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Abstract. Reducing the stigma towards people living with HIVV/AIDS (PLWHA) among women in Sukoharjo Regency
is very important. High stigma causes PLWHA to face discrimination, social isolation, and limited access to health services
due to lack of education and prevention. This research aims to describe the stigma towards PLWHA among women in
Sukoharjo Regency. This research is an analytical survey research approach cross-sectional. The research population was
women aged over 15 years. The sample taken was 285 women with a questionnaire distributed via google form. Data
analysis using tests chi square. The results show that the characteristics of respondents were mostly aged 40-49 years
(37.5%), highly educated (78.6%), and private employees (33%). Stigma towards PLWHA is still in the low category,
namely 42.8%. Age and education are not related to HIVV/AIDS stigma while employment is related to HIV/AIDS stigma.
There needs to be an intervention program for women according to age, education and employment to reduce stigma
towards PLWHA.
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1. INTRODUCTION

HIV/AIDS stigma is an important thing to address because it has a broad and deep impact on individuals and
society [1]. HIV/AIDS stigma is caused by many factors such as education, knowledge, age, economic level, length
of residence, and religion [2],[3],[4],[5],[6]. The negative impacts of stigma include physical, psychological, and
social aspects such as discrimination, social isolation, and limited access to health services due to lack of education
and prevention [7],[8]. Individuals who experience stigma may face decreased mental health, such as depression and
anxiety, as well as a decrease in overall quality of life. Additionally, stigma can hinder access to health services, which
are important for the treatment and prevention of HIV/AIDS. The social impact of stigma is also significant, including
social isolation and discrimination in the workplace and community [9],[10],[1].

Research on HIV/AIDS stigma is very important because this stigma can hinder efforts to prevent and control
HIV/AIDS. Stigma often leads to discrimination and social isolation of people living with HIV/AIDS (PLHIV), which
in turn can reduce their access to necessary health services. Additionally, stigma can prevent individuals from testing
for HIV and disclosing their status, which is important for preventing further transmission. Therefore, in-depth
research on HIV/AIDS stigma is needed to develop effective strategies in reducing stigma and improving the quality
of life of PLHIV [10].

The stigma placed on PLHIV by women can have a significant impact. This stigma often appears in the form of
discrimination, social rejection and exclusion, which can worsen the psychological and emotional conditions of
PLHIV. Women who have negative views of PLHIV may feel afraid or reluctant to interact with them, which can lead
to social isolation for PLHIV. The impact of this stigma not only affects the mental health of PLHIV, but can also
hinder their access to important health services for treatment and support. Additionally, stigma can reinforce negative
stereotypes and exacerbate gender inequalities, especially in already vulnerable communities [11].
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Global data shows that HIV/AIDS stigma is still a big problem in many countries [12]. In Indonesia, the prevalence
of HIV/AIDS continues to increase, with stigma still high in various regions [13]. In Central Java Province, including
Sukoharjo Regency, the latest data shows an increase in HIVV/AIDS cases and high levels of stigma towards PLWHA
[14]. In 2024, Sukoharjo Regency will record an increase in the number of HIV/AIDS cases, especially among women
of productive age [15]. The aim of this research is to provide an overview of women's stigma regarding HIVV/AIDS in
Sukoharjo Regency. It is hoped that the results of this research will provide a basis for developing policies and
programs that are more effective in reducing stigma and supporting PLWHA.

2. METHOD

This research is a survey that uses a cross-sectional research design. The population studied included all women
in Sukoharjo Regency. The sample criteria are women who live in Sukoharjo Regency and are aged 15 years and over.
The survey was conducted in December 2023 using a Google form distributed via WhatsApp group. The sample
obtained was 285 women spread across 12 sub-districts in Sukoharjo Regency.

This research uses a questionnaire as a measuring tool to assess the characteristics of respondents and women's
stigma towards HIV/AIDS. The characteristics measured include age, education and employment, while stigma
towards HIVV/AIDS is measured through 10 questions. Age categories were divided into <20 years, 20-29 years, 30-
39 years, 40-49 years, and >50 years. Employment is classified into government sector, private sector, and non-
employment. Education is categorized into basic education (SD), secondary education (SMP and SMA) and higher
education (D3, D4, S1, S2 and S3). Stigma consists of 10 questions with a correct score of 1 and an incorrect score of
0. Stigma is categorized into 2, namely good if the stigma score is > 5 which means the respondent does not give
stigma to PLWHA and poor if the score is < 5 which means the respondent still has a negative stigma towards
PLWHA. . Data were analyzed descriptively and analytically with tests chi square.

3. RESULTS AND DISCUSSION

3.1 Respondent Characteristics

The majority of respondents had tertiary education (78.6%), indicating that the study population was dominated
by individuals who had access to advanced education. Only a small proportion of respondents had primary education
(7%), while respondents with secondary education amounted to 20.7%. Age can influence a person's perspective on
HIV/AIDS. Older generations may have more conservative views and stronger stigma towards PLWHA,, as they grew
up in a context where HIV/AIDS was often associated with risky behavior and morality. In contrast, younger
generations, who are more exposed to information and education about HIVV/AIDS, may be more open and accepting
[16].[17].[1].

Most of the respondents were aged 40-49 years (82.1%), which means that the middle age group dominates the
population of this study. Respondents aged 30-39 years and 50 years and above accounted for 44.6% and 23.5% of
the total respondents, respectively. The age group under 20 years (4.2%) is the smallest. A higher level of education
often correlates with a better understanding of HIVV/AIDS. Individuals with higher education tend to have better access
to health information and are better able to understand scientific facts about HIV/AIDS, which can reduce stigma and
shame. In contrast, individuals with lower education may be more influenced by negative myths and stereotypes, so
are more likely to feel embarrassed if a family member is affected by HIVV/AIDS [16],[17],[3]. Individuals with higher
education tend to have a better understanding of HIVV/AIDS, including modes of transmission and prevention. They
may be better able to reject the myths and misconceptions that contribute to stigma. Conversely, lack of education can
lead to lack of understanding and acceptance of stigma, which can exacerbate discrimination against infected
individuals [1].

Based on occupation, respondents were divided into three large groups: 23.9% were civil servants or worked in
government institutions, 41.8% worked in the private sector, and 34.4% were unemployed. Individuals working in
more open and inclusive sectors may experience less stigma than those working in more conservative environments
or where there is a risk of job loss due to HIV status. Additionally, individuals working in the health sector may better
understand HIVV/AIDS-related issues and be better able to provide support, while those in other sectors may be affected
by greater stigma [1],[17],[11].

Women's stigma about HIVV/AIDS shows that the majority have good stigma at 57.2%, but there are still 42.8% of
women who have less stigma about HIV/AIDS. Stigma is defined as a negative label given to certain individuals or
groups, resulting in discrimination and unfair treatment towards them. This stigma is often related to health conditions,
such as HIV/AIDS, and can cause PLWHA (People with HIV/AIDS) to experience various forms of rejection and



exclusion from society. Stigma can be social, where individuals are perceived as “spreading disease” or “behaving
immorally,” and can include internal stigma, where individuals internalize these negative views, leading to feelings
of shame, low self-esteem, and an inability to reveal their health status. These forms of stigma can have a significant
impact on the quality of life of PLWHA, affecting their mental health, access to care, and their ability to participate
in society [18]. HIVV/AIDS-related stigma is a complex problem that requires a multifaceted approach to address,
including education, advocacy, and policy changes to create a more inclusive and supportive environment for
individuals living with HIV/AIDS [1].

Table 1. Characteristics of Respondents According to HIV/AIDS Stigma

Number of Stigma HIV/AIDS Baik
. Respondents
Stigma HIV/AIDS p value
f f
Age
<20 th 4,25 41,7%
20-29th 24.2% 54,4%
0,279
30-39th 44.,6% 69%
40 -49th 82,1% 56,1%
>50 th 235T 52,9%
Education
basic education % 50%
0,228
Secondary Education 20,7% 47,5%
higher education 78,6% 59,8%
Work
Government 23,9% 28,8%
|
employees 0,046
Private Officer 41,8% 50,4%
No Defender 34,4% 57,1%
Stigma HIV/AIDS
Good 57,2% - -
Not enough 42,85

Based on statistical tests it is known that age (p value 0.279) and education (0.228) were not related to HIV/AIDS
stigma, while employment was significantly related to HIVV/AIDS stigma (p value 0.046). This is in line with research
which shows that stigma towards HIV/AIDS can occur in various age groups without significant differences. HIV -
related stigma can affect individuals of various age groups equally. Therefore, interventions to reduce stigma must
cover all age groups without discrimination [19]. Education also does not show a significant relationship with
HIV/AIDS stigma, so this shows that the level of education is not always a determining factor in attitudes towards
people with HIV/AIDS. Although education can increase knowledge about HIV/AIDS, this does not always reduce
the existing stigma [20]. In contrast, employment showed a significant relationship with HIV/AIDS stigma (p value
0.046). This suggests that a person's type of work or employment status can influence their attitudes towards people
with HIV/AIDS. Recent research shows that workplace stigma remains a major problem. A study found that HIV-



related stigma in the workplace can influence engagement and adherence to HIV care. Therefore, it is important to
develop workplace policies and programs that support and do not discriminate against employees with HIV/AIDS[21].

3.2 Gambaran Stigma HIV/AIDS

Stigma towards HIV/AIDS varies by age group. Research shows that the age group <20 years old has a lower level
of stigma, with a percentage of under 50% of respondents feeling embarrassed if a member of their family is affected
by HIV/AIDS. The 20-29-year age group also shows a level of stigma below 50%, although slightly higher than the
<20-year age group. Interestingly, levels of stigma decreased in the 30—39-year age group, which may reflect increased
understanding and awareness of HIV/AIDS with age. However, levels of stigma again increased in the age groups 40-
49 years and >50 years, which may be due to traditional views and a lack of accurate information about HIV/AIDS
among older adults. Older people tend to be more embarrassed or worried if others know their or their family members'
HIV status. This is caused by several factors, including the more conservative views of society in the older generation
and their limited knowledge about HIV. Most older people also tend to worry more about social rejection, which can
make them feel isolated and embarrassed if their HIV status is revealed. They may feel more vulnerable to societal
stereotypes and prejudices that assume the disease is only associated with certain risk behaviors [22].

The level of education does not appear to have a significant influence on the level of stigma towards HIV/AIDS.
Respondents with secondary education showed lower shame (39%) compared to respondents with higher education
(46.9%). This shows that although formal education can increase knowledge about HIV/AIDS, it does not always
reduce the shame if a family member has HIV. Other factors such as cultural and social values may play a greater role
in shaping attitudes towards HIV/AIDS. These findings suggest that higher levels of education do not necessarily
correlate with shame in the presence of lower HIV family members. These results are in line with a recent study by
Tsai et al. (2019) who found that the relationship between education and shame is complex and not always linear.
They observed that in some contexts, individuals with higher education actually demonstrated higher levels of stigma,
which may be due to broader social and cultural factors. Therefore, more comprehensive and inclusive educational
interventions are needed to reduce stigma at all levels of education [23].

Occupation seems to have a relatively similar influence on feelings of shame if there is a family member with
HIV/AIDS. Respondents working in the formal sector showed the highest level of stigma (47.1%), followed by
informal workers (45.4%) and those who were unemployed (42.9%). High levels of stigma among formal workers
may be due to fear of workplace discrimination and a lack of policies that support PLWHA. This finding is in line
with research by Rao et al. (2019) who found that HIV/AIDS stigma varied based on job characteristics and socio-
economic status. They highlight that individuals with formal employment and higher social status tend to show higher
levels of stigma, which may be due to concerns about social and professional image. The high percentage of stigma
among government employees may reflect social pressure and higher expectations in formal work environments [24].
This is supported by the study of Mukolo et al. (2013) who observed that HIVV/AIDS stigma in the workplace can be
influenced by organizational norms and concerns about discrimination [25]. Meanwhile, the slightly lower percentage
of stigma among private and non-working employees may reflect differences in exposure to information and policies
related to HIV/AIDS. These findings are consistent with research by Stangl et al. (2019) which emphasizes the
importance of social and environmental context in shaping attitudes towards HIVV/AIDS [25].

In the context of this study, these attitudes were measured through questions designed to evaluate feelings of shame
and the desire to keep HIV status secret in the family. Research shows that many respondents, especially those who
have little knowledge about HIV, tend to feel embarrassed if a family member is infected. This is because many
women still have misconceptions about how HIV is transmitted, which can cause fear and stigma. In many cultures,
there is a strong stigma against people infected with HIV, which is often seen as the result of immoral behavior. It can
make individuals feel embarrassed or distressed if their family members become infected. The media often highlights
the negative aspects of HIV/AIDS, which can reinforce stigma and make people feel that they have to hide their HIV
status in the family. In addition, this shame can also stem from concerns about how others will view them and their
family, as well as potential discrimination that infected family members may face [16],[26],[23].

There are interesting variations in willingness to work with HIV-positive coworkers among different age groups.
The 30-39-year age group showed the highest percentage (77.6%) who were willing to work with HIV-positive
coworkers, followed by the 40-49 year age group (67.3%), >50 years (52.9%), 20-29 years (59.6%), and <20 years
(33.3%). These data suggest that willingness to work with HIV-positive coworkers does not necessarily increase or
decrease linearly with age. These findings are in line with recent research by Vu et al. (2015) who found that attitudes
towards people with HIV/AIDS (PLHIV) in the workplace varied by age group. They observed that the middle age
group tended to show more positive attitudes, which may be due to a combination of life experience and exposure to
better information [27]. The highest percentage in the 30-39-year age group may reflect a balance between maturity,
work experience and openness to new information. This is supported by the study of Dahlui et al. (2015) who



highlighted the importance of experience and education in forming attitudes towards PLWHA [28]. Interestingly, the
<20 years age group showed the lowest percentage of willingness to work with HIV-positive coworkers. This
phenomenon may be related to the lack of work experience and understanding of HIV/AIDS in this age group. The
non-linear pattern in this data suggests that factors other than age, such as education, work experience, and exposure
to information, also play an important role in shaping attitudes towards PLWHA in the workplace. This is supported
by the study of Ekstrand et al. (2019) which emphasizes the importance of multi-level interventions in reducing HIV
stigma in various age groups [29].

There is an interesting pattern in the relationship between level of education and willingness to work with HIV -
positive coworkers. Respondents with higher education showed the highest percentage (66.1%) willing to work with
HIV-positive coworkers, followed by those with secondary education (57.6%). These findings indicate that higher
levels of education tend to be positively correlated with willingness to work with HIV-positive coworkers. These
results are in line with recent research by Adeomi et al. (2014) who found that a higher level of education correlated
with more positive attitudes towards people with HIV/AIDS (PLWHA) in the workplace. They suggest that education
can increase understanding of HIV/AIDS, which in turn reduces stigma and discrimination. Individuals with higher
education tend to have better knowledge about HIV/AIDS and are more likely to show more inclusive attitudes
towards PLWHA. They emphasize the importance of education in shaping perceptions and attitudes towards
HIV/AIDS [30]. The percentage difference between the tertiary and secondary education groups, although not very
large, suggests that further education can have a positive impact on attitudes towards PLWHA in the workplace. This
is consistent with research by Geter et al. (2018) who found that educational interventions can effectively reduce HIV
stigma in various settings, including the workplace [31].

There is significant variation in willingness to work with HIV-positive coworkers among different occupational
groups. The government employees group showed the highest percentage (75%) willing to work with HIV-positive
coworkers, followed by private employees (59.7%), and not working (61.2%). This difference shows that type of work
is related to attitudes towards HIV-positive coworkers. These findings are in line with recent research by Rao et al.
(2019) who found that attitudes towards people with HIV/AIDS (PLHIV) in the workplace varied based on
employment sector and level of job formality. They observed that individuals in formal and structured jobs tended to
show more positive attitudes towards PLHIV [24]. The highest percentage in the Government Employees group may
reflect the existence of more structured policies and training regarding HIV/AIDS in the public sector. Interestingly,
the private sector employee group shows a lower percentage than the public sector. This phenomenon may be related
to variations in HIVV/AIDS-related policies and programs in the private sector. This finding is consistent with research
by Grossman and Stangl (2013) who found that the implementation of HIV anti-discrimination policies in the
workplace can vary between the public and private sectors [32].

Women who have a better understanding of HIV tend to be more willing to work with HIV-positive colleagues,
compared with those who have less knowledge. This attitude can be influenced by several factors, including level of
education, sources of information accessed, and personal experience. Research shows that those who get their
information from credible sources, such as health professionals or educational programs, are more likely to have less
stigmatizing attitudes. In contrast, those who are less exposed to accurate information about HIV tend to have negative
attitudes and feel uncomfortable working with infected people[23],[26],[17].

Based on the data in Table 2, there are interesting variations in the view that AIDS is a punishment for bad behavior
among different age groups. The age group <20 years showed the highest percentage (58.3%) who agreed with the
statement, followed by the age group 20-29 years (43.9%), >50 years (45.1%), 40-49 years ( 37.4%), and 30-39 years
(29.3%). These data show that moralistic views towards AIDS do not always decrease linearly with increasing age.
These findings are in line with recent research by Lyons et al. (2020) who found that moralistic attitudes towards
HIV/AIDS still exist in various age groups, with complex patterns. They observed that factors such as education,
exposure to information, and social norms interact with age in shaping attitudes towards HIVV/AIDS[33]. The highest
percentage in the <20 years age group may reflect the lack of comprehensive understanding of HIV/AIDS in this age
group. This is supported by the study of Pantelic et al. (2019) who highlighted the importance of comprehensive sexual
health education to reduce stigma and misconceptions about HIV/AIDS among adolescents and young adults [34].

There is an interesting pattern in the relationship between level of education and the view that AIDS is a
punishment for bad behavior. Respondents with primary education showed the highest percentage (50%) agreeing
with the statement, followed by those with secondary education (39%), and higher education (39.3%). Although the
difference is not very large between secondary and higher education, these data indicate that the level of education is
related to moralistic views on AIDS. Higher education tends to increase understanding of the causes and transmission
of HIV, thereby reducing moralistic views. The highest percentage in the primary education group may reflect a lack
of access to accurate and comprehensive information about HIV/AIDS. Interestingly, the small differences between
secondary and tertiary education groups suggest that factors other than formal education level may also play a role in



shaping views about HIV/AIDS. This finding is consistent with research by Ekstrand et al. (2018) who found that
social and cultural norms also influence perceptions about HIV/AIDS, even among highly educated individuals [29].

There is significant variation in the view that AIDS is a punishment for bad behavior among different occupational
groups. The Not Working group showed the highest percentage (41.8%) who agreed with this statement, followed by
private employees (42%), and government employees (30.9%). This difference shows that type of work is related to
moralistic views on AIDS. These findings are in line with recent research by Hargreaves et al. (2020) who found that
stigma and misconceptions about HIVV/AIDS varied based on employment status and sector. They observed that
individuals who have not yet fully integrated into the formal world of work (such as students and housewives) tend to
have a more stigmatizing view of HIVV/AIDS[35]. The highest percentage in the Not working group may reflect a lack
of exposure to HIV/AIDS policies and education programs that are usually more common in formal work
environments. This is supported by a study by Grossman and Stangl (2013) which highlights the importance of HIV
education programs in the workplace in reducing stigma and misconceptions [32].

The statement "AIDS is a punishment for bad behavior" reflects the stigmatized view that often exists in society
regarding HIV/AIDS infection. This view links HIV infection to individual morality, where people become infected
as a result of unethical or immoral behavior. Many people still believe that HIVV/AIDS is the result of risky sexual
behavior, such as sex outside of marriage, injection drug use, or sexual behavior that is considered deviant. This view
leads to the notion that infected people "deserve" the disease as a consequence of their actions[16],[23],[26].

There are interesting variations in the view that promiscuous people are to blame for AIDS among different age
groups. The age group >50 years showed the highest percentage (58.8%) who agreed with this statement. Followed
by age <20 years (58.3%), 40-49 years (59.8%), and 30-39 years (55.2%), and 20-29 years (52.6%). These data
indicate that blame views toward AIDS-related discretionary behavior are quite high across all age groups, with
relatively little variation. These findings are in line with recent research by Ekstrand et al. (2019) who found that
stigma related to HIV risk behavior is still prevalent in various age groups. They observed that although knowledge
about HIV/AIDS increased, attitudes of blame towards individuals who were perceived to behave promiscuously
persisted [29]. The high percentage in the older age group (=50 years) may reflect a lack of comprehensive
understanding of the complexity of HIVV/AIDS risk factors. Interestingly, the 20—29-year age group shows the lowest
percentage, although the difference is not very significant. This phenomenon may be related to the level of education
and better exposure to information in this age group. This is supported by the study of Pantelic et al. (2019) who
highlighted the importance of comprehensive and stigma-free sexual health education to reduce blame attitudes among
adolescents and young adults [34]. These findings are consistent with research by Stangl et al. (2019) who found that
increasing knowledge and understanding about HIV/AIDS can reduce stigma and attitudes of blame.[36] The
relatively consistent pattern across all age groups indicates that attitudes of blame for AIDS-related free behavior are
still deeply rooted in society. This is supported by the study of Rao et al. (2019) which emphasizes the importance of
multi-level interventions in overcoming stigma and blame attitudes related to HIVV/AIDS that have been internalized
in social norms [24].

There is an interesting pattern in the relationship between level of education and the view that people who behave
freely are to blame for AIDS. Respondents with secondary education showed the highest percentage (61%) who agreed
with the statement, followed by those with primary education (50%), and higher education (56.3%). These data
indicate that education level has an inverse relationship with the tendency to blame promiscuous behavior as the cause
of AIDS. These findings are in line with research by Tsai et al. (2018) who found that a higher level of education was
correlated with reduced stigma and blaming attitudes towards people with HIVV/AIDS. They suggest that education
can increase understanding of the complexity of HIV risk factors, thereby reducing overly simplistic views of the
causes of AIDS [37]. The highest percentage in the secondary education group (61%) may reflect a lack of access to
accurate and comprehensive information about HIV/AIDS. Although there is a decrease in the percentage as the level
of education increases, the percentage is still quite high in the higher education group (56.3%) indicating that formal
education alone may not be enough to completely eliminate blaming attitudes. These findings are consistent with
research by Stangl et al. (2019) who found that HIV/AIDS stigma is rooted in complex social and cultural factors,
which cannot always be overcome by formal education alone [36].

The government employees’ group (60.3%) showed the highest percentage agreeing with the statement that people
who behave freely are to blame for AIDS, followed by private employees (56.3%), and those who do not work
(56.1%). This difference shows that type of work is related to attitudes of blame for free behavior related to AIDS.
These findings are in line with recent research by Hargreaves et al. (2020) who found that stigma and blame attitudes
related to HIV/AIDS varied by employment status and sector. They observed that factors such as work environment,
workplace policies, and exposure to information can influence attitudes towards HIV/AIDS [35]. The highest
percentage in the Government employees’ group may reflect variations in HIV/AIDS policies and education programs
in the government sector. This is supported by the study of Sprague et al. (2020) which highlights differences in the



implementation of anti-discrimination policies and HIV education programs in various work sectors [38]. This
phenomenon may be related to social and cultural norms that are still strong in the formal work environment. This
finding is consistent with research by Grossman and Stangl (2019) who found that blaming attitudes can persist even
in environments with formal policies that support non-discrimination [39]. This is supported by the study of Rao et al.
(2019) who emphasize the importance of a multi-level approach in overcoming stigma and blame related to HIV/AIDS
in various work contexts [24].

There are interesting variations in the view that people who contract HIVV/AIDS through sex or drug use get what
they deserve between different age groups. The 30-39-year age group showed the highest percentage (79.3%) who
agreed with the statement, followed by the 40-49 year age group (76.6%), >50 years (78.4%), 20-29 years (89.5%),
and <20 years (83.3%). This data shows that judgmental views towards people who contract HIV/AIDS through risky
behavior are still very high in all age groups. These findings are in line with recent research by Lyons et al. (2020)
who found that stigma related to HIV transmission mode is still prevalent in various age groups. They observed that
despite increasing knowledge about HIV/AIDS, judgmental attitudes towards individuals who become infected
through risky behavior persist [33]. The high percentage in all age groups, especially in the productive age, namely
<20 years and 20-49 years, shows that this stigma is deeply rooted in society. This is supported by the study of Pantelic
etal. (2019) which highlights how HIV stigma related to mode of transmission can affect the quality of life and access
to health services for people with HIV/AIDS. Interestingly, the age group < 20 years showed the highest percentage,
which is contrary to expectations that the younger generation may be more tolerant [34]. This phenomenon may be
related to the lack of comprehensive education about HIVV/AIDS and human rights in this age group. These findings
are consistent with research by Stangl et al. (2019) which emphasizes the importance of rights-based education in
reducing HIV stigma [36]. The relatively consistent pattern across all age groups shows that judgmental attitudes
towards modes of HIV/AIDS transmission are still deeply rooted in society. This is supported by the study of Rao et
al. (2019) which emphasizes the importance of multi-level interventions in overcoming HIV/AIDS stigma that has
been internalized in social norms [24].

Women with secondary education showed the highest percentage (81.4%) who agreed with the statement that
people who contract HIV/AIDS through sex or drug use get what they deserve, followed by those with tertiary
education (80.4%) and primary education. (50%). These data indicate that although there is a slight decline with
increasing levels of education, judgmental views towards people who contract HIVV/AIDS through risky behavior are
still very high at all levels of education. These findings are in line with recent research by Ekstrand et al. (2019) who
found that stigma related to HIV transmission mode is still prevalent even among individuals with high levels of
education. They suggest that formal education alone may not be enough to overcome stigma rooted in social and
cultural norms [29]. The very high percentage in the secondary education group (81.4%) may reflect a lack of access
to accurate and comprehensive information about HIVV/AIDS. This is supported by the study of Tsai et al. (2017) who
highlighted the importance of inclusive and evidence-based health education in reducing stigma and misconceptions
about HIV/AIDS [37].

There is significant variation in perceptions about people contracting HIVV/AIDS through sex or drug use among
different occupational groups of women. Results showed that Out of work showed the highest percentage agreeing
that the person “got what they deserved” (88.8%). This pattern indicates the existence of complex differences in
perception between occupational groups. This may reflect a lack of exposure to comprehensive information about
HIV/AIDS or the influence of more conservative social norms in their environment. This finding is in line with
research by Dahlui et al. (2015) who found that the level of knowledge and exposure to information about HIV/AIDS
can influence attitudes and stigma towards PLWHA [28]. The government employees group showed the lowest
percentage (15.4%) who agreed with this statement. This may be due to wider exposure to information about
HIV/AIDS in the workplace or more diverse urban environments. These findings are consistent with the study of
Stangl et al. (2019) which shows that exposure to accurate information and educational programs in the workplace
can reduce HIV-related stigma. This variation in perceptions based on job type indicates the need for educational and
intervention strategies tailored to each group [28].

Table 2, Description of HIV/AIDS Stigma

STIGMA HIV/AIDS
CHARACTERISTICS

1 2 3 4 5 6 7 8 9 10

Age

<20th 41,7%  33,3%  58,3% 58,3%  83,3% 50% 16,7% 58,3% 75% 75%



20-29th 42,1%  59,6%  439%  52,6%  89,5% 17,5% 12,3% 456%  50,9%  70,2%

30-39th 34,5% 77,6% 29,3% 55,2% 79,3% 5,2% 3,4% 24,1% 31% 65,5%

40-49th 43,9% 67,3% 37,4% 59,8% 76,6% 22,4% 7,5% 36,4% 374%  66,4%

>50 th 62,7%  529%  451%  588%  784%  294%  118%  412%  412%  60,8%
Education

basic education 0% 0% 50% 50% 50% 50% 0% 100% 100% 100%

Secondary Education 39% 57,6% 39% 61% 81,4% 27,1% 11,9% 47,5% 49,2% 78%

higher education 469%  66,1% 393% 56,3%  804%  18,3% 8% 344%  384%  62,9%
Work

Government 47,1% 75% 309% 603%  735% @ 14,7% 4,4% 279%  26,5%  559%

employees

Private Officer 454%  59,7% 42% 56,3%  77,3% 16% 9,2% 37% 445%  72,3%

Doesn't work 42,9% 61,2% 41,8% 56,1% 88,8% 29,6% 11,2% 44,9% 46,9%  66,3%

Information:

1 = You would feel embarrassed if someone in your family was infected with HIV/AIDS

2 =You are willing to work with HIV-positive coworkers

3 = AIDS is a punishment for bad behavior

4 = People who behave freely are to blame for AIDS

5 = People who contracted HIVV/AIDS through sex or drug use got what they deserved.

6 = People who have HIV are dirty

7 = People who have HIV must lose their jobs

8 = You are afraid of people living with HIV/AIDS

9 = You would not buy anything from a food seller who has HIVV/AIDS

10= You don't want to share eating utensils with PLWHA because you are afraid of getting infected

There are interesting variations in perceptions of people living with HIV/AIDS (PLWHA) among different age
groups of women. The results showed that 50% of respondents were <20 years old, 17.5% were 20-29 years old, 5.2%
were 30-39 years old, 22.4% were 40-49 years old, and 29.4% were >50 years old assume that PLWHA are "dirty"
people. This pattern indicates that there are significant differences in perception between age groups. The under 20
age group shows the highest percentage who consider PLWHA to be "dirty". This may reflect a lack of in-depth
understanding of HIV/AIDS and the factors that contribute to its transmission among adolescents. This finding is in
line with research by Dzah et al. (2019) who found that although teenagers have basic knowledge about HIVV/AIDS,
they often have misconceptions that can cause stigma [40]. The 30-39 year age group shows the lowest level of stigma
(5.2%) compared to other age groups. These patterns may reflect differences in life experiences, education levels, and
exposure to HIV/AIDS-related public health campaigns. This is in line with research by Adeomi et al. (2014) who
found that attitudes towards PLWHA can vary significantly between age groups and are influenced by various social
and educational factors [30]. This finding is also consistent with the study of Nyblade et al. (2019) which shows that
exposure to accurate information and social interaction can significantly reduce stigma against PLWHA [41].

Based on the data presented in the table, there are significant variations in perceptions about people living with
HIV/AIDS (PLWHA) between various levels of female education. The results showed that 50% of respondents with
primary education, 27.1% with secondary education, and 18.3% with higher education thought that PLWHA were
"dirty" people. This pattern indicates a complex relationship between education level and stigma towards PLWHA.
The group with primary education showed the highest percentage who considered PLWHA as "dirty" people. This
may reflect gaps in HIV/AIDS education curricula at primary school level, which may not comprehensively address
issues of stigma and discrimination. This finding is in line with research by Dzah et al. (2019) who found that although
elementary school students have basic knowledge about HIVV/AIDS, they often have misconceptions that can cause
stigma [40]. The group with higher education showed the lowest percentage who viewed PLWHA as "dirty" people.
This may be due to wider exposure to scientific information and a better understanding of HIVV/AIDS. These findings



are consistent with the study of Vorasane et al. (2017) who show that higher levels of education generally correlate
with more positive attitudes towards PLWHA, although there is still room for improvement[42].

Based on the data, there are significant variations in perceptions about people living with HIV/AIDS (PLWHA)
among various female occupational groups. The results show that respondents who work in the government employee
sector are the lowest (14.7%) who think that PLWHA are "dirty" people. This pattern indicates a complex relationship
between type of work and stigma against PLWHA. This may reflect the effectiveness of HIV/AIDS education
programs and anti-discrimination policies in the public sector. This finding is in line with research by Vorasane et al.
(2017) who found that training and strong workplace policies can significantly reduce stigma against PLWHA among
public sector workers. The private sector employees and non-employed groups showed a relatively higher percentage
who considered PLWHA as "dirty" people. This may indicate a lack of access to comprehensive HIVV/AIDS education
programs in the private sector and among the general public [42].

Based on the data there are interesting variations in attitudes towards the employment rights of people living with
HIV/AIDS (PLWHA) among different age groups of women. The results show that women aged <20 years show the
highest percentage of people who have HIV should lose their jobs (58.3%) and women aged 30-39 years show the
lowest percentage who think that PLWHA should lose their jobs. This pattern indicates that there are significant
differences in attitudes between age groups. This may reflect a lack of in-depth understanding of HIVV/AIDS and the
rights of PLWHA among youth. This finding is in line with research by Dzah et al. (2019) who found that although
teenagers have basic knowledge about HIV/AIDS, they often lack understanding of the social and human rights
implications related to this condition [40]. Interestingly, the 30-39-year age group showed the lowest percentage
supporting employment discrimination against PLWHA. This may be due to a combination of life experience,
exposure to better information, and possible interactions with PLWHA. This age group may also be more aware of
the importance of protecting workers' rights. These findings are consistent with the study of Sprague et al. (2011)
which shows that exposure to information and social interaction can significantly reduce discriminatory attitudes
towards PLWHA in the workplace [43].

Based on the data there are interesting variations in attitudes towards the employment rights of people living with
HIV/AIDS (PLWHA) between different levels of female education. The results show that 11.9% with secondary
education, and 8% with higher education think that PLWHA should lose their jobs. Interestingly, groups with
secondary and tertiary education show the most supportive attitudes towards the employment rights of PLWHA,
meaning that women with secondary and tertiary education do not support employment discrimination. This finding
is in line with research by Feyissa et al. (2019) who found that community-based interventions can be effective in
reducing HIV stigma and discrimination, including among individuals with lower levels of formal education [44]. The
highly educated group showed a relatively more supportive attitude towards the employment rights of PLWHA than
the middle-educated group, with only 34.4% supporting employment discrimination. However, this figure still shows
there is room for improvement. This may reflect the complexity of the relationship between formal education and
attitudes towards PLWHA, where greater knowledge does not always directly lead to more positive attitudes. This
finding is in line with research by Vorasane et al. (2017) who found that misconceptions and discriminatory attitudes
can still be found even among highly educated professionals [42].

Based on the data presented, there are significant variations in attitudes towards the employment rights of people
living with HIV/AIDS (PLWHA) among various female occupational groups. The results show that 27.9% of
respondents who work in the government employee sector, 37% of private employees, and 44.9% of those who do not
work think that PLWHA should lose their jobs. This pattern indicates interesting differences in attitudes between
occupational groups. The government employee group showed the most supportive attitude towards the employment
rights of PLWHA. This may reflect the effectiveness of anti-discrimination policies and training in the public sector,
as well as a better understanding of workers' rights. This finding is in line with research by Sprague et al. (2011) who
found that strong workplace policies and employee training can significantly reduce stigma and discrimination against
PLWHA in the work environment [43]. The Not Working group showed a relatively more supportive attitude towards
the employment rights of PLWHA compared to the private sector employee group, with 44.9% supporting
employment discrimination. Variations within these groups may reflect differences in access to information and
education about HIV/AIDS. College and university students may have better access to up-to-date information about
HIV/AIDS through their educational curriculum, while housewives may have more limited access. This is in line with
research by Dzah et al. (2019) which emphasizes the importance of integrated HIVV/AIDS education in the school
curriculum to reduce stigma and discrimination [40].

Based on the data presented, there are interesting variations in the level of fear of people living with HIV/AIDS
(PLWHA) among various age groups of women. The results showed that 58.3% of respondents were <20 years old,
45.6% were 20-29 years old, 24.1% were 30-39 years old, 36.4% were 40-49 years old, and 41.2% were > 50-year-
old admits he is afraid of PLWHA. The age group < 20 years old showed the highest level of fear. This may reflect



high awareness of HIV/AIDS in this age group, but accompanied by an incomplete understanding of transmission
mechanisms and actual risks. This finding is in line with research by Dahlui et al. (2015) who found that young age
groups often have high levels of anxiety regarding HIVV/AIDS despite having basic knowledge about this disease [28].
Interestingly, the 30—39-year age group showed the lowest level of fear (24.1%). This may be due to a combination
of better knowledge and more life experience. This age group may have been exposed to more accurate information
about HIV/AIDS and had the opportunity to interact with PLWHA, which may reduce their fears. These findings are
consistent with the study of Letshwenyo-Maruatona et al. (2019) which shows that exposure to information and social
interactions can influence attitudes towards PLWHA [45].

Based on the data, there are interesting variations in the level of fear of people living with HIV/AIDS (PLWHA)
between various levels of female education. The results showed that 100% of respondents with primary education,
47.5% with secondary education, and 34.4% with higher education admitted that they were afraid of PLWHA. This
pattern indicates a complex relationship between education level and fear of PLWHA. Interestingly, the group with
primary education showed the highest levels of fear. The high level of fear in the primary education group may reflect
gaps in the HIV/AIDS education curriculum at the primary school level. This group may have enough knowledge to
be aware of the existence of HIV/AIDS, but lack a deep understanding of the mechanisms of transmission and the
actual risks. This finding is consistent with the study of Dzah et al. (2019) who emphasize the importance of
comprehensive HIV/AIDS education at the secondary school level to reduce stigma and fear[40]. The low level of
fear in the primary education group (8.3%) may be due to other factors such as exposure to public health campaigns
or personal experiences. However, it should be noted that the sample size for this group may be smaller, which may
affect the accuracy of the results. These findings indicate the need for a more holistic approach to HIV/AIDS education
that does not only focus on formal education, but also considers social and cultural factors. Stangl et al. (2019)
emphasize the importance of evidence-based interventions that consider various determinants of stigma and fear,
including education level [36]. In addition, research by Rao et al. (2019) shows that interventions that combine
education with direct contact with PLWHA can be effective in reducing stigma and fear at various levels of education
[24].

Based on the data presented in the table, there are significant variations in the level of fear of people living with
HIV/AIDS (PLWHA) among various female occupational groups. The results showed that 27.9% of respondents who
worked in the government employee sector, 37% of private employees, and 44.9% of those who did not work admitted
that they were afraid of PLWHA. This pattern indicates interesting differences in levels of fear between occupational
groups. Private employees showed the highest level of fear (38.5%). The Government Employees group showed the
lowest level of fear. This may be due to the existence of more structured education programs and policies related to
HIV/AIDS in government institutions and state-owned companies. These relatively low levels of fear may also reflect
the generally higher level of education among civil servants. However, the persistence of fear suggests that there is
still room for improvement. These findings are consistent with the study of VVorasane et al. (2017) which shows that
even among health professionals, fear and stigma towards PLWHA still exists [42]. The Not working group showed
the highest level of fear. This may reflect variations in access to HIV/AIDS information and education among this
group. College and university students may have better access to up-to-date information about HIVV/AIDS through
their educational curriculum, while housewives may have more limited access. This finding is in line with research
by Dzah et al. (2019) which emphasizes the importance of integrated HIV/AIDS education in the school curriculum
to reduce stigma and fear [40].

Based on the data presented in the table, there are interesting variations in stigmatizing attitudes towards
purchasing food from sellers who have HIV/AIDS among different age groups of women. The results showed that
75% of respondents aged <20 years, 50.9% aged 20-29 years, 31% aged 30-39 years, 37.4% aged 40-49 years, and
41.2% aged >50 years would not buy anything from a food seller who has HIV/AIDS. This pattern shows that there
are significant differences in stigma attitudes between age groups. The under 20 age group showed the highest levels
of stigma (75%), which may reflect a lack of comprehensive understanding of HIV/AIDS in this age group. This
finding is in line with research by Dzah et al. (2019) who found that adolescents and young adults often have
misconceptions about HIV transmission, which can contribute to high levels of stigma [40]. Interestingly, the level of
stigma tends to decrease in the 20-29-year age group (50.9%) and reaches its lowest point in the 30-39 year age group
(31%). This decrease may be due to increased exposure to information and life experiences with age. This is consistent
with the study of Dahlui et al. (2015) which shows that age and level of education can influence attitudes towards
PLWHA [40]. However, there was a slight increase in stigma in the age groups 40-49 years (37.4%) and >50 years
(41.2%). This phenomenon may reflect generational differences in understanding and attitudes towards HIV/AIDS.
Older age groups may have more limited understanding or may be influenced by stronger stigma stemming from the
early era of the HIV/AIDS epidemic. This finding is in line with research by Letshwenyo-Maruatona et al. (2019) who
found that older adults may have more stigmatizing attitudes towards PLWHA compared to younger age groups [45].



Based on the data presented in the table, there is an interesting relationship between women's education level and
stigmatizing attitudes towards purchasing food from sellers who suffer from HIVV/AIDS. The results show that 100%
of respondents with primary education, 49.2% with secondary education, and 38.9% with tertiary education would
not buy anything from a food seller who has HIVV/AIDS. Interestingly, the stigmatizing attitude towards purchasing
food from sellers who suffer from HIV/AIDS decreases at higher education levels. These findings are in line with the
general assumption that higher levels of education always correlate with less stigma. This is in line with research by
Vorasane et al. (2017) who found that the relationship between education level and HIV stigma is not always linear
and can be influenced by other contextual factors [42].

Based on the data presented in the table, there are significant variations in stigmatizing attitudes towards
purchasing food from sellers who suffer from HIV/AIDS among various female occupational groups. The results show
that 26.5% of respondents who work in the government employee sector, 44.5% of private employees, and 46.9%
who do not work will not buy anything from a food seller who has HIV/AIDS. These differences in levels of stigma
between occupational groups indicate the need for tailored intervention strategies for each sector. For the private
sector, it is necessary to increase HIV/AIDS education programs in the workplace. For the public sector, strengthening
existing policies and programs can help further reduce stigma. Meanwhile, for the Not Working group, focusing on
maintaining and improving existing education programs can be effective. A comprehensive and evidence-based
approach, such as that proposed by Stangl et al. (2019), is needed to overcome HIV stigma in various work sectors
[36]. Additionally, interventions that consider sociocultural and economic factors, as recommended by Tsai et al.
(2017), can help in reducing HIV stigma more effectively in all occupational groups [37].

Based on the table presented, we can analyze the relationship between women's age and the stigma associated with
sharing eating utensils with PLWHA for fear of infection. The data shows significant variation in these attitudes among
different age groups. Women aged < 20 years showed the highest stigma (75%) and those aged > 50 years had the
lowest stigma. This finding is in line with research conducted by Dahlui et al. (2015), who found that demographic
factors, including age, had a significant influence on stigmatizing attitudes towards PLWHA [28].

Based on the data presented in the table, there is an interesting relationship between women's education level and
the stigma associated with sharing eating utensils with PLWHA for fear of infection. The results show that the
percentage of stigma tends to decrease with 100% of respondents with primary education, 78% with secondary
education, and 62.9% with higher education who do not want to share eating utensils with PLWHA. This finding is
in line with research by Vorasane et al. (2017) who found that the level of education can influence attitudes towards
PLWHA, although the direction of the relationship is not always linear [42].

Based on the data presented in the table, there is significant variation in stigmatizing attitudes towards sharing
eating utensils with PLWHA among various occupational groups of women. The results show that 55.9% of
respondents who work in the government employee sector, 72.3% of private sector employees, and 66.3% of those
who do not work do not want to share eating utensils with PLWHA for fear of infection. These findings indicate that
HIV/AIDS stigma is still quite high in all employment sectors, but at varying levels. The government employee group
showed a relatively lower level of stigma (55.9%). This may be due to the existence of more structured education
programs and policies related to HIV/AIDS in government institutions and state-owned companies. These findings
are consistent with the study of Vorasane et al. (2017) which shows that workers in the public sector tend to have
more positive attitudes towards PLWHA compared to other sectors [42].

Stigma patterns based on age, education and employment vary, indicating the need for education and intervention
strategies that are tailored based on age, education and employment. For younger age groups, a focus on
comprehensive HIV/AIDS education in schools and through social media can be effective. For the middle age group,
strengthening educational programs in the workplace and community can help maintain and improve their positive
attitudes. Meanwhile, for older age groups, an approach that is sensitive to their cultural values and life experiences
may be necessary. A holistic, evidence-based approach, such as that proposed by Stangl et al. (2019), is needed to
overcome HIV stigma in various age, education and employment groups [36].



4. CONCLUSION

Individuals with higher education tend have a better understanding of HIV/AIDS, which reduces discriminatory
attitudes towards PLHIV because of access Which better access to scientific information and a deeper understanding
of the mechanisms of HIV transmission and how to treat it. Education also plays a role in building a higher level of
empathy and social awareness. In the context of communities with low education, stigma is more common due to a
lack of information and awareness about HIV/AIDS. In the work environment, stigma often occurs due to differences
in educational background. Individuals who work in the formal sector and have better access to education tend to have
more positive perceptions of PLHIV, while individuals in the informal sector with lower education still often show
negative attitudes. Even though there has been progress in treating HIV/AIDS, stigma is still a major obstacle that
affects the physical, mental and social health of PLWHA. Age and education are not related to HIVV/AIDS stigma
while employment is related to HIV/AIDS stigma. This research shows that the stigma against HIV/AIDS s still
strong in various aspects of life, including the family, workplace and general society. Future research could focus on
developing and evaluating community-based interventions aimed at reducing this stigma.

ACKNOWLEDGMENT

We would also like to express our deep appreciation to the respondents who were willing to spend their time and
provide very valuable information as research objects. Without their participation and cooperation, this research would
not have been carried out well.

REFERENCES

[1] E. I. Obeagu. Getrude Uzoma. Odo, Edward Odogbu. Igwe, Matthew Chibunna. Ugwu, Okechukwu Paul-
Chima. Alum, Esther U. Okwaja, Puche Racheal., “Combatting Stigma: Essential Steps in Halting HIV
Spread,” 1AA J. Appl. Sci., vol. 11, no. 1, pp. 22-29, 2024, doi: 10.59298/iaajas/2024/3.5.78156.

[2] C. O. Odimegwu, O. Alabi, N. De Wet, and J. O. Akinyemi, “Ethnic heterogeneity in the determinants of
HIV/AIDS stigma and discrimination among Nigeria women.,” BMC Public Health, vol. 18, no. 1, p. 763,
Jun. 2018, doi: 10.1186/512889-018-5668-2.

[3] E. Gurmu and D. Etana, “HIV/AIDS knowledge and stigma among women of reproductive age in Ethiopia,”
African J. AIDS Res., vol. 14, no. 3, pp. 191-199, 2015, doi: 10.2989/16085906.2015.1051066.

[4] K. Ibrahim. Arifin, H. Fitri, S U R. Herliani, Y K. Harun, H. Setiawan, A. Lee, B., “The Optimization of HIV
Testing in Eastern Indonesia: Findings from the 2017 Indonesian Demographic and Health Survey,” Healthc.,
vol. 10, no. 3, 2022, doi: 10.3390/healthcare10030533.

[5] N. Nursalam. Sukartini, T. Kuswanto, H. Setyowati, S. Mediarti, D. Rosnani, R. Pradipta, R O. Ubudiyah, M.
Mafula, D. Klankhajhon, S. Arifin, H., “Investigation of discriminatory attitude toward people living with
HIV in the family context using socio-economic factors and information sources: A nationwide study in
Indonesia,” PeerJ, vol 10, 2022, doi: 10.7717/peerj.13841.

[6] M. T. Adiansyah, A. Ramani, and N. Baroya, “Determinants of Stigma on People Living With Hiv and Aids
in Indonesia (Evidence From 2017 Idhs Data),” Indones. J. Public Heal., vol. 18, no. 2, pp. 291-301, 2023,
doi: 10.20473/1jph.v18i2.2023.291-301.

[7] E. I Sianturi, D. A. Perwitasari, M. A. Islam, and K. Taxis, “The association between ethnicity, stigma, beliefs
about medicines and adherence in people living with HIV in a rural area in Indonesia,” BMC Public Health,
vol. 19, no. 1, 2019, doi: 10.1186/s12889-019-6392-2.

[8] N. K. Fauk, K. Hawke, L. Mwanri, and P. R. Ward, “Stigma and discrimination towards people living with
hiv in the context of families, communities, and healthcare settings: A qualitative study in indonesia,” Int. J.
Environ. Res. Public Health, vol. 18, no. 10, 2021, doi: 10.3390/ijerph18105424.

[9] P. K. Santos Monika ML dos, S. E. Mellors, G. Wolvaardt, and E. van der Ryst, “An exploratory survey
measuring stigma and discrimination experienced by people living with HIVV/AIDS in South Africa: the People
Living with HIV Stigma Index,” BMC Public Health, vol. 14, no. 80, pp. 1471-2458, 2014, [Online].
Available: http://www.biomedcentral.com/1471-2458/14/80.

[10] V. Paudel and K. P. Baral, “Women living with HIV/AIDS (WLHA), battling stigma, discrimination and
denial and the role of support groups as a coping strategy: A review of literature,” Reprod. Health, vol. 12,
no. 1, 2015, doi: 10.1186/s12978-015-0032-9.

[11] H. Zainiddinov, “Trends and Determinants of Attitudes Towards People Living with HIV/AIDS Among



[12]
[13]

[14]
[15]
[16]

[17]

[18]

[19]

[20]

[21]

[22]

[23]

[24]

[25]

[26]

[27]

[28]

[29]

Women of Reproductive Age in Tajikistan,” Cent. Asian J. Glob. Heal., vol. 8, no. 1, 2019, doi:
10.5195/cajgh.2019.349.

UNAIDS, “Global AIDS Update 20-22,” pp. 1-376, 2022.

Indonesian Ministry of Health, "2022 HIV AIDS Annual Report," Ministry. Health. R.I1, pp. 1-91, 2023,
[Online]. Available: http://p2p.kemkes.go.id/wp-
content/uploads/2023/06/FINAL_6072023_Layout HIVAIDS-1.pdf.

Central Java Health Department, Riskesdas Central Java Province. 2018.

Sukoharjo AIDS Prevention Commission, "HIV Announcement January 24," 2024.

N. Mawar, S. Sahay, A. Pandit, and U. Muhajan, “The third phase of HIV pandemic: Social consequences of
HIV/AIDS stigma & discrimination & future needs,” Indian J. Med. Res., vol. 122, no. 6, pp. 471-484, 2005.
P. M. Luz. Torres, Thiago S. Almeida-Brasil, Celline C. Marins, Luana M.S. Bezerra, Daniel R.B. Veloso,
Valdilea G. Grinsztejn, Beatriz. Harel, Daphna. Thombs, Brett D.., “Translation and validation of the Short
HIV Stigma scale in Brazilian Portuguese,” Health Qual. Life Outcomes, vol. 18, no. 1, pp. 1-12, 2020, doi:
10.1186/s12955-020-01571-1.

V. Paudel and K. P. Baral, “Women living with HIV/AIDS (WLHA), battling stigma, discrimination and
denial and the role of support groups as a coping strategy: a review of literature.,” Reprod. Health, vol. 12, p.
53, Jun. 2015, doi: 10.1186/s12978-015-0032-9.

LM Hailay Abrha Gesesew, Amanuel Tesfay Gebremedhin, Tariku Dejene Demissie, Mirkuzie Woldie Kerie,
Morankar Sudhakar, “Significant association between perceived HIV related stigma and late presentation for
HIV/AIDS care in low and middle-income countries: A systematic review and meta- analysis,” PL0S One,
vol. 12, no. 3, pp. 1-16, 2017, doi: https://doi.org/10.1371/journal. puts.0173928 Editor:

X. Dong. Yang, Jianwei. Peng, Lin. Pang, Minhui. Zhang, Jiayi. Zhang, Zhan. Rao, Jiaming. Wang, Haiging.
Chen, Xiongfei., “HIV-related stigma and discrimination amongst healthcare providers in Guangzhou,
China,” BMC Public Health, vol. 18, no. 1, pp. 1-10, 2018, doi: 10.1186/s12889-018-5654-8.

D. Oliveros Gomez. Machavariani, Ether. Altice, Frederick L. Leon Galvez, Samy. Earnshaw, Valerie.
Montenegro-ldrogo, John Joseph. Sanchez, George. Seminary, Anna Lucia., “Influence of Stigma on
Engagement in HIV Care and Adherence to Antiretroviral Therapy in Specialized HIV Clinics Targeting Men
Who Have Sex with Men and Transgender Women in Lima, Peru,” AIDS Behav., pp. 2755-2768, 2024, doi:
10.1007/s10461-024-04401-3.

A. J. Sundler, M. Lund, S. van Dulmen, and E. C. Lalloo, “Exploring experiences of ageing in older adults
living with HIV in Sweden: a qualitative study,” Int. J. Qual. Stud. Health Well-being, vol. 19, no. 1, 2024,
doi: 10.1080/17482631.2024.2393752.

B. T. Chan. Pradeep, Amrose. Chandrasekaran, Ezhilarasi. Prasad, Lakshmi. Murugesan, Vinothini.
Kumarasamy, Nagalingeswaran. Mayer, Kenneth H. Tsai, Alexander C.., “Reliability, Validity, and Factor
Structure of the Internalized AIDS-Related Stigma Scale in Southern India,” J. Int. Assoc. Provid. AIDS Care,
vol. 18, pp. 1-5, 2019, doi: 10.1177/2325958219831025.

D. Rao, A. Elshafei, M. Nguyen, M. L. Hatzenbuehler, S. Frey, and V. F. Go, “A systematic review of multi-
level stigma interventions: State of the science and future directions,” BMC Med., vol. 17, no. 1, pp. 1-11,
2019, doi: 10.1186/512916-018-1244-y.

A. Mukolo, M. Blevins, B. Victor, L. M. E. Vaz, M. Sidat, and A. Vergara, “Correlates of Social Exclusion
and Negative Labeling and Devaluation of People Living with HIV/AIDS in Rural Settings: Evidence from a
General Household Survey in Zambézia Province, Mozambique,” PLoS One, vol. 8, no. 10, 2013, doi:
10.1371/journal.pone.0075744.

H. Scholar. Ibrahim, K. Rahayuwati, L. Herliani, Y K. Kurniawati, Y. Pradipta, R O. Sari, G M. Ko, N.-Y.
Editor, B S., “HIV-related knowledge, information, and their contribution to stigmatization attitudes among
females aged 15-24 years: regional disparities in Indonesia,” BMC Public Health, vol. 22, no. 1, 2022, doi:
10.1186/512889-022-13046-7.

L. Vu. Nieto-Andrade, Benjamin. DiVincenzo, Allison. Rivas, Jorge. Firestone, Rebecca. Wheeler, Jennifer.
Long, Sussy., “Effectiveness of Behavior Change Communications for Reducing Transmission Risks Among
People Living with HIV in 6 Countries in Central America,” AIDS Behav., vol. 19, no. 7, pp. 1203-1213,
2015, doi: 10.1007/s10461-014-0910-0.

M. Dahlui. Azahar, Nazar. Bulgiba, Awang. Zaki, Rafdzah. Oche, Oche Mansur. Adekunjo, Felix Oluyemi.
Chinna, Karuthan., “HIV/AIDS Related Stigma and Discrimination against PLWHA in Nigerian Population.,”
PLo0S Oneg, vol. 10, no. 12, p. e0143749, 2015, doi: 10.1371/journal.pone.0143749.

M. L. Ekstrand. Heylen, Elsa. Mazur, Amanda. Steward, Wayne T. Carpenter, Catherine. Yadav, Kartik.
Sinha, Sanjeev. Nyamathi, Adey., “Among Rural Women Living with HIV in India,” vol. 22, no. 12, pp.



[30]

[31]

[32]

[33]

[34]

[35]

[36]

[37]

[38]

[39]

[40]

[41]

[42]

[43]

[44]

[45]

3859-3868, 2019, doi: 10.1007/s10461-018-2157-7.The.

A. A. Adeomi, O. A. Adeoye, E. O. Asekun-Olarinmoye, O. L. Abodunrin, A. I. Olugbenga-Bello, and A. O.
Sabageh, “Evaluation of the effectiveness of peer education in improving HIV knowledge, attitude, and sexual
behaviours among in-school adolescents in osun state, Nigeria,” AIDS Res. Treat., vol. 2014, 2014, doi:
10.1155/2014/131756.

M. Angelica Geter, Adrienne R. Herron, and Madeline Y. Sutton., “HIV-Related Stigma by Healthcare
Providers in the United States: A Systematic Review,” AIDS Patient Care STDS., vol. October 32, no. 10, pp.
418-424., 2018, doi: 10.1089/apc.2018.0114.HIV-Related.

C. I. Grossman and A. L. Stangl, “Editorial: Global action to reduce HIV stigma and discrimination.,” J. Int.
AIDS Soc., vol. 16, no. 3 Suppl 2, pp. 1-6, 2013.

C. E. Lyons. Schwartz, S R. Murray, S M. Shannon, K. Diouf, D. Mothopeng, T. Kouanda, S. Simplice, A.
Kouame, A. Mnisi, Z. Tamoufe, U. Phaswana-Mafuya, N. Cham, B. Drame, F M. Aliu Djalé, M. Baral, S.,
“The role of sex work laws and stigmas in increasing HIV risks among sex workers,” Nat. Common., vol. 11,
no. 1, 2020, doi: 10.1038/s41467-020-14593-6.

M. Pantelic, J. I. Steinert, J. Park, S. Mellors, and F. Murau, “‘Management of a spoiled identity’: systematic
review of interventions to address self-stigma among people living with and affected by HIV.,” BMJ global
health, vol. 4, no. 2. p. €001285, 2019, doi: 10.1136/bmjgh-2018-001285.

J. R. Hargreaves. Hargreaves, James R. Pliakas, Trianthaphyllos. Hoddinott, Graeme.Strong, Tila.
Goalkeeper-Woman, Constance. Donnell, Deborah. Piwowar-Manning, Estelle. Received, Yaw. Power,
Nomhle F. Dunbar, Rory. MacLeod, David. Floyd, Sian. Bock, Peter. Fidler, Sarah. Hayes, Richard J. Seeley,
Janet. Stangl, Anne. Bond, Virginia. Ayles, Helen., “HIV Stigma and Viral Suppression among People Living
with HIV in the Context of Universal Test and Treat: Analysis of Data from the HPTN 071 (PopART) Trial
in Zambia and South Africa,” J. Acquir. Immune Defic. Syndr., vol. 85, no. 5, pp. 561-570, 2020, doi:
10.1097/QA1.0000000000002504.

A. L. Stangl, Earnshaw, Valerie A. Logie, Carmen H. Van Brakel, Wim Simbayi, Leickness C. Barré, Iman
Dovidio, John F. “The Health Stigma and Discrimination Framework: A global, crosscutting framework to
inform research, intervention development, and policy on health-related stigmas,” BMC Med., vol. 17, no. 1,
pp. 18-23, 2019, doi: 10.1186/s12916-019-1271-3.

A. C. Tsai Tsai, Hatcher, Abigail M Bukusi, Elizabeth A Weke, Elly Lemus, Lee Dworkin, Shari L Kodish,
tephen Cohen, Craig R Weiser, Sheri D, Francisco, San ., “A livelihood intervention to reduce the stigma of
HIV in rural Kenya: longitudinal qualitative study,” AIDS Behav. J, vol. January 21, no. 1, pp. 248-260, 2017,
doi: 10.1007/s10461-015-1285-6.A.

UNAIDS, “Evidence for elimination HIV-related stigma and discrimination,” Unaids, pp. 1-84, 2020,
[Online].  Available:  https://www.unaids.org/sites/default/files/media_asset/eliminating-discrimination-
guidance_en.pdf.

G. T. Feyissa, C. Lockwood, M. Woldie, and Z. Munn, “Reducing HIV-related stigma and discrimination in
healthcare settings: A systematic review of quantitative evidence,” PL0S One, vol. 14, no. 1, 2019, doi:
10.1371/journal.pone.0211298.

S. M. Dzah, E. E. Tarkang, and P. M. Lutala, “Knowledge, attitudes and practices regarding HIV/AIDS among
senior high school students in Sekondi-Takoradi metropolis, Ghana,” African J. Prim. Heal. Which Fam.
Med., vol. 11, no. 1, pp. 1-11, 2019, doi: 10.4102/phcfm.v11i1.1875.

L. Nyblade, Stockton, M A, Giger, K Bond, V Ekstrand, M L Lean, R M Mitchell, E M H Nelson, L R E
Sapag, J C Siraprapasiri, T Turan, J Wouters, E., “Stigma in health facilities: Why it matters and how we can
change it,” BMC Med., vol. 17, no. 1, 2019, doi: 10.1186/s12916-019-1256-2.

S. Vorasane, Jimba, Masamine, Kikuchi, Kimiyo, Yasuoka, Junko, Nanishi, Keiko, Durham, Jo, Sychareun,
Vanphanom., “An investigation of stigmatizing attitudes towards people living with HIV/AIDS by doctors
and nurses in Vientiane, Lao PDR,” BMC Health Serv. Res., vol. 17, no. 1, pp. 1-13, 2017, doi:
10.1186/s12913-017-2068-8.

L. Sprague, S. Simon, and C. Sprague, “Employment discrimination and HIV stigma: Survey results from
civil society organisations and people living with HIV in Africa,” African J. AIDS Res., vol. 10, no. SUPPL.
1, pp. 311-324, 2011, doi: 10.2989/16085906.2011.637730.

G. T. Feyissa, C. Lockwood, M. Woldie, and Z. Munn, “Reducing HIV-related stigma and discrimination in
healthcare settings: A systematic review of quantitative evidence,” PL0S One, vol. 14, no. 1, pp. 1-23, 2019,
doi: 10.1371/journal.pone.0211298.

S. B. Trouble-Marathon. Goodbye, Beautiful. Forgiveness, Integrity. George-Given, Humanity. Kingori,
Caroline. Ice, Gillian. White, Joseph A. Marape, Marape. Haile, Zelalem T., “Association between HIV/AIDS



knowledge and stigma,” African J. AIDS Res., vol. 18, no. 1, pp. 58-64, 2019, doi:
10.2989/16085906.2018.1552879.



	1. INTRODUCTION
	2. METHOD
	3. RESULTS AND DISCUSSION
	4. CONCLUSION
	ACKNOWLEDGMENT
	REFERENCES

