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Abstract 

The study focused on the menace of perceived 

stigmatization of people living with HIV/AIDS 

PLWHA attending clinic in University College 

Hospital (UCH) Ibadan. In view of the above 

objective, the study determined the perceived forms 

of stigmatization on PLWHA by considering self-

stigmatization, occupational victimization and 

discrimination by health care providers. A 

descriptive research design was adopted. The 

research data was collected through a self-

developed structured and validated questionnaire 

from conveniently sampled 365 PLWHA attending 

clinic under the Society for Family Health 

Foundation in the University College Hospital, 

Ibadan. The simple frequency count and 

percentages were used to describe the findings 

while inferential statistics of chi-square (X2) was 

used to test the significance of each hypothesis at 
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0.05 alpha level. Three hypotheses were 

formulated, of which one (1) was not significant 

(p<0.05) and two (2) hypothesis were significant 

(p>0.05). The conclusion of the study was that 

stigmatization occurs to PLWHA. Based on the 

findings, recommendations that could minimize or 

eradicate stigmatization on PLWHA were 

suggested. 

 

 

Introduction  

The global HIV/AIDS epidemic has resulted in stigmatization, discrimination 

and rejection of individuals infected or affected by HIV, even by their own 

families and communities. These negative reaction which is a function of fear, 

ignorance and unfair moral judgment, deny persons infected and affected by 

HIV/AIDS of some of basic fundamental human rights which eventually have 

implications upon their health (De-Palomo, 2016). In recent times, among the 

many calamities that have befallen humanity and has caused lots of fear, anxiety 

and even death across the globe, one is Acquired Immune Deficiency Syndrome 

(AIDS) caused by the Human Immunodeficiency Virus (HIV). HIV was 

discovered in 1981 by a French and an American scientist working 

independently (Emejulu, 2002). Moronkola (1999), asserted that the first 

reported case in Nigeria was in 1986, the victim was discovered at the 

University College Hospital, Ibadan. The mode of spread is predominantly 

heterosexual contact. Other modes include; blood transfusion, contact with 

blood infected products, mother-to-child transmission among others (World 

Health Organisation, 2009). The estimated overall PLWHA by the end of 2014 

was approximately 36.9 million and sub-Sahara Africa was the most affected 

region having 25.8 million PLWHA and 66% of all people with HIV infection 

living in the region. Of all the PLWHA globally, 9% of them live in Nigeria. 

Nigeria with a population of about 120 million people represents about one-fifth 

of the total African population experienced the devastating effects of HIV on its 

people health wise, economically, socially and otherwise (Network on 

Ethics/Human Rights HIV/AIDS-Prevention, Support and Care, 2017). 
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Recently, it is estimated that about 3,229,757 people live with HIV in Nigeria 

and about 220,393 new HIV infections occurred in 2013 and 2 10,031 died from 

AIDS related cases. A recent sentinel survey indicated that 5.4% of the adult 

population are already infected with the virus. This means that 2.6 million adults 

are living with the virus. The most severe impact has been on adults sexually 

active and economically reproductive. That is 15-45 years of age (Federal 

Ministry of Health, 1999).  

In Nigeria, Falobi (2014), explained that HIV/AIDS is a condition that 

continues to generate fear, misunderstanding and discrimination, for more than 

two decades into the HIV/AIDS pandemic, stigma and discrimination against 

PLWHA or are affected by HIV/AIDS continue abated. PLWHA is a term used 

to refer to all persons whose blood samples have tested positive to the antibodies 

against HIV (seropositive) and all persons manifesting the features of the 

disease that constitute the AIDS related complex. Despite the fact that AIDS is 

not a moral issue but a public health problem persons infected with HIV and 

those suffering from AIDS are still being stigmatized, isolated and left to die in 

utter rejection. PLWHA have the same fundamental human rights as any other 

person and therefore should be allowed to live their lives with honour and 

dignity. To this end, people of resource poor environment need to be educated 

on the need for care and understanding of HIV/AIDS patients (Obi, 2015) (De-

Bruyn, 2010).  

HIV-related stigma is triggered by many factors such as lack of understanding 

of the disease, myths, lack of treatment, irresponsible media reporting on the 

epidemic, and the fact that AIDS is incurable, brings social fears about sexuality 

and fears relating to illness and death are fears that further fuel the epidemic of 

HIV-related stigma. With stigmatization, health of PLWHA suffer a double 

tragedy, not only by limiting the caregivers’ ability to provide effective, 

respectful and dignified care for them and their families but also by subjecting 

them to intense psychological and social stress which could go as far as resulting 

to them being shunned and isolated, forced out of jobs, homes, religious bodies 

and stripped of fundamental human rights (WHO, 2012). 

The University College Hospital, Ibadan is a federal teaching institution which 

was established in November, 1952 and formally opened in November, 1957. 

The Hospital is situated in the heart of Ibadan city, the capital of Oyo state. It 
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provides services to both the sick and healthy. It has various departments, 

clinics, operating theatres, among the clinics is the clinic that is set up for 

PLWHA where an individual can undergo a laboratory test and if found to be 

positive can commence treatment and counselling. 

It is in the light of the above observations that this study is undertaking to find 

out the perceived stigmatization of PLWHA attending clinic in University 

College Hospital, Ibadan. 

 

Research Objective:  

The objective of this study is to consider the perceived stigmatization of 

PLWHA attending clinic in University College Hospital, Ibadan. 

 

Research Question 

The following research question is raised to guide the study 

1. How is HIV stigmatization perceived by the public and its impact on 

health of PLWHA attending clinic in University College Hospital, 

Ibadan. 

2. How demographic variables of age, sex, marital status and education of 

PLWHA attending clinic in University College Hospital, Ibadan is 

perceived. 

 

Research Hypotheses 

The following research hypothesis were formulated and tested at p<0.05 level 

of significance. 

1. Self-stigmatization will not be significantly perceived as a form of 

stigmatization by PLWHA. 

2. Occupational victimization will not be significantly perceived as a form 

of stigmatization by PLWHA.  

3. Discrimination by health care providers will not be significantly 

perceived as a form of stigmatization by PLWHA. 

 

Methodology 

The study adopted a descriptive research design because it examined the 

perceived stigmatization of PLWHA attending clinic in University College 

Hospital, Ibadan, Nigeria without manipulation of variables. 
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Population 

The population for the study consisted of PLWHA (male and female) attending 

clinic under the Society for Family Health Foundation in the University College 

Hospital, Ibadan. 

 

Sample Procedure 

A total of three hundred and sixty five participants (365) were used as sample 

for this study. The respondents were selected using the purposive and 

convenient sampling techniques. One hundred and thirty nine (139) respondents 

were male and two hundred and twenty six (226) were female. Attempt was 

made to see that the sample cuts across adolescent and adult age group. 

 

Research instrument 

A dichotomous self-developed close ended questionnaire of (Yes/No) was used 

for data collection. The questionnaire (QOPLWHA) was divided into two 

sections. Section A was on demographic data of the participants while section 

B was used in collecting information on the variables selected for the study. 

 

Pre-testing of the Instrument 

Thirty five PLWHA attending clinic partook in the pre-test of the instrument 

for this study. This ensured that ambiguities contained in the instrument were 

detected and corrected. The result obtained from each was compared and 

correlated to estimate the level of reliability using Cronbach alpha. 

 

Administration of Research Instrument 

Copies of the questionnaire were administered with the help of four research 

assistants to PLWHA attending clinic in University College Hospital, Ibadan, 

Nigeria. The research assistants were picked among the care givers and they 

were trained on how to administer the questionnaire. As much as possible the 

questionnaire were collected on the spot to ensure high return and usability.  

 

Data Analysis 

Descriptive and inferential statistics were used to process data collected. 

General questions were analyzed using descriptive statistics of frequency 
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counts, mean, and percentages while inferential statistics of chi-square was used 

to analyze the hypotheses formulated at 0.05 alpha level. 

 

Result 

Demographic Information  

A total of three hundred and sixty five (365) participants were used as sample 

for this study. Close supervision ensured a 100 percent return rate. All the 

questionnaire were adequately completed and free from inconsistency. 

 

Descriptive Analysis 

The analysis of the demographic variables is presented in table 1  

Table 1: Age distribution of the respondents 

VARIAB

LE 

CLASSIFICATI

ON (YEARS) 

FREQUEN

CY 

PERCE

NT 

CUMULATI

VE 

PERCENT 

 

AGE 

RANGE 

15-19 37 10.1 10.1 

20-24 29 7.9 18.1 

25-29 64 17.5 35.6 

30-34 89 24.4 60.0 

35-40 80 21.9 81.9 

45+ 66 18.1 100.0 

TOTAL  365 100.0 100.0 

 

The distribution of the respondents from table 1, shows that 37 (10.1%) were of 

age group 15-19 years. 29 (7.9%) are of the age group 20-24 years. Those with 

age group 25-29 years accounted for 64 (17.5%). Respondents between the ages 

30-34 years accounted for 89 (24.4%) and respondents in age group 35-40 

accounted for 80 (21.9%) while 66 (18.1%) were 45 years and above. 

 

Table 2: Sex Distribution of Respondents 

VARIABLE CLASSIFICATION FREQUENCY PERCENT CUMULATIVE PERCENT 

SEX Male 139 38.1 38.1 

Female 226 61.9 100.0 

TOTAL  365 100.0 100.0 



Page 147 of 322   JHSS Vol 19 (6) 2019 ISSN – 2278-8881 

 
 
 
  

Distribution of respondents by sex shows that males accounted for 139 (38.1%) 

while females accounted for 226 (61.9%). 

Table 3: Distribution of Respondents by Marital Status 

VARIABLE CLASSIFICATION FREQUENCY PERCENT CUMULATIVE PERCENT 

 

MARITAL STATUS 

Single 99 27.1 27.1 

Married 163 44.7 71.8 

Widowed 60 16.4 88.2 

Separated 36 9.9 98.1 

Divorced 7 1.9 100.0 

TOTAL  365 100.0 100.0 

Distribution of respondents by marital status shows that 99 (27.1%) are single, 

163 (44.7%) are married, 60 (16.4) make up the widowed while 36 (9.9%) and 

7 (1.9%) were for separated and divorced respectively. 

 

Table 4: Distribution of Respondents Educationally 

VARIABLE CLASSIFICATION FREQUENCY PERCENT CUMULATIVE PERCENT 

 

EDUCATION 

No Education 51 14.0 14.0 

Primary Education 69 18.9 32.9 

J.S.S. 37 10.1 43.0 

S.S.S 85 23.3 66.3 

Diploma 64 17.5 83.8 

Degree 41 11.2 95.1 

Post Graduate 18 4.9 100.0 

TOTAL  365 100.0 100.0 

Educational distribution of respondents shows that 14% (51) had no formal 

education, 18.9% (69) had primary education, 10.1% (37) had junior secondary 

school education, 23.3% (85) had senior secondary school education, 17.5% 

(64) had diploma certificate while degree and postgraduate degree holders were 

11.2% (41) and 4.9% (18) respectively. 

 

Hypotheses Testing 

Hypothesis 1 

Self-stigmatization will not be significantly perceived as a form of 

stigmatization by PLWHA. 
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Table 5: Chi-square table showing the population of respondents who 

ticked yes or no items on self-stigmatization 

SUM ITEM YES NO TOTAL X2 DF P(SIG,) 

1. DO YOU BLAME YOURSELF FOR THE 

INFECTION? 

199 

54.5% 

166 

45.5% 

365 

100% 

 

 

 

 

 

492.159. 

 

 

 

 

 

4 

 

 

 

 

 

.000 

2. DO YOU REFUSE TREATMENT? 50 

13.7% 

315 

86.3% 

365 

100% 

3. DO YOU HIDE YOUR STATUS? 282 

77.3% 

83 

22.7% 

365 

100% 

4 DO YOU ISOLATE YOURSELF? 64 

17.5% 

301 

82.5% 

365 

100% 

5. DO YOU GO FOR VOLUNTARY 

COUNSELING? 

245 

67.1% 

120 

32.9% 

365 

100% 

X2
 calculated = 492.159, Df = 4, Alpha level = 0.05, Table 9.49 

 

Table 5 shows that the calculated chi-square (X2) value of 492.159 is far greater 

than the X2 critical value of 9.49 with the degree of freedom (df = 4) at 0.05 

alpha level. In view of this result, the null hypothesis (Ho) stated that self-

stigmatization will not be significantly perceived as a form of stigmatization by 

PLWHA is therefore rejected, it means that self-stigmatization is perceived as 

a form of stigmatization by PLWHA. 

 

Hypothesis 2 

Occupational victimization will not be significantly perceived as a form of 

stigmatization by PLWHA 

 

Table 6: Occupational Victimization 

QUESTION YES NO TOTAL X2 DF P(SIG,) 

1. ARE YOU EMPLOYED? 190 

52.1% 

175 

47.9% 

365 

100% 

 

 

 

 

 

5.972. 

 

 

 

 

 

4 

 

 

 

 

 

201 

2.IF NOT IS YOUR STATUS RESPONSIBLE 

FOR A DELAY IN GETTING A JOB? 

185 

50.7% 

180 

49.3% 

365 

100% 

3. IF EMPLOYED WERE YOU AVOIDED BY 

YOUR BOSS AND CO-WORKERS DURING 

WORK TIME? 

168 

46.0% 

197 

54.0% 

365 

100% 
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4. WERE YOU TREATED DIFFERENTLY BY 

YOUR BOSS AND CO-WORKERS? 

168 

46.0% 

197 

54.0% 

365 

100% 

5. WERE YOU PRESSURIZED TO LEAVE YOUR 

PLACE OF EMPLOYMENT? 

164 

44.9% 

201 

55.1% 

365 

100% 
X2

 calculated = 5.972, Df = 4, Alpha level = 0.05, Table 9.49 

 

Table 6 reveals that the calculated chi-square (X2) value of 5.972 is lower than 

the X2 critical value 9.49 with the degree of freedom (df = 4) at 0.05 alpha level. 

In view of this result, the null hypothesis which stated that occupational 

victimization will not be significantly perceived as a form of stigmatization by 

PLWHA is not rejected. It means occupational victimization is not perceived as 

a form of stigmatization by PLWHA. 

 

Hypothesis 3 

Discrimination by health care providers will not be significantly perceived as a 

form of stigmatization by PLWHA. 

 

Table 7: Chi-square table showing the population of respondents who 

ticked yes or no items on discrimination by health care providers 

SUM ITEM YES NO TOTAL X2 DF P(SIG,) 

1 ARE YOU LABELED BY HEALTHCARE 

PROVIDERS? 

135 

37.0% 

230 

63.0% 

365 

100% 

 

 

 

 

 

444.183 

 

 

 

 

 

3 

 

 

 

 

 

.000 

2 ARE YOU ALWAYS SEPARATED FROM OTHERS 

IN THE CLINIC? 

289 

79.2% 

76 

20.8% 

365 

100% 

3 ARE YOU TREATED WITH RESPECT AND 

DIGNITY? 

313 

85.5% 

52 

14.2% 

365 

100% 

4 ARE YOU ALWAYS SEPARATED FROM OTHERS 

IN THE CLINIC? 

77 

21.1% 

288 

78.9% 

365 

100% 

X2
 calculated = 444.183, Df = 4, Alpha level = 0.05, Table 7.82 

 

Table 7 shows that the calculated chi-square (X2) value of 444.183 is far greater 

than the X2 critical value of 7.82 with the degree of freedom (df = 3) at 0.05 

alpha level. In view of this result, the null hypothesis which stated that 

discrimination by health care providers will not be significantly perceived as a 

form of stigmatization by PLWHA is therefore rejected, it means that 
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discrimination by health care providers is perceived as a form of stigmatization 

by PLWHA. 

 

Discussion  

The World Health Organization, (2012) submitted that HIV-related stigma is 

triggered by many factors irrespective of socio economic standing and location 

such as lack of understanding of the disease, myths, lack of treatment, 

irresponsible media reporting on the epidemic, and the fact that AIDS is 

incurable, brings social fears about sexuality and fears relating to illness and 

death are fears that further fuel the epidemic of HIV-related stigma. It is in line 

with the submission of WHO that the distribution of the respondents shows that 

respondents of age group 20-24 years shows the least frequency with 29 (7.9%) 

while respondents between the ages 30-34 years accounted for the highest 

frequency with 89 (24.4%) of PLWHVA. Distribution of respondents by sex 

shows that males accounted for 139 (38.1%) while females accounted for 226 

(61.9%) of PLWHA. The distribution of respondents by marital status also 

shows that 99 (27.1%) of PLWHA are single, 163 (44.7%) are married, 60 

(16.4) make up the widowed while 36 (9.9%) and 7 (1.9%) were for separated 

and divorced respondents respectively. Educational distribution of PLWHA 

shows that 14% (51) had no formal education, 23.3% (85) had senior secondary 

school education, while degree and postgraduate degree holders were 11.2% 

(41) and 4.9% (18) respectively. 

Hypothesis 1 shows that calculated chi-square (X2) value of 492.159 is far 

greater than the X2 critical value of 9.49 with the degree of freedom (df = 4) at 

0.05 alpha level. Hence, the null hypothesis that stated that self-stigmatization 

will not be significantly perceived as a form of stigmatization by PLWHA is 

therefore rejected, it means that self-stigmatization is perceived as a form of 

stigmatization by PLWHA. Hypothesis 2 further reveals that the calculated chi-

square (X2) value of 5.972 is lower than the X2 critical value 9.49 with the 

degree of freedom (df = 4) at 0.05 alpha level. In view of this result, the null 

hypothesis which stated that occupational victimization will not be significantly 

perceived as a form of stigmatization by PLWHA is not rejected. It means 

occupational victimization is not perceived as a form of stigmatization by 

PLWHA. Hypothesis 3 also shows that the calculated chi-square (X2) value of 
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444.183 is far greater than the X2 critical value of 7.82 with the degree of 

freedom (df = 3) at 0.05 alpha level. Which means, the null hypothesis that 

stated that discrimination by health care providers will not be significantly 

perceived as a form of stigmatization by PLWHA is therefore rejected, it means 

that discrimination by health care providers is perceived as a form of 

stigmatization by PLWHA. 

With stigmatization, the health of PLWHA suffer a lot of tragedy, not only by 

self-stigmatization, occupational victimization and discrimination and limiting 

the caregivers’ ability to provide effective, respectful and dignified care for 

PLWHA and their families but also by subjecting them to intense psychological 

and social stress which could go as far as their being shunned and isolated, 

forced out of their jobs, homes and stripped of their human rights. In agreement, 

De Palomo (2016), revealed that HIV/AIDS related stigma and discrimination 

occurs everywhere, in families, among friends, workplaces, religious 

communities, everywhere, even self-inflicted by the patient. HIV/AIDS stigma 

is widespread. It is insidious and it is very hard to measure because it manifests 

in so many different ways one reason is that stigma is born of human behaviour. 

In response, Falobi (2014), explained that for more than two decades into the 

HIV/AIDS pandemic, stigma and discrimination against people living with 

HIV/AIDS or are affected by HIV/AIDS continue unabated. The reason for the 

response of Falobi (2014) is not far-fetched, De Bruyn (2010), reports that 

although not all employers, supervisors, coworkers and even health care 

providers react badly when it is discovered that a person is HIV-positive, 

disclosure at work remains risky. To corroborate the findings De-Bruyn (2010), 

Adegboye (2009), Nigeria Labour Congress (NLC) in year 2006 demanded that 

workplace policy on HIV/AIDS be adopted by all employers of labour and to 

form part of the collective agreement as this would help reduce, if not eliminate 

workplace discrimination and stigmatization against PLWHA. Self-

stigmatization was found to be significantly perceived as a form of 

stigmatization by PLWHA. Falobi (2014), explains that that is the shame that 

PLWHA experience when they internalise the negative responses and reactions 

of others. It often leads to depression, withdrawal and feelings of worthlessness. 

Obi (2015) further stated that despite the fact that AIDS is not a moral issue but 

a public health problem persons infected with HIV and those suffering from 
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AIDS are still being stigmatized, isolated and left to die in utter rejection. 

PLWHA have the same fundamental human rights as any other person and 

therefore should be allowed to live their lives with honour and dignity. To this 

end, people of resource poor environment need to be educated on the need for 

care and understanding of. PLWHA. 

 

Conclusion 

This study clearly showed that PLWHA attending clinic in the University 

College Hospital, Ibadan are self-stigmatized, and suffer discrimination by 

health care providers. However, Occupational victimization is not significantly 

perceived as a form of stigmatization by people with HIV/AIDS attending clinic 

in the University College Hospital, Ibadan.  

 

Recommendations 

On the basis of this findings, it is therefore recommended that: 

1. Government should establish an effective national framework for 

response to HIV/AIDS which will ensure a coordinated, 

participatory, transparent and accountable approach, integrating 

HIV/AIDS policy and programme across all branches of government. 

2. People with HIV/AIDS and the population affected by HIV/AIDS are 

in the best position to identify the stigma and discrimination 

experienced. Therefore, by involving PLWHA and the populations 

affected by HIV/AIDS in designing, implementing, and evaluating 

policies and programmes, the tendency is high that policies and 

programmes will not be discriminatory and will help to eliminate 

stigmatization. 

3. Increased commitment of the print and broadcast media is needed for 

defeating the negative stereotypes on HIV/AIDS. 

4. Government and Non-governmental Organisations should promote 

the wide and ongoing distribution of creative education, training and 

media programmes explicitly designed to change attitudes of 

discrimination and stigmatization associated with HIV/AIDS to 

understanding and acceptance. 
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5. Health care providers should always show professionalism, negative 

beliefs, values, assumptions and attitudes toward HIV/AIDS and 

PLWHA should be put aside as this will go a long way to providing 

compassionate and respectful care to patients. 

6. In other to find solution to factors contributing to the stigmatizing 

attitude of individuals to PLWHA, it is expedient to note that the 

problem are problems of all and therefore should be handled by all 

concerned.  
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