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ABSTRACT

Background and Objective. Stigma remains a profound barrier to public health, particularly in managing diseases such 
as Hepatitis B, which is highly prevalent in hyperendemic regions like the Philippines. The social stigma associated with 
such health conditions can severely limit access to care and hinder adherence to treatment, exacerbating the overall 
disease burden. Despite the critical impact of stigma on health outcomes, there is a notable gap in the systematic 
evaluation of the tools used to measure stigma related to health conditions like Hepatitis B. This study aims to fill 
this gap by reviewing existing instruments for their methodologies, reliability, and validity to inform the development 
of a refined tool tailored to the Philippine context.

Methods. A systematic search was conducted across six databases, including PubMed, Cochrane Database of 
Systematic Reviews, Open Grey, DissOnline, Philippine Health Research Registry (PHRR), and Health Research 
and Development Information Network (HERDIN), following PRISMA guidelines. The search strategy focused 
on identifying quantitative and mixed-methods studies using questionnaires to measure HBV-related stigma and 
discrimination. Studies published between January 1, 1992, and December 31, 2023, were considered. The selection 
process involved screening for duplicates, reviewing titles and abstracts, and performing a full-text review based on 
predetermined eligibility criteria.

Results. The initial search yielded 1,198 articles, with 24 duplicates removed. After title and abstract screening, 28 
articles were considered for full-text review, resulting in 17 relevant articles in the final analysis with 15 unique 
instrumentations. The majority of studies employed cross-sectional designs (n=8), with a significant concentration 
in Asian countries (n=11), indicating a regional focus in HBV stigma research. The review identified a range of 

questionnaire methodologies, but most studies lacked 
specificity regarding the type of stigma measured. The 
Likert Scale was the most commonly used measurement 
tool, yet few studies provided cut-off values for stigma 
levels. Validity and reliability testing was reported in 12 
articles, including pilot studies, Cronbach’s alpha, and 
factor analysis.

Conclusion. The lack of a universal methodology and 
specificity in existing instruments underscores the 
importance of developing a refined tool that can accu-
rately capture the nuances of stigma and discrimination 
associated with HBV. The urgent need for standardized, 
reliable, and culturally sensitive questionnaires is evident, 
underscoring their importance in developing effective 
public health strategies and improving treatment out-
comes for individuals living with HBV, especially in the 
Philippines.
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INTRODUCTION

Stigma, as a social phenomenon, is a complex construct 
that encompasses a range of negative attitudes, beliefs, and 
behaviors directed toward individuals or groups based on 
perceived differences. It is characterized by processes of labeling, 
stereotyping, separation, status loss, and discrimination, which 
collectively contribute to social exclusion and marginalization 
of affected individuals.1,2 Within sociological inquiry, stigma 
emphasizes its role as a social construct shaped by cultural 
norms, societal values, and power dynamics – highlighting 
that stigma is not an individual experience but a collective 
societal issue that influences health outcomes and access 
to care.3,4

The characteristics of stigma as a social construct can be 
understood through its multi- dimensional nature. Stigma 
manifests in various levels, including individual, interpersonal, 
community, and structural levels, each contributing to its 
pervasive impact on health.5 Scholars have argued that stigma 
can arise from societal beliefs about certain health conditions, 
such as infection from the human immunodeficiency virus6,7 
or mental health diagnoses8,9, leading to discrimination and 
social isolation of affected individuals.10,11 Additionally, stigma 
is often reinforced by cultural narratives and media portrayals 
that perpetuate stereotypes and negative perceptions that 
further entrench the stigma associated with specific health 
conditions.12

Cultural narratives, shaped by societal values and historical 
power structures, influence what is stigmatized and affect how 
stigma manifests at various societal levels. The phenomenon 
of stigma is fundamentally intertwined with cultural norms, 
societal values, and power dynamics, shaping the experiences 
and identities of individuals across various contexts as well as 
creating barriers to acceptance and equitable treatment. The 
relationship between cultural norms and stigma are seen in 
the shared expectations and rules that guide societal behavior. 
When an individual or group’s behavior, appearance, or identity 
deviates from these expectations and rules, stigmatization may 
follow as seen in health conditions, social behaviors, tribal 
association, and even physical appearance.13

Power dynamics also play a crucial role in both the 
creation and perpetuation of stigma. These dynamics are often 
rooted in broader social hierarchies, including class, race, and 
gender.14,15 By stigmatizing certain behaviors or groups, those 
in power can maintain social control and reinforce the status 
quo. Those who hold economic, social, or political power in 
a society often set the norms and decide what is considered 
acceptance or deviant. The intersection of multiple stigmatized 
identities leads to compounded discrimination, suggesting 
that stigma emerges within and is sustained by wider power 
disparities.16 By stigmatizing certain behaviors within and 
among groups, those in power can maintain social control 
and reinforce the status quo – extending barriers to resources 
or opportunities for those who are stigmatized which further 
entrench power imbalances.

Societal values fundamentally contribute to shaping 
stigma, influencing who is deemed ‘normal’ and who is 
‘abnormal’ thus marginalized. Once stigmatized, existing 
social inequalities are legitimized further – justifying the 
exclusion of certain groups based on an assumed inferiority 
or deviance, which is intertwined with broader patterns 
of discrimination. For example, Kabunga and colleagues 
investigate how pregnant adolescents in Uganda experience 
double stigma associated with their age and health condition, 
revealing that culture plays a central role in delivering proper 
healthcare services.17 Similarly, the work of Chambers and 
colleagues elucidate how HIV stigma is deeply reflective of 
the broader societal fabric, emphasizing that stigmatization 
is tied to the interplay of cultural beliefs, healthcare practices, 
and societal attitudes.18

Stigma not only affects individuals’ psychological and 
physical health by inducing stress and limiting access to 
resources but also shapes social interactions. Societal responses 
to stigma are frequently mediated through institutions, which 
can either reinforce or challenge stigmatizing attitudes. 
Further, it can lead to internalized stigma where individuals 
accept these negative beliefs about themselves, which can be 
damaging to self-esteem and personal identity.19,20 Group 
interactions are also influenced as stigmatized individuals 
may be excluded from social or professional opportunities, 
while non-stigmatized individuals might reinforce stigma 
through their behaviors and attitudes.

Existing theory provides for a comprehensive discussion 
on the origins, processing, and outcomes of stigma. Sociologist 
Erving Goffman’s seminal work on stigma provides for a 
foundational understanding on how stigma manifests in 
social interactions and the implications it has for individuals 
who are labeled differently. In his work, Goffman defines 
stigma as an attribute that discredits an individual, leading to 
a devaluation of their social identity.13 With stigma sourced 
from physical deformities, character flaws, or tribal affiliation, 
he argues that stigma is not merely a personal issue but is 
deeply embedded in social structures and cultural narratives 
that dictate what is considered normal or acceptable in 
society.13,21

Furthering Goffman’s work, scholars have attempted 
to expand how broader, macro-social forms of stigma – 
termed as structural stigma – may also disadvantage the 
stigmatized.22 Most notable of these contemporary works are 
by Link and Phelan who emphasize how societal structures 
and institutional policies contribute to the perpetuation of 
stigma by creating an environment where certain groups 
are marginalized.23,24,25 Structural stigma manifests through 
discriminatory laws, social norms, and institutional practices 
that disadvantage stigmatized population, thus creating 
barriers to access and opportunities.26 For example, in the 
context of mental health, individuals may face stigma not 
only from their peers but also from healthcare systems that 
fail to provide adequate support or that perpetuate negative 
stereotypes about mental illness.27,28
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Link and Phelan’s structural stigma framework 
emphasized labeling, stereotyping, and discrimination, which 
collectively impact healthcare access and contribute to health 
disparities. Labeling is the first step in the stigmatization 
process, where individuals are identified based on specific 
characteristics or conditions that society deems undesirable. 
This process often involves assigning negative labels that 
categorize individuals as deviant from societal norms. For 
example, individuals with mental health conditions labeled 
as “crazy” or “unstable” may lead to their identification as less 
worthy of respect or dignity.29,30

Further to labeling, stereotyping involves the formation 
of generalized beliefs about a group of people based on the 
labels assigned to them.31 These stereotypes are often negative 
and can include assumptions about behavior, morality, or 
competence, further justifying discriminatory behaviors. The 
loss of status can have significant psychological consequences, 
leading to feelings of shame, worthlessness, and a diminished 
sense of identity. The culmination of the stigma process is 
discrimination. This is where individuals are treated unfairly 
based on their stigmatized identity. Discrimination can 
manifest in various forms, including verbal abuse, social 
exclusion, and institutional barriers to accessing services. 
For example, individuals with mental health conditions 
may encounter discrimination in healthcare settings, where 
providers may harbor biases that affect the quality of care 
they receive.32,33 Discriminatory actions not only reinforce the 
stigma but also perpetuate health disparities, as stigmatized 
individuals may avoid seeking care due to fear of negative 
treatment.

Structural stigma, through discriminatory policies and 
practices, marginalizes individuals and creates barriers to 
healthcare access, worsening health outcomes especially 
among marginalized populations. Recipients of stigma suffer 
the most profound consequences, affecting not only their 
psychological well-being but also their physical health and 
access to healthcare services. Stigmatized individuals often 
experience increased levels of anxiety, stress, and depression 
that lead to poorer health outcomes.10,34 Furthermore, stigma 
can create barriers to healthcare access, as individuals may 
avoid seeking care due to fear of discrimination or negative 
judgment from immediate interactions.35 This avoidance can 
perpetuate health disparities, particularly among marginalized 
groups who already face systemic inequalities.3

Fear and lack of awareness are primary drivers of 
stigma. This often stems from a lack of understanding about 
various health conditions. For instance, studies have shown 
that negative perceptions about people living with HIV are 
frequently linked to fears of contagion and moral judgments 
about the behaviors associated with those infected.36,37 This 
fear manifests in various forms, including social avoidance 
and discriminatory practices against those perceived to be at 
risk. Similarly, lack of awareness and education also contribute 
significantly to stigma. When individuals are uninformed 
about a health condition, they are most likely to rely on 

stereotypes and prejudices.38,39 Cultural beliefs can also 
dictate how certain health conditions are perceived and 
treated within communities. For instance, studies have shown 
that those diagnosed with diabetes or epilepsy are associated 
with moral failings or personal weaknesses which can lead to 
stigmatization.40,41

The consequences of stigma are profound and 
multifaceted, often resulting in discrimination and social 
exclusion. Discrimination can take various forms, including 
verbal abuse, social ostracism, and institutional barriers to 
accessing healthcare42,43 – all leading towards a reluctance 
to seek medical help, further exacerbating health issues and 
contributing to a cycle of poor health outcomes. With regard 
to social exclusion, individuals who are stigmatized experience 
isolation from their communities, leading to a loss of social 
support networks.44 This isolation can have detrimental effects 
on mental health, contributing to feelings of depression, 
anxiety, and low self-esteem.45,46 Moreover, the internalization 
of stigma can lead to self-stigmatization, where individuals 
adopt negative societal attitudes towards themselves, further 
perpetuating their marginalization.47

Stigma associated with Hepatitis B can manifest in 
various forms, including perceived, enacted, and internalized 
stigma, each influenced significantly by the cultural context 
of a society. In collectivist cultures, where community values 
and family reputation are paramount, perceived stigma (the 
fear of being stigmatized if one's health status is revealed) can 
have profound implications. Individuals in such societies may 
fear the repercussions that a diagnosis of Hepatitis B could 
have not just on their personal lives but also on their family's 
standing and opportunities within their community. This fear 
often leads to secrecy and reluctance to seek diagnosis or 
treatment, perpetuating a lack of awareness and continued 
spread of the virus.48

Enacted stigma, which involves actual experiences of 
discrimination and prejudice, also varies between cultural 
contexts. In collectivist societies, an individual's illness can 
lead to tangible discrimination against their entire family, 
affecting social ties and economic opportunities. For example, 
families may experience ostracism from community activities 
or face barriers in arranged marriages, which are prevalent 
in many collectivist societies.15 Conversely, in individualist 
societies, stigma tends to focus more on the individual, 
with enacted stigma manifesting through discrimination 
or exclusion based on the person's condition rather than its 
impact on the broader social network.14

Internalized stigma, where individuals internalize 
societal attitudes towards their condition, leading to feelings 
of shame and a decreased sense of self-worth, can also be 
distinctly influenced by cultural nuances. In individualist 
societies, this might focus more on personal failure to adhere 
to health norms, whereas in collectivist settings, the shame 
might stem from the perceived damage to family honor 
and communal relationships. It could be argued now that 
stigma, in the context of health, is a powerful and pervasive 
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social phenomenon that affects personal and societal health 
and medical initiatives. As a social process characterized by 
exclusion and devaluation that results from experiences of 
reasonable anticipation of an adverse social judgment about a 
person or group of persons49, stigma affects individuals with 
various health conditions, including infectious diseases such 
as Hepatitis B.

According to the World Health Organization (WHO), 
approximately 296 million individuals live with Hepatitis B 
worldwide. While Hepatitis B is a public health concern, the 
presence of stigma for viral Hepatitis and liver disease results 
in low testing rates, low treatment rates, and therefore, is a 
hindrance to the elimination of the disease.50 Internationally, 
it has been shown that being infected with Hepatitis B affects 
people beyond the physiological effects of the virus. Multiple 
studies had indicated loss of employment opportunities51, 
denial of school admission or dismissal from an academic 
program52, reluctance and avoidance in seeking information 
and treatment53, and higher risk of depression and suicide54 
due to social stigma associated with people living with 
Hepatitis B.

With a high prevalence of chronic Hepatitis B (CHB) 
infection in the Philippines55, Filipinos are susceptible to the 
social and psychological impacts felt beyond the damage of 
the disease itself. A national seroprevalence study reveals that 
the prevalence of HBsAg seropositivity among Filipino adults 
is 16.7%, with the highest prevalence among those who are 20 
to 49 years old.56 This contrasts with the rest of the Western 
Pacific Region and marks the Philippines as hyperendemic for 
Hepatitis B infection. In order to curb these rates, Hepatitis 
B vaccination was introduced in the Philippines in 1992, 
and was institutionalized for infants under Republic Act 
No. 10152 or the Mandatory Infants and Children Health 
Immunization Act of 2011. Median timely coverage of the 
vaccine was 90% among government clinics, 87% among 
government hospitals, and 50% among private hospitals.57 
Despite the availability of effective vaccines and treatments, 
the presence of stigma leads to the underutilization of these 
resources. Those living with CHB often face discrimination 
that can result in job loss, social isolation, severe distress, and 
in other cases, suicidal ideation.

In adults, several drugs have been developed for the 
treatment of Hepatitis B, which has been proven to reduce 
the clinical progression of chronic hepatitis58, although not 
eliminating HBV. It is clear that Hepatitis B is a public health 
concern, but the efforts to resolve it via testing and treatment 
face great hindrances in the form of stigmatization.59 
Stigmatization is a process in which persons with a certain 
attribute are excluded from full social acceptance which 
includes professional and community-based integration.14 
This stigma exists for those infected with Hepatitis B, and can 
often intersect with other stigmas. This can cause potentially 
infected people to fear testing and may hinder people who 
are diagnosed from seeking treatment or further follow-up. 
It also leads to lost job opportunities, disruption in social 

relationships, and potential psychosocial distress, up to and 
including a risk of suicide. In his conceptualization, Goffman 
emphasizes the role of social context in shaping stigma, 
noting that individuals often engage in “covering” strategies to 
manage their stigmatized identities in social settings – leading 
to avoidance and refusal to seek medical help.13,23,29

Thus, addressing this stigma requires a concerted effort 
from all sectors of society, including healthcare providers, 
policymakers, educators, and communities. By tackling the 
root causes of stigma, creating supportive environments, and 
promoting inclusive policies and practices, it is possible to 
mitigate the negative impacts of HBV stigma. Such efforts 
are crucial for improving the health and well-being of 
individuals living with HBV, advancing public health goals, 
and achieving a more equitable society.

Qualitative research plays a pivotal role in capturing 
the cultural nuances of stigma, enabling a more profound 
understanding of how stigma operates within specific social 
contexts. By employing methodologies such as interviews and 
ethnographic approaches, qualitative stdies are instrumental 
in revealing the lived experiences of individuals facing stigma, 
ultimately providing insights that are often overshadowed 
and inadequately represented in quantitative research. 
Examples include Dieujuste’s study that emphasizes how 
stigma surrounding mental illness among Haitain Americans 
is heavily influenced by cultural perceptions and familial 
expectations.60 Similarly, Razzaq and colleagues utilize 
phenomenological analysis to explore the experiences of 
women with epilepsy which reveal themes of social rejection 
and the internalization of societal judgments.61 The cultural 
and contextual nuances associated with stigma significantly 
influence healthcare-seeking behaviors. A study by Graetz 
and colleagues explore stigma related to pediatric cancer in 
diverse cultural settings, demonstrating how cultural beliefs 
impact care seeking behavior among families.62 The insights 
garnered from qualitative research highlight the need to 
intricate cultural dynamics that dictate how stigma shapes the 
experiences of society and its members.

This systematic review was conducted as part of the project 
entitled "Identifying and Mapping Safe Havens from Stigma 
and Discrimination: Towards Elimination of Hepatitis B in 
the Philippines.” It aimed to assess the questionnaires used 
by previous studies on Hepatitis B-related stigma to create a 
questionnaire to be used for the Philippines. A questionnaire 
will then be created and subjected to further review via focus 
group discussions before being deployed nationwide.

Materials and Methods

Six electronic databases were utilized for the literature 
search conducted between January and February 2023 and 
updated in September 2024: PubMed, Cochrane Database 
of Systematic Reviews, Open Grey, DissOnline, Philippine 
Health Research Registry (PHRR), and Health Research 
and Development Information Network (HERDIN). The 
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selection of the six databases ensures a wide-ranging search, 
which covers biomedical literature, systematic reviews, grey 
literature, and region-specific research, capturing a broad 
spectrum of studies relevant to Hepatitis B stigma. This 
likewise ensures that publication bias is minimized. The 
keywords used centered around “Hepatitis B” and “stigma” 
or “discrimination,” with modifications as appropriate per 
database search. These keywords were modified in accordance 
with the search engine of each electronic database and 
ensured that the search was focused yet flexible enough to 
capture studies using various terminology permutations. This 
was done as stigma research may vary across studies. Once 
the data were filtered and made available, the search results 
were uploaded to a reference manager software (Mendeley 
Desktop). A systematic search followed the PRISMA 
(Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses) guidelines.63 As seen in Figure 1, the search 
process included (1) exclusion of duplicates, (2) screening of 
title and abstract, (3) full-text review based on the eligibility 
criteria, and (4) extraction of questionnaire.

Several criteria were used in assessing eligibility of results. 
First, the articles should focus on quantitative and mixed-
methods studies, which enables the review to concentrate on 
research that provides measurable and comparable data on 
stigma. This supports the goal of assessing and quantifying 
stigma levels, attitudes, and beliefs related to Hepatitis B. 
Second, limiting studies to those written in English and 
published between January 01, 1992 and December 31, 2023 
strikes a balance between comprehensiveness and practicality. 
The start date coincides with the global recognition of Hepatitis 
B as a significant public health issue and the introduction of 

vaccination programs, while the end date ensures that the data 
are up-to-date. English language restrictions are common 
due to resource limitations that might introduce language 
bias. Third, by specifically focusing on studies that utilized 
surveys or questionnaires to investigate Hepatitis B-related 
stigma or discrimination, the review directly targets the 
measurement tools and methods, facilitating the evaluation of 
their effectiveness and applicability. Fourth, including studies 
that measure both external and internal stigma provides a 
comprehensive understanding of the stigma phenomenon 
as it relates to Hepatitis B. This distinction is believed to 
be vital for identifying the various dimensions of stigma and 
its unique impacts. Lastly, Hepatitis C and other bloodborne 
viruses were not considered even if the studies measured 
stigma or discrimination. The title and abstract of the literature 
were reviewed following these inclusion criteria. This decision 
ensures that the review remains focused on the primary 
objective and does not dilute its findings with incomparable 
and unrelated data. The methodology was also reviewed in 
cases where it is unsure how the stigma was measured in 
mixed-methods studies. An example of the search strategy 
used in PubMed is shown in Table 1.

Independent literature searches were also conducted. 
Having two reviewers independently perform the literature 
searches and screening processes using the specified criteria 
ensures a thorough and unbiased review of the literature. 
Independent assessments help mitigate individual reviewer 
bias, increasing the chances of capturing all relevant studies. 
This is a common practice in systematic reviews to enhance 
the validity and reliability of the screening process. Involving a 
third reviewer to reconcile conflicting results between the first 

Table 1.	Literature Search Strategy (PubMed)
Search 
number Query Sort by Filters Search details Results Time

8 (("Hepatitis B"[Mesh]) AND (("Stigma"[Title/
Abstract]) OR ("Discrimination"[Title/

Abstract]))) AND (("1992/01/01"[Date-
Publication]":"2023/12/31"[Date - Publication]))

English ("Hepatitis B"[MeSH Terms]) AND 
(("Stigma"[Title/Abstract]) OR 

("Discrimination"[Title/Abstract]))) 
AND 1992/01/01: 2023/12/31[Date-

Publication] AND (english[filter])

258 4:28:11

7 (("Hepatitis B"[Mesh]) AND (("Stigma"[Title/
Abstract]) OR ("Discrimination"[Title/

Abstract]))) AND (("1992/01/01"[Date-
Publication]":"2023/12/31"[Date - Publication]))

"Hepatitis B"[MeSH Terms]) 
AND ("Stigma"[Title/Abstract]) 

OR "Discrimination"[Title/
Abstract]) AND 1992/01/01: 

2023/12/31[Date-Publication]

273 4:28:03

6 (("Hepatitis B"[Mesh]) AND (("Stigma"[Title/
Abstract]) OR ("Discrimination"[Title/Abstract]))) 

"Hepatitis B"[MeSH Terms]) AND 
("Stigma"[Title/Abstract]) OR 

"Discrimination"[Title/Abstract])

316 4:24:45

5 (("Hepatitis B"[Mesh]) AND (("Stigma"[Title/
Abstract]) OR ("Discrimination"[Title/Abstract]))) 

"Hepatitis B"[MeSH Terms]) AND ("Social 
Stigma"[MeSH Terms]) OR ("Social 

Discrimination"[MeSH Terms])

57 4:23:47

4 ("Social Stigma"[Mesh]) OR ("Social 
Discrimination"[Mesh])

"Social Stigma"[MeSH Terms] OR "Social 
Discrimination"[MeSH Terms]

28,629 4:23:33

3 ("Social Discrimination"[Mesh]) Most Recent "Social Discrimination"[MeSH Terms] 14,760 4:23:22
2 ("Social Stigma"[Mesh]) Most Recent "Social Stigma"[MeSH Terms] 14,494 4:22:47
1 "Hepatitis B"[Mesh] Most Recent "Hepatitis B"[MeSH Terms] 66,748 4:21:47
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two reviewers serves as an essential quality control measure. 
This step ensures that disagreements are resolved through 
discussion and consensus, further reducing the potential for 
bias in study selection and enhancing the credibility of the 
review process. To allow efficient tracking and referencing 
of the studies throughout the review process, the reviewers 
coded the studies according to their metadata (author, title, 
year) and the questionnaire they used. This structured 
approach aids in systematically analyzing the literature and 
supports transparency and reproducibility.

In terms of data extraction, the same two reviewers 
independently extracted pertinent variables for the review: 
(1) Metadata, (2) Study Population, (3) Study design, (4) 
Instrument, (5) Structure of the tool, (6) Mode of adminis-
tration, (7) Language of the tool during data collection, (8) 
Type of stigma measured, (9) Scale and scoring values, 
and (10) Presence of test for validity and reliability. The 
decision to extract the aforementioned variables is justified 
by the need to assess the questionnaires' methodologies 
comprehensively. These variables are critical for evaluating the 
tools' appropriateness, reliability, and validity in measuring 
Hepatitis B-related stigma. By focusing on these aspects, 
the review aims to provide a detailed analysis of the existing 
measurement instruments, identify their strengths and 
weaknesses, and highlight areas for future development. 
Disagreements were settled by the third reviewer mentioned 
previously.

Results

Searches conducted between January and February 2023, 
as well as in September 2024, across six databases, yielded a 
total of 1,198 journal articles. Of these, 24 duplicates were 
removed. The 1,174 articles remaining were screened by the 
title and abstract for their relevance. Of these, 28 articles 
were retained, and these were subjected to a full-text review 
following the eligibility criteria set. Two articles were excluded 
because of the qualitative methods utilized by the research, 
while nine relevant articles did not include their respective 
questionnaires. Only 17 relevant articles that have available 
questionnaires were included in the systematic review (See 
Appendix for the complete list). It should be noted that while 
17 relevant articles have been included in this systematic 
review, 15 unique instrumentations were used. Two pairs of 
questionnaires, the Attitudes to Colleagues with Hepatitis B 
Questionnaire and the Toronto Chinese Hepatitis B Virus 
Stigma Scale, were used by articles 10-11 and 14 and 16, 
respectively.

The majority of the articles employed a cross-sectional 
research design (n=8), but there are still a variety of research 
designs among the remaining such as cohort and randomized 
control trials. Despite this variety, five articles did not indicate 
the study design they utilized. Articles included in the review 
do not just measure levels of stigma but also use them as 
variables for association between other variables of interest 
and comparison between different population groups.

In terms of the study population of the reviewed articles, 
these varied considerably. The common demographic includes 
patients (n=7), residents and students (n=5), healthcare workers 
(n=3), and MSMs or men having sex with men (n=2). Despite 
the variety of the study population, the country in which the 
questionnaires were administered was mostly located in Asia 
(n=11), thus equating to most of the study population being 
Asian. Even those that are conducted outside of Asia, the 
demographic still includes Asian immigrants or patients.

The instruments utilized across all reviewed articles 
have similarities since questionnaires used by one study were 
modified from other studies included in the reviewed articles. 
The range of the number of items in the questionnaires is 
from 8-20 questions. The majority of these questionnaires 
were self-administered (n=9), with the other remaining varied 
between facilitated surveys (n=2) to interviews (n=2). Only 
one article did not indicate their mode of administration. A 
majority (n=10) did not disclose the language used in the 
questionnaire during their data collection, but the remaining 
varied between Chinese, Vietnamese, and English.

Likert Scale was the most commonly used measurement 
scale to quantify HBV stigma and discrimination (n=12). 
While these studies applied the Likert Scale to aggregate 
responses – with higher scores indicating higher levels of 
stigma – none provided specific cut-off values for categorizing 
stigma levels. To ensure measurement accuracy, 12 articles 
conducted validity and reliability tests, including pilot studies, 
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Figure 1.	 PRISMA flowchart of systematic review of Hepatitis 
B stigma and discrimination.

Records identified through 
database searching (n=1,198)

•	 PubMed (n=258)
•	 Cochrane (n=42)
•	 Open Grey (n=0)
•	 DissOnline (n=133)
•	 PHRR (n=19)
•	 HERDIN (n=746)

Full-text review of 
records (n=28)

Records without duplicates 
screened for title and 

abstract (n=1,174)

Full-text articles 
extraction of 

questionnaire (n=26)

Articles included in 
the review (n=17)

Reports excluded based 
on eligibility criteria (n=2)

Reports excluded 
due to irrelevancy 

(n=1,146)

Questionnaires 
not retrieved (n=9)

Unique instrumentations 
(n=15)
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pre-testing, internal consistency tests using Cronbach’s alpha, 
and factor analysis. A summary of the psychometric properties 
for the 12 articles can be found in Table 2. Notably, where 
“not indicated” is noted in the final column of Appendix, this 
signifies that while the authors reported conducting validity 
and reliability testing, they did not specify the exact test 
employed.

Further, we note that there are cross-cultural variations of 
respondents, such as those relating to nationality and socio-
economic demographics. Studies conducted in different 
regions showed varied levels of stigma severity and dimensions 
emphasized. For instance, studies in Asian study sites (n=11) 
often reported higher stigma levels, possibly due to stronger 
societal focus on health purity and family honor as compared 
to Western studies.

As previously mentioned, several questionnaires were 
adapted or modified from existing instruments to accurately 
reflect the specific contexts of each survey. Notably, more than 
half of the studies (n=9) employed a version or repetition of 
the following instruments: the Toronto Chinese Hepatitis 
B Virus Stigma Scale (n=4), the Hepatitis B Stigma 
Questionnaire (n=3), and the Attitudes to Colleagues with 
Hepatitis B Questionnaire (n=2). Multiple adaptations of the 
Toronto Chinese Hepatitis B Virus Stigma Scale were used 
in surveys conducted in Ghana, Canada, and China, and were 
documented in four papers (see numbers 1, 6, 14, and 16 in 
Appendix). Similarly, the Hepatitis B Stigma Questionnaire 
was applied in studies involving Chinese immigrants, 
Vietnamese participants in the United States, and Chinese 
citizens (see numbers 4, 5, and 9). Lastly, Ishimaru and 
colleagues utilized the Attitudes to Colleagues with Hepatitis 
B Questionnaire in two published papers on the Japanese 
work environment and nurses in Vietnam, respectively (see 
numbers 10-11). The remaining papers employed their own 
instrumentation, specifically tailored to suit the unique 
contexts of their study sites and sample sizes.

We take note of the cultural and geographical differences 
between studies. Most studies focus on Asian populations, 
where collectivist norms tie stigma to family reputation, 
whereas Western studies indicate more individual-based 
stigma experiences. These differences play a pivotal role 
in shaping the perceptions and manifestations of stigma, 
influencing both the lived experiences of individuals and the 
effectiveness of stigma reduction strategies.

In collectivist cultures, as found in many Asian popu-
lations, there is a strong emphasis on family reputation and 
social harmony. Individuals are often evaluated based on 
their contributions to the family’s honor, leading to stigma 
that transcends personal experiences. For instance, the study 
by Fitzpatrick and colleagues indicates that individuals in 
collectivist societies experience stigma related to mental 
illness or chronic diseases not merely as a personal burden 
but as a detrimental factor affecting the entire family.64 This 
collective nature of stigma can impede individuals’ willing-
ness to seek help, fearing that their actions may reflect poorly 
on their loved ones and jeopardize family dynamics.

The implications of such collectivist norms are evident 
in the adaptations of stigma instruments developed for 
specific cultural contexts. The Toronto Chinese Hepatitis 
B Virus Stigma Scale has been tailored to better reflect the 
cultural dynamics specific to Asian communities, emphasizing 
familial and communal ties. However, the application of 
such instruments in non-Asian contexts requires further 
refinement. Such adaptations are crucial in accurately 
capturing the multifaceted nature of stigma across different 
cultural landscapes.

Conversely, in individualistic cultures, which can be 
observed in many Western nations, stigma tends to be more 
personal – focused on individual conduct and perceived failures.

Studies suggest that individuals in these societies 
often experience shame and isolation related to stigma in 
a way that emphasizes personal responsibility and self-
judgment.65 The psychological implications of stigma in 

Table 2.	Summary Table of Articles with Psychometric Properties
Author (Year) Stigma Scale Cronbach’s Alpha Validity Type Study site

Adjei et al. (2022) Toronto Chinese Hepatitis B Stigma Scale (TCHBSS) 0.78 Construct Ghana

Behera et al. (2022) Stigma Attributes of HBV Patients Pilot study Content India

Cama et al. (2021 Measures of HBV Stigma and Attributes 0.71 Content Australia

Cotler et al. (2012) HBV Stigma Questionnaire (HSQ) 0.85 Construct USA

Fitzpatrick et al. (2018) TCHBSS Pilot study Construct China

Huang et al. (2016) HSQ Pilot study Construct China

Le et al. (2019) CHB-Related Stigma and Discrimination 0.71 Content Vietnam

Leng et al. (2016) HBV-related Discrimination Pilot study Content China

Li et al. (2012) TCHBSS 0.90 Construct Canada

Marley et al. (2022) Hepatitis Stigma in Primary Care Patients 0.90 Content China

Shen et al. (2020) TCHBSS 0.90 Construct China

Wang et al. (2009) Knowledge, Health Beliefs, and Self-efficacy of HBV Prevention 0.67 Content Taiwan
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such contexts can lead to a delay in help-seeking behavior, 
as individuals internalize the idea that their challenges stem 
from personal inadequacies rather than systemic issues.66 
This individualized approach to stigma underscores the need 
for culturally sensitive interventions that acknowledge the 
variation in stigma experiences. Eskin reveals that the stigma 
surrounding mental health conditions are often approached 
from an individual-centric perspective in Western countries – 
leading to interventions that may not resonate with collectivist 
societies where group dynamics are more emphasized.67

It should be noted that most of the articles (n=12) 
did not explicitly disclose what type of stigma is being 
measured in their study. They only use the word “stigma” 
and “discrimination,” but it could vary between perceived, 
enacted, or internalized stigma. As most used were modified 
questionnaires, several of the instruments were tailor-fit to 
the study sites. Regardless, the use of the Toronto Chinese 
Hepatitis B Virus Stigma Scale employs an integrated 
approach by combining direct questions with hypothetical 
vignettes. This design is intended to elicit a spectrum of 
responses, capturing both explicit attitudes and implicit biases 
that may not emerge through straightforward inquiries. The 
inclusion of vignettes serves to simulate real-life situations, 
thereby providing insights into the respondents’ behavioral 
tendencies in contextually realistic scenarios.

Conversely, the Hepatitis B Stigma Questionnaire, and 
its modifications, is designed to quantitatively evaluate both 
the societal perceptions and the internalization of stigma 
associated with Hepatitis B. it incorporates items that 
assess the beliefs held about the disease, such as common 
misconceptions about its transmission, and the attitudes 
towards individuals who are diagnosed with Hepatitis 
B. Additionally, this scale measures behaviors indicative 
of avoidance and discrimination against individuals with 
Hepatitis B, as well as the experiences of stigma reported 
by respondents. By leveraging these instruments, our study 
delineates a detailed portrait of stigma in both breadth and 
depth. This broadens the scope of stigma dimensions explored 
but also fortifies the validity and reliability of our results, 
thereby contributing significantly to the extant literature on 
stigma in health fields.

It would also be prudent to allow a detailed discussion 
of the dominant theoretical foundations of the developed 
scales, specifically, the Toronto Chinese Hepatitis B Virus 
Stigma Scale, the Hepatitis B Stigma Questionnaire, and the 
Attitudes to Colleagues with Hepatitis B Questionnaire. The 
studies reviewed predominantly utilized medical sociological 
conceptualizations to understand how societal perceptions of 
undesirability influence individual attitudes and behaviors.

The Toronto Chinese Hepatitis B Stigma Index is 
primarily informed by the theoretical frameworks of Link 
and Phelan29, specifically as it relates to the aforementioned 
five components of stigma as discussed in the introduction. 
This framework is particularly relevant as it allows for a 
comprehensive assessment of how societal attitudes and 

institutional practices contribute to the stigma associated with 
Hepatitis B.68 The Toronto Index and further instruments 
that are based on this Index include items that reflect these 
components, enabling the assessment of stigma as an 
individual experience and as a broader phenomenon within 
the society that perpetuates it.

On the other hand, the Hepatitis B Stigma Questionnaire 
is developed to measure various dimensions of stigma, 
including perceived stigma, internalized stigma, and the 
impact of stigma on health-seeking behaviors.69 Further to 
the Toronto Index, the Hepatitis B Stigma Questionnaire 
incorporates Goffman’s conceptualization of stigma70 
affecting individual’s self-perception and social interactions 
all in the context of a structured perspective on how stigma 
operates within societal contexts. In addition, the Health 
Belief Model (HBM) informs the Questionnaire by 
surfacing individuals’ beliefs about the severity of Hepatitis 
B and their susceptibility to practice stigma as part of their 
health behaviors. The HBM thus emphasizes the importance 
of understanding the psychological factors that contribute 
to stigma and its effects on individuals’ willingness to seek 
testing and treatment.

Finally, the Attitudes to Colleagues with Hepatitis 
B Questionnaire is designed to assess the attitudes of 
workplace professionals, healthcare or otherwise, towards 
individuals with Hepatitis B. It captures attitudes that may 
lead to discrimination, highlighting the importance of social 
acceptance and the impact of stigma on workplace dynamics.71 
The questionnaire draws from the concept of structural 
stigma, which refers to societal-level policies and practices 
that reinforce stigma, especially in contexts of mandatory 
hepatitis B testing for job applicants.72 This instrument 
highlights the impact of social labeling on self-identity and 
public perception which lead to actions relating to healthcare 
access and treatment adherence.

Discussion

This systematic review distills pertinent articles with 
accessible stigma questionnaires. The nature of having 
multiple questionnaires reveals the context-specific nature 
of stigma73,74, particularly on the geographical distribution 
of administering the questionnaires. The global burden of 
chronic Hepatitis B attributable to and disproportionately 
concentrated in the Asia-Pacific region, leading to a higher 
prevalence of the condition in the region, possibly explains 
the concentrated effort within the scholarly community to 
examine stigma through various lenses focusing on Asian 
populations.75 Nevertheless, the geographical skew towards 
Asia was anticipated. However, the lack of specific Hepatitis 
B stigma studies within the Philippines was unanticipated, 
given the hyperendemic status of the country which could 
enrich existing datasets with culturally specific insights.

While there was a dominant use of cross-sectional 
designs in the studies reviewed, there was a potential overlook 
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of longitudinal and experimental methodologies that could 
offer deeper insights into stigma's evolution and the impact 
of interventions over time. This might be attributable to such 
surveys methods measuring various aspects of Hepatitis B, 
such as viral suppression, seroconversion, and seroclearance 
over extended periods, which all require substantial resources, 
time, and sustained participant engagement, and may pose 
logistical and financial challenges, particularly in the context 
of Hepatitis B research in Asia.76 The methodological choices 
may thus be driven by practical considerations including ease 
of implementation of stigma research and cost- effectiveness. 
The concentration of research in Asia could reflect both a 
high interest in stigma within these contexts and possibly 
more significant stigma-related issues that warrant scholarly 
attention.

As to the relevant existing stigma literature, the review 
conducted revealed a persistent issue in stigma research: the 
lack of transparency and accessibility of research instruments, 
which hampers the replication of studies and validation 
of results. This may be attributed to several factors, such 
as limited availability of standardized instruments77, the 
absence of open access to survey tools78, the complexity 
of measured constructs79, and the underrepresentation of 
diverse perspectives in stigma instrument development80, 
among others. Furthermore, the methodological diversity 
in questionnaire administration and the varied linguistic 
contexts of these studies echo the broader research landscape's 
adaptability, yet also reflect its fragmentation. Corollary to 
this is the lack of specificity in measuring types of stigma that 
could stem from a broader definitional ambiguity in the field, 
suggesting a need for clearer conceptual frameworks.

One significant limitation to the results is the exclusion 
of qualitative studies, which could provide rich, contextual 
insights into the subjective experience of stigma not captured 
by quantitative methods. The exclusion lies in the inherent 
difficulty integrating and combining different methodological 
paradigms, data analysis techniques, and epistemological 
assumptions especially in large-n, participatory research.81 This 
underrepresentation of qualitative approaches is reflected in the 
amount of research funding, publication outlets, and academic 
training programs offered - further marginalizing qualitative 
research in medical research.82,83 This should not, however, 
discount the contributions of qualitative methodologies in 
stigma research. Additionally, the narrow inclusion criteria, 
while necessary for focus, limit the review's scope and the 
potential for broader insights. The lack of detail on the types 
of stigma measured and the absence of cut-off values in the 
questionnaires further restrict the depth of analysis possible 
from review.84-86 Corollary to this, the review brings to light 
the critical need for standardized methodologies in stigma 
research, including clearer definitions of stigma types and 
the development of refined instruments that can be adapted 
to various cultural and demographic contexts. The variety 
in study populations, from patients to healthcare workers, 
underscores the widespread impact of Hepatitis B stigma 

across different sectors of society. Despite its widespread use, 
the emphasis on the Likert Scale as a stigma measurement 
tool calls for further methodological innovation to capture the 
complex dimensions of stigma more effectively.87,88

The existing literature on stigma provides valuable 
insights; however, significant gaps remain, particularly in the 
realm of qualitative research that seeks to understand culturally 
shaped stigma. The predominant reliance on quantitative 
methodologies often fails to capture the complexities and 
subjective experiences that define stigma in various contexts. 
As highlighted by Clair and colleagues, the constructions 
of stigma influence public and interpersonal interactions, 
suggesting that understanding these nuances requires in-
depth qualitative inquiry.89 The predominance of quantitative 
studies in stigma research, as noted by Misra, limits the depth 
of understanding and the exploration of varied stigma types 
such as self-stigma, public stigma, and cultural stigma.90 Most 
stigma instruments are designed to evaluate these dimensions 
through metrics that cannot convey the multifaceted 
experiences of those affected. Future research should aim 
to incorporate ethnographic methods or in-depth interviews 
to allow for richer narratives that reflect individuals’ lived 
experiences and cultural contexts.

It should also be noted that the intersectionality of stigma 
is a critical area of research that considers how overlapping 
identities – such as cultural background, health status, and 
socioeconomic factors – shape individuals’ experiences with 
stigma. For one, cultural background plays a pivotal role in 
shaping stigma experiences, particularly for marginalized 
groups such as immigrants and ethnic minorities.91 In the 
context of HIV infection, scholars discuss how dual stigma 
(i.e., internalized HIV stigma compounded by other forms 
of stigma) leads to severe mental health implications for 
individuals92,93 creating barriers to accessing care as individuals 
may fear discrimination based on their health status and 
cultural background.

Further, the intersectionality of cultural identity and 
health status can create significant obstacles in healthcare 
access. Individuals may lack awareness of available healthcare 
resources or may receive inadequate care due to systemic 
biases in the healthcare system, compounded by language 
barriers and cultural misunderstandings.94,95 Such barriers 
result in a situation where stigma persistently harms their 
health outcomes. This was also illustrated from stigma research 
on pediatric cancer by Graetz and colleagues that show how 
culturally adapted awareness and support initiatives can 
significantly improve healthcare access for affected families by 
addressing the specific cultural nuances that shape stigma.62 
This not only affects the patients but also their families, 
reflecting Goffman’s ideas that stigma extends based on close 
proximities.13

Cross-cultural differences in the measurement and 
experience of stigma are significant, as it is deeply influenced 
by cultural norms, values, and social structures. On cultural 
norms and values, stigma may be more closely tied to family 
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reputation and social harmony, leading to heightened 
feelings of shame and social withdrawal among individuals 
with stigmatized identities.96 Drawing from Hofstede’s 
cultural dimensions theory97,98, stigma is nuanced in its 
various perceptions and experiences across different societies. 
Collectivist societies, prevalent in many Asian and African 
societies, prioritize group harmony and social cohesion, 
and as such, stigma may be experienced more communally, 
affecting not only the individual but also their family and 
social networks, leading to a more profound sense of shame 
and social withdrawal.99 In contrast, individualistic cultures 
may emphasize personal responsibility and self-identity, which 
can influence how stigma is internalized and expressed, that 
is, individuals are more likely to confront sigma directly and 
advocate for their rights.100

Hofstede’s theory posits that cultures can be broadly 
categorized along the individualism- collectivism spectrum. 
In collectivist cultures, such as many Asian societies, stigma 
is often tied to family reputation and social harmony. The 
actions of an individual are viewed in relation to their impact 
on the family or community, resulting in a stigma that affects 
not just the individual, but also their relatives. For instance, 
Yang and colleagues highlight how stigma in collectivist 
cultures can be particularly damaging because it jeopardizes 
the family’s honor and creates “courtesy stigma” for family 
members of the stigmatized individual.101 This creates a 
ripple effect beyond the individual, manifesting as a collective 
form of discrimination that connects deeply with cultural 
values surrounding reputation and family ties. In contrast, 
individualistic cultures, often in Western contexts, place a 
greater significance on personal autonomy and individual 
responsibility. The personal nature of stigma in individualistic 
cultures tends to be internally focused where an individual 
grapples with shame and isolation related to their stigma 
without the immediate communal impact felt in collectivist 
societies.90 This differentiation emphasizes the necessity 
of culturally tailored stigma interventions; interventions 
designed for collectivist environments must account for 
shared responsibility and familial bonds, while those for 
individual societies might focus more on personal agency and 
mental well-being.

Further to Hofstede’s cultural dimensions theory, Berry’s 
acculturation model further elucidates how stigma experiences 
can vary as individuals from different cultural backgrounds 
interact with a dominant spatial culture.98 Berry identifies four 
acculturation strategies—assimilation, integration, separation, 
and marginalization—that can influence individuals’ 
experiences with stigma as they navigate multiple cultural 
identities. For example, immigrants might choose to integrate 
their cultural practices with those of the host society or may 
find themselves marginalized if they face pressure to conform 
to dominant cultural norms while dealing with societal stigma 
associated with their original identity. This is particularly 
relevant in understanding how racial and ethnic minority 
groups encounter stigma in settings where cultural values 

clash, as noted by Schomerus and Angermeyer, who argue 
that stigma should be contextualized within local cultural 
narratives.102 Using various strategies are done to potentially 
downplay culture identities and stereotypes to avoid stigma. 
However, this can lead to internal conflict and identity loss, 
particularly, if the dominant culture holds stigmatizing views 
towards their original culture.103 On the other hand, those 
who choose separation may maintain their cultural identity 
but risk facing stigma from both their original community 
and the dominant culture, leading to a dual experience of 
marginalization.104,105

By utilizing Berry’s framework, researchers can look 
beyond surface-level stigma assessments and explore the 
complexity of identity in multicultural settings. When 
examining stigma among Chinese immigrant caregivers of 
individuals with psychosis, Yang and colleagues underscore 
the importance of culturally adapting anti-stigma 
interventions to address specific constructs such as “face” 
and the societal pressures inherent in collectivism.101 These 
tailored interventions can resonate more authentically with 
community members’ experiences, thereby fostering greater 
engagement and effectively reducing stigma.

In the case of stigma related to mental health, Cheng 
and colleagues highlight that in collectivist cultures, mental 
health issues are often stigmatized due to the emphasis on 
family reputation and social harmony.106 This can discourage 
individuals from seeking help as doing so may bring shame 
not only to themselves but also to their families.107 Similarly, 
Nyblade and colleagues explore stigma in the context of HIV/
AIDS, demonstrating that cultural attitudes towards sexuality 
and illness significantly shape stigma experiences.108-112 In 
cultures where sexual health is a taboo subject, individuals 
living with HIV may face heightened stigma, leading to social 
isolation and barriers to healthcare access.113

The intersection of cultural dimensions and stigma is 
particularly relevant in the context of globalization, where 
individuals from diverse backgrounds interact more frequently. 
As individuals navigate multiple cultural identities, their 
experiences of stigma can become complex and multifaceted. 
For example, immigrants may experience stigma related to 
their cultural background while simultaneously grappling 
with the stigma associated with their new environment. 
This dual experience can lead to heightened vulnerability 
and mental health challenges, as individuals may feel caught 
between conflicting cultural expectations.114 Moreover, the 
role of social support in mitigating stigma is influenced by 
cultural factors. In collectivist cultures, strong family ties 
and community support can provide a buffer against stigma, 
allowing individuals to navigate their experiences more 
effectively. Conversely, in individualistic cultures, social 
support may be less structured, leading individuals to rely 
more on personal resilience and advocacy efforts to combat 
stigma.115 This highlights the importance of culturally sensitive 
approaches to stigma reduction, which consider the unique 
social dynamics and cultural values of different communities.
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Various cultural contexts would thus affect the design of 
stigma scales, as items must resonate with the specific cultural 
experiences of the population being studied. With regard 
to the variability in stigma components, different cultural 
contexts may prioritize different components of stigma. 
Cultural nuances may not be as pronounced in Western 
contexts, where stigma may be more associated with personal 
attributes or behaviors. Consequently, stigma scales developed 
in one cultural context may not fully capture the nuances of 
stigma in another, necessitating adaptations to ensure cultural 
relevance.116

The instruments used to measure stigma often reflect the 
cultural context in which they were developed. This variation 
highlights the importance of culturally sensitive approaches 
in the development of stigma measurement tools, ensuring 
that they accurately reflect the experiences and perceptions of 
individuals in different cultural settings. The review's findings, 
while insightful, are primarily applicable to the contexts 
from which the data were drawn, mainly Asian populations. 
This geographic focus, coupled with the methodological 
homogeneity of the studies, poses challenges to the 
generalizability of the results. Future research should aim for 
a more diverse geographical and demographic representation 
to enhance the universality of stigma questionnaires and their 
findings, ensuring that the tools and insights generated are 
applicable across different cultural, social, and individual 
contexts.

On the use of hypothetical scenarios to assess attitudes 
and beliefs in a culturally relevant manner, researchers may 
gauge reactions and attitudes in a context that resonates with 
participants.117 The use of vignettes can thus provide deeper 
insights into the complexities of stigma as experienced in 
different cultural settings. This relates to the intersection of 
various identities – such as race, gender, and socioeconomic 
status – which can further complicate the experience of stigma 
across cultures. For instance, individuals who belong to multiple 
marginalized groups may experience compounded stigma118, 
which can differ significantly based on cultural context. This 
intersectional approach is essential for understanding how 
stigma operates in diverse populations and for developing 
effective interventions. The design of stigma measurements 
should thus consider cultural differences to accurately capture 
the complexities of stigma in various contexts. By employing 
culturally sensitive approaches, including the use of 
intersectional vignettes, researchers can gain a more nuanced 
understanding of stigma and its impact on individuals’ lives 
across different cultural settings.

Understanding cultural variations in stigma is critical for 
developing effective global health interventions, as stigma’s 
impact on healthcare utilization varies significantly across 
regions. Stigma, often rooted in cultural beliefs and values, can 
inhibit individuals from seeking care, adhering to treatment, 
or disclosing health conditions, thereby complicating efforts 
to improve public health outcomes. This is not a uniform 
phenomenon; rather, its manifestations vary significantly 

based on cultural, social, and geographical contexts. As 
articulated by literature, existing approaches to understanding 
stigma often focus on single health conditions in isolation, 
ignoring the nuanced intersection of health-related stigma 
with social identities and cultural backgrounds.1,119  This 
siloed perspective can limit the applicability of stigma research 
and reduce its impact on health outcomes.

Addressing stigma at a global level necessitates the 
adoption of culturally sensitive interventions that regard 
specific cultural histories, values, and social dynamics 
of stigmatized groups. The World Health Organization 
recognizes this need within its frameworks and suggests that 
anti-stigma initiatives must integrate cultural understanding 
to be effective.120,121 Despite the advances made in addressing 
stigma, significant knowledge gaps remain, particularly 
concerning how cultural differences affect stigma in various 
global contexts. There is a pressing need for more qualitative 
research to uncover the lived experiences of individuals facing 
stigma. Moreover, as health crises evolve, such as the effects 
brought about by the COVID-19 pandemic, understanding 
how stigma shifts in response to societal challenges is crucial. 
Research that incorporates a global perspective and employs 
intersectional methodologies could offer valuable insights, 
aiding policymakers and healthcare workers in designing 
more comprehensive and effective interventions.

Conclusion

This systematic review evaluated the existing literature on 
questionnaires used to measure Hepatitis B-related stigma, 
revealing critical insights and identifying gaps in the current 
body of research. Our analysis underscores the complexity 
of stigma as a multifaceted phenomenon that significantly 
impacts individuals with Hepatitis B, particularly in hyper-
endemic regions like the Philippines. Despite the extensive 
search across six databases, yielding a considerable initial 
pool of articles, the final inclusion of 17 relevant articles with 
accessible questionnaires points to a significant challenge 
in research accessibility and the need for more transparent 
sharing of research instruments.

In conclusion, this systematic review not only contributes 
to a better understanding of the current state of research on 
Hepatitis B-related stigma but also underscores the urgent 
need for more rigorous, inclusive, and transparent research 
practices. By addressing these gaps, future research would 
be able to develop more effective strategies to mitigate the 
stigma associated with Hepatitis B, ultimately contributing 
to improved health outcomes and quality of life for affected 
individuals. Developing a refined questionnaire tailored to the 
Philippine context and informed by this review represents a 
critical step towards achieving these goals, offering hope for 
a more inclusive and stigma-free approach to Hepatitis B 
management and care.

Addressing these shortcomings by developing refined, 
culturally sensitive, and methodologically sound questionnaires 

VOL. 59 NO. 14 2025 99

Measuring Hepatitis B-related Stigma



can significantly improve the understanding of Hepatitis 
B-related stigma. This, in turn, can inform more effective public 
health policies, improve treatment outcomes, and ultimately 
contribute to the reduction of stigma and discrimination 
associated with Hepatitis B.

Overall, the current state of research regarding Hepatitis 
B stigma in the Philippines is lacking. Further consideration 
should also be made on the intimate ties between stigma 
and larger systems that produce structural inequalities, 
highlighting the need to include the cultural context and 
larger social systems in understanding stigma.122,123 We 
thus contend that stigma is not a universal phenomenon 
but is deeply intertwined with cultural, social, and structural 
contexts, emphasizing the need to consider these specific 
contexts when studying and addressing stigma.
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Appendix

Collated matrix of questionnaires for the measurement of Hepatitis B-related stigma

Author Year Country Study Population Research Design Instrument Format Mode of 
Administration Language Types of Stigma (Enacted, 

Perceived, Internalized) Scale, Score and Cut-off Validity and Reliability

Adjei CA, Stutterheim SE, Bram F, Naab F, & 
Ruiter RAC 

2022 Ghana >18 years old 
Residents in 

Greater Accra and 
North Ghana

Cross-sectional Toronto Chinese Hepatitis B 
Stigma Scale

20 items Self-administered
Facilitated Survey

English Not Indicated 5-point Likert Scale
Mean Stigma Scorer, No Cut-off

Cronbach's = 0.78
Pre-test

Behera MK, Nath P, Behera SK, Padhi PK, 
Singh A, & Singh SP

2022 India >18 years old HBV 
patients for more 

than 6 months

Cross-sectional Stigma Attributes of HBV Patients 10 items, 
4 domains

Face-to-Face 
Interview

Participant's 
Preferred 
Language

Not Indicated Dichotomous Scale (0,1)
Severe Discrimination - 8-10

Moderate Discrimination = 5-7
Mild Discrimination = <4

Pilot Study

Cama E, Brener L, Broady T, Hopwood M, & 
Treloar C

2021 Australia Health and 
Medical Workers

Not Indicated Measure of HBV Stigma 
and Attitudes

12 items Self-administered English Not Indicated 5-point Likert Scale
Mean Stigma Scorer, No Cut-off

Cronbach's α = 0.71

Cotler SJ, Cotler S, Xie H, Luc BJ, Layden TJ, & 
Wong SS

2012 USA Chinese Immigrant 
Patients

Not Indicated HBV Stigma Questionnaire 15 items, 
5 domains

Not Indicated English Percieved Stigma 4-point Likert Scale
Mean Stigma Scorer, No Cut-off

Cronbach's α = 0.85
Pilot Study

Dam L, Cheng A, Tran P, Wong SS, Hershow R, 
Cotler S, & Cotler SJ

2016 Vietnam
USA

Vietnamese 
Patients

Not Indicated HBV Stigma Questionnaire 13 items Self-administered Vietnamese 
and English

Not Indicated 4-point Likert Scale
Mean Stigma Scorer, No Cut-off

Not Identified

Fitzpatrick T, Zhou K, Cheng Y, Chan PL, Cui F, 
Tang W, Mollan KR, Guo W, & Tucker JD

2018 China MSMs Randomized 
Controlled Trial

Toronto Chinese Hepatitis B 
Stigma Scale

20 items Self-administered Chinese Not Indicated 5-point Likert Scale
Mean Stigma Scorer, No Cut-off

Pilot Study

Franklin S, Mouliom A, Sinkala E, Kanunga A, 
Helova A, Dionne-Odom J, et al.

2018 Zambia HBV Patients Cohort Stigma Scale for Chronic Illness 8 items Facilitated Survey English Enacted and 
Internalized Stigma

5-point Likert Scale
Mean Stigma Scorer, No Cut-off

Not Identified

Hamdiui N, Stein ML, Timen A, Timmermans D, 
Won g A, van den Muijsenbergh METC, & van 
Steenbergen JE

2018 Netherlands Morocan-Dutch 
Immigrants

Not Indicated Hepatitis B Determines of 
Screening Participation

6 items Self-administered Simple Dutch Not Indicated 3-point Scale Not Identified

Huang J, Guan ML, Balch J, Wu E, Rao H, Lin A, 
Wei L, & Lok AS

2016 China CHB Patients Not Indicated HBV Stigma Questionnaire 16 items Self-administered
Facilitated Survey

Mandarin 
Chinese

Not Indicated 3-point Scale
Mean Stigma Scorer, No Cut-off

Pilot Study

Ishimaru T, Wada K, Arphom S, & Smith DR 2016 Japan Employed Nurses Cross-sectional Attitudes towards Colleagues 
with HBV/HCV

4 items Self-administered Not Disclosed Enacted Stigma 5-point Likert Scale
Frequency, No Cut-off

Not Identified

Ishimaru T, Wada Huong HTX, Anh BTM, Hung 
ND, Hung L, & Smith DR

2017 Vietnam Employed Nurses Cross-sectional Attitudes towards Colleagues 
with HBV/HCV

4 items Self-administered Not Disclosed Enacted Stigma 4-point Likert Scale
Frequency, No Cut-off

Not Identified

Le T Van, Vu TTM, Mai HT, Nguyen LH, Truong 
NT, Hoang CL, Nguyen SH, Nguyen CT, Nguyen 
BC, Tran TH, Tran BX, Latkin CA, Ho CSH, 
Ho RCM

2019 Vietnam >18 years old 
CHB Patients

Cross-sectional CHB-related Stigma 
and Discrimination

4 items, 
4 domains

Face-to-Face 
Interview

Not Disclosed Not Indicated Dichotomous Scale
Frequency, No Cut-off

Panel of Experts Evaluation 
Pilot Study

Cronbach's α = 0.712

Leng A, Li Y,Wangen KR, Nicholas S, Maitland E, 
& Wang J

2016 China Rural Migrants Cross-sectional HBV-related discrimination 3 items Face-to-Face 
Interview

Not Disclosed Discrimination in 
Everyday Life

3-point Scale (0-2)
 No Mild Discrimination = 0-3
Medium Discrimination = 4-7
Severe Discrimination = 8-10

Pilot Study

Li D, Tang T, Patterson M, Ho M, Heathcote J, & 
Shah H

2012 Canada Canadian Chinese Cross-sectional Toronto Chinese Hepatitis B 
Stigma Scale

20 items Facilitated Survey English
Cantonese
Mandarin

Not Indicated 5-point Likert Scale
Mean Stigma Scorer, No Cut-off

Factor Analysis
Cronbach's = 0.90

Marley G, Seto WK, Yan W, Chan P, Tucker JD, 
Tang W, & Wong WCW

2022 China Primary Care 
Patients

Cross-sectional Hepatitis Stigma in 
Primary Care Patients

8 items Self-administered Simplified 
Chinese

Not Indicated 5-point Likert Scale
Mean Stigma Scorer, No Cut-off

Cronbach's α = 0.90

Shen K, Yang NS, Huang W, Fitzpatrick TS, 
Tang W, Zhao Y, Wang Y, Li L, & Tucker JD

2020 China >16 years 
old MSMs

Retrospective 
Cohort Study

Toronto Chinese Hepatitis B 
Stigma Scale

20 items, 
4 domains

Self-administered English
Cantonese
Mandarin

Not Indicated 5-point Likert Scale
Mean Stigma Scorer, No Cut-off

Cronbach's α = 0.90

Wang WL, Wang CJ, & Tseng HF 2009 Taiwan University 
Students

Not Indicated Knowledge, health beliefs, and 
self-efficiency of HBV prevention

19 items Self-administered English Not Indicated 5-point Likert Scale
Frequency, No Cut-off

Cronbach's α = 0.67
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