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Objective: To understand the current situation of stigmatizing attitudes toward Coronavirus Disease 2019 (COVID-19) in China and compare it with acquired immunodeficiency syndrome (AIDS).

Methods: Convenient sampling and vignette-based methods were used to recruit participants on WeChat. A demographic form and adopted stigma scale were used to collect participants' demographic information and stigmatizing attitudes toward COVID-19 and AIDS.

Results: A total of 13,994 questionnaires were included in this study. A high portion of participants tend to avoid contact with individuals affected with COVID-19 (74.3%) or AIDS (59.0%), as well as their family members (70.4% for COVID-19 and 47.9% for AIDS). About half of the participants agreed that affected persons could not only cause problems to their own family but also have adverse effects on others (59.6% and 55.6% for COVID-19, 56.9 and 47.0% for AIDS). The agreements with statements about perceived stigma were similar but slightly higher than those about personal stigma in both COVID-19 and AIDS. Participants' agreements with all statements regarding personal and perceived stigma attitudes between COVID-19 and AIDS were all statistically significant (p < 0.001). Participants obtained COVID-19-related information mainly from social media (91.3%) and newspaper or television (77.1%) during the epidemic, and 61.0% of them thought information from newspapers or television was the most reliable.

Conclusion: Several similarities and differences of people's attitude toward COVID-19 and AIDS were found. Avoidance, blame, and secondary discrimination to diagnosed persons and their surrounding persons were the main representations of COVID-19-related stigma. Stigma of COVID-19 had less moral link but more public panic. Experience from HIV-related stigma reduction and prevention can be applied to reduce COVID-19-related stigma.
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INTRODUCTION

Novel Coronavirus Disease 2019 (COVID-19) is an infectious disease caused by severe acute respiratory syndrome coronavirus 2 (SARS-COV-2). The disease spectrum caused by this virus ranges from asymptomatic, fever, cough, and fatigue to severe acute respiratory distress syndrome (ARDS), and even death (1). According to a report of 72,314 cases in China, 81% patients' symptom was sorted as mild, 14% were severe that need ventilation in an intensive care unit (ICU), and 5% were critical that had respiratory failure, septic shock, and/or multiple-organ dysfunction or failure (2). SARS-COV-2 spreads mainly via respiratory and closed contact (3) and is infectious during the latent period (4) which ranges from 2 to 14 days (median: 4–5 days) (5). As the strong infectivity (median R0 = 5.7, 95% CI: 3.8–8.9) and fast transmission of SARS-COV-2 (6), COVID-19 soon spread around the world. The WHO proclaimed COVID-19 as a public health emergency and designated it a pandemic on March 11, 2020 (7). There are several vaccines available for COVID-19 which could provide protection for those older than 16 to some extent (8). However, some variations of SARS-COV-2 have been detected globally and the efficacy of vaccines has absolute marked differences (9, 10).

Stigma was first proposed by Erving Goffman in 1963, which was defined as a “sign” or an attribute that reduces an individual's status in the eyes of society (11). It was also interpreted as a mark of shame and disapproval that result in a person apart from others (12). It refers to people's negative emotional experience of disease, including personal stigma and perceived stigma. Personal stigma is a process of stereotype, prejudice, and discrimination, while perceived stigma indicates that someone is approved of the public discrimination against the group (13). Extreme fear of a disease and self-defense may be related to stigma. Mental disorders, physical disability, and emerging infectious diseases have been reported with different degrees of stigma (14). Stigma has always been a major focus throughout the pandemic of an infectious disease (3). The impact of infectious disease stigma is no less than the disease itself. Not only does it influence the patients' quality of life and social ability, but it also affects the publics' attitude toward disease prevention, service delivery, medical resource allocation, and health policymaking (15). Isolation measures were taken during the outbreak of COVID-19, which effectively decreased the morbidity and mortality of COVID-19 but may increase stigma inversely (16). Some scholars pointed that compared with other regions, people resident in the infectious area were more likely to be prejudiced and discriminated (17). The fear of getting infected of COVID-19 and self-defense might contribute to stigmatizing attitude (18), and the stigma of this infectious disease may inversely lead to delayed help-seeking. COVID-19-related stigma may pose a serious threat to COVID-19 patients and survivors, as well as their families and surrounding people. Several incidents of stigmatization, even physical violence toward patients, survivors, and medical workers, have occurred during this pandemic all around the world (19). There were numerous studies investigating sleeping disorder, anxiety, depression, post-traumatic stress disorder, and other mental disorders related since the outbreak of COVID-19; however, few have focused on COVID-19-related stigma (20). Since there is no effective therapy toward COVID-19 so far, people's attitude to COVID-19 is worth investigating.

Acquired immunodeficiency syndrome (AIDS), caused by human immunodeficiency virus (HIV), is another kind of infectious disease transmitted mainly via unprotected sexual activity, contaminated blood transfusion, and contaminated needles and from mother to child during pregnancy (21). Numerous studies about AIDS and its stigma have been done (22), and several systematic reviews have been published (23, 24). Previous stigma-related studies on AIDS reported that HIV-positive individuals were more vulnerable to receive stigma from others, which usually contain health, moral, and racial dimensions and promoted stigma including intrapersonal, interpersonal, and social aspects (25). Both COVID-19 and AIDS are infectious diseases with no definite therapy, and suffering from COVID-19 or AIDS will cause a certain damage to both individuals and our society. Therefore, we try to learn COVID-19 stigma by comparing with AIDS stigma, as Logie thought that we can learn the experience of studying AIDS stigma and leverage the approaches used to reduce AIDS stigma to address COVID-19 stigma (26).

Hence, we conducted this study with the aims of (1) investigating publics' stigmatizing attitudes toward COVID-19 and (2) comparing publics' stigmatizing attitudes between COVID-19 and AIDS to find the similarities and differences. From this study, we hope to provide some theoretical basis for psychological intervention toward COVID-19 stigma and further policymaking.



MATERIALS AND METHODS


Participants

Participants were recruited online, and inclusion criteria were (1) age ≥16, (2) can fully understand the informed consent and questionnaire, (3) willing to participate in the survey and can sign the informed consent online.



Procedures and Materials

Data were obtained using the convenient sampling method through a WeChat-based questionnaire including demographic questionnaire, a stigma scale that was adopted from the Explanatory Model Interview Catalog-Community Stigma Scale (EMIC-CSS) (27), and Depression Stigma Scale (DSS) (28). Participants' demographic information such as gender, age, education, and occupation was collected through a demographic questionnaire. The 18-item stigma-related scale consists of personal stigma aspect and perceived stigma aspect with nine items separately (seen in Supplementary Table S1) and was used to measure participants' stigma attitudes toward COVID-19 and AIDS. A vignette-based survey method was used in this study. A hypothetical case diagnosed with COVID-19 and a case diagnosed with AIDS were listed separately, followed by 18 questions evaluating participants' personal and perceived stigma toward the hypothetical case. Participants were asked to choose their own answers from “strongly agree,” “agree,” “uncertain,” “disagree,” and “strongly disagree.” The vignettes and stigma-related questions were as follows.

Vignette of COVID-19: “Li Ming (pseudonym) has been living in Wuhan. After the outbreak of COVID-19, he consciously isolated himself at home and wore a mask when he went out occasionally. Li Ming recently had a fever, cough and other symptoms. He was diagnosed with new coronavirus pneumonia and has been hospitalized. Li Ming did not know he was infected with the virus until he has been diagnosed.”

Vignette of AIDS: “Zhang Yi (pseudonym) has been living in Wuhan. After the outbreak of the COVID-19, he consciously isolated himself at home and wore a mask when he went out occasionally. Zhang Yi recently had a fever, fatigue and other symptoms. He was diagnosed with AIDS and has been hospitalized. Zhang Yi did not know he was infected with HIV until he has been diagnosed.”

Public's personal stigma attitudes were measured by the following nine questions: (1) If I were him, I would prefer to keep people from knowing about my situation; (2) I'm not willing to provide home service (such as delivery) for him or visit his home; (3) I think that he was affected by the disease because of his carelessness; (4) I think that his situation will cause problems to his family; (5) I think that his situation will have an adverse effect on others; (6) I will look down on him; (7) I try to avoid contact with him, especially physical contact; (8) I try to avoid contact with his family; and (9) I will look down on his family because of his situation.

Public's perceived stigma attitudes were measured by replacing “I think/will…” with “Most people think/will…” of the above nine questions.

We also investigated the usual source that participants used to get the COVID-19-related knowledge during the epidemic to estimate the role of each medium in spreading information.



Ethical Considerations

The study protocol was approved by the Ethics Committee of Second Xiangya Hospital, Central South University. Informed consents were listed on the first page of the questionnaire independently. Before answering questions, potential participants were asked to read informed consents carefully and determined whether they were willing to participate in this study. Those who click “yes” would obtain the whole questionnaire to complete, while others were displayed an end page of this study and appreciation.



Statistical Analysis

Frequency and percentage were used to describe demographic data while percentage frequencies and 95% confidence interval (CI) were computed for stigma items. Categories of “strongly agree” and “agree” were merged into “agreement” for descriptions. A paired T-test was used to compare participants' stigmatizing attitudes between the two vignettes. All data analyses were conducted in SPSS 25.0, and p < 0.05 was considered as statistically significant.




RESULTS


Demographic Information

In total, 19,355 questionnaires were collected and 5,341 were excluded after manual review. The screening principles were as follows: (1) <2 s to finish each item, (2) ≥2 questionnaires from the same IP (only the first one was retained), (3) obvious errors, e.g., a 17-year-old person chooses “married” in the marriage item. Finally, 13,994 participants (55.4% male) were included with the efficiency of 72.3%. The average age was (30.44 ± 9.63) (x ± s); 65.9% of the participants were from city. Over 54.3% participants were with the educated year longer than 12 years, and 13.3% were residents in Wuhan province during the epidemic. More demographic details are seen in Table 1.


Table 1. Demographic characteristics of participants (N = 13,994).
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Personal Stigma Toward COVID-19 and AIDS

Participants' own attitudes toward COVID-19 and AIDS are presented in Table 2. Participants were most likely to agree to avoid contact either with people diagnosed with COVID-19 or with their family members, as 74.3% participants strongly agreed or agreed to avoid contact with people diagnosed with COVID-19 and 70.4% strongly agreed or agreed to avoid contact with their family, while 59.0 and 47.9% participants tended to avoid contact with individuals diagnosed with AIDS and their families. Participants' agreements with the above two statements between COVID-19 and AIDS were significantly different. The third highest agreed statement toward COVID-19 was “I think his situation will cause problems to his family” (59.6%), while 56.9% endorsed with the statement toward AIDS. There was also a high proportion of participants that thought that sufferers would have an adverse effect on others (55.6% for COVID-19 and 47.0% for AIDS). Endorsement with unwillingness to provide home service (such as delivery) or visit his home was 39.5% for COVID-19 and 35.1% for AIDS patients. Participants' agreement with keeping people from knowing their situation was 21.2% for COVID-19 and 38.4% for AIDS. Belief that suffering from COVID-19 or AIDS was patients' own fault was 23.0% for COVID-19 and 39.3% for AIDS. Agreement with the statement that they would look down upon the individuals with disease was 11.6% for COVID-19 and 17.8% for AIDS. Even 14.5% participants for COVID-19 and 17.8% for AIDS agreed that they would look down on patients' family because of the patients' situation. Participants' agreements with all of the above statements about their own attitudes between COVID-19 and AIDS were statistically significant (p < 0.001).


Table 2. Percentage and 95% CI of participants who “agree” or “strongly agree” with statements about their own attitudes toward the person described in the vignette (N = 13,994).
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Perceived Stigma Toward COVID-19 and AIDS

Participants' agreements with statements about public attitudes are described in Table 3. Over 70% participants tended to agree that others would try to avoid contact with COVID-19 individuals (76.4%) and their family (74.3%), while the proportions of agreements in vignette of AIDS were 61.3% for individuals and 49.8% for their family. In the COVID-19 vignette, most participants agreed that the patients would cause problems to their family (64.0%) and have side effects on others (59.2%), while in the AIDS vignette, the percentages of agreement were 59.9 and 53.5%, separately. Belief that most people were unwilling to provide home service (such as delivery) for the individual or visit his home was 51.6% for COVID-19 vignette, and 43.2% for AIDS vignette. More detailed information is described in Table 3. Participants' agreements with all of the above statements about most other people's attitudes between COVID-19 and AIDS were also statistically significant (p < 0.001).


Table 3. Percentage and 95% CI of participants who “agree” or “strongly agree” with statements about most others people's attitudes toward the person described in the vignette (N = 13,994).
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Usual Source to Get COVID-19-Related Knowledge

Participants received COVID-19-related information was mainly from social media (91.3%), newspaper or television (77.1%), initiative network inquiring (53.7%), and community publicity (32.6%) during the epidemic. Among that, over 60% of participants obtained most of the information from social media while 61.0% participants regarded the newspaper and television as the most reliable resource; details are listed in Table 4.


Table 4. Usual source that participants got COVID-19 related knowledge during the epidemic (n, %).
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DISCUSSION

This study explored publics' stigmatizing attitudes toward COVID-19 during the epidemic and compared it with stigmatizing attitudes toward AIDS. The results showed that for COVID-19 beliefs about avoiding contact with individuals with COVID-19 and their families, individuals with COVID-19 would cause problems to or have an adverse effect on their families and others were much higher than other statements either in personal stigma or perceived stigma. For perceived stigma, unwillingness to provide home service or visit the home of individuals with COVID-19 was also among the highly agreed statements. Participants' highly agreed statements toward AIDS were similar with COVID-19 but had a slightly lower proportion, which were significantly different.

In the personal stigma dimension of COVID-19, people tend to keep distance with individuals diagnosed with COVID-19, which is in accordance with the study by Sing Lee (29); they found that social distance might be related to severe acute respiratory syndrome (SARS) stigma. As close contact was one of the common transmission methods of COVID-19 (30), the Chinese government took several effective measures to stop people from contacting each other immediately after the outbreak of COVID-19, such as isolation, social distancing, community containment, and travel restriction (3). These policies effectively lower the transmission rate of COVID-19 but may produce stigmatization at the same time. Isolated individuals are more likely to suffer from stigmatization and social rejection (31). Some researchers claimed that stigma might negatively affect those with COVID-19 as well as their families, friends, caregivers, and communities (3). They might be experiencing “secondary” or “associative” stigma (32). There were several reports about COVID-19-related stigma to healthcare providers. In this study, numerous participants reported unwillingness to provide home service, which is similar to the existing views that the stigmatized group may experience stigmatizing behaviors such as isolation, refusal to provide service, and bullying (33). A relieving discovery was the low agreements about the statement of “I will look down on him or his family.” This may be because COVID-19 spreads mainly through respiratory, and stigmatization against an individual is relatively lower than avoiding physical contact. It should be noted that in this study, 21.2% participants tended to keep it a secret if they were diagnosed with COVID-19, which can seriously expand the transmission and mislead the government into making wrong decisions about the epidemic and increase the difficulty of epidemic control.

In perceived stigma dimension, agreements with statements about COVID-19 were roughly similar to the statements described in personal stigma, but the proportion of each statement was slightly higher. That might be because people tend to answer the questions in an acceptable way to cater to public requirements (34).

AIDS stigma has been investigated by many scholars. In this survey, we found a number of similarities and differences between AIDS and COVID-19 stigma. A large proportion of participants were inclined to agree with avoidance of patients and their surrounding people and hold the opinion that patients would encumber others. This might be due to the similarity of infectivity and the psychological perspective that the negative emotions aroused by the two diseases generate similar patterns of stigmatization (35). Participants were more likely to keep it a secret if they suffered from AIDS compared with COVID-19 for both personal and perceived stigma. Policy and moral condemnation may contribute to this difference. The Chinese government has already made some punishment policies to reduce the incidence of concealment and omission during the pandemic of COVID-19. Ways of transmission are quite different between these two diseases—primarily sexual and blood-to-blood for AIDS and primarily droplet transmission for COVID-19 (3). Hence, AIDS is usually conceptually linked to morality and equated with sexual promiscuity, homosexuality, drug abuse, and personal irresponsibility (36), while people with COVID-19 are less morally condemned. A higher proportion of participants thought that individuals with AIDS were more likely to be responsible for their situation and be looked down upon, but they may cause less problem to others compared with people with COVID-19. This might also relate to the different transmission methods of the two diseases and may indicate that stigma of COVID-19 had less moral link but more public panic.

Public response is closely related to the information they get and media report. Media report can powerfully influence public attitudes. Social media and newspapers/TV are the main usual source for the public to get information about COVID-19. Social media could affect people's attitudes of risk perception while legacy media could affect public perceptions of protective behaviors. When the COVID-19 crisis was reported on TV or social media, some information might be misunderstood. Misinformation and rumors may produce public anxiety and panic and lead to a series of related behaviors such as prohibiting medical workers from going back home for fear of being infected. These media platforms are supposed to enhance public awareness without increasing fear and panic (37). Hence, measures should be taken to ensure the correct dissemination of information and reduce rumors during and after the pandemic.

In the present era, increasing our ability to reduce the stigmatization associated with emerging infectious diseases is required in controlling such diseases. A variety of methods have been taken with the attempt to reduce stigmatization associated with AIDS, such as basic public education about AIDS, publicized symbolic acts by public leaders or famous people, media campaigns, and designation of December 1 as World AIDS Day. These efforts have achieved some success (38). Our study showed many similarities between COVID-19-related stigma and AIDS-related stigma; therefore, we could use the anti-AIDS-related stigma approaches to reduce COVID-19 stigma. Anti-stigma approaches toward mental disorders could also be considered. A pilot study on an anti-stigma course toward mental disorders, which consisted of three components, namely, social contact, role-playing, and critical reflection strategies, showed that participants' stigma attitudes were significantly reduced after the 18-week anti-stigma course (39). Another study examining the potential impact of an anti-stigma intervention on help-seeking attitudes, which included education about depression, information about help-seeking, and contact with a person with lived experience, showed improvements in help-seeking attitudes (40). Our data indicate that providing accurate COVID-19-related information through social media and newspapers/TV may be effective as these are the main sources they used to get COVID-19-related information. Public education may be another useful approach, and the above-mentioned participants' highly agreed statements should be taken into consideration.

To our knowledge, this is the first study to compare COVID-19 related stigma with AIDS related stigma. This survey has some limitations that need to be noticed. Firstly, convenience sampling method was used to collect data from the public by anonymous internet questionnaires, which might be the major limitation. Compared with random sampling method, convenience sampling method might easily lead to sampling error and bias, so that our respondents cannot represent well the population level. The sampling error may lead to inaccuracy conclusions. However, we tried to get as large a sample size as we can and be more cautious with our conclusions in order to avoid inaccuracy conclusions. Secondly, this was a cross-sectional study conducted during the pandemic, which can only reflect participants' attitude toward COVID-19 during the outbreak in China. Public's attitudes toward COVID-19 may change as we know more about this disease; we now are conducting a follow-up study to further investigate it. Thirdly, COVID-19 and AIDS are both infectious diseases but differ in transmission. There is no definite answer to whether the stigmatizations between these two diseases are completely comparable. A previous study has compared Chinese health professionals' attitudes toward patients with AIDS vs. patients with hepatitis B and found that health professionals had negative biases against AIDS patients and less willingness to interact with AIDS patients compared with hepatitis B patients (41), which indicates that stigmatizing attitudes toward COVID-19 and AIDS may be comparable to some extent. Logie also pointed out that we can use the experience of studying AIDS-related stigma and the approaches used in order to explore COVID-19-related stigma (26). Fourthly, we did not compare publics' stigma toward COVID-19 with stigma against non-communicable diseases such as mental disorders in this study. More efforts will be made to the comparison mentioned above in our future study. Another limitation is that the scale we used was adopted from the Explanatory Model Interview Catalog-Community Stigma Scale, which may not evaluate all aspects of COVID-19-related stigma. Hence, we just illustrate COVID-19-related stigma by describing the proportion of agreement with statements of the listed stigma-related items. Further non-convenience sampling and longitudinal study should be done to investigate more aspects of COVID-19-related stigma.



CONCLUSIONS

Several similarities and differences in people's attitude toward COVID-19 and AIDS were found in this cross-sectional study. Avoidance, blame, and secondary discrimination to diagnosed persons and their surrounding persons were the main representations of stigma. Stigma of COVID-19 had less moral link but more public panic. Social media, television, and newspapers played a cardinal role in dissemination during the pandemic. Experience from AIDS-related stigma reduction and prevention can be applied to reduce COVID-19-related stigma. Social media, television, and newspapers should be made the best use, and the abovementioned highly agreed statements should be taken into consideration in further anti-stigma campaigns.
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