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Abstract 

Fiji aims to address the growing threat of HIV infections through the “test and treat” strategy 

which presupposes that Fijians will readily take part in testing and treatment of HIV. However, 

recent data indicates that uptake of testing and treatment continues to be very low within the 

Fijian population. This study looked at three key variables which are known to impede uptake 

of testing and adherence to treatment regimens; HIV knowledge, three types of HIV/AIDS-

related stigma (fear-driven [FS], value-driven [VS], and anticipated secondary stigma [SS]), 

and familial support with 300 postsecondary students from Fiji. While knowledge of modes of 

transmission of HIV (KHIV) was high, participants had poor knowledge of the impact of HIV 

treatment on the quality of life of people living with HIV/AIDS (PLWHA). Furthermore, high 

KHIV was associated with low levels of FS and VS and high levels of familial support. Finally, 

the results indicate that in comparison to other types of HIV/AIDS-related stigma considered 

in this study, FS was the strongest and the only statistically significant predictor of familial 

support beyond what could be accounted for by KHIV and gender differences. These findings 

are discussed in relation to the implications for the test and treat intervention in Fiji. 

Keywords: HIV knowledge, HIV/AIDS stigma and discrimination, family support, test and treat 

strategy, gender differences 
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Introduction  

Fiji has a low prevalence of HIV/AIDS (< 0.1%); however, unlike the global HIV trend, 

which has stabilised in recent years, HIV is a growing problem in Fiji, with figures projected 

to have increased by 50% in 2020 (Fiji Centre for Communicable Diseases Control [FCDC], 

2015; Ministry of Health and Medical Services, 2016; UNAIDS, 2016). This projected 

increase will place additional burdens on existing prevention, support, and care mechanisms 

employed in Fiji. Several factors increase Fiji’s susceptibility to an HIV epidemic, including 

low and inconsistent use of condoms and barriers to condom negotiation amongst vulnerable 

groups such as commercial sex workers, men who have sex with men (MSM), tertiary 

students, seafarers and uniformed service; low knowledge on modes of transmission of HIV; 

high rates of multiple and casual partners; low perceived risk of HIV transmission; low rates 

of HIV testing; and early onset of sexual behaviour  (Bavinton et al., 2011; Choudhary et al., 

2020; Hammar et al., 2011; McMillan & Worth, 2010).  

Fiji’s National Strategic Action Plan on HIV and STIs 2016-2020, developed on the basis of 

the UN Sustainable Development Goals (SDG) 2030 Agenda, aimed to reduce infection rates 

by 75% in 2020 and by 95% in 2030 using the “test and treat” strategy. The basic premise of 

this strategy is that universal HIV testing will result in early detection and treatment of HIV 

and therefore reduce future infections due to a reduced viral load of people living with 

HIV/AIDS (PLWHA) (HIV and AIDS Data Hub for Asia Pacific [AIDS Data Hub], 2021a; 

Ministry of Health and Medical Services, 2016). With proper implementation and 

monitoring, this strategy has been highly successful in reducing viral loads and preventing 

sexual transmission of HIV across the world (Bavinton & Rodger, 2020; Mendez-Lopez et 

al., 2019; Stafford et al., 2019).  

This predominantly biomedical approach presupposes that Fijians will readily take part in 

testing and treatment of HIV. However, recent data indicates that Fiji has been failing 

miserably at meeting its 2020 targets: Infection rates have increased by 97% since 2010; only 

41% of people diagnosed with HIV are currently on antiretroviral therapy; only 29% of 

PLWHA are virally supressed; and testing continues to be low in vulnerable populations 

(AIDS Data Hub, 2021a; 2021b). Since there is overwhelming evidence that fear of 

HIV/AIDS-related stigma and discrimination deters individuals from getting tested, 

addressing HIV/AIDS-related stigma and discrimination is critical to the success of the test 

and treat strategy adopted by Fiji (Bavinton & Rodger, 2020; Choudhary et al., 2020; Gwadz 

et al., 2018; Ostermann et al., 2011; Rodriguez-Hart, 2018; Smolak & El-bassel, 2013; Stangl 
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et al., 2013; Tesfay et al., 2020; UNAIDS, 2007). Studies indicate that family support is 

associated with greater adherence to antiretroviral therapy, reduction in HIV-risk behaviour, 

and better quality of life, adjustment, and mental health of PLWHA (Campbell et al., 2020; 

Collins et al., 2006; Omonaiye et al., 2020; PIAF, 2009, 2011; Salter et al., 2010; Tiyou et al., 

2010). On the other hand, in some cases, fear of secondary stigma also results in family 

members restricting disclosure of HIV status, which ultimately deprives PLWHA from 

healthcare and support services (Campbell et al., 2020; Ma et al., 2018; Tesfay et al., 2020). 

This need for secrecy due to fear of anticipated secondary stigma may be another hindrance 

to the success of the test and treat strategy adopted by Fiji. 

Literature Review 

A considerable amount of the research on HIV/AIDS-related stigma draws from the work of 

Ervin Goffman who describes stigma as “an attribute that is deeply discrediting within a 

particular social interaction,” adding that the individual with the undesirable attribute is then 

“reduced in our minds from a whole and usual person to a tainted, discounted one” (Goffman, 

1963, p. 3). At the individual level, this socio-cognitive approach is especially useful in 

understanding stigma as an outcome of categorisation followed by stereotyping. However, as 

others have pointed out, studies that adopt Goffman’s definition underestimate the role of 

social structural forces as the source of this differentiation (Mahajan et al., 2008; Pantelic et 

al., 2019; Scambler, 2009). Structural forces such as inequalities on the basis of gender, 

ethnicity, class, fear of contagion, and sexuality have been widely identified as social forces 

that not only create HIV/AIDS-related stigma but also maintain and exacerbate stigmatising 

attitudes (e.g., Castro & Farmer, 2005; Parker & Aggleton, 2003; Parker et al., 2002). The 

relationship between these two perspectives (individual and structural) is offered by Link and 

Phelan’s (2001) conceptualisation of stigma. 

Drawing from Goffman’s description of stigma, Link and Phelan (2001) stress that 

stigmatisation is largely the product of supremacy of one group over another and is a 

consequence of loss of status. They define stigma as the combination of four core 

components including labelling, stereotyping, separation, and status loss and discrimination. 

The first three create a distinction between the ingroup and the outgroup, eventually 

culminating into the fourth or last step of status loss and discrimination. According to this 

view, societal mechanisms such as pre-existing conceptions of stigma cause power 

differences between the ingroup and the outgroup and play a vital role in the creation and 
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maintenance of stigma and discrimination at multiple levels throughout society (Link & 

Phelan, 2001, p. 379). This layered nature of HIV/AIDS-related stigma is aptly captured in 

the manifestations of stigma identified by the International Center for Research on 

Women (ICRW)-led four-country study in Ethiopia, Tanzania, Vietnam, and Zambia. The 

study found that, unlike conventional assumptions about HIV/AIDS-related stigma being 

primarily culturally determined, “key causes of stigma, its impact and consequences have 

many more similarities than differences across contexts” (ICRW, 2006, p. 1). Consequently, 

a set of common causes and manifestations of stigma were identified through these studies, 

including fear-driven stigma and value-driven stigma. 

Much of the stigma associated with HIV/AIDS arises from shame and blame, which appears 

to be more strongly associated with the way the disease was acquired rather than the disease 

itself (Cao et al., 2006, p. 519; Derose et al., 2016). Value-driven stigma is the “moral 

dimension of stigma that justifies stigma through judgement, shame and blame” and is fuelled 

by pre-existing stigma associated with sex, gender, ethnicity, and poverty (Tanzania stigma-

indicators field test group, 2005, p. 3). HIV/AIDS is usually associated with deviant 

behaviour and especially “morally unsanctioned behaviour” such as promiscuity, sex work, 

homosexuality, and drug abuse. Therefore, PLWHA are seen as being responsible for the 

infection and deserving of their affliction (Alonzo & Reynolds, 1995; Valdiserri, 2002).  

 

This view is also prevalent in Fiji, where HIV is commonly seen as a punishment for what is 

deemed as immoral and sinful behaviour such as homosexuality, pre-marital sex, prostitution 

(especially for women), and having many sexual partners (Labbé, 2011, p. 42). Lui et al. 

(2012) documented that 35% of the Fijian healthcare workers (N = 369) surveyed believed 

that HIV and STIs were a punishment for immoral behaviour. Stigma and discrimination on 

the basis of gender, sexuality, and sexual behaviour is also high and studies have consistently 

recorded verbal abuse, physical harm, and sexual violence with sex workers, transgender, 

MSM, and HIV+ women (Bavinton et al., 2011; McMillan & Worth, 2010, 2011; The Pacific 

Islands AIDS Foundation [PIAF], 2009, 2011).  

 

HIV testing amongst Fijian transgender and MSM is also low, with only 33.7% of 210 

participants sampled having ever been tested for HIV despite high rates of casual partners and 

low usage of condoms in this population. This low rate of testing was attributed to a lack of 

trust with testing clinics, judgmental and unfriendly clinic staff, and issues around violation 
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of privacy and confidentiality (Bavinton et al., 2011). The stigma associated with sex work 

and discriminatory behaviour of medical professionals has also resulted in poor access to 

sexual health services for Fijian sex workers. This was further exacerbated by the 

criminalisation of sex work in 2010, which led to the cessation of outreach services to sex 

workers by non-governmental organizations (McMillan & Worth, 2011). This pre-existing 

stigma related to gender and sexuality increases not only HIV/AIDS-related stigma within 

these groups but also their vulnerability to HIV due to the negative impacts on uptake of HIV 

testing and other health care services (Crowell et al., 2017; Evens et al., 2019; Krishnaratne et 

al., 2020; Lyons et al., 2020).    

 

Fear-driven stigma is the irrational fear of casual transmission of HIV/AIDS through 

everyday contact and refusal to have contact with PLWHA because of this fear (Tanzania 

stigma-indicators field test group, 2005). This is another popular perception of HIV and 

PLWHA in Fiji; PLWHA are viewed as “contagious” and any casual contact as “risky” 

(Labbé, 2011, p. 40). PLWHA in Fiji have reported that when their diagnoses became known, 

some family and community members refused to have physical contact and stopped sharing 

food, utensils, toilets, and water facilities with them (PIAF, 2011, p. 53). Furthermore, in a 

survey, one third of Fijian healthcare workers admitted to having a “strong fear” of 

occupational transmission of HIV and 61% reported seeing other healthcare workers using 

additional precautions such as latex gloves for non-invasive procedures on a client known to 

have or suspected of having HIV (Lui et al., 2012, p. 325). Fourteen percent of the 

participants also reported seeing a client who was known to have or was suspected of having 

HIV receiving less care or attention than other patients. Real and anticipated HIV/AIDS-

related stigma from healthcare workers affects uptake of HIV testing and can be another 

barrier to the success of the test and treat strategy (Okal, 2020; Tesfay et al., 2020).  

Finally, secondary stigma (a combination of both fear-driven stigma and value-driven stigma) 

is the extension of stigma to individuals associated with PLWHA, such as family members, 

and determines the likelihood of familial support for PLWHA (Cree et al., 2004; Ma et al., 

2018; Mahamboro et al., 2020; Ogden & Nyblade, 2005). HIV/AIDS-related stigma and 

discrimination have tremendous physical, emotional, social, and financial consequences for 

PLWHA and their families, yet it has been generally overlooked in the HIV/AIDS studies 

conducted in Fiji. Common forms of secondary stigma experienced by family members of 

PLWHA recorded elsewhere include gossiping, violation of privacy, verbal abuse, isolation, 
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rejection, loss of access to services, and loss of livelihood (Cao et al., 2006; Mason et al., 

2014; Ogunmefun et al., 2011; Siegel et al., 2018; Wight et al., 2006). 

In developing countries such as the Fiji Islands, where social welfare and healthcare systems 

are generally under-resourced, family members provide the crucial care-giving, financial, and 

emotional support required by PLWHA and their dependents (Collins et al., 2006; Gajraj-

Singh, 2011; Letamo, 2003; Li et al., 2006; Ogunmefun et al., 2011; Oluwagbemiga, 2007; 

PIAF, 2009, 2011). Qualitative data suggests that HIV/AIDS-related stigma within family 

settings can be “diminished” by increasing knowledge of modes of transmission of HIV 

(Mahamboro et al., 2020). A number of studies have also indicated that lower levels of HIV 

knowledge results in higher levels of stigma, which then impacted on uptake of HIV testing 

(Ajayi et al., 2020; Haider et al., 2020; James & Ryan, 2018; Lifson et al. 2013; Ruan et al., 

2019). HIV testing history was associated with higher knowledge of HIV, which in turn was 

associated with lower levels of stigmatising attitudes, indicating that HIV knowledge 

mediates the relationship between HIV testing history and stigma (James & Ryan, 2018). 

Furthermore, this negative relationship between HIV knowledge and HIV/AIDS-related 

stigma was found with different forms of stigma including fear of casual transmission and 

moral judgement (Ruan et al., 2019).  

The test and treat strategy has made considerable positive impacts on the health outcomes of 

PLWHA and in the reduction of the spread of HIV at the individual level. However, 

HIV/AIDS-related stigma and discrimination continues to be one of the greatest barriers to 

the strategy making an impact in the national HIV statistics (Bavinton & Rodger, 2020). If 

vulnerable individuals are not able to seek timely testing and adhere to treatment regimens, 

HIV will remain undetected and continue to spread.  

 

Studies on HIV/AIDS-related stigma and discrimination conducted in Fiji have covered 

considerable ground in terms of mapping expressions of stigma with PLWHA. However, 

there has been very little focus on understanding the drivers of HIV/AIDS-related stigma in 

Fiji, HIV knowledge, and willingness to provide support to HIV+ family members, all of 

which are key determinants for uptake of HIV testing and will be crucial for the success of 

the test and treat strategy adopted by Fiji. Furthermore, globally, there is paucity of literature 

on the impact of HIV knowledge on familial support and the relationship between 

HIV/AIDS-related stigma and familial support for PLWHA. To address these gaps, the 

present study measures HIV knowledge, levels of three types of HIV/AIDS-related stigmas 
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(fear-driven stigma, value-driven stigma, anticipated secondary stigma), and support for a 

hypothetical HIV+ family member within a sample of post-secondary students. The study 

also investigates the relationship between knowledge on modes of transmission of HIV and 

the three types of stigmas and support for an HIV+ hypothetical family member. Finally, the 

study aims to identify the relationship between willingness to support a hypothetical family 

member and the three types of stigmas. The findings included in this paper are part of a larger 

mixed methods study on HIV/AIDS-related stigma and discrimination and the findings of this 

study will assist in providing greater insights into some potential barriers that may impede the 

effectiveness of the test and treat strategy adopted by Fiji.  

Method 

Participants 

Participants were drawn over the course of one year from private and government sponsored 

postsecondary training programmes around the Western and Central Divisions of Viti Levu, 

the largest island in the Fijian archipelago. Twelve clusters of the four main areas of study 

(trade and commerce, medicine and nursing, police officers [new recruits], and teacher 

training) were identified due to the important roles that these participants can play in 

HIV/AIDS prevention, treatment, and care in Fiji. Samples were drawn from all twelve 

clusters. A representative appointed by the head of the participating institutions assisted in the 

recruitment of participants. The representative identified the best possible locations and 

possible times to approach participants – for example, class times or after meal times on their 

campuses, or, in the case of police officers (new recruits) at the police stations where they 

were undertaking their practicums. Written, informed consents were gained, overseen by the 

institutional representative.  

All eligible participants that were approached consented to take part in the in the survey (N = 

348). Twelve participants (4%) were not included in the final data set because substantial 

data was missing (i.e., 50% of the variables were missing) or key demographics (e.g., gender, 

ethnicity, and area of study) were not entered. The remaining questionnaires were randomly 

selected to generate a subsample of 300 post-secondary students that (1) reflected the ethnic 

division ratio of 3:2, with 180 iTaukei and 120 Indo-Fijian participants, and (2) was gender 

balanced (Fiji Islands Bureau of Statistics, 2020). 

The sample consisted of postsecondary students from four specialist study areas namely, 

trade and commerce (n = 99), medicine and nursing (n = 66), teacher training (n = 93), and 
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policing (n = 42). The mean age of participants of the study was 20.68 years (age range: 18 – 

29). Students were enrolled at certificate, diploma, and degree levels. Ethical approval for the 

study was given by the National Health Research Committee – Ministry of Health, Fiji 

Islands before the commencement of the study.  

Materials 

The Likert scales used in the study were created on the basis of a companion study, which 

explored the dominant experiences of three types of HIV/AIDS-related stigmas (fear-driven 

stigma, value-driven stigma, secondary stigma) and familial support with 11 HIV+ iTaukei (n 

= 9) and Indo-Fijian (n = 2) participants with varied marital statuses, occupational and 

religious backgrounds, and levels of education (ranging from early primary to tertiary 

education). There is some overlap between the items developed for this study and stigma 

indicators for value-driven and fear-driven stigma recommended by Nyblade and MacQuarrie 

(2006). 

A draft version of the questionnaire was piloted with 18 postsecondary students and the 

phrasing of some questions modified based on the feedback received. Items measuring HIV 

knowledge, fear-driven and value-driven stigma appeared in the first part of the 

questionnaire. On the next page, a short prompt asking participants to visualise that a close 

family member (e.g., parent, sibling, spouse, etc.) was HIV positive or had AIDS was given 

before statements on anticipated secondary stigma and support for a hypothetical HIV+ 

family member. Response options for the forced-choice Likert scales were “1= Strongly 

Disagree”, “2 = Disagree”, “3= Agree” and “4= Strongly Agree”, prompting participants to 

express firm opinions on the statements.  

Knowledge on modes of transmission of HIV/AIDS Score (KHIV) 

14 statements measured KHIV, of which only four statements were correct (transmission 

through blood transfusion, breastfeeding, unprotected sex with an infected partner and 

injections). These statements were derived from the universally accepted main modes of 

transmission of HIV/AIDS (Avert, 2021). The remaining 10 statements focused on 

perceptions of casual transmission. Response options were “yes” and “no”. All incorrect 

responses were reverse coded, and a high score (maximum of 2) represented a high level of 

KHIV. 

Participant views on HIV treatment and its impact on the quality of life of PLWHA 
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Four statements assessed the views of participants on HIV treatment and its impact on the 

quality of life of PLWHA. The questions focused on whether treatment and cure was 

available for HIV and whether PLWHA can live healthy and productive lives and have HIV 

negative babies. Response options were “true”, “false” and “not sure”.  

Fear driven stigma score (FS)  

Fear driven stigma was measured with seven items pertaining to avoiding PLWHA due to 

fear of casual transmission of HIV/AIDS. Each item had two components: the form of 

avoidance and the reason for avoidance. Statements included, “I don’t want to share cooking 

and eating utensils with PLWHA because I can get HIV” and “I will not shake hands or hug 

PLWHA because I can get infected”. Cronbach’s alpha for items for the scale was 0.83 and a 

high score represented high levels of fear driven stigma. 

Value driven stigma score (VS) 

Value driven stigma was measured with seven items relating to value judgements and sexual 

stigmatisation of PLWHA and three stereotypical groups associated with HIV/AIDS (e.g., 

promiscuous people, homosexuals, and commercial sex workers). Items included “Sex 

workers and their clients who get infected with HIV/AIDS deserve it” and “Only people who 

don’t follow religious teachings get HIV/AIDS”. Cronbach’s alpha for items for VS was 0.84 

and a high score represented high levels of value driven stigma. 

Anticipated secondary stigma score (SS) 

Five items describing instances of secondary stigma were used to measure anticipated 

secondary stigma. The items included accounts of different forms of discrimination extended 

to family members of PLWHA such as “People from my community will gossip about my 

family” and “People from my community will avoid contact with me”. Cronbach’s alpha for 

the scale was 0.73 and a high score represented high levels of anticipated secondary stigma. 

Support for a hypothetical HIV+ family member score (SUP) 

Seven items pertaining to different types of support rendered to a HIV+ close family member 

measured the support for a hypothetical HIV+ family member. The items reflected 

interviewee descriptions of forms of support provided by family members such as “If I have 

the means and ability I will support him/her financially (money-wise)” and “I will take care 

of him/her when he/she gets sick”. Cronbach’s alpha for this scale was 0.84 and a high score 

represented high levels of support for a hypothetical HIV+ family member. 
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Procedure  

The self-completion questionnaires were administered to groups of up to 30 participants at a 

time. Participants were informed about the importance of the study, assured of anonymity of 

their responses and rights to withdrawal, and requested to be honest in their responses. They 

were then instructed to answer questions in the order given and were especially instructed (1) 

not to miss question(s) with the intention of going back to answer the question(s) and (2) not 

to change responses to a question once they had finalised their answer for the question. This 

was done to ensure that the first response of the participant towards PLWHA was recorded 

and that responses for statements measuring value driven stigma and fear driven stigma were 

not modified after the participant was given the hypothetical situation regarding a HIV+ close 

family member. Participants spent 10-15 minutes answering the questionnaire and once filled 

questionnaires were collected, voluntary debriefing sessions were conducted, which were 

attended by all participants.  

Data analysis 

Predictive Analytics Software (PASW) by SPSS was used for data analysis. All effect sizes 

were interpreted using Cohen’s (1988) conventions. As the scales were created for the study, 

only data from participants who had responded to all items for a scale were included in the 

results (also see Appendices for items for each scale and instructions on scoring the scales).  

Results 

Knowledge on modes of transmission of HIV 

Descriptive analyses revealed that participants high scores for KHIV (Mean = 1.87, Standard 

Deviation = 0.13, Mode = 1.93), with scores ranging from 1.29 – 2.00.  Furthermore, 91% of 

the participants had ≥ 86% correct responses. Percentages of “yes” and “no” responses for the 

14 items of this scale were graphed to identify areas with greatest misconceptions regarding 

transmission of HIV, and correlations with the other four variables were explored.   

 

Figure 1 provides the response rate for the 14 statements describing modes of transmission of 

HIV. The three most common misconceptions regarding modes of transmission of HIV in the 

sample were saliva (36%), kissing (30%), and mosquito bites (21%). Other misconceptions 

included possible peripheral contact with blood on nail clippers and hair cutting scissors 

(13%), sweat (13%), and cigarettes (10%). Thirty percent of participants did not identify 

breastfeeding as a mode of transmission of HIV. 
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Figure 1. Perceived modes of transmission of HIV/AIDS (N = 300)  

 

Participant views on HIV treatment and its impact on the quality of life of PLWHA 

Figure 2 shows the views of participants on HIV treatment and its impact on the quality of 

life of PLWHA. Only 45% of the participants were aware that treatment was available for 

HIV and 31% knew that PLWHA can have HIV negative babies. Furthermore only 28% of 

the participants felt that PLWHA can lead healthy and productive lives if they were on 

medication. Eighty percent of participants knew there is no cure for HIV.   
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Figure 2. Participant views on HIV treatment and its impact on the quality of life of PLWHA 

(N = 300) 

Comparisons of the Stigma Scores 

A Friedman two-way ANOVA was used to compare the stigma scores, as variances of SS 

were not equal. The test indicated that statistically significant differences exist between the 

three stigma variables; FS, VS, and SS, χ2
F =41.88 (corrected for ties), df = 2, N – Ties = 138, 

p < .001. Follow-up pair wise comparisons using Wilcoxon Signed Rank Test and Bonferroni 

adjusted α of 0.017 indicated that the VS (Mean Rank = 2.34) were significantly higher than 

FS (Mean Rank = 1.59), T = 1247.5, z = -7.69 (corrected for ties), N – Ties = 140, p ˂ .001, 

one-tailed, r = -0.65. This can be considered a large-sized effect (Cohen, 1988). VS was rated 

higher than FS by 82% of the participants.  

Similarly, VS was rated higher by 59% of the participants in comparison with SS (Mean 

Rank = 2.07). The differences were statistically significant, T = 4112, z = -2.8 (corrected for 

ties), N – Ties =149, p = .0025 one-tailed, r = -0.23; a small-sized effect (Cohen, 1988).  

Finally, while FS were rated higher by 60% of the participants in comparison with their SS, 

there were very small differences in their mean ranks (0.48). Nonetheless, the differences 

were statistically significant T = 5040, z = -2.39 (corrected for ties), N – Ties =160, p = .0085 

one-tailed, r = -0.19; a small sized effect (Cohen, 1988).  

Comparisons of Stigma and Support Scores 

A Friedman two-way ANOVA with follow-up pair wise analyses using Wilcoxon Signed 

Rank Test (Bonferroni adjusted α of 0.0125) were also conducted to compare SUP and the 
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three stigma scores (FS, VS, and SS). There were statistically significant differences between 

the four variables, χ2
F =202.24 (corrected for ties), df = 3, N – Ties = 120, p = .001 with SUP 

having the highest mean rank of 3.85 in comparison with VS (Mean Rank = 2.41), SS (Mean 

Rank = 2.08) and, FS (Mean Rank = 1.65).   

SUP was rated higher than VS by 90% of the participants. A Wilcoxon Signed Rank Test 

indicated that the differences were statistically significant, T = 427.5, z = -9.9 (corrected for 

ties), N – Ties =151, p = .0005 one-tailed, r = -0.8. Likewise, SUP was rated higher than FS 

by 96% of the participants and the differences in scores were also statistically significant, T = 

88.5, z = -11.35 (corrected for ties), N – Ties =175, p = .0005 one-tailed, r = -0.86.  

Finally, SUP was rated higher than SS by 99% of the participants. Differences between the 

two scores were also statistically significant, T = 5, z = -11.31 (corrected for ties), N – Ties 

=170, p = .0005 one-tailed, r = -0.87. These differences between SUP and the three types of 

stigma scores can be characterised as very large effect sizes according to Cohen’s (1988) 

conventions.  

Differences by Ethnicity and Gender 

Ethnic and gender differences were explored using parametric and non-parametric tests after 

screening for normality and homogeneity of variances and results for the five variables have 

been divided according to the type of statistical test used.  

Knowledge on modes of transmission of HIV/AIDS score, anticipated secondary stigma score 

and support for hypothetical HIV+ family member score   

As KHIV and SUP were positively skewed and variances of SS were not equal, a Mann-

Whitney U test was used to examine gender and ethnic differences in these three variables; 

the results of the test are displayed in Table 1.  

Table 1. Mann-Whitney U tests by gender and ethnicity of participants 

Variables Mean Rank (n) U z  r 

        Gender 

 Female Male    

KHIV 147.07 (149) 150.94 (148) 10738.5 -0.3 .02 

SS 111.67 (106) 93.71 (99) 4327.5* -2.18 .15 

SUP 123.33 (112) 101.67 (112) 5059.5* -2.51 .17 

                     Ethnicity 
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 Indo-Fijian iTaukei    

KHIV 160.66 (119) 141.21 (178) 9204* -1.96 .11 

SS 116.85 (86) 92.99 (119) 3925.5* -2.85 .19 

SUP 117.11 (85) 109.68 (139) 5516 -0.83 .06 

Note: KHIV = Knowledge on modes of transmission of HIV/AIDS score, SUP = support for hypothetical HIV+ family 

member score, and SS = anticipated secondary stigma score. 

z has been corrected for ties* p < 0.05 

 

Females (Mean Rank = 123.33) had significantly higher SUP than males (Mean Rank 

=101.67). There was also a statistically significant difference in SS between males (Mean 

Rank = 93.71) and females (Mean Rank = 111.67), i.e., female participants reported higher 

expectancies of being stigmatised if they had an HIV+ close family member. Statistically 

significant differences also exist in KHIV and SS for the two ethnic groups. Indo-Fijian 

participants had higher levels of KHIV (Mean Rank = 160.66) as well as higher expectancies 

of being subjected to secondary stigma (Mean Rank = 116.85). These significant gender and 

ethnic differences are small-sized effects (Cohen, 1988). There were no statistically 

significant differences in (1) ethnicity for SUP and (2) gender for KHIV. 

Value-driven stigma and fear-driven stigma 

A 2 (gender – male, female) x 2 (ethnicity – iTaukei, Indo-Fijian) factorial between groups 

ANOVA was used to compare average VS and FS, as tests for normality and homogeneity of 

variances indicated minor violations for normality; ANOVA is robust against these violations 

(Allen & Bennet, 2010). The ANOVA revealed that a statistically significant main effect 

existed only for ethnicity in the levels of VS, F (1, 186) = 17.19, p < .001, partial η2 = 0.09; a 

medium-sized effect. There was no significant main effect for sex in the levels of VS F (1, 

186) = .141, p = .708, partial η2 = .001 and no interaction between sex and ethnicity for VS, 

F (1, 186) = .06, p = .806, partial η2 = .000.  

Similarly, there was no significant main effect of ethnicity, F (1, 215) = 1.5, p = .223, partial 

η2 = .007 or sex, F (1, 215) = 3.84, p = .051, partial η2 = .018 in FS. There was also no 

interaction between sex and ethnicity for FS, F (1, 215) = .745, p = .386, partial η2 = .003. 

Mean scores for each group are given in Table 2. 

Table 2. Mean scores for value-driven stigma score (VS) and fear-driven stigma score (FS) 

 

 Value-driven stigma score (VS) Fear-driven stigma score (FS) 
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 Female Male Marginal 

means 

(ethnicity) 

Female Male Marginal means 

(ethnicity) 

Indo-Fijian 1.81 1.82 1.82 1.5 1.72 1.62 

iTaukei 2.23 2.29 2.26 1.67 1.76 1.71 

Marginal 

means (sex) 

2.02 2.06  1.59 1.74  

 

Correlations between Knowledge on modes of transmission of HIV/AIDS score and stigma 

and support scores  

As assumptions of normality were not met for KHIV and SUP, a Spearman’s rho (rs) was 

used to examine correlation KHIV and FS, VS, SS and SUP. There is a stronger negative 

correlation between KHIV and FS [rs(219) = -.30] as opposed to VS [rs(189) = -.22] 

(Cohen,1988). Furthermore, KHIV shows a weak positive correlation with SUP (rs(222) = 

.23). The correlation between SS and KHIV wasn’t significant. 

 

Table 3. Correlations between knowledge on modes of transmission of HIV/AIDS score and 

stigma and support variables  

Variable  N rs 

 Value-driven stigma score (VS) 189 -.22* 

 Fear-driven stigma score (FS) 219 -.30* 

 Anticipated secondary stigma score (SS) 203  .05 

 Support for hypothetical HIV+ family member 

score (SUP) 

222 .23* 

             Note: 

             * p< 0.001, one-tailed 

Hierarchical Multiple Regression Analysis 

To estimate the proportion of variance in SUP that can be accounted for by the three types of 

stigmas (VS, FS, and SS), while controlling for the effects of sex and KHIV, a hierarchical 

multiple regression analysis (MRA) was performed. Stem-and-leaf plots and box plots were 

used to test for normality and univariate outliers; two extreme scores for FS, one extreme 
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score for SUP, and two extremes scores for VS were detected and were deleted from data file. 

Assumptions of normality, linearity and homoscedasticity of residuals were met.   

On step 1 of the hierarchical MRA, KHIV and sex accounted for 7.6% of the variance in SUP 

scores, R² = .076, F = (2, 149) = 6.16, p = .003, ƒ2 = 0.08. On step 2, the three forms of 

stigma were added. VS, FS, and SS accounted for a statistically significant 13.4% of the 

variability in SUP, Δ R² = .134, F = (3, 146) = 8.255, p < .001, ƒ2 = 0.15. The combined 

model of KHIV, sex and the three types of stigmas accounted for 21% of the variance in SUP 

scores, R² = .21, F = (5, 146) = 7.776, p < .001, ƒ2 = 0.27. This approximates a large-sized 

effect according to Cohen’s (1988) conventions. The unstandardised (B) and standardised (β) 

regression coefficients, and squared semi-partial correlations (sr2) for each predictor in SUP 

scores are reported in Table 4. As can be seen in Table 4, the only significant predictor of 

SUP in the final regression model was FS.  

Table 4. Summary of multiple regression analysis for stigma variables predicting variances in 

support for hypothetical HIV+ family member score (SUP) 

Variable B  [95% CI] β sr2 

Step 1    

Knowledge on modes of transmission 

of HIV/AIDS Score (KHIV) 

.909 [.254, 1.563]* .216 0.05 

Sex -.178 [-.340, -.017]* -.176 0.03 

Step 2    

Knowledge on modes of transmission 

of HIV/AIDS Score (KHIV) 

.263 [ -.401, .928] .063 0.003 

Sex -.127 [-.282, .027] -.123 0.014 

Value-driven Stigma Score (VS) 

 

.000 [-.137, .138] .000 .000 

Fear-driven Stigma Score (FS) 

 

-.374 [-.563, -.184]** -.4 0.08 

Anticipated Secondary Stigma Score 

(SS) 

 

.027 [-.191, .136] .025 .000 

     Note. n = 133. CI = confidence interval, * p < 0.05, **p < 0.001 

 

Discussion 

This study measured HIV knowledge, three types of HIV/AIDS-related stigmas (fear-driven 

stigma, value-driven stigma, anticipated secondary stigma) and support for a hypothetical 

HIV+ family member. The participants of this study included prospective health care 
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workers, educators, and law reinforcement staff members, all of whom will play pivotal roles 

in HIV/AIDS prevention, treatment, and care in Fiji.  

One positive finding of this study was that participants had generally high knowledge on 

modes of HIV transmission. Nonetheless, incorrect beliefs regarding modes of transmission 

were also identified. Contact with saliva, deep kissing, and mosquito bites were the most 

common inaccurate beliefs held by post-secondary students. Further, 30% of participants did 

not identify breast milk as a form of transmission of HIV. However, the cause of concern for 

this sample was that the group remained poorly informed about HIV treatment and its impact 

on the quality of life of PLWHA. Only 45% of the participants were aware that treatment was 

available for HIV and 69% did not know that PLWHA can have HIV negative babies. 

Furthermore, only 28% of the participants felt that PLWHA can lead healthy and productive 

lives if they were on medication. This finding is worrisome, as studies show that poor HIV 

knowledge is associated with poor uptake of HIV testing (Ajayi et al., 2020; Haider et al., 

2020; James & Ryan, 2018; Ruan et al., 2019).  

With regards to measures of the different forms of stigma, value-driven stigma was more 

common within the sample than fear-driven stigma. While evidence of all three types of 

stigmas were found, value-driven stigma scores were rated higher than fear-driven stigma 

scores by 82% of the participants and higher than anticipated secondary stigma scores by 

59% of the participants. Holding value judgements of PLWHA whereby they are seen as 

deserving of their afflictions and associating HIV with stereotypical groups (e.g., 

promiscuous people, homosexuals and commercial sex workers) impacts two societal areas. 

Firstly, associating HIV with certain groups creates a false sense of personal immunity, 

which can hinder uptake of HIV tests (Lifson et al., 2013). Secondly, value judgements held 

by professionals expected to play important roles in HIV/AIDS prevention and the test and 

treat strategy could be especially problematic as vulnerable populations have identified this as 

a major barrier to accessing HIV testing and treatment in Fiji (Bavinton et al., 2011; 

McMillan & Worth, 2010, 2011).    

 

A very promising finding of this study was that, regardless of the higher levels of value-

driven stigma that the sample exhibited, participants generally held more supportive attitudes 

towards a hypothetical HIV+ family member. While this may not make any direct difference 

in their professional roles, this finding is consistent with the expectations and experiences of 

family support depicted by other studies in Fiji: Immediate family members such as parents 
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and spouses generally take on roles as primary caregivers and extended family members also 

provide respite care and emotional and financial support (Gajraj-Singh, 2011; PIAF, 2009, 

2011). The findings of this study are also consistent with other studies in terms of gender 

differences in caregiving with female participants expressing greater supportive attitudes 

towards a hypothetical HIV+ family member (e.g., Matovu et al., 2020; Ogunmefun et al., 

2011). 

Another aim of this study was to identify the relationship between individual variables of 

knowledge of HIV transmission and the three forms of stigmas and support for a hypothetical 

HIV+ family member. The negative relationship between KHIV and fear-driven and value-

driven stigma and the positive relationship between KHIV and support is consistent with 

other studies that have looked at this (e.g., Ajayi et al., 2020; Haider et al., 2020; James & 

Ryan, 2018; Lifson et al. 2013; Ruan et al., 2019). Furthermore, consistent with the findings 

of Ruan et al., (2019) in their sub-sample of medical students, this study also showed a 

stronger negative relationship between KHIV and fear-driven stigma than value-driven 

stigma. A possible explanation for this is that, with good knowledge of HIV transmission, 

participants were aware that HIV cannot be transmitted through casual contact leading to 

lower fear. However, understanding the sexual transmission route led to greater value 

judgements towards PLWHA, especially in a community where there is pre-existing stigma 

and intolerance around gender, sexuality and behaviour such as promiscuity, pre-marital sex, 

and prostitution (Bavinton et al., 2011; Labbé, 2011; McMillan & Worth, 2010, 2011). This 

may also explain the existence of higher levels of value-driven stigma within the present 

sample.  

The main aim of this study was to show the added impact of the different drivers of 

HIV/AIDS-related stigma have on supportive attitudes towards a hypothetical HIV + family 

member beyond the impact of KHIV and gender differences. The data indicates that fear-

driven stigma significantly predicts supportive attitudes towards HIV+ family members in 

this sample. These findings add to the current literature on HIV/AIDS-related stigma.  

Inaccurate beliefs about modes of transmission, especially casual transmission of HIV from 

everyday contact, can cause unwarranted fears of contracting HIV from HIV+ family 

members and decrease the likelihood of familial support (Cowgill et al., 2008; Lundberg et 

al., 2016).  

Implications for Policy and Practice 
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These findings have multiple implications for the test and treat strategy adopted by Fiji, the 

success of which is highly dependent upon widespread uptake of the HIV testing and 

adherence to treatment regimens. Firstly, since HIV knowledge impacts uptake of testing, 

concerted efforts need to be made to increase community awareness of HIV. Specifically, the 

inaccurate beliefs about HIV transmission and the impact of HIV treatment on the quality of 

life of PLWHA need to be targeted by HIV intervention messages and the formal education 

curricular in Fiji. While the study sample is not representative of the Fijian population as a 

whole, it does raise the concern that if misconceptions around HIV knowledge exist among 

what could be deemed an ‘elite’ group with access to education, the knowledge in the general 

population is likely to be much worse.  

Secondly, addressing HIV/AIDS-related stigma is paramount as it is a key barrier to uptake 

of HIV testing and adherence to treatment regimens. To effectively accomplish this, the 

layered nature of HIV/AIDS-related stigma needs to be acknowledged and decisive actions 

need to be taken to target the different drivers of stigma associated with the pandemic at all 

levels of society, including policy and legal, institutional, community, family, and individual. 

Stangl et al. (2013) assessed the effectiveness of 48 HIV/AIDS-related stigma and 

discrimination reduction interventions. They concluded that one of the key challenges for 

design of interventions was a failure to recognise all the underlying drivers of stigma: A 

majority of the interventions (81%) targeted only one type of stigma. Interventions also failed 

to address manifestations of HIV/AIDS-related stigma at different societal levels. The 

findings of this study corroborate the existing evidence on the layered nature of HIV/AIDS-

related stigma in Fiji (e.g., Bavinton et al., 2011; Labbé, 2011; McMillan & Worth, 2010, 

2011; PIAF, 2009, 2011). These need to be considered when designing stigma reduction 

interventions.   

Finally, the findings of this study especially underscored the need to address HIV/AIDS-

related stigma with family members of PLWHA. With under-resourced healthcare and social 

welfare systems, family members are undeniably a central component of caregiving in Fiji. 

Moreover, family support has been linked to greater uptake of HIV testing and engagement in 

therapy. The findings of this study indicate that this willingness to provide emotional, 

financial, and physical support to HIV+ family members diminishes with increased 

HIV/AIDS-related stigma within post-secondary students. Furthermore, although value 

judgements of PLWHA were high within this sample, it is the fear for personal safety and 

concerns over casual transmission of HIV that is the greatest predictor of whether a family 
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member will be willing to take on the role of a caregiver of PLWHA. Therefore, if family 

members are to continue the essential care-giving, greater investment needs to be made in 

this resource. Services such as post-diagnosis counselling should also be extended to 

potential caregivers in order to clarify misconceptions regarding HIV and PLWHA. 

Additional services such as healthcare, counselling, support groups, and employment and 

social welfare assistance need to be extended to family caregivers of PLWHA (Kalomo et al., 

2018; Lekganyane & Alpaslan, 2019).  

 

Limitations and Areas for Future Research 

Several limitations need to be considered when generalising the results of this study.  

Participants were given a hypothetical situation of an HIV+ close family member and 

therefore a relationship between attitudes and behaviour cannot be established. The data was 

also self-reported and is open to biases including giving responses that are socially desirable. 

To address this issue, participants were assured of complete anonymity of their responses and 

were requested to be honest with their responses. The study also did not identify whether the 

participant knew someone who was HIV+ as interpersonal contact can influence findings 

(Pharris et al., 2011). The scope of this study was limited to measuring three variables that 

may impact uptake of HIV testing: (1) HIV knowledge, (2) different drivers of HIV/AIDS-

related stigma and (3) and family support. HIV testing and its relationship with these 

variables could not be measured, as HIV testing is low within this sample and it would be 

difficult to attain a meaningful sample to examine this relationship (Ministry of Health and 

Medical Services, 2016). With increased testing, future research should also look at the 

impact of HIV knowledge, HIV/AIDS-related stigma, and family support on uptake of HIV 

testing. Finally, the study adopted a cross-sectional design and no assumptions of causality 

can be made.  

The findings of this study nonetheless underscore the need for HIV/AIDS prevention, 

treatment, and care approaches adopted by Fiji to be responsive to local issues and needs.  In 

order to achieve its SDG UN 2030 targets and to effectively roll out the test and treat 

intervention strategy, Fijian policy makers need to increase their understanding of and 

address salient issues such as HIV/AIDS-related stigma, familial support, and inaccurate 

beliefs about HIV transmission and the impact of HIV treatment, which prevent uptake of 

HIV testing and adherence to treatment regimens.  
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