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DEFINITIONS

In this dissertation, the following terms are used with the corresponding definitions:
Content analysis- a research method to analyze qualitative data (i.e. text) to determine
the presence of certain words, themes, and concepts.
Cronbach’s alpha — shows the internal consistency of characteristics that describe one
object, but is not an indicator of the homogeneity of the object. It calculates a set of
commonly used scale reliability measures and also provides information about the
relationships between individual items on the scale.

COVID-19- Coronavirus disease is an infectious disease caused by the SARS-CoV-2
virus.

CD4+T- type of T cells that perform the functions of regulating the processes of other
immune system cells (T-killers, B-lymphocytes, macrophages), and that recognize
antigens and “make the decisions” about starting or stopping the processes of acquired
cellular immune response.

Discrimination- an unfair attitude towards different people, which is based on
stereotypical ideas about different social groups limiting their rights and freedom.
Etiological agent - a pathogen or a microorganism (including bacteria, viruses,
parasites etc.) or other agent, such as a proteinaceous infectious particle (prion), that
can cause diseases among humans and animals.

Factor analysis-type of statistical analysis that uses the correlation structure amongst
observed variables and latent variables known as factors. The known variables are
assumed to depend on fewer unknown variables and random error.

Key populations of HIV- gay men and other men who have sex with men transgender
people, sex workers, people who inject drugs and prisoners and other incarcerated
people who are considered to be particularly vulnerable to HIV.

Reverse transcriptase- it is the process of forming double-stranded DNA based on the
information in single-stranded RNA. This process is called reverse transcription, since
the transfer of genetic information occurs in the “reverse” direction relative to
transcription.

Stigma- - a feature that is at odds with generally accepted norms or stereotypes
attributed to an individual or group and, therefore, undesirable.

Viral load- refers to the amount of virus in the body during an infectious disease
process. It is usually determined by the number of viral particles in body fluids, in
particular, in plasma (per 1 ml).
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INTRODUCTION

Relevance of the study

Stigma and discrimination are one of the biggest ongoing challenges faced by
people living with HIV (PLHIV) worldwide. Irrational fears of HIV infection and
negative attitudes towards PLHIV remain the constant obstacle in fighting the epidemic
despite the scientific advances and attempts made over the prevention and treatment of
HIV worldwide [1,2]. Stigma and discrimination not only contribute to the spread of
the epidemic, but also negatively affect the lives of PLHIV, leading to social exclusion,
stress and emotional strain, and denial of the right to social and economic resources
[3].

Stigma and discrimination on the part of healthcare workers in medical
organizations have a particularly negative impact on the health of PLHIV, their quality
of life, and their ability to conduct productive activities. HIV prevention, testing, and
treatment services put people’s lives at risk. Discriminatory attitudes, non-consensual
HIV testing, denial of care and treatment, and breaches of confidentiality have been
reported among large numbers of health workers, with a detrimental impact on the lives
of PLHIV [4-7]. Negative and judgmental attitudes demonstrated by the healthcare
staff create barriers to HIV diagnostics and treatment. Those who experience HIV-
related stigma in healthcare are less likely to go through diagnostic measures of HIV,
to uptake treatment and to comply with other preventative measures such as condom
use, medication adherence, and retention in care [6, p.115]. These measures are the
essential steps of the HIV care continuum.

To contribute to the HIV response in any country, one of the most important
actions is to conduct regular participatory training for all medical personnel aimed at
increasing knowledge about HIV, standard precautions, as well as awareness of stigma
and discrimination and their harmful consequences, as well as addressing wrong
perceptions and underlying fears among health workers about HIV transmission.
Efforts to reduce stigma in some countries have led to significant changes in the
attitudes and practices of health care staff, as well as improvements in the quality of
care for PLHIV and other key populations such as men who have sex with men (MSM),
people drug users, transgender people, and sex workers [8]. The WHO also testifies
that "the most effective responses to the HIV epidemic are those that aim to prevent
HIV-related stigma and discrimination and protect the human rights of people living
with HIV and people at risk [5, p.808]. However, it has been shown that healthcare
workers who received limited training on HIV-related stigma were more likely to
exhibit stigmatizing behavior toward patients [8, p.422].

A stigma-free healthcare facility is a facility that treats PLHIV and other key
populations with respect and compassion and provides high-quality care. In stigma-
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free settings, employees can also protect themselves from workplace transmission of
HIV by using the Standard Precautions, which WHO defines as a baseline of infection
control precautions for all patients. In a stigma-free facility, staff are also confident that
they can live with HIV and continue to work.

Patients' perspectives on the issue of HIV-related stigma have been well
addressed in several studies, yet, evidence from the perspective of healthcare providers
is limited. This problem is specific to Kazakhstan since a limited number of reports
and scientific literature are available on the topic and the available ones are based on
quantitative measurements of HIV-related stigma among HIV-positive patients. The
earlier surveys conducted among people living with HIV (PLHIV) in Kazakhstan
suggest that (Stigma Index-2015,2021) healthcare facilities are the most commonly
reported settings of experienced stigma and discrimination especially in healthcare
centers that provide care to non-HIV related health conditions [9,10]. There is a need
for obtaining more detailed data on this issue due to the fact that stigma itself is a
complex phenomenon and the addition of qualitative data about the opinions and
behaviors of healthcare workers around PLHIV would be more valued for understating
the sources of stigma. There is also a scarcity of standardized and validated assessment
tools for HIV-related stigma that are available in Kazakh and Russian languages.
Therefore, we attempted to address these gaps in HIV-related stigma research in the
country by collecting quantitative and qualitative data from healthcare workers of all
levels in Almaty.

It is also crucial to have standardized and validated HIV-related stigma
assessment tools in Kazakh and Russian to obtain reliable data on the issue.
Considering the above, in our work we have tried to fill the gaps in research on HIV-
related stigma in the country by collecting quantitative and qualitative data from
employees of medical organizations at the level of primary healthcare centers and the
Center for AIDS Prevention and Control in Almaty.

Aim

To assess the level of HIV-associated stigma and factors leading to stigma
among medical workers of PHC organizations in Almaty based on mixed method
research data using an adapted tool to the specific context of the HIV epidemic in the
Republic of Kazakhstan.

Objectives:

1. To re-validate an HIV-related stigma assessment tool in Kazakh and Russian
languages based on focus group discussions and factor analysis

2. To investigate the level of stigma against people living with HIV (PLHIV) in
primary healthcare centers (PHC) in Almaty.

3. To study the factors leading to the stigmatization of PLHIV among PHC
workers.
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4. To study the opinions and beliefs of PHC workers about HIV, PLHIV, and
key populations.

5. To provide recommendations on how to reduce HIV-related stigma in
healthcare settings.

Methods

A sequential mixed method design was used to collect quantitative and
qualitative data on HIV-related stigma and its attributes. Before conducting surveys on
the main sample, the brief HIV-related assessment tool was validated in two study
languages (Kazakh, and Russian) and demonstrated good psychometric properties. For
the main quantitative surveys healthcare workers of 8 polyclinics in Almaty were
randomly chosen including clinical and non-clinical staff. Assessment of stigma was
based on a 9-item questionnaire measuring negative opinions (NOs) towards PLHIV
and the HIV key populations. The overall percentage of people holding NOs towards
PLHIV was treated as an outcome variable and included in logistic regression models.
Bivariate analysis was conducted on NOs towards PLHIV and years of work, fear of
getting infected with HIV, receiving training on HIV stigma, and basic knowledge on
HIV transmission. Statistically significant associations were then adjusted to social
demographic data on multiple regression models. In-depth, semi-structured interviews
included questions regarding opinions about PLHIV, HIV, and its key populations. The
content analysis method was used to explore the qualitative data.

Study Object: Healthcare workers in clinical and non-clinical settings in Almaty
city.

Study Subject: Stigma related to HIV, as well as stigma and discrimination
against People Living with HIV (PLWH) in medical organizations

Provisions for defense

1. A tool for assessing HIV-related stigma in medical organizations with good
psychometric properties and evidence-based validity in Kazakh and Russian
languages.

2. Results of assessing the level of HIV-associated stigma against people living
with HIV (PLHIV) in PHC organizations in Almaty.

3. Results of the study of factors leading to the stigmatization of PLHIV among
PHC workers.

4. Findings on studying the opinions and beliefs of PHC workers about HIV,
PLHIV, and key populations.

5. Recommendations for reducing HIV-related stigma in healthcare settings.

Main study findings

1. Re-validation and adaptation of the HIV-related stigma tool to the
Kazakhstani context. The instrument showed good psychometric properties (GFI -0.97,
TLI-0.97, RMSEA-0.07, Cronbach's alphas factor 1: o =0.66 Cronbach's alphas factor
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2: o = 0.85) and is available in Kazakh and Russian for further assessment of HIV-
associated stigma in healthcare facilities.

2. The level of negative attitudes towards PLHIV studied among 448
employees of PHC organizations was high: 87 % (n=387) of the respondents agreed
with at least one of the stigmatizing statements on the HIV-stigma scale; around 85%
(n=286 out of 335 involved in medical procedures) of the respondents reported some
level of fear of contracting HIV during work and almost half of the respondents
reported using extra precautions while working with HIV-positive patients (wearing
double gloves - 54.3% and avoidance of physical contact - 48.18%). The number of
respondents indicating correctly all the body fluids that can transmit HIV was low
(n=129, 30%).

3. Longer years of work in healthcare and experience working with PLHIV
reduced the level of negative attitudes towards PLHIV and key populations. Logistic
regression models showed significant associations between longer work experience
and less chance of NOs against PLHIV (AOR = 0.33, 95% CI: 0.12, 0.84, p = 0.02),
exposure to an HIV-positive patient during last 12 months and lower levels of Nos
(AOR=0.34, 95% CI: 0.18, 0.62, p=0.001), while those who expressed a high fear of
contracting HIV reported higher levels NOs about PLHIV (AOR=3.33, 95%
Cl=1.34;8.2, p=0.01). Knowledge of HIV transmission was associated with older age
(Chi2=18.74, p<0.001), longer work experience in health care (Chi2=22.33, p<0.001),
observation of an HIV-positive patient during the last year (Chi2=5.84, p=0.01) and
with training in infection control and PEP (Chi2=7.90, p=0.004).

4, A study of opinions about PLHIV and key populations among PHC
workers showed their general negative attitude and reluctance to provide care to these
patient populations if health workers had a choice. The qualitative data revealed the
following: 1. Most respondents emphasized the need for more frequent education on
HIV-related issues; 2. Respondents were also more likely to believe that HIV is spread
mainly through "out of control sexual behavior"” or from sex workers to men. 3. General
negative attitudes towards key populations at high risk of HIV infection: describing
sex workers as "disgusting” and that they would be "ashamed" of acquaintances who
would do this; associated non-traditional sexual orientation with some kind of
"disorder" and expressed their unwillingness to contact such individuals. On the other
hand, respondents showed empathy for IDUs.

5. Our recommendations for reducing stigma in PHC are to apply
internationally accepted interventions in different formats and regularly. The scientific
literature offers interventions to address HIV-related stigma and discrimination, as well
as disseminating knowledge about HIV in a variety of formats such as group
discussions, games, role-plays, and interactive modular training on stigma, infection
control, and medical ethics. Integration of HIV care services (selective PHC) with
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primary health care organizations to provide comprehensive care in line with the WHO
recommendation of "transitioning from disease-focused health systems and institutions
to health systems designed for and with people is also promising, yet more research is
needed to explore the impact of such integration on stigmatization of PLHIV.

Scientific novelty

For the first time:

1. an assessment of HIV-related stigma among medical workers of PHC
organizations in Almaty was carried out using a mixed method of research, including
the analysis of quantitative and qualitative data.

2. a re-validated and well-structured tool for assessing stigma against
PLHIV among healthcare workers, adapted to the specific context of the HIV epidemic
in the Republic of Kazakhstan, is obtained.

3. the validity of the Kazakh and Russian versions of the HIV-related stigma
assessment tool was proved based on the implementation of several validation and
adaptation stages, including a pilot study, focus group discussions and the application
of factor analysis.

4, a high level of negative attitudes towards PLHIV (83%), the fear of
contracting HIV during medical procedures (85%), and the use of additional
precautions when working with PLHIV (wearing double gloves - 54.3% and avoidance
of physical contact - 48.18%) among medical workers of PHC organizations were
detected.

5. it has been shown that longer years of work in healthcare and an
experience of working with HIV positive patients reduces the level of negative attitudes
towards PLHIV and key populations. Similar positive relationships were detected
between training on infection control and on post exposure prophylaxis and better
knowledge on HIV.

6. qualitative research was conducted among a group of healthcare workers
in PHC organizations to study the more detailed opinions and beliefs about PLHIV and
key populations, which showed their general negative attitude and unwillingness to
provide care to key populations if a healthcare worker had a choice. This dictates the
need to develop targeted multilateral interventions to address the stigmatization of
PLHIV and the increasing prevalence of HIV infection in the Republic of Kazakhstan.

The practical significance of the work

Adapted and validated tool for assessing the level of HIV-associated stigma
among healthcare workers is reliable and can be recommended for use in other medical
organizations and regions of the Republic of Kazakhstan to obtain data at the country
level.

Conducted studies using quantitative and qualitative methods revealed a high
level of HIV-associated stigma among health workers of PHC organizations, which
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can be an obstacle to accessing and receiving outpatient medical care for people living
with HIV, thereby contributing to the spread of HIV infection.

The lower level of stigma among health care workers with more experience and
better knowledge about HIV among those who had training on the aspects of HIV
indicates the need for further comprehensive training on HIV, including topics such as
modes of transmission, standard precautions, emergency first aid and HIV post-
exposure prophylaxis, stigma and discrimination.

Personal contribution of the author

All research and the results of the dissertation work were obtained by the
doctoral student independently, which indicates her personal contribution to science in
the field of Public Health. The reliability of the results formulated in the dissertation,
the main provisions to be defended, the results and conclusions are fully confirmed by
the results of the scientific literature review, surveys conducted among 448 employees
of PHC organizations, in-depth interviews, and statistical analysis of data and their
interpretations.

The study is an initiative of the New York State International HIV Education
and Research Program, State University of New York, # D43TW010046

Conclusion

Overall, the results of our study support other research that suggests high levels
of negative opinions towards PLHIV among medical workers, particularly mid-level
medical staff. Associations found between lower levels of negative opinions towards
PLHIV and seeing an HIV-positive patient may suggest the positive impact of the
potential integration of AIDS care into primary healthcare settings by increasing the
contact between healthcare workers and PLHIV. Low levels of HIV knowledge among
the mid-level medical staff should also be a priority for any interventions addressing
HIV-related stigma and discrimination. We also acknowledge that there could have
been changes over the past few years since the frequency of training has increased since
2019. In such a scenario, we recommend replication studies in primary healthcare
centers to enable the comparison of changes over the years. Regarding HIV-related
stigma and negative opinions, misconceptions, and judgmental opinions found in this
study, we think that the quality of the intervention including the type of intervention
should be paid more attention to than the quantity of training conducted among medical
staff.

Approbation of work

The main results of the dissertation work were tested by presenting research
materials and publishing them in the materials of international scientific and practical
conferences:

1.18th European AIDS conference. European AIDS Clinical Society. (EACS)
October 27-30.2021. London, UK;
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2. Interact on HIV research and practice (conference). EECA. 13.12 15.12.2022.
Riga, Latvia;

3. 19th European AIDS Conference (EACS 2023), Warsaw, Poland - also invited
to act as a panelist for a session on reducing HIV-associated stigma.

4. Asfen 1st International Forum. 5-6.06.2023. Almaty, Kazakhstan.

Information about publications.

The results of the study are published in local and international peer-reviewed
journals with an impact factor (Q1):

1. Iskakova B, Nugmanova Z, Murat Yucel R, Gamarel KE, King EJ. Re-
validation and cultural adaptation of the brief, standardized assessment tool for
measuring HIV-related stigma in healthcare settings in Almaty, Kazakhstan. Plos one.
2022 Nov 2;17(11):e0276770

2. Iskakova B, King EJ. Measuring HIV-related stigma in healthcare
settings. Bectauk Kazaxckoro HarmoHaapHOTO METUIIMHCKOTO YHHBEPCUTETA.
2019(1):563-5.

3. Iskakova B, Nugmanova Zh., King E. "It is usually the prostitutes who spread
the disease on purpose so that they are not the only ones infected": attitudes and beliefs
about HIV-positive patients in Almaty polyclinics. Mixed method study findings.
Abstract booklet- EECAINTERACT,2023.

The structure of the thesis

The work is presented on 124 pages, consists of an introduction, a review of
scientific publications on the problem under study, methods, results, discussion,
practical recommendations, a list of references and supplementary documents. The
work is illustrated with 5 tables, 9 figures. The list of references contains 168 local and
international sources.
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1 HIV-RELATED STIGMA AS A BARRIER TO OPTIMAL
TREATMENT OF HIV AND PREVENTION

1.1 Overview

This chapter consists of several sections in which the literature on the topic,
including gaps and limitations, is reviewed. The chapter starts with a summary of HIV
history continuing to the epidemiological situation of HIV in the world and in
Kazakhstan. The next sessions discuss the social aspects of HIV, focusing on stigma
and the definition of HIV-related stigma. This chapter also includes information about
HIV-related stigma in healthcare, covering the latest relevant published work from
other countries as well as from Kazakhstan. The last parts of the chapter discuss the
gaps in the field of HIV-related stigma in healthcare and provide reasoning for the
current research.

1.2 Introduction the brief history of Human immunodeficiency virus (HIV)

The history of HIV starts with the unknown epidemic at the time of the 1980s
in the United States.[11] The Morbidity and Mortality Weekly Report, published by
the Centers for Disease Control and Prevention (CDC) revealed 5 cases of
Pneumocystis carinii pneumonia in Los Angeles, California, USA, and later additional
cases of P. carinii pneumonia, other opportunistic infections (Ols), and Kaposi sarcoma
(KS) in New York City and California [12]. All these cases were detected among
homosexual men. These outbreaks led to one of the initial surveillance work and case
definitions developed by the CDC called KS/OI [12, p.]. Following this, essential
knowledge of the epidemiology of AIDS was established, including the groups at risk
and the modes of infection transmission. However, the question of transmission
through blood and blood products continued to be debatable in scientific communities
for several months.

The first recommendations for Acquired Immune Deficiency Syndrome (AIDS)
prevention were released by the US Public Health Service in March of 1983[11, p.2].
Following these recommendations members of risk groups were suggested to limit
their number of sex partners and not to donate blood. This also served as a precursor
of future condom use promotion programs. However, the etiologic agent was not
established yet at the time leading to confusion and fear about HIV in the public.
Inadequate knowledge of the infection transmission affected people's attitude toward
persons with AIDS negatively resulting in discrimination [13].

The early data on HIV global outbreaks reported by the World Health
Organization (WHO) have contributed significantly to a better understanding of the
etiology of the infection. Weekly epidemiological records revealed several cases of
HIV in European countries among black Africans with no history of drug use or male-
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to-male sex transmissions while cases of AIDS in MSM and injecting drug users
(IDUs) continued to be reported from other countries [14]. Correspondingly, cases also
occurred in recent migrants from Haiti in the USA and designated as a risk group [15].
This designation later led to discrimination against Haitian Americans [15, p.257].
Nevertheless, these AIDS cases in Africans and Haitians suggested another mode of
infection transmission as heterosexual contact.

In 1983, HIV-1 was discovered by the French scientists, Luc Montagnier and his
team at the Pasteur Institute in Paris. They used T cells of a 33-year-old patient with
the symptoms of AIDS such as lymphadenopathy [6, p.118]. Later after the discovery,
Professor Montagnier and his team received the Nobel Prize for Medicine in 2008.[16]
Another significant event in the field of HIV research occurred in 1985 when a
serologic test for HIV became commercially available [17]. The agreement of the
scientific communities on HIV being the causative agent of infection and the
availability of diagnostic tests were the main features of the early years of HIV
research.

1.3 HIV as an etiological agent

HIV and its subtypes are retroviruses that belong to a large family of ribonucleic
acid (RNA) lentiviruses [18]. The common characteristics of these viruses include
immunosuppression and long incubation periods before the symptoms are apparent.
HIV type 1 or HIV-1 is the most common subtype that infects humans and as the
molecular epidemiologic data suggests it has links to the simian immunodeficiency
virus, called SIVVcpz which is common in chimpanzees [18, p.465,19]. HIV-1 itself has
four subtypes: M, N, O, and P, and each seems to originate from cross-species
transmission events [19, p.708]. Another major human retrovirus known as HIV-2 has
more resemblance to the simian immunodeficiency virus (SIV) than to HIVV-1 and has
two subgroups A and B [19, p.708]. HIV-2 appears to be found mostly in West Africa,
with the highest prevalence rates in Guinea-Bissau and Senegal.

A characteristic feature of HIV is the presence of the enzyme reverse
transcriptase (RNA-dependent DNA polymerase), providing synthesis of double-
stranded DNA on a single-stranded RNA template, followed by integration of DNA
into the genome of the host cell.[20] The mature virus has an outer lipid envelope
consisting of 72 surface spikes, containing the antigen gp120 that helps in binding the
virus to target cells with CD4 receptors [21]. The pathogenesis of HIV is based on
several factors such as the function of the virus life cycle, the quantity of the viruses in
the infected organism, and the host cellular environment itself [20, p.317]. HIV cannot
replicate outside of living host cells and does not have deoxyribonucleic acid (DNA)
[22]. The host cells can be entered via viral membrane fusion.

Untreated HIV progresses over time, weakening the immune system eventually
and resulting in acquired immunodeficiency syndrome. The clinical symptoms and
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biological markers within each stage of the HIV infectious process have allowed us to
monitor the disease development using laboratory testing. During the first stage of the
infection, known as the acute phase, a rapid multiplication and spread of the virus
occurs in the body lasting from 2 to 4 weeks [23]. There is a sudden, sharp drop in the
concentration of circulating CD4+T cells and a burst of viral replication. Subsequently,
the infected individual develops a typical acute syndrome with symptoms including
fever, pharyngitis, headache, lymphadenopathy, and rash in rare cases [23, p.2]. The
virus then continues to multiply yet at a lower level. This period is known as an
asymptomatic stage and as the name suggests the infected person may exhibit from
mild to no clinical symptoms at all. During this stage, the immune system of the host
also starts producing antibodies (Ab), which coincides with the decline of the viral load
[23, p.2]. The transition period from being infected with HIV to the appearance of Ab
(seroconversion) is called the "window period" [24]. Diagnostic tests are unable to
detect HIV during the window period. The asymptomatic stage may last from 7 to 10
years making challenging the early diagnosis of the infection. During the next stage,
known as AIDS, the viral load rises rapidly with a simultaneous drop in CD4+T cells
up to 200 cells/mma3 or below [24, p.76]. This is the final stage of the infectious process
when the infected may develop other opportunistic infections and apparent clinical
symptoms [23, p.3].

1.4 Epidemiology of HIV Worldwide

HIV and AIDS continue to be a major global health issue regardless of the
significant efforts initiated to address the pandemic. This was initially highlighted at
the United Nations' Special General Assembly in 2001 and a decision on mobilizing
the resources to fight the pandemic was made. In addition, the Millennium
Development Goal Six of the Millennium Declaration of 2000 strengthened the global
effort to tackle the growing epidemic of HIV [25]. Within the following decades,
around 109.8 billion USD was dedicated to infection control initiatives in HIVV[26].

The combination of two pandemics such as HIV and COVID-19 has had a
significant impact on HIV response globally within the past two years. The COVID-
19 pandemic has disrupted health services due to its high contagiosity and has led to
economic crises in many countries. This has particularly worsened the situation in
already vulnerable regions for accessing HIV services making the window for new
HIV infections wider [27]. For example, as the latest record suggests 60% of the
poorest countries are now in debt distress, and from 75 to 95 million people globally
have resulted in poverty due to COVID-19 and COVID-19-related restrictions [28].
Subsequently, the global HIV response has faced new challenges since the groups of
populations that were already vulnerable to contracting HIV now have a higher risk of
getting infected or experiencing disruptions in care.
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38400 people are living with HIV (PLHIV) in the world now, 1500000 newly
infected, and 650000 died from HIV-related conditions [29]. The early epidemic of
HIV was detected in central Africa first then more cases of HIV began to appear in
southern Africa [1, p.236]. As recent statistics suggest, the Republic of South Africa
alone is home to about one-sixth of the world's HIV-infected individuals [29, p.2].
There are various explanations for such high prevalence of HIV in the region including
biological factors such as lack of male circumcision and high rates of sexually
transmitted infections (STIs), and social factors such as frequent sexual partner change
and commercial sex. However, some of these explanations provided have been
debatable such as male circumcision playing a significant role in HIV transmission
[30-31].
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Figure 1 — New HIV infections by region, 2015-2021

Regarding the rest of the world, Eastern Europe and Central Asia, the Middle
East, and North Africa including Latin America have seen increases in HIV new
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infections over the past decade (Figure 1) [17, p.1044, 32]. The UNAIDS' data revealed
rather interesting statistics on HIV prevalence in Asia and the Pacific, the world's most
populous regions. According to the latest estimates, new cases are increasing in these
regions while in the past, these countries are known for a gradual fall in HIV cases over
the past decade [32, p.257]. Most of these statistics are derived from countries such as
Malaysia and the Philippines where HIV is predominant in key populations.

1.5 Epidemiology of HIV in Eastern Europe and Central Asia (EECA)

Eastern Europe and Central Asia are one of the regions with increasing new
cases of HIV regardless of the effort made over the years. There was a 13 % increase
in new HIV infections in these regions between the years 2006-2012 [33]. There is also
a 2.5 times increase in mortality rates, unlike other regions where mortality of HIV has
been declining [33, p.1]. There were approximately 441300 diagnosed cases of HIV in
the EECA region in 2020 (Figure 3) [33, p.1]. These numbers increased in the
following years, 160,000 [130,000-180,000] people were diagnosed with HIV in 2021
which is a 48% increase compared to the data from 2010. [34] Mortality from AIDS-
related conditions has also risen by 32%, 44,000 [36,000-53,000] of death cases were
linked to HIV/ AIDS in the region in 2021 [35]. Studying the underlying causes of such
an increase is crucial since HIV treatment coverage and availability of new prevention
methods have improved yet have little impact on the new cases.

Several factors were highlighted for such an epidemiological situation of HIV in the
region in existing literature. There was a political transition in the early 1990s in the
region after the collapse of the Soviet Union that had led to economic crises in many
post-Soviet countries. The economy was not the only sector affected by this transition,
other sectors such as healthcare were also impacted. The public health system during
Soviet times was highly structured and vastly based on the labor force rather than on
technology [34, p.170]. After the collapse of the Soviet Union, the public health system
was not ready and prepared to meet the transition. Consequently, criminal economies
had risen during this period with increasing IDUs and enormous production of opiates
and trafficking [35, p.2].
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Figure 2 — Number of HIV-infected persons in selected countries of Eastern Europe
and Central Asia in 2020

The IDUs were the initial risk group of HIV in the region, yet, the latest
epidemiological investigations revealed that IDUs accounted for only one-third of new
HIV infections in Eastern Europe and unprotected heterosexual contact became the
leading transmission mode of HIV in these regions [36-40]. In Central Asia, new cases
of HIV have risen primarily among key populations including IDUs, men who have
sex with men (MSM), migrant workers, and female sex workers (SW). The IDUs
remain the group with the highest prevalence of HIV in Central Asia particularly in the
areas along major drug trafficking routes [37, p.3, 38, p.708]. Sexual mode of HIV
transmission has also risen in the region, for example, new HIV cases contracted from
heterosexual contact were higher than drug injection in 2011 in Kazakhstan (50.7% to
47% correspondingly) [37, p.3].

1.6 HIV in Kazakhstan

The epidemic of HIV infection in Kazakhstan started in 1997 when the first HIV
cases were diagnosed in the Eastern part of the country [37]. This time coincides with
existing high epidemics of HIV among IDUs in Ukraine and Russia. The later
epidemiological investigations suggest the infection spread extensively among IDUs
reaching 90% of the diagnosed HIV cases (n=1800) by December 2002 [41]. HIV
prevalence was the highest in Karaganda, Shymkent (South Kazakhstan), and Pavlodar
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at that period. The infection transitioned from IDUs to heterosexual mode ten years
after the first outbreak and expanded to other cities such as Almaty and Mangystau [41,
p.770].

Kazakhstan has taken a rather promising approach to tackling HI\VV among other
Central Asian countries. In 2011, the Republic of Kazakhstan approved the State
Health Development Program "Salamatty Kazakhstan" for 2011-2015, which replaced
several sectoral programs to combat specific types of diseases, including two HIV
indicators: the first is to maintain HIV prevalence among the general population aged
15-49 at the level of 0.2-0.6% by 2015 and the second - keep HIV prevalence among
prisoners at < 5% [41, p.772]. Several interventions were conducted on a national level
such as: "friendly" cabinets for diagnostics, treatment, and prevention of sexually
transmitted diseases; preventive programs, the purchase of condoms and publication of
prevention programs among prisoners that are funded by the state budget; and
provision of syringes and needles to IDUs [42]. Antiretroviral therapy (ART) has been
fully covered by the state budget since 2009 in Kazakhstan. Medical care including
diagnostics of HIV is free for Kazakhstani citizens at AIDS centers. The ART treatment
was based on CD4 count for anyone who tested positive for HIV in 2015. However, in
recent times, the country has committed to the "test and treat" approach which is about
providing ART to all PLHIV regardless of their clinical indicators.

The number of PLHIV in Kazakhstan based on Spectrum estimates (2019) is
31,378, and the infection is still predominant among key populations: IDUs, SWSs, and
MSM [43-45]. For example, HIV prevalence in the age group of 15-49 years in the
general public is 0.25% and the HIV prevalence among key populations is: IDUs -
7.9%; SW - 1.4%; MSM - 6.5%. The highest HIV prevalence rates are documented in
Pavlodar, Karaganda, Almaty, North Kazakhstan, Kostanay, and East Kazakhstan
regions. As of December 31, 2019, 21,951 people living with HIV, including 409
children under 14 years of age, were registered with AIDS prevention and control
centers [45, p17]. Among PLHIV, 82% of them are aware of their status; 68% of the
diagnosed HIV patients are on ART; and 78% have achieved viral suppression [45,
p.17]. These numbers may indicate improvement yet they remain below the global goal
of "90-90-90" needed to end the HIV epidemic.

1.7 Social aspects of stigma as a barrier to optimal HIV care

HIV has both biomedical and social implications that need to be considered in
studying the infection. The focus on biomedical aspects requires a more individualistic
approach such as adopting prevention technologies to change individuals' behaviors
that may lead to HIV transmission. The social aspect of the infection, on the other hand,
Is concentrated on how the infected interact within communities and networks and in
what manner they are treated by others [46]. Recent literature argues that HIV-related
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disclosure and policies are predominantly focused on biomedical approaches,
specifically on HIV treatment [46, p.790,47]. The importance of biomedicine in HIV
management is evident, yet neglecting its social aspects serves as a barrier to getting
people involved in HIV treatment [46, p.789].

There has been a social transformation in communities and networks that have
allowed different members of such communities to be open about their sexuality and
drug abuse. However, this transition is not homogenous across the globe, with some
countries still practicing discriminative laws and regulations against HIV key
populations including the negative attitudes in the general public. Practice shows that
a partnership between government, public health, research, and affected communities
can be one of the most effective HIV prevention strategies. Countries such as
Switzerland, Australia, Thailand, Brazil, Uganda, and Zimbabwe can be an example of
such strategies where community-led prevention programs and health promotion work
Is based on biomedical research and funded by the governments (“Social Public
Health™) [48]. Individualistic prevention interventions such as the adoption of condom
use, partner reduction, and a delayed sexual debut have also shown a significant impact
on reducing HIV transmission, however, more focus is required now on a community
level [45, p.25]. Particularly, an informal interpersonal talk about HIV/AIDS is
suggested to have a positive impact on HIV management.

Apart from the social aspects of HIV, its cultural aspects are also noted to be
important to address. Cultural factors that affect HIV include inability of women to
negotiate safer sex with their partners; different marital traditions (for example, having
a polygamous husband experienced in some African cultures, early marriages, multiple
sexual partners); harmful traditional practices (widowhood-related rituals, "sexual
cleansing" and female genital cutting); gender-based violence; stigma and taboo related
to sex and sexual activities; and religious beliefs (beliefs about premarital sex, about
contraception and sexuality) [49-53].

HIV is a highly stigmatized disease due to its main transmission mode through
unprotected sexual intercourse leading to cultural and moral judgments in many
societies. Stigma related to HIV has a shameful history from the early start of the HIV
pandemic. Disclosure of one's HIV-positive status has been shown to impact
friendships and other interpersonal relationships. For example, a study conducted in
early 2000 in Nigeria revealed the following findings: 64.5% of the respondents agreed
that it was not safe to have a close relationship with PLHIV; 96% agreed that PLHIV
cannot live in a hostel due to high HIV risk, and almost all agreed it was not safe to eat
from the same dishes with HIV infected individuals [53, p.48]. This study was
conducted among students and one might argue the representatives of such a sample,
however, studies conducted in later times in different contexts demonstrated similar
findings [54].
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Disclosure to family members can also be a traumatic experience for PLHIV due
to rejections. This is particularly difficult for the one who considers family as the main
source of comfort. Earlier studies show that in more traditional settings such as India,
husbands may abandon their wives after infecting them with HIV [55]. Another study
conducted in Sagamu, Nigeria, has revealed that up to 10% of those who disclosed
their HIV-positive status to their family members have experienced domestic violence
[56]. HIV-negative fathers also seem to lack compassion and support for their
symptomatic HIV-positive children in one study. The reasons for such a finding as the
study investigates further seem to be the fear of contracting HIV, reluctance to provide
financial support for a "dying" child and doubt about biological paternity [56, p.176].
A similar study conducted in China in the early 2000s showed that 17% of the family
members of PLHIV preferred to use separate utensils and dishes [57].

The workplace is another place where PLHIV often get discriminated against for
their HIV-positive statuses. Furthermore, PLHIV seem to feel discriminated against
and are most likely to deny receiving care when the workplaces provide such medical
care for their conditions. For example, a South African company with about 2000 HIV-
positive employees experimented in 2003 with providing HIV care to which only 200
of them got registered and only one person openly disclosed his HIV-positive status
[58]. Similar cases were documented in Nigeria, PLHIV losing jobs, being excluded
from school, and isolation from relatives and friends after disclosing their HIV statuses
[53, p.50].

1.8 Conceptual framework for “stigma”

Stigma is a complex phenomenon that does not have an unitary definition. It is
important to discuss the concept of stigma first for better understanding and further
judgment. Most of the literature use the definition provided by Erving Goffman (1963),
who defined stigma as an action of “profoundly discrediting” when societies reduce
someone “from a whole and usual person to a tainted, discounted one” [54, p.68]. There
1s a need for distinguishing the terms “discrediting” when others demonstrate stigma
and “discreditable” when a person is considered as dishonorable. Furthermore, how
people view themselves may differ from the view of others. For example, an HIV
positive individual might expect to get stigmatized or discriminated against in certain
settings due to their low self-esteem and fear of prejudice. Goffman differentiated these
types of stigma as virtual and actual stigma that may impact one’s social identity
negatively leading to social isolation [59]. Discrimination itself arises out of any point
of difference that can be consistently labeled: for example, physical deformity or
disfigurement, racial differences or any other factors that set up the person as different
to the perceived norm [54, p.69]. In this case the norm is generally defined in terms of
who is powerful in the community. Other authors further provided a distinction
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between prejudice and discrimination as the former being about judgment against a
group or individuals while the latter is an act or behavior [60].

The modern definition of stigma focuses on two types of stigma, enacted stigma
that include obvious expressions of discrimination and exclusion from communities
and felt stigma that comprises the perception of others’ negative thoughts and
discrediting behaviors [61]. A systematic review conducted on the concept of HIV-
related stigma proposed the following definition: “HIV-related stigma is the collection
of adverse attitudes, beliefs and actions of others against people living with or affected
by HIV, which may result in deleterious internalized beliefs or actions taken by persons
living with or affected by HIV infection that may result in negative health outcomes”
[60, p.1572]. Three dimensions of HIV stigma can be distinguished following the
literature that include: perceived stigma (sensed stigma by PLHIV within certain
communities), experienced stigma (experience of discrimination and prejudice due to
one’s HIV positive status), anticipated stigma (assumption of being treated
negatively), and internalized stigma (assenting to societies’ negative characterizations
and applying them to oneself) [62].

Fear of infection, inadequate knowledge and religious-cultural beliefs are the
known contributors of stigma related to PLHIV. Furthermore, Goffman argues that
stigma and discrimination are not inherent to humans. It is rather a consequence of
social interactions where a person who displays “different” behaviors, has certain
physical traits, or belongs to a certain social group is labeled and stereotyped [60,
p.1578]. A person growing up adapts such discriminatory behaviors discrediting the
stigmatized and leading to “status loss”. These behaviors were also often reported as
“‘the observable evidence of stigma” [63].

Religious beliefs can be judgmental towards PLHIV due to moral aspects
associated with HIV and its transmission. It has been attempted by the religious
communities in the past to label HIV as God’s punishment for those who sin,
particularly those who are drug users, prostitutes and homosexuals [51, p.167].
Existing research on HIV stigma also suggests that those who identify themselves as
more religious have more stigmatizing and negative attitudes towards PLHIV than
those who are less or not religious [64]. However, the role of religiosity was significant
in coping with HIV status and adherence to ART among PLHIV.

A judgmental attitude towards PLHIV does not only derive from strong religious
beliefs but rather it is intersected within “religion”, “culture”, “power” and “morality”.
Negative attitudes towards PLHIV are also distinguished between those “innocent”
who contracted the infection via organ blood transfusions and those who almost
“deserved” contracting HIV via “promiscuous” behaviors or drug use [65].
Interestingly, women seem to be blamed more for transmitting HIVV by men in the
literature. There is racial difference of stigmatizing attitudes documented in ethnically
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diverse settings. For example, black PLHIV seem to be more stigmatized than other
races in the USA. HIV-related stigma often attaches itself to existing stigmatizing
frameworks associated with sexual behaviors and sexual identities [61, p.243]. Studies
have demonstrated in the past that people preferred PLHIV to be easily identifiable so
as to separate them from the general population and exclude them from schools, work
and other social institutions [59, p.1337].

1.9 Consequences of stigma

The general impact of stigma and discrimination of HIV is that it lowers the
willingness of those who are newly infected to interact with others including medical
workers. Consequently, it disrupts the efforts made for disease management and
prevention. To study it more, one should remember that the consequences of HIV-
related stigma depend on the types of stigma, discussed earlier since different
dimensions of stigma might affect psychosocial life and general health in distinct ways.
For example, internalized stigma may lead to poor psychological well-being and
depression while anticipated stigma is associated with poor use of healthcare services
including low adherence to ART among PLHIV [66]. Furthermore, anticipated and
internalized stigma seem to lead to lower ART adherence than experienced stigma as
one meta-analysis shows [67]. Instead, experienced stigma is associated with poor
physical health which can be explained by chronic stress [68]. Furthermore, one
dimension of HIV-related stigma may mediate the effect of another dimension. A study
conducted by Kay et al. suggests that the association between perceived stigma and
health outcomes (physical and mental) may well be mediated by the existence of
internalized stigma [62, p.259].

The impact of HIV-related stigma on mental health is well documented in the
literature. Early descriptions of HIV-related stigma emphasize its deviation from social
norms and cognitive self-affirmations of worthiness among those who are HIV-
positive [66, p.14]. An experience or an anticipation of stigma may lead to feelings of
rejection and social isolation. Accordingly, more evidence is being built on the
associations between HIV-related stigma and mental health problems. A study
conducted in Nambia has revealed the association between higher rates of felt stigma
and high depression, anxiety, and poor self-perceived physical health [69]. This finding
also may suggest that higher felt stigma can adversely impact the transmission of HIV
since stigmatization leads to an unwillingness to disclose one's HIV-positive status and
condom use. Another study suggests that the association between experienced stigma
and poor mental health is mediated by internalized stigma [62, p.259].

HIV-related stigma seems to have a negative impact on a biological level too.
For example, Grov C. and colleagues' review suggested that chronic depression and
stress caused by HIV-related stigma leads to deterioration of the illness in terms of CD-
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4 lymphocytes and high viral load, increasing the risks of poor clinical outcomes and
mortality [70]. Correspondingly, the combination of felt stigma and depression can be
linked to decreased adherence to treatment and increased risk of sexually transmitted
infections (STIs) other than HIV.

In the following Figure 3, the types of HIV-related stigma and its consequences
are summarized. External HIV-related stigma, as the literature suggests, is the attitudes
perceived by the PLHIV from others and includes discrimination, rejection,
stereotyping, judgmental negative views, etc. Internal stigma, on the other hand, self-
affirmed negative feelings of PLHIV, and expectations of being treated badly due to
their HIV-positive status.

Internalized stigma is also an important factor in how HIV may affect one's
quality of life and health. Self-imposed isolation from others and overall adjustments
are common among PLHIV after HIV diagnoses and seem to affect treatment
adherence adversely [68, p.1785]. Figure 4 demonstrates the study results on HIV
stigma conducted among PLHIV in Kazakhstan [71]. As these results suggest, the most
frequent consequence of one's HIV-positive status was rejections in healthcare
services, loss of employment, and being forced to change accommodation due to the
HIV-positive status being revealed. The signs of self-isolation were alarmingly high
among female respondents and in this study [72]. Furthermore, SWs were worried
about unwanted disclosure of their HIV status to their families and friends (48.6%),
they were more likely to be concerned about being treated badly by health professionals
(40.0%) and were less likely to cope with their HIV diagnoses (48.6%). Internalized
stigma is also linked to late uptake of the ART treatment since only around 17% of
respondents in this study started treatment on the same day they were diagnosed with
HIV.
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External HIV-related stigma Internal HIV-related stigma

Attitudes or actions expressed Feelings, beliefs or actions within
towards people living with or instigated by the person living
HIV/AIDS. with HIV/AIDS.
Rejection Shame
Avoidance Self-blame
Intolerance Secrecy related to fear of
disclosure
Stereotyping
Despair

Judgmental attitudes
Great concern over the thoughts

Discrimination and attitudes of others
Disrespect
Physical violence
Verbal derision

Lack of HIV transmission
knowledge leading to unfounded

fear of infection

Consequences of
HIV-related stigma

Mental health issues
Medication adherence issues
Accession of healthcare services
Employment issues

Housing issues

Risk for physical violence and/or verbal abuse

Figure 3 — Types of HIV-related stigma and its consequences
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The child was expelled/prevented from attending classes I 0,8

Denied family planning services . 1,8

Denied sexual and reproductive health-care services - 3,2

Dismissed or suspended from, or prevented from attending, - 38
an educational institution f

Refused employment or a job opportunity 59 %

Job description or nature of work changed/refused a promotion - 6,1

Was denied health care services, including dental services 17,6

Had to change place of residence, faced

difficulties in renting accommadation 17,6

Lost employment or other source of income 20,7

Figure 4 — Stigma and discrimination against PLHIV in organizations and agencies
within the previous 12 months in Kazakhstan

1.10 Double stigma

HIV-related stigma is commonly layered upon other stigmas related to
homosexuality, drug use, and commercial sex work. In other words, the HIV key
population seems to experience double stigma due to their HIV-positive status and the
already stigmatized practices they are associated with. Stigma was manifested in the
form of blackmail, harassment, and discrimination towards transgender respondents
with HIV in a study conducted in Indonesia [73]. Interestingly, respondents who
identified themselves as women who have sex with women (WSW) and bisexual
respondents did not report any discrimination and stigma besides a single verbal case.
Verbal abuse, gossip, and harassment (physical, and verbal) are also commonly
reported as a form of stigma by SWs. Harassment towards one's drug addiction is also
common, yet some studies argue that IDUs receive more empathy than those who
practice commercial sex, for example, due to the former being considered a disease and
the latter as a choice or a lifestyle [65, p.26].

Differentiating HIV-related stigma from other so-existent stigmas can be
challenging. A study conducted in the USA suggests that Black and Hispanic men who
have sex with men may be unable to identify themselves as gay due to cultural pressure
and stigma attached to such groups [74]. Such pressure may also derive from families
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and close friends due to negative beliefs about MSM. Cases of extreme violence have
been reported towards people who identify themselves as homosexuals in certain
contexts [65, p.32]. It is discouraging therefore to be open about sexuality or testing
for HIV in such settings due to such threats as death. In fact, PLHIV seem to be more
afraid of the stigma associated with HIV than the disease itself [65, p.34, 74, p.3].

1.11 Stigma in Healthcare

As discussed earlier, HIV-related stigma may have a negative psychosocial
impact on individuals that includes self-isolation and fears of being treated poorly [59,
p.1339]. This may itself lead to unwillingness to disclose one's HIV-positive status and
poor engagement in professional medical care. Delays in medical care, low levels of
treatment adherence, and increased practice of risky behaviors are also commonly
reported by the stigmatized HIV-positive patients [62, p.260]. For example, one of the
primary prevention methods of HIV condom use has become challenging in some
settings due to the rejection of those who initiate its use. Therefore, due to its
implications, people may find negotiating condom use hard and eventually stop using
it after several attempts. Furthermore, even the concept of being faithful is stigmatized
in some settings and this phenomenon is higher among men compared to women [53,
p.48]. These risky behaviors derived from stigma may play a significant role in
infection transmission and serve as a great barrier to getting people involved in
treatment.

HIV-related stigma in the healthcare setting is common according to the
literature from across the globe. The manifestation of it, however, may differ through
sociocultural and socio-ecological contexts [59, p.1338]. According to the UNAIDS’s
reports stigma and discrimination against PLHIV are manifested by withheld
treatment, HIV testing without consent, lack of confidentiality, avoidance or non-
attendance of medical staff to procedures related to PLHIV and denials in medical
services including medicine for HIV- and non-HIV related conditions [75]. A large-
scale survey conducted in the early 2000s in Nigeria showed that 1 in 10 medical staff
admitted to refusing to provide care to HIV-positive patients or denied hospitalization.
Up to 20% of them agreed that PLHIV behaved immorally and deserved the disease
[76]. Other studies are consistent with high levels of stigma manifested in fear of
infection transmission and unwillingness to provide care for patients with HIV and
AIDS [59, p.1340].

Studies conducted in the developed world also demonstrate high levels of HIV-
related stigma. A systematic review from the USA analyzed six articles on healthcare
providers’ attitudes and beliefs about HIV and revealed the following: negative beliefs
about PLHIV were high among male, white, and primary care physicians with no
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training on HIV within the last 12 months [77]. Some studies suggest that the reason
for such stigmatizing beliefs is rooted in stereotypes such as PLHIV being always poor,
practicing a promiscuous sexual lifestyle, and engaging in highly risky sexual activities
[65, p.160]. These stereotypes may have been a result of the historical way of
portraying HIV as something deadly and extremely negative. HIV-related policies
seem to have a positive impact on HIV since the healthcare settings where such policies
are reinforced are more tolerant of HIV-positive patients.

Other studies conducted on studying the sources of such stigma levels in
healthcare suggest that fear of infection that derives from inadequate or outdated
knowledge of HIV -transmission is one of the main contributors to HIV-related stigma.
Providers' fear of contracting HIV may lead to anxiety, reduced quality of care, or even
denials in providing care according to the literature [78]. Interestingly, this fear was
the highest among the group of medical workers who had low or no knowledge of post-
exposure prophylaxis. The studies examining the education level of healthcare workers
on HIV among non-HIV specialty doctors also reported significant gaps [59, p.1338].
However, one might argue that it is expected due to the lack of contact with HIV and
HIV-positive patients in their daily work activities.

HIV-related stigma in healthcare may operate on a personal level (e.g., personal
beliefs, attitudes), clinical level (e.g., the type of a clinic or location), and on policy
level (e.g., HIV-related policies in healthcare settings) [68, p.1785]. Factors affecting
individual-level HIV-related stigma in healthcare include older age, lower levels of
knowledge of HIV, and perceived religiousness. Furthermore, professional categories
within the medical field seem to affect stigma since higher levels of stigma were seen
among nursing staff and clinicians compared to physicians and social workers in some
literature [59, p.1337]. This could be explained by the education level of physicians
compared to nurses while in the case of social workers, they may have more contact
with HIV-positive patients, hence, they are more tolerant. However, it may also vary
within different care types provided, for example, obstetric nurses were seen to have
more positive attitudes and more caring to HIV-positive women in the study conducted
in the USA [78, p.118]. Other factors that may be associated with HIV-related stigma
in healthcare include rural areas and access to protective measures from contracting
HIV at work and post-exposure prophylaxis (PEP) [79].

Manifestation of stigma in healthcare may differ depending on the type of care
provided and location. It includes judgmental language used in interactions with
patients; blaming and humiliation of the patient due to their HIV positive patients;
moral disapproval; assumptions about the way the patient contracted HIV;
inappropriate behaviors at work (i.e., physical distancing from the patient and avoiding
any possible contact with the patient); unnecessary precautions that derive from fear of
HIV transmission such as wearing double gloves and burning bed sheets after HIV
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positive patients’ discharge; and inappropriate emotional reactions such as irritation
and anger [80]. A qualitative study conducted among rural healthcare workers revealed
the following HIV-related stigma-related themes: stigma from referral sources, stigma
from physicians, and stigma perceived by clients [71, p.15]. At the referral stage,
PLHIV reported stigma in the form of indifference and lack of acceptance due to one’s
HIV status or drug use history. Stigma at the physician level was mostly related to the
reluctance of refusals to provide care to HIV-positive patients in the study.
Interestingly, primary care providers were likely to refer HIV-positive patients to
specialists to avoid contact with them [81]. However, as this study suggests even
specialists such as infectious diseases clinicians exhibit stigma towards PLHIV in rural
areas.

1.12 HIV-related stigma in healthcare settings in Kazakhstan

HIV care in Kazakhstan, as in many other post-soviet countries, is organized on
a vertical system; there are a number of AIDS centers that provide HIV-related care to
PLHIV, and non-HIV-related care is provided in primary healthcare settings. HIV-
related care in AIDS centers includes diagnostic measures (laboratory analysis),
clinical treatment prevention, and epidemiological monitoring of HIV. The biggest
AIDS centers are located in cities such as Almaty, Shymkent, and the capital city
Astana [82]. ART treatment and testing for HIV is free of charge for Kazakhstan
citizens. Furthermore, now, starting from May 2017, all confirmed cases of HIV
regardless of CD4 count are eligible for ART treatment in the country.[83] The medical
staff of these centers are specialized in infectious diseases and more experienced with
HIV than in other settings such as primary healthcare. Studying HIV-related stigma in
both primary and HIV-specialized centers is equally important. Stigma and
discrimination experienced in one type of healthcare, or another may lead to a general
distortion of trust in medical care and willingness to receive HIV care among PLHIV
[59, p.1335].

The literature on addressing HIV-related stigma in healthcare settings in
Kazakhstan is limited on many levels. First, the existing literature, to the best of our
knowledge, assesses HIV-related stigma in healthcare from the perspective of HIV
patients only [84-86]. Secondly, there is no study addressing the level of stigma by the
type of healthcare. Primary healthcare centers are one of the first settings where PLHIV
may refer, however little is known about the attitudes of the medical staff towards HIV
and PLHIV in such settings. Finally, the surveys conducted on stigma among PLHIV
do not report any validation of the instruments used for assessing such a complex
phenomenon as stigma. Therefore, the translation and validation of the assessment
tools are important aspects of HIV-related research.
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As the reports from “Stigma index-2015” suggest the majority of PLHIV in
Kazakhstan experience discrimination in healthcare settings [71, p.22]. Figure 5
demonstrates HIV-related stigma experienced in different settings with the highest
levels in healthcare (both with some signs of discrimination up to 6% and strong
discrimination up to 12.4%) followed by government officials and family members.
The most reported manifestation of stigma in this survey was the denial of medical care
including dental care (17.6%). This level of reports on stigma was higher with older
age and among men as the study concludes. However, one can argue that healthcare
staff is one of the few people PLHIV may interact with often compared to other groups,
hence they may experience and report higher levels of stigma from such groups.
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Figure 5 — Discrimination in connection with HIV status disclosure in Kazakhstan

Discrimination and stigma towards PLHIV seem to remain high in healthcare
settings in Kazakhstan. The Stigma Index conducted in 2020 demonstrated that PLHIV
were discriminated against in the form of disclosure of their without consent (5.2%),
recommendations made by the healthcare staff on not having sex due to their HIV
status (5.0%), avoidance of physical contact (4.6%) and being gossiped about due to
their HIV status (4.8%) [45, p.37]. Stigma towards PLHIV seems to be the highest
among MSM and FSW within both years when the stigma index is conducted. For
example, denials in healthcare were the highest among MSM and FSWs compared to
other key populations in the Stigma Index -2020 (8.1% among MSM and 23.3% among
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SWs). These groups also were more often advised not to have sex (12.2% among MSM
and 26.7% among SWSs) and were gossiped about in healthcare (12.2% among MSM
and 30% among SWs).

Testing for HIV without consent is one way of assessing discrimination against
PLHIV in healthcare. The Stigma Index conducted in 2020 suggests around 23% of
female respondents and 19% of male respondents experienced HIV testing without
their knowledge and approval. Furthermore, they were forced to take HIV testing
without their consent as the survey shows (1.44% of women and 3.07% of men). This
practice was the highest among sex workers (20%) and injective drug users (25%).

Reproductive health is another area of medical care where PLHIV, especially
women, seem to be the most discriminated against. The experience of denials to sexual
and reproductive health services was reported by 3.2% of PLHIV in the stigma index-
2015 report. Particularly, PLHIV were more likely to be denied in counseling on
reproductive options (34.4%), advised not to have children by medical workers
(21.3%) or encouraged to terminate pregnancy (8.5%), and forced to use contraception
methods as an exchange for an ART (8.5%) [45, p.37].

Discrimination against reproductive health remains to be high as well despite the
efforts made on state and civil levels. The stigma index conducted in 2020 suggests
that 6% (n=69) of the respondents were advised not to have children, 3% (n=33) of the
respondents were forced to use contraception to receive ART, 2.2% (n=25) of the
respondents were forced to undergo sterilization 9 of them were sterilized without their
knowledge [45, p.38]. Furthermore, some manifestations of stigma seem to have risen
over the years. For example, if recommendations on termination of pregnancy were
reported by 8.5% of respondents in 2015, in 2020 this number almost doubled (14.6%).
More information was obtained in the 2020 Stigma index that includes pressures on
particular types of contraception for women (9.7%), forced method of feeding a child
(9.1%), forced mode of delivery (7.4%), and forced ART uptake during pregnancy
(6.8%) [45, p.38].

Other manifestations of stigma in such settings include verbal insults (7.3%),
denied healthcare services (6.5%), and advice on not having sexual intercourse due to
one’s HIV-positive status (4.9%) [45, p.40]. The consequence of such high levels of
HIV stigma can lead to unwillingness to disclose HIV status. For example, in the
survey conducted among PLHIV in Kazakhstan, only half of the respondents reported
that they disclosed their status in non-HIV-related healthcare settings (41.4%). These
numbers seem to be lower in KP groups since only 16% of MSM admitted disclosing
their HIV status in such settings. In this survey, around 30% of the respondents
reported that they are not sure if their status will be kept confidential, which may
indicate low levels of trust in healthcare workers.
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Healthcare centers that provide non-HIV-related care seem to have higher
discrimination toward female HIV-positive patients. In a survey conducted in 2020 in
Kazakhstan, stigma towards PLHIV was reported among women almost 2 times higher
than among male respondents [45, p22]. Similar statistics were seen among SWs.
Stigma was manifested among FSWs in the form of denials in care (23.1%), denials in
dental care (26.9%), advice on not having sexual intercourse due to one’s HIV-positive
status (26.9%), gossiped about (46.2%), verbal insults (yelling, calling names, curses)
(23.1%), physical violence (23.1%), avoidance of physical contact (38.5%), disclosure
of one’s HIV status without consent (30,8%). Contrary to these findings, some studies
show lower levels of stigma in primary healthcare services [87]. However, these studies
are conducted in areas with a high prevalence of HIV which may lead to more
encounters with HIV patients and increased tolerance.
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2 METHODS

Aim. To investigate HIV-related stigma from the perspective of healthcare
providers in Almaty primary healthcare settings.

Objectives of the study

1. To validate the brief HIV-related stigma assessment tool in Kazakh and
Russian languages and adjust it to Kazakhstani context.

2. To explore the level of stigma towards PLHIV in primary healthcare
settings in Almaty

3. To investigate the factors leading to stigmatizing attitudes within primary
healthcare workers in Almaty

4, To explore the opinions and beliefs about HIV and PLHIV with the help
of in-depth interviews

5. To provide recommendations on lowering stigma in primary healthcare
settings in Almaty

2.1 Overview

This chapter describes the methods used to collect data for both quantitative and
qualitative parts of the study. First, we provide a brief description of the study area and
study population. We then discuss the study design, data collection methods of both
qualitative and qualitative parts of the study, and statistical analysis applied within the
mixed method research. We also provide information about the ethical aspects of the
study and how we handled such aspects to conduct ethical research in the field of HIV
and stigma.

2.2 Study area and study population

The current study was conducted in Almaty, the largest city in Kazakhstan which
is located in the south-eastern part of the country. Almaty is the major financial,
cultural, and commercial center of Kazakhstan with an estimated population of 2 min
and over. The city is divided into 8 administrative regions that include Alatau, Almaty,
Auzeov, Bostandyk, Zhetysu, Medeu, Nauryzbai, and Turksib districts (Figure 6 ).

Almaty is one of the cities in Kazakhstan with the highest prevalence of HIV
after the Eastern Kazakhstan region, Karaganda, and Pavlodar. There has been a
transition in the way HIV is transmitted in Kazakhstan; the prevalence of HIV was the
highest among IDUs at the beginning of the epidemic while according to the latest
report, there is a significant increase in HIV among heterosexual contacts [88]. The
highest prevalence within Almaty is seen in the Turksib, Zhetysu, and Almaly districts
(Figure 6).
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HIV care in the country is provided in AIDS centers and free of charge in
Kazakhstan. The healthcare system in the country operates on governmental and non-
governmental levels. The governmental sector includes healthcare settings, research
centers, and educational organizations in healthcare that are financed by the state
budget. Non-governmental organizations include healthcare and research centers that
are operated and financed by private owners [78, p.118]. Every citizen in the country
has access to free medical care which is also known as the guaranteed volume of free
medical care (GOBMP) [88, p.5,89]. This type of medical care is also provided to
individuals permanently residing in the country and foreigners at the expense of the
government's budget. It covers treatment and medical rehabilitation of tuberculosis,
medical care for diseases that occur in emergencies, and forensic medical examination.
Starting from January 1, 2020, the system of compulsory social health insurance has
been in force for the citizens of Kazakhstan [90]. Following this system, patients have
a right to choose the healthcare centers they want to receive care.

Primary health care is generally regarded as the most cost-effective and inclusive
way of universal coverage worldwide. These centers are designed to provide from
disease prevention to treatment, rehabilitation, palliative and other health needs. There
are 65 primary healthcare settings (polyclinics) in Almaty located evenly within 8
districts. The general public including PLHIV is able to access the needed medical care
in polyclinics within insurance or payment-based systems. According to the latest
estimates, there are 32402 medical doctors and 73812 nursing staff of various
specialties who work in primary healthcare centers in Kazakhstan [91].
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Figure 6 — HIV prevalence by region in Almaty, 01.01.2023

This study was based on randomly selected 8 polyclinics in Almaty. The
administration of each healthcare center was first approached by the investigators to
explain the aim and methods of the project. After receiving the approvals from the head
administration, clinical and non-clinical staff of the chosen primary healthcare centers
were invited to participate in the study on a voluntary basis. Healthcare workers were
informed that they could participate at any time available throughout the data collection
period in each facility. This way the investigators were able to meet the challenging
workload and differences within work hours of the medical staff.

2.3 Study design

This study was based on a mixed method study design that includes quantitative
and qualitative methods of data collection and analysis. A mixed-methods design has
numerous benefits to explain the research more meaningfully. It offers flexibility for
the methodology of research, a logical basis, and an in-depth understanding of the
question under investigation [92]. The quantitative part allows to conduct studies on
wider samples making it possible to infer the findings to the population. The qualitative
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part, on the other hand, provides an opportunity for a deeper understanding of the
research question enabling the new information to be unveiled during conversations.
Therefore, it is important that the participants feel secure and connected during the
qualitative data collection. Quantitative data can be converged with qualitative data
and vice versa. This method is known as triangulation, where the same question can be
investigated from different sources using different types of analysis [92, p.28].

The choice of mixed-method research for the current study was based on many
factors. First, stigma itself is a complex phenomenon that cannot be measured by
single-item questionnaires. Attitudes and beliefs are better measured when quantitative
data are complemented with qualitative interviews and discussions. Secondly, there is
no study, to our best knowledge, that presents the data of mixed-method research on
HIV-related stigma levels in Kazakhstan. Finally, PLHIV may interact with healthcare
workers more than with any other groups willingly or unwillingly, hence richer data
may be obtained by applying both methods, particularly among these groups.

2.4 Data collection

The mixed design applied in the current study included focus group discussions
(FGDs), in-depth interviews, and quantitative surveys. The flow of the data collection
methods is demonstrated in Figure 7.

* Validation of the assessment tools (in Kazakh and Russian
languages)

* Pijlot study (N=15) and FGD (N=4). April-2019

-

* Assessment of HIV-related stigma

* Quantitative data collection from 8 PHCs (N=448). June-2019
J

N
Investigation of the determinants of HIV-related stigma
Statistical analysis of the quantitative data ( N=448)

* Studying the opinions about PLHIV and KPs
* In-depth interviews (N=10). November -2021

* Comparison of quantitative and quantitative data
* Recommendations based on study results

o o
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Figure 7 — Steps of quantitative and qualitative data collection

A pilot study was conducted first for validation purposes of the assessment tool
among 15 healthcare workers (clinical and non-clinical staff) who were not included
in the main sample. After the pilot study, a session of FGD was held among 4
respondents on the clarity of the assessment tool. A set of cross-sectional surveys were
conducted on the main sample after the adaptation of the assessment tool in Kazakh
and Russian languages from May 2, 2019 -July 2, 2019 (n=448). The last phase of the
study was based on in-depth interviews conducted among 10 healthcare workers.

2.4.1 Adaptation and validation process of the questionnaire

This study applied a brief HIV stigma assessment tool that originally was
validated in China, Dominica, Egypt, Kenya, Puerto Rico, and St. Christopher & Nevis.
The tool is specifically designed for clinical and non-clinical staff of healthcare centers
[83, p.126]. The original tool consists of 22 items divided into 5 sections covering
actionable causes of HIV-related stigma and discrimination: background information,
infection control, health facility environment, and policies, and opinions about PLHIV.

Due to the specific characteristics of the HIV epidemic in Kazakhstan and the
lack of validated tools in Kazakh and Russian languages, we have modified the current
tool by adding some items from the Ethiopian questionnaire on HIV stigma and
discrimination [84, p.30]. Differential attitudes towards sexual identity, commercial
sex, and drug abuse are common in both countries and may derive from strong cultural
and religious beliefs. Therefore, we attempted to involve these aspects in the
questionnaire focusing on differential opinions about PLHIV based on a mode of HIV
transmission such as sexual intercourse, drug injection, and blood transfusion. A
feeling of shame due to one’s HIV-positive status was also added to the Ethiopian tool.
Additionally, according to the Stigma Index conducted in 2015, PLHIV in Kazakhstan
are likely to be advised not to have children [61, p.248]. Therefore, items on opinions
about HIV-positive patients’ plans on having children were added to the study
instrument.

The brief assessment tool used in this study was previously translated into
Russian by another research team in the country. We contacted this research team and
received approval for using the Russian version of the questionnaire. The questionnaire
was later translated into Kazakh language from English by the main study investigator
and translated back into English by an independent expert.

A session of FGD was conducted after pilot testing the questionnaire before the
main surveys. The purpose of conducting the FGD was to discuss the clarity and
relevance of the assessment items both in Kazakh and Russian languages. The

40



discussion lasted for thirty minutes and included a group consisting of a general
practitioner, a nurse, a social worker, and a psychologist.

The FGD revealed that study participants can be unfamiliar with some of the
study terms such as “Men who have sex with men or MSM”. Therefore, the importance
of explanations of such study terms before conducting the survey was noted. In
addition, the items in the section “Fear of HIV transmission at work™ (e.g., «How
worried would you be about getting HIV if you drew blood from a patient living with
HIV?”) made most of the participants confused judging by the pilot study and FGd
session. These questions are about fears of contracting HIV at work during medical
interventions. However, study participants seem to have interpreted the questions as if
they were made exclusively for those who work with HIV-positive patients. Therefore,
a clarifying note such as “How worried would you be about getting HIV if you did the
following? Regardless of the presence of HIV-positive patients at the moment” was
added.

2.4.2 Quantitative Data Collection

There are 65 primary healthcare centers in Almaty city and 8 of them were
randomly chosen for the current study. The research investigators first contacted the
administration of the polyclinics for recruitment purposes. After the administration’s
approval, clinical and non-clinical staff of these healthcare centers were invited to
participate in the study voluntarily. The participation in the study was confidential,
specifically from the administration staff of the clinics. This is to ensure that there is
no force or pressure to complete the surveys. The eligibility criteria included 18 years
of age or older, fluency in Kazakh and/or Russian languages, and 1 year experience of
working in healthcare. By the end of the recruitment period, 448 healthcare workers
volunteered to participate in the study and were eligible.

The cross-sectional surveys were conducted at the polyclinics from May 2, 2019,
to July 2, 2019. The HIV-related stigma assessment tool was made available in Kazakh
and Russian languages for a choice during surveys. Considering the workload in
primary healthcare settings and the differences in work shifts, study investigators made
participation in surveys available from morning to late evening shifts. Surveys were
conducted at the conference halls; the questionnaires were self-administered to provide
more privacy to the respondents. A study investigator was available throughout the
survey period to assist with any difficulties with the completion of the surveys.

The brief assessment tool used in this study includes the following sections:
socio-demographic data; drivers of stigma; observed and secondary stigma; and stigma
towards key populations and pregnant women living with HIV. Secondary stigma was
also assessed by asking the respondents if they had ever witnessed stigmatization and
discrimination of HIV-positive patients at the health facilities where they work.
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Socio-demographic data included participants’ age, gender (male/female),
professional position (e.g., physician, dentist, nurse), ethnicity, religious affiliation
(including self-reported religiousness), work years in healthcare, the experience of
working with HIV-positive patients (e.g., “Among your patients in the past 12 months,
did you have any patients who you knew to be HIV-positive?”), and ever receiving
training on HIV and HIV-stigma-related issues (e.g., “Did you ever receive training in
HIV-related stigma and discrimination™?).

HIV-stigma scale-related sections in the questionnaire included stigmatizing
health facility policies, fear of contracting HIV, attitudes towards PLHIV, feelings of
shame, and willingness to provide care to HIV key populations. Stigmatizing health
facility policies were based on 6 items addressing the health facility environment that
can be discriminative towards PLHIV (e.g., “My health facility has written guidelines
to protect patients living with HIV from discrimination”). The fear of contracting HIV
at work included items that were focused on fears during basic medical interventions
such as making injections, touching the clothing of the patient, and treating wounds
[85, p.2568]. Secondary stigma was based on witnesses of stigma and discrimination
towards PLHIV among the healthcare staff (e.g., “Healthcare workers providing poorer
quality of care to a patient living with or thought to be living with HIV, relative to other
patients”)

Opinions about PLHIV were measured using 9 items that cover prejudicial
attitudes towards HIV-positive patients including the differential opinions about
PLHIV based on a mode of HIV transmission (e.g., “HIV-positive patients who
acquired the virus through drug injection are more at fault for contracting HIV than
those who got it by blood transfusion.”). The response options for HIV-stigma items
ranged from a 4-point Likert scale (“Strongly agree” to “Strongly disagree”) to “yes”,
“no”, and “not sure” categories.

Inadequate knowledge of HIV transmission seems to have a significant impact
on HIV-related stigma and fear of infection, hence, some items on basic and in-depth
knowledge of HIV were added to this questionnaire. Knowledge of HIV transmission
was correctly answering all the body fluids that can transmit HIV in the questionnaire.
In-depth knowledge items were constructed from more detailed information on HIV
transmission (e.g., “The risk of HIV transmission following a splash of blood to non-
intact skin or mucous membrane is very small (approximately 1 in 1000)”), and those
who answered all (3 items) or two of them, they were considered to have in-depth HIV
transmission knowledge (Q27, Q28, Q29) [93]. All the items of the questionnaire are
available in Appendix 1 and Appendix 2.

We calculated the overall percentage of people holding stigmatizing attitudes
towards HIV-positive patients using the guidelines proposed by the original scale
developers [94]. Agreeing at least with one of the stigmatizing statements in the
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“Opinions about PLHIV” section or disagreeing with an idea of PLHIV having children
was considered as negative (stigmatizing) opinions (NOs). These items include
statements such as “People living with HIV should feel ashamed of themselves”, “Most
people living with HIV do not care if they infect other people” and “People get infected
with HIV because they engage in irresponsible behaviors”. The overall percentage of
the respondents with NOs was then coded as “yes stigma” and “no stigma”. This
variable was later used during descriptive analysis and hypothesis testing. In addition,
NOs and a set of socio-demographic data including years of work (categorized as >4
years, 5-15 years, and more than 15 years), self-identified religiousness (measured on
a Likert scale from “highly religious” to “not religious at all”’) and whether the
responded had seen an HIV-positive patient within the last 12 months was used for
convergent and divergent validity analysis.

2.4.3 Qualitative data collection

Quialitative data was collected from 10 respondents who agreed to participate in
one-to-one semi-structured interviews. However, with the emergence of the Covid-19
pandemic and safety concerns, in-depth qualitative interviews were conducted in an
online format using the social media platforms such as WhatsApp and Zoom. Semi-
structured interview guides consisted of several sections addressing fear of contracting
HIV at work and the factors leading to it, attitudes towards PLHIV, and ideas on
improving the knowledge of HIV and PLHIV (Appendix 3, Appendix 4). Interviews
were audio recorded and transcribed by the study investigators.

2.5 Data analysis

2.5.1 Re-validation analysis

Before the main surveys, we conducted an Exploratory Factor Analysis (EFA)
and Confirmatory Factor Analysis (CFA) to re-validate the adapted HIV-related
assessment tool in Kazakh and Russian languages. Half of the sample (N=268) was
chosen randomly for running the EFA. Principal component analysis for categorical
data (CATPCA) was applied using SPSS to test how well the newly added items fit
within hypothesized factors. Cronbach’s alpha with a cutoff value of 0.60 was used to
determine the internal consistency of the items. After running CATPCA, we conducted
CFA using R [95,96] on another half of the original sample (n = 180) that did not
overlap with the EFA sample. The goodness of fit was evaluated with a chi-square test
with corresponding degrees of freedom. On the other hand, chi-square models can be
highly sensitive to large sample sizes leading to erroneous interpretations [97].
Therefore, the comparative fit index (CFI), and the root—-mean—square error of the
approximation index (RMSEA) were also estimated within the CFA analysis. We also
report CFA as an indicator of an acceptable fit (>0.90). RMSEA values between 0.06—
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and 0.08 were used to indicate an acceptable fit, if the values of RMSEA were higher
it was interpreted as a poor fit [98, 99].

We conducted additional analyses in this sample to report convergent and
divergent validity. We constructed logistic regression models, considering that years
of work experience and seeing patients living with HIV would be associated with
stigmatizing attitudes (for convergent validity). We also run another model including
self-identified religiousness and stigmatizing attitudes that might exhibit divergent
validity and have no associations. Multivariable logistic regression models were then
constructed adjusting for age, gender, and position (clinicians, non-clinicians). A
significance level of alpha<0.05 was used to determine statistically significant
associations.

2.5.2 Mixed Method Data Analysis

For the mixed method data, the analysis of the quantitative and qualitative data
was analyzed separately in a sequential manner. At the interpretation stage, we made
comparisons between qualitative and quantitative data analysis findings. Separate
reports on quantitative and qualitative results were first prepared then, for each
thematic area, we assessed the quantitative and qualitative data simultaneously to
identify the areas where they differ and converge.

Quantitative data analysis included descriptive statistics (counts, percentages,
means) and bivariate analysis on a set of selected variables using the Chi 2 test of
independence (“Negative opinions about PLHIV”, “Knowledge of HIV”, “Fear of
infection” and social-demographic data including “Experience of working with HIV-
positive patients”). The next step was to examine the bivariate and multivariate
associations of potential predictor variables with the main outcome, negative opinions
about PLHIV, using logistic regression methods. All statistical models were conducted
in R [96, p.1] with a cutoff p-value of 0.05 and confidence intervals of 95% for
significant results.

Qualitative interview data of the 10 informants were transcribed verbatim
reaching the word count of 15325 words. Manual thematic analysis was used due to
the bilingual nature of the interviews and its translation challenges. The interviews
were coded within pre-selected sections such as “fear of HIV transmission at work”,
“health facility conditions”, “opinions about PLHIV” and “self-reflection on HIV
knowledge”. The interviews were coded following these sections first deductively then
depending on new findings new themes were created (inductive). We used open and
axial coding by categorizing the data in each section then we searched for repeated
themes.
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2.6 Ethical approval

Following the principles of bioethics, we obtained ethical approval from the
Kazakh National Medical University Ethics Committee (IRB session Ne5/82) before
data collection in this research. Due to the fact the collection of qualitative and
quantitative data was conducted in 2019 and 2021, the initial ethical approval was
renewed before conducting the in-depth interviews (according to the local regulations).
Informed consent forms were provided to the participants available both in Kazakh and
Russian languages with information about the research (Appendix 5,6), potential risks
and benefits of participation. To ensure a volunteer participation of the participants
consent forms were collected before conducting the quantitative data, For the
qualitative data, verbal consent was obtained which was audiotaped. For confidentiality
reasons, all the identifiable information was skipped during the surveys and interviews.
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3 RESULTS

3.1 Overview

This chapter presents the results of both parts of the research, quantitative and
qualitative findings. The aim of the study was to explore the level of HIV-related
stigma in healthcare settings in Almaty and to investigate its main determinants using
standardized survey tools and interview guides. Quantitative findings are presented
first in this chapter including descriptive statistics, and bivariate and multivariate
logistic regression models. Next, the interpretation of the qualitative research using
thematic analysis and quotes is further discussed.

3.2 Descriptive statistics

There were 448 eligible healthcare workers to participate in this study.
Demographic characteristics of the sample are presented in Table 1. Females were the
majority in this study sample since 92% (n = 413) and nursing was the commonest
profession category (62%, n = 274). Such gender distributions among the respondents
are not surprising since the majority of healthcare workers in the country are
homogeneous female-dominated. Anyone older than 18 was eligible to participate in
the study and as the descriptive statistics show the age of the participants ranged from
19to 74 (M =40.02, SD = 13.92).

The majority of the sample was ethnically Kazakh 81% (n = 359) and self-
identified Muslim 83% (n = 366). Only 18% (n = 79) of the sample reported receiving
training on HIV-related stigma and discrimination and even fewer 14%(n=63) received
training on discrimination towards key populations.

Figure 10 demonstrates descriptive statistics of HIV-related stigma variables.
The level of negative opinions towards HIV-positive patients was considerably high in
this sample: 83%(n=380) of the respondents agreed at least with one of the stigmatizing
statements of the stigma scale. Only a third of the respondents answered all the HIV
transmission questions correctly and only around 22% (n=89) could answer more
detailed information about HIV. Around half of the respondents were aware of the
undetectable viral load 53% (n= 212)
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Table 1 — Socio-demographic characteristics of the survey sample (n=448)

Variables Categories N (%)

Gender Male 35 (8%)
Female 413 (92%)

Age group 18-29 138 (31%)
30-40 78(17%)
41-51 97 (22%)
>52 135 (30%)

Religion Christian 36 (8 %)
Islam 366 (82 %)
Judaism 3 (1%)
Not religious 26 (6%)

7 (1%) is missing Other 10 (2%)

Ethnicity Kazakh 359 (80%)
Russian 34 (8%)
Uighur 20 (5 %)
Ukrainian 6 (1%)

7 (1%) is missing Other 22 (5%)

Professional category Doctors/Physician 99 (22%)
Dentist 16 (3.5%)
Nurse 274 (62%)
Psychologist/Social worker | 19 (4 %)
Cleaning staff 19 (4%)

7 (1%) is missing Other 14 (3 %)
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Figure 8 — Descriptive statistics results of HIV-related stigma variables

We have also collected data from the AIDS center to compare the descriptive
findings (n=51). As the descriptive analysis demonstrated, the negative opinions
towards PLHIV in AIDS centers were lower compared to primary healthcare centers
(68%), and healthcare workers in such settings had better knowledge of HIV
transmission (73% of the respondents answered all the HIV transmission modes
correctly).

Unwillingness to provide medical care to the key populations of HIV was high
in this sample. Half of the respondents preferred not to provide medical services, if
they had a choice, to sex workers (52%), IDUs (54%), and MSM (52%). The most
common reason indicated for such unwillingness was “being put at risk of getting
infected” (43-57%). The other reasons provided included “immoral behavior” and not
having specific training in working with HIV key populations and percentages agreeing
with such statements varied from 35% to 45 in the current sample
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Figure 9 — Unwillingness to provide medical care to key populations if there was a
choice

3.3 Re-validation of the study tool. Construct validity analysis

The brief HIV-stigma assessment tool used in this study was translated into the
study languages (Kazakh, Russian) and several items were modified and explained
above in the methods section. We then conducted a factor analysis to provide
information on the validity of the modified stigma assessment tool. Two HIV-stigma-
related scales were included in the factor analysis including 6 items measuring
stigmatizing health policies and 9 items assessing stigmatizing opinions about PLHIV.
These HIV-stigma scores were approximately normally distributed with the mean
scores ranging from 1.26 (SD = 0.51) to 0.21 (SD = 0.08) for opinion and health policy
sections. Before conducting EFA we run the Kaiser-Meyer-Olkin (KMO) test and
Bartlett’s test to test the factorability. We obtained the KMO value of 0.78 and a
statistically significant Bartlett’s test of sphericity (p<0.001) meaning that EFA can be
applied to the study items. EFA suggested a two-factor solution for the 15 items that
follow the initial division of the items into health policy and opinions sections by the
original scale developers. Eigenvalues, interpretability of factors, and scree plot were
examined for factor retention and all these parameters suggested a two-factor solution
(with a total eigenvalue of 7.14 with 48% of variance explained, and with eigenvalues
for each corresponding factor: 4.91 (33%), 2.23 (15%)). We used the cutoff value for
factor loadings >0.35 and as the EFA suggests the factor loadings in the study items

ranged from 0.43 to 0.81 within each subscale (Table 3).
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CFA models conducted after EFA demonstrated contradictory results with some
of the parameters suggesting good fit (y2 = 239.47, p<0.001, CFI1 = 0.95, TLI = 0.94,
SRMR = 0.12) and others indicating poor model fit (RMSEA=0.11). We then
conducted a model revision with modification indices (MI) and the largest MI values
were seen for item 20H (51.89) in the “Opinions about PLHIV” section (e.g., “HIV
positive patients who acquired the virus through sexual intercourse are more at fault
for contracting HIV than those who got it by blood transfusion”) and the item 201 (e.g.,
“HIV positive patients who acquired the virus through drug injection are more at fault
for contracting HIV than those who got it by blood transfusion”). Another highest MI
(43.63) was seen for the items 20F (e.g., “l would feel ashamed if someone | know got
HIV/AIDS”) and 20G (e.g., “I would feel ashamed if someone in my family got
HIV/AIDS”). The literature search suggested that the similar wordings used in items
may lead to correlated errors within while running CFA [34, p.174]. Therefore, for a
solution, we included two correlated error terms in the second CFA model that can be
explained by the above-mentioned variables having similar wordings. This
intervention significantly improved the model’s fit (Appendix 7,8).

The second CFA model revealed acceptable goodness-of-fit with the following
GFI1(0.97), TLI1(0.97), and RMSEA (0.07). This suggests the improvement of the CFA
model making it an appropriate measurement model for the 15-item HIV-related
stigma assessment tool. Other parameters of the CFA model are presented in Table 4
with the items loading significantly onto the two-factor model. The CFA model also
demonstrated acceptable and good psychometric properties of the subscales with
Cronbach’s alpha of a = 0.66 for the policy factor and o = 0.85 for the opinion factor.
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Table 2 — Factor loadings of the original and extended HIV-related sigma scales on
EFA models (N = 196)

Item content by factor Factor loadings

Factor 1: ‘Health facility policies’ 1 2

Iltem 15 -0.145 0.456
Item 16 0.159 -0.426
Item 17 0.144 -0.570
Item 18A -0.299 0.708
Item 18B -0.242 0.776
Item 19 0.299 -0.364

Factor 2: ‘Opinions about PLHIV”’

Item 20A 0.587 0.145
Item 20B 0.759 0.220
Item 20C 0.750 0.082
Item 20D 0.721 0.115
Item 20E 0.785 0.173
Item 20F 0.782 0.227
Iltem 20G 0.734 0.250
Item 20H 0.681 -0.048

Item 20l 0.615 -0.219
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Table 3 — Standardized factor loadings with corresponding standard errors of the
original and extended HIV-related scales on CFA models (N = 159)

Item content by factor Factor loadings
Factor 1: ‘Health facility policies’

Item 15 0.38 (--)

Item 16 0.63 (0.53)
ltem 17 0.46 (0.41)
Iltem 18A 0.85 (0.56)
Item 18B 0.92 (0.63)
ltem 19 0.50 (0.35)
Factor 2: ‘Opinions about PLHIV’

Item 20A 0.46 (--)

ltem 20B 0.64 (0.19)
Item 20C 0.67 (0.21)
Item 20D 0.58 (0.19)
ltem 20E 0.76 (0.23)
ltem 20F 0.86 (0.24)
ltem 20G 0.79 (0.24)
ltem 20H 0.79 (0.24)
Item 20 0.67 (0.21)
Note: Dashes (--) indicate the standard error was not estimated.

For the convergent validity analysis, we hypothesized that there will be
statistically significant associations between negative attitudes towards PLHIV and
years of working in healthcare; between negative attitudes and seeing an HIV patient.
As the multivariable analysis demonstrated working 5-15 years had a reduced odds
reporting stigmatizing attitudes compared to those who worked less than 5 years (AOR
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=0.33,95% CI: 0.12, 0.84, p = 0.02). Seeing a patient living with HI\VV within the last
12 months also had an impact on negative attitudes; it reduced the odds having negative
attitudes towards PLHIV in this sample (AOR = 0.34, 95% CI: 0.18, 0.62, p<0.001).
In contrast, there was no significant association between self-identified religiousness
and stigmatizing attitudes as expected for the divergent analysis.

3.4 Main analyses. Determinants of HIV-related stigma in healthcare

Secondary aim of the current study was to investigate the determinants of HIV-
related stigma in healthcare settings. We hypothesized that social demographic data
including age, gender, position (non-clinical versus clinical staff), self-reported
religiousness and other factors such as years of working in healthcare, basic knowledge
on HIV transmission and fear of contracting HIV would be associated with negative
opinions towards PLHIV. Table demonstrates the crude and adjusted odds ratios (OR)
obtained through logistic regression models. On bivariate logistic regression models,
years of working 5-15 years, slight religiousness and seeing an HIV-positive patient
had statistically association with negative opinions. In other words, those who work in
healthcare lesser than 5 years, slightly religious compared to non -religious and those
who have not seen HIV positive patient within the last 12 months have higher odds of
holding stigmatizing attitudes towards PLHIV.  However, after conducting
multivariate logistic regression models two associations remained statistically
significant: protective effect of longer years of work on having negative opinions about
PLHIV and the relationship between not seeing an HIV positive patient and having
stigmatizing opinions about HIV positive patients.

Due to methodological challenges “Fear of HIV” was not included in the given
model (N=448). There was an increasing number of those who chose “not applicable
responses on items such as “How worried would you be about getting HIV if you
touched the clothing of a patient living with HIV?”. The clarification made that the
question is relatable to any medical worker regardless of having an HIV positive patient
did not give expected results. However, we run multiple logistic regression model on
a subset of the main sample (n=272) without NA response in this section and the results
demonstrated significant associations between “Fear of HIV” and “NOs about PLHIV”
(AOR=3.33, 95%CI =1.34;8.2, p=0.01).

Having a knowledge on HIV transmission was associated with older age
(Chi2=18.74, p<0.001), with longer years of work in healthcare (Chi2-22.33, p<0.001),
seeing an HIV-positive patient within the last year (Chi2=5.84, p=0.01), and having a
training on infection control and PEP (Chi=7.90, p=0.004).
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Table 4 — Logistic regression results on determinants of HIV-related stigma

Categorical variables

Negative opinions about PLHIV

Bivariate Multivariate
Frequency unadjusted OR \F;alue adjusted OR \F;alue
[95%CI] [95%CI]
Age 40.02(13.92) | 0.98 (0.96,1) 0.07 | 0.97(0.93,1) 0.89
Positiion Clinical 38(8) inf inf
No clinical | 410 (92) 1.89 (0.72,4.92) | 0.27 | 1.65(0.54,5.01) | 0.21
Years of
work in | <5 years 139(31) inf inf
healthcare
5-15 years | 99(24) 0.48 (0.25,0.94) | 0.003 | 0.26 (0.1,0.68) | 0.01
>15 years | 210(45) 2.09 (0.89,4.91) | 0.65 | 0.8(0.2,3.15) 0.74
Religiousnes No.t. 88(20) of of
S religious
Slightly 11 19(33) 0.45 (0.18,1.09) | 0.06 | 059 (0.23,1.53) | 0.3
religious
Moderatel |, o a7y 0.66 (0.26,1.66) | 0.26 | 0.61(0.23,1.61) | 0.4
y religious
stongly | 576) 0.72(0.17,3.03) | 0.64 |0.65(0.14,2.93) |0.57
religious
Missing 19(4)
Seen HIVH T e 106(25) ref ref
patient
N 323(75 36 (1.94,6.66) | 33(1.72,6.35) | -
° (79) 6(1.94.6.66) | 5oy | 33172635 1001
Knowledge
on HIV | Yes 129(30) ref ref
transmission
No 292(70) 1.44 (0.78,2.66) | 0.35 |1.19(0.6,2.36) | 0.63
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3.5 Qualitative study findings

Analysis of the qualitative analysis revealed that the majority of the participants
reported adequate numbers of medical equipment to protect from HIV and protocols
regarding HIV positive patients. Almost all participants wished to have more training
on the topic of HIV and proposed on more interactive methods of training:

“I wish they could explain things more clearly and with such interesting questions like
yours (referring to the interview questions). Otherwise, they always come and read
some lectures fast and leave like that. At the end we don’t even know what was that..
while your questions make one think, and now | am thinking all about it now. | mean |
feel ashamed even,,” Nurse, __ years old.

“Well, I think, well, for example, these programs are held at most once a year, and
then there are quizzes. It would be good if they conducted the training at least twice a
year and if they updated the format of training so that it would be in an interesting
form, not just in a monotonous lecture. If they also could talk about how to interact
with such people probably...” Psychologist, 33 years old.

Some respondents also highlighted that they rarely see an HIV-positive patient
on a daily basis and may forget many of its aspects.

In line with the quantitative survey findings, qualitative interviews demonstrated
differential attitudes based on the mode of HIV transmission (i.e. through blood
transfusion or sexual transmission):

“.there are some infected patients who acquired HIV during medical procedures but
regarding the drug users and prostitutes...I mean, I think they are infected because of
their ignorance and lack of responsibility. It is their own fault, I think.”
Endocrinologist, 29 years old.

Respondents were also more inclined to the belief that HIV is spread mainly via
“uncontrolled sexual behaviors” or from sex workers to men or among youngsters.
Interestingly, respondents had more negative attitudes towards females, saying that the
men should be careful in choosing sexual partners with females for example.

“Most of the time it is the men who get infected by visiting such dirty women
(prostitutes). Those women, in my opinion, think that they should not be the only ones
infected. If they have HIV, I think they want to infect others too. Because | know a
couple of people who got infected by visiting such women. Such women sometimes visit
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our psychologists in our clinic. They keep their names secret of course but we hear
stories about them you know..” Nurse, 26

All 10 participants of the qualitative interviews had negative attitudes towards
HIV-key populations, describing sex workers as “disgusting” and feeling of “shame”
if they knew anyone who was doing such business. They associated non-traditional
orientation with some kind of “psychological disorder” and presented unwillingness of
being in contact with such individuals. Some even supported violent acts against people
with non-traditional sexual orientations in the country.

“I have negative attitudes towards gay people. Not sure about other countries but in
Kazakhstan it is weird to discuss such topics. Therefore, we Kazakhs do not them. For
example, these days, if such people appear on social media platforms, then Kazakh
men want to go find them and beat them up or something. Therefore, | also have the
same negative attitude as Kazakh men. It's just they need to understand that promoting
such things in Kazakhstan is dumb. We don't like people like that. I think they should
think about it and about what it can lead to.”” Nurse, 26 years old

“Oh, I feel really bad about it. I do not understand such people, and I do not wish that
to anyone. Any person, if he has some kind of mind in his head, he will not do such
things. I don’t even want to think about it. But it also depends on society, if they have
a good society, then it will not happen. If they have some kind of normal goal, then of
course they can improve in life.” Pediatric nurse, 57 years old.

Some respondents attempted to explain why homosexualism should be
considered as a mental health problem that some people are born with.

“Once I read a literature that explains how people become homosexual. For example,
if the mother during pregnancy had a higher sexual drive and masturbated a lot then
she developed such a need for contact. This seems to affect the fetus during pregnancy.
But | think, if you give a good upbringing to your child and explain what is right and
what is wrong, he should be able to grow up normally.” Pediatrician, 29 years old.

On the other hand, respondents revealed more empathy towards illegal drug user.

“ But regarding drug users they are in a different category, first if all these people
have a disorder. | mean they are addicted. They do not care if the needles are sterile
or not, all they want is just to get their dose of the drug and that is it, nothing else
bothers them..” Psychologist, 33 years old
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“they are the victims of those who sell drugs for money. It is a profit to someone else.
1 feel bad for them..” Midwife, 60 years old

Most respondents were not against PLHIV having children if they wanted to, however,
they were not aware or at least doubtful about the chances of transmitting HIV to the
fetus and about how to prevent such transmission.

Some respondents mentioned the difficulties of getting the medical care needed
among PLHIV especially in state clinics and primary healthcare centers. For example,
there are trust rooms or social workers who are supposed to provide care for PLHIV in
primary healthcare centers. However, such services are reported to be dysfunctional
during these interviews. Trust rooms were transformed into quarantine rooms in some
settings during the emergence of Covid-19 pandemic.
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4 DISCUSSION

4.1 Overview

The dissertation consists of several consequent parts: revalidation of the HIV-
related stigma assessment tool, quantitative measurement of HIV-related stigma tool
in healthcare settings in Almaty city (using the re-validated tool), and qualitative part
to study the attitudes of healthcare workers towards PLHIV in detail. This chapter
addresses the findings of the study corresponding to each study's objectives including
the results of the revalidation analysis, survey findings, qualitative interview results,
strengths and limitations of the study, recommendations for further research and
actions, and conclusion.

4.2 Validation of the brief HIV-related stigma assessment tool in Kazakh
and Russian languages and adjust it to Kazakhstani context

The current section of the study aimed to re-validate the brief assessment tool
on HIV-related stigma in healthcare by translating and adapting the tool items to the
Kazakhstani context. The results demonstrated that the modifications made to the
existing tool work well and the final versions of the re-validated tool are available in
Kazakh and Russian languages.

The HIV-stigma scale with added items as this study demonstrates has good
psychometric properties. There were two HIV-related stigma subscales that were
included in the factor analysis including “Health facility policies” and “Opinions about
PLHIV”. Based on Cronbach’s alphas obtained within factor analysis, these stigma
subscales demonstrate acceptable and excellent internal consistencies (0.57 and 0.86).
However, one might argue that Cronbach’s alpha for subscale 1 is lower than the
average acceptable score for internal consistency in the literature. The section of the
questionnaire contains 3-category responses (i.e. “yes”, “no”, “ I don’t know”) that
can lead to reduced variance and low Cronbach’s alphas. Nevertheless, it does not vary
from the average acceptable Cronbach’s alpha levels significantly and may still be used
in future studies. The original validation study of the scale was conducted in multiple
countries and languages and demonstrated a similar (average for 6 countries)
Cronbach’s alpha level of a = 0.78 [83, p.129]. There are some studies that attempted
to develop a standardized tool for HIV stigma among healthcare providers [99, p.1503,
100] but none from Kazakhstani settings to our best knowledge. The lack of validated
tools in Kazakh and Russian languages on the given issue adds an extra challenge in
interpreting the existing studies on HIV-related stigma. This is due to the reliability of
translations and the importance of adding country-specific characteristics to the survey
tools.
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People living with HIV/AIDS may experience double stigma as discussed earlier
in this dissertation. HIV-related stigma can be another layer of burden onto already
existing prejudices related to specific groups and behaviors such as sex workers, drug
users, queers, and people involved in casual sex. The original tool included items
related to refusals of providing medical care to key populations attempting to assess
double stigma. We added items that assess negative attitudes towards PLHIV based on
the mode of HIV transmission. The newly added items in “Opinions about PLHIV” did
not alter the high reliability of the scale that was seen within the original validation
study.

There were several challenges while conducting the re-validation of the study
tool. Skip pattern items were the first issue the investigators had to face. Study
respondents were unfamiliar with this kind of response options during the pilot study.
We then provided clarifying explanations for the items with skip patterns (e.g., ‘22a. If
| had a choice, | would prefer not to provide services to people who inject illegal drugs
with the following clarifying question as ‘I agree with the above-mentioned statement
in 22. a because:..”). The original scale developers suggest using iPads or other
electronic data collection devices so that skip pattern items are moved automatically.
This would also work for giving the respondents privacy while responding to sensitive
questions. Other challenges include the complexity of the translated questionnaire in
Kazakh language, particularly, terminology. We then simplified the study items prior
to the main surveys.

This study is the first of its kind in re-validating HIV-related stigma tools in
Kazakh and Russian languages to the best of our knowledge. In addition, we applied
mixed method data collection to ensure the modified items have good internal
consistency. However, there are some limitations that we could not overcome in this
section. As discussed earlier, there are methodological challenges within “Fear of HIV
transmission at work™ that have led to the use of only two dimensions of HIV stigma
in factor analysis. Increasing numbers of nurses responding “Not applicable” to
questions of fear of HIV can be explained by misinterpretations among the respondents
that the questions are exclusively related to those who have HIV-positive patients at
the time of the study. The clarification statement made after the pilot study (“How
worried would you be about getting HIV if you did the following? Regardless of the
presence of HIV-positive patients at the moment”) was insufficient due to the high
numbers of NA responses. These “Not applicable” responses were sent to missing data
considerably affecting the sample size required for factor analysis.

Although the missing data in this sample was not significantly high, we consider
the exclusion of missing information from factor analysis as another limitation to be
discussed. We attempted to apply multiple imputation methods (M) yet they failed to
yield credible inferences due to specific challenges pertaining to rates of missing data
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across a large number of variables. Added variance and rate of missing information
was greater than the rates of ra missing data. This usually indicates that the models
used to sample missing data are inefficient and not identifiable.

4.3 Level of stigma toward PLHIV in primary healthcare settings in Almaty

One of the main objectives of this study was to assess the level of HIV-related
stigma in healthcare using a sample of healthcare workers from primary healthcare
centers. As the descriptive statistical analysis demonstrates, the level of those who
have negative attitudes towards PLHIV was notably high in this sample 87%, n = 380
(overall percentage of people holding stigmatizing attitudes). In other words, only one-
quarter of the respondents did not agree with any of the stigmatizing statements of
PLHIV in the questionnaire. This level of negative opinions towards HIV-positive
patients among healthcare workers, the group of people who may have the most
common contact with PLHIV, is concerning and requires immediate interventions.

Discrimination and stigma in healthcare settings may lead to serious and even
tragic consequences. Experience or expectation of being treated poorly by medical
workers discourages PLHIV from accessing medical care and testing, which can in turn
increase the chance of patients hiding their HIV status.[80, p.99] Additionally, the
nature of HIV treatment which is ongoing across one’s lifespan requires the same level
of tolerance and acceptance from healthcare workers throughout the years.[80, p.102]
Stigma and discrimination in healthcare have been extensively reported worldwide
which are mainly manifested in the form of discriminatory attitudes and opinions rather
than behaviors.

Numerous studies have been addressing HIV-related stigma in healthcare from
the perspective of PLHIV and fewer studies have systematically assessed this issue
among healthcare workers including specific clinic staff (e.g., physicians, nurses,
office managers, etc. Nevertheless, existing literature suggests moderate to high levels
of stigma towards PLHIV in healthcare [80, p.110]. A study conducted among
healthcare providers in the deep South USA demonstrated a similar percentage of
stigma, 89 % of the respondents at urban healthcare centers and 91 % of those in rural
clinics demonstrated at least one stigmatizing attitude [68, p.1790]. Similar findings
were seen in other country contexts such as Nigeria,[101,102] China, [103]
Poland,[104] and Iran [105].

The HIV stigma index surveys conducted among PLHIV in Kazakhstan in 2015
and 2020 suggested consistent results of reporting the highest levels of stigma and
discrimination in healthcare centers among other settings [71, p.5]. The main
manifestations of stigma reported in the Stigma Index 2020 included disclosure of
one’s HIV status without consent, recommendations on not having sex, gossip among
medical workers, and avoidance. Similar to our findings, higher levels of experienced
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stigma and denials in care provision were seen among MSM and sex workers compared
to other key populations (8.1% of cases among MSM and 23.3% among SWSs). These
specific groups also were the most frequently advised not to be involved in sexual
relationships, verbally hurt, and were subjected to physical violence.

One of the explanations for such high rates of stigma can be the difference
between specialized hospitals such as AIDS centers and non-specialized medical
centers such as primary healthcare settings. It is possible that medical workers who
work in the latter may occasionally see HIV patients and have less experience in
dealing with HIV on a daily basis. This has also been the case in our study since only
around 25 % (n=106) of people reported seeing an HIV-positive patient within the last
12 months [106]. Additionally, some studies suggest healthcare providers in primary
healthcare settings give differential treatment and disclose to HIV-positive patients to
take protective measures when dealing with HIV [107]. Nevertheless, these actions are
still considered to be a privacy violation of PLHIV, and clear guidance on unintentional
discrimination is needed in future studies.

Another potential explanation is the fact that the predominant numbers of
respondents are nurses (62%, n=274), and usually nurses receive professional degrees
in nursing schools after the 9th grade of primary school education (also locally known
as “nursing colleges”). Another study conducted in Iran also demonstrated a high
prevalence of stigma among nurses, paramedics, and housekeeping staff compared to
other professional categories [105, p.165]. It is possible that these groups may have
lower awareness of HIV and PLHIV and often have lower levels of education
compared to medical doctors. Although there are training programs on HIV that occur
in these settings annually our study demonstrated alarmingly low levels of knowledge
on HIV and HIV transmission. Numbers of studies suggest that higher levels of
knowledge on HIV transmission contribute to less fear of contracting the infection and
reduced prejudicial attitudes. For example, lower education and poor knowledge of
HIV are significantly associated with higher rates of stigma and discrimination
[108,109].

Previous studies suggest that HIV-related stigma develops when one starts
making assumptions about a person’s HIV status based on personal characteristics. For
example, caregivers may assume that only certain kinds of people are at risk or that
some people are less worthy of care than others due to their lifestyles. Studies
conducted among nurses discuss that they may emulate attitudes and behaviors to reach
acceptance from their peers [100, p.78]. However, one might argue that stigmatizing
interactions are not even recognized by healthcare workers as stigmatizing [110].
Therefore, such behaviors can be unintentionally conducted and perceived negatively.
For example, visibly marking the files of HIV-positive patients can be practiced as a
regular procedure in some settings [110, p.653, 111]. Nevertheless, these behaviors
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should be addressed, and non-discriminatory policies and regulations should be
practiced in healthcare facilities.

We were also able to detect differential treatment of PLHIV based on the mode
of infection transmission in this sample. For example, over a third of the respondents
agreed with the statement that HIV-positive patients who acquired HIV via sexual
contact or drug abuse are guiltier of their HI\VV-positive status than those who contracted
the virus in other ways. This suggests a concerning level of differential attitudes
towards key populations that needs to be addressed. Stigma toward individuals who
engaged in same-sex behavior or drug use may have been stronger than toward PLWH.
Furthermore, as some studies suggest it is a combination of stigma due to one’s HIV-
positive status, drug abuse, and sex work. Co-stigmas may lead to even higher rates of
stigma and discrimination which serves as a barrier to being tested for HIV and
undeniably contributes to the spread of HIV.

Other studies have documented similar phenomena based on sexual orientation
or gender identity. A study conducted in the USA assessed the role of stigma and
medical mistrust in routine healthcare engagement of black MSM and revealed that
around 29% experienced racial and sexual orientation stigma from healthcare providers
and a higher percentage of respondents (48%) reported a lack of trust to medical
settings including medical workers. These findings are surprising since Western
countries are generally known for higher tolerance to different sexual orientations and
differences [101, p.45]. Although Almaty is considered to be the most developed and
modern city in Kazakhstan, there is still a strong attachment to cultural beliefs,
tradition, and religion that does not accept queers, sex workers, and drug users. A study
conducted among AIDS centers suggests that those with higher preferences for
tradition and power values show more negative attitudes toward PLHIV [112].

Negative attitudes towards key population groups were particularly detected
during qualitative interviews in this study. Almost all participants reported negative
opinions towards queers and sex workers describing it as something “dirty”, and
“disgusting”, associating homosexual relationships as a symptom of a “psychological
disorder” and feeling ashamed of such people. The extent of negative attitudes reached
the level supporting the physical violence against queers. Furthermore, there was little
awareness about men who have sex with men during the FGDs so the research team
needed to clarify the study terms. This can be related to the fact that there is no open
MSM community or open discussions about sexual orientation in Kazakhstan due to
widespread homophobia in the country.

Homophobia in Kazakhstan is rooted in Soviet times laws against LGBT groups.
In the former Soviet Union, anal intercourse between men was illegal as The Third
Pink Book, published in 1993 reports [113]. This Soviet-era Criminal Code was also
applied in Kazakhstan until January 1998. Interestingly, homosexual behaviors
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between adults are not included in the law, nor are homosexual relationships between
females considered to be a criminal offense. Fear of abuse remains high in the country
even though Kazakhstan gained independence from the Soviet Union in 1991 and later
decriminalized homosexual relationships between men. Soros Foundation-Kazakhstan
conducted a survey among 1000 LGTB members in 2009 and revealed that more than
81 percent of respondents agree that gay and leshian people in the country face
disapproval and disrespect from the general public [114].

The climate of intense homophobia remains in Kazakhstan regardless of the
decriminalization of same-sex relationships. One source suggests that local media
portrays LGBT people with shame, scandal, and hate [115]. This has led to increasing
violence and hostility against these groups in public places, such as in parks and outside
nightclubs. Furthermore, recent studies demonstrate an increase in abuse and threats
against LGTB populations on social media platforms. The state institutions currently
fail to provide consistent care and protection to these groups. Furthermore, there are no
anti-discrimination laws and no against hate crime and hate speech. It should also be
noted that the research on attitudes towards LGTB people, including the current study,
is conducted in major cities of the country with the highest level of well-educated
individuals. Therefore, it is possible that other settings in the country may have higher
rates of homophobia and stigma towards HIV and HIV key populations.

Attitudes towards female sex workers in healthcare have been addressed in
numerous study settings previously yet with lesser evidence from lower-income
countries[116-119]. A systematic review conducted in 50 countries across middle and
low income provided evidence of noticeably higher rates of HIV among female sex
workers compared to other women of reproductive age [120]. Another systematic
review of qualitative studies revealed The predominant barrier to accessing healthcare
services in this review was a multi-dimensional stigma towards HIV-positive patients
and sex work [121]. The highest rates of enacted and perceived stigma were
experienced frequently in healthcare settings. This occurred along a broad spectrum,
for example, cultural conservatism in Malaysia and Lebanon worsened cultural taboos
related to sex work or gender diversity within the healthcare settings affecting the
willingness to access care among both female and male sex workers [122, 123]. Similar
to these countries prostitution in Kazakhstan is legal in private settings except brothels
and pimping. Existing studies on the region suggest discrimination and violence against
sex workers [65, p.40]. Furthermore, some examples include threats or further abuse
in response to sex workers' reports of violence to the police. This makes it more
challenging to report any violence or abuse to authorities. On the other hand, sex
workers are overlooked and ignored by police, and often get self-blamed in such
situations [124]. This may indicate that sex workers receive poor treatment in almost
all institutions in the country.
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The actionable drivers of stigma against drug users in the literature include
negative opinions and moral judgments [125-126]. Qualitative studies conducted in
other settings highlight manifestations of stigma in which IDUs experienced denial of
medical services, perceived negative attitudes, and avoidance among healthcare staff
[126, p.88]. In contrast to these studies, the analysis of the current qualitative data
demonstrated a more compassionate attitude towards IDUs compared to other key
populations. This could be a result of earlier efforts towards a harm reduction approach
to HIV in IDUs. IDUs were the predominant group key population with the highest
rates of HIV in the early emergence of the infection in Kazakhstan. Therefore, the
country introduced alternative forms of punishment for drug addicts in the form of
compulsory treatment in 2011 [127]. This program was known as °‘Salamatty
Kazakhstan’ and aimed at the development and improvement of the prevention of drug
abuse and its consequences addressing its legal, and ethical barriers to prevention and
treatment. Furthermore, more compassionate behavior can be a result of the recognition
of addiction as a “disease” that needs “treatment” among medical workers in this
sample.[84] In other words, considering addiction as something that is not under the
control of a person where there is a need for professional intervention compared to sex
work or gender diversities.

Stigmatizing attitudes towards MSM and LGTB people seem to lead to less
willingness to use medical care including HIV [128]. In contrast, a study conducted in
Kazakhstan demonstrates that support and those who perceive connectedness are more
likely to receive HIV care [129]. This is especially the case in healthcare settings since
having trust in medical care providers is equally crucial for LGTB members as well as
for heterosexuals. Some authors reported that PLWHSs were afraid to seek care because
of past negative experiences or did not seek care at all, left care because of
discriminatory practices, did not receive care because of their HIV status (as described
above), and faced additional barriers to access care. [130,131] They also report that
PLWH did not disclose their HIV status to HCP as a result of previous negative
experiences .

4.4 Factors leading to stigmatizing attitudes among primary healthcare
workers in Almaty

Another objective of the current study was to assess the determinants of HIV-
related stigma based on a sample of primary healthcare workers. As multivariate
logistic regression models suggest, more years of work in healthcare and having seen
an HIV-positive patient within the last 12 months had a protective effect on holding
negative attitudes towards PLHIV in this sample. On the other hand, those who
reported high rates of fear of contracting HIV tend to have higher levels of negative
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opinions towards PLHIV. No significant associations were found between negative
opinions toward PLHIV and age, religiousness, knowledge, and position (clinical
versus non-clinical staff).

The existing literature on the topic suggests structural and individual-level
factors leading to the stigmatization of HIV and PLHIV in healthcare [132,133]. The
former ones include discriminative policy at the facility, shortage of protective
equipment inadequate knowledge of PEP, and absence of a redressal system for
managing SAD by healthcare staff. Individual-level determinants of stigma comprise
fear of HIV transmission at work, limited knowledge of HIV and stigma itself, and
high traditional and religious beliefs.

In our study, high rates of fear of HIV transmission during medical procedures
were detected. This could be related to low levels of knowledge of HIV and HIV
transmission in the sample. The fact that majority of the sample was nursing staff with
a college degree in nursing which is considered to be the middle level of medical
education compared to high medical educational institutions in the country. Another
explanation for such levels of fear can be the limited contact with HIV-positive
patients. HIV and AIDS centers are commonly visited healthcare facilities of PLHIV
in Kazakhstan and although primary healthcare centers also provide medical care to
HIV-positive patients, the existing stigma may prevent their frequent visits in
polyclinics.

Fear of contracting HIV was associated with having negative opinions about
PLHIV in our sample. This is concurrent with other studies that suggest higher rates
discriminatory attitudes towards HIV-positive patients among those who fear the
infection the most [134]. Three studies examining how provider stigma toward PLHIV
can affect patient care revealed that fear of acquiring HIV during medical interventions
led to reduced quality of care, refusal of providing care, and increased anxiety among
healthcare workers working with HIV-positive patients [135-137]. As the study further
suggests, this fear was higher among providers with limited knowledge of access to
post-exposure prophylaxis in their healthcare facilities.12 Furthermore, prioritization
of other issues than HIV-related stigma in healthcare was significantly associated with
reduced quality of care and patient satisfaction [135, p.910].

The direct consequence of fear of HIV is avoidance and extreme precautionary
measures during the provision of care to PLHIV. A number of studies conducted on
this issue earlier demonstrated experiences of patient avoidance in healthcare and
differential or unnecessary precautionary measures conducted during medical
examination of HIV-positive patients such as masks, protective suits, or wearing
double gloves [138-140]. Extreme cases of discrimination which are caused by fear of
contracting HIV were refusals to touch HIV-positive patients in the US clinics [138,
p.812]. Other studies conducted in the Southeastern United States, showed common
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beliefs that doctors should have the right to refuse services to PLHIV if they want to
[78, p.118]. However, more interventions conducted in the following years did improve
such attitudes in healthcare settings in the developed countries while low and middle-
income countries still face such issues up to these days [117, p.540].

Reducing fear of HIV transmission is an urgent issue to be addressed. Following
this need, the National Health and Family Planning Commission of the PRC released
one version of the “Occupational Diseases Classification and Catalog” with the
inclusion of AIDS (limited to health staff and policemen) for the first time in 2013 in
China [106, p.5]. This attempt was made in order to maintain the interests of the
medical staff members and eliminate their fears about HIV transmission and AIDS.
However, this classification needs improvements and preventive measures should also
be strengthened as some literature suggests [141]. Two perspectives should be taken
into account in fighting against the fear of HIV healthcare facilities. The first is from
the perspective of a healthcare staff, HIV-related training should be conducted
addressing the fear of HIV and its impact on PLHIV. The second is from the
governmental perspective, financial investment should be increased to have adequate
numbers of equipment in medical facilities to prevent the infection of healthcare
workers.

Seeing an HIV-positive patient within the last year had a preventative effect on
negative opinions in this sample. A prior cross-sectional study conducted on Iranian
healthcare workers demonstrated that an experience of working with PLHIV, having
passed educational courses on HIV and on transmission of other blood-borne diseases,
and fewer work years were significantly associated with lower levels of stigma towards
PLHIV [105, p.168]. Those who experience working with HIV-positive patients may
have different attitudes towards these patients compared to those who have rare or no
contact at all. This is due to the phenomenon that more frequent contact with an
infected person may lead to “getting used to” and having more knowledge about HIV-
positive patients consequently leading to lesser stigmatizing attitudes [142].

Knowledge of HIV is a well-documented factor leading to fear of HIV and
stigma towards PLHIV in the scientific literature. For example, some countries require
passing an educational course on HIV before providing care to patients which may also
improve their knowledge and alter their attitudes towards PLHIV [134, p.163]. In the
present study, we were not able to detect such statistically significant associations
between low levels of knowledge about HIV and negative opinions towards PLHIV.
Nevertheless, the levels of basic and in-depth knowledge were disturbingly low in this
sample. Further analysis of these data demonstrated that older age, longer years of work
in healthcare, seeing an HIV-positive patient within the last year, and having training
on infection control and PEP might have a positive impact on basic HIVV knowledge.
Longer years of work and older age can be associated with better knowledge of HIV
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transmission due to experience gained over years and educational differences during
Soviet times and after the collapse of the Soviet Union. This finding is contrary to other
studies where younger generations have better knowledge of HIV which may suggest
some gaps in the education systems of the nurses in the country [133, p.7]. This was
particularly highlighted during qualitative interviews by respondents admitting low
levels of knowledge among the younger nursing staff and about the need for its
improvement.

The scientific literature is consistent on the impact of HIV training on attitudes
and behaviors towards PLHIV. Studies conducted in the USA revealed that limited
opportunities for clinical education and practice, especially among non-HIV specialty
doctors, lead to HIV-related stigma and low quality of medical care for PLHIV [78,
p.120]. Stringer et al. also found lower levels of stigmatizing attitudes among
healthcare providers who received HIV stigma training within the last year compared
to those who received training earlier than a year. This may suggest the importance of
frequent training on HIV in healthcare settings. Furthermore, the training on reducing
HIV-related stigma is suggested to include a variety of activities including group
discussions, games, role-playing, interactive modular training on HIV-related stigma,
infection control, and medical ethics [136, p.1260]. This was also noted during the
qualitative interviews in this sample; many respondents highlighted on “monotonic”
way of conducting training in the form of lectures that needs to be changed.

Stigmatizing interactions are also often not recognized by healthcare providers
as being stigmatizing. For instance, visibly marking the files of PLHIV is taken as an
appropriate practice by some HCWs [110, p.660]. The above factors should be
addressed through skills building and structural interventions such as availing supplies
for standard precautions and establishing non-discriminatory policies and regulations
in healthcare facilities [135, p.910]. Evidence on the effectiveness and the details of
these interventions should be assessed and pooled.

There are several aspects that can be considered as strengths in this study. Firstly,
due to the scarcity of evidence-based information on the topic of HIV-related stigma
in the country, this study adds valuable knowledge for future research in the field of
stigma and HIV. The mixed method design can also be considered one of the strongest
study designs that can provide both quantitative and more in-depth, qualitative data for
a comprehensive investigation of phenomena such as “stigma”. Finally, we were also
able to validate the study tools in both Kazakh and Russian languages for future use.

Limitations of the study include the fact that we were able to revalidate two
dimensions of stigma due to methodological challenges in other dimensions. We made
clarifications on “Fear of HIV transmission at work” items (“How worried would you
be about getting HIV if you did the following? Regardless of the presence of HIV-
positive patients at the moment”). However, this clarification was not sufficient
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judging by the high numbers of “not applicable “responses which were then treated
later as missing affecting the sample size required for factor analysis. The exclusion of
missing data from factor analysis is another limitation to be discussed. Another
consideration for limitation is the representativeness of the current data. We were able
to survey only the primary healthcare settings in Almaty (due to the financial and time
restrictions of the PhD project) and one should be careful in making inferences about
other parts of the country. Nevertheless, the findings of this study may increase the
interest in the topic and serve as a precursor for future national-wide studies. Lastly,
the cross-sectional nature of the quantitative data also restricts as to make conclusions
on the temporality of the significant associations found in this study.
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5 RECOMMENDATIONS ON LOWERING STIGMA IN PRIMARY
HEALTHCARE SETTINGS IN ALMATY

Less negative and stigmatizing attitudes by healthcare providers can play a
significant role in reducing the social and structural barriers to HIV care across the
continuum. Interventions that address the root of the stigmatizing attitudes such as
betterment of knowledge about HIV and PLHIV, cultural awareness, adequate medical
care and health facility policies, and integrative approach to diagnostics and treatment
of HIV in healthcare settings. In addition, hiring a diversified medical staff, effectively
meeting the needs of the care setting including its employees, and up-to-date and
frequent training to providers seem to facilitate care methods that are comprehensive
and sensitive to a broad range of individuals [77, p.420].

5.1 Integration of AIDS care into primary healthcare settings

Integration of HIV care with other healthcare systems has long been discussed
and practiced in some countries with the purpose of increasing the health system's
capacity. A shortage of trained workers and settings has emerged as one of the main
barriers to achieving universal ART coverage [143-145]. Furthermore, the problem of
retaining the medical staff in rural areas in low- and middle-income countries further
complicates the situation with equal access to medical care for PLHIV [146].
Therefore, to overcome these obstacles, innovative strategies to optimally use the
existing medical staff and settings for HIV care have been proposed. Kazakhstan along
with some other countries delivers HIVV/AIDS care in isolation, separately from non-
HIV related health needs [147]. The vertical approach of HIV/AIDS care has
previously been criticized in the literature as being less effective compared to
integrated designs of care [148].

Integration of HIV services into primary care is defined as the sharing of services
and resources for HIV care and primary care. This includes healthcare aspects such as
clinic space, laboratory services, healthcare staff, pharmacy, and training. The purpose
of such an integration is to address the issue of unequal allocation of resources and to
obtain a better level of care provision regardless of one’s HIV status. This approach
has been successful in resource-limited settings such as sub-Saharan Africa [149,150].
As the literature suggests integration of HIV and primary care is beneficial in many
aspects of the HIV care continuum including financial (the use of available health
facility structures for both non-HIV and HIV-related care); improved management of
HIV infection (greater acceptability of services, increased referrals and enrolments
into HIV care, and improved patient retention); efficient national health databases
(integration results in the inclusion of ART related data into national health databases);
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and in addition, integration leads to an increase of healthcare staff and shared workload
resulting in more efficient use patients’ waiting time [149, p.432].

Studies conducted in high HIV prevalence settings are consistent on a positive
impact of integration of HIV and primary care services. For example, a program of
decentralization of HIV care services in Mozambique revealed improvements in access
to medical care and its quality [151]. A study in Rwanda provides further evidence of
improvements in medical care in general after the integration such as improved staff
capacity at primary healthcare settings which is a result of additional in-service training
provided to the medical staff [152]. Improvements in the uptake of other services,
particularly in antenatal care, were also seen as a result of integration that can be
explained by mutually beneficial interaction between HIV care and other medical care
services.

Another study assessing satisfaction after the integration of services suggests
that patient satisfaction remains high and that integration does not worsen HIV-related
perceived stigma [153]. The participants also report that the care was provided
confidentially and equally regardless of HIV positive or negative both before and after
the integration. This positive impact of integration on patient-provider interaction can
be explained by satisfaction with HIV education and better reception with shorter
waiting times. However, female respondents expressed increased discomfort with
receiving care at integrated clinics. Furthermore, some studies suggest that the
integration of HIV services with sexual and reproductive health can be challenged by
increased patient burden and inadequate numbers of medical staff [154]. Similarly,
integrating services for sexually transmitted infections into routine health services has
also been reported to higher dissatisfaction among patients who receive routine care.

The impact of the integration of HIV services with other services on HIV-related
stigma remains inconclusive. The reduction of HIV-related stigma in such a scenario
is possible only if patients' HIV status cannot be determined by observing the physical
location where a patient is receiving medical care. Furthermore, integration of services
may lead to accidental disclosure of one’s HIV-positive status. A study assessing
HIV/AIDS stigma on health service utilization showed that anticipated HIV-related
stigma can serve as a barrier to HIV testing, most commonly among pregnant women
[155]. Another study among PLHIV demonstrated that “staying inside’’ the HIV
network made the participants feel comfortable and safe. In contrast, the idea of
“‘going outside’’ the HIV network to receive care made some PLHIV more anxious
and vulnerable [63, p.709] The study participants viewed the other healthcare providers
outside the HIV-care network as less experienced and judgmental [63, p.710]. On the
other hand, mixed-method research conducted in Zambia suggests a lower level of
stigma after the integration of services. Nevertheless, decentralization of HIV-care
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services requires more comprehensive investigation and offers an introduction of a new
type of healthcare that needs training on HIV-specific matters [156].

5.2 Addressing the sources of stigma in healthcare

The scientific literature on reducing HIV-related stigma in healthcare settings is
consistent in terms of addressing the individual and structural determinants of stigma.
A systematic review analyzing interventions for reducing HIV-related stigma
highlights five categories that most studies are conducted: information-based
interventions, structural interventions, biomedical interventions, skills building, and
contact strategies [132, p.5]. The majority of the studies reviewed in this study applied
more than one of the categories of interventions. However, out of 14 studies chosen for
the final review, only one study held moderate quality and the rest were assigned as
low-quality interventions according to the authors [157]. This study sought to
investigate the potential mediating effect of universal precaution (UP) on reducing
HIV-related stigma in healthcare using a sample of 1740 healthcare workers in China.

The idea of UP is to consider all body fluids as potentially infectious and treat
everybody the same during medical precaution procedures [158]. Consequently,
compliance with UP in healthcare may improve safety and protection from infection
based on procedures rather than individual judgment, which often derives from
judgment and stereotypical thinking about HIV risk groups. Poor compliance with UP
is generally manifested in the form of selective precaution and overprotection during
the provision of care to PLHIV which subsequently leads to discrimination of such
patients.

The interventional study conducted in China was focused on training popular
opinion leaders in study settings and disseminating intervention messages to their
coworkers [157, p.1441]. As the results demonstrate the intervention was effective in
reducing avoidance and prejudicial attitudes and in improving compliance with
universal precaution. This may indicate that structural interventions (availing materials
for standard precaution) should be complemented with behavioral interventions.
Compliance with UP can help to address fear-driven stigma, however, the issue of
values-based stigma which is related to social norms and individual attitudes toward
homosexuality, drug use, or other risks may remain. Previous research supports this
idea by showing a more beneficial impact of interventions that address both fear-based
and social stigma jointly than those addressing fear-based stigma alone [159]. Apart
from equipping healthcare providers with knowledge and skills, it is equally important
to address their emotions [160].

Knowledge of HIV and HIV-related stigma is one of the main individual factors
that are specific to healthcare workers. As discussed earlier, poor knowledge of even
the basic aspects of HIV may lead to fear of transmission that can in turn result in
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discriminatory behaviors at work. Therefore, there is a need for programs that provide
adequate information about how HIV is not transmitted and how practicing universal
precautions can help with their fears. In addition, involving all staff members (e.g.,
medical doctors, mid-level healthcare workers, guards, cleaners, and administrative
staff) in such intervention, rather than health professionals, is equally crucial.

Participatory methods of intervention including games, role plays, exercises, and
group discussions are generally welcomed in the literature. These techniques are
believed to create a non-judgmental environment that allows participants to assess
personal values and behaviors while improving their knowledge and awareness. It may
also create a sense of ownership among the participants within the process of
developing stigma-reduction strategies. In other words, participatory methods may
promote feelings of empowerment and inclusivity among healthcare workers as well
as PLHIV participating in intervention programs [161]. There are numerous exercises
available on stigma reduction to use or build your own program for example:
Understanding and Challenging HIV Stigma: A Toolkit for Action [162]; Safe and
Friendly Health Facility Trainers Guide [163]; and Reducing HIV Stigma and Gender-
Based Violence: Toolkit for Health Care Providers in India [164]. Participatory
methods of care may promote feelings of empowerment and inclusivity among PLHIV
with those who provide their care.

The intervention guides on reducing HIV-related stigma also suggest involving
individuals living with HIV in intervention programs [165]. Furthermore, involving
people from marginalized PLHIV such as men who have sex with men, sex workers,
and injective drug users may have a more beneficial impact, since it addresses not only
HIV-related stigma but other social stigmas that exist towards such key populations.
Showing that HIV has a "human face" may help others to better understand PLHIV
and the stigma associated with their condition [166]. It is also important to conduct
adequate training among PLHIV who are willing to participate in such interventions
and prepare them for role-play activities (e.g., testimonials and co-facilitation). Some
studies suggest that involving a healthcare worker with HIV-positive status may make
a significant difference [136, p.1255].

Studying HIV-related stigma that is derived from assumptions of PLHIV as
those who conduct immoral and improper behaviors is also essential in designing
interventions. Interventions on disassociating persons living with HIV from the
behaviors considered improper or immoral would be one of the many ways of
addressing HIV-related stigma coming from shaming and blaming. A literature review
conducted on this issue was able to identify only two guideline-related documents that
address stigmatizing beliefs about HIV [167,168]. Surprisingly, this review suggests
that the guidelines drew more recommendations to other health conditions related to
stigma than the stigma associated with HIV, regardless of the increasing evidence of
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its existence and negative impact on treatment. Therefore, more work needs to be done
to include the negative associations with shame, blame, and immoral activities that fuel
HIV-related stigma among healthcare workers from the policy-making perspective.
For example, the government of Vietnam has updated its national hospital regulations
by including stigma reduction and has provided a tool that hospitals can use to test their
compliance with stigma reduction policies [159, p.247].

Creating a safe environment for health workers may also impact the quality of
care provided to HIV-positive patients. The safe work environment in healthcare
settings includes sufficient stocks of necessary materials such as drugs, gloves,
syringes, needle disposal bins, and hand washing stations to practice effective infection
prevention and control [133, p.15]. Facilities should be accessible and safe for all
patients including PLHIV, avoiding distinguishing marks such as writing “HIV+” on
a patient’s chart or segregating patients within a health facility based on disease status,
except where isolation is strictly necessary to implement [165, p.410]. The
management of the hospitals also needs to ensure that the environment of the medical
centers encourages respect for patient rights. One potential intervention suggested in
the literature is to place chairs in waiting rooms to increase patient socialization
between HIV-positive and HIV-negative patients.

Following these recommendations, a stigma-reduction intervention conducted in
four Vietnamese hospitals can be presented as an example of effective prevention work
[159, p.250]. The mean score on both a fear-based and a value-based stigma index
decreased significantly after the intervention in this study. In addition, improvements
in the use of UP, increased HIV testing of patients in the study settings, and a reduction
in the marking of files including beds of HIV-positive patients were observed in this
study. The intervention program this study applied consists of the following steps:
Implementation of a brief survey to understand the need for action to reduce HIV-
related stigma and to construct a guide for an intervention. Flexible scheduling of
participatory training sessions for all hospital workers starting from cleaners to clerks
and doctors. The training sessions included topics on HIV-related knowledge,
universal precautions, fear- and value-based stigma, and sessions on how stigma may
look like in healthcare settings. Participatory drafting of a healthcare atmosphere that
Is safe for the staff and stigma-free. Provision of the materials necessary for practicing
universal precautions. Other studies are also consistent on the benefits of interventions
addressing HIV-related knowledge and interventions on fear of HIV transmission
including training on dealing with secondary stigma [165 p.406].

Overall, the following steps for HIV-related stigma reduction in healthcare
settings: are genuinely known: group discussions, role-playing, and games to prepare
popular opinion leaders; interventions through peer groups and group education in
order to reduce addressing fear of HIV and HIV knowledge; interactive modular
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training sessions on HIV-related stigma, medical ethics and contact with PLHIV;
workshops and dissemination of policy guidelines and educational materials.

Health facilities should respond in a multi-faceted way to address HIV-positive
health workers' fear of stigma and loss of confidentiality. The response should include
private and confidential counseling and testing services, access to antiretroviral
therapy, and professional and emotional support, either on the premises or at a
convenient location.
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CONCLUSION

Overall, the results of our study support other research that suggests high levels
of negative opinions towards PLHIV among medical workers, particularly mid-level
medical staff. Associations found between lower levels of negative opinions towards
PLHIV and seeing an HIV-positive patient may suggest the positive impact of the
potential integration of AIDS care into primary healthcare settings by increasing the
contact between healthcare workers and PLHIV. Low levels of HIV knowledge among
the mid-level medical staff should also be a priority for any interventions addressing
HIV-related stigma and discrimination. We also acknowledge that there could have
been changes over the past few years since the frequency of training has increased since
2019. In such a scenario, we recommend replication studies in primary healthcare
centers to enable the comparison of changes over the years. Regarding HIV-related
stigma and negative opinions, misconceptions, and judgmental opinions found in this
study, we think that the quality of the intervention including the type of intervention
should be paid more attention to than the quantity of training conducted among medical
staff.

Considering the conclusions for each study objective:

1. Re-evaluation and adaptation of the HIVV-Related Stigma Assessment
Tool for the Kazakhstani Context: The assessment tool displayed favorable
psychometric attributes (Goodness of Fit Index - GFI: 0.97, Tucker-Lewis Index - TLI:
0.97, Root Mean Square Error of Approximation - RMSEA: 0.07, Cronbach's alpha for
Factor 1: a = 0.66, Cronbach's alpha for Factor 2: o = 0.85). The questionnaire is now
available in both Kazakh and Russian languages for further evaluation of HIV-
associated stigma within healthcare facilities in the country.

2. Negative Attitudes toward PLHIV in healthcare: In a study involving
448 employees from primary healthcare organizations, a substantial proportion (87%,
n=387) of respondents endorsed at least one stigmatizing statement on the HIV stigma
scale. Approximately 85% (n=286 out of 335 involved in medical procedures)
expressed some degree of fear related to contracting HIV during their work. Almost
half of the respondents reported taking additional precautions while interacting with
HIV-positive patients, such as using double gloves (54.3%) and avoiding physical
contact (48.18%). A minority of respondents (n=129, 30%) correctly identified all the
body fluids that can transmit HIV

3. Impact of Work Experience and Exposure on Attitudes and
Knowledge: Longer tenure in the healthcare field and experience with PLHIV
correlated with reduced negative attitudes towards both PLHIV and key populations.
Logistic regression models revealed significant correlations: longer work experience
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was associated with lower likelihood of negative attitudes towards PLHIV (AOR =
0.33, 95% Confidence Interval - Cl: 0.12, 0.84, p = 0.02), recent exposure to an HIV-
positive patient within the last 12 months corresponded with lower levels of negative
attitudes (AOR = 0.34, 95% CI: 0.18, 0.62, p = 0.001), while those who exhibited
heightened fear of contracting HIV exhibited elevated levels of negative attitudes
towards PLHIV (AOR = 3.33, 95% CI = 1.34, 8.2, p = 0.01). Knowledge about HIVV
transmission was associated with older age (Chi-square = 18.74, p < 0.001), longer
work experience in healthcare (Chi-square = 22.33, p < 0.001), exposure to an HIV-
positive patient in the previous year (Chi-square = 5.84, p = 0.01), and training in
infection control and post-exposure prophylaxis (Chi-square = 7.90, p = 0.004).

4, Impact of Work Experience and Exposure on Attitudes and
Knowledge: Longer years of work in the healthcare field and experience with PLHIV
correlated with reduced negative attitudes towards both PLHIV and key populations
(AOR =0.33, 95% Confidence Interval - Cl: 0.12, 0.84, p = 0.02), recent exposure to
an HIV-positive patient within the last 12 months corresponded with lower levels of
negative attitudes (AOR = 0.34, 95% CI: 0.18, 0.62, p = 0.001), while those who
exhibited heightened fear of contracting HIV exhibited elevated levels of negative
attitudes towards PLHIV (AOR = 3.33, 95% CI = 1.34, 8.2, p = 0.01). Knowledge
about HIV transmission was associated with older age (Chi-square = 18.74, p <0.001),
longer work experience in healthcare (Chi-square = 22.33, p < 0.001), exposure to an
HIV-positive patient in the previous year (Chi-square = 5.84, p = 0.01), and training in
infection control and post-exposure prophylaxis (Chi-square = 7.90, p = 0.004).

5. Recommendations for Reducing Stigma in Primary Healthcare
(PHC): To address stigma effectively in PHC settings, it is recommended to implement
internationally recognized interventions in various formats and on a regular basis. The
scientific literature provides interventions designed to combat HIV-related stigma and
discrimination, along with the dissemination of HIV knowledge through methods such
as group discussions, games, role-plays, and interactive modular training covering
stigma, infection control, and medical ethics. Furthermore, integrating HIV care
services into primary healthcare organizations to deliver comprehensive care, aligning
with the WHO’s recommendation to transition from disease-focused healthcare
systems to people-centered systems, holds promise. However, further research is
needed to explore the impact of such integration on the stigmatization of PLHIV.
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APPENDIX A

HIV-related stigma assessment tool in Russian

U3MEPEHUE YPOBHSI CTUTMBI 1 TUCKPUMUHALIMYA B CBSI3U C
BUY CPEJM NEPCOHAJIA MEJUIIMHCKHAX YUPEK/IEHWIA:

PA3JIEJI 1: BASOBASI MTHOOPMAIUA

Caavaiia Mbl 3a1a1MM Bam Bomipochl Juis osty4deHus 0a30Boit mHdopMmannu o Bac.

1. Ckoiabko JieT Bam jer?

JCT

2. Yxaxure non?
O XKenmmua [ Myxunna
3. Kakyo nomkHOCTh BbI 3aHMMaeTe B HacTOAIIEE BpeMs?
0 Bpau [0 Mexa. Cectpa U Cromatonor/3yonoi texuuk [ Muammmi
MEIUIITHCKUN
nepconan (canutap (-xa) LI'muaekomor /Akymep [llcuxonor UCommanpHbIi
paboOTHHUK
O Hpyroe:

4. Ckombko jeT Bbl 3aHATH B cpepe 31paBooXpaHeHns?

JCT

5. Ber  korma-uuOyap pabotamu B KIMHUKE/OOJNBHHUIIE /OTICICHUH,
CrelMAIM3UpYyIoONUiicss B obiactm  jedeHun W yxoma BHUY
UHOUIMPOBAHHBIX ?

O Jla O Her

a. Ecim nma, ckoibko J€T Bbl paboTalidi B TakUX MEIUIIMHCKHUX
YUPEKICHUAX ?

=
@
=

6. beum M cpenm BamMX NAIMCHTOB 3a MocieaHue 12 mecsmeB Kakue-1udo
MalUEeHTHI, KOTOPBIC, KaK BbI 3HAH, ObLT BIY-nonoxuTenbHbIMEU?

0 Ja U Her I Hempumenumo

a. Ecam na, To ckonpko?
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O L] 3aTpyaHsit0Ch OTBETHUTD

7. Ber  mpoxommnu  MPOGECCHOHAIBHYIO  TOJATOTOBKY IO  CIEAYIOIINM
HanpasiaeHusM? (OTMEThTE BCE BO3MOXHBIE BAPHUAHTHI. )
[ B treuenue nocnequux 12 mecsien
L1 B teuenue 6omnee 12 mecsies
LJCturma u quckpuMmuHanus B cBs3u ¢ BUY
LINH(eKInOHHBIN KOHTPOJIb U YHUBEPCAIbHBIE MEPHI IPEIOCTOPOKHOCTH (B T. Y.
MOCT- KOHTaKTHas MPOpUIaKTHUKA)
LHupopMupOoBaHHOE CcOTJlacMe TMalKeHTa, IMpaBO HA YacTHYIO IKHU3Hb,
coOJTI0/IeHNEe KOH(UIEHIIUATEHOCTH

] Cturma n AUCKPHUMHHALIKMA B OTHOIICHUH KIFOYCBBIX I'PYIIIT HACCIICHUA

8. IMoxaiyiicta, yka)XuTe Bally PEIUTHO3HYIO MPUHAUICKHOCTD U3 CIETYIONINX
BapUaHTOB.

U Xpuctnanun U Ucmam [ Mymansm [ He penuruosnsnii [ J[pyroe

a. Hackomnbko Bl cuntaere ceOst peiuruno3HbiM?

[ CunbHO penUruo3Hbli (IPUHATHE U MTOJAYMHEHUE BCEM YUEHUSIM PEITUTHO3HOM
TpaJMLINH, PETYISIPHOE MOCEIICHUE PETUTHO3HBIX CITYXkO0)

L1 VYmepeHHO penUruo3Hblii (MPUHATHE HEKOTOPBIX YUYEHUW PETUTHO3HOU
TpaJuL1U, HEPETYIISIPHOE MOCEIICHUE PETUTHO3HBIX CITYXkO0)

[] Cnerka penuruo3Helid (MPUHATHE HEKOTOPBIX YICHUN PETUTHO3HON Tpaaullnig,
peaKOe TOCEIIEHNE PEIUTUO3HBIX CIYKO WIIM UX OTCYTCTBHUE)

[1 CoBceM HE pelnuruo3HbIN

9.IloxanyiicTa, yKa)kuTe STHHUECKYIO TPYyMITY, K KOTOpoi Bl mpuHaiexuTe.
0] Kazax [ Pycckuit U Vitryp [0 Ykpaunen L1 Tatap U Espeit [1 Kopeery

0 Kupruzd V36ex [ Typxmen U Tamxuk [ Ipyroe
PA3JEJI 2: ”HOEKIIUOHHBIN KOHTPO.Ib

Teneps MbI 3agaauM Bam Bompocsl 0 Hannuuu y Bac 00€CiOKOEHHOCTH KacaTeabHO
BEPOSITHOCTHU 3apaKeHUs B BalieM MEIUIMHCKOM YUPEKICHUH.

10.Hackonpko Bbl Obutn ObI 00ECMOKOEHBI BO3MOXHOCTBIO 3apaxkeHuss BUY-
uHpexuen, eciu 01 ¢ Batieit cTopoHbI IMEN MECTO CIIeIYIONTUe ACHCTBUS?
Ecnu xaxue-nubo u3 nepeuucnenmvix Hudxce oOeucmeuil He 6xoosam 6 Bawu
00s3aHHOCMU, noxcanyticma, evloepume omeem "He npumenumo”.

a. Kacanue ogexnapl nanuenTa, xupyuiero ¢ BUY
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[0 He obecniokoeH(-a) L1 Hemuoro ob6ecrokoeH(-a) [
O6ecmokoeH(-a)
[0 OueHb 00ecoKOeH(-a) ] Henpumenumo
b. IlepeBsizka paHbl ManUeHTa, )kuByIero ¢ BUY
[0 He obecniokoeH(-a) L1 Hemuoro obecrokoeH(-a) [
Oo6ecniokoeH(-a)
[0 OueHb 00ecoKOeH(-a) ] Henpumenumo
c. 3abop KpoBH y ManmenTa, xuByiiero ¢ BUY
[0 He obecniokoeH(-a) L] Hemuoro obecriokoeH(-a) L]
Oo6ecniokoeH(-a)
[0 OueHb 00eciOKOEH(-a) [ HenpumeHnumo
d. M3MepeHue Temmneparypsl Tena MaiueHTa, sxkupyuiero ¢ BUY
[0 He obecniokoeH(-a) L1 HemHoro ob6ecrokoeH(-a) [
O6ecnokoeH(-a)
[0 OveHb 0O6ecrioKoeH(-a) L] Hemmpumenumo
e. Jlenatb yKoubl
[0 He obecniokoeH(-a) L] Hemuoro ob6ecmokoeH(-a) [
O6ecmnokoeH(-a)
[0 OueHb 006ecokoeH(-a) L1 Hempumenumo
11.ITpennpunumaere a1 Bbl, Kak nMpaBuiio, Kakue-muo0 M3 MEePEeUUCICHHBIX HIDKE
Mep IIpU YXOJe 3a MalueHToM, )uByimieM ¢ BUY, winu npegocrasiisis Takomy
NalUeHTY KaKue-JI00 yCiyru?
a. M306erath pu3nueCKOro KOHTAKTa
U Hda L1 Her 1 Hemmpumenumo
b. HocuTe nBOMHBIE IEpUYATKH
U Hda L1 Her L1 Hemmpumenumo
c. Hocuth mepuyaTku HE3aBUCUMO OT OOCTOSITEIBLCTB B paMKax yxojaa 3a
MaIMeHTOM
0 MTa L] Her ] HenpumeHnumo
d. ITpu pabote ¢ manenTamu, xuByuMu ¢ BUY, ucnosib30Bath crieniuaibHbIC
cpencTBa MH(PEKIIMOHHOTO KOHTPOJS, KOTOphie BBl HE HCIIONB3yeTe NpH
paboTe ¢ ApyruMu MalreHTaMu
0 MTa L] Her ] HenpumeHnumo
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PA3JIEJI 3: YCJI0BUA PABOTbI B MEJUIHUHCKHUX
YUYPEXAEHUAX

Teneprb MbI 3aaaauM BaM Borpockl 0 MeToiax padoThl B BailieM MeIUIIMHCKOM
yapexacHur u Bamem ombiTe paObOThI B YUPEKICHUHU, OCYIIECTBIIIONIEM YXOJ 3a
JFObMU, )KUByIIMMHU ¢ BUY.

12.Buaenu i Bel koro-nmbo u3 mrojei, xupymux ¢ BUY, B Bamem MeaunuHckoM
YUpEKACHUHU 32 nociieanue 12 mecaes?

L1 JTa— > nepexoaute K Borpocy Ne 13
[0 Hep— MIPOIMYCTUTE, Nepeias Kk Bonpocy Ne 14

[1 He 3Hato——» MPOMYCTUTE, nepeiast K Borpocy Ne 14

13.Kak gacrto 3a mocieguue 12 mecsieB Bel HaOmogaan B CBOEM MEIULIMHCKOM
YUPEKJICHUH YTO-TH00 U3 IEPEUUCICHHOTO HIKE?
a. MemuuuHCKMe PAaOOTHUKH HE XOTEIU OCYIIECTBISATH yXOJ 3a MalMeHTOM,
*)kuBymuM ¢ BUY, nnu manmeHToM, KOTOPBIH, Kak cuuTaeTcs, sxuBet ¢ BIY.
[0 Huxorma ] Onun wim nBa paza [ Heckomnbko pa3z [
[IpakTuecku Bce Bpems
b. MeauiuHckue pabOTHUKH OCYIIECTBIISIA 00J1ee HU3KHUM 10 KaUYeCTBY YXO/I
3a NalMEHTOM, )XKUBYIIUM ¢ BUY, nnu marmeHToM, KOTOpbIi, KAK CYMTACTCH,
xuset ¢ BUY, 1o cpaBHEHHUIO ¢ IpyTrUMHU MAUEHTAMH.
[0 Huxorma ] Onun wimm nBa paza [ Heckomnbko pa3z [
[IpakTueckn Bce BpeMs
c. MeauuuHcKrUe paOOTHUKH TIJIOXO OT3BIBAIOTCS O JIFOASX, KuByHux ¢ BUY,
WJIH JIFOJISIX, KOTOPBIE, KaK cuuTaeTcs, >kuByT ¢ BUY
[1 Hukornma L] Onun wnm nBa paza L] Heckombko pa3z [
[IpakTueckn Bce BpeMs
d. MenunuHckre paOOTHUKHU, OTKA3bIBAIOIIMECS OKA3bIBATh MOMOIID JIFOJISM,
xuBymmx ¢ BUY
[0 Huxorma ] Onun mimm nBa paza [ Heckomabko pa3z [
[IpakTHuecku Bce BpeMs

14. Hackoabko OXOTHO MEIMIIMHCKUE paboTHUKU Barrero yupexneHus
corjamarTcsi paboTarh O0OK 0 OOK ¢ coCIyX)uBLEeM, kuBymuM ¢ BUY, HezaBucumo
OT TOTO, KaKue 00s13aHHOCTH OHH  BBITIOJIHSAIOT?

[0 Oxorno [0 Hemnoro neoxorno [] B HexoTopoii creneHn HeoXoTHO [
OueHb HEOXOTHO
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PA3JIEJI 4: IIOJIMTUKA MEJUIIUHCKOI'O YYPEXJIEHUA

Ternepp MbI 3aganuM BaM Bonpocsl 0 nmonuTuke Baiiero ydpexaeHus U yCaoBUAX
paboTHI B HEM.

15.B mMoeM yupexxaeHnH He JIOMyCKaeTcs TecTupoBaTh nanueHta Ha BUY 6e3 ero
BeJIOMa.
L] I[TomHOCTRIO coraceH(cHa) L] Cornmacen(cua) [] Hecormacen(cHa)
[ Kareropuuecku HecoriaceH (CHA)

16.Y wmens Oyayr mpobOimembl Ha pabore, eciau s Oyday BecTH ceOs
JTMCKPUMUHUPYIOIIUM 00pa3oM B OTHOIIEHUH JItO/IeH, kuBymux ¢ BUY.

0 Ja 0O Her [1 He 3Hato

17.Y mensa OynyT mpoOiieMbl Ha paboOTe, €ClAu s PacKpol CTaTyC MalMeHTa,
xuByiero ¢ BUY, npyrum 6e3 ero wiu ee corjacus

[0 Jla O Her [ He 3naro

18.BuI COIJIaCHBI, ITOJHOCTBIO COIJIACHBI, HC COIJIACHBI HJIM KaTCTOPHUYCCKH HC
COINIACHEBI C IICPCUNCIICHHBIMHA HHUKC YTBCp)KI[GHI/IHMH?

a. B MoeM MEOUIMHCKOM YUYpEkKJIECHUU NOCTATOYHO CPEJICTB, CHUKAIOIIUX PUCK
Moero 3apaxenuss BUY

[ IMomHocthio cornaceH(cHa) [J Cormacen(cna) [J Hecormacen(cna) [
Kareropudecku HecoriaceH(cHa)

b. B MoeM MeIMIIMHCKOM Y4YpEeXICHUH BHEIPEHBI CTaHIAPTU3UPOBAHHBIC
MPOIICAYPHI / IPOTOKOJIBI, CHUKAIOIIHNE PUCK Moero 3apakeHus BIY.
[] IMomuocTeto cornacen(cua) L1 Cornacen(cua) L1 Hecornacen(cHa)
[1 Kareropuuecku HecoriaceH(cHa)
19.B MoeM MeIMIIMHCKOM YUYpEeXKICHHH BHEAPECHbI O(OPMIICHHBIE B MHUCbMEHHOU

dbopme pyKOBOSIINE YKa3aHUs, HAITPABJICHHbBIC HA 3AIUTY JIIOJEH, KUBYIIUX C
BHY, ot nuckpuMuHALUN.

1 la 1 Her 1 He 3naro

PA3JIEJI 5: MHEHUA O JIIOAAX, ’KUBYIIUX C BUY

Ternepp MbI 3aaaMM BaM BOIIPOCHI O MHEHUSAX, CBSI3aHHBIX C JIIOJIbMH, KUBYLIIUMH C
BUY.

20.Bu1 COrjiaCHbl, IIOJIHOCTBIO COIJIACHbI, HC COIJIACHbBI HJIM KaTCrOPpHYCCKHM HC
COITIaCHBI C IMMEPCUUCIICHHBIMH HUKE YTBep)K)ICHI/ISIMI/I?
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a. bonpmmHCTBO NMROAEH, KUBYIIMX ¢ BIY, HE BoHYyeT BOIpoC, a 4To, €CJIU OHU
3apas3sT APYTUX JHOACH.

Ll IMonnocteto cormaceH(cHa) [ Cormacen(cna) [ Hecornacen(cua) L[l
Kareropuuecku HecornaceH(cHa)

b. JlrogsMm, xuBymum ¢ BUY, 101kHO OBITH CTBIAHO 32 CEOSl.
[0 IMonnocthio cormacen(cHa) [l Cornacen(cna) L1 Hecornacen(cua) LI
Kareropuuecku HecornaceH(cHa)

c. Y OonpmmHCTBa JrojeH, *kuBymux ¢ BUY, ObUI0 MHOTO CeKCyalbHBIX
MapTHEPOB.
[0 IMonnocthio cormacen(cuHa) [l Cornacen(cna) L1 Hecormacen(cua) LI
Kareropuuecku Hecorinacen(cHa)

d. Jlromu 3apaxkarorcs BUY npu 6€30TBETCTBEHHOM MOBEICHUH.

[ ITomuocteio cormacen(cua) [ Cormacen(cua) [1 Hecormacen(cua) [l
Kareropuuecku HecormiaceH(cHa)

e. BHY — 310 Kapa 3a HEeNpaBUIbHOE OBEICHUE.

[0 IMonnocthio cornacen(cua) [l Cornacen(cna) L1 Hecornacen(cua) [
Kareropuuecku HecorinaceH(cHa)

f. MHe ObBIO OBI CTBIAHO, €CIM OBl KTO-TO M3 MOMX 3HaKoMbeIX Opur BUY
WHOUIIMPOBAHHBIM.

[1 IMomaocthio cormaceH(cuna) [1 Cormacen(cua) 1 Hecormacen(cua) [
Kareropuuecku Hecormnacen(cHa)

g. Mue Obuto OBI CTBIZHO, €CIIM OBl KTO-TO B MoeM cembe Obnin1 BUY
MH(ULMPOBAHHBIM.

L] Tlomuocteio cornaced(cua) [ Cormacen(cna) L1 Hecornacen(cua) [
Kareropuuecku Hecormnacen(cHa)

h. BUY-undunmpoBaHHble TaIlMEHThI, KOTOPHIC 3apa3wWIUCh BUPYCOM TIPH
MIOJIOBOM aKTe, OOJIbIIIe BUHOBATHI B 3apakeHun BIY, uem te, KTO 3apa3mimch
IIpU MepEeTMBAHUN KPOBU

[1 TTomuoctrio cormaceH(cHa) [l Cormacen(cua) L1 Hecormacen(cua) L
Kareropuuecku HecornaceH(cHa)

i. BUY-unduuupoBaHHble NallMEHTbl, KOTOPbHIE 3apa3WiiUCh BHPYCOM MpHU
WHBEKIIMA HAPKOTHUKOB, OOJIbIIIE BUHOBATHI B 3apakennn BUY, uem Te, KTO
3apa3wiIiCh MPU NIEPETUBAHUH KPOBH

[ IMomHocthio cornaceH(cHa) [J Cormacen(cra) [ Hecormacen(cua) [l
Kareropuuecku HecornaceHn(cHa)

21. KXenmwmnam, xuBymum ¢ BUY, 1omkHO OBITH pa3perieHo UMEeTh JETeH, eciu
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OHMH I3TOI'O XOTAT.

L] TTonmuoctsio cornacer(cna) LI Cornacen(cna) L1 Hecornacen(cua) L
Kareropuuecku HecornaceH(cHa)

a. MyxunHam, xxuBymuM ¢ BIUY, 1omkHO OBITH pa3penieHo UMETh JIETEH, eCIH

OHH 3TOI'O XOTAT.

L1 Tlomuocteio cornaceH(cHa) [ Cornacen(cuna) [ Hecornacen(cua) L[l
Kareropudecku HecoriaceH(cHa

22 .IloxanyiicTa, CKaXXUTe HaM, COTIIACHBI JTU BbI, cormacHs 11 Bel MOTHOCTEIO, HE

cornacHbel U Bel miam He coriacHbl Ju Bel KaTCTOPUYICCKHU CO CJICAYIOIIHNM

YTBEPKIACHUEM:

a.

Ecnu Obl y MeHst ObUT BBIOOp, s ObI MpeaIovesl He MPEAOCTaBIATh YCIyrd
JOJM, HCIOJB3YIOIIUM HE3aKOHHbIE HMHBEKUHMOHHBIE HApPKOTHYECKHE

CpEeICTBA.

[0 IlomHOCTERIO COrlTacEH— >

1 CoraceHn

[0 He cornacen
Ne 23

[0 Kareropuyecku He corjiacer——>

Borpocy Ne 23

b. S mnpenmountaro HE MPENOCTABIATH YCIYTH JIHOIAM,

nepexoauTe K Borpocy Ne 22b
nepexoauTe K Borpocy Ne 22b
MPOIYCTUTE, MEPENIS K BOIPOCY

MIPOIYCTUTE, MEPEUas

HC3aKOHHBIC MHBCKIIMOHHBIC HAPKOTUYICCKUC CPCACTBA, IIOTOMY 4YTO (OTMeTbTe

BCE COOTBETCTBYIOIIINE BAPUAHTHI OTBETA):

I Onu mnoaseprator MeHs | [ | CornaceH(cHa) He cornacen(chHa)
MOBBIIIIEHHOMY PHUCKY
3a00JIeBaHUS.

I Ora rpynma Benet cebs | ]| CormaceH(cHa) Cornacen(cHa)
aMOpaJbHO.

Il A HE npoxoaun | [J | Cornacen(cHa) He cornacen(cHa)
podecCHOHATIBHY IO

MOATOTOBKY JJI1 pabOThI €
9TOM IPYNIION.

Hpyroe, MOYKATYUCTA,
YTOUYHUTE
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23.Tloxanyiicra, CKaKUTE HaM, COTJIacHbI i Bbl, corsiacHbl i Bbl MOJTHOCTBIO, HE

cornacHbl U Bel miau He corjacHel au Bl KaTCTOPUYICCKHU CO CJICAYIOIIHNM

YTBEPKIACHUEM:

a.

b.

Ecnu Ob1 y MeHst ObUT BBIOOp, 51 OBl Mpearoves HE MPEAOCTaBIATh YCIYTH

MYXXYHMHAaM, 3aHUMAOIMUMCA CCKCOM C MYKUHMHAMM.

] IlomHOCTRIO COTITacCEH———>

1 CoryaceHu

0 He cornacen
Ne 24

[0 Kareropuyecku He corjacexr—>

Borpocy Ne 24

nepexoute K Borpocy Ne 23b
nepexoute K Borpocy Ne 23b
HPOITYCTUTE, TEPEHIT K BOMPOCY

MpOIYCTUTE, TMepeuas K

s NpcaArnoYnTard HC IPCAOCTABIIATH YCIYIH MYXKYHWHAM, 3aHUMArOIIUMCH
CCKCOM C MYJXYMHaMH, IIOTOMY 4YTO (OTMGTBTC BCC COOTBCTCTBYIOIIUC

BApUAHTHI OTBETA):

I Onu mnoaseprator MeHs | [] | Cornaced(cHa) | [J | He cornacen(cha)
MOBBIIIIEHHOMY PHUCKY
3a00J1€BaHUSI.

I Ora rpymma Bener cebs | [ | Cormacen(cuna) | [0 | Cornacen(cHa)
aMOpaJbHO.

1 A HE npoxoaun | [] | Cormacen(cna) | [0 | He cormacen(cHa)
podecCHOHATIBHY IO

MOATOTOBKY JJI1 pabOThI C
3TOM TPyNIOM.

Hpyroe, MOXKaIyucTa,
YTOYHUTE

24.TloxanylicTa, CKa)KHTE HaM, COTJIacHBI I BeI, cormacHb! 11 Bl MOTHOCTEHIO, HE

cornacHel M Bel uiam He cornacHel M Bel KaTCTOPHUYCCKHN CO CJICAYIOIINM

YTBEPKIAECHUEM:

a.

Ecnu Ob1 y MeHst ObuT BBIOOp, 51 OBl Mpeanodes HE MPEJOCTABISTh YCIYTH

paboTHHKaAM cekc-On3Heca (Kak K KeHIIMHAM, TaK U K My KYHHAM )

0 IlomHoCThIO cCOrTaceH—

[0 CoryaceHn

[0 He cornacen
Ne 25
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[0 Kareropuyecku He corjacexr—> NpOIyCTUTE, Mepeuas K

Borpocy Ne 25

b. S mpenmouyuTar He MPEAOCTABIATH YCIyTH PaOOTHUKAM WHIYyCTPUHU CEKCa,

IIOTOMY 4TO (OTMGTLTC BCC COOTBCTCTBYIOIIMC BAPUAHTBI OTBeTa):

I Onu  mnoxseprator  MmeHs | [] | Cornacen(cua) | [J | He cornacen(cua)
TIOBBIIIICHHOMY PHUCKY
3a00J1eBaHUS.

I Ora rpynmna Bexer cebs | [0 | Cornacen(cHa) | [0 | CornaceH(cHa)
aMOpAaJIbHO.

1 A HE npoxoaun | [ | Cornacen(cua) | [0 | He cornacen(cuHa)
pO(ECCUOHATIBHYIO

NOJATOTOBKY JUisl paboThl C
ATOM TPyNIIOHN.

Hpyroe, MOXKayucTa,
YTOUHUTE

25.51 mymaro, 9To s IMero IIpaBo OTKA3aThCsl OKa3bIBaTh MEIUIIMHCKYIO oMol BUY

UH(GUIUPOBAHHBIM, YTOOBI 3aIIUTUTH CEOs

[1 ITomnoctero cormaced(caa) [l Cormacen(cua) [1 Hecornmacen(cua) [

Kareropuuecku HecormnaceH(cHa)

26.51 nymaro, 9TO 1 UMEIO TIPaBO OTKA3aThCs OKa3bIBATh METUITMHCKYIO TToMots BUY

MH(UIMPOBAHHBIM, YTOOBI 3AIUTUTh JPYTUX MALUEHTOB

[1 ITomaocteto cormacen(cHa) [J Cormacen(cua) [ Hecormacen(cna) [

Kareropuuecku Hecormnacen(cHa)

(mpumepno 1 Ha 300)
] Ja 0 Her [ He 3Haro

PA3JAEJI 6: SHAHUME O IYTAX IIEPEJAYU BUY UHOEKIIUHU

Teneps Mbl 3anaauM BaM HECKOJIBKO BOIIPOCOB O myTsx nepenauu BUY.

27.Puck nepenaun BUY nocie yKoIoB UII0iM WM OCTPBIMH MPEAMETaMU HEBEITUK

28.Puck nmepenaun BMY nocne momajgaHusi KpOBM HAa HE MHTAKTHYIO KOXY WIIU

CIIU3UCTYI0 000J10UKy HeBeNuK (mpumepHo 1 Ha 1000)

[1 la O Her O He 3Haro
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29.CtaHapTHble MPOLEAYPhl CTEPUIM3AIMU JIOCTAaTOYHBI JJISl  CTEPHIIM3ALUU
WHCTPYMEHTOB, UCITOJIb30BaHHBIX HA BY-N0I0KUTENBHBIX TALIMEHTAX.

[1 Jda U Her [ He 3Haro
30.ITarmeHTH! ¢ BEHEPUYECKUMU 3a00JIEBaHUSIMU Yalle 3apaxaiorcs BUY
[0 la 0 Her 0 He 3Haro

31.Baknuna npotuB BUY yxke pazpaboTana U JOCTyIHA

U1 JJa U Her [ He 3Haro
32.Kakne u3 clieayronux OMOI0THIECKUX KUIKOCTEH NMEIOT JOCTATOYHO BBICOKHE
koHueHTpauuu BUY mis nepenaun mnpexkunn? (OTMEThTE TaJOuKoOl BCe Te
OMOJIOTUYECKHE KUJKOCTH YTO MOXKET nepeaaBate BUY ).
L cmrona [ xposs [ moua U dekanmuu [ crniunanehas sxunkocts [1 ciepma [
I'PyAHOE MOJIOKO
L] BarunansHbIe BeIAeaeHuS L] raov L] moT L] mueBpasibHAs )KUIKOCTH
33.Ilepenava  BHUY Moxer ObITh NOpeNOTBpallleHa IMyTEM  MPaBUIHHOTO
WCIIOJIb30BaHUsI AHTHUPETPOBUPYCHOM TEpanuMu U JOCTUKEHUS U TMOAACpPKAHUS
HeonpeensieMol BUpycHol Harpy3ku y BUY-nuHuimpoBaHHbIX MallMEHTOB.

] Ja 0 Her [ He 3Haro

PA3JIEJ 7: KPATKAS HIKAJIA COLIUMAJIBHOM KEJIATEJIBHOCTH

34.Y ne16anuvck 661 Bbl JrOAsM KaXablil pa3 Koraa Bbl BCTpedyaeTe ux?
] da O Her

35.B&I Bcerna mpakTUKyeTe TO, YTO MPOTOBEIYETE JIFOISIM?
[0 a O Her
36.Ecnu BBl rOBOpHUTE JIFOJSM, YTO OyJieTe 4TO-TO JIeNaTh, BCETAA JIM BHIIOJHSETE
cBo€ o0elaHne, He3aBUCUMO OT TOT0, KaK HEYJIOOHO 3TO MOXKET ObITh?

[0 da O Her
37.Bs1 ObI Bpasiu JAr0151M?
[0 a O Her
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APPENDIX B

HIV-related stigma assessment tool in Kazakh

MEJAUIUHAJIBIK MEKEMEJIEPAIH KbIBSMETKEPJIEPI APACBIHJA
AUTB-na BAWJIAHBICTBI CTUTMA MEH KEMCITY JEHFEWIH
BAT'AJIAY:

1 BOJIIM: HET'I3I'T AKITAPAT

AnnbiMeH 013 €13 )KOHIH/Ie HeT13T1 aKIapar ajdy MaKcaThIHJIa C13re CYpaKTap KOsSMBbI3.
1. TOnBIK )KacCbIHBI3?

Kac

2. XbIHBICBIHBI3?
[ Oiten L] Epkex
3. Kaszipri yakpITTa KaH/1ail KbI3MET aTKapachi3?

O Hopirep L1 Men6uke L1 CromaTosnor/Tic Texuuri [ Kinmn meguimHanbik

kbi3MeTkep (canutap) [l'mnexosor /Axymep Ullcuxonmor [ Oneymerrtik
KbI3METKEP
[0 backa:

4.JleHcayJbIK CaKTay callachlHJIa KbI3MET aTKApBINl >KYPreHIHI3re KaHIa YyaKbIT
0oIBI?

KbIJI

5.Ciz AUTB 1iHaeTiH KYKThIpFaH ajamaapibl eMIey KOHE KYTyMeH
alfHaBICAThIH KJIMHUKA/ aypyxaHa/O0esiMIne e KbI3MET aTKapIbIHbI30a?
0 We 0O Kok

a. Erep jxorapplja KOPCETUIT€H MEKeMeNepAe KbI3MET aTKapraH OOJICaHBbI3,
KbI3MET aTKapy Mep3iMiH KOpCEeTIHI3

KB

6. Conrbl 12 aif apanbIFbIHIA CI3/IIH HAyKACTApBIHBI3ABIH apachlHa KaHaal 1a oip
cizre 6enrini AUTB-Ha oH HOTHKEII HayKac 00JIIbl Ma?
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00 Wo [0 Kok U Konmanyra kemmeri
b. Erep >xorapblia KepceTiUIreH HayKacTap OOJIFaH JKaFIaii1a CaHbIH KOPCETIHI3
O [1 XKayamn 6epyre KnHanambIH

7.Ci3 xeneci OarpITTap OOMBIHINIA MAMaHAAHIBIPHIIFAH JAHBIHIBIKTAPAaH OTTIHI3 O¢?
(bapyplk MYMKIH HYCKaIap sl OeTiieH]
[] Conrbl 12 ait yakpIT apajibIFbIH/Ia L] 12 aifman actam yakbIT
apaJIbIFbIHA

LIANTB-Ha 6aliaHbICTBI CTUTMA KOHE KEMCITY

U Madexkuusublk 6akpuiay xkoHe oMOeOamn CakThIK Iapajiapbl (COHBIH I1HIHIC
HKCIIO3ULMSIAH KEUIHT1 Mpo(UIaKTUKA)

[JHaykacTbIH akmapaTThIK KeliciMi, KeKe eMipre JereH KYKbIFbI, KYHSIBUIBIKTHI
cakray

U TypreiHaapAplH HETi3TT TONTAphIHA KATBICTHI CTHUTMa OHE KEMCITYLILTIK

8. OTIHII, TOMEH/IE KOPCETUINeH HYCKalap/iaH Kai JIIHU TOIMKA >KaTaThIHBIHBI3]IbI
KOPCETIHI3

U Xpuctuan U Ucnam [ Uynausm [ Jlin OareiTein yeranOaiimbia L1 backa

a. O31HI3/11 KAaHIIAJIBIKTEI JIHIIJIMIH J€Il CAaHANCHI3?

[0 Aca nmiHmin  (miHE JOCTYpAEpAiH OapiblK UTIMIEpiH KaObLIgay >KOHE
OarbIHY,IIHU KBI3METTEPre >Kyheml TYpAe KaThICy)

L] Oprama miHmIT (TiHA A9CTYPASPAIH KeiOip LmMaepiH KaObuiay >KoHE JIIHH
KBI3METTEpre JKyHeni eMec TYpae KaTbICy)

0 Aszgan giHmn  (GiHE JOCTYPJIEpAiIH Keilip uriMaepiH KaObuiaay, TiHU
KbI3METTEPre CUPEK KAThICY HEMECe MYJIJIEM KaThIcray)

L] MynaeM JiHIIT emMec

9. TeMmeHIIe KOPCETIATeH ATHHUKAIBIK TOMTAPABIH KaWCHICHIHA >KAaTaTHIHBIHBI3IBI
KOPCETIHI3.
[ Kazak [ Opeic [ ¥itreip L1 Ykpaun [ Tatap L] EBpeit L] Kopic
L Kerprez ©36ex L1 Typxmen L Toxix [ backa
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2 BOJIIM: UHOEKIUAJIBIK BAKBIJIAY

Keneci ke3ekTe 013 Ci3/iIH MEIUIIMHAIBIK MEKEMEHI3Ae WH(MEKIUS KYKTHIPHIT ay
BIKTUMAJTIBIFBI OOMBIHINA aTAHAYITBIIBIKKA KATBICTHI CYpPaKTap KOSMBI3.

10.Keneci opekertepai opbiHAay OapeicbiHaa ci3 AWTB-H KyKTBIpBIT —aimy
BIKTUMAJIJIBIFBIHA OAMIaHBICTHI KAHIIAIBIKTHI aJaHIayIIbUIBIK KepceTep emiHi3?
E2ep momenoeai apekemmepoin Kanoaii —0a Oipeyi ciz0iy Kblzmemiyizee calkec
keimece, «Konoanyea xeametioiy dezen scayanmol mayoanwl3.
a. AUTB-meH emip CypeTiH HayKacThIH KHIMIHE KOJI TUT13y

0 AmagmamMaiMBbIH 0 Aznman anagaaiiMbIH [0 AnmangaiiMbIH
[0 OTe KaTThl aJlaH1aliMbIH L] Konmanyra kenmMeii
b. AUTB-MeH emip cypeTiH HayKacThIH KapachblH TaHy
J AmaggamaiimMeiH [ Aszmgamn amagnaiiMbIH O] AnagmaiiMbIH
[J OTe KarThl aJaHJaiMbIH 0 Konmanyra xeamei i
C. AWTB-meH eMip CypeTiH HAyKacTaH KaH ary
0] AnagmamaiMmeid [ A3gan anaggaiiMbIH L] AnagmaiiMbIH

L] Ore xarTh! amangaiimera [ Konmanyra kenmeiii
d. AUTB-MeH eMip CYpeTiH HayKaCTBIH ACHE KbI3YbIH OJIIICY
O Amagmamanmei [ A3gan anaggaiiMbIH O] AnagmaiiMbIH

[ Ore karThl anagaaiimeia L1 Konganyra keamer i
e. MHbekius xxacay
O Amagmamaimeid [ A3gan anaggaiiMbIH O] AnagmaiiMbIH
[1 ©te karte! anangaiimeia L1 Konnanyra kenmeiiai
11. AUTB-meH eMip cypeTiH HayKacka KYTiM kacay Hemece KaHai-1a 01p KbI3MeT
KepceTy OapbIChIHAA TOMEH/IE KENTIPUIreH apanapablH O1piH OpbIHAANCHI3 0a?
e. Du3WKaIBIK KaTBIHACTAH ayJiaK 00Ty
O o O Xok L] Konmanyra kemMei i
f. Koc kosFan kuto
O Mo O Kok [ Konmanyra keameii
g. Haykacrtapra kyTiM kKepceTy OapbIChIHIA TYpPJII MOH-)Kailllapra KapaMacTaH
KOJIFaIl KHIO
O Ho O YKok L Konmanyra keamein i
h. AWTB-meHn emip cypeTiH HayKacTapMeH >KYMBIC )kacay OapbIChIHAa, Oacka
HayKacTapMeH >KYMBIC ICTETeH/Ie KOJIaHBUIMANTBIH apHaibl HH(EKIUSITBIK
OakplIay IIapagapbiH KOJIJIaHy.
O Uo O Kok [ Konmanyra keameii
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3 BOJIM: MEJIUIUHAJBIK MEKEMEJEPIEIT K¥MbBIC OPHBI
KAFTAVBI

Keneci ke3ekte 013 Ci3/iH MEIUIIMHAIBIK MEKEMEHI3ET1 JKYMBIC JICTEpl >KOHE
AWUTB-MeH emip cypeTiH amamjapra KYTIM Kacaydarbl TOXKIpUOEHI3 Typabl
CypakTap KOsIMBbI3.

12. MeaunuHabIKk MeKeMEeH13/1e COHFBI 12 aif apanbirbinga AWUTB-men emip cypetin
HayKac KepaiHi3 0e?

O Ua— > Ne 13 cypakka KeliHi3
O Koxk—— oTki3in Ne 14 cypakka KelliHi3
[] binmeiavir—» oTKi31 Ne 14 cypakka KellliHi3

13. Conrpl 12 aii apadplfblHAQ CI3MIH MEIUIIMHAJIBIK MEKEMEHI3/Ie TOMEHJCT1

KOPCETUINeH OPEKETTEP I1H OPBIHIATYBIH KAaHIIATBIKTHI KU1 OaKaIbIHBI3?

d. JeHcaynblk cakray Kbi3MeTkepiepiHiH AMTB-MeH eMip cypeTiH HayKacka
Hemece AUTB-men emip cypeal Aen caHalaTblH HayKacka KYyTIM KOpCEeTKiCl
KEJIMEYI.

[0 Emxamran U bip - exi per U bipueme per U Ic xy3inae 6apibik
yaKbITTa

e. Menununa kpi3meTkepiepiniH AUTB-MeH emip cypeTiH HayKacka HeMece
AUTB-men emip cypeni Jen caHajaThlH HayKacka, 0acka HayKacTapMeH
CaJIbICTBIPFaH/a, Carachl TOMEH KYTIM KOPCETYI.

U0 Emxaman [ bip exi per L bipueme per U Ic xy3inae 6apibik
yaKbITTa

f. Memununaa Kpi3MeTkepiepiHiy AUTB-men emip cypetiH HaykacTap Hemece
AUTB-men emip cypezi aen caHajaThlH HayKacTap >KaWjibl )kamMaH MiKipae
OOJTyBI.

[0 Emxkaman [ bip exi per U bipueme per [ Ic xy3iHme OGapibik
yaKbITTa

d. Menuuuna kei3metkepiepinin AUTB-MeH eMip cypeTiH HayKacTap HeMece

AUTB-men emip cypeai Jen caHaJaTbIH HayKacTapFa KYTIM KOpPCETyIeH Oac

TapTybl
[0 Emkaman [ bip exi per [ Bipreme per [ Ic KY31HIE

OapJIbIK yaKbITTa
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14. Ci3aiH MekeMmeH13aeri MenunuHa Keismetkepiaepi AWUTB-men emip cypeTin

opinTecTepi Oap OoJyiFaH >Karjaija, ONapIblH KaHAal KbI3MET aTKapaThbIHBIHA

KapaMacTaH, 0ipre KYMBbIC )KacayFa KaHIIAIBIKTBI bIKbUTAC Olmipep emi?

[0 Ynken wikputac Oimmipeni [ benrim mopexene vikpuiac Ourmipemi [l

benrim gopexene pIKpLTac Oumaipmeiiai [ XKoraper mopexene pIKbLIIaC

oinmipmeii

4 BOJIM: MEJAUTINHAJIBIK MEKEMEJIEPAIH CAACATBI

Keneci ke3ekte Ci3fiH MEKEMEHI3/1H cascaTbl KOHE OHJA KYMBIC IIapTTaphbl

Typajbl CypakTap KOsMBbI3.

15.MeH KyMbIC >KacalThlH Mekememye HaykacThl AWTB-nHa oHbIH OlnyiHCi3
TEeKCepyre Ko OepiIMeIi.

LIToneireiMen kenicemin [ Kemicemin [0 Kemicnerimin [ TonblFbIMEH

KEJIICIIEHMIH

16.Meniy TtapansiMHaH AWTB-mMen emip cypeTiH aaampapra  KaThICThI
KEeMCITYIIIIK KOPCETUINeH JKaFaaiiia MEHIH KYMbBIC OPHBIM/Ia KUBIHIIBLIBIKTAp
TYBIHIANIbI

O Ua O Kok O] Binmeiimin

17. Men AWTB-MeH eMip CYypeTiH HAayKacTblH CTAaTyChblH OacKajapfa OHBIH

KEJIICIMIHCI3 KapusiylaFraH >KaFdailla MEHIH KYMbIC OPHBIMJIA KUBIHIIBLIBIKTAP

TYBIHIAN bl

0 Mo [ XKok O Butmenmig

18. Ci3 TeMeHJeri MaTiMIEMENePMEH KEeTiCEeCi3, TONBIFBIMEH KEeTICEeCi3, KeTiCeici3

HEMECE TOJBIFEIMCH KEIICICHCI3, COMKECIH TaHaHbI3.

C.

MeniH MemunuHaANbIK Mekememue, MeHiH AWTB-HI XYKTBIpY KaymiH
a3alTaThIH IIapanap KEKUTIKTI

] TodBIFBIMEH KETICEMIH ] Kemnicemin O Kenicreiimia [l
TonBIFEIMEH KeETICTIENMIH
MeniH MenuuuHaIBIK Mekememje, MeHIH AWTB-H XyKTeIpy Kaymim/i

a3alTaThIH CTAHAAPTTAIFAH PacimMAep / MPOTOKOJAAP EHTI3LITEH.

] TonbIFbIMEH KETICEMIH ] Kemicemin U] Kemicrieiimin ]
TonpIFeIMEH KeTiCIIEUNMIH

19. MeniH MequimHaibiKk MekemeMe AVTB-MeH aybipathin afaMaapabl KEMCITYICH
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KOprayFfa OarbITTaJIFaH »az0alna TypAeri )KeTeKIIUTIK HYCKayaapbl HTr131TeH.

O Ua O 2Koxk O Binmerimin

5 BOJIIM: AUTB-MEH OMIP CYPETIH AJJAMJIAP )KAMJIbI IIIKIPJIEP

Keneci ke3ekre cizre AUTB-MeH eMip cypeTiH anaMaapra KaTbICThI MIKIpJIep >Kanibl
CYpakTap KOSIMBI3.

20. Ci3 TeMeHJeri MoJIiMIEMEJIEPMEH KeJiCceCi3,TOBIFRIMEH KeTiceci3, KeiCIenci3
HEMeCe TOJBIFBIMEH KeiCelci3, COMKECIH TaHIaHbI3.

a. AUUTB-men emip cyperTiH amamaapibiH keOiciH onapasiH AWTB-H 0Oacka
ajgaMJapra JKYKTBIPY Mocesiecl TOJIFaHIbIpMan/Ibl.

] ToneireiMeH kemiceMmin [ Kemicemin [0 Kemcnemia [ TonpiFeiMeH
KeJiCeMIH

b. AWTB-MeH aysipaThlH agaMjap ©3/epi YIIiH YSUTybl Kepek.

[] Toneireiven kemicemin [ Kemicemin Ll Kenicneiimin [ TonsireiMen
KeJIicreiMIiH
C. AUUTB-mMen emip cCypeTiH aaamaapJiblH KOMNIIUIriHAe OipHele KbIHBICTHIK

cepikTepi OoJFaH.

L] TonwsireiMeH kenmicemin [ Kemicemin 1 Kemicneiimin [ TonereiMeH
KeJIICICHMIH
d. Amammap AUTB-H xayaricei3 MiHe3-KYJIBIKTapbl apKAChIHIa )KYKTHIPAIBL.
[ TonerireiMen kenicemin [ Kemicemin L Kenicneiimia [ ToasreiMeH
KEJIICIICHMIH
e.AUTB-b1 - OyJ1 AyphIC eMec dpeKeTTep YIiH OepllireH kasa.

] ToneireiMeH kemiceMmin [ Kemicemin [0 Kemcnewmina [ TonplFeiMeEH

KeicneiMIiH

f. Erep MeHiH TaHbIcTapbIMHBIH apackinga AU TB-H xkyKkTeipran agam O6ap OoJca,
MEH OJI YIIIIH YSJIaThIH €IM.

] ToneireiMeH kemiceMmin [ Kemicemin [0 Kemcneimina [ TonblFreIMEH

KEJICIIEHMIH

g. Erep menin ot6acsiMubIH myiieci AUTB-H kyKTblpFan 0oJica, MEH OJ1 YILIH
VSJIATHIH e1M
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] TonsireiMen kemicemin [ Kemicemin 0 Kemicnerimia [ TosibirbIMEH

KEJICIIEUMIH

h. AUTB-H >XbIHBICTBIK KaThIHAC AapKbLIbI KYKTBHIPFAH HAayKacTap, BHPYCTHI
JKYKThIpFaHbIHA, KaH KYIO Ke31H/I€ )KYKTBIPFaH HayKacTapFa KaparaHaa KeOipek
KIHOJII.

[ ToabIFbIMEH KeaiCEMIH 0 Kemicemin [l Kenicneimin O
ToJIBIFBIMEH KeJIICIIENMIH
I. AUTB-H WHBEKIUSIBIK €CIPTKI apKbUIbI JKYKTBIpFaH HayKacTap, BUPYCThI
KYKTBIpFaHbIHA, KaH KYIO Ke3lHIE J>KYKTBIPDFaH HayKacTapra KaparaHia
KeO0IpeK KiHai

[] ToneIFeIMEH KeJIICEMIH L1 Kemnicemin ] Kemicrierimin L]
TonbIFEIMEH KelTicIeNMIH
21. AUTB-men eMip cypeTiH difengepre, erep ojap KajlaraH >karjaija, Oanaibl
Oomyra pykcat Oepiinyi Kepek
[ TonsIFpIMEH KeJTiCEMIH L] Kemicemin ] Kenicneimin O]
ToJIBIFBIMEH KeJIICIIENMIH

b. AUTB-meH emip cypeTiH epKeKTepre, erep oyap KajaraH jkarjmaiija, Oajiabl
Oomyra pykcat Oepiityi Kepek.
[ TonsIFeIMEH KeNTiCEMIH ] Kemicemin | Kemcneiimia O]
ToJBIFBIMEH KeJTICIIEHMIH
22. Ci3 ToMeHJerl MOJIIMJIEMEJIEPMEH KeJiCeCi3,TONBIFBIMEH KeTIiCeCi3, KeiCIenci3

HEMECE TOJBIFRIMCH KEIICICHCI3, COMKECIH TaHaHbI3.

a.Erep Tanmay epki OonFaH >kaFjgaiifa, MEH 3aHCBHI3 HHBEKIUSIIBIK €CIpTKI
KOJIIAHATHIH ajamaapra KbI3MeT KOpPCETyIeH Oac TapTap emiMm.

[0 TonbiFpIMEH KeTiCEeMIF—> Ne 22b cypakka kemiHi3

[0 Kenicemin Ne 22b cypakka kemriHi3

[0 Kemnicneimin oTki3im Ne 23 cypakka KeliHi3

0 ToJBIFEIMEH KETICIIEUMIT—> oTki3im Ne  23cypakka
KOIITHI3

b.MeH 3aHCBhI3 MHBEKIUSJIBIK €CIpTKI MpenaparTapblH KOJIJAaHATBIH agamiapra
KbI3MET KOPCETYJIeH Oac Taprap eaiMm, cebebi: (ayanTapAblH OapJibIK CoMKec
HYCKaJIapbIH TaHJIaHbI3):
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Onap MeHi aypyra mamabirynabid | ]| Kemicemin 0| Kenicnieitmin
’KOFapFhl KayIliHEe YIIbIpaTaIbl.

Il | bBynm Ttom amopanpai emip caiurtbiH | []| Kemicemin 1 | Kenicie»min
YCTaHAIBI.
i Men MyHpmail TontapMmeH Kanai sxymbic | []| Kemicemin O | Kemicneitmin

’Kacay  KaWibl  MaMaHAAHJbIPbUIFaH
TAWBIHIBIKTAH OTIIEIIM.

IV | backa, eTiHimI, KepceTiHi3
23. Ci3 TemeHJieri MaJliMJIEMENIEpPMEH KeIiCeCi3,TOJIBIFBIMEH Keiceci3, KeICIeici3
HEMece TOJIBIFBIMEH KEeJICIIeNCi3, COMKECIH TaHJaHbI3.
a.Erep tammay epki OonFaH Xarmaiifa, CpKEKTEPMEH J>KBIHBICTBHIK KaTBIHACKA
TYCETIH epKEKTepre KbI3MET KOpCeTyieH Oac TapTap €IiMm.
[0 TonpiFpIMEH KeTICMIH———> Ne 23b cypakka kemriHi3
O Kenicemin No 23b cypakka keriHi3
O KenicnieiiMmin oTKi3im Ne 24 cypakka KellliHi3
OO ToJbIFEIMEH KETICIIEUMIET—> oTki3im Ne  24cypakka
KOIIHI3
b.MeH epKeKTEpMEH >KbIHBICTHIK KAaThIHACKA TYCETIH EpKEKTepre KbhI3MET
KepceTyieH 0ac TapTap enim, cededi: (KayanTapIsIH OapIIbIK CoOllKec HYCKaTapbliH
TaHJIaHbI3):
I Onmap MeHi aypyra wmanasiryasiH | ]| Kemicemin 0| Kenicneiimin
YKOFapFhI KayIliHe YIIbIpaTaIbl.
Il | byn Ttom amopanpai ewmip canteiH | ]| Kemicemin O | Kenicne»min
YCTaHAIBI.
11 | Men mynpmaili Tontapmen kanai sxymbic | []| Kemicemin O | Kenicneitmin
’Kacay  JKalJabl  MaMaHJaHJbIPBUIFaH
JANBIHIBIKTAH OTIICIIM.
IV | Backa, eTiHim, KepceTiHi3
24.Ci3 TOMEHJIeT1 MaiMIeMeNIEpMEH Keiceci3, TOJILIFBIMEH KeJiceci3, Kemicnenci3

HEMECE TOJIBIFBIMEH KEIICIIEN I3, COMKECIH TaHIaHbI3.

a.Erep tannay epki OonraH karjaitFa, KOMMEPUMSULIBIK CEKC KbI3METKEpIJIepiHe
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KbI3MET KepceTyieH 0ac TapTap eniM. ( sHeaepre, Cojl CUIKThI €pKEKTepre Je)

[0 ToJBIFBIMEH KEJlICEMIF———>
0 Kemicemin

0 Kenicrieiimin
[0 ToJIBIFBIMEH KeiCIeHME——>

Ne 24b cypakka xemriHi3
Ne 24b cypakka xemriHi3

oTKi3im Ne 25 cypakka KeliHi3

oTKi3i Ne 25cypakka KeliHi3

b.MeH KOMMEPIUSUIBIK CEKC KbI3METKEpJIEpiHe KbI3MET KepceTyJlieH 0ac Taptap
enim, cebeOi: (bap colikec HYCKayJapabl TaHIAHbBI3):

I Onmap MeHi aypyra manaeiryasiH | ]| Kemicemin Kemnicreiimin
YKOFapFhl KayIiHe YIIbIpaTabl.

Il | byn tom amopanbai ewmip canteH | []| Kemicemin Kenicnie»Min
YCTaHaJIbI.

11 | Men myHnmail Tontapmen kKanai sxymbic | []| Kemicemin Kemnicneitmin

’Kacay  JKaWibl  MaMaHJIaHABIPHUIFaH
AWBIHIBIKTAH OTIIEIIM.

backa, eTiHi, kKepceTiHi3

25.Men e3iMHIH Kayincizairim  ymiH AWTB-men emip cypeTiH aaampaapra
MEUIMHAJIBIK KOMEK KOPCETYIeH 0ac TapTyFa KYKbIFbIM Oap Aen OnIailMbIH.

] TonbIFbIMEH KETICEMIH ] KeniceMmin

] ToNbIFBIMEH KETICIIEMMIH

] Kemicneimin

26. Men Oacka HaykacTapiblH Kayincizairt ymiH AWTB-men emip cyperiH
agamaapra MeIUIMHAIBIK KOMEK KepceTyleH 0ac TapTyFa KYKbIFbIM Oap Jen

OMJTAaUMBIH

[] TonbIFbIMEH KETICEMIH ] KeniceMin

] TonbIFbIMEH KEJIICIIEUMIH

] Kemicrneimin

6 BOJIIM: AUTB-H BEPLITY KOJIJAPbI BOMBIHIIA BLITKTLIIK

Keneci kxeszekte cisre AUTB-H Oepiny sxonmapsl >KeHiHIE OipHEIIe cypakTap
KOSIMBI3.
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27. TepiHl MHEMEH HeMece OTKIp 3aTTapMEH ILIaHIIbIN anfaH >xargaiina AUTB-y
Oepiny Kaymi ToeMmeH (mmamamer 300-1eH 1)




0 Mo O XXoxk [ Bummerimin

28. Kannait na Oip KaH MeJIepiHIH 3aKpIMJaHOAaFraH Tepire HEMeECe IIBIPHIIITHI
kKabatka Tycyi xkarnaibiaga AUTB-H Gepiny kayni Temen (mamamen 1000-aan 1)
[ Mo O XKok [ binmetimin

29. AUTB-bI OH HOTIKETl MalHUeHTTepJAe KOJNJAAHBUIFAH  KYpaIap.bl
3JIAJICBI3IAH/IBIPY VIIIH CTAHAAPTTHI 3AJIAJICHI3IAHIBIPY PACIMAEPT KETKITIKTI.
O Mo O )Xok O bummenmin

30. XKbIHBICTBIK KOJIMEH OepineTiH aypyiapel O0ap Haykactap AWUTB-H xwuipek
KYKTBIPAJIBI.
[ WMo O XKok [ binmetimin

31. AUTB-nHa kapchl BakIlMHA OHIIPIITECH KOHE KOJI KETIM/I1
O Mo O XKox O Binmetimin
32. Temenaeri OMONOTHUSIIBIK CYUBIKTBIKTapAbIH KaicbicbiHga AUTB-H TapanybiHa

KETKUTIKTI BUPYCTBIH *OFaphl mOFbIpianybl 0ap? (AUTB-H TapamysiHa bIKHa
eTeTiH OapibIK OUOIOTUSIIBIK CYUBIKTBHIKTAP bl OCNT1ICH]3.)

0] cinexett L xkan L] necen L] naxic L sxyinbia cyibIKTRIFR L] toyeT L1 emimiek cyTi
0] xerHanTeIK 6eminicTep L ipin L Tepi L] exmexan cyHbIKTHIFBI
33. AUTB-H TapalyblH aHTUPETPOBUPYCTBIK TEPANUSHBI QYPHIC KOJIAAHY KOHE
AUTB-men ewmip cypeTiH agamaap/bl aHBIKTAIMANTBIH BUPYCTHIK >KYKTEME
TOPEXKECIHE JKETKI3Y KOHE OHBI KOJIJ1ay apKbUIbI AJIABIH aJIyFa O0JIaabl.
[ Mo 0 Kok [ Binmeiimin

7 BOJIM: KOFAMJBIK TAJIAII-TIIEKTEPTE COHUKEC KEJYIE
KAJAYHBLUIBIKThI AHBIKTAUTBIH KbICKAIIIA IITKAJIA

34. Ci3 agamaapMeH Ke3[IeCKeH callblH KyJiMcipen Kapanchi3 6a?
L We [ XKoxk
35. Ci3 Oacka ajlaMapra yarbI3IaiThIH HOPCEHI YHEMI yCTaHachI3 6a?
L WMo [ XKoxk
36. Erep Ci3 6ackanapra KaHjai na Oip iCTi aTKapyFa yoje OepCeHi3, opKallaHja
COJI Y9JICHI €Il KeAiepriiiepre KapaMacTaH OpbIHAayFa ThIpbicachiz0a?
L We U XKoxk
37. Ci3 Oackayiapra >kajraH couseyre 6apap ma enifi3?
L WMo [ XKoxk
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APPENDIX C

In-depth interview guide in Russian

Crturma B cBsizu ¢ BUY B megununckux yupe:xaenusx. [logpoonoe pyxkoBoacTBo
10 NMPOBEJAEHNIO IJIYOUHHOT0 MHTEPBBIO (M0JIY-CTPYKTYPUPOBAHHOE).

BBenenue

HpGI[CTaBHCHHe HHTCPBBIOCPA, KPATKOC HU3JTOKCHHC ueﬂeﬁ N 3aa4 HUCCIICOOBAaHUA.

Pa3bsicHeHust mo cpokaMm 00y4YeHUsI.
OObsicHeHHEe Tpoliecca coOeceloBaHMsI M BapUAHTOB Y4YacTUsl B MCCIEIOBaHUHU,

OTBCTLI HAa BOIIPOCHI, ITIOAHATHIC B paMKaxX MCTOJA0B MHTCPBbLIO

[Tonyuenuie nHGOPMUPOBAHHOTO COTJIACUS

Hauano naTepBbio

Bonpocsl

1.

5.

[Tepconanbhas uHbopMaIus pECIIOH/IEHTa (npodeccuonanbHas
uHdopmarIus).

Pacckaxkure, moxxanayicra, HEMHOTO O CBOeH paboTe M O TOM, KaKHe y Bac
371eCh 00S3aHHOCTH.

Kaxkas y Bac gomkHOCTB?

Ckonbko et / MecsueB Bol paboTanu B JaHHOM MEIMLIMHCKOM YUpPEXIACHUI
U B cBoel 00acTu B eiaom?

Kaxkog Bai onbIT padotsl ¢ BUU-undunmpoBanHbIMEU NarueHTaMu?

Crpax nepenaun BUY na padore v ero npu4uHbI.

OO6ummii Bonpoc: YUTo BaM NPUXOIUT B r0JI0BY NEPBbIM, KOraa Bbl Aymaete 0 BUY

U 0 pucke 3apaxenuss BUY B meauumnckou cepe?

1.

2.

O kakuXx puUCKax Bbl MOXeTe ceOe MpeacTaBUTh, OKasbiBas rnomoirs BUY-
MHOUIMPOBAHHOMY MALUEHTY ?

KakoBbl Bamm peryiasipHble MeEpbl MNPEAOCTOPOKHOCTH BO  BpeMms
MeauIMHCKHX mpotenyp ¢ BUY-undummpoBanubivMu?

PROBE: kak uX MOXHO yJIy4IIUTh?
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3. Kaxkos Bamr auuHbIi onbIT 001eHus ¢ BUY-11010KUTEIBHBIMY JTIOABMU, 34
WCKJIIOUEHHEM BalllUX MMAIMEHTOB?

4. Yto BeI aymaere o0 yueOHbIX Kypcax mo teme «BHUY u yxox 3a BUU-
UHGUIUPOBAHHBIMH MALUEHTaAMI»?

PROBE: Kakue nHamboisiee BakHble aclekThl yxoja 3a BUY-uHbunmpoBaHHBEIMU
MaIMeHTaMy CJIeIyeT BKIIIOYATh B 3T yueOHBIE Kypchl u ouemy? Kak, mo Bamemy
MHEHHUIO, MOXHO cIejaTh 3TH Kypcbl Oosiee 3¢dextuBHbIMU? Kakue-HuOymp
JIOTIOJTHUTEIHHBIE KOMMEHTAPUH W TIPEIITOUTEHUS ?

5. Hexotopsie Oosiee paHHUE HCCIICTOBAHMS / TPAKTHKA MMOKA3BIBAIOT OTKA3hI B
MEIUIINTHCKON HOMOIIIH BUY-undunmrpoBaHHBIM HalreHTaM B
MEJIUIIMHCKUX YUpeKIeHUsX. UTo BbI 1ymaeTe 00 3ToM?

PROBE: Yto BbI lymMaeTe o IpaBax MalldeHTOB, a TAK)KE MEAUIIMHCKUX COTPYTHUKOB
KacaTeJIbHO yXo0Ja 3a marueHTtamu? MoykeTe U Bbl BCIOMHHUTH KakKue-JIMOO
poOJIEeMHBIE CUTYAIlMM CPEIM MAIllMeHTOB W MEJMIIMHCKOrO IE€pCOHaa B BallleM
YUPEKICHUU?

YciaoBus MEIMUMHCKOIO y4ype:xaeHus 1ast padorsl ¢ BUY-undpuuupoBanHbiMu
naueHTaMH1

1. Yro Bl nenaere uHauye npu JieueHnn BUY-nonoxuTenbHbIX NallMeHTOB M0
cpaBHeHuto ¢ BUU-orpunarensasiMu nanmentamu? [louemy? [louemy Obl 1
HeT?

2. Uto BBl aymaeTe O JOCTAaTOYHOCTH CPEJCTB MPEJOCTOPOKHOCTH IS
npenoTBpauieHus nepegaun BIY B Bamem MEIUIMHCKOM YUPEKICHUH?

PROBE: pacxomnble wmatepuanbl JAisi THUTHEHBI PYK, OJHOPA30BbBIE
npuHagnexHocty, CHU3, mnpaBuna mnpenoTBpamieHus TpaBM W YTHWIM3ALHUH
MEIUIUHCKUX OTXOAO0B U T. 17

3. Kak BBl OTHOCHUTECH K IMOJUTHUKE U MPOTOKOJIaM OKazaHus momoinu BY-
WHOUIIMPOBAHHBIM MAITUEHTAM B BallleM METUITUHCKOM YUPEKICHUH?

PROBE: moxere 5u Bbl OmMcaTh PEryJsSIpHYI0 MPakTHKy yxona 3a BHY-
UHOUIUPOBAHHBIM TAlIMEHTOM B BallleM YYpEeXJIEeHUU? BKIOYas TECTHPOBAHHE,
packpeiTie BUU-ctaryca u 1. JI. MoeTte U Bbl BCIIOMHUThH KaKON-TMOO0 OMBIT WX
po0IeMBbl, TOAHITHIE B pAMKaX 3TUX MOJIUTHK CPEIX BALIUX KOJUIET?
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4. Kak Obl Bbl onycaii OTHOIIEHUE Bamux koJjuier Kk BUU-unpuurpoBaHHbIM
MalKreHTaM B BallleM METUIIMHCKOM YUPEKICHUN?

PROBE: wmoxere nu Bwl gath kakue-HHOyAb HUACH IO MOBBILICHUIO
spdexktuBHOCTH yxona 3a BUY-undunupoBanneiMu? Ecte nmu y Bac uzmen mo
YJIYUIIEHUIO YCIOBHUM JUIsl JTy4lIEro KOHTAaKTa / pabOThl C TAKUMHU MalluEHTaMu?

OtHomenne k BUY-ungpuunpoBaHHbIM

O061mii Bonpoc. Uto B mepByio ouepeab MPUXOJAUT BAM HA YM, KOI'JIa BbI IlyMaeTe
o JiroAsX xkuBymmx ¢ BU4?

1. Yro BBI IymMaeTe O JOJAX, KOTOpbIe 3apaxarorcss BUY npu nomoBom akre?

2. Yto BBl IymaeTe o JIOASX, KOTOpble 3apaxatorcs BUY myrem mHBEKINU
3aNpeIIeHHBIX HAPKOTUKOB?

3. Kaxk 0b1 Bl ce0st uyBcTBOBaNIM, €l ObI KTO-TO U3 BaIIMX 3HAKOMBIX (IpYyT
WM 4JIeH ceMbH) 3apasuiics BIY?

4. Kak BwI B OCSJI0M OTHOCHTCCH K pa6OTHI/IKaM KOMMCPYCCKOI'O cekca?

PROBES: xak 6b1 BbI ce0s1 4yBCTBOBAJIU, €CIIM ObI KTO-TO M3 BAIIUX 3HAKOMBIX (UJICH
CEMbU WJIM JIPYT) 3aHUMAJICI KOMMEPUYECKUM CEKCOM?

5. Kak BrI B 11e510M otHOCcuTech K [IMH?

PROBES: kak 051 BbI ce0s1 9yBCTBOBAJIH, €CITH OBbI KTO-TO M3 BAIIMX 3HAKOMBIX (YJICH
cembu win Jipyr) 6su1 [TMH?

6. Uto BbI JymMaeTe 0 HETPATUITMOHHOM CEKCYyaIbHOM MTOBEJCHUN?

7. Kax BbI THYHO OTHOCUTECH K HETPATUIIMOHHBIM CEKCYaJIbHBIM OPUEHTAITUSM
W 3aHITHUSIM, CBSI3aHHBIM C 3TOM TemMoul? (BO BCEM MHUpPE U Ha MECTHOM

YPOBHE)

8. Hexotopsle MeIUMUMHCKHE pPAaOOTHUKK NPEANOYUTAIOT HE OKa3bIBaTh
MeIUIUHCKYI0 momoilb BUY-unduuupoBanHsiM mnanueHtaM. Kak Bbl
JyMaeTe, B UeM MPUUYUHbI 3Toro? YUto HacyeT Barieit COOCTBEHHOM MPaKTUKU
- KaK ObI BBI c€0s1 1yBCTBOBAJIM / KaK BbI ceOsl UyBCTByeTE?

9. Uro BB gymaete o moasx, xkuBynmx ¢ BUY, koTopsie xotenu Obl co3maTh
CEMBIO U UMETh JIETEH, €CJIM Obl OHU ATOTO XOTEH?
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3nanus o nepexave BUY
1. Kaxk ObI BbI o1ieHWIM cBOM 3HaHUst 0 BUY?
2. Korga m oTKya BbI OTYYnIu 3Ty HHOOPMAITHIO?
3. Kaxwue Bompocsl y Bac ecth 0 iepemaue BUY / pucke 3apaxenuns BUU?

4. Kaxk OblI BBI OLIEHWIN 3HaHUs cBouX Kosuier o0 BUY - kakue TeMbl Bece elie
OTCYTCTBYIOT B MEJIUIIMHCKOM 0Opa3oBaHuU (KypcChl epekBaTupuKaim) u
T. 1.7

3aBepuieHUe HHTEPBBIO ..

1. Kakoii coBeT Bbl Janu Obl o BeaeHUo BUY-nHQUIIMPOBaHHBIX TAIMEHTOB
B BalllEM MEIUIMHCKOM YUPEKIACHUU?

2. Ectb mm 49TO-HHMOYHb, YTO BB XOTENW OBl 00ABUTH, YEro MBI HE
crpamuBain’?

Cnacu6o 3a Bame yuyacrue!
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APPENDIX D
In-depth interview guide in Kazakh

Jencayablk cakray cainacbiHaarbl AUTB-men OaisianbicThl cTurma. TepeH
cyx0aTt 0OMBIHIIA HYCKAYJIBIK (KAPThLIAl KYPbLIBIMIAJIFAH).

Kipicne

TanbICy, 3epTTeyAiH MaKcaTTapbl MEH MIHJETTEPIHIH KbICKAIlla Ma3MYHBIH Oepy.
3epTTey YaKbIThIH TYCIHIIPY.

Cyx0Oatrtacy yjepici MEH 3epTTeyre KaTbhiCy HYCKalapblH TYCIHIIpY, cyXxOaTTtacy
oicTepl asAChIHA KOWBLIFAH CYpaKTapFa JKayar KauTtapy.

AKOaparThl KeJIICIM aty

Cyx0arTbIH O6acTamysl

Cypakrap

1. PecionieHTTIH jKeKe aKmapaThl (KociOu akmapar).

2. Ci3711H )KYMBICBIHBI3 J)KOHE MIHJIETTEPIHI3 JKaMIIbI KbICKAIIIA aKnapaT Oepe anachizoa?
3. Ka3ipri yakpITTarbl KbI3METIHI3 KaH/1aii?

4. Ci3 0Chl MEIUIIMHAIBIK MEKEMEE JKIHE YKAIIBI MAMaHIbIFBIHEI3 OOMBIHIIA KaHIIIA
YKbUT / ail )KYMBIC 1CTEIIHI3?

5. AUTB-XyKTbIpFaH HayKacTapMeH TOKIpUOEHI3 KaH a7

Kymoic 6apeicbinga AUTB-uH(peknuschiHal KYKTHIPHIN allyJaH KOPKY >KOHE OHBIH
cebemnrepi.

Kanmer cypak: Meaununaneik canmana AWUTB xone AUTB -xyknacelHBIH Kayii
TypaJibl OMJIaFaH/la €H aJIbIMEH OMBIHBI3FA HE Keemi?

1. AUTB xyKThIpFaH HayKacKa KYTIM acay OapbIChIHJIaFbl KAYIIITEp ANl allThII
oepe anacpizoa?

2. AUTB-MeH aybIpaThIH aJlamM1apFa MEIUIIMTHATIBIK KOMEK KOPCETY Ke31HET1 9JIeTTerl
CaKTBIK IIapaJiapbIHbI3 KaHgal?

PROBE: onapap! kanaii sxakcapTyra 6omaasl ?
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3. CizmiH HayKacTapbIHbI3IEI ecenteMerenyie 6acka AUTB-mo3uTuBTI amammapMeH
KapbIM-KaThIHAC JKacaya JKeKe TOKIpUOeH13 KaHaai?

4. AUTB xone AUTB-xyKThIpFaH HayKacTapAbl KYTy OOMBIHIIA OKYy KypCTaphbl
Typaibl (TPEHUHTTEPIIH TaiaaablUIbIFbl OOMBIHINA) MIKIPIHI3 KaHaail?

PROBE: AWTB-xykTelpFaH HaykKacTapabl KYyTy OOWMBIHIIA KypcTapjaa KaHjan
MacesIeNep KapacThIPbUIYbl KaXeT KoHe Here? bysr KypcTapasl Kajlaidh THIMII eTyre
Oosazel aen oinaichz? KockiMina mikipiiepiHiz HeMece uiesaapbiHbI3 6ap Ma?

5. KeliGip anabIHFBI 3epTTEyJep /TokKipuOenep JEeHCAyJbIK CaKTay KyHenepiHjae
AWTB xyKTeIpFaH HayKacTapra KyTiM KepceTyAeH 06ac TapTyiap kentipiired. Ci3 Oy
TypaJibl HE OMJIANChI3?

PROBE: Ci3 HaykacTtap MEH JIeHCAyJIbIK CaKTay MaMaHIapBIHBIH KYKBIKTAPhI TYPaJIbI
He oinaice3? Ci3iH MEKeMEHI3/lerT HayKacTap MEH MEIUIIMHAIBIK KbI3METKepep
apachbIHIAFbl K€3-KEJTeH YKaHKaJJIbl KaFraaiiap/ sl ecke Tycipe anachi3 0a?

AUTB-XyKTbIpFaH HayKacTapMEH J>KYMBIC ICTeyre apHaJfaH MEIUIIUHAIIBIK
MEKeMeJIeT1 Karaaiaap

1. AWTB-nmo3uTuBTI HayKacTapabl emjaey Ke3lHae Oacka HayKaTcapMeH
CaJIbICThIpFaHAa KaHaal aa Oip epekiie apekerrep xacaiceiz0a? Hemikren? Erep
»KacaMacaHbI3, OHJa Here?

2. Ciznin mekemeH131e AUTB-xyKnackIHBIH aJIJIbIH ally I1apaiapbl CaKTayFa KaKeTTi
KYpasT-KaOAbIKTap KETKUIIKTI JIeT oiiaiichi3 6a?

PROBE: kon rurweHacwl MIBIFBIH Matepuaimapel, Oip perrtik Kypanmap, KKK,
YKapakaTTaHyAbIH QJIJIbIH aly *oHE MEIUIMHAIBIK KaJABIKTapIbl KO epexernepi
xoHe T.0.

3. Ci3ain emuey mekeMeciHizae AWUTB -KyKTbIpFaH HayKacTapAbl KYTy *KOHIHAETI
casgcart IIeH XarraMajiapra Kajgal Kapanuchis?

PROBE: ciznin mexkemeHi13ae AUTB xyKThIpFaH HayKacka KYTIM JKacayIblH 9JIETTEr1
ToXipubeciH cunarrtan Oepe anacwi3 06a? conbly imiHae AWTB-ra Tectiney, Tect
HOTHKECIH Kapusiyiay oHe T.0., 0Cbl HYCKayJIbIK OOMBIHIIIA SPINTECTEPIHI3 apachIHa
TyBIHJAFaH Ke3-KeJIreH TOKIpUOeH1 HeMece allaHay IIbIIBIKTHI €CKe TYCIpe anachl3 6a?

4. Ciznig eMJey MekeMeciHizaeri oapinrecrepiniain AUTB-xyKThIpraH HayKacTapra
KATBIHACBIH KaJIail CHUIIaTTal ajgachi3?
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PROBE: Ci3 AUTB -ra Kapchl KOMEKTIH THIMAUIITIH apTThIPy YIIIH KaHaak aa Oip
uznes Oepe amacei3 6a? Ochl MAMEHTTEPMEH >XAKChl OaillaHbICc / JKYMBIC ICTEy
KarganIapbliH )KaKkcapTy Typajibl OMIapbIHbI3 Oap Ma?

AUWTB-xyKTbIpFaH agaMaapra OaillaHbICThl KO3Kapac

Kanner cypak. AUTB-men emip cypeTiH aigamaap Typalibl oilllaFaHa €H aJibIMEeH
OMBIHBI3Fa HE Kesei?

1. AUTB-HBI XBIHBICTBIK KaTbIHAC apKbUIBI JKYKTBIPATBIH aJamiap TypaJibl HE
OMJIaCBI3?

2. 3aHchI3 ecipTKiHi eHrizy apkbuibl AUTB —HbI KYKTBIpFaH ajamjaap Typajibl HeE
OWJIANChI3?

3. Erep ci3 6ineTiH anam (10chiHbI3 HeMece or0ackl MytieH13) AUTB -Hbl KyKThIpCa,
Ci3 ©31H13/11 KaJjlail ce3iHep eAiHi3?

4, KOMMCpI_[I/UIJ'II)IK CCKC-KYMBICKCPJICPIC ACTCH JKAJIIIbl KO3 KapaCbIHbI3 KaHﬂaﬁ?

PROBE: Erep ci3 6u1eTiH ajgam (oT6achl MyIlleci HEMece JTOChIHBI3) KOMMEPIHSIBIK
CEKC KbI3METKep1 00JIica, i3 31H13/11 Kanail ce3inep eiHi3?

5. Nubexkumsiblk ecipTkidi TyTeiHywmbsuiapra (MET) neren »xanmbl Ke3KapachIHbI3
Kanngan?

PROBE: Erep ci3 6inerin agam (otdacel mymeci Hemece mocekl) MET Gomca, ci3
©31H13/11 KaJIail ce3iHep eiHi3?

6. JIocTyp:1i eMecC KBIHBICTBIK MiHE3-KYJIBIK TYpasibl HE OMIalChI3?

7. HdocTypai emec cekcyaiablK Oarmapiap MEH OChl TaKbIpbIKa OaillaHbICTHI
OpEKETTEpre KeKe KO3KaPaChIHbI3 Kapaichi3? (FalaMJIbIK KOHE KePT1TiKT1)

8. Keiibip gencaynwik caktay wmamanaapel AWTB kykTeipraH HaykacTapra
MEJIMIIMHAJIBIK KOMEK KOPCETYIeH O6ac TapTaabsl. MyHBIH ce0eb1 Hefe J1er OMaichi3?
O3 ToKIpUOEHI3 Typasbl HE alTap €JiHI3 - €13 ©31HI3/11 Kajai ce3iHep e/1Hi3 / o31H13/1
KaJiail ce3inecis?

9. AUTB-men emip cypeTiH agampaap, erep ojap Kamsaca, 0TOachl KYphIN, Oanajbl
OOJFBICHI KEICTIHAED KalIbl HE OWanchI3? ... ..

AUWTB -upIH 6epiny sxkoaaaphl OOMBIHIIA OLTIMILTIK
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1. Ci3 AUUTB Typans! OuniMiHI3A1 Kanai 6aranap eniHiz?
2. Ci3 Oyt akmapaTThl KalllaH JKoHe KaiaaH albIHbI3?
3. Ciznin AUTB -ubiH 6epinyi / AUTB kayni Typaiisl KaHaai cypakTapbiHbI3 0ap?

4. OpinrectepiHizain AUTB Typansr O6umiMiH Kaytaii 6aranap emiHi3, MEIUIMHAIBIK
okbITysapaa AUTB OoiibiHIna KaHaal TaKbIPBINITapFa KAKETTUIIT 6ap Aen OUIaichI3?

Cyx0aTThIH asKTaIYHI ..

1. Ci3 e3iHi3niH emaey mekeMmeciHizaeri AUTB xykreipran HaykacTapiabl Oackapy
OolibIHIIIAa KaHal KeHec Oepep emiHi3?

2. bi3 cypamMaraH macerenep O0FaH xarFaaiiga o1 )Kailjibl aKrapaTt KOCKbIHbI3 Kelie Me?

Cyx0aTka KaTbICKAaHBIHBI3Fa paxmer!
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APPENDIX E
Informed consent from in Russian
NH®OPMALUSA I YYACTHUKA UCCJIEJOBAHUA

Mpeb1 npurnamaem Bac K ydacTHio B Hay4YHOM HCCIIEIOBAHUH, MPOBOJUMOMY B
TOPOJICKUX MOJHMKIMHUKAX M B IEHTpax mno npoduiaktuke u 6oprdoe co CITU/L r.
AJIMATBL.

Mpe1 npurnamaeM uMeHHO Bac Tak kak Bbl MOaxoauTe K CIAEAYIOIUM KPUTEPHUSIM
BKJIIOYEHHUS YYACTHUKOB TAHHOTO UCCJIE0BAHUS: MEIUIIMHCKUI MEPCOHAII C HE MEHEE
YeM IIECTH MECAIICB OTbBITa paOOTHI B TAHHOM YUPEKIACHUH, HE MOJIOKE YeM 18 mer,
W BIAJICHUE OJHUM U3 SI3bIKOB UCCIEIOBAHUS (KAa3aXCKUM, PYCCKUM).

HccnenoBanre mpoBOIUTCS B paMKax IuccepTanuoHHON padotel PhD mokropanTta
mepBoro roja crnenuanbHOCTH  «6D110200011ecTBeHHOE  3/IpaBOOXPAHEHUEY,
HckakoBoil bannyp AMaHKYJIOBHBI

Mpge1 xoTuM, 4TOOBI BEI 3Ha/IH, YTO:
Bo-niepBbIx,
. VYyacTtue B 3TOM UCCIIEIOBAHUU SIBJIAETCS JOOPOBOJIBHBIM.

* BBl MOXETE 0TKa3aThCS OT yYaCTHS B UCCIICIOBAHUN WU BBIMTH M3 HETO
B JM00oe Bpems. B mobom cirydae Bam He OyJzieT OTKa3aHO B TOM, Ha 4TO BrI
UMeEeTe MPaBo, He Oy ydr YYaCTHUKOM HCCIIEOBAHMUS.

. Bo3moxnHo, Bame yuactue B wucciaenoBaHMM HE IpuHECET Bawm
JIOIIOJTHUTEIbHON ITOJIb3BI.
OnHako B pe3yibTaTe UCCIEN0BAHUS Mbl MOKEM IOJIYYUTh 3HAHMS, KOTOPBIE B
OyIylleM MPUHECYT MOJb3Y APYTHM JIFOISIM.

Bo-BTOpBIX,
*Y HEKOTOPBIX JIOACH MOTryT OBITh JIMYHBIC, PEITUTHO3HBIC WU APYTHE
B3IJISIAbI, KOTOPBIE 3aTPYAHSAIOT y4acTue B uccienoBanuu. Eciou y Bac ects
TaKue B3IJISIbI, MOXKAITYHCTa, OOCYIUTE UX CO CBOMM BPauyoOM WJIU JAPYTUMH
CIIELIMAJIMCTAMU JI0 TOTO, KAK COTJIACUTHCS HA yYaCTHE.

IIpexne uem Bbl maaure coriache Ha y4aCTHE B MCCIENOBAHUE, HE CIIEIIa,
o0cyauTe BCE C JIOOBIM COTPYAHUKOM JIAaHHOW KJIMHUKHU WJIM CO CBOMMHM JAPY3bSIMU,
POJICTBEHHUKAMU, JIEUAIIMM BPAYOM WJIA IPYTUMU CIICLIUATIACTAMM.

1. HASBAHUE UCCJIEANOBAHMUA:

OueHka cTurMel, cBs3aHHor ¢ BUY B yupexaeHusaX 31paBOOXpPaHEHUS.
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2. LENb UCCNEAOBAHUA:

H@HLIO JaHHOT'O UCCJICIOBAaHUA ABJISACTCA pa3pa60TI<a mKaJIbl AJI1 OUCHKHN CTUT'MBbI

U TUCKNDUMUHATIUU _cRIRaHHON ¢ BUY R MEMUIMMHCKUX VUNESKTEHUIX T A TMATEL

3.0MUCAHUE UCCIEQOBAHUA:

JlanHOE HccnenoBaHWE COCTOMT M3 cienyromux yacteil: @dokyc rpynn
JUCKYCCUHM-00CYK/IEHUE CYIIECTBYIOIETO0 HWHCTpyMEHTa Mo omnpezaeneHuto BUY-
aACCOLMMPOBAHHOW CTUIMBbI U JUCKPUMHHALIMU B YUPEKICHUAX 3APABOOXPAHEHUS B
r.Anmatsel 1 ero Banunauus; Onpeaenenue yposaer BUY-acconumpoBaHHON CTUTMBI
U JIUCKPUMHUHAIMU B BBIOPAHHBIX YUPEKICHUSAX 3APaBOOXPAaHEHUA B T.AJIMAaThl C
MOMOIIbI0 aHKeTupoBanus; OnpeneneHue (HakTopoB BiusgmOmKe Ha ypoBHu BUY-
ACCOLMMPOBAHHOM CTUTMbl W JUCKPUMHUHAIMM B BBIOPAHHBIX YUYPEKACHUAX
3paBOOXpaHEHUs] B T.AJIMaThl C TOMOIIBIO TIIyOMHHBIX HHTEpBBIO; Pa3zpaboTka
PEKOMEHJIAIMA 110 CHHXXEHWIO ypoBHH BHY-accoummpoBaHHOW CTUIMBI B
MEIMIMHCKUX YUPEKICHUAX T.AnMarsl. [lmaHupyeMslil CpoK HcCiIeIoBaHUs 2 rofa.
[Tpubnu3uTenbHOe (MTAHUPYEMOE) KOJIMYECTBO YUACTHUKOB HcciienoBanus 380 (auis
KOJIMYECTBEHHOM YacTH). YyacTME B JIaHHOM HCCIEAOBAHUM HE SBIIAETCA
IIPEIATCTBUEM U1 yYACTUA B IPYTUX UCCIECIOBAHUIX.

4.YCNOBUA OIMJATbI/BO3MOXHbBIE PACXO[bI:

1) Co cTOpPOHBI UCTIBITYEMOTO B UCCIICAOBAHUH PACXOI0B HET
2) OmiaTta UCIBITYEMBIM B UCCIICIOBAaHUHM HE MPEAYCMOTPEHO

5.NMPEACKA3YEMbBIE PUCKU N HEYOOBCTBA:

1) TloTeHnManbHbIE PUCKH W HEYI00CTBAa MUHUMAJIbHBIC. AHKETUPOBAaHUE OyAeT
MPOBOJAUTHCS
1 B YUPSKICHHUSX, TJI€ YYACTHUKUA JTAHHOTO HMCCJEJAOBAaHMS pabOTalOT, a TakKe B
yno0Hoe
BpeMsI UM CYTOK.

6. OXXWOAEMAHS MNMOJIb3A:

1) Ilnara 3a y4acThe B aHKETHPOBAHUU HE paccMaTpuBaeTcs. HeOoubIme cTUMYIIbI
BO
BpeMsl TUCKYCCUH Y UHTEPBBIO OYyT UCIOJIB30BaHbI

7. AIbTEPHATUBbI K YHACTUIO B UCCJIIEAOBAHUMA:

1) HennuMeHUMO B TAHHOM UCCIETORAHUN

8.NMONOXXEHUE O NMPABAX YHACTHUKOB:
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Yyactue B JaHHOM WCCIIEAOBAHUU SIBISETCS JOOPOBOJBHBIM. BblI MoOkeTe
OTKa3aThCsl OT YYaCTHS B HCCIICIOBAHUY WIIM TIPEKPATUTh yIacTHe B JTr000¢e Bpems. B
mobom cirydae Bam He OyneT oTkazaHo B ToM, Ha 4To Brl (Bam pe6éHok) nmeere
MpaBo, He Oy My4YH YJYaCTHUKOM HCCIICIOBAHUS.

9.KOHOUAEHUNAIIbHOCTb:

Nudpopmanus o Bamem yyacTuu B MCCIEAOBAHUU SIBISIETCA KOH(PHUAECHUINATBHOM.
Mgl rapantupyem, uyto Barie ums He OyJeT yka3zaHO Npu MyOJUKalUu Pe3yJIbTaTOB
uccinenoBanus. MHdopmarus, moidydeHHas B pe3ysbTaTe 3TOTO HCCIEAOBaHUS
(MaTepuanbl UCCIEAOBAHUA), CUUTACTCS KOHPUACHIIMATBEHOU U OyJeT XpaHUTHCS B
HaJUIeKAIUX YCIOBHSX, MPEIyCMOTPEHHBIX 3aKOHOM. OpHaKo, 3TH MaTepHAaJIbI
uccieoBanus U Baia nnyHast MeIMIMHCKask JOKYMEHTAIMS MOTYT ObITh JIOCTYIIHBI
U TIPOBEPOK OPUIMATBHBIMU MHCTAHUUAMU (MUHHCTEPCTBO 3/1paBOOXpPaHEHUS),
areHTCTBOM MJIM KOMIIAaHUEH, CIOHCUPYIOLIEH 3TO UCCIIEIOBAHUE, JIIOIbMU, KOTOPBIE
YIIOJIHOMOYEHBl KOHTPOJUPOBATh MCCIIEAOBAHUE WIA ITHYECKOM KOMHUCCHUEHN
OpraHu3anyy (KOMHUCCHs, KOTOpasl HaOJII0JAeT 3a BCEMH UCCIIEIOBAHUSAMU HA JIIOISAX
B AO HanuoHanbHOM MEAMIIMHCKOM YHUBEPCUTETE) B paMKax JIEHCTBYIOIIMX
3aKOHOB WJIM UHCTPYKIIUH.
10.KOMMEHCALUUA/NMEYEHUE:

UccnenoBarenbckuii nentp (Ha3Banue MI) o0s3yeTcs npeaocTaBUTh KOMIIEHCAITHIO
B ClIyyae Bpela OT MHCCIEI0BaHUS, WHBAJUAHOCTH WIM CMEpPTH, WU JH0O0ro
apyroro ¢pu3n4eckoro Bpeaa, npuurnHéHHoro Bawm (Bamemy peO€HKy) B pe3yJibrare
JAHHOT'O MCCIIEIOBAHUS.

(ITpuBomuTCca pasmep W YCIOBUS MPEIOCTABICHHUS MEIUUUHCKOW MOMOIIM WM
(MHAHCOBON KOMIIEHCALIMM B Cly4yae Bpela OT MCCIEAOBAHMS B COOTBETCTBUHU C
MECTHBIM 3aKOHOJATEJIbCTBOM (Ha OCHOBE CTPAaxOBBIX TapaHTHH CIIOHCOpA WU
JPYToi yIOJIHOMOYEHHON CTPYKTYPHI)

OIHO u3 cieayromux Tpex CTAHIAPTHBIX MOJI0KEHUM 10JIKHO ObITh BKJIIOYEHO
B 3TOM IYHKTe.

l[.]'lﬂ IIPOTOKO0JIOB HCCJIEeJOBAHUM ¢ MHUHHMMAJbHBIM PUCKOM HCIIOJbB3YHOT I3TO
IMOJIOKEHUE.!

Eciim Bpl monaraere, 4TO MOJYy4YWIM BpPEH 340POBBIO, CBS3AaHHBIM C ITUM
UCCIIEOBAHUEM, KaK YYaCTHUK 3TOr0 MCCIENOBaHusA, TO Bam ciemgyer cBA3aThes C

uccienosareneM VckakoBoil bamHyp AMaHKYJOBHOW 1o Homepy TenedoHa
+77077857254.

123




I[JIH MMPOTOKO0JI0B C 00J1ee YeM MUHUMAJIbHBIM PUCKOM, HO B KOTOPBIX YHaCTHHUK
MOZKET MOJYYMUTDH NM0Jb3Yy, HCIIOJB3YIOT 3TO IOJOKCHHUE:

B cnyuae Bpena, cBsizanHOoro ¢ Bammm ydactuem B TaHHOM HcCcieqoBaHMU Bam
OyIyT OKa3aHa COOTBETCTBYIOIIAs MEIUIIMHCKAs TIOMOIIb Ha KIIMHUYECKUX 0azax AO
«HanuoHanpHbII MEIWUMHCKWNM YHUBEpcUTET» 3a Bam cuer. PuHaHCOBas
komneHcanuss ot AQO «HauvoHanbHBIA MEAUMUMHCKUN  YHUBEPCUTET» HE
npenycMmorpena. Ecmm Bbl mosmaraere, 4to mOJyYWJIM BPEH, CBSI3aHHBIA C 3TUM
HCCIIEIOBAHUEM KaK YYaCTHUK 3TOrO MCCIEIOBAHUA, Bbl NOKHBI CBSI3aThCS C
JOKTOPOM 1o HOMEPY TenedoHa

JlJI1 MpPOTOKOJIOB HCCJIeI0OBAHUII € 0oJiee 4YeM MHUHHMMAJbHBIM PHCKOM, B
KOTOPBIX MO0Jb3a ISl YYACTHMKA He IMPeIyCMOTPEHA, HCHOJb3YHT 3TO
CTaHJAAPTHOE MO0JIOKEHHE:

B cnydae mnoBpexaeHui, IOJNYyYEHHBIX B pe3yibrare Bamero ywactus B
UCCJIeIOBAHUM, KPATKOCPOYHAsI TOCMUTANM3AIMS U MPOGECCUOHANBHBIA YXO/1, €CIIH
norpedyercs, OyayT nmpeacTaBieHbl Bam Ha kimHHueckux 0Oazax AO
«HamonanbHbIi  MEIUIIMHCKUN  YHUBEpCUTET», OecruiatHo.  DunHaHCcoBas
komneHcauus oT AQO «HamuoHanbHBII MEAWIIMHCKUN  YHHBEPCUTET» HE
npenycMoTpena. Ecim Bel monaraere, 4ro moNMyduiad NOBPEXACHUE, CBA3aHHOE C
ATUM MCCJIEAO0BAHNEM KAK YYACTHHUK dTOI0 MCCIEA0BAHUSA, BBl TOMKHBI CBA3ATHCS C
JOKTOPOM 1o HOMEDY TenedoHa

11.0OBPOBOJIbHOE YYACTHUE:

VYyactue B JaHHOM UCCIEIOBAaHUM SIBJISIETCS JOOPOBOJBHBIM. BBl MOXeTe
OTKa3aThCs OT YYaCTUsI B UCCIICIOBAHUY WJIM MPEKPATUTh yuacTue B Jro0oe Bpems. B
moboM ciyyae Bam He Oyner oTkazaHo B ToM, Ha 4To Bel (Bam pe6éHOK) nmeere
paBo, HE Oy Iy4l YYaCTHHUKOM HCCIICIOBAHMS.

12.3ABEPLUEHUE YYACTUA:

Bbl MOXkeTe IpeKpaTuTh y4acTUE B UCCIEAOBAHUM B JIF000€ BpeMsi 0€3 KaKuX-JI10o
OTpUIIaTEIbHBIX TIOCHenCcTBUM i1 Bac unu Bamero pedenka. OTka3 oT y4acTus He
OTpa3uTCSI HUKOMM 00pa3oM Ha oTHOIIeHUsAX k Bam wnu Bamemy pebenky Barero
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Bpaya M MEIMIIMHCKMX PaOOTHMKOB W Bam He OyaeT OTKa3aHO B MEIUIIMHCKUX
ycayrax, Ha Kotopsie Bel win Bain pebeHok nMeete npaso.

(B cooTBeTcTBYWOIIMX CJOy4YasiX ONHUIIUTE MOTEHUHMAJIbHbIE TOCJEICTBUS
pellleHus1 YYACTHMKA BBIMTH W3 MCCJIEI0OBAHUSA U MNPOUEAYypPy PAHHEro
3aBepIIeHHs YYACTHS UCIBITYeMOro. OnuimnTe 00CTOSATEIbCTBA, PU KOTOPBHIX
yyacTve MCObITYeMOI0 B  HCCJIEJIOBAHMH MOXKeT ObITh 3aBEpPUICHO
HccJeoBareseM 0e3 corjiacusi HCNbITYeMOI0)

13.KOHTAKTHbIE JIULIA:

Ecnu y Bac Bo3HukaroT mnpoOJieMbl WM BONPOCHI, Kacalolluecs JTaHHOTO
ucclieioBaHus, Bammx mpaB Kak yd4aCTHHMKAa HCCIEIOBaHMS WIM Bpeda oOT
UCCIIEIOBAaHUS, OOpaTUTECh K OTBETCTBEHHOMY HMCCJIEIOBATEIIO ITpoeKTa MckakoBoi
bannyp AMankynoBHe 1o HoOMepy Tejaedona +77077857254.

I'maBHoMy uccnenosarento: __MckakoBa bannyp AmankynoBHa, AO «HMVY», Tone
ou 94 r. Anmatel. Homep tenedona: +7 707 785 72 54.

Brl moxkeTe Takxke obOpatuthes k: Hyrmanoa XKamwuiis CakenoBHa, AO «HMVYy,
Tone 6u 94 r. Anmatel. Homep Tenmedona: +7 727 246 53 35

Bs1 MokeTe Takke MO3BOHUTH TOMY (TO#1), KTO OyIeT IpeACcTaBsATh Bamm nHTepech
B TOM, YTO KacaeTcs HCCleIOoBaHUs (OpraHU3alldd, TPOBOJSIINE HCCIEIOBAHUE,
JIOJDKHBI yKa3aTh DaMinio, UMsl JINIA, HE CBA3aHHOIO C UCCJIEIOBAHUEM, KOTOPOE
MOKET BBICTYIIUTh B KAUE€CTBE TMPEACTABUTENS WM 3allUTHUKA HMHTEPECOB
UCIIBITYEMOI'0 B UCCIIEIOBAaHUN ).

(B 3aBHCHMMOCTH OT KAaTeropMM HCHBbITYeMbIX B HCCJIeIOBAaHMU, BblOepure
COOTBETCTBYKIIMI BU/I COTJIACHS)
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APPENDIX F
Informed consent from in Kazakh
BEPTTEY KATBICYIHIBICBIHA APHAJIFAH AKITAPAT

biz Cizmi, AnmMaThl KanachlHBIH _Kadanblk emxaHangap MeH JKUTC-TiH anasH ainy

K9HC 6aKLIJIaV )I(OHiHI[CFi OpPTAaJbIKTAPbIHAA OTCTIH 3CPTTCY XKYMBIChIHA KAaTbICYFa

nIaKbIpaMBbI3.

bi3 tex Cizai makpipambr3, eiiTkeHi Ci3 OChI 3epTTEYTe KAThICYIIBLIAPILI KOCY VIIIH

TGMGHIIGFi KPUTECPUMICPIEe COMKEC KEJIeCi3: 6€DiJIF€H MCAMIMHAJIBIK MCKCMCAC aJIThI

aliIaH KEM eMEC KVMBIC T XIpudeci 6ap, kemidae 18 skacra »koHe 3epTTey TULIEPIHIH
oipevinae (Ka3ak, opbIic) OUTIKTUIITT 6ap

byn 3eprrey xymbicel “6D11020 KoraMIbIK J€HCAYJIBIK CAKTAy MAaMaH/IbIFbI
oipigm kypc PhD pokxtopantsl MckakoBa bamayp AMaHKVIKBI3BIHBIH JTOKTPOJBIK

TACCEPTALINS YKVMBICHI IIIEHOEPIHAE KYPri3uieal

bi3, Ci3 OiciH aeimis:

BipiamigeH,

* 3epTTeyre KatbiCy epikTi O0JIBIN TaObLIaIbI.

* Ci3, KaJlaraH yakpITTa 3€pTTeyTe KaThICyaH 0ac TapTa ajachl3 HEMECE IIBIFBII KeTe
anachl3. 3epTTeyre KarbICylllbl OOJIMaFaH arjanaa, op yakpitta Ci3[iiH KYKbIFbIHbBI3
Oap 3aTKa Keaepri 00aIManIbI.

* MymKiH, 3epTTeyre KaTbicKaHbIHBI3 Ci3re KOChIMINA Taijga okenMec, Oipak-Ta
3epTTEY/IIH HOTHXKECIHE 013 KenlemekTe 0acka ajamaapra naiga OepeTiH kaHaaaH
FBUIBIMHA MaFJIYMaTTap alybIMbI3 BIKTUMAJ.

Exiaminen,

. Keii6ip amamnapaa sxeke, IiHM HeMece Oacka Ja Ke3KapacTapbl 3epTTeyre
KaTbICY YILIIH KUBIHABIKTAp TyFbI3ybl MyMKiH. Erep Cizge ocblHIall Ke3KapacTap
Oonca, oHJa 3epTTEyre KaThiCyFa KeJiciM OepMmeil Typbim, Oy cypakrapabl 6ac
TOpITepPMEH TaJIKbIIaHBI3.

Kenicim OGepyneH OypblH, Ke3-KeJIreH KIMHUKAHBIH KYMBICHIBICBIMEH HEMece
JOCTapBIHBI30CH, TYBICKAHIAPBIHBI30EH, €M/ICTI )KaTKaH A9pirepiHizoeH Hemece 0acka
J1a MaMaHJapMeH 0ap CypaKTapbIHbI3/IbI aChIKIAN TaJKbLUIAI albIHbI3.
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1. 3BEPTTEYAIH TAKbBIPBIBbI:

JlencaynsIK cakray Mekmenepinneri A TB-na OaliylaHbICTEI CTUTMAHEL Oaraiay

2. 3EPTTEYJIH MAKCATHBI:

3epTTeydiH Makcarbl JEHCayJbIK cakray Mekemenepingeri AUTB-Ha KaTbICTh
CTUTMa MEH KeMCITYIIUIIKTI Oarayiay IIKaJlachlH KYpY.

3.3EPTTEY I CUIIATTAY:

3epTTey JKYMBICHI KeJieCl Heri3ri 0emikTepaeH Typaibl: @oKyc TOnTapMeH MiKipTaac
KYprizy- JeHcayblK cakray Mekemenepinge AUTB-Ha GalmaHbICTBI CTUTMA KOHE
KeMCITYIIUTITIH aHBIKTAy apHaJIFaH (ayJapbUiFaH) Kypasibl TAIKbLUIAY; TEHCAYJIBIK
cakray Mekemenepinjgeri AUTB-nHa OaillaHbICTBI  CTHTMa >KOHE KEMCITYIIUTIK
JICHTeMiH aHbIKTAY; JCHCAyJbIK cakray mekemenepingeri AUTB-ra GaiimaHbICTbI
CTUTMa MEH KeMCITYIIUTIKKE BIKIaJ eTeTiH (aKkTopaapapl aHbIKTay; MeauinHaIbIK
Mekemenepae AWTB-na  GalinaHbICThl cTHIMa JACHTEWiH TeMeHJeTy OoWbIHIA
4. TOJIEMAKBI HIAPTTAPBI /MYMKIH BOJIATBIH HIBIFBIH/IAP: e

AdIbICYHMIbLIAPDAbIH UOJIZRAJIIABI (/RUCIIAPIIbI ) CAHBI = 50U. DYJI SCPTITCYIT RAIbIUY UdCKa

. P -
ANTTAOVITANTA CATLICON MM FATTANTITIIL \FACANATITILY

4. TOJIEMAKBI IHAPTTAPBI /MYMKIH BOJIATBHIH LIbIF BIHIAP:

1) 3eptTeyaeri 3epTTeyIii TapanblHaH MIBIFBIHIAD HKOK
2) 3epTTenyuiiiep JKarblHaH TOJIEM XkKacay KapacThIpbUIMaraH.

5. BOJIKAJIIBI KAYITI-KATEP )KOHE KOJAMCBI3/ILIKTAP:

1) 3epTTey Ke3iHAeri BIKTHMal TOyeKeNJAep MEH KOJaWChI3AbIKTap JCHreHl
MuHUManpIl. CayamHaMma 3epTTeyre KaThICYNIbLIAPABIH KYMBIC OpPBIHAAPBIH/A,
COHJal-aK oJapFa JIETeH bIHFAIbl yaKbITTa OTKI3UIECTIH 00Ia/bl.

6. KYTIJIETIH ITAVJIA:

1) 3eprrenymiijep jKarblHaH TOJEM »Kacay KapacThIpbUIMaraH. TalKpuiay >KoHE
cyx0aT Ke31H/ie MaFblH bIHTAIAHIBIPYIap KOIAAHBIIATBIH 00JIa b,

7. 3EPTTEYI'E KATBICYFA BAJIAMA AMAJIIAP:

1) byn 3epTTeyne KonaaHbUIManabl.
Tuicti xaraainapa eM/ey 9AICiHIH KaHaal 0anamMa aMmaiiapbl 0ap €KeHiH >Ka3bIHbI3
(omapapIH apTHIKIIBLIBIFBI JKOHE KEMITUTIKTEP1).

8. 3EPTTEJIYIIIVIEPAIH KYKbIT'bI TYPAJIBI EPE/KE:
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Bbepinren 3eprreyre Katbicy epikti 6oJbin Tadbutaabl. Ci3 3epTTeyTe KaTbicyaaH 0ac
TapTa ajachl3 HEMECE Ke3-KEIreH yakKbITTa 3epTTEeYACH IIbIFa anachl3. 3epTTeyIiH
KaThICymIbl OonmMaraH skaraaiaa, Cizgie (Ci3miH OamaHbI3ABIH) KYKBIFBI Oap 3aTKa
Kail sxaraiiia 6oJica 1a KapChbUTbIK KOPCETUIMEHTI.

9.KYIIUAJIBIK:

Ci3miH 3epTTeyre KaThICKAaHBIHBI3 JKaillibl akmapar KOH(PUACHIMAIbAbI OOJIbIM
TaObUIA B, 3EPTTEYIIH HOTIKEIIEPiH *KaprsutbiMra OepreH ke3e Ci3/iH aThl-KOHIHI3
KOpCETUIMEHTIHAIrIHE Kemingeme Oepemis. 3epTrey (3epTrey MaTepuasiaphbl)
HOTIDKECIHJIE albIHFaH aKmapaTTap KOH(MUIEHIMAIbIbl OOJIBIN €CenTee/ll KOHE
3aHMEH KapacThIpbUIFaH THICTI JKaFgaijga cakrananael. bipak-ta, 3eprrey
matepuanapbl xoHe Ci3diH JKeKe MEAMIMHAIBIK KY>KaTTapbIHBI3IbI apHANBI
uHctaniusap (Hdencansik Cakray MuHHCTpIIri), 3epTTeyre jaemeyinl OoJFaH
areHCTBO HEMECe KOMITaHMs, OTUKAJIBIK KOMHCCHUSHBIH YibIMbI (¥MY -narbl
azaMaapra KyprizuieTiH OapiblK 3epTTeyJiepAl OaKbUIAWThIH KOMHUCCHS) HEMECe
3epTTey/ll Kajarajiayra YOKIJIETTI TYJIFajapra TeKCepyre KOJDKETiMal Oora aiaipl,
KOJIIaHBICTAFbI 3aHIap HEMece HycKamalap aschbiHaa

10. KAPBIMAKBI/EM/IEY:

bepinren 3eprreyain HoTmkecinae Cizre (Cizaig O0amaHpI3Fa) 3epTTEYICH 3aJ1al aly,
©JIIM HEMECE MYTEICKTIKKE VIIbIpay, koHe 0acka a ToH 3ajajjiapblHa YIIbIparaH
Ke3Jie 3epTTey OpPTaIbIFbl KAPhIMAKbl TOJIEM jKacayFa MiHIAETTEHE/I].

(>KepruTiKTi 3aHHAMara COMKeC 3epTTEYACH 3ajiajl TUTeH >Karjaija MeIUIMHAIbIK
KOMEK HEMECE€ Kap)KbUIBIK KapbIMaKbl TOJIEYAIH YCbIHY paciMi MEH MeJuepi
KenTipuienl (AeMeylIiHiH CaKTaHAblpy KemiajgeMeci HeMmece O0acka YoKiJIeTTi
KYPBLIBIM HET131H/IE))

Bys nyHkrTe Kesieci yin ctanaaprrel epeaxedin BIPEVYI kipy kepek

Byn epexeni kimiripim Kayin-kKarepsai 3eprreysep XaTrramMachbl YIIIH
KOJIAaHA/IbI:

Erep nme, 3eprrenymni ecebiHae ocbl 3eprreyre  OainmanbicTel  Ci3fdiH
JIEHCAyJIBIFBIHBI3FA 3ajayl KenTipuial jgen  ecenteceHis, Ciz +7 707 7857254

TenedOoHBl apKbUIBI MbIHa 3epTTeymriMeH MckakoBa bamHyp AMaHKYJIKBI3BIMCH
xabapraca anachI3

Byu1 epexeni Kayin-kaTepi KimniripiMHeH caJ1 sKoFapbl 3epTTey XaTTamaJjiap Yl
KOJIJIaHA/Ibl, 0ipaK KaThICYLIbI 3ePTTEY/IeH Naiiaa ajia ajaajabl:

3eprreyne Ci3liH KaThICYBIHBI30EH OailIaHBICTBI 3€PTTEYJICH 3ajall ajJFaHbIHBI3
oosica, CizmiH o3 eceOiHi3miH arblHaH Y¥MVY-HIH KIMHHUKAJIBIK Oa3zaiapbiHja
MEIUITMHAIBIK KOMEK KoepceTiieqi. «¥ITTBIK MeIuInHa YHHBeEpcHuTeT» AK
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Kap KbUIBIK KapbIMaKbl TOJIEy MYMKIHIIr KapacTelppuiMaraH. Erep ne, 3eprremymi
ecebinfe ochl 3epTTyre OaimanbicThl Ci3/11H IeHCAYIBIFBIHBI3FA 3a1a)l KeATIPUIAL AeT
ecenteceHi3, Ci3 TeneOHbI apKbLJIbl MbIHA JOPIrepMeH (aThi-

KOHI) xabapJiaca anachl3.

By craHaapTThl epexke, 3epTTeNyllire 3eprreyre KaTbICydaH maiia aiy
KapacTbhIpbUIMaFaH, Kayil-KaTtepi KilmiripiMHeH cdJ1  KOFapbl 3eprrey
xarramMaJjap yuuiH:

CizmiH 3epTTeyre KaTbiCy CalJapblHAH 3ajall ajFaH jKaraanjga, erep KaxeT OoJca,
C.A. Achennusapos aTeingarbl ¥ MY -HiH KIMHHUKAJIBIK 0a3amapblHaa KbICKa Mep3iMi
TOCIIUTANM3AIMS KOHE KOCINTIK OaFy TeriH KepceTuieTiH Oomaabl. «¥IITTBIK
MeauirHa yHuBepcuteTi» AK KapKbUTbIK KapbIMaKbl TJIEy KapacThipbliMaraH. Erep
7€, 3epTTenylIl eceOiHie Ochl 3epTTyre OainanblcThl Ci3/11H JEHCAYIbIFbIHBI3FA 3aJ1a
KenTipuiai nen ecenteceHis, Ci3 TeraedOoHbl apKbUIBI MbIHA
TopirepMeH (aThl-)KOH1) xabapJiiaca ajachl3.

11. 3EPTTEYTE EPIKTI TYPJAE KATBICY:

Bbepinren 3eprreyre Karbicy epikTi 0oJibin TaObLIaAbl. Ci3 3epTTeyre KaThicyJaH 0ac
TapTa aJachl3 HEMECe Ke3-KEITCH YaKbITTa 3epTTEYACH IIIbIFa ajlachl3. 3epPTTCY/IIH
KaTeIcylisl 60aMaraH karnaina, Cizain (Ci3aiH OanmaHbI3AbIH) KYKBIFRI O0ap 3aTKa
Kaii skaraia 6oJica J1a KapChUIbIK KOPCETUIMEH .

12. BEPTTEYT'E KATBICYAbIH ASAKTAJIYbI:

Cizre nmemece Ci3aiH OamaHbI3 YIINIH KaHJal 1a Oilp >KaFbIMCBhI3 HOTHXKENEepCi3
3epTTeyTe KaThICY bl JOFapa anachl3. 3epTTeyre KaTteicyan 0ac Tapty Ci3re Hemece
Ciznin  Oananpizra, Ci3fiH  JopirepiHi3 JKOHE MEAMIIMHAIBIK KYMBICIIBLIAP
apaceiHaarbl Ci3re JereH KapblM —KaThIHacKa acep etneii xone Ciz Hemece Ci3aiH
OaJIBIHBI3IBIH KYKBLITBI MEIUIIUHAIIBIK KOMEK KOPCETYTe KapChUIBIK OUIIIpIIMEIi.

13. BAMJIAHBICY:

(TuicTi xarnmaiiga 3epTTENYIUIHIH 3€PTTEYAEH UIbIFY IICIIIMIHIH MOTEHIHA b
CalIapblH >KOHE 3EpPTTENYLIIHIH 3€pTTEyNEeH €pTe IIbIFbII KETy MNpOLEeaypPaChIH
Ka3bIIT MIBIFBIHBI3. 3EPTTEYII KaThICYIIBIHBIH MaKYJIIaybIHCHI3 3€PTTEYTe KAThICYbIH
JIOFapybl MYMKiH OOJIaTIH JKaFJal IbIH MOH-)Kalbl *a3bli MbIFbIHGI3) Erep ne Cizaix
OepuIreH 3epTTeyre KaThICThI, 3€PTTENyIN KYKbIFBI HEMECe 3epTTEYCH abIHFbIH
3ajan Typajibl CypakTap HEMece ©3eKTI Macelnenep naiaa 0osca, Keneci axaMmaapra
KYTiHY1HI3re O0Jaabl:

bac 3eprreymni:  HMckakoBa bamnyp AmanHkyikbizel, «¥MVY» AK, Tene Ou 94,
AnmMartsl K. ¥sibl Tenedon Homepi: + 7 707 785 72 54.
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Conpnaii-ak MblHa anamjaapra xyriHe anacei3: HyrmanoBa YKamumist CakeHOBHa,
«¥MVY» AK, Tene 6u 94, AnmaTsi K., TenedoH Homipi:+7 727 246 53 35.
(aTBI-)kK6HI, ampeci )KoHe 0acKa 3epTTEeyIIUIepIiH TeaeGOoH HoMepIIepi).

3eprreyre kKatbicThl Ci3AiH MYAIENEPIHI3AI OKUIAIK eTeTiH anamfa TenedoH
IaTybIHbI3Fa Ooyafbpl (3€pTTEy KYPri3ylll YHbIM, 3epTTENYIIiHIH 3epTTeyIeri
MYAJIeTIEpIH KOPFAaUTBhIH, 3€PTTEYMEH KaThICThl €MeC OKUIIIH aThbl-)KOHIH KOpCETy
KEpeK)

3eprTeyneri 3eprreyllijiepaiH KATeropusicblHA OAMIAHBICTBI, KeJICIMHIH
THICTi TYPIH TAaHAAHBbI3.
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APPENDIX G
Supplementary documents

51 Table. CFA Modification indices Model 1.

lhs |op |rhs | mi| epc| sepc.lv| sepc.all] sepc.nox|

|225 |Q20H |~~ |Q20I | 51.897730| 0.4553078| 0.4553078| 0.9968237| 0.9968237|

|224 |Q20F |~~ | Q206 | 43.634461| 0.3998860| 0.3998860| 1.2976855| 1.2976855]

|152 |Q18A |~ |Q18B | 16.242139| 0.7396560| 0.7396560| 3.7226370| 3.7226370|

|193 |Q20A |~ |Q20C | 14.259980| 0.2512971| 0.2512971| 0.3835745| 0.3835745|

|113 |HP | =~ |Q20F | 13.793442| 0.7288549| 0.2782479| 0.2782479| 0.2782479|

|115 [HP | =~ |Q20I | 13.700222| -0.6495453| -0.2479707| -0.2479707| -0.2479707 |

|209 |Q20C |~~ | Q20F | 13.115993 | -0.2974894 | -0.2974894 | -0.8014001 | -0.8014001|

|114 [HP | =~ |Q20H | 11.772640]| -0.5939055| -0.2267296| -0.2267296| -0.2267296 |

|134 |Q15 | ~~ |Q20H | 11.224181| -0.3073814] -0.3073814| -0.5404110]| -0.5404110|

|222 |Q20F|~~ |Q20H | 11.096339| -0.3002803 | -0.3002803| -0.9706849 | -0.9706849 |

|223 |Q20F|~~ |Q201 | 8.637741] -0.2819852| -0.2819852| -0.7558024| -0.7558024|

1135 |Q15 |~~ |Q20I | 8.342033| -0.2878311| -0.2878311| -0.4195801| -0.4195801|

|212 |Q20C|~~ | Q20G | 7.985757| -0.2372336| -0.2372336| -0.5240434 | -0.5240434 |

|208 |Q20C|~~ |Q20E | 7.927349| 0.1870290| 0.1870290| 0.3897827| 0.3897827|

|220 |Q20E|~~ |Q20! | 7.187278| -0.2490377| -0.2490377| -0.5163958| -0.5163958 |

|109 |HP | =~ |Q20B | 7.061566| 0.5106350| 0.1949402| 0.1949402| 0.1949402|

|169 Q19 |~~ |Q20F | 6.719122| 0.2987504| 0.2987504| 0.6840584| 0.6840584|

|213 |Q20D|~~ |Q20E | 6.685453| 0.1819029| 0.1819029| 0.3447704| 0.3447704]

|227 |Q201 |~~ |Q20G | 6.656457| -0.2539226| -0.2539226| -0.5580800| -0.5580800 |

|117 |Op |=~|Q15 | 6.555966] -0.3115294| -0.1437545| -0.1437545| -0.1437545|

|219 |Q20E |~~ |Q20H | 6.521364| -0.2140526] -0.2140526| -0.5353128| -0.5353128|

|139 |Q16 |~~|Ql17 | 6.180568| 0.3110872| 0.3110872| 0.4546608| 0.4546608|

|207 [Q20C |~~ |Q20D | 6.054149| 0.1723594| 0.1723594| 0.2874403| 0.2874403|

205 1Q20B |~~ 10201 | 5.8606571 -0.2176466| -0.2176466| -0.38201781 -0.3820178|
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52 Table. Modification indices CFA Model 2,

| |lhs |op |rhs | mi| epc| sepclv| sepc.all] sepc.nox|

1117 |HP |=~ |Q20I | 16.905029| -0.7149119| -0.2693824| -0.2693824| -0.2693824|

|154 |Q18A |~~ |Q18B | 15.187762| 0.7291655| 0.7291655| 3.6846479| 3.68406479|

1116 |HP |=~ |Q20H | 13.760273| -0.6402680| -0.2412562| -0.2412562| -0.2412562|
1136 |Q15 |~~ |Q20H | 11.748081| -0.3138146| -0.3138146| -0.4589616| -0.4589616 |
1115 |HP |=~ |Q20F | 11.097479| 0.6532780| 0.2461584| 0.2461584| 0.2461584|

|195 |Q20A |~ |Q20C | 9.608946| 0.2144291| 0.2144291| 0.3558995| 0.3558995|

1137 |Q15 |~~ |Q201 | 8.996883| -0.2981862| -0.2981862| -0.3682121| -0.3682121|

1211 | Q20C |~~ |Q20F | 8.455634| -0.2431627| -0.2431627| -0.5244904 | -0.5244904 |

|111 |HP |=~|Q20B | 7.789890| 0.5517607| 0.2079062| 0.2079062| 0.2079062|

1197 |Q20A |~~ |Q20E | 7.705949| -0.2309712| -0.2309712| -0.4746777| -0.4746777|

|141 |Q16 |~~|Ql7 | 6.351550| 0.3152624| 0.3152624| 0.4587279| 0.4587279|

1171 |Q19 |~~ |Q20F | 6.241149| 0.2873694| 0.2873694| 0.4919862| 0.4919862|

|119 |Op |=~|Q15 | 5.674072| -0.2947885| -0.1434628| -0.1434628| -0.1434628|

1220 |Q20F |~~ |Q20F | 5.349449| 0.1625835| 0.1625835| 0.4342246| 0.4342246|

|150 Q16 |~ |Q201 | 5.259861| -0.2387468| -0.2387468| -0.3527458| -0.3527458 |

|182 |Q17 |~~ |Q20H | 5.068567]| -0.2516860| -0.2516860| -0.3840853 | -0.3840853 |

|205 |Q20B |~~ |Q20F | 5.039577| 0.1598713| 0.1598713| 0.3264840| 0.3264840|

|142 |Q16 |~~ |Q18B | 5.023508| -0.3596754| -0.3596754| -1.2296047 | -1.2296047|

1122 |Op |=~|Q19 | 4.631876| 0.2870259| 0.1396851| 0.1396851| 0.1396851|

|188 |Q18B |~~ |Q20D | 4.301031| -0.1846482| -0.1846482| -0.6243221| -0.6243221 |

1153 |Q18A |~~ |Q17 | 4.252003| -0.3155725| -0.3155725| -0.6787303 | -0.6787303 |

|190 |Q18B |~~ |Q20F | 4.173922| 0.2101521| 0.2101521| 0.8273939| 0.8273939|

|221 |Q20E |~~ |Q20H | 4.155055| -0.1792883| -0.1792883| -0.4360656| -0.4360656 |
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S2 Fig. Path diagram CFA Modell.
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S2 Fig. Path diagram CFA Model2.
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TBEPXKIIAIO

ABHBIN Bpau

Z Ya
“ "Maa2023r.

AKT
BHeApPEHHE Pe3yJIbTATOB HAYYHO-HCCAeI0BATENbCKOMH paboThl
KI'TI na ITXB «"oponckas nmomuknuauka Ne8» r. Acrana

HaumeHoBaHue NpeUI0KEHHUA
“BHeapeHue HHCTpyMeHTa 1o oueHke BUY-accomnnpoBaHHOH CTHIMBI B MEJHLIHHCKHX
opranuzanusx PK”

Pafora BKIIOYEHa W3 TUIAHOB BHEMIPEHHS HAyYHO-HCCIEOBATEIbCKUX paboT B paMKax
BEITIOJTHEHUS HcclefioBaTebekol paboTel MckakoBoii banHyp AMaHKy/IOBHE -fokTopaHTa PhD
Kazaxckoro HauuoHansHoro MeauuHCKOTO Vuusepcutera ¥uM.C.JI. Achenausapoa
crienpanbHocTH OGIecTBeHHOE 31paBoOOXpaHeHHE.

O6aacTh npUMeHeHHsI: MEIUIMHCKHE OPraHU3aluK, MEIUIMHCKHE PaGOTHHKH (KIMHHYECKOTO
1 He KJIMHUYECKOro npoduis)

JlaHHBIH MHCTPYMEHT SBJISIETCS CTAHJAPTH3UPOBAHHBIM HHCTPYMEHTOM  alalTHPOBaHHEIH
cneuuuyHO  JUIS oueHkd BHY-accoluupoBaHHOW CTMrMBI cpeld MeapabOTHHKOB.
HHctpymeHT OBUI paHee NPOTECTHPOBAaH U BANMAMPOBAH B TAKMX  CTpaHax, kak Kurai,
Jomunuka, Erumer, Kenus, Ilyspro-Puxo u Cenr-Kpuctodep u Hesuc. Ilpemnaraemprii
HHCTpyMeHT Obul nepeBefieH Ha Kasaxckuit u Pycckmit s3BIK M afanTHPOBaH MECTHOMY
KasaxcraHckoMy KOHTEKCTY Y4YMTHIBas OSIHACMHUONOTHYECKHE M KyJIBTYpHBIE OCOGEHHOCTH
BHY-undexunn B cTpase. Beutd [0GaBNeHBl BONPOCE € APYroro BaldAHPOBAHHOTO
UHTpyMeHTa 1o ouenke BHY-accouunpoBaHHON CTUTMBL Cpean MeapaGOTHUKOB MeJULMHCKUX
oprausauud B Oduonuu. JIOKTOPAHT MpOBEN HECKOJBKO ITANOB aJanTald HHCTPYMEHTA
BKJIIOYas, NMUJIOTHOE TECTHPOBAHME aJaNTHPOBAHHOTO MHCTPYMEHTa, HOKYC TPy JUCKYCCHH
AHKETMPOBAHHKE C MENEPCOHAIOM MOJMKIMHUK I.AcTaHa v (aKTOpHEIN aHaNK3 JUis OLEHKH pe-
BAJIMM3ALMMA M NICHXOMETPHYECKHMX JaHHBIX aJalTHPOBAHHOTO HHCTpyMeHTa Ha KaszaxckoMm u
Pycckom s3bike. Pe-Bamuumsauysi JaHHOTO HHCTPYMEHTa ONYGIMKOBaHA B PELIEH3UPYEMOM
XKypHana ¢ BbICOKMM peituHroM “Plos One”, 4T0 CBHIETENBCTBYET O BBICOKOM KauyecTBE
npouecca ajanTalyd UHCTpyMeHTa. J[aHHBIH WHCTPYMEHT COCTOMT M3 HECKOJNBKHMX pa3fielioB:
basosas nndopmanus pecnonaenta, MHOEKLHOHHBIN KOHTPOb (BKIIOYAs BOIMPOCH O CTpaxe
sapaenns BUY u crurmatusupyiomeif npaktuke), VcIoBus paboThl B MeIMLUWHCKHX
yupexzenusx, TI0IMTHKa MeAMUMHCKOTO yupexaeHus kacarembHo JIXKB, muenus o JDKB u
3Hanue o BUY/CITU/,
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@opMBbI H METOJ BHEJPEHHSI: JaHHbIH MHCTPYMEHT MOXHO GYHET MCIOJB30BaTh Ul OLEHKH
BUY-accoummpoBaHHOM CTUIMEI cpey paGOTHHKOB MEIMLIMHCKHX opraHu3aunui r.Acrasa.

J¢pdexTHBHOCTL BHeApeHHs: AJanTauus HHCTPYMEHTA ¢ xopoummsx JI0Ka3aTeIbHEIMU
NCUXOMETPUYECKUMU JaHHEIM, Ha JBYX A3BIKaX, ABJIACTCS Ba)XKHBIM 3JIEMEHTOM oueHkd BUU-
accouMMpOBaHHOH CTHrMEIL IloJy4eHHBIE JaHHBIE C MOMOIIBIO JAHHOTO MHCTPYMEHTZ MOTYT
GbIT MCIIONB30BAHB! JUISl JalbHEMIINX HHTEPBEHLHH N0 YMEHBLUICHHIO CTUIMbI, CBA3AHHOM ¢
BHY, cpeay MeApaGOTHHKOB Ha TOPOLCKOM U IOCYHAPCTBEHHOM YPOBHE.

Hpezmoxceﬂm, 3aMEYaHHUs YYPEeXKICHHUA, OCYIIECTBIIIOIECTO BHECAPCHUA: 3aMCYAHUHU___HET
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