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Title: 

Professionalisation and social attitudes: a protocol for measuring HIV/AIDS-

related stigma among healthcare students 

Abstract:  

Introduction: HIV/AIDS-related stigma affects the access and utilization of health 

services. Although HIV/AIDS-related stigma in the health services has been studied, 

little work has attended to the relationship between professional development, and 

stigmatising attitudes.  Hence, in this study we will extend earlier research by 

examining the relationship between the stage of professional development and the 

kinds of stigmatising attitudes held about people living with HIV/AIDS. 

Methods and analysis: A serial-cross sectional design will be combined with a two-point 

in time longitudinal design to measure the levels of stigma among health students 

from each year of undergraduate and graduate courses in Malaysia and Australia. 

We will carry out a sequential mixed methods design to develop a measurement 

tool- a questionnaire. We anticipate the data analysis in terms of reliability and 

validity testing of the measurement tool, regression model and a linear model 

(mixed-effects) where stigmatising attitudes are the outcome measures. 

Ethics and dissemination: We have received the ethical approval from Monash MBBS 

executive committee as well as Monash University Human Research Ethics 

Committee. We will keep the data in a locked filing cabinet in Monash university 

(Sunway campus) premises for 5 years; after which the information will be shredded 
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and disposed of in secure bins, and digital recordings will be erased in accordance 

with Monash University’s regulations. Only the principal investigator and the 

researcher will have access to the filing cabinet. We aim at presenting and 

publishing the results of this study in national and international conferences, and 

peer-reviewed journals, respectively.  
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Introduction: 

A healthcare workforce that is responsive and fair in its treatment of patients is 

one of the central pillars of a modern health system.1 It is for this reason, among others, 

that healthcare workers are bound by ethical codes of practice to treat patients 

according to their need, and not according to their gender, religious beliefs, sexual 

orientation, skin colour, or other socially (de)valued attributes.2 Possible exceptions to 

this rule of social blindness arise when those otherwise ignorable social attributes may 

affect the diagnosis, prognosis, or choice of the most effective treatment.  

What should happen, however, when the patient is perceived as a complete 

reprobate – a repugnant individual whose very presence challenges the healthcare 

worker's moral foundation?  In theory, the answer is simple – treat the patient in front of 

you according to their healthcare need.  

The challenge for the health system is that practice does not necessarily mirror 

professional intent, and personal prejudices and fear of contagion interfere in decisions 

for care. The literature is replete with examples of patients who are accorded different 

(worse) treatment because of some perceived moral taint.3 The human 

immunodeficiency virus (HIV) epidemic provides a classic case in point.  Healthcare 

workers have reported not wanting to treat people living with HIV-AIDS (PLWHA) for a 

range of reasons including: because the patient was undeserving; or because treating 

PLWHA would devalue the healthcare worker in the eyes of others.4 This situation has, in 

many instances, created a tiered health system in which “deserving” patients have 

received treatment and the “undeserving” have not 3. High levels of stigma and 
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discrimination are associated with a reduction in access to treatment and care for 

those with undesirable attributes.5 

To overcome the dangers of discrimination associated with the social valuation 

of HIV/AIDS patients, many teaching programs now contain explicit or integrated 

learning objectives that relate to professionalisation.6 The process of professionalisation 

fosters the inculcation of acceptable practice of healthcare workers in line with 

societal expectations, and the social contract between the client and the healthcare 

worker.7–9 In this context, increasing the professionalism of the healthcare workforce is 

as much about improved technical competency as it is about ethics of practice. 

Increasing professionalisation is, thus expected to result in less stigma and 

discrimination in healthcare settings.10   

Whether professionalisation does protect patients against the creation of tiered 

healthcare is an empirical question, but there is reason to believe that it would work by 

reducing negative attitudes and discriminatory behaviour towards patients – 

particularly those from socially marginalised groups, such as HIV/AIDS patients. There is 

already some evidence in the literature to support this idea.11,12 For instance, it is known 

that targeted learning focused on attitudes to specific marginalised groups can result 

in a positive attitudinal change13. What is less clear is whether a generic focus on 

professionalisation not focussed specifically on one disease or another is sufficient to 

improve attitudes towards all socially marginalised groups regardless of the socially 

devalued attribute.  

Page 6 of 19

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

 on A
pril 10, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2013-002755 on 28 M

ay 2013. D
ow

nloaded from
 

http://bmjopen.bmj.com/


For peer review
 only

7 

 

In posing this idea that professionalisation may reduce stigmatising attitudes and 

discriminatory behaviour, two refinements need to be introduced.  The first is a 

distinction between generic professionalisation and targeted learning, because it goes 

to the heart of ensuring a responsive and fair health system. For instance in targeted 

learning, if programs need to be developed to address stigmatising attitudes of a 

healthcare workforce to every marginalised group or disease, the cost will be too high 

and the educational process will always be reactive.  A generically professional 

healthcare workforce in contrast that understands and follows –a holistic approach to- 

the ethical codes of conduct is a more flexible workforce, less likely to create a tiered 

healthcare system.   

The second refinement is to draw a distinction between an individual as a 

healthcare professional, and that same individual within a private, non-professional 

domain.  There is no reason to assume that the equanimity possessed in the professional 

domain towards socially marginalised people will translate into the private life of health 

professionals. Furthermore, there is no overwhelming reason to believe that it would be 

appropriate for professional attitudes to be always concordant with private attitudes, 

and earlier investigations of social attitudes among [future] health care professionals 

have clearly depicted discordant attitudes in personal and professional domains14 For 

example, I may be “blind” to the fact that a person is a paedophile for the purposes of 

treating their myocardial infarction, but my vision might be restored if there is some 

indication that they are joining my social circle. 

One might anticipate, therefore, with increasing professionalisation there will 

arise a degree of bifurcation in the social attitudes of healthcare workers towards 
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marginalised people. Specifically, while negative attitudes towards the socially 

marginalised may decrease with increasing professionalisation, for the purposes of 

providing treatment and care, the same change in attitude may not be observed 

towards the socially marginalised in the personal domain.  

Rationale 

Although HIV/AIDS-related stigma in the health services has been studied, little work has 

attended to the relationship between professional development, and changes in 

stigmatising attitudes. Indeed, most research has relied on cross-sectional data to assess 

generic levels of stigma 15–23, without attempting to understand how  the attitudes may 

develop and change over time, or differences between stigma associated with 

professional and private domains of life. This question is particularly crucial in the 

context of health service provision, because of the hypothesised link between the 

trajectory of stigmatising attitudes and the trajectory of professional development.  

The objective of this study is to investigate the relationship between the stage of 

professional development of healthcare students and the kinds of stigmatising attitudes 

held about people living with HIV/AIDS.  More specifically, we aim at measuring the 

attitudes of students towards PLWHA to assess (a) the level of stigmatising attitudes, and 

(b) differences between attitudes in professional and private domains. 

 

Method and analysis: 

Study design 
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The ideal design for this research would be a 4-5 year longitudinal design of healthcare 

students measuring changes in attitude over their professional course. Given the 

preliminary nature of the investigation, however, an alternative approach is proposed 

which limits the resource expenditure while providing a good indication of the ideas' 

merit.  Instead of a longitudinal design, a serial-cross sectional design (to examine 

differences between cohorts in different years of study) will be combined with a two-

point in time longitudinal design (to examine differences between the beginning and 

the end of a single year of study) (Figure 1). Levels of stigma will be measured once at 

the beginning of a single year of study and once at the end of the same year, and this 

will be conducted across year cohorts.  

Figure 1: Study design for MBBS program 

 

 

 

Page 9 of 19

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

 on A
pril 10, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2013-002755 on 28 M

ay 2013. D
ow

nloaded from
 

http://bmjopen.bmj.com/


For peer review
 only

10 

 

Study population 

Monash University is an Australian university that has campuses in other countries 

like Malaysia, South Africa, etc. In this study we would recruit Monash University health 

students of three campuses (two campuses in Australia and one campus in Malaysia). 

The students over the age of 18, studying a four-year plus, professional, health care 

qualification, degree course will be eligible. 

Students with a previous healthcare qualification will be excluded; for example a 

nurse returning to university to pursue medicine.  All participants will be over the age of 

17. 

Sample size calculation 

Usually the number of predictive values –variables- and the type of statistical test 

determine the minimum number of respondents needed. 24,25   For example, once we 

determine that twenty variables measure HIV/AIDS-related stigma and also knowing 

that approximately 15 responses are needed per variable to produce a stable estimate 

for regression models; eventually we would be able to calculate the sample size. 

Hence, the complexity of the study, and the uncertainty about the final measure of 

stigma, precludes the possibility of a reasonable sample size calculation.  

Data analysis plan 

 If the assumptions hold, we anticipate the use of ordinary least squares 

regression to examine differences between the level of stigmatising attitudes between 

year-group cohorts, controlling for appropriate covariates, such as age, sex, 

ethnographic backgrounds, and course.  
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The approach to the analysis of the data, described here, assumes a serial cross-

sectional design. It is easiest to think of the data analysis in terms of  reliability and 

validity testing of the measurement tool, and a linear model (repeated measures 

ANCOVA) where Stigmatising attitudes are the outcome measures; i.e., a repeated 

measure within person. Level of professionalism is treated as an ordered factor, and sex 

and level of HIV knowledge, and degree program are treated as covariates. 

In the preliminary stages exploratory data analysis will be used to check and 

describe the data. Rather than a repeated measure ANCOVA, however, a mixed 

effects linear model will be fitted to the data to control for the repeated measure of 

stigma within person. The data will be analysed using the R statistical environment.26 

Measurement tool 

We will carry out a sequential mixed methods design to develop a measurement 

tool- a questionnaire – provided the current literature lacks the measurement tool, 

suitable for the objectives of this study. We will implement a 4-step approach to create 

the new measurement tool. 

1- We will define the main facets and domains of the measurement tool based on 

“personal domains of stigma” vs. “professional domain of stigma in the context of a 

health professional’s work environment”. We anticipate that this could be achieved by 

creating brief hypothetical scenarios about HIV positive individuals and HIV negative 

individuals in health settings. These hypothetical scenarios –vignettes- could be themed 

to reflect fear of contagion, etc. For example, a scenario in which “a physician refuses 
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to operate on a patient with HIV/AIDS to protect themselves from contracting 

HIV/AIDS.” 

2- We will decide on the items for “personal domain of stigma” and “professional 

domain of stigma” either by adopting the available items from the available validated 

measurement tools or by developing new items. For instance, we will search the 

relevant sources of information i.e., published articles, book chapters, organisational 

documents like international and national code of professional conducts and ethics in 

health field to develop new items for “professional domain of stigma”.2,10,27–32  We 

anticipate that common themes reflecting the traits of professionalism could be 

extracted from the above-said sources of information. For example, fear of contagion; 

risks of infectivity; confidentiality; and resource allocation could be the themes that 

might surface.  

3- We will design the new items as such to capture the interplay between a social –

either professional or personal - responsibility and a potentially stigmatised (HIV positive) 

or non-stigmatised (HIV negative) characteristic. 

4- We will draft the finalised items to create a scale - a questionnaire- and will 

validate it. 

 Eventually we will administer the measurement tool in a series of points in time to 

capture the change(s) in attitude. 

 

Data collection 
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We will collect the data using the newly developed questionnaire by administering 

paper based and/or on-line surveys. The questionnaire will contain demographic 

questions and the initial item pool of questions on HIV/AIDS-related stigma. We will also 

provide each participant with a set of study protocol and explanatory statement – 

describing the purpose of the research, methods, etc. 

 Participating sites 

We anticipate that health students from each year would be invited to participate in 

the study over a one year period. This would allow us to examine differences between 

the level of stigmatising attitudes between year-group cohorts, controlling for 

appropriate covariates, such as age, sex, ethnographic backgrounds, cultural 

backgrounds and course.  

 

Discussion: 

Definitions 

We will adopt an operational definition of professionalism where a measurable 

set of indicators of professionalism could be extracted.33 In the context of future health 

care professionals, the years towards the professional development could be 

considered as one indicator. 

Strengths and weaknesses 
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A major strength of this study is the possibility of creating a measurement tool 

encompassing personal and professional items, representing personal and professional 

attitudes towards PLWHA, respectively. 

Other strength is the study- two-point in time longitudinal- design that will enable 

us to investigate the relationship between stigmatising attitude towards PLWHA and 

professionalisation by allowing us to study the possible change(s) in attitudes over a 

time period.  

The lack of universally accepted definitions of “professionalism”
34,35

 as well as a 

clear set of indicators to measure the levels, could pose a challenge in how one should 

operationalise professionalism in this context.  

Moreover, the bifurcation of social attitude into the private and professional 

domains might be less distinctive than anticipated, and require large samples to detect 

the differences.  We also anticipate to collecting the self-reported attitude rather than 

the actual attitude and this of course would also raise questions about the practical 

importance of the issue, which could be a finding in its own right.  

Conclusion: 

A fair and responsive health system requires a healthcare workforce that is blind 

to the “undeserving” and the “morally reprehensible”.  If we do not gain a better 

understanding of the relationship between professionalisation and negative social 

attitudes and behavior towards the socially marginalised, we are in danger of 

recreating a tiered healthcare system each time a new disease or a new social group is 

devalued.  Notwithstanding the measurement challenges outlined here, the 
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implications for professional education and the health systems agenda are sufficiently 

important that they warrant further investigation.  

Ethics and dissemination: 

 

We have received the ethical approval from Monash MBBS executive committee 

as well as Monash University Human Research Ethics Committee (MUHREC). MUHREC 

allocated the project number “CF12/0829 – 201200368” and categorised this study as 

“Low Risk”. 

Data deposition 

We will keep the data in a locked filing cabinet in Monash university (Sunway 

campus) premises for 5 years; after which the information will be shredded and 

disposed of in secure bins, and digital recordings will be erased in accordance with 

Monash University’s regulations. Only the principal investigator and the researcher will 

have access to the filing cabinet.  

Dissemination plan 

We aim at presenting and publishing the results of this study in national and 

international conferences, and peer-reviewed journals, respectively.  

List of abbreviations: 

HIV …………………………Human Immunodeficiency Virus 

AIDS………………………...Acquired Immune Deficiency Syndrome 

PLWHA……………………..People Living With HIV/AIDS 

ANCOVA………………….Analysis of covariance 
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MBBS………………………..Bachelor of Medicine, Bachelor of Surgery 

MUHREC…………………..Monash University Research Ethics Committee 
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Article summary table: 

Article focus 

-The primary objective of this research is to examine the relationship between 

professionalisation and stigmatising attitude towards PLWHA among healthcare 

students. 

-The secondary aim of this study is to investigate the availability of suitable 

measurement tool(s) - otherwise to create a scale- to measure the transformation of 

HIV/AIDS-related stigma in the context of health professional’s work environment.  

Key messages 

-A fair and responsive health system requires a healthcare workforce that is blind to the 

“undeserving” and the “morally reprehensible”, hence studying the professional 

development in relation with the stigmatising attitude development is of great 

importance in addressing the inequalities in the delivery of care. 

Strengths and limitations of this study 

- The major strength of this protocol is its detailed approach on developing a suitable 

measurement tool as well as its design that will allow us to study the professional 

development and possible change(s) in attitudes over a time period.  

- The limitation of this study is the uncertainties pertaining to the sample size calculation 

as well as the fact that we may measure a self-reported attitude rather than an actual 

attitude.  

Page 19 of 19

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

 on A
pril 10, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2013-002755 on 28 M

ay 2013. D
ow

nloaded from
 

http://bmjopen.bmj.com/


For peer review
 only

 

 
 

Professionalisation and social attitudes: a protocol for 
measuring changes in HIV/AIDS-related stigma among 

healthcare students 
 
 

Journal: BMJ Open 

Manuscript ID: bmjopen-2013-002755.R1 

Article Type: Protocol 

Date Submitted by the Author: 29-Apr-2013 

Complete List of Authors: Ahmadi, Keivan; Monash University, School of Medicine and Health 
Sciences 
Reidpath, Daniel; Monash University, School of Medicine and Health 

Sciences 
Allotey, Pascale; Monash University, School of Medicine and Health 
Sciences 
Hassali, Mohamed Azmi; Universiti Sains Malaysia (USM), Discipline of 
Social and Administrative Pharmacy, School of Pharmaceutical Sciences 

<b>Primary Subject 
Heading</b>: 

HIV/AIDS 

Secondary Subject Heading: Medical education and training, Public health, Sociology 

Keywords: 
EDUCATION & TRAINING (see Medical Education & Training), HIV & AIDS < 
INFECTIOUS DISEASES, Public health < INFECTIOUS DISEASES, MEDICAL 
EDUCATION & TRAINING, PUBLIC HEALTH 

  

 

 

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open
 on A

pril 10, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2013-002755 on 28 M
ay 2013. D

ow
nloaded from

 

http://bmjopen.bmj.com/


For peer review
 only

1 

 

Title Page:    

Professionalisation and social attitudes: a protocol for 

measuring changes in HIV/AIDS-related stigma among 

healthcare students 

 

Authors’ names: 

1- Keivan Ahmadi (KA)                           (Corresponding author) 

Jeffrey Cheah School of Medicine and Health Sciences 

Monash University Sunway Campus, 

Jalan Lagoon Selatan, Bandar Sunway 

46150 Selangor DE 

Malaysia 

Telephone (+603) 55146300 Extn 61569 

Facsimile (+603) 55143623 

Kahm4@student.monash.edu  

Keivan13_ahmadi@yahoo.com 

 

 

2- Daniel D Reidpath (DDR) 

Jeffrey Cheah School of Medicine and Health Sciences 

Monash University Sunway Campus, 

Jalan Lagoon Selatan, Bandar Sunway 

46150 Selangor DE 

Malaysia 

Page 1 of 44

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

 on A
pril 10, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2013-002755 on 28 M

ay 2013. D
ow

nloaded from
 

http://bmjopen.bmj.com/


For peer review
 only

2 

 

daniel.reidpath@monash.edu 

 

3- Pascale Allotey (PA) 

Jeffrey Cheah School of Medicine and Health Sciences 

Monash University Sunway Campus, 

Jalan Lagoon Selatan, Bandar Sunway 

46150 Selangor DE 

Malaysia 

pascale.allotey@monash.edu 

 

 

4- Mohamed Azmi Ahmad Hassali (AH) 

Discipline of Social and Administrative Pharmacy, 

School of Pharmaceutical Sciences, 

Universiti Sains Malaysia, 

11800 Penang, 

Malaysia 

azmihassali@usm.my 

Keywords: 

Professionalism, medical education, Healthcare, HIV/AIDS, stigma, Social attitude  

Word count:  2797  

 

Page 2 of 44

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

 on A
pril 10, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2013-002755 on 28 M

ay 2013. D
ow

nloaded from
 

http://bmjopen.bmj.com/


For peer review
 only

3 

 

 

Title: 

Professionalisation and social attitudes: a protocol for measuring HIV/AIDS-

related stigma among healthcare students 

Abstract:  

Introduction: HIV/AIDS-related stigma affects the access and utilization of health 

services. Although HIV/AIDS-related stigma in the health services has been studied, 

little work has attended to the relationship between professional development, and 

stigmatising attitudes.  Hence, in this study we will extend earlier research by 

examining the relationship between the stage of professional development and the 

kinds of stigmatising attitudes held about people living with HIV/AIDS. 

Methods and analysis: A serial-cross sectional design will be combined with a two-point 

in time longitudinal design to measure the levels of stigma among health students 

from each year of undergraduate and graduate courses in Malaysia and Australia. 

In the absence of suitable measures, we will carry out a sequential mixed methods 

design to develop such a tool. The questionnaire data will be analysed using mixed 

effects linear models to manage the repeated measures. 

Ethics and dissemination: We have received the ethical approval from Monash MBBS 

executive committee as well as Monash University Human Research Ethics 

Committee. We will keep the data in a locked filing cabinet in Monash university 

(Sunway campus) premises for 5 years; after which the information will be shredded 

and disposed of in secure bins, and digital recordings will be erased in accordance 
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with Monash University’s regulations. Only the principal investigator and the 

researcher will have access to the filing cabinet. We aim at presenting and 

publishing the results of this study in national and international conferences, and 

peer-reviewed journals, respectively.  
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Introduction: 

A healthcare workforce that is responsive and fair in its treatment of patients is 

one of the central pillars of a modern health system.1 It is for this reason, among others, 

that healthcare workers are bound by ethical codes of practice to treat patients 

according to their need, and not according to their gender, religious beliefs, sexual 

orientation, skin colour, or other socially (de)valued attributes.2 Possible exceptions to 

this rule of social blindness arise when those otherwise ignorable social attributes may 

affect the diagnosis, prognosis, or choice of the most effective treatment.  

What should happen, however, when the patient is perceived as a complete 

reprobate – a repugnant individual whose very presence challenges the healthcare 

worker's moral foundation?  In theory, the answer is simple – treat the patient in front of 

you according to their healthcare need.  

The challenge for the health system is that practice does not necessarily mirror 

professional intent, and personal prejudices and fear of contagion interfere in decisions 

for care.3–5 The literature is replete with examples of patients who are accorded 

different (worse) treatment because of some perceived moral taint.6 The human 

immunodeficiency virus (HIV) epidemic provides a classic case in point.  Healthcare 

workers have reported not wanting to treat people living with HIV-AIDS (PLWHA) for a 

range of reasons including: because the patient was undeserving; or because treating 

PLWHA would devalue the healthcare worker in the eyes of others.7 This situation has, in 

many instances, created a tiered health system in which “deserving” patients have 

received treatment and the “undeserving” have not.6 High levels of stigma and 
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discrimination are associated with a reduction in access to treatment and care for 

those with undesirable attributes.8 

To overcome the dangers of discrimination associated with the social valuation 

of HIV/AIDS patients, many teaching programs now contain explicit or integrated 

learning objectives that relate to professionalisation.9 The process of professionalisation 

fosters the inculcation of acceptable practice of healthcare workers in line with 

societal expectations, and the social contract between the client and the healthcare 

worker.10–12 In this context, increasing the professionalism of the healthcare workforce is 

as much about improved technical competency as it is about ethics of practice. 

Increasing professionalisation is, thus expected to result in less stigma and 

discrimination in healthcare settings.13   

Whether professionalisation does protect patients against the creation of tiered 

healthcare is an empirical question, but there is reason to believe that it would work by 

reducing negative attitudes and discriminatory behaviour towards patients – 

particularly those from socially marginalised groups, such as HIV/AIDS patients. There is 

already some evidence in the literature to support this idea.14 15 For instance, it is known 

that targeted learning focused on attitudes to specific marginalised groups can result 

in a positive attitudinal change.16 What is less clear is whether a generic focus on 

professionalisation not focussed specifically on one disease or another is sufficient to 

improve attitudes towards all socially marginalised groups regardless of the socially 

devalued attribute.  
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In posing this idea that professionalisation may reduce stigmatising attitudes, two 

refinements need to be introduced.  The first is a distinction between generic 

professionalisation and targeted learning, because it goes to the heart of ensuring a 

responsive and fair health system. For instance in targeted learning, if programs need 

to be developed to address stigmatising attitudes of a healthcare workforce to every 

marginalised group or disease, the cost will be too high and the educational process 

will always be reactive.  A generically professional healthcare workforce in contrast 

that understands and follows –a holistic approach to- the ethical codes of conduct is a 

more flexible workforce, less likely to create a tiered healthcare system.   

The second refinement is to draw a distinction between an individual as a 

healthcare professional, and that same individual within a private, non-professional 

domain.  There is no reason to assume that the equanimity possessed in the professional 

domain towards socially marginalised people will translate into the private life of health 

professionals. Furthermore, there is no overwhelming reason to believe that it would be 

appropriate for professional attitudes to be always concordant with private attitudes, 

and earlier investigations of social attitudes among [future] health care professionals 

have clearly depicted discordant attitudes in personal and professional domains17 For 

example, I may be “blind” to the fact that a person is a paedophile for the purposes of 

treating their myocardial infarction, but my vision might be restored if there is some 

indication that they are joining my social circle. 

One might anticipate, therefore, that with increasing professionalisation there will 

arise a degree of bifurcation in the social attitudes of healthcare workers towards 

marginalised people. Specifically, while negative attitudes towards the socially 
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marginalised may decrease with increasing professionalisation, for the purposes of 

providing treatment and care, the same change in attitude may not be observed 

towards the socially marginalised in the personal domain.  

Rationale 

Although HIV/AIDS-related stigma in the health services has been studied, little work has 

attended to the relationship between professional development, and changes in 

stigmatising attitudes. Indeed, most research has relied on cross-sectional data to assess 

generic levels of stigma 18–28, without attempting to understand how  the attitudes may 

develop and change over time, or differences between stigma associated with 

professional and private domains of life. This question is particularly crucial in the 

context of health service provision, because of the hypothesised link between the 

trajectory of stigmatising attitudes and the trajectory of professional development.  

The primary main objective of this study is to investigate the relationship between 

the stage of professional development of healthcare students and the kinds of 

stigmatising attitudes held about people living with HIV/AIDS.  More specifically, we aim 

at measuring the attitudes of students towards PLWHA to assess (a) the level of 

stigmatising attitudes, and (b) differences between attitudes in professional and private 

domains, and (c) changes in the differences between attitudes in professional and 

private domains as the students become increasingly professionalised.  

Although there are a number of measures of stigma, there are few separate 

measures of stigmatising attitudes in professional and private domains and none 

validated for use in our research setting.  The conditional secondary objective, 
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therefore, is to develop a suitable tool to measure the stigmatising attitudes in 

professional and private domains. This secondary objective, however is described in less 

detail and the protocol assumes that such a measure is identifiable. 

 

Method and analysis: 

Study design 

The ideal design for this research would be a 4-5 year longitudinal study of healthcare 

students measuring changes in attitude over their professional course; however, an 

alternative approach is proposed which limits the resource expenditure while providing 

a good indication of the ideas' merit.  Instead of a longitudinal design, a serial-cross 

sectional design (to examine differences between cohorts in different years of study) 

will be combined with a two-point in time longitudinal design (to examine differences 

between the beginning and the end of a single year of study) (Figure 1). Levels of 

stigma will be measured once at the beginning of a single year of study and once at 

the end of the same year, and this will be conducted across year cohorts.  
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Study population 

Monash University is an Australian university that has multiple campuses in 

Australia as well as campuses in Malaysia and South Africa. In this study we will recruit 

Monash University health students from three campuses (two campuses in Australia and 

one campus in Malaysia). The students over the age of 17, studying a four-year plus, 

professional, health care qualification, degree course will be eligible. 

Students with a previous healthcare qualification will be excluded; for example a 

nurse returning to university to pursue medicine.  Students below the age of 17 will be 

also excluded.   There are no other exclusion criteria. 

Sample size calculation 

Usually the number of predictor variables, the variability in the outcome variable, 

the correlation between the repeated measures, and the type of statistical test 

planned are used to calculate the minimum number of respondents needed to 

achieve a significant result with known probability. 29 The variability in the outcome 

measures is unknown, as is the correlation between the repeated measure of personal 

and professional stigma, making realistic sample size calculation almost impossible.30 

However, a recent study of HIV knowledge and stigma in a Malaysian healthcare 

cohort provides a crude guide.31  In that study without repeated measures, a sample 

size of 340 was calculated.  Inflating this estimate to account for the repeated 

measurement, in what amounts to a conservative design-effect of 2.5, leads to an 

estimated sample size of 850. However, the ethical mechanisms operating within the 

University for the use of students as participants prevents random sampling and one 

must in reality attempt to contact all students.  
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Data analysis plan 

 If the assumptions hold, we anticipate the use of mixed effects linear 

models to examine differences between the level of stigmatising attitudes between 

year-group cohorts, controlling for appropriate covariates, such as age, sex, 

ethnographic backgrounds, and course.  

The approach to the analysis of the data assumes a serial cross-sectional design. 

It is conceptually simplest to think of the data analysis in terms of repeated measures 

analysis of covariance (ANCOVA) where stigmatising attitudes are the outcome 

measures measured twice within person (i.e., a measure of personal and professional 

stigma). The level of professionalism is treated as an ordered factor based on years of 

study; and sex, level of HIV knowledge, and the type of degree program are treated as 

nominal, interval, and nominal covariates respectively. 

In the preliminary stages exploratory data analysis will be used to check and 

describe the data. However, rather than a repeated measures ANCOVA which was 

described for its conceptual simplicity, a mixed effects linear model will be fitted to the 

data to control for the repeated measure of stigma within person. The great 

advantages of a mixed effects linear model for repeated measures designs is that if 

one of the outcome measures is missing (e.g., if a participant fails to complete the 

personal stigma scale but does complete the professional stigma scale), their remaining 

data from the individual can still be retained.  The data will be analysed using the R 

statistical environment.32 
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Measurement tool 

There is currently no measurement tool designed to measure stigmatising 

attitudes in a professional and private domain separately, and this is the secondary 

objective of the research.  We will carry out a sequential mixed methods design to 

develop a measurement tool (i.e., a questionnaire). We will form a group of  health 

specialist(s); health academics; health care team members i.e., nurses, medical 

doctors, pharmacists, etc. with at least 5 years of clinical experience and together we 

will implement a 4-step approach to create the new measurement tool. 

1- We will define the main facets and domains of the measurement tool based on 

“personal domains of stigma” vs. “professional domain of stigma in the context of a 

health professional’s work environment”. We anticipate that this could be achieved by 

creating brief hypothetical scenarios about HIV positive individuals and HIV negative 

individuals in health settings. These hypothetical scenarios –vignettes- could be themed 

to reflect fear of contagion, etc. For example, a scenario in which “a physician refuses 

to operate on a patient with HIV/AIDS to protect themselves from contracting 

HIV/AIDS.” 

2- We will decide on the items for “personal domain of stigma” and “professional 

domain of stigma” either by adopting the available items from the available validated 

measurement tools or by developing new items. For instance, we will search the 

relevant sources of information i.e., published articles, book chapters, organisational 

documents like international and national code of professional conducts and ethics in 

health field to develop new items for “professional domain of stigma”.2 13 33–38  We 

anticipate that common themes reflecting the traits of professionalism could be 
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extracted from the above-said sources of information. For example, fear of contagion; 

risks of infectivity; confidentiality; and resource allocation could be the themes that 

might surface.  

3- We will design the new items as such to capture the interplay between a social –

either professional or personal - responsibility and a potentially stigmatised (HIV positive) 

or non-stigmatised (HIV negative) characteristic. 

4- We will draft the finalised items to create a scale - a questionnaire- and will 

validate it. 

 We will administer the measurement tool in a series of time-points to capture any 

change(s) in attitude. 

Data collection 

We will collect the data using the newly developed questionnaire by administering 

paper based and/or on-line surveys. The on-line version of the survey will be available 

via the “Blackboard” class management system, with a link in the announcements as 

students login (Australia).  The paper based version will be distributed in classrooms at 

the end of the taught session (Malaysia).  There is no risk of students receiving the on-

line version also receiving the paper based version.  

The questionnaire will contain demographic questions and the initial item pool of 

questions on HIV/AIDS-related stigma. We will also provide each participant with and 

the questionnaire and explanatory statement – describing the purpose of the research, 

methods, etc.  
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 Participating sites 

We anticipate that health students from each year will be invited to participate in the 

study over a one year period. This will allow us to examine differences between the 

level of stigmatising attitudes between year-group cohorts, controlling for appropriate 

covariates, such as age, sex, ethnographic backgrounds, cultural backgrounds and 

course.  

Discussion: 

Definitions 

In the context of future health care professionals, the years towards the professional 

development could be considered as one indicator of professionalisation. Clinical 

knowledge, as well as knowledge of contagion and transmission will increase with years 

in a healthcare program.  Within a modern healthcare program, however, there is also 

a focus on professional ethics and professional practice – often implicit rather than 

explicit probably increasing with the shift from pre-clinical to clinical years in a program.  

Under these circumstances the years of training becomes a reasonable indicator of 

professionalisation.  Unfortunately, professionalism then becomes confounded by 

knowledge of transmission.   

Strengths and weaknesses 

The strength of the study is the two-point in time longitudinal design that will 

enable us to investigate the relationship between stigmatising attitude towards PLWHA 

and professionalisation by looking at change(s) in attitudes over a time period.  
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The approach to sampling, which is not ideal but a constraint placed by ethical 

requirements raises the possibility of a selection bias.  In a more general invitation to 

participate given to all students, those with particular attitudinal dispositions (or 

dispositions to change attitudes with professional exposure) may self-select. This needs 

to be noted as a limitation, and may warrant further study. However, the nature of the 

hypothesis, that participants will change on one dimension of stigma attitudes but not 

another, seems to provide some protection against the plausibility of the selection bias 

as an explanation for any observed difference. 

The lack of universally accepted measure of “professionalism”39–41 in healthcare 

students or the healthcare workforce is an issue.  However, within the context of this 

study, years of study is a reasonable indicator in the first instance. 

Moreover, the bifurcation of social attitude into the private and professional 

domains might be less distinctive than anticipated, and require large samples to detect 

the differences.  We also anticipate to collecting the self-reported attitude rather than 

the actual attitude and this of course would also raise questions about the practical 

importance of the issue, which could be a finding in its own right.  

Conclusion: 
A fair and responsive health system requires a healthcare workforce that is blind 

to the “undeserving” and the “morally reprehensible”.  If we do not gain a better 

understanding of the relationship between professionalisation and negative social 

attitudes and behavior towards the socially marginalised, we are in danger of 

recreating a tiered healthcare system each time a new disease or a new social group is 

devalued.  Notwithstanding the measurement challenges outlined here, the 
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implications for professional education and the health systems agenda are sufficiently 

important that they warrant further investigation.  

Ethics and dissemination: 

 

Participation in this study will be completely voluntary, where completion and return 

of the questionnaire will be taken as consent.  This protocol has been approved by the 

Monash University Human Research Ethics Committee (Approval number: CF12/0829 – 

201200368) and categorised as Low Risk. 

Data deposition 

We will keep the data in a locked filing cabinet in Monash university (Sunway 

campus) premises for 5 years; after which the information will be shredded and 

disposed of in secure bins, and digital recordings will be erased in accordance with 

Monash University’s regulations. Only the principal investigator and the researcher will 

have access to the filing cabinet.  

Dissemination plan 

We aim at presenting and publishing the results of this study in national and 

international conferences, and peer-reviewed journals, respectively.  

List of abbreviations: 

HIV …………………………Human Immunodeficiency Virus 

AIDS………………………...Acquired Immune Deficiency Syndrome 

PLWHA……………………..People Living With HIV/AIDS 

ANCOVA………………….Analysis of covariance 
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MBBS………………………..Bachelor of Medicine, Bachelor of Surgery 

MUHREC…………………..Monash University Research Ethics Committee 

 

 

FIGURE LEGEND: 

Figure 1: Study design for MBBS program 

 

References:  

1  Everybody’s business: Strengthening health systems to improve health outcomes. 
2007.http://www.who.int/healthsystems/strategy/everybodys_business.pdf. (accessed 1 
Oct2012). 

2  World Medical Association: Medical Ethics Manual. 
2009.http://www.wma.net/en/10home/index.html (accessed 23 Jan2011). 

3  Ross MW, Hunter CE. Dimensions, content and validation of the fear of AIDS schedule in 
health professionals. Aids Care 1991;3:175–80. 

4  Hamra M, Ross MW, Karuri K, et al. The relationship between expressed HIV/AIDS-related 
stigma and beliefs and knowledge about care and support of people living with AIDS in 
families caring for HIV-infected children in Kenya. Aids Care 2005;17:911–22. 

5  Li L, Wu Z, Zhao Y, et al. Using case vignettes to measure HIV-related stigma among health 
professionals in China. Int J Epidemiol 2007;36:178–84. 

6  Perlick DA, Rosenheck RA, Clarkin JF, et al. Stigma as a barrier to recovery: Adverse effects 
of perceived stigma on social adaptation of persons diagnosed with bipolar affective 
disorder. Psychiatr Serv Wash Dc 2001;52:1627–32. 

7  Chan KY, Stoové MA, Sringernyuang L, et al. Stigmatization of AIDS Patients: Disentangling 
Thai Nursing Students’ Attitudes Towards HIV/AIDS, Drug Use, and Commercial Sex. Aids 

Behav 2007;12:146–57. 

8  Leiter K, Suwanvanichkij V, Tamm I, et al. Human Rights Abuses and Vulnerability to HIV/AIDS: 
The Experiences of Burmese Women in Thailand. Health Hum Rights 2006;9:88–111. 

Page 17 of 44

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

 on A
pril 10, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2013-002755 on 28 M

ay 2013. D
ow

nloaded from
 

http://bmjopen.bmj.com/


For peer review
 only

18 

 

9  Roth MT, Zlatic TD. Development of Student Professionalism. Pharmacotherapy 2009;29:749–
56. 

10  Cruess RL, Cruess SR. Expectations and obligations: professionalism and medicine’s social 
contract with society. Perspect Biol Med 2008;51:579–98. 

11  Robertson A, Minkler M. New Health Promotion Movement: A Critical Examination. Health 

Educ Behav 1994;21:295–312. 

12  Cameron M, Crane N, Ings R, et al. Promoting well-being through creativity: how arts and 
public health can learn from each other. Perspect Public Heal 2013;133:52–9. 

13  Good Medical Practice: A Code of Conduct for Doctors in Australia. 
2009.http://www.amc.org.au/images/Final_Code.pdf (accessed 17 Sep2011). 

14  Cutler JL, Harding KJ, Mozian SA, et al. Discrediting the notion ‘working with “crazies” will 
make you “crazy”’: addressing stigma and enhancing empathy in medical student 
education. Adv Heal Sci Educ 2008;14:487–502. 

15  Bhugra D, Gupta S. Alienist in the 21st century. Asian J Psychiatry 2011;4:92–5. 

16  Uys L, Chirwa M, Kohi T, et al. Evaluation of a Health Setting-Based Stigma Intervention in Five 
African Countries. Aids Patient Care Stds 2009;23:1059–66. 

17  Vargo W. James, Semple E. John. Professional and Personal Attitudes of Physiotherapy 
Students Toward Disabled Persons. Aust J Physiother 1988;34:23–6. 

18  Agrawal HK, Rao RSP, Chandrashekar S, et al. Knowledge of and attitudes to HIV/AIDS of 
senior secondary school pupils and trainee teachers in Udupi District, Karnataka, India. Ann 

Trop Paediatr Int Child Heal 1999;19:143–9. 

19  Herek GM, Capitanio JP, Widaman KF. Stigma, social risk, and health policy: Public attitudes 
toward HIV surveillance policies and the social construction of illness. Health Psychol 
2003;22:533. 

20  Kalichman SC, Simbayi LC. HIV testing attitudes, AIDS stigma, and voluntary HIV counselling 
and testing in a black township in Cape Town, South Africa. Sex Transm Infect 2003;79:442 –
447. 

21  Reidpath DD, Brijnath B, Chan KY. An Asia Pacific six-country study on HIV-related 
discrimination: introduction. Aids Care 2005;17 Suppl 2:S117–127. 

22  Chan KY, Yang Y, Zhang K-L, et al. Disentangling the stigma of HIV/AIDS from the stigmas of 
drugs use, commercial sex and commercial blood donation - a factorial survey of medical 
students in China. BMC Public Health 2007;7:280. 

23  Abell N, Rutledge S, McCann T, et al. Examining HIV/AIDS provider stigma: assessing regional 
concerns in the islands of the Eastern Caribbean. Aids Care 2007;19:242–7. 

24  Chan K, Stoové MA, Reidpath DD. Stigma, social reciprocity and exclusion of HIV/AIDS 
patients with illicit drug histories: A study of Thai nurses’ attitudes. Harm Reduct J 2008;5:28. 

Page 18 of 44

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

 on A
pril 10, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2013-002755 on 28 M

ay 2013. D
ow

nloaded from
 

http://bmjopen.bmj.com/


For peer review
 only

19 

 

25  Varas-Díaz N, Neilands TB, Malavé Rivera S, et al. Religion and HIV/AIDS stigma: Implications 
for health professionals in Puerto Rico. Glob Public Health 2010;5:295–312. 

26  Chao L-W, Gow J, Akintola G, et al. HIV/AIDS stigma attitudes among educators in KwaZulu-
Natal, South Africa. J Sch Health 2010;80:561–9. 

27  Obermeyer CM, Bott S, Carrieri P, et al. HIV testing, treatment and prevention: generic tools 
for operational research. Geneva World Heal Organ 2009. 

28  Nyblade L. Measuring HIV stigma: Existing knowledge and gaps. Psychol Health Med 
2006;11:335–45. 

29  Overall JE, Doyle SR. Estimating sample sizes for repeated measurement designs. Control Clin 

Trials 1994;15:100–23. 

30  Proschan MA. Two-stage sample size re-estimation based on a nuisance parameter: a 
review. J Biopharm Stat 2005;15:559–74. 

31  Chew BH, Cheong AT. Assessing HIV/AIDS Knowledge and Stigmatizing Attitudes among 
Medical Students in Universiti Putra Malaysia. Med J Malaysia 2013;68:24–9. 

32  R Development Core Team. R: A Language and Environment for Statistical Computing. 
Vienna, Austria: : R Foundation for Statistical Computing 2012. http://www.r-project.org/ 
(accessed 16 Oct2012). 

33  Code of Professional Conduct - Nurses and Midwives Board. 
http://nursesstaging.elcom.com.au/Code-of-Professional-Conduct/default.aspx (accessed 
17 Sep2011). 

34  Code of Medical Ethics. 
2002.http://www.mma.org.my/Resources/Codes/tabid/78/Default.aspx (accessed 17 
Sep2011). 

35  Pharmaceutical Society of Australia. http://www.psa.org.au/site.php?id=628 (accessed 17 
Sep2011). 

36  Malaysian Pharmaceutical Society. http://www.mps.org.my/index.cfm?&menuid=57 
(accessed 17 Sep2011). 

37  Principles of Ethics and Code of Professional Conduct. 2012.http://www.ada.org (accessed 
14 Nov2012). 

38  The ICN Code of Ethics for Nurses. 2006.http://www.icn.ch (accessed 14 Nov2012). 

39  Arnold L. Assessing professional behavior: yesterday, today, and tomorrow. Acad Med J 

Assoc Am Med Coll 2002;77:502–15. 

40  Dana Purkerson Hammer. Professional attitudes and behaviors: The ‘A’s and B’s’ of 
professionalism. Am J Pharm Educ 2000;64:455. 

Page 19 of 44

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

 on A
pril 10, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2013-002755 on 28 M

ay 2013. D
ow

nloaded from
 

http://bmjopen.bmj.com/


For peer review
 only

20 

 

41  Ahmadi K, Ahmad Hassali MA. Professionalism in Pharmacy: A Continual Societal and 
Intellectual Challenge. Am J Pharm Educ 2012;76:72. 

 

Authors’ contributions: 

KA developed the concept and DDR reshaped it. KA and DDR have made 

substantive intellectual contributions to the manuscript. PA and AH have revised the 

manuscript critically and have improved the presentation of the ideas. All four authors 

have given the final approval to publishing this manuscript. 

Funding statement: 

This work is supported by an internal grant from global public health (GPH) research 

strength, school of medicine and health sciences, Monash University Sunway campus. 

The grant number is 5140056. 

Competing interests statement: 

The authors declare that they have no competing interests. 

Page 20 of 44

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

 on A
pril 10, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2013-002755 on 28 M

ay 2013. D
ow

nloaded from
 

http://bmjopen.bmj.com/


For peer review
 only

21 

 

 

Article summary table: 

Article focus 

-The primary objective of this research is to examine the relationship between 

professionalisation and stigmatising attitude towards PLWHA among healthcare 

students. 

-The secondary aim of this study is to investigate the availability of suitable 

measurement tool(s) - otherwise to create a scale- to measure the transformation of 

HIV/AIDS-related stigma in the context of health professional’s work environment.  

Key messages 

-A fair and responsive health system requires a healthcare workforce that is blind to the 

“undeserving” and the “morally reprehensible”, hence studying the professional 

development in relation with the stigmatising attitude development is of great 

importance in addressing the inequalities in the delivery of care. 

Strengths and limitations of this study 

- The major strength of this protocol is its design that will allow us to study the 

professional development and possible change(s) in attitudes over a time period.  

- The limitation of this study is the uncertainties pertaining to the sample size calculation 

as well as the fact that we may measure a self-reported attitude rather than an actual 

attitude. The sampling limitations imposed by ethical requirements also raise issues 

about a selection bias. While the possibility of the bias needs to be acknowledged, the 

nature of the research question probably limits the bias. 
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Title: 

Professionalisation and social attitudes: a protocol for measuring HIV/AIDS-

related stigma among healthcare students 

Abstract:  

Introduction: HIV/AIDS-related stigma affects the access and utilization of health 

services. Although HIV/AIDS-related stigma in the health services has been studied, 

little work has attended to the relationship between professional development, and 

stigmatising attitudes.  Hence, in this study we will extend earlier research by 

examining the relationship between the stage of professional development and the 

kinds of stigmatising attitudes held about people living with HIV/AIDS. 

Methods and analysis: A serial-cross sectional design will be combined with a two-point 

in time longitudinal design to measure the levels of stigma among health students 

from each year of undergraduate and graduate courses in Malaysia and Australia. 

In the absence of suitable measures, we will carry out a sequential mixed methods 

design to develop such a tool. The questionnaire data will be analysed using mixed 

effects linear models to manage the repeated measures. 

Ethics and dissemination: We have received the ethical approval from Monash MBBS 

executive committee as well as Monash University Human Research Ethics 

Committee. We will keep the data in a locked filing cabinet in Monash university 

(Sunway campus) premises for 5 years; after which the information will be shredded 

and disposed of in secure bins, and digital recordings will be erased in accordance 
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with Monash University’s regulations. Only the principal investigator and the 

researcher will have access to the filing cabinet. We aim at presenting and 

publishing the results of this study in national and international conferences, and 

peer-reviewed journals, respectively.  
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Introduction: 

A healthcare workforce that is responsive and fair in its treatment of patients is 

one of the central pillars of a modern health system.1 It is for this reason, among others, 

that healthcare workers are bound by ethical codes of practice to treat patients 

according to their need, and not according to their gender, religious beliefs, sexual 

orientation, skin colour, or other socially (de)valued attributes.2 Possible exceptions to 

this rule of social blindness arise when those otherwise ignorable social attributes may 

affect the diagnosis, prognosis, or choice of the most effective treatment.  

What should happen, however, when the patient is perceived as a complete 

reprobate – a repugnant individual whose very presence challenges the healthcare 

worker's moral foundation?  In theory, the answer is simple – treat the patient in front of 

you according to their healthcare need.  

The challenge for the health system is that practice does not necessarily mirror 

professional intent, and personal prejudices and fear of contagion interfere in decisions 

for care.3–5 The literature is replete with examples of patients who are accorded 

different (worse) treatment because of some perceived moral taint.6 The human 

immunodeficiency virus (HIV) epidemic provides a classic case in point.  Healthcare 

workers have reported not wanting to treat people living with HIV-AIDS (PLWHA) for a 

range of reasons including: because the patient was undeserving; or because treating 

PLWHA would devalue the healthcare worker in the eyes of others.7 This situation has, in 

many instances, created a tiered health system in which “deserving” patients have 

received treatment and the “undeserving” have not.6 High levels of stigma and 
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discrimination are associated with a reduction in access to treatment and care for 

those with undesirable attributes.8 

To overcome the dangers of discrimination associated with the social valuation 

of HIV/AIDS patients, many teaching programs now contain explicit or integrated 

learning objectives that relate to professionalisation.9 The process of professionalisation 

fosters the inculcation of acceptable practice of healthcare workers in line with 

societal expectations, and the social contract between the client and the healthcare 

worker.10–12 In this context, increasing the professionalism of the healthcare workforce is 

as much about improved technical competency as it is about ethics of practice. 

Increasing professionalisation is, thus expected to result in less stigma and 

discrimination in healthcare settings.13   

Whether professionalisation does protect patients against the creation of tiered 

healthcare is an empirical question, but there is reason to believe that it would work by 

reducing negative attitudes and discriminatory behaviour towards patients – 

particularly those from socially marginalised groups, such as HIV/AIDS patients. There is 

already some evidence in the literature to support this idea.14 15 For instance, it is known 

that targeted learning focused on attitudes to specific marginalised groups can result 

in a positive attitudinal change.16 What is less clear is whether a generic focus on 

professionalisation not focussed specifically on one disease or another is sufficient to 

improve attitudes towards all socially marginalised groups regardless of the socially 

devalued attribute.  
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In posing this idea that professionalisation may reduce stigmatising attitudes, two 

refinements need to be introduced.  The first is a distinction between generic 

professionalisation and targeted learning, because it goes to the heart of ensuring a 

responsive and fair health system. For instance in targeted learning, if programs need 

to be developed to address stigmatising attitudes of a healthcare workforce to every 

marginalised group or disease, the cost will be too high and the educational process 

will always be reactive.  A generically professional healthcare workforce in contrast 

that understands and follows –a holistic approach to- the ethical codes of conduct is a 

more flexible workforce, less likely to create a tiered healthcare system.   

The second refinement is to draw a distinction between an individual as a 

healthcare professional, and that same individual within a private, non-professional 

domain.  There is no reason to assume that the equanimity possessed in the professional 

domain towards socially marginalised people will translate into the private life of health 

professionals. Furthermore, there is no overwhelming reason to believe that it would be 

appropriate for professional attitudes to be always concordant with private attitudes, 

and earlier investigations of social attitudes among [future] health care professionals 

have clearly depicted discordant attitudes in personal and professional domains17 For 

example, I may be “blind” to the fact that a person is a paedophile for the purposes of 

treating their myocardial infarction, but my vision might be restored if there is some 

indication that they are joining my social circle. 

One might anticipate, therefore, that with increasing professionalisation there will 

arise a degree of bifurcation in the social attitudes of healthcare workers towards 

marginalised people. Specifically, while negative attitudes towards the socially 
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marginalised may decrease with increasing professionalisation, for the purposes of 

providing treatment and care, the same change in attitude may not be observed 

towards the socially marginalised in the personal domain.  

Rationale 

Although HIV/AIDS-related stigma in the health services has been studied, little work has 

attended to the relationship between professional development, and changes in 

stigmatising attitudes. Indeed, most research has relied on cross-sectional data to assess 

generic levels of stigma 18–28, without attempting to understand how  the attitudes may 

develop and change over time, or differences between stigma associated with 

professional and private domains of life. This question is particularly crucial in the 

context of health service provision, because of the hypothesised link between the 

trajectory of stigmatising attitudes and the trajectory of professional development.  

The primary main objective of this study is to investigate the relationship between 

the stage of professional development of healthcare students and the kinds of 

stigmatising attitudes held about people living with HIV/AIDS.  More specifically, we aim 

at measuring the attitudes of students towards PLWHA to assess (a) the level of 

stigmatising attitudes, and (b) differences between attitudes in professional and private 

domains, and (c) changes in the differences between attitudes in professional and 

private domains as the students become increasingly professionalised.  

Although there are a number of measures of stigma, there are few separate 

measures of stigmatising attitudes in professional and private domains and none 

validated for use in our research setting.  The conditional secondary objective, 
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therefore, is to develop a suitable tool to measure the stigmatising attitudes in 

professional and private domains. This secondary objective, however is described in less 

detail and the protocol assumes that such a measure is identifiable. 

 

Method and analysis: 

Study design 

The ideal design for this research would be a 4-5 year longitudinal study of healthcare 

students measuring changes in attitude over their professional course; however, an 

alternative approach is proposed which limits the resource expenditure while providing 

a good indication of the ideas' merit.  Instead of a longitudinal design, a serial-cross 

sectional design (to examine differences between cohorts in different years of study) 

will be combined with a two-point in time longitudinal design (to examine differences 

between the beginning and the end of a single year of study) (Figure 1). Levels of 

stigma will be measured once at the beginning of a single year of study and once at 

the end of the same year, and this will be conducted across year cohorts.  

Figure 1: Study design for MBBS program 
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Study population 

Monash University is an Australian university that has multiple campuses in 

Australia as well as campuses in Malaysia and South Africa. In this study we will recruit 

Monash University health students from three campuses (two campuses in Australia and 

one campus in Malaysia). The students over the age of 17, studying a four-year plus, 

professional, health care qualification, degree course will be eligible. 

Students with a previous healthcare qualification will be excluded; for example a 

nurse returning to university to pursue medicine.  Students below the age of 17 will be 

also excluded.   There are no other exclusion criteria. 

Sample size calculation 
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Usually the number of predictor variables, the variability in the outcome variable, 

the correlation between the repeated measures, and the type of statistical test 

planned are used to calculate the minimum number of respondents needed to 

achieve a significant result with known probability. 29 The variability in the outcome 

measures is unknown, as is the correlation between the repeated measure of personal 

and professional stigma, making realistic sample size calculation almost impossible.30 

However, a recent study of HIV knowledge and stigma in a Malaysian healthcare 

cohort provides a crude guide.31  In that study without repeated measures, a sample 

size of 340 was calculated.  Inflating this estimate to account for the repeated 

measurement, in what amounts to a conservative design-effect of 2.5, leads to an 

estimated sample size of 850. However, the ethical mechanisms operating within the 

University for the use of students as participants prevents random sampling and one 

must in reality attempt to contact all students.  

 

Data analysis plan 

 If the assumptions hold, we anticipate the use of mixed effects linear 

models to examine differences between the level of stigmatising attitudes between 

year-group cohorts, controlling for appropriate covariates, such as age, sex, 

ethnographic backgrounds, and course.  

The approach to the analysis of the data assumes a serial cross-sectional design. 

It is conceptually simplest to think of the data analysis in terms of repeated measures 

analysis of covariance (ANCOVA) where stigmatising attitudes are the outcome 
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measures measured twice within person (i.e., a measure of personal and professional 

stigma). The level of professionalism is treated as an ordered factor based on years of 

study; and sex, level of HIV knowledge, and the type of degree program are treated as 

nominal, interval, and nominal covariates respectively. 

In the preliminary stages exploratory data analysis will be used to check and 

describe the data. However, rather than a repeated measures ANCOVA which was 

described for its conceptual simplicity, a mixed effects linear model will be fitted to the 

data to control for the repeated measure of stigma within person. The great 

advantages of a mixed effects linear model for repeated measures designs is that if 

one of the outcome measures is missing (e.g., if a participant fails to complete the 

personal stigma scale but does complete the professional stigma scale), their remaining 

data from the individual can still be retained.  The data will be analysed using the R 

statistical environment.32 

Measurement tool 

There is currently no measurement tool designed to measure stigmatising 

attitudes in a professional and private domain separately, and this is the secondary 

objective of the research.  We will carry out a sequential mixed methods design to 

develop a measurement tool (i.e., a questionnaire). We will form a group of  health 

specialist(s); health academics; health care team members i.e., nurses, medical 

doctors, pharmacists, etc. with at least 5 years of clinical experience and together we 

will implement a 4-step approach to create the new measurement tool. 
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1- We will define the main facets and domains of the measurement tool based on 

“personal domains of stigma” vs. “professional domain of stigma in the context of a 

health professional’s work environment”. We anticipate that this could be achieved by 

creating brief hypothetical scenarios about HIV positive individuals and HIV negative 

individuals in health settings. These hypothetical scenarios –vignettes- could be themed 

to reflect fear of contagion, etc. For example, a scenario in which “a physician refuses 

to operate on a patient with HIV/AIDS to protect themselves from contracting 

HIV/AIDS.” 

2- We will decide on the items for “personal domain of stigma” and “professional 

domain of stigma” either by adopting the available items from the available validated 

measurement tools or by developing new items. For instance, we will search the 

relevant sources of information i.e., published articles, book chapters, organisational 

documents like international and national code of professional conducts and ethics in 

health field to develop new items for “professional domain of stigma”.2 13 33–38  We 

anticipate that common themes reflecting the traits of professionalism could be 

extracted from the above-said sources of information. For example, fear of contagion; 

risks of infectivity; confidentiality; and resource allocation could be the themes that 

might surface.  

3- We will design the new items as such to capture the interplay between a social –

either professional or personal - responsibility and a potentially stigmatised (HIV positive) 

or non-stigmatised (HIV negative) characteristic. 
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4- We will draft the finalised items to create a scale - a questionnaire- and will 

validate it. 

 We will administer the measurement tool in a series of time-points to capture any 

change(s) in attitude. 

Data collection 

We will collect the data using the newly developed questionnaire by administering 

paper based and/or on-line surveys. The on-line version of the survey will be available 

via the “Blackboard” class management system, with a link in the announcements as 

students login (Australia).  The paper based version will be distributed in classrooms at 

the end of the taught session (Malaysia).  There is no risk of students receiving the on-

line version also receiving the paper based version.  

The questionnaire will contain demographic questions and the initial item pool of 

questions on HIV/AIDS-related stigma. We will also provide each participant with and 

the questionnaire and explanatory statement – describing the purpose of the research, 

methods, etc.  

 

 Participating sites 

We anticipate that health students from each year will be invited to participate in the 

study over a one year period. This will allow us to examine differences between the 

level of stigmatising attitudes between year-group cohorts, controlling for appropriate 

covariates, such as age, sex, ethnographic backgrounds, cultural backgrounds and 

course.  
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Discussion: 

Definitions 

In the context of future health care professionals, the years towards the professional 

development could be considered as one indicator of professionalisation. Clinical 

knowledge, as well as knowledge of contagion and transmission will increase with years 

in a healthcare program.  Within a modern healthcare program, however, there is also 

a focus on professional ethics and professional practice – often implicit rather than 

explicit probably increasing with the shift from pre-clinical to clinical years in a program.  

Under these circumstances the years of training becomes a reasonable indicator of 

professionalisation.  Unfortunately, professionalism then becomes confounded by 

knowledge of transmission.   

Strengths and weaknesses 

The strength of the study is the two-point in time longitudinal design that will 

enable us to investigate the relationship between stigmatising attitude towards PLWHA 

and professionalisation by looking at change(s) in attitudes over a time period.  

The approach to sampling, which is not ideal but a constraint placed by ethical 

requirements raises the possibility of a selection bias.  In a more general invitation to 

participate given to all students, those with particular attitudinal dispositions (or 

dispositions to change attitudes with professional exposure) may self-select. This needs 

to be noted as a limitation, and may warrant further study. However, the nature of the 

hypothesis, that participants will change on one dimension of stigma attitudes but not 
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another, seems to provide some protection against the plausibility of the selection bias 

as an explanation for any observed difference. 

The lack of universally accepted measure of “professionalism”39–41 in healthcare 

students or the healthcare workforce is an issue.  However, within the context of this 

study, years of study is a reasonable indicator in the first instance. 

Moreover, the bifurcation of social attitude into the private and professional 

domains might be less distinctive than anticipated, and require large samples to detect 

the differences.  We also anticipate to collecting the self-reported attitude rather than 

the actual attitude and this of course would also raise questions about the practical 

importance of the issue, which could be a finding in its own right.  

Conclusion: 
A fair and responsive health system requires a healthcare workforce that is blind 

to the “undeserving” and the “morally reprehensible”.  If we do not gain a better 

understanding of the relationship between professionalisation and negative social 

attitudes and behavior towards the socially marginalised, we are in danger of 

recreating a tiered healthcare system each time a new disease or a new social group is 

devalued.  Notwithstanding the measurement challenges outlined here, the 

implications for professional education and the health systems agenda are sufficiently 

important that they warrant further investigation.  

Ethics and dissemination: 
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Participation in this study will be completely voluntary, where completion and return 

of the questionnaire will be taken as consent.  This protocol has been approved by the 

Monash University Human Research Ethics Committee (Approval number: CF12/0829 – 

201200368) and categorised as Low Risk. 

Data deposition 

We will keep the data in a locked filing cabinet in Monash university (Sunway 

campus) premises for 5 years; after which the information will be shredded and 

disposed of in secure bins, and digital recordings will be erased in accordance with 

Monash University’s regulations. Only the principal investigator and the researcher will 

have access to the filing cabinet.  

Dissemination plan 

We aim at presenting and publishing the results of this study in national and 

international conferences, and peer-reviewed journals, respectively.  

List of abbreviations: 

HIV …………………………Human Immunodeficiency Virus 

AIDS………………………...Acquired Immune Deficiency Syndrome 

PLWHA……………………..People Living With HIV/AIDS 

ANCOVA………………….Analysis of covariance 

MBBS………………………..Bachelor of Medicine, Bachelor of Surgery 

MUHREC…………………..Monash University Research Ethics Committee 
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Article summary table: 

Article focus 

-The primary objective of this research is to examine the relationship between 

professionalisation and stigmatising attitude towards PLWHA among healthcare 

students. 

-The secondary aim of this study is to investigate the availability of suitable 

measurement tool(s) - otherwise to create a scale- to measure the transformation of 

HIV/AIDS-related stigma in the context of health professional’s work environment.  

Key messages 

-A fair and responsive health system requires a healthcare workforce that is blind to the 

“undeserving” and the “morally reprehensible”, hence studying the professional 

development in relation with the stigmatising attitude development is of great 

importance in addressing the inequalities in the delivery of care. 

Strengths and limitations of this study 

- The major strength of this protocol is its design that will allow us to study the 

professional development and possible change(s) in attitudes over a time period.  

- The limitation of this study is the uncertainties pertaining to the sample size calculation 

as well as the fact that we may measure a self-reported attitude rather than an actual 

attitude. The sampling limitations imposed by ethical requirements also raise issues 

about a selection bias. While the possibility of the bias needs to be acknowledged, the 

nature of the research question probably limits the bias. 
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