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Abstract

Introduction: Human immunodeficiency virus (HIV) epidemic is one of the main problems in public
health, and health-related quality of life (HRQoL) is usually negatively affected. Stigma is one of the
factors related to a lower HRQoL.

Material and methods: We aimed to assess this relationship, and felt stigma was measured using HIV
felt stigma scale, while HRQoL was measured with EORTC QLQ-C30. We interviewed 140 patients,
and 10.9% of our respondents reported feeling severe stigma, 25.4% moderate stigma, 26.1% mild
stigma, and 37.7% absence of stigma.

Results: Average score for overall HRQoL was 83.3 (SD = 21.4). Higher levels of stigma were associat-
ed with lower levels of perceived global HRQoL (B = -0.32, p = 0.001). Moreover, higher levels of stig-
ma were correlated with a lower physical function (B = -0.27, p = 0.005), role function (f = -0.28,
p =0.001), cognitive function ( = -0.30, p = 0.001), social function (f = -0.32, p = 0.001), and emo-

tional function (B = -0.60, p < 0.001).

Conclusions: Reducing felt stigma could help improve HRQoL in HIV-positive patients.
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Introduction

Human immunodeficiency virus (HIV) is considered
a main public health concern, and it is the cause of prevent-
able morbidity and mortality worldwide. In 2018, nearly
38 million people were living with HIV around the world,
of which 36.2 million were adults and 1.7 million were new-
ly infected children [1]. In addition, 770,000 people died
from AIDS in the same year [1]. The third most affected re-
gion of the globe, after Africa and Southeast Asia, is the re-
gion of Americas, with 3.4 million people living with HIV
(PLWH) [2], identifying the region as one of the most vul-
nerable in relation to HIV epidemic. Also, a publication by
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Inter- American Development Bank in 2002 stated that HIV
prevalence rates in Latin America and the Caribbean were
the second fastest growing in the world (2%), and that for
risk groups, these estimations were even higher with a 5%
of prevalence rate [3]. In Colombia, the statistics for 2017
showed that 150,000 people were HIV-positive and 4.400
thousand people died from AIDS in the same year [3].

The HIV epidemic represents an important barrier to
the human, economic, and social development of our socie-
ties [4]. However, thanks to the evolution of antiretroviral
therapies (ART), a large number of patients have been able
to improve their prognosis and years of life without morbid-
ity [5]. The last aspect becomes important in quality of life
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(QoL) and well-being of patients since both can be affected
by the presence of diagnosis [6]. Also, it is worth noting that
these patients need integral care in addition to biomedical
care, and in order to optimize this care, it is necessary to
better understand which factors can contribute to a better
psychological well-being and QoL [7].

Stigma in people living with HIV

Several studies have mentioned that stigma is one
of the main barriers to eradicate HIV virus. In this sense,
it represents a barrier for people with HIV to access health-
care [8], and make positive decisions regarding their health
and life in general [9]. Also, it promotes further discrimina-
tion and inhibits disclosure of HIV status to others, partic-
ularly sexual partners [10]. In this context, stigma has been
described as the process, in which a person experiences
“feelings of fear and shame stemming from real, potential,
or imaginary attitudes, or discriminatory acts directed to-
ward an HIV-positive individual and engendered by that
individual’s HIV status” (p. 2) [11]. Tsai et al. [12] theo-
rized that one of the drivers related to stigma reproduction
is its association with disability, economic incapacity, and
death, at least in contexts of poverty, such as sub-Saharan
Africa. Another idea that reproduces stigma is its associa-
tion with marginalized groups because of their sexual be-
havior, like men who have sex with men (MSM), or other
behavior, including drug injections amongst drug users [12].
Regarding stigma mechanisms, three types of mechanisms
have been identified. Firstly, an enacted stigma is the result
of previous negative discrimination experiences regarding
HIV status [10]. Secondly, an anticipated stigma relates to
the expected adverse opinions and behaviors of others [10].
The third mechanism is an internalized stigma, which refers
to self-stigmatizing beliefs of PLWH [10].

Studies have reported that PLWH frequently experience
stigma related to their health diagnosis [13], which rep-
resents negative effects for their health outcomes [13] and
affects basic psychological processes, including long-term
cognition, emotion, and behavior [10, 13].

Stigma and quality of life

HRQoL can be defined as “how well a person functions
in their life and his or her perceived well-being in phys-
ical, mental, and social domains of health” (p. 241) [14].
Although, PLWH can have a life expectation similar to that
of general population [15], a research also shows a decrease
in their QoL, specifically poor mental QoL [16]. Poor mental
QoL is reported in individuals experiencing other chronic
diseases, such as diabetes mellitus types 1 and 2, in which
PLWH show the poorest results [16].

The stigma felt by PLWH has an impact on their physi-
cal and psychological well-being, and it is associated with
lower levels of HRQoL [17]. A recent meta-analysis includ-
ing 64 studies found that HIV-related stigma was associated
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with higher rates of depression and lower social support in
PLWH [18]. Also, the study found relationships between
HIV-related stigma and emotional and mental distress [18].
The majority of studies revised were interested in associa-
tions between these two constructs, and the studies mainly
focused on stigma as a predictor of QoL in PLWH. More-
over, stigma has also been studied as a mediator of relation-
ship between other psycho-social and medical variables and
QoL. One example is a study by Li et al. [19], who aimed to
evaluate the role of stigma as a mediator variable between
self-efficacy and medication adherence, and QoL in PLWH.
Results showed a partial mediation in the first relationship
explored, and a totally mediated path, through stigma, be-
tween self-efficacy and QoL [19].

To date, research on stigma in patients with HIV in Co-
lombia has been more oriented towards stigma and discrim-
ination in health professionals, and its influence on patients’
access to health services [20, 21]. Moreover, a recent study for
HIV/AIDS bibliography analysis showed that between 1991
and 2017, in Colombia there were only 6 studies regarding
stigma and PLWH (in comparison with the United States,
406 publications in the same period) [22], which emphasize
the importance of addressing these aspects in PLWH. To our
knowledge, there are no studies assessing the relationship
between stigma and QoL of PLWH in Colombia. Therefore,
the aim of the present study was to address both stigma and
perception of HRQoL in a sample of participants diagnosed
with HIV. Additionally, we wanted to explore the relation-
ship between stigma and the perception of HRQoL in this
population.

Material and methods
Study design and inclusion criteria

This study used a cross-sectional design with a conve-
nience sample, and was neither randomized nor stratified.
Data was obtained between July 2018 and August 2019.
The inclusion criteria were to be an adult (18 years or old-
er) diagnosed with HIV, managed as an outpatient, who was
living in the city of Bogota, and who agreed to participate
in the study after reading and signing an informed consent
form. Exclusion criteria were to have any cognitive, neuro-
logical, or psychiatric impairment, and to be in a more se-
vere stage of the disease (i.e., AIDS). We focused on the city
of Bogota because it is one of the cities with the highest aver-
age prevalence of HIV in the country (e.g., a prevalence rate
of 16.3% between MSM) [23].

Participants

The final sample included 140 adults, who participated
in a larger study on psycho-social factors related to HIV di-
agnosis. Participants were HIV-positive and received assis-
tance for their diagnosis in the city of Bogota. Patients were
recruited through healthcare programs for people with HIV
in two places: 1. A health clinic (Hemera Unidad de Infec-
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tologia IPS SAS), 2. A community-based healthcare organi-
zation (Corporacion Red Somos). Eligible patients were in-
formed about the study by administrative staff that receives
patients for consultations, and, if they agreed, to participate
in the study. They were contacted with one of interviewers
of the project, who gave them a questionnaire inside an en-
velope to guarantee the confidentiality of data. A written
informed consent was obtained from all participants. If pa-
tients asked for help in completing the questionnaires, face-
to-face interviews were performed.

The present study was approved by ethics committee of the
Universidad Externado de Colombia (act number 8 of 2018).

Instruments

Four interviewers worked on the project and received
prior training in regard to the project implementation and
application of instruments in the questionnaire. The ques-
tionnaire was composed of a socio-demographic section as
well as different scales measuring psycho-social variables.

Felt stigma instrument

To address felt stigma, HIV felt stigma scale (HFSS) [24]
composed of 17 items with answers on a 4-point Likert scale,
ranging from “never” to “always”, was used. The scale mea-
sures four dimensions of stigma, including personalized
stigma (items 1 to 5), disclosure concerns (items 6 to 9),
negative self-image (items 10 to 14), and concern with public
attitudes (items 15 to 17). Total score was obtained by add-
ing answers of each item, with a higher total score meaning
higher levels of felt stigma. The original scale showed good
reliability values for the total scale (a = 0.91) [24]. Addition-
ally, good reliability values were found for sub-scales, in-
cluding personalized stigma (a = 0.88), disclosure concerns
(a = 0.85), negative self-image (a = 0.77), and concern with
public attitudes (o = 0.80) [24]. In the present sample, re-
sults also showed good reliability indices for the total scale
(a = 0.89) and sub-scales (Cronbach’s a ranging between
0.70 and 0.81).

Health-related quality of life instrument

To measure HRQoL, EORTC QLQ-30 questionnaire
was used. This scale includes a 30-item Likert scale of
4 points ranging from “not at all” to “very much”. EORTC
QLQ-30 sub-scales consist of the following: physical, cog-
nitive, role, and emotional and social functioning. Also,
the instrument contains a two-item global health/QoL
scale. The higher the score obtained in all sub-scales and in
the global scale, the better the quality of life (QoL) perceived
by the respondent [25]. This scale has been used in differ-
ent populations with chronic disease, such as cancer [26]
or HIV [27], and in general population. A study with gen-
eral population of Colombia showed good internal con-
sistency for all the sub-scales and global scale (a ranging
between 0.65 and 0.88) [26].
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Table 1. Socio-demographic data

Variables M or %
Sex
Men 74.6%
Women 25.4%
Gender
Male 72.7%
Female 23.7%
Transgender 3.6%
Sexual orientation
Heterosexual 47.8%
Homosexual 44.9%
Bisexual 5.1%
Other 2.2%
Mean age 58 (SD = 6.5)
Marital status
Single 61.4%
Cohabiting 20.7%
Married 5.7%
Widowed 2.1%
Education
Elementary school 23.3%
High school 22.5%
Elementary school incomplete or no 18.6%
studies
Technical or technological studies 15.1%
University degree 14.3%
Postgraduate degree 6.2%
Employment status
Student 20.9%
Retired 20.2%
Housekeeper 18.6%
Employee and student 18.6%
Independent worker 14.0%
Employed 3.5%
Unemployed 1.6%

Statistical analysis

At first, a descriptive analysis was performed with de-
mographic data. HRQoL global score and sub-scales’ scores
were calculated using formulas provided in EORTC scoring
manual [29]. In this sense, we firstly calculated raw score for
all scales using the following formula: Raw score = (I + L+ ...
+1 )/n.Subsequently, weanalyzed functional scales, symptom
scales, and global health status according to scoring instruc-
tions in the manual [29]. All dimensions were transformed
into a 0 to 100 scale according to scoring instructions [29].
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Table 2. Mean scores and SD of scales separated by sex (n = 140)

Susana Barradas, Carolyn Finck

Factor Total Females Males
Time since diagnosis (months) 85.0 (72.1) 75.4 (57.7) 86.4 (74.2)
Felt stigma (total score) 20.3 (12.1) 19.6 (13.2) 20.2 (11.7)
HRQoL
Global health/HRQoL 83.3 (21.4) 86.9 (22.8) 82.9 (20.0)
Physical functioning 94.3 (14.5) 93.7 (19.1) 95.2 (11.4)
Role functioning 90.6 (22.0) 91.4 (23.3) 91.2 (19.9)
Cognitive functioning 86.6 (20.2) 92.3 (14.2) 85.2 (21.1)
Social functioning 87.1(21.4) 90.9 (23.2) 85.9 (24.3)
Emotional functioning 79.1 (24.4) 82.1 (24.0) 78.0 (24.8)
HRQoL — health-related quality of life
Table 3. Frequency of felt stigma categories (n = 140)
Factor No stigma Mild stigma Moderate stigma Severe stigma
(%) (%) (%) (%)
HIV felt stigma scale total 37.7 26.1 254 10.9
Personalized stigma 51.4 10.0 8.6 30.0
Disclosure concerns 14.3 18.6 22.1 45.0
Negative self-image 83.2 7.3 4.4 5.1
Concerns with public attitudes 243 29.4 27.9 18.4
Table 4. Correlations between felt stigma and health-related Results

quality of life (HRQoL) (n = 140)

EORTC QLQ-30 Felt stigma
Global health/HRQoL -0.36***
Physical function -0.23**
Role function —0.25**
Cognitive function -0.30***
Social function —0.22**
Emotional function —-0.53***

**p < 0.01, **p < 0.001

Next, Pearson’ correlation analysis was performed to iden-
tify co-variance of stigma, global HRQoL, and HRQoL
functioning variables. Then, regression analyses were con-
ducted to test different models, in which the result variable
was either global HRQoL or specific function sub-scales
of EORTC QLQ-30. Independent variables in these models
were felt stigma (total scale and categorical variables), so-
cio-economic level, and sex and age. Dependent variables
were either global HRQoL or specific function sub-scales
of EORTC QLQ-30, depending on a model (Tables 4 and 5).
We established sample size using Green’s rule of thumb [30]
to test the entire model with the following formula: n =50 + 8*
predictors. Values of p < 0.05 were considered statistically
significant, and IBM SPSS Statistics, version 21.0 was used
for the analyses.
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Characterization of the sample

In total, more men (105) than women (35) completed
the questionnaire. Most respondents were single (61.4%), co-
habiting (20.7%), or divorced/separated (10%). Only a small
proportion were married (5.7%) or widowed (2.1%). 31.2%
of our respondents were employed or freelancers, 23.9% were
unemployed looking for a job, 9.4% were informal workers,
6.5% were students, and 3.6% were housewives. Also, 19.3%
responded “other” to their current occupation situation.
35% of the respondents had a high school diploma, 23.6% pre-
sented a technical or technological degree, 19.3% had a prima-
ry school degree, 7.9% had a university degree, 6.4% were cur-
rently studying at a university or had an incomplete university
degree, and 2.9% reported not having any studies. Concern-
ing socio-economic level, 45.2% of the participants reported
to have low income (strata 1 and 2), 51.1% had middle (stra-
ta 3 and 4), and only 3.6% high income (strata 5), according
to the income stratification in Colombia. Additionally, 100%
of the participants were taking antiretroviral therapy. Further
demographic data is presented in Table 1.

The mean score for felt stigma was 20.3 (SD=12.1) ona 0 to
51 scale. Concerning HRQoL, the mean score for global func-
tion was 83.3 (SD = 21.4) on a 0 to 100 scale, indicating a good
general HRQoL. Regarding the EORTC sub-scales, the re-
sults showed good mean scores as well (Table 1). In Table 3,
the frequency of felt stigma category scores can be found.
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Table 5. Regression model with global health-related quality of life (HRQol) levels and sub-scales

Predictive Model 1: Global Model 2: Physical Model 3: Role
variables B SE B B SE B B SE B
Felt stigma -0.55 -0.16** -0.32 -0.34 -0.12** -0.27 -0.51 0.17** -0.28
SES -0.02 1.64 0 1.39 1.26 0.10 0.69 1.80 0.03
Sex 2.57 4.39 0.05 -1.08 3.62 -0.03 2.7 4.8 0.05
Age 0.05 0.15 0.03 -0.17 0.12 -0.14 -0.24 0.16 -0.14
R? Nagelkerke 0.13 0.11 0.10

F 3.10* 2.17** 2.06*

Predictive Model 4: Cognitive Model 5: Social Model 6: Emotional
variables B SE B B SE B B SE B
Felt stigma -0.50 -0.15** -0.30 -0.63 -0.187** -0.32 -1.19 0.15*** -0.60
SES 0.45 1.59 0.02 -3.67 1.95 -0.18 -0.47 1.64 -0.02
Sex 8.28 4.25% 0.18 -0.03 5.61 0 4.37 4.39 0.07
Age -0.26 0.14 -0.16 0.11 0.19 -0.06 -0.06 0.15 -0.03
R? Nagelkerke 0.12 0.15 0.36

F 3.88** 2.98** 14.75***

SES — socio-economical level; B - unstandardized beta; f3 - standardized beta

Regarding the frequency of different stigma categories
of the applied scale, more than 60% of the sample felt at
least mild stigma. Only 37.7% reported feeling “no stigma’,
while mild and moderate stigma were the most frequent
categories (26.1% and 25.4%, respectively). Severe stigma
was reported by only 10% of the interviewed participants.
Also, 30% of the participants feels severe personalized stig-
ma, and 45% reported severe disclosure concerns. To un-
derstand the relationship between felt stigma and HRQoL
scales, correlation analyses were performed. Results are
shown in Table 4.

As demonstrated in Table 3, sall HRQoL scales were
negatively correlated with the global score of felt stigma
scale, and these relations were also statistically significant
(p < 0.01). The higher the stigma felt by respondents, the
lower their perception of HRQoL in every domain assessed
by the scale.

In order to explain participants’ levels, additional regres-
sion analyses were performed. In Table 5, the results of these
analyses are presented.

Table 5 demonstrates the relationship between predic-
tor variables, the global scale, and sub-scales of HRQoL.
A negative and significant association was found between
felt stigma and global HRQoL, in which higher levels of felt
stigma were associated with lower levels of perceived global
HRQoL of the participants (B = -0.32, p = 0.001). The same
tendency in the results was found for the following sub-
scales: physical function (B = -0.27, p = 0.005), role func-
tion (p = -0.28, p = 0.001), cognitive function (p = -0.30,
p = 0.001), social function (p = -0.32, p = 0.001), and
emotional function (p = -0.60, p < 0.001). For these sub-
scales, the higher the stigma felt by the individual, the low-
er the perceived levels of HRQoL. The variance explained

by each of the tested models differed, and the model that
showed a greater explained variance (36%) was model 6
that included emotional function as a dependent variable
(R = 0.60, F (4.105) = 14.75, p < 0.001).

No statistically significant association was found be-
tween covariates and HRQoL, except for model 4 (cognitive
HRQoL). In this case, being a woman was associated with
better cognitive function, as presented in Table 5.

Table 6 shows the relationship between predictor vari-
ables, including stigma sub-scales and HRQoL. A negative
and significant association was found between person-
alized stigma and global HRQoL, in which higher levels
of personalized stigma were associated with lower levels
of perceived global HRQoL of the participants (p = -4.41,
p = 0.009). We found similar results in the effects of per-
sonalized stigma for the following sub-scales: physical
function (p = -4.31, p = 0.001), role function (f = -5.03,
p =0.006), social function (f = -4.09, p = 0.003), and emo-
tional function (P = -4.85, p = 0.004). For these sub-scales,
the higher the personalized stigma, the lower the perceived
levels of HRQoL.

Furthermore, we found significant association between
negative self-image and HRQoL. In this case, a higher neg-
ative self-image was related to lower levels of HRQoL, both
for global HRQoL (B = -7.95, p = 0.009) and for the follow-
ing sub-scales: role function (p = -8.94, p = 0.001), cogni-
tive function (B = -9.29, p = 0.000), and emotional function
(B =-14.17, p = 0.000).

Discussion

In the present sample, a predominance of men (104)
was found compared with women (35). Regarding this,

HIV & AIDS Review 2021/Volume 20/Number 3
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Table 6. Regression model with categorical stigma variable with global HRQoL levels and sub-scales

Predictive variables Model 1: Global Model 2: Physical Model 3: Role

B SE B B SE B B SE B
Personalized stigma -4.41 1.66** -0.28 -4.31 1.24** -0.38 -5.03 1.78** -.30
Disclosure concerns 0.12 1.83 0 -0.29 1.37 -0.02 0.51 1.96 .02
Negative self-image -7.95 2.52** -0.30 -1.35 1.89 -0.07 -8.94 2,71 -31
Concerns with public attitudes 1.75 1.97 0.08 2.43 1.47 0.16 3.56 2.11 .16
SES -0.03 1.58 0 -0.94 1.18 0.07 0.51 1.70 .02
Sex 1.72 4.24 0.03 -0.34 3.17 -0.01 1.86 4.55 .03
Age 0.05 0.14 0.03 -0.18 0.11 -0.15 -0.23 0.15 -13
R? Nagelkerke 0.21 0.18 0.22
F 3.94* 3.20** 4.23%**
Predictive variables Model 4: Cognitive Model 5: Social Model 6: Emotional

B SE B B SE B B SE B
Personalized stigma -2.14 1.62 -0.14 -4.09 1.89* -0.22 -4.85 1.65** -0.26
Disclosure concerns -0.28 1.79 -0.01 261 2.08 0.12 -3.38 1.82 -0.15
Negative self-image -9.29 | 2.47%* | -0.36 -9.51 2.87 -0.31 -14.17 | 2.51*** | -0.45
Concerns with public attitudes 0.98 1.92 0.05 -1.44 2.24 -0.06 0.27 1.96 0.01
SES 0.53 1.55 0.03 -3.74 1.80 -0.18 -0.22 1.57 -0.01
Sex 7.68 4.15 0.16 0.75 4.83 0.01 3.72 4.22 0.06
Age -0.27 0.14* -0.17 0.21 0.16 -0.11 -0.07 0.14 -0.04
R? Nagelkerke 0.21 0.23 0.43
F 3.95* 4.58*** 11.36™**

SES — socio-economical level, B — unstandardized beta, - standardized beta.

HIV estimates for Colombia (in adults aged 15 to 49 years)
showed a higher prevalence rate in men 0.7 (0.5-0.8) com-
pared with women 0.2 (0.1-0.2) [28]. Evidence in the United
States shows that, by risk group, gay, bisexual, and men who
have sex with men (MSM), have a higher prevalence of HIV
infection [32], and the increased risk of acquiring HIV
amongst key populations, such as MSM, is 22 times higher
compared with non-vulnerable groups [1], largely because
of stigma and discrimination that lead to high-risk behavior.
Regarding high-risk behavior in Colombia, evidence shows
that MSM are the second risk group (after transgendered
people with a prevalence of 21.4%), with the highest preva-
lence (17%) of HIV infection [28].

In our study, descriptive results showed good average
levels of global HRQoL (a score of 83.3). Also, results for
HRQoL sub-scales showed good average scores (between
79.1 and 94.3). The lowest score found for sub-scales was for
emotional function. Normative values in the general popu-
lation in Colombia that used the same scale showed average
scores of global HRQoL of 77.1 [26]. For sub-scales, nor-
mative values indicated scores between 87.6 and 92.7. Also,
normative values in the general population demonstrated
that, between sub-scales, the lower score found was for emo-
tional function sub-scale [26]. Although our results showed
a higher score for the global and physical functions HRQoL,
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in comparison with Colombian normative values, for the rest
of sub-scales, the scores were lower. These paradoxical find-
ings regarding HRQoL scores in the present study may be
a result of consistent use and good adherence to antiretro-
viral therapy. Considering that all participants in this study
were on antiretroviral drugs, this could be one of the expla-
nations for high mean scores of HRQoL. Also, our findings
support other results previously reported in the literature
showing good HRQoL indices in PLWH [33, 34]. Further-
more, these results are particularly interesting since they
can reveal the presence of a response shift, which has been
observed in studies on QoL [35]. This response has been de-
scribed as “a change in the meaning in one’s self-evaluation
of a target construct” (p. 1,508) [36], as a result of adaptation
process to chronic disease, which could also help to explain
HRQoL values found in the present study.

Regarding felt stigma, the mean scores were below medi-
an, which can be seen as low perceived stigma in the sample
in general. However, distribution of felt stigma by categories
indicated that more that 60% of the sample perceived some
level of stigma, of which, 10% of the respondents perceived
severe stigma. These results are similar to that of other stud-
ies on stigma felt by PLWH. In a study from Puerto Rico,
80% of participants showed some level of stigma [11], and in
a Finnish study, 45.7% of subjects reported moderate to se-
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vere forms of self-stigma [17]. In the present study, we found
that a large proportion of the participants reported feeling
severe personalized stigma (30%) and severe disclosure con-
cerns (45%). Similar results have been found in other studies
with PLWH [36, 37].

HIV-related stigma was associated with a lower HRQoL.
Results showed that the higher the stigma felt by the patients,
the lower their perception of HRQoL, both for global scale
and for other sub-scales. Our results support the findings
of those reported in the literature. For example, one study
that investigated the relationship between perceived stigma,
QoL, and suicidal ideation amongst PLWH, observed that
the higher the stigma perceived in these patients, the low-
er the QoL level perceived, and therefore, a higher presence
of suicidal ideation [38]. Moreover, another study found that
stigma perceived by PLWH was negatively correlated with
QoL, particularly in these four domains: physical, psycho-
logical, social, and environmental [39]. Here, we found that
the presence of personalized stigma and negative self-image
adversely contributed to a global perception of HRQoL and
specific sub-scales. A study that aimed to investigate the re-
lationship between stigma and QoL in PLWH found similar
results; participants with personalized stigma and negative
self-image were between 2 and 3.4 times more at risk of se-
vere depression, and symptoms of depression were inversely
associated with QoL [40].

In our sample, women reported to have better cognitive
function compared with men (model 4 tested). Our results
support previous findings reported in the literature, showing
a better cognitive and neuro-cognitive function in women
living with HIV comparing with their male counterparts
[38, 39, 41].

The present study used a cross-sectional design, which
is a limitation. Therefore, a longitudinal perspective or re-
peated measures should be considered in future studies,
particularly including patients’ viral load, time receiving
TAR, and cause of the infection (perinatal or behavioral).
Moreover, we could have a self-selection bias from the part
of study subjects, meaning that in our sample, we could have
the most motivated individuals that wanted and agreed to
take part in the study.

Also, future analyses could consider the variation of in-
terest variables by socio-demographic characteristics, in-
cluding sex, age groups, and sexual orientation. Finally,
we did not take into account a possible intersection
of HIV-related stigma and other forms of stigmatization
(e.g., homophobia, gender discrimination, etc.) that could
increase the level of stigma felt by HIV-positive individuals.

Conclusions

The aim of this study was to explore the relationship
between felt stigma and HRQoL, and to describe the levels
of HRQoL and felt stigma in patients with HIV. The results
demonstrated good levels of HRQoL for the global scale and
all of the sub-scales. Furthermore, in our sample, more than
60% of the participants reported feeling some level of stig-

ma, and it is particularly worrying that 10% of the subjects
reported perceiving severe stigma.

In our study, felt stigma was negatively associated with
HRQoL, where higher levels of felt stigma predicted lower
QoL for both the global scale and the measured sub-scales.
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