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ABSTRACT This study investigated the association between age and duration of diagnosis with psychological
dysfunctions, and HIV/AIDS stigma among PLWHA in Limpopo Province of South Africa. Cross-sectional design
with purposive sampling method was used to select study participants (n = 300, mean age= 31, standard deviation
= 8.2, female = 57.1%). HIV/AIDS stigma scale was used to determine stigma while GHQ-28 was used to determine
psychologica dysfunctions. Structural Equation Modelling (SEM) and the Pearson Moment Correlation Coefficient
were used to analyse data. Results indicated that age has a negative but significant predictive effect on enacted HIV/
AIDS stigma (B= -126, p<.05). Enacted HIV/AIDS stigma had a significant predictive effect on psychological
dysfunctions (= .198, p<.01). Study findings demonstrate that enacted HIV/AIDS stigma decreases with increased

age, psychological dysfunctions increased with increase in age.

INTRODUCTION

When HIV and AIDS first emerged it was
prevalent among younger age groups (Sheikh
et a. 2017; Shisana et al. 2014; Williams et al.
2017). Dueto changing patternsof HIV andAIDS
progression, cases of older people living with
HIV/AIDS (PLWHA) are now prominent as a
result of improved availability of antiretroviral
therapy (ART) which prolong survival and ag-
ing of long term survivors (Cotéet al. 2015; Sa-
garduy et al. 2017).

South Africais currently in the third decade
of theHIV and AIDS epidemic, with the epidemi-
ology of the disease in the country having also
evolved over time. A shift has been noted in
prevalence peak age groups. The highest agein
HIV prevalence has progressed from the 25-29
years age group to the 30-34 years age group for
females, and from the 30-34 years age group to
35-39yearsfor males (Arrey et al. 2017; Shisana
et al. 2014). According to the UNAIDS, the pro-
portion of older PLWHA has increased in all
parts of the world since 2007 (UNAIDS 2013).
Research reveals that higher rates of HIV and
AIDS stigma predispose older PLWHA to in-
creased risk of poor psychological functioning
(DeGreziaand Scrandis2015).

The availability of the highly active antiret-
roviral treatment (HAART) has resulted in in-
creasingly longer life expectancy among PL-
WHA, thus bringing about peoplewith alonger
duration of HIV and AIDS diagnosis (Brandt et
al. 2017). PLWHA arereported to be vulnerable
to stigma-induced psychological dysfunctions
regardless of the duration of their illness (Coté
et al. 2015). A great variation of experience be-
tween PLWHA who were recently diagnosed
and those diagnosed early in the epidemic with
regard to stigma experiences has been posited
(Cahill and Valadéz 2013; Relf and Rollins 2015).
HIV and AIDS stigma has been reported to in-
tersect with a longer duration of HIV-positive
diagnosis, and psychological dysfunctions
among PLWHA (Cotéet al. 2015).

This pattern of intersection, therefore, war-
rantsempirical investigationin order to deal with
stigma and psychological dysfunctions effec-
tively. Regardless of the demographic changes
(Durvasulaand Miller 2014), not much isknown
about the relationship between these demo-
graphic factors (age and duration of diagnosis),
HIV and AIDS stigma, and psychological dys-
functions in South Africa. Understanding the
relationship between these variables is there-
fore important in order to better inform the de-
velopment of appropriate HIV and AIDS stigma,
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and psychological dysfunction reduction inter-
vention programmes. Studies haverarely includ-
ed duration of diagnosis as avariable when ex-
ploring dynamicsaround HIV and AIDS stigma
and psychological dysfunctions, resulting inthe
dearth of literature on the phenomenon.

Sudy Objective

The objective of the study was to investi-
gate the predictive association among age, du-
ration of diagnosis, HIV/AIDS stigma, and psy-
chological dysfunctions among people living
withHIV/AIDS.

METHODOLOGY
Resear ch Design

The study employed the quantitative ap-
proach utilising the cross-sectional design.

Sudy Participants

The study consisted of 300 PLWHA.. Purpo-
sive sampling method was employed dueto the
nature of the study participants. The study was
carried out in the Capricorn District of Limpopo
Province which is situated in the northern part
of South Africa. Capricorn district was chosen
for the study because it constitutes awide vari-
ety of racial groups as well as diverse socio-
economic levels (Statistics South Africa 2013).
This is subsequent to the economic migration
to the district. Participants were recruited from
the HIV and AIDS outpatient clinic at Polok-
wane/Mankweng Hospital complex (thelargest
hospital inthe province), Rethabile Health Cen-
tre, and Takaani NanaHIV Centrein Polokwane.
The demographic characteristics of participants
are presented in Table 1.

Procedureand Ethical Consider ations

The study was conducted out after approv-
al and permission was granted by the North-
West University, and the North West Provincial
Department of Health Ethics committees. The
provincial approval letter was secured to gain
access to the institutions where data was col-
lected. Eligibility criteriaof the study were: be-
ing diagnosed with HIV (on self-report), and be
at least 18 years of age or older to be ableto give

Table 1: Demographic characteristics of partici-
pants

Variable (N=300)
Age Range 20-54 years
Mean Age 31 (SD 8.2)
Gender
Male 128 (42.9%)
Female 172 (57.1%)
Marital Status
Married 107 (35.9%)
Never married 169 (56.1%)
Divorced 6 (2.0%)
Widowed 18 (6.0%)

Educational Level

Less than grade 12

Grade 12

Tertiary education
Duration of Diagnosis (DD)

35 (11.6%)
101 (33.7%)
164 (54.7%)

Less than 1 year 143 (47.5)
2-4 years 139 (46.5)
More than 5 years 18 (6.0)

or considered competent to give informed con-
sent. Those who were deemed too ill, the men-
tally unstable or mentally disabled, and or had
any other condition that would impair their abil-
ity to consent, were excluded. For this study, no
exclusion was made based on participants’ so-
cio-economic status, gender or ethnicity. Partic-
ipation in the study was voluntary. The right
not to participate, as well as to withdraw from
the study at any point was outlined. Formal in-
formed consent was sought from the participants
who volunteered to partake in the study. Confi-
dentiality wasassured and adhered to at all times.

Resear ch I nstruments
HI1V and AIDS Stigma Scale

TheHIV and AIDS Stigma Scal e devel oped
by Westbrook and Bauman (1996) was used to
measure HIV and AIDS stigma. The scale com-
prised 20 items that assessed internalised stig-
ma, 20 itemsthat assessed perceived stigmaand
9 items that assessed enacted stigma. The par-
ticipants had to respond on a four point Likert
scale, with 1 indicating “strongly agree”, and 4
“strongly disagree”. With regard to enacted stig-
ma, the participants had to respond on a 3 point
Likert scale with 1 indicating “no experience”
and 3indicating “alot of experience’. Someitems
were reversed scored. For internalised stigma
thefollowing itemswerereversed: ltems 10, 12,
17, 18, 19, 25, 26. For perceived stigmathe re-
verseditemswere: Items 30, 32, 37, 38, 39, 45. For
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enacted stigma items no reverse scoring was
required. High scores were indicative of high
stigma experience. The scale has been adapted
and previously applied to the South African
population (Idemudiaand Matamela2012), and
was found to be reliable with a Cronbach’s o =
0.88. For the current study, the scale was found
reliable (Cronbach'so.=.76).

General Health Questionnaire-28 (GHQ-28)

The GHQ-28 devel oped by Goldberg (1972)
was adapted and used (Cronbach’s o = 0.92) to
assessthe participants' psychological function-
ing. The scale was used to establish psycholog-
ical symptoms experienced by an individual in
the past few weeks. The participants had to re-
spond on afour point Likert scale with 1= better
than usual, 2 = same as usual, 3=worse than
usual, 4= much worse than usual. The use of
scoring method * 0-0-1-1" was suggested by Gold-
berg to assist reduce biases resulting from par-
ticipants who tend to choose responses 0 and 3
or 1 and 2. The higher the score, the poorer the
psychological functioning of the participant. It
consists of 28 items that, through factor analy-
sis, have been divided into four sub-scales,
which are as follows: A - Somatic symptoms
(items1-7), B - Anxiety/insomnia(items8-14), C
- Social dysfunction (items 15-21), and D - Se-
veredepression (items22-28). The scale hasbeen
adapted and used among the South African pop-
ulation (Idemudia and Matamela 2011) in their
study among HIV/AIDS and cancer patients, and
wasfoundto bereliable (0.90). Reliability for the
current study was sufficiently high (Cronbach’s
o=.95).

DataAnalysis

In order to establish the relationship between
variables under investigation, Pearson’s Mo-
ment correl ation coefficient was employed. The
Pearson’s correlation coefficients were comput-
ed to inform the SEM on which variablestoin-
cludeinthemodel. Only variablesthat werefound
to significantly correlate were included in the
SEM model. The variablesthat were not signifi-
cantly correlated were, asaresult, not included
in the model analysis, hence internalised and
perceived HIV and AIDS stigmawere excluded
inthemodel. The hypothesised pathsthat were
tested were: HIV and Al1DS stigma (enacted) has
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a direct positive relationship with psychologi-
cal dysfunctions(that is, GHQ anditsentirefour
dimensionsthat is, somatic complaints, anxiety,
social functioning and severe depression); age
has a direct positive relationship with psycho-
logical dysfunctions, duration of diagnosis has
a direct positive relationship with psychologi-
cal dysfunctions.

RESULTS

The Pearson’s correlation coefficients re-
vealed asignificant positive correlation between
enacted stigmaand overal GHQ (r =.22, p<0.001),
and all its dimensions (somatic complaints (r =
.23, p<0.001), anxiety (r = .16, p<0.001), socia
functioning (r =.14, p<0.05), and severe depres-
sion (r =.22, p<0.001) and other variables under
investigation. Enacted stigma was found to be
negatively correlated to age significantly (r = -
.13, p<0.001) aswell asduration of diagnosis (r =
-.05, p<0.001). Significant positive correlation
was found between age and perceived stigma (r
=.08, p<0.001) aswell asduration of diagnosis (r
=.18, p<0.001). Duration of diagnosiswasfound
to have a significant positive correlation with
internalised stigma(r = .24, p<0.001).

Intermsof interrelations between the stigma
dimensions, therewasasignificant positive cor-
relation found between enacted and perceived
stigma(r =.05, p<0.001). Internalised stigmawas
negatively correlated with enacted stigma sig-
nificantly (r =-.07, p<0.001). With regardsto psy-
chological dysfunctionin relation to age, asig-
nificant negative correl ation was found between
overal GHQ and age (r =-.23, p<0.001), and al
itsdimensions, anxiety (r =-.21, p<0.001), social
functioning (r = -.19, p<0.001), and severe de-
pression (r = -.29, p<0.001) except for somatic
complaints (see Table 2).

To assessmodel fit, anumber of indiceswere
calculated; however, only the most regularly re-
ported fit indices asrecommended by McDonald
and Ho (2002) were outlined. Theseinclude de-
gree of freedom (df), Chi square (x?), relative/
normed Chi-Square (x2/df), Root Mean Square
Error of Approximation (RMSEA), Goodness-Fit
Index(GFl), Adjusted Goodness-of -Fit (AGFI),
Normed-Fit Index (NFI) (see Table 3). The Chi-
Square assesses the overall model fit and estab-
lishes the magnitude of discrepancy between
the sample and the fitted covariance matrices
(Huand Bentler 1999). For agood fit model, the
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Table 2: Correlation coefficients of association between psychological dysfunction, HIV stigma and

psychosocial factors among PLWHA

Variables 1 2 3 4 5 6 7 8 9 10
1. PD 1

2.SC 79 1

3. ANX .87 61" 1

4. SF .85" 55" .69 1

5.SD .84 53" 64" .64 1

6. INS -.08 -.05 -.06 -.16" -.07 1

7. PS -.03 -.02 -.03 -.02 -.06 .69 1

8. ES 22" 23" .16 A4 22 -.07" .05 1

9. Age -.23" -.10 -.21" -.19” -.29" .13 .08 -.13" 1

10. DD -.19" -.14 -.18" =17 -.21" 24 .18 -.05" 520 1
Mean 67.24 16.45 17.55 16.88 16.50 44.53 43.29 11.28 31.02 1.52
D 11.34 3.35 3.45 3.39 3.30 8.82 6.82 3.35 8.19 .50
Skewness .27 .59 .04 .59 .55 .62 .28 2.28 .06 -.10
Kurtosis -.57 .51 -1.03 -.62 -.22 1.28 -.08 5.37 1.23 -2.00

PD = Psychological dysfunctions, SC = Somatic complaints, ANX = Anxiety, SF= Social functioning,
SD= Severe depression, INS = Internalised stigma, PS = Perceived stigma, ES = Enacted stigma,

DD = Duration of diagnosis.

Note: Correlation is significant at the 0.01 level (2 tailed); "P < .05, ""P< .001

Chi-Square result should be non-significant at
0.05 (Barrett 2007). For the current study anon-
sgnificant Chi-Squarevauewasfound, 2= 22.69,
df =28, p=.749, demonstrating good mode! fit.
Thefit indicesfrom Table 3 showed that the
model hasagood fit indicating that the hypothe-

sised model of the study generally fits the data
for the sample, as a result, the path model was
generated (see Fig.1 for the path analysis). Path
analysisreveal ed thefollowing directional rela-
tions between the variables under investigation
(seeTable4).

Table 3: Summary of fit indices of the model for the full structural equation

Model df 2 2 [df RMSEA GFI AGFI NFI
1. 28 22.69 .810 .000 .980 .974 .000
Table 4: Standardized regression coefficients of the variables

Variables Direct effects Estimate SE CR P
PD<-ES .198 .665 .200 3.328

SC<-ES .223 .223 .056 3.945

ANX<-ES 142 .145 .058 2.506

SF<-ES 117 118 .057 2.061

SD<-ES .180 176 .058 3.055

ES <-Age -.126 -.308 .140 -2.194 :
ES <-DD -.054 -.008 .009 -.936 Ns
PD<-Age -.140 -.192 .093 -2.071 :
SC <-Age -.077 -.031 .023 -1.359 Ns
ANX <-Age -.145 -.061 .028 -2.197 )
SF <-Age -.123 -.051 .027 -1.853

SD <-Age -.209 -.083 .027 -3.115 .
PD <-DD -.116 -2.610 1.519 -1.718 Ns
ANX <-DD -.101 -.690 .449 -1.537 Ns
SF<-DD -.099 -.664 444 -1.495 Ns
SD<-DD -.096 -.623 .438 -1.424 Ns

DD = Duration of diagnosis, PD = Psychological functioning, SC = Somatic complaints, ANX = Anxiety,
SF = Social functioning, SD = Severe depression, ES = Enacted stigma

Note: "P < .05, ""P< .001, ""P<.01
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Fig. 1. Path diagram of age, duration of diagnosis, enacted HIV stigma and psychological dysfunction

Enacted HIV/AIDS stigmawasfound to have
asignificant predictive effect on psychological
functioning (B =.198, p<.01) and all itsdimen-
sions, somatic complaints (§ =.223, p<.01), anxi-
ety (B =.142, p<.001), socid functioning (B =.117,
p<.05), severedepression (3=.180, p<.001). Find-
ings further showed that age has a significant
but negative predictive effect on enacted HIV/
AIDS stigma. Agewasfound to have anegative
but significant predictive effect on psychologi-
cal functioning (B = -.140, p<.05) and al its di-
mensions, anxiety (B =-145, p<.05), social func-
tioning (B =-.1283, p<.05) and severedepression
(B =-.209, p<.001), except for somatic complaints
(B =-.077, p = ns). Duration of diagnosis was
found to have a non-significant predictive ef-
fect on enacted stigma, psychol ogical function-
ing and all itsdimensions.

DISCUSSION

The present study established a significant
but negative predictive effect of age on enacted

HIV and AIDSstigma. That is, enacted HIV and
AlIDS stigmadecreased with increased age. The
study established that the older the participants
were, thelessthe stigmatising experiences. This
can perhaps be attributed to the fact that older
people in this population could have not been
subjected tointernal controllability casual attri-
butions by those stigmatising them. That is, they
could have been considered innocent victims of
HIV and AIDS and not regarded as blamewor-
thy for their HIV infection. Asresearch indicates,
PLHWA whose infection is perceived not to
emanate from perceived immoral related activi-
tiesarelesslikely to receive more hostile reac-
tions (Herek et al. 2013; Pfeiffer and Maithya
2018). TheHIV infection of older participantsin
this study could have not been attributed to
actsof immorality relativeto their younger coun-
terparts, but rather from a victim point of view
such ascaring for sick family membersand sig-
nificant others. This view is supported by the
findings of South African studies (Ogunmefun
et al. 2011; Schatz and Ogunmefun 2007), where
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it wasfound that older South Africans, predom-
inantly women, were found to be mostly care
providersfor the HIV and AIDSill, both adults
and children. Another South African study by
Kuo et a. (2014) further attested to this premise.
Their findingshighlighted even further that these
adult caregivers mostly present with poor psy-
chological functioning following caring for oth-
erswithHIV and AIDS. Thus, the HIV-positive
status of such individuals may, therefore, elicit
feelings of sympathy more than hostility and
discriminatory behaviours.

On the other hand, the increased stigma ex-
periences of the younger participants could be
due to personal controllability causal attribu-
tions, wherethey are perceived as blameworthy
for their infection. Theinnocent/guilty notionis
ascertained by Wagner et al. (2010) who postu-
|ate that another manner of classifying PLWHA
experiencesinrelationto HIV and AIDS stigma
is that of innocent versus guilty. The route of
transmission may determine if an individual is
perceived as guilty (for example, acquired the
virusthrough, for example, unprotected sex, drug
use, prostitution, etc.) or innocent (for example,
blood transfusions, mother-to-child-transmis-
sion, or caring for a sick person), as a result
influence how people react to that individual.

Research findings on the relationship be-
tween age and HIV and AIDS are somewhat in-
consistent. In partial agreement with current
study, such inverse relationship was found by
Emlet et al. (2015). That is, decreased level of
stigmawith increased age was noted. However,
unlike in the present study, their participants
experienced lessinternalised over enacted HIV
and AIDS stigma with increased age. They ar-
gued the pattern of their finding from apremise
that, although encounters with prejudice and
discrimination (enacted) might not lessen with
age, itispossiblethat the overal internalisation
of those enacted stigma experiences may do.
Contrary to present study findings, a positive
relationship between ageand HIV and AIDS stig-
ma is commonly found. Older PLWHA were
found to experiencemore HIV and AIDS stigma
than their younger counterparts, due to layer-
ing phenomenon or ageism stigma, where indi-
viduals are stigmatised based on their age too
(Cahill and Valadéz 2013; Grodensky et al. 2015;
Kinyandaet al. 2011; Logie and Gadalla 2009;
Storholmet a. 2013; Visser et a. 2009). Exploring
further in terms of the stigma dimensions,

Grodensky et al. (2015) found a positive rela
tionship between age and perceived stigma in
their study. It wasfound that the older the partic-
ipantswere, the more they anticipated stigmatis-
ing attitudes. In contradiction to both the present
study aswell as other findings stipulated by oth-
er researchers, Wagner et a. (2010) and Wolitski
et a. (2009) found no relationship between age
andHIV and AIDSstigma, whileEmlet et d. (2015)
describe the association between age and HIV/
AlDSasonethat iscomplex which could depend
on many other related factors.

With regards to duration of diagnosis, the
present study found non-significant predictive
effect of duration of diagnosison HIV andAIDS
stigma. However, duration of diagnosiswasfound
to have a somewhat weak but negative effect on
enacted stigma, suggesting that the longer the
participantshave been livingwith HIV and AIDS
diagnosis, the less likely are experiences of en-
acted stigma. Thiscould be attributed to the ben-
efitsof ARV treatment where PLWHA'sdeviancy
intermsof Goffman’sbody abominationsdimin-
ishes (Goffman 1963). In contradiction, apositive
effect of duration of diagnosison HIV and AIDS
stigmawas found by Coté et al. (2015), wherea
longer duration of diagnosis leads to increased
stigma enactments. With regards to psychol ogi-
cal dysfunction, non-significant predictive effect
of duration of diagnosiswasfound. Similarly, in
the study by Obadeji et a. (2014) conducted in
Nigeriawherethey determined the prevalenceand
predictors of depression among PLWHA, there-
sults revealed no association between duration
of diagnosis and depression. In contrast to the
present results with regard to psychological dys-
functions, apositiverelationship between longer
duration of diagnosis and increased psychol ogi-
cal dysfunction was noted in other studies; for
example, studies conducted by Igumbor et al.
(2012) and Cotéet d. (2015). PLWHA werefound
to experienceincreased symptoms of depression
and anxiety with longer duration of diagnosis.

CONCLUSION

Enacted HIV and AIDS stigmahave asignif-
icant predictive effect on psychological dys-
functions and all its dimensions (somatic com-
plaints, anxiety, social functioning, and severe
depression). Age has a negative but significant
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predictive effect on enacted HIV and AIDS stig-
ma but the predictive effect of duration of di-
agnosis on enacted stigma was not significant.
Agewasfound to have significant and negative
predictive effect on psychological dysfunctions.
Duration of diagnosishad no significant predic-
tive effect on enacted stigma and psychological
dysfunctions (including its dimensions).

LIMITATIONS

Conclusions from this study should be in-
terpreted taking cognisance of the limitation of
the representativeness of the study population.
Generalisation to all South African populations
cannot be asserted, as the study was conduct-
ed only in the Limpopo Province, and the sam-
pling was not representative enough of al re-
gionsof South Africa. The determination of psy-
chological dysfunction using GHQ should also
be interpreted with caution asthe GHQ isnot a
diagnostic instrument, and can only be used to
deduce symptoms of emotional distress not di-
agnose precise psychological disorders. The
significant negative effect of age on enacted HIV
and AIDS stigma in the current study isincon-
sistent with most other research findings; it
would beworthwhileto empirically establish fac-
tors behind the pattern of this influence.

RECOMMENDATIONS

The outcome of this study underscores the
importance of collaborative efforts by relevant
HIV/AIDS stakeholders and policy makers that
are amed at managing stigma among PLWHA.
This will lessen the burden of associated psy-
chological dysfunctions that may ensue as are-
sult of stigmatization on the PLWHA. The need
for continuous awareness programme on the na-
ture, mode of transmission and management of
HIV/AIDS among the general population (those
not infected with HIV/AIDS) are also essential.
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