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Abstract

This study examined the stigma of seven sexually trans-
mitted infections (ST1s). A brief educational intervention de-
signed to reduce stigma was administered, and comparisons
were made to measure pre-test and posi-test differences in
stigma. The sample consisted of 289 college students in a
rural state. In the pre-test condition, the total stigma score
for each infection ranged from 130 to 141 out of a maximum
possible score of 210, with pubic lice having the lowest stigma
and HIV/ALDS having the highest stigma. ST1 stigma was
significantly reduced by the intervention, with the excep-
tion of syphilis. We concluded that STIs are highly stigma-
tized regardless of perceived seriousness and that STI stigma
is conceptualized as a global construct. We also concluded
that interventions can help to reduce stigma.

Introduction

Stigma is a barrier to the treatment of sexually transmitted
infections (5TIs), including for HIV/AIDS (Fortenberry et
al., 2002; Valdiserri, 2002: Lichtenstein, 2003; Lichtenstein,
Hook & Sharma, 2005). Discrimination in the form of anger,
blame, exclusion, or even violence is often directed toward
people who are afflicted with STTs and HIV/AIDS (Gilmore
& Somerville, 1994). ST stigma may be so powerful that
people with symptoms often try to pass as uninfected, delay
or refuse treatment, or refuse o notify partners of exposure
{Eng & Butler, 1997). Such avoidance behaviors are likely to
lead to an increased number of infections and to stymie
public health efforts io control the STI epidemics (Brandt &
Jones, 1999). The related silence surrounding ST1 has con-
tributed to the United States having the highest rates of
curable STIs in the developed world (Eng & Butler, 1997),

This study investigated the stigma associated with seven
infections {pubic lice, chlamydia, gonorrhea, syphilis, geni-
tal warts, genital herpes, and HIV/AIDS) among college stu-
dents in a rural state. A brief educational intervention was
also introduced to see if factual information about symp-
toms, curability, and treatment of these infections would
affect stigma levels. The impetus for the study was twofold.
First, the stigma of non-HIV infections tends to be inferred
from HIV/AIDS. Second, the intervention literature gener-
ally addresses HIV risk reduction (e.g. Semaan et al., 2002,

Kirby, Laris & Rolleri, 2007), rather than risk reduction for all
sexually transmitted infections. Although the literature on
HIV stigma reduction has grown substantially in recent vears
{Myblade, 2006), it is still understudied compared to the mag-
nitude of the HIV/AIDS epidemic (Brown, Macintyre &
Trujille, 2003). Our research questions addressed the levels
of stigma for each infection; the differential stigma associ-
ated with knowledge, attitudes, and intended actions; and
whether intervention could mediate stigma for each infec-
tion,

Mo study of STI stigma is complete without a definition to
guide the research. GofTman’s {1963 ) work on stigma is often
cited for this purpose, especially the stigma associated with
social deviance. Goftman defines stigma in terms of “felt
stigma” (i.e.. perceptions of being stigsmatized) and “enacted
stigma” (i.e., discriminating attitudes or actions toward so-
called deviants in society). Both concepts were used for the
present study, that is, in attitudes toward infected persons
{enacted stigma), and in likely actions concerning symp-
toms, partner notification, and treatment (felt stigma), Citing
Link and Phelan (2001}, Parker and Aggleton (2003 ) argued
that few definitions of stigma in HIV research take account
of stigma as a form of social power. Tn the present study, this
concept was hypothesized as the power of stigma to define
social relations, and to impede ST1 control measures such as
screening, treatment, and partner notification.

Methods
Sample

The respondents were 289 first-year psychology students
meeting course requirements and who were recruited through
a departmental website, The sample was mostly white (80%),
female (62%), heterosexual (83%), moderately or very reli-
gious (83%), and had never been treated for a sexually trans-
mitted infection (91%). Over half of the respondents came
from high-income families (51%) where both parents had
college degrees (58%). Only nine percent had been diag-
nosed with a 8T1, although 38 percent knew someone who
had been so diagnosed. These demographic characteristics
are described in Table 1.
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Table 1. Social Demographics and Mean Stigma Scores of College Sample (n = 289)

Item n (%) X (SD)
Gender

Male 110 (38) 6.21(1.21)

Female 179 (62) 6.36 (1.08)
Ethnicity/Race

White 230 (B0 6.32(1.15)

African American 42 i(14) 637 (1.04)

Hispanic 15 (3) 628 (1.10)

Other 2 (1) T032.0N
Parent’s highest level of education

Did not finish high school f (3) 6.15 (0.42)

High school 114 (39) 611 (0.89)

College degree 169 (58) 6.10 (1.08)
Houschold income

Loww (<520,000) 14 (3} 590(1.49)

Medium (52 1,000— 79,000) 40 (31) 6.15(1.12)

High (=%80.000) 147 (31) 645(1.16)

Don't know/Refused 38 (13} 6.15 {0.42)
Religiosity

Low 35 (12 559(143)

Medium 130 (45 630(1.14)

High 124 43) 6.59(095)
Sexual Orientation

Heterosexual 246 #5) 632 (1.07)

Orther 43 (15 3.70(1.38)
Previously treated for ST

Yes 26 9) 575(127)

No 263 (91) 628(1.11)
Knows someone with STI'

Yes 109 (38) 6.01 (145

Mo 180 (62) 6.36(1.11)

* Significant inter-group differences in total stigma scores were observed atthe p < 05 level for these variables.

Procedures presentation, the respondents took a red pencil and cireled
new answers if their opinions had changed about any STI

Institutional Review Board approval was received forall  (“Post-Test”). The original answers (which had been circled

aspects of the study including recruitment and data collec-  in black pencil) were left intact to enable comparisons of pre-

tion. The respondents read and signed the informed con-  test and post-test responses.

sent form before the study began, then completed a ques-

tionnaire on attitudes towards the seven sexually transmit-  Measures

ted infections (“Pre-Test™). Next, the respondents viewed a

I 5-minute PowerPoint presentation with Centers for Disease ~ The study began with Crowne & Marlowe’s ( 1960) 33-item

Control and Prevention (CDC) information about the symp- ~ Social Desirability Scale to determine if respondents were

toms, curability, and treatment for cach infection. Afterthis  influenced by the desire to appear non-stigmatizing. Cat-
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