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ABSTRACT

Objective The prevention of HIV/AIDS is not making
sufficient progress. The slow reduction of HIV/AIDS
infections needs to prioritise hesitancy towards service
utilisation, including treatment duration, social support and
social stigma. This study investigates HIV-positive patients’
avoidance of healthcare services and its correlates.
Design A cross-sectional study.

Setting The secondary data analysis used cross-sectional
data from a randomised controlled intervention, examining
the effectiveness of HIV-assisted smartphone applications
in the treatment of HIV/AIDS patients in the Bach Mai and
Ha Dong clinics in Hanoi.

Methods Simple random sampling was used to identify
495 eligible patients. Two-tailed xz, Mann-Whitney,
multivariate logistic and ordered logistic regression models
were performed.

Primary and secondary outcome measures The main
study outcome was the patients’ healthcare avoidance
and frequency of healthcare avoidance. The association

of individual characteristics, social and behavioural
determinants of HIV patients’ usage of health services
was also determined based on the collected data using
structured questionnaires.

Results Nearly half of the participants avoid health
service use (47.3%), while 30.7% rarely avoid health
service use. Duration of antiretroviral therapy and

initial CD4 cell count were negatively associated with
avoidance of health services and frequency of health
service avoidance. Similarly, those with the middle and
highest income were more likely to avoid health services
compared with those with the lowest income. People
having health problems avoided health service use more
frequently (OR 1.47,95% Cl 1.35 to 1.61).

Conclusions Our study’s findings identify characteristics
of significance in relation to health service avoidance

and utilisation among HIV-positive patients. The results
highlighted the need to improve satisfaction, adherence
and utilisation of treatment. Moreover, identifying ways

to address or incorporate those social determinants in
new policy may also help the treatment of HIV/AIDS and
strategically allocate funding in the changing financial and
political climate of Vietnam.

Trial registration number Thai Clinical Trials Registry
TCTR20220928003.

STRENGTHS AND LIMITATIONS OF THIS STUDY

= This study used a standardised scale in Vietnam to
assess the related factors of health service avoid-
ance. This ensured that the data collected were rel-
evant and appropriate for the context in which the
study was conducted.

= This study adopts a multifaceted approach to com-
prehensively gauge the phenomenon of health
service avoidance among HIV patients within the
Vietnamese context.

= Inrespect of the confidentiality of HIV diagnosis and
medical records, we were not able to preidentify the
survey sample.

= The sample of participants was identified using con-
venience sampling, both clinics sampled were from
Hanoi, which may reduce the representativeness of
our findings.

INTRODUCTION

For decades, HIV/AIDS has remained one of
the most pressing unresolved public health
crises worldwide. The latest WHO reports in
2020 recorded 37.7 million people living with
HIV/AIDS and approximately 680000 fatali-
ties due to HIV/AIDS globally." In Vietnam,
around 250000 adults and children were
diagnosed with HIV/AIDS in 2020.% In recent
years, Vietnam has implemented extensive
promotion of antiretroviral therapy (ART)
access and improved adherence to ART
treatment plans among diagnosed patients,
most notably through collaboration with
the US Agency for International Develop-
ment towards the universal ‘90-90-90° goal.”
In 2013, the Centers for Disease Control
and Prevention (CDC) extended the collab-
oration with the Vietnam Ministry of Health
Administration for HIV/AIDS Control for 5
more years of resource utilisation from the US
President’s Emergency Plan for AIDS Relief
to prevent and treat HIV/AIDS in Vietnam.!
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Contrary to milestones in treatment, HIV/AIDS
prevention has not been making as favourable progress.
Compared with data acquired in 2018, the prevalent rate
of HIV/AIDS among adults below 49 years old has stayed
the same at 0.3 in both years.” This stagnancy has been
attributed to poor service delivery and distribution as
well as low health literacy and fear of social stigma. For
instance, a review of community outreach programmes
targeting high-risk populations demonstrated that indus-
trial workers had more knowledge of HIV treatments
than the general population but still had a low percep-
tion of HIV risks due to scattered and unofficial infor-
mation.’ In Vietnam, people who lived with HIV/AIDS
are constantly stigmatised for having several or same-sex
partners, using illicit drugs and are frequently the victims
of public hate crimes or denial of care.”® As a result, one
of the most frequent emphases across papers has been on
developing interventions on a general population scale
instead of solely focusing on vulnerable communities as
well as constantly assessing, and adapting the current
health system to changes in the socioeconomic status of
the country.”

Current control schemes in Vietnam have been focusing
largely on improving HIV literacy among the general
population. However, the common approach adopted
by most campaigns was the devitalisation of HIV/AIDS
infection to scare people away from risky behaviours,
which inadvertently resulted in heightened social stigma
toward HIV patients.'” As stages of HIV/AIDS interven-
tion are closely interlinked, understanding drivers of hesi-
tancy towards HIV treatment is vital not only to resolve
avoidance but also to systemise our HIV/AIDS control
approach, including education, prevention and treatment,
as a whole. While there has been research on behavioural
and social determinants of HIV/AIDS prevention, diag-
nosis and treatment, little to no study was conducted on
patients already diagnosed with HIV/AIDS and not yet
receiving care.'’ Previous studies have either (1) looked at
treatment adherence instead of healthcare service avoid-
ance or (2) focused on less extensive parameters such as
ART access, adherence and outcome treatments (quality
of life and current CD4 cell count).'"™* In Vietnam, there
is a scarcity of research on the multidimensional predic-
tors of care-seeking behaviour, especially avoidance of HIV
healthcare utilisation among HIV-positive patients. This
gap in data has resulted in an incomprehensive approach
to care delivery. Therefore, this study investigated health
service utilisation and avoidance among patients visiting
two outpatient clinics in Hanoi. Social and behavioural
determinants of HIV patients’ usage of health services
identified in this study provide a full picture of HIV/AIDS
service access and valuable insights for comprehensive
HIV prevention measures.'” 1°

METHODS

Study design, sampling method and data collection

This secondary data analysis uses data from a randomised
controlled intervention conducted in two outpatient

clinics: Ha Dong Clinic (provincial level) and Bach Mai
Clinic (central level) from March 2018 to December
2019. The government financially supports the Bach Mai
HIV Outpatient Clinic, which is a central-special hospital
in Hanoi, to deliver ART to approximately 3000 HIV-
positive patients. Additionally, the HIV Clinic at Ha Dong
General Hospital, a provincial-level healthcare facility,
offers insurance-covered testing and treatment services
along with complimentary counselling.

This study served as a baseline survey for a randomised
controlled intervention, investigating the efficacy of
mHealth in the treatment of HIV/AIDS patients.16 "Tnclu-
sion criteria for participants were (1) had a confirmed
HIV/AIDS diagnosis; (2) received antiretroviral treat-
ment (ART) at chosen clinics; (3) used a smartphone
during the study period and (4) provided informed
consent to participate. Data from participants were gath-
ered through face-to-face interviews. No identifiable
information was collected. Participants were interviewed
in private rooms to limit errors like the influence of
surroundings and to ensure their privacy.

Because HIV-related information is confidential, it
was not feasible to develop a sample frame. Therefore,
we selected patients conveniently, including those who
were present at the clinics during the study period until
reaching at required sample size. In adherence to ethical
research protocols, the inclusion of participants in this
study was contingent on their voluntary commitment,
signified by the formal endorsement of a written informed
consent document. After the data acquisition phase, invi-
tations to participate were extended to a total of 500 indi-
viduals. Remarkably, a robust response was observed, with
495 individuals offering comprehensive and substantive
contributions to the research endeavour, thus yielding an
impressive response rate of 99.0%.

Instruments

The structured questionnaires encompassed inquiries
within four key domains: (1) HIV patient characteris-
tics; (2) health behaviour; (3) quality of life (assessed
using EuroQol-5 Dimensions-5 Levels (EQ-5D-5L)) and
(4) health service utilisation and avoidance. Prior to the
data collection phase, this questionnaire underwent a
pilot testing phase involving a group of HIV patients to
rectify any textual or logical issues within the questions
and to clarify any ambiguities. During the data collection
process, on obtaining informed written consent from the
participants, face-to-face interviews, lasting approximately
15-20 min, were conducted in a private setting to ensure
confidentiality and minimise external influences. Trained
clinic staff members facilitated the administration of the
questionnaires.

HIV patients characteristics

Participants provided their demographic information
such as their age, gender (male, female), relationship
status (single, separate/divorce/widow, having spouse/
partner), level of education (elementary school or less,
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secondary school, high school, above high school),
employment (unemployed, white-collar worker, blue-
collar worker/farmer, self-employed, others) and
monthly family income (thousand Dong). In terms of
monthly household income, we divided it into five groups
including poorest, poor, middle, high and highest.

From medical records, clinical parameters such as
HIV stage, ART duration and CD4 cell information were
collected. Patients were asked to report the last time they
forgot to take their medication. Health status and adher-
ence score were self-reported.

We used the EQ-5D-5L scale to evaluate the health-
related quality of life of participants. EQ-5D-5L assessed
five aspects: mobility, self-care, usual activities, pain/
discomfort and anxiety/depression, each aspect was
a b-Likert score. This led to 3125 possible health states
from 1111 (worst health) to 55555 (full health).'® One
single ‘utility’ score was determined for each health state,
which can be transformed by using the interim scoring
for EQ-5D-5L. We used the Vietnamese version that has
been validated and is in use, with scores ranging from
-0.5115 to 1."” Participants with higher scores indicated
a higher quality of life.

Health behaviours
We examined alcohol use, smoking history, drug use and
history of drug use of participants.

Self-stigma

We used two yes/no questions to measure the self-stigma
of HIV patients including: (1) Do you feel melancholy
related to self-perceived shortcomings or the belief that
one has let down one’s family? and (2) Do you occasions
arise when I contemplate a preference for self-harm or
even harbouring thoughts of self-destruction?

Health service utilisation and avoidance

Participants were asked about inpatient or outpatient
service usage and whether they avoided using these health
services during the last 12 months as well as the frequency
of avoidance (none/rarely/sometimes/often/always).

Data analysis

This study used STATA V.17 to analyse the data. We
employed two-tailed %* and Mann-Whitney tests to assess
differences between individuals with and without health-
care avoidance. ‘xtile’ function in STATA was used to
divide monthly household income to five groups: poorest,
poor, middle, high and highest.

Individual characteristics (age, gender, marital status,
education, job and household monthly income),
behaviours (hazardous drinking, smoking last 30 days
and history of drug use), clinical characteristics (health
problems, HIV stage, initial and last CD4 cell counts,
duration of ART, adherence, time of inpatient and
outpatient service use), quality of life and self-stigma
were considered potential covariates for the full models
of health service avoidance. Random-effects logistic
model was used to identify factors related to healthcare

avoidance (yes/no). Meanwhile, we used random-effects
ordered logistic model to identify factors associated with
the frequency of healthcare avoidance (none/rarely/
sometimes/often/always). Values of p<0.05 were consid-
ered statistical significance.

Patient and public involvement

Patients or the public were not involved in the design,
or conduct, or reporting, or dissemination plans of our
research.

RESULTS

Among 495 patients, no difference was found between
those with/without health service avoidance regarding
socioeconomic characteristics except education groups
and monthly household income (p<0.05) (table 1). There
were 57.0% female participants, 50.3% participants within
30-39 years old, 69.1% had a spouse/partner and 34.1%
received a high school education. The average monthly
income was 5361 (SD=7358).

There were nearly half of the participants avoided
health service use (47.3%), while 30.7% rarely avoided
health service use. In the last 12 months, 6.3% of partic-
ipants were inpatient and 15.6% received both inpatient
and outpatient services. (table 2).

Table 3 demonstrates that patients with history of drug
use were less likely to avoid services (16.7% compared
with 29.1%). Moreover, patients who avoided health
service were likely to have a higher number of last CD4
cell count (529.4cell/pL. compared with 529.3 cell/pL)
and lower duration of ART (5.5 times/year compared
with 6.7 times/year). The statistically significant differ-
ence between groups history of drug, last CD4 cell count
and duration of ART with p<0.01.

Table 4 shows the results of the multilevel regression
models. Participants who had spouse/partner tended to
lower health service avoidance frequency than those who
were single (OR 0.91; 95% CI 0.86 to 0.96). Compared
with unemployed people, white-collar workers (OR 1.62;
95% CI 1.33 to 1.97) and others job (OR 1.40; 95% CI
1.21 to 1.63) were more likely to avoid health services.
Similarly, those with the middle (OR 1.44; 95% CI 1.08 to
1.94) and highest income (OR 1.43; 95% CI 1.38 to 1.49)
were more likely to avoid health services compared with
those with the lowest income. Having any health prob-
lems (OR 1.47; 95% CI 1.35 to 1.61), symptomatic HIV
infection (OR 1.19; 95% CI 1.07 to 1.34) and higher times
of inpatient service use (OR 1.12; 95% CI 1.08 to 1.17)
were positively associated with health services avoidance
frequency. By contrast, higher initial CD4 cell counts were
negatively related to any avoidance of health services (OR
0.9990; 95% CI 0.9981 to 0.9999) and higher frequency
of health service avoidance (OR 0.9993; 95% CI 0.9992
to 0.9993). In terms of selfsigma, ‘feeling melancholy
related to self-perceived shortcomings or the belief that
one has let down one’s family’ was a positive factor that
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Table 1 Sociodemographic characteristics

Any avoidance of health service

No Yes Total
Characteristics n % n % n % P value
Location
Bach Mai 215 82.4 184 78.6 399 80.6 0.29
Ha Dong 46 17.6 50 21.4 96 19.4
Gender
Male 152 58.2 130 55.6 282 57.0 0.55
Female 109 41.8 104 44.4 213 43.0
Age group
19-29 20 7.7 34 14.5 54 10.9 0.06
30-39 130 49.8 119 50.9 249 50.3
40-49 99 37.9 73 31.2 172 34.8
50 or above 12 4.6 8 3.4 20 4.0
Marital status
Single 36 13.8 48 20.5 84 17.0 0.14
Separate/divorce/widow 37 14.2 32 13.7 69 13.9
Having spouse/partner 188 72.0 154 65.8 342 69.1
Education
Elementary school or less 30 11.5 18 7.7 48 9.7 0.046
Secondary school 87 33.3 65 27.8 152 30.7
High school 90 34.5 79 33.8 169 34.1
Above high school 54 20.7 72 30.8 126 25.5
Job
Unemployed 14 5.4 13 5.6 27 585 0.70
White-collar workers 21 8.1 24 10.3 45 9.1
Blue-collar workers/farmers 54 20.7 40 171 94 19.0
Self-employed 20 7.7 14 6.0 34 6.9
Others 152 58.2 143 61.1 295 59.6
Monthly household income
Poorest 87 B3k3 70 44.6 157 31.7 0.006
Poor 46 17.6 20 8.6 66 13.3
Middle 55 211 55 23.5 110 22.2
High 40 15.3 38 16.2 78 15.8
Highest 33 12.6 51 21.8 84 17.0
Mean SD Mean SD Mean SD P value
Age 38.5 6.4 36.9 6.8 37.8 6.6 0.73
Monthly household income (thousand dong) 5062.5 7516.0 5694.0 7179.4  5361.0 7358.1 0.21
increased the frequency of health service avoidance (OR Education and monthly household income were two
1.29;95% CI 1.14 to 1.47). factors associated with a difference in health service
avoidance. Participants with an education level of high
school or lower tended to avoid services. Indeed, higher
DISCUSSION education has been significantly associated with reduced
Our results highlighted areas for policy improvements, stigma, of all forms, against individuals with an HIV diag-
including socioeconomic status, clinical characteristics, nosis.”’ Determining reasons for higher levels of avoid-
behaviours and health service utilisation and avoidance. ance compared with non-avoidance for higher levels
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Table 2 Healthcare service use and avoidance

Characteristics n %

Health service use
Inpatient service use in the last 12 months 31 6.3
Outpatient service use in the last 12 months 77 15.6
Using any health service in the last 12 months 98 19.8

Any avoidance of health service use 234 473
Frequency of health service avoidance
None 261 52.7
Rarely 152 30.7
Sometimes 26 5.3
Often 28 5.7
Always 28 5.7
Mean SD
Times of inpatient service use in the last 12 0.1 0.8
months
Times of outpatient service use in the last 12 0.4 1.5
months
Times of any health service use in the last 12 0.5 1.8
months

of education provides a different avenue to explore or
address, such as through educational curricular changes.
Moreover, the influence of monthly household income
on health service avoidance in HIV patients can be
attributed to its role as a determinant of socioeconomic

status and accessibility to healthcare resources. Higher
monthly household income is often associated with
enhanced financial capabilities, thus facilitating greater
access to a spectrum of healthcare services. Conversely,
lower income levels may give rise to financial constraints,
resulting in diminished utilisation of healthcare services.
Within the specific context of HIV patients, these finan-
cial considerations can substantially influence their
ability to avail themselves of vital medical care, procure
prescribed medications and participate in routine
medical assessments, thereby contributing to variations in
their healthcare service avoidance behaviours. Our find-
ings align with prior research conducted in both devel-
oped and developing countries, including instances such
as Australia and Cameroon, where budgetary constraints
have been identified as a hindrance to healthcare-seeking
behaviours.”! #* A study conducted in Vietnam indicated
that there were 73.3% of participants reported that they
were able and willing to pay for HIV treatment expen-
ditures, unlike the low individual willingness to pay rate
recorded in other regions.”** Sufficient financial capacity
among Vietnamese suggests that avoidance of healthcare
utilisation is primarily rooted in social and behavioural
determinants.

The relationships between lower duration of ART and
higher CD4 counts with increased health service avoid-
ance indicated a need to focus on each metric individ-
ually. Those with lower durations of ART may either
recently contract HIV or receive delayed diagnoses. Newly

Table 3 Clinical, health and behaviour characteristics

Any avoidance of health service

No Yes Total
Characteristics n % n % n % P value
HIV stage
Asymptomatic 243 95.7 222 95.3 465 95.5 0.84
Symptomatic 11 4.3 11 4.7 22 4.5
Having any health problems 70 26.8 68 291 138 27.9 0.58
Hazardous drinking 66 25.3 56 23.9 122 24.7 0.73
Smoke last 30 days 88 337 73 31.2 161 32.5 0.55
History of drug use 76 29.1 39 16.7 115 23.2 <0.01
Current drug use & 1.2 1 0.4 4 0.8 0.37
Mean SD Mean SD Mean SD P value
Initial CD4 cell count 292.1 245.3 248.4 230.2 2715 239.1 0.32
Last CD4 cell count 529.3 273.2 529.4 262.3 529.3 267.8 <0.01
Duration of ART (years) 6.7 2.6 585 2.9 6.2 2.8 <0.01
Adherence score (0-100) 93.9 11.2 94.2 9.2 94.0 10.3 0.48
EQ-VAS (0-100) 77.0 16.9 78.9 11585 77.9 16.2 0.23
EQ-5D Index (0.5115-1) 0.6 0.2 0.6 0.2 0.6 0.2 0.84

EQ-VAS: EQ visual analog scale

EQ-ED Index: EuroQol-5 Dimensions — 5 Levels Index
ART, antiretroviral therapy; EQ-5D, EuroQol-5 Dimensions.
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Table 4 Factors associated with health service avoidance

Any avoidance of health Frequency of health service
service avoidance

Characteristics OR 95% ClI OR 95% CI
Socioeconomic
Gender (female vs male—ref) 1.04 0.61t0 1.76 0.97 0.78 to 1.21
Age 0.99 0.95to0 1.03 0.99 0.97 to 1.01
Marital status (vs single —ref)

Separate/divorce/widow 0.93 0.42 t0 2.07 1.11 0.53 10 2.36

Having spouse/partner 0.80 0.44 to 1.46 0.91* 0.86 to 0.96
Education (vs elementary school or less—ref)

Secondary school 1.00 0.45t0 2.19 0.84 0.41to0 1.70

High school 1.16 0.52 to 2.56 0.95 0.27 to 3.31

Above high school 1.50 0.62 to 3.61 1.18 0.38 to 3.65
Job (vs unemployed —ref)

White-collar workers 1.44 0.40 to 5.11 1.62% 1.33t01.97

Blue-collar workers/farmers 1.02 0.33 t0 3.09 1.46 0.8510 2.49

Self-employed 0.73 0.21 to 2.62 1.12 0.87 to 1.44

Others 1.26 0.45 to 3.56 1.40™ 1.21 10 1.63
Household monthly income (poorest—ref)

Poor 0.57 0.28 to 1.17 0.60** 0.39 t0 0.92

Middle 1.22 0.65 to 2.27 1.44* 1.08 to 1.94

High 0.92 0.47 to 1.82 0.83* 0.66 to 1.03

Highest 1.61 0.79 to 3.29 1.43** 1.38t0 1.49
Behaviours

Hazardous drinking (yes vs no—ref) 0.93 0.56 to 1.56 1.05 0.87 t0 1.26

Smoke last 30 days (yes vs no—ref) 1.03 0.60to 1.77 1.01 0.64 to 1.58

History of drug use (yes vs no—ref) 0.61* 0.34 to0 1.07 0.64 0.18 10 2.30
Clinical characteristics

Having any health problems (yes vs no—ref) 1.24 0.76 to 2.00 1.477 1.35 to 1.61

HIV stage (symptomatic vs asymptomatic —ref) 0.96 0.33t0 2.82 1.19" 1.07 t0 1.34

Initial CD4 cell count (unit: cells) 0.9990**  0.9981 t0 0.9999  0.9993*** 0.9992 to 0.9993

Last CD4 cell count (unit: cells) 1.0005 0.9997 to 1.0012  1.0005 0.9997 to 1.0012

Duration of ART (unit: years) 0.83*** 0.77 to 0.91 0.85 0.70to 1.04

Adherence score (0-100) 0.99 0.97 to 1.01 1.00 0.97 to 1.03

Times of inpatient service use in the last 12 months (unit: 1.30 0.88 to 1.91 1.12% 1.08 to 1.17

times)

Times of outpatient service use in the last 12 months 1.05 0.90to 1.23 1.07 0.94 to0 1.20

(unit: times)
Quality of life

EQ-VAS (unit: score) 1.01 0.99 to 1.02 1.01* 1.00 to 1.01

EQ-5D Index (unit: score) 1.20 0.35t0 4.17 2.15* 0.98 to 4.68
Self-stigma (yes vs no—ref)

Feeling melancholy related to self-perceived 0.89 0.41 10 1.92 1.29"* 1.14 to 1.47

shortcomings or the belief that one has let down one’s

family.

Continued
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Table 4 Continued

Any avoidance of health

Frequency of health service

service avoidance
Characteristics OR 95% CI OR 95% CI
Occasions arise when | contemplate a preference 1.58 0.3510 7.07 2.24 0.17 t0 29.36

for self-harm or even harbouring thoughts of self-
destruction.

*p<0.1, *p<0.05, **p<0.01.

EQ-VAS: EQ visual analog scale

EQ-ED Index: EuroQol-5 Dimensions — 5 Levels Index
ART, antiretroviral therapy; EQ-5D, EuroQol-5 Dimensions.

diagnosed HIV-positives may have a lower perceived risk
due to less extensive negative effects of their disease.
Those with delayed diagnoses may also have a lower
perceived need for treatment due to the extensive progres-
sion of their diseases or negative side effects outweighing
benefits. Higher CD4 cells, a component of the immune
system, may also result in a reduced sense of urgency for
treatment due to less frequent or aggressive symptoms
of the illness. Overlapping influences were indicated by
the duration of ART and CD4 cells that contribute to
healthcare utilisation decision-making. Unresolved areas
emphasise the need to include these characteristics in
HIV treatment policy.

The differences between the central and provincial
levels reflected differences in staff allocation, resources,
perception of health services and service accessibility.
Our results found more avoidance in higher-income
levels, and at central clinics, which were in line with
results from a highly similar sample in 2012 by Tran and
Nguyen.”” Looking at the differences between these two
settings from two time periods allows for changes across
healthcare settings in Vietnam to improve utilisation
among HIV-positive members. HIV-related stigma in four
Vietnamese hospitals also correlated with fears of casual
transmission and negative social judgements between
HIV-positive and taboo groups such as sex workers and
drug users.'” Addressing stigma is vital for the utilisation
of healthcare in high-risk groups and ultimately improves
the healthcare of the general public.

The correlation between higher income levels and
avoidance of healthcare may be explained similarly to
higher education levels discussed above. These results
are supported by findings of lower satisfaction among
the richest subsets of previous satisfaction survey
responders.” Lower-income populations also tended to
have timely access to ART, which prevented a multitude
of HIV-associated risks such as HIV-related opportunistic
infections, poorer responses to treatment and reduced
life expectancy. Overall, richer counterparts had better
treatment outcomes.'* Those identified as having health
problems, like those with a drug history, are particularly
vulnerable subpopulations in the HIV community. A 2007
study found that injecting drug users faced considerable
barriers, including but not limited to, discrimination,

care denial and mandatory detention due to issues of low
social support, personal beliefs surrounding themselves
or their illnesses, and housing and financial stability.”
Understanding barriers are essential to provide treatment
methods for those with compounded healthcare issues.

Strengths and limitations
This study has several strengths. First, this study used a
standardised scale in Vietnam to assess the related factors
of health service avoidance. This ensured that the data
collected were relevant and appropriate for the context
in which the study was conducted. Moreover, to compre-
hensively gauge the phenomenon of health service
avoidance among HIV patients within the Vietnamese
context, this study adopts a multifaceted approach. It
entails the investigation of a spectrum of parameters
encompassing individual attributes, encompassing age
and gender; social determinants such as marital status,
education, occupation and monthly household income;
and behavioural factors including hazardous drinking,
history of drug use and current drug use status among
HIV patients. This amalgamation of diverse dimensions
is collectively denominated as ‘Vietnamese contextual
factors’ within the scope of this research. The examina-
tion of these intricate elements is pursued with the over-
arching objective of attaining a holistic comprehension
of patterns governing access to HIV/AIDS services. The
insights gleaned from this comprehensive analysis are
anticipated to contribute significantly to the formulation
of all-encompassing HIV prevention strategies. This is an
important strength, as it allowed for a deeper analysis of
the issue, and provided insights that may not have been
possible otherwise. Our research represents a pioneering
endeavour, as it marks the initial assessment of health-
care service avoidance patterns among individuals living
with HIV within the Vietnamese setting. The outcomes
of our study are poised to furnish substantive empirical
data that may serve as a foundation for policy formula-
tion, offering viable strategies to enhance the calibre of
healthcare services and extend meaningful support to the
HIV patient demographic.

Our study has certain limitations. In respect of the
confidentiality of HIV diagnosis and medical records, we
were not able to preidentify the survey sample. Instead,
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the sample of participants was identified using conve-
nience sampling, both clinics sampled were from Hanoi,
which may reduce the representativeness of our findings.
Further evidence from clinics in other regions with large
concentrations would provide a better understanding of
tailored policies based on location. Second, our clinics
were at the provincial and central levels and could not be
entirely generalised to other health administrative levels,
namely district and community levels. Third, measuring
stigma was not the aim of our research, our study only
focused on specific aspects of the lived experiences of
HIV patients, it is imperative to acknowledge the inherent
limitations associated with our decision not to measure
stigma comprehensively. While we explored and quanti-
fied two salient dimensions of stigma, it is paramount to
recognise that stigma in the context of HIV encompasses
a multifaceted spectrum, incorporating various perspec-
tives, including those of HIV patients themselves, and
clinic attendees based on sexuality/sexual activity. The
overarching influence of stigma within the realm of HIV
is profound and transcends the mere biomedical aspects
of the condition. It has been widely recognised as a pivotal
deterrent to the utilisation of healthcare services across
diverse sociocultural and geographical contexts.”” %
Nevertheless, it is imperative to recognise that Vietnam’s
distinctive culture and social values introduce a complex
and dynamic dimension to the stigmatisation of people
living with HIV in the context of HIV-related issues.’
Finally, our study does not measure healthcare avoid-
ance characteristics from key populations such as (men
who have sex with men, men who strictly have sex with
cisgender women, cisgender and transgender men and
women). In light of these considerations, our study
underscores the importance of further research endeav-
ours that venture into a comprehensive exploration of
stigma’s manifold implications between key populations,
particularly in its role as a determinant for healthcare
avoidance.

CONCLUSION

Our study’s findings identify characteristics of significance
in relation to health service avoidance and utilisation
among HIV-positive patients. The results highlighted the
need to improve satisfaction, adherence and utilisation
of treatment. Beyond research on characteristics related
to health service utilisation, identifying ways to address or
incorporate those social determinants in new policy may
also help the treatment of HIV/AIDS and strategically
allocate funding in the changing financial and political
climate of Vietnam.
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