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Abstract

Purpose The impact of stigma on subjective wellbeing
was explored in adults living with HIV in Australia and the
USA. It was hypothesised that this population would report
poorer subjective wellbeing than the general population
and that ‘felt’ stigma would contribute significantly to
reported levels of subjective wellbeing.

Methods A total of 274 participants were recruited
through Australian AIDS councils and HIV-specific online
support groups. Participants completed a composite ques-
tionnaire comprising the personal wellbeing index—adult
(PWI-A), the HIV version of the unsupportive social
interactions inventory (USII) and demographic and health-
related items. The PWI-A total score was used to form a
personal wellbeing index, ranging from 0 to 100.

Results Participants reported mean PWI-A total scores of
54.7, considerably below the normative range of 70-80 for
Western populations. There was a strong negative corre-
lation between PWI-A total scores and USII total scores
with the experience of high levels of unsupportive social
interactions being associated with reduced levels of sub-
jective wellbeing.

Conclusions Our study suggests that despite antidis-
crimination legislation, ‘felt’ stigma in the form of
unsupportive social interactions continues to exert a neg-
ative impact on subjective wellbeing. Reduced subjective
wellbeing may increase the risk of adverse health

This study has been approved by the Monash University Standing
Committee on Ethics in Research Involving Humans (Approval
Number CF09/1014-2009000505).

V. E. Hutton (<)) - R. Misajon - F. E. Collins

School of Political and Social Inquiry, Monash University,
P.O. Box 197, Caulfield East, VIC 3145, Australia

e-mail: vicki.hutton@monash.edu

behaviours, such as medication non-adherence, substance
abuse, risky sexual behaviours and non-disclosure of HIV
serostatus.
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AIDS Acquired immune deficiency syndrome
HIV Human immunodeficiency virus

HAART Highly active antiretroviral therapy
PWI-A  Personal wellbeing index—adult

uslH Unsupportive social interactions inventory
Introduction

In the early 1980s, the emergence of acquired immune
deficiency syndrome (AIDS) in developed nations created
an ‘epidemic of stigma’ [1] unprecedented in modern day
medicine. Three claims dominated early media coverage of
the epidemic: it was invariably fatal, it was spreading fast
and it was associated with a number of stigmatised
behaviours, in particular the ‘gay lifestyle’, intravenous
drug use and paid sex [2]. By 2009, almost 60 million
people worldwide had been infected with this disease,
resulting in 25 million deaths [3]. The retrovirus respon-
sible—the human immunodeficiency virus (HIV)—
remains incurable, but in developed nations, no longer
inexorably progresses to the life threatening AIDS, fol-
lowing the development of highly active antiretroviral
therapy (HAART) in the mid 1990s [4, 5]. The goal of
antiretroviral therapy is to suppress viral loads to barely
detectable levels in the body, thus transforming HIV into a
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serious, but controllable, chronic disease [6]. Based on
absence of pathology, wellbeing amongst those with access
to HAART should have improved. However, many studies
continue to indicate that overall physical and emotional
wellbeing amongst people living with HIV remains lower
than that of the general population, especially as they face
the combined effects of ageing and its accompanying
comorbidities, the long-term effects of harbouring the virus
within their bodies and side effects from ongoing antiret-
roviral therapy [7-10]. Reports of ‘invisible’ physical and
emotional symptoms such as fatigue, depression, weak-
ness, anxiety, fear, worry and difficulty in concentrating
[11] highlight that a person’s HIV-related wellbeing
extends beyond their symptomatic/asymptomatic status to
include subjective experiences and their resultant impact
on day-to-day coping and effective management of the
disease. Of particular concern are findings indicating that
despite antidiscrimination legislation, HIV retains a stigma
that can affect health and wellbeing, as, with improved
therapies, infected people live longer [7, 12, 13].

Stigma, according to sociologist Erving Goffman, is a
deeply discrediting attribute that reduces a person ‘from a
whole and usual person to a tainted, discounted one’ [14,
p- 3]. Stigma can take the form of actual discrimination,
resulting in the stigmatised person existing on the margins
of society, or a person’s ‘felt’ stigma, where they live in
fear or anticipation of discrimination and rejection, often
resulting in an internal sense of shame [14] and reluctance
to disclose the stigmatising condition [4]. Disclosure may
induce negative social responses in friends, family and
colleagues, such as blame, arguments and embarrassment
[15, 16], as well as actual or perceived changes in affection
and support [17]. Research suggests that these negative or
‘unsupportive social interactions’, especially from loved
ones, may have a stronger influence on psychological
adjustment than supportive interactions from the same
people [18]. Paradoxically, non-disclosure through shame
or fear of discrimination can also promote negative affect,
feelings of social isolation and damaged self-image for the
person living with HIV [15, 19]. An HIV diagnosis can
thus be a life-changing experience with a profound impact
on identity [4, 20], especially where a person feels subject
to ‘victim blaming’ by others who may perceive HIV
transmission as voluntary, controllable and avoidable [21].
These personal feelings and experiences can impose sig-
nificant psychological burdens, underscoring the impor-
tance of adopting a subjective approach to exploring
wellbeing amongst people living with HIV.

A subjective approach focuses on understanding a per-
son’s feelings about themself and satisfaction with their
own life [22, 23]. According to the theory of subjective
wellbeing homoeostasis, which underpins the personal
wellbeing index—adult (PWI-A) [22] used in this study,
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subjective wellbeing is internally maintained and defended
by a set of psychological devices that are largely influenced
by personality and are manifested in a person’s abstract
feeling of satisfaction with their life as a whole [23]. The
goal of these homoeostatic processes is to maintain a per-
son’s positive view of their self at an abstract, non-specific
and stable level, despite short-term positive or negative
fluctuations across one or more of eight broader life
domains. When expressed on a scale 0—100, the normative
range for the Western subjective wellbeing lies in the very
narrow range of 70-80 points [22]. The tendency for
members of the Western population to maintain a relatively
steady level of subjective wellbeing within this range, even
in the face of medical challenges, was demonstrated in the
Australian Unity wellbeing index report 16.0 [24]. Sub-
jective wellbeing amongst participants with various health
conditions requiring them to visit a doctor on a regular
basis ranged from 76.6 (blood pressure), 73 (heart prob-
lems), 72.8 (asthma), 72.6 (cancer), 70.6 (arthritis), 69.6
(diabetes), 65 (depression) and 63.1 (anxiety). Cummins
et al. [24] commented that reduced subjective wellbeing is
most apparent in those conditions likely to cause psycho-
logical distress, such as severe and unrelenting pain
(arthritis) or anxiety/depression. This concurs with reports
of reduced subjective wellbeing amongst females with
‘very severe obesity’ (69.5) [25] and amongst injecting
drug users (55.4) [26], two conditions that can expose
individuals to both psychological distress and discrimina-
tion. Where a chronic and strong negative challenge
defeats homoeostasis, individuals may experience the
dominance of negative, rather than positive affect, which
may in turn be an indicator of depression [27].

Research amongst general populations suggests that life
satisfaction, described as a ‘desired subjective feeling
indicating general wellbeing’ [28, p. 983], may be an
important health predictor, with life dissatisfaction linked
to increased mortality, adverse health behaviours (such as
smoking, heavy drinking and inactivity), obesity, somatic
complaints, and depressive and anxiety symptoms [28, 29].
Amongst HIV-infected individuals, monitoring subjective
feelings of wellbeing and life satisfaction may provide an
important health risk indicator for adverse behaviours such
as alcohol and substance abuse, treatment non-adherence,
unsafe sexual behaviour and HIV non-disclosure, all of
which have been identified as potential negative impacts on
disease burden [9, 11, 13, 17, 30-33].

The sense of urgency and fear synonymous with the
epidemic’s early years has abated, leaving behind a HIV-
positive population that is both ‘growing and greying’ [34,
p- 1] as new infections continue to occur and those previ-
ously infected survive and age [10]. According to the
UNAIDS Report on the Global AIDS Epidemic 2010 [35],
there is strong evidence for a resurgence of HIV in many
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high-income countries with older epidemics, particularly
amongst men who have sex with men. This suggests
that despite the availability of increasingly sophisticated
medications, understanding subjective wellbeing and
potential negative challenges remains clinically and socially
important.

The present study

The aim of the present study was to explore subjective
wellbeing amongst people living with HIV in two English-
speaking developed nations—USA and Australia. Response
sets from these groups were pooled after independent-
samples ¢ tests conducted on demographics and scales of
interest indicated no significant differences. Of particular
interest was the impact of HIV-related stigma on reported
subjective wellbeing.

It was hypothesised that people living with HIV in
Australia and in the USA would report lower subjective
wellbeing than members of the general population. It was
also hypothesised that, for people living with HIV in
Australia and in the USA, ‘felt’ stigma, in the form of
unsupportive social interactions, would contribute signifi-
cantly to reported levels of subjective wellbeing.

Materials and methods
Study population and recruitment

A cross-sectional study was completed amongst 274 people
living with HIV in Australia (n = 128) and in the USA
(n = 146). This comprised a convenience sample recruited
through Australian capital city AIDS councils as well as
Australia-based and USA-based HIV-specific online sup-
port groups accessed through the social networking ser-
vices of Facebook and Yahoo Groups. Individuals over the
age of 18 years and living with HIV were invited via
recruitment flyers and online message boards to complete
the anonymous questionnaire in pen-and-paper format or
via a web-based service tool.

There were 73 (26.6%) pen-and-paper responders and
201 (73.4%) online responders. Independent-samples ¢ tests
on demographics and the variables of interest revealed no
significant differences based on questionnaire delivery
mode. The final sample comprised 274 participants, aged
between 18 and 84 years (M = 47.05, SD = 11.02).
Participants reported living with HIV from less than a year
up to 30 years (M = 13.54, SD = 7.95). The majority of
participants were male (91.2%) and described themselves
as homosexual (78.8%), reflecting the over-representation
of HIV infections amongst men who have sex with men

and the gay communities in many developed nations [35,
36]. Over 80% of participants lived in urban regions, and
54% relied on some form of government income support
benefits, especially disability support payments. Non-HIV-
related comorbidities were reported in 55.1% of partici-
pants, and 43.8% described their health as ‘average’
(29.9%) or ‘poor’ (13.9%). Table 1 shows the character-
istics of participants.

Measures

The findings presented in this paper are part of a larger
study on wellbeing when living with HIV. The measures

Table 1 Demographic characteristics of total sample (N = 274)

Number Percentage

Gender

Male 250 91.2

Female 24 8.8
Sexuality

Homosexual/lesbian 216 78.8

Heterosexual 40 14.6

Bisexual 15 5.5

Other® 3 1.1
Living situation

Live alone 123 44.9

With partner 91 332

With family/friends 60 21.9
Country of residence

Australia 128 46.7

USA 146 53.3
Region

Urban 227 82.8

Rural 47 17.2
Comorbidities

Yes 151 55.1

No 123 449
Self-assessed health

Excellent 52 19.0

Good 102 37.2

Average 82 29.9

Poor 38 13.9
Primary source of income

Salary 88 32.1

Income support benefits 148 54.0

Other® 38 13.9

* Including one participant who described himself as ‘transsexual’
under sexuality, but ‘male’ under gender; and two who described
themselves as ‘not interested’

® Including income derived from savings, superannuation, spouse/
partner or family
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examined here are the personal wellbeing index—adult
(PWI-A) [22], the HIV version of the unsupportive social
interactions inventory (USII) [37], demographics and par-
ticipants’ self-assessed health status (excellent, good,
average, poor).

The PWI-A [22] is a 9-item measure of responders’
abstract feeling of satisfaction with ‘life as a whole’ and
eight broad life domains: standard of living; personal
health; achieving in life; personal relationships; feeling
safe; community-connectedness; future security; and spir-
ituality-religion. These eight domains comprise the mini-
mum set of domains that represent the first level of
deconstruction of ‘life as a whole’. Responders indicated
their satisfaction with each item on a 0—10 Likert response
scale ranging from ‘completely dissatisfied’ (0) to ‘com-
pletely satisfied’ (10). Data can be used at the level of
individual items, or the eight life domains can be aggre-
gated and averaged to form a personal wellbeing index on a
scale 0—100. Previous studies report Cronbach’s alpha for
this measure to be between 0.70 and 0.85 in Australia and
overseas [22]. In this study, Cronbach’s alpha for the
PWI-A total was 0.91.

HIV-related unsupportive social interactions were
assessed using the HIV-specific version of the USII [37].
Unsupportive social interactions are conceptualised as
unhelpful or upsetting responses from other people that a
person receives about their HIV status. This scale com-
prises 24 items, grouped into four factors of six items each.
These factors are labelled ‘insensitivity’ reflecting unsup-
portive behaviours of discomfort, avoidance and lack of
empathy; ‘disconnecting’ representing emotional or
behavioural disengagement, as well as refusals to provide
support; ‘forced optimism’ reflecting attempts to impose a
focus on the positive and to ignore or downplay the diffi-
culties of living with HIV; and ‘blaming’ representing
criticism, fault-finding and disapproval. Participants were
asked to rate the occurrence of events such as After
becoming aware of my having HIV, someone avoided me or
had less contact than usual, on a five-point Likert scale
ranging from ‘Never’ (0) to ‘A lot’ (4). The USII is scored
by calculating the mean rating across the items for each
subscale. In previous studies, Cronbach’s alpha for the
subscales have been between 0.85 and 0.87 for ‘insensi-
tivity’; 0.83-0.84 for ‘disconnecting’; 0.78-0.81 for
‘forced optimism’; and 0.86-0.88 for ‘blaming’ [16, 37]. In
this study, Cronbach’s alpha was 0.88, 0.87, 0.88 and 0.87,
respectively.

Data screening
Any responders who failed to provide key demographic

information or were missing data from entire subscales
were excluded (1 pen-and-paper responder and 55 online
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responders). The percentage of missing data across the two
measures used in this paper ranged from O to 1.1% and
indicated no trends. As recommended by Tabachnick and
Fidell [38], group means were used to replace missing
values prior to analysis.

The total sample comprised 305 adults living with HIV
in the USA (n = 146), Australia (n = 128), United King-
dom (n = 16), Europe (n = 5), Canada (n = 4), Africa
(n = 4) and Asia (n = 2). Given that the lived experience
of HIV can vary depending on a country’s epidemiological
patterns, community attitudes and health system, respond-
ers from the latter five areas were excluded due to insuf-
ficient numbers for meaningful comparisons. The final
sample comprised 128 responders from Australia and 146
responders from the USA. These groups were pooled after
independent-samples ¢ tests conducted on demographics,
and the two scales of interest indicated no significant
differences.

Analyses

The relationship between subjective wellbeing and unsup-
portive social interactions was investigated using Pearson
product-moment correlation coefficient (Table 3), and a
series of standard multiple regressions were conducted
(Table 4). Potential confounders, including age, years liv-
ing with HIV and self-assessed health, were controlled for
in the analyses. All statistical analyses were performed
using IBM SPSS statistics 19 [39].

Results

Range, means (M) and standard deviations (SD) for the
measured variables are shown in Table 2. Of particular note is
the mean score of 54.7 points for PWI-A total (i.e. aggregate
of eight domains), as well as substantially reduced scores in
the domains of future security (M = 46.4, SD = 28.6) and
community-connectedness (M = 50, SD = 29.9). The mean
score for the total USII was 1.54 (SD = 1.05; range, 0-4).
The highest level of unsupportive social interactions was
reported on the ‘insensitivity’ factor (M = 1.77,SD = 1.05),
followed by ‘disconnecting’ (M = 1.59, SD = 0.97), “forced
optimism’ (M = 0.51,SD = 0.99) and ‘blaming’ (M = 1.29,
SD = 0.98). Only six responders (2.2%) from the total
sample reported never having experienced HIV-related un-
supportive social interactions.

The relationship between subjective wellbeing, as
measured by the PWI-A, and unsupportive social interac-
tions, as measured by the USII, was investigated using
Pearson product-moment correlation coefficient (see
Table 3). There was a negative correlation between the
PWI-A abstract feeling of satisfaction with ‘life as a whole’
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Table 2 Range, means and standard deviations for the PWI-A sat-
isfaction with ‘life as a whole’ item, PWI-A total (i.e. aggregate of
eight domains) and individual domain scores, and the unsupportive
social interactions inventory (USII) total score and individual factor
scores (N = 274)

Range Mean Standard
deviation
PWI-A satisfaction with Life 0-100 59.2 244
PWI-A total 0-100 54.7 21.7
PWI-A domains
Standard of living 0-100 60.6 25.2
Personal health 0-100 573 26.6
Achieving in life 0-100 54.3 27.5
Personal relationships 0-100 55.2 29.6
Feeling safe 0-100 52.7 26.8
Community-connectedness 0-100 50.0 29.9
Future security 0-100 46.4 28.6
Spirituality-religion 0-100 61.6 26.9
USII total 04 1.54 0.89
USII factors
Disconnecting 04 1.59 0.97
Forced optimism 04 1.51 0.99
Blame 04 1.29 0.98
Insensitivity 04 1.77 1.05

item and USII total score, r = —0.39, p = 0.000, and
between PWI-A total (i.e. aggregate of eight domains) and
USI total, r = —0.52, p = 0.000. In both cases, unsup-
portive social interactions were associated with reduced
subjective wellbeing. The four factors of the USII were
each significantly associated with PWI-A satisfaction with
‘life as a whole’, PWI-A total and each of the eight indi-
vidual PWI-A domains. Of the four USII factors, ‘insen-
sitivity’ had the strongest association with: PWI-A

Table 4 Standard multiple regression on PWI-A total (i.e. aggregate
of eight domains) with age, years with HIV, self-rated health and
USII total as predictors

Beta (ff) p value Unique
variance (srz)
Age 0.17 0.001 0.02
Years with HIV —0.02 0.702 0.00
Self-rated health —0.45 0.000 0.17
USII total —0.33 0.000 0.10

The amount of variance in PWI-A total scores explained was 45.3%,
Fu, 269y = 57.56, p < 0.001, with USII total accounting for 10%
unique variance

satisfaction with ‘life as a whole’, r = —0.38, p = 0.000;
PWI-A total, r = —0.54, p = 0.000; and each individual
PWI-A domain.

To further examine the relationship between PWI-A and
USII, a series of multiple regression analyses were con-
ducted. Firstly, a standard multiple regression on PWI-A
total scores was conducted with age, years with HIV, self-
rated health and USII total as predictors. The amount of
variance in PWI-A total scores explained was 45.3%,
F, 269y = 57.56, p < 0.001, with USII total accounting for
10% unique variance (see Table 4).

A series of eight multiple regression analyses were
conducted for each of the PWI-A domains with age, years
with HIV, self-rated health and USII total as predictors.
A Bonferroni adjustment was made resulting in an alpha
level of 0.006. For all eight PWI-A domains, USII total was
a significant predictor at p < 0.001, contributing unique
variances of 3% (personal health); 4.7% (spirituality-reli-
gion); 5.2% (feeling safe); 5.4% (personal relationships);
5.5% (standard of living); 7.6% (achieving in life); 7.7%
(future security); and 11.2% (community-connectedness).

Table 3 Correlations for scores
for the PWI-A satisfaction with
‘life as a whole’ item, PWI-A

total (i.e. aggregate of eight
domains) and PWI-A individual
domain scores, and the
unsupportive social interactions
inventory (USII) total score and
individual factor scores

(N = 274)

All correlations are significant
at p = 0.000

usla USII factors
Total Disconnected Forced optimism Blame Insensitivity
PWI-A satisfaction with life —-0.39 —0.33 -0.32 —0.34 —0.38
PWI-A total scores —0.52 —0.47 —0.39 —0.46 —0.54
PWI-A domains
Standard of living —0.39 —-0.32 —-0.33 —0.36 —0.37
Personal health —0.42 —-0.37 —0.31 —-0.37 —0.43
Achieving in life —0.45 —0.40 —0.34 —0.39 —0.48
Relationships —0.36 —0.31 —0.26 —0.33 —0.37
Feeling safe —0.44 —0.40 —0.32 —0.38 —-0.47
Community —0.50 —0.46 —0.35 —0.44 —0.51
Future security —0.42 —0.38 —0.32 —-0.37 —0.43
Spirituality -0.29 —0.28 —0.22 —0.25 —0.28
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Discussion

Our study indicates that living with HIV in two developed
nations, Australia and the USA, is associated with a
reported level of subjective wellbeing significantly below
the Western normative range of 70-80 points [22], and that
increased experiences of HIV-related unsupportive social
interactions are predictive of this low level of subjective
wellbeing. This supports our hypotheses that people living
with HIV in Australia and in the USA would report lower
subjective wellbeing than members of the general popula-
tion and that for this population, ‘felt’ stigma, in the form
of unsupportive social interactions, would contribute sig-
nificantly to reported levels of subjective wellbeing.

These results suggest that living with HIV may under-
mine the homoeostatic processes that work to maintain a
person’s positive view of their self at an abstract, non-
specific and stable level, resulting in loss of normal posi-
tive affect and the PWI-A providing a potential diagnostic
indicator of depression [27]. Living with HIV is not a
‘short-term’ fluctuation across the health or other life
domains. Rather, it can result in sufficient distress to sub-
stantially reduce subjective wellbeing below many other
chronic diseases or conditions, even those causing severe
and unrelenting pain (arthritis) or psychological distress
(anxiety/depression) [24], and those associated with
increased health risks and discrimination (obesity and
injecting drug use) [25, 26].

This is valuable information for service providers and
public health policy makers in two interrelated areas: (1)
identification that some individuals living with HIV are at a
risk of loss of positive affect and depression, which may be
associated with adverse health behaviours and outcomes;
and (2) identification of life domains most affected by the
chronic and strong negative challenge of ‘felt’ stigma, thus
allowing targeted interventions such as public health ini-
tiatives to address the more subtle nuances of HIV-related
stigma. These are elaborated below.

Subjective wellbeing, negative affect and depression

There is evidence that individuals with life dissatisfaction,
depression or depressive symptomatology may be less likely
to tend to their general health and more likely to engage in
adverse health behaviours [28, 29, 40]. Importantly, amongst
HIV-infected adults, depression and depressive symptom-
atology have been linked to substance abuse [30, 41-43];
non-adherence to HIV medications [43, 44]; high drop-out
rates in HIV-related clinical trials and health-related pro-
grammes [45, 46]; and sexual risk behaviours [44,47], any of
which can contribute to less controlled management of the
condition and detectable viral loads [43]. Whilst the direct
relationship between depression and sexual risk behaviour
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remains inconsistent and inconclusive [42, 47], there is
evidence that depression may indirectly contribute to sexual
risk taking by eroding a person’s self-efficacy [47] or
increasing the likelihood of alcohol and substance abuse [42,
47, 48]. Directly or indirectly, depression may be a pivotal
link to many of the adverse health behaviours associated with
HIV, thus highlighting the importance of early recognition of
individuals and groups at risk.

There are some estimates that up to half of HIV-positive
adults will experience depression or depressive symptom-
atology at some point in their lifetime [11, 30, 47, 49].
According to Cummins et al. [24], individual scores on the
PWI-A below 50 points are indicative of depression, while
group mean scores below 70 points indicate that a higher
than normal proportion of the sample is depressed. In this
study, the group mean score of 54.7 points provides a
warning that it is likely that some participants may be at
risk of reduced positive affect or depression and therefore
susceptible to the aversive health behaviours described
above. Service providers could use this knowledge to
facilitate timely and targeted interventions.

An important prerequisite of targeted interventions is the
ability to pinpoint negative challenges to subjective well-
being and life domains most affected by those challenges.
In this study, living with HIV was found to particularly
impact a person’s satisfaction with their future security
(46.4 points) and with feeling part of their community (50
points). Amongst people with HIV, ‘uncertainty in illness’
[50], where patients with chronic illness express uncer-
tainty about symptoms and lack of information about the
future, has been associated with stress and anxiety and
exacerbated by the threat of stigma and social isolation
[51]. Stigma and social isolation may, in turn, negatively
impact on feelings of community-connectedness. It is
therefore noteworthy that this study identified ‘felt’ stigma,
in the form of unsupportive social interactions, to be a
negative challenge strongly associated with reduced sub-
jective wellbeing.

Subjective wellbeing and ‘felt’ stigma

The concept of stigma is now a recognised component of
the social impact of some diseases and conditions, con-
tributing to the burden of illness, influencing clinical out-
comes, and associated with symptoms of depression,
anxiety and hopelessness [33, 46, 52, 53]. Amongst people
with HIV, fear of stigma and exclusionary social processes
can create a barrier to HIV testing, interfere with treatment
and increase non-disclosure of HIV serostatus [19, 33, 46,
54], all of which may have serious ramifications for the
individual, service providers and public health initiatives.

Over 90% of countries globally have programmes in
place to reduce HIV-related stigma and discrimination
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[35]. In many developed nations, this has been formalised
into legislation to prevent discrimination, harassment or
victimisation by businesses, service providers and
employers. Nevertheless, 97.8% of participants in the
current study reported experiencing some form of HIV-
related unsupportive social interaction. With some research
indicating that negative or unsupportive social interactions,
especially from personal social networks, can have a
stronger influence on psychological adjustment, mood
disturbances and depressive symptomatology than sup-
portive interactions [16, 17, 37, 55, 56], the finding that
increased experiences of unsupportive social interactions
negatively impacted on an individual’s subjective wellbe-
ing, irrespective of their age, years with HIV and self-
assessed health status, is not surprising. Many of the USII
items elicit information about a person’s experience of
intangible upsetting interactions, such as picking up from
someone’s tone of voice, expression or body language that
they were uncomfortable talking about the person having
HIV, feeling that they were avoided or that someone had
become ‘cold’ towards them because of their HIV, and
feeling that someone was disappointed in them. A variable
strongly associated with subjective wellbeing and life sat-
isfaction is ‘satisfaction with self’ [57, p. 62]. Therefore,
any events undermining ‘satisfaction with self’, such as the
perception that unsupportive social interactions are occur-
ring, irrespective of whether the other person was delib-
erately, or even actually, acting in this manner, may reduce
subjective wellbeing.

Current findings indicate that while unsupportive social
interactions were negatively correlated with, and predictive
of, all eight domains of the PWI-A, this was most evident
in relation to the community-connectedness domain (i.e.
How satisfied are you with feeling part of your commu-
nity?). Many aspects of HIV remain misunderstood by the
general population; however, its principal modes of trans-
mission by sexual fluids, blood and intravenous drug use
are public knowledge. Fear of contagion and negative
attitudes about the behaviours associated with contracting
HIV can cause some people to react censoriously [18, 55,
56]. Rules of physical contact may be overtly or covertly
reconstructed in ways that leave the person with HIV
feeling rejected, fearful, frustrated, hurt, angry and socially
isolated from their community [17].

Experiences of HIV-related social rejection have serious
implications for disclosure of HIV serostatus. There is
evidence of a clear association between stigma and dis-
closure, with rates of disclosure linked to how much
communities stigmatise or accept HIV and how individuals
perceive themselves, their identities and their roles in their
communities [58]. Fear of negative reactions from others
can act as a deterrent to both HIV testing and subsequent
disclosure [19, 31, 33, 52, 54, 59]. On a societal level, this

may contribute to the continued HIV epidemic through
inadvertent transmission of the virus by undiagnosed
individuals within the community [46]. On a personal
level, this may impact health outcomes by delaying or
interfering with treatments, thus increasing the risk of
higher viral loads and damage to the immune system [46,
52, 54, 59]. Whilst stigma and disclosure are pertinent to
all age groups, there is evidence that some older adults with
HIV may perceive greater stigma attached to their condi-
tion due to societal attitudes about ageing, sexuality and
sexual orientation [52, 55, 60]. Some maintain a ‘protective
silence’ [60, p. 787] about their condition, increasing the
risk of social isolation and diminished emotional support.
This highlights the need to address both HIV-related
stigma and ageist attitudes as more members of the HIV
population enter old age.

A limitation of this study is that participants were self-
selected via recruitment flyers and online message boards.
Given the obstacles to HIV testing and disclosure noted
earlier, some potential participants may not have been
accessed. In addition, the cross-sectional design of this
study precludes any causal interpretations. Future longitu-
dinal studies are recommended to gain greater under-
standing of the relationship between subjective wellbeing
and experiences of ‘felt’ stigma throughout the course of
the disease.

Conclusion

In summary, our study has important clinical and social
implications. Firstly, by using the PWI-A, a sensitive and
non-confrontational instrument underpinned by theory and
research, we identified that living with HIV can be asso-
ciated with reduced subjective wellbeing, which in turn
may be a potential diagnostic indicator of depression. This
can leave some individuals susceptible to adverse health
behaviours, such as medication non-adherence, substance
abuse and risky sexual behaviours. Early identification of
at-risk individuals could facilitate targeted health promo-
tion initiatives to strengthen and maintain a person’s ‘sat-
isfaction with self” and coping skills.

Secondly, our study draws attention to the subtle and
nuanced stigmatising behaviours perceived in others that
may be a strong negative challenge to subjective wellbeing.
Whilst it is not feasible to legislate against ‘felt’ stigma and
unsupportive social interactions, service providers and
policy makers can incorporate this knowledge into existing
education and health promotion initiatives promoting safe
and comfortable HIV disclosure. Simultaneously, our
results support the ongoing need for public education ini-
tiatives to combat lingering erroneous perceptions about
living and ageing, with HIV in the twenty-first century.
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