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Abstract

Childhood sexual abuse is prevalent among people living with HIV, and the experience of shame is a common
consequence of childhood sexual abuse and HIV infection. This study examined the role of shame in health-
related quality of life among HIV-positive adults who have experienced childhood sexual abuse. Data from 247
HIV-infected adults with a history of childhood sexual abuse were analyzed. Hierarchical linear regression was
conducted to assess the impact of shame regarding both sexual abuse and HIV infection, while controlling for
demographic, clinical, and psychosocial factors. In bivariate analyses, shame regarding sexual abuse and HIV
infection were each negatively associated with health-related quality of life and its components (physical well-
being, function and global well-being, emotional and social well-being, and cognitive functioning). After con-
trolling for demographic, clinical, and psychosocial factors, HIV-related, but not sexual abuse-related, shame
remained a significant predictor of reduced health-related quality of life, explaining up to 10% of the variance in
multivariable models for overall health-related quality of life, emotional, function and global, and social well-
being and cognitive functioning over and above that of other variables entered into the model. Additionally, HIV
symptoms, perceived stress, and perceived availability of social support were associated with health-related
quality of life in multivariable models. Shame is an important and modifiable predictor of health-related quality
of life in HIV-positive populations, and medical and mental health providers serving HIV-infected populations
should be aware of the importance of shame and its impact on the well-being of their patients.

Introduction

With the availability of highly active antiretroviral
therapy (HAART), HIV/AIDS has been transformed

from a progressive fatal disease to a manageable chronic one.1

Consequently, health-related quality of life (HRQoL), which
encompasses perceived health and well-being across multiple
domains (e.g., physical functioning, cognitive functioning,
emotional status, social role performance), has become a
clinically meaningful outcome in HIV-infected populations.2–4

Childhood sexual abuse (CSA) has been identified as a sig-
nificant predictor of HRQoL and is associated with a range of
psychological, behavioral, and medical ramifications in
adulthood.5–7 However, few studies have been published
examining HRQoL among seropositive individuals with a
history of CSA, despite people living with HIV reporting

disproportionately high rates of CSA.8,9 CSA has been linked
to risky sexual and substance use behavior, as well as with
sexual revictimization, placing both men and women with a
history of CSA at greater risk for contracting or transmitting
HIV.10–12 Additionally, among those living with HIV, trau-
matic stress is associated with medication nonadherence, pain
intensity, and interference of pain in daily functioning.13–15

Finally, shame is a common consequence of CSA and has been
associated with symptoms of posttraumatic stress disorder
(PTSD).16–19 Taken together, these findings suggest that the
physical and psychological sequelae of CSA contribute to
diminished HRQoL among those living with HIV. In the
current study, the independent influence of shame regarding
sexual abuse and shame regarding HIV-infection on HRQoL
will be examined in a sample of adults living with HIV who
have experienced childhood (under age 18) sexual abuse.
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Prior research has explored the impact of demographic,
clinical, and psychosocial factors on HRQoL among people
living with HIV.20 The literature is inconsistent with regard to
the association between demographic factors and HRQoL,
although some studies have found associations with gender,
income, and employment status.4,21,22 With respect to clinical
factors, studies have consistently revealed that number and
severity of HIV symptoms are linked to HRQoL.21,23,24 Ad-
ditionally, a number of psychosocial factors, including social
support, coping skills, perceived stress, grief, and psychologi-
cal distress, have been found to predict HRQoL.2,4,25,26 Finally,
HIV-related stigma and discrimination have been shown to
have a negative impact on HRQoL,20,23,27,28 above and beyond
even the severity of HIV symptoms and depression.20

While numerous studies have examined the impact of
clinical, demographic, and psychosocial factors, including
HIV-related stigma, on HRQoL, research on the association
between shame and HRQoL is notably absent from the liter-
ature. Many researchers regard shame as distinct from stig-
ma.29–31 A stigma is a mark or characteristic of disease, defect,
or disgrace, and HIV-related stigma is typically conceptual-
ized as the negative social response to either or both (1) HIV as
a life-threatening, chronic illness or (2) behaviors associated
with HIV transmission (injection drug use, homosexuality,
sexual promiscuity, etc.).32 On the other hand, shame is a
painful emotion that typically results from negative eval-
uation following conduct or circumstances that damage
self-respect.33,34 While shame and internalized stigma are
sometimes considered equivalent, we prefer to conceptualize
them as related but distinct constructs. As with most theorists,
we view stigma as being socially constructed and contextu-
alized, based on culturally embedded power structures, and
resistant to change.35–37 Shame, on the other hand, is an in-
ternally derived emotional response that may be influenced,
but not controlled, by stigmatizing attitudes perceived to be
present in the community or internalized by the individual.
Thus shame, unlike stigma and discrimination, is amenable to
change through psychosocial interventions.29,34 We recognize
and applaud efforts of some theorists to capture the social
impact of stigma on the individual through the cognitive
construct of internalized stigma, which has been construed to
consist of emotional and behavioral responses (including
shame) to perceived or experienced stigma.36,38 However, we
prefer the linguistic clarity of defining stigma as a sociocul-
tural power structure and shame as a potentially changeable,
individually created emotional and behavioral response.

The literature on shame, particularly as it relates to HRQoL
is scarce, although a few studies have examined the impact of
shame on health-related outcomes. For example, the experi-
ence of shame has been shown to increase proinflammatory
cytokine activity and produce HIV disease-relevant immu-
nologic changes.34 In qualitative studies, shame (although
viewed as a component of internalized stigma) has been cited
as a reason for medication nonadherence39 and as a barrier to
participating in HIV/AIDS clinical trials,40 suggesting that
shame may be associated with decreased utilization of health
care services. Finally, HIV-related shame has been linked to
continued HIV-transmission behavior among HIV-infected
adults.41

The primary aim of this study was to examine the impact of
shame regarding both sexual abuse and HIV infection on
HRQoL among seropositive adults with a history of CSA.

Hierarchical linear regression was used to examine the effects
of shame on HRQoL, while controlling for traumatic stress
symptoms, as well as other factors traditionally linked to
HRQoL (e.g., demographic variables, HIV-related stress, HIV
symptoms, social support, and perceived stress).

Method

Study design and sample

Data comes from the baseline interview of a large ran-
domized controlled trial of HIV-positive adult men and
women (18 years or older) with histories of CSA that were
recruited from community-based organizations and medical
clinics serving individuals with HIV/AIDS in New York
City.42,43 Potential participants were recruited through pro-
vider-referral and recruitment materials advertising a group
intervention for people living with HIV who had experi-
enced CSA. A total of 333 potential participants were screened
for inclusion using a structured clinical interview, which as-
certained demographics, sexual abuse history, depression,
posttraumatic stress, and risk to self or others. Participants
were included if they had a history of CSA, were HIV positive,
and were 18 years or older. CSA was defined as sexual abuse
(any unwanted touching of a sexual nature) in childhood
(under the age of 13), or adolescence (between the ages of 13
and 17) by an adult or someone 5 years or older than the
participant when the abuse occurred. Exclusion criteria were:
(1) acute distress due to sexual revictimization in the past
month, (2) impaired mental status, and (3) severe psycho-
logical distress, as indicated by suicidal intent or a score of 30
or greater on the Beck Depression Inventory (BDI).44

Of the 333 potential participants who were screened for el-
igibility, 21 did not meet the aforementioned criteria (7 had not
been sexually abused, 1 had experienced sexual revictimization
in the past month, 6 were cognitively impaired, and 7 were
severely depressed) and 41 participants were not enrolled in
the study for assorted reasons (23 could not be located; 13
declined or were unable to continue due to health, employment
or childcare; 3 were incarcerated; and 2 died). Of the remaining
271 participants, 5 had incomplete assessments, and an addi-
tional 13 heterosexual men were excluded due to insufficient
numbers for randomization. Four transgendered participants
were categorized according to their self- identified gender. The
final sample included 256 participants. For the current study, 9
participants were missing data on study variables, thus 247
participants were included in the data analysis.

After screening, eligible participants were administered a
baseline assessment using a computer-assisted personal in-
terview (CAPI). All assessments were conducted in English,
and participants with low literacy had assessments read aloud
to them. Research assistants were always available in an ad-
jacent office to provide assistance. Participants received $35
upon completion of this assessment. All participants provided
written informed consent and all study procedures were ap-
proved by Institutional Review Boards at all affiliated orga-
nizations.

Measures

Outcome measures

HRQoL. The revised Functional Assessment of Human
Immunodeficiency Virus Infection (FAHI) was used to assess
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participants’ HRQoL.45 The FAHI assesses general life quality,
as it relates to chronic illness, as well as HIV-specific life quality.
The revised FAHI is a 44-item measure with 5 subscales:
physical well-being, function and global well-being, emotional
well-being/living with hiv, social well-being, and cognitive
functioning. Respondents rate each item in regard to his or her
illness in the past week on a Likert scale ranging from 0 (not at
all) to 4 (very much). For the primary data analysis, the 44
FAHI items were summed into a total score, with higher scores
indicating greater HRQoL. Secondary analyses were con-
ducted on each of the five subscales. The revised FAHI has
demonstrated good reliability and validity, with a Chronbach a
of 0.94 for the total score in the current sample. Subscale a were
0.69 (cognitive functioning), 0.87 (social well-being), 0.89
(emotional well-being), 0.90 (physical well-being), and 0.90
(function and global well-being) in the current sample.45

Predictive measures

Block 1—demographic factors. Gender was reported as
male, female, or transgender. This variable was further di-
chotomized as male or female, with transgendered partici-
pants self-identifying as one gender or the other. Race was
reported in multiple categories (non-Hispanic white, His-
panic, non-Hispanic black, Asian or Pacific Islander, Alaskan
Native, more than one race/ethnicity), and dichotomized as
black or non-black. Annual income was reported in four ca-
tegories: (1) Less than $10,000; (2) $10,000 to $20,000; (3)
$20,000 to $30,000; or (4) greater than $30,000. Annual income
was further dichotomized as <$10,000 or �$10,000. Age and
education were reported continuously in years.

Block 2—HIV-related factors

HIV-related stress. A 15-item measure adapted from
other studies was used to measure HIV-specific stressors (e.g.,
AIDS discrimination, drug regimen, HIV illness of friends or
relatives).46 Respondents rated how often they felt stressed by
each of these items during the past 4 months on a 5-point
Likert scale ranging from 1 (not at all) to 5 (always). A total
score was calculated by summing the score for each item. In
the current sample the internal consistency for this measure
was adequate (Cronbach a¼ 0.81).

HIV symptoms. A 20-item scale was used to assess the
presence of HIV symptoms (e.g. skin rash, nausea, diar-
rhea).47 Participants indicated whether each symptom was
present or not present. A score was computed by summing
the number of symptoms present. This scale exhibited strong
internal consistency (Chronbach a¼ 0.93).

Block 3—traumatic stress symptoms

Impact of event scale. The Impact of Event Scale (IES) is a
15-item scale measuring the psychological impact of trau-
matic experiences.48 For the current study, items were an-
swered in reference to sexual abuse. It has 2 subscales:
intrusion and avoidance. Individuals rate how often they
experience distress in relation to a specified traumatic ex-
perience on a 4-point scale (0¼not at all, 1¼ rarely,
3¼ sometimes, or 5¼ often) during the past week. Because
these subscales are highly correlated (r¼ 0.66, current sam-
ple), they were summed into a combined traumatic stress
variable for the current analyses (Chronbach a¼ 0.94).

Block 4—psychosocial factors

Perceived availability of social support. Perceived avail-
ability of social support (PASS) was measured using a sub-
scale (7 items) of the Social Relationship Scale.49 The PASS
assesses whether an individual believes he or she would have
support from others given various scenarios, such as inability
to get out of bed for several weeks. Responses are given on a 5-
point Likert scale, ranging from 1 (definitely no) to 5 (defi-
nitely yes). Good internal consistency was observed in the
current sample (Cronbach a¼ 0.85).

Perceived Stress Scale. The Perceived Stress Scale (PSS)
has 10 items, which evaluates how often the respondent
deems situations stressful in the past month.50 The respon-
dent rates how often he/she felt a certain way about a situa-
tion on a scale of 0 (never) through 4 (very often), with certain
items coded in the reverse direction. Scores range from 0 to 40,
with a higher score indicating higher perceived stress. The
PSS demonstrated adequate internal consistency in the cur-
rent sample (Chronbach a¼ 0.77).

Block 5—shame regarding sexual abuse and HIV infection. A
31-item measure with 3 subscales was used to assess sexual
abuse-related shame, hiv-related shame, and the impact of
hiv-related shame on behavior.41 The current study used the
sexual abuse-related shame and the hiv-related shame sub-
scales as independent indicators of shame.

Sexual abuse-related shame. Shame concerning CSA
was assessed with the 9-item sexual abuse-related shame
subscale. This subscale contained items such as: ‘‘I struggle
with feeling worthless because I’ve been sexually abused/
raped,’’ ‘‘I hide my sexual abuse or rape experience(s) from
others’’ and ‘‘Having been sexually abused/raped makes me
want to hide, disappear, or even die.’’ For each item, partici-
pants rate their agreement on a 5-point Likert Scale ranging
from 0 (not at all) to 4 (very much). The Sexual Abuse-Related
Shame subscale had good internal consistency in the current
sample (Chronbach a¼ 0.93).

HIV-related shame. Shame concerning HIV infection was
assessed using the 13-item HIV-related shame subscale. This
subscale contained items such as: ‘‘Being HIV-positive makes
me feel defective, like there’s something wrong with me,’’ ‘‘I
am ashamed that I’m HIVþ’’ and ‘‘I hide my infection from
others.’’ For each item, participants rate their agreement on a
5-point Likert Scale ranging from 0 (not at all) to 4 (very
much). The HIV-Related Shame subscale had good internal
consistency in the current sample (Chronbach a¼ 0.93).

Statistical analyses

Bivariate analyses were performed to test for associations
between covariates and the FAHI total score and subscales.
Pearson, Spearman, or j correlations were computed to ex-
amine associations between continuous, ordinal, and nominal
predictors, respectively.

For the primary data analysis, a hierarchical linear regres-
sion model was constructed to examine the association be-
tween predictors and the FAHI total score. Variables were
entered into the regression model in blocks. The first block
contained demographic variables (gender, race, income, age,

IMPACT OF SHAME ON HRQOL 573



education). The second block contained HIV-related factors
(HIV-related stressors, HIV symptoms). The third block con-
tained an indicator of traumatic stress symptoms (IES total
score). The fourth block contained the predictors perceived
social support and stress (PASS, PSS). The fifth and final block
contained the variables sexual abuse-related shame and HIV-
related shame. Secondary analyses repeated these steps for
each of the five FAHI subscales to examine predictors for
specific components of HRQoL.

Results

Participant characteristics

Table 1 displays descriptive statistics for study variables by
gender. The mean age of the 247 participants included in this
study was 42 years. Slightly greater than half the sample
was female (51%). The majority of the sample was African
American/Black (69%), while 17% of the sample was Hispanic,
10% were White, and the remaining 5% were of other race/
ethnicity. More than half of the sample earned less than $10,000
per year (66%). Approximately 25% of the sample earned
between $10,000 and $20,000 per year. The remaining 8% of the
sample earned $30,000 per year or greater. Slightly more than
half of the sample graduated from high school (52%). Thirty-
one percent had not completed high school, and 16% attained
at least some college education. With respect to sexual orien-
tation, almost half (45%) of the sample identified as gay/
homosexual, and 16% identified as bisexual. The remaining
40% of the sample identified as straight/heterosexual.

As shown in Table 1, the sample differs significantly by
gender with regard to a number of demographic character-
istics. The proportion of blacks was higher among females
(76%) than males (60%). Overall, females were poorer than
males, with the majority of females (80%) earning less than
$10,000 a year, while only slightly more than half of males
earned less than this amount (52%). In addition, females were
less educated. Almost half of females (46%) had less than a
high school education, as opposed to 17% of males. Finally,
with respect to sexual orientation, the majority of females
were straight or heterosexual (77%), while all of the men en-
gaged in sex with men (17% bisexual, 83% homosexual).

Bivariate analyses

Table 2 displays a correlation table of the bivariate associ-
ations between predictor variables and HRQoL (FAHI total
score and subscale scores). Demographic variables were not
associated with HRQoL. However, HIV-related stress, HIV
symptoms, traumatic stress symptoms, perceived stress, and
shame regarding sexual abuse and HIV infection were each
moderately to strongly associated with lower HRQoL. Con-
versely, perceived availability of social support was associ-
ated with higher HRQoL. Patterns of correlations with
predictor variables were similar for the FAHI subscales, with
the exceptions that social well-being was not significantly
associated with HIV-related stress, HIV symptoms, or trau-
matic stress; and Cognitive Functioning was not significantly
associated with social support.

Hierarchical linear regression analyses

The results from the primary data analysis using hierar-
chical regression analysis are presented in Table 3. The de-

mographic variables entered in Block 1 were not associated
with HRQoL in the multivariable analysis, with the entire
block explaining a non-significant 2% of the variance in
overall HRQoL. As shown in Table 3, however, each addi-
tional block entered into the model after Block 1 (Blocks 2
through 5) did significantly contribute to the overall model
above and beyond the combination of blocks entered previ-
ously. Block 2, containing HIV-related factors, explained an
additional 25.8% of the variance in overall HRQoL. However,
in the final adjusted model, only the variable HIV symptoms
significantly predicted lower overall HRQoL (b¼�0.20,
p< 0.001). Block 3, consisting of traumatic stress symptoms,

Table 1. Descriptive Statistics of Study

Variables by Gender

Variable
Female

(n¼ 129)
Male

(n¼ 118)

Block 1—Demographic
Factors

Categorical Variables n % n % w2

Race/ethnicity 7.16b

African American/black 99 76.7% 72 61.0%
White, Hispanic or other 30 23.3% 46 39.0%
Annual income 20.58b

<$10,000 102 79.1% 61 51.7%
�$10,000 27 20.9% 57 48.3%

Sexual orientation 148.60b

Straight/heterosexual 98 76.0% 0 0.0%
Gay/bisexual 31 24.0% 118 100%

Continuous Variables Mean SD mean SD t test
Age (years) 43.3 7.1 41.1 6.7 2.11a

Education (years) 11.6 2.1 13.1 2.5 5.00b

Block 2—HIV-Related
Factors

HIV-related stress 30.4 11.1 32.7 11.6 1.64
HIV symptoms 12.8 11.5 10.5 8.3 1.77
Block 3—Traumatic

Stress Symptoms
Impact of Events Scale 35.9 19.0 30.7 17.7 2.21a

Block 4—Psychosocial
Factors

Perceived availability
of support

28.8 6.0 28.1 5.2 0.95

Perceived stress 18.3 5.8 18.2 6.5 0.03
Block 5—Shame Regarding

Sexual Abuse and
HIV Infection
Sexual abuse-related

shame
14.1 11.6 14.6 10.7 0.35

HIV-related shame 15.7 13.0 17.0 12.7 0.81
Health-Related

Quality of Life
FAHI Total Score 105.0 32.2 104.8 28.3 0.07
Physical well-being 25.9 9.2 27.8 8.5 1.69
Emotional well-being 24.2 9.9 23.3 9.5 0.68
Function and

global well-being
29.0 12.3 28.6 10.1 0.30

Social well-being 18.9 8.8 17.7 8.2 1.07
Cognitive functioning 7.1 3.0 7.5 2.7 1.14

aValue significant, p< 0.05.
bValue significant, p< 0.01.
SD, standard deviation; FAHI, Functional Assessment of Human

Immunodeficiency Virus Infection.
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explained an additional 7.7% of the variance in overall
HRQoL. However, traumatic stress was not a significant
predictor of HRQoL in the final adjusted model (b¼�0.05,
p< 0.445). The psychosocial factors entered in Block 4 ex-
plained 18.3% of the variance in HRQoL over and above that
explained by the previous blocks entered in the model, with
perceived availability of social support predicting higher
levels of HRQoL (b¼ 0.19, p< 0.001), and perceived stress
predicting lower levels of HRQoL (b¼�0.36, p< 0.001). Last,
Block 5 explained an additional 7.3% of the variance above
that of the other blocks entered in the model. However, sexual

abuse-related shame did not remain a significant predictor of
HRQoL, while HIV-related shame was a strong predictor of
poorer overall HRQoL (b¼�0.33, p< 0.001).

Results from secondary data analyses examining the same
set of predictor variables with each of the five FAHI subscales
are shown in Table 4. In general, results were similar to what
was observed in the primary data analysis. The demographic
variables entered in Block 1 were nonsignificant across all
FAHI subscales. The HIV-related factors entered in Block 2
explained significant levels of the variance in all compo-
nents of HRQoL except social well-being. Similarly, Block 3,

Table 3. Primary Hierarchical Regression Model Predicting HRQoL (FAHI Total Score)

Variable R2 DR2 F Change df p b p

Block 1—Demographic Factors 0.020 0.02 0.989 5, 241 0.425
Gender �0.049 0.288
Race/ethnicity �0.045 0.289
Income �0.063 0.164
Age 0.010 0.820
Education �0.067 0.134

Block 2—HIV-Related Factors 0.278 0.258 42.735 2, 239 <0.001
HIV-related stress �0.010 0.841
HIV symptoms �0.196 <0.001

Block 3—Traumatic Stress Symptoms 0.356 0.077 28.553 1, 238 <0.001
Impact of Events Scale �0.045 0.445

Block 4—Psychosocial Factors 0.538 0.183 46.713 2, 236 <0.001
Perceived availability of support 0.185 <0.001
Perceived stress �0.362 <0.001

Block 5—Shame Regarding Sexual
Abuse and HIV Infection

0.611 0.073 22.008 2, 234 <0.001

Sexual abuse-related shame :010 0.870
HIV-related shame �0.330 <0.001

Final Model Adjusted R2 0.591
Final Model N¼ 247

HRQoL, health-related quality of life; FAHI, Functional Assessment of Human Immunodeficiency Virus Infection.

Table 2. Bivariate Associations Between Predictor Variables and Health-Related Quality of Life

Variable 1 2 3 4 5 6 7 8 9 10 11 12

1. Gendera

2. Race/ethnicityb �0.17c

3. Income �0.29c 0.15c

4. Age 0.13d 0.07d 0.08d

5. Education �0.31d 0.19d 0.27d 0.11
6. HIV-related stress �0.10d 0.03d 0.05d �0.10 0.08
7. HIV symptoms 0.06d 0.06d �0.16d �0.02 �0.06 0.33
8. Impact of Events Scale 0.14d �0.10d �0.12d �0.09 �0.06 0.36 0.34
9. Perceived availability of support 0.11d �0.02d 0.11d 0.02 �0.01 �0.06 �0.13 �0.12
10. Perceived stress 0.01d �0.04d �0.08d �0.17 �0.03 0.36 0.37 0.52 �0.27
11. Sexual abuse-related shame �0.04d �0.06d 0.08d �0.02 0.04 0.35 0.29 0.64 �0.14 0.41
12. HIV-related shame �0.06d �0.02d 0.03d �0.11 0.06 0.49 0.23 0.44 �0.15 0.38 0.56
13. Health-related quality of life �0.01d �0.04d 0.01d 0.10 �0.07 �0.40 �0.44 �0.47 0.36 �0.64 �0.45 �0.57
13a. Physical Wellbeing �0.11d �0.02d 0.07d 0.09 �0.02 �0.33 �0.59 �0.43 0.14 �0.44 �0.36 �0.32
13b. Emotional well-being 0.06d 0.01d �0.01d 0.13 �0.08 �0.50 �0.34 �0.49 0.19 �0.53 �0.50 �0.65
13c. Function and global well-being 0.02d �0.01d �0.04d 0.01 �0.07 �0.22 �0.23 �0.33 0.33 �0.52 �0.33 �0.44
13d. Social well-being �0.07d �0.13d 0.02d 0.08 �0.08 �0.10 �0.12 �0.09 0.45 �0.32 �0.14 �0.23
13e. Cognitive functioning �0.06d 0.01d �0.01d 0.04 0.05 �0.32 �0.42 �0.36 0.11 �0.58 �0.30 �0.43

Note: Numbers in bold font signify a significant relationship, p< .01.
aMale is the referent value.
bAfrican American/black is the referent value.
cPhi coefficient.
dSpearman correlation coefficient; otherwise Pearson correlation coefficient.
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containing traumatic stress symptoms, explained small but
significant amounts of the variance in all components of
HRQoL except social well-being, although the Impact of
Events Scale was not a significant predictor in any multivar-
iable models. Block 4, containing psychosocial variables, was
the only block which contributed significantly to the predic-
tion of all components of HRQoL. Within this block, the
variable perceived stress was significant in all multivariable
models, while perceived availability of support was signifi-
cant in the models predicting function and global well-being
and social well-being. Finally, Block 5, containing sexual
abuse-related shame and HIV-related shame, explained sig-
nificant amounts of variance across all components of HRQoL
except physical well-being. Of the shame variables, only HIV-
related shame was a significant predictor, related to all FAHI
subscales except physical well-being.

Discussion

This study examined the impact of shame regarding both
sexual abuse and HIV infection on HRQoL in HIV-positive
adults with a history of CSA. To date, few studies have been
published on the impact of shame on people living with HIV.
While some studies have been published documenting the
negative impact of HIV stigma on HRQoL in HIV-positive
populations,20,27,28 this appears to be the first study to ex-
amine the relationship between sexual abuse-related shame
and HRQoL. Both sexual abuse-related shame and HIV-
related shame were negatively associated with HRQoL in
bivariate analyses. However, the results of this study revealed
that HIV-related shame, but not sexual abuse-related shame,
was strongly and consistently associated with poorer HRQoL
and most of its components, explaining up to 10% of the

variance in multivariable models over and above other pre-
dictors for overall HRQoL, as well as emotional, function and
global, social well-being, and cognitive functioning compo-
nents of HRQoL. Sexual abuse and HIV-related shame were
negatively linked to physical well-being in unadjusted ana-
lyses, although these associations dissipated after controlling
for other factors.

While we are unaware of specific theories linking shame to
HRQoL, it is does not seem implausible to take models of
shame-based PTSD51 an additional step to help explain the
impact of shame on HRQoL. Models of shame-based PTSD
describe shame as both a primary and a secondary emotion.51

Psychobiological theories of shame52 suggest that shame as a
primary emotion serves as a mechanism for establishing and
maintaining social rank and status. Thus, the experience of
shame is the result of an individual appraising that he or she
has lost social value and is at risk for rejection by his or her
community. As a result, individuals experiencing primary
shame exhibit submissive and avoidant behavior patterns.51

In contrast, shame as a secondary emotion is seen as the result
of cognitive appraisal following an event perceived to be
frightening, traumatic, or humiliating and in which one per-
ceives himself or herself as being or acting weak or shameful.
An individual’s cultural and familial experiences, and the
resulting formation of self-schemas, determine what events
and behaviors will be perceived as shameful and give rise to
secondary shame.51

Both primary and secondary shame are theorized to impact
mental health, particularly traumatic stress and depression.51

Primary shame leads to submissive and avoidant behavior
patterns, and can reinforce perceptions of the self as weak or
damaged, which also increases the risk of experiencing sec-
ondary shame. Secondary shame, particularly when it rein-

Table 4. Secondary Hierarchical Regression Models Predicting Components of HRQoL (FAHI Subscales)

Physical
well-being

Emotional
well-being

Function and
global well-being

Social
well-being

Cognitive
Functioning

Variable R2 DR2 b R2 DR2 b R2 DR2 b R2 DR2 b R2 DR2 b

Block 1 0.03 0.03 0.03 0.03 0.01 0.01 0.03 0.03 0.01 0.01
Gender �0.09 �0.01 �0.03 �0.02 �0.06
Race/ethnicity �0.03 �0.01 �0.01 �0.10 �0.01
Income �0.01 �0.04 �0.09 �0.02 �0.10
Age 0.05 0.04 �0.07 0.05 �0.06
Education �0.07 �0.05 �0.04 �0.06 0.05

Block 2 0.38 0.35b 0.30 0.27b 0.08 0.07b 0.05 0.02 0.23 0.22b

HIV stress �0.04 �0.15a 0.10 0.06 0.01
HIV symptoms �0.45b �0.08 �0.04 �0.02 �0.24b

Block 3 0.42 0.04b 0.39 0.09b 0.14 0.06b 0.05 0.00 0.26 0.03b

IES �0.13 �0.11 �0.02 0.11 0.01
Block 4 0.44 0.02a 0.44 0.05b 0.34 0.20b 0.27 0.22 0.41 0.15b

Perceived
Social Support

0.02 0.04 0.19b 0.38b �0.06

Perceived Stress �0.16a �0.21b �0.38b �0.23b �0.45b

Block 5 0.44 0.00 0.54 0.10b 0.40 0.07b 0.29 0.02 0.46 0.05b

Abuse shame �0.04 �0.06 0.02 0.01 0.10
HIV shame �0.05 �0.37b �0.33b �0.17a �0.29b

Final Model
Adjusted R2 0.42 0.52 0.37 0.25 0.43

aValue significant, p< 0.05.
bValue significant, p< 0.01.
HRQoL, health-related quality of life; FAHI, Functional Assessment of Human Immunodeficiency Virus Infection.
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forces underlying negative core beliefs about the self, can lead
to intrusive and negative thoughts, and high levels of avoid-
ance, consistent with PTSD and Major Depression. This is also
consistent with Social Self-Preservation Theory, which sug-
gests that threats to one’s social standing result in feelings of
shame and humiliation, which are linked to physiologic
changes such as increased cortisol levels.53 Adapting these
models of shame-based PTSD51 and stress53 to sexual abuse
and HIV-related shame, it is conceivable that the impact of
shame on avoidant behavior, negative self-image, and poor
mental health functioning can also lead to avoidance of health
care and social support networks, increased substance use,
reductions in motivation for self-care, and feelings of sub-
missiveness and inadequacy in managing one’s health.

The literature on shame, although sparse, provides support
for this theory. For example, one study found that 54% of
patients receiving psychotherapy for depression withheld
information about their symptoms due to shame, and that
nondisclosure of symptoms was related to poorer outomces.55

The authors suggested that facilitating the disclosure of
shameful symptoms may improve clinical outcomes. Quali-
tative research has identified shame as a barrier to utilization
of services and medication adherence. In a small sample of
predominantly African American HIV-positive adults, shame
and social stigma were described as barriers to picking up
medication and following their HIV medication regimen.39 In
another qualitative study, HIV-positive injection drug users
utilizing supervised injection drug use services at an HIV care
facility cited feelings of shame and fear of judgment as a
drawback to using these services.54 However, a limitation of
both of these studies is that researchers did not fully differ-
entiate between shame and social stigma.

In addition to revealing a significant negative impact of
shame on overall HRQoL and most of its domains, the current
study evaluated the impact of other demographic, clinical,
and psychosocial factors on HRQoL in an important, but
understudied, population of seropositive individuals. Con-
sistent with the literature, this study did not find any of the
selected demographic factors (i.e., income, gender, sexual
orientation, race) to be associated with HRQoL.22,56,57 Fur-
thermore, this study replicated the association between HIV
symptoms4,20,57 and perceived stress58,59 and diminished
HRQoL, as well as perceived availability of social support4,25

and improved HRQoL. This study also found that HIV-
related stress was a significant predictor of emotional
well-being/living with HIV, but not overall HRQoL or other
domains of HRQoL.

This study also examined the impact of traumatic stress
symptoms on HRQoL. Research on the relationship between
mental health and HRQoL among people living with HIV has
traditionally focused on depression or general psychological
distress. However, in one recent study conducted in a sample
of men who have sex with men recruited from an ambulatory
HIV care center, traumatic stress was significantly associated
with poorer general health, greater pain, and functional role
impairment.60 In another study, conducted in a large sample
of both male and female patients recruited from HIV clinics in
the rural south, researchers found that PTSD symptoms in-
dependently predicted poorer physical, social, and cognitive
functioning.61 In the present study, we found that traumatic
stress symptoms were not significantly associated with
HRQoL after controlling for other factors. A possible expla-

nation for these somewhat discrepant findings is that in the
current study all participants had a history of sexual trauma.
The mean level of traumatic stress in our sample was very
high compared to normal controls or other samples experi-
encing traumatic stress, which could have attenuated the ac-
tual association between traumatic stress and HRQoL in this
sample.62 Furthermore, traumatic stress symptoms were ex-
plicitly linked to sexual trauma in the questionnaire used, and
this variable was highly correlated with sexual abuse-related
shame. Without sexual abuse-related shame in the multivar-
iable models, traumatic stress symptoms were significantly
related to poorer physical and emotional well-being domains
of HRQoL.

This study has a number of limitations, which should be
noted. First, because this study is cross-sectional, inferences
regarding causality are unwarranted. Second, as the study
was conducted in a sample of seropositive individuals seek-
ing entry to an intervention for coping with HIV and a history
of sexual trauma, the sample may not be representative of
HIV-infected individuals who experienced CSA and who do
not seek such treatment. Additionally, all men in the sample
were men who have sex with men, and thus findings may not
generalize to heterosexual men with histories of CSA. Fur-
thermore, it is unclear whether this study’s findings are
generalizable to the broader population of HIV-infected in-
dividuals without a history of CSA. The measures we used in
this study covered differing retrospective periods (from 1
week to 4 months) that could produce inconsistencies in re-
lationships between variables. This study also relied exclu-
sively on participant self-report, including for health-related
variables. While the majority of study variables focused spe-
cifically on participant perceptions of health, stress, social
support, and functioning, information collected using self-
report is susceptible to recall error, social desirability bias, and
recall bias, which may obscure true associations between a
given factor and health status. Finally, while we assessed
shame related to sexual abuse and HIV infection, we were
reminded by a reviewer that participants in this study had
multiple stigmatized identities that were not addressed, such
as gay, injection drug user, sex worker, poor, mentally ill,
undereducated, and persons of color. These identities may
also influence an individual’s experience of shame and quality
of life.

Despite these limitations, this study has several strengths.
The study sample is one of the largest samples available of
HIV-positive individuals who have experienced CSA, and is
diverse with respect to age, gender, race, and sexual orienta-
tion. While all of the men included in the sample were bi-
sexual or homosexual, MSM are the largest group of people
living with HIV in the Untied States, representing 56% of all
new HIV infections, and are the only group with an increasing
HIV incidence.63 Additionally, this study contributes to the
existing literature as it is perhaps the only study to examine
the impact of shame regarding sexual abuse and HIV infec-
tion, traumatic stress symptoms resulting from sexual trauma,
and HIV-specific stressors and symptoms on HRQoL, and
identifies HIV-related shame as highly relevant in the health
and functioning of those living with HIV.

Since the advent of HAART, HIV has become a largely
manageable, chronic condition. Consequently, HRQoL is a
clinically meaningful outcome and identifying factors that
impact HRQoL, particularly factors that may be modifiable, is
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a priority. The consideration of HRQoL is especially impor-
tant in individuals with a history of sexual trauma, as a history
of CSA is common among HIV-positive individuals and such
a history is independently associated with poorer physical
and mental health status later on in life.5,6,8,9 This study re-
vealed that within an HIV-positive population with a history
of CSA, HIV-related shame was strongly associated with
poorer overall HRQoL above and beyond other variables.
Additionally, HIV symptoms and perceived stress were as-
sociated with poorer HRQoL, while perceived availability of
social support was associated with better overall HRQoL. It is
important to note that each of these predictors of HRQoL is
modifiable with appropriate intervention. For example, with
proper adherence to HIV medication and medical care, HIV
symptoms can be successfully managed.1 Additionally,
myriad coping and stress management interventions have
been developed for people living with HIV, and consistent
with Social Self Preservation Theory,53 these may be particu-
larly salient for people experiencing HIV-related shame. Also,
the number of empirically-supported behavioral interven-
tions for people who have experienced childhood abuse is
growing, including interventions that address shame and
guilt, traumatic stress and sexual risk among HIV-positive
adults, and HIV treatment adherence.42,43,64–66

Overall, the present study’s findings underscore the im-
portance of HIV-related shame in HRQoL, and future re-
search should focus on the roles of shame and stigma as
separate barriers to obtaining and utilizing care. Identifying
and addressing patient shame may be critical in eliciting full
disclosure of symptoms,55 and social service organizations
and clinics serving seropositive individuals should be aware
of and address HIV-related shame in the services they pro-
vide. The present study’s findings also confirm and expand
upon previous research linking stress to HRQoL in seroposi-
tive populations. The results provide evidence to suggest that
stress-management interventions, which recognize the im-
portance of managing HIV-specific stressors as well as more
generalized stress, may be instrumental in improving HRQoL
for seropositive individuals. Last, these results suggest that
group interventions, and interventions aiming to improve
social support among HIV-positive individuals, may be im-
portant, as social support was associated with multiple
components of HRQoL.

Acknowledgment

This research was supported by grants RO1-MH62965,
K23-MH076671, and P30-MH62294 (Center for Inter-
disciplinary Research on AIDS; CIRA) from the National In-
stitute of Mental Health. The authors gratefully acknowledge
our community collaboration with Callen-Lorde Community
Health Center in New York City.

Author Disclosure Statement

No competing financial interests exist.

References

1. Hariri S, McKenna MT. Epidemiology of human immuno-
deficiency virus in the United States. Clin Microbiol Rev
2007;20:478–488.

2. Hansen NB, Vaughan EL, Cavanaugh CE, Connell CM,
Sikkema KJ. Health-related quality of life in bereaved HIV-
positive adults: Relationships between HIV symptoms, grief,
social support, and Axis II indication. Health Psychol
2009;13:375–384.

3. Aranda-Naranjo B. Quality of life in the HIV-positive pa-
tient: Implications and consequences. J Assoc Nurses AIDS
Care 2004;15(5 Suppl):20S–27S.

4. Perez IR, Bano JR, Lopez Ruz MA, et al. Health-related
quality of life of patients with HIV: Impact of socio-
demographic, clinical, and psychosocial factors. Qual Life
Res 2005;14:1301–1310.

5. Johnson CF. Child sexual abuse. Lancet 2004;364:462–470.
6. Schnurr PP, Green BL, eds. Trauma and Health: Physcial

Health Consequences of Exposure to Extreme Stress. Wa-
shington, D.C.: American Psychological Association, 2004.

7. Gielen AC, McDonnell KA, Wu AW, O’Campo PJ, Faden R.
Quality of life among women living with HIV: The impor-
tance of violence, social support, and self-care behaviors. Soc
Sci Med 2001;52:315–322.

8. Whetten K, Reif S, Whetten R, Murphy-McMillan LK.
Trauma, mental health, distrust, and stigma among HIV-
positive persons: Implications for effective care. Psychosom
Med 2008;70:531–538.

9. Whetten K, Leserman J, Lowe K, et al. Prevalence of child-
hood sexual abuse and physical trauma in an HIV-positive
sample from the deep south. Am J Public Health 2006;96:
1028–1030.

10. Cohen M, Deamant C, Barkan S, et al. Domestic violence and
childhood sexual abuse in HIV-infected women and women
at risk for HIV. Am J Public Health 2000;90(4):560–565.

11. Dilorio C, Hartwell T, Hansen N. Childhood sexual abuse
and risk behaviors among men at high risk for HIV infec-
tion. Am J Public Health 2002;92:214–219.

12. Parillo KM, Freeman RC, Collier K, Young P. Association
between early sexual abuse and adult HIV-risky sexual be-
haviors among community-recruited women. Child Abuse
Neglect 2001;25:335–346.

13. Meade CS, Hansen NB, Kochman A, Sikkema KJ. Utiliza-
tion of medical treatments and adherence to antiretroviral
therapy among HIV-positive adults with histories of
childhood sexual abuse. AIDS Patient Care STDs 2009;23:
259–266.

14. Boarts JM, Sledjeski EM, Bogart LM, Delahanty DL. The
differential impact of PTSD and depression on HIV disease
markers and adherence to HAART in people living with
HIV. AIDS Behav 2006;10:253–261.

15. Smith MY, Egert J, Winkel G, Jacobson J. The impact of
PTSD on pain experience in persons living with HIV/AIDS.
Pain 2002;98:9–17.

16. Andrews B, Brewin CR, Rose S, Kirk M. Predicting PTSD
symptoms in victims of violent crime: The role of shame,
anger, and childhood abuse. J Abnorm Psychol 2000;109:
69–73.

17. Feiring C, Taska LS. The persistence of shame following
childhood sexual abuse: A longitudinal look at risk and re-
covery. Child Maltreatment 2005;10:337–349.

18. Feiring C, Taska LS, Chen K. Trying to understand why
horrible things happen: Attribution, shame, and symptom
development following sexual abuse. Child Maltreatment
2002;7:26–41.

19. Feiring C, Taska LS, Lewis M. Adjustment following sexual
abuse discovery: The role of shame and attribution style.
Dev Psychol 2002;38:79–92.

578 PERSONS ET AL.



20. Holzemer WL, Human S, Arudo J, et al. Exploring HIV
stigma and quality of life for persons living with HIV in-
fection. J Assoc Nurses AIDS Care 2009;20:161–168.

21. Hays RD, Cunningham WE, Sherbourne CD, et al. Health-
related quality of life in patients with human immunodefi-
ciency virus infection in the United States: Results from the
HIV Cost and Services Utilization Study. Am J Med
2000;108:714–722.

22. Preau M, Protopopescu C, Spire B, et al. Health related
quality of life among both current and former injection drug
users who are HIV-infected. Drug Alcohol Depend
2007;86:175–182.

23. Holzemer WL, Human S, Arudo J, et al. Exploring HIV
stigma and quality of life for persons living with HIV in-
fection. J Assoc Nurses AIDS Care 2009;20:161–168.

24. Lorenz KA, Shapiro MF, Asch SM, Bozzette SA, Hays RD.
Association of symptoms and health-related quality of life:
Findings from a national study of persons with HIV infec-
tion. Ann Intern Med 2001;134:854–860.

25. Viswanathan H, Anderson R, Thomas J. Nature and corre-
lates of SF-12 physical and mental quality of life components
among low-income HIV adults using an HIV service center.
Qual Life Res 2005;14:935–944.

26. Liu C, Johnson L, Ostrow D, Silvestre A, Visscher BR,
Jacobson LP. Predictors of lower quality of life in the
HAART era among HIV-infected men. J Acquir Immune
Defic Syndr 2006;42:470–477.

27. Buseh AG, Kelber ST, Sheryl T, Stevens PE, Park CG. Re-
lationship of symptoms, perceived health, and stigma with
quality of life among urban HIV-infected African American
men. Public Health Nurs 2008;25:409–419.

28. Wingood GM, DiClemente RJ, Mikhail I, et al. HIV dis-
crimination and the health of women living with HIV.
Women Health 2007;46:99–112.

29. Fortenberry JD, McFarlane M, Bleakley A, et al. Relation-
ships of stigma and shame to gonorrhea and HIV screening.
Am J Public Health 2002;92:378–381.

30. Nyblade LC. Measuring HIV stigma: Existing knowledge
and gaps. Psychol Health Med 2006;11:335–345.

31. Cunningham SD, Tschann J, Gurvey JE, Fortunberry JD,
Ellen JM. Attitudes about sexual disclosure and percep-
tions of stigma and shame. Sex Transm Infect 2002;78:334–
338.

32. Katz S, Nevid JS. Risk factors associated with posttraumatic
stress disorder symptomatology in HIV-infected women.
AIDS Patient Care STDs 2005;19:110–120.

33. Wilson JP, Drozdek B, Turkovic S. Posttraumatic shame and
guilt. Trauma Violence Abuse 2006;7:122–141.

34. Dickerson SS, Gruenewald TL, Kemeny ME. When the social
self is threatened: Shame, physiology, and health. J Pers
2004;72:1191–1216.

35. Parker R, Aggleton P. HIV and AIDS-related stigma and
discimination: A conceptual framework and implications for
action. Soc Sci Med 2003;57:13–24.

36. Earnshaw VA, Chaudoir SR. From conceptualizing to mea-
suring HIV stigma: A review of HIV stigma mechanism
measures. AIDS Behav 2009;13:1160–1177.

37. Link BG, Phelan JC. Conceptualizing stigma. Ann Rev Sociol
2001;27:363–385.

38. Deacon H. Towards a sustainable theory of health-related
stigma: Lessons learned from the HIV/AIDS literature. J
Commun Appl Soc Psychol 2006;16:418–425.

39. Konkle-Parker DJ, Erlen JA, Dubbert PM. Barriers and fa-
cilitators to medication adherence in a Southern minority

population with HIV disease. J Assoc Nurses AIDS Care
2008;19:98–104.

40. Zuniga ML, Blanco E, Martinez P, Strathdee SA, Gifford AL.
Perceptions of barriers and facilitators to participation in
clinical trials in HIV-positive Latinas: A pilot study. J Wo-
mens Health 2007;16:1322–1330.

41. Sikkema KJ, Hansen NB, Meade CS, Kochman A, Fox AM.
Psychosocial predictors of sexual HIV transmission risk be-
havior among HIV-positive adults with a sexual abuse his-
tory in childhood. Arch Sex Behav 2009;38:121–134.

42. Sikkema KJ, Wilson PA, Hansen NB, et al. Effects of a coping
intervention on transmission risk behavior among people
living with HIV/AIDS and a history of childhood sexual
abuse. J Acquir Immune Defic Syndr 2008;47:506–513.

43. Sikkema KJ, Hansen NB, Kochman A, et al. Outcomes from
a group intervention for coping with HIV/AIDS and child-
hood sexual abuse: Reductions in traumatic stress. AIDS
Behav 2007;11:49–60.

44. Beck AT, Steer RA. BDI: Beck Depression Inventory Manual.
New York: Psychological Corporation, 1993.

45. Peterman AH, Cella DF, Mo F, McCain NL. Psychometric
validation of the revised Functional Assessment of Human
Immunodeficiency Virus Infection (FAHI) quality of life in-
strument. Qual Life Res 1997;6:572–584.

46. DeMarco FJ, Ostrow DG, DiFranceisco W. General and
AIDS-specific stress, coping, and psychological distress in
the Biracial Coping and Change Study cohort of gay men.
AIDS Behav 1999;3:177–186.

47. Folkman S, Chesney M, Collette L, Boccellari A, Cooke M.
Postbereavement depressive mood and its prebereavement
predictors in HIVþ and HIV- gay men. J Pers Soc Psychol
1996;70:336–348.

48. Horowitz MJ, Wilner NR, Alvarez W. Impact of Events
Scale: A measure of subjective stress. Psychosom Med
1979;41:209–218.

49. O’Brien K, Wortman CB, Kessler RC, Joseph JG. Social re-
lationships of men at risk for AIDS. Soc Sci Med
1993;36:1161–1167.

50. Cohen S, Kamarck T, Mermelstein R. A global measure of
percieved stress. J Health Soc Behav 1983;24:385–396.

51. Lee DA, Scragg P, Turner S. The role of shame and guilt in
traumatic events: A clinical model of shame-based and guilt-
based PTSD. Br J Med Psychol 2001;74:451–466.

52. Gilbert P, McGuire M. Shame, status, and social roles. The
psychobiological continuum from monkey to human. In:
Gilbert P, Andrews B, eds. Shame: Interpersonal Behavior,
Psychopathology, and Culture. New York: Oxford Uni-
versity Press, 1998, pp. 99–125.

53. Gruenewald TL, Kemeny ME, Aziz N, Fahey JL. Acute
threat to the social self: Shame, social self-esteem and cortisol
activity. Psychosom Med 2004;66:915–924.
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