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Original Article

Due to their dual stigmatized identities, men who have sex 
with men (MSM) living with HIV are often marginalized 
in society (Dowshen, Binns, & Garofalo, 2009; Tsang 
et al., 2019). MSM living with HIV not only face stigma 
arising from their same-sex attraction and behavior, but 
also encounter rejection and discrimination on the basis of 
their HIV status (Reilly et al., 2016; Rendina et al., 2016; 
Smit et al., 2012). Apart from the “double stigma” from 
the public, earlier studies also documented the stigma-
tizing attitudes toward people living with HIV (PLHIV) 
within the gay community (Chong, Mak, Tam, Zhu, & 
Chung, 2017; Courtenay–Quirk, Wolitski, Parsons, 
Gomez, & Seropositive Urban Men’s Study Team, 2006). 
Given that the stigmatization is multisourced, MSM living 
with HIV are highly vulnerable to negative health outcomes 
(Hatzenbuehler, O’cleirigh, Mayer, Mimiaga, & Safren, 
2011). Although a large body of research has identified the 

detrimental effects of HIV stigma from the general public 
on PLHIV, less is known about the HIV stigma that occurs 
in the gay community and how it affects the health status 
among MSM living with HIV. The present study simulta-
neously examined the HIV stigma from the public and 
within the gay community, and investigated the mecha-
nisms underlying the effects of HIV stigma on the mental 
and social health of MSM living with HIV.
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Abstract
Public stigma surrounding HIV is related to heightened emotional distress, poor psychological functioning, and reduced 
subjective well-being in people living with HIV. For men who have sex with men (MSM) living with HIV, they may also 
face stigmatizing attitudes within the gay community, which create an additional burden to their health. Grounded in 
the psychological mediation framework, the present study examined the underlying psychological processes through 
which HIV stigma from the public and within the gay community influences the mental and social health of MSM 
living with HIV. Findings from 206 Chinese MSM living with HIV in Hong Kong indicated that negative self-concept, 
maladaptive coping, and peer isolation mediated the effect of HIV stigma on mental and social health. The study 
revealed the cognitive, regulatory, and interpersonal processes underlying HIV stigma and health. Feeling intense HIV 
stigma from the public and within the gay community may render MSM living with HIV more vulnerable to negative 
self-concept, maladaptive coping, and peer isolation, which contribute to poor mental and social health. To combat 
prejudice and discrimination against people living HIV, stigma reduction initiatives should be implemented not only in 
the public, but also in the gay community. Cognitive-behavioral interventions can also be used to restructure negative 
self-beliefs and build adaptive emotion regulation skills, which can improve stigma-related health outcomes among 
MSM living with HIV.
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HIV Stigma Within the Gay Community

Fear and stigma of HIV emerged in the gay community 
since the early 1980s when HIV was labeled as the “gay 
plague” and “Gay-Related Immune Deficiency” (Herek 
& Glunt, 1988). The advent of HIV testing in the mid-
1980s further divided the gay community into two groups, 
that is, people living with HIV and HIV-unknown (Sheon 
& Crosby, 2004). After three decades, stigmatizing atti-
tudes toward PLHIV are still highly prevalent in the gay 
community (Goldenberg, Vansia, & Stephenson, 2016). 
MSM living with HIV encountered experiences of preju-
dice, avoidance, and discrimination from members of the 
gay community (Courtenay–Quirk et al., 2006). In a sam-
ple of gay men living with HIV, Stutterheim et al. (2008) 
reported that 66.7% (n = 290) of the respondents have 
encountered HIV stigma in the gay community, which 
was even more prevalent than HIV stigma in other contexts 
(including family, friends, workplace, school, healthcare 
services, and faith community).

In Hong Kong, a vast majority of the HIV infections 
was reported in male (84.9% in 2018; n = 530), with 
same-sex sexual contacts (49.4% in 2018; n = 308) 
being the major modes of transmission (Virtual AIDS 
Office Hong Kong, 2019). Although it has been around 
35 years since the first diagnosis of HIV infection, HIV 
stigma continues to be a pervasive problem in Hong 
Kong society and significantly impacts the life of PLHIV. 
HIV stigma is manifested as a fear of infection, which 
cause people to avoid interacting with PLHIV (Mak 
et al., 2007). It was evidenced in the results of a popula-
tion-based random household survey that around one-
third of the general public respondents in Hong Kong did 
not want PLHIV living in their neighborhood and would 
avoid contacting PLHIV (Equal Opportunities 
Commission, 2010). Over three-fourths of them consid-
ered that PLHIV might cause dangers or adverse effects 
to residents in the vicinity. In addition, a recent study on 
100 MSM living with HIV in Hong Kong reported that 
60% (n = 60) perceived moderate-to-high levels of HIV 
stigma within the gay community (Chong et al., 2017). 
Around 89% (n = 89) indicated that there was discrimi-
nation against PLHIV even among MSM (Chong et al., 
2017).

Despite that HIV stigma within the gay community 
was severe and prevalent, its psychosocial consequences 
on MSM living with HIV have rarely been explored, 
compared with that of HIV stigma from the general pub-
lic (Hatzenbuehler et al., 2011). Courtenay–Quirk et al. 
(2006) identified that HIV stigma within the gay com-
munity was related to higher levels of depressive symp-
toms and suicidal ideation among MSM living with HIV 
in the United States. Chong et al. (2017) reported that 
PLHIV in Hong Kong who perceived greater levels of 

HIV stigma from the gay community were more vulner-
able to psychological distress.

In addition to the impact on mental health, HIV stigma 
within the gay community may also undermine one’s 
social health, which is defined as the “ability to interact 
effectively with others and develop satisfying personal 
relationships to accomplish social roles” (Rezaei, Khalili, 
& Inalo, 2016). MSM who endorse HIV stigma may 
avoid contacting MSM living with HIV, which keeps 
them isolated and marginalized in the gay community 
(Smit et al., 2012). On the other hand, MSM living with 
HIV may estrange themselves from other MSM peers and 
withdraw from social interaction to avoid being stigma-
tized (Skinta, Brandrett, Schenk, Wells, & Dilley, 2014).

Whereas there was an increasing number of studies 
documented the adverse effects of HIV stigma within the 
gay community, only one study has recently explored the 
mediating mechanisms of how it contributes to poor men-
tal health (Chong et al., 2017). Building upon earlier con-
ceptual models by Berger, Ferrans, and Lashley (2001) 
and Earnshaw and Chaudoir (2009), Chong et al. (2017) 
examined the mediating effects of internalized stigma, 
serostatus disclosure concerns, and negative reactions 
toward ingroup HIV stigma. The results indicated that 
only negative emotional reactions explained the associa-
tion between HIV stigma within the gay community and 
psychological distress, while the other two mediators 
were nonsignificant (Chong et al., 2017). Given that the 
mediating mechanism between HIV stigma within the 
gay community and health among MSM living with HIV 
is largely unknown, it presents a significant barrier to 
developing strategies for addressing stigma and promot-
ing health in the gay community. Thus, the present study 
was designed to fill in this gap by examining the mediat-
ing pathways through which HIV stigma from the public 
and within the gay community impacts the mental and 
social health of MSM living with HIV in Hong Kong. A 
thorough understanding of the relationship between HIV 
stigma and health among MSM will inform the develop-
ment of psychosocial interventions and care for this 
population.

Psychological Mediation Framework

Hatzenbuehler (2009) developed the psychological medi-
ation framework to explain how sexual stigma “gets 
under the skin” and underpins psychopathology among 
sexual minority individuals. It postulates that stigma-
related stress leads to emotional dysregulation, interper-
sonal problems, and cognitive processes, which elevate 
the risk of negative health outcomes in sexual minorities. 
The framework has been empirically tested and supported 
in different sexual minority populations (Martin-Storey 
& Crosnoe, 2012; Schwartz, Stratton, & Hart, 2016; 
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Szymanski, Dunn, & Ikizler, 2014), but has rarely been 
applied among PLHIV. Grounded in the psychological 
mediation framework (Hatzenbuehler, 2009), the present 
study investigated the cognitive, regulatory, and interper-
sonal mechanisms through which HIV stigma from the 
public and within the gay community negatively affects 
mental and social health by examining the mediating 
roles of negative self-concept, maladaptive coping, and 
peer isolation respectively in MSM living with HIV. The 
framework is particularly relevant in light of the dearth of 
research on understanding how HIV stigma within the 
gay community renders MSM more prone to poor mental 
and social health.

Cognitive process. Negative self-concept has been consis-
tently reported among sexual minority populations as an 
outcome of stigma and discrimination (Skinta et al., 
2014). Self-concept refers to the cognitive representation 
of the individual’s beliefs, attitudes, knowledge, and per-
ceptions about the self (Markus & Wurf, 1987). Previous 
studies indicated that PLHIV who were affected by 
stigma were likely to incorporate the societal devaluation 
into their own personal value system (Lee, Kochman, & 
Sikkema, 2002). Also, PLHIV are often preoccupied with 
negative self-concept, which causes them to view them-
selves in a pessimistic light (Fife & Wright, 2000). They 
may hold negative beliefs about self as being worthless 
and incompetent, leading to negative mental health out-
comes (Kalichman et al., 2009; Mak et al., 2007). In a 
sample of sexual minority adolescents, Martin-Storey 
and Crosnoe (2012) further revealed that those who 
experienced sexual orientation-based harassment were 
more likely to report negative self-perception, which 
predisposed them to depression. Similarly, findings 
reported that having a negative sense of self might dis-
rupt social functioning in sexual minorities (Crawford, 
Allison, Zamboni, & Soto, 2002; Yang, Mak, Ho, & 
Chidgey, 2017).

Regulatory process. Maladaptive coping is one of the 
common ways to respond to stigmatizing experiences 
among socially marginalized populations (Ashton 
et al., 2005). It refers to the adoption of negative and 
dysfunctional strategies to regulate stress-related emo-
tions (Lazarus, 1999). Given that HIV stigma is highly 
distressing and overwhelming, PLHIV often use mal-
adaptive coping to orient themselves away from the 
stressors (Sanjuán, Molero, Fuster, & Nouvilas, 2013). 
Maladaptive coping was often observed among MSM 
living with HIV who perceived higher levels of HIV 
stigma within the gay community (Courtenay–Quirk 
et al., 2006). Kaysen et al. (2014) reported that sexual 
minority young women who experienced homophobia 

tended to employ maladaptive coping strategies, such 
as denial and self-blame, which were linked to greater 
levels of psychological distress. Rumination is also 
another maladaptive strategy frequently used when fac-
ing stigma (Szymanski et al., 2014). It is characterized 
by a passive and repetitive self-focused reflection on 
one’s negative experience and its possible causes and 
consequences (Nolen-Hoeksema, Wisco, & Lyubomir-
sky, 2008). Schwartz et al. (2016) identified that gay 
and bisexual men who responded to sexual stigma with 
rumination were more vulnerable to depression and 
anxiety.

Interpersonal process. Social connection with peers has also 
been identified as a key protective mechanism in stigma-
tized populations such as PLHIV and sexual minorities 
(Li, Lee, Thammawijaya, Jiraphongsa, & Rotheram-Borus, 
2009; McConnell, Birkett, & Mustanski, 2015). A large 
body of research has consistently demonstrated that stigma 
can cause stigmatized individuals to be isolated from their 
friends and family (Parker & Aggleton, 2003). It was 
reported that social isolation significantly mediated the 
effect of stigma on mental health outcomes among PLHIV 
(Herek, Saha, & Burack, 2013) as well as gay and bisexual 
men (Schwartz et al., 2016). Qualitative findings from 
Reece and Dodge (2004) indicated that establishing a 
social network with other gay and bisexual men was con-
ducive to better social well-being.

The Present Study

While negative self-concept, maladaptive coping, and 
peer isolation are considered as psychological mecha-
nisms that explain the effects of stigma on mental health 
in sexual minorities, their mediating roles have never 
been empirically tested in MSM living with HIV 
(Hatzenbuehler, 2009). Bridging the literature on HIV 
stigma and sexual minority stress, the present study 
applied the psychological mediation framework to inves-
tigate the cognitive, regulatory, and interpersonal pro-
cesses through which HIV stigma from the public and 
within the gay community undermines health outcomes 
among MSM living with HIV in Hong Kong. Specifically, 
this study proposed and examined a mediation model (see 
Figure 1) to understand how HIV stigma adversely affects 
mental and social health among MSM living with HIV. 
First, it was hypothesized that HIV stigma from the pub-
lic and within the gay community would be negatively 
related to mental and social health. Second, it was hypoth-
esized that negative self-concept, maladaptive coping, 
and peer isolation would mediate the effect of HIV stigma 
from the public and within the gay community on mental 
and social health.
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Method

Participants

A sample of 206 Chinese men who have sex with men liv-
ing with HIV participated in the present study. Inclusion 
criteria include: (1) being at least 18 years of age, (2) being 
assigned as male at birth, (3) living with HIV (as confirmed 
by the nurses at the HIV clinic), and (4) having had sex 
with men in the lifetime. The participants had a mean age 
of 39.36 years (SD = 10.13, range = 22–68). Majority of 
the participants were single (77.6%, n = 159) and com-
pleted tertiary education (41.2%, n = 85). Over two-thirds 
were full-time employed (69.4%, n = 143). Most of the 
participants identified as gay (62.1%, n = 128), followed 
by bisexual (32.0%, n = 66), heterosexual (2.9%, n = 6), 
and questioning (2.9%, n = 6). The participants had an 
average of 4.76 years since HIV diagnosis (SD = 4.41 
years, range = 1 month – 20 years). The details of partici-
pant demographics are summarized in Table 1.

Procedure

Participants were recruited and referred by the nurses at the 
only community-based HIV clinic in Hong Kong. Eligible 

participants provided written informed consent prior to the 
commencement of the study. The participants were asked 
to fill in a self-report questionnaire and received HK$60 
(US$ 7.70) as compensation for their time spent. The study 
procedures and materials were approved by the clinical 
research ethics committees of the authors’ institution and 
of the clinic involved in participant recruitment.

Measures

HIV stigma from the public. Three items from Perceived 
Devaluation-Discrimination Scale (Link, Cullen, Frank, 
& Wozniak, 1987) were used to assess the extent to which 
the participants perceive stigmatizing attitudes and 
behaviors from the public on a 6-point Likert scale from 
1 (strongly agree) to 6 (strongly disagree). Sample item 
includes “If I disclose my HIV status, most people would 
treat me with a worsened attitude, exclude or reject me.” 
Higher scores represent higher levels of HIV stigma from 
the public. The items were translated from English into 
Chinese and subsequently back-translated into English 
by two independent bilingual researchers. Discrepancies 
between the two versions of the items were discussed and 
resolved to ensure accuracy and equivalency of meaning. 

Figure 1. A mediation model of HIV stigma from the public and within the gay community on mental and social health.
Note. Solid lines denote significant paths with standardized coefficients shown, while dotted lines denote nonsignificant paths; * p < .05,  
** p < .01, *** p < .001; controlling for age, education, employment status, marital status, sexual orientation, and length of being diagnosed with 
HIV infection.
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The internal consistency (Cronbach’s α) of the measure 
was .78 in the present study.

HIV stigma within the gay community. Ten items developed 
by Courtenay–Quirk et al. (2006) and Chong et al. (2017) 
were used to measure the perception of HIV stigma in the 
gay community on a 6-point Likert scale from 1 (strongly 
agree) to 6 (strongly disagree). A sample item includes 
“HIV-negative MSM treat you differently when they 
know you’re positive.” Higher scores indicate greater per-
ceptions of HIV stigma in the gay community. The scale 
has been translated into Chinese and used in MSM living 
in HIV in Hong Kong (Chong et al., 2017). The internal 
consistency (Cronbach’s α) of the measure was reported 
as .90 (Chong et al., 2017). For the present study, the inter-
nal consistency of the measure was .84.

Negative self-concept. Two items by Marschall, Sanftner, 
and Tangney (1994) were used to assess the thoughts and 
beliefs about the self on a 4-point Likert scale from 1 (not 
feeling this way at all) to 4 (feeling this way very strongly). 
The items are “I feel worthwhile, valuable” and “I feel 
capable, useful.” The items were reversely scored, with 

higher scores indicating more negative sense of self. The 
items were translated following the procedure reported 
above. The internal consistency (Cronbach’s α) of the 
measure was .70 in the present study.

Maladaptive coping. Three items were adapted from the 
brief COPE (Carver, 1997) to measure the use of mal-
adaptive coping strategies to deal with the stress associ-
ated with HIV infection. Participants rated the items on a 
4-point Likert scale from 1 (I’ve not done this at all) to 4 
(I’ve been doing this a lot). The items are “I’ve been say-
ing to myself ‘this isn’t real’” (denial), “I’ve been criti-
cizing myself” (self-blame), and “I have been constantly 
thinking about why I have these sufferings” (rumination). 
Higher scores indicate more frequent use of maladaptive 
coping. The items were previously translated into Chi-
nese and examined among PLHIV in China (Su et al., 
2015). The internal consistency (Cronbach’s α) of the 
measure in this study was .78.

Peer isolation. The friend subscale of the Multidimen-
sional Scale of Perceived Social Support (MSPSS) 
(Zimet, Dahlem, Zimet, & Farley, 1988) consists of four 
items assessing social support from peers. The items were 
rated on a 7-point Likert scale from 1 (very strongly dis-
agree) to 7 (very strongly agree). Sample items include “I 
have friends with whom I can share my joys and sor-
rows.” The items were reversely coded, with higher 
scores representing higher levels of peer isolation. The 
scale has been translated into Chinese and its psychomet-
ric properties have been evaluated (Chou, 2000). The 
internal consistency (Cronbach’s α) of the measure was 
reported as .85 (Zimet et al., 1988). For the present study, 
the internal consistency was .91.

Mental health. The 5-item World Health Organization 
Well-Being Index (WHO-5) (Psychiatric Research Unit, 
1998) was used to measure positive mental health. Par-
ticipants were asked to evaluate the five statements on a 
6-point Likert scale from 0 (at no time) to 5 (all of the 
time). Sample item includes “I have felt active and vigor-
ous.” Higher scores indicate higher levels of mental 
health. The scale has been translated into Chinese (Psy-
chiatric Research Unit, 2007) and used in previous stud-
ies in Hong Kong (Mak, Chio, Chan, Lui, & Wu, 2017). 
The internal consistency (Cronbach’s α) of the measure 
was .83 in the present study.

Social health. The social relationships subscale of Satis-
faction With Life Scale (SWLS) (Test, Greenberg, Long, 
Brekke, & Burke, 2005) consists of six items assessing 
the functioning and satisfaction in the area of social rela-
tionships. The items were rated on a 5-point Likert scale 
from 1 (not at all) to 5 (a great deal). Sample item 

Table 1. Demographic Characteristics of the Participants  
(N = 206).

Variables n (%)/Mean (SD)

Age 39.36 (10.13)
Education
 Junior secondary or below 9 (4.4%)
 Senior secondary 80 (38.8%)
 Tertiary or above 117 (56.8%)
Marital status
 Single 159 (77.6%)
 Married/cohabitated 41 (20.0%)
 Divorced/separated/widowed 5 (2.4%)
Employment status
 Full-time employment 143 (69.4%)
 Part-time/temporary employment 25 (12.2%)
 Unemployed 20 (9.7%)
 Retired 10 (4.9%)
 Student 4 (1.9%)
 Other 4 (1.9%)
Sexual orientation
 Heterosexual 6 (2.9%)
 Bisexual 66 (32.0%)
 Gay 128 (62.1%)
 Questioning 6 (2.9%)
Length of being diagnosed with HIV infection
 Less than 1 year 39 (21.1%)
 1–5 years 72 (38.9%)
 5–10 years 45 (24.3%)
 More than 10 years 29 (15.7%)
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includes “How satisfied are you with your current social 
life?” Higher scores reflect higher levels of social health. 
The scale has been translated into Chinese and used in 
previous studies (Chan & Mak, 2016). The internal con-
sistency (Cronbach’s α) of the measure was reported as 
.80 (Test et al., 2005). For the present study, the internal 
consistency was .79.

Data Analysis

Descriptive statistics were conducted to understand the 
demographic characteristics of the participants. Pearson 
correlation coefficients were used to determine the asso-
ciation between the variables of interest. The preliminary 
analysis was performed with SPSS 22.0.

A two-step approach to structural equation modeling 
(SEM) was used to examine the hypothesized relation-
ships among the latent variables presented in Figure 1 
(Anderson & Gerbing, 1988). A measurement model was 
examined with confirmatory factor analysis (CFA) to 
determine whether the factor structure of the variables fits 
the data. The latent variables of HIV stigma from the pub-
lic, negative self-concept, maladaptive coping, and peer 
isolation were indicated by their corresponding items. 
Three sets of item parcel were created to represent the 
latent construct of HIV stigma within the gay community, 
mental health, and social health, based on the recommen-
dations by Russell et al. (1998). It was then followed by 
the examination of a structural model that tests the rela-
tionships between the exogenous and endogenous latent 
variables in the hypothesized model, controlling for par-
ticipant demographics (i.e., age, education, employment 
status, marital status, sexual orientation, and length of 
being diagnosed with HIV infection). The goodness-of-
fit for the models were evaluated using chi-square (χ2) 
statistics, comparative fit index (CFI), Tucker Lewis 
Index (TLI), the root mean square error of approximation 
(RMSEA), and the standardized root mean square residual 

(SRMR). CFI and TLI values above 0.90 indicate accept-
able model fit (Hu & Bentler, 1999). RMSEA and SRMR 
values of 0.06 or less are considered as a close model fit 
(Hu & Bentler, 1999). MPlus 7.1 was used to analyze the 
data.

Results

Preliminary Analyses

The means, standard deviations, and intercorrelations of 
the variables are described in Table 2. HIV stigma from 
the public and HIV stigma within the gay community 
were positively associated with negative self-concept, 
maladaptive coping, and peer isolation (rs ranged from 
.17 to .46, ps < .05). HIV stigma from the public and HIV 
stigma within the gay community were also negatively 
associated with mental health and social health (rs ranged 
from −.19 to −36, ps < .01). In addition, mental health 
and social health were negatively related to negative 
self-concept, maladaptive coping, and peer isolation 
(rs ranged from −.28 to −.56, ps < .001).

Measurement and Structural Models

Results of measurement model showed a good model fit, 
χ2 (168) = 233.31, p < .001, CFI = .97, TLI =.96, 
RMSEA = .04, SRMR = .04. All loadings of the items 
or parcels on their latent constructs (β = .57 – .91) were 
statistically significant (p < .001). As presented in 
Figure 1, structural equation modeling was conducted to 
examine the hypothesized relationship among HIV 
stigma from the public, HIV stigma within the gay com-
munity, negative self-concept, maladaptive coping, peer 
isolation, mental health, and social health, adjusting for 
demographics. Results showed a satisfactory model fit 
χ2 (342) = 502.97, p < .001, CFI = .92, TLI =.91, 
RMSEA = .05, SRMR = .07. The unstandardized and 

Table 2. Descriptive Statistics and Intercorrelations of the Variables (N = 206).

1 2 3 4 5 6 7

1. HIV stigma from the public –  
2. HIV stigma within the gay community .33*** –  
3. Negative self-concept .17* .24** –  
4. Maladaptive coping .24** .27*** .25*** –  
5. Peer isolation .46*** .17* .24** .29*** –  
6. Mental health −.33*** −.19** −.46*** −.43*** −.42*** –  
7. Social health −.36*** −.20** −.34*** −.28*** −.56*** .61*** –
Range of scale 1–6 1–6 1–4 1–4 1–7 0–5 1–5
Mean 3.80 4.30 2.11 1.94 2.97 2.52 3.44
SD 1.04 .78 .77 .82 1.27 .90 .62

Note. *p < .05; **p < .01; ***p < .001.
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standardized path loadings for the model are reported in 
Table 3. The model explained 52.9% and 57.8% of the 
variance of mental health and social health respectively.

Direct effects. HIV stigma from the public was positively 
related to maladaptive coping (β = .26, p = .006) and 
peer isolation (β = .51, p < .001), but not negative self-
concept (β = .09, p = .37). HIV stigma within the gay 
community was positively related to negative self-
concept (β = .27, p = .008) and maladaptive coping 
(β = .24, p = .009), but not peer isolation (β = .01, 
p = .93). Negative self-concept was associated with poor 

mental health (β = −.48, p < .001) and social health 
(β = −.34, p < .001). Maladaptive coping was negatively 
associated with mental health (β = −.31, p = .001), but 
not social health (β = −.12, p = .16). Peer isolation was 
related to lower levels of mental health (β = −.25, 
p = .005) and social health (β = −.52, p < .001). HIV 
stigma from the public and HIV stigma within the gay 
community were not directly related to mental health and 
social health (ps > .05).

Indirect effects. Results indicated that peer isolation sig-
nificantly mediated the effect of HIV stigma from the 

Table 3. Unstandardized and Standardized Path Loadings for the Hypothesized Model.

Parameter estimates

Unstandardized Standardized

b (SE) Β

Direct effect
HIV stigma from the public → Negative self-concept .06 (.07) .09 (.10)
HIV stigma from the public → Maladaptive coping .17 (.07)** .26 (.09)**
HIV stigma from the public → Peer isolation .49 (.09)*** .51 (.08)***
HIV stigma from the public → Mental health −.10 (.10) −.11 (.10)
HIV stigma from the public → Social health −.08 (.05) −.15 (.09)
HIV stigma within the gay community → Negative self-concept .26 (.11)* .27 (.10)**
HIV stigma within the gay community → Maladaptive coping .23 (.09)* .24 (.09)**
HIV stigma within the gay community → Peer isolation .01 (.12) .01 (.08)
HIV stigma within the gay community → Mental health .18 (.12) .13 (.09)
HIV stigma within the gay community → Social health .08 (.06) .12 (.08)
Negative self-concept → Mental health −.67 (.15)*** −.48 (.08)***
Negative self-concept → Social health −.25 (.07)*** −.34 (.08)***
Maladaptive coping → Mental health −.44 (.14)** −.31 (.09)**
Maladaptive coping → Social health −.09 (.07) −.12 (.09)
Peer isolation → Mental health −.24 (.09)** −.25 (.09)**
Peer isolation → Social health −.26 (.05)*** −.52 (.08)***
HIV stigma from the public ↔ HIV stigma within the gay community .28 (.07)*** .41 (.07)***
Mental health ↔ Social health .12 (.03)*** .60 (.10)***
Indirect effect
HIV stigma from the public → Mental health
 via Negative self-concept −.04 (.05) −.04 (.05)
 via Maladaptive coping −.07 (.04)* −.08 (.04)*
 via Peer isolation −.12 (.05)* −.13 (.05)*
HIV stigma from the public → Social health
 via Negative self-concept −.02 (.02) −.03 (.04)
 via Maladaptive coping −.02 (.01) −.03 (.03)
 via Peer isolation −.13 (.03)*** −.27 (.06)***
HIV stigma within the gay community → Mental health
 via Negative self-concept −.17 (.08)* −.13 (.06)*
 via Maladaptive coping −.10 (.05)* −.08 (.04)*
 via Peer isolation −.003 (.03) −.002 (.02)
HIV stigma within the gay community → Social health
 via Negative self-concept −.06 (.03)* −.09 (.04)*
 via Maladaptive coping −.02 (.02) −.03 (.02)
 via Peer isolation −.003 (.03) −.004 (.04)

Note. *p < .05; **p < .01; ***p < .001.
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public on mental health (β = −.13, p = .01) and social 
health (β = −.27, p < .001). Maladaptive coping also 
mediated the effect of HIV stigma from the public on 
mental health (β = −.08, p = .03), but not social health 
(β = −.03, p = .20). Negative self-concept did not sig-
nificantly mediate the effect of HIV stigma from the pub-
lic on mental health (β = −.04, p = .37) and social health 
(β = −.03, p = .38).

In addition, a significant indirect effect was observed 
for HIV stigma within the gay community on mental 
health (β = −.13, p = .02) and social health (β = −.09, 
p = .03) via negative self-concept. Results revealed that 
maladaptive coping significantly mediated the effect of 
HIV stigma within the gay community on mental health 
(β = −.08, p = .045), but not social health (β = −.03, 
p = .22). Peer isolation did not significantly mediate 
the effect of HIV stigma within the gay community 
on mental health (β = −.002, p = .93) and social health 
(β = −.004, p = .93).

Discussion

The present study applied the psychological mediation 
framework to understand the relationship between 
stigma and health among MSM living with HIV. Apart 
from HIV stigma from the public, this study estimated 
the effect of HIV stigma within the gay community, 
which was more prevalent and detrimental to MSM liv-
ing with HIV than public stigma (Stutterheim et al., 
2008). Consistent with earlier studies (Chong et al., 
2017; Courtenay–Quirk et al., 2006), this study demon-
strated that HIV stigma within the gay community repre-
sents a significant risk factor for MSM living with HIV, 
and showed that the psychological mediation framework 
is a useful conceptual tool for explaining how stigma 
influences health outcomes in this population. The find-
ings lend support to the cognitive, regulatory, and inter-
personal processes through which HIV stigma within the 
gay community undermines mental and social health 
among MSM living with HIV.

Self-concept offers a cognitive explanation for the 
association of HIV stigma with poor mental and social 
health. As being MSM is a core aspect of life for many 
MSM, the HIV stigma within the gay community is par-
ticularly impactful to their self-concept (Smit et al., 
2012). The current findings indicated that MSM living 
with HIV who felt greater HIV stigma from the gay 
community were more vulnerable to a negative sense of 
self, which made them view themselves as worthless 
and incapable. Negative self-concept, in turn, contrib-
uted to greater psychological distress and lower engage-
ment in fulfilling relationships with others, consistent 
with the prior findings in sexual minorities (Martin-
Storey & Crosnoe, 2012).

Maladaptive coping also constitutes a significant 
mediating mechanism through which HIV stigma affects 
mental health. The present results corroborated earlier 
findings and suggested that MSM living with HIV were 
likely to adopt maladaptive coping strategies to blunt the 
negative affective states arising from HIV stigma from 
the public and within the gay community (Chong et al., 
2017; Courtenay–Quirk et al., 2006). While some may 
deny the distressing experiences and blame themselves 
for the stigma, others may become trapped in rumination 
on negative moods and stressors (Sanjuán et al., 2013). 
These types of coping strategies are not only ineffective 
in handling the distress, but also involve a continuous 
expenditure of mental and emotional energy, which 
evokes an adverse effect on psychological functioning 
(Szymanski et al., 2014). It is noted that the negative 
influence of maladaptive coping was only on mental 
health, but not social health. It might be the fact that 
MSM living with HIV who adopt maladaptive coping 
mainly suffer from internal struggles, which do not neces-
sitate an impairment on their social functioning.

Peer isolation, as an outcome of HIV stigma from the 
public, also contributes to poor mental and social health 
among MSM living with HIV. The present findings indi-
cated that those who perceived strong stigma from the 
public were more prone to social isolation. Due to the 
stigma, it was plausible that MSM living with HIV were 
rejected by their peers, while at the same time they also 
restrained themselves from social interaction (Smit et al., 
2012). With lower levels of peer support, MSM living 
with HIV were more likely to experience negative mental 
health (Herek et al., 2013). On the other hand, as they 
were less connected to their peers, they were also less 
likely to build satisfying personal relationships and live a 
meaningful social life (Reece & Dodge, 2004).

The present study demonstrated that the cognitive, reg-
ulatory, and interpersonal processes were distinctive and 
they jointly operated to produce a synergic effect on MSM 
living with HIV (Hatzenbuehler, 2009). As supported in 
the findings, negative self-concept, maladaptive coping, 
and peer isolation co-occurred as a result of HIV stigma 
from the public and within the gay community. Instead of 
serving as independent mechanisms in isolation, the cog-
nitive, regulatory, and interpersonal processes fueled each 
other to create a mutually reinforcing cluster of risk fac-
tors that predisposed MSM living with HIV to poor men-
tal and social health (Dowshen et al., 2009; Hatzenbuehler 
et al., 2011). It is therefore important to note the synergis-
tic interactions between these psychological processes 
and recognize how these co-occurring and intertwined 
processes link stigmatization to adverse health outcomes 
in MSM living with HIV (Herek et al., 2013; Schwartz 
et al., 2016). Future research should examine how the 
cognitive, regulatory, and interpersonal processes interact 
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with each other to produce deleterious effects on MSM 
living with HIV.

The negative impacts of HIV stigma are particularly 
prominent in the context of Chinese culture (Li, Lau, 
Holroyd, & Li, 2016). As the family is the basic unit of 
social organization in Chinese societies, MSM living with 
HIV in Hong Kong not only face stigma and discrimina-
tion themselves, but may also bring shame and dishonor to 
their family members because the entire family is stigma-
tized due to their HIV status (Zang, Guida, Sun, & Liu, 
2014). This can create additional strain on familial rela-
tionships and weaken the social support system of the 
MSM living with HIV, which impose psychological bur-
dens on this population (Ho & Mak, 2013). As revealed in 
the present study, HIV stigma was positively related to 
maladaptive coping. It is likely because alternative coping 
mechanisms (e.g., family support) are not available to 
MSM living with HIV (Li et al., 2006). They may there-
fore resort to maladaptive coping strategies in response to 
the stress and negative emotion resulting from HIV 
stigma, which in turn may compromise their mental health 
(Sanjuán et al., 2013).

Apart from the strong emphasis on family ties and 
responsibility, it is also widely recognized that Chinese 
culture places a high value on collectivism (Zang et al., 
2014). Acceptance and support from the community one 
belongs to is particularly crucial for Chinese people. Since 
sexual identity is an important facet of self-definition, HIV 
stigma within the gay community can be detrimental to the 
mental and social health of MSM living with HIV (Lee 
et al., 2002; Smit et al., 2012). For those who encountered 
stigma from the gay community, they were more likely to 
hold negative beliefs and perceptions toward themselves, 
which were associated with poor mental and social health. 
As the results were obtained from a Chinese sample, future 
studies should replicate the present findings and examine 
the applicability of the model in individualistic cultures.

Implications

Findings from this study have important implications on 
intervention strategies for promoting mental and social 
health among MSM living with HIV. Given the adverse 
effects of HIV stigma within the gay community, com-
munity-level interventions are necessary to address prej-
udice and stigma toward PLHIV not only in the public, 
but also in the gay community. It is important to facili-
tate the awareness of biases among MSM and challenge 
deeply entrenched stereotypes about PLHIV (Szymanski 
et al., 2014). By educating MSM about HIV/AIDS 
knowledge, it can reduce their irrational fear of contagion 
and mitigate negative judgments about PLHIV (Mak, 
Mo, Ma, & Lam, 2017). Stigma reduction efforts of this 

kind are not only likely to bring health benefits to MSM 
living with HIV, but also crucial for HIV prevention in 
the gay community (Mahajan et al., 2008).

As the present study revealed the cognitive and regula-
tory processes underlying the relationship between HIV 
stigma and health among MSM living with HIV, cognitive-
behavioral interventions targeting negative self-concept 
and maladaptive coping strategies may be helpful for this 
population (Crepaz et al., 2008). Therapeutic approaches 
such as cognitive restructuring and self-affirmation can be 
implemented to change their negative thought patterns 
(Pachankis, 2014). Developing adaptive emotion regula-
tion skills can enable them to effectively cope with stigma-
tizing experiences. In addition, recent research indicates 
that mindfulness and self-compassion interventions can be 
used to cultivate a nonjudgmental and accepting attitude 
toward self and negative  experiences, which may mitigate 
rumination and self-blame, and thereby alleviate mental 
distress (Yang & Mak, 2017).

As informed by the findings, strengthening social sup-
port systems in the face of HIV stigma can also foster 
better psychosocial functioning. This can be achieved 
through the use of MSM peer support groups. Earlier 
studies indicated that support groups for PLHIV not only 
improve quality of life, but also enhance their medication 
adherence and increase retention in HIV care (Bateganya, 
Amanyeiwe, Roxo, & Dong, 2015). By engaging in sup-
port groups, it provides an opportunity for PLHIV to 
share their experiences and develop social bonds with 
peers, which can serve as a source of emotional support. 
The positive outcomes can even be maximized if the sup-
port groups are organized around specific identities such 
as gay men (World Health Organization, 2016).

Limitations

A few limitations should be noted when interpreting the 
findings from this study. First, the cross-sectional nature 
of the study limits the establishment of causal relation-
ships between the variables. Although the hypothesized 
mediation model was grounded in the theoretical work of 
Hatzenbuehler (2009) and earlier empirical findings 
(Kaysen et al., 2014), future studies should address this 
limitation by adopting a prospective longitudinal research 
design. Second, since a sampling frame of MSM living 
with HIV does not exist, the present study relied on a 
nonprobability sample, which may restrict the generaliz-
ability of the findings. Third, this study focused on HIV 
stigma from the public and within the gay community and 
did not account for the stigma surrounding sexuality. 
Further works should build on the current study to esti-
mate the relative contribution of HIV stigma and sexual 
stigma on the health of MSM living with HIV.
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Conclusions

Notwithstanding these limitations, the present study 
shed important insights on how HIV stigma within the 
gay community, in tandem with HIV stigma from the 
public, triggers a cascade of interrelated cognitive, regu-
latory, and interpersonal processes conferring risk for 
poor mental and social health among MSM living with 
HIV in Hong Kong. Findings indicated that HIV stigma 
was positively related to negative self-concept, maladap-
tive coping, and peer isolation, which in turn contributed 
to negative health outcomes among MSM living with 
HIV. Given that MSM comprise a growing proportion of 
PLHIV population across the globe, more intervention 
research is needed to understand and address their men-
tal and social health needs.
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