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I. INTRODUCTION

A. Background

This study will examine IndonePRWHn nurses
and the factors that relate to these attitudes, including background characteristics, AIDS
care factors, HIV knowledge, and religioglated factas. The stigmatizing attitudes and
discrimination that people living with HIV (PLWH) receive needs a comprehensive
solution. Stigmatizing attitudesward PLWH areone of the key factors fueling the
spread of HIV, since fear of being stigmatized leads PLi@/kide their status and avoid
health services to avoid discrimination (Nyblade, 2006).

Stigma can be defined as a negative evaluation that is given by a social group to
people who are perceived as having violated some social taboo or behavior that is
sod¢d ally unacceptable. Goffman (1963, p.3) de:
deeply discrediting wi.tHbalsodescribessstigmaasan s oci al
unwanted response that is different from what one expected. Stigma within tévet odnt
HIV and AIDS means discreditifgLWH, whether related to sonspecific perceived
negative behavior or not. The types of stigma encountered by PLWH can include
discrimination, intimidation, rejection, violence or other negative attitudes. Some
commonmanifestations of stigma toward PLWH are social rejectionbéentiingPLWH
for the personal behaviors tHave been assumed (correctly or incorrectlyesultin
infection (Herek & Glunt, 1988). However, for PLWH who are not engagedy of
thesenegtive behavias such a®LWH who got infection from their spoussdsoreceive

similar stigmatizing attitudesnd discriminatory behaviars



People in Indonesia have been identified as having stigmatizing attitudes toward
PLWH (Merati, Supriyadi, & Yulana,2005) One reason for these stigmatizing attitudes
may be the rejection by many Indonesians of behaviors such asonghttgs use, men
having sex with men, and commercialsex opl es 6 st i giomard PLWHNng at t i f
refl ect Healthl@ucagos camaigwhichemphasizethese behavigras the
most common waygeople get infectedith HIV in Indonesia (Andriana, 2008)

Therefore many Indonesians associate HIV infection with having engaged in one of these
socially disapproved behaviors. dtherfactor that may be related bagh stigmatizing

attitudes toward PLWHmong Indonesiaris fearof becoming infected due to lack of
understanding diow HIV transmissioroccurs

Nurses work in the frontline of the health care system and also deeghst
category of predominant health care professional. They are not only closely involved in
caring for HIV positive people but also active observers of stigmatization both in health
care settings and in the community. Nurses are potential leadbeseffdrt to reduce
stigma.

However, studies of nurses in many countries including areas like in India and
Uganda have reported stigmatizing attitudes toward PLWH, which may affect directly the
quality of health care (Smit, 2005; Walusimbi, & Okonsky,£08Ithough few studies
have been done in Indonesia, these studies reported that Indonesian nurses and other
health professionals also have stigmatizing attitudes toward PLWH, with the same
negative consequences for HIV prevention and AIDS care fouather countries
(Chakrapani, Newman, Shunmugam, McLuckie, & Melad07;Krishna,Bhatti,

Chandra, Juvv&005;Molassiotis & Maneesakor2004).



't i s Iimportant to understand I ndonesian
Indonesia has an HIV epidéerthat is growing rapidlyThere is evidence that Indonesian
PLWH have difficulties accessing health care serhicec ause of heal th work
stigmatizing attitudesA study in Bali Indonesia found that PLWHSs experienced rejection
from health workers ahe health center and even refusaltfeatment erati,
Supriyadi, & Yuliana2005). Although there is little data for other areas of Indonesia, it
seems likely that stigmatizing attitudes and discrimination toward PLWH occur
throughoutindonesia, with ngative influences on testing and ARV therapy.

Religion and religiosity have been linked to stigmatizing attitudes toward PLWH
because many religious groups hold valinegprohibit the behaviors linked to HIV
transmission. However, little research haamined religious factors and stigmatizing
attitudes td°LWH. Indonesia is an excellent setting for examining the relationship
between religion and stigmatizing attitudes toward PLWH because it contains a variety of
religions. Indonesig the world'smostpopulousMuslim-majority country. Islam has
strong values prohibiting homosexuality, sex outside of marriage, and injection drug use.
Indonesia also has several minority religions, the largest being Christian Catholics and
ProtestantsAlthough theseeligions differ from Islam in many ways, they also have
values prohibitingthreeb e havi or s. I ndonesi an RPRWMHsesOd stig
may be affected by the nursesd religious ide
individual characterists, hospital religious affiliation, HIV knowledge, and AIDS care
experience. Therefore, a study thatexasmr edi ct or s t o I ndonesian r

stigmatizing attitudes toward PLWH is needed.



B. Statement of the Problem

There are relatively few studies offagor t hat r el ate to nurses?®o

attitudes towardPLWH. Previous research has identified a number of factors related to
personal background (e.g. age, education, working experience), HIV knowledge, and
AIDS-care related factors (HIV and AIDS care miag) that affect stigmatizing attitudes.
Religious factors may also be related to stigmatizing attitudes to PLWH and the
behaviors associated with transmission, but systematic investigation is very limited.

Stigmatizing attitudes of nurses and other lngatbfessionals towardLWH
violate professional ethics, can cause distress, and prevent PLWH from accessing care
and treatment. Stigmatizing attitudes towBtdVH have been identified as one of the
main barriers to HIV prevention, care and support progranseveral Asian countries
including Turkey, Iran, and Indonesi8gktas & Kulakac, 2007; Askarian, Hashemi,
Jaafari, & Assadian, 200€axton & Stepheng005. Discrimination, rejection from
staff atthe health center, refusal méatment, breach abnfidentiality, and physical
isolation are also common impacts of stigma experienced by PLWH in the health care
center or hospital.

Some PLWH in Indonesia cited fear of isolation and loss of their civil rights such
as safetyandprotecton from discriminadion, as primary reasons for not disclosing their
HIV status to others (Ford, 2004; & Paxton, 200He investigator conducted
preliminary study on HIV stigmatizing attitudes from health professionals perceived by
PLWH. This study examined patient pgstiens of HIV and their feelings about being

stigmatized. The major stigmatizing attitudes faced by PLWH were isolation from other



people and psychological abuse (Waluyarachmah, & Rosakawa®006). The

findings showed that stigmatizing attitudes toa/d&LWH by health professionals,

especially nurses, was a major problem. The study was conductgdneral hospital in

Jakarta, Indonesia. Thesee few studies of stigmatizing attitudes from health

professionals in Indonesia. This lack of resea@ftillenged the investigator to study

nursesod stigmatizing attitudes narsesvar d PLWH a
stigmatizing attitudegelated to theimdividual backgrouns| AIDS care factors, HIV

knowledge, and religious factors.

C. Purpose of the 8dy

The purpose of this study is to determine

background (age, gender, monthly income, working experience, and educational
background), AIDS care factors (HIV and AIDS care training, perceived competence to
care for PLWH, ad perceived workplace stigma), HIV knowledge, and religious factors
(religious identification, religiosity, and hospital religious affiliati@ffiect their
stigmatizing attitudes tBLWH.
The research questions are:

1. What is the level of stigmatizing dtides of Indonesian nurses?

2. Wh at factors are associated with nursesb

D. Significance of the Problem

Stigmatizing attitudes towalLWH have been widely reported globally. This

HIV stigma has been attributed to multiple factors, incigdear, lack of knowledge, and



values from local tradition or religious beliefs, such as blaming the immorality of HIV
infected drug users, homosexuals, and women prostitutestetdiéd stigma is a very
significant problem in health care, especiallyHity prevention programs. Stigmatizing
attitudes can have a tremendous negative impact on a PLWH as well as persinof
HIV infection. Stigmatizing attitudes from health professionals create barriers to access
for testing and HIV treatmemind also ndermineto prevent HIV infectiortoward
P L WHéngironment (Nyblade, 2006).
Nurses are the predominant health workers and stigmatizing attitudes toward
PLWH by nurses should be eliminated. Otherwise, the stigma can tederther
increase in antiretsaral therapy coverage in Indonesia and other improvements in
prevention and quality of care. The latest estimation of antiretroviral therapy coverage
was below 46% (KPAN, 2009).To understands the factors that are assoctated
stigmatizing attitudes amg nurses toward PLWH in Indonesia are paramount.
Identifying the factors associated with stigmatizing attitudes toward PLWH by nurses
should contribute to the development of effective programs to minimize stigmatizing
attitudes toward PLWH. Depending oinieh factors are most associated with
stigmatizing attitudes, actions programs can be targeted to reduce stigmatizing attitudes
andthusimprove HIV prevention programs and provide accessible treatment to PLWH.
One important aspect of the problem is exgppag understanding of how religion
and religiosity relate to stigmatizing attitudes towBtdVH. Although several studies
have identified local religion and traditions as factors that influence stigmatizing attitudes
toward PLWH (Umeh, Essien, EzedinacdhiRoss, 2008), no studyas examing

religion and religiosity simultaneouslyloreover, o previous study in Indonesia has



examined the association between religious factors and stigmatizing attitudes toward

PLWH.

E. Operational Definitions of Terms
HIVKnowledge Peopl ebs knowledge about HIV tra
signs and symptoms.
Religiosity: the degree to which one believes in and is involved in religion
regardless of the particular religion one belongs to
Perceived Workplace Stigma perceptiorof stigmatizing attitudes toward
PLWH by other nurses that occurred within their workplace (health facility).
Stigmatizing attitudes to HIV: negative evaluation that is given by a social

group toPLWH who are perceived as having behavior that is soaiafcceptable

F. Significance of the Study

This study can make a theoretical contribution by describing and clarifying the
association bet ween n WPLV8HasdGheisindividuaiat i zi ng att
characteristics, AIDS care experiences, HIV knowledgéd, religionrelated factorsThe
current study is guided by previous studie€hbirwa et al. (2009)Preston, Young,

Koch, & Forti, (1995); Carey & Schroder (200K)ng, Speck, & Thomag2001) and
Zou, et &4(2009) Although previous researchers found that stigmatizing attitiooheesrd
PLWH were associated with the knowledge, attitudes and behaviors of health
professionals, those previous studies did not provide enough evidence about the

associationoftas e f actors with nurmwarePL\WH. Shiskighmat i zi ng



of study has never been reported in Indonesanyothercountry The findings from

this study may contribute tbetter understanding of factors that predigstses 0

stigmatizingattitude toward PLWH in Indonesia, and perhaps in other reg®mwell.

One important contribution will be evidence about whether religious affiliation (e.qg.

Islam, Catholic, etg, religiosity, or both affect stigmatizing attitudes toward PLWH.
Onaprati cal | evel, this investigation wil/|

stigmatizing attitudes ward PLWH. This information is very important in designing

evidencebased interventions to reduce stigmatizing attitudes from nurses and other

health pofessionals toward PLWH. A specific curriculum can be suggested for preparing

professional and caring nurses to assist and support PLWH. At the policy level, this study

will provide a foundation for developing practice standards and nursing education

guiddines that are sensitive and directed toward minimizing stigmg attitudes toward

PLWH from nurses and other health professionals.



II. LITERATURE REVIEW AND CONCEPTUAL FRAMEWORK

The purpose of this study is to determine the extenttowhight nur s es 0
backgrounds, AIDS care factors, HIV knowledge, and religious faattest their
stigmatizing attitudes ward PLWH. This literature review begins by describing the
research related to the HIV epidemic in Indonesia, and then reviews preweasche
regarding nur seso6 s PiWHMwdstigatareraginehevidence u d e s
regardingdemographics, AIDS care factors, HIV knowledge, and religious factors as
theyaffect stigmatizing attitudes towaRL.WH. Then a conceptual framework is
proposed based on this literature review.

The literature review used articles found throughvabed data bases including
CINAHL, MEDLINE and PSYCINFOThe search criteria included the selection of
English language articles related to the four variablaisate the main interest in this
study. These variables were used as the four keywords to search in the data bases, which
are HIV knowledge, religiosity, attitudéowardPLWH, and stigmatizing attitudes

related to HIV. A total of 75 relevant articles weexiewed.

A. HIV and AIDS in Indonesia

Indonesia is a country in Southeast Asia comprised of 17,508 islands. With a
population of around 240 million people, Indonesia is the world's fourth most populous
country, and has the world's largest population of MuslApproximately88% of the
population is Muslimand nearly half the population (46%) live in urban ar&ae

estimated GNPer capitavas US$2,329 (IMF, 2006). The service sector is the

oW
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economy's largest and accounts for 45.3% of GDP (BPS, ZD@&pther sectors are

industry (40.7%) and agriculture (14.0%). Eighteen percent of the population lives below
the government poverty line, and nearly half of all Indonesians live on less than $2 a day
and lack adequate health services, food securitysamithtion. About 213,000 children

under five die each year from preventable conditions related to poor delivery and
essential newborn care (birth asphyxia, neonatal infection), diarrhea, pneumonia, and
measles. Malnutrition is estimated to be an undagl§actor in more than half of all child
deaths, and rates of malnutrition have been stagnant for several years. For every 100,000

live births, more than 300 women die (USAID, 2008).

The first HIV case in Indonesia was reported on 1987 in Bali. Sincettieen,
incidence of HIV in Indonesia has grown rapidly. Since the year 2000, HIV prevalence
has remained over 5% for each of the high risk groups of iofedtug uses (IDUs),
commerciakex workers, and men who have sex with men (MSM). According to the
latest survey by KPAN in 2009, amotigpse indentified as HIV positive2.4%were
IDUs, 24.4% were transgender, 15% were female sex workers, and 5.2% wer(Se&M
Figure 1). In only six years, total HIV and AIDS cases increasefbklx There were
4,159 taal cases reported in 2003, and by March, 2009 there were 26,632 cases.
However, the actual number of people with the disease may be far higher, because as
many as 8% of thoseinfectedby HIV do not know they are infected (KPAN, 2009). The
total number oPLWH in Indonesia in 2010 is estimated to be 371,800, and by 2014 the
estimated number is projectedie541,700 people (MoH, 2008). The exact HIV

mortality rate in Indonesia is not knowoutthe reported number of AID&lated deaths
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in the Indonesia énter of Statistics Bureau (2008) is 3,8b&ck of knowledge and lack
of early testing are factors that contribute to high AIDS mortality in Indonesia. Ford
(2004) emphasized that the mortality rate in Indonesia was high in part because most

PLWH were notaware that they wendlV positive.

B. Stigma and HIV Stigma

StigmaThe term Astigmao was used originally
mark, spot, puncture or brand, especially one made by a pointed instrument inscribed
punitively to show a diminisheahoral status of a criminal or traitor (Goffman, 1963).

Throughout theMliddleAges, t he word Astigmao retained it
disgrace or shame, often burned onto the skin of a convict or slave (Burke & Parker,

2007). I n tlhiec 1B&®I0ibesv €ras hwosed a rel ated word
wound markings like those indted upon Jesus that were believed to appear

supernaturally on the bodies of certain persons, such as nuns and priests, signifying their

holy distinction (Catholic Enclopedia, 2008).

Gof fman (1963, p.3) adapted this term to
deeply discrediting wi.Additiomallygahe desaribesstgmas oc i al
as an unwanted response that is different from what onetexi& he negative sanctions
imposed by the larger society can lead to the response that stigma is accepted by an
individual (Herek, 1993). For example, if a criminal is said to be guilty of a crime, he will
get a Astampo or ma rgativeoidentity wault be shanedbby mdsti m. T h i
people in the environment where this person lives. Affected by exposure to this negative

social valuation, the stigmatized person may internalize a sense of diminished social
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worth. Stigmatizing attitudes are ofteccampanied by discrimination. By definition,
discrimination is an action of someone in making a distinction in favor of or against a
person based on the group, class, or category to which that person belongs
(Dictionary.com, 2010). People who stigmatize/¥At also often discriminate against
PLWH as they perceive that the PLWH dessteebe poorly treated.

HIV Stigma.Stigma toward PLWHvas identified by the early 1980's. Stigma
was evident in representations and treatmeRLAVH in the U.S. At that timeRLWH
faced stigma not only because of public alarm about the disease but also from the stigma
associated with the social identities and behawbrsany of those who become infected
(Herek, 1988). Stigmatizing attitudes toward PL\Witenrelated to the maes of
transmission of HIV that were identified as high risk groups. Gralgntified as high
risk included injecondrug users, MSM, and persoengaged in commercial sex. These
behaviors were already stigmatized in many cultures astiegative attudes were
projected to all PLWH regardless of whether the individual engaged in these bghavior
For examplemarriedwomen who are not commercial sex workernso wereinfected by
their partnersvould be stigmatized in the same way as an IDU or commesexal

worker.

Stigmatizing attitudes towafdLWH among NurseStigmatizing attitudes toward
PLWH have been found not only among the general population but also among health
professionalsNurses as individuals have been identified as expressing negétivdes
and discriminating behavior toward PLWH in health care settings in many countries in

Africa such as Lesotho, Malawi, South Africa, Swaziland, Cameroon, and Uganda
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(Holzemer et al., 2007; Kushleikaite et al., 2007; Mbanya et al., 2001; Nyblade, 200
Nachega et al., 2005; Ty#fiola, 2007; Uwakwe, 2000; Walusimbi & Okonsky, 2004).
Studies in several Asian countries also have found that nurses and other health
professionals have stigmatizing attitudes and discriminatory behavior toward PLWH.
Khrisna(2005) found that nurses and other health professionals in India were
discriminating, unsupportive and oppressive toward PLWH and their families. Their
negative behaviors included frequently breaching patient confidentiality, distancing
themselves from pignts with known HIV infection, giving last priority to their care, and
making humiliathg remarks to the patient and their family. These behaviors were
perceived by PLWH to be unprofessional and unethical (Khrisna et al., 2005). An Iranian
researcher alsimund that stigmatizing attitudegeredemonstrated by the nurses, half of
whom were not willing to take care of PLWH (Askarian et al., 2006). In that study

nurses said that if assigned to give care to PLWH, they would ask to be assigned
elsewhere.InTuk ey, student nursesd newhantthew e atti tu
said they preferredot to take care of PLWH. Their attitudesre interpreted by the

authors aseflecing fear of contagion of HIV more than discrimination and stigmatizing
attitudes tavard PLWH (Bektas & Kulakac, 2007).

In many situations nurses are at the front line in providing care for PLWH and are
exposed repeatedly to an environment which has a possibility of HIV infection (Fournier
etal.,,2007).adi vi dual n u r tdtedssGoward AL\YHraay bezealatedjat a
least partially to fear of the risk abntracting the virus as a result of accidental
occupational exposu@Valusimbi, & Okonsky, 2004)he risk of Hepatitis Bnfection

is 100 times greater thahe risk of workphceHIV infection, butnurses are more afraid
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of occupational exposure to HI¥Although there was no Hepatitis incidence documented
on this studyat least partly becauseirsedelieve HIV is more lethal than Hepatitis B
(Peate Suominenyalimaki, Lohrmann,& Muinonen 2002).The fear of contracting
HIV has become part of their nursing work and something that they have to cope with
mentally, especially when takirggre of PLWH.

The few articles discussing stigmatizing attitudes toward PLWH by nurses in
Indonesia also had similar results. In a study in,Badionesia, PLWH experienced
rejection from thénealth center, refusal tfleatment, breach of confidentigli and
physical isolationNlerati, Supriyadi, & Yuliana2005). Some PLWH in Indonesia cited
fear of isolation and loss of their civights such as safety and protentfrom
discrimination, as primary reasons for not disclosing their HIV status tesqfherd,
2004; Paxton, 2008Rreliminaryinvestigation of Indonesian nursing students regarding
caring for PLWH showed that many students were reluctant to care for patients infected
with HIV (Culbert &Waluyo, 2004). Another studyfd® n d o n e s i stigmatizingr s e s 0
attitudes toward PLWH described that the major stigmatizing attitudes faced by PLWH in
Indonesia in that sample were isolation and psychological abuse (Whlungmhmah, &
Rosakawati2006). The findings showed that health professionalscediyenurses, had
stigmatizing attitudes toward PLWRNurses were said to give last priority to cére
PLWH. This study was a preliminary qualitative study using a limited sample size and

may not represent the attitudes toward PLWH of all Indonesieses.

Workplace HIV StigmalNorkplace HIV stigma ishe overallstigmatizing

attitudesand discriminatory behaviotsward PLWH that occurs withiaworkplace
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providing health care service, e.g. hospital or clinic. Holzemer (2007) reported that
stigmatiang attitudes by some health workers triggbother healthcare workers,
including nurses, to also behawea discriminatory way, such &olaing, excludng or
breaching confidentiality i PLWH. Observing stigmatizing attitudes toward PLWH by
other nuses in workplace can lead to the perception that stigmatizing attitudes is
occurring frequently and tolerated by management and other nursesidlizsmer et

al. (2009)in their continuingstudy on stigma in five African countries, fourttat
stigmaizing attitudes toward PLWH were perceived by the nurses as occurring
frequently in their workplace in all five countries.

Few studies with PLWH in Indonesia have examined workplace stigma. One
study described that nursing studsantone general hospital Jakarta perceivetthatthe
nursng staff in the ward stigmatized PLWH (Culbert & Waluyo, 2004). Other studies in
Bali and Jakarta described that some PLWH felt being affected by both stigmatizing
attitudesof individual healthprofessionals and by pexsive workplace stigma in the
whole hospital (Ford, 200Merati, Supriyadi, & Yuliana2005; WaluyoNurachmah, &

Rosakawati2006)

C. Factors that Influence Stigmatizing Attitudes towBtdVH

The description of factors that influence stigmatizing attsudevard HIV and
PLWH will start with describing individual background, HIV and AIDS care factors,
HIV knowledge, and religious factorSor each factor, the investigator will describe the
specific variableshatprevious research has associated siifpratizing attitudes toward

PLWH.
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a) Individual BackgroundAge, gender, working experience, educational background,
monthly income.

Several studies have described experience and educational background as factors
related with stigmatizing attitudes toward PLWAdstudy in Belize, Central America
found that older and more experied¢ealth professionahad less stigmatizing attitudes
toward PLWH (Andrewin, & Chien, 2008n Ching more experienced nursezghibited
fewerdiscriminabry attitudedsoward PLWH (i, et al.,2007) In Canadamore
experiencd health professionals were more complianfoliowing a professional code
of conduct in carindor PLWH (Solomon, et al., 2005). In contrast, a studindia
found that ¢der health professionals felt lessmfortable when they were caring PLWH,
were more likely to test for HIV on a patient who was suspected of HIV positive without
informed consenandoften expressed prejudicial attitudes towpatientswho were
known or suspected to be HIV positildghendra, et al., 2007 Mahendradescribedhat
these older health professionals wesss likely tohaveattenakdtraining on HIV and
AIDS. Regarding education, a study from Cameroon described that more educated nurses
had higher HIV knowledge level (Mbany&ebaze, Kengne, Minkoulou, Awah, & Beure,
2001).Although no study described how gender and income influence stigmatizing
attitudes toward PLWH, these factors are included in this study as important personal

characteristics. Thefore, thé relationshipwith stigmatizing attitudes will be examined.
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b) AIDS Care FactorgdlV care training, perceived competence to care PLWH,

perceived workplace stigma.

Several studies found that HIV and AIDS care training and perceived competence
were associated with less stigtizing attitudes toward PLWH. Previous studies in Ghana
and China described that formal HIV and AIDS training lowehedevel of stigmatizing
attitudes &mit, 2005; &L, et al., 2007)Another study in the US showed tisagnificant

predictorsbnure s 6 wi Il l i ngness to care PLWH were

f

€ €

anxiety about contracting the HIV from their

However, one study in the USundthat having previous HIV trainindoesnot always

result in haing high level of knowledgé€Schillo, & Reischl, 1993).

There are no studies desanipthe association between perceived workplace
stigma and stigmatizing attitudes toward PLWH. The only stigherceived workplace
stigma wagonducted in Africdby Uyset al.,(2009) They foundhat nurses perceived

more workplace stigma if they were less satisfied with their job as nurses.

c) HIV knowledge

There is evidence of low knowledge about HIV both in the general population and
among health professionals in makfyican and Asian countries, including Ghana, South
Africa, Uganda, India, China, and &ia (Smit, 2005; Li, et al., 2007; Nyblade, 2006;
Nachega et al., 2005; Walusimbi & Okonsky, 20Bdtabanova, et al., 20R6The lack
of knowledge of HIV and its tramission among the general population in Russia is

associated with stigmatizing attitudes toward PLWH (Balabanova, Coker, Atun,
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Drobniewski, 2006). In a large mesmalysis Albarraciret al. (2005Qescribed higher
HIV knowledge will not automatically deease stigmatizing attitudes toward PLWH, but

most suggested higher HIV knowledge contributes significantly to decrease HIV stigma.

Health professionals, including nurses, are often assumed to be persons who have
high knowledge about diseases and inteigest In fact, studies from many countries,
including Malawi, Uganda, Sweden and Turkey show that nurses are often poorly
informed about HIV and how to cafer PLWH (Walusimbi & Okonsky, 2004; Rondahl
et al., 2003; Bektas, 2007). The association of inaalegHIV knowledge of health
professionals with their stigmatizing attitudes was also confirmed in two studies in four
countries in Europe (Finland, Estonia, Lithuania, and Sweg@Rsgte et al., 2002;

Rondahl et al., 2002

This lack of knowledge has beassociated with more stigmatizing attitudes by
nurses and other health professionals toward PLWH in part because of misunderstanding
regarding transmission of H\B@labanova, et al., 200Kjdd & Clay, 2004; Brown et
al., 2003). Other studies confirm#ds association because they found that provision of
knowledge about HIV and its prevention contributed to decrease stigmatizing attitudes
towardPLWH among health workers (Earl & Penney, 2003; Lueveswanij et al., 2000;
Markham et al., 2000; Walusimbi &Konsky, 2004). Gaining HIV knowledge, from
having specific training or good formal education can provide health professionals with
sufficient knowledgaboutHIV/AIDS care to decrease fear of workplace infection and
help to decrease their stigmatizingtatfies Mbanya,et al.,2001;Li, et al., 2007;

Adepoju, 2006).
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This review of previous research suggestsithatovement of aursé s
knowledge and perception of HIV will shape a better understamdingw HIV is
transmitted. As resulithe nurse witlrainingmayhave a more tolerant attitude toward
PLWH. Nurses or other health professionals with better HIV knowledge have less
stigmatizing attitudes toward HIV and PLWH. However, increasing knowledge is not
likely to eliminate stigmatizing attitudesvward PLWH, due to the other element of

rejection.

d) Religious Factors

Religion and religiosity have been linked to stigmatizing attitudes toward PLWH
because in many religion with their religious values prohibit the behaviors linked to HIV
transmissionThemajor religions have similar values that prohibit the behaviors most
likely to transmit HIV. To discuss the association of religious factor with stigmatizing
attitudes towardLWH, the investigator will summarize previous findings about
religious factorsand stigmatizing attitudes toward PLWH, including religious
identification (religion), religiosity, and hospital religious affiliation.

Religious Identification (ReligionRe | i gi ous i denti f-i cation 1| s
identity as a follower of a particulagligion. Someone who identifies as member of a
particular religion willtend tofollowt h at r leeliefs gnd praciics including
worship of a God or Gods, or a set of beliefs concerning the origin and purpose of
universl moral values, and wadng practicesalthoughthe degree of belief and
participation will vary from member to membé&xamples ofmajorworld religions are

Christianty (both Protestatism andCatholiasm) and Islam. Although all religions
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encourage people to be compassionate toward others regardless race, gender, social
status, disease and other differences, some
feelings and discriminate agnst people who are differefiom themand who do not

follow their religious beliefsThere are some differences in the specific vatiies

religions that may influence the attitudes toward PLWH.

Several studies in different countries have identified pleaple with different
religion backgrounds had differeattitudes aboutlV and PLWH One studyn
Tanzaniaa predominantly Christian countrfpund that Christian religious beliefs had
significant negative i nfl ioetowaré BLWH (Zougte op |l e 6 s
al., 2009). PLWH were associated with certain sexual behaviors, sexual preferences,
and/or use of drug substances prohibited by the church (Zou et al., 2009). Most of them
also believed that HIWasa punishment from God and that\WHSs did not follow what
God says in the Bible. Another study was conducted in Trinidaedominately
Christiancountry with both ProtestasfaindCatholics (Genrich & Brathwaite, 2005). This
studyfoundt hat r el i gi ous | eader sH sohpaipnei do npse ot pol weadrsd
negative attitude about HIV and PLWH. Only a few years before, Richards (2001) found
that distributing condoms to high risk people as an HIV prevention program was opposed
by the Christian religious leaders in Trinidad.

Few studieshave x ami ned nursesod6 attitudes toward
nursesod6 different religious affiliations. Th
attitudes toward PLWH and their religious affiliation was a study in Nigkrithis study
therewas no differencén attitudes toward PLWHetweerMuslim and Christian health

workers. Both Muslim and Christian nursegressedeluctance to care for and treat
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PLWH. The authors stat that theenegativeattitudes toward PLWHherebased orthe
cultural norms and beliefs withivothreligious affiliations (Umeh, Essien, Ezedinachi, &

Ross, 2008).

Islam in IndonesiaThere is evidence of Arab Muslim traders entering Indonesia
as early as the 8th century. Indonesia is the largesimasuntry in the world, but the
government implements civil laws instead of Muslim laws. During the early process of
spreading Islam in Indonesia, the local cultural influences from the HBnddhist era
were tolerated and incorporated into IslamicaiguRecently however,incorporation of
local cultual influencesinto Islamic traditions has been challenged. Islamic religious
leaders have prohibited the traditions that come from licadu-Buddhist influences.
Today,Indonesia is influenced by the global movement to a more rigid interpretation of
Islam. For example, in Aceh province they now aggiariaor Islamic law as part of the
local law within the community. Aceh province is an example on how islew stricty
regulates every aspect of people lives. Whipping as a punishment for people who are
judged criminals is an approved punishmarslamic laws. This kind of punishment
was given to two men who were suspected to be a gay couple (AKI, 2008). Islam also
disapproves of drug useommercial sex andnysexual activityoutsideof marriage.

Other provinces in Indonesia, which apply civil law rather than religious law, also have
strong mosqudased religious communities and religious leaders who strongly in#luen
people lives (Bakar & Bamualim, 2006). Some Islamic religious leaders have established
Islamic groups liké=ront Pembela IslaniFPI, the Islamic Defense Front) abadskar

Jihad (the Jihad Brigade) that organize radical actions in response to situbaboscur
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in the community. Tése trends seem to be turning Indonesia into a more radicalized
Muslim country (Davis, 2002). The activities of these groups are sometimes perceived as
representative of the majority of Muskim Indonesia.
There are fevstudies on the influence tflamon peopl edvard at t i t udes
PLWH in Indonesia. Islam influences not only the cultwrthin which health workers
carefor apatient, but alsh e a | t h beliefgakdeperse@ioabout those patients
For example, baskon Islamic teaching, HIV positive drug users MfslMs are grouped
by the community as persons who have committed serious sins. These PLWHSs are
blamed for their drug abuse behavior and sexual preferarebker or not that
particular person engaged inyaot these stigmatized behavid&aluyo, Nurachmah, &
Rosakawati, 2006)he influence of strong conservative belief$is | am on peopl eds
perception leads to stigmatizing attitudes toward PLWH and their family. These
stigmatizing attitudes from othersakke PLWHs and their families hide their status from

the community and their neighlsor

Christianity in IndonesiaAlthough the majority of the population is Muslim,
Indonesia has people who believe in other religionsGikastianity Protestanand
Cathdic), Hinduism and Buddhism in almost every province in Indonesia. These
religions are allowed to practice freely. However, they may be influenced by the
dominant religion. The percentage of Christianghdonesia, including both Protestants
and Catholicsis about 12%. Protestasin was first introduced by the Dutch in the 16th
century, bringng the influence of Calvinist and Lutheran teachings to the eastern parts of

Indonesia such as Papua and Ambon. The Catholic religion entered into Indonesia in the
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16™ to 17" century in Sumatra. Both Catholic and Protestant church leaders preach
against homosexuality. Christianity traditionally opposes homosexual activity,
prostitution, and consuming substances like alcohdrugsthat careffect the body.
Christianity defineshese, specially homosexuidy, as something that is contrary to the
laws of nature and sinful. However, some priests think that the churchtodszlopen to
gay and transgendered persamndthatthey shouldoe involved inchurch activiies

(GKJIW, 2009).

Religiosity.Religiosity is he degree to which one believes in and is involved in
religion, regardless of the particular religion one belong#ost of the studies in the
general population have foutitat more religious persehad more stigmatizing
attitudes toward PLWH. Takyi (2003) found that in Ghana more religgetsonshad
more stigmatizingttitudestoward PLWH.In Mozambique Agadjanian (2005) found that
more religious pers@were more stig@tizing toward td°LWH, especially ithe PLWH
was thoughto behomosexualln Senegal, both more religious Muslims and more
religious Catholichad morestigmatizingattitudes towardLWH thanlessreligious
study participantsAlso, the more religioustady participantsvere less likelyto practice
HIV prevention behaviar(Lagarde et al., 2000).

Only one study has examined religiosity among health workarazDiaz
(2010)found that health workers in PueifRico who identified that religion was
important to them had a higher level of stigmatizing attitudes toward PLWH. These

health workers saw PLWH as responsible for their own infection because of their
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promiscuity or irresponsibility. They also saw PLWH as a new vector of HIV infection.

They insistedhat PLWH should reveal their HIV positive status.

Hospital Religious AffiliationNo previous studies looked at religiosity separately
from the type of religion. This study recruited nurses from hospitisth different
religions affiliatiors as a procgs to obtain substantial numbef nurses of Protestant,
Catholic, and Islamic religions. However, the hospital affiliation may also influence
nursesod6 attitudes toward PLWH,Thedifferamkdi ti on t

inn ur s ewlds ammong hospitals from diffeterligious affiliatiors were significant.

Di fferences in nurseso6 attitudes to PLWH may
HI'V or expression of hospital s religious be
to hospital és religion may prefer to work th

One study found that i f the hospital ds po

providing consent for testing, confidentiality, and disclosure, it was associated with lower
stigmatizing attitudes score of thaealth workers (Andrewin, & Chien, 2008). In

addition Andrewinand Chierdescribed that if the hospital policy mentioned supporting

PLWH, the nurses and other health professionals perceived thatvdseirestitutional

supportfor thecareof PLWH. Othe studies found that there wasteong relationship

bet ween hospital policy and health workersbéo
with PLWH (Li et al.,2007; Green, & Platt, 199AVhen the hospitals give support to

HIV and AIDS care and prewtion, it enhances the accessibility of HIV treatment and

care. Once the accessibility to the HIV treatment is in place, then gradually stigmatizing
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attitudes towardPLWH may decrease (AbadBarrero, & Castro, 2006; & Wolfe et al.,
2008).

Summary: Influece of Religion on Stigmatizing Attitud&elatively few studies
have been conducted on the impact of religious identification, religiosity and hospital
religious affiliation on stigmatizing attitudes and no study has examined all three of these
aspectsisultaneously. The few studies that have been done identify that the values of
several different religions, including Islam, have been used to support stigmatization of
PLWH. Religiosity has also been associated with more stigmatizing attitudes-(Varaz
Diaz, 2010). The limited studies conducted in Indonesia also suggest that religious beliefs
are associated with negative perceptions and behaviors toward HIV and PLWH among
both the general public and health workers. However, there is insufficient research to
identify the relative importance of type of religion and personal level of religiosity. It is
very i mportant to examine nurseso6 religiosi
affiliation of the hospital where they work, and how these factors are atsbuiith

their attitude toward HIV and stigmatizing attitudes toward PLWH.

D. Conceptual Framework

A conceptual framework is proposed in order to understand the factoesehat
associated with stigmatizing attitudes to HIV and PLWH by nurses. There may be
additional factors contributing to stigmatizing attitudesacd PLWH not included in
this study, but none have been identified in our extensive literature search.
The framework describes the associations

gender, monthlyricome, working experience, and educational background), AIDS care
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factors (HIV and AIDS care training, perceived competence to care for PLWH, and
perceived workplace stigma), HIV knowledge, and religious related factors (religious
identification, religiodly, and hospital religious affiliation) with their stigmatizing

attitudes twwardPLWH (See Figure) . The i ndependent wvari abl
AIDS cares factors, HIV knowledge, and religious related factors) are hypothesized to be
associated with tndependent variable stigmatizing attitudesgata PLWH.

Most of those independent variables have been found to relate to stigmatizing
attitudes in previous studies. The background factors of age, working experience, and
educational background have alelpedentified as negatively associated with
stigmatizing attitudes towamdLWH. Older, more experiendeand more educated nurses
had less stigmatizing attitudes. No studies were located that examined gender or income
influence to stigmatizing attitudesward PLWH, but there are included because these
factors are important in shaping peopl eds

The AIDS care factors include HIV training, perceived competence tdarare
PLWH, and perceived workplace stigma. The HIV and AIDS care training andeztcei
competence to care for PLWH have been identified as associated with less stigmatizing
attitudes towardLWH. No studies were located that examined perceived workplace
stigmatizing attitudes towam@LWH, but there are included because perceived wor&plac
stigma indicating other nurses in the same setting are seen to express stigmatizing
attitudes and discriminating behavior toward PLWH.

HIV knowledge had been identified as positively associated with stigmatizing
attitudes towardPLWH. Knowledgeable nues also had less fear of contagion of HIV

from PLWH. Religious factors include religious identification (religion), religiosity, and

es

be
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hospital religious affiliation. Only religiosity had been identifiach few previous

studiesas negatively associated tvstigmatizing attitudes towafLWH. Very few

studieswerelocated that examined religion and hospital religious affiliation and

stigmatizing attitudes towafdLWH, but this factor is included because a prior study

found that policy within hospitalscontb ut ed t o nur sesdé stigmati zi
PLWH.

Based on tese explanations, the factors associated to stigmatizing attitudes
toward PLWHexamined in this studgre background (age, gender, monthly income,
working experience, educational backgrouddpS care factors (HIV and AIDS care
training, perceived competence to care for PLWH, perceived workplace stigma), HIV
knowledge, and religious factors (religious identification, religiosity, hospital religious

affiliation).
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. METHODOLOGY

A. Design

This study used a cross sectional correlation debigastigatos ur veyed nur s es
HIV knowledge, religiosity, perceived workplace stigma, and stigmatizing attitude
toward HIV. The data were collected by a ssdiministered questionnaire at onerjion
time. The investigator then assessed the association between individual characteristics
(age, religion, hospital affiliation, working experience, educational background, and
training on HIV and AI DS care) awvwd nurseso6 F

workplace stigma, and stigmatizing attitudes.

B. Setting

The investigator purposively selected a province in Indonesia inhabited by people
with diverse religions that also has large hospitals with diverse religious affiliations (e.g.
Islam, Protestan& Catholic), where at least 130150 nurses hae experience in caring
for PLWH or had observed other nurses caforg?LWH. Based on those inclusion
criteria, the site selected for data collection was the province of DKI Jakarta.

DKI Jakarta is therovince where the capital city of Indonesia, Jakarta, is located.
DKI Jakarta province is located on the west of Java Island and is populated by more than
13 millioninhabitants (See Figure 3). Jakarta is the largest city in Indonesia. Jakarta is
known aghe center of governmeritheprovincealso haghe higheshumber ofreported
cases of HIV. Jakarta has around 40 hospitals and 150 clinics. Nine hospitals are referral

hospitals for HIV care in Jakarta. Around 18,000 nurses work in hospitals, clidics an
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other institutions like colleges of nursing, Ministry of Health, and the Ministry of

Education.

C. Sample

In this studyinvestigatorapplied a combination of purposive and convenience
sampling. Purposive sampling was used to select four hospidlgherconvenience
sampling was used to obtain individual nurse participants at each hospital

In a prior studytheinvestigator found stigmatizing attitudes toward PLWH by
nurses in a genergbvernment hospital (Waluydlurachmah, & Rosakawa®006). In
this study, the investigator wanted to examine the stigmatizing attitudes toward PLWH in
a wider variety of hospitals in order to have a sample of nurses that included difference
religions. There are hospitals with many different types of affiliations thaidadealth
care in Jakarta, Indonesia. Exampésaffiliation are military hospitals serving their
troops, big companies that seitheir staffs, and religious health facilities. Because
religious values have been identified as potentially relatedgmatizing attitudes
towardPLWH (Kopacz, Grossman, & Klamen, 1999; VanderStoep & Green, 1988)
investigatomwanted to include hospitals with different religious affiliasoAlthough
they are affiliated with specific religious organizations, they givdtinsarvice to the
general population. Religiously affiliated hospitals usually do not require employees to
belong to their specific religion, but nurses of that religion may be attracted to that
hospital. In hospitals that are affiliated with one religiont hat r el i gi onds
policy and procedure and influence the organizalionlture andhe health services they

provide.

bel
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The selected hospitals include three religiously affiliated hospisdmic,
Protestant, Catholi@lus a general gernment affiliated hospital. The Islamic hospital
has 403 beds and started to care for PLMWBRO003. The Catholic hospital has 464 beds
and started to care for PLWH in 2002. The Protestant hospital has 350 beds and started to
care for PLWH in 1999. Aa national referral hospital, the general hospital has 1500
beds and started to care for PLWH in the early 1990s.
One visible sign of religious affiliatioat the different hospitaiss t he nur ses 6
uniform. At the Islamic hospital, Islamic female nurses Hawe wjiébabd diveil
that coves their hair while in the Catholic hospital, a Catholic nurse has to wear a cross
pinned on the uniformlThe investigator observed that each of religiously affiliated
hospitals had certain religious activities helguarly within the hospital. In the Islamic
and general hospitals, they schedule religious gathering for prayers and disofissi
religious teaching at least once a day. This session was open to any health professional,
the general public, and visitorstwh i n t he hospi tal .Shdlaher e wer e
Jumd®adr AFriday Prayero, and other | ess reli
Protestant hospitals also had Bible reading and diswuasieast once in a shift. Thus,
there were clearly differeneligion specific activities in all four hospitalBo explore
both differences related to individual relig
culture, the investigator used hospitals with different religious affiliations as the sites for

the study.
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a) Sample Size anBower Analysis

The optimal sample was determined by the desired level of significance, level of
power, and effect size (Cohen, 1988; Murphy & Myors, 2004). The investigator wanted
adequate power to detect a medium effect size of 0.2 sample size is too low, the
findings may fail to identify important relationship as significant, while if sample size is
too large, time and resources will be wasted. This study planned to use ANOVA, Pearson
correlation & Multiple Linear Regressida examine differences among groups and the
association between dependent & independent varidbiestigatorused G*Power
3.0.10 to calculate the total sample neede@&oh of these analysdsayl, Erdfelder,
Lang,& Buchner2007). When one way ANOVA wstilized, with the effect size f of
0.25,a (alpha) eror probability < 0.05, Power {fh error probability) < 0.85, and the
number of groups = 4, the sample that needed to be recruited was 255 nurses. For Pearson
correlation and multiple linear regressions, the total sample needed was below 200
nursesTherefore, the total sample needed for these 3 different statistics methods, was
estimatedo be255 nursesHowever, to allow for clustering by site (hospital), the
estimated total sample was multiplied by 1.5 and become 383, rounded to 400. Therefore,

thetotal sample needed from each of the four hospitals was 100 nurses.

b) Individual NursesSelection Criteria anBecruitment

The selection criteria for the individual nurses in this study were: 1) graduated
from a Nursing Assistant, Diploma, or BSN programe®2perienced in caring for HIV
patients or observed other nurses caring for HIV patients, and 3) working in one of the

four selected hospitals in DKI Jakarta province. From each hospital, the researcher
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recruited 100 nurses using convenience samplingrd3earcher put flyers about the
study on the hospital information boards to recruit the nurses. At each hospital, the

recruitment process ended when the researcher enrolled 100 nurses.

D. Procedures

After purposively selectinthefour referral hospitals idakarta, thenvestigator
sent the research pr cmwoesiewltheptocedureband hospi t al s 0
protectionof the subjects in the studistitutional Review Board (IRB) approval was
received at the University of lllinois at Chicago, ane dlirectors from the four hospitals
in Jakartalndonesia reviewed the research proposal and agreed that the research assured
protection of human subjects.

Then thanvestigator met the nurse manager in each hospital to discuss the study
and make arrangesnt to recruit nurses who have experience caring for PLWH or have
been observing other nurses caring for PLWKeFs were put on the announcement
board to recruit nurses each hospitalThe nurses respdad to the flyers by calling, text
messaging andmailing. The investigator responded to the nurses at each hospital, using
the script for initial contact and screening. Eligible nurses were recruited until 100 nurses
hadagreed tgarticipateat each hospitallhus, the total sample from all four hasgs in
Jakarta was 400 nurses.

At each hospital, the investigator arranged three possible sessions for nurses to
attend. Nurses were asked to choose one of the three sessions at a date and time that was
convenient for them. Usually, there were-3 nuses in one session. The nurses were

asked to be seated in a group in the arranged classroom. The investigator explained the
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procedures and obtained informed consent from the nurses at each session. Once the
nurses agreed to participatethe study, thenvestigator distributed the questionnaire.

To ensure privacy, the nurses were seated in a classroom and separated by an
empty chair. The seating arrangement ensur ed
answers. When the nurses had the questionnairs\viegtigator answered and explained
any sentence or word that they did not understand. No identifying information (e.qg.,
names, address, telephone, etc.) was collected from the nurses. The questionnaire took 30
to 45 minutes to complete.

As an incentivedr participating, each nurse was offered a freedap seminar
on HIV and AIDS nursing care. The participants also received lunch during the seminar
and received a certificate with continuing education credit hours for their attendance.
These credit hoursould be used for them to maintain or upgrade their knowledge and

skills.

E. Measures

The researcher developed the individual characteristics measures. The measures
of HIV knowledge, religiosity, perceived workplace stigma, and stigmatizing attitudes
toward PLWH were based on existing measures in English previously used in taedJS
Africa, and translated into Indonesian. All scales had readability at an adgdptab
level. One scale was designed for the tigrdde level, another one was fougitade
levd, and two were designed for fififrade level. Psychometric properties of the scales
in previous studies are discussed here; psychometrics in this study are presented in

results. The complete questionnaire is in the appendix.
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a) Individual characteristics

The first part of the questionnaire asked about individual characteristics.
These characteristics included age, gender, religion, monthly income, working
experience, and educational background. Other individual characteristics included
whether the subjectdd ever received any specific training on HIV and AIDS care

and whether they perceived themselves as competent tioc&ie/WH.

b) HIV knowledge
HIV knowledge of the nurses was assessed using theKiQ\18
guestionnaire (Carey & Schroder, 2002). This imatent was developed to assess
|l ay peopleds knowledge needed for their w
Originally this measure consisted of 45 statements developed by Carey, Morrison
Beedy, & Johnson (1997). Carey & Schroder then selected 18 items from 45
items based on representation of core facts that should be assessed. The questions
are answered as true/false, and the total score sums the correct answer for each
item. Higher scores indicate greater knowledge. Response categories to all
questions in HIV knwledge include the following: 1 = true; 2 = false; and 8 =
dondt know. Questions were recoded to cor
considered incorrect. An example of the i
NOT spread HI Vo, an tetherlthe sentancesséruewalse,I ans we

or they do not know the answer.
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c) Religiosity

Religiosity was measured using the belefislvalues measure developed
by King, Speck & Thomas (2001). The questions in this instrument assess
parti ci pant sé&dapyroraveekly pragerspaind tlieiinBuénce of
beliefs on his/her life and attitudes. Each item was scored on a Likert type scale
from O = strongly disagree to 4 = strongly agree. Factor analysis and internal
consistency analysis identified that, foritreample, the religiosity tool consists
of one factor with 20 items. The internal consistency (Cronbach alpha) of this tool

in their sample was .94.

d) Perceived Workplace HIV Stigma

This tool was developed by Holzemer (2009) and has been pilot tested and
validated in the African countries of Lesotho, Malawi, South Africa, Swaziland
and Tanzania. This tool was the first
other health worker stigmatizing and discriminatagginstPLWH in their health
facility (Uys, et al., 2009)HASI-N is a 19item measure composed of two
factors: 10 items on nurse stigmatizing patients and 9 items on nurses being
stigmatized. Since the research questions in this study were asking @athewh
workplace HI\tstigma was perceived as present by the nurses, the nine items on
nurses being stigmatized were not used. In the African studies, the internal
consistency (Cronbach alpha) of thi$a2tors instrument was .91. Nurses marked
how often thg had observed an event of stigma during the past 3 months (0

[never], 1 [once or twice], 2 [several times], 3 [most of the time]). The responses

ns
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are analyzed by summing each item and dividing by the number of items for that
factor. The results ranged frddrto 30. The higher the score, the higher the

perceived workplace stigma by the nurses.

e) Stigmatizing Attitudes tward PLWH

Stigmatizing attitudes were measured using a measure adopted from the
Nurse AIDS Attitude Scale (NAAS) version 2 (Preston et 81951 Preston et al.,
1997). Version 1 of NAAS had 41 items with 3 subscales: Homosexuality,
Nursing care concernandSocietalprofessional concerns. Version 2 is a 45
items instrument with 5 subscales: Homosexuality, Nursing care concern,
Societalprofessional, WomemandIV drug abusers. Each item was scored on a
Likert type scale from 1 = strongly agree to 5 = strongly disagree. In the previous
studies in the US, the internal consistency coefficient of Versionscaldsvere
.96, .83,and.72 respedvely. Version 2 had internal consistency coefficients of
.95, .64, .75, .8(and.82 for the five subscales: Homosexuality, Women, IV drug
abusers, Nursing care concern, and Soemtafiessional. In this study a modified
NAAS version 2 mwansO ussuebd .s cTahlee fivmeos dr opped
were only 2 items used to measure stigmatizing attitudes toward woman living

with HIV and the internal consistency (Cronbach alpha) was verydew10).

Pilot Study
In this study, the investigator used measurkgkvwere previously developed
and used in English, predominantly in the US. The population of this study was

Indonesian nurses and most of them speak only Bahasa Indonesia. Therefore, the
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investigator conducted a small pilot to establish the appropregei¢hese measures
that were planned to be used. This pilot was done with a small number of nurses, in
preparation for the major study survey in an Indonesian setting. The first step for the
pilot was to translate all of the tools into Bahasa Indon&sie.process of tool
translation used an expert bilingual panel. Based on Brislin (1970), there are four
methods btool translation: 1) backanslation; 2) bilingual technique; 3) committee
approach; and 4) pretest procedure. However,-bracislation ighe best known

method of translation that can maintain similarity and agreement in meaning of the
original and translation versions (Behling & Law, 2000). This method is widely used
for instrument validation and the most common method for translating needewbe
used in crossultural research (Cha, et al., 2007).

The bilingual experts were doctoros
the USA or Australia. One bilingual expert translated the measures from the source
language into the target lang@a@nd the second bilingual expert who had not seen
the original version did baekanslation into the source language. Then the-back
translated version was compared with the original version. There were not many
errors found in the baekanslation proces When errors were found in the back
translation version, third translator tried to retranslate the item. Using other translators
was aimed at obtaining a fresh translation for the instrument from original to target
language (Cha, et al., 2007).

The investigator found that not every word in English can be translated easily
into Bahasa Indonesia. The first two independent bilingual translators agreed that

sometimes words in English cannot translate literally into Bahasa Indonesia. The

and



38

appropriateconceptuameaning is more importardndconceptual translation
focused on meaningelps to ensure that each it&conceptually similar to the
sentence in the original languagpefully, this conceptual similarity will ensure
that respondents are thinking abequivalent issues as they respond to each item,
and thugnaintain equivalencef meaning of the instrument the translated version
(Brislin, 1970).
For minor errors, the investigator did not repeat tHeaek translation
process. Instead, the bilingiuranslators compared the results and came up with an
agreed upon preferred versidtor example, when the first bilingual translator
transl ated APulling out the penis before c
getting HIV duradngr siex mMdngethackarpeniggaris | a
vagina sebelum terjadi ejakulasi, membuat wanita dapat terhindar dari irfid¥si
saat berhubungan badan dengan pria OBHA When t he eédbaekto was tr a

English it became i P uagihaibefage eaulationkbepsapeni s f

woman from getting HIV during sexo0. There
vaginao that were not there in the origina
additional words for Afrom t mglthassgmena o wer

meaning although there were additional words within the sentence. Therefore,
investigatod i dndt ask other transl alhwstgatot o do a
left these words in the sentence to ensure clarity.

The next step was tedt the translated tools with Indonesian nurses. The
purpose was to assess whether the translated tools were easilyaoddnstt

answerable by local nurses who were recruited in the pilot sStubstigator



3¢

recruited thirty nurses who had experienagrgy for PLWH or observed other nurses
caring for PLWH. They were students at the College of Nursing at the University of
Indonesia, in the bridging program from diploma to bachelor nursing.

The nurses were asked to fill out the translated questionaatteglso to give
comments on the items which they did not understand. The items with the most
frequent comments were evaluated and revised to reduce confusion to pasticipant
Based on the comments from nurses in pilot study, changes were made to several
items.

In the HIV knowledge measures, a change was made on item #12. The
sentence was changed because in Indonesi a
available. Since 90%f respondents had never seen and heard about this, an
additional word was addedtoat i t-leant i@ naft er the word sk

In the religiosity measure, changes were made on items # 2, 3, and 10. These
items were difficult to understand by the nurses since they are not used to hearing or
reading such explanatisor expressiosl t em 2 sai d Al believe | |
that can su.uTwhiewe dinyd dde®dat kdhow what the fAspi
number 2. This was resolved bgtusing spirit. tem# 3 said | b e lapeesenal i n
Godo. There i s nol e&opdoe sisn oonuro fl afinpgewrasgoen.a Tr
by using fiperceivable as a human beingo ra
feel most at one with t helnvestgatbrevisaltheen sur r o
s e nt e n Baya meraga mnengiatu dengan dwaat berada di keindahan alam
or Al feel uni ted with the world when surr

revisions make the sentence clearer to the Indonesian reader.
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The 13 changes in the stigmatizing measures were made on one
homosexuality item, nie IDU items and three items on concerns about nursing
PLWH. The changes in homosexuality were on
be given soci al equalityo. I n the beginnin
t r an s | Rria romoseksual perlu dib&an kesetaraan sosial dan kesamaan
hakb Some comments mentioned that they did no
social equalityodo. They suggest this senten
the comparison need to refer. Then the sentence wag eéhan Pria hoooséksual
perlu diberikan kesetaraan sosial dan kesamaan hak seperti layaknya pria
heteroseksual or fAHomosexual men should be given
meno.

The changes in th@ items that refer ttDUs werenecessary batise the
nurses were not used to the terminology that is comym@ed inresearch irthe US.

The common name for I DU in HIV research i s
fpengguna Narkoba Sundik or i njection drug use. Since |
understandhat abbreviationnvestigatordecided to use the full name for IDUSs.

The changes in concerns about nursing PLWH were made in three items. The
first item was Al am bothered that | might
contracting Al 2$0d0 .0nT Ive Saganetasa terganggd dleh
fikiran bahwa saya tidak mampu untuk mencegah diri sayaterulalD S0 or Al f ee
di sturbed by the thought that | was not ab
Many of nurses complained of not understandimg translation. They suggested

something more direct and to the point. Then finally the revision version changed into
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fiFikiran bahwa saya tidak mampu untuk mencegah diri saya dari tertular AIDS
selalu berada dibenaksaya or Al cannottmighttnapeablehi nki ng t h
prevent myself from contracting AI DSO0. The
which involved additional words to make the sentence clearer. The items were
changed on the stigmatizing attitudes questionnairea#2@8.

After revisions, questionnaires were sent to three professional experts in HIV
and religiosity research to assess content validity. They were asked to write any
comments and recommendations about the questionnaire. The investigator modified
items after careful assesent of all suggestions. From the expémigestigatorgot
additional suggestionggardinghe HIV knowledge and stigmatizing attitudes
measures. The suggestions focused on how the items in the measures can create some
cultural sensitivity problems for tHecal majority Muslim people. For example, for
the back translation of item number iyjestigatoragreed to add an explanation on
what oral sex means. The experts were concerned that the definition of oral sex might
be taboo for some persons. Gmgertalso underlined item 6 in stigmatizing attitudes
measures where mentioninfp@mosexuaas their clergy or religious leader might
offend some peopl&he investigator reviead comments from participants in pilot
study to see whether or not there wasenments or suggestions related to the
language that investigator used. The investigator did not find comments or
suggestioaregarding the explanation of homosexuality and oral sex. Perhaps, the
nurses irthe pilot study were more accustomed to the teriaigp and explanation

about sexuality and gay (homosexuality) than the experts.
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Our careful translation, expert opinion, consultation, and pilot identified only
minor changes needed. This preliminary work provided evidence that the measures
were culturallyappropriate and readily be understood by the target population of
Indonesian nurses. Indonesian content experts found the items both relevant and
culturally appropriate. A pilot study documented that the measures were

comprehensible and acceptable forititended target group.

F. Data management

The investigator assigned each completed instrument a unique number that also
identified the hospital site. The completed questionnaires were stored in a locked cabinet
available only tahe principal investigator Data were managed by developing a database
program in SPSS 15 software for data entry and data retriv@uestionnaires and the
responses will be destroyed in 5 years after the Pl analyzes the data, completes his report,

and has published it in reéat journals.

G. Data analysis

Data analysis started with examining the validity and reliability of three tools
(Religiosity, Perceived Workplace Stigma, and Stigmatizing AttitudeardPLWH)
within an Indonesian nurse population using internal relialality exploratory factor

analysis. Scales were created based on the existing measures.

Then the investigator analyzed data to answer the two research questions.
Research Question 1 askédVh at i s the | evel of stigmati zin

nur s eescriptive dhalyses (means) were used to answer QuestiQuedtion 2
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a s k @iat féictors are associated with the stigmatizing attitudes taWaiH? o
Multiple linear regressions were used to answer Question two. Prior to conducting the
multivariate analgis, bivariate analyses were conducted to examine the difference
(ANOVA analyses) irHIV knowledge, religiosity, perceived workplace stigraad
stigmatizing attitudes wardPLWHby nur ses 6 backgr oPearson f act or s
correlation analyses welused to examine the bivariate correlation among the internal
variablesHIV knowledge, religiosity, perceived workplace stigma, and stigmatizing
attitudes tovard PLWH.
There were no missing data found except f
the nvestigator checked every completed questionnaire. The participants cooperated to
complete the missing questions, after the investigator checked every item in every page in
the questionnaire. However, some participants did not want to fill out the quastion

their monthly income.

H. Ethical consideration and the protection of human subjects

The main ethical il ssue with a study asses
threat to privacy and confidentiality for someone who participates in the (fedyod,
Preston, Cain, & Starks, 2003Jonfidentiality might be a high concern for participants
because the study was conducted at their workplace. Participants were assured that their
individual responses would not be shared with anyone, including their supervisor or
hospital administrator. Participants had the option to decline to participatesiutlye
after the researcher explained the study. Also, when they felt that some questions in the

guestionnaire threatened privacy, participants could decide not to continue his/her
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participation in the study or not to answer that question. Possible ndksoéential
benefits were explained and discussed with them prior to administering the questionnaire.
Informed consent was obtained in writing before they participated in the study. Their
participation was voluntary. No one declined to participate dfeemvestigator
explained about the informed consent.

This study did not offer any direct benefit for the participants regarding
information that they gave except a roonetary 2day seminar on HIV and AIDS

nursing care compensation for their time.
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IV. RESULTS

The purpose of this study is to determine
background (age, gender, monthly income, working experience, and educational
background), AIDS care factors (HIV and AIDS care training, perceived compétence
care for PLWH, and perceived workplace stigma), HIV knowledge, and religious factors
(religious identification, religiosity, and hospital religious affiliation) affect their
stigmatizing attitudes wardHIV and PLWH The research questions of this stade:
(1) What is the level of stigmatizing attitudes of Indonesian nursesi?2) What factors
are associated with the stigmatizing attitudes towdd/H? This chapter first presents
the psychometric properties of the measures, and sample demograptitsen each of

the two research questions is addressed.

A. Psychometric Properties of the Measures

This study used four different measures that had never been used in Indonesia
before: HIV knowledge, religiosity, perceived workplace stigma, and stigmgtiz
attitudes tavard PLWH. Psychometric properties for the HIV knowledge measures were
not examined since the different donsaf knowledge are not necessarily highly
correlated and since facts about HIV transmission and prevention are the same across
sodeties. Psychometric testing was done on measures of religiosity, perceived workplace
stigma, and stigmatizing attitudesvard PLWH to determine whether these measures
had acceptable internal consistency reliability and if the original subscales were also

found in our Indonesian samples.
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The religiosity scale originally consisted of one factor with 20 items and an
internal consistency Cronbach alpha of .94. Like the study using this measure in the US,
factor analysis, in our Indonesian sample this medsanteonly one factor. A minimum
factoritem correlation above .40 was setthg investigatarltems two, three, five, and
seven were not highly related with other items, since the factor loading was below .40.
These items were deleted. These items ashedtabstract concepts (spirit and evil
forces) that Indonesian nurses found difficult to understand. The remamitgms were
incorporated into one factor and explained 28 % of the variance in the measure. Adding
more items did not increase explainediations. The internal consistency Cronbach
alpha of this religiosity tool in this study was .84. Thus, the psychometric properties were
similar to the measure in the US and the measure was used with few modifications (see
Table 4.1).

Perceived workplacstigma was measured using the first subscale (perception of
nurses stigmatizing PLWH) of the HIV and AIDS Stigma Instrument Nurse (HASIN)
created by Uys et al (2009). Using factor analysis, the investigator examined whether the
original subscale structureas replicated in the Indonesisample. Based on the
l ndonesian nursesod sample, the factor analys
items. The 10 items explained 42 % of the variance in the measure. The internal
consistency of the perceived kplace stigma tool in this study was .82. This test
confirmed the same psychometric properties for this sample of Indonesian nurses as the
initial scale tested with nurses in Africa.

Stigmatizing attitudes were me&Edcaler ed usion

(NAAS) version 2 created by Preston, Young, Koch, & Forti (19Bbis study used the
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stigmatizing attitudes measure adopted from NAAS version 2, omitting the women sub
scale, due to its low reliability as explained in Chapter IIl. Thus, tgmatizing
attitudes scale used in Indonesia had 4s#des (Homosexuality, Injection Drug Use,
HIV and AIDS CareandSociatprofessional Concern). With a U.S. sample the internal
consistency of the five stdrales were .95, .64, .75, .80d.82 respetively. Using
factor analysis, the investigator examined whether the original subscale structure was
replicated in the Indonesia sample. In the I
identified a twefactor model with 24 items (see Table 4.1). Thet@ehs were
incorporated into two factors and explained 15 % of the variance in the measure. Adding
more factors did not increase explained variation.

In a conceptual examination of these two factors, the investigator classified the
first new factor, withé& i t ems, as t he warda@RLWHpdrsoawith s att i t
AIDS. Factor One (attitude ward persos living with AIDS) was constructed from the
combination otheformer subscakof Homosexuality, Injection Drug Usibscale, and
two items from forrer subscale four Soctgkofessional concern (item 32d36). The
second new factor, with eight items, related to HIV care concerns. Factor Two (HIV care
concerns) was constructed with a combination of items from the former subscale HIV
and AIDS care anto items (items 3@nd40) from the former subscale Soeial
professional concern. The internal consistency of Factor One (attitudes to person with
AIDS) was .85, and Factor Two (HIV care concern) was .75. The overall internal
consistency Chronbach Alphatbie stigmatizing attitudes measures was .83 (see Table

4.1).
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B. Background Factors

This study recruited a convenience sample of 400 Indonesian nurses who
participated in this study. These 400 nurses were from four different hospitals
purposively selected tacorporate religious diversity. Three hospitals are owned by
religious foundations, one each of Islamic, Protestant, and Catholic founda@tens
fourth hospital was a general government hospital which is not religiously affiliated. The
researcher ruited 100 nurses as respondents from each hospital. However, there were
four nurses from the Hindu religion in the Catholic hospital. In order to have clearer and
simpler interpretation, the researcher decided not to use these respondents in this study.
Therefore, data from 396 participants were used in this sBebause participants were
recruited by hospital, the investigator examined both characteristics of the overall sample
and differences by hospital.

Age.The average age of the nurses was 35e#swith a Standard Deviation
(SD) of 9.46 and aange from 20 to 55 yearésee Table 4.2). The average age of nurses
in the four hospital’%53W4p=901]Thedvéragaagedfy di f f
nurses in the Catholic hospital wagler than the mean age amahgother three
hospitals. The Kruskal Wallis test of significance was used since the normality
distribution requirement fortest was violated.

Working experiencél he average working experience of the nurses was 13.41
years ranging from 1 to 39 years (SD = 9.25). Consistent with the higher mean age of
nurses in the Catholic hospital, the mean years of work experience of the nurses in this

hospital was the highest (18.15 years), followed by the Islamic hospital (12.81), the
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general hospital (13.43), and the Protestant hospital (9.73). These average working
experience of nurses in the f21606hmospitals w
.001)

Gender.There were fewer male nurses (11%) than female (89%) (see Table 4.2).
The proportion of male and female ndrses in
=16.262; p = .001). The Islamic hospital had a higher proportion of male nurses (20%)
thantheother three hospitals.

Monthly incomeln this study, monthly incomwas defined as total household
income including income from a spouse, or other household member. The distribution of
nursesd® monthly income ranged from US $ 111
household income of the nurse was approximately US $ 40806 306.00). Nurses in
the Islamic hospital had significantly higher average household monthly income (US $
494.50) than nurses theother hospital. The lowest monthly income average was for
nurses in the Protestant hospital (US $ 272.00).

EducationalbackgroundMost of the nurses in this study graduated from a
di pl oma nursing program (73.2%). Only a few
programs in nursing (18%). Nine percent of t
program, which is equal to seadary school level. By hospital, the educational
background of nurses was not significantly different (Table 4.2). However, the Protestant
hospital had the highest percentage (78%) of nurses graduated from diploma program,
followed by the Islamic hospit&F6%), the general hospital (73%), and @etholic

hospital (62%). The Catholic hospital had the highest percentage (29%) of nurses who
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graduated from a BSN program, followed by the Islamic hospital (23%), the general

hospital (12%), and the Protestanshital (7%).

C. AIDS Care Related Factors

HIV and AIDS care trainingMost nurses (65.2%) have never had specific
training on HIV and AIDS carelust over a quartérad one training (26.2%), and only a
few of them had two or more training programs on HIV AHAS nursing care (8%).
The proportion of nurses who have HIV and AIDS care training in the 4 hospitals was not
significantly different. However, the general hospital had the lowest percentage (20%) of
nurses who have had training on HIV and AIDS carelenthe highest percentage of
nurses who have had training was friéra Catholic hospital (53%).

Perceived competence to care for PLWAhough the majority of the nurses
never had special training on HIV and AIDS care, most of them (63.2%) perceived that
they were competent to give nursing cenwardPLWH. Few nurses perceived that they
were not competent or doubted that they were competent tfoc&kWH. The
proportion of nurses who perceived themselves as competent was not significantly
different inthe fourhospitals. However, the Catholic hospital had the highest percentage
(87.5%) of nurses perceived that they are competent to care PLWH, and the lowest
percentage of nurses who perceived that they were competent was from the general
hospital (46%)

Perceived workplace stigma The mean score of nursesodo p
stigma from the sample was 2.45 (maximum score of 30) with a range of 0 to 29 (Table

4.3). The mean score of perceived workplace stigma was significantly different among
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thefour hospitals (Table 4.12)he lowest mean score of perceived workplace stigma

was from the Catholic hospital, and the highest was from the general hospital.

D. HIV Knowledge

HIV knowledgeThe nurses had an average HIV knowledge score of 12.53
(maximum possile score of 18), with a range from 4 to 18 correct answers. The mean
score of HIV knowledge was significantly different amahgfour hospitals (Table
4.12) The lowest mean score of HIV knowledge was from the Protestant hospital, and

the highest wagdm the Catholic hospital.

E. Religious related Factors

Religiosity The average of nursesodo religiosity

(maximum possible score of 80) and with a range of 32 to 64. The mean score of
religiosity was significantly different amgrfour hospitals (Table 4.12)he lowest

mean score of religiosity was from the Catholic hospital, and the highest was from the
Islamic hospital.

Religious identificationAlthough more than half the nurses were Muslim
(53.5%), the sample was diversgluding 29.5% Protestant and 17% Catholic (Table
4.2). As expected, the proportion of Muslim, Protestant, and Catholic nurses in the four
hospitalswassignificantly different %= 443.51; p = .001). Both the Islamic and the
general hospitals had predominariéyslim nurses, which reflethe fact that most

Indonesias (88.2%) are Muslim (Pew Research, 2009).

Summary of nursesd backgroundesNearlg t heir

all of the nursesdé6 background factors,

Al DS
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related factors were significantly different by hospital religious affiliation. In summary,
nurses irthe Catholichospitalwere older and more experiedgcaad higher educational
background, more training on HIV and AIDS care, and perceived themselves as more

competence to care PLWH.

F. Research Question 1: What is the level of stigmatizing attitudes of Indonesian nurses?

The mean score of stigmatizing attitudéshe nurses in this study was 78.67
(maximum possible score of 120) with standard deviation of 11.85 and a range of 44
110 (see Table 4.3). The mean score of stigmatizing attitudes was significantly different
amongthefour hospitals (Table 4.12Jhe lowest mean score of stigmatizing attitudes

was from the Catholic hospital, and the highest was from the Islamic hospital.

G.Research Question 2: What factors are asso

to HIV?

Before describing the associatibatween stigmatizing attitudes with all the
independent variables, the bivariate relationship between stigmatizing attitudes and each
of the predictors will be described. The investigator used analysis of variance to examine
differences in HIV knowledgeegligiosity, perceived workplace stigma, and stigmatizing
attitudes by the categorical demographic variables. Then, the investigator used
correlations to examine the bivariate relationship among the ordinal level of variables of

HIV knowledge, religiosityperceived workplace stigma, and stigmatizing attitudes.
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1. Differences in HIV knowledge, religiosity, perceived workplace stigma, and the level

of stigmatizing attitudes by nursesodé backagr

Age.Investigatoe x ami ned whet her @ neligisseys 6 HI V knowl
perceived workplace stigma, and @ablegmati zi ng
4.4).Nurses over 35 years old had significantly higher mean knowledge scores (13.18)
than younger nurses (11.98) (F = 26.82; p< .001). The averageveedroarkplace
stigma of older nurses was one point lower than younger nurses (F = 6.12; p< .05). The
average stigmatizing attitudesstard PLWH for nurses over 35 years old were 4 points
lower thanfor nurses younger than 35 years old (F = 15.11; p< .®R&ligiosity did not
differ by age.Thus, older nurses had higher HIV knowledge scores, lower perceived
workplace stigma, and lower stigmatizing attitudes.

Gender.Gender did not relate to HIV knowledge, religiosity, perceived
workplace stigma, or stigmaing attitudes tawvard PLWH (Table 4.5).

Monthly IncomeMonthly income did not relate to HIV knowledge, stigmatizing
attitudes tavard PLWH, or perceived of workplace stigma (Table 4THe mean score
for religiosity from nurses witlh monthly income ofJS $406 or lesw/as significantly
lower (2 points) than nurses who have monthly income higheld8a$406(F = 11.65;
p<.001).

Working ExperienceéNurses who had more work experience had significantly
higher HIV knowledgdF = 22.01; p< .001)ower peceived workplace stigma (F =
4.45; p< .01), antbwer stigmatizing attitudes teard PLWH (F = 10.56; p< .001(Table

4.8).
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Educational BackgroundNurses who graduated from BSN progsdmad
significantly higher HIV knowledg@~ = 23.49; p< .001higher réigiosity (F = 4.46; p<
.05) and lowestigmatizing attitudes t@ard PLWH (F = 25.54; p< .001). There were no

differences by educational background in workplace stigma (Table 4.9.).

AIDS Care Factors

HIV and AIDS Care TrainingNurses who had HIV/AIDS cateaininghad
significantly higher HIV knowledgéF = 6.50; p< .01). However, there were no
significant differencein religiosity, perceived workplace stigma, and stigmatizing
attitudes tovard PLWH between nurses who did and did not have training on HtV a
AIDS (Table 4.10).

Perceived Competence to Care for PLViHdrses who perceived themselves as
competentad significantly higher HIV knowledd& = 21.29; p< .001)ower perceived
workplace stigma (F = 8.31; p< .01), doder stigmatizingattitudes oward PLWH (F =

20.14; p< .001). They did not differ in religiosity (Table 4.11).

Religious Factors

Religion.Nurses who identified themselves as Muslim, Protestant, or Catholic
differed in their HIV knowledge (F = 4.62; p< .01), religiosity (F = 4j03.05),
perceived workplace stigmea?( 17.8Q p< .001), and stigmatizing attitudesviard
PLWH (F = 53.49; p< .001). Post Hoc analyses showedhleaCatholic nurses had

significantly higher HIV knowledge than both Muslim and Protestant n(ifsdse 4.6)
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Muslim nurses had significagthigher religiosity, higheperceived workplace stigma,
and higher stigmatizing attitudésan Protestant and Catholic nurses (p< .001).

Hospital Religious AffiliationHospital affiliation related significantly tounr s e s 0
HIV knowledge(F = 9.921; p< .01), religiosity (¢ = 13.75; p< .0}, perceived
workplace stigm#c” = 24.22; p: 001), and stigmatizing attitudesviard PLWH (F =
38.871; p: .001). Post Hoc analyses showedthima€Catholic hospital nurses had
significantly higher HIV knowledge than nurses at all trokthe other hospitallable
4.12) Using the KruskaWallis test for ordinal variables, the average score for religiosity
of nurses from the Islamic hospital was significantly higher (1.Z#43 points) than
nur sesd® mean s cor eholichandithe gendrat hodpitals (p<.0l)., t he Ca
Using the KruskaWallis test for ordinal variables, the average score for perceived of
workplace stigma by nurses from the Catholic hospital was significantly lower (about 1.5
T 1.9 points) than nurses in thedslic hospital, the Protestant hospital, and the general
hospital (p< .05). Post Hoc analyses showedttietslamic hospital nurses had
significantly higher stigmatizing attitudesaard PLWH than the Catholic, Protestant

and general hospital nurses.

2The correlation among nursesd HIV knowl edge

stigma, and stigmatizing attitudes toward PLWH

There were significant correlations betwe
religiosity | evel (r = edgéWwith theirgtigmatizhd ) ; nur seso
attitudes (r=. 19 8, p< .01); nursesd stigmatizing at

stigma (r= .271, p< .01); and nursesd religi
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p<.01). There were no significantcorrelai ns bet ween nurseso6 HIV kn
perceived workplace stigma; and nurseso6 reld.

stigma (Table 4.15).

3. Factors associated with stigmatizing attitudes toward PLWH

A stepwise linear regression was used to exanaiceifs that are associated with
stigmatizing attitudes towafdLWH. The stepwise regression also can help answer the
guestionof whether the model can explain the factors #iatissociateavith
stigmatizing attitudes. While in analysis of variance tivegtigator used age, working
experience and monthly salary as categorical variables, in multiple regressions the actual
number (interval scale) of age, work experience, and salary were used. Using the actual
number may create more specific regression amsabhgsults. Based on the conceptual
model (Figure 2 Chapter 2) the investigator included all the variables in the following
order individual factors, AIDS care factors, HIV knowledge, and religious factors as
predictorsinvestigatorentered religiosity rad religious identification together as the
fourth step.Investigatorentered hospital religious affiliation separately adfiftte step to
better understand its contribution to stigmatizing attitudesldition toindividual
religious identification. Th result was tested for violation of statistical assumptions used
for multiple regression techniques. The diagnostic test results showed no violation of
statistical assumptions of normality and homoscedasticity, as well as the absence of
multicollinearityin the model.

The regression analysis started with the first step, which included the individual

background factors as a block (Table 4.15). In the first step, only educational background
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of the nurses was a significant predictor of stigmatizing attittaesrd PLWH. TheR?
wasonly 0.067. The second step analyzed the individual factors plus AIDS care factors.
In the second step educational background, perceived competence to care for PLWH, and
perceived workplace stigma were significant predictors ofgtigzing attitudes tward
PLWH. TheR? was 0.156 and thehange iR was0.089. The third step added HIV
knowledge. In the third step, educational background, perceived competence to care for
PLWH, and perceived workplace stigma remained significant giaediof stigmatizing
attitudes tavard PLWH but HIV knowledge was nat significant predictorTheR? was

0.164 and th& increasedninimally (0.008. The fourth step analyzed the blsci

individual factors, AIDS care factors, HIV knowledge, and regioand religion

without hospital affiliation. In the fourth step, educational background, perceived
workplace stigma, level of religiosity, and religion as Muslim were significant predictors
of stigmatizing attitudes teard PLWH. TheR? was 0.327 and thehange irR* was

0.163. Both religiosity and religion as Muslim were positively associated with
stigmatizing attitudes toward PLWH. The fifth step analyzed the blofckdividual

factors, AIDS care factors, HIV knowledge, and Religious facwaith hoital

affiliation added lastin the fifth steplow educational background, perceived

competence to care for PLWH, perceived workplace stigma, level of religiosity, religion
as Muslim, and being in a Catholic and Islamic affiliated hospital were sigrtifica
predictors of stigmatizing attitudesstard PLWH. TheR? was 0.355 and the” increased
0.028. Hospital affiliation had a complex relationship with stigmatizing attitudes.

Stigmatizing attitudes ward PLWH were positively associated with being from the
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Islamic affiliated hospital and negatively associated with being from the Catholic

affiliated hospital.



56

V. DISCUSSION

The purpose of this study was to deter min
background (age, gender, montimgome, working experience, and educational
background), AIDS care factors (HIV and AIDS care training, perceived competence to
care for PLWH, and perceived workplace stigma), HIV knowledge, and religious factors
(religious identification, religiosity, anlkospital religious affiliation) affect their
stigmatizing attitudes towafdLWH. In this chapter, the investigator first summarizes the
results, followed by a discussion of measures and the findings, strength and limitation,

conclusion, and lastly implitian.

A. Summary of results

Significant predictors of stigmatizing attitudesvard PLWH were lower
educational background, lower perceived competence to care PLWH, higher perceived
workplace stigma, higher level of religiosity, religious identification Bualim,
working at an Islanraffiliated hospital, and working at an Cathetiffiliated hospital. All
three religious factors (religious identification, level of religiosity, and hospital religious
affiliation) were related to stigmatizing attitudes towBtdVH. Descriptive analyses
showed that nurse from the Islamic hospital had shorter working experience, lower
percentage of having HIV care training, lower perceived competence to care PLWH,
higher perceived workplace stigma, and lower HIV knowledge theses in other
hospitals. Nirses in the Catholic hospital were older than nurses from the other hospitals,
had more work experience, more formal education and more HIV and AIDS training, and

more likely to feel competent to care for PLWH than other nunstige other hospitals.
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These differences in preparation and related factors may relate to the difference in

stigmatizing attitudes by hospital.

B. Discussion

This study demonstrated that, with careful translation and pilot testing, measures
of HIV knowledge religiosity, workplace stigma, and stigmatizing attitudes which were
developed in other countries can be successfully used in Indonesia. Only minor
adjustments needed to be made by dropping inappropriate items that did not correlate
with other items, malig for the religiosity and stigmatizing attitudesvard PLWH
measures. All the attitude measures had high internal reliability. Another strong point of
this study was the use of psychometrically sound measures of HIV knowledge,
religiosity, workplace stigna, and stigmatizing attitudes. These measures are now
translated and have established content validity, comprehensibility, and reliability
Therefore thegan be recommended for use in future research on these topics in
IndonesiaConsistent use of valitied and culturally appropriate measures can provide

benchmarks to assess improvement over time.

a) Stigmatizing attitudes toward PLWH

The level of stigmatizing attitudes of the nurses in this study appears to be higher
than the nurse groups with sample ofsas in New York, USwho were previously
assessed using this meas{ifeeston et al., 1995). The Preston study had 41 items in the
stigmatizing attitudes measure, ilehin this study aftethe pilot study the measure had

only 24 items. However, with thamge mean score of one to five, this study showed the
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mean score of stigmatizing attitudes in Indonesian nunsear( = 3.28was higher than
nurses in the USiean = 2.98 The factors that may influence to the high level of

stigmatizing attitudes of Insesian nurses will be discussed below.

b) Factors influencing to stigmatizing attitudes

Low educational background was significant from the first step to the last (fifth)
step,showing thatow educational backgrourtths a stable relationship to more
stigmaizing attitudes toward PLWHRerceived competende caring for PLWHwas
also consistently related to matgmatizing attitudes toward PLWISince most of the
nurses had not had any HPélated training, it seems likely that they overrate their own
percaved competence. Alsd]lV training was not significaity relatedto stigmatizing
attitudes toward PLWHsuggesting thdahe training that was provided for the nurses did
not prepare therny reducingheir stigmatizing attitudes toward PLWH.

Religiosity dsowasone of the significance predictoofstigmatizing attitudes
toward PLWH .Morereligious nursesadmore stigmatizing attitudes toward PLWH.
Religious identification as Muslim wadso asignificart predictorof stigmatizing
attitudes toward PLWHBut when hospital affiliation waadded inthe last stepf the
regression analysis, working in the Islamic hospital was positively related to stigmatizing
attitudes, while working in the Catholic hospital was negatively related to stigmatizing
attitudesMoreover,the B score of religious identification as Muslim was decreased into
half when working in the Islamic hospital was included in the regresslmrefore,
these results suggest thila¢ hospitads policyaboutHIV carehasa substantial role in

shaping stigmatizing attitudes toward PLWH.
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Background factors:

Based on the regression analysis, only lower educational background was
significantly related to stigmatizing attitudes, and its relationship remained in all five
steps of regression. In bivare analyses (ANOVA), the age and working experience
amongCatholic nurses related to lower stigmatizing attitudes toward PLWH. Older and
more experience nurses had significantly higher HIV knowledge scores, lower perceived
less stigma in the workplacen@lower stigmatizing attitudes. Howeveristbffect
disappeared when educational background was incllid&gpears that education, age,
and work experience are related and education appears to be the most powerful factor.

Thus, among background facsponlyhigher educational background related to
significantly lower stigmatizing attitudesward PLWH. These findings are consistent
with previous study whergigher educational backgroundlodalth professional in
China, had less stigmatizing attitudesrard PLWH (Li, et al., 2007).

Since the samplef nursedn this studywere recruited from thiop ranled
hospitas in Indonesia, where most of them have higher educational background, it should
be noted that educational background may relate to sigjnaattitudes differently for a

more representative samplele$s educatedurses.

AIDS Care Factors

Perceived competence and workplace stigma were significantly and positively
related to stigmatizing attitudes in regression analyses level on eattthostieut HIV
training was not a significant predictof stigmatizing attitudes toward PLWHhis

study did not obtain any information about the duration or contents of training nurses had



63

received. However, it seems likely that the training was relgtineffective in reducing

stigmatizing attitudes.

Perceived workplace stigmBerceived workplace stigma among Indonesian
nurses appears to be higher than nurses in the only previous study using this measure in
five different African countries. Themeanc or e of I ndonesian nur ses:{
workplace HIV stigma from ik studywas 2.45, ranging from 0 to 2.9. The previous
study whichused the same instrument with samples of African nurses in five countries,
reported a mean score of 0.35, and a range @do 2.9 (Uys et al., 2009). Compared to
nurses in five African countries, Indonesian nurses have much less contact with PLWH in
their clinical work, and that experience is fairly recent. The nurses in most hospital in this
study had started to care PLWiHearly 2000, but most hospitals have had PLWH in
every wardor the only last two to three years. Nurses may have high perceived
workplace stigma in part because they relatively recent experience with caring for
PLWH.
Perceived competence to care fon®H. Based on the regression analyses,
perceived competence to care for PLWH hathnificant positivampacton
stigmatizing attitudes ward PLWH. In bivariate analysisvestigatorfound that
perceived competence to care of PLWH related to significamtiygher HIV knowledge
and lower stigmatizing attitudesward PLWH. A study in the US showed that perceived
competence waasignificant predictorbn ur s es 6 wi | foriPbVHbecause t o car e
they felt prepared to care for PLWH and their anxietyfaad about contracting the HIV

from their patient decreadé¢ O6 Sul | i van, Preston, & Forti, 2
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Indonesian nurses who rate themselves as competent have not had specific HIV and

AIDS care trainingsothey may have inappropriately higbnfidence in their capacities

HIV Knowledge

In regression analysis, HIV knowledge was not a significant predictor of
stigmatizing attitudes toward PLWHhe nurses in this study had an average HIV
knowledge score of 12.53 (equivalém69%correc). This mean score was relatively
low (lower than 80%). Tis study result was not expected by theestigatobecause the
instrument was developed to measure HIV knowledge among lay péGamey &
Schroder, 2002). In general the nurses in this study hghehéducational background
than other nurses in the other part of Indonesia. Perhaps the relatively low HIV
knowledge scores can be explained by lack of HIV training for nearhthinas of the
nurses Previous research has found that trainingin HYYAl car e can i ncrease
knowledge, confidence, and quality of care (Li, et al., 2@80ilerson, Kann, Holtzman,
Arday, Truman, & Kolbe, 199@chillo, Reischl, 1993; Adepoju, 2006). Higher HIV
knowledge was significantly associated with lower stigniadi attitudes in those studies.
Congruent with previous studies in other countries, Walusimbi and Okonsky (2004)

found that knowledgeable nurses had less fear of contagion of HIV from PLWH.

Religious factors
Religiosity.Religiosity was significantly raeted to more stigmatizing attitudes
toward PLWH. The religiosity of the nurses also differed significantly by hospital

affiliation, religious identification, monthly income, and educational background. The
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nursesod | evel of r e bktedgvithdoath level of Wiy knowledgei t i vel y
and stigmatizing attitudes toward PLWH.
The average I ndonesian nurseso6 religiosit
possible maximum score is 80. In previous study that used similar instrument in the US,
the mean ofeligiosity score was 43.2 for a predominant Christian sample (King et al.,
2006). Therefore, nurses in this study appear to have higher levels of religiosity than
found in the previous study in the USne of the reasons religiosityay behigher in
Indonesian nurses thatindonesia has a strong mosque community and religious leaders
who influence peopleds |ives (Bakar & Bamual
affect nonMuslims. The active public religious life of the Indonesian people may
influence the level of religiosity of the nurses in the study. As a majority religion, Islam
has strong value that prohibits behavior like MSM, IDU, and prostitution. Therefore,
these value spread out through all the people, including nurses wheredhegtigg and
discriminate PLWH who are and are not MSM, IDU, and prostitution.
These findings are congruent with previous studies in the US and Puerto Rico
which have found that more religious persao identified religion as important in
their life, hadmore stigmatizing attitudes toward PLWH especially PLWiib were
infected through drug use, sarsex sexual activity or commercial sggopacz, 1999;
VanderStoep & Green, 1988; VarBizaz, Neilands, Malaw®ivera, Betancourt, 2010).
In summary, religiosy related to stigmatizing attitudes toward PLWH, and this
finding is supported by previous research. Religiosity differed significantly by religion

and hospital religious affiliation, but the differences were small and probably not
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practicallyrelevanfT hese finding suggest that a persons:c

stigmatizing attitudes independently from type of religion or hospital religious affiliation.

Religion.Based on the regression analysis, religion (Muslim) was a significant
predictor of §gmatizing attitudes toward PLWH. In bivariate analyses religious
identification related significantly to HIV knowledge, religiosity, perceived workplace
stigma, and stigmatizing attitudes toward PLWH. In other bivariate analyses, Catholic
nurses and nues who worked in the Catholic hospital had significantly lower
stigmatizing attitudes tward PLWH. However, no previous study supports this finding.

Hospital Religious AffiliationAccording tothe regression analysisorking at
thelslamic and Catholitiospitas were significance predictod stigmatizing attitudes
toward PLWH. Alsgbivariate analysis of variance showed that nurses affiliated with the
Catholic hospital had lower stigmatizing attitudes toward PLWH. No previous studies
have examined theéifferences in stigmatizing attitudesstard PLWH for nurses working
in hospitals. However, previous studies have
stigmatizing attitudes toward PLWH (Wolfe, WR., Weiser, SD., Leiter, K., Steward, WT.
et al., 208; Li, L., Zunyou, W., et al., 2007).

As it mentioned in chapter thredgtinvestigator observed that each of religiously
affiliated hospitals had certain religious activities held regularly within the hospital. In
addition to these religious activitifse hospitals differed in their AIDS care policies.

One policy in the Catholic hospital was very supportive of HIV and AIDS care within the
hospital. There was donation money that could be accessed when nurses or other health

professionals found that PLWiad financial difficulties related to care such as in having
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testing, therapy, and transportation. Previous studies described that hospital policy on

HIV and AIDS should be written arspread to all of the workevgithin the hospital.

Hospitalpolicy canplayasignificantrolen decr easing health worker :
attitudes twvard PLWH. However, with a sample of only four hospitals, it is difficult to

determine whether it is the religions affiliation itsetfother differences between the

hospitalssuch as different hospital policiesgarding AIDS care thabntributed to

nursesod6 stigmatizing attitudes toward PLWH.

C. Strengths and limitations of this study
StrengthsThi s i s the first study towardhassess nul
PLWH in Indonesia. This study has a large sample of nurses recruited from four different
hospitals. All the measures in this study had high internal reliability, translated with
established content validity and understandability. This is one of few studies that
examned simultaneously religion, religiosity, and hospital religious affiliation and their
influence on nur sewddPWH gmati zing attitudes
Limitations.This study also has some limitations that may affect the interpretation
and generalization of tHendings. Firstly the associations shown in the analyses cannot
be interpreted as causal relationships. Second, participants were recruited in only four
hospitals in Jakarta, and using a convenience sadgkarta attracts many of the best
nurse graduates the country, who work in urban hospitalfierefore, the sample is not
representative of all Indonesian nurses, because the majority of the nurses in this study
graduated from diploma nursing progrdaven investigator did random sample, most of

regpondent might show that the majority of nurses graduated from dipkis@.the
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sample was selected to include a higher number eMmsiim nurses than would be true

for the totalnursing population in Indonesien this study the percentage of Muslim

nurses are 53%, where in Indonesia the proportion of Muslim population is around 88%.
Thirdly, the four hospitals reflect variation in a number of related factors in

addition to religious affiliation. Therefore, the differences by hospital may not be caused

solely by religious affiliation, but may be due to other differences including the hospital

policy regarding PLWH. The study did not systematically obtain information on each

hospital regarding hospital AIDS care policitse content or duration ofursirg

continuing education offerings, year they started to care for PLWH in every ward, the

average number of PLWH they care for apatient service or otgatient, availability of

support for PLWH, or other organizational factors. Finally, the stigmatéatiitgdes do

not necessarily tell us the level of caring of the nurse toward PLWH, the patient

perception of nursing care they had received, or whether rasseslyacted in a

discriminabry manner.

D. Conclusion

This is the first studyatexaminethe rehtionship between three measures of
religion and perceived workplace stigraan d  n stignateziagbattitudes toward
PLWH. Individual religion, religiosity, and hospital religious affiliation fadid
significant positive associatiom@th stigmatizing aitudes tevard PLWH. Other factors,
including lower educational background and higher perceived competence are also major
factors associated with stigmatizing attitudes. However, the nurses in this study seems

rate themselves @a®mpetent to care for PLWwithout specific training ol clear
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understanding ahe psychosociahnd physicaheeds of PLWH. Thereforevestigator
could say that lower educational background, higher religiosity, and perceived higher

workplace stigmaelatedto stigmatizing attituds toward PLWH.

However, VarazDiaz (2010) observed that actually religion has aspecs,
including values that promote stigmatizing attitudes,\atdesthat support
compassionate service provision. Echenberg (2006) described in their study in Senegal
that Islam has a tradition of fighting stigmatization and leaving moral judgment to God.
However thelslamic tradition of fighting stigmatization maye different for other Islam

followers in other countriewith differentreligious traditios. Therefore,

E. Implications

Future ResearclSince the measures in this study were culturally appropriate and
readily understood by the target population of Indonesian nurses, these measures can be
used with a more representative sample of Indonesian nurses and péhneapealth
workers andvith the general population. More studies conducted with Indonesian nurses
and the general population will improve our understanding of factors assomitted
stigmatizing attitudes toward PLWH in Indonesia. As interverdi@uevelopedand
implementedo reduce stigmatizing attitudes, these reliable measures can provide
benchmarkto measuremprovement. These studies also will contribute to the
development of a global concept of stigmatizing attitudesutdPLWH.

Nursing Eduation. This study also suggests that nurses received from their
training are needed to prepare nurses before caring for PLWH. The existing HIV training

that hospitad or colleges of nursingffer arenot sufficient in terms of reducing
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stigmatizing attituds among health professiostdward PLWH. Every nurse in every
ward and every nursing student should have sufficient training in HIV and AIDS care.
The nursing education curriculum should include training regarding HIV and AIDS care,
especially with thencreasing number of PLWthatare hospitalized in the clinical

settings Furthermorenursing students should have clinical experience with PEWaftd

be given time to explore their own respaaed experienaaduring clinical placement

The HIV and AICS care training should include culturally appropriate discussion of HIV
and stigmatizing attitudess well as discussion tie religious value of compassiand
religious attitudes that are appropriatedach religion affiliationEmphasizingctive
learning strategies such as role playing have been found to be effective in changing
attitudes and behavior. This might help to reduce fear and stigmatizing attitwded to
PLWH.

Hospitaland Ministry of HealtiPolicy. This study also suggests that hospital
should have supporting policy for HIV and AIDS care. The policy should clearly describe
the type of prevention, carthe standards for nediscriminating care, and support
toward PLWH thaareprovided by the hospitalThe policy should be clearly
communicated to all workers, monitored and enforcBde policy also needs to address
how to solvedinancial problerns of PLWH. Learningfrom the Catholic hospital policy,
all hospitas should try to develop system where they can refer financial diffices that
arefaced by PLWH. The referral can be within the hoséad. donation from health
professionals and patiehts out of the hospitgle.g. health insurance from the
government In general, the policy should also address human resoor@eagement in

recruitingnurses with nosstigmatizing attitudesschedulingeffective HIV-related
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continuing education for nurses and other health professionals, and monitoring the quality
of HIV and AIDS care on the wards.

This supporting policy shoulde applied in every hospital in every part in
Indonesia. A monitoring system should be in place in ensuring HIV and AIDS care is
provided sufficiently in a nowdiscriminating manner. The monitoring should be done in
every hospital as well, since the findifrom this study showed that being large hospitals
in big city did not guarantee that they will have nurses who have sufficient knowledge on

HIV.



72

CITED LITERATURE

AbadiaBarrero, C. E. and A. Castro (2006). "Experiences of Stigma and s\ttxes
HAART in Children and Adolescents Living with HIV/AIDS in BrazilSocial
Science & Medicings2(5): 12191228.

Adepoju JA (2006)Knowledge of HIV/AIDS among nursdan southwestern Nigeria.
The ABNF journal. Fall;17(4):1342.

Adriana, D. (2008). HIV/AIDS tumbuh subur di KarawaRyibrik berita.Retrieved

September 23, 2009, frohttp://www.karawanginfo.com/?p=550

Agadjanian, V(2009. Gender, religious involvement, and HIV/AIDS prevention in
MozambiqueSocial Science & Medicingl (7): 15291539.

Albarracin, D., Gillette, J. C., Earl, A. N., Glasman, L. R., Durantini, M. R., & Ho, M. H.
(2005). A test of major agmptions about behavior change: a comprehensive look
at the effects of passive and active Hikévention interventions since the
beginning of the epidemi@sychological Bulletin, 136), 856897.

Anderson, J. E., Kann, L., Holtzman, D., Arday, S., TrunBan& Kolbe, L. (1990).
HIV/AIDS knowledge and sexual behavior among high school studestsily
planning perspectives, ), 252255.

Andrewin, A., & Chien, L. Y. (2008). Stigmatization of patients with HIV/AIDS among

doctors and nurses in Beliz&lDS patient care STDs, Z21), 897906.


http://www.ncbi.nlm.nih.gov/pubmed?term=%22Adepoju%20JA%22%5BAuthor%5D
http://www.karawanginfo.com/?p=550

73

Askarian, M., Hashemi, Z., Jaafari, P., & Assadian, O. (200&@wledge about HIV
infection and attitude of nursing staff toward patients with AIDS in lrafiection
Control and Hospital Epidemiology, 248-53

Bakar,l. A., & Bamualim, C. S. (2006}ilantropi Islam dan Keadilan Sosial, Studi
tentang Potensi, Tradisi, dan Pemanfaatan Filantropi Islam di IndonEsial
Foundation: Jakarta.

Balabanova, Y., Coker, R., Atun, R. A., & Drobniewski, F. (2006). Stigma awd HlI
infection in RussiaAIDS care, 187), 846852.

Bangka Pos (2007180 Pengedar dan Pengguna Narkoba Masuk LBpagika Pos:
Metro NewsRetrieved September 23, 2009, from

http://cetakbangkapos.com/metronews/read/1226.html

Behling, O. & Law, K.S. (2000)Translating Questionnaires and Other Research
Instruments: Problems and Solutio$iousand Oaks, CA: Sage Publications.

Bektas, H. A., & Kulakac, O. (2007). Knowledge and attitudesucsing students
toward patients living with HIV/AIDS (PLHIV): A Turkish perspectiv&lDS
Care, 19,888-894.

BPS (2009)Young Adult Reproductive Health SurvB2.S, DepKes.

BPS (2005)Country paper official statistics and its developmenrhatonesia:economic
and social commissioBPS Indonesia.

Brislin, R.W. (1970). Backranslation for crossultural researchlournal of Cross
Cultural Psychology, 1185216.

Brown, L., Mclintyre, K., & Trujillo, L. (2003). Interventions to reduce HIV/AIDS

stigma: WWhat have we learneddDS Education and Prevention, (13, 4969.


http://cetak.bangkapos.com/metronews/read/1226.html

74

Burke, P., & Parker, J. (2003ocial work and disadvantagaddressing the roots of
stigma through associatiodessica Kingsley Publisher: London.

Busza, J. R. (2001). Promoting the piwsit responses to stigma and discrimination in
Southeast Asi@lDS care, 184), 441456.

Campbell, C., Nair, Y., Maimane, S., & Nicholson, J. (2007). Dying twice, a-heuki
model of the roots of AIDS stigma in two South Africa communitiesirnal of
Health Psychology, 12,03-416.

Carey, M.P., & Lewis, B.P. (1999). Motivational strategies can augmentiskv
reduction program®IDS and Behavior,,269276.

Carey, M.P., & Schroder, K.E.E. (2002). Development and psychometric evaluation of
the briefHIV knowledge questionnairdIDS Education and Prevention, (3,
172-182.

Catholic Encyclopedia (2008)lystical stigmataRetrieved on November 2, 2010 from:

http://www.newadvent.org/cathen/194b.htm

Chakrapani, V., Newman, P.A., Shunmugam, M., McLuckie, A., & Melwin(2007).
Structural violence againkothii identified men who have sex with men in
Chennai, India: a qualitative investigatigXiDS Education and Prevention, 19,
346i 364

Chirwa, M. L., Greeff, M., Kohi, T. W., Naidoo, J. R., Makoae, L. N., Dlamini, P. S., et
al. (2009). HIV stigma and nurse job satisfaction in five African countries.
Journal of the Association of Nurses in AIDS Carg1p0L421.

Cohen, J. (19885tatisticd power analysis for the behavioral sciencgs® ed.). New

Jersey: Lawrence Erlbaum Associates, Inc.


http://www.newadvent.org/cathen/14294b.htm

75

Culbert, G, Waluyo, A. (2004)Indonesian Nursing Student Responses to Caring for
HIV+ Patients Poster PresentatioNursing Science & HIV/AIDS: Global
Challenges and Opportunities, Chiang Mai, Thailand Jiilg,/2004.

Davis, M. (2002). Laskar Jihad and the Political Position of Conservative Islam in
IndonesiaContemporary Southeast Asia, @4, 1232.

Earl, C.E., & Penney, P.J., (2003). Ruralngsinst udent s6 knowl edge, at
beliefs about HIV/AIDS: A research briefournal of the Association of Nurses in
AIDS Care, 1470-73.

Echenberg, M. (2006) Historical perspectives on HIV/AIDS: lessons from South Africa
and Senegal. In: Denis, P. &Bker, C. (edsJhe HIV/AIDS Epidemic in Sub
Saharan Africa in a Historical PerspectiV@akar, Senegal, Senegalese Network:
Law, Ethics, Health.

Ford, K., Wirawan, D. N., Sumantera, G. M., Sawitri, A. A. S., & Stahre, M. (2004).
Voluntary HIV testing, dclosure, andigma among injection drug uge Bali,
IndonesiaAIDS Education and Prevention, 4B7-498.

Fournier, B., Kipp, W., Mill, J. & Walusimbi, M. (2007). Nursing Care of AIDS Patients
in UgandaJournal of Transcultural Nursindl8,257-264

Genrich, G. L., & Brathwaite, B. A. (2005). Response of religious groups to HIV/AIDS
as a sexually transmitted infection in Trinid&3C Public Health5(121), 112.
Retrieved August 17, 2009, from http://www.biomedcentral.com/content/pdf/

1471-24585-121 pdf



76

GKJW (2009) Kaum homewaria dan gerejaArtikel januari 15, 2009Retrieved on

November 2, 2010 frorhttp://www.gkjwcaruban.org/kauthomowaria-dan

gereja.html

Goffman, E(1963), Stigma, Notes on the Management of a Spoiled IdeiéwYork,
PrenticeHall.

Green, G. & Platt, S. (1997). Fear and loathing in health care settings reported by people
with HIV. Sociology of Health and Ilines$9, 7092.

Herek, G. M., & Glunt, EK. (1988). An epidemic of stigmAmerican Psychologist3,
886-891.

Holzemer, W. L., Uys, L., Makoae, L., Stewart, A., RenA®©, P., Dlamini, P. S., et al.
(2007). A conceptual model of HIV/AIDS stigma from five African countries.
Journal of Advanced Naing, 5&6), 541551.

IMF (2006).Report for Selected Countries and Subjgettrieved on November 2, 2010

from http://www.imf.org/external/pubs/ft/weo/2010/01/weodataivept.aspR

sy=2007&ey=2014&scsm=1&ssd=1&sort=country&ds=.&br=1&prl.x=67&prl.

y=11&c=536&s=NGDPD%2CNGDPDPC%2CPPPGDP%2CPPPPC%2CPCPIE

%2CLP&agrp=0&a=

Kelly, J. A., St Lawrence, J. S., Smith, S., Jr., Hood, H. V., & Cook, D. J. (1987).
Medical students' attites$ toward AIDS and homosexual patiedtsurnal of
medical education §Z), 549556.

Kidd, R & Clay, S,Understanding and Challenging HIV Stigma: Toolkit for action

International Centre for Research on Women, Washington, September 2003


http://www.gkjwcaruban.org/kaum-homo-waria-dan-gereja.html
http://www.gkjwcaruban.org/kaum-homo-waria-dan-gereja.html
http://www.imf.org/external/pubs/ft/weo/2010/01/weodata/weorept.aspx

77

King, M., Jones, L.Barnes, K., Low, J., Walker, K., Wilkinson, S., Mason, C.,
Sutherland, J., & Tookman, A. (2006). Measuring spiritual belief: development
and standardization of a Beliefs and Values Sé&gchological Medicine, 36,
417-425.

King, M., Speck, P., & Thmas, A. (2001). The Royal free interview for spiritual and
religious beliefs: development and validation of a-seffort version.
Psychological Medicine, 31,0151023.

Kittikorn, N., Street, A. F., & Blackford, J. (2008lanaging shame and stigma: Case
studies of female carers of people with AIDS in southern Thail@uodlitative
Health Research, 182861301.

Kopacz, D. R., Grossman, L. S., & Klamen, D. L. (1999). Medical students and AIDS:
knowledge, attitudes and implications for educattésalth elucation research,
14(1), 1-6.

KPAN (2009).Republic of Indonesia Country Report on the Follow up to the
Declaration of Commitment On HIV/AIDS (UNGASS) Reporting Period 2008
2009.National AIDS Commission Republic of Indonesia

KPAN. (2009).Strategi darRencana Aksi Nasional 201014 Komisi
Penanggulangan AIDS NasionRletrieved June 23, 2008, from

www.aidsindonesia.or.id

Krishna,V. A. S.Bhatti, R. S., Chandra, P. S., Juwva, S. (200Bheard voices:
experiences of families living with HIV/AIDS in Indi€&ontemporary Family

Therapy, 27483505


http://www.aidsindonesia.or.id/

78

Kushleikaite, M., Kirkutis, A., Anulite, V., Rugiavichene, O., & Razbadauskas, A.
(2007). Attitudes of nurses toward people infected with HIV and AIDS.
Sociolaical Research, 481-96.

Lagarde, E., Enel, C., Seck, K., Gudydiaye, A., Piau, J. P., Pison, G., et(2D00).
Religion and protective behaviours towards AIDS in rural Sené¢ab 1413),
20272033.

Li, L., Wu, Z., Wu, S., Zhaoc, Y., Jia, M., & YiaZ. (2007). HI\Vrelated stigma in health
care settings: a survey of service providers in CHhRAS patient care STDs,
21(10), 753762.

Li, Y., Scott, C. S., & Li, L. (2008). Chinese nursing students' HIV/AIDS knowledge,
attitudes, and practice interti®. Applied nursing research, 23), 147152.

Lueveswanij, S., Nittayananta, W., & Robinson, V.A., (20@}anging knowledge,
attitudes, and practice of Thai oral health personnel with regard to AIDS: An
evaluation of an educational interventi@ommuniy Dental Health, 17165
171.

Mahendra, V. S., Gilborn, L., Bharat, S., Mudoi, R., Gupta, I., George, B., et al. (2007).
Understanding and measuring Alb8ated stigma in health care settings: a
developing country perspectiv@ahara J, &), 616625.

Markham, C., Baumler, E., Richesson, R., Parcel, G., Besgquist, K., Kok, G., &
Wilkerson, D. (2000)Impact of HIV-positive speakers in a multicomponent,
schootbased HIV/STD prevention program for inrety adolescentsAIDS

Education and Prevention2(5), 442454,



79

Mbanya, D.N., Zebaze, R., Kengne, A.P., Minkoulou, E.M., Awah, P., & Beure, B.
(2001). Knowledge, attitudes and practices of nursing staff in a rural hospital of
Cameroon: how much does the health care provider know about the human
immunodeiciency virus/acquired immune deficiency syndrori@@rnational
Council of Nurses, International Nursing Review, 281-249.

Merati, T., Supriyadi, S., & Yuliana, F. (2009he disjunction between policy and
practice: HIV discrimination in health caaad employment in IndonesialDS
Care 17,S175 -S179

Ministry of Health. (2007). Cases of HIV/AIDS in Indonesia reported through September
2007. Directorate General CDC & EH Reportlakarta: Ministry of Health
Republic of Indonesia.

Molassiotis, A., & Maneesakorn, S. (2004)uality of Life, coping and psychological
status of Thai people living with AID®sychology, Health & Medicine. 950
361

Murphy, K.R. & Myors, B. (2004)Statistical power analysis: A simple and general
model for traditional anadnodern hypothesis testg™ ed.). Mahwah: Lawrence
Erbaum Associates, Inc.

Muyinda, H., Seeley, J., Pickering, H, & Barton, T. (1997). Social aspects of AIDS
related stigma in rural Uganddealth & Place, 3143-147.

Nachega, J.B., Lehman, D.A., Hlatshyo, D., Mothopeng, R., Chaisson, R.E., &
Karstaedt, A.A. (2005HIV/AIDS and antiretroviral treatment knowledge,
attitudes, beliefs and practices in HiMected adults in Soweto, South Africa.

Journal of Acquired Immune Deficiency Syndrom¢238.96- 201.



8C

Nyblade, L. C. (2006). Measuring HIV stigma: Existing knowledge and gaps.
Psychology, Health & Medicine, (3), 335345.

O'Sullivan, S., Preston, D. B., & Forti, E. M. (2000). Predictors of rural critical care
nurses' willingness to care for peoplgh AIDS. Intensive critical care nursing,
16(3), 18:190.

Paruk, Z., Mohamed, S. D., Patel, C., & Ramgoon, S. (2006). Compassion or
condemnation? South African Muslim studen
HIV/AIDS. Journal of Social Aspects of HIV/AIDS3B 510515.

Paxton, S., & Stephens, D. (2007). Challenges to the meaningful involvement of HIV
positive people in the response to HIV/AIDS in Cambodia, India and Indonesia.
Asia Pacific Journal of Public Health, 18,13

Paxton, S., Gonzales, G., Uppaka&y Abraham, K. K., Okta, S., Green, C., Nair, K.
S., Merati, T. P., Thephthien, B., Marin, M., & Quesada, A. (2005). Aitd&ed
discrimination in AsiaAIDS Care 17, 413424

Peatel., SuominenT., Valim&ki, M., Lohrmann,C., Muinonen U. (2002) HIV/AIDS
and its impact on student nursilsirse Education Todag2(6), 492501

PenrodJ., Preston, D. B., Cain, R. E., & Starks, M. T. (2003). A Discussion of Chain
Referral As a Method of Sampling HatatReach Populationd. Transcultiral
Nurdang, 14(2), 100107.

Preston, D. B., Young, E. W., Koch, P. B., & Forti, E. M. (1995). The suatgtudes
about AIDS scale (NAAS): Development and psychometric analHxS

Education & Prevention, (B), 443454.


http://www.refworks.com.proxy.cc.uic.edu/Refworks/~0~
http://www.refworks.com.proxy.cc.uic.edu/Refworks/~0~
http://www.refworks.com.proxy.cc.uic.edu/Refworks/~0~
http://www.refworks.com.proxy.cc.uic.edu/Refworks/~0~
http://www.refworks.com.proxy.cc.uic.edu/Refworks/~0~
http://www.refworks.com.proxy.cc.uic.edu/Refworks/~2~

81

Reidpath, D. D. & Chan, K. Y2005)A method for the quantitative analysis of the
layering of HI\-related stigmaAIDS Care, 1{4): 45-432

Richards, P. (2001Religious Groups Oppose Condom Sakésalth-Trinidad and
Tobago,Inter Press ServiceJune 25, 200Retrieved June 23, 2009, from

www.aeqis.com/news/ips/2001/IRTA28.html

Rondahl, G., Innala, S., & Carlsson, M. (2008\rsing staff and nursing students'
attitudes towards HIVinfected and homosexual HiMfected patients in Sweden
and the wish to refrain from nursingpurnal of Advanced Nursing, @), 454
461.

Schillo, B. A., & Reischl, T. M. (1993). HI\¥elated knowledge and precautions among
Michigan nursesAmerican journal of public health, 830), 14381442.

Sandelowski, M., Lambe, C., & Barroso, J. (2004). Stigma in-pidgitive women.
Journal of NursingScholarship, 3@), 122128.

Smit, R. (2005)HIV/AIDS and the workplace: perceptions of nurses in a public hospital
in South Africa.Journal of advance nursing, @), 22 29.

Solomon P, Guenter D, Stinson D. (2005). People living with HIV as educatoestf
professionalsAIDS Patient Care STD2005;19:840847.

Surlis, S., & Hyde, A. (2001). HApositive patients' experiences of stigma during
hospitalizationThe Journal of the association of nurses in AIDS ca(é)1%8
77.

Takyi, B. K. (2003).Redi on and womends health in Ghana:

preventive and protective behavi®ocial Science & Medicine, 56221 1234


http://www.aegis.com/news/ips/2001/IP010628.html

82

Tyer-Vi ol a, L. A. (2007) . Obstetric nursesodo atti
care of HI\fpositive pregnant amen.JOGNN, 365), 3984009.
Umeh, C. N., Essien, E. J., Ezedinachi, E. N., & Ross, M. W. (2B@8)vledge, beliefs
and attitudes about HIV/AID&elated issues, and the sources of knowledge
among health care professionals in southern Nigé€hie.journalof the royal
society for the promotion of health, 188 233239.
UNAIDS (2008).Report on global AIDS epidemidNAIDS: Switzerland.
USAID (2008).MCH PROGRAM DESCRIPTIONNndonesiaUSAID from the

American PeopleRetrievedNovemberl5, 2010, from http://www.usaid.

gov/our_work/global_health/mch/countries/asia/indonesia.pdf

Uwakwe, C.B. (2000). Systemized HIV/AIDS education for student nurses at the
university d Ibadan, Nigeria: impact on knowledge, attitudes and compliance
with universal precautiongournal of Advanced Nursing, 33, 416424.

Uys, L. R., Holzemer, W. L., Chirwa, M. L., Dlamini, P. S., Greeff, M., Kohi, T. W., et
al. (2009). The developmentdmalidation of the HIV/AIDS stigma instrument
nurse (HASIN). AIDS Care, 2(2), 156159.

VanderStoep, S.W., & Green, C.W. (1988) Religiosity and homonegativism: A path
analytic studyBasic and applied social psycholo@y 135148.

Violato, C., Marini,A., & Lee, C. (2003)A validity study of expert judgment procedures
for setting cutoff scores on higdtakes credentialing examinations using cluster
analysis Eval Health Prof, 26L), 5972.

Walusimbi, M., & Okonsky, J.G. (2004nowledge and attitudef nurses caring for

patients with HIV/AIDS in Ugandapplied Nursing Research, (@), 9299.



83

Waluyo, A., Nurachmah, E. & Rosakawati, S. (2006). Patient and their family perception
on HIV/AIDS and stigma on HIV/AIDSIndonesian Nursing Journad, 59.

Zou, J., Yamanaka, Y., John, M., Watt, M., Ostermann, Thielman, N. (2009). Religion
and HIV in Tanzania: influence of religious beliefs on HIV stigma, disclosure,
and treatment attitudeBMC Public Health, 675).

Faul F, Erdfelder E Lang AG Buchner A(2007).G*Power 3: a flexible statistical power
analysis program for the social, behavioral, and biomedical scieBeesvior

research method89(2): 175191


http://ukpmc.ac.uk/search/?page=1&query=AUTH:%22Faul+F%22+SORT_DATE:y
http://ukpmc.ac.uk/search/?page=1&query=AUTH:%22Erdfelder+E%22+SORT_DATE:y
http://ukpmc.ac.uk/search/?page=1&query=AUTH:%22Lang+AG%22+SORT_DATE:y
http://ukpmc.ac.uk/search/?page=1&query=AUTH:%22Buchner+A%22+SORT_DATE:y

84

VITA

PERSONAL INFORMATION:

Name: Agung Waluyo

Citizenship: Indonesia

Gender: Male

Mailing Address: 845 S. Damen Ave, Rm. #1136, Chicago, IL 60612

Home address: Jalan J. Sinda No. 7 RT 04/02 Kukusan Depok, 16425, Indonesia
Phone: 1312-996-9816, Fax: 1312-996-8945, Mobile: 1312860-2089

Email: agungwss@yahoo.cqrawaluy2@uic.edu

EDUCATION

Doctoral ProgramCollege of Nursing, University of lllinois at Chicagdhicago,
lllinois 20071 Present

Graduate Program Liverpool John Moores University, M.Sealth Care Practice
(Nursing), Liverpool, Englandl998i 200Q

Undergraduate ProgramUniversity of Indonesia, B.S. in Nursing, Depok, Indonesia
19881 1993
AWARDS

Young Asian ProfessionAlward Asian Chronicle USA TV progranillinois, November
21,2010

DCFAR Travel Award,Chicago Development Center for AIDS Researégper
Presentation, June 21, 2010.

Virginia M. Ohlson Award,Global Health Leadership Office, College of Nursing
University of Illinois at Chicago, April 8, 2009.

Doctoral Traireeship, AIDS International Training and Research Program at the
University of lllinois at Chicago, 200present.


mailto:agungwss@yahoo.com

8%

Master Degree ScholarshigMinistry of Health Republic of Indonesia Scholarship
Program,19982000.

WORK EXPERIENCE

Medical Surgical Nursig, Facultyof Nursing University of Indonesia, July 1994
present.

Clinical Nurse Inguctor in HIV/AIDS Ward,Dr. Cipto Mangunkusumo Hospital,
Jakarta, July 1996 present

ResearcheResearcl& Development Unit, Faculty dflursing University of Irdonesia,
July 20001 present

National @nsultant in manResource foHealth Nursing & Midwifery for WHO
Indonesia, 2006 2007.
RESEARCH AREA

HIV -related stigma, Complementary therapy, & Palliative Care.

PUBLICATIONS

Waluyo, A., Sukmarini, L., &Rosakawati (2006)Nur s e s and patient
perception on knowledge & skills needed for caring HIV/AIDS patient in the hospital &

home carelndonesian Nursing Journal/o., 9 (2): 3035.

Waluyo, A., Nurachmah, E. & Rosakawati (2008atient andheir family perception on
HIV/AIDS and stigma on HIV/AIDSIndonesian Nursing JournaVol. 9 (1): 59.

Waluyo, A. (2004) The nursing problem analysis on the hematology malignancies client
who undergo chemotheragpdonesian Nursing JournaVol. 8 (1): 1-7.
TRAINING AND WORKSHOPS

Ethical Issues in Global Health Research Worksiygston, June 8 12, 2009, Harvard
School of Public Health, Harvard University.

Principles of HIV & STD Research Cour$&zattle, July 21 31, 2008, Center for AIDS
Research Clinical Research Core, University of Washington.



86

MATEC Multidisciplinary Core Seminar: Current Approach to HIV Ca@hicago,
March 2471 25, 2008, Presented by MATEC (Midwest AIDS Training and Education
Center) lllinois.

Integrated Approach foHIV/AIDS Prevention among ID8) Jakarta, August 2003.
Sponsored by the University of Indonesia and the University of lllinois at Chicago
Fogarty AIDS International Training Programgd8y training for NGO staff, Government
Officers and University facty.

Community Based Approach in Health Education WorksBapstian Medical College,
Vellore, India, 1995ponsored by WHEEARO, 5days workshop.

Applied Health Ethics Workshppniversity of Peradeniya, Srilanka, 198ponsored by
WHO-SEARO, 5days wakshop.

General Principle of Health Professional Education Workshalb India Institute of
Medical Sciences, New Delhi, 19%ponsored by WHEGEARO, 5days workshop.

Palliative care for Cancer Support Trainingakarta, 1996 sponsored by International
Union Against Cancer

PRESENTATIONS

|l ndonesian Nursesd HIV Knowl edge, Rel i giosit
on HIV StigmaWaluyo, A.; Norr, K.; McElmurry, B.; Park, C. G.; Smith, C.; Levy, J.;

Holzemer, W. Oral Presentation. WerkProgess (IAS Presentations) Chicago

Developmental Center for AIDS Research, Chicago, June 2010.

The Association of Demographic Characteristic, Common Symptoms of People Living
with HIV, & the Use of Complementary Therapy in Indonaafaluyo, A.; Park, C. G.;
Sulanjani.Oral Presentation, MNRS, Kansas City, April 2010.

The Use of Complementary Therapy among People Living with HIV in Dharmais
Hospital in Jakarta, IndonesidValuyo, A.; Park, C. G.; Sulanjani. Poster Presentation,
International Congress on AIDB Asia and the Pacific 9, Bali, Indonesia, August 2009.

Three themes from patientsd arelated stipneaj r rel a
Waluyo, A.; Smith, C.; Nurachmah, E. Poster Presentation, MNRS, Minnesota March
2009.

Nurse perception on HIV/AIB stigma among Health Professionai¢aluyo, A. Poster
Presentatior2™ International Nursing Conference, Bali, Indsia 2005.



87

Indonesian Nursing Student Responses to Caring for HIV+ Paiiedtgbert, G,
Waluyo, A.Poster PresentatioNursing Sciene & HIV/AIDS: Global Challenges and
OpportunitiesChiang Mai, Thailand July i7 8, 2004

PROFESSIONAL ORGANIZATION EXPERIENCE
Member of Sigma Theta Tau International, Honor Society of Nursing at 033 Alpha

Lambda Chapter, University of Illinois at Cago, College of Nursing. 20G7Present.

Head of Indonesian Nurse Association Faculty of Nursing chapter/commissariat Jakarta
20017 2005

Member of University of Indonesia Alumni Association 199R8resent

Member of Indonesian Adult Nurse AssociatR00i7 Present



Table 41

88

Factor Analysis & Internal Consistency ieasuresrior Studiesand theCurrent Study

Prior Studies

Current Study

Variables (Factors) # of items Internal Variables (Factors) # of items Internal
Consistency(a) Consistency(a)

Religiosity 20 .940 Religiosity 16 0.836

Nur s e ds towardAIDS u « 41 Stigmaizing attitudesoward PLWH 24 0.832

Homosexuality 12 .950 Attitudes to AIDS 16 0.849
IDUs 9 .750

HIV Care 8 .800 HIV and AIDS Care 8 0.754
Socialprofessional 12 .820

PerceivedNorkplace Stigma 10 .910 PerceivedNorkplace Stigma 10 0.821
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Table 42
Individual Characteristics of Indonesian Nurs@sthe Islamic, Protestant, Catholic, and General Hospital
Characteristic Islamic Protestant Catholic General
Total Hospital Hospital Hospital Hospital G’ | Ftest
(n=396) (n=100) (n=100) (n=96) (n=100)
Age: Mean (SD) 35.45 (9.460) 34.66 (852) 32.14 (10.39) 40.95 (7.49) 34.26 (8.97)  G?=53.71***
35 years old or younger 54.8 60 71 25 62  GP=7.53*
> 35 years old (%) 45.2 40 29 75 38
Gender:
Male (%) 11 20 4 6 14 =16.26***
Female 89 80 96 94 86
Religion:
Islam (%) 53.5 100 5 19 88  G=443.51%
Protestant 29.5 0 87 18 12
Catholic 17 0 8 59 0
Monthly Income: Mean (SD) $406 ($307) 494.5(238.9) 272 (196.5) 448.1 (304.9) 434.8 (436.9) F=10.50***
(InUS $)
US$100406 (%) 56.3 30 81 52 62 G’=5.99**
>US$406 43.8 70 19 48 38




Working Experience: Mean (SD) 13.41 (9.256)

13 years or less (%)
>13 years
Education:
Diploma or lower (%)
BSN
Training on HIV care
Never (%)
Ever, once or more
Perceived competence:
Yes (%)
No or doubt

55.1
44.9

82.0
18.0

65.2
34.8

63.2
36.8

12.81 (8.50)
62
38

77
23

59
41

68
32

9.73 (9.81)
69
31

93
7

74
26

52
48

18.15 (7.77) 13.43 (9.26)

31
69

70
30

47
53

88
12

57
43

88
12

80
20

46
54

F=15.96%**
G*=8.79**

6¢=1.65

¢*=0.085

6*=0.002

#kp < 001 *p<.01

9C



Table 43

Nur sesd HI V Kn o WRdreeidedMorkplagestigmagk iStigmdizing Attitudegoward PLWH

Variable Mean (SD) Range
HIV Knowledge 12.53 (2.35) 47 18
Religiosity 56.24 (5.47) 321 64
Perceived Workplace Stigma 2.45 (3.49) 071 29
Stigmaizing Attitudestoward PLWH 78.67  (11.85) 447 110

91



Table 44
Nur ses o HI V Kn o wdreeidedMorkplagestignadkiStigsatizing Attitudes toward PLWbY Ages

92

Total 35 years old or younger Above 35 years old
Variable F test
M SD M SD M SD
HIV Knowledge 12.53 2.35 11.98 2.25 13.18 2.31 26.82***
Religiosity 56.24 5.47 55.98 5.46 56.56 5.48 1.131
Perceived Workplace Stigma 2.45 3.49 2.84 3.65 1.97 3.24 6.123*
Stigmadizing Attitudestoward PLWH 78.67 11.85 80.73 11.64 76.16 11.65 15.11%**

w*p< 001 *p<.05



Table 45

Nursesod HI V Kn o Wwdreeided\rkplaBestigmagkiStigmatizing Attitudes toward PLWhY Gender
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Total Female Nurses Male Nurses
Variable M 3D M ) Vi ) F test
HIV Knowledge 12.53 2.35 12.54 2.39 12.43 1.97 0.078
Religiosity 56.24 5.47 56.35 5.49 55.36 5.31 1.278
Perceived Workplace Stigma 2.45 3.49 2.36 3.25 3.14 5.01 1.935
Stigmaizing Attitudes toward PLWH 78.67 11.85 78.55 11.93 79.61 11.25 0.316
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Table 46
Nur sesd HI V Kn o WwdreeidedMorkplageStignmadgkiStigmatizing Attitudes toward PLWbY Religionldentifications

Total Muslim Nurses  Protestant Nurses Catholic Nurses
Variable M 3D M 3D M 3D M ) F test
HIV Knowledge® 12.53 235 12.35 2.35 12.39 224 1331 2.46 4.62**
Religiosity” 56.24 5.47 56.96 5.76 55.53 4.67 55.22 5.59 4.03*
Perceived Workplace Stignia 245 349 312 4.13 1.70 2.46 1.63 2.14 17.80***

Stigmdizing Attitudestoward PLWH® 78.67 1185 83.67 10.52 74.08 10.05 70.83 11.37 53.49***

k< 001. ** p< .01 * p< .05

2 Tukey posthoc comparisons of the three religion groups indicate thaZalieolic nursesM = 13.31, 95% CI [12.71, 13.92]) have significantly higher HIV
knowledge than the Islam nursdé € 12.34, 95% CI [12.03, 12.66p,= .01, and Protestant nursé&s £ 12.39, 95% CI [11.98, 12.81p,= .05.

P Tukey posthoc comparisonef the three religion groups indicate that the Islamic nuiges $6.96, 95% CI [56.18, 57.74]) have significantly higher
religiosity than the Catholic nursdel & 55.22, 95% CI [53.86, 56.59],= .05, and Protestant nurs@&$ € 55.53, 95% CI [54.67, 588]),p = .05.

¢ KruskakWallis (non-parametric)est: Islamiaurses perception eforkplace stigma significantly higher from Catholic & Protestant nurses

4 Tukey posthoc comparisons of the three religion groups indicate that the Islamic nMrse8367, 95% CI [82.25, 85.09]) have significantly higher
stigmdizing attitudeghan the Catholic nurseM(= 70.84, 95% CI [68.06, 73.61}),= .001, and Protestant nursd& £ 74.08, 95% CI [72.25, 75.92]p,=
.001.



Table 47
Nur seso6 HI V Kn o wkereetvepWorkpldReSligmayé& Stiggnatiziyg  Attitudes toward PLWbHY Monthly Incomes

Total US$406 or less > US$406
Variable M ) M ) M ) F test
HIV Knowledge 12.53 2.35 12.27 2.39 12.69 2.21 2.725
Religiosity 56.24 5.47 55.48 5.44 57.44 4.83 11.65***
Perceived Workplace Stigma 2.45 3.49 2.67 3.43 2.15 3.74 1.746
Stigmaizing Attitudestoward PLWH 78.67 11.85 78.05 11.33 79.54 11.63 1.387

*p < 001
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Table4 8
Nur sesd HI V Kn o WwdreeidedMorkplaBeStignmadgkiStigmatizing Attitudes toward PLWbY Working Experience

Total 13 yearsorless > 13 years
Variable M ) M ) M ) F test
HIV Knowledge 12.53 2.35 12.04 2.29 13.12 2.29 22.01***
Religiosity 56.24 547 56.16 5.32 56.34 5.66 0.108
Perceived Workplace Stigma 2.45 3.49 2.78 3.66 2.04 3.49 4.45%*

Stigmadizing Attitudestoward PLWH 78.67 11.85 80.39 1149 76.55 1197 10.56***

6 < 001, ** p< .01



Table 49

Nur sesd HI V Kn o WwdreeidedMorkplageStigmadgkiStigmatizing Attitudes toward PLWbY Educational

Background

Total Diploma Nursing or lower BSN
Variable M ) M 3D Vi 3D F test
HIV Knowledge 12.53 2.35 12.26 2.31 13.71 2.19 23.49***
Religiosity 56.24 5.47 55.97 5.62 57.48 458 4.46*
Perceived Workplace Stigma 2.45 3.49 2.46 3.21 2.39 4.60 0.022
Stigmadizing Attitudestoward PLWH 78.67 11.85 80.01 11.46 7253 11.75 24.54***

o < 001 *p<.05



Table 410
Nur sesd HI V Kn o wdreeidedMorkplaBeStigmagkiStigmatizing Attitudes toward PLWbY HIV Training
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Total Never Ever
Variable M 3D M 3D M 3D F test
HIV Knowledge 12.53 2.35 12.31 241 12.93 2.19 6.50**
Religiosity 56.24 5.47 56.18 5.76 56.36 4.89 0.102
Perceived Workplace Stigma 2.45 3.49 2.54 3.43 2.24 3.61 0.750
Stigmadizing Attitudes toward PLWH 78.67 11.85 79.51 11.33 77.09 12.66 3.790

** p< 01



Table 411

Nur ses o HI V Kn o wdreeidedMorkplagestignmadgkiStogatizing Attitudes toward PLWbY Self as Competea

Variable

Total Yes No or Doubt
F test

M SD M SD M SD

HIV Knowledge

Religiosity

Perceived Workplace Stigma

Stigmaizing Attitudestoward PLWH

1253 235 1293 228 1183 2.33 21.29**

56.24 547 56.53 546 5575 548 1.904

245 349 206 359 310 321 8.31*

78.67 11.85 76.67 11.61 82.08 11.52 20.14***

*®k < 001, ** p< .01 * p< .05

9¢
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Table 412
Nur sesd HI V Kn o wdreeidedMorkplaBeStignmadgkiStigmatizing Attitudesoward PLWHby Hospital Affiliation

Total Islamic Protestant Catholic General
Variable Hospital Hospital Hospital Hospital F test
M SD M SD M SD M SD M SD

HIV Knowledge® 1253 235 1221 229 1202 219 13.62 215 1230 247  9.92%*
Religiosity” 56.24 5.47 57.79 442 5570 435 5536 557 56.08 691  13.75*
Perceived Workplace Stignia 245  3.49 3.07 4.97 1.69 2.34 156 2.14 343 3.37 24.22%*

Stigmdizing Attitudestoward PLWH ¢ 78.67 1185 8515 10.27 75.17 10.38 71.11 11.01 8293 10.11 38.87***

#k < 001, ** p< .01

@Tukey posthoc comparisons of tHfeurh o s p i t a Indicate thatithesCatisolitospitalnurses 1 = 13.61, 95% CI [138, 14.05]) have significantly higher
HIV knowledge than the Islaimhospitalnurses i = 1221, 95% CI [1176, 12.66]),p = .001, Protestartiospitalnurses 1 = 12.02 95% CI [1159, 1245]),
p =.001, and Generabspitalnurses 1 = 12.3, 95% CI [11.8, 1279]), p=.001

® KruskatWallis (non-parametric)test: Islamichospital nursegeligiosity significantly higher from CatholidProtestan& general hospitahurse$

¢ KruskatWallis (non-parametricXest: Islamichospital nurses perception of workplace stigsigmificantly higher from Catholi®Protestan& general hospital
nurse

4 Tukey posthoc comparisons teurh o s p i t a indicate thatithedstamicospitalnurses i = 85.15, 95% CI [8.11, 87.18]) have significantly higher
stigmdizing attitudeghan the Catholic nurseM(= 71.11, 95% CI [6888, 7335]), p = .001, andProtestant nursed/(= 75.17, 95% CI [B.11, 77.23]), p =
.001.



Table 413

DifferencesiMur ses 6 HI V Kn o WwdreeidedMorkplaBeStigmagkiStigsatizing Attitudes toward PLWbY

Individual Characteristicg

101

Variable Hospitals Religions Nur s Gender Monthly Work Education Perceived HIV
Age Salary experience Background Competence Training

HIV Knowledge o} 0 0 N.S. NS o) 0 0 0
Religiosity o) O N.S. N.S. @) N.S. @) N.S. N.S.
Perceived 0 0 0 N.S. NS O N.S. o N.S.
Workplace Sgma
Stigmatizing o) 0 o) N.S. NS o} 0 o N.S.
Attitudes tavard
PLWH

=0 significant at p<.05 difference

N.S.: no significant
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Table 4.4
The Correlations among HIV Knowledge, Religioditgrceived Workplace Stigma& Stigmaizing Attitudegoward PLWH

Measure 1 2 3 4

HIV Knowledge -

Religiosity 176 -
PerceivedNorkplace Stigma -.087 .052 -
Stigmaizing Attitudestoward PLWH -.198* .148** 271 -

Note.** Significant at the 0.01 level {&iled).
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Table 415
Regression Analysis for Stigtirang Attitudes tevard PLWH (N=396)
Variable Step 1 Step 2 Step 3 Step 4 Step 5

B p B p B p B p B P
Background
Nursebds Age -0.20 0.37 -0.14 0.53 -0.14 0.53 0.60 0.77 0.12 0.54
Gender 0.78 0.68 -0.05 0.98 0.06 0.98 -2.70 0.11 -3.15 0.06
Working experience 0.08 0.72 0.04 0.86 0.06 0.79 -0.14 0.48 -0.17 0.39
Monthly salary 0.00 0.19 0.00 0.06 0.00 0.06 0.00 0.67 0.00 0.48
Low Educationa(Non 6.84 0.00 6.83 0.00 6.31 0.00 5.98 0.00 6.10 0.00
Diploma)
AIDS Care Factors
HIV training (have) 0.39 0.76 0.48 0.70 0.36 0.75 0.33 0.77
Perceived Competence 2.82 0.03 2.52 0.05 2.15 0.06 2.28 0.05
WorkplaceStigma 0.86 0.00 0.86 0.00 0.61 0.00 0.58 0.00
HIV Knowledge -0.47 0.08 -0.43 0.08 -0.32 0.19
Religious Factors
Religiosity 0.25 0.02 0.21 0.05
Religion (Muslim) 9.19 0.00 4.65 0.03
Religion (Cathéc) -0.39 0.83 1.10 0.60
Religious Factors
Hospital (Protestant) -3.17 0.16
Hospital (Catholic) -5.07 0.04
Hospital (Islam) 3.63 0.02
R? 0.067 0.156 0.164 0.327 0.355
*®R 0.089 0.008 0.163 0.028

F(d.f., p value) Fs 330= 4.716 p<0.001 F(g 37y= 7.573 p<0.001 F(g 326)= 7.123 p<0.001 F12 325= 13.09Q p<0.001

Fs, 320= 11.734 p<0.001
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Percentage of HIV Prevalence in
Indonesia in 2007

52.4
24.4
15
. -5.2
Sex workers  Transgender MSM IDU

Figure 1. Percentage of HIV Prevalence in Indonesia among HIV risk Groups in 2007
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/Background N
A Age
A Gender
A Monthly income \
A Working experience
KA Educational Background )
\

KAIDS Care Factors
A HIV and AIDS Care Training
A Perceived Competence to Care for
~ PLWH

\A Perceived Workplace Stigma

J
[ HIV Knowledge ]7

Religious Factors

A Religious identification

A Religiosity

A Hospital Religious Affiliation

Individual Stigma
Attitudes toward PLWH

Figure2. Conceptual framework: factors associated to individual stigma attituaded®LWH.
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APPENDICES

Appendix 1

Survey on

| NDONESI AN NURSESO0O HI'V KNOWLEDGE,
ATTITUDES T OWARD HIV/AIDS,

AND PERCEPTION OF HIV-STIGMA

English Version

(Agung Waluyo i Investigator, College of Nursing,
University of lllinois at Chicago, USA)

HOSPITAL IDENTIFICATION NUMBER AAAAA




10¢
Demographic Characteristics

Fill out the blank baed on your identity

1. Age e years old

2. Working experience as a nurse............ years .............. months
3. Total monthly income:

,,,,,,,,,,

Rpééeeeeeéeéé (without spouseds i ncome)
] O (Wit spouseds i ncome)

Give mark(X) on each statement that best describe about yourself

4. Gender 1. Man [1]
2.Woman [2]

5. ContinuingEducation or coursen HIV/AIDS Care

1) Never A
2) Once A Year : éééé
3) Twice or more A Year : éééé
6. Educational badjround
1) Nurse assistance/high school [1]
2) Diploma nursing (Reguler) [2]
3) Diploma nursing (Bridging program [3]
4) BSN (Reguler) [4]
5) BSN (Bridging program [5]
6) Master in Nursing [6]
7. In general, | perceive my selfghl can give nursing care toward PLWH:
1) Yes [1]
2) No [2]
3) Doubt [3]
8. Religious identification
1) Islam [1]
2) Protestan [2]
3) Catholic [3]
4) Hindu [4]
5) Buddha [5]

6) Others [6]



HIV Knowledge(KQ-18)*
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No. Please rark true or false based on each statement below True | False

1 | Coughing and sneezing DO NOT spread HIV A A
A person can get HIV by sharing a glass of water with someone who has HIV. A A

3 | Pulling out the penis before climaxes/ejaculations keepsnaan from getting HIV during | A A
Sex.

4 | Awoman can get HIV if she has anal sex with a man. A A
Showering, or washing oneébés genitals/ p A A
HIV.

6 | All pregnant women infected with HIV will have babiesrn with AIDS. A A

7 | People who have been infected with HIV quickly show serious signs of being infected| A A

8 | There is a vaccine that can stop adults from getting HIV. A A

9 | People are likely to get HIV by deep kissing, putting their tongue inphair t ner 6 § A A
their partner has HIV.

10 | A woman cannot get HIV if she has sex during her period. A A

11 |There is a female condom that can hel pl A A

12 | A natural skin condom works better against HIVitlimes a latex condom. A A

13 | A person will not get HIV if she or he is taking antibiotics. A A

14 |Having sex with more than one partner A A
HIV.

15 | Taking a test for HIV one a week after having salktell a person if she or he has HIV. A A

16 | A person can get HIV by sitting in a hot tub or a swimming pool with a person who ha{ A A
HIV.

17 | A person can get HIV from oral sex. A A

18 | Using Vaseline or baby oil with condoms lowers the chance thgedlV. A A

)* This instrument is used with the permission from & was designed by Carey & Schroder (2002).




11C

The Beliefs and Values Scale *

Scale 1=Strongly Agree, 2=Agree, 3=Neither Agree nor Disagree, 4=Disagree, 5=Strongly Disagree

No. | This questionnaire concerns your beliefs and views abouPléese mark | 1 2 3 4 5
the response that best describes your view for each of the statements,
1 | I am a spiritual person Al A A A | A
2 | I believe | have a spirit or soul that can survivg death Al A A | A | A
3 | I believe in personal God A | A A |A|A
4 | | believe meditation has value A | A A | A | A
5 | I believe God is an all pervading presence A | A A | A | A
6 | | believe what happens after | die is determined by how | have lived m| A | A A | A A
7 | | believe there are forces for evil in the Universe A | A A | A | A
8 | Although I cannot always understand, | believe everything happens fol A | A A A | A
reason
9 | I believe human physical contact can be a spiritual experience Al A A | A | A
10 | I feel most at one with th&orld when surrounded by nature A | A A A | A
11 | I believe in life after death A | A A | A | A
12 | | am religious person Al A A A | A
13 | Religious ceremonies are important to me A | A A | A | A
14 | | believe life is planned out for me A A A | A | A
15 | | believe God is a liféorce Al A A | A | A
16 | At least once in my life, | have had an intense spiritual experience Al A A |A | A
17 | | believe that there is a heaven A | A A | A | A
18 | I believe the human spirit is immortal Al A A A | A
19 | I believe prayer has value Al A A | A | A
20 | | believe here is a God Al A A | A | A

)* This instrument is used with the permission from & was designed by King, Speck & Thomas (2001)



Nurse Attitude AIDS Scale(NAAS)*

Scale 1=Strongly Agree, 2=Agree, 3=Neither Agree nor Disagree, 4=Disagree, 5=Stihsatyee
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No. The following are some statements regarding opinions about HIV/AIDS and PLW 1|2 (3|4 |5
There may be no Arighto or Awrongo r e
represents your reaction in the space provided.
Homosexual
1 | Homosexual men should be given social equality AlA|A|AA
2 | Male homosexuality is obscene and vulgar AlA|A|AA
3 | The homosexual civil rights movement is positive for society AlA|A|AA
4 | The love between two males is the same as heterosexual love AlAIA[A[A
5 | Homosexual men are a viable part of our society AlA|A|AA
6 | | would be comfortable knowing that my clergy was a homosexual man AlA|A|A|A
7 | | feel disgusted when | consider the state of sinfulness of male homosexuality AlA|A|A|A
8 | | feel comfortable wen | think that male homosexuality is a natural human occurrend A | A | A| A | A
9 | I feel confident that homosexual men are just as emotionally healthy as heterosexug A | A| A| A | A
10|/ would feel comfortable if | Imaarned/ A/A/AAlA
11 | Male homosexuality should be considered immoral. AlA|A|A|A
12 | | feel revolted when | think of two men engaged in private sexual behaviors withead A|A|A| A | A
other
IV Drug Abusers
13 | The government should provide free syringes taliig abusers. AlA|A|AA
14 | IV drug abusers are victims of society. AlA|A|A|A
15 | | feel disgusted when | consider the immorality of IV drug abuse AlA|A|A|A
16 | IV drug abusers ought to be locked up. AlA|A|A|A
17 | People who contract HIV through IV drufuse should not be entitles to free medical (A|A|A|A| A
18 | People who shoot drugs cannot help themselves. AlA|A|AA
19 | | feel upset around IV drug abusers AlA|A|AA
20 | IV drug abusers are mistreated in our society AlA|A|A|A
21 | I would feel comfortale giving nursing care to an IV drug abuser. AlA|A|A|A
Women
22 | Women with HIV ought to have equal access to health care services. AlA|A|A|A
23 | | feel disgusted when | thk of an HIV infected woman. AlA|A|A|A
24 | A woman with HV deserves what she gets AlA|A|AA
25 | I would feel comfortable giving nursingare to an HIV positive woman. AlA|A|AA

Continuedeéeé. (next page).




Nurse Attitude AIDS Scale (NAAS)*

Scale 1=Strongly Agree, 2=Agree, 3=Neither Agree nor Disagree, 4=Disagree, 5=Stroagtyr&s
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No. The following are some statements regarding opinions about HIV/AIDS and PLW 1|2 (3|4 |5
There may be no Arighto or Awrongo r e
represents your reaction in the space provided.
Concerns of the mae in HIV/AIDS Care
26 | | feel worried about the possibility of acquiring AIDS from patients AlAIAIAIA
27 | 1 am bothered that | might not be able to prevent myself from contracting AIDS AlAIAIAIA
281t is comforting to knoeincaring#fotAIDS patientsthanf A|/A/AIAA
caring for other terminally ill persons
29 | | have enough information to protect myself against AIDS in my work place AlAIAIAIA
30 | I worry about possible casual contact with a person with AIDS AlAIAIAA
31 | | am fearful of caring for persons with AIDS because there is no cure AlAIAIAIA
32 | Nurses need to know the HIV antibody status of patients they are caring for. AlAIAIAIA
33 | I am not bothered about possibility caring for an infant who was born HIV pasitiv AlAIAIAA
Nur s e s 6-Pr&essionad Coackrns about HIV/AIDS
34 | Nurses who are HIV positive should be prevented from participating in direct patienf A| A| A A A
35 | Person with AIDS are not dangerous to other people with whom they come ih casug A|A|A|A A
36 Ic?hni:i(::he homosexual community has brought the problem of AIDS upon itself. A[A|A[A[A
37 | | feel angry about possibility caring for a person with AIDS who contracted the diseg A| A|A|A| A
through high risk sexual behavior.
38 | There is too much money spent on AIDS research. AlAAIAA
39 | Person with AIDS should be quarantined AlAIAIAIA
40 | Pregnant nurses should be excused from caring for person with AIDS. AlAAIAA
41 | Civil right laws should be enacted to protect people with&from job & housing AlAIAIAA
discrimination
42 | Activities that spread AIDS such as some forms of sexual behaviors, should be outl{ A| A| A A A
43 | It distresses me to think that so many nursing procedures have to be changedorm¢A | A|AA A
as a result oAIDS
44 | Nurses should be allowed to refuse to care for a person with AIDS AlAIAIAA
45 | Public school officials should not be required to accept an AIDS child into classes. |A|A|AJAA

)* This instrument is used with the permission from & wasigleed by Preston et al., (1997).
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HIV/AIDS Stigma Instrument -Nurse HASIN) *

No.| Please mark how often you observed the event during the past 3 mg Never| Once| Several| Most
or times o_f the
twice time

1 | A nurse provided poorer quality careain HIV/AIDS patient than to other] A A A A
patients
2 | A nurse shouted at or scolded an HIV/AIDS patient A A A A
3 | A nurse kept her distance when talking to an HIV/AIDS patient A A A A
4 | A nurse ignored the physical pain of an HIV/AIDS patient A A A A
5 | A nurse refused to feed an HIV/AIDS patient A A A A
6 | A nurse did not check the condition of her HIV/AIDS patient in the A A A A
unit/ward
A nurse made an HIV/AIDS patient wait until last for care A A A A
8 | A nurse made an HIV/AIDS patient do thirfgs himself/herself to avoid | A A A A
touching him/her
9 | A nurse left an HIV/AIDS patient for a long time in a soiled bed A A A A
10 | Nurses made HIV/AIDS patients wait for care A A A A

)* This instrument is used with the permission from & wasigieed byJys, L. R., Holzemer, W. L., Chirwa, M.
L., Dlamini, P. S., Greeff, M., Kohi, T. W., et §2009).
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Doctor in Philosophy in Nursing Science

Name of Student
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"‘&%‘f‘” P Emalil phumas kuiedu Web Site : " W, ﬁkm ac.id
Pecember 2, 2009 ’
Chair person of Institutional Review Board Committee . .
“University of IHinois at Chicago
Chicago, IL. -
USA
Dear Chairperson of IRB committee,

I am Elly Nurachmah, a professor for Graduate Student in School of Nursing, University of
Indonesia. I was graduated from Doctorat in Nursing Science in College of Nursing, Catholic
University in Washington DC. 1 am a fluent speaker and writer of both English and Indonssia, the
predominant language of Indonesia. .

I have thoroughly examined enclosed research documents of Mr. Agung Waluyo in both
Hidonesian and English versions for his research entitled “Indonesian Nurses® HIV Knowledge,
Religious Beliefs, Attitudes toward HIV/AIDS, and Perception of HIV-Stigma™.

1 would like to verify the translations of documents from English to Indonesian adeguately e
convey the sense of the original, and are culturally sensitive to Indonesian nurses. v

The documents as follows:

. Swrvey questionnaires
Recruitment flyers
Subject consent forms
Script for initial contact

BN

If you have any questions, please feel free fo contact me at my office number; +62-21-788-49--
120, mobile number: +62-812-956-2216, or E-mail: ellynur08@yahoo.co.id

Sincerely yours,

-

Prof. Elty Nurachmah, DNSc., RN.
College of Nursing
University of Indonesia
Kariipus Dépok
Depok, Jawa Barat — 16424
Indonesia
Phone: +62 21 78849120
~Fax -+6221 7864124
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ETHICAL CLEARENCE
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The Ethical Commiitee of Nursing Research, F‘ac'u?fy of Nursing, University of Indonesia -

with regards of the protection of human rights and welfare in nursing research, has

carefully reviewed the proposal emtitled :

"Indooesian Nurses’ HIV Knowledge, Religions Beliefs, Aftitudés tawa,rjd:

HIV/AIDS, and Perception of HIV-Stigma"

Name of the participant inve,s;tz-'gét&r = Agung Waheyo, SKp, MSe

Narme of institution : Fakulty of Nursing Universiias Indonesia

- And approved the above wentioned pr‘bpb.éql,

Chairman,

Yeni Rustina, PhD

Jakarta, 3 December 2009 -

NIP. 19550207 198003 2 001
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Agung Waluyo, MS
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M/C 802
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* Category 45 CFR 46.110(b)(1) and /or 21 CFR 56.110(b)(1):

Protocol reviewed under expedlted review procedures [45 CFR 46.110 and/or 21 CFR 56.1 10]
Category: 7
(7) Research on individual or group characteristics or behavior (including but not iimited to
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group, program evaluation, human factors evaluation, or quality assurance methodologies.
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Performance Sites: o - UIC, Universitas Indonesia
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