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The role of self‑esteem 
as moderator of the relationship 
between experienced stigma 
and anxiety and depression 
among tuberculosis patients
Xu Chen 1, Yunting Chen 2, Ling Zhou 2* & Jiao Tong 1*

Anxiety and depression are very common in tuberculosis (TB) patients and can adversely affect 
TB treatment adherence, ultimately leading to higher morbidity, mortality and drug resistance. 
Therefore, the aim of this study was to identify the association among experienced stigma, self-
esteem and anxiety and depression, and to further explore whether self-esteem could be a moderator 
in the association between experienced stigma and anxiety and depression in TB patients. A total 
of 473 TB patients from Dalian, Liaoning Province, Northeast China participated in a cross-sectional 
survey. A structured questionnaire was developed to collect data. Hierarchical multiple regression was 
used to analyze the association among experienced stigma, self-esteem and experienced stigma × self-
esteem interaction with anxiety and depression. Simple slope analysis was applied to visualize the 
interaction. Experienced stigma was positively associated with anxiety (B = 0.307, P < 0.01) and 
depression (B = 0.277, P < 0.01), and self-esteem was negatively associated with anxiety (B = − 0.215, 
P < 0.01) and depression (B = − 0.351, P < 0.01) in TB patients. The association between experienced 
stigma and anxiety was different in the low (1 standard deviation (SD) below the mean, B = 0.376, 
standard error (SE) = 0.056, P < 0.01) and high (1 SD above the mean, B = 0.228, SE = 0.060, P < 0.01) 
groups of self-esteem. Additionally, the association between experienced stigma and depression 
was also different in the low (1 SD below the mean, B = 0.363, SE = 0.053, P < 0.01) and high (1 SD 
above the mean, B = 0.179, SE = 0.056, P < 0.01) groups of self-esteem. Self-esteem could moderate 
the association between experienced stigma and anxiety and depression. In addition to reducing 
experienced stigma, enhancing self-esteem as a way to reduce the impact of experienced stigma on 
anxiety and depression can also help improve the mental health of TB patients.

Tuberculosis (TB), caused by Mycobacterium tuberculosis (MTB), is a chronic infectious disease that poses a 
serious threat to human health1. Although TB can be cured through timely diagnosis and treatment, it remains 
a major global public health problem. The reason is that it places a serious burden on morbidity and mortality 
worldwide, especially in vulnerable populations1,2. An estimated 9.9 million people were infected with TB glob-
ally, and 1514,000 people died from TB in 20201. China is one of the three countries with the largest TB burden, 
accounting for 8.5% of the world’s TB cases in 20201. While significant progress has been made in efforts to end 
TB, key issues facing TB patients remain. The course and prognosis of TB are influenced not only by clinical 
characteristics but also by psychological characteristics3. Globally, mental health issues remain an important 
barrier to effective TB treatment and prevention initiatives4.

Various studies in different countries have confirmed a high prevalence of anxiety and depression in TB 
patients. The prevalence of anxiety ranged from 13.5 to 65.0%, and depression from 29.8 to 61.1%5–9. This is 
significantly higher than in the general population and patients with other physical conditions10,11. TB patients 
with anxiety and depression can reduce treatment adherence and also affect patients’ well-being and quality of 
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life6,12. However, reduced adherence often leads to poor treatment outcomes, which not only increases mortal-
ity and the emergence of drug-resistant TB, but also contributes to sustained community TB transmission and 
increased public health system spending13,14. Thus, anxiety and depression may be the silent drivers of the TB 
epidemic and the emergence of drug-resistant TB, which poses a major challenge to the global elimination 
of TB. However, anxiety and depression are treatable with appropriate interventions. In India, psychological 
interventions during treatment for TB patients significantly improved anti-TB treatment adherence15. Given the 
prevalence, detrimental effects and treatability of anxiety and depression in TB patients, its related factors and 
potential mechanisms deserve more attention and further exploration to identify populations that need focus 
and develop effective interventions. Previous studies have reported that several factors affect the level of anxiety 
and depression in TB patients, such as age16, gender3, education11, annual household income9, type of TB17, stage 
of treatment18, adverse drug reactions19 and comorbidities of chronic disease20.

Stigma was defined by Goffman as an attribute linking a person to a set of undesirable traits that may lead 
to prejudice and discrimination21. It was part of the illness experience of many chronic diseases22. Among TB 
patients, it was common to avoid contact with family members, especially children, for fear of spreading the 
disease23. Furthermore, stigma was prevalent in the community, where TB patients were often stigmatized and 
ostracized by community members23,24. In a community-based survey, 73% of people reported stigmatizing 
TB patients25. Studies have also indicated that more than 50% of TB patients often suffer from stigma26. Many 
evidence has shown that stigma can be an important risk factor for depression and anxiety in multiple patient 
groups, such as people living with human immunodeficiency virus (HIV) and overweight adolescents27,28. Per-
ceived stigma was also identified to be significantly associated with anxiety and depression among TB patients 
in Southwest Ethiopia18. However, stigma was found to only predict anxiety and not depression in adults with 
new-onset epilepsy29. Thus, experienced stigma may play an important negative role in the development of anxi-
ety and depression among TB patients in Northeast China.

Self-esteem is an aspect of an individual’s self-concept, which reflects an individual’s overall evaluation and 
feeling of their own value at any point in time29. Self-esteem affects a person’s ability to adapt to new or dif-
ferent situations and is an important resource for individuals to cope with stress and maintain their health30. 
Vulnerability models argues that low self-esteem is a risk factor for the development of depression31. Terror 
management theory states that self-esteem can act as a buffer to relieve one’s anxiety32. Previous research has 
also confirmed that high self-esteem is associated with fewer psychological problems. For example, studies in 
children of HIV-infected parents have shown that self-esteem is a predictor of anxiety and depression33. Stud-
ies in multidrug resistant tuberculosis (MDR-TB) patients have elucidated a significant association between 
self-esteem and anxiety and depression34. Of note here, the emotion-regulation model of self-esteem describes 
that self-esteem can moderate the associations between negative events and emotional reactions35. Specifically, 
when individuals face significant stressors, high self-esteem will protect individuals from psychological distress, 
while low self-esteem will put individuals at greater risk of psychological distress. Empirical studies further 
demonstrate that self-esteem can buffer the harmful association between stigma and psychological distress in 
infertile men36. Based on these, we deduced that self-esteem not only had a direct effect on anxiety and depres-
sion, but also might be a positive resource in buffering the association between experienced stigma and anxiety 
and depression in TB patients.

Over the years, there have been numerous studies on the effects of stigma on anxiety and depression, but 
few studies have explored whether self-esteem moderates the association between stigma and anxiety and 
depression22. Moreover, to our knowledge, no study has simultaneously explored the association between expe-
rienced stigma, self-esteem and anxiety and depression among TB patients in Northeast China. Therefore, based 
on the above conceptual framework and literature, we conducted a cross-sectional survey in Dalian, Liaoning 
Province, Northeast China to verify the following six hypotheses among TB patients:

Hypothesis 1  Experienced stigma is positively related to anxiety.

Hypothesis 2  Experienced stigma is positively related to depression.

Hypothesis 3  Self-esteem is negatively related to anxiety.

Hypothesis 4  Self-esteem is negatively related to depression.

Hypothesis 5  The association between experienced stigma and anxiety could be moderated by self-esteem.

Hypothesis 6  The association between experienced stigma and depression could be moderated by self-esteem.

Methods
Study design and setting.  A cross-sectional survey was carried out between November 2020 and March 
2021 in Dalian, Liaoning Province, Northeast China. Three medical institutions serving TB patients were cho-
sen based on the number of patients attending, type of patients and location. The first was the main medical 
institutions for TB patients in Dalian. It was also the only tertiary specialized hospital for TB prevention and 
control in Dalian, divided into north and south parts. The south branch, located in Ganjingzi district, serves 
more critically ill and urban TB patients. The north branch, located in Pulandian district, serves both rural and 
urban TB patients. The other two medical institutions were located in Lushunkou district and Zhuanghe city (a 
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county-level city), respectively. They were TB dispensaries, which served only local TB patients with a milder 
instance of the disease.

Participants.  This study recruited TB patients who attended three medical institutions between November 
2020 and March 2021 and met the inclusion criteria. Patients with a clear TB diagnosis, aged 18 years or older, 
and consenting to participate in the study were eligible. Patients who had completed treatment, had psychosis, 
had communication problems, had difficulty understanding the questionnaire, and could not follow the study 
procedures were excluded from the study. TB was diagnosed according to the national TB program guidelines. 
Finally, 481 TB patients were recruited and completed a structured questionnaire. Among them, 8 question-
naires were removed because of logic errors or large amounts of missing data. Thus, the data for 473 TB patients 
were included in the analysis, with a participation rate of 98.3%.

Ethics procedure.  All methods in our study were conducted in accordance with the Declaration of Hel-
sinki. This study protocol was in accordance with the ethical standards, and was reviewed and approved by the 
Ethics Committee of Dalian Medical University. Prior to participating in the study, patients were informed of 
the purpose of the study and other information, and were assured that all information they provided would be 
confidential. Written informed consent was obtained from each patient in the study.

Measurement.  Anxiety and depression.  Anxiety and depression were measured using the Kessler Psycho-
logical Distress Scale (K-10) (Chinese version)37. Previous studies in a variety of populations in China, includ-
ing TB patients, have demonstrated the reliability and validity of the Chinese version of the K-1038,39. The scale 
was composed of 10 items. It was a self-report tool used to measure nonspecific symptoms of depression and 
anxiety40. The two-factor anxiety and depression structure of the scale has been considered optimal for clinical 
samples41. The anxiety dimension included 4 items, which mainly referred to nervousness and agitation. The 
depression dimension included 6 items, which mainly referred to fatigue and negative affect (including hopeless, 
depressed, sad and worthless). Each item was scored using a 5-point Likert scale ranging from 1 (none of the 
time) to 5 (all the time). The highest score for anxiety was 20, and the highest score for depression was 30. Higher 
scores reflected higher levels of nonspecific depression and anxiety. The validity of anxiety (comparative fit in-
dex (CFI) = 0.954, goodness-of-fit index (GFI) = 0.959, Tucker-Lewis index (TLI) = 0.863, and standardized root 
mean square residual (SRMR) = 0.049) and depression (CFI = 0.984, GFI = 0.978, TLI = 0.974, and SRMR = 0.022) 
was confirmed by exploratory and confirmatory factor analyses. Cronbach’s α coefficient of K-10 in this study 
was 0.842 (anxiety) and 0.896 (depression), respectively.

Experienced stigma.  Experienced stigma was assessed using a 9-item stigma questionnaire39. The question-
naire was developed according to the social and cultural background of China and had good reliability and 
validity39. Each item was rated on a 4-point Likert scale ranging from 1 (strongly disagree) to 4 (strongly agree). 
The scores for each item were added to give a total score ranging from 9 to 36. A higher score indicated a higher 
level of experienced stigma. In this study, Cronbach’s α was 0.946. The confirmatory factor analyses for it were 
CFI = 0.949, GFI = 0.908, TLI = 0.927, and SRMR = 0.034.

Self‑esteem.  The Rosenberg Self-Esteem Scale (RSES) (Chinese version) was used to assess the level of self-
esteem of TB patients42. Its purpose was to assess an individual’s overall feelings of self-worth and self-accept-
ance. The Chinese version of the RSES has been widely used and has been shown to have a stable factor structure 
across diverse populations38. The scale was consisted of 10 items. Each item was scored on a 4-point Likert scale 
ranging from 1 (strongly disagree) to 4 (strongly agree). The total score ranged from 10 to 40. The higher the 
score, the higher the self-esteem is. In our study, it has a high internal consistency (Cronbach’s α = 0.880). The 
confirmatory factor analyses for RSES were CFI = 0.956, GFI = 0.946, TLI = 0.920, and SRMR = 0.069.

Demographic characteristics.  Gender, age and residence were collected in this study. Age was divided into three 
ranges including 18–30, 31–44, and ≥ 45. Options for residence included “urban” and “rural”.

Treatment status variables.  Three treatment status factors were assessed, including treatment category, comor-
bid illness and adverse drug reactions. Treatment category was divided into “new” and “relapse”. Comorbid ill-
ness was assessed by asking “Do you currently have any other medical conditions?”. Adverse drug reactions were 
obtained by asking “Have you had any adverse reactions during taking the drug?”.

Statistical analysis.  The collected questionnaires were checked for completeness and consistency. Quali-
fied questionnaires were coded and entered into EpiData 3.1 (EpiData Association, Odense, Denmark) software 
and exported to SPSS 21.0 (IBM Corporation, Armonk, State of New York) for statistical analysis. Descriptive 
statistical analysis was performed to describe demographic characteristics and treatment status. Skewness and 
kurtosis were utilized to test the normality of the variables. The absolute values of skewness and kurtosis of the 
studied variables were all within 0.6 and 1.1, respectively, indicating that normal distribution was satisfied43. 
Mean and standard deviation (SD) were calculated for continuous variables, and frequency and percentage were 
used for categorical variables. The t-test or one-way ANOVA was used to compare the differences in anxiety and 
depression among patients with different demographic characteristics and treatment status. Pearson correla-
tion analysis was used to evaluate the correlation among continuous variables. In this study, variance inflation 
factor (VIF) values < 10 and tolerance > 0.1 indicated that multicollinearity was not a problem in the estimate44. 
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Hierarchical multiple regression analysis was applied to examine the association among experienced stigma, 
self-esteem and anxiety and depression as well as to explore the moderating role of self-esteem on the association 
among experienced stigma and anxiety and depression. In step 1, gender, age and potential controlling variables 
related to anxiety and depression in the univariate analysis were added. Experienced stigma and self-esteem were 
added in step 2. Obviously, the product of experienced stigma and self-esteem was added in step 3. All study 
variables were standardized before regression analysis to reduce the potential effects of multicollinearity45. If the 
interaction effect was statistically significant, Aiken and West’s procedures were followed with a simple slope 
analysis to visualize the interaction term46. All of the above statistical analysis were two-sided tests, and P < 0.05 
was considered statistically significant.

Results
Demographic characteristics and treatment status.  A total of 473 TB patients were included in this 
study, with a mean age of 48.36 ± 17.58 years, and most patients (60.0%) were 45 years or above. Male (69.1%) 
and rural (66.8%) patients had a higher proportion. A small number of patients (15.2%) were relapse, and more 
than one-third (34.5%) had other medical conditions. In the course of taking medication, 31.9% of patients had 
adverse drug reactions. In this study, the mean scores of anxiety dimension and depression dimension were 
8.02 ± 3.17 and 11.60 ± 4.65, respectively. Univariate analysis indicated that there were significant differences in 
anxiety and depression among patients with different ages, treatment categories, comorbidities and adverse drug 
reactions (P < 0.05) (Table 1).

Correlations among continuous variables.  The correlations among age, experienced stigma, self-
esteem, anxiety and depression are displayed in Table 2. Experienced stigma was positively correlated with anxi-

Table 1.   Demographic characteristics and treatment status of TB patients and univariate analysis for the 
factors in relation to anxiety and depression. Significant values are in bold. SD standard deviations, df degrees 
of freedom.

Variables n (%)

Anxiety

df t/F-value P-value Effect size

Depression

df t/F-value P-value Effect sizeMean ± SD Mean ± SD

Gender

 Male 327 (69.1) 7.92 ± 3.22
471 − 1.003 0.317 0.100

11.63 ± 4.71
471 0.200 0.842 0.020

 Female 146 (30.9) 8.24 ± 3.04 11.53 ± 4.54

Age (years)

 18–30 107 (22.6) 7.28 ± 2.83

472 4.270 0.015 0.018

10.30 ± 3.78

472 5.689 0.004 0.024 31–44 82 (17.3) 7.95 ± 3.24 11.71 ± 4.91

  ≥ 45 284 (60.0) 8.32 ± 3.23 12.06 ± 4.79

Residence

 Rural 316 (66.8) 8.09 ± 3.19
471 0.687 0.492 0.067

11.87 ± 4.58
471 1.830 0.068 0.179

 Urban 157 (33.2) 7.88 ± 3.13 11.04 ± 4.75

Treatment category

 New 401 (84.8) 7.88 ± 3.10
471 2.374 0.018 0.305

11.39 ± 4.53
471 2.349 0.019 0.301

 Relapse 72 (15.2) 8.83 ± 3.42 12.78 ± 5.15

Comorbid illness

 Yes 163 (34.5) 8.92 ± 3.17
471 4.569  < 0.001 0.449

13.00 ± 4.70
471 4.867  < 0.001 0.472

 No 310 (65.5) 7.55 ± 3.07 10.86 ± 4.46

Adverse drug reactions

 Yes 151 (31.9) 8.83 ± 3.08
471 3.880  < 0.001 0.383

12.77 ± 4.54
471 3.823  < 0.001 0.378

 No 322 (68.1) 7.64 ± 3.14 11.05 ± 4.60

Table 2.   Correlations among age, experienced stigma, self-esteem, anxiety and depression. SD standard 
deviations. *P < 0.05. **P < 0.01 (two-tailed).

Variables Mean ± SD

Correlations (r)

1 2 3 4 5

1. Age (years) 48.36 ± 17.58 1

2. Experienced stigma 18.86 ± 7.14 0.206** 1

3. Self-esteem 30.15 ± 4.49 − 0.145** − 0.441** 1

4. Anxiety 8.02 ± 3.17 0.113* 0.413** − 0.371** 1

5. Depression 11.60 ± 4.65 0.140** 0.449** − 0.494** 0.832** 1
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ety and depression (r = 0.413 and r = 0.449, respectively, P < 0.01). This supported hypotheses 1 and 2. Self-esteem 
was negatively correlated with anxiety and depression (r = − 0.371 and r = − 0.494, respectively, P < 0.01). This 
supported hypotheses 3 and 4. Additionally, age was positively correlated with depression and anxiety (r = 0.113, 
P < 0.05 and r = 0.140, P < 0.01, respectively), and experienced stigma was negatively correlated with self-esteem 
(r = − 0.441, P < 0.01).

Hierarchical regression analysis.  The results of hierarchical regression analysis are presented in Tables 3 
and 4. First, the linear combination of demographic characteristics and treatment status controlling variables 
(gender, age, treatment category, comorbid illness and adverse drug reactions) significantly explained anxiety 
(F = 8.174, R2 = 0.080, P < 0.001) and depression (F = 8.339, R2 = 0.082, P < 0.001).

In the second step, adding experienced stigma and self-esteem improved the model fit of anxiety (F = 23.794, 
R2 = 0.264, ΔR2 = 0.183, P < 0.001) and depression (F = 35.163, R2 = 0.346, ΔR2 = 0.264, P < 0.001). Experienced 
stigma exhibited significant main effect on anxiety (B = 0.307, P < 0.001) and depression (B = 0.277, P < 0.001), and 
self-esteem also exhibited a significant main effect on anxiety (B = − 0.215, P < 0.001) and depression (B = -0.351, 
P < 0.001). This supported hypotheses 1–4. For the anxiety model, the experienced stigma × self-esteem interac-
tion term significantly explained an additional 0.7% of the variance (F = 21.478, R2 = 0.270, ΔR2 = 0.007, P < 0.001) 
in the third step. The interaction term was negatively correlated with anxiety (B = − 0.074, P < 0.05), suggesting 
that self-esteem plays a moderating role between experienced stigma and anxiety. We followed Aiken and West’s 
procedures and plotted the relationship under low (1 SD below the mean) and high (1 SD above the mean) levels 
of self-esteem. Simple slope analysis showed that the impacts of experienced stigma on anxiety were different 
between the low (B = 0.376, standard error (SE) = 0.056, P < 0.001) and high (B = 0.228, SE = 0.060, P < 0.001) 
groups of self-esteem. In other words, when the self-esteem is lower, the relationship between experienced stigma 
and anxiety becomes stronger (Fig. 1). This supported hypothesis 5. For the depression model, the interaction 

Table 3.   Results of hierarchical multiple regression analysis on anxiety. df degrees of freedom. *P < 0.05. 
**P < 0.01. ***P < 0.001 (two-tailed).

Variables Step 1 (B) Step 2 (B) Step 3 (B)

Gender 0.115 0.221* 0.222*

Age (years) 0.007 − 0.056 − 0.053

Treatment category − 0.318* − 0.191 − 0.190

Comorbid illness − 0.368*** − 0.307** − 0.302**

Adverse drug reactions − 0.351*** − 0.258** − 0.241**

Experienced stigma 0.307*** 0.302***

Self-esteem − 0.215*** − 0.220***

Experienced stigma × Self-esteem − 0.074*

F 8.174*** 23.794*** 21.478***

df 472 472 472

R2 0.080 0.264 0.270

Adjusted R2 0.071 0.253 0.258

ΔR2 0.080 0.183 0.007

Table 4.   Results of hierarchical multiple regression analysis on depression. df degrees of freedom. *P < 0.05. 
**P < 0.01. ***P < 0.001 (two-tailed).

Variables Step 1 (B) Step 2 (B) Step 3 (B)

Gender 0.000 0.120 0.121

Age (years) 0.025 − 0.044 − 0.040

Treatment category − 0.299* − 0.118 − 0.117

Comorbid illness − 0.384*** − 0.307*** − 0.301***

Adverse drug reactions − 0.332** − 0.225** − 0.204*

Experienced stigma 0.277*** 0.271***

Self-esteem − 0.351*** − 0.357***

Experienced stigma × Self-esteem − 0.092**

F 8.339*** 35.163*** 32.091***

df 472 472 472

R2 0.082 0.346 0.356

Adjusted R2 0.072 0.336 0.345

ΔR2 0.082 0.264 0.010
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term also significantly explained an additional 1.0% of the variance (F = 32.091, R2 = 0.356, ΔR2 = 0.010, P < 0.001) 
in the third step. The interaction term was negatively correlated with depression (B = − 0.092, P < 0.01), suggest-
ing that self-esteem plays a moderating role between experienced stigma and depression. Simple slope analy-
sis revealed that the impacts of experienced stigma on depression were different between the low (B = 0.363, 
SE = 0.053, P < 0.001) and high (B = 0.179, SE = 0.056, P < 0.01) groups of self-esteem. This supported hypothesis 
6 (Fig. 2).

Discussion
Psychological distress expressed in terms of anxiety and depression is common in TB patients47. This study 
explored the association among experienced stigma, self-esteem and anxiety and depression, as well as examined 
whether self-esteem could moderate the relationship between experienced stigma and anxiety and depression 
among TB patients in Dalian, Liaoning Province, Northeast China. To our knowledge, this is the first study in 
Northeast China to investigate the potential mechanisms underlying the association between experienced stigma 
and anxiety and depression in TB patients. In addition, the research could help improve psychological adjustment 
interventions. Our results supported all research hypotheses, revealing that experienced stigma was positively 
correlated with anxiety and depression, and self-esteem was negatively correlated with anxiety and depression 
in TB patients. Self-esteem alleviated the relationship between experienced stigma and anxiety and depression. 
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This study is unique in that our findings extend previous studies on the independent effects of experienced stigma 
on anxiety and depression, highlighting the role of self-esteem in the association between experienced stigma 
and anxiety and depression in TB patients.

In this study, we found that female was significantly associated with anxiety. This is consistent with other 
studies showing that female with TB is more likely to experience anxiety than male18. Moreover, a review also 
revealed that female TB patients had poorer mental health overall16. Biological factors like hormonal fluctuations 
associated with menstruation and pregnancy and social factors like family responsibilities may contribute to 
female’s anxiety6,48,49. Our results also suggested that comorbid illness was a risk factor for depression and anxiety. 
This is consistent with previous studies conducted in Myanmar50. Depression is known to have a high prevalence 
in chronic diseases, which may contribute to a higher risk of depression in TB patients who also have other medi-
cal conditions51,52. In addition, the combination treatment of TB and other diseases is more complex, expensive 
and challenging, which may also adversely affect the mental health of patients to some extent53. Previous studies 
have indicated that patients who experience more side effects from TB treatment are at greater risk of anxiety 
and depression50,54. Our study also found that adverse drug reactions were a predictor of depression and anxiety. 
Among the participants, 31.9% experienced adverse drug reactions such as nausea, anorexia, rash and joint pain. 
This can impair their adherence to treatment, which in turn affects their mental health55,56. As a result, the focus 
of psychological interventions for TB patients should be on female and patients with comorbidities. Additionally, 
timely detection and management of patients suffering from adverse drug reactions is also necessary.

Consistent with previous studies, we found that experienced stigma was an influential factor for anxiety 
and depression in TB patients49. Patients with TB are less accepted by society and the negative reactions of oth-
ers can leave them feeling socially ignored, excluded and isolated18. This often leads to social withdrawal and 
hiding, which ultimately affects the mental health of the patient57,58. Moreover, the problem of ‘face’ concern is 
particularly prominent in Chinese society59. Patients with TB are less likely to disclose their condition and seek 
help to avoid alienation, loss of social status and face23,60. This concealment of the condition and the fear of losing 
friends, status and face may also exacerbate their psychological distress61,62. A large number of studies have been 
conducted on stigma in TB patients. For instance, a previous study showed that good family functioning and 
doctor-patient communication had a positive effect on reducing stigma among TB patients63. Another study sug-
gested that social support was a protective factor against stigma26. In Ethiopia, clubs made up of health workers 
and TB patients have been successful in reducing stigma and improving treatment outcomes by providing social 
support to patients64. In addition, Goffman theorized that individuals with stigmatized characteristics can resist 
stigma by manipulating they share with others21. Therefore, intervention strategies for anxiety and depression 
in TB patients should include the elimination of stigma, such as strengthening doctor-patient communication 
and providing social support to patients.

Positive self-esteem is associated with mental health, and boosting self-esteem may be an important part of TB 
treatment65. Our study also confirmed that self-esteem can play a protective role in the prevention of anxiety and 
depression in TB patients. We found a significant correlation between self-esteem and both anxiety and depres-
sion. This is consistent with previous studies conducted among underprivileged children and adolescents66,67. 
More importantly, our study demonstrated that self-esteem moderated the association between experienced 
stigma and anxiety and depression in TB patients. In general, self-esteem weakened the negative impact of 
experienced stigma on anxiety and depression. Specifically, the association between experienced stigma and 
anxiety and depression was exacerbated at low self-esteem levels, whereas the association was buffered at high 
self-esteem levels. This result is similar to a previous study in TB patients mostly (92.2%) from rural areas in 
Eastern China38. The possible reason for this result is that patients with low self-esteem have more negative self-
awareness, which reduces their ability to effectively deal with painful situations. They often feel insurmountable 
when they encounter difficulties, leading to poor mental health68. However, high self-esteem can provide TB 
patients with a relatively stable internal resource to cope with stress and buffer the negative impact of stigma on 
mental health36. Moreover, people with high self-esteem help build positive social support networks because they 
believe in their own social worth. On the contrary, low self-esteem not only adversely affects the access to social 
support, but also ignores the social support provided by others69. Our results clearly indicated that improving 
self-esteem in TB patients was critical to alleviating the negative effects of stigma on anxiety and depression. 
Consequently, psychological interventions should include specific strategies to increase the patient’s self-esteem, 
and TB patients with low self-esteem may be more in need of intervention.

There are some limitations that require further explanation in this study. It is first important to point out 
that the data in this study are cross-sectional, which limits the possibility of causal inference among the study 
variables. Longitudinal studies are needed to determine causal relationships between these variables in the 
future. Second, the participants in this study are all from Dalian, Liaoning Province, Northeast China, which 
can only represent regions with the same situation. The results should be carefully generalized to regions with 
different sociocultural and background conditions until the current results are replicated. Third, experienced 
stigma, self-esteem, anxiety and depression in this study were all measured using self-reported questionnaires 
rather than diagnostic tools, and patients may have given socially satisfactory responses. In addition, anxiety 
and depression were measured by asking patients about the frequency of symptoms in the past 30 days. This 
may have affected our results by recall bias and led to an underestimation of our results. Fourth, the data were 
collected during the Corona Virus Disease 2019 (COVID-19) pandemic, which may have influenced the results 
and made them appropriate for the context of public health emergencies. Finally, the study only recruited TB 
patients who came to health facilities for services, ignoring those who did not receive any treatment. This may 
make our results somewhat underestimated.
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Conclusion
In summary, experienced stigma was positively associated with anxiety and depression, and self-esteem was 
negatively associated with anxiety and depression in TB patients. Self-esteem can buffer the negative effects of 
experienced stigma on anxiety and depression. These findings highlight the important practical implications 
of strengthening self-esteem in TB patients. Therefore, in addition to reducing experienced stigma, enhancing 
self-esteem as a way to reduce the impact of experienced stigma on anxiety and depression can also help improve 
the mental health of TB patients and ultimately reduce the adverse consequences of anxiety and depression.

Data availability
The raw data supporting the conclusions of this article will be made available by the corresponding author, 
without undue reservation.

Received: 19 October 2022; Accepted: 25 April 2023

References
	 1.	 World Health Organization. Global Tuberculosis Report 2021 (WHO, 2021).
	 2.	 Ruiz-Grosso, P., Cachay, R., de la Flor, A., Schwalb, A. & Ugarte-Gil, C. Association between tuberculosis and depression on nega-

tive outcomes of tuberculosis treatment: A systematic review and meta-analysis. PLoS ONE 15(1), e0227472 (2020).
	 3.	 Zhovanyk, N. V. & Tovt-Korshynska, M. I. Interaction between clinical and psychological changes among patients with chronic 

obstructive pulmonary disease and pulmonary tuberculosis co-morbidity. Wiadomosci Lekarskie 72(4), 635–8 (2019).
	 4.	 Wang, Q. et al. The association of household food insecurity and HIV infection with common mental disorders among newly 

diagnosed tuberculosis patients in Botswana. Public Health Nutr. 2013, 489865 (2020).
	 5.	 Husain, M. O., Dearman, S. P., Chaudhry, I. B., Rizvi, N. & Waheed, W. The relationship between anxiety, depression and illness 

perception in tberculosis patients in Pakistan. Clin. Pract. Epidemiol. Mental Health 4(19), 4 (2008).
	 6.	 Amreen, N. & Rizvi, N. Frequency of depression and anxiety among tuberculosis patients. J. Tuberc. Res. 14(4), 183–90 (2016).
	 7.	 Kehbila, J. et al. Prevalence and correlates of depressive symptoms in adult patients with pulmonary tuberculosis in the Southwest 

Region of Cameroon. Infect. Dis. Poverty 5(1), 51 (2016).
	 8.	 Dasa, T. T. et al. Prevalence and associated factors of depression among tuberculosis patients in Eastern Ethiopia. BMC Psychiatry 

19(1), 82 (2019).
	 9.	 Chen, X. et al. Analyzing the status of depression and anxiety of new registered tuberculosis outpatients and correlations with 

social support influence factors. Zhonghua Yixue Zazhi 96(34), 2749–53 (2016).
	10.	 Doherty, A. M. et al. A review of the interplay between tuberculosis and mental health. Gen. Hosp. Psychiatry 35(4), 398–406 

(2013).
	11.	 Stoichita, A. et al. Depression and anxiety symptoms among people with rifampicin-resistant tuberculosis receiving in-patient 

care in the National Pulmonology Reference Institute in Romania. Monaldi Arch. Chest Dis. https://​doi.​org/​10.​4081/​monal​di.​2021.​
1704 (2021).

	12.	 Duko, B., Bedaso, A. & Ayano, G. The prevalence of depression among patients with tuberculosis: A systematic review and meta-
analysis. Ann. Gen. Psychiatry 19(1), 1–11 (2020).

	13.	 Munro, S. A. et al. Patient adherence to tuberculosis treatment: A systematic review of qualitative research. PLoS Med. 4(7), e238 
(2007).

	14.	 Chandra, M., Rana, P., Chandra, K. & Arora, V. K. Tuberculosis—Depression syndemic: A public health challenge. Indian J. Tuberc. 
66(1), 197–202 (2019).

	15.	 Janmeja, A. K., Das, S. K., Bhargava, R. & Chavan, B. S. Psychotherapy improves compliance with tuberculosis treatment. Respir. 
Int. Rev. Thorac. Dis. 72(4), 375–380 (2005).

	16.	 Janse Van Rensburg, A. et al. Comorbidities between tuberculosis and common mental disorders: A scoping review of epidemio-
logical patterns and person-centred care interventions from low-to-middle income and BRICS countries. Infect. Dis. Poverty 9(1), 
4 (2020).

	17.	 Paulo, B. X. & Peixoto, B. Emotional distress patients with several types of tuberculosis. A pilot study with patients from the 
Sanatorium Hospital of Huambo. Int. J. Mycobacteriol. 5(Suppl 1), S58 (2016).

	18.	 Mohammedhussein, M., Alenko, A., Tessema, W. & Mamaru, A. Prevalence and associated factors of depression and anxiety among 
patients with pulmonary tuberculosis attending treatment at public health facilities in Southwest Ethiopia. Neuropsychiatr. Dis. 
Treat. 16, 1095–1104 (2020).

	19.	 Masumoto, S. et al. Prevalence and associated factors of depressive state among pulmonary tuberculosis patients in Manila, The 
Philippines. Int. J. Tuberc. Lung Dis. 18(2), 174–179 (2014).

	20.	 Ayana, T. M., Roba, K. T. & Mabalhin, M. O. Prevalence of psychological distress and associated factors among adult tuberculosis 
patients attending public health institutions in Dire Dawa and Harar cities, Eastern Ethiopia. BMC Public Health 19(1), 1392 (2019).

	21.	 Goffman, E. Stigma: Notes on the Management of Spoiled Identity (Simon & Schuster, 1963).
	22.	 Konradi, A. Stigma and psychological distress among pediatric participants in the FD/MAS Alliance Patient Registry. BMC Pediatr. 

21(1), 173 (2021).
	23.	 Paul, S. et al. Subjective experiences of stigma related to Tuberculosis: A qualitative exploration at Peri-urban, Bangladesh. Am. J. 

Prev. Med. Public Health 4(2), 27–36 (2019).
	24.	 Ganapathy, S., Thomas, B. E., Jawahar, M. S., Selvi, K. J. & Sivasubramaniam, Weiss M. Perceptions of gender and tuberculosis in 

a south Indian urban community. Indian J. Tuberc. 55(1), 9–14 (2008).
	25.	 Sagili, K. D., Satyanarayana, S. & Chadha, S. S. Is knowledge regarding tuberculosis associated with stigmatising and discriminating 

attitudes of general population towards tuberculosis patients? Findings from a community based survey in 30 districts of India. 
PLoS ONE 11(2), e0147274 (2016).

	26.	 Chen, X. et al. Tuberculosis-related stigma and its determinants in Dalian, Northeast China: A cross-sectional study. BMC Public 
Health 21(1), 6 (2021).

	27.	 van der Kooij, Y. L. et al. Role of self-stigma in pathways from HIV-related stigma to quality of life among people living with HIV. 
AIDS Patient Care STDS 35(6), 231–238 (2021).

	28.	 Lin, C. Y. et al. Psychological pathway from obesity-related stigma to depression via internalized stigma and self-esteem among 
adolescents in Taiwan. Int. J. Environ. Res. Public Health 16(22), 4410 (2019).

	29.	 Lee, S. A. et al. Factors contributing to anxiety and depressive symptoms in adults with new-onset epilepsy. Epilepsy Behav. 88(1), 
325–331 (2018).

	30.	 Thoits, P. A. Stress and health: Major findings and policy implications. J. Health Soc. Behav. 51(1), S41-53 (2010).
	31.	 Beak, A. T. Depression: Clinical, Experimental, and Theoretical Aspects (Harper and Row, 1967).

https://doi.org/10.4081/monaldi.2021.1704
https://doi.org/10.4081/monaldi.2021.1704


9

Vol.:(0123456789)

Scientific Reports |         (2023) 13:6889  | https://doi.org/10.1038/s41598-023-34129-4

www.nature.com/scientificreports/

	32.	 Crocker, J. & Park, L. E. The costly pursuit of self-esteem. Psychol. Bull. 130(3), 392–414 (2004).
	33.	 Mo, P. K., Lau, J. T., Yu, X. & Gu, J. A model of associative stigma on depression and anxiety among children of HIV-infected 

parents in China. AIDS Behav. 19(1), 50–59 (2015).
	34.	 Lita, F. W., Setyawati, S. & Lilik, S. Self-esteem as predictor of anxiety and depression on patients of multidrug resistant tuberculosis 

(MDR-TB). Int. J. Psychiatr. Nursing 5(2), 37–42 (2019).
	35.	 Brown, J. D. & Dutton, K. A. The thrill of victory, the complexity of defeat: Self-esteem and people’s emotional reactions to success 

and failure. J. Pers. Soc. Psychol. 68(4), 712–722 (1995).
	36.	 Fang, M. et al. The role of gender and self-esteem as moderators of the relationship between stigma and psychological distress 

among infertile couples. Psychol. Health Med. 1, 1–14 (2020).
	37.	 Kessler, R. C. et al. Short screening scales to monitor population prevalences and trends in non-specific psychological distress. 

Psychol. Med. 32(6), 959–976 (2002).
	38.	 Feng, D. & Xu, L. The relationship between perceived discrimination and psychological distress among Chinese pulmonary 

tuberculosis patients: The moderating role of self-esteem. Psychol. Health Med. 20(2), 177–185 (2015).
	39.	 Xu, M., Markström, U., Lyu, J. & Xu, L. Survey on Tuberculosis Patients in Rural Areas in China: Tracing the Role of Stigma in 

Psychological Distress. Int J. Environ. Res. Public Health 14(10), 1171 (2017).
	40.	 Brooks, R. T., Beard, J. & Steel, Z. Factor structure and interpretation of the K10. Psychol. Assess. 18(1), 62–70 (2006).
	41.	 Sunderland, M., Mahoney, A. & Andrews, G. Investigating the factor structure of the kessler psychological distress scale in com-

munity and clinical samples of the Australian population. J. Psychopathol. Behav. Assess. 34(2), 253–259 (2012).
	42.	 Rosenberg, M. Society and the Adolescent Self-Image (Princeton University Press, 1965).
	43.	 Qiu, L. et al. The mediating effects of stigma on depressive symptoms in patients with tuberculosis: A structural equation modeling 

approach. Front. Psychiatry 9, 618 (2018).
	44.	 Bowerman, B. & O’Connell, R. Linear Statistical Models: An Applied Approach (PWS-Kent Pub, 1990).
	45.	 Cohen, J., Cohen, P., West, S. G. & Aiken, L. S. Applied Multiple Regression/Correlation Analysis for the Behavioral Sciences 3rd edn. 

(Erlbaum, 2003).
	46.	 Aiken, L. S. & West, S. G. Multiple Regression: Testing and Interpreting Interactions (Sage, 1991).
	47.	 Xavier, P. B. & Peixoto, B. Emotional distress in Angolan patients with several types of tuberculosis. Afr. Health Sci. 15(2), 378–384 

(2015).
	48.	 Watson, K. T., Roberts, N. M. & Saunders, M. R. Factors associated with anxiety and depression among African American and 

white women. ISRN Psychiatry 2012, 432321 (2012).
	49.	 Duko, B., Gebeyehu, A. & Ayano, G. Prevalence and correlates of depression and anxiety among patients with tuberculosis at 

WolaitaSodo University Hospital and Sodo Health Center, WolaitaSodo, South Ethiopia. Cross sectional study. BMC Psychiatry 
15, 214 (2015).

	50.	 Theingi, P., Kamiya, Y., Myat Moe, M., Cho San, C. & Cox, S. E. Depression and its associated factors among people with multidrug-
resistant tuberculosis in Myanmar. Trop. Med. Int. Health https://​doi.​org/​10.​1111/​tmi.​13637 (2021).

	51.	 Boing, A. F. et al. Association between depression and chronic diseases: Results from a population-based study. Rev. Saude Publica 
46(4), 617–623 (2012).

	52.	 Katon, W. J. Epidemiology and treatment of depression in patients with chronic medical illness. Dialogues Clin. Neurosci. 13(1), 
7–23 (2011).

	53.	 Zhang, L. et al. Characteristics of tuberculosis patients in the integrated tuberculosis control model in Chongqing, China: A 
retrospective study. BMC Infect. Dis. 20(1), 576 (2020).

	54.	 Walker, I. F. et al. Depression and anxiety in patients with multidrug-resistant tuberculosis in Nepal: An observational study. Public 
Health Action 9(1), 42–48 (2019).

	55.	 Arbex, M. A., Varella Mde, C., Siqueira, H. R. & Mello, F. A. Antituberculosis drugs: Drug interactions, adverse effects, and use in 
special situations. Part 1: First-line drugs. J. Bras. Pneumol. 36(5), 626–40 (2010).

	56.	 Cao, Y., Yu, C. & Wu, Y. Incidence rate of depression as an adverse effect of multidrug-resistant tuberculosis treatment. J. Infect. 
79(1), 61–74 (2019).

	57.	 McArthur, E., Bali, S. & Khan, A. A. Socio-cultural and knowledge-based barriers to tuberculosis diagnosis for women in Bhopal, 
India. Indian J. Community Med. 41(1), 62–64 (2016).

	58.	 Qiu, L. et al. Reliability and validity of a smart quality of life scale for patients with tuberculosis. J. Public Health (Germany) https://​
doi.​org/​10.​1007/​s10389-​019-​01067-3 (2019).

	59.	 Oetzel, J. G. & Ting-Toomey, S. Face concerns in interpersonal conflict: A gross-cultural empirical test of the face negotiation 
theory. Commun. Res. 30(6), 599–624 (2003).

	60.	 Lee, L. Y., Tung, H. H., Chen, S. C. & Fu, C. H. Perceived stigma and depression in initially diagnosed pulmonary tuberculosis 
patients. J. Clin. Nurs. 26(23–24), 4813–4821 (2017).

	61.	 Mak, W., Chen, S., Lam, A. & Yiu, V. Understanding distress: The role of face concern among Chinese Americans, European 
Americans, Hong Kong Chinese, and Mainland Chinese. Couns. Psychol. 37(2), 219–248 (2009).

	62.	 Hatherall, B., Newell, J. N., Emmel, N., Baral, S. C. & Khan, M. A. “Who will marry a diseased girl?” Marriage, gender, and tuber-
culosis stigma in Asia. Qual. Health Res. 29(8), 1109–1119 (2019).

	63.	 Yin, X. et al. Status of tuberculosis-related stigma and associated factors: A cross-sectional study in central China. Trop. Med. Int. 
Health 23(2), 199–205 (2018).

	64.	 Demissie, M., Getahun, H. & Lindtjørn, B. Community tuberculosis care through “TB clubs” in rural North Ethiopia. Soc. Sci. 
Med. 56(10), 2009–18 (2003).

	65.	 Hussain, S., Malik, A. A. & Hussain, Z. A randomized controlled intervention trial: Effect of counselling on treatment adherence 
and self-esteem of women patients receiving tuberculosis treatment. Open Med. J. 3, 27–33 (2016).

	66.	 Yin, X., Li, C. & Jiang, S. The mediating effect of self-esteem on the relationship of living environment, anxiety, and depression of 
underprivileged children: A path analysis in Chinese context. J. Health Psychol. 25(7), 941–952 (2020).

	67.	 Wangabcd, Y., Tianabc, L., Guoabc, L. & Huebnere, E. S. Family dysfunction and Adolescents’ anxiety and depression: A multiple 
mediation model. J. Appl. Dev. Psychol. 66, 101090 (2020).

	68.	 Chen, W.-W., Xu, G., Wang, Z. & Mak, M. C. K. Unhappy us, unhappy me, unhappy life: The role of self-esteem in the relation 
between adult attachment styles and mental health. Curr. Psychol. 5, 1–10 (2020).

	69.	 Marshall, S. L., Parker, P. D., Ciarrochi, J. & Heaven, P. C. L. Is self-esteem a cause or consequence of social support? A 4-year 
longitudinal study. Child Dev. 85(3), 1275–1291 (2014).

Acknowledgements
We are very grateful to the doctors at three medical institutions for their support and assistance in carrying out 
this study. We would also like to thank the efforts of the data collectors and the valuable information provided 
by all study participants.

https://doi.org/10.1111/tmi.13637
https://doi.org/10.1007/s10389-019-01067-3
https://doi.org/10.1007/s10389-019-01067-3


10

Vol:.(1234567890)

Scientific Reports |         (2023) 13:6889  | https://doi.org/10.1038/s41598-023-34129-4

www.nature.com/scientificreports/

Author contributions
L.Z. and X.C. conceived and designed the research, and advanced the whole research. X.C. analyzed the data and 
drafted the manuscript. X.C. and Y.C. were involved in the data collection, entry and verification. All authors 
read, revised and approved the final manuscript and agreed to take responsibility for all aspects of the work.

Competing interests 
The authors declare no competing interests.

Additional information
Correspondence and requests for materials should be addressed to L.Z. or J.T.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note  Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access   This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder. To view a copy of this licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

© The Author(s) 2023

www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	The role of self-esteem as moderator of the relationship between experienced stigma and anxiety and depression among tuberculosis patients
	Methods
	Study design and setting. 
	Participants. 
	Ethics procedure. 
	Measurement. 
	Anxiety and depression. 
	Experienced stigma. 
	Self-esteem. 
	Demographic characteristics. 
	Treatment status variables. 

	Statistical analysis. 

	Results
	Demographic characteristics and treatment status. 
	Correlations among continuous variables. 
	Hierarchical regression analysis. 

	Discussion
	Conclusion
	References
	Acknowledgements


