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SUMMARY

The aim of the present study was to explore the stigma
and fear of getting sick in health professionals who
treat people living with HIV. An exploratory systemat-
icreview was conducted. The search was limited to the
presence of stigma and fear of getting sick on the part
of healthcare workers who treat people living with
HIV, documented by the health workers or patients
themselves. No language restriction was made and
systematic reviews, comments or communications
were excluded. The sources of information were Scop-
us, PubMed /MEDLINE, Science Direct, and the CEN-
TRAL Registry, from the last 5 years. The quality of the
evidence was assessed with an adapted tool and the
synthesis of the results was carried out using a narra-
tive synthesis approach. Twenty-three articles were
included, which related structural stigma, stigma by
health professionals and fear of getting sick. Among

B INTRODUCTION

The stigma of people living with HIV (PLWH) is a
complex reality that many people have to deal with.
Although the social stigma associated with HIV can
have a significant impact on the quality of life of
those who experience it, self-stigma can lead to a
decrease in self-esteem and self-confidence, as well
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the findings, data stood out such as that more than 50%
of patients reported having experienced discrimina-
tion due to HIV and even accumulated stigma for oth-
er additional causes. Stigma enacted in healthcare set-
tings was related to suboptimal adherence to treatment
(OR 1.38;95% CI: 1.03-1.84; p=0.028). Stigma is a struc-
tural barrier in the care of people living with HIV and
generates a psychological, physical, and social health
impact for these people. Some limitations of the pres-
ent study are that, despite searching the major data-
bases, important manuscripts may have been left out.
Additionally, there are regions that are not represented
in this review because no manuscripts from those are-
as were found.

Keywords: Social Stigma; Prejudice; HIV; Acquired Immu-
nodeficiency Syndrome.

as hiding the condition of living with HIV for fear of
discrimination. It is important to note that HIV does
not define a person, and living with the virus should
not be a cause for shame or discrimination. Howev-
er, due to a lack of education and awareness about
HIV, as well as the associated negative stereotypes,
many people still suffer from self-stigma, feeling
guilty and self-recriminating in a situation that goes
far beyond their responsibility [1-4].

Regarding anticipated stigma, this refers to the prej-
udices and negative stereotypes that exist in society
about HIV and that lead to the exclusion and mar-
ginalization of people who could be at risk of con-




Stigma and fear of getting sick in the care of people living with HIV | 169

tracting it [5, 6]. It can manifest as irrational fear and
an attitude of rejection towards people who are con-
sidered to carry or be at risk of acquiring HIV, such
as those who are in “risk” groups such as sex work-
ers, intravenous drug users, men who have sex with
men (MSM) or LGBTQ+ people [5-8].

However, the stigma promulgated towards PLWH
by health professionals is a worrying problem. Al-
though health professionals should be a source of
support and care, in some cases, they can perpetu-
ate negative stereotypes and treat PLWH in a dis-
criminatory manner [9, 10]. This stigma can mani-
fest itself in various ways, for example, through
attitudes of rejection, lack of empathy, or dehu-
manizing treatment [11]. These behaviors can
make people feel ashamed, guilty, or afraid to seek
appropriate medical care. Additionally, people
may be discouraged from disclosing their HIV sta-
tus in healthcare for fear of discrimination or judg-
ment, and this may negatively impact their access
to healthcare and appropriate patient follow-up
[11, 12]. Additionally, professionals’ fear of con-
tracting HIV is an understandable concern [11-13].
Although HIV is not transmitted through every-
day contact, there is some apprehension among
some healthcare workers about the possibility of
exposure to the virus during their work. Impor-
tantly, standard precautionary protocols and bi-
osafety measures are highly effective in preventing
the spread of HIV and other infections in the clini-
cal setting, in situations where the risk may be sig-
nificant (for example, exposure to fluids such as
blood, secretions, etc.). These protocols include
using protective barriers, such as gloves, gowns,
and glasses, properly handling sharp instruments,
and maintaining hand hygiene [14-16]. However,
the fear of contagion can persist due to a lack of
information or deep-rooted stigmas. It is essential
that health professionals receive adequate training
on the ways of HIV transmission and prevention
measures so that they can feel safe and confident in
their work. Additionally, it is crucial to foster a
supportive and understanding environment in the
workplace so that patients and professionals feel
comfortable in the interaction they engage in due
to healthcare [14-16].

Then, the aim of this work was to describe the stig-
ma and fear of getting sick in health professionals
who treat PLWH. The research question was: Do
health professionals who treat PLWH experience
stigma and fear of getting sick?

H METHODS

This systematic review was conducted to under-
stand the stigma and fear of getting sick in the
care of PLWH. The protocol for this review is reg-
istered in the Prospective Registry of Systematic
Reviews (PROSPERO), registration number
CRD42024512005. The Preferred Reporting Items
for Systematic Reviews and Meta-Analyses (PRIS-
MA) guidelines were followed.

Eligibility criteria

The search was limited to articles addressing the
presence of stigma, discrimination, negative atti-
tudes, or fear of getting sick on the part of health
professionals who treat PLWH. No language re-
striction was made, and studies published in sev-
eral articles in sequence were counted as a single
study. Since this systematic review aimed to ana-
lyze studies that use primary data, articles pub-
lished as a systematic review, editorial comments,
mathematical models, topic reviews, or short com-
munications were excluded.

Information sources

Three databases were reviewed: Scopus, PubMed /
MEDLINE, Science Direct, and the Cochrane Cen-
tral Register of Controlled Trials (CENTRAL), from
January 1,2019 to February 1,2024. Selected search
terms were combined using boolean operators.
Also, a manual reverse search was performed from
the references of the articles that were included.

Search strategy

Search formula:

TITLE-ABS-KEY(HIV) OR TITLE-ABS-KEY(“Hu-
man Immunodeficiency Virus”) OR TITLE-ABS-
KEY(“Human Immunodeficiency Viruses”) OR
TITLE-ABS-KEY(“AIDS Virus”) OR TITLE-ABS-
KEY(“AIDS Viruses”) OR TITLE-ABS-KEY(“Ac-
quired Immune Deficiency Syndrome Virus”) OR
TITLE-ABS-KEY(“Acquired Immunodeficiency
Syndrome Virus”) OR TITLE-ABS-KEY (“Acquired
Immune Deficiency Syndrome”) OR TITLE-ABS-
KEY(”Acquired Immuno-Deficiency Syndrome”)
OR TITLE-ABS-KEY(“Acquired Immuno Defi-
ciency Syndrome”) OR TITLE-ABS-KEY(“Ac-
quired Immuno-Deficiency Syndromes”) OR TI-
TLE-ABS-KEY(”“Acquired Immunodeficiency
Syndromes”) OR TITLE-ABS-KEY(AIDS) OR TI-
TLE-ABS-KEY(“HIV Seropositivity”) OR TITLE-
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ABS-KEY(”AIDS Serodiagnosis”) OR TITLE-ABS-
KEY(“HIV Seroprevalence”) OR TITLE-ABS-
KEY(“AIDS Dementia Complex”) OR TI-
TLE-ABS-KEY(”“Acquired Immunodeficiency
Syndrome”) OR TITLE-ABS-KEY(”Acquired Im-
munodeficiency Syndromes”) AND TITLE-ABS-
KEY(“Social Stigma”) OR TITLE-ABS-KEY(“So-
cial Stigmas”) OR TITLE-ABS-KEY(Stigma) OR
TITLE-ABS-KEY(Prejudice) OR TITLE-ABS-KEY
(Homophobia) OR TITLE-ABS-KEY (Microaggres-
sion) OR TITLE-ABS-KEY(Aggression) OR TI-
TLE-ABS-KEY(Dehumanization) OR TITLE-ABS-
KEY (Harassment) OR TITLE-ABS-KEY(“Non-Sex-
ual Harassment”) OR TITLE-ABS-KEY (Bullying)
OR TITLE-ABS-KEY(“Psychology Rejection”) OR
TITLE-ABS-KEY(“Social Discrimination”) OR TI-
TLE-ABS-KEY(“Sexual Harassment”) OR TITLE-
ABS-KEY(“Social Marginalization”).

Additionally, a filter was applied for the last five
years (2019-2024), and systematic reviews, editorial
notes, reviews, and clinical cases were discarded.

Selection process

Two researchers (YAP and IDLM) independently
reviewed the manuscripts. The first step was to re-
view the titles and abstracts of all references re-
trieved through the searches and identify the stud-
ies that met the inclusion criteria. Subsequently,
articles that at least one of the researchers consid-
ered potentially eligible were selected. In the sec-
ond step, the full-text manuscripts were reviewed,
and the inclusion or exclusion decision was made
according to the selection criteria. In case of disa-
greement at any step, discrepancies were resolved
by discussion between the reviewers.

Data collection process

Two authors (YAP and IDLM) extracted the data
using a standardized protocol and a predesigned
form. The following information was extracted
from each included study: author(s), year of publi-
cation, location, objectives, sample size, methodol-
ogy used, exposures, results, and critical results.
This compilation was done using Microsoft Excel.
The author was contacted to request the informa-
tion if any relevant data was not included in the
article.

Data items
The primary outcomes that were sought were the
presence of structural stigma, self-stigma, antici-

pated stigma, stigma on the part of health profes-
sionals, and health professionals’ fear of HIV infec-
tion.

Effect measures

Qualitative studies did not provide measures of
effect. In observational studies, descriptive statisti-
cal measures such as mean and median with the
respective standard deviation and interquartile
range were provided. Some studies also reported
odds ratios with the corresponding 95% confi-
dence intervals.

Synthesis methods

All extracted information was synthesized using a
narrative synthesis approach, which allows de-
scribing the results of the review in terms of
themes, words, or text, grouped according to the
categories established for this manuscript: struc-
tural stigma, self-stigma, anticipated stigma, stig-
ma on the part of health professionals and fear of
health professionals of contagion for HIV.

Assessment of certainty of evidence and risk of bias
Methodological quality was assessed in two ways,
the first using an adapted tool, incorporating ele-
ments of the Cochrane Collaboration, Consolidat-
ed criteria for reporting qualitative research
(COREQ), the Strengthening the reporting of ob-
servational studies in epidemiology (STROBE),
and the Consolidated Standards of Reporting Tri-
als (CONSORT) [17]. The tool included criteria
such as eligibility criteria, adequate description of
methods and results, sampling strategies, internal
validity (credibility for qualitative studies), and
generalizability (transferability for qualitative
studies) (See Appendix 1). The second form of
evaluation was the total compliance of the manu-
scripts with the COREQ, STROBE, and CONSORT
tools. Two authors (YAP and IDLM) carried out
this evaluation independently. Discrepancies were
resolved by consensus. A score of at least 70% was
rated as high, between 40% and 69% as moderate,
and below 40% as low quality.

B RESULTS

A total of 23 articles were included in the present
systematic review (Figure 1).

For quality assessment, the tool adapted from Nnko
etal. [17] was used, and it was found that the articles
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had a good level of quality according to the meas-
urement instrument (Table 1). Furthermore, with
the reading tools COREQ, STROBE, and CON-
SORT, the suitability of the reports was verified ac-
cording to their compliance with these checklists
(Figure 2). The characteristics and essential data of
the included studies are summarized in Table 2.

Structural stigma

Structural stigma occurs in the context of some
health institutions that, in some ways, limit the
rights of PLWH, but also due to policies in some
geographic regions that leave groups such as mi-
grants unprotected. In addition, some PLWH rec-
ognize the presence of additional stigmatizing be-
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Figure 1 - PRISMA 2020 flowchart for systematic reviews that included searches of databases, registries, and other

sources.

Table 1 - Quality assessment of evidence according to the adapted tool, according to the Cochrane Collaboration,

COREQ, STROBE, and CONSORT criteria.

Qualification of evidence

Barrington et al. [18]
Feyissa et al. [19]
Jemmott et al. [20]
Crockett et al. [21]
Fauk et al. [22]

Tran et al. [23]
Langi et al. [24]

Attal et al. [25]
Budhwani et al. [26]
McCree et al. [27]
Stangl et al. [28]
Chan et al. [29]
Ekstrand et al. [30]

@D

Moderate evidence

Kigombola et al. [31]
Safreed-Harmon et al. [32]
Rice et al. [33]

Singleton et al. [34]
Steward et al. [35]

Krishnaratne et al. [36]
Rana et al. [37]

Shah et al. [38]

Broady et al. [39]
Pollack et al. [40]

DD
High evidence
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Figure 2
Percentage of total
compliance with
the COREQ, STROBE,
and CONSORT tools
(in that order),
according to the
type of study.
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Table 2 - Summary of the studies included in the systematic review.

Author(s) Year Location Objectives Sample size Methodology Exposures Results
Barrington 2021 North To evaluate the 14 Qualitative Internalized Most participants had
etal. [18] Carolina HIV testing, care, study stigma of HIV. | experienced disruptions

(USA) and treatment with semi- in their care due to
experiences of gay structured intersecting stigmatising
Latino men living interviews. situations, such as being
with HIV. gay, Latin American or
undocumented, as well as
structural limitations in
accessing healthcare.
Feyissa 2019 Ethiopia | To assess contextual 7 Qualitative Facilitators Key informants noted
etal. [19] barriers and study and barriers a gap in the practice of
facilitators to the with semi- to HIV-related | addressing stigma. They
implementation structured stigma and also reported that HIV-
of a guideline interviews. discrimination | related stigma had been
developed to in healthcare overlooked in the past
reduce HIV-related settings. about the approach given
stigma. to medical therapy.
Jemmott 2019 | Philadelphia To identify 27 Qualitative Stigma, Low participation rates in
etal. [20] (USA) modifiable factors study with concerns about | the HIV care continuum.
that affect the individual healthcare
continuum of HIV interviews. personnel and
care. social support.
Kigombola | 2023 | Tanzania To understand the 64 Qualitative Stigma, Self-stigma was high,
etal. [31] factors that affect research with | discrimination resulting in low self-
the participation a review of and the esteem and low health care
in HIV health documents and | participation seeking. External stigma
interventions. meetings with of influential was also high, resulting in
stakeholders. | leadersinthe | lower utilization of health
care of PLWH. services.
Safreed- 2022 Spain To obtain Four focus Literature Social, Both service providers and
Harmon qualitative groups: review and physical, PLWH ranked stigma/
etal. [32] evidence from 2 of 15 PLWH qualitative psychological discrimination as the
PLWH and HIV and 2 of study with and sexuality- | biggest problem they face.
service providers. 16 health focus group related
professionals. | methodology. problems in
PLWH.

Continue >>>
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Author(s) Year Location Objectives Sample size Methodology Exposures Results
Ekstrand 2020 India Identifying specific | 1625 nursing Clinical trial Two self- Knowledge about correct
etal. [30] attitudes and students from with easily guided HIV transmission was
behaviours related | 28 faculties adaptable sessions were high at the beginning of
to HIV stigma and and 1557 interactive administered | the study. However, most
addressing the professionals | interventionto | virtually, as were concerned about
causes. from 34 reduce stigma. | wellasonein- | contracting HIV in work
hospitals. person skills- situations.
based group
session.
Steward 2022 India To understand how 1540 Cross-sectional | HIV stigma Moral judgments and
etal. [35] stigma influences study with reduction transmission fears were
support for the use of intervention significantly correlated
restrictive policies questionnaires. in Indian (r=0.44, p<0.010). Stigma
and discriminatory healthcare was associated with
intentions. settings. support for coercive
measures (r=0.14,
p<0.010) and intentions
to discriminate (r=0.15,
p<0.010).
Crockett 2021 USA Understand how 762 PLWH, Qualitative HIV-related PLWH were more likely
etal. [21] stigma affects the | and 192 health data from stigmatisation to report experiences
care and treatment workers. 14 focus and of discrimination in
of PLWH. groups and intersectional healthcare settings
quantitative | stigmatisation other than HIV care.
survey data. in the Stigmatisation also
healthcare encompasses other
system. identities such as sexual
orientation, gender and
economic status.
Langi 2022 | Indonesia To describe the 234 health | Cross-sectional |  Stigma and There was a high
etal. [24] prevalence and workers study with discrimination prevalence of health
behavioural (116 in the the use of a against HIV. professionals (~75%) who
indicators of hospital questionnaire. perceived a negative image
stigmatisation setting and of PLWH. More than 80
toward PLWH. 118 in primary reported discriminatory
care). practises, with a higher
proportion of hospital staff
than primary care staff
(~96% vs. ~85%; p=0.009).
Attal 2021 Yemen To determine the 320 health | Cross-sectional Stigma 87% stated that they would
etal. [25] prevalence and professionals. study with towards HIV | avoid physical contact and
drivers of HIV theuseofa | anditsdrivers. | wear gloves during the
stigma among questionnaire. consultation (96.5%). 93%
Yemeni healthcare felt that they had the right
professionals. to disclose the patient’s
HIV status. 38% incorrectly
mentioned that HIV can be
transmitted through tears,
sweat and urine.
Broady 2023 Australia To evaluate the 653 healthcare | Randomized Brief online 39.2% stated that they
etal. [39] effectiveness of workers. controlled trial. | interventions | would behave negatively
an intervention in based on social towards a PLWH and
reducing stigma norms theory. | 40.4% reported that they
among healthcare had witnessed negative
workers. behaviour from other
healthcare workers
towards these individuals.

Continue >>>
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Continue >>>
Author(s) Year Location Objectives Sample size Methodology Exposures Results
Krishnaratne | 2020 | Zambiaand | To explore stigma 1557 Clinical trial. Stigma Healthcare workers who
etal. [36] South Africa and judgment reinforced had the impression that
towards PLWH by by the belief their colleagues spoke
health workers. that this is badly about their HIV
a common patients or treated them
situation badly were more likely to
among have a stigmatising attitude
healthcare (p<0.01). They would also
workers. prefer not to offer services
to PLWH (OR=8.38, 95% CI:
3.23-21.72).
Budhwani 2021 USA To test the patient- 931 Cohort study. Stigma The interaction effects
etal. [26] provider racial mediated between experienced
concordance on by racial stigmatisation and racial
the hypothesised discordance dyads were significant
association between between (p<0.05). Experienced
HIV-related stigma healthcare stigma was significantly
in a healthcare provider and | associated with lower trust
setting. patient. in healthcare providers.
Rice 2019 USA To address 460 Mixed Anticipated Overall, women of color,
etal. [33] anticipated stigma participants | methods study; stigma in from the San Francisco and
through a mixed of the qualitative healthcare. Jackson sites, and more
methods analysis. quantitative interview and educated respondents
questionnaire quantitative more frequently
and 76 questionnaire. reported experiences and
participants anticipation of stigma in
of the healthcare settings.
interviews.
McCree 2023 USA To describe 3850 Cross-sectional | Experiences 25% experienced
etal. [27] experiences of study. of stigma and discrimination, most
discrimination in discrimination commonly attributed to
HIV healthcare in healthcare HIV status (63%), sexual
settings. settings. orientation (60%) and race/
ethnicity (54%) (p<0.05).
Singleton 2023 USA To explore 50 Qualitative Experiences | One participant mentioned
et al. [34] stereotype study with of stigma and | that the healthcare provider
threat within a analysis discrimination | was only interested in the
subgroup of the of semi- in gay adults treatment of HIV and not
sexual minority structured living with in the person. Another
population. interviews. HIV. participant reported an
interaction with his partner
that he did not know about:
he (the doctor) said: “Give
him palliative care; he will
die in a few weeks.”
Pollack 2022 Vietnam To evaluate the 672 health Cross-sectional | Multifaceted Workers reported reduced
etal. [40] effect of the workers. study with facility-level stigmatisation after the
intervention on 649 PLWH. questionnaires intervention intervention, including
HIV-related stigma applied before | following key a49% reduction in
and discrimination. and after the principles observed discrimination,
intervention. for stigma an 86% reduction in fear
reduction. of infection and an 87%
reduction in the use of
unnecessary precautions.

Continue >>>
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Author(s) Year Location Objectives Sample size Methodology Exposures Results
Stangl 2019 | Zambiaand | Todevelop asetof | 4053 PLWH, | Cross-sectional Stigma, fear Men perceived more
etal. [28] South Africa | measures to capture 5782 study with of getting sick stigmatisation (p=
key domains of community the use of and negative 0.006). Unexpectedly,
stigma for use in members, and | questionnaires attitudes. people with higher
research. 1560 health and scales. education perceived
workers. more stigma in
healthcare (p<0.001).
Chan 2020 | HongKong | To examine how 291 PLWH. | Cross-sectional | Experiences 48.8% have disclosed
etal. [29] multiple forms of study with of avoidance their HIV status to
HIV stigma affect the use of and/or medical staff. 28.9% have
the psychological quantitative | discrimination experienced avoidance
distress and life questionnaire. | from different and discrimination by
satisfaction. sources. healthcare workers in the
last year.
Fauk 2021 | Indonesia To describe 52 women Qualitative Participants’ Several participants
etal. [22] participants’ and 40 men study with perceptions described receiving
perceptions of the living with in-depth and negative labelling, delays
factors that drive HIV. individual experiences in receiving services or
HIV stigma and interviews. of HIV not being seen. They
discrimination. stigma and also reported that
discrimination. | healthcare professionals
disseminated
information about their
HIV status.
Rana 2023 Pakistan To investigate the 601 Cross-sectional Stigma 95% (n=579) thought there
etal. [37] presence of HIV- study with associated with | was a risk of contracting
related stigma the use of HIV/AIDS in HIV despite clinical
among dental questionnaires. | dental health precautions and 89%
healthcare workers. professionals. (n=534) of respondents
were reluctant to treat
HIV patients.
Tran 2022 Vietnam To investigate 12 PLWH. Qualitative Social, Healthcare providers
etal. [23] different types 5 relatives of study internalized reported that some
of stigma (social, patients. with semi- and healthcare staff expressed
internalized, 4 clinic structured professional their stigmatisation
and professional directors. interviews and stigma. of HIV through
stigma). 2 focus groups | focus groups. unprofessional behaviour.
(with 10 These interactions were
clinical care explained by healthcare
providers). staff’ lack of experience,
training or fear of
patients.
Shah 2020 Oman To assess HIV- 1281 health | Cross-sectional | Knowledge, 50% said they would
etal. [38] related knowledge, workers. study that used | attitudes and not buy fresh vegetables
attitudes and questionnaires practices from a seller living with
practices. as a data related to HIV HIV. In addition, 39%
collection stigma. believed that people
instrument. speak badly about
PLWH and 41% that

such people lose respect
in the community.
45% stated that PLWH
should have the right to
have children.
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haviors such as homophobia, transphobia, xeno-
phobia, and discrimination against sex workers
and intravenous drug users [18]. In one of the qual-
itative studies, two PLWH reported having been
cumulatively stigmatized for being homosexual,
Latino, and sex workers, feeling that they were de-
nied health services, which ultimately led to poor
adherence to antiretroviral therapy (ART), as they
felt like laboratory animals in an experiment [18].
In another qualitative study, one of the participants
said that:

“People from nearby communities go to other places to
access HIV-related services. Because the HIV clinic is
separate from other units of the hospital, and patients
are afraid to go there. Because, if they go there, it will be
evident by default that they are HIV positive” [19].

Self-stigma

Some studies have shown a high presence of
self-stigma. For example, one qualitative study de-
tailed that in the presence of sexually transmitted
infections, some patients prefer not to seek health-
care services out of fear that their HIV serostatus
would be disclosed [31]. A focus group study
found that self-stigma was part of the dynamics
when discussing these issues. Healthcare profes-
sionals drew attention to the interconnected nature
of public stigma, self-stigma, and a wide range of
other challenges faced by PLWH that hinder access
to healthcare services [32]. Pollack et al. reported in
their work that women living with HIV were more
likely to report self-stigma (OR=1.85, 95% CI: 1.33-
2.58) and to have experienced the disclosure of
their serostatus by a healthcare professional with-
out their consent (OR=1.60, 95% CI: 1.10-2.31) [40].

Anticipated stigma

This type of stigma occurs even before a person is
diagnosed with the virus. It refers to the prejudices
and negative stereotypes that exist in society about
HIV and that lead to the exclusion and marginali-
zation of people who could be at risk of contracting
it. It can manifest itself in various ways, for exam-
ple, through irrational fear and rejection towards
people considered to be at risk of acquiring HIV.
The study by Safreed-Harmon et al., which was
based on focus groups, reported that anticipated
stigma has important implications for many
PLWH regarding social and intimate relationships
[32]. Rice et al. documented in their study that, in
general, women of color and those with higher lev-

els of education more frequently reported experi-
ences and anticipation of stigma in healthcare set-
tings [33]. Many women expressed concerns about
being recognized by other community members
during health care. These concerns were prevalent
among women who were new to HIV care:

“I started seeing a doctor... I had these sunglasses on
when I was first diagnosed; 1 did not even want people
to see my eyes. I was this embarrassed... I thought peo-
ple would recognize me” [33].

Concerning quantitative data, the work of Rice et
al., which evaluated 460 participants, showed that
anticipated stigma was significantly greater than
experienced stigma (t=13.67; p<0.001) [33]. Nota-
bly, anticipated stigma in healthcare settings was
more significant for low-income participants
(p=0.01), and both anticipated and experienced
stigma were more significant for participants who
were less adherent to ART (p<0.01).

Stigma on the part of healthcare professionals

One of the qualitative studies reported that in the
past, the stigma perceived by patients was not giv-
en as much relevance [19]. However, key popula-
tions such as MSM, intravenous drug users, and
sex workers perceived stigma and discrimination,
which resulted in them not going to the hospital
and resorting to self-medication to treat their un-
derlying conditions. This same group of patients
reported a double stigma associated with being a
key population and living with HIV. The partici-
pants feared that their health status could reveal
their sexual orientation. The negative judgment of
health workers constituted an obstacle to accessing
health services, as they had encountered critical
attitudes and stigma from health workers during
clinical visits [31]. One of the participants in a qual-
itative study from Tanzania commented:

“After they (the health workers) found out that I am a
man who has sex with men, they called me into a room
full of other health workers and started asking me why 1
have an immoral habit. I felt my privacy violated and
stigmatized.” [31].

Another study discussed situations in which some
healthcare providers negatively judged and evalu-
ated the health of gay men. Stating that this bias
influences the recommendations or tests pre-
scribed to them:

“[...]1 lots of people think [that] because you're a gay
man that you’re more promiscuous...you're jumping in
and out of bed with this one and that one, which is not
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true. And you are constantly having unprotected sex
and you do not make good decisions when it comes to
choosing partners....it has an effect. And I think doctors
without knowing may take that into account, they just
may because of their own personal biases because every-
one has biases... [34].

Another participant discussed how he felt that
healthcare providers do not see PLWH and other
identities as important people, highlighting the
combined experience of his sexual orientation and
HIV status:

“...then you add in the fact that you're HIV positive and
then that you're gay and you're well way back there and
they don’t view you as important” [34].

This participant reflected on the fact that living
with HIV, in addition to having other marginalized
identities, such as being gay, negatively impacted
the way the healthcare system treated him [34].

In Indonesia, 52 women and 40 men living with
HIV were interviewed, and it was reported that
some of these people received negative labels or
cynical questions. In addition, they experienced a
delay in services or were not served due to their
HIV status. Likewise, they reported that health
professionals spread information about their HIV
status to others, showed disgust toward them, and
were afraid of contracting HIV. As a result of HIV
stigma and discrimination by healthcare provid-
ers, some participants felt disappointed, trauma-
tized, and reluctant to access healthcare services in
the same facilities where they experienced stigma
and discrimination. Some patients decided to hide
their serological status from professionals, access
services in other health centers, or only consult cer-
tain professionals from whom they expect good
attitudes and non-discriminatory behavior [22].
The study by Crockett et al. described that, in gen-
eral, the care environments for PLWH were spaces
free of prejudice; however, 51% of PLWH reported
experiencing HIV-related discrimination, and 60%
reported experiencing more than one experience of
discrimination [21]. Stigma enacted in healthcare
settings was significantly associated with subopti-
mal ART adherence among people with HIV
(OR=1.38, 95% CI: 1.03-1.84; p=0.028).

Ekstrand et al. reported that when evaluating 1625
nursing students and 1557 professionals, negative
attitudes towards PLWH had an average symbolic
stigma score of 3.45 on a scale of 1 to 5 for students
and 2.95 for workers [30]. Similarly, the mean lev-
els of guilt, that is, agreement that PLWH got what

they deserved, were 2.20 and 2.52 on a scale of 1 to
4 for students and workers, respectively. Another
study noted that of 320 healthcare providers sur-
veyed, 79% agreed that HIV services should be
provided in separate facilities. 25% mentioned that
it is best to avoid working with PLWH, while 47%
agreed that healthcare workers living with HIV
should stop practicing. Additionally, 36% wit-
nessed acts of stigma by a colleague towards
PLWH. The most frequently reported forms of
abuse were disclosure of HIV status without con-
sent (n=93; 82%), irrational use of infection control
measures (n=73; 64%), patient avoidance and un-
justified referral (n=69; 60.5%) and carelessness in
providing care (n=61; 53.5%). 12% (n=14) wit-
nessed PLWH being subjected to verbal or physi-
cal abuse [25]. Also, another manuscript reported
that up to 40.4% of professionals had witnessed
undignified treatment towards PLWH [39].

According to Krishnaratne et al., health workers
who perceived that their coworkers spoke severely
about their patients or treated them poorly were
more likely to hold critical and stigmatizing atti-
tudes (p<0.01) [36]. Also, healthcare workers who
strongly agreed with the statement that their cow-
orkers treat PLWH poorly or speak badly of them
were more likely to believe that other people de-
serve better access to services than PLWH
(OR=1.93, 95% CI: 1.15-3.26) or they would prefer
not to provide services to PLWH (OR=8.38, 95% CI:
3.23-21.72), respectively. Another study that ques-
tioned 3850 PLWH identified that 25% experienced
discrimination in a healthcare setting. Among
them, discrimination was most frequently attribut-
ed to HIV status (63%), sexual orientation (60%),
and race/ethnicity (54%) [27]. By sexual orienta-
tion, people who identified as bisexual or other
(p<0.001) or gay (p=0.043) were significantly more
likely to experience discrimination compared to
heterosexual people. In comparison, Black MSM
(p<0.001) and Hispanic/Latino MSM (p=0.006)
were significantly more likely to experience dis-
crimination in healthcare settings than Caucasian
MSM [27]. Additionally, one in four transgender
people was more likely to experience discrimina-
tion than the reference group (cisgender women)
(p<0.001). By race/ethnicity, white people experi-
enced the lowest prevalence of discrimination;
Hispanic/Latino people (p=0.008) and people who
identified as another race/ethnicity or multiracial
(p<0.001) were more likely to experience more sig-
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nificant discrimination when they attended HIV
treatment centers [27]. In another manuscript, it
was reported that 44% of 672 health workers sur-
veyed had observed discrimination by other staff
members against PLWH; 54% reported negative
attitudes, and 41% reported feeling uncomfortable
working with colleagues living with HIV. Addi-
tionally, this study evaluated PLWH, who reported
experiencing discrimination; 16% reported experi-
encing stigma, 14% reported that healthcare pro-
viders had revealed their HIV status without con-
sent, and 7% reported discriminatory reproductive
health counseling [40].

In the study by Stangl et al., perceived stigma in
the healthcare environment was associated with
both sex and education. Men (M=1.07, SD=0.75;
p=0.006) perceived more stigma in healthcare en-
vironments than women [28]. Unexpectedly, those
with secondary education (M=1.04, SD=0.73;
p<0.001) or post-secondary education (M=1.20,
SD=0.79; p<0.001) perceived more stigma in the
field of healthcare than those with less than high
school education. Chan et al. reported that, when
questioning 291 PLWH, more than a third of the
participants (36.4%) reported cases of avoidance
and discrimination by health workers in emergen-
cy units, followed by outpatient clinic workers
(31.0%) [29]. Especially the results of independent
samples t-tests showed that PLWH who experi-
enced stigma reported higher levels of psycholog-
ical distress and lower levels of life satisfaction.

Fear of health professionals toward HIV infection

The studies indicated a latent concern on the part
of health professionals regarding contracting HIV
in their work activities. The study by Ekstrand et
al. showed that knowledge about correct HIV
transmission was high [30]. However, about two-
thirds of each sample also had at least one miscon-
ception about transmission through casual contact,
and most were worried about acquiring HIV in
work situations. Something similar was reported
in the study by Steward et al., where participants
were afraid of HIV transmission (M=1.92, SD=0.79;
on a subscale from 0 to 3) [35]. Additionally, high-
er-paid participants had a greater fear of transmis-
sion (p=0.004). Also, they were significantly more
likely to support coercive policies related to man-
datory disclosure of HIV status (p<0.001) and
mandatory HIV testing (p=0.002).

Langi et al. found that approximately 71% of pro-

fessionals they surveyed in both types of facilities
(hospitals and primary care) feared contracting
HIV when caring for PLWH [24]. About 64% of all
primary care providers would avoid service tasks
for PLWH if feasible, a situation far from that of
hospital health workers (~53%) (p=0.088). Never-
theless, discriminatory practices were reported by
more than 80% and were higher for hospital work-
ers than for their primary care counterparts (~96%
vs ~85%; p=0.009). A similar situation was report-
ed by Attal et al., who observed that 87% of the 320
health workers surveyed said they would avoid
physical contact with PLWH, wear gloves through-
out the consultation (96.5%), use double gloves
(91%) or destroy the instruments used in the provi-
sion of care (80%). 93% felt they had the right to
disclose the HIV status of patients to spouses, fam-
ily members (88%), and colleagues (99%) [25]. Pol-
lack et al. were other authors who reported that
81% of the healthcare workers they surveyed re-
ported fear of HIV infection, and 69% reported tak-
ing unnecessary precautions when caring for
PLWH [40].

Other authors reported that, among healthcare
workers, fear and prejudice were significantly as-
sociated with age, education, and having ever been
tested for HIV. Younger (18 to 24 years old, p=0.015)
and older (45 years or older, p=0.015) health work-
ers obtained higher scores than health workers be-
tween 25 and 44 years old, reflecting that they had
more negative attitudes and greater fear of conta-
gion when treating PLWH [28].

B DISCUSSION

The stigma experienced by PLWH can manifest it-
self in different ways, such as structural stigma
that refers to public or private entities’ rules, poli-
cies, and procedures that limit people’s rights and
opportunities, legitimizing power differences and
reproducing inequalities and social exclusion. This
approach goes beyond the conception of stigma as
an individual entity and incorporates analyzing
the structural aspects and social determinants con-
tributing to exclusion processes [41-43]. A person
with HIV may experience structural stigma in
healthcare in several ways, one of which is with
limited access to healthcare, specifically when
healthcare facility procedures require individuals
to disclose their HIV status prior to receiving care
at a specific unit, which may discourage individu-
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als from seeking care for fear of discrimination [44-
46]. This same situation could be evidenced in the
studies by Barrington et al. and Feyissa et al., who
reported that patients were afraid to go to clinics
where the PLHIV care units were clearly labeled as
“HIV centres” and allowed the patients to be iden-
tified like HIV positive by other people only for the
fact to go to these centres [18, 19].

Another form of structural stigma is cumulative
stigma, where PLWH may face multiple forms of
stigma and discrimination, including homopho-
bia, transphobia, xenophobia, discrimination to-
ward sex workers, and intravenous drug users [47-
49]. This cumulative stigma can have severe conse-
quences for the health of people with HIV, such as
a lack of adherence to antiretroviral therapy. Stud-
ies such as that of Kogombola et al., Singleton et al.,
and Crockett et al. showed situations where PLWH
were additionally discriminated against for being
HIV positive and belonging to the LGBTIQ+ com-
munity [21, 31, 34].

Discrimination by healthcare personnel is part of
structural stigma, but this review considered it a
separate entity. This kind of discrimination may
include denial of services, dehumanizing treat-
ment, or violation of confidentiality, which is facil-
itated by drivers such as lack of knowledge of the
pathology, its mode of transmission and treatment,
as well as fear of contagion [50-54]. In the quantita-
tive studies included in this review, it was ob-
served that the behaviors perceived by PLWH,
coming from healthcare workers, were mainly
negative labels, cynical questions, delay in care,
refusal of care, and dissemination of serological
status without authorization [21, 22]. However,
health professionals also documented negative at-
titudes and stigma, either because they expressed
them themselves or because they identified them
in colleagues. The principal ways of discrimina-
tion were the intention of not wanting to care for
PLWH, the disclosure without consent of patients’
serological status, the irrational use of infection
control measures, patient avoidance, verbal abuse,
physical abuse, and referral were pointed out as
unnecessary to other healthcare professional [27,
30, 36, 39, 40].

The fear and shame associated with seeking HIV
health services may be related to structural stigma
but also anticipated stigma and self-stigma. Some
people prefer to travel to other places to obtain
HIV-related services due to the fear of being iden-

tified as HIV-positive if they visit local clinics, as
stated by one of the patients interviewed by Rice et
al.,, who commented that she wore dark glasses
during the initial consultations so as not to be rec-
ognized [33].

This review has limitations. Firstly, although the
sources used are relevant, they may only account
for some studies relevant to the objective of this
research. The most consulted and extensive data-
bases and resources in Health Sciences were used
to compensate for this limitation. Although no ex-
clusion criteria were applied on a geographic ba-
sis, some regions are not represented in this review
because no manuscripts were found from those
areas. It would be interesting to carry out future
research in these locations. Another limitation is
the synthesis procedure since a narrative synthesis
procedure was chosen, which limits the explanato-
ry capacity of the phenomenon studied. It would
be relevant to move towards meta-synthesis proce-
dures in future research, for which this review
could serve as a data source.

B CONCLUSIONS

Structural stigma limits access to health care in
multiple ways, as it may require the patient to dis-
close their HIV status before receiving care in a
specific unit, which can be intimidating for a new-
ly diagnosed patient. Also, cumulative stigma is
part of structural stigma and involves multiple ad-
ditional forms of discrimination, such as homo-
phobia, xenophobia, etc. However, one of the most
severe forms of discrimination is that which occurs
by health personnel, where it is possible to demon-
strate behaviours such as negative labels, cynical
questions, delay in care, refusal of care, and dis-
semination of serological status without authorisa-
tion. These situations lead to some PLHIV prefer-
ring to travel to other places to obtain health ser-
vices due to fear of being labelled and suffering the
negative impact of stigma, which, in general terms,
can be associated with poor adherence to treat-
ment.

The internalisation of stigmatisation can cause
feelings of shame, fear, isolation and despair. These
feelings can lead to people not getting tested or
treated for HIV if they test positive. In addition,
stigmatisation by healthcare professionals leads to
people forgoing medical care and refusing treat-
ment. Both situations, self-stigmatisation and stig-
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matisation by health professionals, are problems
that need to be addressed to ensure access to health
services with acceptable quality standards and,
above all, to information about HIV /AIDS that is
accurate, culturally relevant and accessible to the
entire population. Also, action can be taken at an
individual level, such as using anti-stigma lan-
guage and learning to talk about HIV without stig-
matising it. Small positive changes can have a sig-
nificant impact when it comes to ending the stig-
matisation of HIV and working to stop it. This will
undoubtedly achieve the goals set by the World
Health Organisation to tackle the HIV epidemic.
In the future, more research should be conducted
that looks at quantitative and qualitative data, as
this review has shown that a qualitative approach
can provide valuable information on aspects relat-
ed to HIV stigmatisation. Any research effort to
improve the quality of life of PLWH is worth the
effort.
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Appendix 1

Quality assessment tool’

Moderately

Article Well described described

Poorly described Unclear

P1. Are the eligibility criteria and
context of the study clearly described?

P2. Are the methods fully described
to allow replication?

(This includes details on encoding,
saturation and rejection rates)

P3. Are the recruitment strategies
appropriate for the study design used?

P4. Are the results well described,
accurate, and consistent with the

data collected?

(This includes the use of statistical data,
confidence intervals and statistical
significance)

P5. Are the results valid? (Design,
objectives, bias minimization strategies)

Average quality level

Rate Score
High quality >70%
Medium quality 40-69%
Low quality <40%

1 The elements of this tool have been adapted from the Cochrane Collaboration’s critical appraisal of qualitative studies tool, the Consolidated
criteria for reporting qualitative research (COREQ), Strengthening the reporting of observational studies in epidemiology (STROBE), and the
Consolidated Standards of Reporting Trials (CONSORT).



