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Objectives: Stigmatising behaviour towards people with HIV (PWH) by healthcare 
professionals (HCPs) are often linked to poor HIV knowledge. This qualitative study 
explores how HIV-related stigma affects daily practice when HIV knowledge is high.

Methods: HCPs from HIV care facilities in French-speaking Switzerland–administrative staff, 
nurses, and physicians–were invited to be interviewed by a team trained in qualitative methods 
using semi-structured guides. Interview transcripts were analysed with IRaMuTeQ software.

Results: Ten interviews were completed before data saturation was reached. Three 
themes emerged: 1) clinic reception, 2) care provision for PWH, and 3) HIV knowledge. 
Administrative staff described challenges in maintaining patient anonymity. These included 
not greeting people by name and organising appointment schedules so people from 
shared social groups never meet at the clinic, thus avoiding HIV-status-sharing by 
inference. Physicians described underestimating stigma experienced by PWH and 
cited time constraints during consultations to address this. All groups felt that stigma 
persists due to limited HIV knowledge among the general public and non-specialist HCPs.

Conclusion: Even with good HIV knowledge, HIV-stigma impacts HCP practice and care 
provision. Efforts to protect anonymity may unintentionally reinforce rather than address HIV- 
stigma. While improving public and HCP HIV knowledge reduces enacted HIV-stigma, 
collaborative interventions between HCP sectors and with PWH could help to adapt HCP 
practices.
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INTRODUCTION

Antiretroviral therapy (ART) has changed HIV from a fatal infection to a chronic condition with an 
excellent life expectancy. Despite medical advances in HIV care, the stigma associated with HIV 
remains. HIV-stigma impacts on the mental, social and physical health of people with HIV (PWH) 
and on prevention and treatment outcomes such as HIV testing and ART adherence [1, 2]. Stigma 
occurs at individual and societal levels and can be considered in terms of drivers (at an individual 
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level), facilitators (at a societal level) and manifestations [3–5]. 
Stigma drivers include poor HIV knowledge, fear, and conscious 
or unconscious prejudice towards social groups classically at 
greater risk of HIV acquisition [5]. Facilitators include 
healthcare policies or laws. Manifestations are the 
consequences of drivers and facilitators and lead to stigma 
constructs including enacted (experienced), anticipated and 
internalised stigma [2].

Several reviews have examined HIV-stigma experienced by 
PWH in healthcare facilities [6–8] and interventions to address 
this [5, 6, 9]. Despite the use of non-consensus study 
questionnaires [10], the conclusions have been similar, that 
HIV-stigma could be reduced with HCP education and 
training regarding, for example, how HIV is and is not 
transmitted, how to care for different patient populations, and 
how to optimise local policies or physical space [6]. These reviews 
cite mostly quantitative studies examining HCPs working outside 
the field of HIV.

We conducted a qualitative study of HIV-stigma among HCPs 
working in the field of HIV in Switzerland. We chose this 
population to examine how HIV-stigma might manifest in 
facilities where HIV knowledge is good. The study objectives 
were to determine the impact of HIV-stigma on HCP daily 
practice, how HCPs talk about stigma with PWH and how 
HIV-stigma affects patient care.

METHODS

Patient and Public Involvement
People living with HIV were involved throughout the study 
process, from submitting the study protocol for ethical 
approval, to interview design and manuscript review.

Study Setting
HCPs (participants) were recruited from three professional 
groups: 1) administrative staff and 2) nurses (clinic and 
specialist) at Lausanne University Hospital Infectious Diseases 
Outpatients Service (LUHIDOS), and 3) infectious diseases 
physicians in French-speaking Switzerland affiliated to the 
Swiss HIV Cohort Study (SHCS) [11].

LUHIDOS sees non-HIV infectious diseases outpatient 
referrals and is the cantonal university hospital centre for the 
treatment of PWH. Administrative staff at this centre are the 
first point of contact with patients. They receive telephone 
enquiries, organise appointments and assign patients to 
appropriate nurses or physicians. Patients attending 
appointments who cannot be seen immediately are invited 
to wait in the clinic waiting area. People in this area may be 
attending for HIV care or for a non-HIV-related infectious 
diseases consultation. Clinic nurses provide services of 
phlebotomy, vaccination, administration of long-acting 
ART, and intravenous treatment. When PWH attend for 
their 3- to 6-monthly blood tests, they take a brief social and 
medical history to identify any problems prior to the medical 
visit. Specialist nurses provide psychological and social 

support and see HIV-negative people presenting for pre- 
or post-exposure HIV prophylaxis. Finally, SHCS- 
affiliated physicians are all trained in infectious diseases 
and work in the field of HIV at university hospitals or in 
private practice.

Prior to this study, LUHIDOS had engaged in several 
service-level HIV-stigma education seminars, as part of 
continued professional development in a university 
hospital setting. It had also led a quantitative pan-Swiss 
HIV-stigma survey, nested within the SHCS, using a 
validated 12-item stigma questionnaire [12], during which 
physicians had spoken about HIV-stigma to 5,563 PWH 
attending SHCS-affiliated HIV facilities [13]. The current 
study was the second of a two-step qualitative study, 
examining HIV-stigma from the perspectives of PWH and 
HCPs. The first step, involving PWH, has been described 
previously [14].

HCP Recruitment
The study was presented to HCPs at LUHIDOS and to a study 
physician (ONT) at Geneva University Hospitals. SHCS-affiliated 
physicians were invited to participate via the SHCS network. 
Inclusion criteria were working in a post involving regular 
contact with PWH and speaking French sufficiently fluently 
for conversation. The interviews were conducted in French as 
this is the language spoken in the cantons where Lausanne and 
Geneva are situated.

HCPs wishing to participate contacted the principal study 
investigator (KD) who passed each HCP’s contact details to 
the study team member coordinating and conducting the 
interviews (IG). This study used an interpretive 
phenomenological approach to capture perceptions 
participants have regarding HIV-stigma (what they think 
and believe) in the social and healthcare context [15]. 
Consistent with this framework, judgement sampling was 
applied based on the study objectives, ensuring that at least 
two individuals from each HCP group were included. 
Participants were assigned a study code number to 
maintain anonymity and the study member responsible 
for recruitment (KD) was different to the member 
conducting interviews (IG). Recruitment ended once data 
saturation was reached. This occurs when the analysis of the 
interviews no longer yields new information and the 
identified themes are repeated.

Interviews, Data Collection and Analysis
Interviews were conducted by one female researcher trained 
in qualitative interview methods (IG) between April and May 
2022, either face-to-face (nine participants) or via an online 
video conferencing platform (one participant), depending on 
participants’ availability to attend in person. Interviews were 
designed to last 45–60 min, and a token remuneration of 
20 Swiss Francs (approximately 19 Euros) was offered (albeit 
declined by several participants).

An interview guide was developed based on the literature 
on HIV-stigma in healthcare settings available at the time of 
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the study and through patient and public involvement. 
Themes included public and non-HIV-specialist HCP 
perceptions of PWH, impact of HIV-stigma on health and 
the social and professional lives of PWH, HCP perceptions of 
HIV-stigma, and experiences of discussing HIV-stigma with 
PWH. The guide was adapted by HCP group when necessary, 
so that topics covered corresponded to each participant’s 
daily practice. Interviews were audio-recorded and 
transcribed. Audio-recordings were destroyed following 
transcription.

Interview transcripts were analysed using IRaMuTeQ 
lexicographic computer-assisted qualitative data software 
(version 0.7 alpha2, 2008-2014, Pierre Ratinaud) which 
has been used to analyse qualitative data in the context of 
HIV and other health domains [14, 16, 17]. Using the Reinert 
method [18], the software classified every part of the text 
based on the co-occurrences of words or expressions used, as 
described elsewhere [14]. This classification provided main 
themes structuring participants’ discourse, each with its own 
vocabulary and specific text segments. These themes were 
then reviewed by a separate member of the study team (CL) 
and cross-referenced with the transcripts. Discussion 
sessions were held within the study team to ensure that 
theme interpretations agreed with interview content. Once 
theme meanings were identified, strengths of association 
between vocabulary and themes were examined.

RESULTS

Data saturation was reached after interviews with ten HCPs: two 
administrative staff, two clinic nurses, two specialist nurses, and 
four physicians. Of the physicians, two were working at 
LUHIDOS, one at the equivalent university hospital unit in 
Geneva and one in private practice in Lausanne (external to 
LUHIDOS). Since interview analyses revealed no differences 
between clinic and specialist nurses, nurses were analysed 
together as a single professional group.

Computer-assisted analysis identified three main themes: 1) 
clinic reception, 2) care provision for PWH, and 3) HIV 
knowledge, the latter two being sub-divided into six sub- 
themes. These themes represented respectively 6.6%, 63.5% 
and 29.9% of the analysed text (Figure 1). Themes, sub- 
themes, typical words, content and sample quotes are 
presented in Figure 1. Additional quotes, illustrating specific 
aspects of the themes and sub-themes, are presented in 
Supplementary Material.

Clinic Reception
This theme (6.6% of the analysed text) was characterised by 
vocabulary related to the waiting room and patients’ requests and 
wishes (Figure 1). Discourses related to clinic reception were 
prominent among administrative staff. They described a constant 
effort to maintain patient anonymity, as people attending for HIV 

FIGURE 1 | Themes, sub-themes, typical words, content, and sample quotes derived from interview transcripts. The questions asked in the cohort in the 
“Discussing stigma” sub-theme is referring to a quantitative study on HIV-stigma based on a 12-item questionnaire among people living with HIV enrolled in the Swiss HIV 
cohort study which was performed prior to the current study [13]. Abbreviations: PWH, people with HIV; HCPs, healthcare professionals (Lausanne, Switzerland, 2020).
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treatment had historically explicitly requested non-named 
identification through fear of inadvertent HIV status 
disclosure. This fear was so strong that some PWH avoided 
the waiting area. This created an impersonal atmosphere in the 
clinic and implicit rules between the staff and PWH. One 
participant explained she had to know patients well enough to 
not call them by name, but instead to go to them directly when it 
was their turn to be seen. The regular turnover of junior 
physicians presented a challenge, as administrative staff had to 
ensure new colleagues were aware they should not call patients by 
name. This patient-driven choice raised the importance of 
organisational adaptability and of a flexible approach to ensure 
different preferences were accommodated within the service. In 
addition to knowing PWH well enough to not call them by name, 
it was also necessary to know which people were part of the same 
social circle, so as to not schedule appointments on the same date 
and avoid inadvertently inferring that a person was living with 
HIV. This was especially true for PWH of non-Swiss origin. The 
challenge of meeting individual demands and the risk of 
inadvertently overlooking or failing to meet individual 
preferences added stress to an already demanding job.

Care Provision for PWH
This main theme was divided in four sub-themes. This was the 
largest theme, representing 63.5% of the analysed text (Figure 1).

Psychosocial Approach
Participants described a psychosocial approach as being a critical 
aspect of HIV care, requiring a “holistic” understanding of PWH. 
They described how living with HIV has an influence not only on 
physical health, but on all aspects of life, with social, 
psychological, and even financial stakes. Whilst they 
recognized these non-medical aspects, they acknowledged they 
tended to concentrate on providing medical care which they 
considered their core role. For example, even if physicians agreed 
that helping PWH in dealing with HIV-stigma was important, 
they described not having sufficient time to do this. Physicians 
were regarded by other HCP groups as not being well-placed to 
discuss stigma, due to time constraints and their role as medical 
providers. In this context, interdisciplinary collaboration was 
considered vital. While nurses regarded PWH with 
undetectable viraemia as medically well, they would see 
patients outside medical consultations to review 
psychosocial wellbeing.

The contrast between medical advances in HIV and the 
challenges still faced by PWH in their daily lives because of 
stigma was striking for participants. When giving an HIV 
diagnosis, participants wanted to be positive as the medical 
news for PWH is good. However, they emphasised that 
dealing with the social aspects of HIV remains difficult.

Patient Care and Follow-Up
Participants felt they were well-trained to support PWH in their 
medical HIV journey but less well-equipped to help deal with 
stigma. They highlighted the need for patients to be cared for in 
other (non-HIV) specialities, particularly for psychological 
support, and difficulties in finding HCPs with sufficient HIV 

knowledge and experience. Although they had lists of potential 
HCPs, these did not meet patients’ needs. They also described 
general practitioner (GP) shortages and lack of HIV knowledge 
among GPs, which was problematic for continuity of care. They 
described the challenge of patient retention in care and in finding 
a balance between offering support and ‘harassing’ PWH who 
miss clinic appointments. Finally, participants described 
difficulties in maintaining high quality follow-up in a 
university hospital setting due to the frequent junior physician 
turnover. Regarding HIV-stigma, participants felt that a long- 
term approach was required to create a relationship of trust with 
patients and to support them throughout their HIV journey.

The Need to Keep Educating Non-HIV-Specialist HCPs
Participants observed that their non-HIV-specialist colleagues 
did not always understand that, as HIV as a condition has 
evolved, living with HIV has also changed and that HIV is 
now a chronic disease in which long-term continuity of care 
is essential.

Educating non-HIV-specialist HCPs regarding HIV-stigma 
and HIV-status confidentiality was a challenge. Participants 
actively tried to raise awareness about maintaining 
confidentiality, especially when PWH had not disclosed their 
HIV status. However, they encountered judgement from 
colleagues, for example, for withholding a person’s HIV status 
from a partner or family. Participants sometimes faced negative 
reactions when attempting to make their colleagues aware of the 
individual and interpersonal challenges associated with living 
with HIV. Participants considered that educating peers about 
living with HIV was part of their professional role. However, they 
recognised that such interventions were not always successful. 
The social perceptions and stereotypes associated with living with 
HIV were deeply rooted and difficult to deconstruct, even among 
fellow HCPs.

Discussing Stigma
Participants explained that discussions during clinic visits were 
often focused on medical care, leaving little room to discuss 
patients’ experiences and challenges. Physicians mentioned time 
constraints and so non-medical aspects were addressed by nurses 
rather than during medical consultations. All participating 
physicians had recruited PWH to a previous SHCS study on 
HIV-stigma13 which required them to complete a stigma survey 
with the PWH they followed in clinic. The physicians admitted 
that, prior to that study, few of them had discussed stigma with 
their patients. For the few physicians who had discussed HIV- 
stigma out with the SHCS study, this was not routine practice. 
Stigma was discussed, for example, when patients brough the 
subject up themselves or showed visible signs of distress. Some 
physicians stated that, before working with PWH and before the 
SHCS study, they did not consider stigma a concern. They also 
felt insufficiently trained to introduce stigma conversations. After 
discussing stigma with patients, they were surprised to discover 
how frequently and silently PWH experienced stigma. They 
realised they had work under the false impression that the 
patients they saw in clinic did not experience stigma because 
they did not talk about it.

Int. J. Public Health | Owned by SSPH+ | Published by Frontiers March 2026 | Volume 71 | Article 1609379 4

Le Saux et al. HIV-Stigma Seen by Healthcare Professionals



HIV Knowledge–HIV-Stigma
This theme represented 29.9% of the analysed text and was 
defined by terms connected to misconception, fear, and 
education (Figure 1). The theme was divided into two 
sub-themes.

General Population
Participants described a lack of awareness in the general 
population regarding HIV in the ART era, and a widespread 
fear of death and misconceptions about modes of transmission. 
The participants felt this lack of awareness fuelled HIV-stigma. 
They believed groups at risk of HIV acquisition were highly 
stereotyped, perpetuating harmful generalisations and further 
marginalising PWH and all people belonging to stereotyped 
groups, whether living with HIV or not. Participants observed 
that false representations of HIV persist throughout society and 
described a critical need for awareness campaigns and education 
to address misconceptions, disseminate accurate information and 
tackle stigma.

HCPs
Participants also described misconceptions among non-HIV- 
specialist HCPs and inappropriate behaviour (enacted stigma), 
including irrelevant questions during patient interactions. 
Commenting on a specific instance of inappropriate 
behaviour, one participant expressed the idea that these 
behaviours arose from ‘unfounded fears’ and ‘ignorance’ about 
current HIV care. Participants cited unnecessary infection 
control precautions when treating PWH. One recounted being 
contacted by a surgeon who was worried about operating on a 
PWH with undetectable viremia. Despite time spent explaining 
the absence of HIV acquisition risk in this case, the participant 
was disappointed the surgeon had ended the discussion insisting 
she would still wear two pairs of gloves. Behaviour based on 
misconceptions among HCPs was perceived as more 
unacceptable than HIV-stigma in society and highlighted a 
need for further HCP education and training.

DISCUSSION

In this qualitative study of HCPs working with PWH in Switzerland, 
we have observed that, even in a healthcare facility in a resource-rich 
country where HIV knowledge is good, HIV-stigma remains a 
challenge in daily practice. Clinic reception represented only 6.6% 
of the discourse but highlighted significant organisational challenges, 
whereas care provision (63.5% and HIV knowledge/HIV stigma 
(29.9%) accounted for the majority of text segments. Administrative 
staff described a complex workload generated by maintaining 
different approaches to patient confidentiality. Maintaining 
secrecy and the fear of inadvertently inferring an individual’s 
positive HIV status created additional work pressures. HCPs 
emphasised the holistic and long-term approach necessary in HIV 
care and how this may be impacted by frequent staff turnover, but 
also by the HIV-stigma experienced during interactions with non- 
HIV-specialist HCPs. After taking part in a previous HIV-stigma 
survey, physicians recognised that they had underestimated the 

stigma which PWH experience. They described insufficient time 
during medical consultations to both fulfil their medical role and 
discuss stigma with patients. However, they also recognised they felt 
insufficiently trained to discuss non-medical aspects of HIV with 
PWH. Finally, all three HCP groups identified lack of HIV 
knowledge in the general population and among non-HIV- 
specialist HCPs as factors perpetuating HIV-stigma.

The majority of reviews on HIV-stigma in healthcare settings 
cite quantitative studies conducted in the United States or in low- 
to medium-income settings [6, 7]. The literature on HIV-stigma 
among HCPs in Europe has been sparse, although a recent large 
report quantified HIV knowledge among HCPs [19]. Our study is 
novel in focusing on HCPs based solely in HIV facilities and in 
using qualitative methods. We identified two studies similar to 
our own. In the Netherlands, Stutterheim et al conducted a mixed 
methods study in 2014 which included semi-structured 
interviews with 14 non-HIV-specialist HCPs [20]. These HCPs 
reported having only basic HIV knowledge and little experience 
with PWH. Whilst they felt that HIV was ‘normalised’ and no 
longer stigmatised, they reported practices at odds with this 
stance. Such practices, driven by fear of occupational 
exposure, included additional infectious control precautions 
when treating PWH, and labelling patients’ medical files to 
‘warn’ other HCPs. They also reported curiosity among 
colleagues who speculated about modes of patients’ HIV 
acquisition [20]. More recently (2023), Moseholm et al 
conducted a survey among HCPs in infectious disease and 
obstetrics and gynaecology services at a Danish university 
hospital using the ‘Measuring HIV stigma and discrimination 
among health facility staff’ questionnaire [21, 22]. Compared to 
infectious diseases specialists, obstetrics and gynaecology HCPs 
had less HIV training and, although their level of fear and 
negative attitudes towards PWH was low, they were more 
likely to use additional infection control precautions [22]. 
Both these studies suggest a discrepancy between HCP 
attitudes to PWH and their clinical practice, with unnecessary 
precautions taken by HCPs with less HIV experience. The HCPs 
in our study also observed misconceptions and ‘unfounded fears’ 
among their non-specialist colleagues. What our study adds to 
the literature is that, despite the advances in medical aspects of 
HIV and despite the awareness that discussing HIV-stigma is part 
of care, some HCPs, even those working in HIV facilities, felt 
insufficiently trained to discuss HIV-stigma with their patients. 
This feeling was prominent among physicians and stemmed from 
their experience of completing a validated HIV-stigma 
questionnaire for a previous, quantitative, HIV-stigma study. 
In completing the questionnaire, many physicians discussed 
HIV-stigma with their patients for the first time, and some 
found they had underestimated stigma as a problem. 
Having a standardised ‘template’ of questions to broach 
the topic of HIV-stigma would be one way to open a 
stigma dialogue between HCPs and PWH. Whilst this 
might require an initial investment of time, a stigma 
dialogue would create a channel for HIV-stigma to be 
discussed and then addressed at subsequent clinic visits.

By not having a stigma dialogue, HCPs implemented 
counter-productive adjustment practices such as hiding 
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patients, training new staff to not call out patients’ names, and 
organising appointment schedules so that patients who know 
each other do not meet in the waiting area. While these 
practices, highlighted particularly by administrative staff, 
were derived from patients who were fearful that their HIV 
status would be revealed by being seen in the clinic, they were 
constraining and stressful for HCPs, and arguably went beyond 
simply maintaining confidentiality. Making space for 
discussing stigma would 1) optimise communication 
between administrative staff and clinical HCPs to heighten 
awareness among the latter group of internalised and 
anticipated stigma experienced by their patients and 2) 
promote a dialogue between HCPs and PWH to examine 
how to address stigma both in healthcare settings and 
in general.

HCPs are undoubtedly invested in the wellbeing of patients 
and, in the context of HIV, a highly stigmatised condition, this 
includes protecting PWH from discrimination. The 
participants described enacted stigma they had observed in 
non-HIV healthcare settings and described difficulties in 
finding HCPs with HIV knowledge and experience. One 
phenomenon related to this, but not directly described by 
the participants in this study, is the- practice of suggesting 
to people newly diagnosed with HIV that they do not share 
their HIV-positive status, to protect themselves from enacted 
stigma. This phenomenon was encountered in our earlier study 
on HIV-stigma from the perspective of PWH [14]. Whilst non- 
status-sharing may protect PWH in the short term, this should 
be reviewed throughout a person’s HIV journey [14]. PWH 
participating in our earlier study highlighted that advice from 
HCPs to not share their HIV-positive status could 1) be 
perceived as an unquestioned recommendation and 2) delay 
acceptance of living with HIV [14]. Moreover, the secrecy 
through non-sharing may become an additional burden to 
the burden of living with HIV [14]. There is accumulating 
evidence that HIV-status sharing reduces the stress of 
anticipated stigma, improves wellbeing, and increases social 
support, coping and health promoting behaviours including 
ART adherence [23–25]. Education sessions and structured 
stigma reduction interventions can support HIV-status sharing 
appropriate to the individual [26]. The results of the current 
study suggest that efforts should be invested in the training of 
HCPs, including administrative staff [6], in caring for PWH, so 
that non-HIV HCPs have better HIV knowledge and that HIV 
HCPs discuss HIV-stigma among themselves and with the 
PWH they care for.

Another finding in our study was that HCPs considered 
that HIV care is no longer purely medical but must be holistic. 
This is consistent with the Health Stigma and Discrimination 
Framework proposed by Stangle et al. which states that to 
understand stigma phenomena and conduct appropriate 
interventions, it is necessary to consider stigma at different 
levels (individual, interpersonal, institutional, community 
and public policy levels). Considering the constraining 
measures described by our participants to preserve 
confidentiality in the waiting area, HIV-stigma affects 
PWH, HCPs and, more globally, institutional functioning. 

Within the Health Stigma and Discrimination Framework, 
interventions focusing on all levels are required to tackle HIV- 
stigma in healthcare settings, in addition to training aimed at 
improving HCP HIV knowledge. Whilst the HCP participants 
in our study expressed willingness to support PWH, HIV- 
stigma-reduction interventions need to be developed in 
collaboration with PWH: it is logical that changes to 
healthcare settings are made with involvement of the 
people who access these facilities.

Limitations
This study has limitations. The number of participants was small 
and may not be representative of HCP views throughout French- 
speaking Switzerland. However, this was the number at which data 
saturation was reached. As several participants came from the same 
centre, our findings may not be generalisable to other settings. 
Moreover, the fact that multiple participants shared the same 
organisational context may have contributed to a more 
homogeneous discourse and so data saturation. Against these 
limitations, a strength of this study was the inclusion of 
administrative staff, a group frequently omitted from studies on 
HIV-stigma among HCPs whilst being the first point of contact 
with patients attending a facility. Including reception administrative 
staff in our study shed light on the potential for HIV-stigma in 
reception and waiting areas which was not described by other HCP 
groups. Another strength is that all ten interviews were conducted 
by the same interviewer, limiting variability to study participants.

Conclusion
In conclusion, we have described how HIV-stigma can impact 
HCP practice and care provision, even when lack of 
knowledge, experience and/or resources is removed from 
the equation. Our observations suggest that reviewing well- 
intentioned efforts to encourage PWH to avoid sharing their 
HIV status may help to address rather than reinforce HIV- 
stigma. Whilst improving public and HCP HIV knowledge 
reduces enacted HIV-stigma, collaborative interventions at 
different levels (individuals, institutional, community) could 
help adapt HCP practices.

ETHICS STATEMENT

Ethics approval was obtained from the ethics committee of the 
Canton of Vaud, Switzerland 395 (Project ID 2021-02224). 
Participants gave written consent to being interviewed and for 
the interview to be recorded. They could interrupt the interview 
at any time without explanation.

AUTHOR CONTRIBUTIONS

KD, IG, DJ-P and EC-R contributed to study concept and design. 
IG, DJ-P and CL finalised the methodological approach. IG, DJ-P, 
CL, KD and EC-R constructed the interview guide. KD and ON-T 
organised and coordinated the recruitment in the HIV units. IG 
conducted interviews. CL and IG conducted the analyses. CL, KD 

Int. J. Public Health | Owned by SSPH+ | Published by Frontiers March 2026 | Volume 71 | Article 1609379 6

Le Saux et al. HIV-Stigma Seen by Healthcare Professionals



and IG drafted the manuscript. All authors contributed to the 
article and approved the submitted version.

FUNDING

The author(s) declared that financial support was received for this 
work and/or its publication. This study was funded by a 
Fellowship grant from Gilead Sciences (ID number: 14016) 
and research funds from the Infectious Diseases Service at 
Lausanne University Hospital. Gilead Sciences had no 
involvement in the study design and had no access to study data.

CONFLICT OF INTEREST

The authors declare that they do not have any conflicts of interest.

GENERATIVE AI STATEMENT

The author(s) declared that generative AI was not used in the 
creation of this manuscript.

Any alternative text (alt text) provided alongside figures 
in this article has been generated by Frontiers with the 
support of artificial intelligence and reasonable efforts 

have been made to ensure accuracy, including review by 
the authors wherever possible. If you identify any issues, 
please contact us.

ACKNOWLEDGEMENTS

We express our sincere gratitude to the administrative staff, 
nurses, and physicians who took part in this study. We thank 
Chiara Storari and Oriana Keserue Pittet at the Department of 
Epidemiology and Health Systems, University Center of General 
Medicine and Public Health (Lausanne, Switzerland) for their 
involvement in a qualitative study among PWH which preceded 
the current study, Xheneta Hoxha, Department of Epidemiology 
and Health Systems, University Center of General Medicine and 
Public Health (Lausanne, Switzerland) for her involvement and 
help in analysing the results, and Professor Matthias Cavassini, 
Head of Unit at LUHIDOS, for supporting this study and reading 
this manuscript prior to submission.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at: 
https://www.ssph-journal.org/articles/10.3389/ijph.2026. 
1609379/full#supplementary-material

REFERENCES

1. Rueda S, Mitra S, Chen S, Gogolishvili D, Globerman J, Chambers L, 
et al. Examining the Associations Between HIV-Related Stigma and 
Health Outcomes in People Living with HIV/AIDS: A Series of Meta- 
Analyses. BMJ Open (2016) 6(7):e011453. doi:10.1136/bmjopen-2016- 
011453

2. Cobos MI, Jackson-Perry D, Courvoisier C, Bluntschli C, Carel S, Muggli E, 
et al. Stigma and HIV: Relevant for Everyone. Rev Med Suisse (2020) 16(690): 
744–8.

3. Goffman E. Stigma: Notes on the Management of Spoiled Identity (1963).
4. Link BG, Phelan JC. Conceptualizing Stigma. Annu Rev Sociol (2001) 27: 

363–85. doi:10.1146/annurev.soc.27.1.363
5. Stangl AL, Lloyd JK, Brady LM, Holland CE, Baral S. A Systematic Review of 

Interventions to Reduce HIV-Related Stigma and Discrimination from 2002 to 
2013: How far Have We Come? J Int AIDS Soc (2013) 16(3 Suppl. 2):18734. 
doi:10.7448/IAS.16.3.18734

6. Nyblade L, Stockton MA, Giger K, Bond V, Ekstrand ML, Lean RM, 
et al. Stigma in Health Facilities: Why It Matters and How We 
Can Change It. BMC Med (2019) 17(1):25. doi:10.1186/s12916-019- 
1256-2

7. Feyissa GT, Lockwood C, Woldie M, Munn Z. Reducing HIV-Related Stigma 
and Discrimination in Healthcare Settings: A Systematic Review of 
Quantitative Evidence. PLoS One (2019) 14(1):e0211298. doi:10.1371/ 
journal.pone.0211298

8. Geter A, Herron AR, Sutton MY. HIV-Related Stigma by Healthcare Providers 
in the United States: A Systematic Review. AIDS Patient Care STDS (2018) 
32(10):418–24. doi:10.1089/apc.2018.0114

9. Andersson GZ, Reinius M, Eriksson LE, Svedhem V, Esfahani FM, Deuba K, 
et al. Stigma Reduction Interventions in People Living with HIV to Improve 
Health-Related Quality of Life. Lancet HIV (2020) 7(2):e129–e40. doi:10.1016/ 
S2352-3018(19)30343-1

10. Alexandra Marshall S, Brewington KM, Kathryn Allison M, Haynes TF, Zaller 
ND. Measuring HIV-Related Stigma Among Healthcare Providers: A 

Systematic Review. AIDS Care (2017) 29(11):1337–45. doi:10.1080/ 
09540121.2017.1338654

11. Scherrer AU, Traytel A, Braun DL, Calmy A, Battegay M, Cavassini M, et al. 
Cohort Profile Update: The Swiss HIV Cohort Study (SHCS). Int J Epidemiol 
(2021). 51(1), 33–34j. doi:10.1093/ije/dyab141

12. Reinius M, Wettergren L, Wiklander M, Svedhem V, Ekstrom AM, Eriksson 
LE. Development of a 12-Item Short Version of the HIV Stigma Scale. 
Health Qual Life Outcomes (2017) 15(1):115. doi:10.1186/s12955-017- 
0691-z

13. Kampouri E, Damas J, Kusejko K, Ledergerber B, Braun D, Tshikung ON, et al. 
Prevalence of HIV-Related Stigma Among People with HIV in Switzerland: 
Addressing the Elephant in the Room. AIDS (2024). 38(13), 1874–1884. doi:10. 
1097/QAD.0000000000003983

14. Gilles I, Jackson-Perry D, Le Saux C, Storari C, Cart-Richter E, Keserue 
Pittet O, et al. Navigating HIV-Related Stigma in Switzerland: A 
Qualitative Study. Int J Public Health (2024) 69:1606333. doi:10.3389/ 
ijph.2024.1606333

15. Eatough V, Smith J. I Was like a Wild Wild Person’: Understanding Feelings of 
Anger Using Interpretative Phenomenological Analysis. Br J Psychol (2006) 
97(Pt 4):483–98. doi:10.1348/000712606X97831

16. Courvoisier N, Storari C, Lesage S, Vittoz L, Barbieux C, Peytremann- 
Bridevaux I, et al. Facilitators and Barriers of Women’s Participation in 
HIV Clinical Research in Switzerland: A Qualitative Study. HIV Med 
(2022) 23(4):441–7. doi:10.1111/hiv.13259

17. Arditi C, Walther D, Gilles I, Lesage S, Griesser AC, Bienvenu C, et al. 
Computer-Assisted Textual Analysis of Free-Text Comments in the Swiss 
Cancer Patient Experiences (SCAPE) Survey. BMC Health Serv Res (2020) 
20(1):1029. doi:10.1186/s12913-020-05873-4

18. Reinert M. Alceste Une Méthodologie D’Analyse Des Données 
Textuelles Et Une Application: Aurelia De Gerard De Nerval. Bull 
Sociological Methodology/Bulletin de Méthodologie Sociologique (1990) 
26(1):24–54. doi:10.1177/075910639002600103

19. Mendez-Lopez A, Burns F, Sullivan A, Deogan C, Darling KEA, Simoes 
D, et al. Knowledge About Biomedical HIV Prevention 
Among Healthcare Workers: A Cross-Sectional Study in Europe 

Int. J. Public Health | Owned by SSPH+ | Published by Frontiers March 2026 | Volume 71 | Article 1609379 7

Le Saux et al. HIV-Stigma Seen by Healthcare Professionals

https://www.ssph-journal.org/articles/10.3389/ijph.2026.1609379/full#supplementary-material
https://www.ssph-journal.org/articles/10.3389/ijph.2026.1609379/full#supplementary-material
https://doi.org/10.1136/bmjopen-2016-011453
https://doi.org/10.1136/bmjopen-2016-011453
https://doi.org/10.1146/annurev.soc.27.1.363
https://doi.org/10.7448/IAS.16.3.18734
https://doi.org/10.1186/s12916-019-1256-2
https://doi.org/10.1186/s12916-019-1256-2
https://doi.org/10.1371/journal.pone.0211298
https://doi.org/10.1371/journal.pone.0211298
https://doi.org/10.1089/apc.2018.0114
https://doi.org/10.1016/S2352-3018(19)30343-1
https://doi.org/10.1016/S2352-3018(19)30343-1
https://doi.org/10.1080/09540121.2017.1338654
https://doi.org/10.1080/09540121.2017.1338654
https://doi.org/10.1093/ije/dyab141
https://doi.org/10.1186/s12955-017-0691-z
https://doi.org/10.1186/s12955-017-0691-z
https://doi.org/10.1097/QAD.0000000000003983
https://doi.org/10.1097/QAD.0000000000003983
https://doi.org/10.3389/ijph.2024.1606333
https://doi.org/10.3389/ijph.2024.1606333
https://doi.org/10.1348/000712606X97831
https://doi.org/10.1111/hiv.13259
https://doi.org/10.1186/s12913-020-05873-4
https://doi.org/10.1177/075910639002600103


and Central Asia. HIV Med (2025). 26(8), 1224–1238. doi:10.1111/hiv. 
70048

20. Stutterheim SE, Sicking L, Brands R, Baas I, Roberts H, van Brakel WH, et al. 
Patient and Provider Perspectives on HIV and HIV-Related Stigma in Dutch 
Health Care Settings. AIDS Patient Care STDS (2014) 28(12):652–65. doi:10. 
1089/apc.2014.0226

21. Health Policy Project. Measuring HIV Stigma and Discrimination 
Among Health Facility Staff: Standardized Brief 
Q u e s t i o n n a i r e  ( 2 0 1 5 ) .  A v a i l a b l e  o n l i n e  a t :  h t t p s : / / w w w .  
healthpolicyproject .com/pubs/281_SDQuestionnaireManual.pdf
(Accessed June 27, 2025).

22. Moseholm E, Wilken-Jensen C, Weis N. HIV-Related Stigma Among 
Healthcare Providers Working Within Infectious Diseases and 
Gynecology and Obstetrics at a Large Teaching Hospital in 
Denmark. AIDS Care (2023) 35(5):705–13. doi:10.1080/09540121. 
2022.2121955

23. Whembolua GL, Conserve DF, Thomas K, Handler L. A Systematic 
Review of HIV Serostatus Disclosure Among African Immigrants in 
Europe. J Immigr Minor Health (2017) 19(4):947–58. doi:10.1007/ 
s10903-016-0456-5

24. Brown MJ, Serovich JM, Laschober TC, Kimberly JA, Lescano CM. Mediating 
Effects of Depressive Symptoms on Perceived Social Support and HIV 
Disclosure: Assessing Moderation by Sex. AIDS Behav (2019) 23(3):636–48. 
doi:10.1007/s10461-018-2369-x

25. Evangeli M, Gnan G, Musiime V, Fidler S, Seeley J, Frize G, et al. The HIV 
Empowering Adults’ Decisions to Share: UK/Uganda (HEADS-UP) Study-A 
Randomised Feasibility Trial of an HIV Disclosure Intervention for Young 
Adults with Perinatally Acquired HIV. AIDS Behav (2024). 28(6), 1947–1964. 
doi:10.1007/s10461-024-04294-2

26. Gachanja G, Burkholder GJ, Ferraro A, Ripamonti D. Editorial: Exploring HIV 
Disclosure Challenges and Approaches Around the Globe. Front Public Health 
(2023) 11:1357915. doi:10.3389/fpubh.2023.1357915

Copyright © 2026 Le Saux, Gilles, Jackson-Perry, Cart-Richter, Nawej Tshikung and 
Darling. This is an open-access article distributed under the terms of the Creative 
Commons Attribution License (CC BY). The use, distribution or reproduction in 
other forums is permitted, provided the original author(s) and the copyright owner(s) 
are credited and that the original publication in this journal is cited, in accordance 
with accepted academic practice. No use, distribution or reproduction is permitted 
which does not comply with these terms.

Int. J. Public Health | Owned by SSPH+ | Published by Frontiers March 2026 | Volume 71 | Article 1609379 8

Le Saux et al. HIV-Stigma Seen by Healthcare Professionals

https://doi.org/10.1111/hiv.70048
https://doi.org/10.1111/hiv.70048
https://doi.org/10.1089/apc.2014.0226
https://doi.org/10.1089/apc.2014.0226
https://www.healthpolicyproject.com/pubs/281_SDQuestionnaireManual.pdf
https://www.healthpolicyproject.com/pubs/281_SDQuestionnaireManual.pdf
https://doi.org/10.1080/09540121.2022.2121955
https://doi.org/10.1080/09540121.2022.2121955
https://doi.org/10.1007/s10903-016-0456-5
https://doi.org/10.1007/s10903-016-0456-5
https://doi.org/10.1007/s10461-018-2369-x
https://doi.org/10.1007/s10461-024-04294-2
https://doi.org/10.3389/fpubh.2023.1357915
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/

	Once HIV Knowledge Is Addressed: HIV-Stigma From the Perspective of Healthcare Professionals Working in HIV Facilities
	Introduction
	Methods
	Patient and Public Involvement
	Study Setting
	HCP Recruitment
	Interviews, Data Collection and Analysis

	Results
	Clinic Reception
	Care Provision for PWH
	Psychosocial Approach
	Patient Care and Follow-Up
	The Need to Keep Educating Non-HIV-Specialist HCPs
	Discussing Stigma

	HIV Knowledge–HIV-Stigma
	General Population
	HCPs


	Discussion
	Limitations
	Conclusion

	Ethics Statement
	Author Contributions
	Funding
	Conflict of Interest
	Generative AI Statement
	Acknowledgements
	Supplementary Material
	References


