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Abstract

The current study was designed to develop and evaluate a brief scale measuring perceived public 

stigma against children affected by HIV/AIDS. The participants include 755 children who have 

lost one or both parents to HIV/AIDS (AIDS orphans), 466 children facing the potential of losing 

their parents to HIV/AIDS (vulnerable children), and 404 comparison children who did not have 

HIV-related illness or death in their families. The data in this study demonstrated that the SACAA 

scale provides a psychometrically sound measure of perceived stigma against children affected by 

AIDS in China. The SACAA scale is a reliable measure for children of both genders, at different 

developmental stages, and for both children affected by HIV/AIDS and comparison children. 

Known-group validation and correlation analysis demonstrate excellent construct validity of this 
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brief SACAA scale. The SACAA score was positively associated with psychopathological 

symptoms and negatively associated with psychosocial well-being among participating children.
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Introduction

The global epidemic of HIV/AIDS has been accompanied by the emergence of significant 

stigma against people living with HIV/AIDS (PLWHA) [1]. HIV/AIDS related stigma 

impacts both the life of PLWHA and the life of their children [2].The global literature has 

provided extensive evidence regarding the negative impact of HIV-related stigma on AIDS 

prevention, testing, treatment and care as well as psychosocial well-being of individuals who 

are infected or at risk of infection [3–7]. Limited literature from Western nations and Sub-

Saharan African nations suggests that children of PLWHA frequently encounter hostility 

from their extended families and community, and might be rejected, denied access to 

schooling and health care [8–10].

HIV-related stigma is a multidimensional concept [1] and often is defined differently in the 

literature to reflect the different perspectives of the stigma in different context or with 

different population that is the focus of the study. Researchers have examined the stigma 

from the insider’s view as “emic” and the outsider’s view as the “etic” perspective [11] .The 

“outsiders” or the “perpetrators of stigma” are often individuals who hold negative attitudes 

or enact stigmatizing or discriminatory behaviors, while the “insiders” or the “target of 

stigma” often refer to those with or associated with the condition (i.e., HIV infection or 

AIDS) or the related behaviors [12]. Following this line of reasoning, some researchers have 

discussed different types of HIV/AIDS stigma: received (or perceived) stigma, internalized 

stigma, enacted stigma, and associative stigma [13–17]. The received or perceived stigma 

refers to all types of stigmatizing attitudes or behaviors towards PLWHA, as experienced or 

perceived by themselves or others; internalized stigma involves thoughts and behaviors 

stemming from the person’s own negative perceptions about themselves because of their 

HIV status; enacted stigma refers to the real experience of discrimination experienced by the 

target of stigma [18–20], and associative stigma refers to stigma that result from a person’s 

association with PLWHA [13]. The stigma by association with PLWHA is also called 

secondary stigma and can affect family members of PLWHA such as children orphaned or 

made vulnerable to be orphaned by AIDS [16]. In a study of “etic” view of AIDS stigma, 

Visser et al. [17] have described two forms of stigma from outsiders’ perspectives: public 
stigma (or attributed stigma) which refers to the general perception of how people in a 

society or community feel and respond toward PLWHA, and personal stigma which refers to 

the personal beliefs and feelings that individuals hold toward PLWHA.

An important difference between children affected by AIDS and children affected by other 

diseases is that the children affected by AIDS have lost or faced the potential of losing their 

parents to a preventable but highly stigmatized disease, which can cause additional distress 
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and anger in these children [21]. Children affected by AIDS may be negatively impacted by 

stigma in several ways. First, stigma may cause the anxiety and fear relating to the 

incomplete disclosure of their parents’ illness and consequently reduce children’s ability to 

express their grief [22, 23]. Second, children affected by AIDS may be denied schooling, 

and suffer other direct consequences of discrimination, which results in a greater secondary 

loss for these children than for children affected by other diseases. Third, stigma often 

precludes adequate family and community support [24], including providing foster care for 

children orphaned by AIDS [25, 26]. Regular orphanages for non-AIDS orphans and schools 

often are reluctant to admit children from families infected with AIDS. Some infected 

parents and their children have withdrawn from contact with others to avoid the potential for 

social rejection, making it more difficult for these children to obtain the help they need [27, 

28]. In addition, because of children’s intellectual and emotional immaturity [21], HIV-

related stigma may have a greater impact on children than on adults, especially among those 

children who have already experienced or witnessed the devastating effect of HIV on their 

families and communities.

Despite the general recognition of negative effects of stigma on children affected by AIDS, 

to date few studies have investigated the impact of such stigma. The lack of a 

psychologically adequate measurement scale that specifically assesses the stigma against 

children affected by AIDS (SACAA) may be contributing to this void. Therefore, the current 

study, utilizing baseline data from a longitudinal assessment of psychosocial needs of 

children in an area of high HIV prevalence in rural central China, was designed to develop 

and evaluate a brief scale measuring perceived public stigma against children affected by 

AIDS, including both children who lost one or both of their parents to HIV/AIDS (AIDS 

orphans) and children living with HIV-infected, alive parents (vulnerable children). The 

psychometric properties assessed in this study include reliability and construct validity. The 

construct validity of the scale was assessed using both known-group validation [29] and 

association between the scale and other measures of HIV stigma and psychosocial 

functioning. We anticipate that the SACAA scale will show adequate internal consistency 

among rural Chinese children. We hypothesize that the children affected by AIDS (e.g., 

AIDS orphans or vulnerable children) will report higher levels of SACAA than their peers 

from the same community who did not experience HIV-related illness and death in their 

families (i.e., comparison children). We also hypothesize that SACAA scale will 

demonstrate excellent construct validity by showing a positive association with 

psychopathological symptoms (e.g., depression, loneliness) and a negative association with 

psychosocial well-being (e.g., self-esteem, positive future orientation) among these children. 

In addition, because SACAA was developed to measure a distinct stigma (perceived public 

stigma against children affected by AIDS), we anticipated that SACAA would be highly 

correlated with other measures of HIV stigma (e.g., perceived public stigma against 

PLWHA, enacted stigma).
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Methods

Study Site

The current study was conducted in 2006–2007 in two rural counties in central China where 

many residents had been infected with HIV through unhygienic blood collection. Between 

the late 1980s and middle 1990s, some governmental and commercial blood stations/centers 

collected blood in rural areas of central China. The farmers, who were not tested for HIV, 

Hepatitis B, Hepatitis C, or other blood-borne infections, considered this as an opportunity 

of poverty-relief and repeatedly gave their blood to collection centers for cash. The 

collection center pooled the blood of several donors of the same blood type, separated the 

plasma, and injected the remaining red-blood cells back into individual donors to prevent 

anemia. Such procedures, plus the reuse of needles and contaminated equipment enabled 

rapid spread of the virus through the local population. Many HIV-infected farmers have 

progressed to AIDS and thousands have died in the areas [30]. Both counties participating in 

the current study had the highest prevalence of HIV-infection in central China. We obtained 

village-level HIV surveillance data from the counties’ anti-epidemic stations to identify the 

villages with the highest number of HIV/AIDS-related death or confirmed HIV infection. 

The participants in the current study were mainly recruited from five administrative villages 

(rural administrative units under the county) that had jurisdiction over 111 natural villages.

Participants and Sampling

The participants in the current study include 755 AIDS orphans (i.e., children who lost one 

or both of their parents to HIV/AIDS), 466 vulnerable children (children who were living 

with HIV-infected parents), and 404 comparison children who were from the same 

community and did not have HIV-related illness or death in their families. Children 6–18 

years of age were eligible to participate in the study. Age eligibility was verified through 

local community leaders, school records, or caregivers. Both the recruitment process and 

consenting procedure for the current study have been described in detail elsewhere [31]. 

Briefly, the orphanage sample was recruited from four government-funded orphanages (n = 

176) and eight community-based small group homes (n = 30). The participation rates of the 

orphanage sample and the small group home sample were 72% and 70%, respectively. The 

remaining orphans (n = 549) and vulnerable children (n = 466) were recruited from family 

or kinship (i.e., extended family) care settings. We worked with the village leaders to 

generate lists of families caring for orphans or with confirmed diagnosis of HIV/AIDS. We 

approached the families on the lists and recruited one child per family to participate in the 

assessment. If a child in a selected family was not available to participate, the next family on 

the list was selected. When there were siblings in an orphanage, group home, or household, 

only one child was randomly selected. This process was repeated until the target sample size 

for the AIDS orphans and vulnerable children (i.e., about 1,200 in total) was reached. 

Following a similar procedure, the comparison group (with a target sample size of 400) was 

recruited from the same villages where the orphans and vulnerable children were recruited. 

The research protocol, including consenting procedure, was approved by the Institutional 

Review Boards at both Wayne State University in the United States and Beijing Normal 

University in China.
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Survey Procedure

Each participating child in the study completed an assessment inventory including detailed 

measures of demographic information and several scales of psychosocial adjustment. For 

children who were too young or had limited literacy, interviewers read each question to 

them, and the children gave oral responses to the interviewers who recorded the responses in 

the survey instrument. During the survey, necessary clarification or instruction was provided 

promptly when needed. The entire assessment inventory took about 75–90 min, depending 

on the age of the children. Younger children (e.g., those ≤8 years of age) were offered a 10–

15 min break after every 30 min during the assessment. Each child received a gift at 

completion of the assessment as a token of appreciation.

Development of SACAA

The development of the SACCA items followed procedures established in previous research 

[32]. We developed the initial item pool based on four sources: (1) the global literature on 

HIV-related stigma research [1, 33, 34], (2) the global literature on measurement of HIV 

stigma [32, 35, 36], (3) studies on the impact of HIV in China [37, 38], and (4) our own field 

observations and qualitative research related to the psychosocial consequences for children 

experiencing parental loss due to HIV/AIDS [27, 28, 39]. Informed by the findings in these 

resources, the investigation team reached the consensus that the main manifestations of 

public stigma against children affected by AIDS are the loss of social status (“status loss”) 

and the results of being labeled (“labeling”) [6, 40]. “Status loss” may include the social 

sanction or exclusion (e.g., denied schooling or residence) and purposeful avoidance. 

“Labeling” may include perceived inferior qualities directly resulted from their parental 

illness and death and related secondary loss in the child’s life (e.g., lack of hygiene, 

increased infection, deleted household income). The existing measures of HIV-related 

stigma in the literature (especially those measuring perceived public stigma) and themes 

merged from our field work were examined by a team of investigators for their relevance to 

these three manifestations (i.e., social exclusion, purposeful avoidance, perception of inferior 

qualities) and subsequently an initial pool of 24 items was generated by the investigation 

team (some items were taken verbatim from children’s responses in our qualitative 

interviews). After a careful review of these 24 items, the investigation team finally selected 

ten items that included three items measuring social sanction or exclusion against children 

affected by AIDS (e.g., “People think children of PLWHA should leave their villages”, 

“People think children of PLWHA should quit school or never go to school”), four items 

measuring purposeful avoidance (e.g., “People are unwilling to take care of children of 

PLWHA”, “People do not want their children to play with children of PLWHA”), and three 

items measuring perceptions that children affected by AIDS are inferior to children of 

uninfected parents (e.g., “People think children of PLWHA are unclean”, “People do not 

think children of PLWHA can be as good as other children”). The main considerations for 

the selection of the final ten items include the representativeness of the items in the item 

pool and our intention to produce a short measurement scale (≤ten items). Children were 

asked to indicate that in their opinion how many people in the society would be in agreement 

with each of these statements (4 = most people, 3 = some people, 2 = few people, and, 1 = 

none).
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Translation and Finalization of SACAA

The initial translation of SACAA from English to Chinese was performed by English–

Chinese bilingual research team members. The Chinese version was reviewed by a group of 

psychology and education faculty and students in China to assess whether the Chinese 

version of SACAA was both culturally and developmentally appropriate for children in 

China. Based on the feedback from the Chinese faculty and students, some wording in the 

Chinese version was modified. The modified SACAA was then independently translated 

back into English to examine whether the meaning of items had changed or been lost in the 

modification and translation process. Items that appeared to have changed in meaning were 

then adjusted until the meaning met with the research team’s intentions.

The Chinese version of SACAA was pilot-tested (along with other scales in our assessment 

inventory) prior to the field data collection to examine reactions of Chinese children to the 

items and their understanding of the measures. The pilot-testing sample ranged from 7 to 16 

years of age and included both boys and girls. Following the pilot-testing, no substantive 

change but several minor wording modifications were made to improve the 

comprehensibility of items among younger children (e.g., those <10 years of age). The final 

SACAA scale (in English) is provided in the Appendix for review.

Other Measures

Demographic Characteristics—Children were asked to report on individual and family 

characteristics during the survey. These characteristics include age, sex, ethnicity, perceived 

health status (i.e., very good, good, fair, and poor), parental education (no schooling, 

elementary school, middle school, ≥high school), and the main occupational activities in 

which their parents currently engaged or were engaged before their death (i.e., farmer, 

migrant worker, local small merchant, or other). To facilitate the group comparison by age, 

children were divided into three developmental groups: pre-adolescents (<12 years of age), 

early adolescents (12 through 14 years of age), and middle adolescents (>14 years of age). A 

composite score was created to estimate children’s family socioeconomic status (SES) by 

indexing those children whose parents (father and mother) had more than elementary school 

education and engaged in non-farming occupational activities. The SES score had a range of 

0–4, with a high score indicating a better family SES.

Perceived Public Stigma Against PLWHA—A 10-item scale was employed to assess 

children’s perceptions of public stigma against PLWHA. This scale was a modification of an 

existing scale for general population in the literature [34]. Children were asked to indicate 

that in their opinion how many people (most, some, few, and none) in the community/society 

would have certain stigmatizing attitudes or actions toward PLWHA and their family (e.g., 

“People think a person with HIV/AIDS is disgusting”; “People look down at someone who 

has HIV/AIDS”, “People will look down at a family if someone in the family has HIV/

AIDS”). The scale has a Cronbach alpha of .86 for the current study sample.

Enacted Stigma—Children affected by AIDS (both AIDS orphans and vulnerable 

children) were asked to indicate, on a 14-item list, whether they had experienced some of 

stigmatization acts and prejudice from others or the consequences of such stigmatization and 
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prejudice. The sample stigmatizing experience included “being beaten by other kids”, “being 

called bad names”, “being teased or picked on by other kids”, “kids did not play with me 

anymore”, “relatives stopped visiting when parents got sick or died”, and “my family lost 

land or other property”. The response option ranged from 1 = “never happened” to 5 = 

“always happened”. The 14 items have an excellent internal consistency (Cronbach alpha 

= .88) for the current study sample.

Depression—Children’s depressive symptoms were measured using the Center for 

Epidemiological Studies Depression Scale for Children (CES-DC) [41]. Sample items 

include “I was bothered by things that usually don’t bother me.” The CES-DC is a 20-item 

self-report depression measure with a 4-point response option (i.e., 0 = not at all, 1 = a little, 

2 = some, 3 = a lot). The scale demonstrated a good internal consistency for the current 

study sample (Cronbach alpha = .81).

Loneliness and Social Dissatisfaction—The Chinese version of the Children’s 

Loneliness Scale (CLS) [42, 43] was administered to the children in the current study. The 

CLS consists of 24 items, 16 of which assess children’s perceived loneliness and social 

dissatisfaction and the remaining eight items served as the “filler items” that focus on 

children’s hobbies and other activities. The filler items were designed to help children relax 

while completing the scale [42]. Sample items of loneliness measures include “I have 

nobody to talk to” and “it is hard for me to make friends”. The CLS items have a 5-point 

response option ranging from 1 = “not at all true” to 5 = “always true”. Cronbach alpha for 

the 16 loneliness items was .82 for the current study sample.

Self-esteem—The participants were also asked about their global feelings of self-worth or 

self-acceptance using the 10-item Self-Esteem Scale developed by Rosenberg [44]. Sample 

items include “I feel that I have a number of good qualities” and “I am able to do things as 

well as most other people”. The Self-Esteem Scale with a 4-point response option (i.e., 1 = 

“strongly disagree” to 4 = “strongly agree”) was introduced into China more than a decade 

ago [43]. Cronbach alpha for the current study sample was .64.

Future Expectation (Future)—Children were asked to complete a modified version of 

the Children Future Expectation Scale [45]. This modified version consists of six items 

assessing expectations about general future outcomes in life (e.g., handling problems in life, 

handling school work, having friends, staying out of trouble, having a happy life, having 

interesting things to do). Children were asked to indicate along a 5-point scale (1 = “not at 

all” to 5 = “very much”) as to how confident the children were that these positive outcomes 

were going to happen in the future. The six items have a Cronbach alpha of .84 for the 

current study sample.

Hopefulness About Future (Hope)—A four-item scale used in a previous study [46] 

was employed to assess a child’s hopefulness with regard to some concrete outcomes in the 

future (e.g., “How likely do you think you will graduate from high school some day?”). The 

items in the scale have a four-point response option ranging from 1 = “will not happen” to 4 

= “will definitely happen”. Cronbach alpha for the scale was .74 for the current study 

sample.
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Perceived Control over the Future (Control)—A seven-item personality-based/

dispositional measure [46] was employed to assess child’s perceived control over their future 

(e.g., “What happens to me in the future mostly depends on me”). The children indicated the 

degree of their agreement to each of the statements with a four-point response option 

ranging from 1 = “disagree a lot” to 4 = “agree a lot”. Cronbach alpha for the scale was .64 

in the current study.

Statistical Analysis

The Cronbach alpha was employed as the internal consistency estimate. Cronbach alpha 

coefficients of SACAA scale were calculated for the entire sample, as well as subgroup of 

children by their orphanhood status (i.e., AIDS orphans, vulnerable children and comparison 

children), gender, and age groups (i.e., <12 years, 12–14 years, and >14 years). Item 

distributions (e.g., mean, standard deviation [SD], range, skewness, and kurtosis) were used 

to examine the distributional properties and possible floor and ceiling effects of the items. 

Inter-item correlations and exploratory factor analysis were employed to examine the 

dimensionality of the items.

The construct validity of the SACAA was assessed in the current study using the known-

group validation procedure [29] and the association between the SACAA and other 

measures of HIV stigma and psychosocial adjustment. The known-group validation 

procedure involved two group comparisons of perceived SACAA scores using analysis of 

variance (ANOVA). The first comparison was among AIDS orphans, vulnerable children 

and comparison children. We anticipated that children who experienced HIV-related illness 

and death in their families would score higher on SACAA than children who did not have 

such an experience. The second comparison assessed SACAA among different levels of 

family SES. Because the main cause of the AIDS epidemic in the study area was poverty-

driven blood-selling, we anticipated that children from families with a better SES would 

score higher on SACAA than children from families with a lower SES.

The associations between the SACAA and other measures of HIV stigma and psychosocial 

adjustment were assessed using Pearson Product Moment Correlation Coefficients (Pearson 

r). We anticipated that the SACAA score would be positively associated with other measures 

of HIV stigma and psychopathology symptoms (e.g., depression, loneliness) and negatively 

associated with psychosocial well-being (e.g., self-esteem, positive future orientation, 

hopefulness, perceived control over the future). Because previous research [31] suggested a 

strong association of psychosocial adjustment with children’s orphanhood status, sex, age 

and their family SES, the bivariate associations between SACAA and psychosocial 

adjustment were further verified using General Linear Model (GLM) analysis controlling for 

orphanhood status, sex, age, and family SES. To use SACAA score as a between-subjects 

factor in GLM, a categorical score of SACAA was created by dividing the participants into 

three groups based on children’s scores on the SACAA (i.e., approximately bottom 25%, 

middle 50%, and top 25%). The categorical score of SACAA (low, medium, and high), 

orphanhood status, and sex were employed as the between-subjects factors in the GLM 

analyses. Age and family SES (both as continuous measures) were employed in the GLM as 

covariates.
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Results

Sample Characteristics

As shown in Table 1, the sample in the current study consists of 826 boys (51%) and 799 

girls (49%). The mean age was 12.85 years (SD = 2.21) and did not differ between boys and 

girls (12.89, SD = 2.20 vs. 12.82, SD = 2.23). Ninety-nine percent of the children were of 

Han ethnicity. Two-thirds of the sample considered themselves as being in “very good” or 

“good” health. The majority of the sample (>70%) reported that their father or mother had 

no more than middle school education. About one-fifth of the children did not know the 

educational attainment of their parents. The majority of the parents (66% fathers and 81% 

mothers) worked mainly in farming or worked in cities as rural migrant workers.

There were a number of significant differences in demographic characteristics among the 

three groups (Table 1). Orphans were older (13.16, SD = 2.20) than either vulnerable 

children (12.36, SD = 2.24) or the comparison children (12.83, SD = 2.11) (F(2,1613) = 

19.24, P < .001). Comparison children reported a higher family SES (2.15, SD = 1.15) than 

either AIDS orphans (1.92, SD = 1.17) or vulnerable children (1.79, SD = 1.17) (F(2,1623) 

= 11.00, P < .001). The proportion of children who did not know their parental education 

attainment was significantly higher among AIDS orphans (24% for father and 29% for 

mother) than vulnerable children (14% for both parents) or comparison children (13% for 

both parents) (χ2(8) = 52.27, P < .001 for father; χ2(8) = 77.66, P < .001 for mother). More 

children affected by AIDS (orphans and vulnerable children) reported that their parents 

mainly engaged in farming than comparison children (i.e., 65% and 58% vs. 41%, χ2(6) = 

39.79, P < .001 for father; 80% and 75% vs. 67%, χ2(6) = 70.77, P < .001 for mother).

Reliability of SACAA

The SACAA demonstrated excellent internal consistency with a Cronbach alpha of .88 for 

the entire sample. Cronbach alphas were similar between boys and girls (Cronbach alpha 

= .88 for both groups), among pre-, early, and middle adolescents (Cronbach alpha 

= .85, .89, and .89, respectively), and among AIDS orphans, vulnerable children, and 

comparison children (Cronbach alpha = .88, .86, and .89 respectively).

Distribution and Dimensionality of SACAA Items

As shown in Table 2, all inter-items correlation coefficients were statistically significant (P 
< .001) with a range from .28 (between item 2 and item 9) to .56 (between item 8 and item 

9). The examination of item distribution (the last five rows in Table 2) revealed no signs of 

either floor or ceiling effects of the measures. Although all the items were positively skewed 

(e.g., with negative skewness statistics), the deviations of their distribution from the normal 

distribution were mild (with skewness statistics ranging from −1.17 to −.13 and kurtosis 

statistics ranging from −1.24 to .20). Exploratory factor analysis with principal axis 

factoring produced two initial eigenvalues ≥1.00 (4.779 and 1.072) that explained 58.51% of 

the total variance (47.79 and 10.72%, respectively). However, the scree plot of eigenvalues 

(not shown) strongly suggested a single factor solution [47].
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Sex and Age Difference of SACAA

The SACAA has an overall mean score (2.10, SD = .70). The SACAA score was similar 

between boys (2.11, SD = .71) and girls (2.10, SD = .68). Pre-adolescents reported a higher 

SACAA score (2.28, SD = .73) than early adolescents (2.03, SD = .69) or middle 

adolescents (2.06, SD = .64) (F(2,1606) = 19.18, P < .001; effect size [eta2] = .023).

Construct Validity: Known-group Validation

There was a significant omnibus group difference in SACAA score among AIDS orphans, 

vulnerable children, and comparison children (F(2,1617) = 5.00, P = .007; eta2 = .006). Both 

AIDS orphans (2.16, SD = .71) and vulnerable children (2.08, SD = .68) reported a higher 

score than comparison children (2.03, SD = .68), although post-hoc pair-wise comparison 

with the least significant difference (LSD) criterion suggested that only the difference 

between AIDS orphans and comparison children reached statistical significance (P = .002). 

As we anticipated, the family SES index was positively associated with the SACAA score 

(F(4,1616) = 4.61, P < .001; eta2 = .011). Children with the highest SES (i.e., a maximum 

score of 4) reporting the highest SACAA score (2.29, SD = .74), compared to children with 

lower SES scores (i.e., SACAA scores ranged from 2.04 to 2.14 for SES scores<4).

Construct Validity: Association with Other HIV Stigma and Psychosocial Measures

The correlation matrices among SACAA and other HIV stigma and psychosocial measures 

across three groups of children are presented in Table 3. The SACAA score was highly 

correlated with the other two HIV stigma measures. Pearson r between SACAA and 

perceived public stigma against PLWHA ranged from .57 (P < .001) for comparison children 

to .69 (P < .001) for vulnerable children. Pearson r between SACAA and enacted stigma 

were .35 and .20 for AIDS orphans and vulnerable children, respectively (P < .001 for both 

correlation coefficients). The SACAA score was positively associated with depression (r 
= .19 for both AIDS orphans and comparison children and r = .30 for vulnerable children, P 
< .001 for all coefficients) and loneliness (r = .21 for AIDS orphans and r = .20 for 

vulnerable children and comparison children, P < .001 for all coefficients). The SACAA 

score was negatively associated with self-esteem, future orientation, hopefulness, and 

perceived control over the future across the three groups of children, although the correlation 

coefficients of SACAA with hopefulness (r = −.07) and perceived control over future (r = 

−.08) did not reach statistical significance. The magnitudes of the correlation coefficients 

were stronger among AIDS orphans and vulnerable children than comparison children.

The bivariate associations were confirmed by the multivariate analysis (Table 4). In the 

GLM analysis, SACAA categorical score (low, medium, and high) was significant in both 

multivariate and univariate tests for all psychosocial measures. Likewise, children status 

(AIDS orphans, vulnerable children, and comparison children) was significant in both 

multivariate and all univariate tests except the future orientation. Child gender was 

significant in the multivariate test but none of the univariate tests. Child age was a significant 

covariate in the multivariate test and all univariate tests for psychosocial variables. Family 

SES was a significant covariate in multivariate test but none of the univariate tests. None of 

the two-way and three-way interactions among the factor variables (i.e., SACAA, children 
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status, and gender) showed significance in either the multivariate test or any of the univariate 

tests.

Discussion

The data in this study confirmed our hypothesis that SACAA provides a psychometrically 

sound measure of perceived stigma against children affected by AIDS in China. The 

SACAA is a reliable measure for children of both genders, at different developmental stages 

ranging from pre-adolescents through middle adolescents, and for both children affected by 

AIDS and comparison children from the same community. Likewise, both known-group 

validation and association with other HIV stigma and psychosocial measures demonstrate 

excellent construct validity of this brief SACAA scale. While perceived SACAA varies by 

children’s family HIV experience (i.e., AIDS orphans, vulnerable children and comparison 

children), developmental stage, and social economic status, the association between 

perceived SACAA and children’s psychosocial functioning appears consistent across these 

children groups.

The data in the current study suggest that the stigma against children affected by AIDS not 

only have a negative impact on the children who had experienced HIV-related parental 

illness and death in their own family, but also, to a lesser degree in terms of the magnitudes 

of correlation coefficients, on the children of HIV-free family in the same community. 

Because the entire community that was hardly hit by HIV/AIDS might be subject to HIV 

stigma due to its high HIV prevalence and resulting economic deterioration, children living 

in the community, even without direct family experience with HIV/AIDS, might have 

“internalized” the HIV stigma to a certain degree, which has negatively impacted their 

mental health and other psychosocial outcomes (e.g., future orientation). The data in the 

current study suggested that the effects of SACAA on mental health are largely independent 

of child orphanhood status and gender (as evidenced by the non-significance of various 

interaction terms in the multivariate analysis).

Because the nature of the relationship between the SACAA and the psychosocial variables 

did not differ based on child orphanhood status, the SACAA can be used to assess 

psychological vulnerability due to HIV stigma among both male and female children 

regardless of whether they are immediately affected by HIV in their lives. Nevertheless, 

future study is needed to better understand the interplay between social context of personal 

life experience and its effect on mental health among children living in a community with a 

high HIV prevalence, including both children experiencing HIV/AIDS in their families and 

other children from the same communities who were not immediately affected by HIV in 

their lives.

There are several potential limitations in the current study. First, the sample in the current 

study might not be representative of children affected by AIDS in other areas of China. 

While efforts were taken to ensure the representativeness of the sample, our sample was 

recruited from two rural Chinese counties with a unique cause of HIV transmission (i.e., 

through poverty-driven blood-selling) and dominantly Han ethnicity (99%). Second, some 

psychological scales in the current study had relatively low reliability estimates (e.g., 
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Cronbach α = .64 for self-esteem and perceived control over future). Future research would 

be improved through inclusion of more reliable measurement scales. Third, although 

SACAA scores differed significantly by some demographic variables (e.g., children 

orphanhood status, age group, and family SES), the effect size (eta2) related to these 

differences were relatively small. Fourth, data were not available to assess some other 

aspects of the psychometric properties (e.g., test–retest reliability) in the current study.

Future research is needed to study other possible manifestations of stigma against children 

affected by AIDS. The current study mainly focused on three aspects of stigma (i.e., social 

sanction or exclusion, purposeful avoidance, and perception of inferior qualities). While we 

believe that these outcomes are among the most serious expressions of stigma against 

children of PLWHA, doubtless stigma has other manifestations which also have significant 

impact on children’s psychosocial adjustment.

Because the main objective of the current study was to assess the psychometric properties of 

the SACAA, we did not examine other important dimensions of stigma (e.g., personal 

stigma against PLWHA, internalized stigma) among these children. Therefore, future study 

is needed to further study the relationship between SACAA and other forms of HIV stigma. 

While these different forms of stigma may have unique expression, the high correlations 

between SACAA and some other measures of HIV stigma in the current study suggest that 

they may share the same roots and causes (e.g., fear of AIDS contagion; culture-based moral 

judgment). Therefore, a further understanding of their relationship as well as their 

independent contribution to children’s psychosocial problems will inform future research 

and AIDS care efforts among children affected by AIDS in China and other developing 

countries.
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Appendix: SACAA Scale

Instruction:

The following are possible attitudes towards children of people living with HIV/AIDS 

(PLWHA); please indicate that in your opinion how many people in the society would have 

such attitudes: (Response option: 4 = most people, 3 = some people, 2 = few people, and, 1 

= none).

1. People think children of PLWHA should leave their villages

2. People do not think children of PLWHA deserve sympathy

3. People think children of PLWHA should quit school or never go to school

4. People are unwilling to take care of children of PLWHA
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5. People think children of PLWHA should only live with children of PLWHA

6. People do not want their children to play with children of PLWHA

7. People think children of PLWHA should only play with children of PLWHA

8. People think children of PLWHA are unclean

9. People think children of PLWHA may have disease

10. People do not think children of PLWHA can be as good as other children
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Table 4

Results of GLM

Main effect Covariate

SACAA Children status
a Gender Age SES

Multivariate
b 9.03*** 13.60*** 2.29* 18.07*** 3.03*

Depression 41.85*** 34.12*** <1 3.87* <1

Loneliness 16.14*** 43.54*** 2.26 31.74*** 1.41

Self-esteem 11.16*** 18.51*** <1 9.78** <1

Future 10.70*** 2.67 1.62 20.39*** 3.67

Hope 5.40** 15.54*** 3.80 6.13* 3.00

Control 6.03** 10.70*** 1.77 67.77*** 2.15

Note: All the 2-way or 3-way interactions terms were excluded from this table because of the absence of either multivariate or univariate 
significance

*
P < .05,

**
P < .01,

***
P < .001

a
Children status: AIDS orphans, vulnerable children, and comparison children

b
Pillai’s trace F statistics were presented in the table for multivariate test and conventional F statistics (based on type III sum of square) were 

presented for univariate tests
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