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Objectives. To examine the association between social factors in faith-based settings

(including religiosity and proximity to people living with HIV/AIDS) and HIV stigma.

Methods. A total of 1747 congregants from primarily African American faith-based

organizations of Project FAITH (Fostering AIDS Initiatives That Heal), a South Carolina

statewide initiative to address HIV-related stigma, completed a survey.

Results. Female gender (P= .001), higher education (P< .001), knowing someone with

HIV/AIDS (P= .01), and knowing someone who is gay (P< .001), but not religiosity, were

associatedwith lower levelsof stigmaandwith loweroddsof stigmatizingattitudes (P< .05).
Conclusions. Opportunities for connection with people living with HIV/AIDS tailored

to the social characteristics of faith-based organizations may address HIV stigma in

African American communities. (Am J Public Health. 2016;106:492–496. doi:10.2105/

AJPH.2015.302985)

Since the earliest reported cases, HIV has
disproportionately affected minority

populations in the United States, resulting in
pronounced health disparities for certain
populations, including African Americans.
Though HIV was initially reported as a ho-
mosexual disease in the early 1980s,1 the
number of infected African Americans rose
considerably in the 1990s. Since that time,
African Americans have been dispropor-
tionately burdened by HIV infection com-
paredwith all other racial and ethnic groups in
the United States. According to the Centers
for Disease Control and Prevention, the rate
of HIV infection among Black or African
Americans was 60.4 in 2011, which repre-
sented nearly a 9-fold greater rate compared
with Whites (7.0).2 Similarly, the South re-
ported the highest HIV infection rate in the
same year (20.9) compared with other regions
in the continental United States. In South
Carolina, approximately 73% of HIV in-
fections were among African Americans in
2013.3

HIV-related stigma continues to present
a substantial challenge to HIV prevention,
testing, and treatment efforts.4–11 Stigma has
been defined as an undesirable or discrediting
attribute that reduces an individual’s societal
status,12 and it is further characterized as
a “dynamic process that arises from the

perception that there has been a violation
of a set of shared attitudes, beliefs, or
values.”13(p50) The association of HIV/AIDS
with marginalized populations perpetuates
stigmatizing attitudes toward AIDS.14

Among African Americans, HIV-related
stigma is layered with preexisting stigma.15

Herek et al. found that between 1990 and
1999, the manifestation of stigma among
African Americans shifted from public stigma
(i.e., punitive policies) to more covert forms
(i.e., avoidance of people living with HIV).16

Age, education, HIV knowledge, income,
and religiosity have been previously associ-
ated with HIV-related stigma.17–20 Further-
more, persons with greater religious intensity
have reported negative attitudes toward and
unwillingness to interact with people living
with HIV, likely because of the association of
the disease with marginalized persons, par-
ticularly homosexuals.18,21 Contact with
people living with HIV has been suggested as

a critical component for interventions to
reduce HIV-related stigma.13,22,23 Direct
and indirect contact with people living
with HIV prompts people to focus on the
infected individual’s perspective, thus pro-
moting empathy.24 Institutionally supported
contact, particularly between individuals of
equal status, is the most effective type of
contact.25

African American churches have tradi-
tionally served as centers for spiritual growth
and development, political and civic activity,
and health promotion and disease pre-
vention.26 Churches have played a significant
role in the development of Black commu-
nities since the time of slavery, and further
serve as centers of social cohesion and orga-
nization.27 Compared with other racial
groups in the United States, African Ameri-
cans are more likely to report formal religious
affiliation (88% of African Americans vs 78%
of Whites). Even among African Americans
who are unaffiliated with formal religions,
72% report that religion is somewhat im-
portant in their lives, and 45% report that
religion is very important in their lives.28

Given the strong role of the African American
church and religiosity among African
Americans, faith- and church-based
programs have been developed over the past
decade to address HIV/AIDS,19,29–35 and
a framework for HIV prevention in African
American churches has been presented.36

HIV-related stigma has been identified as
a salient barrier to HIV/AIDS ministries and
programs in African American faith-based
organizations (FBOs) and the reduction
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thereof as an area of emphasis in faith-based
HIV/AIDS programs.4,19,24,36–40 Further-
more, the National HIV/AIDS Strategy calls
for increased integration of faith-based
initiatives in addressing the HIV/AIDS
epidemic in the United States.41

The aims of this study were to examine
how religiosity, contact with people living
with HIV/AIDS, and demographic charac-
teristics were associated with stigmatizing
attitudes related to HIV/AIDS. This study
was part of Project FAITH (Fostering AIDS
Initiatives That Heal), which was a statewide
initiative to address HIV-related stigma in
South Carolina and has been described
elsewhere.17,36,42 Understanding the re-
lationship between religiosity and stigma in
faith-based settings may inform future in-
tervention development for the reduction of
HIV-related stigma in African American
churches and FBOs.

METHODS
The 34 FBOs from which this sample was

taken enrolled in Project FAITH between
2008 and 2009. The FBOs completed an
application to participate in Project FAITH,
and were selected on the basis of their pre-
vious experience with HIV/AIDS-related
programming and their locally created goals
and objectives for addressing HIV in their
communities. The FBOs represented multi-
ple faith communities, including Baptist
(41%), nondenominational (20%),Missionary
Baptist (16%), African Methodist Episcopal
(14%), Pentecostal (3%), Islamic (3%), United
Methodist (2%), and Christian Methodist
Episcopal (1%), and all were current partici-
pants in Project FAITH. In 2009, congregants
from these 34 FBOs completed a cross-
sectional survey designed to examine how
HIV stigma was associated with social factors
in African American FBOs, including de-
mographic characteristics, religiosity, and
proximity to people living with HIV/AIDS.
Of the 2158 participants in the survey, 411
congregants (19% of the total participants) did
not fully complete the survey and were ex-
cluded from analysis; 1747 congregants were
available in the analytic sample.

We modified 6 items from the AIDS
Attitude Scale, Generic Version (AAS-G) for
a faith-based population and collected

responses to measure levels of stigma among
survey participants.43 Participants were asked
to respond if they “agree” (2), “not sure” (1),
or “disagree” (0) with the questions that
expressed avoidance. For questions that in-
dicated empathy, answerswere reverse-coded
“agree” (0), “not sure” (1), or “disagree” (2) to
represent presence of stigma. We summed
individual responses to the 6 AAS-G attitudes
questions to create a composite stigma score
that ranged from 0 to 12, in which an indi-
vidual score of zero indicated the absence of
stigma and a score of 12 indicated the max-
imum stigmatizing response. The standard-
izeda for the 6-item scale was 0.64 indicating
moderate reliability of the scale measure.
Reflecting a view that even small amounts of
stigma may have harmful effects for public
health and to account for the levels of mea-
sured stigma in this sample, we evaluated
a second stigma outcome representation by
using a dichotomous presence or absence
format. Presence of stigma was indicator
categorized “1” when a congregant respon-
ded on the composite AAS-G scale with
a value greater than zero.

We assessed the degree to which a re-
spondent maintained relationships with
people that they knewwere living withHIV/
AIDS with 3 survey questions: (1) “I have/
had a family member that lived with HIV/
AIDS,” (2) “I know or have known per-
sonally someonewithHIV/AIDS,” and (3) “I
know someone who is homosexual (gay).”
Respondents could answer “yes,” “no,” or
“not sure” to each question. Congregants
were also asked to describe their religiosity as
“very religious,” “somewhat religious,” or
“not very religious.” The measure of re-
ligiosity was dichotomized by combining the
“not very religious” group with the “some-
what religious” group because of small cell
counts (“not very religious” n= 52).

Religiosity and proximity reflect com-
plexity of the social fabric ofAfricanAmerican
FBOs.We used bivariate and adjustedmodels
to evaluate the presence of confounding bias
according to epidemiological convention
(i.e., 10% change in point estimate). All de-
mographic, religiosity, and proximity cova-
riates met this criterion and were included in
the adjusted model. We used crude and ad-
justed general linear models with Tukey
posthoc tests to identify mean differences in
stigmatizing responses. We performed crude

and adjusted logistic regressions with Tukey
posthoc tests to assess differences in the
odds of stigmatizing attitudes. The primary
analytical tools were PROC GLM and
PROC LOGISTIC performed in SAS ver-
sion 9.4 (SAS Institute Inc, Cary, NC).

RESULTS
Characteristics of this sample of 1747

congregants attending southeastern, primarily
African American FBOs are presented in
Table 1. Most participants were female and
had completed education beyond high
school. About half of participants were aged
45 years or older and married.

Table 1 also describes the crude and ad-
justed analyses of mean stigma scores assessed
on the adaptedAAS-G composite scale. In the
crude analyses, each sample characteristic
explained a significant portion of the total
variance in the population (P< .05). In the
adjusted analysis, we found gender (F statistic:
12.4; 1 df; P= .001) and educational attain-
ment (F statistic: 13.8; 4 df; P < .001) each to
be associated with mean stigma score after we
controlled for all other covariates in the
model. When we accounted for multiple
comparisons, there was statistical evidence
that the adjusted, within-group mean stigma
scores were higher for men than for women
and substantially higher for those with the
least educational attainment compared with
the highest levels of educational attainment.

Table 2 characterizes the relationship be-
tween proximity and stigma score. In the
adjusted analyses, we found that personally
knowing someone with HIV/AIDS (F sta-
tistic: 4.42; 2 df; P= .01), and knowing
someone who is gay (F statistic: 15.2; 2 df;
P < .001) were associated with mean stigma
score after we controlled for all other cova-
riates in the model. We found that having
a family member who was living with
HIV/AIDS was not statistically associated
with HIV stigma level compared with con-
gregants who were unsure or who responded
that they did not have a family member
that was living with HIV/AIDS. After we
accounted for multiple comparisons, stigma
was statistically lowest among those who
knew someone who was gay.

Of the sample population, 40% scored at
least 1 on the adapted AAS-G stigma scale,
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representing the presence of a stigmatizing
attitude. Appendix A (available as a supple-
ment to the online version of this article at
http://www.ajph.org) presents the results
from the crude and the adjusted analyses for
the presence of a stigmatizing attitude. Cru-
de analyses provide evidence that the fol-
lowing variables were each associated with
a stigmatizing response: (1) gender (Wald c2:
12.3; 1 df; P < .001), (2) age (Wald c2: 14.6;
5 df; P= .01), (3) educational attainment
(Wald c2: 47.8; 4 df; P < .001), (4) knowing
someone with HIV/AIDS (Wald c2: 18.6;
2 df; P < .001), and (5) knowing someone
who is gay (Wald c2: 27.4; 2 df; P < .001).
Religiosity, marital status, and having a family
member with HIV/AIDS in these crude
analyses were not associated with a stigma-
tizing response (P> .05).

In the adjusted analyses, gender, educa-
tional attainment, knowing someone with
HIV/AIDS, andknowing someonewho is gay
were each independently associated with
a stigmatizing response after we controlled for
all variables in the model (P< .05). In the
subgroup analysis, the adjusted odds of a stig-
matizing response was 35% higher for men
comparedwithwomen (P= .01) and twice the
odds for those with less than a high-school
education compared with those with
graduate-level education (P< .001). Those
with a high-school education had 60%
greater odds of a stigmatizing response com-
paredwith the highest education level after we
controlled for all other covariates (P= .001).

Of the proximity measures, 82%
(n= 1423) knew someone who is gay, 11%
(n= 199) did not know someone who is gay,

and 7% (n= 125) were unsure. Knowing
someone who is gay reduced the adjusted
odds of a stigmatizing response by 39%
compared with those that did not have an
acquaintance who is gay (95% confidence
interval = 0.44, 0.84; P < .001). All subgroup
analyses are presented in Appendix A (avail-
able as a supplement to the online version of
this article at http://www.ajph.org), and
categories that do not share a letter were
significantly different (P < .05) after we ad-
justed for multiple comparisons. Age group,
marital status, religiosity, and having a fam-
ily member who had HIV/AIDS were
each not found to be associated with a stig-
matizing response in the adjusted model.

DISCUSSION
HIV/AIDS continues to be a substantial,

disproportionate burden for minority com-
munities in the United States. This study
contributes to a greater understanding of
underlying factors associated with HIV-
related stigma in African American faith-
based or church communities. Several find-
ings from this study were consistent with the
present literature, including higher HIV-
related stigma among men than women,
and among those persons with lower edu-
cational attainment.17,44,45 The highest levels
of HIV-related stigma were reported by
persons with the lowest educational attain-
ment. One explanation for this finding is that
persons with lower educational attainment
may have less exposure to diverse groups
of people, and higher education may lead to
the development of critical thinking skills
that foster a greater understanding of
HIV and of factors associated with HIV in-
cluding modes of transmission and disease
management.

Knowing a person living with HIV re-
duced the odds of a stigmatizing response in
this study. Proximity to someone who is
living with HIV has been previously associ-
ated with greater empathy for people living
with the virus.24 In other studies, it has also
been found to be associated with more ac-
curate (i.e., less anecdotal) knowledge about
the true risk factors for HIV infection.16,46,47

Surprisingly, having a familymember thatwas
living with HIV/AIDS was not statistically
associated with lower levels of stigma, which

TABLE 1—Association of Participants’Characteristics andMeanAIDSAttitude Scale, Generic
Version, Stigma Scores in a Sample of South Carolina Faith-Based Organizations: 2008–2009

Crude Models Adjusted Model

Characteristic No. (%) Mean (SE) P Mean (SE) P

Gender < .001 .001

Male 513 (29.4) 1.50a (0.054) 2.04a (0.097)

Female 1234 (70.6) 1.05b (0.084) 1.69b (0.118)

Age, y .001 .51

18–25 187 (10.7) 1.40a (1.128) 2.02a (0.181)

26–34 253 (14.5) 1.00a (0.765) 1.75a (0.150)

35–44 402 (23.0) 0.99a (0.804) 1.75a (0.131)

45–54 381 (21.8) 1.16a (0.969) 1.88a (0.130)

55–64 349 (20.0) 1.17a (0.966) 1.80a (0.129)

‡ 65 175 (10.0) 1.71b (1.432) 1.98a (0.155)

Educational attainment < .001 < .001
Grades 1–11 154 (8.8) 2.05a (0.150) 2.46a (0.166)

Grade 12 or GED 453 (25.9) 1.63a (0.088) 2.19a (0.117)

Some college 577 (33.0) 0.95b (0.078) 1.60b (0.113)

College graduate 347 (19.9) 0.76b (0.100) 1.48b (0.135)

Graduate school 216 (12.4) 0.91b (0.127) 1.60b (0.156)

Marital status .005 .27

Single 576 (33.0) 1.16a (0.079) 1.79a (0.109)

Married 862 (49.4) 1.16a (0.065) 1.79a (0.099)

Divorced 201 (11.5) 1.00a (0.134) 1.73a (0.155)

Widowed 108 (6.1) 1.79b (0.183) 2.16a (0.201)

Religiosity .03 .16

High 1183 (67.7) 1.11a (0.056) 1.82a (0.102)

Low 564 (32.3) 1.32b (0.080) 1.96a (0.115)

Note. GED=general equivalency diploma. Adjusted model is adjusted for age group, educational at-
tainment, marital status, religiosity, having a family member with HIV/AIDS, having personally known
someone with HIV/AIDS, and knowing someone who is gay. Pairwise comparisons that do not share
a superscript letter are significant at P < .05.
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may suggest that the observed association
between stigma and types of proximate re-
lationships could depend on some other
characteristics or experiences.

Congregants who reported knowing
someonewho is gaywere less likely to indicate
a stigmatizing response than were those who
did not report knowing someone who is gay.
The contextual association of HIV with gay
men, particularly among African Americans,
has been identified as a predictor of HIV-
related stigma in the literature.14,39Ourfinding
provides more evidence that the trend toward
acceptance of gay persons in the United States
over the past decade has likelymade it easier for
gay people to live their lives openly and
honestly, even in a religious setting. Findings
from this study support the idea that knowing
someone who is gay may have a destigmati-
zing effect on homosexuality, which translates
into less HIV-related stigma. Furthermore,
a substantial proportion of HIV-related edu-
cation and intervention in the United States
has focused on gay men. By proxy of knowing
someone who is gay, an individual can be
expected to have more accurate knowledge
about HIV, and evidence shows that increased
knowledge about HIV is a protective factor
against HIV-related stigma. It is likely that gay
men diffuse the knowledge they have gained
with other people.

Contrary to existing evidence,18,20 we did
not find that religiosity was significantly as-
sociated with increased HIV-related stigma.
In our study, religiosity did not appear to pose
a barrier to addressing HIV-related stigma. It
is plausible that the high prevalence of con-
gregants who knew someone who is gay
explains whywe did not observe religiosity to
be predictive of stigmatizing attitudes in our
sample. Other explanations may be related to
the presence of intervention activities in these
FBOs, which have been described else-
where,36,42 and the role of FBO leadership in
fostering environments of acceptance in their
congregations. This study provides additional
support for the use of structural-level in-
terventions in public health, which have been
shown to be an effective prevention strategy
for HIV.48–50 It is possible that our findings
may be different in other FBO populations
that have not been exposed to a structural-
level intervention or to attitudes held by faith
leadership that promote lower levels of stigma
overall in their congregations.

Faith- and church-based interventions
show substantial promise for addressing
HIV-related stigma in African American
communities. Project FAITH, from which
we drew these data, was among the first
documented HIV/AIDS interventions in US
churches and FBOs.17,36,42 The National

HIV/AIDS Strategy for the United States
called for increased intervention within
faith-based organizations,41 and a number of
faith-based HIV/AIDS related interventions
have been documented in the literature.31–35

In light of the national need for innovation in
faith-based interventions, our findings provide
information that can assist with the design
and development of tailored interventions that
address the HIV/AIDS epidemic in African
American communities in the United States.
An easing of the tension between homosex-
uality and religion may be an important factor
in reducing HIV-related stigma.

This study had several limitations. Data
were collected from congregants in FBOs that
had received all or part of the Project FAITH
intervention, which aimed to reduce HIV-
related stigma.Reliability of the scalemeasure
was moderate, which may be attributable to
the heterogeneity of congregant religious
affiliation in this sample population. These
data did not allow measurement of in-
tervention activity in the FBO population,
and we can only speculate about the effect of
intervention components on the outcome
measure. The FBO selection into the study
may have resulted in a sample of congregants
who are not representative of the general
population. The support for HIV/AIDS in-
terventions demonstrated by leaders of FBOs
in this study may limit generalizability, as not
all FBOs have leadership who support such
types of interventions. However, FBO
leadership is fundamental for structural-level
HIV interventions, and these study findings
will likely remain relevant for faith-based
populations that could be enrolled and ran-
domized to observational and experimental
studies in the future.

This study offers new evidence that de-
scribes the social determinants of HIV stigma
in faith-based settings, which is informative
for intervention design in next-generation
studies that aim to affect levels of HIV-related
stigma. Faith-based interventions that
tailor intervention components to the
determinants of HIV-related stigma can be an
effective tool to address HIV-related stigma
in African American communities in the
United States. Studies employing randomized
intervention designs are needed to explain
how changes in social determinants of
HIV-related stigma promote health in
faith-based settings.

TABLE 2—Association of Participant Reported Proximity Characteristics With AIDS Attitude
Scale, Generic Version, Stigma Score in a Sample of South Carolina Faith-Based
Organizations: 2008–2009

Crude Models Adjusted Model

Proximity No. (%) Mean (SE) P Mean (SE) P

Family member with HIV/AIDS .02 .46

Yes 595 (34.1) 1.02a (0.078) 1.84a (0.127)

No 652 (37.3) 1.19a (0.075) 1.86a (0.113)

Not sure 500 (28.6) 1.35b (0.085) 1.97a (0.113)

Personally known someone with HIV/AIDS < .001 .01

Yes 1238 (70.9) 1.05a (0.054) 1.70a (0.103)

No 353 (20.2) 1.34b (0.101) 1.78a,b (0.126)

Not sure 156 (8.9) 1.85c (0.152) 2.19b (0.165)

Know someone who is gay < .001 < .001
Yes 1423 (81.5) 1.02a (0.050) 1.44a (0.090)

No 199 (11.3) 1.77b (0.133) 2.01b (0.149)

Not sure 125 (7.2) 2.09c (0.168) 2.22b (0.177)

Note. Adjustedmodel is adjusted for gender, age group, educational attainment,marital status, religiosity,
having a family member with HIV/AIDS, having personally known someone with HIV/AIDS, and knowing
someone who is gay. Within-group pairwise comparisons that do not share the same superscript
letter a or b or c are significantly different at P < .05.
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