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bAnhui Provincial Center for Disease Control and Prevention, Hefei, China

Abstract

Although studies have demonstrated that females experience more HIV-related stigma than males 

do, questions remain regarding the different dimensions of the stigma (i.e., perceived vs. 

internalized stigma) in China. The present study investigated gender differences in HIV-related 

perceived and internalized stigma, taking into account the potential influence of education. The 

study was conducted between October 2011 and March 2013. A total of 522 people living with 

HIV (PLH) were recruited from Anhui Province, China. The PLH participated in a survey using 

the Computer Assisted Personal Interview (CAPI) method. The gender differences in perceived 

and internalized HIV-related stigma were calculated with and without stratifying by education 

level. Female participants had significantly less education than the male participants. No 

significant difference was observed between females and males with respect to perceived stigma. 

However, females reported significantly higher internalized stigma than males did (p < .001). 

When socio-demographic characteristics were controlled, the gender difference in internalized 

stigma remained significant among educated participants (p = .038). The findings suggested that 

gender differences in HIV-related stigma were primarily found for internalized stigma. Heightened 

intervention efforts are encouraged to reduce HIV-related internalized stigma, particularly among 

female PLH in China and other regions with similar gender dynamics.
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INTRODUCTION

HIV-related stigma is a major impediment to controlling the HIV epidemic worldwide, as it 

severely limits access to care, compromises adherence to therapy, and hinders serostatus 

disclosure, thereby potentially fueling transmission (Macquarrie et al. 2015). Previous 

studies have demonstrated that stigma experiences differ by gender and that more women 

living with HIV report stigmatizing experiences than do males living with HIV (Asiedu & 

Myers-Bowman 2014; Gupta & Selvaggio 2007; Loutfy et al. 2012). The reasons 
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underpinning these gender differences in HIV stigma include the fact that women living with 

HIV may be blamed for acquiring HIV and may also be accused of moral misconduct 

(International Center for Research on Women 2003; Wingood & DiClemente 2010). 

Understanding the complex relationships between HIV stigma and other social disparities 

calls for incorporating the theoretical framework of intersectionality of stigma, which 

recognizes the interdependence among multiple co-occurring stigmatized identities and the 

impact of combinations of them (Earnshaw et al. 2013; Dworkin 2005; Cole 2009).

People living with HIV (PLH) experience complex forms of both perceived and internalized 

stigma (Churcher 2013; Kalichman et al. 2005; Li et al. 2009). Perceived stigma refers to the 

expectations that stigma is in a community or will occur during social interactions (Churcher 

2013). In contrast, internalized stigma is defined as the personal endorsement of stigmatizing 

beliefs, e.g., when a stigmatized individual integrates negative sociocultural stereotypes into 

his or her concept of self (Churcher 2013; Parker & Aggleton 2003; Kalichman et al. 2009). 

Research has illustrated that men and women living with HIV have different experiences 

with both internalized and perceived HIV-related stigma. According to Yakhmi et al. (2014), 

more women living with HIV perceive stigma than do males. Additionally, studies 

conducted in Bengaluru, India found that men internalized stigma more than females; yet 

studies conducted in Burkina Faso, Kenya, Malawi, and Uganda yielded the opposite 

findings (Malavé et al. 2014; Neuman & Obermeyer 2013; Yebei et al. 2008).

The gendered layering of HIV stigma can be further compounded by socio-demographic 

characteristics, such as access to and level of education (Logie & Gadalla 2009; Tzemis et 

al. 2013; Visser et al. 2009). Despite the intervention efforts, female disadvantage still exists 

in various aspects, especially educational attainment (Zhang et al., 2015). Higher education 

level has been documented in previous literature as a factor associated with less experienced/

felt interpersonal stigma and an enabling factor for HIV-infected individuals to cope with 

stigma (Galvan et al., 2008; Ky-Zerbo et al., 2014; Jiméez et al., 2012). The higher level of 

stigma in women might be partially due to their lower education level. In addition, limited 

education and its correlated unemployment, insufficient income, economic dependence, and 

lack of social support further exacerbate vulnerabilities to HIV stigma in women (Earnshaw 

et al. 2013; Monteiro et al., 2013). Figure 1 illustrates the complex interplay among gender, 

education and its correlated social-economic factors, and HIV stigma.

Given that HIV stigma is shaped by its sociocultural context, it is important to discuss HIV 

stigma in the context of gender and Chinese culture. China has historically been a male-

dominated country, and gender inequality remains significant in contemporary China (Berna 

2013; Fincher 2014). Specifically, women in China face gender-based social, economic, and 

political inequality (Shi et al. 2013; Chen et al. 2013). China is also a collectivist society in 

which women adhere to traditions of filial duty (Chappell & Kusch 2007; Cao 2010; Hwang 

1999). Females are less valued by their families of origin, as daughters are considered to be 

subordinates to their husband’s families upon marriage (Chappell & Kusch 2007). 

Daughters’ education is generally given less importance as compared to son’s (Zhang et al., 

2015). As a result of the gender inequality, the negative effects of HIV-related stigma may 

have an even greater effect on women living with HIV in China.
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This study aimed to advance our knowledge of the relationships between gender and HIV 

stigma by examining potential gender differences in both perceived stigma and internalized 

stigma in China. This study also investigated the extent to which HIV-related stigma was 

related to socio-demographic factors, such as age, marital status, income, and educational 

attainment levels. The distinctions between internalized stigma and perceived stigma 

presented in this study may provide an opportunity to explore gender relations 

corresponding to various forms of HIV stigma. A better understanding of the experiences of 

HIV-related stigma among PLH may also enrich the existing literature on and improve 

understanding about stigmatizing processes and inform future gender-specific HIV stigma 

interventions in China.

METHODS

Participants

This study was part of a randomized controlled intervention trial that was conducted in 

Anhui province, China. The majority of PLH in Anhui province were infected by 

contaminated commercial plasma/blood donations in the last century (Ji et al. 2006; Ministry 

of Health of the People’s Republic of China 2012). Data were collected from 32 villages 

within the four counties of Anhui from October 2011 to March 2013. PLH were recruited 

from village clinics where they received routine check-ups and services. The inclusion 

criteria included: (1) age 18 years or over, (2) resident of one of the selected villages, (3) 

having a seronegative family member and children in the family willing to participate in the 

study, and (4) providing a signed informed consent form. Village doctors introduced the 

study to eligible PLH through printed flyers and referred the interested PLH to the study 

recruiters. A total of 522 eligible PLH were included in the study. The refusal rate was 

approximately 5%. The present analyses used only the baseline data before the intervention 

was delivered.

Data collection

The study procedure and materials were reviewed and approved by the respective 

institutional review boards. Prior to data collection, local community advisory board 

members and gatekeepers were informed of the study and provided suggestions to the 

research team. Additionally, the data collection and recruitment team members received 

week-long, extensive training on human subject protection, recruitment, assessment 

procedures, data safety, and quality control.

During the participant recruitment process, service providers working in the village clinics 

introduced the project to the PLH with whom they had contact through either a verbal 

explanation or a printed flyer. PLH who were interested in participating were referred to a 

study recruiter. This project recruiter met with prospective PLH who were interested in 

participating and screened them individually for eligibility. The project recruiter followed a 

standardized script to introduce the study’s purpose and procedures, confidentiality issues, 

and potential risks and benefits. Participants were assured that their participation in the study 

was completely voluntary and that their decision of whether to enroll would not affect their 
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routine services, and written informed consent was obtained from participants prior to data 

collection. More than 95% of the prospective participants agreed to participate in the study.

The assessments were conducted in a private room, and participants were given the choice of 

a private office in a clinic, a classroom in a local school, or the home of the participant. A 

questionnaire was then administered using the computer-assisted personal interview (CAPI) 

method. Specifically, trained interviewers sat in front of a laptop computer and read the 

questions to the participants. The participants’ responses were then entered by the trained 

interviewer directly into a computer database. Each assessment was completed in 

approximately 45 to 60 minutes. The participants were paid 50 yuan (USD 8.3) for their 

time in completing the questionnaire.

Measures

The HIV stigma scale was used to assess both internalized and perceived stigma. This is an 

eight-item scale based on the work of Herek and Capitanio (1993), and it was previously 

validated in the PLH population in Asia (Li et al. 2009).

The perceived stigma scale consists of eight items that measure stigmatizing attitudes and/or 

behaviors against PLH that have been felt or experienced by the participant. The eight items 

on the scale include: (1) I am accused by others of spreading AIDS in the community, (2) 

People gossip about my HIV status, (3) People look down on me, (4) Society isolates me, 

(5) I feel discriminated against by health workers, (6) I feel that my life within this society is 

lonely, (7) I worry about how other children treat my children in school as a result of my 

HIV, and (8) I worry about how others will treat my family members as a result of my HIV 

status. The eight items were answered on a 5-point Likert scale that ranged from 1 (strongly 

disagree) to 5 (strongly agree). The items were summed to create the perceived stigma score, 

with a higher summed score indicating a higher level of perceived stigma (Cronbach’s 

α=0.78).

The internalized stigma scale consists of nine items that include the following: (1) I am 

being punished by evil, (2) My life is tainted, (3) I am angry with myself for getting HIV, (4) 

I am a disgrace to society, (5) My life is filled with shame, (6) I feel guilty for being the 

source of disruption in my family, (7) I feel that my life is worthless, (8) I feel that my 

reputation is lost, and (9) If possible I would prefer to conceal my HIV status for life. The 

nine items were answered on a 5-point Likert scale that ranged from 1 (strongly disagree) to 

5 (strongly agree). A higher summed score indicated a higher level of internalized stigma 

related to HIV (Cronbach’s α = 0.83).

The following demographic information was also collected from each participant and used 

for the purposes of this study: age, gender, years of schooling, marital status, and individual 

annual income. Education level was later coded as either illiterate (0 years of schooling) or 

educated (one or more years of schooling).

Data analysis

All data analyses were performed using SAS for Windows (Version 9.4). A comparison was 

first made between the demographic characteristics and stigma measures (perceived stigma 
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and internalized stigma) of the participants by gender. We specifically performed a stratified 

analysis to examine gender differences in the stigma measures by education level (illiterate 

vs. educated). The perceived and internalized stigma scores were also compared between 

educated and illiterate participants stratified by gender. Because the 522 participants were 

recruited from 32 different villages, and participants within a particular village might have 

been more similar to each other than to participants from other villages, we used mixed-

effect models with village-level random effects to account for the clustering effect within a 

village. The SAS PROC MIXED and PROC GLIMMIX procedures with only the 

independent variable and no other covariates were used to fit multi-level models with 

continuous and categorical independent variables, respectively, and the RANDOM statement 

was used to indicate that the outcome, either perceived stigma or internalized stigma, is 

modeled by a random intercept clustered by villages.

The mixed-effect models were used to fit each participant’s perceived stigma and 

internalized stigma measures, adjusting for the following factors: age, marital status 

(married/living with partner vs. single/separated/divorced/widowed), income (having 

personal income vs. no personal income), gender (female vs. male), educational level 

(illiterate vs. educated), and a gender-by-education interaction. These covariates were 

preselected based on our a priori knowledge that they might be potential confounders in 

models using perceived stigma/internalized stigma as outcomes. The models included 

village-level random effects to account for correlation within the villages. Comparisons of 

interest (female vs. male within an educational stratum, illiterate vs. educated within a 

gender stratum) were calculated through model contrasts, and Akaike’s Information 

Criterion (AIC) fit statistic was used to assess model fit.

RESULTS

Among the 522 PLH in the study, 234 (44.83%) were male. The average age was 48.38 

years for males and 48.72 years for females at the time of the study (Table 1). The majority 

of the participants were married or living with a partner (85.04% for males and 78.47% for 

females). Female participants reported significantly less education than their male 

counterparts did, as 60.07% of the females and 15.81% of the males were illiterate (p < .
001). Personal annual income was also significantly lower for the female participants (6790 

yuan (1128 US Dollars) for males vs. 2120 yuan (352 US Dollars) for females; p < .001). 

The socio-demographics of the study participants are comparable to those of a PLH 

population assessed by an earlier household survey conducted in three provinces of China 

(Zhang et al. 2013).

Women reported a higher level of internalized stigma than men did (mean score 28.73 vs. 

26.56, p < .001), whereas no significant gender difference was found in reported perceived 

stigma (Table 1). The perceived stigma scores were also not significantly different across 

educational levels or with respect to the education-by-gender comparison. However, the 

illiterate participants reported a higher level of internalized stigma than their educated 

counterparts did (mean score 28.95 vs. 26.95; p = .001). Among the educated participants, 

the internalized stigma score was higher for female than for male participants (mean score 
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27.82 vs. 26.45, respectively; p = .016). Such gender differences in internalized stigma was 

only marginally significant among the illiterate participants (p = .052) (Table 2).

The level of perceived stigma from the mixed-effect models was not significantly different 

between genders (p = .216), educational levels (p = .877), or gender-by-education 

comparisons (p = .630). In the models, internalized stigma scores remained higher for 

females than for males (estimated difference=1.62, SE=0.67, p = .015). Educated females 

also demonstrated a higher level of internalized stigma than educated males did (estimated 

difference=1.48, SE=0.71, p = .038). The internalized stigma score was not significantly 

different across educational levels (p = .160) or gender-by-education interaction (p = .819). 

No other covariates (age, being married or living with a partner, and having personal 

income) were significantly associated with either the perceived stigma scores or the 

internalized stigma scores (Table 3).

DISCUSSION

The results of this study in China provide further evidence of gender differences in HIV 

stigma. The gender differences were observed more for internalized stigma than for 

perceived stigma. Perceived stigma reflects the experiences that a stigmatized person has 

encountered or observed, whereas internalized stigma centers on an individual’s own 

diminished sense of self-worth resulting from internalizing a devalued status (Aggleton 

2000; Holzemer et al. 2007; Steward et al. 2008). Although female and male PLH encounter 

a comparable amount of stigma in their social lives, based on the reports from 522 PLH in 

China, women were more likely than their male counterparts to internalize stigmatizing 

experiences.

As HIV stigma is shaped by the sociocultural context of the study population, these results 

should be interpreted within the complex social and cultural context. For example, in a study 

in South Africa, men reported higher levels of internalized stigma than women (Simbayi et 

al. 2007), which is contradictory to our study findings. The differences may be explained 

through the lens of gender norms. In a study in Kenya, males living with HIV reported being 

blamed for acquiring their infections and also for infecting their female partners with HIV, 

whereas females living with HIV were perceived to be irresponsible and to lack self-control 

(Yebei et al. 2008). In contrast, gender inequity is deeply rooted in the Chinese cultural 

context, in which women are socially expected to be subordinate, dependent, and inferior in 

a sexual relationship (Lin et al. 2007). In fact, self-abasement has long been considered as a 

female virtue in Chinese culture (Ebrey 1993). The gender roles imposed by society may 

increase the tendency of a Chinese female with HIV to blame herself for being infected, thus 

turning stigmatizing experiences inward.

In our study, the observed gender difference was higher within the educated PLH sample 

than within the illiterate sample. This observation indicates that women, regardless of their 

educational level, have probably internalized aspects of perceived stigma into their self-

evaluation. In other words, obtaining higher levels of education may not reduce gender 

inequity or a woman’s tendency to internalize stigma. Instead, educated women may be 
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more sensitive to stigmatizing social contexts and more likely to link others’ perceptions 

with their own negative feelings.

Understanding HIV stigma from a gendered perspective will better inform stigma reduction 

interventions and programs in China as well as in other areas with similar gender dynamics. 

Previous intervention efforts have largely focused on reducing the stigmatizing social 

attitudes and behaviors toward PLH. Although such efforts are very important, issues of 

internalized stigma, especially among women, also need to be addressed. As demonstrated 

in previous studies, internalized stigma may have a negative impact on the overall health, 

self-esteem, treatment and support-seeking behavior, and treatment adherence of PLH and 

their disclosure of their HIV status (Lee et al. 2002; Fuster-ruizdeapodaca et al. 2014; 

Kingori et al. 2012). Thus, strategies to alleviate internalized stigma may be beneficial for 

female PLH. It has been suggested that active coping in particular may help women to 

reduce internalized stigma (Kotzé et al. 2013; Visser 2012). For example, Rao and 

colleagues (2012) conducted an intervention pilot with the aim of teaching female African 

American women coping skills to reduce internalized stigma, and this study demonstrated 

feasibility and promising outcomes. Some of the intervention strategies, such as practicing 

self-protection and self-care, building self-esteem, understanding assertiveness, building 

networks and sharing coping strategies with peers in a group format (Rao et al., 2012), could 

potentially be adapted to reduce the internalized stigma of women living with HIV in China.

Certain limitations of the present study should be noted when interpreting the findings. The 

first is that this study was conducted in an area where PLH are predominantly former plasma 

donors; so, we were unable to take variations in stigma across different transmission modes 

into account. Therefore, the results may not be generalizable to PLH who are infected 

through other transmission routes. In addition, the study participants were recruited from 

rural areas of China, and thus, the level of educational attainment of the study population 

was generally low. As a result, the generalizability of these findings to a highly educated, 

urban PLH population is also limited. Additionally, some potential confounders, such as 

disease stage and severity, were not controlled in the analysis. Moreover, the presence of an 

interviewer during the CAPI might have biased the participants’ responses to sensitive 

questions. Lastly, we acknowledge that although several of the differences reached statistical 

significance, the actual effect sizes were small in magnitude, which limits the implications of 

our findings.

In conclusion, our study sheds new light on the dynamic interplay between gender and HIV 

stigma in China. It is essential to recognize the gender differences between perceived and 

internalized stigma among PLH. In addition, it is critical to apply tailored approaches to 

address the different challenges faced by women and men living with HIV.

Acknowledgments

We would like to thank our project team members in Anhui, China for their contributions to this study.

Funding

This study was funded by National Institute of Child Health & Human Development/NIH (grant number 
R01HD068165).

Li et al. Page 7

Women Health. Author manuscript; available in PMC 2017 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



References

Aggleton, P. HIV and AIDS related stigmatization, discrimination, and denial: Forms, contexts, and 
determinants. Geneva, CH: UNAIDS; 2000. http://data.unaids.org/Publications/IRC-pub01/JC316-
Uganda-India_en.pdf [Accessed June 6, 2016]

Asiedu GB, Myers-Bowman KS. Gender Differences in the experiences of HIV/AIDS-related Stigma: 
A qualitative study in Ghana. Health Care for Women International. 2014; 35(7–9):703–727. 
[PubMed: 24564483] 

Berna IB. Democracy and Gender Inequality in China. Journal of Research in Gender Studies. 2013; 
3(1):119–124.

Cao H, He N, Jiang Q, Yang M, Liu Z, Gao M, Ding P, Chen L, Detels R. Stigma against HIV-infected 
persons among migrant women living in Shanghai, China. AIDS Education and Prevention. 2010; 
22(5):445–454. [PubMed: 20973664] 

Chappell NL, Kusch K. The gendered nature of filial piety--a study among Chinese Canadians. Journal 
of Cross-Cultural Gerontology. 2007; 22(1):29–45. [PubMed: 17053952] 

Chen Z, Ge Y, Lai H, Wan C. Globalization and gender wage inequality in China. World Development. 
2013; 44:256–266.

Churcher S. Stigma related to HIV and AIDS as a barrier to accessing health care in Thailand: A 
review of recent literature. WHO South East Asia Journal of Public Health. 2013; 2(1):12–22. 
[PubMed: 28612818] 

Cole ER. Intersectionality and research in psychology. American Psychologist. 2009; 64(3):170–180. 
[PubMed: 19348518] 

Dworkin SL. Who is epidemiologically fathomable in the HIV/AIDS epidemic? Gender, sexuality, and 
intersectionality in public health. Culture Health & Sexuality. 2005; 7(6):615–623.

Earnshaw VA, Bogart LM, Dovidio JF, Willams DR. Stigma and racial/ethnic HIV disparities: Moving 
toward resilience. American Psychologist. 2013; 68(4):225–236. [PubMed: 23688090] 

Ebrey, PB. Chinese Civilization: A Sourcebook. 2. New York, NY: Simon and Schuster; 1993. 

Fincher, LH. Leftover Women: The Resurgence of Gender Inequality in China (Asian Arguments). 
London, UK: Zed Books; 2014. 

Fuster-ruizdeapodaca M, Molero F, Holgado FP, Mayordomo S. Enacted and internalized stigma and 
quality of life among people with HIV: The role of group identity. Quality of Life Research. 2014; 
23(7):1967–1975. [PubMed: 24585185] 

Galvan FH, Davis EM, Banks D, Bing EG. HIV stigma and social support among African Americans. 
AIDS Patient Care and STDs. 2008; 22(5):423–36. [PubMed: 18373417] 

Gupta, GR., Selvaggio, K. Addressing Gender in the AIDS Epidemic through PEPFAR Programs. 
Washington, DC: International Center for Research on Women; 2007. 

Hwang KK. Filial piety and loyalty: Two types of social identification in Confucianism. Asian Journal 
of Social Psychology. 1999; 2:163–183.

Herek GM, Capitanio JP. Public reactions to AIDS in the United States: A second decade of stigma. 
American Journal of Public Health. 1993; 83(4):574–577. [PubMed: 8460738] 

Holzemer WL, Uys L, Makoae L, Stewart A, Phetlhu R, Greeff M. A conceptual model of HIV/AIDS 
stigma from five African countries. Journal of Advanced Nursing. 2007; 58(6):541–551. [PubMed: 
17484748] 

International Center for Research on Women. Disentangling HIV and AIDS stigma in Ethiopia, 
Tanzania, and Zambia. Washington DC: ICRW; 2003. 

Jiméez J, Morales M, Castro E, Puig M, Vélez CN, Santiago L, Zorrilla C. Levels of felt stigma among 
a group of people with HIV in Puerto Rico. Puerto Rico Health Sciences Journal. 2012; 31(2):64–
70. [PubMed: 22783698] 

Ji G, Detels R, Wu Z, Yin Y. Correlates of HIV infection among former blood/plasma donors in rural 
China. AIDS. 2006; 20(4):585–591. [PubMed: 16470123] 

Kalichman SC, Simbayi LC, Cloete A, Mthembu PP, Mkhonta RN, Ginindza T. Measuring AIDS 
stigmas in people living with HIV/AIDS: The Internalized AIDS-Related Stigma Scale. AIDS 
Care. 2009; 21(1):87–93. [PubMed: 19085224] 

Li et al. Page 8

Women Health. Author manuscript; available in PMC 2017 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://data.unaids.org/Publications/IRC-pub01/JC316-Uganda-India_en.pdf
http://data.unaids.org/Publications/IRC-pub01/JC316-Uganda-India_en.pdf


Kalichman SC, Simbayi LC, Jooste S, Toefy Y, Cain D, Cherry C. Development of a brief scale to 
measure AIDS-related stigma in South Africa. AIDS and Behavior. 2005; 9(2):135–143. [PubMed: 
15933833] 

Kingori C, Reece M, Obeng S, Murray M, Shacham E, Dodge B. Impact of internalized stigma on 
HIV prevention behaviors among HIV-infected individuals seeking HIV care in Kenya. AIDS 
Patient Care and STDs. 2012; 26(12):761–768. [PubMed: 23113743] 

Kotzé M, Visser M, Makin J, Sikkema K, Forsyth B. The coping strategies used over a two-year period 
by HIV-positive women who had been diagnosed during pregnancy. AIDS Care. 2013; 25(6):695–
701. [PubMed: 23442202] 

Ky-Zerbo O, Desclaux A, Somé JF, El Asmar K, Msellati P, Obermeyer CM. HIV/AIDS stigma in 
Africa: Analysis of its forms and manifestations in Burkina Faso. Sante Publique. 2014; 26(3):
375–384. [PubMed: 25291886] 

Lee R, Kochman A, Sikkema K. Internalized stigma among people living with HIV-AIDS. AIDS and 
Behavior. 2002; 6(4):309–319.

Lin K, Mcelmurry BJ, Christiansen C. Women and HIV/AIDS in China: Gender and vulnerability. 
Health Care for Women International. 2007; 28(8):680–699. [PubMed: 17729127] 

Li L, Lee SJ, Thammawijaya P, Jiraphongsa C, Rotheram-Borus MJ. Stigma, social support, and 
depression among people living with HIV in Thailand. AIDS Care. 2009; 21:1007–1013. 
[PubMed: 20024757] 

Loutfy MR, Logie CH, Zhang Y, Blitz SL, Margolese SL, Tharao WE. Gender and ethnicity 
differences in HIV-related stigma experienced by people living with HIV in Ontario, Canada. 
PLoS One. 2012; 7(12):e48168. [PubMed: 23300514] 

Logie C, Gadalla TM. Meta-analysis of health and demographic correlates of stigma towards people 
living with HIV. AIDS Care. 2009; 21(6):742–753. [PubMed: 19806490] 

Malavé S, Ramakrishna J, Heylen E, Bharat S, Ekstrand ML. Differences in testing, stigma, and 
perceived consequences of stigmatization among heterosexual men and women living with HIV in 
Bengaluru, India. AIDS Care. 2014; 26(3):396–403. [PubMed: 23869716] 

Macquarrie, K., Eckhause, T., Nyblade, L. [Accessed June 16, 2016] HIV-related Stigma and 
Discrimination: A Summary of Recent Literature. 2015. http://data.unaids.org/pub/Report/
2009/20091130_stigmasummary_en.pdf

Ministry of Health of the People’s Republic of China (MHPRC). [Accessed June 8, 2016] 2012 China 
AIDS response progress report. 2012. http://www.unaids.org/en/dataanalysis/knowyourresponse/
countryprogressreports/2012countries/ce_CN_Narrative_Report[1].pdf

Monteiro SS, Villela WV, Soares PS. The interaction between axes of inequality in studies on 
discrimination, stigma and HIV/AIDS: Contributions to the recent international literature. Global 
Public Health. 2013; 8(5):519–533. [PubMed: 23550558] 

Neuman M, Obermeyer CM. MATCH Study Group. Experiences of stigma, discrimination, care and 
support among people living with HIV: A four country study. AIDS and Behavior. 2013; 17(5):
1796–1808. [PubMed: 23479002] 

Parker R, Aggleton P. HIV and AIDS-related stigma and discrimination: A conceptual framework and 
implications for action. Social Science & Medicine. 2003; 57:13–24. [PubMed: 12753813] 

Rao D, Desmond M, Andrasik M, Rasberry T, Lambert N, Cohn SE. Feasibility, acceptability, and 
preliminary efficacy of the unity workshop: An internalized stigma reduction intervention for 
African American women living with HIV. AIDS Patient Care and STDs. 2012; 26(10):614–620. 
[PubMed: 22984780] 

Shi, L., Hiroshi, S., Terry, S. Rising Inequality in China: Challenges to a Harmonious Society. 
Cambridge, MA: Cambridge University Press; 2013. 

Simbayi LC, Kalichman S, Strebel A, Cloete A, Henda N, Mqeketo A. Internalized stigma, 
discrimination, and depression among men and women living with HIV/AIDS in Cape Town. 
Social Science & Medicine. 2007; 64(9):1823–31. [PubMed: 17337318] 

Steward WT, Herek GM, Ramakrishna J, Bharat S, Chandy S, Wrubel J. HIV-related stigma: Adapting 
a theoretical framework for use in India. Social Science & Medicine. 2008; 67(8):1225–1235. 
[PubMed: 18599171] 

Li et al. Page 9

Women Health. Author manuscript; available in PMC 2017 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://data.unaids.org/pub/Report/2009/20091130_stigmasummary_en.pdf
http://data.unaids.org/pub/Report/2009/20091130_stigmasummary_en.pdf
http://www.unaids.org/en/dataanalysis/knowyourresponse/countryprogressreports/2012countries/ce_CN_Narrative_Report[1].pdf
http://www.unaids.org/en/dataanalysis/knowyourresponse/countryprogressreports/2012countries/ce_CN_Narrative_Report[1].pdf


Tzemis D, Forrest JI, Puskas CM, Zhang W, Orchard TR, Palmer AK. Identifying self-perceived HIV-
related stigma in a population accessing antiretroviral therapy. AIDS Care. 2013; 25(1):95–102. 
[PubMed: 22672228] 

Visser MJ, Makin JD, Vandormael A, Sikkema KJ. HIV/AIDS stigma in a South African community. 
AIDS Care. 2009; 21(2):197–206. [PubMed: 19229689] 

Visser M. Women, HIV and Stigma. Future Virology. 2012; 7(6):529–532.

Wingood GM, DiClemente RJ. Application of the theory of gender and power to examine HIV-related 
exposures, risk factors, and effective interventions for women. Health Education & Behavior. 
2010; 27(5):539–565.

Yakhmi S, Sidhu BS, Kaur B, Dalla EK. Study of HIV related stigma in people living with HIV/AIDS 
(PLHA): Role of gender differences. Indian Journal of Scientific Research. 2014; 5(2):35–39.

Yebei VN, Fortenberry JD, Ayuku DO. Felt stigma among people living with HIV/AIDS in rural and 
urban Kenya. African Health Sciences. 2008; 8(2):97–102. [PubMed: 19357758] 

Zhang Y, Fuller-Thomson E, Mitchell CA, Zhang X. Older adults with HIV/AIDS in rural China. The 
Open AIDS Journal. 2013; 7:51–57. [PubMed: 24454590] 

Zhang H, Bago d'Uva T, van Doorslaer E. The gender health gap in China: A decomposition analysis. 
Economics & Human Biology. 2015; 18:13–26. [PubMed: 25867249] 

Li et al. Page 10

Women Health. Author manuscript; available in PMC 2017 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



FIGURE 1. 
Interplay among Gender, Education and Its Correlated Social-economic Factors, and Stigma
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