
 
Department of Public Health and Caring 
Sciences Section of Caring Sciences  

 
 

HIV/AIDS-related stigma and discrimination among 
Vietnamese adolescents – A quantitative study 

 
 
 
 
 
 
 
 
 
 
 
Authors:    Supervisor:   
Karin Lundgren   Pranee Lundberg 
Alexander Olausson   Co-supervisor: 

Nguyen Thi Phuong Lan
 Examiner: 
 Clara Aarts  

 

Thesis in Caring Sciences 15 ECTS credits 

The Bachelor Programme of Science in Nursing 180 ECTS credits 

2013



	  

Sammanfattning 
 

Introduktion: Vietnam sägs vara landet med den snabbaste växande HIV-epidemin i Asien. 

HIV/AIDS-relaterad stigma och diskriminering är faktorer som påverkar HIV-epidemin 

negativt. 

Syfte: Syftet med föreliggande arbete var att undersöka HIV/AIDS-relaterad stigma och 

diskriminering bland vietnamesiska ungdomar. Syftet var också att undersöka skillnaderna 

mellan könen och mellan ungdomar i staden och på landsbygden i Ho Chi Minh City. 

Metod: En tvärsnittsstudie med en strukturerad enkät innehållande 4 domäner; 1. ”Rädsla för 

smittöverföring och sjukdom”, 2. "Association med skam, skuld och dom", 3. ”Personligt stöd 

till diskriminerande åtgärder eller principer”, 4. "Upplevelse av samhällets inverkan av 

diskriminerande åtgärder eller politik". Studien utfördes vid två gymnasieskolor i Ho Chi Minh 

City, Vietnam. Ett bekvämligheturval användes. Av det totala antalet 797 elever som fyllde i 

enkäten, var det 400 som användes med 200 från vardera gymnasieskola. 

Resultat: Majoriteten av studenterna hade hört talas om HIV/AIDS och cirka en femtedel 

kände någon som lever med HIV/AIDS. I domän 2 ansåg majoriteten (87,0%) att de som 

lever med HIV/AIDS bör ges vård och behandling, bara om de slutar att delta i omoraliska 

eller olagliga aktiviteter. Fler manliga än kvinnliga ungdomar, samt fler ungdomar i staden än 

de på landsbygden, instämde i detta. I domän 4 trodde fler manliga än kvinnliga ungdomar i 

stadsområdet att människor som lever med HIV/AIDS utsätts för verbal misshandel eller blir 

retade. I samma domän rapporterade fler ungdomar som bor i staden än de på landsbygden att 

människor som lever med HIV/AIDS blir utsatta för vanvård av sina familjer och utstötta av 

sina kamrater. 

Slutsats: HIV/AIDS-relaterad stigmatisering och diskriminering förekommer bland 

vietnamesiska ungdomar. Vården bör vara medveten om detta problem när de ger 

hälsoupplysning till ungdomar och planerar interventionsprogram för att förebygga problemet. 

 

Nyckelord: HIV/AIDS, Stigma, Diskriminering, Ungdom, Vietnam 

 

  



	  

Abstract 
 

Introduction: Vietnam is said to be the country with the fastest growing HIV epidemic in 

Asia. HIV/AIDS-related stigma and discrimination are factors that affect the HIV-epidemic 

negatively. 

Aim: The aim of this study was to investigate HIV/AIDS-related stigma and discrimination 

among Vietnamese adolescents. The aim was also to investigate the differences between 

genders, and between adolescents in an urban area versus a rural area in Ho Chi Minh City 

about these issues. 

Method: A cross-sectional study using a structured questionnaire containing four domains: 1. 

"Fear of transmission and disease", 2. "Association with shame, blame and judgment", 3. 

"Personal support of discriminatory actions or policies", 4. "Perceived community support of 

discriminatory actions or policies”. The study was carried out at two high schools in Ho Chi 

Minh City, Vietnam. A convenience sample was used. Out of the total number of 797 who 

filled in the questionnaire, 400 were used with 200 from each high school. 

Results: The majority had heard about HIV/AIDS and about a fifth knew someone living 

with HIV/AIDS. In domain 2 the majority (87.0 %) considered that people living with 

HIV/AIDS should be given treatment and care, only if they stop participating in immoral or 

illicit activities. More male than female adolescents, as well as more adolescents in urban 

area than rural area, agreed to this. In domain 4 more male than female adolescents in the 

urban area reported that people living with HIV/AIDS in this community face verbal abuse 

or teasing. In the same domain, more adolescents living in the urban area than those in the 

rural area reported that people living with HIV/AIDS in this community face neglect from 

their family and rejection from their peers.  

Conclusion: HIV/AIDS-related stigma and discrimination exists among Vietnamese 

adolescents. The healthcare should be aware of this matter when providing health education to 

adolescents and planning intervention programs in order to prevent this issue. 
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1. INTRODUCTION 
According to UNAIDS (2010) the global number of people living with HIV in 2010 is 

estimated to 33.3 million and the newly infected with HIV in 2009 is estimated to 2.6 million 

people. HIV/AIDS-related stigma is based on negative beliefs, feelings and attitudes towards 

people living with HIV/AIDS or people associated with HIV/AIDS. HIV/AIDS-related 

discrimination refers to unfair treatment, acts and omission of an individual with HIV/AIDS 

or a person with perceived HIV-status (UNAIDS, 2010). 

	  

1.1 About HIV and AIDS 

HIV stands for human immunodeficiency virus and it is a retrovirus that infects the human 

immune system. The virus infects the key components of the immune system, which are T-

helper cells and macrophages, and destroys or impairs their functions (UNAIDS, 2010). A 

human with a deficient immune system is more likely to get infections and illnesses that 

usually do not affect people with a healthy immune system, such as pneumonia and cancer. 

When a person has been affected by one or more infection or illness and the level of T-helper 

cells has fallen below 200 cells per cubic millimetre of blood a person is said to have AIDS, 

which stands for acquired immunodeficiency syndrome (AMFAR, 2012). The HIV virus can 

be transmitted through blood, semen, vaginal secretions and breast milk. High-risk activities 

that allow HIV transmission is unprotected sexual intercourse, transfusion of contaminated 

blood, sharing of contaminated needles and between a mother and child during pregnancy, 

childbirth and breastfeeding (AIDS.org, 2012). HIV and AIDS are incurable diseases, but 

there are medical treatment that can prolong a person’s life. The medical treatment is 

antiretroviral therapy, ART, and it reduces the amount of HIV in the bloodstream and enables 

the body’s immune cells to recover to normal levels (AMFAR, 2012). 

 

1.2 The global situation of HIV/AIDS 

Since 1999, the year when the HIV epidemic peaked, the global number of newly infected 

people has fallen by 19 %. The global number of AIDS-related deaths in 2009 is estimated to 

1.8 million, which is a significant decline from the 2.4 million deaths in 2001, thanks to the 

improved antiretroviral therapy. Although the trend has reversed, there is still a long way to 

UNAIDS vision of zero new HIV infections and zero AIDS-related deaths (UNAIDS 2010). 

According to UNAIDS (2010) statistics regarding new HIV infections the prevalence has 

fallen by more than 25 % in the countries most affected by HIV between 2001 and 2009, 

which shows that HIV prevention works. Although HIV prevention can alter the course of the 
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epidemic, there are still areas that can make the epidemic worse, such as stigma and 

discrimination (UNAIDS, 2010). The ignorance about the disease, fear of discrimination and 

avoidance of testing and treatment contribute to spread of the disease (Mawar, Sahay, Pandit 

& Mahajan, 2005). 

 

1.3 The HIV/AIDS situation in Vietnam 

The population in Vietnam is 87.9 million and 4 million of them live in the biggest city, Ho 

Chi Minh City (Nationalencyklopedin, 2012). Today about 278,100 people are living with 

HIV in Vietnam and in Ho Chi Minh City there are more than 70,000 people living with HIV. 

Vietnam is said to be the country with the fastest growing HIV epidemic in Asia. The HIV 

epidemic in Vietnam is primarily caused by injection drug use and commercial sex work. In 

Ho Chi Minh City the prevalence of HIV among injection drug users is 30 % and among 

commercial sex workers 11 % (Thi et al., 2008). The information about HIV reached Vietnam 

in 1986 and the first case of HIV in Vietnam was diagnosed in Ho Chi Minh City in 1990. 

Until 1995 HIV was mostly localized among injection drug users and prostitutes in the 

southern cities of Vietnam. Later it also appeared in the northern provinces, although in a 

smaller range, because of the lower rate of injection drug users in the northern region (Maher, 

Coupland & Mausson, 2006). 

 

1.4 Stigma and discrimination 

Reidpath, Brijnath and Chan (2007) refer to Erving Goffman regarding the definition of 

stigma and discrimination. According to Goffman stigma is a derogatory attribute, which 

makes the stigmatised people “not quite human”.  Discrimination describes the actions that 

“... we exercise through which we effectively, if often unthinkingly, reduce his life chances” 

(Reidpath et al., 2007, p. 118). The social process of stigma and discrimination begins with 

marking the individual in terms of attributes that divides him or her apart from the social 

norm. The marking of the individual, stigma, makes him or her a target for the perpetrator to 

practice negative behaviour, discrimination. Mawar et al. (2005) also refers to Goffman as 

they describe stigma, where stigma is conceptualized as a problem of ‘they’ and ‘us’. 

 

1.5 HIV/AIDS-related stigma and discrimination worldwide 

HIV-related stigma can be expressed in discriminatory actions such as abandonment, avoiding 

contact, verbal harassment, physical violence, verbal discreditable blaming and gossip. Even 

though HIV-related stigma often leads to discrimination, a person can feel stigma towards 
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another but she or he can decide not to act in a discriminatory or unfair way. Conversely, a 

person can discriminate another without personally be holding stigmatizing beliefs (UNAIDS, 

2010). 

 

In a global cross-sectional study of perceived HIV-related stigma among people living with 

HIV made in 2012, 37 % of the 2035 participants reported loneliness and social isolation as a 

result of their HIV-status. About 27 % of the participants also reported symptoms of 

depression and the reported factors were living in North America versus other regions, not 

belonging to a support group, being unemployed and not disclosing HIV-status to anyone. 

About 78 % of the participants reported experiences of stigma related to their HIV-status. The 

most commonly reported stigma by 47 % of the participants was that people believe that 

people living with HIV engage in risky behaviour, such as sexual promiscuity, drug use and 

prostitution. The stigma affecting the participants mostly was social avoidance and beside that 

others’ false perceptions of modes of HIV transmission (Nachenga et al., 2012). 

 

People living with HIV/AIDS all over the world are rejected by strangers and family, 

discriminated at work and in health care, evicted from their homes and subjects for physical 

violence. These forms of discrimination have deterred individuals from being tested for HIV 

and from disclosing their HIV-status for sexual partners, family and friends (Mawar et al., 

2005). Nyblade, Strangle, Weiss and Ashburn (2009) also claims that fear of being identified 

as someone infected by HIV increases the risk for people to avoid from testing for HIV or 

seeking treatment and care, disclosing their HIV-status to health care providers and family 

members. 

 

HIV-related stigma is a threat to the global HIV/AIDS pandemic. Stigma has devastating 

effects on health and disease transmission in terms of delay in seeking care, not to reveal 

one’s HIV-status due to fear of isolation and rejection and by refusing to follow medical 

advice (Genberg et al., 2008). HIV-related stigma and discrimination has been described as 

the "greatest barriers" to disease prevention and to provide care and support for those living 

with HIV/AIDS (Reidpath et al., 2007; Nyblade et al., 2009). According to Mawar and co-

workers (2005) the factors related to stigma and discrimination are poorly understood and not 

enough attempts have been made to understand the problem. However, fear of HIV infection, 

misunderstandings about HIV transmission and negative representations of people living with 

HIV might be underlying factors to HIV-related stigma and discrimination (Thi et al., 2008). 
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These statements are also supported by the qualitative study of Hong et al. (2008), examining 

the expressions of HIV-related stigma among rural-to-urban migrants in China. The 

participants reported fear of being associated with HIV/AIDS or groups at risk of HIV/AIDS, 

fear of HIV transmission and its negative social consequences and moral judgment (Hong et 

al., 2008). 

 

About 89 % of the countries worldwide acknowledge or address human rights in their national 

AIDS strategies and 92 % of them have developed programmes in order to reduce HIV-

related stigma and discrimination. But the criminalization of people living with HIV is still a 

major challenge for the AIDS response. More than 80 countries worldwide have laws 

prohibiting same-sex behaviour and in 51 countries there are also laws controlling travel in 

specific territories for people living with HIV. These discriminatory and unjust laws drive 

HIV in the background and inhibit efforts to expand access to HIV-prevention, treatment, care 

and support (UNAIDS, 2010). 

 

1.6 HIV/AIDS-related stigma and discrimination among adolescents 

About 60% of all the new HIV infections worldwide are among people between 15-24 years 

old and they are highly vulnerable to acquire HIV and other sexually transmitted infections 

(Yahaya, Jimoh and Balogun, 2010). According to Fielden, Chapman and Cadell (2011), 

adolescents are a vulnerable group of the population that are most affected by HIV/AIDS-

related stigma. It is particularly harmful to adolescents because of their stages of development 

in life. Acceptance and encouragement by others are very important during the transition into 

adulthood (Fielden et al., 2011). The study of Rydström, Ygge, Tingberg, Navèr and Eriksson 

(2012) shows that young people in Sweden living with HIV protect themselves from the risk 

of being stigmatized by hiding their HIV status and only declare it in healthcare situations. 

Among friends and in school they pretend to be as healthy as the others. They also want to 

protect their siblings from stigma and the topic HIV was often taboo even in the family. To 

live with HIV was described as living with a dark secret and the participants used the silence 

as a strategy to conceal their HIV status (Rydström et al., 2012). 

 

Several authors claim that lack of knowledge about HIV/AIDS might be an underlying factor 

to stigma and discrimination (Mawar et al., 2005; Thi et al., 2008; Nachenga et al., 2012). 

Gómez-Bustamante and Cogollo-Milanés (2011) found that about 10 % of the 2625 high-

school students in a large city in Columbia had enough knowledge about HIV/AIDS. It was 
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also shown that being a student in private school combined with increased age were factors 

associated to better knowledge about HIV/AIDS. In Turkey 705 high-school students 

participated in a quantitative study for the purpose of determining their knowledge and 

attitudes about HIV/AIDS. The result showed all the students have moderate knowledge 

levels. Scores of knowledge were increased in parallel with students’ age, the boys had higher 

scores than the girls, and the students at private school had better overall knowledge about 

HIV/AIDS (Savaser, 2003).  

 

According to Badahdah and Sayem’s study (2010) about HIV/AIDS-related knowledge and 

stigma among college students in Yemen, the results show that the students had several 

misunderstandings about HIV/AIDS transmission and held stigmatizing attitudes towards 

people living with HIV/AIDS. Also in this study the female students showed a lower level of 

knowledge about HIV/AIDS compared to the male students. However, the male students were 

more likely to have stigmatizing attitudes towards people living with HIV/AIDS (Badahdah & 

Sayem, 2010). A similar study was carried out among college students in Dar-es-Salaam in 

Tanzania, where the results showed that the students feared people living with HIV/AIDS, 

leading to stigma and discrimination against them. The lack of knowledge and the fatal 

character of HIV/AIDS were seen as the determinants of HIV/AIDS-related stigma and 

discrimination among the respondents (Maswanya, Brown & Merriman, 2009). Several 

researchers suggest more efforts to improve education and information about HIV/AIDS and 

future needs of studies in this field (Badahdah & Sayem, 2010; Maswanya, Brown & 

Merriman, 2009; Gómez-Bustamante and Cogollo-Milanés, 2011; Savaser, S, 2003). 

 

There is insufficient data about HIV/AIDS-related stigma and discrimination among 

adolescents in Vietnam, compared to other countries presented in this introduction. Due to the 

increasing number of people living with HIV/AIDS in Vietnam (UNAIDS, 2010) and hence 

stigma and discrimination have devastating effects on the global HIV pandemic (UNAIDS, 

2010), it is important to examine the HIV/AIDS-related stigma and discrimination among 

Vietnamese adolescents. This study highlights which areas of stigma and discrimination that 

are represented among adolescents in two high schools of Ho Chi Minh City. The results can 

be used as data in future studies to improve method of education and communication to 

adolescents about health information in general and HIV/AIDS in particular. 
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1.7 HIV/AIDS-related stigma and discrimination in Vietnam 

HIV/AIDS-related stigma and discrimination is an increasing problem in Vietnam. A 

qualitative study of stigma and discrimination against people living with HIV in Ho Chi Minh 

City in Vietnam by Thi et al. (2008) shows that nearly all of the 53 participants had 

experienced some form of stigma and discrimination. Fear and misperceptions about the 

transmission of HIV were noted by participants as causes of stigma and discrimination. Public 

health campaigns with negative images of death and illness made to scare people from high-

risk behavior has also fostered the fear of HIV. The government's designation of "social evils" 

such as illegal drug use, prostitution and crime, has become deeply associated with HIV in 

Vietnam (Thi et al., 2008; Brickley et al. 2008; Maher et al., 2006). 

 

According to Thi et al. (2008) acts of discrimination occurred within various sectors of the 

society, such as health care, workplace, family and community. In their study almost half of 

the participants were unemployed and some of the participants quit their jobs because of HIV-

related discrimination at workplace. Many participants reported isolation within the family, 

where relatives used to avoid physical contact or sharing meal. In some extreme cases, 

participants were forced out of their homes. For those participants whose HIV-status was 

known in the neighbourhood, stigma and discrimination was commonly reported. Stigma and 

discrimination often led to self-isolating behaviour and/or low self-esteem. Participants even 

reported thoughts about committing suicide. (Thi et al., 2008). 

 

Tran et al. (2011) made a study in 2008 to determine the health-related quality of life (HRQL) 

in adults living with HIV compared to the general population in Vietnam. The characteristics 

of the study participants shows that more of the HIV-positive respondents were unemployed, 

had a lower level of education and were living alone compared to the HIV-negative 

respondents. It was also found that respondents undergoing antiretroviral treatment with 

history of injecting drugs had a significant lower HRQL than the general group (Tran et al., 

2011). 

 

Gaudine, Gien, Thuan and Dung (2009) found that people living with HIV in a rural area of 

Vietnam experienced stigma in terms of being avoided, anger and rejection and being viewed 

as a social ill. The family members of people living with HIV witness stigma in form of 

distancing by neighbours, being viewed as poor parents, discrimination by health 

professionals and overhearing condescendingly discussions about people living with HIV. 
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Community members, leaders and health care workers considered stigma as a fair reward due 

to “bad behaviour”. Some community members even suggested that people with HIV should 

live in a segregated area in order to avoid HIV-related stigma and reduce the risk of spreading 

the disease (Gaudine et al., 2009). 

 

In a qualitative study conducted by Brickley et al. (2008), exploring discrimination among 

HIV-positive pregnant and postpartum women in Ho Chi Minh City, most of the women had 

experienced HIV-related stigma and discrimination both in the community and in the family. 

They reported fear of disclosing their HIV-status because of fear of stigma and discrimination 

in the community. The government’s propaganda associating HIV to “social evils” was 

reported as a primary effect to experienced HIV-related stigma and discrimination. Stigma 

and discrimination in the family was commonly reported, but the participants also described 

receiving support from the family, particularly their mothers and partners (Brickley et al., 

2008). Also in the study of Maher et al. (2007), care and support from the family was 

reported. However, many participants reported isolation and abandonment from the family. 

The authors describe the abandonment of a HIV-positive family member as a form of 

“prevention” or “protection”, because Vietnamese families not always have enough 

knowledge about HIV infection and fear can sometimes be stronger than love. The 

participants in the study of Maher et al. (2006) highlighted the importance of education for 

family and community members regarding HIV transmission in order to increase the family 

support and reduce the impact of HIV-related stigma and discrimination in Vietnam. The 

greater efforts are needed to address discrimination in the health care setting. 

 

Despite stringent laws in Vietnam to reduce health care-related discrimination of people 

living with HIV/AIDS, Khoat et al. (2005) claims that people living with HIV/AIDS 

experience structural discrimination in their daily lives. Health care-related discrimination in 

form of refusal to treat, different treatment and non-privacy were frequently reported by the 

participants (Khoat et al., 2005). The results of the quasi-experimental study by Oanh et al. 

(2008) shows high levels of fear regarding casual contact with HIV-positive people among 

health care workers in Vietnam. About 48 % of the health care workers feared sharing utility 

with HIV-positive individuals and 37 % feared touching the skin of a person infected by HIV. 

Deprecation was also commonly reported among the health care workers and nearly 40 % 

reported that HIV-positive people should be ashamed of themselves and that HIV infection 

was a punishment for bad behaviour. Also in the study of Maher et al. (2006) stigma and 
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discrimination was found among health care workers, even those involved in HIV/AIDS 

prevention and care. Although, participants both in the study by Maher et al. (2006) and Thi et 

al. (2008) reported that doctors and health care workers in Vietnam specialised in HIV/AIDS 

care showed more compassion and empathy. 

 

According to a Vietnamese household-based population study by Tuan et al. (2008), the 

attitudes towards people living with HIV/AIDS among 2553 women and 1984 men were 

much more positive in a rural area, Thai Binh, than an urban area, Ho Chi Minh City. The 

positive attitudes among the respondents towards people living with HIV/AIDS were 

associated with older age, male sex, rural location and knowledge about antiretroviral therapy. 

However, a lot of respondents in the rural area still thought that people living with HIV/AIDS 

should be ashamed of themselves and blamed for bringing HIV into the community, 

compared to the urban respondents. The rural respondents also held more conservative 

attitudes in general compared to the respondents in the urban area. In this study the 

knowledge about HIV/AIDS was high and misconceptions were low in both the rural and the 

urban area and there were no significant difference between the genders (Tuan et al., 2008). 

 

2. THEORETICAL FRAMEWORK 

In this study Joyce Travelbee's theory of interpersonal relationship was used as a theoretical 

framework. This theory considers the individual as a unique and irreplaceable human being. 

Travelbee believes that suffering is a part of life and that everyone will experience it 

sometime. Travelbee has no strict definition of health and consider health as a subjective 

experience. A person with a diagnosed disease, as in this study people living with HIV, can 

experience good health as well as a person with absence of disease can experience poor 

health. Travelbee’s theory can be related to individuals as well as to family and to the society. 

Her perspective on the caregiver’s task describes attitudes and behaviours that may affect the 

relationship between the caregiver and patient. In cases where the disease cannot be cured, 

she believes that nursing is designed to help patients find meaning in their illness, pain, 

suffering and death. Travelbee claims that a person is just as healthy as he/she feels and 

according to this study the attitudes and behaviour of Vietnamese adolescents will affect the 

experience, pain and suffering among the people living with HIV/AIDS (Travelbee, 2001). 
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3. RATIONAL OF RESEARCH 
HIV/AIDS-related stigma and discrimination is a major problem worldwide. From the 

literature review, there are few studies in Vietnam concerning HIV stigma and discrimination 

among adolescents. Stigma is a complex issue that has deep roots in the domains of gender, 

race, ethnicity, class, sexuality and culture. People living with HIV/AIDS are a vulnerable 

group in the healthcare setting. The prevention of HIV/AIDS has been hindered not only by 

stigma, but also by the discrimination related to HIV/AIDS. Fear of discrimination leads to 

avoidance of testing and thereby to the spread of HIV. It is very important to carry out this 

study in order to increase the understanding of HIV/AIDS-related stigma and discrimination 

among Vietnamese adolescents. The results will enlighten the characteristics of HIV/AIDS-

related stigma and discrimination and help detecting the problems. Better understanding of 

this matter can help healthcare professionals to develop and implement stigma-reduction 

programs designed for school-based adolescents. Such programs will also contribute to 

reduction of discriminatory actions and facilitate HIV prevention services and treatment. 

Sweden, like many other western countries, has turned into a multicultural society in which 

people have different attitudes and perceptions about people living with HIV/AIDS. 

Therefore, this study can also be relevant for intervention programs for adolescents 

concerning HIV/AIDS-related stigma and discrimination in Sweden and similar countries. 

 

4. AIM 

The aim of this study was to investigate HIV/AIDS-related stigma and discrimination among 

Vietnamese adolescents. The aim was also to investigate the differences between genders, and 

between adolescents in an urban area versus a rural area in Ho Chi Minh City about these 

issues. 

 

5. RESEARCH QUESTIONS 

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

Vietnamese adolescents? 

2. Are there gender related differences concerning HIV/AIDS-related stigma and 

discrimination? 

3. Are there any differences between adolescents living in an urban area and in a rural area in 

Ho Chi Minh City concerning HIV/AIDS-related stigma and discrimination? 
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6. METHOD 

 

6.1 Design 

A descriptive cross-sectional study with quantitative method was used. 

 

6.2 Setting 

The data were collected at two high schools in Ho Chi Minh City, one high school in a rural 

area of Cu Chi district and another in an urban area in Ho Chi Minh City. The data were 

collected during three weeks in November 2012. 

 

6.3 Sample 

A convenience sample of participants was used to select the participants. The students from 

the two high schools were asked to participate. The 431 students from the high school in Cu 

Chi District filled in the questionnaire, but 80 were excluded due to not have filled in all the 

questions in the questionnaire. The 366 students from the high school in Ho Chi Minh City 

filled in the questionnaire, but 119 were excluded because they did not fill in all the questions 

in the questionnaire. Out of the total number of properly filled in questionnaires (n = 598), 

200 from each school were selected according to grade and gender. To create a well-

distributed sample, the questionnaires were first sorted into 2 piles according to school. 

Secondly the questionnaires were sorted into 4 piles according to gender. The questionnaires 

were furthermore sorted according to grade, which finally resulted in 12 piles. Out of the 12 

piles the 400 questionnaires were selected, about the same number (n = 33) from each pile. It 

was noticed that the girls in 10th grade in Cu Chi high school were overrepresented (n = 138). 

The inclusion criteria were: (1) they were male and female students in the high schools, (2) 

they were between 15-18 years old, (3) they agreed to participate, and (4) all the questions in 

the questionnaire were filled in.  

 

6.4 Data collection 

A questionnaire has been developed for this study by the main supervisor Pranee Lundberg, 

Associate Professor at the Department of Public Health and Caring Sciences, Uppsala 

University, and the co-supervisor Ms. Nguyen Thi Phuong Lan, Lecturer at the Department of 

Nursing, University of Medicine and Pharmacy in Ho Chi Minh City. The questionnaire was 

based on a study by Zelaya, Sivarum, Hohnson, Srikrishnan, Solomon and Celentano (2008). 
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The questionnaire was adjusted according to the situation in Vietnam. In part 1, question 9 

“With whom do you live with?”, the answer “Friend/boyfriend/girlfriend” was divided into 

two separate options, “Friend/friends” and “Boyfriend/girlfriend”. The questionnaire was 

written in English and then Ms. Nguyen Thi Phuong Lan translated it into Vietnamese. The 

questionnaire consisted of two parts; (1) demographic characteristic information and (2) 

HIV/AIDS-related stigma and discrimination. 

 

The first part consisted of eleven questions: age, gender, grade of school, religion, 

relationship, employment, stay in Ho Chi Minh City, who they live with, if they heard about 

HIV/AIDS and if they know anyone with HIV/AIDS. The participants could choose from 

predetermined options by marking “X” in the answer box. 

 

The second part concerning HIV/AIDS-related stigma and discrimination was developed for 

this study by using the literature of Zelaya et al. (2008). The second part consisted of 24 items 

divided in 4 domains with 6 items in each; (I) Fear of transmission and disease (item: 1-6), 

(II) Association with shame, blame and judgement (item: 7-12), (III) Personal support of 

discriminatory actions or policies (item: 13-18), and (IV) Perceived community support of 

discriminatory actions or policies (item: 19-24). The first domain, “Fear of transmission and 

disease”, was formed to capture the underlying reasons for refusing contact with people living 

with HIV/AIDS and the actual behaviour of avoiding casual contact to people living with 

HIV/AIDS. The second domain, “Association with shame, blame and judgment”, intended to 

capture the feelings and opinions about behaviour or groups associated with HIV/AIDS. The 

third domain, “Support of discriminatory actions or policies”, aimed to capture personal 

thoughts of how people living with HIV/AIDS should be treated. The fourth domain, 

“Perceived community support of discriminatory actions or policies”, aimed to capture 

personal thoughts of how the community treats people living with HIV/AIDS. Each item was 

a 4-point Likert scale ranging from strongly agree (coded as 4) to strongly disagree (coded as 

1). The internal consistency reliability for each item in the finalized HIV/AIDS stigma scale 

was high, Interclass Correlation Coefficient (ICC) and Cronbach’s Alpha coefficient (α) = 

0.86 (Zelaya et al., 2008). 

 

6.5 Procedure 

The project was made in collaboration within Linnaeus-Palme Exchange Programme between 

the Department of Public Health and Caring Sciences at Uppsala University, Sweden and the 
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Faculty of Nursing and Medical Technology, University of Medicine and Pharmacy in Ho Chi 

Minh City, Vietnam. 

 

Ms. Nguyen Thi Phuong Lan, the co-supervisor submitted the research project to the 

committee at the Faculty of Medicine and Medical Technology for approval and got ethical 

approval. She also contacted the Directors of the two high schools in Ho Chi Minh City to 

carry out the study and got permission. 

 

The participants were recruited from two different high schools in Ho Chi Minh City, one in a 

rural area and one in an urban area. The schools were selected with help from Ms. Nguyen 

Thi Phuong Lan, the co-supervisor who has been responsible for the access and the number of 

participants. The authors together with the co-supervisor visited the selected high schools for 

collecting data. The authors gave information about the study and how to participate to the 

students before distributing the questionnaire to them. The co-supervisor acted as an 

interpreter to ensure that the information had been understood. The information about the 

study was also attached to the questionnaires. The participants answered the questionnaire and 

it took about 5-15 minutes to answer. The authors and the co-supervisor collected the 

questionnaires after the participants had finished. It is unknown how many students who 

chose to not participate, since the authors never counted the distributed questionnaires.  

 

6.6 Ethical consideration  

The study was approved by the ethics committee at the Faculty of Nursing and Medical 

Technology, University of Medicine and Pharmacy in Ho Chi Minh City. The Directors of the 

two high schools had given permission for collecting data. To ensure the students 

understanding of the study, both written and oral information was given to the participants. 

Participation was voluntary and anonymous, and the data was analyzed confidentially. In 

Vietnam questions regarding HIV/AIDS are considered sensitive, hence the importance of 

informing the students that participation was anonymous and voluntary. Participants could at 

any time choose to withdraw their participation (Codex, 2011). 

 

6.7 Data analysis 

Statistical Package for the Social Sciences (SPSS) was used to analyze the data from the 

questionnaires.  The data were coded into numbers to use it in SPSS. For example, part 1, 

question 2 “Gender”, [0] Male and [1] Female. Descriptive statistics was used to analyze the 
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demographic background data in the first part of the questionnaire. Mann Whitney U-test was 

used for comparison between male and female adolescents, and between adolescents living in 

an urban area and in a rural area, concerning HIV/AIDS-related stigma and discrimination. A 

significant difference must have p-value less than or equal with 0.05. The final results were 

presented in text and tables (Polit & Beck, 2009). 

 

7. RESULTS 
 

7.1 Demographic characteristics of adolescents 

The 200 adolescents in the high school in Ho Chi Minh City consisted of 106 (53%) female 

and 94 (47%) male students, while the 200 adolescents in the high school in Cu Chi consisted 

of 106 (53%) female and 94 (47%) male students. Their age ranged from 14 to 18 years in the 

two high schools, and the majority of age in Ho Chi Minh City and Cu Chi was 17 years old. 

The majority of the students in Ho Chi Minh City were Buddhists and in Cu Chi the majority 

were non-religious. Most of the respondents in both high schools had no partner and no extra 

job. The majority of the adolescents in both urban and rural areas had lived in Ho Chi Minh 

City for 10 years or longer and lived with their parents/family. Almost everyone (99 %) in 

both urban and rural areas had heard about HIV/AIDS. About 19.5% of the adolescents in 

urban area and 22.5% in rural area knew someone living with HIV/AIDS. See Table1.   

 
Table 1. Demographic characteristics of adolescents (N=400) 
 
Demographic characteristics Ho Chi Minh City 

Total 
Cu Chi 
Total 

 N % N % 
Gender     

Men 94 47.0 94 47.0 
Women 106 53.0 106 53.0 

Age     
14 0 0.0 2 1.0 
15 46 23.0 65 32.5 
16 72 36.0 41 20.5 
17 77 38.5 84 42.0 
18 5 2.5 8 4.0 

Education     
10th grade 68 34.0 76 38.0 
11th grade 67 33.5 48 24.0 
12th grade 65 32.5 76 38.0 

Religion     
No religion 53 26.5 137 68.5 
Buddhist 100 50.0 50 25.0 
Catholic 42 21.0 13 6.5 
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Protestant 2 1.0 0 0.0 
Jehovas Witnesses 2 1.0 0 0.0 
Other 1 0.5 0 0.0 

Partner     
Yes 65 32.5 66 33.0 
No 135 67.5 134 67.0 

Employment     
Yes 12 6.0 8 4.0 
No 188 94.0 192 96.0 

Duration in HCMC     
0-10 years 15 7.5 11 5.5 
>10 years 185 92.5 189 94.5 

Living with     
Parents/family 193 96.5 196 98.0 
Friends 0 0.0 2 1.0 
By themself 3 1.5 0 0.0 
Partner 0 0.0 0 0.0 
Aunt and/or grandma 4 2.0 2 1.0 

Have heard about HIV/AIDS     
Yes 198 99.0 198 99.0 
No 2 1.0 2 1.0 

Know people with HIV/AIDS     
Yes 39 19.5 45 22.5 
No 161 80.5 155 77.5 

 

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

Vietnamese adolescents 

In domain 1 “Fear of transmission and disease”, the majority of the respondents showed 

generally low fear of transmission and disease. However, 22.3 % of the respondents believed 

they would get infected with HIV if they were coughed or sneezed on by someone who has 

HIV/AIDS and 25 % feared they could get infected if they were exposed to the saliva of 

someone who has HIV/AIDS. 

 

In domain 2 “Association with shame, blame and judgment”, one fifth (21.8 %) thought that 

HIV/AIDS is a punishment for bad behaviour. The majority (71.2 %) reported that it is the 

women prostitutes that spread HIV in the community and 38.5 % reported that people with 

HIV are promiscuous. A significantly large amount of the respondents (87.0 %) reported that 

people who have HIV/AIDS should be given treatment and care, only if they stop 

participating in immoral or illicit activities. 

 

The results in domain 3 “Personal support of discriminatory actions or policies” show that 

16.8 % of the respondents think that people with HIV/AIDS should not be allowed to work 

with not-infected people. The results also show that 22.8 % of the respondents think that if a 



	   15	  

teacher has HIV, but is not sick, he or she should not be allowed to continue teaching in 

school. 

 

In domain 4 “Perceived community support of discriminatory actions or policies”, 31.1 % of 

the students believed that people living with HIV/AIDS face neglect from their family and 

39.8 % did not think that people want to be friends with someone who has HIV/AIDS. About 

22.5 % believed that people living with HIV/AIDS in this community face ejection from their 

homes by their families and 28.5 % also believed that people living with HIV/AIDS face 

rejection from their peers. Nearly a third (32.5 %) of the respondents thought that people 

living with HIV/AIDS face verbal abuse or teasing. Furthermore, 28.3 % of the respondents 

thought that people living with HIV/AIDS get abandoned by their spouse or partner.  

 
Table 2. HIV/AIDS-related stigma and discrimination scale in the four domains. 

Item Mean (SD) *1 2 3 4 
N (%) N (%) N (%) N (%) 

Domain 1: Fear of transmission and disease  
1. If you kiss someone on the cheek that 
has HIV/AIDS you might get infected. 1.58 (0.73) 213 (53.3) 158 (39.5) 15 (3.8) 14 (3.5) 

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

1.95 (0.81) 127 (31.8) 184 (46.0) 73 (18.3) 16 (4.0) 

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

2.04 (0.86) 111 (27.8) 189 (47.3) 72 (18.0) 28 (7.0) 

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

1.70 (0.70) 167 (41.8) 196 (49.0) 28 (7.0) 9 (2.3) 

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

1.94 (0.79) 119 (29.8) 203 (50.7) 61 (15.3) 17 (4.3) 

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

1.57 (0.70) 213 (53.3) 155 (38.8) 24 (6.0) 8 (2.0) 

Domain 2: Association with shame, blame and judgment 
7. HIV/AIDS is a punishment for bad 
behavior. 1.90 (0.88) 153 (38.3) 160 (40.0) 63 (15.8) 24 (6.0) 

8. It is women prostitutes that spread HIV 
in the community. 2.91 (0.91) 34 (8.5) 81 (20.3) 172 (43.0) 113 (28.2) 

9. People with HIV are promiscuous. 2.40 (0.91) 56 (14.0) 190 (47.5) 94 (23.5) 60 (15.0) 
10. Only those who were infected with 
HIV by medical needles or blood in a 
hospital deserve to receive care and 
treatment. 

1.80 (0.88) 176 (44.0) 157 (39.3) 40 (10.0) 27 (6.8) 

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

2.31 (0.84) 65 (16.3) 181 (45.3) 121 (30.3) 33 (8.3) 
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12. People who have HIV/AIDS should be 
given treatment and care, only if they stop 
participating in immoral or illicit activities. 

3.31 (0.86) 26 (6.5) 26 (6.5) 148 (37.0) 200 (50.0) 

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

3.30 (0.84) 24 (6.0) 28 (7.0) 154 (38.5) 194 (48.5) 

14. A person with HIV/AIDS should be 
allowed to work with other people. 3.07 (0.76) 17 (4.3) 50 (12.5) 222 (55.5) 111 (27.8) 

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

3.36 (0.77) 20 (5.0) 13 (3.3) 172 (43.0) 195 (48.8) 

16. People with AIDS should be isolated 
from other people. 1.82 (0.82) 155 (38.8) 185 (46.3) 38 (9.5) 22 (5.5) 

17. People who have HIV/AIDS should be 
treated the same as everyone else. 3.36 (0.76) 19 (4.8) 13 (3.3) 172 (43.0) 196 (49.0) 

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

2.98 (0.78) 18 (4.5) 73 (18.3) 210 (52.5) 99 (24.8) 

Domain 4: Perceived community support of discriminatory actions or policies 
19. People living with HIV/AIDS in this 
community face neglect from their family. 2.06 (0.93) 132 (33.3) 144 (36.0) 93 (23.3) 31 (7.8) 

20. People want to be friends with 
someone who has HIV/AIDS. 2.69 (0.77) 20 (5.0) 139 (34.8) 186 (46.5) 55 (13.8) 

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

1.89 (0.84) 151 (37.8) 159 (39.8) 74 (18.5) 16 (4.0) 

22. People living with HIV/AIDS in this 
community face rejection from their peers. 1.98 (0.87) 138 (34.5) 148 (37.0) 98 (24.5) 16 (4.0) 

23. People living with HIV/AIDS in this 
community face verbal abuse or teasing. 2.05 (0.97) 145 (36.3) 125 (31.3) 96 (24.0) 34 (8.5) 

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

1.96 (0.90) 150 (37.5) 137 (34.3) 93 (23.3) 20 (5.0) 

*1. Strongly disagree 
  2. Disagree 
  3. Agree 
  4. Strongly agree 
	  
7.3 Differences between gender concerning HIV/AIDS-related stigma and 

discrimination 

There was a difference between male and female adolescents in domain 2 “Association with 

shame, blame and judgment”, in item 12 “People who have HIV/AIDS should be given 

treatment and care, only if they stop participating in immoral or illicit activities”.  More male 

than female adolescents reported strongly agree (p = 0.001, z = -3.331, mean rank 219.06 

(male) versus 184.04 (female). See Table 4.  

 

In both urban and rural area there was a difference between male and female adolescents in 

domain 2 “Association with shame, blame and judgment”, in item 12 “People who have 
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HIV/AIDS should be given treatment and care, only if they stop participating in immoral or 

illicit activities”. More male than female adolescents in these areas answered strongly agree 

(Ho Chi Minh City p = 0.01, z = -2.684, mean rank 110,9 (male) and 91.27 (female); Cu Chi 

p = 0.04, z = -2.037, mean rank 108.62 (male) versus 93.30 (female). In addition, there was 

also a difference between the male and female adolescents living in urban area in domain 4 

“Perceived community support of discriminatory actions or policies”, in item 23 “People 

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

female adolescents reported (p = 0.04, z = -2.100, mean rank 109.22 (male) versus 92.77 

(female)). See Table 4. 

 
Table 4. Differences between gender concerning HIV/AIDS-related stigma and discrimination.  

 Total 
(N=400) 

Ho Chi Minh City 
(N=200) 

 

Cu Chi  
(N=200) 

Male 
Mean 
(SD) 

Median 

Female 
Mean 
(SD) 

Median 

p-value Male 
Mean 
(SD) 

Median 

Female 
Mean 
(SD) 

Median 

p-value Male 
Mean 
(SD) 

Median 

Female 
Mean 
(SD) 

Median 

p-value 

1. If you kiss someone on the 
cheek that has HIV/AIDS you 
might get infected. 

1.58 
(0.79) 

1 

1.57 
(0.67) 

1 

0.55 1.55 
(0.81) 

1 

1.60 
(0.79) 

1 

0.44 1.61 
(0.77) 

1 

1.54 
(0.54) 

2 

0.95 

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

1.93 
(0.83) 

2 

1.96 
(0.74) 

2 

0.61 1.96 
(0.95) 

2 

1.90 
(0.85) 

2 

0.80 1.90 
(0.70) 

2 

2.02 
(0.73) 

2 

0.25 

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

2.03 
(0.90) 

2 

2.05 
(0.82) 

2 

0.51 2.14 
(1.00) 

2 

2.09 
(0.87) 

2 

0.98 1.93 
(0.78) 

2 

2.01 
(0.78) 

2 

0.32 

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

1.69 
(0.73) 

2 

1.70 
(0.67) 

2 

0.62 1.73 
(0.81) 

2 

1.76 
(0.75) 

2 

0.61 1.65 
(0.65) 

2 

1.64 
(0.57) 

2 

0.88 

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

1.88 
(0.81) 

2 

2.00 
(0.76) 

2 

0.07 1.97 
(0.93) 

2 

2.07 
(0.81) 

2 

0.27 1.79 
(0.70) 

2 

1.92 
(0.71) 

2 

0.15 

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

1.61 
(0.73) 

1 

1.53 
(0.67) 

1 

0.27 1.66 
(0.82) 

1 

1.53 
(0.68) 

1 

0.37 1.56 
(0.61) 

2 

1.53 
(0.67) 

1 

0.51 

7. HIV/AIDS is a punishment 
for bad behavior. 

1.93 
(0.94) 

2 

1.86 
(0.82) 

2 

0.77 1.87 
(0.93) 

2 

1.97 
(0.83) 

2 

0.25 1.99 
(0.96) 

2 

1.75 
(0.79) 

2 

0.11 

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

2.91 
(1.00) 

3 

2.91 
(0.82) 

3 

0.52 2.90 
(1.09) 

3 

2.79 
(0.91) 

3 

0.23 2.93 
(0.91) 

3 

3.02 
(0.69) 

3 

0.67 

9. People with HIV are 
promiscuous. 

2.43 
(0.95) 

2 

2.37 
(0.87) 

2 

0.57 2.52 
(0.96) 

2 

2.36 
(0.88) 

2 

0.22 2.33 
(0.93) 

2 

2.38 
(0.87) 

2 

0.66 
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10. Only those who were 
infected with HIV by medical 
needles or blood in a hospital 
deserve to receive care and 
treatment. 

1.74 
(0.92) 

1,5 

1.84 
(0.83) 

2 

0.07 1.73 
(0.94) 

1 

1.85 
(0.83) 

2 

0.12 1.76 
(0.91) 

2 

1.83 
(0.85) 

2 

0.33 

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

2.28 
(0.87) 

2 

2.33 
(0.81) 

2 

0.46 2.34 
(0.92) 

2 

2.28 
(0.84) 

2 

0.69 2.21 
(0.82) 

2 

2.38 
(0.79) 

2 

0.14 

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

3.43 
(0.84) 

4 

3.20 
(0.86) 

3 

0.001  3.50 
(0.84) 

4 

3.26 
(0.83) 

3 

0.01 3.35 
(0.84) 

4 

3.13 
(0.89) 

3 

0.04  

13. People living with 
HIV/AIDS in this community 
should be treated the same by 
health care professionals as 
people with other illnesses. 

3.33 
(0.84) 

4 

3.26 
(0.85) 

3 

0.36 3.38 
(0.83) 

4 

3.31 
(0.84) 

4 

0.49 3.28 
(0.85) 

3 

3.22 
(0.85) 

3 

0.55 

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

3.10 
(0.80) 

3 

3.04 
(0.71) 

3 

0.21 3.18 
(0.82) 

3 

3.05 
(0.74) 

3 

0.10 3.02 
(0.78) 

3 

3.03 
(0.70) 

3 

0.97 

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

3.34 
(0.85) 

4 

3.37 
(0.70) 

3 

0.62 3.39 
(0.83) 

4 

3.37 
(0.68) 

3 

0.34 3.29 
(0.86) 

3 

3.37 
(0.72) 

3 

0.79 

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

1.77 
(0.84) 

2 

1.86 
(0.80) 

2 

0.15 1.71 
(0.84) 

2 

1.86 
(0.79) 

2 

0.09 1.83 
(0.84) 

2 

1.86 
(0.82) 

2 

0.72 

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

3.39 
(0.75) 

4 

3.34 
(0.78) 

3 

0.53 3.41 
(0.77) 

4 

3.35 
(0.79) 

3 

0.51 3.36 
(0.73) 

3 

3.33 
(0.77) 

3 

0.82 

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

3.05 
(0.78) 

3 

2.91 
(0.78) 

3 

0.07 3.09 
(0.81) 

3 

2.91 
(0.83) 

3 

0.10 3.01 
(0.76) 

3 

2.92 
(0.72) 

3 

0.38 

19. People living with 
HIV/AIDS in this community 
face neglect from their family. 

2.13 
(0.98) 

2 

2.00 
(0.88) 

2 

0.24 2.23 
(1.01) 

2 

2.08 
(0.86) 

2 

0.32 2.02 
(0.95) 

2 

1.92 
(0.91) 

2 

0.45 

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

2.73 
(0.82) 

3 

2.66 
(0.72) 

3 

0.40 2.71 
(0.83) 

3 

2.60 
(0.74) 

3 

0.38 2.74 
(0.82) 

3 

2.71 
(0.70) 

3 

0.76 

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

1.94 
(0.91) 

2 

1.84 
(0.78) 

2 

0.51 2.10 
(0.97) 

2 

1.84 
(0.77) 

2 

0.09 1.78 
(0.82) 

2 

1.85 
(0.79) 

2 

0.43 

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

2.02 
(0.91) 

2 

1.94 
(0.83) 

2 

0.47 2.16 
(0.99) 

2 

1.93 
(0.90) 

2 

0.33 1.88 
(0.80) 

2 

1.89 
(0.83) 

2 

0.93 

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

2.12 
(1.00) 

2 

1.99 
(0.95) 

2 

0.20 2.27 
(1.08) 

2 

1.93 
(0.90) 

2 

0.04  1.97 
(0.89) 

2 

2.04 
(1,00) 

2 

0.77 

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

2.02 
(0.95) 

2 

1.90 
(0.85) 

2 

0.27 2.15 
(1.05) 

2 

1.91 
(0.81) 

2 

0.153 1.89 
(0.82) 

2 

1.90 
(0.89) 

2 

0.86 
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7.4 Differences between adolescents living in an urban area and in a rural area in Ho 

Chi Minh City concerning HIV/AIDS-related stigma and discrimination 

There were differences between adolescents living in urban area and in rural area. The first 

significant difference was found in  domain 2 “Association with shame, blame and judgment”. 

More adolescents in urban than those in rural area were likely to agree to item 12 “People 

who have HIV/AIDS should be given treatment and care, only if they stop participating in 

immoral or illicit activities”. Significant differences were also found in domain 4 “Perceived 

community support of discriminatory actions or policies”.  More adolescents in urban than 

those in rural area were likely to agree to item 19 “People living with HIV/AIDS in this 

community face neglect from their family” and item 23 “People living with HIV/AIDS in this 

community face rejection from their peers”. See Table 6. 

 
Table 6. Differences between adolescents in an urban area versus a rural area (N=400) 

 Ho Chi Minh City 
Mean (SD) 

Median 

Cu Chi 
Mean (SD) 

Median 

p-value 

1. If you kiss someone on the cheek that has HIV/AIDS you might 
get infected. 

1.58 (0.80) 
1 

1.57 (0.65) 
1.5 

0.45 

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

1.93 (0.90) 
2 

1.97 (0.72) 
2 

0.23 

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

2.12 (0.93) 
2 

1.97 (0.78) 
2 

0.21 

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

1.75 (0.78) 
2 

1.65 (0.61) 
2 

0.38 

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

2.02 (0.850) 
2 

1.86 (0.71) 
2 

0.08 

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

1.59 (0.75) 
1 

1.55 (0.64) 
1 

0.91 

7. HIV/AIDS is a punishment for bad behavior. 1.93 (0.88) 
2 

1.87 (0.88) 
2 

0.43 

8. It is women prostitutes that spread HIV in the community. 2.85 (1.00) 
3 

2.98 (0.80) 
3 

0.38 

9. People with HIV are promiscuous. 2.44 (0.92) 
2 

2.36 (0.90) 
2 

0.32 

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

1.80 (0.88) 
2 

1.80 (0.88) 
2 

0.98 

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

2.31 (0.88) 
2 

2.30 (0.80) 
2 

0.95 

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

3.38 (0.84) 
4 

3.24 (0.87) 
3 

0.05 

13. People living with HIV/AIDS in this community should be 
treated the same by health care professionals as people with 
other illnesses. 

3.35 (0.84) 
4 

3.25 (0.85) 
3 

0.15 

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

3.11 (0.78) 
3 

3.03 (0.73) 
3 

0.17 

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

3.38 (0.75) 
4 

3.33 (0.79) 
3 

0.54 
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16. People with AIDS should be isolated from other people. 1.77 (0.84) 
2 

1.85 (0.83) 
2 

0.47 

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

3.38 (0.78) 
4 

3.35 (0.75) 
3 

0.43 

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

2.99 (0.83) 
3 

2.96 (0.74) 
3 

0.46 

19. People living with HIV/AIDS in this community face neglect 
from their family. 

2.15 (0.93) 
2 

1.97 (0.93) 
2 

0.04  

20. People want to be friends with someone who has HIV/AIDS. 2.66 (0.78) 
3 

2.73 (0.76) 
3 

0.33 

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

1.96 (0.88) 
2 

1.82 (0.80) 
2 

0.12 

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

2.08 (0.91) 
2 

1.89 (0.82) 
2 

0.05  

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

2.09 (1.00) 
2 

2.01 (0.94) 
2 

0.46 

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

2.02 (0.94) 
2 

1.90 (0.86) 
2 

0.23 

Significant difference: p≤0.05 

8. DISCUSSION  
The majority had heard about HIV/AIDS and about a fifth knew someone living with 

HIV/AIDS. In domain 2 “Association with shame, blame and judgment”, item 12, the 

majority (87.0 %) reported that people living with HIV/AIDS should be given treatment and 

care, only if they stop participating in immoral or illicit activities. In the same item more 

male than female adolescents, as well as more adolescents in urban area than rural area, 

agreed or strongly agreed. In domain 4 “Perceived community support of discriminatory 

actions or policies”, more male than female adolescents in the urban area reported that 

people living with HIV/AIDS in this community face verbal abuse or teasing. In the same 

domain, more adolescents living in the urban area than those in the rural area reported that 

people living with HIV/AIDS in this community face neglect from their family and rejection 

from their peers.  

 
8.1 Result discussion 

The male adolescents reported more stigmatizing beliefs than the female adolescents, in four 

of six items in domain 2 “Fear of transmission and disease”. See table 4. This is supported 

by the study of Badadah and Sayem (2010) who found that college students in Yemen have 

misunderstandings of HIV transmission. Several studies (Badahdah & Sayem, 2010; 

Maswanya, Brown & Merriman, 2009; Gómez-Bustamante and Cogollo-Milanés, 2011; 

Savaser, S, 2003) also showed that adolescents worldwide have inadequate knowledge of 

HIV/AIDS. It is determined that lack of knowledge about HIV/AIDS might be an 

underlying factor to stigma and discrimination (Mawar et al., 2005; Thi et al., 2008; 
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Nachenga et al., 2012). Our results are also confirmed by UNAIDS (2010) that avoiding 

contact is an explanation of HIV/AIDS-related stigma and discrimination. 

 

In domain 2 “Association with shame, blame and judgment”, the majority (71.2 %) reported 

that it is the women prostitutes that spread HIV in the community and 38.5 % considered 

that people with HIV are promiscuous. This can be explained by the public health 

campaigns with negative images of death and illness that has fostered the fear of HIV in 

Vietnam (Thi et al., 2008). According to Thi et al. (2008) and Nachenga et al. (2012) 

prostitution has become deeply associated with HIV/AIDS in Vietnam due to propaganda 

associating HIV with “social evils”, such as sex work. Nachenga et al. (2012) found that the 

most commonly reported stigma was that people living with HIV engage in risky behaviour, 

such as sexual promiscuity. Also in this domain, it is possible to draw parallels to UNAIDS 

(2010) explanation of HIV/AIDS-related stigma and discrimination in terms of verbal 

discreditable blaming and gossip. 

 

More male than female adolescents in both urban area and rural area, reported that people 

who have HIV/AIDS should be given treatment and care, only if they stop participating in 

immoral or illicit activities, in domain 2 “Association with shame, blame and judgment”. 

This result is supported by Badahdah and Sayem (2010) who found that more male than 

female college students held stigmatizing attitudes towards people living with HIV/AIDS.. 

In domain 4 “Perceived community support of discriminatory actions or policies”, more 

male than female adolescents in the urban area believed that people living with HIV/AIDS 

in this community face rejection from their peers. UNAIDS (2010) explained the concept of 

HIV/AIDS-related stigma and discrimination in terms of discriminatory actions such as 

abandonment, avoiding contact, verbal harassment, physical violence, verbal discreditable 

blaming and gossip. Healthcare providers should be aware of the characteristics of 

HIV/AIDS-related stigma and discrimination and provide more information to increase the 

knowledge of HIV/AIDS among adolescents. 

 

More adolescents living in an urban area reported stigmatizing beliefs than those in a rural 

area in domain 4 “Perceived community support of discriminatory actions or policies”, in 

item 19 “People living with HIV/AIDS in this community face neglect from their family” 

and item 22 “People living with HIV/AIDS in this community face rejection from their 

peers”. According to the global study of Mawar et al. (2005) people living with HIV/AIDS 
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are rejected by their families. In the study of Thi et al. (2008) conducted in Ho Chi Minh 

City people living with HIV/AIDS experienced isolation within family and in some extreme 

cases they were forced out of their homes. Another Vietnamese study conducted in Ho Chi 

Minh City also confirms the existence of isolation within family and abandonment from 

family (Maher et al., 2007). The abandonment can be explained by lack of knowledge. The 

authors describe the abandonment of a HIV-positive family member as a form of 

“prevention” or “protection”, because Vietnamese families do not always have enough 

knowledge about HIV (Maher et al., 2007). The result of this study is also in accordance to 

UNAIDS (2010) explanation of HIV/AIDS-related stigma and discrimination in respect of 

abandonment. 

 

More adolescents living in the urban area than those in the rural area reported that people 

who have HIV/AIDS should be given treatment and care, only if they stop participating in 

immoral or illicit activities, in domain 2 “Association with shame, blame and judgment”. 

This agrees with the study of Tuan et al. (2008), where the respondents in a rural area, Thai 

Binh, reported more positive attitudes towards people living with HIV/AIDS than the 

respondents in an urban area of Ho Chi Minh City. In the present study, significant 

differences were also found in the domain “Perceived community support of discriminatory 

actions or policies”. The urban respondents were more likely than the rural respondents to 

report that people living with HIV/AIDS in this community either face neglect from their 

family or face rejection from their peers. These differences can also be explained by the 

study of Tuan et al. (2008), hence the rural respondents held more positive attitudes towards 

people living with HIV/AIDS in general. However, the study of Gaudine et al. (2009) found 

that people living with HIV/AIDS in a rural area of Vietnam experienced stigma, for 

example rejection. 

 

According to Travelbee’s theory of interpersonal relationship, nursing is designed to help 

patients with incurable diseases to find meaning in their illness, pain, suffering and death. 

People living with HIV/AIDS are considered as unique and irreplaceable human beings, for 

which suffering is a part of life. People living with HIV/AIDS may experience good or bad 

health, depending on the world’s level of stigma and discrimination towards them. The 

relationship between the caregiver and people living with HIV/AIDS should be based on 

respect, empathy and integrity, which would increase the experience of good health. Since 

Travelbee's theory can be applied in the society, it is important to highlight the responsibility 
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of the society to reduce HIV/AIDS-related stigma and discrimination among Vietnamese 

adolescents. Reduced HIV/AIDS-related stigma and discrimination would improve the 

quality of life among people living with HIV/AIDS. It would also help to improve public 

health, since HIV/AIDS-related stigma and discrimination is a main factor to the worsening 

of the epidemic. An intervention program to reduce HIV/AIDS-related stigma and 

discrimination is therefore theoretically supported (Travelbee, 2001). 

 

8.2 Methodology discussion  

In this study a convenience sample was selected and a questionnaire was used to collect the 

data. It was a good way to get a large amount of information in a short time. When 

collecting the data the students were gathered in a big group. In the rural high school the 12th 

grade did not have class when we planned to distribute the questionnaire, so that we asked 

the teacher to help us to distribute the questionnaires to the students. Some students in both 

high schools were talking to each other and looking at each other’s answers while filling in 

the questionnaires. In the urban high school the data collection in the 10th grade was carried 

out in smaller groups, which might have decreased the talking to each other while filling in 

the questionnaires.  

 

In this study 400 questionnaires were used to create a well-distributed sample in terms of 

school, gender and grade. The strategic selection of participants was a good way to sum the 

data. If data from all the questionnaires (n = 598) would have been used the result might 

have been more reliable, thus one school, gender and grade would be overrepresented. In Cu 

Chi, the girls in 10th grade (n = 138) were overrepresented. Using all the questionnaires 

among them might have made an impact on the final result, hence we decided to use 

approximately the same number of participants (n = 33) in terms of school, gender and 

grade. 

 

The questionnaire was based on a study by Zelaya et al. (2008) and had a good validity, 

though the predetermined items were a limitation in this study. It would have been desirable 

to redesign two items. It was noticed that two items were designed differently in domain 3 

and 4. Domain 3 “Personal support of discriminatory actions or policies”, item 16, “People 

with AIDS should be isolated from other people”, and domain 4 “Perceived community 

support of discriminatory actions or policies”, item 20, “People want to be friends with 

someone who has HIV/AIDS” were designed differently to the others in each one’s domain. 
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If the domains had the same consistency it would have been easier to express a total result of 

each domain. 

 

The questionnaire of Zelaya et al. (2008) is suitable for use in developing countries; hence 

the result cannot be generalized to industrial countries. It is worth mentioning that the 

Vietnamese culture portrays the result to a large extent, which makes the generalization to 

other countries complicated. The result can therefore only be generalized to similar 

populations, for example Vietnamese adolescents in nearby regions. 

 

According to Thi et al. (2008) injection drug use is one of the primarily causes for the HIV 

epidemic in Vietnam and the prevalence of HIV among injection drug users is 30 %. 

Nachenga et al. (2012) claims that the most reported stigma was that people living with HIV 

engage a risky behaviour, such as sexual promiscuity, drug use and prostitution. Thereby it 

would be interesting to have one item about drug use in domain 2 “Association with shame, 

blame and judgment”. It would be interesting to continue this study by using qualitative 

method with in-depth interview to get more information from adolescents regarding these 

issues. 

 

9. NURSING IMPLICATION 
The result can be used as a base for health care providers to develop correct information 

about HIV/AIDS to adolescents in relation to their level of knowledge. It can also be used to 

develop and implement stigma-reduction programs for adolescents. Such programs will 

contribute to reduce discriminatory actions and facilitate HIV prevention services and 

treatment. Reduced HIV/AIDS-related stigma and discrimination among adolescents will 

improve public health and increase the quality of life among people living with HIV/AIDS. 

It is worth mentioning that the adolescents belong to the next generation, which may justify 

enhanced efforts to reduce HIV/AIDS-related stigma and discrimination in this group. 

According to the literature review, discrimination of people living with HIV/AIDS also 

exists in the health care system (Khoat et al., 2005). Therefore, health care providers should 

be aware of the characteristics of HIV/AIDS-related stigma and discrimination in order to 

detect the problem and supply interventions in time.  
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10. CONCLUSION 
The majority of the 400 adolescents in urban and rural area of Ho Chi Minh City had heard 

about HIV/AIDS and about a fifth knew someone living with HIV/AIDS. The result shows 

that HIV/AIDS-related stigma and discrimination exists among Vietnamese adolescents. It 

indicates that the knowledge about HIV/AIDS needs to be increased in this group. An 

intervention program in order to reduce HIV/AIDS-related stigma and discrimination is also 

considered important. Because of the small amount of information about HIV/AIDS-related 

stigma and discrimination among Vietnamese adolescents, future studies in this field are of 

great value. 
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APPENDIX 1 

 

Information letter 

Hello! 
 
We are two Swedish exchange students from Uppsala University studying the Bachelor 
programme in Science of Nursing. We are here to perform our final thesis about 
HIV/AIDS-related stigma and discrimination among Vietnamese adolescents in Ho Chi 
Minh City. The study group is 400 high school students in 10th, 11th and 12th grade from 
one high school in an urban area and another from a rural area. Therefore you are kindly 
asked to participate! 
 
What is the aim of the study? 
The aim of this study is to investigate the HIV/AIDS-related stigma and discrimination 
among Vietnamese adolescents in Ho Chi Minh City. The aim is also to investigate the 
differences between genders, and between adolescents in an urban area versus a rural 
area in these issues. 
 
What do we want you to do? 
We want you to fill in a questionnaire that takes approximately 10 minutes. The 
questions are concerning your attitude towards people living with HIV/AIDS. The 
participation is voluntary and your answers will be handled confidentially. You will in 
other words stay anonymous throughout the whole questionnaire. By filling in this 
questionnaire you contribute valuable information that can improve attitudes towards 
people living with HIV/AIDS. 
 

If you have any further questions, don’t hesitate to contact us! 

Best regards 

Alexander Olausson, Alexander.Olausson.3851@student.uu.se 

Karin Lundgren, Karin.Lundgren.1440@student.uu.se 
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APPENDIX 2 

HIV/AIDS-related stigma and discrimination among adolescents in Vietnam 

The aim of this survey is to examine adolescents’ HIV/AIDS-related stigma and discrimination in Vietnam. 
Your participation is voluntary to answer the following questionnaire. Your answer will be confidential. The 
result will be used to improve method of education and communication to young adults about health information.  

Please answer every question in the questionnaire by marking “X” the answer you choose.  

Part 1: Demographic characteristics 

1. Age (years): ………………….. 

2. Gender:    

   Male     Female 

3. Which year in school are you now?:   

   10 th    11th     12th  

4. Religion:   

   Non religion     Buddhist     Catholic  
    Protestant     Other (please specify)……………………………… 

5. Do you have a boyfriend/girlfriend?: 

 No    Yes 

6. Extra job:    

 No    Yes:  (please specify)……………………………… 

8. How long have you stayed in Ho Chi Minh city? : …………………………………… 

9. With whom do you live?:  

 Parents/family       Friends/friends     

  By myself              Other/others (please specify) …………………… 

  Boyfriend/girlfriend            

10. Have you heard about HIV/AIDS?: 

 No    Yes 

11. Do you know or have you known people living with HIV/AIDS in the community? 

 No    Yes 
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Part II: HIV/AIDS-related stigma and discrimination 

Please answer each item what you think about HIV/AIDs people. 

Items Strongly 
disagree 

Disagree Agree Strongly 
agree 

1. If you kiss someone on the cheek that has HIV/AIDS you might get infected.     

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

    

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

    

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

    

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

    

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

    

7. HIV/AIDS is a punishment for bad behavior.     

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

9. People with HIV are promiscuous.     

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

    

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

    

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

    

13. People living with HIV/AIDS in this community should be treated the same 
by health care professionals as people with other illnesses. 

    

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

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

    

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

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

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

    

19. People living with HIV/AIDS in this community face neglect from their 
family. 

    

20. People want to be friends with someone who has HIV/AIDS.     
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21. People living with HIV/AIDS in this community face ejection from their 
homes by their families. 

    

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

    

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

    

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

    

 

Thank you for your participation! 

 

 


