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Background: HIV/AIDS disease has remained highly stigmatized all over the
world even though the increasing accessibility of its treatment. This study was
designed to adapt the HIV/AIDS Stigma Instrument (HASI) to the Iranian Peo-
ple Living with HIV/AIDS (PLWHA).

Methods: Translation —back translation of the scale into Persian was done.
Then, the validity and reliability of the instrument were evaluated. The validity
of the translated scale was assessed in three ways: evaluating its linguistic validity,
assessing its content validity by a panel of nine experts, and exploring its con-
struct validity by factor analysis. The internal consistency of the translated scale
was evaluated by Cronbach’s Alpha.

Results: HASI showed a good Content Validity Index (CVI value >0.75) and
Content Validity Ratio (CVR >0.78). The internal consistency of the instrument
regarding the total score was =0.89. The three stigma subscales that were dis-
tancing and blaming (8 items, ®=0.87), fear (3 items, «=0.82), and discrimination
(5 items, «=0.83).

Conclusion: This article reports the development and validation of a new meas-
ure of stigma, i.e. HIV/AIDS Stigma Instrument in PLWHA (HASI-P), and
provides evidence to supportt its content validity and internal consistency.
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Introduction

Since the HIV/AIDS epidemic began in
the 1980s, fear, stigma, and discrimination
(SAD) have been identified as the most im-
portant barrier to effective responses to HIV”
?. Consequently, the Joint United Nations Pro-
gram on HIV/AIDS (UNAIDS) Report on
the Global AIDS epidemic in 2012 by 2015,
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one of the goals is to "Eliminate stigma and
discrimination against people living with and
affected by HIV by promoting laws and poli-
cies that ensure the full realization of all hu-
man rights and fundamental freedoms™’. Now,
the literature shows the significant and uni-
versal effects of HIV/AIDS-related stigma on
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the lives of PLWHA and the habits in which
stigma may lead to further extension of the
HIV/AIDS epidemic®’.

HIV/AIDS-related SAD known as an in-
tricate social process that influences and rein-
forces pre-existing SAD connected with sexu-
ality, gender, race, and poor quality °. The
problem of HIV/AIDS stigma was reflected
in the 2002-2003 theme for the UNAIDS
campaign as 2 main public health concern’.

HIV/AIDS-telated stigma is a commonly
cited impediment to adopt HIV/AIDS pre-
cautionary behaviors, such as HIV voluntary
counseling testing (VCT) ", which most likely
compromises both treatment and prevention’”
2. A small number of studies have focused on
the measurement of stigma among PLWHA".
The measurement of HIV-related stigma has
been the focus of an increasing number of
research studies. However, the majority in-
struments (even in interventional studies) have
focused on the stigmatizing attitudes of HIV-
uninfected people . “Based on information of
WHO “the prevalence of HIV/AIDS in Iran
has risen from low to concentrate””. In the
general  population the prevalence of
HIV/AIDS is less than 1%, nevertheless, in
some high-risk groups such as Intravenous
Drug Users (IVDU) prevalence is more than
5%""". According to the data registry system,
23497 PLWHA were identified in Iran until 21
September 2011, totally, 91.3 % were men and
8.7% were women. From these statistics,
46.4% of the HIV-infected cases were aged
between 25 and 34 years old, meaning that this
age group had the highest frequency among all
other age groups”. Despite the fact that only
15% of the PLWHA in Iran have been in-
fected as a result of sexual contact, the rate of
sexually-transmitted HIV infection is swiftly
increasing, which represents a shift in the form
of transmission from drug use to sexual be-
haviors”. In the HIV area, stigma is consid-
ered as a greatest obstacle to prevent further
infections, fine care, and an advocate for
PLWHA? . Varieties of measures have been
introduced for the measurement of
HIV/AIDS-related stigma™?’,

As a phenomenon, stigma has been expan-
sively measured in HIV/AIDS??. A large

amount of studies has been qualitative in na-
ture. However, efforts have been made to de-
velop a reliable and valid scale to measure
stigma. The scale developed by Sowell et al
(1997) was used in this study”.

Scale validation is considered as an essential
part of the development of science and
knowledge™. This might be due to the im-
portance of developing a new yardstick for
determining stigma in chronic disease such as
HIV/AIDS; it can also be due to the enot-
mous dependency of the measurement of
HIV/AIDS-related stigma upon the national
and international cultural differences. In Iran, a
limited number of studies have been con-
ducted to measure stigma in PLWHA?. One
of the most important reasons could be the
lack of valid tools to measure stigma in the
society.

The aim of the present study was to trans-
late and validate the Iranian Version of
HIV/AIDS-related stigma Instrument (HASI)
for Iranian people living with HIV/AIDS. The
following questions were addressed:

1. Is the content wvalidity of HASI con-
firmed?

2. Is the HASI internally consistent and
stable over time?

3. Does a factor model for the HASI con-
firm its construct validity, based on the results
of exploratory factor analysis (EFA) and
confirmatory factor analysis (CFA)?

Materials and Methods

Study design

A cross-sectional study was conducted in
two consulting clinics of behavioral disorders
in Tehran and Tabriz, Iran from 15 May 2012
to 30 December 2012.

Participants, Setting, and Sampling

The number of samples is essential for ex-
planatory factor analysis is at least 200 obser-
vations”. This research involved a sample of
230  Persons Living with HIV/AIDS
(PLWHA). The research was performed in
seven months in two HIV care clinics (con-
sulting clinics of behavioral disorders) in Teh-
ran and Tabriz, Iran. One of the clinics was
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affiliated with Tehran University of Medical
Sciences (Consulting Clinic of Imam Kho-
meini Hospital), while the other one was affili-
ated with Tabriz University of Medical Sci-
ences. The Consulting Clinic of behavioral
disorders of Imam Khomeini Hospital is one
of the largest centers that provides services for
people living with HIV/AIDS and makes it
possible for patients to use specialized medical
services as it is located next to Imam Kho-
meini Hospital. There is a behavioral clinic in
Tabriz City that provides similar services for
PLWHA. The studied sample in this research
only included PLWHA. Considering the lim-
ited access to PLWHA and the limitations of
investigation, the convenience sampling
method was applied and the referees
(PLWHA) to these clinics were included. Fi-
nally, it was decided to apply the theoretical
sampling with a maximum variation from the
two HIV Care Behavioral Clinics.

Inclusion and Exclusion Criteria

The inclusion criteria for the study were in-
dividuals aged 18 years who had been diag-
nosed with HIV (HIV Positive). During the
initial contact with the respondents, the study
was briefly described to them, and an ap-
pointment was set for a personal interview
with the research junior. Exclusion criteria
included the death of the patient, discontent to
participate in the study, and the presence of a
major psychotic illness in the participant.

Selection of HIV/AIDS Related Instru-
ment

The 13-item stigma scale was developed by
Sowell et al (1997)”. The preliminary devel-
opment of the scale grew out of qualitative
research with HIV-positive women in the
southeastern parts of the United States”. After
that, also Emlet et al. (2005) used this instru-
ment for old and young PLWHA. However,
item 13, ie. “people who know I am HIV
positive treat me with kid gloves”, was re-
moved because it was not easy to translate it
into Persian; in addition, it did not fit into any
of the three subscales of the instrument™. The
instrument is short and measures three im-
portant subscales in HIV-related stigma. Be-
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sides, compared to the other 10-item revised
stigma scale, the items here are put in a way
that is more personalized (e.g. I felt..., 1
feared..., I avoided...). The scale also contains
items related to losing jobs, losing friends, be-
ing rejected by the family members, and being
denied good health care, which are very im-
portant factors in the Iranian society.

Procedures

Patients themselves filled out question-
naires; however, the interviewer remained
close to the patients to answer questions and
receive the returned questionnaires face-to-
face. For participants that could not read
questionnaires questions, the interviewer com-
pleted their questionnaires. The duration of
each data collection session was approximately
20-30 min. The stigma scale was developed
using a 4-point Likert type scale ranging from
1 to 4 and evaluating thoughts and feelings of
being stigmatized or put in hazardous because
of the illness. The response choices were 1=
not at all, 2= rarely, 3= sometimes, and 4=
often.

Socio-demographic charactetistics

During the interview, participants an-
swered questions related to demographic
characteristics, including age, gender, educa-
tion, marital status, number of children, em-
ployment, income, residence status, history
of imprisonment, history of addiction, age of
injecting drug use, language, insurance cov-
erage, date of diagnosis, ART, starting date
of ART, history of other diseases, rout of
infection, and the type of the patient’s status
(HIV versus AIDS) based on the count of
CD4 cells™.

The scale development process:
Translation and back-transiation

To develop this part, two self-governing
official translators translated the instrument
from English to Persian; then, one re-
searcher who mastered both languages re-
vised the final version. Another official
translator translated the instrument into
English. Finally, it was forwarded to the au-
thors who approved the new version.
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Content validity

Content validity was analyzed to deter-
mine the extent to which an instrument re-
flects a particular content domain of what is
being measured. Based on the responses
given to each item, content validity index
(CVI) and content validity ratio (CVR) were
computed using the fourth item. Nine ex-
perts participated in this part. Experts’ panel
confirmed the values of higher than 0.75
(for CVI) and 0.78 (for CVR)” .

Reliability

Reliability is a fundamental property every
measuring instrument should have. Addition-
ally, it enables the researchers to conduct an
error-free investigation with an instrument.
The property proves the research is replica-
ble™”.

One may say that reliability is a measure of
the error an instrument can generate when it is
unsteady and applied on different occasions.
To determine the instrument’s internal con-
sistency, Cronbach’s alpha was determined
and the corrected item-total correlation was
also assessed. These two psychometric param-
eters point toward the conceptual adaptation
of the scale items. Cronbach’s Alpha is the
most regular method used to measure internal
consistency. The Range of 0.7 to 0.9 (70% to
90%) was considered as an expected appropri-
ate level for this coefficient”.

The constancy of the scale overtime (or
test-retest reliability) was assessed in a sample
of 30 PLWHA after a period of 2-4 weeks by
intra-class  correlation  coefficient (ICC).
ICCs=0. 4 was considered poor to fair, 0.41—
0.60 moderate, 0.61-0.80 fine, and >0.80 ex-
cellent”.

Ethical considerations

Approval for the study was obtained from
the ethics committees of Tehran University of
Medical Science and those of the clinics where
data were collected. Participants received guar-
antees of anonymity and the possibility of
abandonment from the study when they
signed the informed consent.

Data analysis

Summarize of data was performed by mean
(SD) and frequency (%) for quantitative and
qualitative variables, respectively. To settle on
existing correlations between the stigma in-
strument items and whether they had a basic
structure called stigma, besides the analysis of
whether the general factors or main compo-
nents could explain the groups or dimensions
that comprise the instrument, Exploratory
Factor Analysis (EFA) was used through the
main components method and Direct Obli-
min rotation, with a view for further data in-
terpretation. Factorial loadings of > 0.35
were accepted. If an item was loaded in two or
more factors, it was placed in the factor with
the highest factorial loading, i.e. closer to 1 or -
1, and with a mathematical difference of mote
than 0.01 in the factorial loading when com-
pared with other factors. We used Bartlett's
Test of Sphericity to determine whether the
factor analysis appropriated the data or not. At
first, the analysis was developed without re-
straint and resulted in three main factors:
Blaming and Distancing, Discrimination, and
Fear. In order to assess how well the EFA-
extracted model fitted the observed data, we
conducted a Confirmatory Factor Analysis
(CFA). The technique of estimation was a ro-
bust maximum likelthood. The asymptomatic
covariance matrix was considered as a
weighted matrix. Input matrix was the covari-
ance matrix of data. On top form indices and
rational values of these indices for CFA were
considered as Chi-squared/df< 5, Root Mean
Square Error of Approximation (RMSEA) <
0.08, and also Comparative Fit Index (CFI),
Goodness of Fit Index (GFI), and Adjusted
Goodness of Fit Index (AGFI) > 0.9”. We
used SPSS 13 (SPSS Inc. IL, Chicago, USA)
and LISREL 8.80 (Scientific Software Inter-
national Inc, 2007) for statistical analysis. P-
values of fewer than 0.05 were considered as
significant.

Results
Socio-demographic charactetistics

Overall, 200 PLWHA, including 154 (77%)
men and 46 (23%) women, participated in this
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study. The median age of the patients was 35
and ranged from 18 to 60 years. Most partici-
pants were educated at the high school level
(from 10 to 12 years of education); while 5
(2.5%) participants reported no formal educa-
tion and 41 (20.5%) had received college edu-
cation. Tablel illustrates the socio-demo-
graphic characteristics of the participants. Of
all participants, 80 (40%) had no history of
suffering from other diseases, while 26 (13%)
had Tuberculosis, 18 (9%) had hepatitis B, 87
(43.5%) had hepatitis C, and 10 (5%) had
Gonorrhea; some of the participants had more
than one history of diseases (120 individuals
equal to 60%).

Content Validity

To validate the instrument, a panel of nine
experts who set free lectures and conduct re-
search at Iranian universities, including three
specialists in infectious disease, two epidemi-
ologists, three psychologists, and a PhD of
health education, collaborated with us. This
phase of the study was in both qualitative and
quantitative manners. Earlier than this phase,
based on recommendations of three experts,
we added three questions to the original in-
strument for the cultural adaptation purposes.
In the qualitative evaluation, a questionnaire
involving questions in general sections was
administrated for each expert panel. In the
first section, questions were asked about rele-
vancy and clarity. After that, the necessity of
each item was assessed based on a four-point
scale response to each question. The content
validity of the HASI was approved based on
both qualitative (comments from panel re-
viewers) and quantitative results (the level of
agreement among expert board members, i.e.
CVI values >0.75 and CVR values >0.78).

Reliability

To assess the internal consistency of the
HIV/AIDS  Stigma-Related  Instrument
(HASI), Cronbach’s alpha was calculated for
all 16 items in 30 PLWHA who participated in
the pilot study. The reliability coefficient for
the overall scale was 0.89. Reliability coeffi-
cients were also calculated for the three sub-
scales. The coefficients for the three subscales
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were as follows: distancing and blaming (8
items, «=0.87); discrimination (5 items,
«=0.83); and fear (3 items, «=0.82). Test—re-
test reliability (assessed by ICC) was also ac-
ceptable ICC = 0.88).

Explanatory Factor analysis

The Explanatory Factor Analysis (EFA)
was conducted using data from the 200
PLWHA. Test of the rotated factor loadings
showed cross-loading and indistinctness for a
three-factor solution. Based on the analysis of
the Scree Plot, it was determined that a three-
factor solution was optimal for distinctive the
underlying factors. These three factors ac-
counted for 60.05% of the variance. The three
factors consisted of the distancing and blam-
ing factor (variance explained= 51.2), the dis-
crimination factor (variance explained = 3.61),
and the fear factor (variance explained= 5.19).
The Kaiser-Meyer-Olkin (KMO) measure of
sampling sufficiency was applied, resulting in a
value of 0.915. This indicates that the variables
measure common factors when the index
value is upper than 0.6. Bartlett’s Test of Sphe-
ricity was also significant with y (120) =
1838.2, P<0.001, and significance (P 0.000;
406 ¢gl; Chi 2702.03). This permits the statisti-
cal definition that, in this case, the correlation
matrix is not an identity matrix and, that's why,
factor analysis can be developed.

Table 2 presents the factor loadings for
the 16 items from the HIV Stigma Scale.
The EFA loadings for the three subscales
were identified as: (1) blaming and distanc-
ing factor including items 1, 2, 3, 5, 6, 7, 9,
and 12; (2) discrimination factor including
items 10, 13, 14, 15, and 16; and (3) fear
factor including items 8, 4, and 11. Each of
the subscales contains four items for a score
ranging from 4 to 16. As for the factor
loading per item, the arrangement of the
first factor, called blaming and distancing,
consisted of six items, which included ques-
tions related to people being uncomfortable
with the respondent, avoiding their respond-
ent because of their illness, being rejected by
the family, avoiding receiving treatment,
being blamed by others for their illness, and
being accused of having immorality. Ques-
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tion one (avoiding receiving treatment be-
cause someone might find out about his or
her illness) suggested that the respondent
had initiated distancing, similar to the origi-
nal instrument”. The alpha for this factor

was 0.806.The second factor, called dis-
crimination, consisted of five items. How-
ever, it was observed that one of the ques-
tions (Q10), which is close to the factor of
discrimination, is presented in this part.

Tablel: Characteristics of the study population (N=200)

Characteristics Summary statistics
Age (yr) Mean (SD) 35.45 (8.49), Range: 18-60,n=200
Gender 76.5% (n=153)Male, 23.5%
(n=47)Female
Education level No formal education 2.5% (n=5)
Primary 10.0% (n=20)
Secondary 26.5% (n=53)
Senior high school 40.5% (n=81)
College or academic 20.5% (n=41)
Marital status Married 33.5% (n=067)
Single 53.5% (n=107)
Widowed 3.0% (n=0)
Divorced 10.0% (n=20)
Occupation 51.5% (n=103) Employed, 48.5 (n=97)
Unemployed
Income (Rial) <20000000 48.0% (n=96)
20000000-80000000 18.0% (n=30)
>80000000 32.5% (n=065)
No answer 1.5% (n=3)
Residency Urbane 87.5% (n=175)
Suburb 10.5% (n=21)
Rural 2.0% (n=4)
History of imprisonment 45.5% (n=91) yes, 54.5% (n=108) no
History of addiction 50.5% (n=101) yes, 49.5% (n=99) no
Speaking language 74.5% Persian, 15 % Turkey, 10.5% Oth-
ers
Insurance coverage 65.5% (n=131) yes, 34.5%(n=069) yes
Diagnosis Date Before 2001 11.0% (n=22)
Between 2001-2006 26.0% (n=52)
After 2006 63.0% (n=1206)
Suffer from via IVDU 41.0 %(n=82)
Sex 42.0%(n==84)
Received blood 12.5% (n=25)
Others 4.0% (n=8)
Don’t know 0.5% (n=1)
ARV medication 67.0% (n=134)
Start ART(Date) Before 2001 3.0% (n=0)
Between 2001 to 2011 51.0% (n=102)
After 2011 15.5% (n=31)
CD4 cell count/mm3 < 300 31%(n=063)
300-500 50.5%(n=101)
>500 18% (n=306)

AIDS diagnosis

31.0% (n=63) yes
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Fig. 1: Path diagram revealing the standardized
parameters relating items to the relevant factor.
Complicit: complication of stigma factor; dis-
tancing and blaming, fear and discrimination
follow-up factor; effect of stigma factor. All pa-
rameters were statistically significant and all of
the three factors were correlated significantly (all
P< 0.05). Factors names are blaming and dis-
tancing (Factor 1), discrimination (Factor 2), and
fear (Factor 3)

This factor included questions related to
discrimination between them and other pa-
tients, obligation to change their residence
because of their illness, people would hurt
their family if they learned about their ill-
ness, people would fear if they were in-
formed about my illness, and people would
behave cautiously if they were aware of my
illness. The alpha for this factor was 0.880.

The third factor, called fear, comprised
three items, which included questions related
to fearing the loss friends, if health care
workers are aware of their disease they can-
not receive good quality service and the
thought that their illness is a punishment for
things they have done in the past. This fac-
tor is different from the original scale and
had an Alpha coefficient of 0.705.
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Confirmatory Factor Analyses(CFA)

The results of the CFA for three-factor
models indicated a satisfactory fit of the pro-
posed model (X?/ df = 2.516< 5, RMSR =
0.076, RMSEA (90% CI) = .087 (.074; .101),
CFI = 0.86, PGFI = 0.61, and AGFI =
0.81). Moreover, all parameters relating the
items to the factors and all correlations ex-
isting among the three factors (Fig. 1) were
statistically significant (P< 0.05).

Discussion

Crucial operators of HIV/AIDS-related
stigmatization and discrimination at all levels
considered as structural and institutional
facets of stigma, from the person, family,
and social levels to occupation and health
services access””’. Scales are needed to
quantitatively measure the distribution and
predictors of HIV/AIDS-related stigma,
thus providing a means to inform and evalu-
ate stigma interventions'’. The research that
explores stigma and HIV/AIDS to date has
suggested numerous negative psychological,
interpersonal, and societal consequences.
Green and Platt suggested HIV stigma may
be enacted or felt. Enacted stigma refers to
individually or collectively applied sanctions,
such as discrimination or prejudice”. Felt
stigma, on the other hand, is related to the
feeling of shame, guilt, and the cruel fear of
enacted stigma. This conceptualization of
HIV stigma suggests the existence of various
components that may manifest differently
from individual to individual. Thus, using a
measure that only consists of one or two
items but attempts to identify the multidi-
mensional constructs of stigma, will likely
fall short of the desired goal®. In this study,
we used both types of stigma, i.e. enacted
and felt stigma (enacted stigma as a dis-
crimination and felt stigma as blaming, dis-
tancing, and fear). Moreover, it will become
more and more important to examine this
significant psychosocial phenomenon among
PLWHA to find out the types and levels of
stigma among different subpopulations.
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Table 2: EFA Pattern Matrix Loadings for 16 HIV Stigma Scale Items

Items Questions
Factor 1 Factor 2 Factor3
Q2 I thought I thought other people will be uncomfortable with me. 811 -.600 447
Q1 I thought because do not want someone to found out about my illness, I~ .780 -.624 437

avoid treatment.

Q9 I thought, if anyone found out about my illness they will accuse me of .767 -.755 .559
being a moral corruption.

Q5  Iworried, if my family found out about my condition, they will reject me. . 766 -.547 .570
Q12 I wortied that I might lose my job if someone found out about my illness. . 760 -.738 .584

Qo6 I felt blamed by others for my illness. .686 -.486 .670
Q7 I felt ashamed of my illness. .679 -.589 .675
Q3 I felt people avoid me because of my illness. .646 -397 343
Q10 I thought health care personnel discriminate between me and other pa- .630 -615 609
tients.
Q13 I felt obliged to change my residence because of my illness. 523 -853 391
Q14 I concerned that people would hurt my family if they learned about my .611 =812 560
illness.
Q15 I thought, if someone found out about my illness would be afraid of me. 532 -804 395
Q16 People who are aware of my illness, they cautiously treat with me. .653 -778 447
Q8 I felt I wouldn’t get as good health care if people knew about my illness. 429 -.368 .686
Q4 I feared I would lose my friends if they learned about my illness. .636 -.656 .662
Q11 I thought my illness was a punishment for things I’'ve done in the past. 319 -313 .643

EFA using PAF extraction method and Direct Oblimin rotation with Kaser normalization /Bold numbers indicate
the items related to the corresponding factor//Factor 1 (blaming and distancing), Factor2 (discrimination), Factor3

(fear)

In order to examine the internal reliability
and construct validity of the Internalized
HIV/AIDS-Related Stigma Scale (HASI),
our analyses included PLWHA data from
the two Iranian clinics.

The HASI developed in this research
demonstrated vigorous evidence for its relia-
bility as well as indicators for its validity. The
HASI has a benefit of being a moderately
brief multi-item scale that may be used in
the district - and clinic-based research. Nev-
ertheless, the scale’s briefness probably
makes it appear as a one-dimensional scal-
ing, while HIV/AIDS stigma is normally
considered to be a multi-dimensional con-

struct”' ! 7.

Content validity
Content validity of our instrument (i.e.

HASI) was accepted based on both qualita-
tive (comments from panel reviewers) and

quantitative results (the level of agreement
among specialist group members, i.e. CVR
values >0.78 and CVI values >0.75). In the
original study in which the measure was de-
veloped, the list of the items was reviewed
by nine experts with HIV/AIDS back-
ground. The original instrument did not use
either CVR for the essentiality of the items
or CVI for simplicity, relativity, and clarity
of the subscales”. Neither did another study
by Emlet” use these methods in their study.
In spite of these limitations for comparison,
since we added many questions to the origi-
nal instrument for cultural adaptation pur-
poses, we had to use CVI and CVR for as-
sessing its content validity.

Reliability

We modeled our reliability analyses ac-
cording to those performed in a similar
study conducted by Emlet”. In general, our
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analyses confirmed that the internalized
HIV/AIDS-related stigma scale is unidirec-
tional, that the scale items have a high inter-
nal consistency, and that the scale can be
appropriately interpreted as measuring the
construct of internalized stigma. A con-
sistent quantification of HIV/AIDS stigma
is of supreme importance in ensuring the
human rights of PLWHA along with the ef-
fectiveness of HIV prevention and treat-
ment programs.

Standardized sets of stigma measures or
indicators that can develop inequalities in
community, political, and economic powers
are the foundation on which stigmatization
is promulgated™.

The findings of our study suggest that the
internalized HIV/AIDS-related stigma scale
may be a valuable instrument for social-be-
havioral HIV research”.

Explanatory Factor Analysis

The EFA recognized three subscales that
can be used to differentiate between various
manifestations of HIV stigma. These find-
ings reinforce the work of Emlet” and
Green and Platt”, who viewed HIV stigma
as multi-dimensional. Although these re-
searchers recommended that stigma can be
either felt or enacted, the subscale develop-
ment undertaken here suggests that the con-
cept of felt stigma can, in fact, be expanded
to include feelings of blame and distancing™.
This phenomenon was observed in our
study and, therefore, we named one of the
factors as blame and distancing with 8 items.
However, in EFA, our subscales were differ-
ent from the original instrument. The con-
cept of blaming is consistent with finding of
Saenini who noted that three-quarters of the
respondents blamed themselves for their
own HIV infection”. One question of dis-
crimination factor is about the avoidance of
providing health care services for PLWHA.
This item was shown in the study of Ra-
hamti et al in an Iranian health care setting
against PLWHA", which was essentially be-
cause of fear of stigma, nervousness, disap-
pointment, depression, stress, and lower per-
ceived quality of life is among the problems
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patients encounter later than their HIV diag-
nosis”?. We named another factor as fear in
which three items pertaining to the feelings
of PLWHA existed, including fear of losing
their friends, fear of not receiving good
quality of health care if people knew about
their illness, and the thought that this disease
is a punishment for them.

The psychometric evaluation of the
HASI supportts the validity and reliability of
this instrument in Iranian population to
evaluate HIV/AIDS-related stigma. Conse-
quently, it can be concluded that the re-
sponses to the research questions were all
positive:

1. The content validity of HASI was con-
firmed.

2. The HASI was internally consistent
and has stability over time.

3. The factor model for HASI confirmed
its construct validity.

In Iran, a majority of the studies have
been conducted to find out stigma in
PLWHA and providing health care ser-
vices'” * *. We did not find any studies that
had localized the stigma questionnaire in
conjunction with cultural adaptation in Iran.
The shortened questionnaire showed good
internal consistency and validity, suggesting
that a 16-item measure of stigma is promis-
ing for assessing this main construct in
PLWHA, resemble to the study of Emlet”.
In our study, most of the participants re-
ported felt stigma in facet of society and
family, which has also been observed in
other studies with different methods in
Iran79, 48- 49.

The HIV/AIDS-related stigma scale has
the benefit of being a relatively brief multi-
item scale that may be used in community
and clinic-based research. However, the
scale’s brevity likely makes it appear as a
one-dimensional scale, whereas HIV/AIDS
stigma is typically thought to be a multi-di-
mensional construct””. Future research may
explore longer versions of the stigma scale
that may have meaningful subscales. There
were extra limitations of our preliminary
scale development studies, like use sample
without random process, which can be
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considered a weakness with respect to the
generalization of the gained research results.
For this reason, its generalizability to Iranian
PLWHA is limited. The findings presented
here make available a primary investigation
of the development of subscales for the 16-
item HIV Stigma Scale. Further research is
needed to examine how the items may fit
together. The administration of this instru-
ment and its subscales to bigger and more
generalizable populations may also serve to
improve our understanding of HIV stigma.
In future, study with a different sample to
assess the CFA is recommended.

Conclusion

This article reports the development and
validation of a new measure of stigma, i.e.
HIV/AIDS Stigma Instrument PLWA
(HASI-P), providing evidence that supports
its adequate content and construct validity,
its modest coexisting validity, and its ac-
ceptable internal consistency for each of the
three subscales and for the total score.

Acknowledgements

We gratefully acknowledge all of the peo-
ple living with HIV who volunteered to par-
ticipate in our study. We are also grateful to
Drs. Ali Akbar Haghdoost, EhsanMostafavi,
GholamrezaGahramani, BehnamFarhoodi,
ArashMohagheghi, Reza Yousefi,
Mohammad Hossein Hamedi, Saleh Faryadi,
and Fatemeh Rahmati for their fruitful rec-
ommendations. This work was supported by
Iran University of Medical Science (grant
number 91-04-27-20384). The authors de-
clare that there is no conflict of interest.

References

1. Garumma T F, Lakew A, Eshetu G,
Mirkuzie W. Stigma and discrimination
against people living with HIV by health care
providers, Southwest Ethiopia. BMC Public
Health 2012; 12:522.

2. Parker R, Aggleton P. HIV and AIDS-related
stigma and discrimination: A conceptual

10.

11.

12.

framework and implications for action. SoaSei
Med 2003; 57(1):13-24.

Joint  United Nations Program  on
HIV/AIDS (UNAIDS). UNAIDS Report on
the global AIDS  epidemic (2012). Available

from:

http:/ /www.unaids.otg/en/media/unaids/c
ontentassets/documents/epidemiology/
UNAIDS_Global_Report_2012_with_an-
nexes_en.

Aggleton P, Parker RG (2002). World AIDS
Campaign 2002-2003: A conceptual frame-
wotk and basis for action: HIV/AIDS
Stigma and Discrimination. Joint United Na-
tions Program on HI1// AIDS (UNAIDS).
Medley A, Garcia-Moreno C, McGill S,
Maman S. Rates, barriers and outcomes of
HIV sero-status disclosure among women in
developing countries: Implications for pre-
vention of mother-to-child transmission pro-
grammes. Bull World Health Organ 2004; 82(4):
299-307.

Bond V, Chase E, Aggleton P. Stigma,
HIV/AIDS and prevention of mother-to-
child transmission in Zambia. Eval Program
Plann 2002; 25(4):347-56.

Campbell C, Foulis CA, Maimane S, Sibiya
Z. I have an evil child at my house: Stigma
and HIV/AIDS management in a South Af-
fican community. Aw | Public Health 2005;
95(5):808-15.

Visser MJ, Kershaw T, Makin JD, Forsyth
BW. Development of parallel scales to
measure HIV-related stigma. AIDS Bebay
2008; 12(5):759-71.

Lynne Dufty. Suffering, shame, and silence:
The stigma of HIV/AIDS. JANAC 2005;
16(1): 13-20.

Zelaya CE, Sivaram S, Johnson SC,
Stikrishnan AK, Solomon S, Celentano DD.
HIV/AIDS Stigma: reliability and validity of
a new measurement instrument in Chennai,
India. AIDS Behav 2008; 12(5):781-8.

Simbayi LC, Kalichman S, Strebel A, Cloete
A, Henda N, Mgqeketo A. Internalized
stigma, discrimination, and depression
among men and women living with
HIV/AIDS in Cape Town, South Affica.
SocSei Med 2007; 64(9):1823-31.

Katz IT, EssienT, Marinda ET, Gray GE,
BangsbergDR, Martinson NA, et alAn-
tiretroviral refusal among newly diagnosed
HIV-Infected Adults in Soweto, South Af-
tica. AIDS 2011; 25(17): 2177-81.

203


http://www.nursesinaidscarejournal.org/article/S1055-3290(04)00003-2/abstract�
http://www.ncbi.nlm.nih.gov/pubmed?term=Zelaya%20CE%5BAuthor%5D&cauthor=true&cauthor_uid=18030613�
http://www.ncbi.nlm.nih.gov/pubmed?term=Zelaya%20CE%5BAuthor%5D&cauthor=true&cauthor_uid=18030613�
http://www.ncbi.nlm.nih.gov/pubmed?term=Sivaram%20S%5BAuthor%5D&cauthor=true&cauthor_uid=18030613�
http://www.ncbi.nlm.nih.gov/pubmed?term=Sivaram%20S%5BAuthor%5D&cauthor=true&cauthor_uid=18030613�
http://www.ncbi.nlm.nih.gov/pubmed?term=Sivaram%20S%5BAuthor%5D&cauthor=true&cauthor_uid=18030613�
http://www.ncbi.nlm.nih.gov/pubmed?term=Johnson%20SC%5BAuthor%5D&cauthor=true&cauthor_uid=18030613�
http://www.ncbi.nlm.nih.gov/pubmed?term=Srikrishnan%20AK%5BAuthor%5D&cauthor=true&cauthor_uid=18030613�
http://www.ncbi.nlm.nih.gov/pubmed?term=Srikrishnan%20AK%5BAuthor%5D&cauthor=true&cauthor_uid=18030613�
http://www.ncbi.nlm.nih.gov/pubmed?term=Solomon%20S%5BAuthor%5D&cauthor=true&cauthor_uid=18030613�
http://www.ncbi.nlm.nih.gov/pubmed?term=Celentano%20DD%5BAuthor%5D&cauthor=true&cauthor_uid=18030613�
http://www.ncbi.nlm.nih.gov/pubmed?term=Celentano%20DD%5BAuthor%5D&cauthor=true&cauthor_uid=18030613�
http://www.ncbi.nlm.nih.gov/pubmed?term=Celentano%20DD%5BAuthor%5D&cauthor=true&cauthor_uid=18030613�
http://portal.revistas.bvs.br/transf.php?xsl=xsl/titles.xsl&xml=http://catserver.bireme.br/cgi-bin/wxis1660.exe/?IsisScript=../cgi-bin/catrevistas/catrevistas.xis%7Cdatabase_name=TITLES%7Clist_type=title%7Ccat_name=ALL%7Cfrom=1%7Ccount=50&lang=pt&comefrom=home&home=false&task=show_magazines&request_made_adv_search=false&lang=pt&show_adv_search=false&help_file=/help_pt.htm&connector=ET&search_exp=AIDS%20Behav�
http://www.ncbi.nlm.nih.gov/pubmed?term=Simbayi%20LC%5BAuthor%5D&cauthor=true&cauthor_uid=17337318�
http://www.ncbi.nlm.nih.gov/pubmed?term=Simbayi%20LC%5BAuthor%5D&cauthor=true&cauthor_uid=17337318�
http://www.ncbi.nlm.nih.gov/pubmed?term=Kalichman%20S%5BAuthor%5D&cauthor=true&cauthor_uid=17337318�
http://www.ncbi.nlm.nih.gov/pubmed?term=Kalichman%20S%5BAuthor%5D&cauthor=true&cauthor_uid=17337318�
http://www.ncbi.nlm.nih.gov/pubmed?term=Kalichman%20S%5BAuthor%5D&cauthor=true&cauthor_uid=17337318�
http://www.ncbi.nlm.nih.gov/pubmed?term=Strebel%20A%5BAuthor%5D&cauthor=true&cauthor_uid=17337318�
http://www.ncbi.nlm.nih.gov/pubmed?term=Strebel%20A%5BAuthor%5D&cauthor=true&cauthor_uid=17337318�
http://www.ncbi.nlm.nih.gov/pubmed?term=Strebel%20A%5BAuthor%5D&cauthor=true&cauthor_uid=17337318�
http://www.ncbi.nlm.nih.gov/pubmed?term=Cloete%20A%5BAuthor%5D&cauthor=true&cauthor_uid=17337318�
http://www.ncbi.nlm.nih.gov/pubmed?term=Cloete%20A%5BAuthor%5D&cauthor=true&cauthor_uid=17337318�
http://www.ncbi.nlm.nih.gov/pubmed?term=Cloete%20A%5BAuthor%5D&cauthor=true&cauthor_uid=17337318�
http://www.ncbi.nlm.nih.gov/pubmed?term=Cloete%20A%5BAuthor%5D&cauthor=true&cauthor_uid=17337318�
http://www.ncbi.nlm.nih.gov/pubmed?term=Henda%20N%5BAuthor%5D&cauthor=true&cauthor_uid=17337318�
http://www.ncbi.nlm.nih.gov/pubmed?term=Henda%20N%5BAuthor%5D&cauthor=true&cauthor_uid=17337318�
http://www.ncbi.nlm.nih.gov/pubmed?term=Henda%20N%5BAuthor%5D&cauthor=true&cauthor_uid=17337318�
http://www.ncbi.nlm.nih.gov/pubmed?term=Mqeketo%20A%5BAuthor%5D&cauthor=true&cauthor_uid=17337318�
http://www.ncbi.nlm.nih.gov/pubmed?term=Mqeketo%20A%5BAuthor%5D&cauthor=true&cauthor_uid=17337318�
http://www.ncbi.nlm.nih.gov/pubmed?term=Mqeketo%20A%5BAuthor%5D&cauthor=true&cauthor_uid=17337318�
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=search&db=PubMed&term=%20Katz%20IT%5Bauth%5D�
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=search&db=PubMed&term=%20Essien%20T%5Bauth%5D�
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=search&db=PubMed&term=%20Marinda%20ET%5Bauth%5D�
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=search&db=PubMed&term=%20Gray%20GE%5Bauth%5D�
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=search&db=PubMed&term=%20Bangsberg%20DR%5Bauth%5D�
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=search&db=PubMed&term=%20Martinson%20NA%5Bauth%5D�
http://www.ncbi.nlm.nih.gov/entrez/eutils/elink.fcgi?dbfrom=pubmed&retmode=ref&cmd=prlinks&id=21832935�

Health Promotion Perspectives, Vol. 3, No. 2, 2013; P: 194-205

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

204

Earnshaw VA, Chaudoir SR. From
conceptualizing to measuring HIV stigma: A
review of HIV stigma mechanism measures.
AIDS Behav 2009; 13(6): 1160-77.

Brown L, Macintyre K, Trujillo L. Interven-
tions to reduce HIV/AIDS stigma: What
have we learned? AIDS Educ Prev 2003;
15(1):49-69.

Joulaei H, Motazedian N. Primary Health
Care Strategic Key to Control HIV/AIDS in
Iran. Iranian | Publ Health 2013; 42(5): 540-41.

Mojtahedzadeh V, Razani N, Malekinejad M,
Vazitian M, Shoaee S, SabetriZafarghandi
MB, et al. Injection drug use in rural Iran:
integrating HIV prevention into Iran’s rural
primary health care system. AIDS Bebav
2008; 12(4): 7-12.

Alavi S M, Moradzadegan H, Khoshkhoy
MM. Seroprevalence of HIV in Newly De-
tected Pulmonary Tuberculosis Patients in
Khuzestan, Iran: Should HIV testing be in-
cluded in National Tuberculosis Program in
this Region? Jundishapur | Microbiol. 2013; 6(2):
193-6.

Anonymous.  National ~ AIDS — Committee
Secretariat, Ministry of Health and Medical Educa-
tion of the Lslamic Republic of Iran. Islamic Re-
public of Iran Country Report on Monitor-
ing of the United Nations General Assembly
Special Session on HIV and AIDS. Mar,
2012. Available from:

http:/ /www.unaids.otg/en/dataanalysis /kno
wyoutreponse/countryprogtressteports /2012

countries.

Rahmati-Najarkolaei  F,  Niknami S,
Aminshokravi F, Bazargan M, Ahmadi F,
Hadjizadeh E, et al. Experiences of stigma in
healthcare settings among adults living with
HIV in the Islamic Republic of Iran. | Int
AIDS Soc 2010, 13: 27.

Sowell R, Lowenstein A, Moneyham L,
Demi A, Mizuno Y, Seals BF. Resources,
stigma and patterns of disclosure in rural
women with HIV infection. Public Health
Nurs 1997; 14(5): 302-12.

Herek GM, Glunt EK. An epidemic of
stigma: Public reactions to AIDS. .Anz Psycho!
1988; 43(11): 886-91.

Armstrong F. International Nurses Day
2003: Fighting the stigma of HIV/AIDS.
AwstNanrs | 2003; 10(10): 22-5.

Berger BE, Ferrans CE, Lashley FR. Measur-
ing stigma in people with HIV: Psychometric
assessment of the HIV Stigma Scale. Res
Nurs Health 2001; 24(6): 518-29.

24.

25.

26.

217.

28.

29.

30.

31

32.

33.

34.

35.

Carr RL, Gramling LF. Stigma: A health bar-
ter for women with HIV/AIDS. | Assoc
Nurses AIDS Care 2004; 15(5):30-9.

Castro A, Farmer P. Understanding and ad-
dressing AIDS-related stigma: From anthro-
pological theory to clinical practice in Haiti.
Am | Public Health 2005; 95(1):53-9.

Emlet CA. Measuring stigma in older and
younger adults with HIV/AIDS: An analysis
of an HIV Stigma Scale and initial explora-
tion of subscales. RSP 2005; 15(4): 291-
300.

Swendeman D, Rotheram-Borus M]J,
Comulada S, Weiss R, Ramos ME. Predic-
tors of HIV-related stigma among young
people living with HIV. Health Psycho/ 2000,
25(4): 501-09.

Diaz Heredia LP, Mufioz Sinchez Al, de
Vargas D. Reliability and validity of spiritual-
ity questionnaire by Persian and Dunning in
the Spanish version. Rev Lat Awm
Enfermageni2012; 20(3):559-66.

SeyedAlinaghi SA, Paydary K, Kazerooni
PA, Hosseini M, Sedaghat A, Fard SE, et al.
Evaluation Stigma Index among people liv-
ing with HIV/AIDS (PLWHA)in six cities in
IRAN. Thrita 2013; 2(2): 69-75.

Boomsma A, Hoogland JJ (2001). The
robustness of LISREL modeling revisited.
In: Cudeck R, Du Toit S, Sortbom D, Ed.
Structural equation modeling: present and
future. A festschrift in honor of Karl
Joreskog. Chicago: Scientific Software Inter-
national; p. 139-68.

Moneyham L, Seals B, Demi A, Sowell R,
Cohen L, Guilloty . Experiences of disclo-
sure in women infected with HIV. Health
Care Women Inf1996; 17(3):209-21.

CDC. (1993) Revised classification system
for HIV infection and expanded surveillance
case definition for AIDS among adolescents
and adults. MMIWR 1992; 41(No. RR-17):4-
19.

Waltz CF, Strickland OL, Lenz ER (1991).
Measurement in nursing research, 2nd ed.,
Philadelphia: Davis.

Gergeker GO, Yilmaz HB. Reliability and va-
lidity of Turkish versions of the child, parent
and staff cancer fatigue scales. Asian Pac |
Caneer Prev 2012; 13(7):3135-41.
Gonzalez-Ortega Y. Instrument Care Profes-
sional behavior: Validity and reliability. .Agu-
chan 2008; 8(2):170-82.


http://link.springer.com/search?facet-author=%22Valerie+A.+Earnshaw%22�
http://link.springer.com/search?facet-author=%22Stephenie+R.+Chaudoir%22�
http://www.ncbi.nlm.nih.gov/pubmed?term=Brown%20L%5BAuthor%5D&cauthor=true&cauthor_uid=12627743�
http://www.ncbi.nlm.nih.gov/pubmed?term=Macintyre%20K%5BAuthor%5D&cauthor=true&cauthor_uid=12627743�
http://www.ncbi.nlm.nih.gov/pubmed?term=Trujillo%20L%5BAuthor%5D&cauthor=true&cauthor_uid=12627743�
http://www.ncbi.nlm.nih.gov/pubmed/12627743�
http://www.ncbi.nlm.nih.gov/pubmed/?term=JOULAEI%20H%5Bauth%5D�
http://www.ncbi.nlm.nih.gov/pubmed/?term=MOTAZEDIAN%20N%5Bauth%5D�
http://www.ncbi.nlm.nih.gov/pubmed?term=Saberi%20Zafarghandi%20MB%5BAuthor%5D&cauthor=true&cauthor_uid=18521737�
http://www.ncbi.nlm.nih.gov/pubmed?term=Saberi%20Zafarghandi%20MB%5BAuthor%5D&cauthor=true&cauthor_uid=18521737�
http://www.ncbi.nlm.nih.gov/pubmed?term=Saberi%20Zafarghandi%20MB%5BAuthor%5D&cauthor=true&cauthor_uid=18521737�
http://jjmicrobiol.com/?page=search&article_author_fname=Seyed%20Mohammad&article_author_mname=&article_author_lname=%20Alavi&do_search=1&type=authors�
http://jjmicrobiol.com/?page=search&article_author_fname=Hamid&article_author_mname=&article_author_lname=Moradzadegan&do_search=1&type=authors�
http://jjmicrobiol.com/?page=search&article_author_fname=Mohammad%20Mehdi&article_author_mname=&article_author_lname=Khoshkhoy&do_search=1&type=authors�
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=search&db=PubMed&term=%20Rahmati-Najarkolaei%20F%5Bauth%5D�
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=search&db=PubMed&term=%20Niknami%20S%5Bauth%5D�
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=search&db=PubMed&term=%20Aminshokravi%20F%5Bauth%5D�
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=search&db=PubMed&term=%20Bazargan%20M%5Bauth%5D�
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=search&db=PubMed&term=%20Ahmadi%20F%5Bauth%5D�
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=search&db=PubMed&term=%20Hadjizadeh%20E%5Bauth%5D�
http://www.ncbi.nlm.nih.gov/pubmed/15623859�
http://www.ncbi.nlm.nih.gov/pubmed/?term=Rotheram-Borus%20MJ%5Bauth%5D�
http://www.ncbi.nlm.nih.gov/pubmed/?term=Comulada%20S%5Bauth%5D�
http://www.ncbi.nlm.nih.gov/pubmed/?term=Weiss%20R%5Bauth%5D�
http://www.ncbi.nlm.nih.gov/pubmed/?term=Ramos%20ME%5Bauth%5D�
http://thritajournal.com/?page=search&article_author_fname=Sahra&article_author_mname=&article_author_lname=Emamzadeh-Fard&do_search=1&type=authors�
http://www.tandfonline.com/action/doSearch?action=runSearch&type=advanced&result=true&prevSearch=%2Bauthorsfield%3A(Moneyham%2C+Linda)�
http://www.tandfonline.com/action/doSearch?action=runSearch&type=advanced&result=true&prevSearch=%2Bauthorsfield%3A(Demi%2C+Alice)�
http://www.tandfonline.com/action/doSearch?action=runSearch&type=advanced&result=true&prevSearch=%2Bauthorsfield%3A(Demi%2C+Alice)�
http://www.tandfonline.com/action/doSearch?action=runSearch&type=advanced&result=true&prevSearch=%2Bauthorsfield%3A(Demi%2C+Alice)�
http://www.tandfonline.com/action/doSearch?action=runSearch&type=advanced&result=true&prevSearch=%2Bauthorsfield%3A(Cohen%2C+Leland)�
http://www.tandfonline.com/action/doSearch?action=runSearch&type=advanced&result=true&prevSearch=%2Bauthorsfield%3A(Cohen%2C+Leland)�
http://www.ncbi.nlm.nih.gov/pubmed?term=Ger%C3%A7eker%20G%C3%96%5BAuthor%5D&cauthor=true&cauthor_uid=22994723�
http://www.ncbi.nlm.nih.gov/pubmed?term=Yilmaz%20HB%5BAuthor%5D&cauthor=true&cauthor_uid=22994723�
http://www.ncbi.nlm.nih.gov/pubmed/22994723�
http://www.ncbi.nlm.nih.gov/pubmed/22994723�
http://www.ncbi.nlm.nih.gov/pubmed/22994723�

36.

37.

38.

39.

41.

42.

43.

Ebrahimi-Kalanet al.: Validity and Reliability of the Iranian ...

Bartko JJ. Intraclass correlation coef ficient as
a measure of reliability. Psycho/ Rep 19606;
19(1):3-11.

Tinsley HEA, Brown SD (2000). Handbook
of applied multivariate statistics and mathe-
matical modeling. New York: Academic
Press.

Ogden J, Nyblade L. Common at its core:
HIV-related stigma a cross contexts. lnterna-
tional Center for Research on Women (ICRW);
Washington, DC; 2005.

Link BG, Phelan JC. Conceptualizing stigma.
Annu Rev Sociol 2001, 27:363-385.

Green G, Platt S. Fear and loathing in health
care settings reported by people with HIV.
Sociol. Health 1//1997; 19(1): 70-92.

Goftman E (1963). Stigma: Notes on  the
management of spoiled identity. Prentice Hall:
Englewood Clifts, NJ.

Mahajan AP, Sayles JN, Patel VA, Remien
RH, Sawires SR, Ortiz DJ, et al. Stigma in the
HIV/AIDS epidemic: A review of the liter-
ature and recommendations for the way for-
ward. AIDS 2008; 22 (suppl 2):67-79.

Tsai AC, Weiser SD, Steward WT, Mukiibi
NF, Kawuma A, Kembabazi A, et al. Evi-
dence for the reliability and validity of the
internalized AIDS-related stigma scale in ru-
ral Uganda. AIDS Behav 2013; 17(1):427-33.
Saeini MR, Shoghli AR, Fallahnezhad M,
EftekharArdebili H. Stigma index among

45,

46.

47.

48.

49.

people living with HIV/AIDS. 7¢ International
and 5 National Congress of HI/ AIDS. Sha-
hidBeheshti University of Medical Science.
Tehran, Iran, Des. 2012.

Abu-raddad T, Akala FA, Semini
LRiedner G, Wison D,Tawil O (2010).
Characterizing the HIV'| AIDS Epidemic in the
Middle East and North Afyica : Time for Strategic
Aldtion. 1st ed. World Bank Publication.
Maman S, Abler I, Parker L., Lane T, Chi-
rowodza A, Ntogwisangu J, et al. A compari-
son of HIV stigma and discrimination in five
international sites: The influence of care and
treatment resources in high prevalence set-
tings. SocSeai Med 2009; 68(12):2271-8.
O'Connell K, Skevington S, Saxena S,
WHOQOL HIV Group.Preliminary devel-
opment of the World Health Organsiation's
Quality of Life HIV  instrument
(WHOQOL-HIV): Analysis of the pilot ver-
sion. SoeSei Med 2003; 57(7):1259-75.
Fathalilavasani  F,  Vatanparast — A.
HIV/AIDS Stigma: A qualitative research. 77
International  and 5%  National ~Congress  of
HITV’/AIDS. ShahidBeheshti University of
Medical Science. Tehran, Iran, Des. 2012,
Fallahi H, Tavafian SS, Yaghmaie F, Hajiza-
deh E. Stigma, discrimination, and the con-
sequences of HIV-AIDS for people living
with it in Iran. L4 Se ] 2011; 8(4) 503-10.

205


http://www.ncbi.nlm.nih.gov/pubmed?term=Mahajan%20AP%5BAuthor%5D&cauthor=true&cauthor_uid=18641472�
http://www.ncbi.nlm.nih.gov/pubmed?term=Sayles%20JN%5BAuthor%5D&cauthor=true&cauthor_uid=18641472�
http://www.ncbi.nlm.nih.gov/pubmed?term=Patel%20VA%5BAuthor%5D&cauthor=true&cauthor_uid=18641472�
http://www.ncbi.nlm.nih.gov/pubmed?term=Remien%20RH%5BAuthor%5D&cauthor=true&cauthor_uid=18641472�
http://www.ncbi.nlm.nih.gov/pubmed?term=Remien%20RH%5BAuthor%5D&cauthor=true&cauthor_uid=18641472�
http://www.ncbi.nlm.nih.gov/pubmed?term=Remien%20RH%5BAuthor%5D&cauthor=true&cauthor_uid=18641472�
http://www.ncbi.nlm.nih.gov/pubmed?term=Sawires%20SR%5BAuthor%5D&cauthor=true&cauthor_uid=18641472�
http://www.ncbi.nlm.nih.gov/pubmed?term=Ortiz%20DJ%5BAuthor%5D&cauthor=true&cauthor_uid=18641472�
http://www.ncbi.nlm.nih.gov/pubmed?term=Tsai%20AC%5BAuthor%5D&cauthor=true&cauthor_uid=22869104�
http://www.ncbi.nlm.nih.gov/pubmed?term=Weiser%20SD%5BAuthor%5D&cauthor=true&cauthor_uid=22869104�
http://www.ncbi.nlm.nih.gov/pubmed?term=Steward%20WT%5BAuthor%5D&cauthor=true&cauthor_uid=22869104�
http://www.ncbi.nlm.nih.gov/pubmed?term=Mukiibi%20NF%5BAuthor%5D&cauthor=true&cauthor_uid=22869104�
http://www.ncbi.nlm.nih.gov/pubmed?term=Mukiibi%20NF%5BAuthor%5D&cauthor=true&cauthor_uid=22869104�
http://www.ncbi.nlm.nih.gov/pubmed?term=Mukiibi%20NF%5BAuthor%5D&cauthor=true&cauthor_uid=22869104�
http://www.ncbi.nlm.nih.gov/pubmed?term=Kawuma%20A%5BAuthor%5D&cauthor=true&cauthor_uid=22869104�
http://www.ncbi.nlm.nih.gov/pubmed?term=Kembabazi%20A%5BAuthor%5D&cauthor=true&cauthor_uid=22869104�
http://www.ncbi.nlm.nih.gov/pubmed/22869104�
http://www.amazon.com/s/ref=ntt_athr_dp_sr_1?_encoding=UTF8&field-author=Laith%20Abu-raddad&search-alias=books&sort=relevancerank�
http://www.amazon.com/s/ref=ntt_athr_dp_sr_2?_encoding=UTF8&field-author=Francisca%20Ayodeji%20Akala&search-alias=books&sort=relevancerank�
http://www.amazon.com/s/ref=ntt_athr_dp_sr_3?_encoding=UTF8&field-author=Iris%20Semini&search-alias=books&sort=relevancerank�
http://www.amazon.com/s/ref=ntt_athr_dp_sr_4?_encoding=UTF8&field-author=Gabrielle%20Riedner&search-alias=books&sort=relevancerank�
http://www.amazon.com/s/ref=ntt_athr_dp_sr_5?_encoding=UTF8&field-author=David%20Wilson&search-alias=books&sort=relevancerank�
http://www.amazon.com/s/ref=ntt_athr_dp_sr_6?_encoding=UTF8&field-author=Oussama%20Tawil&search-alias=books&sort=relevancerank�

	1 Department of Epidemiology, Iran University of Medical Sciences, Tehran, Iran
	5 Department of Healthcare Management, Tabriz University of Medical Sciences, Tabriz, Iran
	6Department of Statistics and Epidemiology, Tehran University of Medical Sciences, Tehran, Iran
	Introduction
	Materials and Methods
	Study design
	Participants, Setting, and Sampling
	Inclusion and Exclusion Criteria
	Procedures
	Socio-demographic characteristics
	The scale development process:
	Translation and back-translation
	Content validity
	Reliability
	Ethical considerations
	Data analysis
	Results
	Socio-demographic characteristics
	Content Validity
	Reliability
	Explanatory Factor analysis
	Table1: Characteristics of the study population (N=200)
	Confirmatory Factor Analyses(CFA)
	Discussion
	Table 2: EFA Pattern Matrix Loadings for 16 HIV Stigma Scale Items
	Content validity
	Reliability
	Explanatory Factor Analysis
	Conclusion
	Acknowledgements
	References

