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ABSTRACT 

Many HIV/AIDS public service announcements (PSAs) focus on aspects of HIV/AIDS 

prevention efforts, including stigma and discrimination.  However, due to an absence of 

media evaluations that have properly understood the ways in which HIV/AIDS-related 

stigma PSAs are framed and constructed, little is known about the ways in which these 

messages are framed. This study attempts to bridge the gap by analyzing the ways in 

which the Pan American Health 10-year Anthology DVD, frames and constructs their 

argument in PSAs targeted at HIV/AIDS-related stigma. In order to answer the 

questions, this study connects the theories of stigma, media, and framing, to the theory of 

social construction. Where stigma is a form of social construction, framing can cause 

social construction and media facilitates social construction. Moreover, this study uses a 

qualitative content analysis, to analyze the198 PSAs in the anthology. The results of the 

study revealed that HIV/AIDS-related stigma PSAs could be categorized into either 

proactive or reactive frames. Within the proactive and reactive frames there are also 

several sub-categories, which includes: proactive messages that reduce self-stigma, 

proactive messages that encourage community support, proactive messages that 

encourage institutional support, and proactive messages that focus on anti-

discrimination. Within the reactive messages the sub-categories include: reactive 

messages and HIV/AIDS corrective information, reactive messages that focus on how 

HIV/AIDS is and is not transmitted, reactive messages that focus on what stigma is. The 

analysis of this study connected the theoretical reference to the results of the study, by 

determining that the proactive and reactive frames are tools within PSAs, intended to 

create a new reality or new social attitudes about HIV/AIDS-related stigma. Future 

implications for this study could evaluate the effects of the proactive and reactive frames. 
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1. INTRODUCTION  
This chapter provides a brief introduction to the study. Subchapter 1.1 introduces 
HIV/AIDS-related stigma, while subchapter 1.2 introduces a brief conceptualization of 
the mass media and how it helped fuel the misconception around HIV/AIDS, and as a 
tool to address HIV/AIDS-related stigma. Lastly, subchapter 1.3 introduces the research 
gap and question, whereas the final aspect presented within this section is the thesis 
disposition, which outlines the chapters of the study.   

1.1 HIV/AIDS-Related Stigma 

Human Immunodeficiency Virus and Acquired Immunodeficiency Syndrome 

(HIV/AIDS) are life-threatening sexually transmitted diseases1. Since, HIV/AIDS was 

discovered in 1981, there is an estimated 33 million people infected and more than 22 

million people have died of AIDS2. The pandemic has left no region in the world 

unaffected and it remains exceptionally dynamic, growing and changing in character, as 

it exploits new opportunities for transmission3. HIV/AIDS was first identified amongst 

homosexual men, which gave the uninfected reason to assume that the disease was 

contained amongst a subgroup of the population4.  This assumption was quickly 

overridden, when the disease began to be found amongst injecting drug users and sex 

workers, making it invalid that HIV/AIDS was limited to any subgroup. A major barrier 

that then occurred, and is still occurring, is that HIV/AIDS has always been more 

prevalent amongst these risk groups5.  

The barriers associated with HIV/AIDS are not limited to the risk groups, another major 

barrier that many people living with HIV/AIDS (PLWHA) face is the fact that 

HIV/AIDS’ label is stigmatizing. Sontag (1989, pg. 68) did a study on HIV/AIDS 

discourse, and how HIV/AIDS was often framed in the context of military and war 

metaphors, such as: ‘fight’, ‘struggle’, ‘battle’, ‘invasion’, ‘enemy’ and ‘war.’ Sontag 

argued that HIV/AIDS was often framed as a foreign invader, and people needed to 

protect themselves, this of course may have led to an increase stigmatization of the 

PLWHA, and an exacerbated fear amongst the public.  The metaphors associated with 

HIV/AIDS are not isolated to military and war, they are also portraying HIV/AIDS risk 

                                                        
1 United Nations, “HIV/AIDS Awareness and Behaviour,” United Nations Research Report issue 20 (New York, NY: 
USA.  Department of Economic and Social Affairs, 2002). 
2 Ibid 
3 Ibid 
4 Patricia G Devine, E. Ashby Plant, and Kristen Harrison, “The problem of  “us” Versus  “them” and AIDS Stigma,” 
American Behavioral Scientist 42, no. 7 (1999):1212-1228. 
5 Ibid 
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groups with phrases, such as: ‘deviants’, ‘victims’, ‘innocent’, ‘promiscuous’, 

‘survivors’, ‘battlers’, ‘homosexuals’, or ‘drug addicts (Sontag, pg.69) ’. Another 

common metaphor that is found in HIV/AIDS discourse is the ‘Grim Reaper.’ The ‘Grim 

Reaper’ was shown in the early stages of HIV/AIDS, in connection to the diseases 

(Sontag, pg.69). It’s been argued that these images may have introduced a sense of 

powerlessness against the diseases and the inevitability of death for its victims. This 

might have made the transition from demonization of HIV/AIDS into placing the blame 

on those infected, inevitable6. 

1.2 Mass Media to Address HIV/AIDS-Related Stigma 

"Using the mass media to improve public health can be like navigating a vast network of roads without any 
street signs—if you are not sure where you are going and why, chances are you will not reach your 
destination (Wninett and Wallack, 1996, pg. 173)."   

The mass media has been one of the global sources for disseminating information about 

HIV/AIDS.7 Though the mass media is often used as a tool to help facilitate prevention 

efforts, in many cases the mass media has helped fuel some of the misconceptions about 

HIV/AIDS. For example, according to Ivan Emke (2000), “one of the most common and 

consistent critiques of HIV/AIDS-related media coverage is that the stories are often 

sensationalized (Cameron, 1989; Dickinson, 1990; Gallagher, 1991; King, Beazley, 

Warren, Hankins, Robertson, & Radford, 1988; McCaskell, 1983; Payne & Risch, 

1984).” The sensationalization of HIV/AIDS through the media was often carried out 

through tabloids, which helped spread many stories about HIV/AIDS, such as:  HIV-

positive sex workers that had infected hundreds of men, or how schools were demanding 

any infected child to stop attending classes, and how many funeral parlors refused 

services to families of people who had died of AIDS8. Moreover, in the early stages of 

HIV/AIDS, the media also disenfranchised gay men, and women and minorities, by 

representing them as “outsiders” or “deviants9.” The sensationalization of HIV/IDS in 

the mass media was described by Watney (1987. pg. 62) as: "the entire AIDS epidemic 

has occurred against the lurid background of the most sordid and sickening press 

                                                        
6 Susan Sontag, AIDS and Its Metaphors, (New York: Penguine Books, 1989),95. as cited in “HIV/AIDS 20 years of 
press coverage,” by Trevor Cullen, Australian Studies in Journalism,12(2003):64-82. 
7 Liana B. Winett and Lawerence Wallack, “Advancing in Public Health Goals Through the Mass Media,”Journal of 
Health Communication, 1 (1996):173-196. 
8  Deborah Johnson, June A. Flora, and Rajiv Nath Rimal, “ HIV/AIDS Public Service Announcements Around the 
World: A Descriptive Analysis,” Journal of Health Communication 2, (1997): 223-234. 
9 Che Baysinger, “Constructing the face of AIDS: Debby Feyerick and the Wayne Fischer story,” Atlantic Journal of 
Communication 7, no.2 (1999): 216-226. 
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campaign in post-war British history."    Also, many mass media campaigns focusing on 

HIV/AIDS prevention used fear campaigns, which often induce fear as well as an 

enduring stigma associated with HIV/AIDS10. The media also used many terms to 

described HIV/AIDS such as: “black death”, “scourge of the twentieth century”, “ lethal 

pandemic unparalleled in human history” and “ the gay plague11.” 

 

Though much of the early stages of media coverage of HIV/AIDS can be attributed to 

the moral panic surrounding HIV/AIDS, the media has also been used in prevention 

efforts. This is mainly due to mass media’s ability to spread information, which can help 

educate society or it can help spread misconceptions. In many societies some form of 

mass media has been one of the main sources of receiving any information about the 

diseases12. In a study conducted by Bradner and Lindberg (2000), it was found that 96% 

of men received information about HIV/AIDS through one of the main mediums: 

television advertisements, radio, or magazines13. They concluded that the mass media’s 

power to educate, change perceptions, and alter behavior, is essential to understanding 

how the mass media can be used to change the face of HIV/AIDS, and reduce the public 

stigma and discrimination14.  Thus, the relationship between the mass media and 

HIV/AIDS-related stigma is that the mass media can be used as a tool compliment public 

health communication. However, the mass media has not always been used as a positive 

tool and in fact in the beginning of the epidemic the mass media fueled the stigmatization 

and discrimination about HIV/AIDS. However, the mass media can be used to educate 

and change the perception of HIV/AIDS by broadcasting information about what might 

be considered stigmatizing behavior, it can also help clear misconceptions about 

HIV/AIDS, while providing information about the advances in medical research. The 

mass media can also aid in altering behavior and help reduce self-stigma, by providing 

testimonies of people that are living long healthy lives with HIV/AIDS. Another way that 

the mass media can lead to behavioral changes, is by demonstrating that people living 

with HIV/AIDS, can be supported by their friends, family and governments. Even 
                                                        
10 Rachel Smith, “media depiction of health topics: Challenge and Stigma Formats,” Journal of Health Communication 
12(2007): 233-249 
11 Ivan Emke, “Agents and Structures: Journalists and the Constraints on AIDS Coverage,” Canadian Journal of 
Communication 25, no. 3 (2000): accessed on June 11, 2011. http://www.cjc-
online.ca/index.php/journal/article/viewArticle/1162/1081 
12 Ibid 
13 Carolyn H. Bradner,  Leighton Ku and Laura Duberstein Lindberg, "Older, but Not Wiser: How Men Get 
Information About AIDS and Sexually Transmitted Diseases After High School," Family Planning Perspectives 32, no 
1 (2000):33–38. 
14 Liana B. Winett and Lawerence Wallack, “Advancing in Public Health Goals Through the Mass Media,”Journal of 
Health Communication 1, no.2 (1996): 173-196. 
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though the mass media has been one of the main sources of spreading information about 

HIV/AIDS-related stigma, it is clear that most public service announcements (PSAs) are 

lacking in their understanding of stigma-reducing components. Understanding, the 

components required for an effective message is complicated, but vital.   

1.3 Research Gap 

The main problem is that even though many HIV/AIDS, PSAs focus on stigma and 

discrimination, there is no evaluations of how it’s done. Properly addressing the issue of 

stigma and discrimination can have many positive outcomes. It is thus, imperative to 

understand how PSAs that address stigma and discrimination are framed in order to 

understand how messages within PSAs can be designed to cause HIV/AIDS-related 

stigma reduction. Currently, there is an absence of media evaluation studies within 

HIV/AIDS- related stigma reduction or that have understood the frames used in stigma 

reduction messages, making it is difficult to understand the role of stigma reduction in 

HIV/AIDS media interventions. 

1.3.1 Research Questions 

The purpose of this study is to evaluate The Pan American Health Organization’s 10-

year anthology DVD, of HIV/AIDS PSAs in the Americas. Specifically, to understand 

the messages that target stigma reduction and how those PSAs frame their message. In 

order to achieve this purpose the following research questions will be addressed: 

‐ In what ways do the public service announcements compiled in The Pan 

American Health Organization’s 10-year anthology construct and frame the issue 

of stigma? 

‐ In what ways do the modes of framing manifest the issue of stigma? 

1.4 DISPOSITION 

This thesis is divided into eight chapters. Chapter one, the introduction, focuses on 

introducing the problem, the research question and research gap. Chapter two, the 

background information, provides a conceptualization of stigma, and why HIV/AIDS is a 

highly stigmatized disease. Chapter three, the theoretical framework, begins with 

previous research, and ultimately focuses on the theoretical foundation of the thesis. 
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Chapter three ends with a summary of how the theoretical concepts are intended to be 

bridged together. Chapter four, the methodology, outlines the methodology selected, 

while chapter five the empirical data, presents the results and the examples of the 

empirics. Chapter six, the analysis,  provides a detailed analysis of the empirical results 

and how it is found within PSAs, while Chapter seven, discussion, focuses on the 

limitations and possible future research. Lastly chapter eight summarizes the study and 

the results that were found. 
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2. BACKGROUND INFORMATION 
 
This chapter begins with subchapter 2.1 were the importance of focusing on HIV/AIDS-
related stigma is explained. Subchapter 2.2 explains why HIV/AIDS is an easily 
stigmatized disease. The subsections 2.2.1, 2.2.2, 2.2.2 focuses on the main three reasons 
why HIV/AIDS is highly stigmatized- these include it is deadly, it is sexually transmitted 
and in the beginning there were labeled risk groups. Sections 2.2.3.a, 2.2.3b, 2.2.3c 
focus on the individual risk groups and why these groups are still highly stigmatized. 
Lastly, subchapter 2.3 concludes this chapter with an explanation of the hindrances 
caused by stigma. 

2.1 The Importance of Stigma  

It is important to consider the reasons why HIV/AIDS are highly stigmatized diseases, as 

well as considering the importance of addressing stigma itself. According to UNAIDS 

(2010), there are two sets of societal factors that affect HIV risk and vulnerability, which 

have not been properly addressed these are, stigma and gender inequality. Though gender 

inequality in HIV/AIDS-prevention is also important, this study is only focusing on the 

stigma. UN Secretary-General Ban-Ki Moon further emphasized the importance of 

stigma in HIV/AIDS prevention, when he stated: 

“Stigma remains the single most important barrier to public action. It is a main reason 
why too many people are afraid to see a doctor to determine whether they have the 
disease, or to seek treatment if so. It helps make AIDS the silent killer, because people 
fear the social disgrace of speaking about it, or taking easily available precautions. 
Stigma is a chief reason why the AIDS epidemic continues to devastate societies around 
the world (Moon, 2008, pg.1).” 

 Globally Stigma and discrimination remains a factor in the daily lives of so many people 

living with HIV/AIDS. A third of all the countries have no laws protecting the rights of 

those living with the disease, and so many countries allow discrimination against women, 

children, gay men, and communities at risk who contract the disease.15 

2.1 HIV/AIDS Discourse: An easily stigmatized disease 

From the inception of the HIV/AIDS pandemic, the viruses and the people carrying them 

have been highly stigmatized16. HIV/AIDS risk groups, were already highly stigmatized 

in society prior to the discovery of HIV/AIDS. The diseases simply reinforced the 

                                                        
15 Ban Ki Moon, “The Stigma Factor,” The Washington Times, August 6, 2008. 
http://www.washingtontimes.com/news/2008/aug/6/the-stigma-factor/print/ (January 9, 2011). 
16 United Nations, “HIV/AIDS Awareness and Behaviour,” United Nations Research Report issue 20 (New York, NY: 
USA.  Department of Economic and Social Affairs , 2002). 
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already established stigma, which caused further stigmatization of both the risk groups 

and of PLWHA17. This is what Herek (1993) Rushing (1995) and Sontag (1990) referred 

to as ‘layered stigmas18’. As it became apparent that the diseases were not exclusive to 

any subgroup, fear arose within society, causing great pressure on medical research to 

find a cure for these diseases19.  Consequently, people living with HIV/AIDS, were not 

only coping with the disease, but were also having to cope with the stigma and 

discrimination that comes with it; this problem is still a current issue today. The 

stigmatization and prejudice associated with HIV/AIDS can also come with negative 

attitudes and stereotypes, causing the victimization of PLWHA20. Unlike, other deadly 

diseases, the stigma and discrimination associated with HIV/AIDS, often comes 

accompanied by violence, harassment, and other acts of discrimination. Another aspect 

that may be contributing to the stigma attached to HIV/AIDS, is the misconception that 

people living with HIV/AIDS, are summoned to an immediate death. Ultimately, it is 

believed that there are three main factors, which make HIV/AIDS an easily stigmatized 

disease, these include but are not limited to21:  

1) HIV/AIDS is a global pandemic that has taken with it many lives 

2) The virus is sexually transmitted 

3) It was first identified amongst homosexual men, and then it was identified amongst 
sex workers, and injecting drug users, groups that were already stigmatized in society.  

2.2.1 Deadly 

The first possible reason why HIV/AIDS is considered a highly stigmatized disease is the 

fact that HIV/AIDS are slowly progressive, invasive diseases that do not have a cure, 

making the diseases terminal conditions. The highest reported rate of infection was in 

2004, when 4.9 million people were diagnosed as being HIV positive, and another 2.1 

million died from HIV/AIDS22. Thus far, there are approximately 33 million people 

worldwide infected with HIV/AIDS, and it is estimated that more than 22 million people 

                                                        
17 Ibid 
18 Lisanne Brown, Kate MacIntryre, and Lea Trujillo,  “Interventions to reduce HIV/AIDS Stigma: What have we 
learned?” AIDS Education and Prevention15, no.1 (2003):49-69. 
19 Ibid 
20 Patricia G. Devine, E. Ashby Plant, and Kristen Harrison, “The problem of  “us” Versus  “them” and AIDS Stigma,” 
American Behavioral Scientist 42, no. 7 (1999): 1212-1228. 
21 Ibid 
22 UNAIDS, “Report on the Global AIDS Epidemic,” Joint United Nations Programme on HIV/AIDS, (Geneva: 
Switzerland, 2010). 
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worldwide have died of AIDS-related causes23. However, it is believed that 90% of the 

people, infected with HIV/AIDS, are unaware of their condition24. As of 2009, in Latin 

America and the Caribbean adults and children living with HIV/AIDS was 

approximately 1.4 Million, compared to 1.1 million in 200125. In North America the rate 

of adults and child living with HIV/AIDS has increased from 1.2 million in 2001 to 1.5 

million in 2009.  The total newly infected in the Americas in 2009, was 179,000 

compared to 185,000 in 2001. The prevalence of HIV/AIDS infection in North, Central 

and South America amongst those between the ages of 15-49 is .5 %, whereas the 

prevalence in the Caribbean is 1% as of 2009. The total number of HIV/AIDS-related 

deaths in 2009 was 96,000 compared to 102,000 in 2001.  Ultimately, death is one of the 

probable reasons why HIV/AIDS is highly stigmatized, which is fueled by the high 

infection rate and high death rate. 

2.2.2 Sexually Transmitted 

The second possible reason why HIV/AIDS is considered a highly stigmatized disease is 

the fact that HIV/AIDS are sexually transmitted diseases (STD’s). Sex alone, is often a 

very taboo subject throughout the America’s, making it likely that people that are 

infected with any STD are often judged or condoned for being infected with an STD26.  

Several countries, especially in Central America and in the Andes, have few programs 

that address the role of unsafe sex and the HIV/AIDS epidemic27. Even though many 

other diseases also carry social stigmas attached to them, stigma is particularly present in 

most STD’s28. In a study conducted by Cunningham (2002), it was found that people 

hold negative attitudes towards individuals with STD’s and that it is positively associated 

with the recognition of STD symptoms and the decision to seek care29. The study also 

showed that the perceived negative attitude towards others that have been associated with  

STD’s, decreases the likelihood of others to get tested for an STD30. In another study 

conducted by Fortenberry (1997), it was found that the shame associated with an STD, 

                                                        
23 “Deadly Diseases: HIV/AIDS” (PBS Online. RX for survival global health challenge February 20,2011). 
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24 Ibid 
25 UNAIDS, “Report on the Global AIDS Epidemic,” Joint United Nations Programme on HIV/AIDS, (Geneva: 
Switzerland, 2010). 
26 Ibid 
27 Ibid 
28 Ibid 
29 S.D. Cunningham et al., “Attitudes about sexual disclosure and perceptions of stigma and shame,” Sexually 
Transmitted Infections78, no 5 (2002):334-338. 
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was an obstacle for STD testing31.  These studies show the negative effects that being 

associated with STD’s has on individuals. It is apparent that many people are afraid and 

less likely to get tested, and often experience shame. The shame that people experience 

in connection to an STD may contribute to the stigma.  

2.2.3 The Risk Groups 

The last possible reason why HIV/AIDS are considered highly stigmatized diseases is the 

fact that in the early stages of HIV/AIDS, the diseases became associated with risk 

groups, which included: homosexual men, sex workers, and injecting drug users. 32 The 

use of risk group labels encouraged a collectivized rather than individualized perceptions 

of PLWHA. Thus, from the initiation of the pandemic, the public was trained to think of 

HIV/AIDS in terms of social groups, instead of individuals. Though, these groups were 

already stigmatized in society, it is has been argued that HIV/AIDS contributed to the 

construction of the layered stigma. This is said to have reinforced the notion of 

stigmatizing people that were found amongst the risk group, whether or not they were 

infected with HIV/AIDS. Consequently, many homosexual, bisexual men, sex workers, 

and injecting drug users, suffer from HIV/AIDS-related stigma even if they are not 

infected33. 

2.2.3.a Homosexuality 

Homosexuality is one of the main risk groups and one of the main stigmatized groups. 

There are several reasons why HIV/AIDS-related stigma is largely concentrated amongst 

homosexuals. For example, from the inception of the epidemic the diseases were first 

concentrated and found amongst homosexual men, and even to this day, HIV/AIDS has a 

high prevalence amongst homosexuals. In fact most of the infection rate, throughout the 

America is concentrated in and around men who have sex with men, with a prevalence 

rate of at least 10%.34 The fear of being stigmatized can cause many men who have sex 

with men to also have sexual relationships with women35. In Central America one in five 

                                                        
31 J. Dennis Fortenberry, “Health care seeking behaviors related to sexually transmitted diseases among adolescents,” 
American Journal of Public Health 87, no. 3 (1997): 417-420. 
32 Patricia G. Devine, E. Ashby Plant, and Kristen Harrison, “The problem of  “us” Versus  “them” and AIDS Stigma,” 
American Behavioral Scientist 42, no. 7 (1999): 1212-1228. 
33 Ibid 
34 UNAIDS, “Report on the Global AIDS Epidemic,” Joint United Nations Programme on HIV/AIDS, (Geneva: 
Switzerland, 2010). 
35 Ibid  
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men who reported having had sex with men, also reported having sex with at least one 

woman36. 

In many South American and Caribbean countries, homosexuality is criminalized, 

reinforcing the stigmatizing and discriminating properties. In Belize, Barbados, Jamaica, 

and Trinidad, there are laws that criminalize homosexual behavior. In Barbados and 

Guyana the sentence is life imprisonment, whereas Belize and Jamaica the sentence is 10 

years imprisonment for men, while female-to-female homosexuality is legal. While 

understanding that homosexuality can pose complex moral issues within the cultural 

setting, this type of criminalization may facilitate stigmatization and discrimination37.  

2.2.3.b Sex Workers 

Sex workers like homosexuality, is still considered one of the main risk groups, and also 

one of the main stigmatized groups. The prevalence of HIV/AIDS amongst sex workers 

is one of the main causes for the stigmatization and discrimination.  In the Dominican 

Republic 4% of female sex workers are infected with HIV/AIDS, while 9% in Jamaica 

and 27% in Guyana. Moreover, the prevalence rate is still higher amongst sex workers 

than the average person,in many areas throughout the Americas the infection rate is 

higher amongst women then amongst men. In Peru, 43% of the new infections have been 

attributed to occur during paid sex, and in 2009 an estimated 53% of PLWHA were 

female. Paid sex is believed to be one of the main modes of HIV/AIDS transmission, 

making it also one of the main stigmatizing factors. Throughout the America’s many 

countries, have focused a large amount of attention on preventing HIV/AIDS 

transmission during paid sex, and there seems to be positive results38. 

2.2.3.c Injecting Drug Users 

The final risk group that is still considered one of the main risk groups, and also one of 

the main stigmatized groups are drug-injecting users. In many South American Countries 

high rates of HIV/AIDS is often connected to injecting drug users. It is estimated that 2 

million people in Central and South America inject drugs and about a quarter of those 
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might be living with HIV/AIDS.  In Puerto Rico, contaminated injection equipment 

accounted for about 40% of males becoming infected and 27% of females39. 

2.3 The Hindrance of Stigma  

The negative social identities associated with HIV/AIDS contradict normal social 

behavior, as it is accepted as normal for individuals to attempt to maintain positive social 

identities.40 This makes HIV/AIDS a potential threat to uninfected and infected 

individuals physical well-being, and to their valued social identities41 .HIV/AIDS-related 

stigma has several negative effects on testing, care, and prevention these effects include: 

delays in testing, individuals’ responses to testing positive, and transmission of 

HIV/AIDS. It is believed that HIV/AIDS-related stigma is associated with negative 

social identities, which is one of the argued main causes of why the disease is highly 

stigmatized42. In a study conducted by Myers et al (1993), it showed that stigma was 

associated with delays in HIV/AIDS testing among individuals who were at risk for 

being infected with HIV/AIDS43. The stigma associated with HIV/AIDS may also 

influences individuals’ responses to testing positive.  In the early stages of the epidemic 

there were reports of severe psychological responses to positive results, including: 

denial, anxiety, depression, and suicidal attempts44. Now, it is less common that these 

same types of responses occur, but receiving a positive test result is still associated with 

severe distress and often depression45. Stigma also affects the care of HIV/ AIDS-

positive individuals. Once a person test positive, they are faced with the decision of how 

to receive care, disclosure of HIV/AIDS positive status to partners, friends, family, 

colleagues, employers, and health care providers46.  Each time a person discloses their 
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positive status it may lead, to enhanced access to support and care, or further expose the 

individual to stigmatization and discrimination47.  

The fear and shame that comes with stigma may also lead to denial of the potential 

infection. The denial that is accompanied with fear and shame can cause people to avoid 

preventive behaviors, leading to an increase in the prevalence of HIV/AIDS infections. 

For HIV/AIDS prevention to be successful we must understand the cultural identities to 

appropriately address the stigmatization, or any effort to fight HIV/AIDS may have 

limited results48. In the end it is important to address the HIV/AIDS- related stigma, in 

order to make it less likely that individuals do not fear getting tested, and receive the 

adequate care if they test positive.  
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3. THEORETICAL FRAMEWORK 
 
This chapter begins with subchapter 3.1 were previous research regarding HIV/AIDS-
related stigma and PSAs is discussed.  Following  subchapter 3.1 is subchapter 3.2 were 
stigma is introduced using Goffman’s definition, subchapter 3.2 also includes several 
subsections (3.2.1-3.2.3) where the affects of stigma are detailed. In particular how the 
stigma in HIV/AIDS leads to discrimination, which leads to denial. Subchapter 3.3 
introduces the aspects of social construction of reality and the role of the media. This 
subchapter includes subsection 3.3.1 on the role of panic that the media played during 
the early stages of HIV/AIDS, also it includes subsection 3.3.2 where I highlight the 
influence media has over social change. Subsection 3.3.3 introduces public service 
announcements and their deliberate persuasive role the play, as well as subsection 3.3.4 
which highlights the role of television in media affects. This subchapter on the social 
construction of reality also focuses on the framing aspect of media. In sections 3.3.5.a-
3.3.5b, framing within media and prospect theory are introduced.  Lastly is subchapter 
3.4, this subchapter provides a brief summary of the theoretical components that will be 
taken into consideration throughout the study, these sections are (3.4.1-3.4.4) and 
include: stigma, Ogden and Nyblade’s division of stigma, the mass media, and media 
framing.  Finally, this chapter ends with a media theoretical model of which attempts to 
bridge the theoretical concepts that will be used as the theoretical basis of this study. 

3.1 Previous Research 

As previously mentioned in the background section, homosexuals, drug injecting users, 

and the sex industry make up the main risk groups for HIV/AIDS and they are also one 

of the main stigmatized groups. To examine the effects that stigma campaigns have on 

the layers of HIV/AIDS-related stigma, Reidpath and Chan (2005) conducted a 

quantitative study on HIV/AIDS risk groups and the layered stigmas. They were 

evaluating the extent to which campaigns effected the already stigmatized (homosexual, 

drug injecting, and sex industry), such as their ‘layered stigma,’ or additional stigma, if 

they disclosed their HIV/AIDS positive status (Reidpath and Chang, pg. 426).  The study 

showed 181 heterosexual students, three-line, vignettes describing HIV-positive males49. 

For each of the vignettes showed testimonies from either heterosexual or bisexual males 

whose HIV infection was attributable to a blood transfusion, unsafe sex or injecting drug 

use. The participants were then asked to complete a seven-item survey of social distance, 

which was used as a proxy of stigma.  The results found that even if a campaign attempts 

to address HIV/AIDS-related stigma successfully, it does not necessarily mean that 

PLWHA, who inject drugs, work in the sex industry or engage in homosexual sex, will 

experience less stigma. Redipath and Chang (2005, pg. 431) concluded “If stigma is a 
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significant barrier to the successful implementation of campaigns to reduce the 

transmission of HIV and to the improvement in the quality and length of the lives of 

PLWHA, then it is not enough to focus on single sources of stigma.” 

In another study conducted by Herek and Capitanio (1997) they examined the 

relationship between direct and vicarious contact with a PLWHA, by conducting a two 

wave national study to see the effects of Magic Johnson’s HIV disclosure status to the 

public. During the first wave they contacted 538 U.S. adults, and they had an oversample 

of 607 black Americans. In order to understand the difference between before and after 

the disclosure, they called participants prior to Magic Johnson’s disclosure, to rate their 

level of avoidance of PLWHA.  The second wave was conducted after the release of 

Magic Johnson’s PSA where he discloses his positive status. The study found that nearly 

all the respondents had experienced vicarious contact with a PLWHA through Magic 

Johnson’s PSA. The majority reported that it had affected their AIDS-related attitudes to 

some extent.  Individuals, who had high avoidance prior to the broadcast, reported a 

significantly lower avoidance for people with HIV/AIDS, whereas people that had low 

avoidance initially stayed the same after Magic Johnson’s disclosure to the public. The 

study also found that vicarious contact through the media was strongest amongst 

individuals who initially had experienced more stigmas. In many cases, there was a 

stigma reduction from wave 1 to wave 2 after watching Magic Johnson’s PSA. Though 

this study is not conclusive, it is possible to make the assumption, that testimonials from 

PLWHA, has some effect on the audience, or that the disclosure of a celebrity living with 

HIV/AIDS, may also have a large effect on humanizing HIV/AIDS by facilitated 

vicarious contact50. 

3.2 Stigma 
 
Understanding the theoretical components of stigma is essential to understand how 

stigma reduction in PSAs should be framed and are framed. Stigma theory is derived 

from Goffman’s, labeling theory and George H. Mead’s, symbolic interactionism. The 

foundation of stigma theory comes from the ideologies around self-image, and the way 

society interacts with certain people and their perceived self-image. Goffman in 

particular, observed the way abnormal individuals, or those with spoiled identities 
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behaved within society, and how society reacted to them. Goffman (1963, pg.163) 

defined stigmatizing components as, “an attribute that is significantly discrediting, 

particularly in the eyes of society (Goffman, 1963, pg.163).” He further explained 

stigmatizing components found within a person as, “a person who possess some sort of 

deviance from the social norm, which leads to spoiled identity (Goffman, 1963, 

pg.164).” Another side to Goffman’s research was his focus on how society defined 

normality.  Goffman (1963, pg.185-186) described this concept, when he stated: “We are 

the audience whose reaction forces the abnormal and the deviant to act in an unusual 

manner…. It is we “normal’s who discriminate, segregate, and construct an ideology 

about the handicapped as inferior or a threat, in order to justify our rejection, fear and 

prejudice about them”. According to Goffman’s research, it can be assumed that stigma 

is a social construction, which is placed on an individual, or a group, by society, which 

causes them to be ostracized by society and creates self-stigma and other detrimental 

effects51. Goffman’s research went on to explain how individuals responded to being 

stigmatized, and the extent to which those individuals attempted to prevent their labeling 

within society, in the first place. Another aspect to the consider when discuss stigma is 

the process of stigmatization. 

 

Goffman (1963) argued that the process of stigmatization involves the people in a 

community who learn to recognize the discrediting marks of the stigmatized and then act 

different towards those people52. This same process was also highlighted, by Brown et al 

(2003) when they argued that the process of stigmatization involves the recognition of a 

person’s categorization into a group based on distinguishing characteristics, or mark, and 

the subsequent devaluation of the marked person53.  Moreover, it is also believed that 

stigmas are often formed through stereotypes of a group and of the individual members 

in that group54.  Just like most stereotyping stigma the attributes that stigma adheres to 

are obscure55. ‘‘People will stigmatize those individuals whose characteristics and 

actions are seen as threatening or hindering the effective functioning of their groups’’ 
                                                        

51 Erving Goffman, “Stigma: Notes on the Management of Spoiled Identity”. As cited in, Key Ideas in Sociology, ed. 
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(Neuberg et al., 2000, p. 34). The process of stigmatization was further explained by  (J. 

and E Cumming, 1965, pg. 136) when they stated: 

 
Whether it is a visible mark or an invisible stain, stigma acquires its meaning through the 
emotion it generates within the person bearing it and the feeling and behavior toward him 
of those affirming it. These two aspects of stigma are indivisible since they each act as a 
cause or effect of the other.  

 
Thus, it can be concluded that stigma is a social construction by society.  A process 

formed by action and reaction. Where the action is the deviant characteristics, or the 

“abnormal behavior,” by an individual or a group of people within a community, and the 

reaction is the social construction of stigma, or the ostracization of these particular 

members from the community, due to their characteristics or behavior.  In the case of 

HIV/AIDS, the action is the disease that some individuals within society carry, and the 

reaction by society is their stigmatization. 

3.2.1 Stigma and HIV/AIDS 
 
"The epidemic of fear, stigmatization and discrimination has undermined the ability of individuals, 
families and societies to protect themselves and provide support and reassurance to those affected. This 
hinders, in no small way, efforts at stemming the epidemic. It complicates decisions about testing, 
disclosure of status, and ability to negotiate prevention behaviors, including use of family planning 
services (Mbwambo and Kilonzo et al., 2004, pg. 33)."  

Like many stigmatized diseases, the stigma attached to HIV/AIDS has been present since 

the virus began, and is believed to be the result of a devaluation that society gives to 

individuals or groups of people who are perceived to be HIV-positive or living with 

AIDS. 56  Stigma, when related to a disease was argued by Goffman, to have several 

factors in common, these include: they are progressive and incurable, with obvious 

symptoms; there is potential to attribute blame for the illness on the infected individual; 

and the disease is publicly misunderstood or vilified57. Within Goffman’s factors that are 

attributed to highly stigmatized diseases, HIV/AIDS fits almost perfectly58. Not only are 

HIV/AIDS progressive and incurable diseases but also HIV/AIDS are misunderstood and 

often feared, and many see HIV/AIDS as a punishment for what society might consider 

“morally reprehensible actions (Goffman, 1963, pg.14).”Though not limited to 
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HIV/AIDS, but a highly observable stigmatizing characteristic of HIV/AIDS is its power 

to elicit fear, revulsion, anger, contempt, self-righteousness, sympathy, pity and shame.59 

All of these emotions carry with them a negative connotation, which subsequently 

facilitates stigmatization. It is thus, important to understand the main causes of 

HIV/AIDS stigma. UNAIDS’ reports, that the stigma HIV/AIDS has is caused by: 1) 

Lack of awareness and knowledge of stigma and discrimination and their harmful effects 

2) Fear of acquiring HIV/AIDS through everyday contact with infected people because 

of lack of detailed knowledge and information 3) Linking people living with HIV with 

behavior that is considered improper an immoral.  

It is also important to understand the different types or categories that HIV/AIDS stigma 

has.  In their four countries reports Common at its Core: HIV-related Stigma across 

context, Ogden and Nyblade (2005) understood the importance of categorizing 

HIV/AIDS- related stigma. This report has been cited by over a hundred different 

sources, and was selected for this study due to its common and consistent appearance. 

Their division of HIV/AIDS-related stigma consisted of four different categories  —

physical, social, verbal and institutional, as shown in Table 1.160.  Social stigma was 

discussed as ‘isolation from the community, and loss of social role and identity’. 

Physical stigma was the association with the physical isolation from the community, 

being abandoned, or having separate personal items such as utensils. Verbal stigma is 

associated with labeling and taunting of those PLWHA, whereas institutionalized stigma 

has to do with denial of opportunities for jobs and healthcare. Ogden and Nyblade, also 

go into what they refer to, as internalized stigma, were the PLWHA stigmatize them, 

which is often accompanied by depression and loss of hope. Lastly, they mention 

secondary stigma, were people associated with PLWHA also experience stigma, simply 

because they are friends, or family members of the PLWHA61. 
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Table 1.1 Stigma, As Outlined by Ogden and Nyblade62 

Social Stigma 

• Isolated from community 
• Voyeurism: any interest may be morbid 
• Curiosity or mockery rather than genuine 

concern 
• Loss of social role/identity: social "death", Loss 

of standing and respect 

 

Verbal Stigma 

• Gossip, taunting, scolding Labeling: in Africa: 
• "Moving skeleton," "Walking corpse," and "keys 

to the mortuary.” In Vietnam: "social evils," and 
"scum of Society." 

Physical Stigma 

• Isolated, shunned, abandoned 
• Separate living space, eating utensils 
• Violence 

Institutionalized stigma 

• Barred from jobs, scholarships, visas 
• Denial of health services 
•  Police harassment (e.g. of sex workers, HIV 

positive Activists in China, outreach workers in 
India) 

 

 

 

3.2.2 Stigma Leads to Discrimination 
 

Understanding how stigma functions when related to HIV/AIDS is vital, but it is also 

important to understand the effects of stigma. In a report written by UNAIDS (2008, pg. 

76), it was stated: “Stigma leads to acts of discrimination, when a distinction is made 

against a person that results in his or her being treated unfairly and unjustly on the basis 

of their belonging or being perceived to belong, to a particular group.” Discrimination 

can be manifested at different levels and through various different channels: policy and 

legal, institutional (school, health care facilities, workplace, and community, family and 

individual).63 Society and individuals may not always be aware of their discriminating 

attitudes, actions, or language, which may be causing harm to the PLWHA.64 In a study 

conducted by Rintamaki, et al. (2007) the study interviewed 50 African American 

military veterans living with HIV/AIDS, on their perspective of discrimination in the 

healthcare system. It was concluded that many healthcare providers of PLWHA were 
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unaware of what may be classified as discriminating behavior65.  The discriminating 

behavior reported by the 50 interviewees, ranged from nonverbal cues (minimal eye 

contact), to blatant discrimination (physical abuse of HIV/AIDS positive patients), while 

the healthcare providers were unaware that their behavior was perceived as 

discriminatory66. HIV/AIDS discrimination causes many harmful effects for people 

living with HIV/AIDS67. In some cases being HIV-positive or simply coming from a 

high prevalence country can result in limitation on international travel and migration, or 

even mandatory HIV testing. For example, it was only recently that the United States of 

America lifted the ban of HIV positive tourists, and is now allowing HIV/AIDS positive 

people to come into the country68. It can also be seen in children whose parents are HIV 

positive, who are often excluded from activities, and forced to transfer schools69.  

Schuster et al (2005) concluded that out of 2,466 HIV/AIDS positive people interviewed 

8% had been refused treatment. It was also found that 32% of white respondents, 27% of 

Latinos, and 17% of African Americans reported perceived discrimination70. The study 

found that 54% of the respondents had felt discriminated against by their physician, 

medical staff, or dentist71. Discrimination, amongst PLWHA, has caused some to be 

denied food, care, evicted from homes, lose their jobs, and sometime are even violently 

attacked and murdered.72 In a literature review written by Rhodes, et al (2005), they 

concluded that HIV/AIDS-related discrimination is a product of social and structural 

factors, and in order to change the risk environment, political and economic factors must 

play a larger role73.  

3.2.3 Discrimination Leads to Denial 

The impact that discrimination has may lead to denial. Discrimination leads to denial, 

when individuals in a society have experienced acts of discrimination, and other 

individuals do not want to be associated with the cause of discrimination. It causes the 
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Studies 21, no. 12,(2007): 956-969. 
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68 “US lifts HIV/Aids Immigration ban ” (BBC News Online, January 04, 2010). 
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Infected Adults Receiving Health Care,” Journal of general internal medicine 20, no. 9 (2005): 807-813. 
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individuals in a society who are not associated with the cause of discrimination, to deny 

any relation. In a study conducted by Foster (2007), it was found that the most prominent 

barriers in HIV/AIDS prevention messages were stigma, fear, and denial74. The author 

argues that addressing the barriers is paramount to HIV/AIDS prevention efforts75. This 

denial of any association to the cause of discrimination, can lead to negative behavior. 

Stigma and denial also leads those people that are aware of their HIV-positive status, to 

continue risky behavior or reject healthy behaviors, all to avoid arousing suspicion of 

their HIV positive status76. Moreover, due to stigma associated with HIV/AIDS, it has 

even led some countries to deny that HIV/AIDS is a problem that needs urgent actions77. 

The fear or denial of the potential risk prevents people from disclosing their status, 

protecting their sexual partners, asking friends or family for support, and considering 

long-term plans for their dependents78. 

Optimistic bias is another form of personal denial. In the case of optimistic bias people 

believe that they have a lower risk of getting infected with HIV/AIDS then someone else. 

Subsequently, due to stigma and discrimination many people deny they are at risk, avoid 

getting tested, avoid protective behavior, or simply avoid HIV/AIDS as a topic 

altogether.79 In a study conducted by Bauman and Siegel (1987), they asked gay men to 

rate their own sexual behavior and their potential risk of contracting HIV/AIDS80. It was 

concluded that the majority of gay men that engaged in high-risk sexual behavior, rated 

their own risk as low. Many of the participants justified their behavior by stating: “they 

had a low number of sexual partners”, “they inspected their partner for lesions”, or “they 

showered after sex (Bauman and Siegel, 1987, pg. 335)”. Optimistic bias can hinder 

media messages’ attempt at promoting risk-reducing behaviors. Denial, in any form is 
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thus, a cause of concern. If people believe they are not susceptible to HIV/AIDS, it might 

be difficult to persuade them to adopt the new behavior81. 

3.3 Social Construction of Reality 

It is the many harmful effects that accompanies stigma that makes it more important to 

alter the attitude towards PLWHA. The following sections discuss media and framing 

and how these two concepts along with stigma, are all connected by the idea of social 

construction. Stigma is a form of social construction, which is relayed or facilitated 

through the mass media, by messages that are framed in various ways, which can cause a 

social construction to occur. The mass media is a channel or a vehicle that transmits 

messages, about HIV/AIDS-related stigma. These messages are framed and constructed 

in order to help produced a desired effect on the audience. In terms of de-stigmatizing 

messages within PSAs, and throughout various media forms, which attempt to frame and 

construct a new social construction, by changing the way PLWHA are perceived. The 

messages within PSAs are explicit in their attempt to change public opinion, by 

demonstrating and modeling positive attitudes towards PLWHA in order to help alter the 

deeply established HIV/AIDS-related stigma.  

3.3.1 “Moral Panic” 

Stan Cohen (1972, 1980) along with Jock Young (1971) is two of the pioneering 

researchers in the area of deviance and moral panics82. It was Cohen’s work, which 

emphasized how the mass media has the power to be a mechanism for encouraging panic 

and he also emphasized the political effects that flow from that83. Cohen’s book provided 

the following introduction to the term moral panics: 
 

Societies appear to be subject, every now and then, to periods of moral panic. A condition, 
episode, person or group of persons emerges to become defined as a threat to societal values and 
interests; its nature is presented in a stylized and stereotypical fashion by the mass media; the 
moral barricades are manned by editors, bishops, politicians and other right-thinking people; 
socially accredited experts pronounce their diagnoses and solutions; ways of coping are evolved 
or (more often) resorted to; the condition then disappears, submerges or deteriorates and becomes 
more visible. Sometimes the object of the panic is quite novel and at other times it is something 
which has been in existence long enough, but suddenly appears in the limelight. Sometimes the 
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panic passes over and is forgotten, except in folklore and collective memory; at other times it has 
more serious and long-lasting repercussions and might produce such changes . . . in legal and 
social policy or even in the way the society conceives itself. (Cohen, 2004,pg. 1) 

 
Cohen showed how agents of social control (the police), played a large role in the 

amplification of social deviance, (juvenile delinquencies)84. The results showed how 

media’s sensational coverage of juvenile delinquencies, influenced by the police, played 

a large role in the construction of meaning in the events. 

 

The idea of moral panics, surrounding the mass media, has been described by Thomas C. 

Shevory (2004, pg.3) as: “The most prized news stories are those that threaten the 

boundaries of social safety while encouraging feelings of moral superiority in the 

audience. Such stories set the parameters of what has become known as a moral panic.” 

Dworkin & Wachs (1998, pg. 4) argued that the media sends messages about the 

boundaries between normal and the deviant85.  The portrayal of a media frame of social 

issues as begin deviant to the norms can contribute to negative reaction against the 

issues. Moreover, media portrayal of characters contrary to the normal values upheld by 

the public can cause a negative public reaction86. 

 

Surrounding journalistic practices, it has become a standard to construct moral panics in 

the media87. In the case of HIV/AIDS there has always been a moral panic88.  

Gary W. Dowsett (1999) argued that the moral panic around HIV/AIDS is centralized 

around homosexuality. In the 1980’s, during the early stages of the discovery of the 

disease, the term gay-related immune deficiency (GRID), was the first named used to 

described HIV/AIDS. After much research the term GRID was abandoned, but 

subsequently, the name was focused on gay lifestyle factors, or the ‘gay plague89’.” In an 

example provided by Dowsett (1999, pg. 136), “an eighteen year –old Coventry man, 

which thought he had caught AIDS after drinking from the same bottle as a gay men, 

punched and killed him’…received a three months sentence in what was described as a 

wholly exceptional case.” In contrast Simon Watney argued that the moral panic around 
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HIV/AIDS had been largely constructed through media reports of events and responses 

to people infected with HIV/AIDS, and it was not necessarily due to the homosexual 

factor around HIV/AIDS.   Moreover, Watney (1980, pg. 137) argued, “unlike other 

moral panics, which appear episodic, the moral panic associated with HIV/AIDS has 

never gone away but is endlessly refreshed and thus, it reveals a debt to the scandal of 

homosexuality.” Not necessarily attributed to homosexuality, the moral panic 

surrounding HIV/AIDS still continuous. In August 2000, POZ magazine wrote an article 

on “AIDS Criminals,” or individuals who had been convicted on crimes involving the 

reckless or deliberate transmission of HIV/AIDS90.  

3.3.2 Platform to Address Stigma  

The mass media as a tool to address HIV/AIDS-related stigma is frequently used around 

the world as a standard intervention method91.  It is believed that the mass media is one 

of the primary methods for disseminating HIV/AIDS prevention messages worldwide, 

and one of the primary ways to change people’s attitudes towards HIV/AIDS92. 

However, the mass media has also been used as a tool to help spread harmful 

stigmatizing information about HIV/AIDS. The social construction of HIV/AIDS –

related stigma has often modeled and represented in and throughout the mass media. As 

previously mentioned before, HIV/AIDS discourse has often been connected to war and 

battle, and it was in the late 80’s the grim reaper’s representation of HIV/AIDS was 

released, causing fear to spread amongst society. Currently, there are many attempts to 

reverse the effects of HIV/AIDS- stigma through the use of mass media by 

demonstrating a message intended to portray a positive outlook towards PLWHA. Many 

mass media campaigns are used on a national, regional and local level, and they are 

generally correlating with HIV prevention campaigns93. According to a report written by 

the World Health Organization on 126 countries about the use of mass media in 

HIV/AIDS campaigns, 93% of the countries broadcasted HIV/AIDS messages on 

television, 85% of the countries conduct radio broadcast, and 67% of the countries 

worldwide reported collecting information on the number of people exposed to the 
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HIV/AIDS prevention messages94.  Media’s capacity to reach vast audiences in an 

inexpensive format is one of the main reasons why it is considered an ideal channel to 

provide the audience with information about stigma, and about anti-discrimination. For 

example, in a mass media campaign implemented by Médecins sans Frontières, (in 

Holland) promoting safe sex among young people in Moscow, Russia in 1997, using 

$9.5 million in free advertisement, they distributing 800,000 leaflets, provided TV 

commercials and ads in magazines and newspaper95. Afterward, they conducted random 

telephone samples to 1228 people aged 15-25 years old, finding that 84% of the 

respondents believed this type of information should be continued96. Though this 

example does not demonstrate PSAs effectiveness, it does show that the audience 

believed that the messages were providing something beneficial to the people. 

Despite the fact that these types of media interventions have the potential to reach a 

broad audience at a reasonable cost, few interventions have been evaluated, specially the 

use of specific type of messages, such as anti-stigma messages. This might be due to the 

fact that mass media prevention campaigns have frequently failed to ensure the PSA is 

widespread, frequently shown, and the audience has prolonged exposure to message97. 

Many of the evaluations of HIV/AIDS mass media messages focus their energy on 

knowledge, attitudes, and prevention behavior, missing the importance of HIV/AIDS-

related stigma and discrimination98. Brown, Trujillo and McIntyre (2003) evaluated 30 

different campaigns and interventions that attempt to reduce HIV/AIDS stigma. 

Surprisingly, out of the 30 campaigns that they chose to evaluate only 2 of them were 

mass media campaigns, even though the mass media is the main source of spreading 

information99. They concluded that there was a lack of published information about mass 

media interventions that addressed stigma-reducing components100.  

Researchers argue that the most effective tool when trying to combat the complex nature 

of HIV/AIDS, and more specifically the stigma associated with the disease, is the use of 
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humanizing messages101.  McKee et. al., (2004, pg. 107), argued that, “one of the 

strongest strategies to address stigma around HIV/AIDS is to humanize the face of 

HIV/AIDS through public testimonies of PLWHA.” They suggest the use of testimonies 

within media messages, as a way of humanizing HIV/AIDS, and combating the stigma 

associated with the disease102. There are also global efforts that are taking place to 

attempt to empower PLWHA, to give them the power to fight against HIV/AIDS, and 

speak out openly about their experiences103.  In 1994, 42 countries and UNAIDS, signed 

AIDS Summit Declaration, which called for the greater involvement of PLWHA in their 

representation, as a means to help prevent the transmission of HIV/AIDS and a way to 

help reduce stigma and discrimination104. Due to this effort many PLWHA have assisted 

in the planning and delivery of HIV/AIDS prevention messages105. Batson et al (1997) 

found that HIV/AIDS preventions methods that include contact with people living with 

HIV/AIDS can help reduce HIV/AIDS- related stigma. The problem with this study is 

that it’s a small-scale study, making it not scalable to a large population.  

3.3.3 Public Service Announcements and HIV/AIDS-Related Stigma  

Federal Commission for Communication in the USA defined a Public Service 

announcement as: 

Any announcement (including network) for which no charge is made and which promotes 
programs, activities, or services of federal, state, or local governments (e.g., recruiting, sale of 
bonds, etc.) or the programs, activities or services of non-profit organizations (e.g., United Way, 
Red Cross blood donations, etc.) and other announcements regarded as serving community 
interests, excluding time signals, routine weather announcements and promotional 
announcements106. 

Kotler and Andreasen (1991, pg. 546) built on this idea, by claiming that PSAs are “any 

type of advertising where space and or time for the advertisement are free”.  This form of 

advertisement is similar to paid advertisement, but the difference lies in the content of 

the message, the brevity, and scheduling adaptability, while facilitating the use of 

strategic health communication, through the mass media. Moreover, the messages are 
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often designed to be easily broadcasted and digested by the viewers, while at the same 

time framed in a targeted way, while managing to reach a vast audience 107. An example 

of the effectiveness of PSAs can be seen in the case of the United States, and their Anti-

smoking campaign. In 1967, the United States Federal Commission for Communication 

(FCC) applied the Fairness Doctrine, to cigarette advertising on radio and television, by 

establishing one PSA for every three-tobacco commercial. Shortly after, the smoking 

rates began to dramatically decline, and it proved the efficacy of the anti-smoking PSAs. 

The tobacco industry understood the effectiveness, of PSAs to cause behavior changes 

and ultimately withdrew all cigarette advertising. By 1971, US congress made all such 

advertisement illegal. Ultimately, public health professionals, credit PSAs with having 

initiated the decline of American smoking rates108.  

Since antismoking PSAs had a positive effect on the decline of smoking, it might be 

possible that PSAs that address HIV/AIDS-related stigma may also have a positive effect 

on the reduction of stigma and discrimination. Even though stigma and discrimination is 

amongst the most common uses for HIV/AIDS-related PSAs, how stigma reduction is 

used, and the effects of PSAs have not been understood109. One of the most a vital 

components in HIV/AIDS PSAs is the design and structure of the message. In a study 

conducted by Johnson et al. (1997), they used 317 PSAs from 33 countries, produced 

between-1987-to -1993 to examine the degree in which HIV/AIDS preventive PSAs, and 

incorporated theoretical principles of effective message construction derived from 

cognitively oriented research110. They concluded that the majority of PSAs were heavy 

on information but lacked recommendations or explanations. In accordance, Dejong et al. 

(2001) looked at U.S. government federally funded PSAs designed to provide 

appropriate messages to motivate and reinforce behavior change111. They concluded that 

the messages were not designed to reinforce behavior change, but instead to provide the 

audience with general information112. Making it important to understand what attributes 

within a PSA can cause behavior change. 
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3.3.4 Television 

Television is multi-sensory, is highly consumed and it is globally widespread, making it 

a powerful medium. Ultimately, it is believed that the more an individual watches 

television the more likely they will begin to adapt the point of view offered on 

television.113  In the United States alone, the average family watches over  8 hours of 

television, and the average individual watches over 4 hours per day114. This large amount 

of television consumption means that the average American is highly exposed to both 

television programs and commercials. Moreover, throughout the Americas and the 

Caribbean, television is widely available and consumed.115 It is believed that heavy 

exposure to television programs may eventually make television images appear to be 

authentic human behavior116.  Several studies provide evidenced that television portrayal 

can influence viewer’s beliefs, which may foster the audience’s misconceptions about 

reality and many social settings. For example television programs that highlight 

interpersonal discussions often prefer to solve the interpersonal conflicts with physical 

aggression. The television programs often portray a ‘hero,’ for combating and defeating 

evil by violence.  This portrayal of human violence, is seen a glamorous, trivial, and it 

often legitimizes human violence117.  This also provides an example of the effects that 

television has on normalizing and constructing, social norms. The power that television 

has to influence the audience was further emphasized in a study conducted by Gerber et 

al. (1980) when they suggested that heavy television consumption is linked to the 

opinion of high prevalence of violent crimes. Another example of television’s influence 

on society is a study conducted by Volgy & Schwatz (1980), when it was found that high 

consumption of television was linked to viewers having greater faith in doctors, a 

heightened perception of the prevalence of divorce118, and a negative view of quality of 

life119. Shrum et al (2005) suggested that heavy doses of television have some persuasive 

influence on what people think, mainly due to sights and sounds seen on television that 
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are stored in individual’s memory. In addition, Hawkins & Pingree (1982) argued that 

television shapes viewers conceptions of reality, and that influence that television has 

over society has more to do with the content that people watch then with the amount of 

time spent in front of a television120. It can be assumed that both the time spent in front 

of the television as well as the content that the audience is exposed to, has some 

influence on its audience. 

Television basic properties- including advertisements and programs-allow it to be 

considered a potentially persuasive medium. Cultivation theory suggests that television 

has the ability to distort reality, which in the long run may affect its viewers121. It is also 

believed that television is the medium in which a large amount of information is relayed 

to the public, but few studies have managed to conclude the effects television has on its 

audience122. Though the concrete effects of television have not been properly tested, the 

potential television has for social change has been established, and it believed that 

television has the ability become a catalyst of social change. 123 Moreover, Robert 

McKenzie (2006, pg. 350), suggested that television could induce social change by 

“becoming a medium of communication for national development, and education. 

Much of televisions power to be a medium of social construction and social change has 

to do with television’s ability to represent reality in a skewed way, particularly through 

human nature, social relations, and the norms and structure of society. 124  Media’s 

influential role in society makes it important to understand how symbolic communication 

can influence “human thought… and actions (Bandura, 2001, pg. 265)”. The mass media 

promotes behavioral change by conveying a vast amount of information about human 

behavior, styles, ideas, and ways of thinking125. Through media’s capacity to foster 

observational learning, a single message can be transmitted to countless people in 

dispersed areas126. Shrum et al (2005, pg. 477) argued that, “If indeed the messages 

received from television are integrated into real-world perceptions, there is good reason 

to believe that television portrayals of positive circumstances and situations would yield 
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tangible benefits”. People’s conception of reality is influenced, by what they hear, see 

and read, often without a direct experience, simply vicariously through the media. This 

indirect experience, of sights and sounds on televisions programs and advertisements 

often get stored as a memory127. It is thus argued that when a person is going to make a 

judgment, they generate examples from their memory, whether or not they come from 

television memories or reality memories128. However, even though television memories 

and reality memories become intertwined, it does not necessarily mean that an audience 

will adopt the suggested behavior. Ball-Rokeach & DeFleur (1979, pg. 4-9) argued  that 

the more people’s images of reality depend upon the media’s symbolic environment, the 

greater is its social impact. Ultimately, it is believed that television has the ability to 

influence an individual’s judgment, simply because they are unaware of where they 

received the information129. The mass media has a big role in social construction and in 

shaping the public’s consciousness130. Subsequently, the attributes that television 

facilitates, fosters a persuasive appeal while having an enormous potential to induce 

positive social change131. 

3.3.5 Framing 

Framing theory has its origins in both psychology and sociology132. In the psychological 

approach to framing theory, it focuses mainly on “how people rely on expectation to 

make sense of their everyday social experiences (Jingjing, 2006, pg. 4).” In contrast to 

the psychological approach the sociological approach is focused on “how issues are 

constructed, discourse is structured, and meanings are developed in media presentations 

(Jingjing, 2006, pg.4)”. Most recently is the development of the idea of media framing, 

which focuses on how framing shapes and alters the audience interpretations, and 

perspectives133. Goffman (1974) argued that framing theory mediates and provides social 

cues that help viewers interpret certain events134. Gitlin (1980, pg. 7) defined framing as 

“the function of presentation and interpretation, where presentation served the function 
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of ‘selection, emphasis, and exclusion,’ and the interpretation served the function of 

‘persistent patterns of cognition, interpretation and presentation… symbol handlers 

routinely organize discourse, whether verbal or visual’.”  McQuail (2010, pg. 380) 

defined framing as “a way of giving some overall interpretation to isolated items of fact.” 

In other words, they tell the audience not only what to think about, but how to think 

about it. Jingjing (2006) argued that framing influences how an audience thinks about 

and reacts to certain issues, by invoking interpretive themes that influence the 

interpretation of incoming information. 

The way language in a message is phrased affects the framing, and the perspective to 

which the audience will receive the message. When it comes to HIV/AIDS-related 

stigma and discrimination, it is important to use language that increases the perceptions 

of susceptibility, such as: (you and your)135. It is also important to use clear and specific 

terminology, instead of using categorical terms136. For example:  stating, “You cannot 

get HIV/AIDS from sharing food,’’ instead of saying, “there are many misconceptions 

about HIV/AIDS.’’ In addition it is important to use “descriptive, vivid, and intense 

language, rather than using qualifying terms, such as: (could, and might) (Murray-

Johnson and Witte, 2003, pg. 479)”. Gibson and Zillman (1994) found that presenting 

information vividly is more likely to have an impact on risk assessment, than less vivid 

language137. Nisbett and Ross (2003, pg. 21), stated, “Vividly presented information is 

more likely to be attended to, more likely to be stored, and more likely to be remembered 

than more pallid information.’’ Having information framed in a vivid and descriptive 

way, may also make it easier for people to identify with the problem being presented138. 

It is believed that if the audience can relate to the person who experienced the 

stigmatization and discrimination, it may also increase the perceived susceptibility to 

HIV/AIDS, or of stigma itself139.  
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3.3.5.a Framing Media  

An important perspective for this study is media discourse, and particularly media 

framing, which focuses on the way in which the public constructs and receives 

information about certain ideas. Within media studies, framing, itself has been defined in 

several different ways. The idea of media framing is that information is presented in a 

certain way, in order to achieve an expected outcome. Throughout mass media research 

framing has come to mean “a central organizing idea or story line that provides meaning 

to an unfolding strip of events, weaving a connection among them (Gamson, 2002, 

pg.24) ”. Tuchman (1978, pg.193) offered a similar definition for media frames, when he 

stated: “the news frame organizes everyday reality and the news frame is part and parcel 

of everyday reality … (it) is an essential feature of the news.” Though Tuchman was 

more focused on news framing, rather than media framing in general, her argument of 

news framing can be applied to media framing. Ultimately, media framing highlights the 

important aspects and the ideas around certain issues, which encourages the audience to 

think about the issue in a certain way. Entman (1993, pg. 52) offered a more detailed 

explanation for how the mass media provides its audiences with a way of interpreting 

events, he stated: “to frame is to select some aspects of a perceived reality to make them 

more salient in a communicating text, in such a way as to promote a particular problem 

definition, cause interpretation, more evaluation and /or treatment recommendation.” 

Thus, the framing and presentation of events through the mass media, can affect how the 

audiences interprets and understands the message. 

Messages that allow for the audience to relate to the person being stigmatized or 

discriminated, may increase the audience’s awareness of the existence of stigma and 

discrimination, and may also cause the audience to be aware of their own actions. 

However, even though messages are framed to target HIV/AIDS-related stigma, it does 

not mean that the PSA will cause behavior change to occur. However, using personal 

narratives as a way of framing a message has been found to be more effective at 

portraying a message, rather than using statistics and numbers140. People tell stories to 

help them be understood in the world, so it is important that the testimonial or personal 

narratives are vivid and descriptive141. It is believed that through face-to-face 
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conversations or vicarious testimonies through the media, it can generate empathy, which 

can help reduce stigma and discrimination142.  Ultimately, the way a PSA is framed may 

or may not cause the desired effect of stigma reduction, it is thus, important to consider 

the content. 

3.3.5.b Prospect Theory: Proactive and Reactive Messages  

When considering the content of PSAs and how media framing construct an argument it 

is also important to consider certain aspects of framing theory. Tversky and Kahneman’s 

prospect theory holds that people tend to respond differently to messages depending on 

how they are framed143.  Health messages are usually framed as potential gains, or as 

potential losses144.  In most traditional health communication messages, the message is 

generally framed in a way that emphasizes the negative consequences of failing to adhere 

to certain health behaviors145.  The idea behind the gain and loss frame is that both, 

positive and negative messages, attempt to communicate the same message, in different 

formats146.  Jones et al (2003) conducted a study to see whether positively framed 

messages given by a credible source had any influence on exercise behavior. They 

concluded that these types of messages had a positive effect on the students and caused 

them to be more motivated. They argued that there was a correlation between the 

message sources (the credible narrator), how the message was framed, and the positive 

effect of having student’s be motivated.  Meyerowitz and Chiken (1987) conducted a 

study applying the prospect theory, to see whether health messages motivating self-

examination of breasts for the detection of breast cancer, should focus on the 

maximization of gains or the minimization of losses. They concluded that messages 

should emphasize the minimization of losses, to appropriately encourage self-breast 

examinations147. These two studies focused on the gain versus the losses, and how 

framing messages with these components causes behavioral change for the audience. 
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However, prospective theory does not have to be limited to positive and negative or 

gains versus losses. 

Persuasion researchers have used several different terms to describe prospect theory 

including: gain/loss and positive/negative and advantages/disadvantages framing148.  

This study will be focusing on the proactive and reactive framing of HIV/AIDS-related 

stigma and discrimination. The distinction is made on the fact that HIV/AIDS PSA 

messages use different arguments and language that focuses on taking initiative, or 

messages that are intended to clarify, versus simply presenting the positives and 

negatives of adopting the suggested behavior. For example a proactive message 

attempting to communicate anti-stigma and anti-discrimination, might say: “embrace 

your loved ones who are HIV/AIDS positive.” Whereas a reactive message also 

attempting to communicate anti-stigma and anti-discrimination, might say: “you cannot 

get HIV/AIDS by kissing.”  

3.4 Theoretical Frame of Reference 

The purpose of this section is to highlight the theoretical foundation that will be used in 

answering the research questions. This section also attempts to integrate the theoretical 

concepts, through an emerged theoretical reference. 

3.4.1 Stigma 

The first theoretical component that will be highlighted is stigma. Stigma has been 

defined as an "attribute that is discrediting (Goffman, 1963, pg.163)". This attribute can 

be seen as a quality or a characteristic that is deviant from the social norm, or what 

Goffman coined as having a ‘spoiled identity149.’ Social stigma is a social construction 

by society placed on an individual or a group of people, considered to be deviating from 

what might be considered socially acceptable.  Within this particular research, 

HIV/AIDS-related social stigma will be the focus of the study.  The characteristics of 

highly stigmatized diseases include but are not limited to: they are progressive and 
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incurable, with obvious symptoms; there is potential to attribute blame for the illness on 

the infected individual; the disease is publicly misunderstood or vilified150.  

3.4.2 Ogden and Nyblade’s Divisions of Stigma 

HIV/AIDS related stigma was divided into four main groups, these include: physical, 

social, verbal and institutional151.  The social stigma was described as a form of group 

isolation, and a sense of loss of identity and social role. The physical stigma was 

described as the physical outcomes of stigma, such as having to use separate utensils, or 

being physically abandoned from the community. The verbal stigma was described as the 

labeling, and hurtful phrases stated. Lastly, the institutional stigma was described as 

stigmatization from authorities, such as loss of job, denial of health care or education. 

3.4.3 The Mass Media and its Influence on Social Norms 

Stigma is a form of social construction, while television is considered a ‘medium of 

social construction and social change’, by representing reality, social relations, human 

nature, cultural norms, and the structure of society in an unnatural way. Media facilitates 

social construction to occur; through vicarious experiences (listening and watching) the 

audience’s conception of reality is influenced. These observations of television programs 

or commercials get stored as part of the human memory, and when it comes time to make 

a judgment, reality memories and media memories are intertwined. Ultimately, the 

observations seen on the mass media, cause new realties to become the social norm, and 

it causes the audience to make judgments based on their perceived reality that is 

observed through the mass media. McKenzie (2006, pg. 350),  suggest that television can 

induce social change by “becoming a medium of communication for national 

development, and education.’’ Studies have provided evidence that images portrayed on 

television can influence the viewer’s beliefs, and can foster misconceptions152. However, 

if television has the power to foster misconceptions the reverse must also be true, that 

television programs also have the power to clear misconceptions, which would aid in 

clearing HIV/AIDS-related stigma and discrimination. 
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3.4.4 Media Framing 

Moreover, the framing of messages within the media causes social constructions to 

occur. Goffman (1974) introduced that Framing theory as the way in which mediation 

provides social cues that help the audience interpret events153. Media Framing focuses on 

how the public perceives and constructs information about certain ideas. The way a 

message is framed, will determine the outcome or how the audience receives and 

perceives the message. Throughout mass media research framing has come to mean “a 

central organizing idea or story line that provides meaning to an unfolding strip of 

events, weaving a connection among them (Gamson, 2002, pg.24)”. Prospect theory 

within health communication states that messages tend to be framed as potential gains or 

potential losses. Many health communication messages focus on the consequences of not 

adapting to the recommended behavior.  

3.4.5 Emerged Theoretical Reference 

The theoretical outline in the previous section has led to an emerged theoretical 

reference. Here the connection between all three theoretical concepts is highlighted. 

Table 1.2, further emphasis the emerged theoretical reference.  Goffman’s research 

focused on both, Stigma and framing theory’s, making these two theoretical concepts 

theoretical partners. Where stigma is a form of social constructions and framing causes 

social construction, or allows for social construction to be interpreted by its audience. 

Subsequently, the mass media facilitates social construction, through the portrayal of the 

intended social construction within strategically constructed and framed media messages. 

Stigma is a form of social construction and the framing of a message in the mass media 

can also cause stigma, or any other form of social construction. The framing of messages 

can also cause social construction to occur, within a media source or by the framing of 

interpersonal messages. The media facilitates social construction to occur through 

images, through message framing. 
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Table 1.2 Emerged Theoretical References 

 

 

The audience is influenced by society particularly to what is seen as “normal” within 

society and what is seen as “abnormal” as well as the influence society has on the 

audiences preconceptions, the audience is influenced by their own previous 

preconceptions (which maybe formed from previous experiences, society, and the 

media), the audience is influenced by the stigma that already exist within society, and the 

audience is influenced by the media source and how it is framed. The audience 

influences society by spreading the information that was seen on the PSA, the audience 

influence the media source and the framing by the interpretation of the PSA, and the 

audience influences the stigma and how it is defined and redefined within society. The 

media influences how stigma is defined by society and by the audience, and in turn how 

stigma is defined within society and by the audiences, it influences the media to adapt to 

the new definition of stigma. 
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4.  METHODOLOGY 
This chapter focuses on the research design, method and data used in order to construct, 
the study. Subchapter 4.1 discusses the research approach, 4.2 introduce the 
methodological purpose of the study and subchapter 4.3 provides a brief summary of the 
research strategy used throughout this study. How the sample was established and the 
reason for the demographic selection is found in subchapter 4.4. The different aspects 
that were initially coded are found within subchapter 4.5, and a brief summary of each 
coded variable is found within section 4.5.1. Subchapter 4.6 discusses the conformability 
of the study instead of the reliability, and subchapter 4.7 discusses how the study is 
intended to be credible and transferrable instead of the counterpart of validity.  
Subchapter 4.8 and the sections 4.8.1-4.8.3 disuses how the analysis of the study was 
performed. Lastly, subchapter 4.9 provides the limitations of the methodology found 
within this study. 

4.1 Research Approach 

For social science researchers, there is two research approaches available: quantitative 

and qualitative. Qualitative research mainly relies on human perceptions and 

understandings, to uncover and discover patterns within social settings154. This study 

uses the qualitative research approach, and does not use the quantitative approach.  This 

is mainly due to the fact that for the intended research purpose and questions of this 

study, the qualitative approach is more fitting. 

4.2 Research Purpose 

The purpose of this study is to provide a better understanding of the ways in which PSAs 

frame a stigma-reducing message, through qualitative research approach. Within the 

qualitative research strategies there are three main research purposes, these include: 

explanatory, interpretive and critical designs155. Interpretive research argues that, ”our 

knowledge of reality, including the domain of human action, is a social construction by 

human actors…moreover, our theories concerning reality are ways of making sense of 

the world, and shared meanings are a form of inter-subjectivity rather than objectivity 

(Walsham, 2006, pg. 320) .” It’s been suggested that interpretive research assumes that 

reality is socially constructed and the researcher becomes the vehicle by which reality is 

revealed156. Moreover, Geertz (1973, pg. 9) defined interpretive research as, “What we 

call our data are really our own constructions of other people’s constructions of what 
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they and their compatriots are up to.” Within interpretive research the researcher’s 

interpretation play a key role in bringing “such subjectivity to the fore, backed with 

quality arguments rather than statistical exactness ( Garcia and Quek, 1997, pg. 459).” 

Additionally, the theoretical background of the study is founded on many constructivist 

theories, making interpretive research and the fact that it is also suggestive towards social 

construction, the best suited for the purpose of this study.  

4.3 Research Strategy 

Unobtrusive research is a strategy of studying social behavior without affecting it. 

Unobtrusive research can be approached through quantitative and qualitative, and the 

main types of unobtrusive research are: Content analysis, analysis of existing statistics, 

and comparative and historical research. The research strategy used for this study is 

content analysis. Content analysis was selected based on Babbie (2003, pg. 333) 

argument that, “Content analysis is the study of recorded human communications. 

Among the forms suitable for study are books, magazines, web pages, poems, 

newspaper, songs, paintings, speeches, letter, email, messages, bullet board postings, on 

the internet, laws, and constitutions as well as any components or collections thereof.” 

Content analysis is usually best suited when addressing the question: “who says what, to 

whom, why, how, and with what effect (Babbie, 2003, pg. 333) ? ” Since, the main 

question and aim of this study focuses, on in what ways public service announcements 

targeted at HIV/AIDS- related stigma construct and frame their argument, an unobtrusive 

content analysis is the best suited option for this study. 

4.4 Sample 

Buddenbaum and Novak (2001, pg. 74)  argued that a sample is a unit that is intended to 

represent the entire population being studied, and within the term sample, there are two 

main types of samples these include: the convince sample and purposive sample. A 

convenience sample involves using content that is not readily available. The convince 

sample is generally used when a larger population cannot be obtained or collected.  

According to Babbie (2003), there are three categories that should be considered when 

using a convenience sample.  First, the material being studied must be difficult to 

obtained, secondly monetary resources and time resources are limited to generate a 

random sample of the population, and the third condition, is when a researcher is 
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exploring some under-researched but important area. Purposive samples differ from 

convenience samples because purposive samples require specific research justifications 

other than lack of larger population, resources, and availability157.  

The America’s was chosen due to the impact that the cultural aspects play on the 

prevalence of HIV/AIDS, which in turn also impacts the stigma factor . Religion is 

highly influential throughout the majority of the Americas, and due to the impact of 

religion, in particular Catholicism,  preventive measure may not be taken into account158.  

Moreover, religion influences the stigma associated with HIV/AIDS, due to the fact that 

the mentality hold that as a good Christian person sex is a taboo, and the consequences 

such as HIV/AIDS is “unholy”, which may fuel the stigma throughout the region.  The 

machismo cultural is also spread throughout the America’s and do to this mentality many 

men who have sex with men may also have sex with women159. Not only is the 

machismo culture a problem for the prevention but also for the stigma component, 

because do to fear of been seen as an “inferior, ” men who are infected may not let their 

partners know of their infection160. Moreover, there is a lack of women empowerment, 

and thus, sexual violence, intergenerational relationships, and women in the sex industry 

often do not get a  voice to elect preventive methods. Electing a condom may be 

stigmatizing in itself, and women may be blamed or seen as already infected161. 

Due to a lack of PSAs available in the Caribbean and Latin American region, a 

convenience sample was selected for this study.  Secondly, there was also a time 

constraint on the study, and lastly how PSAs frame and construct stigma-reduction PSAs 

has not been properly studied, making this study an under-researched area. The Pan 

American Health Organization’s Ten-year Anthology DVD of HIV PSAs includes 198 

PSAs throughout the America’s.  To create the sample I looked at all 198 public service 

announcements in 25different countries,162 between the years 1995 through 2005.  All 

198 PSAs were watched several times before I began to refine my sample. Simply 

                                                        
157 Earl R. Babbie, The Practice of Social Research, (Belmont: Wadsworth publications, 2003),530. 
158 Pedro  Ruiz, and Francisco Fernandez, “HIV/AIDS Among Hispanic Americans,” as cited in Pyschiatric aspects of 
HIV/AIDS, ed. Pedro  Ruiz, and Francisco Fernandez (Philadelphia, Lippincott  Willimas & Wilkins: 2006),215-222. 
159 UNAIDS, “Report on the Global AIDS Epidemic,” Joint United Nations Programme on HIV/AIDS, (Geneva: 
Switzerland, 2010). 
160 Ibid 
161  Pedro  Ruiz, and Francisco Fernandez, “HIV/AIDS Among Hispanic Americans,” as cited in Pyschiatric aspects of 
HIV/AIDS, ed. Pedro  Ruiz, and Francisco Fernandez (Philadelphia, Lippincott  Willimas & Wilkins: 2006),215-222. 
162  Argentina , Barbados, Belize, Bolivia, Brazil, Canada, Chile, Colombia, Cuba, Guatemala, Guyana, Honduras, 
Jamaica, Mexico,Nicaragua, panama, Paraguay, Peru, Republica Dominicana, Surinam, trinadad, Urugay, USA, 
Venezuela 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simply selecting those PSAs that showed any attempt to produce a stigma-reducing PSA 

then refined the sample.  The PSAs whose titles were geared towards stigma and 

discrimination was first selected, which at first put the total sample at seven messages.  I 

then watched those seven messages several times attempting to understand how these 

messages were intended to reduce stigma and discrimination. After watching the seven 

messages whose titles indicated that they were aimed at stigma-reduction and anti-

discrimination, it provided an understanding of the types of messages I was looking for.  

I then, revisited the remaining 191 PSAs several times in search of more stigma-reducing 

PSAs, which showed similarities with the seven PSAs that were intended to be stigma 

reducing. The remaining 191 that were screened had arbitrary titles, which were not 

related to stigma, and not necessarily related to any other issue such as: Prima Liliana 

(cousin Liliana). I then refined my sample to 38 PSAs, by selected the messages that 

were most similar to original seven. I used the obvious phrases such as: “anti-

discrimination, “what if it were you”, “AIDS doesn’t discriminate, why should you?” 

“My friend with AIDS is my friend first.” I also used subtle messages that did not 

directly mention anything towards stigma and anti-discrimination. These types of 

messages were subtle stigma reduction, and generally gave the impression that the PSA 

wanted to emphasize, such as ”being together,” or “living a positive life a PLWHA.”  To 

ensure the consistency of my interpretation of the messages, this screening was 

performed six different times several months apart from each other. The final sample 

consisted of 38 PSAs from 17 different countries throughout the Americas, between the 

years 1996 through 2005. 

4.5 Coding  

Coding is defined as “the process of transforming raw data into a standardize form 

(Babbie, 2003, pg. 338.” The process of coding allows for categorizations and patterns to 

arise, and it also facilitates the retrieval of interesting material from the data. Using the 

emerged theory and in particular, Ogden and Nyblade’s categorization of stigma, as well 

as framing theory, as points of reference I began to search for patterns within the PSAs. 
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4.5.1 Ogden and Nyblade’s categorization of stigma163 

Social stigma was defined as ‘isolation from the community, and loss of social role and 

identity’.  

Physical stigma was the association with the physical isolation from the community, 

being abandoned, or having separate personal items such as utensils.  

Verbal stigma is associated with labeling and taunting of those PLWHA. 

Institutionalized stigma has to do with denial of opportunities for jobs and healthcare.  

Internalized stigma, were the PLWHA stigmatizing themselves, which is often 

accompanied by depression and loss of hope.  

Secondary stigma, were people associated with PLWHA also experience stigma, simply 

because they are friends, or family members of the PLWHA. 

The categorization of stigma, allowed me to further understand in what ways the 

messages would be framed in order to produce stigma-reduction. The patterns that first 

emerged were messages intended to encourage self-empowerment, messages 

encouraging community love and caring, messages with institutional support, messages 

that were intended for anti-discrimination, messages that dealt with misconceptions, and 

messages that showed or explained stigma. These components were categorized into two 

different categories the proactive and the reactive messages.  

4.6 Conformability  

Conformability is most often used in qualitative research, instead of the quantitative 

counterpart of reliability. This is mainly due to the fact that for social constructivist it has 

been argued that there is no single reality to be captured in the first place so replication is 

an artificial goal to pursue164.  Moreover, qualitative research is considered a complex 

phenomenon, which can never be, nor should be replicated165. However, when talking 

about the conformability of a qualitative study, the research is often judge by the ability 
                                                        
163 Jessica Ogden and Laura Nyblade, “Common at its Core: HIV-related Stigma across context,” International Center 
for Research on Women( Washington, DC:US. USAIDS, 2005). 
164 Jane Ritchie and Jane Lewis, Qualitative Research Practice: A guide for Social Science Students and Researchers, 
(London: Sage Publications 2003), 336. 
165 Ibid 
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of the study to achieve its aim, and purpose of the study166. The aim and purpose of the 

study was satisfied and is properly highlighted in the results and in the analysis of this 

study. 

4.7 Credibility and Transferability 

Like conformability is most often used in qualitative research, so are credibility and 

transferability as the counterpart of validity. This is mainly due to the fact that for 

qualitative research the validity has more to do with representation and understanding, 

then interpretation.  Credibility replaces internal validity, and transferability replaces the 

notional of external validity, which makes credibility and transferability the aim of 

qualitative research. According to Lincoln and Guba (2002, pg. 85), “your study is 

credible if readers recognize in the findings the meaning that the research has for them in 

their own social context.’’  There are two ways to indicate credibility. First, is to indicate 

how the research method complements the purpose of the study, and second is to check 

the work.  Ultimately, this study attempted to maintain credibility in the fact that the 

research method selected complements the purpose and aim of the study. Secondly, to 

ensure credibility the study was filtered and evaluated several times. Moreover, the 

transferability of the study has to do with “the ability of the reader to transfer the 

knowledge onto another study or to draw connections (Dammon and Holloway, 2002, 

pg. 185)”.  In order to ensure the transferability of the study, there is a detailed and 

descriptive narrative about each PSA found within the representative sample, so that 

readers are able to draw their own conclusions, and apply the knowledge to other studies. 

4.8 Data Analysis 

 

Miles and Huberman (1994) suggested that qualitative data analysis focuses on data in 

terms of words. The data analysis consists of three main categories: data reduction, data 

display and conclusion (drawing verification). This study uses these three categories to 

perform a data analysis.  

 

 

 

                                                        
166 Ibid 
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4.8.1 Data Reduction 

 

This process was started by watching all 198 PSAs, following the observations that were 

made during the first viewing of the 198 PSAs, the 7 PSAs identified as addressing the 

issue of HIV/AIDS-related stigma by The Pan American Health Organization were then 

viewed. The main tools used in order to establish patterns within the remaining 191 

PSAs, were the, 7 PSAs, the emerged theoretical reference and other aspects within the 

theoretical foundation. The emerged theoretical reference provided an understanding of 

characteristics of types of stigma, as well as it gave way to an understanding of why 

people stigmatize. After establishing the pattern within the PSAs a sample of 38 PSAs 

was created. These PSA displayed some component of stigma reduction. The 38 PSAs 

were re-watched several times in order to ensure the consistency of the sample selected.  

 

4.8.2 Data Display 

 

The data display relates to the results section of this study, were the information is 

displayed in more details. Ultimately do to limited space all 38 PSAs were not displayed, 

instead a representative sample was selected. To create the representative sample, the 38 

PSAs were viewed several times and were placed into categories based on the main 

theme of the PSA. After the categorization was finalized the PSA, which best 

represented that specific category was selected, to be displayed within the representative 

sample. 

 

4.8. 3 Conclusions 

 

The conclusions were drawn using the previous research and the theoretical foundation 

of this study. This study attempted to understand the aspect that cause stigma, while 

using those aspects to understand the ways in which the PSAs frames the issues around 

stigma.  The verification also attempts to create a bridge between the emerged theoretical 

reference used and the results of the study. 
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4.9 Limitations of Methodology 

Though qualitative research is the best suited for many studies, it also comes with many 

limitations.  Some would argue that qualitative research is too impressionistic and 

subjective.  Though subjectivity is sometimes a very valuable resource, as impressions 

and conclusions are often concrete and solidified, it is important to pay attention to 

authenticity and trustworthiness of the study.  Another limitation of qualitative research 

is that due to the fact that the researcher is often the main instrument, it is virtually 

impossible to replicate the same study. However, this study aims at maintaining integrity 

in the findings even though it is not intended to make this study replicable, it is intended 

the findings are transferrable. The study does provide specific details and descriptions so 

that the information can be transferred to another study but not necessarily replicated. 

The descriptions and details that are provided in this study are also aimed to ensure that 

the study is not too restricted in its conclusions. Moreover, another limitation often 

accompanied with qualitative research, is the transparency. Bryman (2008) argued that 

‘qualitative researchers have been remiss in failing to articulate clearly the procedure 

they followed to select samples, collect data and analyses them, in other words, the audit 

trail has to be described so that readers can follow it167’. This study attempts to outline 

the methodology and approach that was taken, in order to make the process and 

transparency of the study clear. However, like most qualitative studies my subjective 

perspective might limit this process. 

 

 

 

 

 

 

 

                                                        
167 Jane Ritchie and Jane Lewis, Qualitative Research Practice: A guide for Social Science Students and Researchers, 
(London: Sage Publications 2003), 336. 
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5. EMPIRICAL DATA 
 
This section provides a brief explanation of the two types of frames observed, the 
proactive and reactive as well as an explanation of the components within both. 
Subchapter 5.1 goes into the proactive messages, and sections 5.1.1-5.1.4 disuses the 
different components within the proactive messages, these include: personal, community, 
institutional and anti-discrimination. Subchapter 5.2 introduces the reactive messages, 
and sections 5.2.1-5.2.3 disuses the different components found within the reactive 
messages, these include: How HIV/AIDS is and is not transmitted and why?, 
misconceptions, and what is stigmatizing behavior and why? Subchapter 5.3 provides 
two charts on the results of all the PSAs observed. Lastly, subchapter 5.4 provides a 
representative sample of PSAs, more specifically sections 5.4.1-5.4.13 provide individual 
examples of the 13 PSAs selected to be part of the representative sample.  

5.1 Proactive Messages 

The Proactive messages within PSAs, attempt to reduce HIV/AIDS-related stigma by 

focusing on the empowerment of PLWHA. This is often through self-empowerment, 

community-supporting PLWHA, institutions-supporting PLWHA, or/and an overall anti-

discrimination. These messages focus on positive living for both PLWHA and the 

community supporting them. 

5.1.1 Personal 

Personal proactive component focuses on the self-stigmatization of HIV/AIDS positive 

individuals, and ways to reduce it. This includes messages that suggested counseling, 

positive living, attempts to alter self-blaming, suggest the disclosure their positive-status, 

or mentions life style changes for PLWHA. This also includes messages that instead of 

mentioning positive living and positive efforts, it shows images of PLWHA living 

‘normal lives.’ 

5.1.2 Community 

Community proactive component focuses on the community support for PLWHA; this 

includes but is not limited to friends, family, and neighbors. Community support focuses 

on making sure that PLWHA are not treated differently within their community. As well 

as ensuring that they received care and support from friends, family, and health care 

providers, or messages that suggested care and support of the community members for 

those living with HIV/AIDS. This also includes messages that instead of mentioning 
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community support, it shows images of PLWHA living happily amongst their friends 

and family members, and other people within their community.  

5.1.3 Institutional 

Institutional proactive component focuses on different types of authorities showing their 

support for PLWHA. The institutions may be governmental, schools, doctors, and/or 

celebrities. Institutional messages also focus on the suggestion of policy changes or new 

laws that protect the rights of PLWHA. This also includes messages that instead of 

mentioning institutional support, it may shows images of government officials, 

celebrities, and/or doctors, or other institutions that are supporting PLWHA within the 

PSA. 

5.1.4 Anti-discrimination 

Anti-discrimination proactive messages focus on suggesting any form of anti-

discrimination towards PLWHA. This type of message could include a voiceover stating, 

“Do not discriminate,” the PSA does not necessarily have to have a voiceover or narrator 

sating “do not discriminate,” but it can have similar phrases, either stated or scrolled 

across the screen. 

5.2 Reactive Messages 

Reactive messages within PSAs that are attempting to reduce HIV/AIDS-related stigma 

focus on clarifying information about PLWHA. Reactive messages attempt to explain 

misconceptions and why they are false. For example reactive message focus on 

explaining the ways HIV/AIDS is transmitted and the ways it’s not transmitted, as well 

as including why that is the case. Another component within reactive messages is 

explaining misconceptions and the reasons why those misconceptions are false Moreover 

the reactive messages may also focus on explaining stigma, and what stigma is and what 

is classified as stigmatizing behavior. The following highlights the components within 

HIV/AIDS reactive messages even further. 
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5.2.1 How HIV/AIDS is and is not transmitted and why? 

Reactive messages that focus on how HIV/AIDS is transmitted generally include one of 

the three main modes that HIV/AIDS is transmitted (sex, blood, and mother-child), it 

also goes into explaining why these are the ways that HIV/AIDS is transmitted.  

Whereas, reactive messages that focus on how HIV/AIDS is not transmitted generally 

clarifies the misconceptions about how HIV/AIDS is transmitted. The messages could 

also explain why HIV/AIDS is transmitted the way it is, and why it is not transmitted 

through casual contact. Reactive messages that focus on how HIV/AIDS is and is not 

transmitted can also show the same message without specifically stating it, for example 

there could be a message scrolled across the screen which states, ´´100% of people that 

get HIV/AIDS get it through either sex, blood contact, or pass it from mother to child.’’ 

The PSA can also show people performing acts that are commonly feared of possibly 

spreading HIV/AIDS, for example showing two people sharing food, kissing, and/or 

drinking from the same glass. Showing the acts during the PSA normalizes it and makes 

it easier to understand that HIV/AIDS is not transmitted through casual contact.  

5.2.2 Misconceptions 

Reactive messages that focus on clarifying misconceptions about HIV/AIDS include 

messages that attempt to show or state the common misconceptions and explain why 

they are false. Some of the common misconceptions include but are limited to: the 

layered stigma associated with the risks groups, or HIV/AID equals a death sentence. In 

order to help clear the misconception of the layered stigma, the PSA can show sex 

workers or homosexuals who are not living with HIV/AIDS, but are protecting 

themselves. Or if the PSA is attempting to clear the misconceptions that HIV/AIDS 

equals a death sentence, the PSA can feature and HIV/AIDS positive person that has 

lived with the disease for several years and still living positively and actively. 

5.2.3 What is stigmatizing behavior and why? 

Reactive messages that focus on clarifying what stigma is, should explain how stigma 

works in society, while providing examples of stigmatizing behavior. For example, 

messages that mention, stigma causes a separation within society by labeling certain 

people as ‘others’, it could then go into explain what is stigmatizing behavior, which 
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includes but is not limited to: not wanting to hug a person for fear of getting HIV/AIDS. 

Reactive messages that are attempting to clarify what stigmatizing behavior is can also 

show what stigmatizing behavior is or demonstrate how a PLWHA feel when they are 

stigmatized or discriminated. Showing the effects of stigmatizing behavior can also put 

stigma into perspective and make the audience aware of what it means to stigmatize, and 

how it might feel to be stigmatized. 

5.3 Categorization Results 

The following two tables are the results for the 10-year  Pan American Health anthology. 

Table 1.3 Proactive Messages 

No. Name Country Date Persona
l 

Community Anti-
discrimination 

Institution 

1 Amarlo Argentina 2004  x   
2 Elegir Argentina 2004 x x   
3 No estas Sola Argentina 2004  x  x 
4 Sentir que nos 

puede pasar 
Argentina 2004  x  x 

5 Make 
Tolerance a 
Habit 

Barbados 2004   x x 

6 Stigma and 
Discrimination 

Belize 2003 x x x x 

7 Quien dice que 
no besos? 

Bolivia 2004  x  x 

8 O Mundo Nao 
Acabou 

Brazil 1996 x x   

9 Barba Brazil 1997 x   x 
10 Sutia Brail 1997 x   x 
11 AIDS does not 

discriminate I 
Canada 2004    x 

12 AIDS does not 
discriminate II 

Canada  2004    x 

13 The inside 
minute 

Canada 2004  x x  

14 Portador Colombia 2005 x x x x 
15 Campana dia 

mundial de 
luch contra el 
sida I 

Cuba 2003  x x x 

16 Campana dia 
mundial de 
luch contra el 
sida II 

Cuba 2003  x x x 

17 Unamonos 
contra la 
discriminacion 

Guatemala 2005  x x x 
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reguilete 
hombre 

18 Unamonos 
contra la 
discriminacion 
reguilete mujer 

Guatemala 2005  x x x 

19 Fidelidad Honduras 2001   x x 
20 Live Positive Jamaica 2003 x x x x 
21 Oficina Mexico 2003   x  
22 Testimonio 

Hombre 
Mexio 2004 x  x x 

23 Fight stigma 
and 
discrimination 
I 

Trinidad & 
Tobago 

2004 x x x  

24 Fight stigma 
and 
discrimination 
II 

Trinidad & 
Tobago 

2004 x  x  

25 Fight stigma 
and 
discrimination 
III 

Trinidad & 
Tobago 

2004 x x   

26 0% series  Panama 2004  x x  
27 Ninos y VIH Peru 2004 X x x x 
28 Mes de la 

prevencion y 
prueba de VIH 

Peru 2005 x x   

29 I have a dream USA 2004 x x  x 
30 My name is 

Violeta 
USA 2004 x x  x 

31 Dona 
Francisca 

Venezuela 1998 x x x x 

32 Hijo de 15 
meses 

Venezuela 1998 x x x x 

33 Prima Lilianaa Venezuela 1998 x x x x 
34 Rafael Venezuela 1998 x x x x 
35 Carlos Sarraza Venezuela 2000   x x 
36 ITS-VIH-sida 

Series 
Venezuela 2000 x    

37 Doctora Venezuela 2004 x x x x 
38 Montilla Venezuela 2004 x x x x 

Table 1.4 Reactive Messages 

No. Name Country Date How its 
transmit
ted 

How its not 
transmitted 

What is 
stigmatizing 
behavior 

Misconceptions 

1 Amarlo Argentina 2004 x x  x 
2 Elegir Argentina 2004 x x  x 
3 Quien dice que 

no besos? 
Bolivia 2004 x x   

4 Groupo de rico Brazil 1998    x 
5 The inside 

minute 
Canada 2004 x  x x 

6 Portador Colombia 2005  x   
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7 Cuba Campana 
dia mundial 
de lucha 
contra el 
sida I 

2003   x  

8 Cuba Campana 
dia mundial 
de lucha 
contra el 
sida II 

2003   x  

9 Live Positive Jamaica 2003  x   
10 Oficina Mexico 2003   x x 
11 Testimonio 

Hombre 
Mexio 2004  x  x 

12 0% series  Panama 2004  x   
13 Ninos y VIH  Peru 2004  X X  
14 Mes de la 

prevencion y 
preuba de VIH 

Peru 2005 x  x  

15 Stigma and 
Discrimination 
II  

Trinidad and 
Tobago 

2004   x  

16 Prima Liliana Venezuela 1998    x 

17 Dona 
Francisca 

Venezuela 1998    x 

18 Rafael Venezuela 1998    x 
19 Hijo de 15 

meses 
Venezuela 1998    x 

20 ITS-VIH-Sida 
Series 

Venezuela 2000 x    

5.4 Examples of PSA and the proactive and reactive components 

The following section focuses on providing a description of some of the PSAs analyzed 

throughout the study. Due to time constraints, a representative sample was selected based 

on their ability to best represent the aspects that are found within proactive and reactive 

messages, as well as the quality of the message. (See Table 1.5 for a list of PSAs that are 

similar to those PSAs selected in the representative sample). This section provides a 

description of the 13 PSAs found within the representative sample. After each 

description there is a brief evaluation in which examples of the proactive and reactive 

components are emphasized. Finally this sections ends with a summation of the overall 

findings of the results  
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Table 1.5 representative Sample 

 

 

Name of Representative 
Sample 

PSAs similar to 
representative sample 

Why? 

• Amarlo • Elegir 
• Unamonos contra la 

discriminacion reguilete hombre 
• Unamonos contra la 

discriminacion reguilete mujer 
• Make Tolerance a Habit 
• AIDS does not discriminate I 
• AIDS does not discriminate II 

 

• Community support 
• Caring for PLWHA 
• Loving people with HIV/AIDS 

• Live Positive 
• No Estas Sola 

• Doctora 
• Montilla 
• Carlos Sarraza 

 
 

• Authority figures giving the 
messages 

• institutions such as media 
personnel and Doctors 

• Portador 

 

• Mundo Nao Acabou 
• My name is Violeta 
• I have a dream 

 

• Self-empowerment of PLWHA 
• living positive with HIV/AIDS 

• Oficina 

 

N/A • Shows what stigmatizing behavior 
is 

 

• Prima Liliana 
 

• Rafael 
• Dona Francisca 

Hijo de 15 meses 

• Testimony from a family 
member of a PLWHA 

• Fight stigma and discrimination I 
• Testimonio Hombre 

• Fight stigma and discrimination II 
• Fight stigma and discrimination 

III 

•  Testimony of PLWHA that has 
experienced Stigma  

• Negative effects of stigma 

• Sutia 
• Ninos y VIH 

 

• Stigma and Discrimination Belize 
• Barba 
• Campana dia mundial de luch 

contra el sida I 
• Campana dia mundial de luch 

contra el sida II 

• Children with HIV/AIDS 

• O% Series 
• Quien dice que no besos? 

 

• The inside minute 
• ITS-VIH-sida Series 
• Mes de la prevencion y prueba de 

VIH 
• Sentir que nos puede pasar 
• Fidelidad 

 

• Covers misconceptions 
• Facts about how HIV/AIDS is and 

is not transmitted 
 

Groupo de risco N/A • Risk Groups 
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5.4.1 Bolivia (2004) “Quien Dice Que No Besos?” (Who said you can’t kiss?) 

The PSA starts with a white background and a red circular outline in the middle of the 

screen. The circle in the center of the screen is not filled in, but standing in the middle of 

the circle is a male and a female who appear as though they are about to kiss. 

Simultaneously, there is a female voiceover who states, “HIV/AIDS.’’  This voiceover is 

immediately followed by a male voiceover, who states, “Is not transmitted through 

kissing,’’ during the voiceover, the man and the women in the circle, begin to kiss each 

other.  The screen then changes, and there is a new set of people in the center of the 

screen. The two men are standing in the same red circular outline, and they appear as 

though they are about to hug. The female voiceover then sates, “It is not transmitted by 

hugging, ’’ while at the same time, the two men in the center of the screen hug each 

other. The screen then changes, and there is a new set of people in the center of the 

screen. There is a man and a women in the center of the red circle, the woman lifts her 

hand and is about to caress the man, when the male voiceover states, “Neither is it 

transmitted by caressing,’’ while at the same time, the woman begins to caress the man 

in the circle. The screen changes and the circle in the center of the screen fade away and 

are replaced with a solid red screen. Then, statistics and figures appear in the center of 

the screen, which correspond to the statistics stated by the female voiceover. The 

voiceover states, “8 out of 10 people that are living with HIV/AIDS contracted the virus 

through contact without a condom. ’The screen changes, and the red screen is replaced 

by a white screen with a clock in the center, the clock is fast forwarding a minute in a 

few seconds, while at the same time a male voiceover states, “ Use your head, what 

hasn’t happened to you over many years can happen in just one minute. ’The PSA ends 

with an image of all the sponsors, and the female voiceover stating, “This is a message 

from the national STI/AIDS program of ministry of health and sports.’’ 

5.4.1.a Reactive: How HIV/AIDS is not transmitted 

The main focus of this PSA is to provide ways in which HIV/AIDS is not transmitted. 

The ways that HIV/AIDS is not transmitted that are shown and stated throughout this 

PSA are: kissing does not transmit HIV/AIDS; hugging and caressing do not transmit 

HIV/AIDS. In order to further prove the point, that HIV/AIDS is not transmitted through 

kissing, hugging and caressing, the PSA also demonstrates these acts, by showing two 

individuals kissing, hugging and caressing. The demonstration combined with the 
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voiceover, stating each way that HIV/AIDS is not transmitted, reinforces the main focus 

of the PSA. For example: when the PSA mentions, “HIV/AIDS is not transmitted by 

kissing,” the two people in the center of the screen begin to kiss each other.  

5.4.1.b Reactive: How HIV/AIDS is transmitted 

After explaining and demonstrating the ways in which HIV/AIDS is not transmitted, the 

PSA then goes into explaining the most common way that HIV/AIDS is transmitted. This 

is exemplified when the voiceover states, “8 out of 10 people that are living with 

HIV/AIDS contracted the virus through contact without a condom.’’ Moreover, having 

the same message scrolled across the screen, while the voiceover is stating the same 

message strengthens this statement.  

5.4.1.c Proactive: Community 

This PSA has a suggestive proactive community component. It is suggestive because the 

PSA never mentions, support or caring for a PLWHA. The PSA shows people interacting 

by kissing hugging and caressing; this is suggesting that there is love and support 

amongst these people. Thus, if one of them were to be HIV/AIDS positive they would 

have a community support from the other person shown interacting with them. 

5.4.1.d Proactive: Institutional  

Lastly, this PSA ends with an institutional message, which is intended to show that the 

government is also supporting those PLWHA. For example, “This is a message from the 

national STI/AIDS program of ministry of health and sports.’’ Showing the logo of all 

the governmental organizations that are supporting the PSA and the HIV/AIDS 

campaign reinforces this message. 

5.4.2 Panama (2004) (0% series 1-5)  

This PSA is split into a series of five different messages. 
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5.4.2 Series I 

The PSA starts with a group of men playing basketball outside, while at the same time a 

male voiceover states, “When one plays a sport, there is a 0% probability of contracting 

AIDS.’’ The basketball is then frozen on the center of the screen, and the circular form of 

the basketball is then transformed to represent a 0%.  At the same time a male voiceover 

states, “don’t distance yourself from those who have AIDS.’’ The screen then turns 

black, and scrolled across the screen is the phrase, “know the truth and pass it on,’’ while 

simultaneously, the voiceover is stating the same phrase. 

5.4.2.a Reactive: How HIV/AIDS is not transmitted 

The main focus of this PSA is to state and demonstrate a way in which HIV/AIDS is not 

transmitted. For example: the voiceover states, “When one plays a sport, there is a 0% 

probability of contracting AIDS,” this statement is also reinforced by showing a group of 

men playing basketball, suggesting that no one is at risk. This statement is also 

reinforced when the basketball is transformed to highlight the 0%. This creates a more 

visual experience instead of just hearing the voiceover state that there is a 0% risk, the 

audience also gets to see it. 

5.4.2.b Proactive: Community  

This PSA has a suggestive proactive community component. It is suggestive because 

nothing suggesting support or caring for a PLWHA is ever stated. As the PSA begins, it 

shows the group of men playing basketball and then it states, “When one plays a sport, 

there is a 0% probability of contracting AIDS.’’ This suggests that someone or more than 

one person, within the group might be HIV/AIDS positive, and thus no one else would 

be at risk of getting HIV/AIDS simply by playing a sport with that person/people who 

might be HIV/AIDS positive. This is then suggesting that the other people/person, who 

are not HIV/AIDS positive, are still supporting, caring and loving towards the PLWHA, 

because they still are playing basketball with them. 

5.4.2.c Proactive: Anti-Discrimination 

This PSA also has a proactive anti-discrimination component, this component is seen 

when the voiceover states: “don’t distance yourself from those who have HIV/AIDS.” 
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This component is suggesting that the audience should not treat a PLWHA differently, 

and they should still interact with those PLWHA. 

5.4.2 Series II 

A woman is standing in the center of the screen, and she appears as though is about to 

blow a kiss at the camera, at the same time, there is a male voice over that is stating, 

“When one gives a kiss, there is a 0% probability of contracting AIDS.’’ The camera 

then zooms in on the circle form made by her lips, right before she blows a kiss. This 

circular form of her lips is then transformed to demonstrate a 0%. This creates a more 

visual experience instead of just hearing the voiceover state that there is a 0% risk, the 

audience also gets to see it. This is then reinforced by the male voiceover that states 

“don’t distance yourself from those who have AIDS.’’ The screen then turns black, and 

scrolled across the screen is the phrase, “know the truth and pass it on,’’ while 

simultaneously, the voiceover is stating the same phrase. 

5.4.2.a Reactive: How HIV/AIDS is not transmitted 

The main focus of this PSA is to state and demonstrate a way in which HIV/AIDS is not 

transmitted. For example: the voiceover states, “When one gives a kiss, there is a 0% 

probability of contracting AIDS.’’ This statement is insinuating that the woman on the 

screen might be HIV/AIDS positive, or that the person she is about to kiss is HIV/AIDS 

positive, and the kiss she is about to give has no risk attached to it. This statement is also 

reinforced when the woman’s kiss is transformed to highlight the 0%. This creates a 

more visual experience instead of just hearing the voiceover state that there is a 0% risk, 

the audience also gets to see it. 

5.4.2.b Proactive: Anti-Discrimination 

This PSA also has a proactive anti-discrimination component, this component is seen 

when the voiceover states: “don’t distance yourself from those who have HIV/AIDS.” 

This component is suggesting that the audience should not treat a PLWHA differently, 

and they should still interact with those PLWHA. 
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5.4.2 Series III 

The camera is zoomed in on a flushing toilet, while a male voiceover states, “When 

sharing the toilet, there is a 0% probability of contracting AIDS.’’ The circular form of 

the toilet seat is then transformed to represent a 0%, while the male voiceover states, 

“don’t distance yourself from those who have AIDS.’ The screen then turns black, and 

scrolled across the screen is the phrase, “know the truth and pass it on,’’ while 

simultaneously, the voiceover is stating the same phrase. 

5.4.2.a Reactive: How HIV/AIDS is not transmitted 

The main focus of this PSA is to state and demonstrate a way in which HIV/AIDS is not 

transmitted. For example: the voiceover states, “When sharing the toilet, there is a 0% 

probability of contracting AIDS.’’ This statement is insinuating that someone who used 

the toilet may have been HIV/AIDS positive, and there is no risk of contracting 

HIV/AIDS by using the same toilet. This statement is also reinforced when the circular 

form of toilet seat is transformed to highlight the 0%. This creates a more visual 

experience instead of just hearing the voiceover state that there is a 0% risk, the audience 

also gets to see it. 

5.4.2.b Proactive: Anti-Discrimination 

This PSA also has a proactive anti-discrimination component, this component is seen 

when the voiceover states: “don’t distance yourself from those who have HIV/AIDS.” 

This component is suggesting that the audience should not treat a PLWHA differently, 

and they should still interact with those PLWHA. 

5.4.2 Series IV 

There is a group of people sitting around an untouched pizza.  At the same time a male 

voiceover is stating, “When sharing food, there is a 0% probability of contracting 

AIDS.’’  The pizza is then transformed to represent a 0%, while the voiceover states, 

“don’t distance yourself from those who have AIDS.’’ 

The screen then turns black, and scrolled across the screen is the phrase, “know the truth 

and pass it on,’’ while simultaneously, the voiceover is stating the same phrase. 
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5.4.2.a Reactive: How HIV/AIDS is not transmitted 

The main focus of this PSA is to state and demonstrate a way in which HIV/AIDS is not 

transmitted. For example: the voiceover states, “When sharing food, there is a 0% 

probability of contracting AIDS,’’ This statement is also reinforced by showing the 

group of people sharing food, this is suggesting that no one is at risk for HIV/AIDS 

simply by eating the same food as a PLWHA. This statement is also reinforced when the 

pizza is transformed to highlight the 0%. This creates a more visual experience instead of 

just hearing the voiceover state that there is a 0% risk, the audience also gets to see it. 

5.4.2.b Proactive: Community  

This PSA has a suggestive proactive community component. It is suggestive because 

nothing suggesting support or caring for a PLWHA is ever stated. As the PSA begins, it 

shows the group of people about to eat a pizza and the voiceover states, “When sharing 

food, there is a 0% probability of contracting AIDS,’’ This suggest that someone within 

the group might be HIV/AIDS positive, and thus no one else would be at risk of getting 

HIV/AIDS simply sharing food with a PLWHA. This is then suggesting that the other 

people are still supporting, caring and loving towards the person/people who might be 

HIV/AIDS positive.  

5.4.2.c Proactive: Anti-Discrimination 

This PSA also has a proactive anti-discrimination component, this component is seen 

when the voiceover states: “don’t distance yourself from those who have HIV/AIDS.” 

This component is suggesting that the audience should not treat a PLWHA differently, 

and they should still interact with those PLWHA. 

5.4.2  Series V 

The image on the screen is of a to go cup with a straw inserted in it. The voiceover 

Begins by stating, “When sharing a drink, there is a 0% probability of contracting 

AIDS.’’ The circular form of the straw is then transformed to represent a 0%, while the 

voiceover states, “don’t distance yourself from those who have AIDS.’’ The screen then 

turns black, and scrolled across the screen is the phrase, “know the truth and pass it on,’’ 

while simultaneously, the voiceover is stating the same phrase. 
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5.4.2.a Reactive: How HIV/AIDS is not transmitted 

The main focus of this PSA is to state and demonstrate a way in which HIV/AIDS is not 

transmitted. This is exemplified when the voiceover states, “When sharing a drink, there 

is a 0% probability of contracting AIDS.’’ This statement is reinforced by showing one-

person pick up the cup, and then shortly after another person picks up the cup. This 

statement is also strengthened when the cup is transformed to highlight the 0%. This 

creates a more visual experience instead of just hearing the voiceover state that there is a 

0% risk, the audience also gets to see it. 

5.4.2.b Proactive: Anti-Discrimination 

This PSA also has a proactive anti-discrimination component, this component is seen 

when the voiceover states: “don’t distance yourself from those who have HIV/AIDS.” 

This component is suggesting that the audience should not treat a PLWHA differently, 

and they should still interact with those PLWHA. 

5.4.3 Colombia (2005) Portador (carrier) 

The PSA starts by showing a group of people playing cards and sharing food, while at 

the same time a male voiceover states, “Life offers,’’ and this is also connected to the 

phrase “to overcome,’’ which is scrolled across the screen directly after the voiceover 

speaks. The PSA then takes one of the men that was in the group playing cards and 

shows him performing different activities and interacting with different people. There is 

no voiceover during these scenes but having them scrolled across the screen highlights 

many words and phrases. The PSA then shows the man playing basketball outside with 

another man, and scrolled across the screen is “dreams.’’ The same man is then at work 

dropping a tank, and another man comes and helps him lift the tank, and scrolled across 

the screen is the word “solidarity.’’ The PSA is then redirected to the first screen with the 

same group of people playing cards. The man that has been shown throughout the PSA 

stands up and starts by staying his testimony, he begins be stating, “Seven years ago I 

was diagnosed with the virus that causes AIDS. At first, it was difficult. Now, everyone 

accepts it,” and scrolled across the screen in the word “AIDS.” Then a women comes up 

behind him and hugs him, they both walk back to the game, and they are then faded in 

the background while scrolled across the screen is the phrase “AIDS depends on 
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everyone to have a new meaning,’’ while at the same time a male voiceover states, 

“AIDS depends on everyone to have a new meaning.’’ 

5.4.3.a Proactive: Personal 

Throughout this PSA the proactive personal component is often highlighted. This PSA 

shows the man living with HIV/AIDS, as having a positive and an active life, what might 

be categorized as “a normal life”. He is shown playing cards, basketball with friends, and 

he is also shown actively at work. His testimonial also makes it seems as though having 

HIV/AIDS no longer has much effect on his personal and social life. This is thus, 

targeted the self-stigma.  This message also targets the proactive personal by showing the 

man playing sports, and working. This supports the fact that he is living a positive life.  

5.4.3.b Proactive: Community  

This message also has a proactive community component. Throughout the entire PSA the 

man living with HIV/AIDS is shown with other people. From the beginning of the PSA 

he is shown with his friends playing games and sharing food, he is then shown with a 

friend playing basketball, and finally he is shown at work with a coworker. These images 

of him interacting, being supported and loved by his friends and family are aspects of the 

community components within the PSA. 

5.4.3.c Proactive: Anti-discrimination 

Lastly, this message has a proactive anti-discrimination component, which is exemplified 

when the voiceover states, “AIDS depends on everyone to have a different meaning.’’ 

Here the PSA is insinuating that it is up to the audience to change their perspective, 

behavior and attitude towards PLWHA, ultimately this is directly connected to anti-

discrimination. The anti-discrimination component can also be seen during the man’s 

testimonial when he stats, “At first, it was difficult. Now, everyone accepts it.” This 

makes it seem as though in the beginning it was difficult for people to accept him for 

having HIV/AIDS, but now he has no problems being accepted or discriminated. 
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5.4.3.d Proactive: Institutional 

This message also has a proactive institutional component. The institutional component 

is apparent when the man is shown at work, making it seem that his job has no problem 

with him continuing to do his job even if he is HIV/AIDS positive. This type of 

institutional supports and normalizes the idea that it is ok to have PLWHA work in the 

same environment.  

5.4.3.e Reactive: How HIV/AIDS is not transmitted 

The PSA also have a suggestive reactive component though it is never blatantly stated 

throughout the PSA.  It does demonstrate characteristics of a reactive component. First, it 

shows a female sharing her food with the male who is living with HIV/AIDS; this scene 

is attempting show one of the ways HIV/AIDS is not transmitted. Another way that 

HIV/AIDS is not transmitted is playing sports with PLWHA, by showing the two men 

playing basketball; the PSA is suggesting that it is safe to play supports with people that 

have HIV/AIDS. It also shows the woman hugging the man, which also attempts to 

clarify that HIV/AIDS is not transmitted by causal contact with a person with 

HIV/AIDS. 

5.4.4 Venezuela (1998) Prima Lilliana (My cousin Lilliana) 

A female voiceover starts the PSA while simultaneously images are shown in the 

background of what appears to be Liliana’s bedroom. The background images are faded 

in a dream-like appearance. The film starts off by showing a statue of a praying angel as 

the female voiceover states, “my cousin Lilliana already finished her post-graduate 

degree in architecture.’’  The PSA then begins to show the dream-like, images of books, 

paintings on the wall, and goes back to show the praying angel, while these images are 

being shown the female voiceover continues by stating, “She’s about to turn 28 and she’s 

driving me crazy with her wedding plans.’ The PSA then shows a pen and a piece of 

paper, as well as a bed with white linen and it redirected again to the praying angel, the 

female voiceover continues to speak, ‘“She is a fanatic of Garcia Marquez and she loves 

anything metaphysical. She’s convinced that Taurus’s are a match with Pisces.’ The PSA 

then shows her degree on the wall, and it redirects to a book entitled “angles,“ while the 

female voiceover continues, “Her boyfriend adores her and knows that she has AIDS.’’ 
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The last image is of the entire bedroom, while a male voiceover, “AIDS could happen to 

anyone, including you.’’ 

5.4.4.a Proactive: Personal 

This message also has a personal proactive component within it, Liliana’s cousin talks 

about Liliana achieving her postgraduate degree in architecture. This is telling the 

audience that she is living “a normal life”. It also shows her room and talks about all the 

things that she believes in and likes. As well as the fact that she is in love and her and her 

boyfriend they are getting married. Showing and stating the things that Liliana is 

interested in humanizes her, and makes her seem as though she is just like everyone else. 

5.4.4.b Proactive: Community 

This message also has a proactive community component. Liliana’s cousin is the narrator 

of the PSA, and this is a way of demonstrating that she is supporting her and standing by 

her, this support is reinforced when the narrator states that she is helping Liliana with her 

wedding plans. Another aspect that makes this a community message is her boyfriend, 

who loves her and is going to marry her even though she has AIDS. Liliana’s cousin and 

the boyfriend are demonstrating that Liliana could be supported and loved by her family 

as well as by her boyfriend.  

5.4.4.c Proactive: Anti-discrimination 

This message also has an anti-discrimination proactive component when the voiceover at 

the end of the message states, ‘’AIDS it could happen to anyone including you.’’ This 

statement suggest that the audience should be aware that HIV/AIDS can happen to 

anyone and insinuating that there is no point to treat PLWHA differently. 

5.4.4.d Proactive: Institutional 

This message has an overall institutional component within the message. The angels that 

reappear throughout the PSA, seem as they are “watching over,” Liliana. The angels may 

be a representation of “God,” institution of “religion.” This PSA suggests that like 

Liliana is being protected, or “watched over,” by the angels, or by god. 
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5.4.4.e Reactive: Clearing Misconceptions 

This message also has a subtle reactive component, when the narrator states that Liliana 

is 28 years old, suggesting that Liliana has lived a long time with the disease. This 

statement attempts to clear the misconception that PLWHA are summoned immediate 

death sentence.  

5.4.5 Peru (2004): Ninos y VIH (Children and HIV) 

Prior to the start of the PSA, there is a disclosure on the screen: The children that appear 

here are actors and their situations are not real. The PSA starts with a little girl who is 

playing basketball outside with all of her classmates, as the ball is thrown around, back 

and forward to different kids, a female voiceover starts to speak, “Nancy was born with 

HIV. In her school everyone knows that HIV/AIDS is not transmitted through play, and 

they all play with her.” The screen shows her teacher smiling and laughing with her. The 

screen changes, there is a dark tone to the image, and the boy that is shown is not playing 

with any of the kids, but instead he is just standing next to his teacher. The female 

voiceover continues, “on the other hand, in Juanito’s school they don’t know this and 

they treat him with fear.” It shows Juanito wanting to go play with the other kids but 

being stopped by the teacher. He smiles and looks at the kids as though he wants to join 

them, the female voiceover continues by adding, “remember, Juanito and Nancy have the 

right to study, grow, and be treated just like all boys and girls,” while the voiceover 

speaks the PSA shows Nancy and her classmates sharing food, laughing and playing 

games, and overall a positive state of being 

5.4.5.a Proactive: Personal 

Through Nancy, this message is an example of a proactive personal message it shows 

how Nancy a child with HIV/AIDS is leading a positive normal childhood. It shows her 

happily playing and interacting with other kids. 

5.4.5.b Proactive: Community  

It is also has a proactive community component. This is seen as Nancy’s friends treat her 

the same way as they treat all the other kids. Everyone in Nancy’s environment wants to 

play with her and with the other children. This component is suggesting that with all of 
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her friends Nancy is still seen as just Nancy, and HIV/AIDS is not a barrier to their 

friendship. 

5.4.5.c Proactive: Anti-discrimination 

This message also has a proactive antidiscrimination component. For example, when the 

voiceover states, “Remember, Juanito and Nancy have the right to study, grow, and be 

treated just like all boys and girls.”  This is suggesting to the audience that children with 

HIV/AIDS have the right to be treated just like other children, and to grow up in the 

same type of environment. 

5.4.5.d Proactive: Institutional 

Lastly, this message also has a proactive institutional component, which is highlighted 

when the teacher is seen laughing with Nancy. This suggested that the school and the 

teachers within the institution are supportive of Nancy.  

5.4.5.e Reactive: How HIV/AIDS is not transmitted 

This message also attempts to clarify how HV/AIDS is not transmitted. This is 

exemplified when the voiceover mentions that when Nancy plays with other kids they do 

not get infected with HIV/AIDS. Moreover, showing Nancy playing with the other kids 

then reinforces the statement. It also attempts to show how sharing food does not 

transmit HIV/AIDS, by showing Nancy and a friend eating from the same sandwich.   

5.4.5.f Reactive: What is stigmatizing behavior 

Lastly, this message is suggestive as to what stigmatizing behavior is. The disclaimer in 

the beginning of the PSA, is placed there so that the children in the PSA will not be 

stigmatized and discriminated against in reality just be filming this PSA. Moreover, the 

PSA also demonstrates with Juanito what it means to be stigmatized. He is treated with 

fear, and he is not allowed to play with the other kids, because he is seen as the “other,” 

at his school.  
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5.4.6 Jamaica (2003) Live Positive 

The PSA starts off by showing a roll of film that is scrolling across the screen. Within 

each square of film is a Jamaican celebrity. The celebrities are highlighted by showing 

them in several squares on the roll of film, so that they cover the entire span of the screen 

while they are speaking. The first speaker is Paula- Anne Porter Jamaica radio 

personality, she states, “We Jamaican’s love to talk about our community, you know, 

how we all care about each other.” The next square with a celebrity in it that scrolls 

across the screen is Kerlyn Brown, Jamaican Newscaster she states, “Well people living 

with HIV/AIDS.” 

The next square with a celebrity in it that scrolls across the screen is Brian Schmidt 

Jamaican media manager, he adds to Keryln Brown’s statement by saying, “need the 

community to rally around them.” The next square with a celebrity in it that scrolls 

across the screen is General Degree a Jamaican Entertainer, he states, “Ya man, support 

them like a business.” The next square with a celebrity in it that scrolls across the screen 

is Tony Rebel a Jamaican Entertainer, he states, “Allow them to come out and dance.” 

The next square that scrolls across the screen is Jazzy T a Jamaican sound system 

operator (DJ), he states, “Allow them to have their say in the PTA.” The next square that 

scrolls across the screen is Carlene Davis a Jamaican entertainer, she states, “Whether in 

church, school or wherever.” Kerlyn Brown, Jamaican Newscaster scrolls across the 

screen and adds, “don’t shut them out.” Tony Rebel, Jamaican entertainer scrolls across 

the screen and adds, “Remember you can’t get infected from sharing a little food, or 

having a little chat with someone with AIDS.” Jazzy T, Jamaican American sound 

system operator (DJ) scrolls across the screen and adds, “Remember AIDS doesn’t care, 

and it could be you.” Paula- Anne Porter Jamaica radio personality scrolls across the 

screen and adds, “Let’s get on with life. Live positive.” 

5.4.6.a Proactive: Community  

This PSA is mainly directed towards the proactive community component. All of the 

celebrities are relaying the message that it is important to treat PLWHA the same way as 

everyone is treated. The component that is mainly highlighted in that PLWHA’s should 

also be allowed to be part of the community. This is exemplified when the voiceover 
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states, “Well people living with HIV/AIDS…need the community to rally around them.”  

This message is also suggesting that the community should allow PLWHA to also have 

their say in what happens within the community, for example: “Allow them to have their 

say in the PTA (Parent teacher association).”  

5.4.6.b Proactive: Institutional 

This PSA also has an institutional component. This is apparent in the fact that all 

narrators within this PSA are celebrities, or media personnel from Jamaica. The authority 

that these celebrities have in Jamaican society is used to appeal to the Jamaican audience, 

and perhaps influence the Jamaican people. 

5.4.6.c Proactive: Anti-discrimination 

In addition, this PSA also has an anti-discrimination proactive component. This 

component is seen when the one of the celebrity narrator’s states, “don’t shut them out.”  

Remember AIDS doesn’t care, it could be you.” This message is meant to inform the 

audience that they should not discriminate those people that have HIV/AIDS, or exclude 

them from their lives.  

d. Reactive: How HIV/AIDS is not transmitted 

Lastly, this message also has a reactive component, intended to show how HIV/AIDS is 

transmitted. This component is seen, when Jamaican entertainer, Tony Rebel states, 

“Remember you can’t get HIV/AIDS by sharing a little food or having a little chat.” This 

message is casually reminding people that HIV/AIDS is not transmitted through casual 

contact. 

5.4.7 Trinidad & Tobago (2004) Fight Stigma and Discrimination I 

The PSA is filmed in black and white, and it starts off by showing three men greeting 

each other. The three friends are smiling and seem happy to be spending time with each 

other while simultaneously a male voiceover states, “You see me laughing, yes you see 

me rhyming with friends, and you think that Selvin don’t have a care in the world.” The 

next screen shows a dark room and a man getting up from bed, he rubs his head and 

wipes his eyes, and he starts to speak, “But what you don’t see is the fear I live with 
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every day. The fear that if you find out (he points his finger at the camera) that you might 

see me differently. You might say I was a player, and I look for that, and I strip it. But 

you are not in my shoes (he points his finger at the camera). So why judge me?” The 

PSA then recaps the previous images shown of the man, in a rewind motion, as another 

male voiceover states, “Help us fight discrimination and stigmatization against people 

living with HIV/AIDS.” The last screen is of Selvin’s face with a tear in his eyes. The 

red HIV/AIDS ribbon is on the left hand side of the screen and below his face is the 

phrase, “Live and let live.” As the male voiceover also states, “Live and let live.” 

5.4.7.a Proactive: Community  

This message has a proactive community component. This component is apparent at the 

beginning of the PSA when it shows the groups of men together, while the narrator 

states, “You see me laughing, and yes you see me rhyming with friends.” This 

component is then reinforced, when Selvin mentions, “But what you don’t see is the fear 

I live with every day. The fear that if you find out (he points his finger at the camera) that 

you might see me differently.” This is suggesting that it is important to treat PLWHA, 

the same as any other person, or to simply be consistent in the way that PLWHA is 

treated.  

5.4.7.b Proactive: Anti-discrimination 

This PSA also has an anti-discrimination component. This is first portrayed during 

Slevin’s testimonial when he states, “The fear that if you find out (he points his finger at 

the camera) that you might see me differently…. So why judge me?”  Here Selvin is 

suggesting that he is afraid of being judge or discriminated against for living with 

HIV/AIDS. Another aspect the reinforces the anti-discrimination component is when the 

voiceover at the end of the PSA states, “Help us fight discrimination and stigmatization 

against people living with HIV/AIDS,” as well as “ Live and let live.” These two phrases 

are intended to suggest to the audience that they should fight against the discrimination 

of PLWHA. 
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5.4.8 Mexico (2004) Testimonial hombre (male testimony) 

This PSA is a testimony of a man living with HIV, the background of the PSA appears to 

be his room, and he is talking directly at the camera. He begins by stating, “Hi, I’m 

Aurelio. I’m 26 years old and I have AIDS. I want to tell you that a person like me can 

work; even though they fired me. They said I was gay as if it was a bad thing. That I can 

exercise, even though in the gym they asked me to stop going. That this disease isn’t 

transmitted through a kiss or a hug. And that I can live a normal life like any person.” 

His image is faded in the background, and scrolled across the screen is the phrase 

“discrimination doesn’t kill but it takes away your life,” while at the same time a male 

voice over is stating, “discrimination doesn’t kill but it takes away your life.” The 

voiceover then continues to state, “CONASIDA, with you it’s possible the ministry of 

health.’’ 

5.4.8.a Proactive: Personal 

This PSA has a proactive personal component. Aurelio is telling the audience that he is 

like anyone else, and he wants to be able to live like anyone else. For example when the 

man states “ I want to tell you that a person like me can work, even though I was fired,” 

he continues by adding, “ that I can exercise, even though in the gym they asked me to 

stop going,” and finally he states, “ that I can live a normal life.” Aurelio is telling the 

audience that he is a “normal person,” and he wants to live his life in a positive active 

manager.  

5.4.8.b Proactive: Anti-discrimination 

This PSA also has a proactive anti-discrimination component. This is highlighted when 

the image of Aurelio is fading and across the screen is the phrase, “discrimination 

doesn’t kill but it takes away your life,” while at the same time a male voice over is 

stating, “discrimination doesn’t kill but it takes away your life.” Having the voiceover 

state the same phrase also strengthens the anti-discrimination component.  

5.4.8.c Proactive: Institutional 

This message also has a proactive institutional component stated at the very end of the 

message, which was, “CONASIDA, with you it’s possible the ministry of health.” The 
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support of CONASIDA lets the audience know that the ministry of health is supporting 

those PLWHA. 

5.4.8.d Reactive: How HIV/AIDS is not transmitted 

This PSA also has a reactive component, aimed to explain how HIV/AIDS is not 

transmitted. For example when Aurelio states, “That this disease isn’t transmitted 

through a kiss or a hug.” He is reminding the audience that HIV/AIDS is not transmitted 

through casual contact. 

5.4.8.e Reactive: Clearing Misconceptions 

Lastly, this PSA has a reactive component intended to clear misconceptions. The 

misconception that Aurelio is trying to clear is the misconception towards 

homosexuality, for example:  “They said I was gay as if it was a bad thing.” This is 

attempting aid the layered stigma of both homosexuality and HIV/AIDS. 

5.4.9 Brazil (1997)Sutia  

The PSA starts by showing the hands of a little girl unwrapping a gift. It shows her big 

smile, as she lifts up the gift, and it’s a bra, this is when the female voiceover starts, 

“when a girl wears a bra for the first time, she makes a dream come true.” The screen 

then shows the little girl lifting the bra up to the mirror so that she can see what it might 

look like. The voiceover continues, “When a girl, who has AIDS, since birth, wears a bra 

for the first time.” The PSA then shows the little girl trying on the bra and modeling in 

front of the mirror, the voiceover continues, “she makes the dream for all people that life 

is bigger than AIDS will come true.” The screen then shows the red HIV/AIDS ribbon on 

a white screen, with a smiley face in the circle of the ribbon, and the voiceover adds, 

“Children living with AIDS, brazil gives them a hug” 

5.4.9.a Proactive: Personal 

This message is an example of a personal proactive component, as it shows that a girl 

living her live with HIV/AIDS is just like any other girl, she also has dreams and wants 

to feel feminine, and experience the stages of life. This is also exemplified with the 

voiceover states, “she makes the dream for all people that life is bigger than AIDS come 
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true.” this is a clear example of the fact that the girl feels as though she wants to live a 

normal positive life. It also suggests that she wants HIV/AIDS to no longer be a barrier 

in the life of anyone living with the disease. 

5.4.9.b Proactive: Institutional 

This message is also an example of and institutional component when the voiceover 

states, “Children living with AIDS Brazil gives them a hug.” This statement is intended 

to let the audience know that Brazil supports and cares about the children living with 

HIV/AIDS. 

5.4.10 Argentina (2004) Amarlo (to love)  

The PSA starts off by showing, a pregnant women holding her baby belly. At the top 

right hand corner, the phrase “to love” appears while a female voiceover says, “to love.” 

There is a screen change, and it shows a man running up the stairs to kiss another man at 

the top of the staircase. At the bottom of the screen the phrase “to embrace,” appears 

while a male voiceover says, “to embrace ourselves.” There is a screen change, and it 

shows a man donating blood. At the top of the screen the phrase “to give life,” appears 

while a male voiceover says, “to give life.” There is a screen change, and it shows two 

women talking and having tea together. At the bottom of the screen the phrase “to 

share,” appears while a female voiceover says, “to share.” There is a screen change, and 

it shows a man and a women kissing on a sidewalk with a lot of people walking by them, 

a male voice over states, “there are more things that do not transmit HIV/AIDS than 

those that do. Always use a condom.”  In the background phrases appear on the screen, 

these include: “use a condom every time,” as well as “always use and demand disposable 

medical material,” and “always take care of your pregnancy,” while the male voice over 

continues by stating, “Always use a condom. Always use and demand disposable 

medical material. Always take care of your pregnancy.” 

5.4.10.a Proactive: Community  

This PSA does not directly mention proactive community components, but it does show 

and suggest community support. For example: It shows the two men kissing and hugging 

each other, it also shows the man donating blood (to give life to other people), it shows 
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the two women sharing coffee, and it also shows the couple kissing. All of these 

examples are suggestive of loving and supporting one another, even though it is not 

directly stated. The message of loving and caring for each other is seen throughout the 

entire PSA. 

5.4.10.b Reactive: How HIV/AIDS is and is not transmitted 

This PSA also focuses on the ways in which HIV/AIDS is transmitted, for example “use 

a condom every time,” as well as “always use and demand disposable medical material,” 

and, “always take care of your pregnancy.” The voiceover, thus mentions the three ways 

in which HIV/AIDS is transmitted (unprotected sex, blood, and mother-to-child).  

5.4.10.c Reactive: How HIV/AIDS is not transmitted 

This is an example of a reactive PSA that is attempting to show the ways that HIV/AIDS 

is not transmitted. It shows the two men hugging each other, and this is suggesting that 

HIV/AIDS is not transmitted by causal contact. Another common way that HIV/AIDS is 

not transmitted is by drinking from the same cup, this PSA shows two women sharing a 

cup of tea, suggesting that one of them will not infect the other with HIV/AIDS simply 

by drinking from the same cup. Lastly, this PSA shows two people kissing, which is 

another way that is commonly thought that HIV/AIDS may be transmitted. The 

voiceover mentions that kissing cannot transmit HIV/AIDS; it also shows two groups of 

people kissing. All of these examples are then reinforced by the voiceover states, “there 

are more things that do not transmit HIV/AIDS than those that do.” This is suggesting 

that casual contact will not infect anyone with HIV/AIDS.  

5.4.10.d Reactive: Misconceptions 

This PSA is also attempting to clear misconceptions. The first misconceptions that this 

PSA is trying to clear is, mother-to-child transmission, by showing a pregnant women 

and the phrase “to love,” and then having the voiceover state, “take care of your 

pregnancy.” This is suggesting that the child will not be infected with HIV/AIDS 

because the woman shown loves her baby and is going to take care of her pregnancy. 

Another misconception that this PSA is trying to clear is that blood transfusions are 

connected to HIV/AIDS. However, in this PSA the blood transfusion is presented as a 



 
80 

positive thing and as a form of giving life. Thus, it suggests that blood transfusions are 

screened and there is no longer a risk of being infected with HIV/AIDS through a blood 

transfusion. 

5.4.11. Argentina (2004): No Estas Sola (you are not alone) 

There is a black screen, with cartoon people multiplying by the same amount, while 

simultaneously at the same time a clock is showing the minutes pass as if they were 

seconds. A female voiceover begins by stating; “Every minute that passes eleven people 

contract HIV somewhere throughout the world.” When the screen is completely full of 

cartoon people, it then beings to fade and a new screen appears.  There is a black screen 

and individually the words, “we”, “cannot”, “do”, “it”, “alone,” while the voiceover 

continues “we cannot do it alone.”  The screen changes again, and in the black screen the 

words, “ extend”, “our”, “hands”, “ open”, “our”,” hearts”, appears on the screen 

individually, while the voiceover continues to speak stating, “ We must join hands and 

open our hearts to share hope that, together.” The screen changes again, and in the black 

screen the words, “create”, “together”, “a”, “ better”, “world” appears on the screen 

individually, while the voiceover continues to state, “ We can create a better world for 

us, our children, our families, and all of humanity.” The screens changes again, and in 

the black screen the phrases, “get informed!”, “it’s never too late!” “To learn”, “AIDS” 

appears in the center of the screen, while the voiceover continues to speak stating, “Get 

informed, it is never too late to learn about AIDS.” The screen changes again, and in the 

black screen the HIV/AIDS red ribbon appears on the screen as well as the phrase, “you 

are not alone!” while the voiceover continues to speak stating, “ ICW Latina is here with 

you inn seventeen countries in the region, your consultation is free and private.” 

5.4.11.a Proactive: Community  

This PSA has a proactive community component, suggesting that people should unit to 

help fight HIV/AIDS, for example: “we cannot do it alone,” as well as “We must join 

hands and open our hearts to share hope that, together,” as well as “you are not alone!” 

and lastly, “We can create a better world for us, our children, our families, and all of 

humanity.” All of these examples are suggesting that as a community people should stick 

together, and together it will be easier to fight HIV/AIDS. 
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5.4.11.b Proactive: Institutional 

This PSA also has a proactive institutional component, suggesting that this government 

institution is there to support the women living with HIV/AIDS, for example, “ICW 

Latina is here with you in seventeen countries in the region, and your consultation is free 

and private.” This message is letting the audience know that as an organization they are 

there to support the PLWHA. 

5.4.12 Brazil (1998) Groupo de Risco (risk group) 

The PSA starts by showing images of a city at night, and then it begins to show women 

dressed provocatively with short dresses and high heels, walking on the street. The PSA 

zooms in on their short dresses and heels, while simultaneously the voiceover states, “Do 

you know which group AIDS has increased in the last years?” Then the film fast-forward 

past the provocative women to a grocery store where a man and women holding hands 

are walking out of the store, the voice over continues “ men and women, single and 

married.” The PSA then goes inside the store, where an image of a family with a small 

child is shopping, and the voiceover continues, “AIDS does not choose the gender. 

Protect yourself. Use a condom.” 

5.4.12.a. Reactive: Misconceptions 

This PSA has a reactive component that is attempting to clear the misconceptions that 

HIV/AIDS is only found amongst the risk group. It shows the sex workers in the 

beginning and it makes it seem as though the voiceover is going to say that HIV/AIDS 

prevalence is increasing amongst the sex workers, but instead it shows a regular couple 

and a normal family, and suggesting the HIV/AIDS prevalence rate has increased 

amongst this group of people. This message is attempted to clear the layered stigma 

associated with sex workers. 

5.4.13 Mexico (2003) Oficina (office) 

The PSA starts with a man in an office talking directly to the camera, he states: “Look, I 

don’t want to think less of anyone. I never said that I don’t want to work in a place with 

someone who has AIDS…Yea, but to drink from the same cup, that’s another thing…” 

The man is shown sitting down at his desk and he continues to talk directly to the 
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camera.” They should have their own place. And it’s not only because they have AIDS.” 

Then the man is standing back up, and he continues to talk to the camera, “For example, 

disabled people have their own bathroom, and one says anything.” Then the man is 

shown sitting back at his desk talking directly to the camera and he continuous by 

adding,” no that’s not discrimination, right? What’s happening is that I am the only one 

in this office who says things as they are.”  Then scrolled across the screen right below 

his face is the phrase “ignorance is contagious.” And the man continues to speak, “Well, 

it wasn’t nice to fire him but…well, I don’t know, maybe he deserved it…I even think he 

was gay.” Then a voice over states, “with your help its possible, the secretary of health.” 

5.4.13.a Reactive: Misconceptions  

This PSA had a reactive component intended to clear the misconception of the layers 

stigma of homosexuality. For example, when the narrator stated, “I even think he was 

gay,” this misconception was then cleared by having the voiceover state, “ignorance is 

contagious.” This is suggesting that him believing that the man being HIV/AIDS positive 

because he was a homosexual male was ignorant. 

5.4.13.b Proactive: Anti-discrimination 

Throughout the entire PSA the man is stigmatizing and discriminating a fellow co-

worker who was HIV/AIDS positive. The PSA counteracts the man’s stigmatizing 

attitude by placing the phrase, “ignorance is contagious,” across the screen. This 

reinforces the fact that the man’s behavior and attitude towards PLWHA was ignorant. 

Thus, suggesting to the audience that discriminating thoughts about people with 

HIV/AIDS is ignorant. 

5.4.13.c Reactive: What is stigmatizing behavior 

This PSA is an example of a reactive message, which is showing the audience what 

stigmatizing behavior and stigmatizing attitude is. He states, “Yea, but to drink from the 

same cup, that’s another thing,” and he continues by adding, “They should have their 

own place…no that’s not discrimination, right? ….I even think he was gay.” The PSA 

counteracts the man’s stigmatizing attitude by placing the phrase, “ignorance is 
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contagious,” across the screen. This suggests to the audience that the man’s behavior and 

attitude towards PLWHA was discriminatory. 

5.5 Results 

The results of this study described the ways in which PSAs within the 10-year Pan-

American health anthology framed and constructed the argument around those PSAs, 

which concentrated on HIV/AIDS –related stigma. Out of 198 PSAs, it was determined 

that 38 of those messages contained a stigma-reducing component. Those 38 PSAs were 

selected because they mainly focused on HIV/AIDS-related stigma. After several 

analysis of these 38 PSAs patterns of how messages are framed and constructed 

emerged. The two main components of how HIV/AIDS-related stigma PSAs frame and 

construct their argument is through the proactive and the reactive. The proactive 

messages were found to construct and frame the message to encourage positive attitude 

towards PLWHA, whereas the reactive messages were found to be framed and 

constructed to clarify information about HIV/AIDS. The majority of the PSAs observed 

which had a reactive component also displayed a proactive message with the exception 

of one PSA- groupo de risco. More specifically, 37 of the 38 messages contained a 

proactive component, and 20 of the 38 messages contained a reactive component. 

These two main components were divided into sub-categories, for the proactive 

component these include: proactive messages that reduce self-stigma, proactive messages 

that encourage community support, proactive messages that encourage institutional 

support, and proactive messages that focus on anti-discrimination. Ultimately, 58% (22 

messages) used proactive personal component, 71% (27 messages), framed the argument 

using a community component, 68% (26 messages), used institutional components, and 

61% (23 messages) used anti-discrimination to frame the argument. 

For the reactive messages the sub-categories include: reactive messages and HIV/AIDS 

corrective information, reactive messages that focus on how HIV/AIDS is and is not 

transmitted, reactive Messages that focus on what stigma is. Finally, within the reactive 

components 30% (6 messages), framed the argument explaining how HIV/AIDS is 

transmitted, 40% (8 messages) of the reactive messages, explained how HIV/AIDS is not 

transmitted, 35% (7 messages) explained what stigma is, and 50% (10 messages), 

attempted to clear misconceptions. The analysis of this study goes into further detail 
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about the proactive and reactive components, as well as provides a connection between 

the results of the study and the emerged theoretical reference. 
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6. ANALYSIS 
 
Subchapter 6.1-6.7 divides the chapter, where each component within the proactive and 
the reactive messages are discussed in detail. Subchapter 6.8 provides an understanding 
of how these components are usually used and found within PSAs. Lastly subchapter 6.9 
provides a link between the proactive and the reactive components and the theoretical 
frame used. Each subsection between 6.9.1- 6.9.4 explains each component found within 
the emerged theoretical reference and the connection it has to the results of the study. 
These subsections include: stigma, the media, framing, and a new reality.  

6.1 Proactive Messages that Reduce Self-Stigma  

The first proactive component that is intended to address stigma is the personal proactive 

component. This component is intended to address the self-stigmatization, and the self-

discrimination, by encouraging self-empowerment and a positive and active life. 

Addressing the self-stigma was discussed by Nyblade (2005) when it was mentioned that 

one of the most profound consequences of HIV/AIDS-related stigma is the self-stigma or 

internalized stigma. The self-stigma is said to cause, an internalization of the guilt, and 

blame for having the disease168.  Nyblade suggested that stigma-reducing strategies 

should focus on changing the attitude towards HIV/AIDS, so that PLWHA can also 

change their attitude towards the disease, which is argued to eventually lead to self-

empowerment, and a reduction in self-stigma for HIV/AIDS positive individuals169. 

There are a few studies, which have focused on self-stigma as a means to reduce stigma 

in general. For example: In a study conducted by Corrigan and Calabrese (2005), they 

found that cognitive therapy focusing on self-empowerment is an effective way to deal 

with the consequences of self-stigma. Chan et al (2005), supported this argument with a 

group of HIV/AIDS infected men in Hong Kong who demonstrated improvements in 

their mental state, and quality of life, after having been taught to identity, and confront 

the negative thoughts and were assisted to redefine the meaning of their illness in a more 

positive way. Another way, to help reduce self-stigma is by reducing the distress 

associated with receiving a positive HIV/AIDS test. For example, Brown, Macintyre, & 

Trujillo, 2003, reviewed three counseling stigma-reducing interventions and found that 

two studies (Perry et al., 1991; Simpson et al., 1998) focused on the reduction of 

emotional distress after having the HIV test, while the third study focused on selective 

disclosure (Kaleeba et al., 1997). The stress that was acquired after becoming aware of 

                                                        
168 Laura Nyblade, et al, “Disentangling HIV and AIDS stigma in Ethiopia, Tanzania and Zambia,” International 
Center for Research on Women, (Washington, DC:US. USAIDS, 2003). 
169 Ibid 
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their HIV/AIDS positive status was reduced after stress prevention programs. In the 

studies conducted by Perry et al. (1991) and Simpson et al, (1998), they showed that 

counseling and video strategies did not cause any changes in the level of patient anxiety, 

but resulted in higher tests rates, while the third intervention Kaleeba et al., (1997), 

showed that after counseling 90% of the patients revealed their status to at least one other 

person170.  However, all of these previous studies have focused on applying the strategies 

of counseling to an individual, and it is true, that media messages do not have the power 

to provide counseling for self-stigmatizing individuals. Still, this study saw many of the 

same ideas or concepts being applied to PSAs, by suggesting to the viewers to seek 

counseling, while also providing the benefits of counseling. Moreover, media messages 

can also suggests to live positive, promote self-empowerment, and to love oneself. 

6.2 Proactive Messages that Encourages Community Support  

The second proactive component that is intended to address stigma is the community 

proactive component. This component is intended to address the community stigma 

against PLWHA.  The community stigma is important to address, because a major 

problem with HIV/AIDS- related stigma is the community discrimination, isolations, and 

ostracizing of people living with HIV/AIDS (PLWHA).  Through the use of PSAs, this 

strategy is aimed at increasing the knowledge of HIV/AIDS and reducing the stigma 

within a community. The increased knowledge and reduction of stigma, may hopefully 

lead to community support for PLWHA. Modeling and demonstrating community 

support and love for PLWHA can be a strategy to reduce the community-associated 

stigma. There are a few studies, which have focused on community stigma as a means to 

reduce stigma in general. Nyblade et al. (2003) argued that while friends, family, 

community volunteers, and health care providers, care for many PLWHA, more-often-

then-not this care comes accompanied with stigma. Therefore, messages that focus on 

educating people providing details about the symptoms, transmission, and available 

resources, and ways they can care and support their loved ones affected by HIV/AIDS is 

vital in stigma reduction171. Moreover, indirect, face-to-face contact through the media 

can be targeted at specific groups, and may also aid the process of reducing HIV/AIDS- 

community related stigma. The review by Brown et al. (2003) describes the potential 
                                                        
170 Lisanne Brown, Kate MacIntryre, and Lea Trujillo,  “Interventions to reduce HIV/AIDS Stigma: What have we 
learned?” AIDS Education and Prevention15, no.1 (2003): 49-69. 
171 Sue Clay, Chip Chiiya and Mutale Chonta, “Understanding and challenging HIV stigma: Toolkit for action,” 
International HIV/AIDS Alliance and PACT( Tanzania: USAID, 2003). 
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positive outcomes of contact as a strategy. They argue that personal relationships with a 

person affected by HIV/AIDS or hearing  testimonials will generate empathy, amongst 

the audience172. These studies show that contact interventions are associated with 

improved attitudes toward stigmatized individuals173. Ultimately, if a media message 

shows community support, or suggests community support, it can be a potential way to 

help reduce stigma. Another good method is by showing interactions between the public 

and PLWHA, which can be used as a strategy to reduce stigmatizing attitudes. It is vital 

for media messages to include testimonials from PLWHA, show people interacting 

positively with PLWHA, or suggest that community friends and family should support 

the PLWHA. Showing people interacting normally with PLWHA, might make it less 

taboo for society, and allow for interaction with PLWHA to be normalized, or it may 

simple aid in the reduction of community driven stigma. 

6.3 Proactive Messages that Encourages Institutional Support  

The third proactive component that is intended to address stigma is the institutional 

proactive component. This component is intended to address the societal institutions such 

as: governments, schools, health care providers, religion, and celebrities.  This type of 

proactive component uses the influence and the authority that institutions have over the 

general populations in order to get everyone to agree with the message.  Moreover, 

governmental institutions have the authority to influence the people, to change policies 

and to create discriminatory laws, which might improve access to treatment and care for 

people affected. If laws are passed to help stop discrimination and are then dictated to the 

public by the media, it can help fight stigma. This form of advocacy demonstrated in the 

media, can reinforce the need for protecting the rights of people affected with a 

stigmatizing illness. It then becomes important for the governments and other institutions 

to use the media, due to media’s capability to reach a vast audience, to communicate the 

new policies and laws regarding PLWHA, and anti-discrimination.  Getting support from 

decision-makers and other institutions about the problem of HIV/AIDS –related stigma, 

is vital for stigma reduction to occur, due to their power and influence in society.174  The 

WHO (2002) argued that ‘‘policies on discrimination, access to prevention and care, 

                                                        
172 Lisanne Brown, Kate MacIntryre, and Lea Trujillo,  “Interventions to reduce HIV/AIDS Stigma: What have we 
learned?” AIDS Education and Prevention15, no.1 (2003):49-69. 
173 Ibid 
174 Jeremy Hamand, “ Advocacy Guide For HIV/AIDS,” International Planned Parenthood Federation, (London: UK, 
Terracotta Press, 2001). 
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confidentiality of care and individual’s rights, can make a significant impact”. There are 

a few studies, which have focused on institutional ways as a means to reduce stigma. For 

example Smith (2002) proposes a rights-bases approach to combat stigma and 

discrimination by enforcing and monitoring equal access to health care, housing, 

employment and justice. Ultimately this approach reinforces the normalization of the 

illness by improving the treatment of the illness and the treatment of those living with the 

illness. Ideally, having policies and laws against stigma and discrimination, that are 

constructed by international organizations, or the countries governments, and then 

communicated to the public through media may be a highly effective means to combat 

stigma and discrimination associated with HIV/AIDS.  Since, the establishment of 

policies and laws can be time consuming, what can be a suitable ad hoc measure, is 

announcing that the government and other institutions are supporting those PLWHA. 

Other measures might also include showing members of the government, celebrities, or 

healthcare workers staring in PSA. This might also have a larger influence on society, 

then simply placing a random person as the narrator. This may be due to the fact that 

people within the governments and celebrities are often well known within the society, 

and their opinions and thoughts have a higher influence on the people. 

6.4 Proactive Messages that Focus on Anti-Discrimination 

The final proactive component that is intended to address stigma is the anti-

discrimination proactive component. This component is intended to address the societal 

discrimination by encouraging anti-discrimination throughout the PSA. As previously 

mentioned UNAIDS (2008, pg. 76), stated: “Stigma leads to acts of discrimination, when 

a distinction is made against a person that results in his or her being treated unfairly and 

unjustly on the basis of their belonging or being perceived to belong, to a particular 

group.” Focusing on encouraging anti-discrimination within media messages may help 

address the manifested discrimination within different levels of society, for example: 

institutional (school, health care facilities, and workplace) as well as in personal 

relationships (community, family, and individual).  Moreover, the term discrimination 

has a negative connotation. It could be assumed that many do not want their behavior to 

be classified as discriminatory, and thus they may attempt to avoid the topic all together. 

This type of messages, is not targeted at any specific group of people or persons, it is 

more often just targeted at the general population. This component seeks to encourage 
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anti-discrimination, by simply stating it and often showing “anti-discrimination,” 

scrolled across the screen, reinforces this statement. 

6.5 Reactive Messages and HIV/AIDS Corrective information 

The first reactive component that is intended to address stigma is the reactive component 

intended to clear misconceptions. This component is intended to address many common 

misconceptions about HIV/AIDS. Some of the common misconceptions associated with 

HIV/AIDS are: equals an immediate death sentence, or the connection between the risk 

groups and HIV/AIDS positive status, other common misconceptions might be 

associated with the physical appearance of what one might think a PLWHA looks like. 

There are a few studies, which have focused on HIV/AIDS misconceptions as a means to 

reduce stigma in general.  For example: Thornton and Wahl (1998) performed an 

investigation on a  newspaper article that described a murder committed by a person with 

mental illness and whether “corrective information” on mental illness could offset 

stigmatization effects of the newspaper article. Two types of corrective information were 

administrated, the first attempted to correct the misconception about the mental illness, 

and the second underscored the tendency of the media to be biased and have a distorted 

perception. Results showed that individuals who read either corrective information 

before reading the stigmatizing newspaper reported less fear and more acceptances of 

people with mental illness. They also concluded that providing corrective information 

regarding the association between violence and mental illness may have promise in 

reducing stigma. Moreover in another study conducted Yang et al (2007) surveying 

4,208 Chinese migrants, on the relations of HIV/AIDS knowledge and positive status 

disclosure. It was found that the willingness to disclose positive status was negatively 

associated with misconceptions about HIV/AIDS transmission and stigma. 

As demonstrated in the previous research, clearing the misconceptions in the case of 

HIV/AIDS might also be beneficial in the overall stigma reduction of HIV/AIDS. This 

fear that is associated with stigma mediates the relationship between misconceptions and 

the willingness to disclose positive status. Moreover, if the misconceptions are not 

properly cleared people may continue to believe false information, this may continue to 

facilitate the spread of stigma and continue the acts of discrimination. This study found 

that many PSAs already incorporate some form of clearing misconceptions, as a way of 

facilitating stigma reduction. Integrating the results from previous research on 
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misconceptions, it reinforced the notion that clearing the misconceptions about 

HIV/AIDS can also help to reduce the stigma. Media messages can easily focus on the 

misconceptions that are associated within each society and then demonstrate how those 

misconceptions are false. 

6.6 Reactive Messages: How HIV/AIDS is and is Not Transmitted 

The second reactive component that is intended to address stigma is the reactive 

component intended to clarify how HIV/AIDS is and is not transmitted. This component 

is intended to clarify the three common ways that HIV/AIDS is transmitted, or clarify the 

many ways HIV/AIDS is not transmitted. There are a few studies, which have focused on 

HIV/AIDS and ways and importance of clarifying how HIV/AIDS is and is not 

transmitted, as a means to reduce stigma in general.  For example: In four different 

studies done on information about HIV/AIDS transmission it was found that respondents 

know the three correct modes of HIV/AIDS transmission (sex, blood, and mother-to-

child)175. However, the studies also showed that respondents had mix knowledge, and a 

lack of confidence about how HIV/AIDS was not transmitted176.  Understanding, that 

people might be unaware of the many ways that HIV/AIDS is not transmitted, makes it 

clear that this most be clarified.  

The general misunderstanding of how HIV/AIDS is not transmitted can lead many 

people to stigmatized PLWHA unnecessarily simply because they fear that they will get 

infected simply by engaging in casual contact with the person. Addressing the fear 

associated with casual contact, is a way of moving forward and perhaps helping reduce 

the HIV/AIDS-related stigma. It is thus important for media messages to provide 

accurate information not only about how HIV/AIDS is transmitted but how it is not 

transmitted, and explaining why HIV/AIDS is almost impossible to be transmitted 

through casual contact. This message of corrective information can ensure a deeper 

understanding of how HIV/AIDS is and is not transmitted. It may also help reduce acts 

of stigmatization and discrimination. 

                                                        
175 Jeremy Hamand, “ Advocacy Guide For HIV/AIDS,” International Planned Parenthood Federation, (London: UK, 
Terracotta Press, 2001). 
Laura Nyblade, et al, “Disentangling HIV and AIDS stigma in Ethiopia, Tanzania and Zambia,” International Center 
for Research on Women, (Washington, DC:US. USAIDS, 2003). 
176 Ibid 
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6.7 Reactive Messages: What is Stigma? 

The final reactive component that is intended to address stigma, by providing a type of  

clarifying message, is the reactive component addressing what stigma is. This component 

is intended to clarify what stigmatizing behavior is, and what are the effects of stigma on 

a PLWHA. There are a few studies, which have focused on HIV/AIDS and ways and 

importance of clarifying what HIV/AIDS-related stigma is,  as a means to reduce stigma 

in general.  For example: Data from all four studies, mentioned in Nyblade (2003), 

demonstrated a gap between people’s stated intentions not to stigmatize and their action, 

which were stigmatizing177. Indicating a lack of recognition of what stigma actually is. It 

was concluded that it is thus important for preventive methods, to explain how stigma is 

harmful, and address the individual’s role in creating or reducing stigma178. Thus, it is 

important for media message to provide, corrective information, to the audience in order 

to help in the reduction of stigma. Ultimately, showing and modeling what stigmatizing 

behavior is, is a good way to clarify what it actually means to stigmatize, it is also a good 

way of reinforcing the explanation of what stigma is.  Within PSAs, it is also important 

for the message to show the effects of stigma, so that the audience can be aware of the 

harm that is caused by stigmatizing PLWHA. Clarifying stigmatizing behavior itself 

might be an essential component, especially because many people might be unaware that 

their behavior might be classified as stigmatizing.  

Table 1.5 Proactive and Reactive Components. 

This chart highlights the categories and patterns that were found for each of the 

components within proactive and reactive frames. By providing examples of how each 

component is usually framed and is used to construct an argument.  

Table 1.6 Proactive and Reactive Components 

Component Example of how it can address stigma 
Proactive-Personal • Personal Stigma 

• Self-empowerment 
•  Better quality of life 
• Seeking Counseling 
• Disclosing HIV/AIDS status 

                                                        
177 Laura Nyblade, et al, “Disentangling HIV and AIDS stigma in Ethiopia, Tanzania and Zambia,” International 
Center for Research on Women, (Washington, DC:US. USAIDS, 2003). 
178 Ibid 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Proactive-Community • Care and support from friends, family, and health 
care providers 

• Interacting with various people  
• Testimonial from PLWHA about friends and 

family reactions 

Proactive-Anti-discrimination • Improve quality of life 
• Message stating, “Do not discriminate.” 
• People may not want their behavior classified as 

discriminatory  
• Discrimination has a negative connotation 

Proactive-Institutional • Authority figures (government, police, schools, 
hospitals, church, celebrities, and other 
institutions). 

• Create laws to protect the right of PLWHA 
• Ensure that people receive treatment 

Reactive-How/AIDS is Transmitted • Mentioning the three common ways (sex, blood, 
and mother-to-child) 
 

Reactive-How/AIDS is not Transmitted •  Addressing and showing casual contact and the 
ways that are commonly misunderstood as 
transmitting HIV/AIDS 

• Clearing the fear 

Reactive- Clearing Misconceptions • Providing corrective information 
 

Reactive- What is Stigma? • Explain or demonstrate what is means to 
stigmatize. 

• How it feels to be stigmatized 

6.8 PSAs and Proactive and Reactive Properties 

PSAs allow for both proactive and reactive frames to be transmitted independently or by 

having a PSA that incorporates both proactive and reactive together. PSAs framed using 

the proactive components usually attempt to encourage different components for the 

PLWHA, or for the society surrounding the PLWHA. The proactive frames are 

components that encourage love and support amongst the community members, family 

and friends of PLWHA, and amongst themselves. These messages also encourage 

institutions to support and care for PLWHA. Lastly, these messages provide an overall 

anti-discrimination, for PLWHA. In addition to the proactive frame there is the reactive 

frame, which is intended to clarify misunderstanding about HIV/AIDS. The components 
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within the reactive frame are used as a way to explain certain misconceptions, or to 

clarify further details.  

The PSAs are generally constructed using a layering of the proactive and reactive frames. 

These two components and are demonstrated in various ways throughout the PSA, such 

as: modeling the insinuated behavior, stating the insinuated behavior, and then 

highlighting the insinuated behavior by having it scroll across the screen. The layers 

within a message help to reinforce the argument, and it solidifies the messages. For 

example a PSA that constructs a personal proactive argument, could do this by showing a 

person living a positive active life, and then having the world “dream,”  scroll across the 

screen, and then the PSA can show the testimony of that person living with HIV/AIDS, 

or have a voiceover state, that this person is HIV/AIDS positive and is living a positive 

active life.  The layers within a PSA can also be associated with the different components 

used. For example a message may include a proactive personal and a proactive 

institutional message at the same time.  

Reactive messages like proactive messages are also constructed in layers, where the 

messages are not only stated, they are also shown. Throughout these PSAs certain words 

or phrases will also be highlighted. For example, the PSA might show people sharing 

food, while having a voiceover state sharing food does not transmit HIV/AIDS, and then 

it might have the phrase, “not transmitted,” scroll across the screen. Reactive messages 

often show the behavior or circumstance that needs clarification. For example, it might 

show what stigma is, and the effects stigma has on a person, or it might show people 

sharing a drink, to highlight the fact that HIV/AIDS is not transmitted through casual 

contact. The PSA might also show a group of homosexual men and then mention that 

HIV/AIDS is on the rise just not within this group of people, to help clarify the layered 

stigma associated with homosexuals and HIV/AIDS. Moreover, like proactive messages 

reactive components within a message may also be layered with more than one reactive 

component, or within proactive messages. 

The PSAs that were observed were framed using proactive and reactive components. The 

messages were constructed using a layering of these two components, as well as a 

layering of additional factors such as: the voiceover/narrator, a demonstration of the acts 

that needs clarifications, or positive words and phrases scrolled across the screen. Using 

the proactive and reactive frames helps address the different aspect of stigma on various 
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levels. The proactive components address the self-stigma, the community stigma, the 

institutional stigma, and overall it encourages anti-discrimination. The reactive 

components address stigma in ways that clarify HIV/AIDS information, by clarifying 

how HIV/AIDS is and is not transmitted, clarifying the common misconceptions, and 

clarifying what stigma actually is.  Ultimately, it was found that proactive and reactive 

messages are the way in which PSAs frame and construct a stigma-reducing message. In 

essence the proactive and reactive component within PSAs are the way of framing a PSA 

within the mass media to address different aspects of HIV/AIDS-related stigma. 

6.9 The Link Between Results and Theoretical Frame 

The following section provides a deeper understanding of the connection between the 

emerged theoretical perspective and the results of this study. 

6.9.1 Stigma 

Ogden and Nyblade divisions of stigma were used as a guideline to gain an 

understanding of the different categories of HIV/AIDS-related stigma, and how these 

types of stigmas functioned. The four main divisions were: social stigma, physical 

stigma, verbal stigma, and institutionalized stigma. Ogden and Nyblade (2005), also 

discussed other types of stigma not within their four main categories which included, 

these were internalized stigma and secondary stigma, which was described as the stigma 

that others may feel for being associated with a PLWHA. These divisions of HIV/AIDS-

related stigma were used, as the foundation to understand how PSA messages based on 

HIV/AIDS stigma would frame a message to help reduce the different types of stigmas. 

The proactive messages used Ogden and Nyblade social stigma, institutionalized stigma, 

as well as the internalized stigma. Ogden and Nyblade’s division of social-stigma 

provided the foundation that the community plays a large role in HIV/AIDS-related 

stigma. The social-stigma along with the secondary stigma, were then related to the 

proactive community component in that the proactive community messages often suggest 

the idea of supporting and caring for PLWHA. This is thus, intended to counteract the 

social stigma and the secondary stigma, by suggesting and demonstrating how the 

community supports and cares for the PLWHA. The division of physical stigma provided 

an understanding that the self-stigma also has a role in HIV/AIDS-related stigma. Ogden 

and Nyblade’s division of physical stigma was related to the proactive personal 
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messages, in that proactive personal messages often suggest or model the idea of self-

empowerment and living a positive life.  Another of one of Ogden and Nyblade’s 

divisions that was used was the verbal stigma. The verbal stigma clearly outlined the 

discrimination that is often associated with stigma. The proactive anti-discrimination 

messages often suggest anti-discrimination or demonstrate the negative effects of 

discrimination. The last division that was related to one of the proactive components is 

institutionalized stigma. This component was related to the proactive institutional 

message, which generally are messages given by doctors, or other authority figures 

which are suggesting positive living for PLWHA. All of the proactive components were 

created using Ogden and Nyblade’s, as a guideline to help understand the characteristics 

of HIV/AIDS-related stigma, whereas the reactive messages were not constructed using 

the same guideline179. 

The reactive messages were constructed using aspect found within the stigma theory and 

previous research. The reactive categories used Goffman’s idea that “highly stigmatized 

diseases are often misunderstood.” Thus, it is clear that stigma is connected to a 

misunderstanding of information, making it apparent that there is a need to clarify 

information about HIV/AIDS, in order to help combat the stigma associated with the 

diseases. Specifically, this statement was used as a guideline for the reactive component 

that attempts to clarify HIV/AID all  of the reactive components, because they are all 

attempting to clarify aspects of HIV/AIDS-related stigma.  Moreover, the previous 

research was also used as a reference for the reactive components, particularly 

Rintamaki, et al. (2007), when it was found that healthcare providers were unaware that 

their behavior was stigmatizing. This was then related to the reactive component that is 

attempting to clarify what HIV/AIDS stigma is. Lastly, Bond, Chili kwela et al.’s (2003) 

study was also used as a reference for the reactive components. This study found that 

many people surveyed were unable to identify how HIV/AIDS was not transmitted. Thus 

this information is then related to the reactive component of how HIV/AIDS is and is not 

transmitted. Though clarifying information is not limited to these categories, it was found 

that these were the most commonly used in HIV/AIDS-related PSAs.  

                                                        
 
179 Laura Nyblade, et al, “Disentangling HIV and AIDS stigma in Ethiopia, Tanzania and Zambia,” International 
Center for Research on Women, (Washington, DC:US. USAIDS, 2003). 
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6.9.2 The media  

How the media can be used as a medium for social change was taking into consideration 

when observing the selected PSAs. Though the media does not always function as a 

catalyst for social change, Hawkins & Pingree (1982) argued that television shapes 

viewers conceptions of reality, mainly the content, and not necessarily the time spent in 

front of the television. This study used the theories of media as social construction, and 

assumed that television might have some influence over its audience. The idea behind the 

media is that HIV/AIDS-related stigma PSAs are shown globally, spreading both the 

proactive and the reactive components. If the ideas or behavior observed on television is 

accepted and applied throughout society, then a new social attitude towards PLWHA is 

facilitated. Though the effects of the PSAs are unknown, the media facilitates the spread 

of the message, and the communication campaign. 

6.9.3 Framing  

Prospect theory mentions that health communication messages are often framed as 

potential gains or as potential losses.  The results of this study identified  the proactive 

and reactive frames as directly connected to  prospect theory.  Instead of using the gain 

vs. loss frame, the reactive and proactive components were used. This division is not 

stated as proactive versus reactive because these PSAs mostly used both the proactive 

and the reactive simultaneously, instead of using one or the other. The proactive frame or 

the gain frame was used as a way of encouraging the audience to live positive, and to 

support and care for PLWHA. The reactive frame or the loss frame, did not display a 

sense of negative aspects instead the reactive frame explained misunderstood information 

about HIV/AIDS. Goffman (1974) mentioned that framing should be interpreted by 

social cues given to the audience180. Interpreting social cues found within the PSAs was 

implemented in many of the PSAs, since many of the messages had suggestive sub-

categories. Many PSAs simply displayed or demonstrated the proactive or reactive 

component, and left the message to be interpreted by the audience. Ultimately, prospect 

theory was used in order to help find the patterns of proactive and reactive messages, as 

well as Goffman’s, social cues embedded within a message aided in the deeper 

understanding of the intended message. 

                                                        
180 Erving Goffman, Frame Analysis:An essay on Organization of Experience, (Northeatern Univerity Press), 974. 
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6.9.4 A New Reality  

Ultimately, referring back to the emerged theoretical reference used throughout this 

study, which highlighted how stigma is a form of social construction, the media 

facilitates social construction, and framing causes social constructions. This emerged 

theoretical reference is directly connected to the results of this study in that, the proactive 

and reactive components are components within a PSA, which frame and construct a 

message, so that it may facilitate a new attitude or a new social construction about 

HIV/AIDS-related stigma. Thus, the proactive and reactive frames are tools within PSAs, 

intended to create a new reality or a new social attitudes about HIV/AIDS-related stigma.  
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7. DISCUSSION  

This chapter goes into further detail about the limitations of the study, found within 
subchapter 7.1. In addition this chapter discusses the potential for future research this is 
discussed in subchapter 7.2. Lastly, the highlighted limitations within subchapter 7.1, are 
used as the demarcations for subsections 7.2.1-7.2.3 where the future research potential 
is more closely detailed, these subsections include: same study on a larger scale, time 
and cultural aspects, and the effects. 

7.1 Limitations of the study 

Though this study established a way of understanding the ways in which PSAs frame and 

construct their argument regarding anti-stigma, it was limited in several areas. The 

inclusion of only PSAs found within Pan American Health’s 10-year anthology limits the 

analysis of the study to only one media source, but in reality people are exposed to and 

seek out health information from a variety of media sources. This study could have 

looked at the campaigns in their entirety, which may have provided a broader range of 

information.  However, due to limited resources and time constraints, there was no way 

of obtaining a larger sample size, nor was it possible to analyze the campaign in their 

entirety. In addition to being limited by only one media source, the analysis of the study 

was also limited by the theoretical perspective. Being that there is no theoretical 

perspective that explains how PSAs create and established stigma reduction, the analysis 

was limited to the interpretations constructed using the emerged theoretical perspective, 

which was a merge of theoretical concepts creating during this study. This study was also 

limited by the interpretations of the 7 PSAs identified by The Pan American Health 

anthology as attempting to reduce stigma.  Had there been more PSAs originally 

identified by The Pan American Health anthology as PSAs attempting to reduce stigma, 

the final sample of 38 PSAs may have been a larger sample, and it may have allowed for 

an easier and more concise screening of the PSAs. 

Since, this study only evaluated those PSAs found within The Pan American Health 

anthology, it does not mean that the findings of this study are applicable to other PSAs 

intended to address HIV/AIDS-related stigma. Moreover, even though the proactive and 

the reactive frames were used to explain how these PSAs framed and constructed their 

argument, it does not mean that proactive and the reactive frames are effective in regards 

to stigma reduction. Understanding the proactive and reactive frames and the individual 
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components is vital to understanding whether they are effective at reducing HIV/AIDS-

related stigma 

Other limitations of this study have to do with factors that were not considered further 

when establishing the results and the analysis, such as the years and the culture. The Pan 

American Health Anthology is based on ten years, and perhaps the way the PSAs are 

framed and constructed are different depending on the year in which they were 

constructed.  Furthermore, the cultural aspects were also not considered within this 

study, there could be a difference in the way in which the different countries chose to 

frame their HIV/AIDS-related stigma reducing PSAs, and these differences may not be 

applicable to all PSAs.  

Lastly, because this is a qualitative study based on my construction of what was 

constructed within the PSAs, it means that replicating this study is virtually impossible; it 

also means that this study is subjected to subjectivity and personal interpretations. 

However, the information that is provided within this study may be transferable and can 

provide a guideline for other studies. 

7.2 Future Research 

The research conducted for this study has provided insight into the ways in which certain 

HIV/AIDS –related stigma PSAs are framed and constructed. The study is rather narrow, 

since it only investigated the PSAs within The Pan American Health 10 year Anthology. 

To provide a better understanding of the ways in which HIV/AIDS-related stigma 

messages are framed and constructed, future research could expand this study by using 

additional PSAs, other media sources, or consider the time and cultural aspects. 

Moreover, the findings from this study could be used as a guideline to understanding the 

possible ways in which other HIV/AIDS- related stigma PSAs are framed. This study has 

uncovered several aspects which would benefit from the findings of the study, or which 

could take the study one step further, these include but are not limited to: 

7.2.1 Same Study on a Larger Scale 

Doing the same study on a larger scale, by using more PSAs can allow for a larger 

sample to be established. It may also facilitate a more concise interpretation and 
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screening of the PSAs, which will facilitate a wider understanding of the types of PSAs 

that are intended to reduce HIV/AIDS-related stigma. This may allow for more 

components within the reactive and proactive messages, or it may allow for the 

components that are already outlined to be better defined. Performing this study on a 

larger scale can also mean using other media material and not necessarily just PSAs. This 

study can also be conducted by evaluating entire campaigns, to see the ways that the 

campaigns construct and frame stigma reduction.  In addition, this study could simply 

look at other types of media sources and not necessarily campaigns in their entirety but 

perhaps, using radio PSAs, messages found in magazines, and in brochures. Using other 

media sources may allow for different interpretations and results to surface about how 

stigma reductions is framed and constructed. 

7.2.2 Time and Cultural Aspects 

In addition to doing the same study on a larger scale future research, could take into 

consideration the time span within the different PSAs.  The Pan America Health 

anthology that was used for the methodology of this study was based on a 10-year span. 

Perhaps future research may consider the difference within years and how HIV/AIDS-

related stigma messages within The Pan American Health 10-year Anthology were 

framed and constructed depending on the year. In addition to considering the difference 

in years and how that may change the way messages were framed and constructed, 

another aspect that maybe looked at is why there are more HIV/AIDS-related stigma 

messages within the years 2003-2005 than any other time period within the 10-year -

anthology.  When considering why certain time periods has more stigma then other time 

periods, it may be good to understand the different cultural characteristics that each 

country has. Another possible study that may be considered is whether PSAs with 

HIV/AIDS-related stigma messages frame their messages differently depending on the 

cultural setting, or whether there is just one standard approach that is applied to all PSAs. 

This may also lead into the possibility of considering why certain countries have more 

HIV/AIDS-related stigma messages than others, or understanding why some countries do 

not have any HIV/AIDS-related stigma messages. Understanding the time and cultural 

aspects may also play a role in understanding the effects of the messages. 
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7.2.3 The Effects 

Another aspect that can be researched is the efficacy of the proactive and reactive 

messages. Knowing whether the proactive and reactive frames are in fact effective at 

reducing HIV/AIDS-related stigma can shed light onto health communication research in 

the area of HIV/AID’s. Moreover another aspect that can be researched is the efficacy of 

the different components within the proactive and reactive frames. Perhaps there are 

some components within these two frames that are more effective at reducing stigma, 

and it would be important to understand this for the design of future PSAs. 

Lastly, another possibility for future research is to evaluate the effects of the proactive 

and reactive messages on behavioral change. Understanding the extent to which people 

change their attitude and reactions towards PLWHA in reaction to how the messages are 

presented and framed in the PSA. Moreover, another aspect that could be considered is 

the way in which the proactive and reactive frames normalize or humanize HIV/AIDS, 

and how this may cause a change in attitude and behavior towards PLWHA.  

Understanding behavioral change and the effects that messages have on the audience is a 

key component in understanding or deciphering whether the proactive and reactive 

frames are even effective as strategies used.   
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8. SUMMARY  
 
This chapter is intended to summarize the study. Found within subchapter 8.1 is are the 
highlighted aspects of this study, and a provided a conclusion of results of the study. 
 
8.1 Conclusion 

The purpose of this study was to evaluate The Pan American Health Organization’s ten-

year anthology of HIV/AIDS PSAs in the Americas. Specifically, to understand the 

messages that target stigma reduction and how those PSAs frame their message. 

Understanding how HIV/AIDS-related stigma is framed and constructed within PSAs is 

important to understand how to use PSAs to achieve stigma reduction. Furthermore, in 

order to comprehend how PSAs address stigma, it was important to consider the 

complexity of stigma itself. HIV/AIDS-related stigma has several negative effects on 

testing, care, prevention, denial and discrimination. Addressing stigma can help address 

these issues and prevent further stigmatization and discrimination, this makes it important to 

understand the ways that PSAs construct and frame a HIV/AID’S-related argument. It is 

also important to highlight the complexity of the subject undertaken during this study.  

This study focused on HIV/AIDS, which is a highly stigmatized STD. The prevalence of 

HIV/AIDS can be found globally, and this pandemic is continuously affecting millions. 

Moreover, the fact that HIV/AIDS is an STD also fuels the complexity of the subject. 

This is because, like other STD’s HIV/AIDS, is a subject that is not often discussed 

amongst society. However, the extremity of the deeply rooted negative social perceptions 

around HIV/AIDS is also found amongst other STD but not to the same level, making 

HIV/AIDs a highly stigmatized STD.  Another aspect to consider is the complexity of 

PSAs and their explicit attempt to change the audience perceptions. The fact that PSAs 

are attempting to persuade an audience to adopt a new attitude or perspective about 

HIV/AIDs does not necessarily mean that it will have the desired effect on everyone that 

watches the PSAs or even anyone that watches the PSA. In fact PSAs may have the 

opposite of the desired effect, and may fuel the stigma even more. There are many 

outside factors that may be affecting how the PSAs is received, and applied. Therefore, it 

may be worth looking into the impact that HIV/AIDS-related stigma PSAs have on an 

intended audience. 

This study accomplished the purpose and went on to answer the main research questions, 

by evaluating and analyzing the sample PSAs, and by understanding the ways in which 
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the sample PSAs construct and frame their argument. In an attempt to find patterns in the 

empirical data, this study itself constructed a new way of understanding how HIV/AIDS-

related stigma is framed in PSAs. This study offers a new insight and a creative approach 

to framing and contextualizing HIV/AIDS-related stigma. Moreover, the results and 

analysis have contributed to the field of media and communication by providing a 

guideline for understanding the ways that PSAs frame and construct HIV/AIDS-related 

stigma messages. This guideline includes the proactive and reactive frames, and within 

each frame there are several different components that address different aspect of 

HIV/AIDS –related stigma. The components within the proactive frame focuses on the 

self-stigma, the community driven stigma; it also includes institutional stigma such as 

health care, and an overall anti-discrimination.  Whereas the reactive frame focuses more 

on the stigma associated with misunderstood information, and it attempts to clarify the 

misunderstood information. The misconceptions that are addressed in the reactive frame 

are important to address because it is often that misunderstood information is one of the 

driving forces of stigma. Though not intended to be a replicable study, this study does 

provide plenty of information that could be transferred to other studies. The proactive 

and reactive frames, can be used to understand other PSAs and conduct further research 

in the area of health communication. In the case of future research, addressing the 

HIV/AIDS-related stigma is important, because you never know; HIV/AIDS could 

happen to anyone, it could be you. 
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APPENDIX 
 
Figure 1.1 Television Consumption in the America’s181 
 
Country Television Consumption 
Argentina government owns a TV station and a radio network; more than 2 dozen TV stations and 

hundreds of privately-owned radio stations; high rate of cable TV subscription usage (2007) 

Barbados government-owned Caribbean Broadcasting Corporation (CBC) operates the lone terrestrial 
television station; CBC also operates a multi-channel cable TV subscription service; roughly 
a dozen radio stations, consisting of a CBC-operated network alongside privately-owned 
radio stations, in operation (2007) 

Belize 8 privately-owned TV stations; multi-channel cable TV provides access to foreign stations; 
about 25 radio stations broadcasting on roughly 50 different frequencies; state-run radio was 
privatized in 1998 (2007) 

Bolivia large number of radio and television broadcasting stations with private media outlets 
dominating; state-owned and private radio and television stations generally operating freely, 
although both pro-government and anti-government groups have attacked media outlets in 
response to their reporting (2010) 
 

Brazil state-run Radiobras operates a radio and a television network; more than 1,000 radio stations 
and more than 100 TV channels operating - mostly privately owned; private media ownership 
highly concentrated (2007) 

Canada 2 public television broadcasting networks each with a large number of network affilates; 
several private-commercial networks also with multiple network affiliates; overall, about 150 
TV stations; multi-channel satellite and cable systems provide access to a wide range of 
stations including US stations; mix of public and commercial radio broadcasters with the 
Canadian Broadcasting Corporation (CBC), the public radio broadcaster, operating 4 radio 
networks, Radio Canada International, and radio services to indigenous populations in the 
north; roughly 2,000 licensed radio stations in Canada (2008) 

Colombia combination of state-owned and privately-owned broadcast media provide service; more than 
500 radio stations and large number of national, regional, and local TV stations (2007) 

Cuba government owns and controls all broadcast media with private ownership of electronic 
media prohibited; government operates 4 national TV networks and many local TV stations; 
government operates 6 national radio networks, an international station, and many local radio 
stations; Radio-TV Marti is beamed from the US (2007) 

Chile national and local terrestrial television channels, coupled with extensive cable TV networks; 
the state-owned Television Nacional de Chile (TVN) network is self-financed through 
commercial advertising revenues and is not under direct government control; large number of 

                                                        
181  The world Fact book. The central intelligence agency June 05 2011 https://www.cia.gov/library/publications/the-
world-factbook/ 



 
105 

privately-owned TV stations; about 250 radio stations (2007) 

Guatemala 4 privately-owned national terrestrial TV channels dominate TV broadcasting; multi-channel 
satellite and cable services are available; 1 government-owned radio station and hundreds of 
privately-owned radio stations (2007) 

Guyana government-dominated broadcast media; the National Communications Network (NCN) TV 
is state-owned; a few private TV stations relay satellite services; the state owns and operates 2 
radio stations broadcasting on multiple frequencies capable of reaching the entire country; 
government limits on licensing of new private radio stations continue to constrain competition 
in broadcast media (2007) 
 

Honduras multiple privately-owned terrestrial television networks, supplemented by multiple cable TV 
networks; Radio Honduras is the lone government-owned radio network; roughly 300 
privately-owned radio stations (2007 

Jamaica privately-owned Radio Jamaica Limited and its subsidiaries operate multiple television 
stations, subscription cable services, and radio stations; 2 other privately-owned television 
stations broadcast; roughly 70 radio stations (2007) 

Mexico large number of television stations and more than 1,400 radio stations, most are privately 
owned; the Televisa group once had a virtual monopoly in TV broadcasting, but new 
broadcasting groups and foreign satellite and cable operators are now available (2007) 

Nicaragua multiple privately-owned terrestrial television networks, supplemented by cable TV in most 
urban areas; of more than 100 radio broadcast stations, nearly all are privately owned; Radio 
Nicaragua is government-owned and Radio Sandino is controlled by the Sandinista National 
Liberation Front (FSLN) (2007) 
 

Panama multiple privately-owned television networks and a government-owned educational TV 
station; multi-channel cable and satellite TV subscription services are available; more than 
100 commercial radio stations (2007) 

Paraguay 5 privately-owned TV stations; about 75 commercial and community radio stations 
broadcasting; 1 state-owned radio network (2007) 

Peru 6 major television networks of which only one, Television Nacional de Peru, is state-owned; 
multi-channel cable TV services are available; more than 500 radio stations including a 
substantial number of indigenous language stations (2007) 

REP. 
Dominicana 

combination of state-owned and privately-owned broadcast media; 1 state-owned television 
network and a number of private TV networks; networks operate repeaters to extend signals 
throughout country; combination of state-owned and privately-owned radio stations; more 
than 300 radio stations operating (2007) 

Suriname 2 state-owned TV stations; 1 state-owned radio station; multiple private radio and TV stations 
(2007) 

Trinadad 
and Tobago 

5 TV networks each broadcasting on multiple stations; one of the networks is state-owned; 
multiple cable TV subscription service providers; multiple radio networks, one state-owned, 
broadcast over about 35 stations (2007) 

USA 4 major terrestrial television networks with affiliate stations throughout the country, plus 
cable and satellite networks, independent stations, and a limited public broadcasting sector 
that is largely supported by private grants; overall, thousands of TV stations broadcasting; 
multiple national radio networks with large numbers of affiliate stations; while most stations 
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are commercial, National Public Radio (NPR) has a network of some 600 member stations; 
satellite radio available; overall, nearly 15,000 radio stations operating (2008) 

Uruguay mixture of privately-owned and state-run broadcast media; more than 100 commercial radio 
stations and about 20 television channels broadcasting; cable TV is available; large number of 
community radio and TV stations (2007) 

Venezuela government supervises a mixture of state-run and private broadcast media; 1 state-run 
television network, 4 privately-owned TV networks, and a government-backed pan-American 
channel; state-run radio network includes 15 stations; large number of private broadcast radio 
stations (2007) 
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