, to imagine that they 

did, and to answer the items based on how the patients think they would feel or how they 

think others would react. During the interviews, we noticed many patients had difficulties 

in answering these items. For further exploration of these items, we made a distinction of 

items that could be hypothetical.  This resulted in 17 hypothetical items out of 28 items. 

Hypothetical items were present among both subscales of stigma.

Questions were independently translated into Dutch by two bilingual native Dutch researchers.  

After discussion of minor discrepancies between the two versions, agreement was reached 

and a final version was devised. In each interview, we registered which items needed additional 

clarification. For clarification, a standardized text was developed.  Interviewers were physicians 

in training not involved in the treatment of the participants, or researchers.  All interviewers 

were trained by the coordinating investigator of the study.

Analyses

Feasibility of the HIV stigma scale. We conducted χ2-tests to investigate the 

difference in percentage of missing items and the percentage of needed explanation among 

the four subgroups. Cronbach’s alpha coefficients were calculated for the two subscales per 

subgroup and per language version. 

Difference in mean stigma scores.  When subjects missed less than 10% of items within 

the personalized stigma scale, or the disclosure concerns stigma scale, scores were imputed 

using the mean scores of the completed items of the scales.  We investigated differences in 

mean scores on the two stigma subscales among the four subgroups, using ANOVA with 

post-hoc Tukey-test.

Factors affecting stigma. We conducted linear regression analyses to investigate if 

sex, age, number of years being HIV positive, non-indigenous status (Sub Sahara African or 

Surinamese/Antillean), heterosexual HIV-transmission route (yes/no) and language version 

were associated with personalized stigma and disclosure concerns.  All variables were included 

in a multivariate analysis.  All analyses were conducted using SAS version 9.0.

Results

Patient characteristics

A total of 333 eligible patients were asked for participation of which 202 participated 

(response=61%). The most important reason for non-response was that patients did not 

know about the study beforehand and consequently had no time for an extra interview 

following consultation with the physician. Patient characteristics are shown in Table 1. 
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Table 1.  Characteristics of HIV-infected patients and interviews

Feasibility of the HIV stigma scale

Forty-seven patients (23%) missed one or more items on the personalized stigma scale and 

thirteen patients (6%) missed one or more items on the disclosure concerns scale.  The 

percentage of patients that missed items on the personalized stigma scale was highest among 

Dutch men with homosexual HIV transmission route (33%) and Sub Sahara African patients 

(28%; χ2=11.0; p=0.01).  The percentage of missing items for the disclosure concerns scale did 

not differ among subgroups (χ2=5.5; p=0.14).  There were no differences between language 

versions in missing items on both subscales. 

When exploring the items in detail, more patients had missing items on the hypothetical items 

(23%) than on non-hypothetical items (6%). The items that were most often missing were 

‘Most people with HIV are rejected when others learn’ (11%) and ‘Some people act as though 

it is my fault I have HIV’ (7%). 

Seventy-seven patients (38%) needed explanation for one or more of the personalized stigma 

items and 64 patients (32%) for disclosure concerns items.  This percentage differed among 

subgroups for the personalized stigma scale (χ2=10.9; p=0.01) but not for disclosure concerns 

(χ2=2.5; p=0.48; see Table 1). Thirty-three percent of patients who completed the Dutch 

version needed explanation for personalized stigma items compared to 51% of those who 

           N    

Total          202 

Dutch            45

HIV transmission         

route homosexual          

Dutch           45

HIV transmission         

 route other* 

Surinamese/ Antillean          27  

HIV transmission         

 route other*

Sub Sahara African HIV       85

transmission route

other *

*Other HIV transmission route then homosexual HIV transmission route: heterosexual HIV transmission route, injecting drug use, 
blood transfusion, and other
PS: personalized stigma
DC: disclosure concerns

Needed

explanation

of DC (%)

64(32)

15(33)

10(22)

 

9(33)

30(35)

Male

(%)

110 (54)

45(100)

28(62)

 

16(59)

21(25)

Mean age

(SD)

43.3(10.9)

51.6(9.7)

46.7(11.7)

42.9(10.2)

37.3(7.3)

Mean

number of

years HIV

positive (SD

7.1(4.5)

8.1(5.1

8.3(5.5)

 

6.6(4.2)

6.1(3.5)

Dutch

version

(%)

147(73)

45 (100)

45(100)

26(96)

31(36)

Missed

items on

PS (%)

47(23)

15(33)

7(16)

 

1(4)

24(28)

Missed

items on

DC (%)

13(6)

5(11)

0(0)

 

1(4)

7(8)

Needed

explanation

on PS (%

77(38)

12(27)

11(24)

 

13(48)

41(48)

completed the English version (χ2=5.2; p=0.02).  There was no significant difference between 

language versions for the disclosure concerns scale (χ2=0.3; p=0.59). 

Cronbach’s alpha coefficients were 0.94 and 0.85 for the personalized stigma scale and the 

disclosure concerns scale, respectively.  The Cronbach’s alpha coefficients for the different 

subgroups ranged from 0.71 to 0.94 indicating adequate internal consistency (>0.70). 

Difference in stigma scores among subgroups

Personalized stigma.  Personalized stigma differed significantly across the four subgroups 

(F=23.1; p<0.01) (Table 2).  Table 3 shows the mean differences with p-values for the post-hoc 

tests.  Personalized stigma was significantly higher among non-indigenous patients compared 

to indigenous patients. 

Disclosure concerns.  Disclosure concerns differed significantly across the four subgroups 

(F=9.1; p<0.01).  Disclosure concerns scores were significantly lower among Dutch men with 

a homosexual transmission route (table 3) compared to all groups with HIV transmission 

route other than homosexual.

Table 2.  Stigma scores in different groups of HIV-infected patients

      Personalized Disclosure

      stigma (SD) concerns (SD)

Total      42.4 (9.2) 28.0 (4.6)

  

Dutch HIV transmission route homosexual  36.2 (6.4) 25.1 (4.3)

Dutch HIV transmission route other*   38.5 (9.3) 28.1 (5.4)

Surinamese/Antillean  HIV transmission route other* 43.9 (9.5) 29.3 (4.9)

Sub Sahara African  HIV transmission route other* 47.1 (7.5) 29.1 (3.3)

*Other HIV transmission route then homosexual HIV transmission route: heterosexual HIV transmission route, injecting drug 
use, blood transfusion, and other
Values are means (standard deviation); Higher scores indicate more stigma
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Table 3.  Mean differences among the four subgroups in personalized stigma (PS) and  

   disclosure concerns (DC), established by post-hoc Tukey-test

   Relative to:

   Dutch MSM     Dutch heterosexual     Surinamese / Antillean

Dutch heterosexual PS:   2.3

   DC: 3.0***  

Surinamese/Antillean PS:   7.7***      PS:   5.4***

   DC: 4.2***      DC: 1.2 

Sub Sahara Africa  PS: 10.9***      PS:   8.6***             PS:    3.2

   DC: 4.0***      DC: 1.0             DC: -0.2

***P<0.05

Factors affecting stigma

Personalized stigma.  Table 4 displays the results of multivariate analysis.  Non-indigenous 

status and language version were significantly related (p<0.01; p=0.04).

Disclosure concerns. HIV transmission route other than homosexual was significantly 

related to disclosure concerns score (p<0.01) in multivariate analysis, while non-indigenous 

status was not (p=0.71).

 

Table 4.  Multivariate analysis of factors associated with HIV stigma

    Personalized stigma,   Disclosure concerns, 

    F=11.4, DF=7  F=3.9, DF=7

    ß P  ß p

Constant    39.7 <0.01  27.7 <0.01

Country of birth    

 (Netherlands)  0   0 

 Surinamese/Antillean 5.1 0.01  0.8 0.42

 Sub Sahara     African 6.6 <0.01  0.2 0.88

HIV transmission route    

 (homosexual)  0   0 

 Other   3.0 0.09  2.5 <0.01

Sex    

 (Male)   0   0 

 Female   -1.1 0.45  0.4 0.60

Age (each 5 years)   0.1 0.71  -0.2 0.41

Years HIV positive (each 5 years) -0.6 0.43  -0.5 0.12

Language version    

 (English)   0   0 

 Dutch   -3.8 0.04  -0.1 0.90

*Other HIV transmission route then homosexual HIV transmission route: heterosexual HIV transmission route, injecting drug 
use, blood transfusion, and other

Discussion

In this study, we administered the subscales personalized stigma and disclosure concerns of 

the HIV stigma scale during a face-to-face interview among Dutch HIV-infected indigenous 

and non-indigenous patients. Although the Sub Sahara African patients more often needed 

explanation about the meaning of the items, adequate reliability of both subscales was found. 

Personalized stigma scores were higher among non-indigenous patients and disclosure 

concerns were higher among patients with a HIV transmission route other than homosexual. 

A remarkable finding was the relatively high percentage of patients with missing responses.  

A number of items of the HIV stigma scale asks patients who have not disclosed their HIV 

status to imagine that they did, and to answer the items based on how the patients think they 

would feel or how they think others would react.  We found that missing items were primarily 

caused by these hypothetical items, because many patients had difficulties in answering them. 

For example, a response to ́ Most people with HIV are rejected when others learn´ was often 

missing because patients mentioned they did not know other HIV-infected patients. Some 

patients had only disclosed their HIV-status to a few persons.  These patients found it difficult 
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to answer questions about actually experienced stigma such as ´People do not want me 

around their children once they know´.  They often reported that they would have provided a 

different response to this question, if they would have disclosed to other persons.  We found it 

remarkable that other studies using the HIV stigma scale, including studies conducted in India, 

Peru and South Africa, did not report missing items or did not report such a large percentage 

of missing items.[19,20,29] Probably, the fact that we administered the scale during a face-

to-face interview, whereas the scale was self-administered in most former studies, could 

explain this finding.  Possibly, when patients are uncertain which answer to choose in a self-

administered questionnaire they may be more inclined to answer as they did in response to 

items they are not uncertain of rather than skipping the item. In the present study, missing 

scores were present in all subgroups and therefore we expect no significant influence on the 

comparison across subgroups. 

It is interesting that non-indigenous status was related to personalized stigma while HIV-

transmission route other than homosexual was related to disclosure concerns. Different 

mechanisms may underlie the existence of both forms of stigma among the subgroups. For 

example, former studies showed higher correlations for high personalized stigma with poorer 

quality of life or increased depression, compared to disclosure concerns.[4,7,26,28,29]  Mental 

health might be worse among non-indigenous patients leading to more personalized stigma 

but not to more disclosure concerns. 

This study has several limitations.  The difference in reported stigma among subgroups might 

be a true difference, but could also reflect a difference in cultural interpretation of the items. 

Although we found a relation between language version and personalized stigma, we believe 

we found a genuine difference.  During the interview, patients often explained their answers 

and non-indigenous patients tended to have more examples of stigmatization.  Moreover, our 

results are in line with other studies that have reported higher stigma scores among non-

indigenous patients or ethnic minority populations.[25,31] 

Another possible limitation of our study is selection bias.  We instructed the physicians and 

HIV counselors to ask all eligible patients whether they were willing to participate in a study 

on how they experience their HIV-infection.  However, they may have been tempted to ask 

only patients who they believed were willing to participate or they perceived as nothing many 

difficulties in life. In addition, patients might be less willing to participate when they are afraid 

of stigmatization.  This may have resulted in selection bias.

A third limitation of the present study is that we included patients from several countries of 

Sub Sahara Africa and classified them all in one group. However,  Sub Sahara Africa consists 

of many different cultures, tribes, and countries.  However, when arriving in the Netherlands, 

non-indigenous patients from Sub Sahara Africa tend to gather together in, for example, the 

same neighborhoods and religious institutions. In addition, the persons from the different 

groups share the same experiences e.g. being hardly integrated considering in the Dutch 

society and having to learn Dutch language as second, third or even fourth language.[37]  

We believe that being in the Netherlands makes the experience of their disease sufficiently 

comparable to warrant grouping them into one.  Related to this limitation is that we were 

not able to include non-indigenous men with a homosexual transmission route because 

the known number of these patients is small and these patients might not be registered as 

such.  This group of patients might experience or perceive more stigmatization, because their 

communities have less tolerant attitudes toward MSM than the Dutch indigenous population 

in general.

Finally the generalizability of our study sample to the entire population of HIV infected patients 

is limited. We included a relatively small number of patients from one HIV treatment centre in 

the Netherlands. However, the goal of this study was to investigate whether stigmatization is 

more experienced or perceived by patients of non-indigenous origin.  We found such higher 

prevalence in those immigrant patients who form the largest group of the HIV population.  

Thus stigma is indeed perceived more among immigrant patients in the Netherlands, at least 

in those patients from Sub Saharan Africa,  Suriname and the Dutch Antilles. 

Strength of our study was that the HIV stigma scale was administered in an interview format, 

allowing for explanation of items.  Although face-to-face interview are known for their high 

chance of social desirability bias, it was needed as some of the non-indigenous patients were 

not fully literate. In addition, this study was unique because it included a large group of Sub 

Sahara African patients and the use of a previously validated and widely used questionnaire. 

Consequently, meaningful results for this particular group were found.

Our study has several implications for future research and policy.  When the HIV stigma 

scale is used in non-indigenous populations in  Western Europe, it should preferably be used 

in a face-to-face interview format. Our study showed that explanation of items is needed 

in this group. In addition, one should be alert to hypothetical items.  We suggest making 

a distinction in scores on the hypothetical items and the non-hypothetical items. Group 

targeted interventions are needed to decrease stigmatization, especially among immigrant 

HIV infected patients.  Such interventions should account for the variety of stigma conditions 

that go along with HIV stigma.[11] 

Conclusions 

The results of this quantitative study are a first step in acquiring more knowledge on 

stigmatization among non-indigenous groups in Western Europe. We showed that non-

indigenous HIV-infected patients experience or perceive more personalized stigmatization 

and that HIV-infected patients with HIV-transmission routes other than MSM have more 

disclosure concerns. Future studies should attempt finding out mechanisms underlying 

stigmatization in the different subgroups so that interventions to decrease stigmatization 

can be developed and examined specifically for the subgroups. Findings of the present study 

suggest that stigmatization is a large problem among non-indigenous patients and requires to 

be taken seriously by policy-makers.  As shown in other studies, stigmatization impacts many 

factors such as treatment adherence, health seeking behavior and mental health.  Therefore, 

efforts to reduce stigmatization are needed and require a distinctive approach for different 

subgroups of HIV-infected people.

chapter 7 |



90 91 

Acknowledgements

We would like to thank all participants who took part in the interviews.  Also, we like to 

thank all HIV treating physicians and HIV counselors of the Department of Internal Medicine, 

Division of Infectious Diseases, Tropical Medicine and AIDS of the Academic Medical Centre, 

Amsterdam, and the Netherlands for asking patients to participate in our study. Lastly, we 

thank all interviewers.

Financial support:  The Aids fund, Amsterdam, the Netherlands (grant 6003 and grant 

200603).

 

chapter 7 |

Reference List

(1)  Whetten K, Reif S, Whetten R, Murphy-McMillan LK.  Trauma, mental health, distrust, and stigma among  
 HIV- positive persons: implications for effective care. Psychosom Med 2008 Jun;70(5):531-8.
(2)  Lekas H, Siegel K, Schrimshaw E. Continuities and discontinuities in the experiences of felt and enacted  
 stigma among women with HIV/AIDS. Qual Health Res 2006 Nov;16(9):1165-90.
(3)  Aggleton P. Comparative analysis:  Research studies from India and Uganda: HIV and AIDS-related  
 Discrimination, Stigmatization and Denial. Geneva, Switzerland: UNAIDS;  2000 Jun. Report No.:  
 UNAIDS/01.49E.
(4)  Berger B, Ferrans C, Lashley F.  Measuring stigma in people with HIV: psychometric assessment of the  
 HIV stigma scale. Res Nurs Health 2001 Dec;24(6):518-29.
(5)  Buseh AG, Kelber ST, Hewitt JB, Stevens PE, Park CGi. Perceived Stigma and Life Satisfaction: Experiences  
 of Urban African American Men Living with HIV/AIDS. Int J Mens Health 2006;5(1):35-51.
(6)  Buseh A, Kelber S, Stevens P, Park C. Relationship of symptoms, perceived health, and stigma with quality  
 of life among urban HIV-infected African American men. Public Health Nurs 2008 Sep;25(5):409-19.
(7)  Galvan F, Davis E, Banks D, Bing E. HIV stigma and social support among  African Americans. AIDS Patient  
 Care STDs 2008 May;22(5):423-36.
(8)  Mak W, Poon C, Pun L, Cheung S. Meta-analysis of stigma and mental health. Soc Sci Med 2007 Jul;65(2):
 245-61.
(9)  Vanable PA, Carey MP, Blair DC, Littlewood RA. Impact of HIV-related stigma on health behaviors and  
 psychological adjustment among HIV-positive men and women.  AIDS Behav 2006 Sep;10(5):473-82.
(10)  Bunn J, Solomon S, Miller C, Forehand R. Measurement of stigma in people with HIV: a reexamination of  
 the HIV Stigma Scale. AIDS Educ Prev 2007 Jun;19(3):198-208.
(11)  Mahajan A, Sayles J, Patel V, Remien R, Sawires S, Ortiz D, et al. Stigma in the HIV/AIDS epidemic: a review  
 of the literature and recommendations for the way forward.  AIDS 2008 Aug; 22 Suppl 2:S67-S79.
(12)  Peretti-Watel P, Spire B, Pierret J, Lert F, Obadia Y. Management of HIV-related stigma and adherence to  
 HAART: evidence from a large representative sample of outpatients attending French hospitals (ANRS- 
 EN12-VESPA 2003).  AIDS Care 2006 Apr;18(3):254-61.
(13)  Rintamaki LS, Davis TC, Skripkauskas S, Bennett CL, Wolf MS. Social stigma concerns and HIV medication  
 adherence. AIDS Patient Care STDs 2006 May;20(5):359-68.
(14)  Ware NC, Wyatt MA, Tugenberg T.  Social relationships, stigma and adherence to antiretroviral therapy  
 for HIV/AIDS.  AIDS Care 2006 Nov;18(8):904-10.
(15)  Erwin J, Peters B. Treatment issues for HIV+ Africans in London. Soc Sci Med 1999 Dec;49(11):1519-28.
(16)  Nam S, Fielding K, Avalos A, Dickinson D, Gaolathe T, Geissler P. The relationship of acceptance or denial  
 of HIV-status to antiretroviral adherence among adult HIV patients in urban Botswana. Soc Sci  
 Med 2008 Jul;67(2):301-10.
(17)  Anderson M, Elam G, Gerver S, Solarin I, Fenton K, Easterbrook P.  HIV/AIDS-related stigma and dis 
 crimination: accounts of HIV-positive Caribbean people in the United Kingdom. Soc Sci Med 2008  
 Sep;67(5):790-8.
(18)  Flowers P, Davis M, Hart G, Rosengarten M, Frankis J, Imrie J. Diagnosis and stigma and identity amongst  
 HIV positive Black  Africans living in the UK. Psychol Health 2006 Feb;109-22.
(19)  Thomas BE, Rehman F, Suryanarayanan D, Josephine K, Dilip M, Dorairaj VS, et al. How stigmatizing is  
 stigma in the life of people living with HIV: a study on HIV positive individuals from Chennai, South India.  
 AIDS Care 2005 Oct;17(7):795-801.
(20)  Wingood G, Reddy P, Peterson S, Diclemente R, Nogoduka C, Braxton N, et al. HIV stigma and mental  
 health status among women living with HIV in the Western Cape, South Africa. S Afr J Sci 2008 Jun;104:
 237-40.
(21)  Link B, Phelan J. Stigma and its public health implications. Lancet 2006 Feb 11;367(9509):528-9.
(22)  Visser MJ, Kershaw T, Makin JD, Forsyth BW. Development of parallel scales to measure HIV-related stig- 
 ma.  AIDS Behav 2008 Sep;12(5):759-71.
(23)  Earnshaw VA, Chaudoir SR. From Conceptualizing to Measuring HIV Stigma: A Review of HIV Stigma  
 Mechanism Measures. AIDS Behav 2009 Jul 28;13:1160-77.
(24)  Dowshen N, Binns H, Garofalo R. Experiences of HIV-related stigma among young men who have sex  
 with men.  AIDS Patient Care STDs 2009 May;23(5):371-6.
(25)  Emlet C. Experiences of stigma in older adults living with HIV/AIDS: a mixed-methods analysis. AIDS Pa- 
 tient Care STDs 2007 Oct;21(10):740-52.
(26)  Emlet C. Extending the use of the 40-item HIV-Stigma Scale to older adults: An examination of reliability  
 and validity. J HIV/AIDS & Soc Services 2007;6(3):43-54.
(27)  Rao D, Pryor JB, Gaddist BW, Mayer R. Stigma, secrecy, and discrimination: ethnic/racial differences in the  
 concerns of people living with HIV/AIDS.  AIDS Behav 2008 Mar;12(2):265-71.
(28)  Riggs SA, Vosvick M, Stallings S. Attachment style, stigma and psychological distress among HIV+ adults. J  
 Health Psychol 2007 Nov;12(6):922-36.
(29)  Franke M, Munoz M, Finnegan K, Zeladita J, Sebastian J, Bayona J, et al. Validation and Abbreviation of an



92 93 

  HIV Stigma Scale in an Adult Spanish-Speaking Population in Urban Peru.  AIDS Behav 2008 Oct 8;
 [Epub ahead of print].
(30)  Lichtenstein B, Laska M, Clair J. Chronic sorrow in the HIV-positive patient: issues of race, gender, and  
 social support.  AIDS Patient Care STDs 2002 Jan;16(1):27-38.
(31)  Nellen JF.  Highly  Active  Antiretroviral  Therapy in Non-Indigenous Patients in the Netherlands.  Amster- 
 dam, the Netherlands: University of Amsterdam; 2007.
(32)  Anderson J, Doyal L.  Women from  Africa living with HIV in London: a descriptive study. AIDS Care 2004  
 Jan;16(1):95-105.
(33)  Dodds C, Keogh P, Chime O, Haruperi T, Nabulya B, Sseruma W, et al. Outsider status: Stigma and dis= 
 crimination experienced by Gay men and  African people with HIV.  London: Sigma Research; 2004 Dec.  
 Report No.: ISBN:1 872956 76 9.
(34)  Gras L, Sighem Av, Smit C, Zaheri S, Schuitemaker H, Wolf Fd, et al. Monitoring of Human Immunodefi- 
 ciency  Virus (HIV) Infection in the Netherlands: Report 2009.  Amsterdam, the Netherlands: HIV Moni- 
 toring Foundation; 2009.
(35)  Sandfort TG, de GR, Bijl RV, Schnabel P. Same-sex sexual behavior and psychiatric disorders:  findings  
 from the Netherlands Mental Health Survey and Incidence Study (NEMESIS).  Arch Gen Psychiatry 2001  
 Jan;58(1):85-91.
(36)  Widmer ED, Treas J, Newcomb R. Attitudes Towards Nonmarital Sex in 24 Countries. J Sex Res 1998  
 Nov;35 (4):349-58.
(37)  Shiripinda I, Tempert B. Care2talk about sex?! Research on the sexual health of HIV positive heterosexu- 
 als from black and minority ethnic backgrounds in the Netherlands.  Amsterdam: Soa Aids Nederland;  
 2006 Oct. Report No.: nr. 20061620.doc.

 8
HIV stigma and depression 
influence nonadherence or 
virological response to antiretroviral 
treatment among immigrant 
and indigenous HIV 
infected patients

I. Marion de Boer, 
Mirjam A.G. Sprangers,
Jan M. Prins, 
Pythia T. Nieuwkerk

Submitted


