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Abstract

Introduction: Human immunodeficiency virus (HIV)-related stigma and discrimination adversely af-
fect health, quality of life, social support, and well-being of people living with HIV/acquired immuno-
deficiency syndrome (AIDS) (PLWHA). This study assessed the perceived stigma and discrimination,
and their determinants among PLWHA living in Sudurpashchim Province of Nepal.

Material and methods: This study adapted cross-sectional survey in 2020 to sample 167 PLWHA
using semi-structure questionnaire. Information about socio-demographic characteristics, stigma
domain, and discrimination domain were obtained through face-to-face interviews. Bivariate and
multivariate logistic regression models were applied to identify factors associated with perceived
stigma and discrimination among PLWHA.

Results: The overall stigma was 70%, and discrimination was 34%. In the multivariate logistic re-
gression, male gender (AOR = 2.4; 95% CI: 1.04-6.62%; p-value = 0.009), age (AOR = 1.09; 95% CI:
1.03-1.15%; p-value < 0.001), high level of public health concerns (AOR = 12.9; 95% CI: 8.9-37.5%;
P < 0.001), and high level of negative self-image (AOR = 10.3; 95% CI: 8.8-39.6%; p < 0.001) were
factors significantly associated with higher perceived stigma. Similarly, female gender (AOR = 15.4;
95% CI: 8.2-35.3%; p < 0.001) and high level of perceived community support (AOR = 8.86; 95% CI:
3.86-32.1%; p < 0.001) were factors significantly associated with higher perceived discrimination.

Conclusions: Stigma and discrimination remain pervasive among PLWHA in Sudurpashchim Pro-
vince and most originate from communities, presenting negative impacts on PLWHA. Unprecedented
measures to enhance the awareness of PLHIV, their families, and community about perceived stigma
and associated factors are needed to reduce stigma, and to achieve the commitments of fast-tracking
towards ending the AIDS epidemic.
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increased the transmission of human immunodeficiency
virus (HIV) and greatly improved the negative impact as-

From the start of the acquired immunodeficiency syn-  sociated with the epidemic [1, 2]. HIV-related stigma and
drome (AIDS) epidemic, stigma and discrimination have  discrimination continue to be manifested in every region
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of the world and in every age groups [2, 3], creating major
barriers to preventing further infection, alleviating impact,
and providing adequate care, support, and treatment [2, 4].
HIV-related stigma and discrimination refer to bigotry, ad-
verse attitudes, and exploitation directed at people living
with HIV and AIDS (PLWHA) [1, 4].

HIV-related stigma among PLWHA is the foremost bar-
rier to HIV prevention, treatment, care, and support [4, 5].
There is growing recognition that gaps across the cascade
of HIV prevention, testing, and treatment services are de-
termined by stigma and discrimination faced by PLWHA
who are at high-risk of HIV infection [5, 6]. Studies on stig-
ma, discrimination, and health-seeking behavior show that
PLWHA who perceive high levels of HIV-related stigma are
more likely to delay enrolment in care until they are very
sick [2, 5, 7]. HIV-related stigma is a social phenomenon,
in which a person is considered to possess a discrediting
attribute and thus, deemed tainted, ruined, or flawed by
others [4, 8]. In fact, studies conducted in various regions
of the world demonstrated that HIV-related stigma inde-
pendently contributes to psychological distress over and
above health status and HIV-related symptoms [8, 9].

Perceived stigma and discrimination greatly affects qual-
ity of life of PLWHA, their family members, communities,
and healthcare providers who work with them [1, 4, 6].
Shame, loss of self-efficacy, low self-esteem, low self-confi-
dence, and hopelessness associated with perceived stigma
combined with side effects from ART, lead to poor adher-
ence to ART, treatment failure, emergence of drug-resistant
HIV strains, and even deaths [5, 6]. Stigma, discrimination,
abuse, and violence may occur in healthcare settings among
PLWHA, which refrain them from obtaining health services
or quality healthcare [4, 10]. PLWHA and other key affected
populations are ignored by families, peers, and wider com-
munity, while others face poor treatment in educational and
work settings, erosion of their rights, and psychological dam-
age that limit access to HIV testing, treatment, and HIV in-
terventions [10, 11]. Gender and intersectionality of stigma
and discrimination are of major concerns in Nepal; gender
inequities and poverty have increased women’s vulnerabili-
ty to HIV risk behaviors and exposure [8, 11, 12]. Women’s
role in the community, low standing in social hierarchy, low
control in decision-making, economic dependence, and low
level of literacy, have made them more prone to stigma and
discrimination at the community and family level as well as
by health personnel [12].

Sudurpashchim Province had comparatively lower hu-
man development index (HDI), literacy rate, and socio-eco-
nomic status, and has poor health system and healthcare
utilization compared to other provinces. Sudurpashchim
Province comprise of high number of underprivileged,
marginalized population [13-15], and is also home for large
number of male Indian labor migrants and their families,
who are consider key population for HIV, contributing to
higher proportion of the total known HIV infections in
the country [16-18]. In this region, stigma and discrimina-
tion are a complex issue that has deep roots in the domains

of gender, race, ethnicity, class, sexuality, and culture [13, 14].
Accessing stigma and discrimination experienced by
PLWHA in the region is significant and vital, as there are
lack of studies on stigma and discrimination in this remote
region of Nepal. Therefore, the present study assessed HIV/
AIDS-related stigma and discrimination as well as factors
associated with these domains among PLWHA in Sudurpa-
shchim Province of Nepal.

Material and methods

A descriptive cross-sectional study was conducted to
identify the perceived stigma and discrimination among
PLWHA. Eligible PLWHA were patients diagnosed with
HIV/ AIDS, who were under antiretroviral therapy in ART
centers for at least six months in Sudurpashchim Province.
With standard formula, the sample size of 167 PLWHA was
estimated, given margin of error alpha (o) = 0.05, preva-
lence = 0.29 [11], 95% confidence level of reported PLWHA
cases = 313, and non-response rate = 5%. A list of PLWHA
from ART centers was created, and 167 PLWHA were se-
lected using systematic random sampling. Information on
socio-demographic characteristics were collected through
face-to-face interviews that were conducted by trained field
workers in the local language, Nepali, using a structured
questionnaire. Revised HIV stigma by Bunns was applied
to measure four dimensions of perceived HIV-related stig-
ma among persons living with HIV: (1) personalized stigma:
consequences of other people knowing their status; (2) disclo-
sure concerns; (3) negative self-image: not as good as others,
shame, and guilt; and (4) public attitudes: what people think
about HIV [7, 19]. Discrimination scale consisted of 16 items
divided in three domains, including: (1) association with
shame, blame, and judgement: intended to evaluate feelings
and opinions regarding behaviors or groups associated with
HIV/AIDS; (2) personal support of discriminatory actions
or policies: aimed to assess personal thoughts of how people
living with HIV/AIDS should be treated, and (3) perceived
community support of discriminatory actions or policies:
aimed to evaluate personal thoughts on how the communi-
ty treats people living with HIV/AIDS [20]. The instrument
includes 32 statements related to HIV stigma, and 16 state-
ments related to HIV discrimination, which are completed
on a four-point Likert scale, ranging from 1 = ‘completely
disagree’ to 4 = ‘completely agree’ Item scores for each sub-
scale are summed into sub-scale scores. Higher scores indi-
cate higher levels of perceived stigma for all four sub-scales.
Ethical clearances were obtained from institutional review
committee of the Nepal Health Research Council. Verbal in-
formed and witnessed consent was obtained from all PLWHA
prior to the interview. Stigma and discrimination score was
attained by summing up responses of each item of sub-scale
and later, mean was computed from the composite value
of each sub-domain by the number of items corresponding
to each sub-scale to obtain a comparable figure. In assessing
mean difference of stigma scores, the higher the mean value,
the higher the stigma level. Mean score > 2.5 was considered
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Table 1. Socio-demographic characteristics of PLWHA in
Sudurpashchim Province (N = 167)

Factors
Age, years (mean, SD) 41.43 (11.28)
Gender, n (%)
Male 101 (60.5)
Female 65 (38.9)
Transgender 1 (0.6)
Religion, n (%)
Hindu 161 (96.4)
Buddhist 1 (0.6)
Muslim 1 (0.6)
Christian 4 (2.4)
Marital status
Married 135 (80.8)
Unmarried 13 (7.8)
Widow(er) 19 (11.4)
Education
Illiterate 7 (22.2)
Informal 2 (19.2)
Primary 7 (16.2)
Lower secondary 33 (19.8)
Secondary 29 (17.4)
Intermediate and above 9(5.4)
Occupation
Agriculture 40 (24.0)
Homemaker (19.2)
Service 77 (46.1)
Business 12 (7.2)
Aboard 1 (0.6)
Others 5(3.0)
Time of HIV diagnosis
< 1year 8 (4.8)
1-2 years 28 (16.8)
3-5 years 48 (28.7)
> 5 years 83 (49.7)
Reason for HIV testing
Before employment 3 (1.8)
During treatment of other illness 61 (36.5)
Spouse tested positive 59 (35.3)
Need to know 9(17.4)
Others 15 (9.0)

as high-level, and < 2.5 as low-level stigma to measure stig-
ma and discrimination level, according to previous studies
[7, 19]. Bivariate analysis (3 test and independent t-test) was
used to examine the association between socio-demographic
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factors, stigma domain, and discrimination domain with
overall stigma and discrimination among PLWHA. A p-value
of less than 0.05 was considered statistically significant.
Logistic regression analysis was performed to examine the
effects of determinants on the outcomes. Initially, explana-
tory determinants were included in the model one at a time
to examine their univariate relationship with the outcome.
Multivariate logistic regression models were then applied to
identify the most important determinants for each outcome.
A p-value of less than 0.05 was used to define statistical sig-
nificance. Adjusted odds ratio (AOR) as well as its’ 95% confi-
dence interval (95% CI) were used to depict the independent
relationship between predictors and dependent variables. All
statistical analyses and graphs for this study were conducted
using R program.

Results

Table 1 presents the percentage of distribution of PLWHA
by socio-demographic characteristics, time of HIV diagnosis,
and reasons for testing. The mean age and standard deviation
of PLWHA was found to be 41.4 + 11.2 years. More than half
(60%) of PLWHA were males. Most of PLWHA were Hin-
du and ever married. More than one-fifth of PLWHA (22%)
were illiterate. The occupation of less than one-half
of PLWHA were service (46%), followed by agriculture
(24%). Nearly half of PLWHA (49.7%) had been diagnosed
with HIV for more than five years. The reason for HIV test-
ing were during treatment of other illness (36.5%) and spouse
tested positive (35.3%).

Perceived HIV-related stigma is measured as an index
that evaluate PLWHA in four domains, including persona-
lized stigma, disclosure concerns, negative self-image, and
public attitudes. Figure 1 shows the stigma domain and
overall stigma among PLWHA. Majority of PLWHA pre-
sented high level of personalized stigma (87%) and public
attitude concern (89%). More than half of PLWHA had dis-
closure concerns (62%) and negative self-image (59%). High
level of overall stigma level was as high as 70%.

HIV/AIDS-related discrimination was also measured
in three domains, including: (1) association with shame,
blame, and judgement; (2) personal support of discrimina-
tory actions or policies; and (3) perceived community sup-
port of discriminatory actions or policies. Figure 2 shows
the discrimination domain and overall discrimination
among PLWHA. Nearly five percent of PLWHA had high
level of personal support of discriminatory actions or poli-
cies, and eight percent presented high level of association
with shame, blame, and judgment. However, more than half
of PLWHA (52%) had high levels of perceived community
support of discriminatory actions or policies. The high level
of overall discrimination level was 34%.

Table 2 presents the factors associated with stigma in bi-
variate and multivariate analysis. The findings revealed that
age, gender, marital status, occupation, public health con-
cerns, and negative self-image were statistically significant in
overall stigma (p < 0.05). In the multivariate logistic regres-
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sion, the factors that were significantly associated with stig-
ma after controlling for other factors, included age, gender,
public health concerns, and negative self-image (p < 0.05).
Multivariate analyses revealed that males were more likely
(AOR = 2.42 (95% CI: 1.04-6.62%; p-value = 0.009) to have
higher perceived stigma compared to females. One-unit
increase in age yields a higher odds of perceived stigma
(AOR = 1.09; 95% CI: 1.03-1.15%; p-value < 0.001). PLWHA
who had high level of public health concerns were 13 times
more likely to perceive stigma than those with low level
of public health concerns (AOR = 12.9; 95% CI: 8.9-37.5%;
p <0.001). Similarly, PLWHA who had high level of negative
self-image were 10 times more likely to perceive stigma than
those with low level of negative self-image (AOR = 10.3;
95% CI: 8.8-39.6%; p < 0.001).

Table 3 presents the factors associated with discrimi-
nation in bivariate and multivariate analysis. The findings
revealed that gender, marital status, education, occupation,
personalized stigma, negative self-image, perceived com-
munity support, and stigma were statistically significant
for overall discrimination in bivariate analysis (p < 0.05).
In multivariate logistic regression, factors that were signifi-
cantly associated with discrimination after controlling for
other factors, included gender, perceived community sup-
port, and stigma (p < 0.05). Females showed higher odds
of discrimination compared to males (AOR = 15.4; 95% CI:
8.2-35.3%; p < 0.001). PLWHA who had high level of per-
ceived community support were more than 8 times more
likely to perceive discrimination than those with low level
of perceived community support (AOR = 8.86; 95% CI:
3.86-32.1%; p < 0.001).

Discussion

It is well documented that PLWHA experience stigma
and discrimination on regular basis in developing countries,
such as Nepal. In line with previous studies in the coun-
try [7, 11, 15, 17], our findings showed that there is a high
level of perceived stigma and moderate level of perceived
discrimination among PLWHA. The sub-scale scores for
sigma domains showed highest percentage for public atti-
tude concerns, followed by enacted stigma and disclosure
concerns. Negative self-image showed the least percentage
among the four domains. Recent studies in Pokhara Valley
and Southern part of India demonstrated that public health
concerns and enacted stigma variation was highest among
PLWHA [7, 21]. The higher proportion of public attitude
and personalized stigma showed that the level of communi-
ty HIV acceptance was low and the level of refusal was high
towards PLWHA by community members of the province.
Studies have found that family caregivers and community
exhibit stigma and prejudice attitudes towards their own
family members who are HIV/AIDS-positive [7, 9].

Social determinants were associated with perceived
stigma as consistent with numerous studies [22, 23]. Stud-
ies found that older PLWHA were more affected by stigma.
Older PLWHA perceived HIV-related stigma often pre-
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vents HIV interventions as most of HIV interventions target
younger groups considered to be at higher risk [21, 23, 24].
The feeling of guilt and low self-esteem among PLWHA as
they grow old, isolation from families and communities in-
crease the risk of getting stigmatized [24]. Males had higher
risk of perceived stigma than females. The higher risk among
males could be attributed to the fact that men have a wider
mobility, and in this region, most of them are migrants, tak-
ing medications regularly at their workplace, and travelling to
India; they disclose their HIV status and this might lead to
stigma [12, 17]. In addition, this study demonstrated evidence
of workplace stigma in the context of HIV, as stigma was high-
er among PLWHA whose occupation was service. Studies had
confirmed that workplace employees face HIV/AIDS-related
stigma from their co-workers and supervisors (such as social
isolation and ridicule), or experience discriminatory practices
(e.g., being fired from their jobs due to HIV-positive status)
[4, 21, 25]. PLWHA who were married have shown higher
HIV stigma and discrimination as compared to those who
were unmarried or widowed [21, 22]. Due to increased social
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*Fisher’s exact test

responsibility among married PLWHA, they are more likely
to come in contact with more people, which might be a rea-
son for increased stigmatization. On the contrary, unmarried
or widowed PLWHA residing with their parents, children, or
relatives, have a socially secure environment, and have lesser
stigmatization [23, 26].

With regard to discrimination, HIV/AIDS-positive fe-
males had higher perceived discrimination compared to
males. Females living with HIV and AIDS may be blamed
and shamed for HIV infection due to lasting assumptions
of ‘deviant’ sexual behavior (e.g., sex work, promiscuity),
and viewed as having been promiscuous [12, 18, 26]. In
this region, women’s risk of HIV infection is partially de-
termined by sexual risky behaviors of their husbands.
They are referred as spouses of migrants, they acquired
the infection from their husbands or male partners, who
are migrants and get infected with HIV by unsafe sexu-
al practice with female sex workers in India [14, 16, 18].
Women are considered as caregivers, mothers if viewed
as ill/diseased, and therefore a failure in personal, family,
and social roles can exacerbate discrimination. Specifically,
women living with HIV may be more susceptible to HIV
discrimination as a result of being subjected to gender,
caste discrimination, and having fewer economic resources.
This finding is in line with another outcome revealing that
discrimination was higher among women as homemak-
ers, who were generally confined to their homes [21, 24].
Education was associated with discrimination, this is con-
sistent with previous studies among PLWHA [22, 24, 26],
in which high education level and financial difficulties were
associated with greater perceived discrimination. This may
be explained that PLWHA with a higher education may be
more likely to be concern about the damage to social posi-
tion brought by HIV infection, thusleading to more concern
about HIV disclosure [27, 28]. Moreover, the guilt of high-
risk behavior in the past, which becomes the reason for not
only acquiring HIV/AIDS, but also transmitting the disease
to their spouses, could be the reason for discrimination.

The study found that public health concerns were as-
sociated with perceived stigma, and perceived commu-
nity support were related with perceived discrimination.
Sudurpashchim Province is regarded as least developed
comparing with other provinces, with low human de-
velopment index, poverty, low literacy rate, and low
socio-economic status [14, 17]. Due to low socio-eco-
nomic status and lower literacy rate, people in this com-
munity may have impression that HIV is a contagious
disease that can be contracted through physical and emo-
tional contacts with an infected individual. Moreover,
HIV and AIDS are thought to be associated with people
who lead promiscuous behaviors, including bisexuality,
drug abuse, and prostitution [10, 18]. Like in other devel-
oping settings, the gender and intersectionality difference,
such as caste, ethnicity, rural residence, and education in
many Nepali communities play a key role in stigma and
discrimination associated with HIV [10, 12, 15]. Negative
self-image was associated with perceived stigma in this Prov-
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Table 3. Cont.
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*Fisher’s exact test

ince confirming findings of some previous studies [21, 29].
PLWHA are still believed that they are responsible for ac-
quiring the disease and consequences of HIV. Negative
self-image among PLWHA directly or indirectly relates
to ill-perception, fear, self-exclusion, social withdrawal,
and feel intense guilt and sadness through persistent self-
blame, and sometimes, self-condemnation. Evidence of ne-
glect, avoidance, rejection, labelling, harassment, abuse,
and violence toward PLWHA and their families (children,
parents, and siblings) were commonly reported in numer-
ous studies [8, 9, 27]. In fact, the strongest predictor of de-
pressive symptoms was self-judgment, since PLWHA with
negative self-schemas are at higher risk of depression [30].
Along with PLWHA, families are often judged and stigma-
tized, given their association with a family member who is
HIV-positive [11, 22, 27].

The study had few limitations. It evaluated comorbidity
and disability status that may be associated with or may be
the consequences of stigma and discrimination. Moreover,
there may be possibility of recall bias since the experiences
of HIV-related stigma and discrimination among PLWHA
were given retrospectively. Also, the cross-sectional nature
of the data limits the determination of temporal nature of as-
sociations reported in this study.

Conclusions

The study revealed that HIV-related stigma and dis-
crimination remain ubiquitous, and represent a core aspect
of the experiences of PLWHA in Nepal. HIV-related stig-
ma and discrimination originate from homes, communi-
ties, and institutions, presenting negative impacts on HIV
status disclosure, adherence to ART, PLWHA support,
and spread of new HIV infections. Achieving fast-track-
ing towards ending the AIDS epidemic through zero HIV-
related deaths and new HIV infections, and zero discri-
mination, has been a golden dream of Nepal’s HIV health
policy initiatives over the past few decades. However,
Nepal is not on track to meet these commitments; therefore,
in order to achieve them and meeting the milestones and
targets of the HIV strategy, remain a huge challenge and
tremendous task. The study emphasizes that HIV-related
stigma needs to be tackled at the earliest to reach the target,
and also might affect the mental health and quality of life
of PLWHA, along with their physical well-being. HIV anti-
stigma campaigns and strategies should incorporate local
dialects of the respective communities to help propagate
HIV-related issues. Community engagement regarding
HIV-related stigma must be heartily pursued among PLWHA,
using peer educators and diverse local media, which must
incorporate informal information to deliver critical under-
standing about HIV and AIDS.
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