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SAMMANFATTNING 
 

Introduktion: Nyligen utkomna rapporter visar en ökning i incidensen för nya HIV-

infektioner i Thailand och HIV är fortfarande ett av de största hälsoproblemen. Anledningarna 

till denna utveckling är flera och HIV/AIDS-relaterad stigmatisering och diskriminering 

poserar som en av de största.  

Syfte: Syftet med föreliggande arbete var att undersöka karaktärsdragen gällande HIV/AIDS 

relaterad stigmatisering och diskriminering bland thailändska universitetsstudenter, samt att 

undersöka förekomsten av eventuella skillnader mellan könen.  

Metod: En deskriptiv tvärsnittsstudie genomfördes på ett universitet i Prathomthani 

provinsen, Thailand. Ett bekvämlighetsurval användes. 150 studenter, både män och kvinnor, 

deltog och svarade på frågor om karaktärsdragen gällande HIV/AIDS-relaterad stigma och 

diskriminering.  

Resultat: En låg nivå av rädsla för smittöverföring och sjukdom observerades av majoriteten 

av studenterna, även om bristande kunskap gällande smittöverföring observerades. Både hög 

och låg associering med skam, skuld och dom rapporterades och mest utmärkande var 

frågorna för kvinnliga prostituerade och promiskuitet.  Även lågt personligt stöd för 

diskriminerande åtgärder och principer, och lågt stöd för upplevelse av samhällets inverkan av 

diskriminerande åtgärder eller politik rapporterades. 

Slutsats: Studenterna hade en låg nivå av rädsla för smittöverföring och sjukdom, dock 

uppvisades bristande kunskap gällande smittöverföring. Studenterna rapporterade hög nivå av 

skam, skuld och dom relaterat till kvinnlig prostitution. Resultaten implicerar behov av vidare 

interventionsprogram med fokus på kunskap. 

 

Nyckelord: HIV/AIDS, stigmatisering, diskriminering, universitetselever, Thailand. 

 
 

 

 

 

 

 

 



	  

ABSTRACT 
 

Introduction: Resent reports indicate an increasing incidence rate of HIV in Thailand and it 

is still one of the main public health problems. The reasons for this development depend on 

many different factors where HIV/AIDS-related stigma and discrimination acts as one of the 

major ones.  

Aim: The aim of this study was to examine the characteristics of HIV/AIDS-related stigma 

and discrimination among Thai university students and to investigate if there is any difference 

in the characteristics with regard to gender.  

Method: A cross-sectional descriptive study was conducted at a university in Prathomthani 

Province, Thailand. A convenience sample was used. The 150 students, both male and female, 

participated to answer questions concerning the characteristics of HIV/AIDS-related stigma 

and discrimination.  

Results: Fear of transmission and disease was reported rather low level by the majority of the 

students, though inaccurate knowledge regarding transmission was observed. The level of 

shame, blame and judgment were low and high, most distinctive concerning women 

prostitutes and promiscuity. Low levels of personal support of discriminatory actions and 

policies, and perceived community support of discriminatory actions or policies were 

reported. 

Conclusion: The students had a low amount of fear of transmission and of the disease, though 

they still demonstrated a lack of knowledge regarding transmission. Women prostitutes 

related to shame blame and judgment were reported high level by the students. The results 

imply the need for further intervention programs focusing on information.  

 

	  
Keywords: HIV/AIDS, stigma, discrimination, university students, Thailand. 
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1. INTRODUCTION  
 

1.1 HIV/AIDS 

People living with HIV/AIDS face stigma and discrimination as a part of their every day life. 

While the disease is a threat to the health, stigma and discrimination poses as a threat to the 

mind and the overall quality of life. HIV stands for human immunodeficiency virus and is a 

retrovirus that infects the key components of the human immune system. These key 

components are the T-helper cells and macrophages, which are needed for protection against 

illnesses caused by bacteria or viruses. The HIV virus infects the components and destroys, or 

impairs, their functions leaving the person unprotected and with higher risk of contracting 

common illnesses. The HIV virus can be transmitted through blood, semen, vaginal secretion 

and breast milk which all contain different concentrations of the virus. Other body fluids like 

saliva, tears, sweat, feces and urine dose only contain small amounts of the virus and are 

therefore not considered to be infectious. The most high-risk activity and the most common 

way for spread that allow transmission is unprotected sexual intercourse, both vaginal and 

anal, and sharing injection needles. Other activities like oral sex, also poses a risk but are 

considered to be a low risk practice. HIV can also be transmitted from mother to child, both 

directly before and during birth or through the breast milk (AIDS.gov, 2012). 

	  

AIDS stands for Acquired Immune Deficiency Syndrome and is the final stage of a HIV 

infection. As the infection progresses the amount of T-cells gradually decreases leaving the 

body unprotected against opportunistic diseases like candidiasis, invasive cervical cancer, 

tuberculosis, etc. If an infected person has one more of these diseases or if the number of T-

cells is lower than 200 cells/mm3 that person is diagnosed with AIDS. There is currently no 

cure for HIV or AIDS but there are several antiretroviral drugs, called ARVs. The drugs 

suppress the virus up to undetectable levels leaving the person with an opportunity to live a 

longer and healthier life, although the person is still able to further transmit the virus 

(National Institute of Allergy and Infectious Diseases, 2012).  
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1.2 The HIV/AIDS-situation in the world 

In 2011 there were 34 million people currently living with HIV, an increase from 29.4 million 

in 2001, which makes HIV one of the most serious health challenges in modern time. The 

most affected area of the world is the sub-Saharan African countries with 69 % of the total 

HIV population. In Asia (combining South, South-East and East Asia) almost 5 million 

people are living with HIV and it is clear that the burden of the HIV-epidemic varies between 

different parts of the world. The number of new infections is globally declining with a 

reduction of 20% since 2001 and a reduction of 50% between the years 2010 to 2012; half of 

those have been among children. This is the global assessment and there are still national 

variations and parts of the world where the incidence of new cases are increasing, for example 

in Eastern Europe and Central Asia. The number of people dying of AIDS-related causes has 

been continuing to decline globally since mid-2000s due to the scaled-up antiretroviral 

therapy, meaning that more people than ever before have access to the medication and due to 

the years of research the medication is more evolved. The antiretroviral therapy has also led to 

an increase in the expectancy of life for the people living with HIV/AIDS but death due to 

AIDS-related causes is still a major concern and in 2011 1.7 million people died globally 

(Joint United Nations Programme on HIV/AIDS, 2012). 

 

1.3 HIV/AIDS in Thailand 

Thailand is one of the few developing countries in the world that efficiently have reduced the 

number of new HIV-infections throughout the last decades, though HIV/AIDS is still one of 

the major public health problems in Thailand with an increasing incidence rate 

(Durongritichai, 2012). The main reason for the decrease was that the government focused on 

prevention methods such as information campaigns for the public and promoting condom use 

(United Nations Development Programme, 2012). A recent report (Joint United Nations 

Programme on HIV/AIDS, 2006) indicates a decrease of budget for HIV/AIDS prevention 

and according to the Thailand AIDS Response Progress Report (2012), it is estimated that 43 

040 new infections will occur during 2012-2016.  

 

Previously the major age-risk group for new infections was adults, this has now changed and 

young adults are now among the highest representatives of new infections with approximately 

50%. Studies by Durongritichai, (2012) and Dias, Matos and Goncalves (2006) indicate that 

this shift may depend on the increase of risky sexual behavior among youth and young adults 
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and a decrease in age for first sexual experience. Also as high as 85% of Thai youth believe 

that HIV/AIDS is not a major concern for them and it is nothing to worry about which in turn 

enhances the risk behavior. Because of this several sectors have established multiple 

prevention programs specifying on different social groups. These programs focus on life-skill 

techniques and health education as an attempt to increase knowledge and self-awareness. The 

programs have had successful results with an increase in knowledge of HIV/AIDS prevention. 

Despite this an increase in sexual risk behavior and the number of new infections still occur 

among young adults (Durongritichai, 2012; Dias et al., 2006).  

 

1.4 Stigma 

One of the major barriers for prevention of HIV/AIDS is stigma and discrimination (United 

Nation Development Programme, 2012). In accordance with the Joint United Nations 

Programme on HIV/AIDS stigma is defined as: 

 

“…a quality that ‘significantly discredits’ an individual in the eyes of others. It 

also has important consequences for the way in which individuals come to see themselves. 

Importantly, stigmatization is a process. The qualities to which stigma adheres (e.g. the color 

of the skin, the way someone talks, the things that they do) can be quite arbitrary. Within a 

particular culture or setting, certain attributes are seized upon and defined by others as 

discreditable or unworthy. Stigmatization therefore describes a process of devaluation rather 

than a thing” (Aggleton & Parker, 2002). 

 

According to Aggleton & Parker (2002) HIV/AIDS-related stigma is often associated with 

actions seen as morally wrong by the society, such as men having sex with men, paying for 

sex and injecting drugs. Women with HIV/AIDS are often seen as promiscuous or are 

involved with prostitution. Therefore negative opinions, like “HIV/AIDS infected people only 

have themselves to blame” and “that they shouldn’t have the right to treatment”, are endorsed. 

Another contributing factor is lack of knowledge about transmission of the virus (Joint United 

Nations Programme on HIV/AIDS, 2010; Nachenga et al., 2012). A questionnaire study with 

219 respondents by Boer and Emons (2004) indicate that inaccurate beliefs regarding 

transmission of HIV amplifies fear and can lead to stigma.  
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Stigma is mostly perceived from a community level but it is important to acknowledge the 

power of stigma from a family perspective, where a large part of the stigma occurs. One of 

the major problems with this phenomenon is that the government’s action towards preventing 

stigma and discriminations doesn’t always reach the darkest corners of the countryside and 

this leaves a lot of people unprotected from the consequences of stigma and discrimination 

(Aggleton & Parker, 2002).  

 

Stigma, in turn, can weaken HIV prevention behavior like condom use, for example if one 

suggest using a condom during intercourse, he or she might be afraid that the partner might 

think that he or she is infected with HIV (Aggleton & Parker, 2002). Several studies (Lieber, 

Li, Wu, Rotheram-Borus and Guan, 2006; Weiss and Ramakrishna, 2004; Nyblade, Strangle, 

Weiss and Ashburn, 2009) show that stigma also becomes a barrier because of its 

undermining effect on the health seeking behavior, regardless of necessity. These studies also 

show that stigma diminishes peoples willingness to discuss risky behaviors with others. The 

above-mentioned factors can become a major obstacle in preventing new HIV infections 

especially among young people due to the newly observed increase in sexual risk behavior. It 

is therefore important and relevant to create a social acceptance for discussing HIV/AIDS 

with young adults (Dias, et al., 2006; Mawar, Sahay, Pandit & Mahajan, 2005). 

 

Another important aspect of HIV stigma is the self-stigmatization, which occurs after a person 

living with HIV internalizes the shame and blame subjected by others. This possesses a threat 

to the individual and may lead to feelings of worthlessness, depression and diminished quality 

of life (Aggleton & Parker, 2002). 

 

1.5 Discrimination 

HIV/AIDS-related stigma may lead to discrimination and there are various definitions. For 

this study the United Nations version will be used.  

 

 “Discrimination occurs 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” (Aggleton & Parker, 2002). 
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Discrimination can occur in different ways, for example an inmate may be refused food, a 

family member may be excommunicated and a worker may be terminated all on the grounds 

of being perceived as HIV-positive. These are a few examples of when discrimination leads to 

violation of human rights. This may have an impact on three different levels. For the 

individual, discrimination may lead to feelings of anxiety and distress. On a community level 

it forces people to exclude themselves from social activities and enhances feelings of shame. 

This leads to a reinforcement of the misbeliefs that discriminatory actions are acceptable and 

that people living with HIV/AIDS ought to be subjects to offensive behavior, such as 

mentioned above, from the society (Aggleton & Parker, 2002). Thus discriminatory actions 

affect not only the individual but also poses as a great barrier for HIV prevention (Reidpath, 

Brijnath & Chan, 2007; Mawar et al., 2005).  

 

1.6 Theoretical framework 

The health belief model (HBM) will be used as a theoretical framework of this study. HBM is 

a model, which aims to explain and predict health behaviors with the focus on participant’s 

attitudes. The core assumptions of the model are that follows: 

 

“If individuals regard themselves as susceptible to a condition, believe that 

condition would have potentially serious consequences, believe that a course of action could 

be beneficial in reducing either susceptibility to or severity of the condition, and believe the 

anticipated benefits of taking action outweigh the barriers to (or costs of) action, they are 

likely to take action that they believe will reduce the risk.” (Glanz, Rimer & Viswanath, 2008, 

p 47) 

 

In this study the HBM model will be used to further analyze the results and to provide 

possible areas where future interventions might be needed in the prevention of stigma, 

discrimination and the transmission of HIV.  For example by identifying a lack of knowledge 

as a barrier the correct intervention would be to focus on information and teaching. Nurses in 

the public health sector work closely with their patients and therefor have a unique 

opportunity to provide information and education. 
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1.7 Rationale of research  

According to the study by Dias et al. (2006), who conducted a study using data from 6137 

Portuguese adolescents, the knowledge about HIV transmission among today’s youth and 

young adults is high and accurate. However the results also show that a majority of the 

adolescents also hold misconceptions about the transmission and lack knowledge about 

correct ways of protection. These factors contribute to an increase in risk behavior among 

adolescents. The declining and inaccurate knowledge depends on different variables, one of 

them being lack of information available from dependable sources like school and family. 

Lack of knowledge of the disease is one contributor to HIV/AIDS related stigma and 

discrimination (Joint United Nations Programme on HIV/AIDS, 2010). HIV/AIDS stigma and 

discrimination also has a direct correlation with decreasing condom use, especially among 

young people, whom also is a major risk group for contracting the virus and a decrease in the 

test-seeking prevalence has also been observed (Brown, Trujillo & Macintyre, 2001; Yahaya, 

Jimoh and Balogun, 2010). These factors add to the risk for further transmission, therefore an 

understanding regarding the characteristics of HIV/AIDS related stigma and discrimination is 

of utmost priority in the work of preventing further infections. The results of this study can be 

used to plan intervention programs for preventing HIV/AIDS stigma and discrimination 

among adolescents at schools and in the public health sector.  

 

1.8 Aim 

The aim of this study was to examine the characteristics of HIV/AIDS-related stigma and 

discrimination among Thai university students and to investigate if there is any difference in 

the characteristics with regard to gender.  

 

1.9 Research questions 

1. What are the characteristics of HIV/AIDS-related stigma and discrimination among 

Thai university students?  

2. Is there any difference in the characteristics of HIV/AIDS-related stigma and 

discrimination between genders among Thai university students?  
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2. METHOD 
 

2.1 Design 

The study was of a descriptive cross-sectional design. Descriptive research is optimal when 

trying to observe aspects of a naturally occurring situation. When using a cross-sectional 

design the data is collected at a particular time, to later be analyzed using a prevalence rate. 

The advantage of using a cross-sectional design is the ability to identify different 

characteristics of HIV/AIDS related stigma and discrimination at a specific point in time 

(Polit & Beck, 2012).  

 

2.2 Setting 

The study was conducted at a private international university in Bangkok, Prathomthani 

Province, Thailand. The students were both from Thailand and other countries. This 

university was chosen by co-supervisor, Supunnee Thrakul. 

 

2.3 Sample 

A convenient sample was used for selecting participants. The criteria for selection of 

participants were: (1) university students, both male and female, (2) students from Thailand 

and (3) willing to participate. To achieve as representative result as possible the sample group 

ought to be as large as possible (Polit & Beck, 2012). The sample consisted of 150 university 

students; 67 (44.7%) were male and 83 (55.3%) were female. The age of the students ranged 

from 17 to 26 with a mean of 20.29 years (SD= 1.5). The majority of the students were 

Buddhists (n=140, 93.3%) but there were also Christian (n=4, 2.6%) and Muslim (n=6, 4%) 

students. Regarding relationship status, 76 (50.7%) of the students reported that they have a 

boyfriend or a girlfriend. See table 1. 
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Table 1. Demographic characteristics of the university students. 

Demographic 

characteristics 

University students 

n % 

Gender 

     Male 

     Female 

 

67 

83 

 

44.7 

55.3 

Age 

     17 – 26 

 

147 

 

100 

Religion 

     Buddhist 

     Catholic 

     Protestant 

     Islam 

 

140 

2 

2 

6 

 

93.3 

1.3 

1.3 

4 

Boyfriend/girlfriend 

     No 

     Yes 

 

74 

76 

 

49.3 

50.7 

 

2.4 Instrument 

A questionnaire was developed by main supervisor Pranee Lundberg, Associate Professor at 

the Department of Public Health and Caring Sciences, Uppsala University, and the co-

supervisor Ms. Nguyen Thi Phuong Lan, Lecturer at the Department of Nursing, University of 

Medicine and Pharmacy in Ho Chi Minh City for a prior study in Vietnam.	  This	  to	  investigate 

the attitudes of HIV/AIDS related stigma and discrimination. The questionnaire was divided 

into 2 parts: (1) demographic information, which consisted of 11 questions such as gender, 

age, etc., and (2) HIV/AIDS-related stigma and discrimination, which was developed for this 

study by using the literature by Zelaya et al., (2008). Part 2 consisted of four domains with 24 

items; (1) Fear of transmission and disease (1-6), (2) association with shame, blame and 

judgement (7-12), (3) personal support of discriminatory actions or policies (13-18), and (4) 

perceived community support of discriminatory actions or policies (19-24). Each item had a 

4-point likert scale ranging from strongly agree (4) to strongly disagree (1). Internal 

consistency measured using the ICC coefficient and the Cronbach’s alpha coefficient was 

stable, at 0.73 to 0.79, in each domain. The internal consistency reliability was high for the 

overall HIV/AIDS stigma scale (ICC and ∞ = 0.86) (Zelaya et al., 2008). First the 
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questionnaire was written in English and then translated into Thai language. Later the 

questionnaire was translated back into English in order to ensure the validity of the Thai 

version (Polit & Beck, 2011). 	  

 

2.5 Procedure  

Assistant Professor Supunnee Thrakul, co-supervisor in Thailand, submitted the study plan to 

the Dean of the chosen university for permission to carry out the study. She also submitted the 

application form for an ethical approval to the ethical committee at the Faculty of Medicine 

Ramathibodi Hospital, Mahidol Univeristy for conducting the study. Along with the ethical 

consideration was a letter of information containing a description of the aim of the study, a 

description of the questionnaire and the rights of the participants (Appendix 1). The study was 

granted permission from the Dean of the chosen university and also from the ethical 

committee. The questionnaire and letter of information was originally written in English but 

they were translated into Thai by co-supervisor Supunnee Thrakul to ensure the participants 

understanding.  

 

Upon arrival at the university the authors, together with another research team, co-supervisor 

Supunnee Thrakul and teacher Pachongchit, set up a table in the lobby that would function as 

a station point. Students who passed by in the hallway were asked to participate and if they 

agreed oral information in both English and Thai were given prior to the administration of the 

questionnaire. Along with the questionnaire was a letter of information explaining the aim of 

the study, the rights of the participants, a description of the authors and contact information. 

The students were given a pen and were asked to be seated alone close by and to hand in the 

questionnaire after completion. The questionnaire took around 15-20 minutes to complete and 

the participants were given the opportunity to ask questions during the entire time. 

Approximately 250 students were asked during a three hour period and of those 150 agreed 

and also completed the questionnaire. In accordance with Polit & Beck (2012) this form of 

distribution maximizes the number of complete questionnaires.  

 

2.6 Data analysis 

The data was analyzed using the statistical software Statistical Package for the Social 

Sciences (SPSS). The measurement levels collected by the questionnaire are mainly nominal 

and ordinal; therefore nonparametric tests were used for the analysis. The collected data were 

also coded, meaning that it was transformed into numbers, and documented in a coding 
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manual in accordance to Polit & Beck (2012). The 4-point likert scale was coded so that 

strongly disagree was equal to one and so forth, ending with strongly agree which was equal 

to four, this to enable a sum score for each participant. Question 13, 14, 15, 17, 18 and 20 of 

the questionnaire was reversed so that the score of the answers would be equal to the rest of 

the questions. The minimum score was 24 and the maximum 96 where a low score indicate a 

low amount of stigma or discriminating attitudes and a high result a high amount of stigma or 

discriminating attitudes. 

 

Research question number one; “What are the characteristics of HIV/AIDS-related stigma and 

discrimination among Thai university students?” was answered using descriptive statistic and 

the scores was turned into percentage. As mentioned above the questionnaire is divided into 

four different parts; fear of transmission and disease (1-6), association with shame blame and 

judgment (7-12), personal support of discriminatory actions or policies (13-18) and perceived 

community support of discriminatory actions or policies (19-24) and each part was analyzed 

by itself.  

 

Research question number two; “Is there any difference in the characteristics of HIV/AIDS-

related stigma and discrimination between genders among Thai university students?” was 

analyzed using a Mann Whitney U-test to see the difference between two groups at the same 

point in time using all questions. For a difference between genders to be significant a p-value 

equal or less than 0.05 had to be reported.  

 

2.7 Ethical consideration 

The study was submitted for ethical approval at the Faculty of Medicine Ramathibodi 

Hospital, Mahidol University by Assistant Professor, Supunnee Thrakul, co-supervisor in 

Thailand. The study was conducted in accordance with both the Belmont Report, which 

provides principles of ethical conduct in research to ensure that the participants right to 

protection from exploitation, full disclosure and the right to self-determination is fully 

protected, and the World Medical Association Declaration of Helsinki [WMA] (2004). A 

front page was added to the questionnaire asking the students for permission to use their 

answers for research. More precisely this means that the participants was provided with 

enough information, both in English and Thai, so that they could make an educated choice 

whether or not to participate, that they could be assured that the given information would not 

be used against them, and that they could, at any time, end their participation. To furthermore 
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protect the participants of this study a risk-benefit assessment was conducted and the risk was 

minimal. The data was treated with confidentiality to protect the participants (Polit & Beck, 

2012). 

 

 

3. RESULTS 
 

3.1 The characteristics of HIV/AIDS related stigma and discrimination among Thai 

university students 

Regarding domain one “Fear of transmission and disease”, the majority of the students 

reported rather low level of fear of transmission and disease (see table 2). About 57.3% of the 

students believed that they could become infected with HIV if they were to be exposed to the 

saliva of a person who has HIV/AIDS, and about 56.6% of them also believed that they could 

become infected with HIV if they were to be exposed to the feces and urine of a person who 

has HIV/AIDS.   

 

Table 2. Characteristics of HIV/AIDS related stigma among the university students domain 1. 

Characteristics of HIV/AIDS-related 
stigma and discrimination 

Mean 
(SD) 

*1 2 3 4 
n (%) n (%) n (%) n (%) 

Domain 1: Fear of transmission and disease 
1. If you kiss someone on the cheek that 
has HIV/AIDS you might get infected. 

2.09 
(0.79) 34 (22.7) 76 (50.7) 33 (22) 7 (4.7) 

2. If you are coughed or sneezed on by 
someone who has HIV/AIDS, you are 
likely to contract the infection. 

2.34 
(0.76) 18 (12) 71 (47.3) 53 (35.3) 8 (5.3) 

3. I fear I could become infected with HIV 
if I were to be exposed to the saliva of a 
person who has HIV/AIDS. 

2.63 
(0.82) 12 (8) 51 (34) 66 (44) 20 (13.3) 

4. I fear I could become infected with HIV 
if I were to be exposed to the sweat of 
person who has HIV/AIDS. 

2.23 
(0.74) 20 (13.3) 83 (55.3) 38 (25.3) 8 (5.3) 

5. I fear I could become infected with HIV 
if I were to be exposed to the feces or 
urine of a person who has HIV/AIDS. 

2.57 
(0.83) 16 (10.7) 49 (32.7) 68 (45.3) 17 (11.3) 

6. I fear I could become infected with HIV 
if I play with a friend who has HIV or 
AIDS. 

1.97 
(0.71) 37 (24.7) 82 (54.7) 26 (17.3) 3 (2) 

* 1 = Strongly disagree, 2 = Disagree, 3 = Agree, 4 = Strongly agree. 
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In domain two “Association with shame, blame and judgment”, the students reported both 

low and high shame, blame and judgment (see table 3). However, 68% of them reported a 

high level of shame, blame and judgment regarding the question if it is women prostitutes 

who spread HIV in the community. About 67.3% reported low level of shame, blame and 

judgment regarding the statement that people with HIV are promiscuous.   

 

Table 3. Characteristics of HIV/AIDS related stigma among the university students domain 2. 

Characteristics of HIV/AIDS-related 
stigma and discrimination 

Mean 
(SD) *1 2 3 4 

Domain 2: Association with shame blame and judgment 
7. HIV/AIDS is a punishment for bad 
behavior. 

2.15 
(0.96) 44 (29.3) 55 (36.7) 36 (24) 15 (10) 

8. It is women prostitutes that spread HIV 
in the community. 

2.58 
(0.81) 7 (4.7) 41 (27.3) 70 (46.7) 32 (21.3) 

9. People with HIV are promiscuous. 2.21 
(0.87) 29 (19.3) 72 (48) 32 (21.3) 14 (9.3) 

10. Only those who were infected with 
HIV by medical needles or blood in a 
hospital deserve to receive care and 
treatment. 

2.47 
(1.08) 35 (23.3) 42 (28) 40 (26.7) 32 (22) 

11. If the young people in our community 
associate or interact with a person who has 
HIV/AIDS, they may be influenced to 
participate in immoral or illicit activities. 

2.57 
(0.79) 13 (8.7) 52 (34.7) 68 (45.3) 15 (10) 

12. People who have HIV/AIDS should be 
given treatment and care, only if they stop 
participating in immoral or illicit 
activities. 

2.67 
(0.93) 18 (12) 43 (28.7) 59 (39.3) 30 (20) 

* 1 = Strongly disagree, 2 = Disagree, 3 = Agree, 4 = Strongly agree. 
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Regarding domain three “Personal support of discriminatory actions or policies”, the students 

reported low level of support of discriminatory actions or policies against people with 

HIV/AIDS (see table 4). The majority of the students thought that people living with 

HIV/AIDS in this community should be treated the same by health care professionals as 

people with other illnesses (86.6%), and people who have HIV/AIDS should be treated the 

same as everyone else (86.7%). 

 

Table 4. Characteristics of HIV/AIDS related stigma among the university students domain 3. 

Characteristics of HIV/AIDS-related 
stigma and discrimination 

Mean 
(SD) *1 2 3 4 

Domain 3: Personal support of discriminatory actions or policies 
13. People living with HIV/AIDS in this 
community should be treated the same by 
health care professionals as people with 
other illnesses. 

3.30 
(0.78) 5 (3.3) 15 (10) 60 (40) 70 (46.7) 

14. A person with HIV/AIDS should be 
allowed to work with other people. 

2.90 
(0.72) 4 (2.7) 35 (23.3) 83 (55.3) 28 (18.7) 

15. People with HIV should be allowed to 
participate in social events in this 
community.              

2.97 
(0.64) 2 (1.3) 27 (18) 94 (62.7) 27 (18) 

16. People with AIDS should be isolated 
from other people.      

2.06 
(0.74) 32 (21.3) 80 (53.3) 33 (22) 4 (2.7) 

17. People who have HIV/AIDS should be 
treated the same as everyone else.     

3.19 
(0.78) 7 (4.7) 13 (8.7) 74 (49.3) 56 (37.3) 

18. If a teacher has HIV, but is not sick, 
they should be allowed to continue 
teaching in school. 

2.79 
(0.74) 6 (4) 42 (28) 80 (53.3) 22 (14.7) 

* 1 = Strongly disagree, 2 = Disagree, 3 = Agree, 4 = Strongly agree. 
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In domain four “Perceived community support of discriminatory actions or policies”, the 

students reported low level of perceived support of discriminatory actions or policies against 

people with HIV/AIDS (see table 5). The majority believed that people living with HIV/AIDS 

in the community face ejection from their homes by their families (77.3%), and people living 

with HIV/AIDS in the community face rejection from their peers (77.4%).   

 

Table 5. Characteristics of HIV/AIDS related stigma among the university students domain 4. 

Characteristics of HIV/AIDS-related 
stigma and discrimination 

Mean 
(SD) *1 2 3 4 

Domain 4: Perceived community support of discriminatory actions or policies 
19. People living with HIV/AIDS in this 
community face neglect from their family. 

2.13 
(0.88) 40 (26.7) 50 (33.3) 45 (30) 7 (4.7) 

20. People want to be friends with 
someone who has HIV/AIDS. 

2.66 
(0.67) 8 (5.3) 41 (27.3) 87 (58) 8 (5.3) 

21. People living with HIV/AIDS in this 
community face ejection from their homes 
by their families. 

1.88 
(0.79) 50 (33.3) 66 (44) 25 (16.7) 4 (2.7) 

22. People living with HIV/AIDS in this 
community face rejection from their peers. 

1.93 
(0.76) 43 (28.7) 73 (48.7) 25 (16.7) 4 (2.7) 

23. People living with HIV/AIDS in this 
community face verbal abuse or teasing. 

1.86 
(0.82) 56 (37.3) 58 (38.7) 27 (18) 4 (2.7) 

24. People living with HIV/AIDS in this 
community are abandoned by their spouse 
or partner. 

2.17 
(0.86) 34 (22.7) 61 (40.7) 41 (27.3) 9 (6.0) 

* 1 = Strongly disagree, 2 = Disagree, 3 = Agree, 4 = Strongly agree. 

 

3.2 Difference in the characteristics of HIV/AIDS related stigma and discrimination 

between genders among Thai university students 

The results of the differences between genders concerning the characteristics of HIV/AIDS-

related stigma and discrimination were shown in Table 6. There were no significant 

differences between male and female students in domain one “Fear of transmission and 

disease” and domain two “Association with shame, blame and judgment”.  

 

In domain three there were significant difference between male and female students 

concerning “People living with HIV/AIDS in this community should be treated the same by 

health care professionals as people with other illnesses”, and “People who have HIV/AIDS 

should be treated the same as everyone else”. More female students than male students 

thought that people living with HIV/AIDS in this community should be treated the same by 

health care professionals as people with other illnesses, and people who have HIV/AIDS 

should be treated the same as everyone else.  
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Regarding domain four “Perceived community support of discriminatory actions or policies”, 

there were significant differences between male and female students concerning “People 

living with HIV/AIDS in the community face rejection from the peers”, and “People living 

with HIV/AIDS in the community face verbal abuse or teasing”. More male than female 

students reported these issues. 

 

Table 6. Gender differences of HIV/AIDS related stigma and discrimination. 

Characteristics of HIV/AIDS-related stigma and discrimination Male 
Mean 
rank 

Female 
Mean 
rank 

* P-
value 

Domain 1: Fear of transmission and disease 
1. If you kiss someone on the cheek that has HIV/AIDS you might get 
infected. 71.63 78.62 0.288 
2. If you are coughed or sneezed on by someone who has HIV/AIDS, you are 
likely to contract the infection. 73.96 76.75 0.671 
3. I fear I could become infected with HIV if I were to be exposed to the 
saliva of a person who has HIV/AIDS. 69.70 79.21 0.152 
4. I fear I could become infected with HIV if I were to be exposed to the 
sweat of person who has HIV/AIDS. 74.33 75.53 0.852 
5. I fear I could become infected with HIV if I were to be exposed to the feces 
or urine of a person who has HIV/AIDS. 73.15 77.40 0.523 
6. I fear I could become infected with HIV if I play with a friend who has 
HIV or AIDS. 76.51 72.93 0.575 

Domain 2: Association with shame blame and judgment 
7. HIV/AIDS is a punishment for bad behavior. 75.27 75.69 0.951 
8. It is women prostitutes that spread HIV in the community. 70.22 79.76 0.152 
9. People with HIV are promiscuous. 73.60 74.31 0.915 
10. Only those who were infected with HIV by medical needles or blood in a 
hospital deserve to receive care and treatment. 79.10 72.60 0.346 
11. If the young people in our community associate or interact with a person 
who has HIV/AIDS, they may be influenced to participate in immoral or illicit 
activities. 

79.20 70.71 0.196 

12. People who have HIV/AIDS should be given treatment and care, only if 
they stop participating in immoral or illicit activities. 73.16 77.39 0.533 

Domain 3: Personal support of discriminatory actions or policies 
13. People living with HIV/AIDS in this community should be treated the 
same by health care professionals as people with other illnesses. 68.41 81.22 0.049 
14. A person with HIV/AIDS should be allowed to work with other people. 76.22 74.92 0.840 
15. People with HIV should be allowed to participate in social events in this 
community.              74.48 76.33 0.764 
16. People with AIDS should be isolated from other people.      77.36 73.07 0.507 
17. People who have HIV/AIDS should be treated the same as everyone else.     68.22 81.38 0.043 
18. If a teacher has HIV, but is not sick, they should be allowed to continue 
teaching in school. 73.04 77.49 0.492 

Domain 4: Perceived community support of discriminatory actions or policies 
19. People living with HIV/AIDS in this community face neglect from their 
family. 76.38 67.61 0.184 
20. People want to be friends with someone who has HIV/AIDS. 66.54 77.14 0.082 
21. People living with HIV/AIDS in this community face ejection from their 
homes by their families. 79.95 67.51 0.056 
22. People living with HIV/AIDS in this community face rejection from their 
peers. 79.96 67.50 0.053 
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23. People living with HIV/AIDS in this community face verbal abuse or 
teasing. 81.47 66.31 0.021 
24. People living with HIV/AIDS in this community are abandoned by their 
spouse or partner. 79.95 67.51 0.060 
* P-value ≤ 0.05 for significant differences 

 

 

4. DISCUSSION 
 

In domain one “Fear of transmission and disease” the students generally showed rather low 

fear but more than half of the participants were afraid that they could get infected with HIV if 

they were exposed to the saliva of a person who has HIV/AIDS. Half of the students also 

believed that they could get infected from feces or urine of a person who has HIV/AIDS. In 

domain two: “Association with shame blame and judgment” a majority of the students 

reported that it is women prostitutes that spread HIV in the community. In contrast, a majority 

did not think that people with HIV are promiscuous and also did not believe that HIV/AIDS is 

a punishment for bad behavior. Regarding domain three “Personal support of discriminatory 

actions or policies” they demonstrated low level of support of discriminatory actions or 

policies against people with HIV/AIDS. In domain four “Perceived community support of 

discriminatory actions or policies” they demonstrated low level of perceived support of 

discriminatory actions or policies against people with HIV/AIDS. Regarding gender there 

were no significant differences in neither domain one or two. In domain three and four a 

couple of the questions indicated a significant difference among gender.  

 

4.1 Result discussion 

In domain one “Fear of transmission and disease” the students generally showed rather low 

level of fear of transmission and the disease with two exceptions; “I fear I could become 

infected with HIV if I were to be exposed to the saliva of a person who has HIV/AIDS” where 

the majority agreed, and “I fear I could become infected with HIV if I were to be exposed to 

the saliva of a person who has HIV/AIDS” where also over the majority of participants 

agreed. The generally low fear and stigma attitudes showed in domain one may be a result of 

the different programs that exist in Thailand which aim to increase knowledge, among young 

people, of the disease and how it transmits (Durongritichai, 2012). Despite the above 

mentioned increase in knowledge, fear of the disease and transmission still dominates when it 

comes to exposure to saliva, feces and urine which shows that there is still a lack of 



	  

	   17	  

knowledge. This needs to be addressed to be able to decrease risk behavior, stigma and 

discrimination among young people (Join United Nations Programme on HIV/AIDS, 2010; 

Nachenga et al., 2012; Boer and Emons, 2004). 

 

Regarding domain two “Association with shame blame and judgment” the general beliefs 

among the students were both low and high. The majority of them agreed that it is women 

prostitutes that spread HIV in the community. This is supported by several studies (Aggelton 

& Parker, 2002; Nachenga et al., 2012), which indicate an association between HIV/AIDS 

infected people, women and actions seen as morally wrong. Contrary to this the majority of 

the participants did not believe that people with HIV are promiscuous, which contradicts the 

results by Aggleton and Parker (2002) where women with HIV/AIDS often are seen as 

promiscuous. This may depend on the nature of the question, for it does not exclude men, and 

perhaps because of the shown increase of knowledge seen in the study by Durongritichai 

(2012). 

 

According to Brijnath and Chan (2007) discriminatory actions can pose as a barrier for HIV 

prevention. In domain three the students reported low level of personal support of 

discriminatory actions or policies against people living with HIV/AIDS. In domain four the 

students also demonstrated a low level of perceived support of discriminatory actions or 

policies against people living with HIV/AIDS. These results seem to be positive for the 

further prevention of HIV/AIDS (Brinjnath & Chan, 2007; Mawar et al., 2005). Therefore, 

knowledge of HIV/AIDS-related stigma and discrimination is important for young people and 

it should be included when giving health education for them. 

 

Concerning differences between genders, there were no significant differences between male 

and female regarding to “fear of transmission and disease” and “association with shame, 

blame and judgment”. These results are not in accordance to the results of Dias et al. (2006) 

which indicate that the level of knowledge among female and male adolescents differ, and the 

study also show that females have more knowledge about HIV transmission. This may be a 

result of the information programs that exist is Thailand which are aimed towards young 

people (Durongritichai, 2012). More female than male students, in this study, reported low 

personal support of discriminatory actions or policies, such as people living with HIV/AIDS 

in the community face rejection from their peers or face verbal abuse or teasing. These results 
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are also supported by the study by Dias et al. (2006) in which the results show that females 

are more tolerant towards people living with HIV.  

 

4.2 Theoretical framework discussion 

When analyzing the results of the study with the perspective of the health belief model 

(HMB) the students regard themselves as susceptible to HIV and believe it to be a serious 

illness with severe consequences, based on the answers in domain one. The students also 

acknowledge that different courses of action could be beneficial to protect themselves from 

transmission, though this study’s results show a fear of transmission and disease, and 

therefore indirectly a lack of knowledge of transmission. The students believed courses of 

action to protect themselves from the disease, for example avoiding saliva, urine and feces of 

a person believed to be infected with HIV/AIDS, may therefore further increase stigma and 

may cause discrimination, for example rejection from their peers. Consequently intervention 

programs focused on knowledge on the disease and about the different ways of transmission 

are of utmost priority to decrease not only the HIV/AIDS stigma and discrimination but also 

the incidence rate of new infections (Glanz et al., 2008). 

 

4.3 Methodology discussion 

To be able to collect the data needed for this study a convenience sample together with a 

questionnaire was used. This was a good way to get as many participants as possible in a 

limited amount of time. The setting for the data collection was at an international university in 

Prathomthani Province, Bangkok, with both international and Thai students. It may have been 

more preferable with another university with only Thai students, though this was not an 

option.  

 

Upon arrival there were no available classes were the authors could distribute the 

questionnaires. Therefore a table was set up in the lobby and students passing by were asked 

to participate. This was not ideal since the participants then got a chance to sit together and 

talk to each other during the time it took to fill out the questionnaire, leaving the answers 

questionable due to the fact that the answers may not be truthful and/or individual. Assistant 

Professor Supunnee Thrakul, co-supervisor in Thailand, assisted in the distribution of the 

questionnaires and was informing the participants in Thai. 150 questionnaires were collected 

which in retrospect may have been too small of a sample to draw any reliable and generalized 

conclusions.  
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The validity of the questionnaire was good but since it was designed for a study in Vietnam 

the questions could be questionable on how well they would translate from a Vietnamese to 

Thai context. Also the result of the questionnaire may be hard to generalize to other parts of 

the world since the questionnaire is adjusted to not only developing countries but also 

specifically Vietnam. 

 

4.4 Conclusion 

The results indicated that the students have a low amount of fear of transmission and of the 

disease, though the students still demonstrated a lack of knowledge regarding transmission. 

The level of shame blame and judgment was both high and low and most distinctive regarding 

women prostitutes and promiscuity. The results imply the need for further intervention 

programs focusing on information, especially regarding accurate ways of transmission.  

 

4.5 Clinical implications  

The results of this study can be used to plan intervention programs for preventing HIV/AIDS-

related stigma and discrimination among adolescents at school, university and in the public 

health sector. The intervention programs will aim to improve knowledge about the disease 

and how it is transmitted to prevent further infections, especially among adolescents. To be 

able to decrease the level of stigma and discrimination it is important to understand the 

characteristics of it and how they are displayed. It is particularly important to focus on 

adolescents and young adults since they are the new generation and the ones who will set the 

rules for tomorrow. Due to the nature of the disease most of the people living with HIV/AIDS 

are bound to have some sort of contact with the health care sector. It is therefore important 

that health care providers have knowledge of the characteristics of HIV/AIDS-related stigma 

and discrimination so that they will be able to provide a neutral ground free from fear, shame, 

blame, judgment and discrimination. In this way they will attract the people living with the 

disease who previously were afraid to seek help and ultimately improve the quality of life of 

people, directly or indirectly, affected by HIV/AIDS.  
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APPENDIX 1: Letter of information 

 
 

The characteristics of HIV/AIDS-related stigma and discrimination among 

Thai university students 
A questionnaire study 

 

We hereby ask you to participate in a study about HIV/AIDS-related stigma and 

discrimination attitudes. The study is a part of the authors’ thesis and is conducted by two 

Swedish nursing students from Uppsala University. The aim of this study is to examine the 

prevalence of HIV/AIDS related stigma and discrimination attitudes among Thai university 

students. 

 

To be a participant you have to be a university student and be between the ages of 18 to 24. 

The participation is voluntary, the answers will be handled confidentially and you are free to 

end your participation at any time. If you choose to participate you will answer 24 questions 

about attitudes on the disease HIV/AIDS and on people infected with HIV/AIDS. 

Your answers will be analyzed on a group level. 

 

If you have any questions, please contact: 

 
Author:    Tutor: 

Jason Gahrén    Pranee Lundberg  

jasongahren@gmail.com   pranee.lundberg@pubcare.uu.se 

       

Karin Nyström   Co-Tutor: 

karin-1730@hotmail.com   Supunnee Thrakul 

    supunnee.tha@mahidol.ac.th 

	  
Thank you for your participation! 


