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ABSTRACT

Objective: The objective of the study was to assess the HIV/acquired immune deficiency syndrome stigma among the general public. 

Methods: Quantitative approach and descriptive research design were adopted for this study. The study was conducted in Vallanchery a selected 
rural village of Kattankulathur. The sample size for this study was 300. Three-point rating scale was used to assess the HIV/stigma and discrimination. 

Result: This study findings revealed that among 300 samples none of them reported severe stigma, 50 (16.7%) participants reported moderate 
stigma, and 250 (83.3%) participants reported low stigma. 

Conclusion: Stigma blocks access to HIV testing and treatment services, making onward transmission more likely. The removal of barriers to these 
services is key to end the global HIV epidemic. 
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INTRODUCTION

Human immunodeficiency virus (HIV) infection and acquired immune 
deficiency syndrome (AIDS) in India remain a major public health crisis. 
India is the most populous nation and is home to more people living 
with HIV than any other country in the world, except South Africa [1]. 
The prevalence rate has increased progressively since the first 
reported case of HIV in India. According to the National AIDS Control 
Organization of India, the prevalence of AIDS in India in 2013 was 0.27, 
which is down from 0.41 in 2002 [2]. While the National AIDS Control 
Organization estimated that 2.39 million people lived with HIV/AIDS in 
India in 2008-2009 [3], a more recent investigation by the Million Death 
Study Collaborators in the British Medical Journal (2010) estimates the 
population to be between 1.4 and 1.6 million people [4].

The last decade has seen a 50% decline in the number of new HIV 
infections [5]. According to the more recent National AIDS Control 
Organization data, India has demonstrated an overall reduction of 
57% in estimated annual new HIV infections (among adult population) 
from 0.274 million in 2000 to 0.116 million in 2011, and the estimated 
number of people living with HIV was 2.08 million in 2011 [6].

In 2005, the international community embraced the goal of universal 
access to HIV prevention, treatment, care and support by 2010 [7,8]. 
To achieve this goal, national HIV/AIDS programs need to strengthen 
their health systems and block all barriers to treatment and prevention 
programs. India has taken various strategies to limit the spread of this 
disease. Due to global initiatives like the US Presidential Emergency 
Plan for Aids Relief program, there has been a substantial increase 
in the number of people living with HIV/AIDS (PLWHAs) who are on 
antiretroviral therapy (ART), as a result of having taken an HIV test [9]. In 
addition, there are many more antenatal women with HIV positivity who 
have received ART to prevent mother to child transmission of HIV [10]. 
The challenges many of these global and national programs face in a 
multi-diverse socio-cultural society like India are the problems of stigma 
on HIV. The issues of stigma described by Jonathan Man as the third phase 

of the HIV pandemic poses a serious threat to prevention and treatment. 
Therefore, for India to achieve her national policy on HIV/AIDS, aimed at 
controlling the spread of the infection and its impact, the issue of stigma 
needs to be addressed. Significant research and knowledge on HIV-
related stigma in many ethnic and cultural settings that constitute India 
are an important tool in understanding this “hidden factors” that are 
impediments to effective prevention and treatment. Incorporating these 
findings into national prevention strategies will go a long way in reducing 
the transmission of the virus in the population [11].

Stigma is often associated with discrimination and human right and 
has been defined in various ways Erving Goffman defined stigma as 
an undesirable or discrediting attribute that an individual possesses, 
thus reducing that individual’s status in the eyes of society [12]. Stigma 
can stem from a particular characteristic, such as a physical deformity, 
or from negative attitudes toward a group, such as homosexuals or 
prostitutes. Under Goffman’s definition, society labels an individual or 
group as different or deviant. Jones et al. defines stigma as an attribute 
that links a person to undesirable characteristics [13]. Crocker et al. 
indicated that stigmatized individuals are believed to possess some 
attributes or characteristics that convey a social identity that is 
devalued in a particular social context [14]. Others have defined stigma 
as societal processes that are linked to societal power structures. 
Stigmatization can lead to prejudicial thoughts, behaviors, and actions 
on the part of governments, communities, employers, health care 
providers, coworkers, friends, and families [15,16].

Stigma has been classified by several authors. Some divide stigma 
into felt, or perceived stigma and enacted stigma [17]. AIDS stigma by 
association with someone who is HIV positive is classified as secondary 
stigma or “courtesy stigma” which can affect family and friends of 
PLWHAs, as well as health-care workers [18].

Stigma and discrimination are major obstacles to effective HIV/AIDS 
prevention and care, globally. S&D in the context of HIV/AID is unique 
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when compared to other infectious and communicable diseases. It 
tends to create a “hidden epidemic” of the disease based on socially-
shared ignorance, fear, misinformation, and denial [19,20]. This is 
particularly more intense in sub-Saharan Africa, including Nigeria, 
where a combination of weak health systems is entangled with poor 
legal and ethical framework [21]. Significant and relevant research 
studies are needed to thoroughly understand the consequences of S&D 
at the three levels and its effect on HIV prevention, treatment and care 
as it is directly related in the different socio-cultural settings in India.

RESEARCH METHODOLOGY

Quantitative approach and descriptive research design were adopted for 
this study. The variables studied were study variables and demographic 
variables. The study variable was HIV/AIDS stigma and discrimination 
whereas the demographic variables includes age, gender, education, 
marital status, and religion. The study was conducted in Vallanchery 
a selected rural village of Kattankulathur. The accessible population 
includes the general public those who are above 18 years. Sample 
consisted of general public residing in Vallanchery village who full filled 
the inclusion criteria. The sample size for this study was 300.

Nonprobability convenient sampling technique was adopted to select 
the samples for the study. Inclusion criteria which include: (i) General 
public those who are residing in Vallanchery village, general public 
those who belong to the age group 18 and above, general public who 
are willing to participate in this study. Public who can understand Tamil 
or English, General public includes both genders. The exclusion criteria 
include public those who are not cooperative. The tool used for data 
collection comprises two sections

Section A - Structured questionnaire to elicit demographic data of 
general public which comprises of 5 questions.

Section B - 3 point rating scale to assess the HIV/stigma and 
discrimination contains 22 items which measure shame/blame/social 
isolation, perceived discrimination and equity.

The content of the tools was established on the basis of the opinion 
of one medical expert and three nursing experts. Suggestions were 
incorporated in the tool. The reliability of the tool was established 
by test-retest method. The r value obtained was 0.8 which indicates 
the positive correlation. The proposed study was approved by the 
dissertation committee of SRM College of Nursing, SRM University, 
Kattankulathur, Kancheepuram District permission was obtained from 
the Dean, SRM College of Nursing. An informed consent was obtained 
from each participant for the study before starting data collection. The 
assurance was given to the subjects that anonymity of each individual 
would be maintained are free to withdraw from the study at any time.

After obtaining formal approval from administration of SRM College of 
Nursing, the investigator explained the objectives and methods of data 
collection. Data collection was done within the given period of 6-week 
in selected village. The data collection was done during the day time. 
Self-introduction about the investigators and details about the study 
was explained to the samples and their consent was obtained. HIV/AIDS 
stigma and discrimination among general public were assessed using 
the 3 point rating scale. The confidentiality about the data and finding 
were assured to the participants, the participants took 15-20 minutes 
to complete the tool and their cooperation was imperative. Descriptive 
statistics such as frequency and percentage distribution was used to 
analyze the data collected. Inferential statistics - Chi-square was used 
to find out the association.

RESULTS

Table 2 shows that among 300 samples none of them reported severe 
stigma, 50 (16.7%) participants reported moderate stigma and 
250 (83.3%) participants reported low stigma.

Table 3 shows that there is significant association of HIV/AIDS stigma 
among general public with the demographic variable of age, sex, 
and educational status. There is no association with respect to other 
demographic variables.

DISCUSSION

Community-level stigma and discrimination toward people living with 
HIV are found worldwide, with people forced to leave their home, 
change their daily activities such as shopping, socializing or schooling, 
face rejection, and verbal and physical abuse [22].

To address this issue, health-care workers need to be made aware of 
the negative effect that stigma can have on the quality of care patients 
receive. They should have accurate information about the risk of HIV 
infection and should be encouraged not to associate HIV with immoral 
behavior.

This study findings revealed that among 300 samples none of them 
reported severe stigma, 50 (16.7%) participants reported moderate 
stigma and 250 (83.3%) participants reported low stigma.

A similar study was conducted on stigma, social risk, and health 
policy: Public attitudes toward HIV surveillance policies and the social 
construction of illness. Data from a 1999 national telephone survey 
with a probability sample of English-speaking US adults (N=1335) were 
used to assess how support for HIV surveillance policies is related to 
AIDS stigma and negative attitudes toward groups disproportionately 

Table 2: Assessment of HIV/AIDS stigma and discrimination 
among the general public (N=300)

Level of stigma Frequency (%)

Low stigma 250 (83.3)
Moderate stigma 50 (16.7)
Severe stigma 0 (0)
HIV: Human immunodeficiency virus, AIDS: Acquired immune deficiency 
syndrome

Table 1: Frequency and percentage distribution of demographic 
variables related to the general public in the selected 

community (N=300)

Demographic variables Distribution

N (%)

Age
18-30 158 (52.7)
31-40 51 (17)
41-50 57 (19)
>50 34 (11.7)

Gender
Male 219 (73)
Female 81 (27)

Marital status
Married 269 (77.9)
Divorce 31 (22.1)

Religion
Hindus 242 (80.7)
Muslims 34 (11.3)
Christians 24 (8)

Education
Graduates 20 (6.7)
Intermediate 22 (7.3)
HS 38 (12.7)
Middle school 63 (21)
Primary 76 (25.3)
Illiterate 81 (27)

AQ1



Asian J Pharm Clin Res, Vol 9, Issue 6, 2016, 132-135
 Hemamalini et al. 

134

affected by the epidemic. Anonymous reporting of HIV results to the 
government was supported by a margin of approximately 2-to-l, but 
name-based reporting was opposed 3-to-l. Compared with other 
respondents, supporters of name-based surveillance expressed 
significantly more negative feelings toward people with AIDS, gay 
men, lesbians, and injecting drug users. More than one-third of all 
respondents reported that concerns about AIDS stigma would affect 
their own decision to be tested for HIV in the future [23].

Another study reported that stigma as a Fundamental Cause of 
Population Health Inequalities that bodies of research pertaining to 
specific stigmatized statuses have typically developed in separate 
domains and have focused on single outcomes at the first level of analysis, 
thereby obscuring the full significance of stigma as a fundamental 
driver of population health. Authors provide illustrative evidence on 
the health consequences of stigma and present a conceptual framework 
describing the psychological and structural pathways through which 
stigma influences health. Because of its pervasiveness, its disruption of 
multiple life domains (e.g., resources, social relationships, and coping 
behaviors) and its corrosive impact on the health of populations, stigma 
should be considered alongside the other major organizing concepts for 
research on social determinants of population health [24].

A similar study was conducted on stigmatization of Newly Emerging 
Infectious Diseases: AIDS and SARS. They conducted a random-digit-
dialed survey of 928 residents of the New York City. Questions added 
for this study concerned respondents’ knowledge of, worry about, 
and support of stigmatizing actions to control AIDS and SARS. Results 
revealed that respondent with greater personal resources (income, 
education, and social support) and better mental health status had 
more knowledge, were less worried, and were less likely to stigmatize. 
Personal resources and mental health factors are likely to influence 
the public’s ability to learn about, rationally appraise the threat of, and 
minimize stigmatization of emerging infectious diseases such as AIDS 
and SARS [25].

CONCLUSION

Among 300 samples none of them reported severe stigma, 50 (16.7%) 
participants reported moderate stigma and 250 (83.3%) participants 
reported low stigma. Hence, the use of specific HIV, AIDS, and sexual 
reproduction education programs that emphasize the rights of people 
living with HIV is a well-documented way of eradicating stigma. As 
well as being made aware of their rights, people living with HIV can be 
empowered to take action if these rights are violated. Ultimately, adopting 
a human rights approach to HIV and AIDS is in the public’s interest. Stigma 
blocks access to HIV testing and treatment services, making onward 
transmission more likely. The removal of barriers to these services is 
key to ending the global HIV epidemic. Thus, interventions based on 
community organizing and building among PLHA as well as potentially 
sympathetic social and community entities, that aim to “unleash the 
power of resistance on the part of the stigmatized,” are important avenues 
for the root causes of HIV/AIDS stigma and discrimination.
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