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People living with HIV (PLWH) are often subject to
discrimination. The causes, types, and consequences of
this stigma in Iran are not yet fully understood. In-
depth, semi-structured interviews were held with a pur-
posively selected group of 25 PLWH recruited from a
triangular HIV clinic in Kerman, Iran. Almost all par-
ticipants reported experiencing internal and external
stigma in a variety of contexts. Participants mentioned
at least three major types of internal stigma (silence,
shame, and feeling miserable). PLWH also reported
experiencing external stigma from their families, com-
munities, and the health care system. While previous
studies have demonstrated that the Iranian public has
reported fairly positive attitudes toward PLWH, our
participants’ experiences tell a different story. There-
fore, it is imperative to engage both public and private
sectors in continuing education programs to reduce the
level of stigma faced by PLWH.
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Stigma was defined by sociologist Erving Goffman
(1963) long before the arrival of HIV as “an attribute
that is deeply discrediting,” suggesting that the stig-
matized person is reduced “from a whole and usual
person to a tainted, discounted one” (p. 3). Building

upon Durkheim’s conception of social deviance, Goff-
man described a stigmatized person as one who devi-
ated from socioculturally prescribed norms, a
characterization that would spoil the individual’s
sense of personal identity. Stigma has been defined
as an influential, yet disgraceful social label that
totally changes the way people perceive themselves
and how they are seen as individuals by society
(Visser, Makin, Vandormael, Sikkema, & Forsyth,
2009). However, while the phenomenon of stigma
has engendered broad theoretical and practical
research, there is still no definite and common theoret-
ical framework on stigma in the sociology literature.
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Stigma interferes with the support, care, treatment,
and prevention of illness. As stigmatized individuals
possess a characteristic that tags them as “different”
in a negative light, such attribution presents a series
of profound implications on issues pertaining to their
health. For instance, HIV-related stigma is associated
with negative self-perceptions (Frable, Wortman, &
Joseph, 1997), decreased health care utilization
(Reece, Tanner, Karpiak, & Coffey, 2007), lower rates
of HIV-status disclosure, lower rates of HIV testing
(Vanable, Carey, Blair, & Littlewood, 2006), decreased
health-related quality of life (Holzemer et al., 2009),
and lower medication adherence in both men and
women (Carr & Gramling, 2004; Vanable et al.,
2006; Waite, 2008). Stigma can be felt internally,
resulting in a reluctance to seek professional help. It
can also be external, leading to discrimination from
others based on HIV status or association with
someone who is living with HIV (Holzemer et al.,
2007). In other words, stigma and discrimination sur-
rounding HIV can be as destructive as the disease itself
(Marais & Crewe, 2005).

The number of people living with HIV (PLWH) has
lately increased throughout Asia, including the Mid-
dle East (Joint United Nations Programme on HIV/
AIDS [UNAIDS], 2009). Additionally, UNAIDS
states that in the Middle East and North Africa region,
the HIV epidemic has been on the rise since 2001. The
rise in the estimated number of PLWH in the region
has been attributed to increased HIV prevalence
among key populations at higher risks and transmis-
sion of the virus to a higher number of people who
are normally at a lower risk of infection. In Iran, the
HIV epidemic is rising at a considerable rate and is
principally concentrated among injection drug users
and sex workers (Fallahzadeh, Morowatisharifabad,
& Ehrampoosh, 2009).

According to the Joint United Nations Programme
on HIV/AIDS Global Report (UNAIDS, 2013),
95,000 people were estimated to be living with HIV
in Iran by the end of 2012, and the HIV prevalence
rate in Iran was estimated to be at 0.2%. No more
than 10% of PLWH in the country were infected due
to unprotected sexual contact, and most HIV infections
appeared to be related to injection drug use (UNAIDS,
2009). However, sexually transmitted HIV infections
are rising quickly, representing a shift in the mode of

transmission from drug use to sexual behaviors
(Fallahzadeh et al., 2009; Haghdoost et al., 2011).

Although more than 25 years have passed since the
epidemic’s onset, PLWH in Iran, as in other global, so-
ciocultural contexts, have been victims of stigmatiza-
tion, experiencing discrimination in their interactions
with society. While there is a growing literature on
HIV-related stigma, very few studies have been con-
ducted on this topic in Iran (Rahmati-Najarkolaei
etal., 2010), and these have not addressed the perspec-
tives of PLWH regarding their interactions with others,
including family, friends, and society. A recent study
reported that, of 289 HIV-infected patients recruited
from six major cities in Iran, the majority had experi-
enced considerable internal and external stigma
(99% and 62%, respectively; SeyedAlinaghi et al.,
2013). There is a crucial need to better understand
HIV-related stigma in Iran. In our study, we concen-
trated on and explored the underlying social and
contextual factors in Iran that could lead to stigma-
tizing attitudes and behaviors against PLWH at
different micro and macro levels. Assessing how
PLWH perceive and experience the behaviors and atti-
tudes of others in society is of high importance and
could help health care providers develop more efficient
interventions. Therefore, our qualitative study was car-
ried out to examine the less-often-explored scope of
HIV-related stigma among PLWH and shed more light
on their lived experiences in Iran.

Methods and Procedures

In our qualitative study, a convenience sample of
potentially eligible participants (those who were
willing to take part in the study) was recruited between
September and November 2011 from the triangular
HIV center in Kerman; these patients were relatively
easy to access. The triangular clinic provides specific
services including medical and psychological care as
well as methadone maintenance therapy to HIV-
infected patients and was established in 2004 in
Kerman. Because the patients did not know us, and
would not have trusted us, the staff was approached
to help build trust and urge patients to take part in in-
terviews. Staff and counselors at the center were
briefed on the objectives and methods of the study.
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The physician at the clinic introduced patients who
consented to participate in the study to the interviewer.

Data Collection

Using a convenience sampling method, a total of
25 participants were recruited. They provided verbal
consent to be interviewed and a nonmonetary incen-
tive of food worth $8 USD was provided to all the
participants. The target number of recruits for the
study was based on thematic saturation with the op-
tion to recruit further participants if saturation was
not achieved. Saturation occurred after 25 interviews.

The main author conducted in-depth interviews in
Persian in a private room in the triangular clinic. Par-
ticipants were interviewed once, with the semi-
structured interview consisting of open-ended and
discovery-oriented questions, followed by appropriate
probing regarding personal perceptions and lived ex-
periences of HIV-related stigma. The interview ques-
tions included but were not limited to the following:
How do you feel about your disease? How has your
disease influenced your interaction with your friends
and family members? What have you experienced
while seeking health care services? Participants
were asked to recount personal stories and to describe
their viewpoints based on lived experiences. Partici-
pants appeared comfortable in the interviews, main-
taining eye contact, and speaking openly. While the
interviews followed an interview guide exploring
five dimensions related to HIV, including addiction,
high-risk sexual behaviors, stigma, methadone ther-
apy, and knowledge about HIV, this paper presents
only the findings regarding HI'V-related stigma faced
by the participants. Each interview lasted approxi-
mately 45 to 60 minutes, but some interviews lasted
up to 90 minutes. Interviews were audio recorded
and transcribed verbatim on the day of the interview.
In order to explore the primary themes, transcripts
were coded manually and put into categories. All co-
authors then reviewed the transcripts and listened to
the audio recordings of the interviews for accuracy.

Data Analysis

The main author used the transcripts to conduct the
data analysis. The transcripts were read several times,
manually coded, and sorted into groups to explore the

primary themes. Using a thematic analysis, matrix-
based method, the researchers identified key themes
and associated sub-themes that collectively emerged
from the interviews. Data were explored further for
detection of recurring themes. All co-authors checked
the data interpretation for credibility and ensured the
systematic and verifiable nature of the analysis. Dis-
agreements among the researchers about the data anal-
ysis, interpretation, and themes were settled through
group discussions. Ultimately, two main themes were
classified: internal and external stigmas.

Ethical Considerations

Ethical issues in our study included the guarantee of
the participants’ confidentiality and consent. No de-
mographic information was obtained from the partic-
ipants. Participants were informed about the purpose
of the study, the voluntary nature of their participation
in the interviews, and the anonymity of all collected
data before providing verbal informed consent for
participation. Moreover, no information was shared
with the staff of the center, and all records and tran-
scriptions were coded and secured in a password-
protected file. Verbal permission was obtained to
record the participants’ voices during the interview.
Refusal to participate in the study did not in any way
interfere with or influence the services provided to
the participants or the treatment received in the center.
The ethics committee of the Kerman University of
Medical Sciences reviewed and approved the study.

Results

Participants

The 25 participants recruited for the study included
19 men and 6 women. Their ages ranged between 18
and 60 years; all were living with HIV and most had
a history of drug use. The female participants were
mainly widows, while male interviewees were either
divorced or single. Most men believed they had
become infected through sharing syringes, whereas
women assumed that they had contracted the virus
via sexual contact with their infected husbands.
More detailed sociodemographic information was
not asked in order to protect confidentiality.
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Two main themes of HIV-related stigma were
described by PLWH. The themes that emerged from
the in-depth interviews were Internal Stigma and
External Stigma. Table 1 shows an overview of the
themes and sub-themes.

Internal Stigma

The three main sub-themes of internal stigma
experienced by the participants will be elaborated
upon below. These themes include: nondisclosure of
HIV-infection status, shame and isolation, and feeling
miserable.

Nondisclosure of HIV status. Most of the partici-
pants had not revealed their diagnosis of HIV to
anyone. Both men and women preferred to remain si-
lent about it; however, some had disclosed their HIV-
infection status to close family members only. A
woman who had tried to conceal her disease in the
early days of knowing about her HIV status said, “I
didn’t let anyone, particularly my family, realize that
Iam HIV positive for a couple of years, but they finally
figured it out somehow.” A male participant who was
worried about revealing his HIV diagnosis stated,

Table 1. Identified Themes and Sub-Themes of HIV-
Related Stigma in Iranian People Living with
HIV Infection
Themes Sub-Themes

Nondisclosure of HIV-infection status

Shame and isolation

Feeling miserable

Experiences with the family

e Avoidance, rejection, and anger

e Family members’ fear of contracting
HIV

Experiences with the community

o Being labelled or treated as a social
outcast

e Shunning behavior

e Workplace experiences

Experiences with health care providers

o Refusal of care and service

e Sub-optimal care

o Unnecessary precautions and phys-
ical distancing

e Degradation or verbal and non-verbal
blaming

Internal stigma

External stigma

“When I was told about my HIV infection after taking
the test, the doctor asked me to inform my family, butI
did not want them to know as my family would spread
gossip about me.”

Participants who tried to satisfy their families’ cu-
riosity by simply lying to them about their HIV status
described similar perceptions. A woman whose
mother-in-law had become suspicious about her dis-
ease indicated, “I did not tell anyone anything about
my disease for 9 years. I even told my mother-in-
law I am taking all this medication because of breast
cancer.” Another woman who had given a similar
excuse to her own mother declared, “When I found
out about my disease, I told everyone that I am expe-
riencing a ruptured ovarian cyst.”

Some individuals wanted to maintain their secret for
the sake of their families’ reputations. They regarded
nondisclosure of HIV as a sacrifice for their loved
ones. Awoman stated, “I have got a son and a daughter
who are about to get married. I won’t let anyone know,
specially because of our family reputation.” A middle-
aged man said, “I don’t want to ruin my family’s repu-
tation. I have children and I know how people would
treat them if they find out about my health status.”

Some individuals reported having trouble talking
about the disease to their lovers, as they were stricken
with the dilemma of losing or infecting them. A
young man who was concerned about HIV transmis-
sion to his lover indicated, “Although I am in a rela-
tionship, I will never get married so that no one would
realize I am living with HIV. I don’t want to ruin
someone else’s life.” A male patient described his
brother’s experience this way, “I prefer not to tell
anyone that I am HIV positive. You know, my brother
is also infected with HIV and is in love with a girl, but
he is scared of losing her if his secret is unveiled.”

Shame and isolation. Most participants felt
inconvenienced and ashamed whenever they were
obligated to let someone (i.e., health care providers)
know that they were living with HIV. Most of them
were afraid of being judged by others who they feared
would classify the infection as a punishment for per-
forming immoral acts and, therefore, a just reward
for engaging in such immorality. A middle-aged
woman remarked,

It is very difficult for me to tell my children about
my infection and explain the reason behind it.
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How am I supposed to convince them that it has
not been my fault? How can I avoid that “you
deserve this” look?

Some also preferred not to be seen at public events,
such as wedding ceremonies, family reunions, and
birthday parties. A young woman who was self-
isolated declared, “Since I found out that I am HIV
positive, I have not attended any family party or wed-
dings. I do not want to see anybody or be seen.”

Feeling miserable. All participants expressed
misery about their HIV status. Some individuals
assumed that they were left alone to die and that peo-
ple would no longer care about them and their living
status. A woman, who blamed herself for her infec-
tion, complained about her situation, “Why am I so
miserable? Who knows what is happening to us and
how much we suffer?” A man who was an injecting
drug user and reported being homeless said, “Some-
times when I sleep in the park and wake up in the
morning, I find a stray dog lying next to me. What
is this miserable life I am living?”

Most participants had lost hope and felt frustrated
about the situation, with some preferring to die rather
than continue to live. A middle-aged woman who was
tired of her living conditions said, “I hate this wretched
life and I detest myself. I hope it will all end soon. I
wish I would die!” Another woman, who lamented
her life, declared that, “Nobody knows about the
way we strive to live. I feel useless and think my life
is really pointless. I feel sorry for what I have done.”

A number of patients expressed regret about their
former risky behaviors and a desire to turn back time
and somehow prevent the infection. One woman
shared her feelings, “You got to believe me; I am a
devout and religious woman. Oh, God! What have I
done to deserve this?” A young man who blamed him-
self for risky behaviors that resulted in his HIV infec-
tion said, “Sometimes I say to myself thatif [ had led a
normal healthy life, [ would have never ended up here.
Sometimes, 1 feel this is mostly my fault. What if I
could make it up somehow?”

External Stigma

Three main subthemes of external stigma were
identified. The main subthemes described HIV-
related stigma experienced within the family, com-

munity, and health care system. Each main subtheme
has additional subthemes.

Experiences with family. The two subthemes
related to the family were: (a) avoidance, rejection,
and anger; and (b) family members’ fears of contract-
ing HIV.

PLWH in our study experienced extreme reactions
of avoidance, anger, and rejection from their families.
A middle-aged male injecting drug user stated, “My
family doesn’t want to see me anymore and have
asked me to contact them by phone only.” A young
male participant who had started abusing drugs at
the age of 11 years declared, “My brothers and sisters
were avoiding me all the time; however, since the
holy month of Ramadan, when I started fasting,
they have started to treat me better.” Another man,
whose wife had left him after discovering his HIV
status, spoke of his family’s reaction, “My own fam-
ily members say they hate me and that I am dead to
them. What can I expect from others?”

Several female participants reported being mis-
treated by their own families; however, others had
experienced stigma from their husbands’ families. A
woman whose husband was a drug dealer said, “I
am sure I got infected from my husband, but my
father-in-law told everyone in the family that it was
me who became HIV positive first and keeps blaming
me.” The mother-in-law of another woman mistreated
her in several ways and repeatedly gossiped about her
disease in the neighborhood and even at her work-
place. Accordingly, she could not find or keep a job,
she added, “My mother-in-law called me names
when she found out, and tells me, ‘you are
dangerous’!” Another female participant reported,
“My husband’s family treats me well, although most
of them are addicts. However, my five brothers and sis-
ters are very successful and respectable and I have not
dared to tell any of them yet.”

Some family members kept a physical distance
from their HIV-infected relatives, asking them to
eat and sleep on their own, use distinct utensils, and
a separate toilet. A man who was trying hard to
educate his family about HIV transmission described
his situation,

Even my parents left me when they found out
about my disease, let alone my brothers and
sisters. My step mom tells me not to kiss my
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children as they may get infected. I have tried to
educate them with a couple of brochures I got
from the clinic.

One man who was living with his niece stated,
“They don’t want to eat with me and stand far away
when speaking to me. Nobody kisses me anymore.”
(In the Iranian culture, people kiss each other on the
cheek as a greeting custom, and refusing to do so is
considered disgraceful.) A man who had not told
anyone but his older sister about his disease said,

My family are scared of catching HIV from me;
however, I keep telling them that it is not spread
through casual contact, but they won’t believe
me due to literacy issues. I have to eat and sleep
alone, and my sister does not want me to touch
her kids.

Some PLWH indicated that their partners divorced
or left them after becoming aware of their HIV-
infection status. They believed this happened because
of their partners’ fears of catching the disease. A male
participant indicated that, “My wife got divorced and
left me when she realized about my disease and I am
living on my own at the moment.” Another man who
had recently told his wife about his disease said, “My
wife would not sleep with me anymore and keeps
away from me. She told me to sleep on the sofa the
very first night I talked about my HIV diagnosis.”

Experiences with the community. The three sub-
themes related to the community interactions were:
(a) being labeled or treated as a social outcast, (b)
shunning behavior, and (c) workplace experiences.

Participants often complained about people’s per-
spectives, attributing HIV infection to immoral and
unacceptable acts, such as drug injection and prosti-
tution, whether or not these individuals had actually
ever been involved in such behaviors. Furthermore,
some participants reported experiencing the double
stigma of both living with HIV and being an injection
drug user. A man who reported being a rich
contractor in a small town spoke of his experience,
“I went to a supermarket to get a pack of cigarettes,
but he refused to sell it to me. He also told me not to
touch his scale because he assumed that I was dirty.”
A man who was living with his overcautious sister
spoke generally about how people treat those who
are both HIV-infected and injecting drug users,

“The way they treat us is disgusting, but I am used
to their behavior. In fact, the way they treat addicts
is very dishonorable, let alone us!” A male partici-
pant who was angry about the way people treated
him indicated that, “We are all rejected everywhere
and no one gives a damn about us. Sometimes I am
treated as if I am an alien.”

Most of the participants also reported not being
happy with the fashion in which people on the street
spoke to them in horrible disgraceful tones, merely
due to their physical appearance. A female partici-
pant reported, “I told the taxi driver that my leg hurts
and please drop me off a little farther away, but he
rudely replied, ‘Go get lost you filthy junky’.”

Some of the PLWH complained that sometimes
others diverted eye contact with them, gave them
looks of pity, or whispered about them, making
them feel insecure about themselves. Some people
who knew our participants were living with HIV
would leave when they arrived, would not sit next
to them, and would avoid shaking hands with or
touching them. A male drug user who complained
about kids throwing stones at him stated,

They kicked me out of the house and I am living
in the ruins of a house near a park. Everybody
keeps a physical distance from me in the neigh-
borhood. They never look me in the eye, and
call me “dirty AIDS guy.”

Interviewees made sure their disease remained
hidden from the public by adopting certain behaviors.
For example, people with visible signs of advanced
HIV would try not to appear in public or would
refrain from looking for a job. They tended to self-
isolate as much as possible. A woman who was con-
cerned about the way she would look in the future
said, “I take the bus to get to the clinic so none of
my neighbors would know about it. If they find out
they would keep a distance from me.”

Some also left their hometowns to save their fam-
ilies’ reputations and to keep their secret. A middle-
aged man who had traveled more than a thousand
miles to keep away from his hometown indicated,

I come from a respectful family; my dad has a
good reputation in town, and my sister is a reli-
gious woman. That is why I had to leave the
town and move here. I didn’t want to ruin my
family reputation.
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Another man had left his village and moved to
Kerman to get away from shunning behaviors. He
said, “It is not that big of a deal in Kerman. The par-
ents take their son to the clinic to get his medication,
but it is totally a different story in our town.”

Both government and private employers served as
major sources of rejection and resentment toward
PLWH. Some PLWH assumed that their employers
would fire them, demote their positions, or decrease
their pay if their disease status were to be discovered.
A male chef described, “When my employer found
out about my disease, he fired me and told me that
they do not need me anymore.” Another man who re-
ported being an instructor in an office stated: “I was
working in an educational office in Kerman, but
when they were told about my disease, I got the ax.”
One man was also denied employment due to his
health status and refused to continue his job search, cit-
ing hopelessness. A man who had lost several jobs
said, “Who is willing to give us a job? Absolutely
no one!” And a man who declared being frustrated
about finding a job reported, “I am unemployed since
they found out about my infection. I won’t look for a
job anymore.”

Some participants stated that close family members
had been victims of stigma in their workplaces, and
some had even lost their jobs. A woman who com-
plained about being treated unfairly spoke of her sis-
ter’s experience at work, “They asked my sister to
take a test at work. This is really embarrassing for
her. Who are these people?!” Another woman was
angry with school staff for revealing her illness to her
son. She said, “The way people treat me is really awful.
They even disgrace my son at school by asking ques-
tions about my disease! He has done nothing wrong.
He is only a kid for God’s sake!” A man whose wife
worked in a hospital complained, “My wife was work-
ing in the surgery ward of the hospital but got fired
when the hospital staff realized I am HIV positive.”

Experiences with health care providers. People
living with HIV discussed the anger and avoidance
they experienced with health care professionals. Par-
ticipants believed that health care providers were
afraid of contracting HIV and had a tendency to
hold negative perceptions of drug injection, sex
work, and faithlessness. The three subthemes related
to health care providers were: (a) refusal of care and

service, (b) sub-optimal care, (c) unnecessary precau-
tions and physical distancing, and (d) degradation or
verbal and nonverbal blaming.

With no exception, all participants had experienced
denial of care and service by health care providers.
They stated that health care providers, including nurses,
physicians, and dentists, sometimes refused to provide
them with required health services after discovering
that the person had HIV infection. PLWH felt that a ma-
jor cause of this behavior stemmed from the fear of
catching HIV. Ayoung woman said, “I wentto see a gy-
necologist one day and when I told her about being HIV
positive she told me to leave and refused to examine
me.” Most of the participants had suffered stigma
when seeing the dentist. A woman described her expe-
rience, “I went to the dentist the other day and when |
told him about my infection, he yelled at me and said, ‘I
am sorry but I cannot help you. Go somewhere else’.” A
man complained about the service in a referral hospital
and said,

I got hospitalized in a medical center some time
ago, but when they realized about my infection,
they released me from the hospital against my
will immediately. Nurses would even refuse to
remove my catheter for me and told me, “Do
it yourself.”

A number of participants reported receiving sub-
optimal care after informing their health care pro-
viders about their illness. A man who was referred
to a physician for his sore feet described his experi-
ence: “I went to see a doctor who has been aware
of my infection. To my surprise, he didn’t examine
me at all and just wrote the prescription. He did not
even bother checking my wound.” Some stated that,
due to the experience of being shunned by health
care providers, they would no longer tell physicians
anything about being infected with HIV so they could
continue receiving health care. A woman who had
never talked about her disease when seeking health
care said, “I have never faced any problem because
I never tell anyone.” A man who preferred not to visit
a physician anymore indicated that, “It is obvious
that when I see how they mistreat me, I would not
reveal my secret and refuse to see a doctor.”

A few participants had experienced excessive and
unnecessary precautions taken by their care providers
to avoid disease transmission. Some described how a
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provider would not touch them or would keep phys-
ical distance from them. Some were surprised by
this reaction as they assumed that those involved in
the medical profession were well informed about
HIV transmission and would thus not fear contracting
HIV through casual contact. A man who had attemp-
ted suicide several times reported,

Once, [ attempted suicide by cutting a vein on my
hand, but they took me to the hospital in time. I
was covered with blood and I could see the fear
in the doctor’s eye. I told him to be cautious
and put on medical gloves.

Another man, who had been referred to a hospital
for X-ray studies stated, “Once, I was admitted into a
hospital and they would change any sheet I would
barely touch, immediately.”

One female hospital staff member reported that
she lost her job when the ward head learned about
her HIV status. She said,

I used to work in the clinical examination ward
in a hospital not a long time ago. I had to clean
and scrub the surgical and clinical instruments,
and one day the doctor in charge of that ward
told everyone I might spread the infection. I
felt terrible and resigned the next day.

Most participants described experiences of being
humiliated and blamed, both verbally and nonver-
bally, by health care providers. Some reported pro-
viders whispering about them and calling them
thieves. A female patient stated, “It is really hard
when you are sick, and they give you the look. They
think we are all thieves and criminals but I am not.”

Discussion

Our study adds to the findings of similar studies
regarding stigma in Iran by analyzing new dimen-
sions and themes of HIV-related stigma in the country
(Rahmati-Najarkolaei et al., 2010). As the resulting
narratives suggest, HIV-related stigma often leads
to HIV nondisclosure by interview participants.
Several reasons for nondisclosure were identified, re-
flecting PLWH attempts to avoid others viewing them
and their families with disapproval.

We observed that PLWH tried to save face and
avoid dishonor by concealing their disease, a behavior

that seems to have stemmed from various deeply
rooted cultural standards. The concept of “face”
can be described as a combination of social status,
reputation, honor, and dignity, which collectively
interact to form one’s personal identity in the com-
munity. Thus, causing someone to lose face lowers
them in the eyes of their peers, while saving face
raises self-esteem and perceived social standing
(Goffman, 1963). Several studies support the finding
that many honor-based Asian countries care deeply
about issues surrounding “face” on both individual
and familial levels because family is the center unit
of such societies (Busza, 1999). In a recent study
in China, people assumed that having one HIV-
infected family member was considered a terribly
regrettable event for the whole family. Consequently,
PLWH worried that disclosure of their HIV status to
the community would negatively affect their families
regarding employment and social support (Li et al.,
2008).

Iran is a family-oriented society, in which individual
experiences cannot be fully separated from family mat-
ters (Javidan & Dastmalchian, 2003). The concept of
saving face in Iran may originate from traditional edu-
cation. The finding that social stigma is associated with
the presumption that HIV is transmitted through injec-
tion drug use, sex work, adultery, or other acts perceived
to be morally dubious has been discussed in the litera-
ture (Busza, 1999; Carr & Gramling, 2004; Dufty,
2005). Likewise, a substantial percentage of Iranians
are traditional and religious, not welcoming such
immorally perceived behaviors, which consequently
exacerbated the levels of stigma experienced by
PLWH. Several themes described in our study may be
associated with the Iranian cultural conception of
saving face, in which people behave in a certain way
to prevent themselves and their family members from
being viewed negatively by the community. Our
findings regarding saving face and avoiding dishonor
reinforced the findings of two studies carried out in
China and Vietnam describing how HIV-related stigma
led to losing face among PLWH, bringing disgrace and
embarrassment to the entire family (Gaudine, Gien,
Thuan, & Dung, 2010; Li et al., 2008).

Although HIV is less prevalent in Muslim coun-
tries, likely due to religious beliefs and bans regarding
HIV-related risky behaviors, HIV-related stigma in
such countries is more profound (Ebrahim &
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Nawab, 2007; Huang & Hussein, 2004; Kaadan,
2004). All participants in our research assumed that
people’s discriminatory behaviors were due to
ignorance about how HIV is contracted.
Interestingly, health care providers sometimes
exemplified such behavior more than other people in
society. In a recent qualitative study in Iran,
participants experienced discrimination and stigma
by their health care providers in various ways
(Rahmati-Najarkolaei et al., 2010). The relationship
between physicians and patients in Iranian culture is
built on trust and physicians are considered to be con-
fidants, to whom one can tell his or her confidential
health data. Accordingly, when patients who are living
with HIV face stigma and rejection from physicians,
they find themselves in a frustrating situation, subse-
quently trying to find ways to avoid such stigmatiza-
tion while continuing to seek health services. This
discriminatory practice is not unique to Iran and has
been frequently documented in health care providers
around the world (Carr & Gramling, 2004; Gaudine
et al., 2010; Lekganyane & du Plessis, 2011;
Makoae et al., 2008; Rahmati-Najarkolaei et al.,
2010). What is consistent with previous findings is
that participants in our study faced a high level of
stigma when going to the dentist (Burris, 1999; Carr
& Gramling, 2004; Zukoski & Thorburn, 2009). As
a result, rejection and discrimination caused some
PLWH to conceal their HIV status and to stop taking
their medications. Because these individuals no
longer take antiretroviral medications, they are at an
increased risk of having higher HIV viral loads. This
increases the potential for transmitting HIV, which
can decrease the effect of ongoing prevention
programs and cause greater losses of public health
financial resources. Discriminatory behaviors may
have roots in the lack of education or the gap
between knowledge and practice in health care
providers. It seems that although medical education
in Iran provides physicians with education about
HIV during trainings, it has failed to fully translate
the knowledge gained through curriculum into
practice. Although strong evidence supports the low
risk of contracting HIV for health care providers as
long as basic safety precautions are carried out
(Duffy, 2005; Genberg et al., 2009; Holzemer et al.,
2009; Lekganyane & du Plessis, 2011), health care
staff seem to be afraid of contracting HIV through

casual contact not known to spread HIV. Some
studies have supported the opinion that
misconceptions about modes of HIV transmission
can lead PLWH to receive suboptimal care (Surlis &
Hyde, 2001; Ulasi et al., 2009; Vance & Denham,
2008). Clearly, the importance of continuing
education and putting knowledge into practice
becomes even more important in managing HIV-
related stigma.

One should bear in mind that the types of stigma
and their associated themes experienced by PLWH
can be dissimilar in different geographical locations.
Studies have supported the idea that HIV-related
stigma and its consequences may be experienced
differently in Asian countries with their distinctive
cultures (Huang & Hussein, 2004; Li et al., 2008).
However, some of these consequences have been
noted in similar studies around the globe (Carr &
Gramling, 2004; Gaudine et al., 2010; Genberg
et al., 2009). Regardless of location, discriminatory
behaviors are concerning and can give rise to
protective reactions such as self-isolation and con-
cealing the disease from health care providers, fam-
ilies, and work colleagues.

Limitations

Although our research explored the dimensions of
HIV-related stigma in Iran, we acknowledge the lim-
itations of this study. For instance, only 25 PLWH
participated in the study in the only triangular clinic
of Kerman. The level of stigma experienced by our
participants may be different in different geograph-
ical regions with different cultures and the results
may not be generalized to all Iranian PLWH. More-
over, the type and level of stigma experienced by peo-
ple in earlier or later stages of HIV infections may
vary, which was not taken into account in this study.

Conclusions

Although Iran is one of the leading Middle East
countries advancing HIV prevention programs
(UNAIDS, 2009), very few studies have been con-
ducted on HIV-related stigma in Iran (UNAIDS,
2009). More qualitative research is needed to shed
additional light on the concept of HIV-related stigma
in the country. Educating people, including clinical
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staff (especially dentists) through continuing well-
coordinated discussions in the media, in particular,
could play an important role in reducing the level
of stigma faced by PLWH in Iran. Our study also sug-
gests that HIV clinics refer patients to health care
providers through an official system so that PLWH
would face fewer rejections when seeking medical
and dental care. While Islamic teachings suggest
strict penalties for adultery and sex work, it is also
a religion of compassion and equity, which condemns
discriminatory behavior against people. Such aspects
of religion should be highlighted and used to lower
the level of stigma and intolerance PLWH face in
Iran. In addition, seeking help from clergymen to
develop anti-stigma programs can be beneficial. Reli-
gious leaders should be educated about HIV and be
encouraged to teach tolerance and acceptance of
those living with HIV.

Key Considerations

e Nurses in Iran can help individual patients
disclose their HIV status to family members
because disclosing to family members can
help families accept people living with HIV
infection (PLWH).

o Nurses as well as other health care workers can
correct misbeliefs about HIV transmission in
social and work situations throughout the
country.

e Psychological nursing care can be an effective
way to help PLWH re-establish a positive atti-
tude toward life and keep their hopes high.

o AsPLWH are highly sensitive to reactions from
others, and health care workers in particular,
nurses should avoid judging patients (inten-
tionally or not) and should use unbiased words.
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