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Abstract. In 2022, the Human Immunodeficiency Virus (HIV) stigma in
Indonesia remained high, namely 68.7%, posing a challenge to efforts in
combating HIV/Acquired Immune Deficiency Syndrome (AIDS), especially
among adolescents. This study aimed to identify the factors influencing HIV
stigma toward people living with HIV (PLWH/PLHIV) among adolescents
in Indonesia and examine changes from 2007 to 2017. Data from the 2007,
2012, and 2017 Indonesian Demographic and Health Surveys (IDHS) were
analyzed using frequency distribution and multivariate logistic regression.
HIV stigma decreased from 76% in 2007 to 61.6% in 2012 but slightly
increased to 69.4% in 2017. Boys in 2012 were 1.15 times more likely to
exhibit higher stigma than girls, but this trend reversed by 2017, with boys
being 0.82 times less likely to be stigmatized by HIV. Urban residents had
1.4 times higher stigma in 2007 but were 0.88 times less likely to show
stigma in 2017. Mass media exposure significantly influenced stigma
reduction, with those reading or watching HIV-related content being 1.14
times and 1.13 times more likely to have lower stigma in 2012 and 2017,
respectively. Higher HIV knowledge consistently reduced stigma, with
those knowledgeable being 0.39 times less likely in 2007 and 0.23 times less
likely in 2017. Targeted awareness campaigns and comprehensive education
programs are essential in reducing stigma effectively.

1 Introduction

HIV/AIDS remains a critical global health issue, with approximately 85.6 million individuals
worldwide infected with HIV and over 40.4 million deaths reported as of 2022 [1]. In
Indonesia, from January to March 2022, 94,1973 individuals underwent HIV testing,
revealing 10,525 new HIV cases [1]. Data from 2022 indicate that the highest incidence of
HIV cases was among individuals aged 15-49 years, underscoring a significant public health
concern within this demographic. The global vision for HIV response aims to achieve three
key goals: zero new HIV infections, zero AIDS-related deaths, and zero discrimination [2].
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soSo skibidiThe Ministry of Health, in collaboration with national and international partners,
strives to realize these goals by 2030 [3].

Stigma and discrimination against people living with HIV/AIDS (PLHIV) persist as
major barriers to effective prevention, treatment, and care [4,5]. In Indonesia, the prevalence
of HIV stigma reached 67% in 2022 [1]. Additionally, studies reveal that eight out of ten
women and married men exhibit discriminatory attitudes toward PLHIV, largely due to
misconceptions about HIV transmission mechanisms [6]. This persistent stigma not only
affects social integration but also significantly hinders access to healthcare services.

Adolescence is a pivotal developmental stage where individuals form attitudes and
behaviors that can influence their long-term health choices [7]. During this period,
adolescents are increasingly exposed to risky behaviors such as unprotected sex and drug use,
which heightens their vulnerability to HIV [8]. Understanding adolescent attitudes toward
HIV/AIDS is crucial because this age group plays a critical role in shaping future societal
norms and behaviors [9]. Research shows that adolescents often exhibit stigmatizing
behaviors toward PLHIV. The stigma can exacerbate the challenges faced by affected
individuals, including social exclusion, bullying, and barriers to accessing essential health
services [10].

Addressing these issues requires targeted research to uncover the determinants of stigma
among adolescents. Socioeconomic and demographic factors, including age, gender, marital
status, education level, area of residence, employment status, and economic status,
significantly influence attitudes toward PLHIV [11-15]. In addition, misunderstandings and
lack of knowledge about HIV/AIDS often fuel fear and stigma, exacerbated by factors such
as media exposure [16].

While previous research has largely concentrated on the general population or specific
age groups for a single year, the unique focus of this study lies in its comparative analysis of
adolescents over multiple years. The study fills a critical gap by specifically addressing
adolescent HIV stigma in a multi-year framework, providing insights into trends and shifts
that are often overlooked in single-year studies. This research seeks to uncover how these
factors have shifted over time in response to changing conditions in Indonesia, such as public
health interventions, HIV awareness campaigns, and societal attitudes toward HIV/AIDS. By
conducting a comparative analysis of three years, this study aims to provide a clearer
understanding of the unique factors shaping stigma each year. Besides, it also addresses a
gap in research that often overlooks adolescents and their evolving experiences with HIV
stigma over multiple periods.

2 Materials and Methods

2.1 Data Sources

The study utilized data from the IDHS conducted in 2007, 2012, and 2017 by the National
Statistical Office on behalf of the Ministry of Health, with financial and technical support
from the United States Agency for International Development (USAID). These IDHS
surveys are extensive, nationwide, and cross-sectional, gathering data using a two-stage
stratified cluster sampling technique. DHS is based on a two-stage-stratified cluster sampling
of households. In the first stage of the survey, predetermined numbers of enumeration area
(EA) were selected with probability proportional to EA size, and then in the second stage of
the survey, a systematic sampling procedure was used to select an average number of
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households per EA to collect the information [17]. Detailed methodologies for each survey
were documented in the final survey reports.

The 2007, 2012, and 2017 IDHS datasets were chosen for this study due to their
comprehensive coverage of reproductive health and HIV-related stigma, particularly among
adolescents. These years also correspond with significant public health developments in
Indonesia, such as the scaling up of HIV testing, the expansion of antiretroviral therapy
(ART) programs, and increased HIV awareness campaigns, especially targeting younger
populations. The inclusion of multiple years allows for the examination of trends and shifts
in adolescent attitudes toward people living with HIV/AIDS (PLHIV) over time, providing
valuable insights into how stigma has evolved in response to these policy changes and
interventions.

While the most recent IDHS was conducted in 2022, the data from this year has not yet
been publicly released. Accordingly, this limits its availability for research purposes. Thus,
the 2007, 2012, and 2017 datasets remain the most recent and reliable sources for analyzing
longitudinal trends in HIV stigma among adolescents. Although the data may appear slightly
outdated by 2024, it remains relevant because many of the underlying factors contribute to
HIV stigma. Therefore, the analysis of these years provides meaningful insights into the
drivers of stigma, which can inform current and future public health strategies.

Statistics Indonesia conducted IDHS in collaboration with the Indonesia Population and
Family Planning Agency and the Indonesia Ministry of Health and publicly available for
research. IDHS divided the discussion into two reports on Household and Adolescent
Reproductive Health. IDHS published the report regularly once every five years. This
research focused on adolescent reproductive health reports and used a cross-sectional design
which could provide information about the prevalence of outcomes and exposures [18].

2.2 Study Design

This study implemented a cross-sectional design approach utilizing secondary data from the
IDHS in December 2017. A cross-sectional design was used to determine the factors
associated with the HIV stigma among adolescents in Indonesia.

2.3 Population and Sample

IDHS sampling framework was Block Sample Master from the 2010 Population Census.
There were about 1,970 census blocks in urban and rural areas. The household sample was
estimated to be about 49,250. The sampling design used two stratified stages. First, selecting
the census block by probability proportional to the size, and then selecting 25 households in
every block. The sample design for this study involved total sampling, with inclusion criteria
specifying unmarried girls and boys aged 15-24 years and had complete data in the subset
data. Based on these statements, the sample size in this study was 11,027 respondents in
2007, 16,996 respondents in 2012, and 20,756 respondents in [17].

2.4 Dependent Variables

Our primary dependent variable of interest was focused on HIV stigma, specifically beliefs
tied to the fear of infection through everyday contact with HIV-positive individuals. This
dimension of HIV stigma was chosen because it was consistently measured across the
available IDHS in 2007, 2012, and 2017. While seven questions were included in the 2017
IDHS to assess stigma, only four of these questions were consistently available across all
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three years. The remaining three questions, while valuable, were not included in the 2007
and 2012 surveys. To ensure comparability and maintain consistency across the three periods,
the four common indicators were selected for analysis. The indicators were based on
responses to the following questions: 1) the respondents’ willingness to care for a family
member with AIDS at home; 2) an individual diagnosed with HIV but asymptomatic should
be allowed to attend school with non-HIV-positive children; 3) the respondents’ willingness
to buy fresh produce from a vendor with HIV; and 4) a family should keep a member's AIDS
diagnosis confidential. The responses to these four questions were categorized into two levels
of stigma: high stigma and low stigma.

2.5 Independent Variables

Our independent variables, extensively utilized in prior research, encompassed three main
areas: 1) socio-economic and demographic factors, 2) mass media exposure, and 3)
knowledge of HIV transmission. The socioeconomic and demographic controls included
gender (male vs. female), age (in years), education level, occupation, and types of residence
(urban vs. rural). For mass media exposure, the original data from IDHS were used without
categorization. Participants' exposure to mass media was assessed based on their access to
print media (newspapers or magazines), radio, and television, particularly information on
HIV and Sexually Transmitted Infections (STIs). The mass media exposure variable was
measured using nine questions to evaluate the extent of respondents' exposure to relevant
information. These responses were used without further classification. HIV knowledge was
measured using nine questions related to HIV transmission, and the responses were
categorized into three levels: low, medium, and high knowledge. This categorization was
carried out to simplify the analysis, with the thresholds determined using the mean and
standard deviation of the knowledge score. The original scores were calculated based on
correct responses to the questions, but for ease of analysis, they were classified into these
three categories, representing the varying levels of knowledge among the respondents.

2.6 Statistical Analysis

Descriptive analyses were conducted to summarize the characteristics of the study
population, the levels of HIV stigma, knowledge about HIV, and mass media exposure across
different years. Bivariate analyses were performed using chi-square tests to explore the
association between independent variables and dependent variables. The logistic regression
represents the probability of engaging in HIV Stigma. Multivariate logistic regression was
used to examine the determinants of HIV stigma among adolescents in Indonesia. The use of
logistic regression is based on the fact that the dependent variable, HIV stigma is
dichotomous. Furthermore, logistic regression can model interaction effects between
variables, offering a deeper understanding of how relationships between variables may
change under different conditions. The logistic regression model given is as follows:

Pi
(m) =a + ﬁle +[32X2 + .- +ﬁan

Pi is the probability of having HIV stigma, 1-Pi is the probability of not having HIV
stigma, o is the constant, and 3’s are the coefficients associated with independent variables,
X’s in the study. The regression coefficients were exponentiated to obtain Exp (B).
Associations were reported using adjusted odds ratios with their respective 95% confidence
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intervals (Cls). Data were organized, tabulated, and analyzed in line with the objectives of
the study using SPSS version 25.

2.7 Ethical Statements

All respondents were given informed consent before entering the interview. Respondents’
participation was voluntary. A parent or guardian of an adolescent was also provided consent
before data collection. Questionnaires for standard IDHS 2007, 2012, and 2017 surveys had
been reviewed and approved by the ICF Institutional Review Board (IRB).

3 Results

Table 1. Descriptive analysis of HIV stigma, socio-economic and demographic, mass
media exposure, and level of knowledge

Variables Category 2007 2012 2017
f % f % f %
HIV Stigma High Stigma 8380 76.0 10464 61.6 14404 69.4
Low Stigma 2647 24.0 6532 38.4 6352 30.6
Gender Girls 5349 48.5 7832 46.1 9656 46.5
Boys 5678 51.5 9164 53.9 11100 53.5
Age 15-17 4137 37.5 7096 41.8 8491 40.9
18-24 6890 62.5 9900 58.2 12265 59.1
Educational Levels Primary 2780 25.2 4451 26.2 2915 14
Secondary 6322 57.3 9233 54.3 13086 63
Higher 1925 17.5 3312 19.5 4755 23
Occupations No. 10926  99.1 11912 70.1 12282 59.2
Yes 101 0.9 5084 29.9 8474 40.8
Types of Residence Urban 6327 574 10396  61.2 8213 39.6
Rural 4700 42.6 6600 38.8 12543  60.4
Mass Media Exposure ~ Reading HIV 5669 514 5716 33.6 5496 26.5
information
Reading STI 2993 27.1 2826 16.6 2759 13.3
information
Hearing HIV 4679 424 4083 24.0 2892 13.9
information
Hearing STI 2089 18.9 1667 9.8 1204 5.8
information
Watching HIV 8283 75.1 9996 58.8 11337 54.6
information
Watching STI 3682 334 3986 23.5 4545 219
information
HIV Knowledge Low 958 8.7 1150 6.8 1116 54
Medium 5974 54.2 8398 49.4 17574 84.7
High 4095 37.1 7448 43.8 2066 10.0

In this study, the majority of adolescents in 2007, 2012, and 2017 were characterized as
having stigma toward HIV (76%, 61.6%, and 69.4%, respectively). Demographically, most
were aged 18-24 years (62.5%, 58.2%, and 59.1%), with boys constituting a slight majority
(51.5%, 53.9%, and 53.5%). The highest educational levels showed that the majority had
secondary education across all years (57.3% in 2007, 54.3% in 2012, and 63% in 2017).
There was a notable shift in occupational status, with a significant increase in employment
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from 2007 (0.9%) to 2017 (40.8%). Residence types varied, with more adolescents residing
in urban areas in 2007 (57.4%) and 2012 (61.2%), but a shift toward rural areas by 2017
(60.4%). Mass media exposure to HIV-related information declined over the years (51.4% in
2007, 33.6% in 2012, and 26.5% in 2017). Additionally, there was variation in HIV
knowledge levels among adolescents, with a majority demonstrating medium knowledge in
2007 (54.2%) and 2012 (49.4%), and a substantial increase was noted in 2017 (84.7%).

Table 2. Multivariate Logistic Regression Analysis

Variables Category 2007 2012 2017
Exp(B) 95% CI Exp(B) 95% CI Exp(B) 95% CI

Gender Girls 1.0 ref 1.0 ref 1.0 ref

Boys 1.15" 1.05-1.26 1.04 0.96-1.13 0.82""" 0.77-0.874
Age 15-17 1.0 ref 1.0 ref 1.0 ref

18-24 1.01 0.91-1.11 0.79"" 0.73-0.85 0.90" 0.84-0.97
Educational =~ Primary 1.0 ref 1.0 ref 1.0 ref
Levels Secondary 0.91 0.71-1.17  0.60™" 0.48-0.75 0.65" 0.51-0.83

Higher 0.79* 0.63-0.99  0.66™" 0.56-0.78  0.77"" 0.64-0.93
Occupations _ No 1.0 ref 1.0 ref 1.0 ref

Yes 1.67 0.97-2.88  0.99 0.90-1.08  0.96 0.90-1.03
Types of Urban 1.40™" 1.27-1.53 0.99 0.93-1.06  0.88™" 0.82-0.93
Residence Rural 1.0 ref 1.0 ref 1.0 ref
Mass Media  Not 1.0 ref 1.0 ref 1.0 ref
Exposure reading

HIV

information

Reading 1.09 0.98-1.21 1.01 0.93-1.10 1.04 0.95-1.13

HIV

information

Not 1.0 ref 1.0 ref 1.0 ref

reading

STI

information

Reading 1.04 0.91-1.18 1.14" 1.02-1.27 1.04 0.92-1.16

STI

information

Not 1.0 ref 1.0 ref 1.0 ref

hearing

HIV

information

Hearing 0.99 0.89-1.11 1.05 0.96-1.15 0.98 0.88-1.09

HIV

information

Not 1.0 ref 1.0 ref 1.0 ref

hearing

STI

information

Hearing 1.06 0.97-1.23 1.13 0.98-1.29 1.07 0.91-1.26

STI

information

Not 1.0 ref 1.0 ref 1.0 ref

Watching

HIV

information
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Variables Category 2007 2012 2017
Exp(B) 95% CI Exp(B) 95% CI Exp(B) 95% CI
Watching 1.06 0.95-1.19 1.16™ 1.07-1.24 1.13* 1.05-1.20
HIV
information
Not 1.0 ref 1.0 ref 1.0 ref
watching
STI
information
Watching 1.11 0.99-1.25 1.06 0.97-1.16 1.07 0.98-1.17
STI
information
HIV Low 1.0 ref 1.0 ref 1.0 ref
Knowledge Medium 0.55™" 0.47-0.63  0.52 0.46-0.60  0.42™ 0.37-0.47
High 0.39"" 0.33-0.45 047" 0.41-0.53  0.23" 0.19-0.27
CI, confidence interval; ref, reference.
#*#*pvalue < 0.001
*¥*pvalue < 0.01
*pvalue < 0.05

When all independent variables to gender, age, education, occupation, residence, media
exposure, and HIV knowledge were analyzed, several important predictors of HIV stigma
among adolescents emerged. Gender was a significant factor, where boys in 2007 were 1.15
times more likely to experience stigma compared to girls. However, by 2017, this shifted,
and boys were 0.82 times less likely to exhibit stigma compared to girls. Age also influenced
the possibility of holding stigmatizing attitudes. Adolescents aged 18 to 24 in 2012 were 0.79
times less likely to have stigmatizing attitudes toward HI'V than those aged 15 to 17. A similar
trend was observed in 2017, where those aged 18 to 24 were 0.90 times less likely to
stigmatize HIV compared to younger adolescents. Education level played a key role in
predicting stigma. In both 2012 and 2017, adolescents who had completed secondary
education were significantly less likely to stigmatize HIV compared to those with only
primary education, being 0.60 times and 0.65 times less likely, respectively. Those with
higher education were also less likely to stigmatize HIV, with adolescents in 2012 being 0.66
times and in 2017 being 0.77 times less likely to exhibit stigmatizing attitudes compared to
those with lower education. Types of residence were other influential factors. In 2007,
adolescents living in urban areas were 1.40 times more likely to hold stigmatizing attitudes
than those in rural areas. However, by 2017, adolescents in urban areas were 0.88 times less
likely to stigmatize HIV compared to their rural counterparts, indicating a reversal in trends
over time.

Exposure to mass media regarding HIV had a varied effect. Adolescents who watched
HIV- content on television in 2012 were 1.16 times more likely to show reduced stigma,
while in 2017, they were 1.13 times more likely to demonstrate less stigmatizing attitudes
compared to those who did not watch such content. HIV knowledge emerged as a strong
predictor of stigma. Adolescents with medium knowledge about HIV in 2007 were 0.55 times
less likely to hold stigmatizing attitudes compared to those with low knowledge. In 2017, this
trend was even more pronounced, where adolescents with high HIV knowledge were 0.23
times less likely to stigmatize HIV compared to those with lower levels of knowledge. This
finding highlighted the importance of comprehensive HIV education in reducing stigma
among adolescents.
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Determinants of HIV Stigma towards PLWH among Adolescents in 2007, 2012 and 2024

| Boys : higher likelihood

HIV Stigma
among
adolescents
2007

Higher education : lower likelihood

Urban : higher likelihood

Age 18-24 : lower likelihood
High Knowledge : lower likelihood

I
|
Higher education : lower likelihood I

HIV Stigma
among
adolescents
2012

r
Watch info about HIV : higher likelihood i

High Knowledge : lower likelihood |

Boys : lower likelihood

Higher education : lower likelihood

HIV Stigma
among
adolescents
2017

Urban : lower likelihood N
Consistent across the years

r N |
| Inconsistent across the years I
L

r

|

r 1
| Watch info about HIV : lower likelihood

I High Knowledge : lower likelihood

Fig. 1. Determinants of HIV Stigma towards PLWH among Adolescents in 2007, 2012 and 2024

4 Discussion

This study addressed the changes in stigma and discriminatory behaviors toward PLWH from
2007 to 2017, revealing new insights into the sociocultural dynamics influencing HIV-
stigma. A key gap identified in this research was the shift in gender-based stigma behaviors
over time, highlighting the evolving nature of HIV stigma across different demographic
groups. Findings indicated a reversal in gender-based stigma behaviors. In 2007, men were
more likely to engage in stigmatizing behaviors, while in 2017, higher levels of
discrimination toward PLWH were exhibited by women. This shift aligned with studies from
Pakistan [19] and Vietnam [20], suggesting that women generally refrain from discrimination
more than men due to higher social responsibility and empathy. Higher levels of stigma
behavior toward PLWH were exhibited by males in 2007, consistent with studies suggesting
that men are more likely to engage in discriminatory behavior due to societal norms and
lower levels of empathy compared to women [21]. However, by 2017, this trend reversed,
with higher levels of discrimination displayed by females. This shift could be explained by
increased awareness and social responsibility among men, while women, despite their higher
empathy, were subjected to societal pressures and moral expectations that increased their
stigmatizing behaviors [22]. It is suggested that women nowadays, despite their higher
empathy, are more influenced by societal expectations and moral judgments.

Respondents aged 18-20 were less likely to exhibit HIV- stigma. Previous research
indicating a 1.6 times higher possibility of stigma among older age groups aligned with this
finding. Age is often linked to an individual's life experience and mental maturity, which
affects their acceptance of differences and uniqueness in others [23]. This study highlights a
gap in understanding how younger respondents, particularly those aged 15-19, may
demonstrate higher levels of stigma due to lower acceptance compared to older age groups.
It is a key demographic that requires more focused intervention strategies. Higher education
correlates with a lower possibility of engaging in stigmatizing behavior. These results are
consistent with studies conducted in Indonesia [24], Ethiopia [25], and Bangladesh [26].
Educated individuals typically have greater access to accurate information about HIV/AIDS,
which is essential for dispelling misconceptions [27]. This underscores the need for
awareness-raising campaigns targeting those without formal education, particularly through
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mass media, to enhance overall knowledge about HIV/AIDS. The existence of social and
cultural barriers that impede access to comprehensive knowledge is highlighted by the study.
This indicates a need for effective educational programs to improve individual understanding
[28].

Geographical differences significantly influence stigma behaviors. In 2007, higher stigma
due to limited information in rural areas was exhibited by urban areas. By 2017, more stigma
was shown in rural areas. These studies align with other research using IDHS data with the
general population, which found that rural respondents had a lower probability of high-level
stigma (OR=0.78) [24]. This suggests two possible conditions: either conservative values in
rural areas mean that HIV/AIDS is rarely discussed, or rural communities tend to be close-
knit with small populations knowing each other more intimately [29]. Interestingly, in 2017,
a lower probability of discrimination toward PLWH was shown in urban areas compared to
rural areas. As time passes, information becomes more accessible although rural areas still
have more limitations compared to urban areas. Individuals in rural areas face more barriers,
such as less information on safe sexual behaviors, leading to greater stigma against PLWH,
as shown by studies conducted in Ethiopia [30]. These limitations result in incomplete and
misleading information. In the Indonesian context, societal and cultural beliefs play a
significant role, with individuals in rural societies often associating HIV with immoral
behavior and believing that PLWH deserve punishment. The condition leads to higher levels
of discrimination [31]. A notable gap in this study is the increasing divide in stigma levels
between rural and urban areas, emphasizing the need for more targeted interventions in rural
regions, where social and cultural factors significantly influence HIV- stigma. This finding
is consistent with research conducted in various rural settings globally, indicating that rural
communities often stigmatize PLWH due to strong cultural norms and misconceptions [32].

Media exposure plays a significant role in shaping public perceptions and attitudes toward
HIV/AIDS, influencing levels of stigma, as shown by the study. In Indonesia, findings from
2012 and 2017 IDHS data indicate that higher levels of media exposure, particularly through
newspapers and television, were associated with increased HIV stigma. An alignment with a
study from Ganjam who points out that biased and prejudicial media coverage can actually
exacerbate stigma and discrimination. Such coverage can reinforce negative stereotypes and
contribute to the marginalization of those affected by HIV/AIDS [33], instead of mitigating
these issues. How HIV/AIDS is often portrayed in the media can be attributed to this.
Newspapers and television programs frequently sensationalize HIV/AIDS which perpetuates
fear and misunderstanding to attract viewers [34]. Media reports tend to focus on dramatic
and fear-inducing aspects of the disease, such as severe health consequences and instances
of rapid transmission, rather than providing balanced and educational content [35].
Stigmatizing beliefs are reinforced by this focus, which emphasizes the dangers of HIV/AIDS
without equally highlighting advances in treatment and the effectiveness of preventive
measures [36]. Furthermore, media coverage often emphasizes how HIV is transmitted rather
than how it can be prevented and managed. Anxiety about casual transmission and
interactions with PLHIV is created by this emphasis, fostering an environment where stigma
thrives. Similar patterns, where media focus on transmission and sensationalism heightened
stigma, have been shown by studies in Ethiopia [30]. In Indonesia, the lack of comprehensive
health education in the media also contributes to this issue. Fragmented information may be
provided by media outlets, leaving out important context and allowing misconceptions to fill
the gaps. This results in the public receiving incomplete or misleading information about
HIV/AIDS, perpetuating stigma [37]. Moreover, prevailing cultural and moral narratives are
often reflected and reinforced by media content. Media content can inadvertently reinforce
these stigmatizing views in societies where there is a strong association between HIV/AIDS
and moral failings [38]. This study fills a gap by highlighting the critical role of media in
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perpetuating HIV stigma, emphasizing the need for reform in media messaging and more
responsible health communication strategies to reduce stigma.

The findings of this study indicate that higher levels of knowledge about HIV are
associated with a lower possibility of engaging in stigmatizing behaviors. The importance of
providing comprehensive education about HIV/AIDS is highlighted by this. The study aligns
with this, showing that respondents with comprehensive knowledge about HIV/AIDS are
more likely to have positive attitudes toward PLHIV [39]. Myths and misconceptions that
often underlie stigma can be dispelled by accurate information about HIV/AIDS [40]. Fear
and stigmatization of PLHIV are less likely to happen when individuals understand the actual
modes of HIV transmission and recognize that casual contact poses no risk [41,42].
Misunderstandings about HIV transmission, such as the belief that HIV can be contracted
through casual contact like hugging or sharing utensils, contribute significantly to stigma.
Educated individuals who understand that HIV is transmitted through specific behaviors
(e.g., unprotected sex and sharing needles) are less likely to be irrational [42]. Moreover,
information about the challenges and discrimination faced by PLHIV is often included in
education, fostering empathy. However, greater knowledge can sometimes lead to more
discriminatory behavior, as indicated by research in Indonesia using the general population
[43]. Understanding the social and personal struggles of PLHIV can lead to more supportive
and less judgmental attitudes [44,45]. A more inclusive and supportive approach to those
affected by the virus is promoted by this broader understanding. The gap identified in this
context is the need for more focused educational interventions that target populations with
lower levels of formal education, as well as those in rural and remote areas, to ensure
equitable access to accurate information. A more inclusive and supportive approach to those
affected by the virus is promoted by this broader understanding. The gap identified in this
context is the need for more focused educational interventions that target populations with
lower levels of formal education, as well as those in rural and remote areas, to ensure
equitable access to accurate information. Evidence has shown that training programs
conducted in rural areas have been effective in preventing HIV and reducing stigma,
demonstrating that the key factor is accurate information and increased knowledge. This
underscores the potential for rural populations to become well-informed, challenging the
assumption that lower formal education equates to limited understanding [46]. Therefore,
fostering accurate knowledge through government programs and health education initiatives
is essential to reduce the stigma associated with PLHIV, as it provides the community with
precise information that can diminish discriminatory behaviors [47].

5 Conclusion

Factors to HIV stigma from 2007 to 2017 include significant changes and consistent trends.
Gender- stigma shifted over time, with boys exhibiting higher stigma in 2007 and girls
showing increased stigma in 2017. Age also plays a role, with older individuals (18-24)
generally demonstrating lower levels of stigma. The educational level remains a consistent
factor, with higher education associated with lower stigma across all years. Occupational
status has a relatively minor effect on stigma compared to other variables. Types of residence
experience a reversal in stigma trends, with urban areas displaying higher stigma in 2007 and
rural areas in 2017. Media exposure, particularly watching HIV- content, is linked to
increased stigma. Lastly, a higher level of HIV knowledge consistently correlates with lower
stigma throughout the study period. Policy recommendations include targeted awareness
campaigns, comprehensive media guidelines, better rural information access, gender-
sensitive interventions, and integrating comprehensive HIV/AIDS education into school
curricula and community programs.

10



BIO Web of Conferences 133, 00018 (2024) https://doi.org/10.1051/biocont/202413300018
The 5" ICOPH-TCD 2024

References

1. UNAIDS. HIV and AIDS Estimates, Indonesia 2022 n.d.
https://www.unaids.org/en/regionscountries/countries/indonesia.

2. Ministry of Health. National action plan, HIV/AIDS and STIs prevention and
control in Indonesia 2020-2024. Jakarta: 2020.

3. Kemenko PMK. Menuju Indonesia Bebas AIDS 2030 2020.

4. Centers for Disease Control and Prevention. HIV Stigma and Discrimination 2021.
https://www.cdc.gov/hiv/basics/hiv stigma/index.

5. UNAIDS. HIV and Stigma and Discrimination 2021.

6. Y. Sano, et al. Persistent misconceptions about HIV transmission among males and
females in Malawi. BMC Int Health Hum Rights. 16, 16 (2016)
https://doi.org/10.1186/s12914-016-0089-8.

7. St Xavier’s College. Integrating a youth-based stigma and discrimination reduction
curriculum in higher education. International Center for Research on Women 2013.

8. Ministry of Health Indonesia. Laporan Tahunan HIV AIDS. Jakarta: 2022.

9. D. Ratnawati, et al. Improving adolescents’ HIV/AIDS prevention behavior: A
phenomenological study of the experience of planning generation program (GenRe)
ambassadors as peer educators. Belitung Nurs J. 10, 5666 (2024)
https://doi.org/10.33546/bn;j.2883.

10. M. T. Adiansyah, et al. Determinants Of Stigma On People Living With Hiv And
Aids In Indonesia (Evidence From 2017 Idhs Data) (2023)
https://doi.org/10.20473/ijph.v118i2.2023.291-301.

11. E. Y. Sari. Determinan yang mempengaruhi stigma terhadap orang dengan
HIV/AIDS (ODHA) pada wanita pernah kawin usia 15-49 tahun di Indonesia.
(2014)

12. Z. Li, J. P. Morano, K. Khoshnood, E. Hsieh, & Y. Sheng. HIV-related stigma
among people living with HIV/AIDS in rural Central China. BMC Health Services
Research 18, 453 (2018). https://doi.org/10.1186/s12913-018-3245-0.

13. F. Maharani. Factors related to stigma toward people living with HIV/AIDS. Jurnal
Endurance 2, 158 (2017). https://doi.org/10.22216/jen.v2i2.1300.

14. S. Vorasane, et al. An investigation of stigmatizing attitudes towards people living
with HIV/AIDS by doctors and nurses in Vientiane, Lao PDR. BMC Health Services
Research 17, 125 (2017). https://doi.org/10.1186/s12913-017-2068-8.

15. K. Mateveke, B. Singh, A. Chingono, E. Sibanda, & I. Machingura. Is socio-
economic status a determinant of HIV-related stigma attitudes in Zimbabwe?
Findings from Project Accept. Journal of Public Health in Africa (2016).
https://doi.org/10.4081/jphia.2016.533.

16. S. Yaya, et al. Knowledge and attitude of HIV/AIDS among women in Nigeria: a
cross-sectional study. European Journal of Public Health 29, 111-117 (2019).
https://doi.org/10.1093/eurpub/cky131.

17. ICF. The Demographic and Health Survey.
https://www.icf.com/clients/health/demographic-health-surveys-technical-
assistance.

18. S. Zou, et al. Sexual and reproductive health and attitudes towards sex of young
adults in China. BMJ Sexual & Reproductive Health 48, el3—e21 (2022).
https://doi.org/10.1136/bmjsrh-2020-200766.

19. R. Khan, A. Bilal, & S. H. Siddiqui. Knowledge about HIV and discriminatory
attitudes toward people living with HIV in Pakistan. Pakistan Journal of Public
Health 9, 3741 (2019). https://doi.org/10.32413/pjph.v9il.237.

11


https://doi.org/10.1186/s12913-018-3245-0
https://doi.org/10.22216/jen.v2i2.1300
https://doi.org/10.1186/s12913-017-2068-8
https://doi.org/10.4081/jphia.2016.533
https://doi.org/10.1093/eurpub/cky131
https://www.icf.com/clients/health/demographic-health-surveys-technical-assistance
https://www.icf.com/clients/health/demographic-health-surveys-technical-assistance
https://doi.org/10.1136/bmjsrh-2020-200766
https://doi.org/10.32413/pjph.v9i1.237

BIO Web of Conferences 133, 00018 (2024) https://doi.org/10.1051/biocont/202413300018
The 5" ICOPH-TCD 2024

20. K. Lundgren, & A. Olausson. HIV/AIDS-related stigma and discrimination among
Vietnamese adolescents — a quantitative study (2013).

21. H.N. Lokko, & V.E. Stone. Stigma and prejudice in patients with HIV/AIDS. In
Stigma and Prejudice 167-182 (Springer, Cham, 2016).
https://doi.org/10.1007/978-3-319-27580-2_10.

22. S. Vorasane, et al. An investigation of stigmatizing attitudes towards people living
with HIV/AIDS by doctors and nurses in Vientiane, Lao PDR. BMC Health Services
Research 17, 125 (2017). https://doi.org/10.1186/s12913-017-2068-8.

23. N. Hartini, et al. Stigma toward people with mental health problems in Indonesia.
Psychology Research and Behavior Management 11, 535-541 (2018).
https://doi.org/10.2147/PRBM.S175251.

24. R.A.IL. Sadarang. Prevalence and factors affecting discrimination towards people
living with HIV/AIDS in Indonesia. Journal of Preventive Medicine and Public
Health 55, 205-212 (2022). https://doi.org/10.3961/jpmph.21.502.

25. G.T. Feyissa, et al. Stigma and discrimination against people living with HIV by
healthcare providers in Southwest Ethiopia. BMC Public Health 12, 522 (2012).
https://doi.org/10.1186/1471-2458-12-522.

26. A.K.M.A. Ullah. HIV/AIDS-related stigma and discrimination: a study of health
care providers in Bangladesh. Journal of the International Association of Physicians
in AIDS Care 10, 97-104 (2011). https://doi.org/10.1177/1545109710381926.

27. S. Igbal, et al. Determinants of overall knowledge of and attitudes towards
HIV/AIDS transmission among ever-married women in Pakistan: evidence from the
Demographic and Health Survey 2012-13. BMC Public Health 19, 793 (2019).
https://doi.org/10.1186/s12889-019-7124-3.

28. Y.R. Zhou. Morality, discrimination, and silence: understanding HIV stigma in the
sociocultural context of China. In Stigma, Discrimination and Living with
HIV/AIDS 117-132 (Springer, Dordrecht, 2013). https://doi.org/10.1007/978-94-
007-6324-1_7.

29. A. Anima-Korang, B.O. Gere, & N. Salimi. Stigma and discrimination: coping
strategies for persons living with HIV/AIDS in rural America. IJAFOR Journal of
Psychology & the Behavioral Sciences 4 (2018).
https://doi.org/10.22492/ijpbs.4.1.03.

30. M. Arefaynie, Y. Damtie, B. Kefale, & M. Yalew. Predictors of discrimination
towards people living with HIV/AIDS among people aged 15-49 years in Ethiopia:
amultilevel analysis. HIV/AIDS - Research and Palliative Care 13,283-292 (2021).
https://doi.org/10.2147/HIV.S299812.

31. N. K. Fauk, et al. Cultural and religious determinants of HIV transmission: a
qualitative study with people living with HIV in Belu and Yogyakarta, Indonesia.
PLoS One 16, ¢0257906 (2021). https://doi.org/10.1371/journal.pone.0257906.

32. M.A. Magadi. Understanding the urban—rural disparity in HIV and poverty nexus:
the case of Kenya. Journal of Public Health (Bangkok) (2016).
https://doi.org/10.1093/pubmed/fdw065.

33. N.K. Gouda. Mass media coverage of HIV/AIDS: the unintended consequences.
Journal of Media and Communication 3, 1-16 (2019).

34. N. A. Tomes. “creation of the media.” Feminist Media Histories 8, 85-116 (2022).
https://doi.org/10.1525/fmh.2022.8.4.85.

35. K. Srivastava, S. Chaudhury, P. Bhat, & S. Mujawar. Media and mental health.
Indian Psychiatry Journal 27, 1 (2018). https://doi.org/10.4103/ipj.ipj 73 18.

36. M. McCrea. How the Media Shapes Our Perception of HIV and AIDS. Healthline
(2020). https://www.healthline.com/health/media-and-perception-of-hiv-aids.

12


https://doi.org/10.1007/978-3-319-27580-2_10
https://doi.org/10.1186/s12913-017-2068-8
https://doi.org/10.2147/PRBM.S175251
https://doi.org/10.3961/jpmph.21.502
https://doi.org/10.1186/1471-2458-12-522
https://doi.org/10.1177/1545109710381926
https://doi.org/10.1186/s12889-019-7124-3
https://doi.org/10.1007/978-94-007-6324-1_7
https://doi.org/10.1007/978-94-007-6324-1_7
https://doi.org/10.22492/ijpbs.4.1.03
https://doi.org/10.2147/HIV.S299812
https://doi.org/10.1371/journal.pone.0257906
https://doi.org/10.1093/pubmed/fdw065
https://doi.org/10.1525/fmh.2022.8.4.85
https://doi.org/10.4103/ipj.ipj_73_18
https://www.healthline.com/health/media-and-perception-of-hiv-aids

BIO Web of Conferences 133, 00018 (2024) https://doi.org/10.1051/biocont/202413300018
The 5" ICOPH-TCD 2024

37. H. Arifin, et al. HIV-related knowledge, information, and their contribution to
stigmatization attitudes among females aged 15-24 years: regional disparities in
Indonesia. BMC Public Health 22, 637 (2022). https://doi.org/10.1186/s12889-022-
13046-7.

38. A. Aghaei, et al. Impact of Mass Media on HIV/AIDS Stigma Reduction: A
Systematic Review and Meta-analysis. AIDS Behav. 27, 3414-3429 (2023).
https://doi.org/10.1007/s10461-023-04057-5.

39. A. Farotimi, C. Nwozichi, & T. Ojediran. Knowledge, attitude, and practice of
HIV/AIDS-related stigma and discrimination reduction among nursing students in
southwest Nigeria. Iran Journal of Nursing and Midwifery Research 20, 705 (2015).
https://doi.org/10.4103/1735-9066.170011.

40. D. Suantari. Misconceptions and stigma against people living with HIV/AIDS: a
cross-sectional study from the 2017 Indonesia Demographic and Health Survey.
Epidemiol. Health 43, €2021094 (2021). https://doi.org/10.4178/epih.e2021094.

41. A. Mooss, et al. The relationship between health literacy, knowledge of health
status, and beliefs about HIV/AIDS transmission among Ryan White clients in
Miami. Health Educ. J 72, 292-299 (2013).
https://doi.org/10.1177/0017896912442952.

42. G. Fortwengel. Association of Education and Knowledge of HIV with HIV Stigma
in Thirteen Selected African Countries. Central African Journal of Public Health 4,
48 (2018). https://doi.org/10.11648/j.cajph.20180402.13.

43. N. Nursalam, et al, M. Determinants of the Discriminatory Behavior Experienced
by People Living with HIV in Indonesia: A Cross-sectional Study of the
Demographic  Health  Survey. Open AIDS J. 15, 1-9 (2021).
https://doi.org/10.2174/1874613602115010001.

44. N. L. J. Desyani, A. Waluyo, & S. Yona. The relationship between stigma,
religiosity, and the quality of life of HIV-positive MSM in Medan, Indonesia.
Enferm Clin. 29, 510-514 (2019). https://doi.org/10.1016/j.enfcli.2019.04.077.

45. F. Xie, et al. Social Capital Associated with Quality of Life among People Living
with HIV/AIDS in Nanchang, China. Int. J. Environ. Res. Public Health 16, 276
(2019). https://doi.org/10.3390/ijerph16020276.

46. Z. Shaluhiyah, A. Suryoputro, & D. Septialti. Short-term Effect of Training in
Increasing Midwives’ Knowledge, Attitudes, and Practices Related to HIV and
AIDS Prevention. Open AIDS J. 17 (2023). https://doi.org/10.2174/18746136-v17-
€230202-2022-18.

47. N.Nursalam, N. Dian Kurniawati, A. Abu Bakar, & T. Sukartini. Family Experience
in Caring for HIV Positive-Indonesian Migrant Workers: A Phenomenological
Study. Proceedings of the 8th International Nursing Conference on Education,
Practice and Research Development in Nursing (INC 2017), Paris, France: Atlantis
Press (2017). https://doi.org/10.2991/inc-17.2017.57.

13


https://doi.org/10.1186/s12889-022-13046-7
https://doi.org/10.1186/s12889-022-13046-7
https://doi.org/10.1007/s10461-023-04057-5
https://doi.org/10.4103/1735-9066.170011
https://doi.org/10.4178/epih.e2021094
https://doi.org/10.1177/0017896912442952
https://doi.org/10.11648/j.cajph.20180402.13
https://doi.org/10.2174/1874613602115010001
https://doi.org/10.1016/j.enfcli.2019.04.077
https://doi.org/10.3390/ijerph16020276
https://doi.org/10.2174/18746136-v17-e230202-2022-18
https://doi.org/10.2174/18746136-v17-e230202-2022-18
https://doi.org/10.2991/inc-17.2017.57

