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Background: Different forms of HIV-related stigma are now firmly established in all HIV-affected countries across the world, including
Thailand. These stigmas adversely affect access to care and other types of support needed by people living with HIV [PLHIV]. Data
specific to differences in HIV-related attitudes, behaviors, and beliefs between Thai PLHIV and health care workers [HCWs] are scarce.

Objective: To investigate and compare differences in HIV-related attitudes, behaviors, and beliefs between PLHIV and HCWs. This
study aimed at comparing stigma-related attitudes among PLHIV and HCWs in Thailand.

Materials and Methods: This questionnaire-based study was conducted in June 2014 in HCWs employed at and PLHIV receiving
care from Siriraj Hospital, Thailand’s largest university-based national tertiary referral center.

Results: Ninety-one HCWs and 61 PLHIV were included. Counseling for safe sex practice and appropriate family planning were
considered as stigma at higher proportion among PLHIV than did HCWs (p = 0.006 and 0.012, respectively). Moreover, attending
special clinic was also a stigma issue concerned by PLHIV (p = 0.006). Issues including sexually promiscuous, people avoiding
interaction with PLHIV, gossiped by others, expelled from their places of residency, and stigmatized by mass media appeared to be
a concern by only small proportion of PLHIV (less than 25% of PLHIV).

Conclusion: The present study emphasized the differences in attitude among HCWs and PLHIV regarding HIV-related stigma in
Thailand health care setting. Safe sex advice, appropriate family planning counseling, and setting special clinic for PLHIV were

considered HIV stigma-influenced behaviors in a higher proportion of PLHIV than HCWs.
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According to data from UNAIDS, worldwide
incidence of HIV/AIDS decreased between 2001 and
2012, but the prevalence of HIV/AIDS increased from
30 million to 35.3 million. In 2012, Thailand was
estimated to have 460,000 people living with HIV
[PLHIV] and 26,000 AIDS-related deaths®.

Stigma is a mark of disgrace and a labeling
process that involves devaluation of the stigmatized
person or group®. Stigmatization gives stigmatizers
(people whose attitudes, behaviors, and beliefs are
influenced by a stigma or stigmas) a sense of personal
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safety from and superiority over the person or group
being stigmatized®. Although people may not know
or interact with PLHIV, their views about PLHIV may
be influenced by pervasive HIV-related stigma. Stigma
can be divided into social stigma and shame. Social
stigma is characterized by negative attitudes of other
toward PLHIV whereas shame is associated with fears
that PLHIV have regarding how they will be perceived
once others learn that they are HIV-positive®.
HIV-related social stigma adversely affects
PLHIV in many ways, including decreased or altered
social activity and involvement®. Moreover, HIV-
related social stigma may compromise participation
in and compliance with prevention programs (e.g.,
mother-to-child transmission), and the effectiveness of
antiretroviral therapy, which could worsen the disease®.
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In health care setting, PLHIV perceived HIV-
related stigma, such as the feeling that health care
workers [HCWs] were uncomfortable to treat PLHIV or
treated them with inferior manner, which was reported
to be associated with poor treatment adherence.
Attitudes, behaviors, and beliefs influenced by HIV-
related stigma were found to have a negative impact
on PLHIV because HCWs play an important role in
the treatment and counseling process of PLHIV®.
Moreover, HIV-related stigma behavior from HCWs
was shown to increase the incidence of mental health
among PLHIV such as stress, anxiety, and suicidal
ideation®. A better understanding of stigma in health
care setting is needed so that appropriate policies can
be developed to reduce stigma and improve attitudes,
behaviors, and beliefs regarding HIV infection in both
HCWs and PLHIV19,

In Thai society, PLHIV are accused of being
sexually promiscuous and immoral. PLHIV may
conceal their HIV status, based on their perception
of attitude and behavior-related actions that others
demonstrate or otherwise reveal relative to their
concerns about HIV!Y. However, data relating to
HIV-related stigma in health care settings in Thailand
are scarce'?.

If the authors can improve our understanding of
HIV-related attitudes, behaviors, and beliefs among
PLHIV and HCWs in both a healthcare and social
setting, the authors can improve the quality of patient
care and patient adherence to treatment. Accordingly,
the aim of this study was to investigate and compare
differences in HIV-related attitudes, behaviors, and
beliefs between PLHIV and HCWs in Thailand.

The present study intended to explore differences
in attitude among HCWs and PLHIV regarding HIV-
related stigma in Thailand to better understand their
perspective in both health care setting and social
contexts which could be used to improve HCWs’
attitude and enhance adherence to treatment.

Materials and Methods

This questionnaire-based study was conducted in
July 2014 in HCWs employed at and PLHIV receiving
care from Siriraj Hospital, Thailand’s largest university-
based national tertiary referral center. Written informed
consent was obtained from all HCWs and PLHIV prior
to their inclusion in this study. The protocol for this
study was approved by the Siriraj Institutional Review
Board [SIRB], Faculty of Medicine Siriraj Hospital,
Mabhidol University, Bangkok, Thailand (approval
No0.309/2557(EC3)).
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HCWs included physicians (residents, fellows,
and medical students), nurses, nursing assistants, and
other allied health personnel. Included PLHIV were
HIV-infected patients aged older than 18 years old who
were attending and received treatment from the HIV
clinic at our center. PLHIV diagnosed with depression
or other psychological disorders, or who were unable
to read and understand the study questionnaire by
themselves were excluded by a structured interview.

The study questionnaire consisted of 25 items that
were subdivided into two parts. The first part, items 1
to 16 related to HIV stigma-related attitudes, behaviors,
and beliefs toward PLHIV in a health care setting,
was answered by HCWs and PLHIV. The second part,
items 17 to 25 centered on social attitudes, behaviors,
and beliefs toward PLHIV in a social context, was
answered by only PLHIV.

Questionnaire items were developed from studies
that were previously conducted in other countries, and
they were modified to Thai cultural contexts by a group
of physicians that included specialists in HIVU(%17,
All items were internally consistent, with reliability
coefficients of 0.799 and 0.888 for stigma-influenced
in health care setting and stigma-influenced in social
context, respectively.

For each item in both two parts, participants were
asked to rate to what extent they agree that a given
situation represents an HIV stigma-related behaviors,
attitudes, and beliefs. Item scoring was based on a
5-point Likert scale, as follows: 5 = strongly agree;
4 = agree; 3 = neutral; 2 = disagree; and 1 = strongly
disagree. Individual questionnaire item scoring of 4
or 5 was reflecting that the respondent viewed the
situation as being influenced by HIV-related stigma.
Items scored as 1, 2, or 3 were reflecting that the
respondent viewed the situation as not being influenced
by HIV-related stigma.

Statistical analysis

Data were analyzed using SPSS Statistics
version 18.0 (SPSS Inc., Chicago, IL, USA), and are
reported as percentage. For questionnaire items 1 to
16, Pearson’s Chi-square test was used to compare
differences between groups. For questionnaire items 17
to 25, descriptive statistics were used to quantitatively
describe the perspective of PLHIV regarding HIV-
related stigma in a Thai social context. A p-value of less
than 0.05 was regarded as being statistically significant.

Results
One hundred fifty two participants (91 HCWs
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and 61 PLHIV) fulfilled the eligibility criteria.
Demographic and clinical characteristics of HCWs
and PLHIV are shown in Table 1. HCWs consisted
of residents, fellows, and medical students (n = 43),
nurses and nursing assistants (n = 30), and other allied
health personnel (n = 18). Most HCWs were younger
than 35 years of age (74.4%) and had at least one year
of work experience (88.9%).

Approximately half (49.2%) of PLHIV were in
the 35 to 49 years age range. More than half of PLHIV
(62.7%) were not educated to the level of bachelor’s
degree and 50% of PLHIV lived in a household with
three to four people. Forty percent of PLHIV were
aware of their HIV-positive status for less than four
years. One PLHIV had HIV infection from vertical
transmission, and all PLHIV were on antiretroviral
therapy.

Response data from both HCWs and PLHIV
for items of the first part (HIV stigma-influenced
behaviors/attitudes/beliefs in health care setting) of
the questionnaire are presented in Table 2. Item 1,
2, 3, and 4 were all scored as being influenced by

HIV-related stigma by HCWs (57.1%, 60.4%, 51.6%,
and 60.4%, respectively). A majority of PLHIV also
ranked those same four items as being influenced by
HIV-related stigma (78.7%, 80.0%, 73.8%, and 72.1%,
respectively). Response rates for items 1 (HCWs
counsel PLHIV about safe sex practices), 2 (HCWs
counsel PLHIV about family planning), and 3 (HCWs
provide special clinic at a specific time and place for
PLHIV) were significantly different between groups
(p=0.006, 0.012, and 0.006, respectively).

The stigma-level response rate for questionnaire
item 5 (HCWs make a special mark on PLHIV
specimens to alert others) was also significantly
different between the HCW and PLHIV groups (42.9%
and 23.0%, respectively; p = 0.012), which implies
significantly higher level of concern among HCWs.
Suggestive of concerns about HIV stigma-related
discrimination from HCWs. 50.5%, 39.6%, 49.5%,
and 48.4% of HCWs and 41.0%, 36.1%, 42.6%, and
42.6% of PLHIV registered concern about items 6
(HCWs wash their hands after touching PLHIV), 7
(HCWs wear mask and/or gloves when interacting

Table 1. Demographic and clinical characteristics of HCWs and of PLHIV
Variables HCWs PLHIV p-value
Resident, fellow, and Nurse and nursing Allied health Total (n=61)
medical student (n = 43) assistant (n = 30) personnel (n = 18) (n=91)
Gender, n (%) 0.01*
Male 20 (46.5) 0(0.0) 37 (62.7) 31 (31.8) 37 (62.7)
Female 23 (53.5) 29 (100) 22 (35.3) 58 (64.8) 22 (37.3)
Age, n (%) 0.00*
<35 years 43 (100) 8(26.7) 16 (94.1) 67 (74.4) 16 (27.1)
35 to 49 years 0(0.0) 16 (53.3) 0(0.0) 16 (17.8) 29 (49.2)
>49 years 0(0.0) 6(20.0) 1(5.9) 7(7.8) 14 (23.7)
Work duration, n (%)
<1year 6(14.0) 1(3.3) 3(17.6) 10 (11.1)
1to 4 years 23 (53.5) 3(10.0) 8(47.2) 34 (37.8)
5to 9 years 14 (32.5) 2(6.7) 3(17.6) 19 (21.1)
>9 years 0(0.0) 24 (80.0) 3(17.6) 27 (30.0)
Education, n (%)
Precollege 26 (43.3)
Vocational college 11 (18.3)
Undergraduate 17 (28.3)
Graduate 6(10.0)
Family member, n (%)
1 to 2 people 17 (30.4)
3 to 4 people 28 (50.0)
>4 people 11 (19.6)
Disease duration, n (%)
<4 years 24 (40.0)
5to 9 years 12 (20.0)
10 to 14 years 16 (26.7)
>14 years 8(13.3)
HCWs = health care workers; HIV = human immunodeficiency virus; PLHIV = people living with HIV
* p-value <0.05 indicates statistical significance (Pearson’s Chi-square test)
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Table 2.

reflects the percentage of respondents that gave that question a stigma-level score of 4 or 5

Questionnaire item 1 to 16 concerning stigma in health care setting comparing between HCWs and PLHIV, shown proportion

Questionnaire items No.

HCWs (n=91) PLHIV (n=61) p-value

n (%) n (%)

1.  HCWs counsel PLHIV about safe sex practices 52 (57.1) 48 (78.7) 0.006*
2. HCWs counsel PLHIV about family planning 55 (60.4) 48 (80.0) 0.012*
3. HCWs provide special clinic at a specific time and place for PLHIV 47 (51.6) 45 (73.8) 0.006*
4. HCWs use an alternative for PLHIV’s clinic in order to avoid using the terms HIV and/or AIDS 55 (60.4) 44 (72.1) 0.138
5. HCWs make a special marker on PLHIV specimens to alert others 39 (42.9) 14 (23.0) 0.012*
6.  HCWSs wash their hands after touching PLHIV 46 (50.5) 25 (41.0) 0.247
7.  HCWs wear mask and/or gloves when interacting with PLHIV 36 (39.6) 22 (36.1) 0.664
8. HCWs request written informed consent from general medical patients who do not intend to 45 (49.5) 26 (42.6) 0.408

check their HIV status
9.  HCWs ask PLHIV about other sexually transmitted diseases 44 (48.4) 26 (42.6) 0.487
10. HCWs speak with PLHIV in a hurried manner, and they attempt to conclude the conversation 25 (27.5) 14 (23.0) 0.532

as quickly as possible
11. HCWs refuse to speak with PLHIV, saying that they are busy in with other work 24 (26.4) 9 (15.0) 0.098
12. HCWs maintain more distance from PLHIV than non-PLHIV patients 29 (32.2) 14 (23.0) 0.215
13. HCWs speak to PLHIV in a derogatory and condescending tone 26 (28.6) 12 (19.7) 0.214
14. HCWs blame PLHIV when they do not comply with treatment 19 (20.9) 16 (26.7) 0.410
15. HCWs are angry to anything around PLHIV 18 (19.8) 12 (19.7) 0.987
16. HCWs act as though all PLHIV illnesses are derived from the patient’s HIV status 18 (19.8) 14 (23.0) 0.638

AIDS = acquired immune deficiency syndrome; HCWs = health care workers; HIV = human immunodeficiency virus; PLHIV = people living with HIV

* p-value <0.05 indicates statistical significance (Pearson’s Chi-square test)

with PLHIV), 8 (HCWs request written informed
consent from general medical patient who do not
intend to check their HIV status), and 9 (HCWs ask
PLHIV about other sexually transmitted diseases),
respectively. Although the results for items 6 to 9
were not significantly different between groups, a
substantial level of concern was reported regarding
potential discrimination from HCWs. The percentage
of HCWs and PLHIV that rated items 10to 16 asa4 or
5 (stigma level response) ranged from 15% to 32.2%.
Proportions were relatively similar between groups for
each item, and no statistically significant differences
were observed between groups for any of these items.

Results concerning attitudes, behaviors, and
beliefs in a Thai social context (items 17 to 25) are
shown in Table 3. These nine items were divided into
the following three groups: (A) negative attitudes
against PLHIV (items 17: PLHIV are sexually
promiscuous, 18: PLHIV have problems with drug
addiction, and 19: PLHIV are immoral), (B) negative
actions against PLHIV (items 20: people avoid
interaction with PLHIV, 21: PLHIV are expelled
from their place of residence, 22: people gossip about
PLHIV in a disparaging tone/manner, and 23: mass
media shows how PLHIV can be distinguished), and
(C) negative prejudice against PLHIV (items 24: people
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Table 3. Questionnaire items 17 to 25 concerning stigma in a
social context among PLHIV, shown proportions reflect
the percentage of respondents that gave that question a

stigma-level score of 4 or 5

Questionnaire items No. PLHIV (n = 61)

n (%)

Group A: negative attitudes against PLHIV

17. PLHIV are sexually promiscuous 11 (19.6)

18. PLHIV have problems with drug addiction 10 (18.2)

19. PLHIV are immoral 9 (16.7)

Group B: negative actions against PLHIV

20. People avoid interaction with PLHIV (e.g., 7 (12.7)
touching, sharing a meal, talking together, etc.)

21. PLHIV are expelled from their places of 8(14.3)
residency

22. People gossip about PLHIV in a disparage 10 (17.5)
tones/manner

23. Mass media shows how PLHIV is distinguish 12 (22.2)

Group C: negative prejudices against PLHIV

24. People have inadequate knowledge about 31 (54.4)
understanding toward PLHIV

25.  PLHIV have to keep their HIV status secret 37 (63.8)

PLHIV = people living with human immunodeficiency virus

have inadequate knowledge about and understanding
toward PLHIV and 25: PLHIV have to keep their HIV
status secret). Notably, 54.4% of PLHIV reported that
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non-HIV-infected people have insufficient knowledge
about and understanding toward PLHIV, and 63.8%
of PLHIV reported that they have to keep their HIV
status secret from others.

Discussion

HIV-related stigma in health care setting is one
of the key factors that lead to poor HIV treatment
compliance!”. Different perceptions between HCWs
and PLHIV on attitudes or behaviors might create
PLHIV stigmatize feeling, which results in ineffective
counseling and poor health promotion program.
Only few previous studies explored HIV-related
stigma issues in Thai HCWs. A systematic review
by Churcher™® published 15 articles between 2007
and 2012 that focused on HIV-related stigma in
Thailand. Most of those articles focused on attitudes
of PLHIV and the community. One of those 15 studies
investigated attitudes about HIV-related stigma among
20 HCWs that were nursing students. Participants in
that study revealed that they viewed PLHIV who were
sex workers or drug abusers to be immoral'®. This is
the first study to investigate and compare differences in
HIV-related attitudes, behaviors, and beliefs between
PLHIV and HCWs in Thailand.

In this study, a significant higher percentage of
PLHIV than HCWs considered family planning and
safe sex counseling to be a HIV-stigma influenced
behavior. This perception may be because Thailand’s
culture is influenced by Buddhist principles and
philosophies. Thai people reported believing that
PLHIV could have contracted HIV from inappropriate
relationships, such as extramarital affairs, having many
sex partners, or having sex with prostitutes!®. In the
present study, approximately 40% of HCWs did not
consider family planning and safe sex counseling to be
influenced by HIV-related stigma. People that engage
in extramarital relationships may contract and spread
HIV to their sex partners and perhaps even to their
children?. Aware of overemphasizing sexual practice
issues in counseling might reduce PLHIV stigmatized
feeling and improve PLHIV counseling quality.

PLHIV can recognize discriminatory behavior
and hesitation or unwillingness of HCWs to help
them?. Family planning counseling about the
potential risks of vertical transmission may increase
feelings and concerns among PLHIV that they are
being stigmatized®”. Therefore, PLHIV may develop
anxiety and stress about pregnancy or planning for a
future pregnancy.

Alternatively, it has been reported that HIV-
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related discriminatory behavior by HCWs may not
be influenced by their job, but rather by a generalized
societal adverse attitude toward PLHIV®). The authors
hypothesized that HIV stigma-related views and
behaviors held and demonstrated by HCWs may be due
to a lack of experience dealing with PLHIV, a lack of
sufficient understanding of the disease, or feelings of a
need to overprotect HCWs from contracting the disease
from PLHIV. Unfavorable counseling results revealed
in the present study may have also been caused or
exacerbated by an insensitive or inappropriate approach
by HCWs or by forms of unintentional non-verbal
communication to which PLHIV may be particularly
sensitive. It should also be noted that despite receiving
counseling from professional HCWs, PLHIV may
have a generally pessimistic view and may, therefore,
misunderstand the purpose or intent of the counseling.
Regardless of how well family planning counseling is
received, accepted, and assimilated by the PLHIV, it is
essential that family planning be provided according to
Thailand National Guidelines on HIV/AIDS Diagnosis
and Treatment and other recognized guidelines,
because this will help to reduce the risk of spreading
HIV to the partners and children of PLHIV®@?.

The authors found that a significantly higher
percentage of PLHIV than HCWs (73.8% vs. 51.6%)
considered issues relating to the HIV special clinic to be
influenced by HIV-related stigma. Previous study found
that PLHIV desired to attend a special clinic where they
would be understood and not feel isolated®®. Although
the HIV special clinic at our center gives all indications
of providing a suitably accommodating environment
for PLHIV, it is possible that the stigma felt by PLHIV
in this study was caused by their feeling that HCWs at
that clinic somehow viewed them differently because
they are HIV-positive. Social groups and online social
networks for PLHIV can help to mask or obscure their
HIV-positive identity, which may help to reduce or
otherwise compensate for feelings of isolation and
stigmatization®®.

As a possible alternative and similar to how a
psychiatric clinic might be euphemistically named a
behavioral health clinic, the HIV special clinic might
be renamed using terminology or phraseology that
omits the use of the acronyms HIV and/or AIDs. This
type of change may benefit PLHIV, HCWs, and others
who work or interact in that specific work/service
environment. However, based on our findings, it is
possible that changing the name of the HIV special
clinic would also be viewed at HIV stigma-influenced
behavior. Although the use of special markings or codes
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on investigative specimens obtained from PLHIV is
common in health care settings, a significantly lower
proportion of PLHIV than HCWs regarded special
marking specimens as HIV-related stigmatization
in this study. However, according to universally
recognized specimen handling precautions, all human
blood and certain body fluids should be treated as if
known to carry blood-borne pathogens, including
HIV®). Given that this specimen marker does
effectively differentiate HIV from non-HIV-infected
specimens, it is not surprising that HCWs would report
attitudes influenced by HIV-related stigma. The lower
proportion of PLHIV may be explained by the fact that
PLHIV had no preexisting awareness of this special
marking system.

Medical practices like washing hands after
touching patients and wearing a mask were similarly
recognized as stigma-influenced behavior by both
HCWs and PLHIV in this study. This can likely be
explained by either unawareness of universal hygiene
and prevention practices or hypersensitivity by
PLHIV to these commonly accepted hygiene practice.
Enhanced and/or ongoing promotion of hand hygiene
and mask wearing in a health care setting may help to
establish a better and more enduring understanding
of these essential disease transmission prevention
methods. Proving consenting for HIV testing and
requesting for history of sexually transmitted diseases
was beneficial for patients, even if both HCWs and
PLHIV considered this to be HIV stigma-influenced
behavior®®. These practices should, therefore, be
continue by HCWs.

Intentional and unintentional non-verbal and
verbal communication by HCWs while interacting
with PLHIV were recognized by a low proportion of
respondents in both study groups as being influenced
by HIV stigma. This finding suggests that long-term
care and a paradigm shift towards HIV being viewed
as a chronic disease may have created a better doctor-
patient relationship that translates to improve mutual
understanding between PLHIV and HCWs.

Negative social attitudes toward PLHIV, such as
sexual promiscuity, drug addiction, and immorality
may be decreasing given that less than 20% of
PLHIV in the present study rated them as being HIV
stigma-related. Growing acceptance and positive
changing attitudes toward PLHIV were found in
the present study, similar to Hasan’s study, which
found that PLHIV were greeted in public places and
were accepted to adherently sit with other people on
public transport®”. PLHIV may have more positive
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perception regarding these negative social attitude
issues. Local community-based intervention could
reduce discrimination and proposed that knowledge
sharing may help people to better understand the causes
of disease to avoid misjudging PLHIV®@7.

In the present study, the authors found that less
than a quarter of PLHIV perceived that there were
negative actions against PLHIV in Thailand, such as
avoid of touching and being expelled from residency.
A possible explanation for the low percentage of
PLHIV concerned about these issues is a perceived
improvement in understanding among non-HIV-
infected individuals regarding HIV transmission.
Several public campaigns were shown to decrease
stigma associated with actions for which there is no
associate risk of contracting HIV®. Moreover, the
way public media portrayed PLHIV tended to be
more positive by showing more dimensions of PLHIV,
which may lead to better holistic understanding of
HIV and PLHIV®. Many families in Thailand have
HIV-infected members. As such, more people are more
likely to be comfortable in living with PLHIV and to
empathize with other PLHIV®",

In this study, a high proportion of PLHIV
considered knowledge about and understanding toward
PLHIV to be inadequate, and that PLHIV had to keep
their HIV-positive status confidential. According to
the previous finding in 2012, some old misbelieves
such as HIV contract from getting closer to PLHIV
are persistent. This indicates that negative prejudice
against PLHIV continues to endure in Thai society.
Two reported examples of false belief among non-HIV-
infected people are that PLHIV should remain isolated
and that PLHIV will die within a few months after
HIV infection®”. PLHIV may still attempt to conceal
their HIV status due to feelings of insecurity and
fear of influencing HIV stigma-related behavior and
discrimination from others'"*”. Therefore, continuing
health promotion and campaigns designed to improve
HIV knowledge and understanding may help to
improve overall knowledge about this disease and to
dispel commonly held myths about HIV infection and
transmission.

This study has some mentionable limitations.
First, given that only 152 participants were included,
the size of our two study groups was relatively small
(91 HCWs and 61 PLHIV). Therefore, it is possible
that our study lacked sufficient power to identify
all existing significant differences between groups.
Second, the exclusion of PLHIV who had active
comorbid psychiatric disorders is needed for the benefit
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of patients, so the subjects in the present study possibly
do not represent the actual PLHIV population. Third,
more working experiences with PLHIV of HCWs
might individually reduce HIV-related stigma attitudes
or behaviors toward the patients. The questionnaire
answers were able to be affected by HCWs and PLHIV
individual perception on actual stigma situation.
Fourth, the HCWs and PLHIV included in this study
were recruited from one center, all of the HCWs and
PLHIV were influenced by the same institutional ethos,
the same guidelines, and it can be assumed, the same
group-inspired attitudes. Therefore, the results of this
study should be interpreted and applied with caution
given that results from other centers in other urban or
non-urban cities or regions could differ substantially
from the results we are reporting. Multicenter study
in urban and rural centers and in different regions is
needed to develop a more defined understanding of
differences in attitude about HIV-influenced stigma
between HCWs and PLHIV. All of that acknowledged,
this study demonstrates important differences between
these two important groups and that more needs to be
done to improve HIV-related attitudes and patient care.

Conclusion

The present findings emphasized the differences
in attitude among HCWs and PLHIV regarding
HIV-related stigma in Thailand health care setting.
Safe sex advice and appropriate family planning
counseling, which help to reduce HIV spreading risk,
were considered HIV stigma-influenced activities in
a higher proportion of PLHIV than HCWs. Setting
special clinic for PLHIV at a specific time and place
was also reported as HIV-related stigma concerned by
high proportion of PLHIV.

Negative social attitudes toward PLHIV, including
sexual promiscuity, drug addiction, and immorality,
as well as negative actions, such as avoid of touching
and being expelled from residency, tend to affect a
relatively small proportion of PLHIV, which can be
implied that HIV discrimination in Thai society is
decreasing.

What is already known on this topic?

Anunderstanding of stigma in health care settings
is essential for the development and implementation
of policies to reduce disease-related stigma, and for
improving attitudes about HIV infection in both HCWs
and PLHIV. Very little is known about differences in
HIV-related attitudes, behaviors, and beliefs between
PLHIV and HCWs in Thailand.

J Med Assoc Thai | Vol.101 | No.3 | 2018

What this study adds?

Safe sex and appropriate family planning counsel-
ing were considered HIV stigma-influenced activities
in a higher proportion of PLHIV than HCWs. There is
aneed to provide focused training designed to improve
disease, treatment, and lifestyle counseling provided
by HCWs.

PLHIV reported that the location and times of
the HIV special clinic were influenced by HIV-related
concerns held by others. Interestingly, issues like
promiscuous sexual behavior, avoidance of interaction
with PLHIV, HIV-influenced gossip by others,
residency expulsion, and HIV stigmas perpetuated by
the media were reported to be stigma-level problems
by only a relatively small proportion of PLHIV.
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