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Stigma, anxiety, depression and quality of life among patients diagnosed with hepatitis in Iran

ABSTRACT
Background: Hepatitis C is one of the most challenging among viral infections worldwide. The community may come to know that a person has hepatitis C and stigmatize him. The aim of this study was to evaluate perceived stigma and its role in predicting anxiety, depression and quality of life in patients with hepatitis C.

Methods: This is a cross-sectional analytic study conducted in Behavioral Counseling Centers of three cities, i.e. Khorramabad, Boroujerd and Noorabad, located in the western part of Iran from May to August of 2019. Stratified multistage sampling was performed to select 144 patients diagnosed with hepatitis C. Data were collected on variables, such as perceived stigma, anxiety, depression and quality of life. The questionnaire was derived from multiple clinical interviews. Data were analyzed using descriptive statistics and the linear regression model by means of SPSS version 20 (IBM) at the significance level of 0.05.

Results: The mean perceived stigma was 66.805±1.291 with social rejection and social isolation achieving the highest score (23.409±0.551, 20.208±0.437). Perceived stigma was higher in men than women (p=0.01). The highest frequency of anxiety was detected among individuals with the highest levels of perceived stigma (40.28%). Stigma was statistically associated with quality of life, depression, and anxiety (p<0.001). 

Conclusion: Hepatitis C carries the risk of perceived stigma from the community the individual lives in. Perceived stigma can cause anxiety, depression, and poor quality of life among patients with hepatitis C. It is recommended that counselors get involved in the lives of infected individuals, their families, friends and colleagues to control the negative psychological impacts of the disease.
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BACKGROUND
Hepatitis C is one of the most important viral infections worldwide. In 2015, an estimated 71 million individuals were living with hepatitis C worldwide. On average, three percent of the world population are infected with the Hepatitis C virus (1). Developing countries have the highest rates of hepatitis C infection. The prevalence of the disease was reported at about one percent among the Iranian population (2). The majority of infected people are asymptomatic and can carry the virus for decades. Liver cirrhosis and hepatocellular carcinoma (HCC) are the most severe consequences of the chronic infection, which occurs in 20-40% of patients. Hepatitis C patients mostly develop liver failure and eventually die (3). 

There are unpleasant consequences for a patient diagnosed with a serious disease such as hepatitis C. This is especially the case when a particular disease is considered to be stigmatic. Health-related stigma is a personal experience that is characterized by feelings of deprivation, rejection, and blame (4).The concept of stigma has a long history in human culture. In ancient Greece, a group of slaves was separated from the others if they had a stigma. Today, individuals with a stigma may be different from ordinary people because they are less accepting and less likely to be accepted by others. Goffman has identified three types of stigma. Physical stigma such as physical illnesses and malformations, character stigma like mental illnesses or crimes, and tribal stigma such as racial or national stigma. Goffman believes that all types of stigma vary in different and specific social, cultural and historical contexts (5, 6).

Goffman described stigma as something that causes a person to lose his or her reputation and value in the community. He believes the community labels the infected individuals negatively and causes challenges for them in their relationships with others (6, 7). Bad labeling plays an important part in one's experience of living with chronic illnesses, especially when there are risks of disease transmission for vulnerable populations (8). People with HCV usually receive labels from others, regardless of their source of exposure, and are thus blamed. In many countries, HCV is viewed and symbolized as a dirty and immoral disease. As such, many patients have a negative belief about the disease as well (9).

Disease label is a major source of one's identity that is shared by others. The pressure on patients to change their behavior is a social concept of the label that others have used. Stigmatized patients are at risk of being identified at any moment if their virtual identity, which is the way they should be, corresponds with their true social identity, which is the way they are. This can create a lasting source of stress for them and may therefore encourage them to present their true identity. In this way, they reveal their stigma, resort to some form of self-imposed social isolation, and avoid any social contact that may embarrass or disturb them. Therefore, the management of stigmatic diseases is a major part of disease management that health professionals must consider in the treatments they provide (10). 

Anxiety and depression are among the symptoms of hepatitis C. The prevalence of depression and anxiety in people with hepatitis C is not clear. These symptoms are thought to be due to the disease itself or the nature of its stigmatization (11). The symptoms have devastating effects on the disease process and may include physical symptoms, functional impairment, reduced treatment acceptance, and lower quality of life (12). Cultural attitudes affect management of the disease among Iranian patients (13). This is because the disease is discovered accidentally most of the time, sometimes so late that complications have already occurred. Successful treatment of hepatitis C requires management of both anxiety and depression prior to and during treatment (14). Stigma due to HCV may contribute to decreased quality of life among contaminated individuals because it acts as a barrier to receiving health care services (15). 

The idea of ​​shameful communication and deviation from what is called the norm has a long history concerning infectious diseases. The negative effects of labeling on the health of people with chronic diseases such as HIV have been well documented in previous studies (16-18).  Hepatitis stigma in Iran has only been investigated in a few studies, and most of these studies have largely looked at the prevalence of the psychiatric symptoms of this disease, whereas they have not examined the relationship between the prevalence of various psychological impacts such as anxiety and stigma. Studies show that stigma can have devastating effects over the course of the disease, such as augmented physical symptoms, functional impairment, reduced compliance, and decreased acceptance of treatment. As a result, the quality of life may be affected as well. Given the above information, it is important to consider the role of stigma in predicting symptoms such as anxiety and depression, as well as its relationship to the quality of life among patients with hepatitis C. Given the high prevalence of psychiatric symptoms, especially mood disorders and anxiety among HCV patients (19), the aim of this study was to investigate the relationship between stigma and anxiety as well as its effects on quality of life.

METHOD
1.1 Research Design
The present study was a cross-sectional analytic study conducted in the behavioral counseling centers of three major cities of the Lorestan Province (including Khorramabad, Boroujerd and Noorabad) from May to August 2019. In addition to Khorramabad, which is the capital of the Lorestan Province, two other cities from the province (i.e. Boroujerd and Noorabad) were randomly selected and entered into the study.

In Iran, there are centers called Behavioral Disease Counseling Centers that advise people who engage in high-risk sexual behaviors or drug use. People with diseases such as AIDS, hepatitis B and C come to these centers for mental health counseling as well as other health care concerns such as treatment. Because the aim of this study was to conduct research on people with hepatitis C to see if there is any related stigma, the study was conducted at these centers, and sampling was randomly conducted among people with hepatitis C who came to these centers to receive health care services.

1.2 Participants
The inclusion criteria included being over the age of 18 years, having been diagnosed with Hepatitic C since at least one year ago, willingness to participate in the research, and being aware of the illness. The exclusion criteria included having mental disorders and co-infection with HIV. People with mental health problems may not be able to answer the questions correctly. In addition, those who have HIV at the same time with hepatitis C may have more perceived stigma and this may create information bias.


1.3 Data Collection
The questionnaires were filled up by two psychologists during a clinical interview with each patient diagnosed with hepatitis C. Both male and female counselors were involved in data collection. Questionnaires for female patients were completed by a female counselor, while those for male patients were filled out by a male counselor. The questionnaires were completed by counselors and psychologists through interviews, and the individuals were asked to answer the questions honestly. 


1.4 Sample Size and Sampling Method
The study population included patients diagnosed with Hepatitis C in the cities of Khorramabad, Boroujerd and Noorabad in 2019 who were selected from patients who were referred to behavioral disease counseling centers of their area. Selection was performed by stratified sampling in these three cities. Each city was considered as a stratum. Sampling was performed in each city based on the population of people diagnosed with hepatitis C. The percentage of people with hepatitis C in these three cities was as follows: 60% of the patients lived in Khorramabad, 30% were found in Boroujerd and the remaining 10% were located in Noorabad. Next, according to the population of patients in each category, the number of required participants (144 individuals) were selected by simple random sampling in each of the three strata. The determination of the number of samples was in line with the number of components used in this study (20).
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Instruments
Stigma Impact Scale (SIS)
The SIS scale has 24 items designed to determine the level of stigma perception. This scale has been translated into Persian through the standard two-step translation process. The framework for this scale is designated based on the modified theory of labeling (21), which states that many people have stigmatizing beliefs about some groups of people with certain characteristics. When people find out they have been labeled, their beliefs about stigma make sense for them and affect their self-concept. As a result, negative beliefs are associated with internal stigmatization, which leads to an adverse self-concept.
The SIS scale measures four factors including perceived stigma such as social rejection, financial insecurity, internalized shame, and social isolation. Social rejection is defined as being socially discriminated against, through such acts as showing less respect, omitting to perform some behaviors towards them considered nice or necessary, avoidance, and appearing uncomfortable around them. Social isolation is all about feelings of loneliness, useless, or inferiority to others. Financial insecurity might be the result of or affected by such discriminations in interpersonal relationships. The experience of job insecurity, social insecurity or hiding one's illness from others may cause an inner shame. Internalized shame defined as the acceptance and internalization of social rejection and financial insecurity can involve feelings of separation from others, self-blame, and secretiveness about the disease (22).
This questionnaire is graded on a four-point Likert scale. A score of 4 is given to the answer "Completely agree", while "Completely disagree" is scored 1. Cronbach's alpha for SIS subscales is in the range of 80% to 90% (22). The correlation between the subscales ranged from 28% to 66%. A high SIS score indicates a high level of perceived stigma.

FACE VALIDITY
The questionnaire was translated to Farsi. The Persian version was provided to participants to assess face validity. Both qualitative and quantitative methods were applied to assess face validity. In qualitative assessment, 20 patients with Hepatitis C were asked to assess each item for ambiguity and difficulty. In general, there were no problems in reading and understanding the items. The quantitative face validity was evaluated through impact scores. The impact score for each item was calculated by multiplying the importance of each item with its frequency. An impact score of greater than 1.5 was considered suitable (23).


CONTENT VALIDITY
An expert panel including 15 health care specialists, including biostatisticians, epidemiologists, psychologists, health education experts, and infectious disease specialists examined the content validity. This experts participating in the panel work in university in the capital of the province, where the research project was approved and received an ethics code.

The expert panel was asked to comment on the necessity and relevance of the items in order to calculate the Content Validity Ratio (CVR) and the Content Validity Index (CVI), respectively. The necessity of an item was assessed using a three-point rating scale: (i) not essential, (ii) useful, but not essential, (iii) essential. Following the experts’ assessments, the CVR for the total scale was computed. According to Lawshe, if more than half of the panelists indicate that an item is essential, then that item has the least content validity. Here, a CVR equal or greater than 0.59 was considered satisfactory (24). The CVI was estimated on a 4-point Likert scale by experts rating the items in terms of relevancy, simplicity, and clarity (25). Internal consistency (Cronbach's alpha) was used to assess the reliability of this questionnaire. Cronbach's alpha on a sample of 30 participants was 85% for these dimensions.

WHOQOL-BREF Short Quality of Life Assessment Scale: There are 26 questions and 4 subscales. The subscales include physical health, psychological health, social relationships, and living environments (26). The validity of this instrument was evaluated and reported using discriminant validity and structural validity. Nejat, et al. translated and standardized this instrument in 2006 (27). Internal consistency (Cronbach's alpha) was used to assess the reliability of this questionnaire on a 30-individual sample. Cronbach's alpha was 0.82 for physical health, 0.81 for mental health, 0.80 for environmental health, and 0.68 for social relationships.

Depression Inventory, Second Edition: This questionnaire consists of 21 standardized questions. Each item has 4 choices where a score of 0 to 3 indicates a normal state to a severe state of depression, respectively. A score of 0-9 is considered normal, whereas a score of 10-16 indicates mild depression. Likewise, a score of 17-29 points to moderate depression and a score of 30-63 shows severe depression. Scores can vary from 0 to 63. This questionnaire correlates with the Hamilton rating scale of 0.71 and its one-week reassessment reliability is as high as 0.91 (28). The psychometric properties of this questionnaire in Iran were reported as follows: the split-half correlation coefficient was 0.89, the test-retest coefficient with an interval of one week was 0.94 (29). Internal consistency (Cronbach's alpha) was used to assess the reliability of this questionnaire. Cronbach's alpha was 0.91 on a 30-participant sample.

Beck Anxiety Inventory (BAI): This is a 21-item self-report questionnaire designed to measure the severity of anxiety (30). This test assesses the severity of anxiety during the previous week, ranging from "not at all" to "severe". The score for each question is between 3 and 0, and the scores range from 0 to 63, with a higher score indicating greater anxiety. Each reflection phrase is one of the symptoms of anxiety, which is usually experienced by people who are clinically anxious or in anxiety-provoking situations. If the score is in the range of 0 to 7, the person under study has no anxiety. Low anxiety is indicated by scores from 8-15. A score of 16-25 indicates moderate anxiety. Scores between 25 and 63 suggest the presence of sever anxiety.

The internal consistency of the scale was 0.92 and the level of reliability was 0.92. One-week retrospectives reported it as 0.75 with correlations between 0.30 and 0.76. Previous studies in Iran have been found (31, 32). The one-week test-retest reliability coefficient was 0.75. Its Cronbach's alpha coefficient was reported to be 0.92 on a 30-person sample.

ETHICAL CONSIDERATIONS
This study was conducted after obtaining ethical approval from the Ethics Committee of the Lorestan University of Medical Sciences, Lorestan, Iran (approval code: IR. LUMS.REC.1395.1130). The duties and obligations of the project implementer and their expectations from the participants were explained to participants. Ethical standards such as free participation in research, confidentiality of information, and psychological and physical security of patients during the interview were considered.

STATISTICAL ANALYSIS
Depending on the scale of variables, qualitative or quantitative characteristics, including measures of central tendency, dispersion and frequencies were calculated. Linear regression was used to estimate the effect of perceived stigma on quality of life, anxiety, and depression. Because only a few variables (including quality of life, anxiety, and depression) were considered, linear regression was used. In investigating each of the three variables, univariate models were used to estimate only the perceived stigma effect, as well as multivariate models to adjust for the confounding effects of marital status, occupation, education, and age. The coefficient of change in quality of life was estimated when anxiety and depression were present by both the univariate model and the multivariate model with adjustment for confounders. Data were analyzed by SPSS version 20 (IBM) at the significance level of 0.05.
RESULTS
Baseline characteristics of HCV patients:
Our study included 144 patients diagnosed with Hepatitis C. Among these patients, 46.5 percent were between 36-50 years old, with a mean age of 41.090 ± 10.051 years. The overall age range of the study population was from 21 to 65 years. More than half of the patients were female (64.58%). 70.83% of the female patients were married and lived with their spouses. They mostly lacked formal education. About one fifth (20.14 percent) of them had a high school diploma and over half of them did not have a job (55.56%) (Table 1).

Magnitude of stigma, anxiety, depression and quality of life among HCV patients:
The mean perceived stigma score was 66.805±1.291. The social rejection dimension achieved the highest score with a mean of 23.409±0.551. The mean score of dimensions such as job insecurity, internal shame and social isolation came up to 8.388 ± 0.2038, 14.798±0.275 and 20.208±0.437, respectively. Anxiety, depression and quality of life had means of 21.923±1.034, 22.666± 1.041, and 72.187 ± 1.309, correspondingly. In terms of frequency distribution, anxiety was most frequently observed among individuals with severe perceived stigma (40.28%). With regards to frequency distribution, depression got the highest value among patients with moderate perceived stigma (33.33%) (Table 1).

Factors associated with stigma among HCV patients
The findings showed that there was not a significant difference between perceived stigma in the three age groups (p=0.792), the three occupational groups (p=0.15), in the four educational groups (p=0.69) and the three marital status groups (p = 0.051). However, there was a significant difference between men and women in terms of perceived stigma. Perceived stigma was higher in men (p=0.01). 

The results of univariate linear regression showed that as the stigma score increases, the quality of life decreases (-0.069) (p = 0.001). Multivariate linear regression results also showed that as the stigma score increases, the quality of life decreases (-0.42) (p = 0.001) (Table 2).

The results of univariate linear regression showed that there was a significant relationship between perceived stigma and depression (p=0.001). Moreover, multivariate linear regression results showed that there is a significant relationship between perceived stigma and depression in these patients after controlling for age and sex (p<0.001) (Table 3).

The results of univariate linear regression showed that there is a significant relationship between perceived stigma and anxiety (p=0.001) (Table 4).


Table 1: Basic Characteristics 
	Characteristics
	
	n
	%

	Sex

	Male
	93
	64.58

	
	Female

	51
	35.42

	Education
	Elementary School

	30
	20.83  

	
	Completed 8 years of Schooling

	80
	55.56

	
	High School Diploma
	29
	20.14

	
	Master Degree
	5
	3.47

	Marital Status
	Single
	32
	22.22

	
	Married
	102
	70.83

	
	Divorced
	10
	6.94

	Job
	Employed
	18
	12.50

	
	Unemployed
	83
	57.64

	
	Free Business
	43
	29.86

	Anxiety
	No
	21
	14.58

	
	Mild
	24
	16.67

	
	Moderate

	41
	28.47

	
	Severe
	58
	40.28

	Depression
	No
	36
	25.00   

	
	Mild
	17
	11.81

	
	Moderate

	48
	33.33

	
	Severe
	43
	29.86

	Age Group
	21--35
	48
	33.3

	
	36--50
	67
	46.5

	
	51--65
	29
	20.1

	Characteristics
	
	Mean
	SD

	Age
	41.090
	10.051

	Stigma



	Social Rejection
	23.409
	0. 551

	
	Financial Insecurity
	8.388
	0. 204

	
	Internalized Shame
	14.798
	0.275

	
	Social Isolation
	20.208
	0.437

	
	Total
	66.805
	1.291

	Anxiety
	21.923
	1.034

	Depression
	22.666
	1.041

	Quality Of Life
	72.187
	1.309





	Table 2. Estimating the effect of stigma on quality of life using linear regression

	
	
	Coefficient (95% CI)
	P value

	Univariable model

	Stigma total
	-0.69 (-0.81, -0.56)
	<0.001

	
	
	
	

	Multivariable-adjusted model

	Stigma total
	-0.42 (-.57, -0.27)
	<0.001

	
	Anxiety
	-4.19 (-6.15, -2.23)
	<0.001

	
	Depression
	-2.32 (-4.33, -0.32)
	0.02

	
	Age
	-0.19 (-.38, 0.00)
	0.04

	Significant confounders included in the multivariable-adjusted model 



	Table 3. Estimating the effect of stigma on depression using linear regression

	
	
	Coefficient (95% CI)
	P value

	Univariable model

	Stigma total
	0.53 (0.43, 0.63)
	<0.001

	
	
	
	

	Multivariable-adjusted model
	Stigma total
	0.50 (0.40, 0.60)
	<0.001

	
	Age
	-0.17 (-0.33, -0.01)
	0.03

	
	Sex
	-4.17 (-7.49, -0.85)
	0.01

	Significant confounders included in the multivariable-adjusted model


	Table 4. Estimating the effect of stigma on anxiety using linear regression

	
	
	Coefficient (95% CI)
	P value

	Univariable model

	Stigma total
	0.41 (0.29, 0.52)
	<0.001

	
	
	
	

	None of the confounders was significant





DISCUSSION
According to the results of this study, hepatitis C has been associated with stigma. The mean perceived stigma was 66.805±1.291, with social rejection having the highest score. A higher score for the perceived stigma indicates that the person had worse experiences measured in the present study. The perceived stigma score in patients with mental disorders in Iran was 51.2±55. This study showed that the perceived stigma correlated with hope, self-esteem, self-efficacy, and adherence to treatment. In fact, perceived stigma reduced these variables among the individuals (33). According to a qualitative study of HIV-infected patients in Iran, patients experienced three types of stigma, including isolation, shame, and feelings of unhappiness (34). Likewise, a qualitative study on HIV-infected patients in Tehran, Iran showed that patients have four types of stigma including refusal of care, sub-optimal care, excessive precautions and physical distancing, as well as feelings of humiliation and self-blame (35). Since these findings are similar to the present study, cultural factors seem to influence the findings. Another previous study in Tehran, Iran mentioned that high stigma levels might reflect the religious, cultural and social views and conditions dealing with HIV patients(36). The Iranian Health Ministry has declared that prejudice, and the general negative attitudes of the public to individuals infected with HIV leads to stigma and feelings of discrimination increase high-risk behaviors among these individuals. Additionally, depression and anxiety, which are among the consequences of stigma, affect the quality of life of the affected individuals considerably. This, in turn, can negatively influence the functioning of the immune system and intensify chronic pains. It can also interfere with compliance with anti-retroviral therapy. In some cases, the resultant depression accompanies high-risk behaviors, such as alcohol and substance abuse, resulting in increased transmission of the disease(37).

The study shows there is no statistically significant relationship between perceived stigma due to hepatitis C and age, occupation, education or marital status. Likewise, studies in Egypt and the United States showed that there is no significant relationship between stigma caused by hepatitis C and demographic variables such as education, age and marital status (38, 39). 

The result of the study indicates perceived stigma is higher in men than in women. Gender-related perceived stigma has also been confirmed in previous studies. In previous studies conducted in the U.S. and Australia, women experienced significantly more stigma than men in the community (39, 40). This might be because social activities and presence in Iranian women are lower than men; therefore, females are less susceptible to disease discrimination than males. In contrast, such a relationship has not been observed among those with perceived hepatitis C stigma in studies conducted in Egypt and Pakistan (38, 41). The above difference can be due to the cultural variations in societies.

In the present study, social rejection and social isolation as the dimensions of perceived stigma scored the highest, which indicates the worst.  In line with previous studies, hepatitis C-related perceived stigma can result in high levels of anxiety and fear about the transmission of the disease, and this can be a major cause for increased social isolation and reduced closeness and intimacy in relationships(38, 42).

Similar to AIDS, hepatitis C carries the risk of stigma and both are transmitted through blood (43, 44). Although hepatitis C is not easily transmitted, people normally avoid infected individuals. Fear and ignorance of people in the community may entail costs, including job loss, and negative impacts on social relationships, quality of life, and the development of mental illnesses such as anxiety and depression (45). 

According to previous studies, HIV-positive patients experience stigma as social rejection, avoidance, shame, and the fear of disclosure of the disease. However, hiding such diseases can lead to reduced social support, mental disorders, inability to work, financial problems and inadequate medical treatment. High stigma is associated with con-compliance with antiviral treatment, increased psychological distress, including depression, anxiety, and hopelessness, and problems in receiving proper medical treatment(46, 47).

Based on the previous studies, the dimensions of perceived stigma include social rejection, job insecurity, internalized shame, and social isolation, which are predictors of low self-worth, which increases anxiety and depression which in turn reduce adaptation to the disease (48-50). The results of this study demonstrate a relatively high proportion of individuals with severe stigma feel anxious while patients with moderate stigma mainly experience depression. Consistent with previous studies, there is a significant relationship between stigma and psychological disorders such as anxiety and depression in the present study (51). The results of previous studies show that people with chronic diseases such as AIDS and lung cancer experience a relatively high level of stigma which is significantly associated with psychological variables such as anxiety and depression (51-54). In the present study, even when controlling for the effects of demographic variables, anxiety and depression had a positive and significant relationship with perceived stigma. Depression will lead to a negative attitude towards the world and future, and eventually this will cause negative cognitive schemas in these people. The attitudes of people in society make them evaluate themselves as positive or negative (55). The more infected people think about hepatitis C, the more likely they will endanger their social and individual status, and this will lead them to isolation and thus feelings of loneliness and anxiety (43). According to Beck's cognitive theory, hepatitis C patients make negative interpretations of life events because they use negative speculative beliefs as interpretive filtering to understand these events (55). In fact, the negative view of the community about patients with hepatitis C causes cognitive errors in specific situations among them. On the other hand, the more these people are accepted by society and family and away from the disgraceful and destructive thoughts about the disease, the more positive their views and attitude toward life will be and this will lead to the acceptance of the disease by them. As result, they perform self-care behaviors, show high resilience, and are hopeful for the future and thus are happier and less depressed (56).

The present study showed a direct relationship between the two variables of perceived stigma and quality of life. The effects of disease on quality of life are mainly explained by the perceived stigma mechanism. An increase in the perceived severity of the disease is associated with a decrease in the functional dimensions of quality of life, including physical health, psychological well-being, social relationships and living environments, which in turn results in increased perceived stigma. This is because when perceived severity of illness increases, it will be difficult to cover it up and individual differences become more apparent to others. Likewise, as the disease is believed more severe, people will be less able to participate in social activities of normal life which make them more isolated and people may feel excluded from society (57-59). Diagnosis of hepatitis C was reported to have profound impacts on social functioning. A person with hepatitis is usually distinguished and subsequently considered as abnormal and deviant (15). In addition, the infection itself may cause exaggerated fears of contamination in the community, so that people will start avoiding infected individuals who have already been identified. As such, the resulting stigma may work as a major cause of social isolation and reduced intimacy among infected populations (48).

There are a number of strong points in the present study. This is the first time that perceived stigma associated with hepatitis C disease has been investigated in Iran. In addition, the present study was able to examine the impacts of several psychological factors on the perceived stigma caused by the disease. Nonetheless, there are limitations as well. Due to the limited number of studies on this topic in Iran, we had to compare our findings with studies conducted elsewhere. Furthermore, no data was obtained on the source of infection or treatment given to the patients. Therefore, it is suggested that the source of infection be considered in examining the perceived stigma of blood-borne diseases, which have no cure.

CONCLUSION
Perceived stigma due to behavioral diseases such as hepatitis C is relatively high in Iran. This might be due to the impact of cultural factors. In addition, contrary to previous studies, the present study showed that perceived stigma among women was lower than that of men. Perhaps this is caused by the relatively low social presence of the Iranian women, thus, they are less likely to be discriminated against because of hepatitis C infection. Perceived hepatitis C-related stigma is associated with anxiety, depression, and poor quality of life.


List of Abbreviations 
HCC: Hepatocellular carcinoma
CVR: Content Validity Ratio
CVI: Content Validity Index
BDI-II: Beck Depression Inventory, Second Edition
BDI: Beck Depression Inventory
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