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Executive Summary 

HIV-related stigma and discrimination can be damaging to the health and well-being of 
people living with HIV, particularly when occurring in health facilities. Ghana’s national HIV 
response recognizes that the presence of stigma and discrimination in health facilities is a 
serious problem and that addressing it is crucial to ensure equitable access to care, improve 
service delivery, and foster health facility environments that promote non-stigmatizing and 
non-discriminatory care.  

The Ghana stigma and discrimination-reduction activity, carried out by Health Policy Plus 
(HP+), funded by the U.S. Agency for International Development and U.S. President’s 
Emergency Fund for AIDS Relief, in partnership with the Educational Assessment Research 
Center (EARC) and the Ghana AIDS Commission (GAC), addressed HIV-related stigma and 
discrimination in health facilities. The reduction of such stigma and discrimination is 
essential to delivering high-quality care, achieving 95-95-95 targets, and safeguarding 
human rights. Carried out between January 2017 and September 2018, the activity 
supported Ghana’s national HIV response by assessing HIV- and key population-related 
stigma and discrimination in health facilities and then adapting, piloting, and evaluating 
evidence-based stigma-reduction interventions in response. This report details the 
implementation and outcomes of this approach and provides recommendations for scale-up.  

The approach proved highly acceptable and feasible. Facility staff and management 
appreciated and valued the intervention and the activity was successfully implemented in a 
short period of time. The activity used a three-phased total facility approach: 

Phase 1: Baseline assessment: To assess the presence of stigma and discrimination 
in health facilities, survey data was collected from health facility staff (n=2,840) and 
clients living with HIV (ages 18 and above, n=260) in 20 facilities in five HIV priority 
regions (Ashanti, Brong Ahafo, Eastern, Greater Accra, and Western). 

Phase 2: Participatory facility-based stigma and discrimination-reduction 
intervention: Five intervention and five comparison facilities were selected from the 
initial 20 facilities and stigma-reduction interventions. In the five intervention sites, 
activities were designed, led, implemented and owned by facility management and staff.  

Phase 3: Endline evaluation: Endline data were collected from intervention and 
comparison facilities to allow for comparison with baseline data to assess the activity’s 
success. 

The intervention’s success was directly related to its emphasis on capacity building and 
facility ownership. The intervention involved training facilitators from each facility on stigma 
and discrimination reduction, engaging senior management, providing a two-day 
participatory training on stigma and discrimination reduction for all levels of staff (clinical 
and non-clinical), and establishing champion teams at each facility to receive seed grants to 
support stigma and discrimination-reduction activities. These teams selected, tailored, and 
implemented specific intervention components based on their facilities’ unique needs. In 
addition to this core training package, interventions included the following components:  

 Stigma and discrimination-reduction initiative “launches” 

 Anti-stigma and discrimination banners 

 Additional stigma and discrimination-reduction trainings for facility staff 

 Posters of the quality, quantity, route of transmission information sheet (Appendix 
C), code of ethics, and standard precaution guidelines 

 Stigma and discrimination-reduction posters 

 Reporting mechanisms for complaints and compliments 
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 Staff nametags 

The endline evaluation, which compared baseline and endline survey data from health 
facility staff, demonstrated that the intervention was effective. Results show a significant 
reduction in the drivers and manifestations of stigma and discrimination from the brief 
intervention. Facility clients and staff also reported that staff behavior toward clients had 
improved considerably since before the intervention. The majority of indicators measuring 
stigma among health facility staff improved. The largest changes (both in magnitude of 
change and statistical significance) occurred in fear of workplace HIV transmission (all four 
items) and the resulting stigmatizing avoidance behaviors (all four behaviors). Fear of 
workplace HIV transmission (composite indicator: yes to at least one of four fears) decreased 
by 27 percent (p=.000), while stigmatizing avoidance behaviors (composite: at least one of 
four behaviors) dropped by 23 percent (p=.000). For both these variables, there was a 
significant difference-in-differences between intervention and comparison facilities, which 
indicates that greater change occurred in intervention facilities than comparison facilities, 
strengthening evidence that changes observed in intervention facilities resulted from the 
intervention. Smaller, yet often still significant, changes occurred in stigmatizing attitudes in 
intervention facilities. Improvements occurred for all nine attitude measures—five 
significantly, three moderately significantly, and one non-significantly. This improvement is 
notable, as attitudes tend to take longer to shift than other drivers of stigma and 
discrimination. 

The willingness of health facility staff to care for key populations (men who have sex with 
men [MSM], sex workers, and sexually active adolescents) also improved. Staff members’ 
own (self-reported) preference not to care for MSM dropped 15 percent (from 29 percent to 
14 percent, p=.000) in intervention facilities, compared to a 0.56 percent drop (from 25.1 
percent to 24.6 percent, p=.85) in comparison facilities. All five items measuring the effects 
of stigma on facility staff also changed in a positive direction, four significantly and one non-
significantly.  

Scaled across five regions, the activity is adaptable—it is easily modifiable and scalable 
across settings and stigmas, both within Ghana and beyond. The activity was an evidence-
based strategy for reducing the prevalence of HIV-related stigma and discrimination in 
health facilities. A costing study completed in connection with the stigma-reduction activity 
found costs per client per year to be relatively low (US$52.47 per client living with HIV 
served and US$0.43 per client served for all clients, without in-kind donations). As stigma 
and discrimination undermine prevention and each step of the treatment cascade, investing 
in stigma and discrimination reduction improves the efficiency and effectiveness of other 
investments in the HIV response. 

Key elements for success included the use of data to define challenges, the participatory 
nature of each step of the approach, facility-level stigma and discrimination-reduction 
capacity building, early and ongoing participation by facility management, emphasis on 
facility ownership and leadership, and focus on addressing key actionable drivers of stigma 
and discrimination.  

There is a need for further stigma and discrimination reduction across Ghana. Scaling up 
this activity will require strengthening systems, reviewing and adapting facility guidelines on 
non-discrimination and confidentiality, and improving enforcement of those policies and 
guidelines. Integrating stigma and discrimination-reduction interventions into the health 
system has the potential to increase access to services and improve quality of care for all 
people. Facility staff themselves would benefit from having accurate and supportive 
information and skills to reduce stigma and discrimination.  
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Introduction 

The Ghana stigma and discrimination-reduction activity, implemented by Health Policy Plus 
(HP+), funded by the U.S. Agency for International Development and U.S. President’s 
Emergency Fund for AIDS Relief, in partnership with the Educational Assessment Research 
Center (EARC) and the Ghana AIDS Commission (GAC), was carried out between January 
2017 and September 2018. The activity aimed to support the national HIV response through 
an assessment of HIV- and key population-related stigma and discrimination in health 
facilities, and by adapting, piloting, and evaluating evidence-based stigma-reduction 
interventions in health facilities. The activity used a total facility approach, which was carried 
out in three phases: 

1) Baseline assessment of the presence of stigma and discrimination in health 
facilities, as measured by the presence of actionable drivers and manifestations of 
stigma and discrimination. 

2) Participatory facility-based stigma and discrimination-reduction 
intervention—designed, led, and owned by health facility management and staff. 

3) Endline evaluation to assess the effect of the activity. 

This final activity report details this approach, including assessment design, implementation 
of the facility-based stigma and discrimination-reduction intervention, design of and results 
from the evaluation study, and recommendations. The report organizes these elements 
according to four key messages that convey the benefits of this approach: 

1) Essential. The activity addressed HIV-related stigma and discrimination in health 
facilities, the reduction of which is essential to delivering high-quality care, achieving 
“90-90-90” targets, and safeguarding human rights.       

2) Acceptable and Feasible. Facility staff and management appreciated and valued 
the intervention and the activity was successfully implemented in a short period of 
time. 

3) Effective. The activity reduced drivers and manifestations of stigma in health 
facilities. 

4) Adaptable. The activity is easily modifiable and scalable across settings and 
stigmas, within Ghana and beyond. 

Also included in the report is a summary of intervention costs as well as recommendations 
for scaling up the intervention in Ghana.   
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1. Essential 

The activity addressed HIV-related stigma and discrimination in health 

facilities, the reduction of which is essential to delivering high-quality care, 

achieving 90-90-90 targets, and safeguarding human rights. 

HIV-related stigma and discrimination prevent people from seeking HIV testing, disclosing 
their HIV status, practicing prevention, accessing care, and adhering to treatment.1-4 While 
stigma and discrimination can occur in any dimension of a person’s life (family, workplace, 
community, school, place of worship, etc.),5,6 their presence in health facilities is particularly 
damaging. People living with HIV rely on health facilities for care and treatment to remain 
healthy, while others turn to health facilities for information, counseling, testing, and other 
prevention services.6–11 Although Ghana-specific data and research on HIV-related stigma 
and discrimination are limited, evidence from a 2011 study8 and from the 2008 Ghana 
Demographic Health Survey,9 suggest that these are pervasive issues in the country. 

Ghana’s national HIV response recognizes that 
addressing stigma and discrimination in health 
facilities is crucial to ensuring equitable access to 
care, strengthening the quality of service 
delivery, upholding the human right to 
healthcare, and creating a supportive 
environment that enables facility staff to provide 
non-stigmatizing and non-discriminatory care.12 
Ghana’s National HIV and AIDS Strategic Plan 
2015-2020 prioritizes stigma and discrimination-
reduction, recognizing that doing so is essential 
to achieving 90-90-90 targets and increasing 
uptake of services across the prevention to care 
continuum. The plan uses a rights-based 
approach and prioritizes the identification of key drivers of stigma and strengthening the 
capacity of networks, associations, and support groups of people living with HIV.13 

The baseline study involved collecting survey data from all levels of staff across 20 facilities 
in five HIV priority regions: Ashanti, Brong Ahafo, Eastern, Greater Accra, and Western. 
Findings from the baseline survey align with what the Ghanaian government had recognized 
and what previous research had shown:8,9 stigma and discrimination are present in health 
facilities and adversely affect the health, care seeking behavior, and well-being of people 
living with HIV and key populations. Baseline findings demonstrate the need for stigma and 
discrimination-reduction interventions and underscore the value and importance of the 
Ghana stigma and discrimination-reduction activity. 

  

“During the training, I realized that 

we were unknowingly stigmatizing 

clients living with HIV and 

disclosing their status because we 

had two medicine dispensing 

windows—one for people living with 

HIV and one for others. Now all 

clients use the same window.” 

—Sister Margaret Mary Woedi, Principal 

Pharmacist, Agomanya 
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2.  Acceptable and Feasible 

Facility staff and management appreciated and valued the intervention 

and the activity was successfully implemented in a short period of time. 

The Ghana stigma and discrimination-reduction activity used a total facility approach to 
stigma reduction. Built on global best practices and adapted to the Ghanaian context, the 
approach consisted of three phases: baseline assessment, intervention, and endline 
evaluation (Figure 1). Key elements included 1) collection and participatory dissemination of 
baseline data to catalyze action and inform intervention design, and 2) capacity building to 
promote facility ownership and a sustainable response. 

Figure 1. Total Health Facility Approach to Stigma and Discrimination Reduction, Three Phases 

 

Phase 1: Baseline Assessment 

Quantitative survey data was collected from all levels 
of health facility staff (n=2,836) and from clients 
living with HIV (n=260) in 20 facilities across five 
HIV priority regions (Ashanti, Brong Ahafo, Eastern, 
Greater Accra, and Western). 

Phase 2: Intervention 

Of the initial 20 facilities participating in the baseline 
assessment, the HP+ team selected 10 to include in the intervention phase: five intervention 
facilities and five comparison facilities (Table 1). The five intervention facilities, one in each 
region, were conveniently selected to allow for inter-district comparison, ensure that both 
government (two) and mission (three) facilities were represented, and because staff and 
management of these facilities expressed enthusiasm for piloting a stigma and 
discrimination-reduction intervention. Informed by baseline data, HP+, through local 
partner EARC, designed and implemented the intervention in the five facilities in 

“This interaction is different from 

anything else we have experienced 

so far—we defined the response; 

we owned it.” 

—Dr. Akosua Osei Manu,  

Tema General Hospital     

 

 

• Quantitative surveys: 

o Health facility 

staff (all levels) 

o Clients living with 

HIV 

• 20 facilities in five 

regions (Ashanti, 

Brong Ahafo, 

Eastern, Greater 

Accra, and Western) 

• Participatory 

validation and 

dissemination of 

results with facilities 

• Based on findings 

from Phase 1 

• Designed in 

partnership with the 

five intervention 

facilities (one per 

region) 

• Participatory skills 

building plus other 

activities 

• Quantitative  

surveys:  

o Health facility 

staff 

o Clients living 

with HIV 

• 10 facilities—five 

intervention 

facilities; five 

comparison facilities 

• Dissemination at 

facilities 

Jan 2017–Aug 2018 Sep 2017–Mar 2018 Mar 2018–Sep 2018 

Intervention 
Evaluation 

(Endline) 
Assessment 

(Baseline) 
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partnership with facility management and staff. The intervention included participatory 
skills building for facility staff, as well as other facility-owned and -led activities developed by 
stigma and discrimination-reduction champion groups established at the facilities. The 
majority of the intervention was completed in all health facilities within six months of 
starting intervention activities. 

Table 1. Intervention and Comparison Facilities, by Region 

Facility Type Ashanti Brong Ahafo Eastern 
Greater 

Accra 
Western 

Intervention Facility Bekwai 

Municipal 

Hospital 

Holy Family 

Hospital, 

Berekum 

St. Martin de 

Porres 

Hospital, 

Agormanya 

Tema General 

Hospital 

St. Martin de 

Porres 

Hospital, 

Eikwe 

Comparison Facility St. Patrick 

Hospital, 

Offinso 

Kintamo 

Municipal 

Hospital 

Atua 

Government 

Hospital 

Maamobi 

General 

Hospital 

Tarkwa 

Government 

Hospital 

 

Phase 3: Endline Evaluation 

Endline data was collected from one intervention facility and one comparison facility in each of 
the five regions. Data was collected from all levels of facility staff (n=1,154) and from clients 
living with HIV (n=105). Endline survey questionnaires captured the same information as 
baseline surveys, as well as additional specific questions related to exposure to intervention 
activities. Figure 1 shows a timeline for and key components of rollout of the total facility 
approach in Ghana. Although baseline data was collected in 20 facilities, only 10 facilities (the 
five intervention and five comparison facilities listed in Table 1) were included in the endline 
evaluation. 

Data as a Catalyst for Action 

Baseline data played a key role in quantifying and specifying the challenge of stigma and 
discrimination in each facility and catalyzing action. Survey questionnaires for health facility 
staff captured:  

1) Basic demographics 

2) Three key actionable drivers of stigma and discrimination (health facility policies, 
fear of HIV infection, and attitudes toward people living with HIV) 

3) Manifestations of stigma and discrimination (selective and unnecessary use of 
infection control measures and observed discrimination toward clients living with 
HIV and key populations)14  

Client questionnaires captured: 

1) Background information 

2) Experienced and anticipated stigma in HIV and general health services (self-stigma 
was not measured as part of this activity)  

The baseline data, collected from the initial 20 facilities across five regions, suggested that 
intervention activities should focus on addressing concerns about workplace HIV 
transmission, stigmatizing attitudes, and the presence and enforcement of health facility 
policies. Baseline data was shared with facilities through regional participatory 
dissemination meetings. At these meetings, representatives from each facility participated in 
data validation through group review and discussion of the findings, problem identification, 
and solution generation. One key recommendation that emerged from these meetings was to 
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provide stigma and discrimination-reduction training to all levels of staff. Following the 
regional meetings, stigma and discrimination-reduction activities were tailored to address 
the issues highlighted in the baseline findings (Figure 2). In addition to stigma and 
discrimination-reduction trainings, other stigma-reduction activities were developed 
through a participatory process led by facility-based champion teams. The champion teams 
used recommendations from the baseline data dissemination meetings and action planning 
conducted as part of the stigma and discrimination-reduction trainings to design and 
implement final action plans. 

Figure 2. Overall Baseline Findings for Stigma and Discrimination-Related Issues, By Category   

 

Capacity Building for Facility-Owned and -Driven Responses 

Promoting a sustainable response through capacity building and facility ownership was a key 
part of the intervention’s success. This success was achieved through the intervention 
elements outlined below. 

Adaptation of stigma-reduction curriculum  

The content of the training was based on a curriculum developed by the Health Policy 
Project,15 which draws from two decades of implementation of stigma and discrimination-
reduction trainings in nine countries. During a two-day participatory workshop, stakeholders 
in Ghana provided feedback on a draft set of training exercises. The exercises were tailored 
to address the findings of the baseline assessment. Training content was further refined 
during the training of stigma and discrimination-reduction facilitators. Table 2 shows the 
four key actionable drivers of stigma and discrimination, how these relate to the five key 
topic areas covered in the training, and what types of exercises were used to address each 
topic. The final curriculum included 14 participatory exercises. 

Fear of Workplace 
HIV Transmission

• 60% of health 
facility staff 
reported being 
concerned about 
workplace HIV 
transmission.

• 78% of health 
facility staff 
reported using at 
least one of four 
stigmatizing 
avoidance 
behaviors (self-
reported).

Attitudes

• Negative 
attitudes about 
people living with 
HIV and key 
populations were 
prevalent: 

•Over 90% of 
health facility 
staff reported 
one or more of 
nine negative 
attitudes.

Health Facility 
Safety Enviroment

• Lack of 
confidentiality--a 
key issue:

•25% of health 
facility staff  
questioned the  
confidetiality of 
HIV test results 
in their facilities.

•30% of clients 
did not believe 
HIV medical 
records are kept 
confidentially.

• 70% of health 
facility staff were 
hestitant to get 
tested for HIV in 
their facility.

Manifestations

• Over half of 
health workers 
reported 
observing 
discrimination in 
the health facility.

• One quarter of 
clients reported 
experiencing 
discrimination in 
HIV services in the 
past six months.

Consequences

•Over one-third of 
clients were not 
using their closest 
HIV clinic, with 
74% citing stigma 
as a key reason 
for this.

•Over half of 
clients reported 
anticipated 
stigma leading to 
delay or 
avoidance of HIV 
services
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Table 2. Training Topic Areas and Exercises  

Topic  Corresponding Exercise 
Actionable Drivers of Stigma 

and Discrimination Addressed 

Create awareness of what 

stigma is in concrete terms 

Identify stigma and 

discrimination through pictures; 

analyze stigma in health facilities 

Awareness; facility environment 

Understand and address fear of 

workplace HIV transmission  

Understand and address fear of 

workplace HIV transmission  

Fear of HIV transmission; facility 

environment 

Gender and sexual diversity; 

stigma and discrimination 

toward key populations 

Sexual diversity education and 

terminology; learn about and 

connect stigma to human rights   

Attitudes 

Building empathy and reducing 

distance (contact strategies) 

Listen to firsthand experiences 

from members of key 

populations and people living 

with HIV; discuss experiences in 

health facilities; engage in self-

reflection 

Awareness; attitudes; fear of 

transmission 

Working to create change  Develop realistic strategies and 

a code of practice and action 

plan 

Facility environment 

 

Engagement of facility management 

From the outset, the team deliberately and 
continually engaged facility management in each 
step of the activity. This promoted facility ownership, 
ensured intervention activities were tailored to each 
facility’s unique context, and facilitated a supportive 
environment for health facility staff to engage in 
stigma and discrimination-reduction interventions. 
Throughout the activity, the EARC senior technical 
advisor held in-person and phone meetings with and 
each facility’s management.  

Management was involved in selecting facility staff and clients to be trained as stigma and 
discrimination-reduction facilitators and were among the first trainees to attend the 
participatory stigma and discrimination-reduction trainings rolled out at facilities. In some 
cases, management also participated in facility stigma and discrimination-reduction 
champion teams (see below).   

Facilitation teams 

In consultation with facility management, teams of four stigma and discrimination-reduction 
facilitators from each intervention facility were selected to attend a five-day offsite training-
of-facilitators. Each facility team included two facility staff and two community members 
(i.e., people living with HIV and key population members) either attending the facility or 
living in the facility catchment area. Led by master trainers from Zambia with over 15 years 
of participatory stigma and discrimination-reduction training experience, the training-of-
facilitators built trainees’ participatory facilitation skills, knowledge of relevant content, and 
comfort and confidence as trainers. Following offsite training, facilitators returned to their 
respective facilities for five days of onsite coaching, during which they led trainings with the 
master trainers from Zambia providing feedback and support. After five days of coaching, 
training teams carried out the remaining trainings on their own. Having training capacity 

 “Management involvement, 

including attending the trainings and 

support, was very important to us 

being able to change things.” 

—Mr. Joseph Tetteh, Champion Team 

Leader and Physician Assistant In-charge 

of antiretroviral therapy (ART) clinic       
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within facilities enables them to continue delivering stigma and discrimination-reduction 
trainings after this activity is completed. 

Participatory training 

Creation of a stigma-free facility requires the 
participation of all levels of staff, both medical and 
non-medical. Recognizing this, a series of two-day 
participatory trainings, at which all levels of staff 
across departments were trained together (maximum 
of 30 participants per training), was delivered in 
each of the five intervention facilities. This approach 
minimized disruption of service delivery, as only one 
or two people per department and level were selected 
to attend each training. This approach had the added 
benefit of building relationships among staff from 
different departments and levels, who, in many cases 
had rarely interacted with each other before. The 
trainings were held at facilities, with facilities 
providing the training space. The training was 
extremely well received across all facilities. The 
facilities found the training to be so useful that they opted to use some of the seed money 
they were granted to train more staff, although the funds were originally provided to enable 
facilities to develop and implement other stigma and discrimination-reduction activities. 
Table 3 shows the number of staff trained in each intervention facility, the additional staff 
that facilities elected to train, and the total number of staff trained (see Annex A, Table A10 
for details on levels of staff trained). 

Table 3. Number of Staff Trained, By Intervention Facility 

Indicator  
Tema 

General 

Bekwai 

Municipal 

St Martins 

de Porres 

Agomanya 

Holy 

Family 

Berekum 

St Martins 

de Porres 

Eikwe 

Total 

Number of Staff Initially 

Trained (By Project) 
419 148 142 144 132 985 

Number of Additional Staff 

Trained (By Facilities) 
* 40 50 50 103 243 

Total Number and 

Percentage of Staff Trained 

419 

(61%) 

188 

(97%) 

192 

(89%) 

194 

(94%) 

235 

(81%) 

1,228 

(79%) 

* 104 additional staff had been trained by March 2018. However, these staff did not receive the full two-

day training. They received training, during departmental meetings, on six of the 13 training topics 

generally included in the two-day training.    

Champion teams 

Champion teams, comprised of eight to 10 health facility staff—representing multiple 
departments, levels of staff, and management (Annex A, Table A11)—were identified in each 
of the intervention facilities and empowered by facility management to work collaboratively 
to reduce stigma and discrimination. Champion team members were selected based on their 
enthusiasm during the training, interest in being part of the team, and potential to influence 
colleagues. Each team was provided with a seed grant of around $5000 to support stigma 
and discrimination-reduction activities that they developed, prioritized, and implemented in 
their respective facilities with technical assistance from EARC. 

“The training improved staff 

interaction—we got to know staff 

from other departments and doing 

different jobs. Because of the way 

the training mixed staff—doctors 

worked with cleaners; nurses worked 

with security and so forth. Now we 

have improved patient referral within 

our facility. Because we now know 

each other, we can call each other 

easily to ask for help for a specific 

client.” 

—Rev. Sister Anna,  

Holy Family Hospital 
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Intervention Components 

Champion teams at each facility selected, tailored, and implemented specific intervention 
components based on the needs of that facility (identified by the champion teams). The 
interventions were tailored to promote facility ownership, however every facility intervention 
included the core training package. For the most part, facilities selected similar activities. 
Intervention components included the following: 

 Stigma and discrimination-reduction initiative “launches” to increase 
knowledge about the initiative among health facility clients and staff. Launches 
varied by facility. Examples of launch activities include public celebratory events, 
staff marches through communities announcing kick-off, and formal opening 
activities at the facility. Completed by all facilities. 

 Anti-stigma and discrimination banners at facility gates to raise awareness in 
the facility and the community and to announce the facility’s commitment to 
delivering stigma-free care. Completed by all facilities. 

 Additional stigma and discrimination-reduction trainings to reach health 
facility staff who did not participate in the original training. Completed by all 
facilities: Four facilities implemented the full two-day training, while Tema 
integrated six of the participatory exercises into routine departmental meetings.   

 Quality, quantity, route of transmission (QQR) information sheet, code of 
ethics, and standard precaution guidelines printed and distributed. 
Completed by all facilities, ongoing at St. Martin De Porres, Eikwe. 

 Stigma and discrimination-reduction posters developed and displayed. 
Completed by all facilities, ongoing at St. Martin de Porres, Eikwe. 

 Reporting mechanisms for complaints and compliments developed for 
clients and health facility staff to report positive and negative experiences in the 
facility. Completed at Berekum Holy Family hospital and Tema General hospital, in 
progress at St. Martin de Porres, Eikwe. 

 Staff nametags to encourage positive client-provider relationships. Completed at 
St. Martin de Porres, Eikwe. 
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3.  Effective 

The activity resulted in reduced stigma. 

The activity evaluated the intervention’s effects by 
comparing baseline and endline survey data from 
health facility staff. The trend across most of the 
stigma and discrimination indicators was an 
improvement pre- to post-intervention within 
intervention facilities, as well as more change 
documented in intervention relative to comparison 
facilities. Some indicators changed more significantly 
than others. For example, changes in fear of HIV 
transmission and resulting stigmatizing avoidance 
behaviors were larger and more statistically 
significanti than changes in attitudes, which were 
expected to change more slowly. Overall, the endline 
data show significant positive change (reductions in 
stigma) as a result of this relatively short 
intervention. At endline, both health facility staff and 
clients reported that they felt the behavior of health 
workers toward clients was significantly better than a 
year ago. However, there is a need to continue deepening and extending these changes by 
sustaining ongoing activities. 

Evaluation Methodology 

A representative baseline (n=717 females/432 males; August 2017) and endline (n=778 
females/371 males; April 2018) were established for the activity. The surveys captured 
drivers and manifestations of stigma from health facility staff in 10 high HIV caseload 
facilities (five intervention matched with five comparison), in five regions (one intervention 
and one comparison facility per region). The evaluation methodology used a two-pronged 
methodology to compare baseline to endline data across all levels of health facility staff: 1) 
before (pre) and after (post) intervention trends were examined in both intervention and 
comparison facilities, and 2) difference-in-differences were calculated—changes within 
intervention facilities were compared to changes in comparison facilities over the same 
period. This comparison helps demonstrate that changes observed in intervention facilities 
were related to the intervention. Difference-in-differences were calculated by fitting 
generalized linear models with identity link functions and binomial error distributions. 
Standard errors were clustered by facility. The sample was powered to detect change in key 
stigma and discrimination indicators among health facility staff. A simple random sample 
was selected within job strata (senior-level medical/behavioral, mid-level 
medical/behavioral, and administrative/support/other). While data was collected from 
clients living with HIV at both baseline and endline, the size and convenience nature of the 
sample did not allow for statistical power necessary to detect pre-post changes. Therefore, 
the evaluation focuses on health facility staff. 

                                                        

i p values indicate statistical significance. Values less than p=0.05 are considered statistically 
significant. Values less than p=0.01 are considered highly significant. Values greater than p=0.05, but 
less than p= 0.1 are considered marginally statistically significant. 

“I am free! As a model of hope* I 

was called to come to the ward to 

care for (wash, change the patient 

bed, clothes, etc.) in-patients living 

with HIV who didn’t have family 

around. They would call me at all 

hours of night or day to come and 

take care of “your” people. Now, 

the staff take care of the patients 

themselves. I am now free.” 

—Mr. Theophilus Agbogyalo, Model of 

Hope,* Agomanya Hospital 

*Peer navigators assigned to help 

peers living with HIV and conduct 

follow-up to increase linkage and 

retention 

 



Understanding and Responding to Stigma and Discrimination in Health Facilities in Ghana 

10 

Selected Key Findings 

Fear of workplace HIV transmission and 

stigmatizing avoidance behaviors 

Fear of contracting HIV while caring for clients 
living with HIV can lead healthcare providers to 
engage in stigmatizing avoidance behaviors. These 
include the unnecessary use of protective measures 
(e.g., using gloves selectively, double gloving, or 
avoiding physical contact) that providers think will 
shield them from HIV transmission when caring for 
clients living with HIV. In addition to being 
stigmatizing, such behaviors can lead to involuntary 
disclosure of HIV status by visibly marking clients as 
“dangerous” and “different” to all present, including 
family members, other clients, and other facility 
staff. The intervention addressed both the fears that 
drive stigmatizing avoidance behaviors, as well as 
the behaviors themselves. 

Fear. The intervention addressed providers’ fears by 
strengthening their knowledge of and belief in routes 
of HIV transmission, standard precautions, and 
post-exposure prophylaxis (PEP). At endline, health 
facility staff’s concern (self-reported) about 
contracting HIV while caring for clients living with 
HIV had declined significantly in intervention 
facilities (Appendix A) for all four routine tasks and 
the composite (see Table 4 and Figure 3). In 
addition, significant difference-in-differences 
between intervention and comparison facilities were 
observed for the composite and all tasks except 
temperature taking (Appendix B). The endline data 
indicate significantly greater change in intervention 
facilities relative to comparison facilities. 

Figure 3. Fear of HIV Transmission while Caring for Clients Living with HIV (Health Facility 

Staff), Composite (At Least One of Four Items), Pre- and Post-Intervention Data 
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3%
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“Fear has reduced—before some 

staff used to put gloves for feeding 

and dispensing medication to in-

patients living with HIV. This does 

not happen anymore.” 

--Mr. Kofi Atakorah-Yeboah Jr, 

Champion Team Member 

 

Table 4. Measures—Fear of 

Workplace HIV Transmission 

Measures 

1. Touching the clothing of a client 

living with HIV* 

2. Dressing the wounds of a client 

living with HIV 

3. Drawing blood from a client living 

with HIV 

4. Taking the temperature of a client 

living with HIV 

Composite: Expressed fear about at 

least one of the above items 

*Non-medical staff were only asked 

about the first item. 
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Unnecessary stigmatizing avoidance 
behaviors were measured through four 
self-reported actions and a composite (Table 
5). All four measures and the composite 
dropped significantly in intervention 
facilities (Figure 4 and Appendix A). The 
decline in stigmatizing avoidance behaviors 
was significantly larger (15.65%; p=.011) 
than in comparison facilities (difference-in-
differences, composite measure). Staff and 
volunteers at the facilities also commented 
on how reduced fear had brought about 
behavioral changes, with health facility staff 
interacting more freely with clients living 
with HIV. Changes in provider behavior 
noted by staff and volunteers included 
delivering basic care that had been avoided 
before, using single gloves universally for all 
clients, and no longer shunting inpatients 
living with HIV to the far reaches of the 
wards. 

Figure 4. Stigmatizing Avoidance Behaviors (Health Facility Staff), Composite (At Least 

One of Four Items), Pre- and Post-intervention Data 
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Health facility safety environment 

Health facility safety environment—whether the facility provides staff with the knowledge, 
protocols, and supplies they need to protect themselves from workplace infection exposure of 
any kind—influences whether the facility environment is conducive to the provision of non-
stigmatizing care, particularly the extent to which staff engage in unnecessary stigmatizing 
avoidance behaviors. To measure the health facility environment, staff were asked to what 
extent the following statements were true:  

1) Staff have adequate personal protective equipment. 

2) Standardized procedures and protocols are in place to reduce workplace risk of HIV 
transmission.  

3) Staff have access to PEP. 

4) PEP protocols are placed where all staff can see them. 

Table 5. Measures—Unnecessary 

Stigmatizing Avoidance Behaviors Used 

with Clients Living with HIV (Self-

Reported) 

Measures 

Routinely engage in the following behaviors 

with clients living with HIV: 

1. Avoiding physical contact 

2. Wearing double gloves 

3. Wearing gloves during all aspects of 

patient care 

4. Using extra precautionary measures 

Composite: Routinely engage in at least one 

of the above behaviors 
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While the trend for all four items was positive for intervention facilities (Appendix A), only 
one item showed a statistically significant change: The percentage of staff reporting that 
their facility placed PEP protocols so as to be visible to all staff increased from 71 percent to 
75 percent (p=.000) in intervention facilities, while dropping from 66 percent to 57 percent 
in comparison facilities. Health facility safety environment is clearly an area that needs more 
attention by health facilities and the national HIV response. 

Figure 5. Attitude Changes (Health Facility Staff)—Would Feel Shame If a Family Member 

Were Living with HIV, Pre- and Post-Intervention Data 
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Attitudes 

Health facility staff were asked to what extent they agreed with nine attitudinal questions 
capturing judgment (e.g., HIV is a punishment for bad behavior), shame (e.g., I would be 
ashamed if a family member were living with HIV), and attitudes toward the reproductive 
rights of women living with HIV (e.g., women living with HIV should be allowed to have 
babies if they wish). Overall, there was a downward trend in negative attitudes in both 
intervention and comparison facilities (Appendix A). For some items, drops in intervention 
facilities were larger than in comparison facilities (Figure 5). The composite (stigmatizing 
response to at least one of the nine statements) dropped from 97 percent to 81.5 percent 
(p=.0004) in intervention facilities, with a similar drop observed in comparison facilities 
(from 98.5 percent to 88 percent, p=.0002). Attitudes related to women’s reproductive 
rights did not change significantly in either intervention or comparison facilities. As attitudes 
are often deeply rooted and often take longer to shift than other facets of stigma and 
discrimination (e.g., fear of transmission), it is encouraging to see the observed 
improvements in response to a relatively brief intervention. 

Willingness to care for key populations  

One way stigma and discrimination manifests in health facilities is the hesitancy of facility 
staff to care for specific groups of clients. To measure this aspect of stigma and 
discrimination in relation to three key populations,—men who have sex with men (MSM), 
sex workers, and sexually active adolescents—health facility staff were asked how hesitant 
they thought other staff were to care for these groups. Staff were also asked about their own 
personal preferences not to provide services to these groups (Appendix A, Tables A6 and A7). 
Overall, post-intervention, staff in both intervention and comparison facilities perceived a 
decline in colleagues’ hesitancy to care for the three client groups in comparison with pre-
intervention levels. This decline was more frequently statistically significant in intervention 
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facilities than in comparison facilities. For example, 
perceived hesitancy to care for clients living with HIV 
dropped a statistically significant 14 percent (p=.000) 
in intervention facilities compared to a non-significant 
7 percent (p=.102) drop in comparison facilities. 
Similarly, perceived hesitancy to care for MSM dropped 
10 percent (p=.000) in intervention facilities 
(statistically significant) compared to a 4 percent drop 
(p=.396) in comparison facilities (not statistically 
significant). When asked about their own preferences, 
staff respondents in intervention facilities were 
significantly less likely than respondents in comparison 
facilities to state that they preferred not to provide 
services to the three client groups. The difference-in-
differences between intervention and comparison 
facilities is highly significant (14 percent, p=.001) 
(Figure 6). 

Figure 6. Self-Reported Preference of Health Facility Staff Not to Provide Services to Men 

Who Have Sex with Men, Difference-of-Differences 

 

Influence of stigma on health facility staff 

Health facility staff are also impacted by stigma and discrimination. Observing stigma and 
discrimination in their own facilities, staff may be hesitant to seek HIV testing or treatment, 
for fear of unwanted disclosure and being subjected to stigma and discrimination. At 
baseline, over 40 percent of health facility staff respondents indicated that they thought their 
colleagues were hesitant to work alongside someone living with HIV; reinforcing perceptions 
that there is a possibility of experiencing stigma and discrimination from health facility 
colleagues. While a statistically significant drop (6.5 percent, p=.016) in this number was 
recorded in intervention facilities, over one-third of endline respondents still indicated that 
they felt colleagues would be hesitant to work with a colleague living with HIV. Staff were 
asked about how hesitant they thought their colleagues would be to test for HIV due to fear 
of others’ reactions if the test were positive, as well as their own hesitancy to test. They were 
also asked about colleagues’ hesitancy to seek HIV care in the facility if they were living with 
HIV and their own confidence that in their facility an HIV test would be kept confidential. 
While all these items showed improvement (Table A8 in Appendix A), statistically significant 
improvements in intervention over comparison sites occurred for two items: own hesitancy 

“Since the training, we have 

seen an increase in MSM living 

with HIV coming for services. We 

think this is mostly due to the 

change in our staff and how they 

interact with key populations. 

We also see MSM coming freely 

for their medicines during 

regular facility hours. Before, 

they preferred coming after 

hours to avoid being seen by 

staff.”  

—Mr. Kofi Atakorah-Yeboah Jr, 

Champion Team Member,  

Bekwai Hospital 
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to test (Figure 7) and perception of the willingness of health facility staff living with HIV to 
seek treatment in the facility. While improvements were documented pre-post, there is 
clearly a need for additional stigma and discrimination-reduction work to build health 
workers’ own confidence that it is safe to access HIV testing and treatment in their own 
facilities. 

Figure 7. Facility Environment—Own Hesitancy (Self-Reported) of Health Facility Staff to 

Test for HIV in Own Facility Due to Fear of Others’ Reactions to a Positive Test Result, 

Pre- and Post-intervention Data 
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4. Intervention Costs

The Stigma and discrimination-reduction activity included a costing study, which examined 
the in-country costs of the stigma and discrimination-reduction intervention components 
separately from the research costs for the baseline assessment and evaluation. This section 
presents a summary of intervention activity costs from that study. The intervention portion 
of the activity consisted of five main cost categories:  

1) Human resources (e.g., EARC staff time needed to perform all technical assistance 
for the activities)

2) Capacity building (e.g., cost of master trainers, training of facility stigma and 
discrimination-reduction facilitators)

3) Facility interventions (e.g., small seed grants to each facility for stigma and 
discrimination-reduction activities, rollout of facility trainings)

4) Office expenses and other direct costs (e.g., office rent, accounting, insurance)

5) In-kind contributions (e.g., facility donations of training space, health facility staff 
time to attend trainings) 

Direct costs for each cost category were derived from EARC’s budget for providing financial 
and technical assistance to intervention facilities for implementation of stigma and 
discrimination-reduction activities. Direct costs included individual facility intervention 
costs as well as costs that covered all facilities such as adapting training materials to the 
Ghanaian context and conducting training of facilitators and onsite coaching—provided by 
external master trainers who traveled from Zambia—for facilitation teams from each facility. 
In addition, the costing study captured in-kind contributions made by intervention facilities 
themselves, which included providing training space and donating staff time and two days’ 
salary for each staff person trained (e.g., facilities continued to pay staff while they attended 
the two-day stigma and discrimination-reduction training). Staff attending the training 
received no per diem, as the training was held onsite. The analysis used the exchange rate of 
Ghanaian cedi (GH¢) 4.20 to US$1.00 to calculate the cost per client living with HIV served, 
as well as the cost per total client population served both with and without in-kind 
contributions. 

The costing analysis found cost per client served per 
year to be relatively low (Table 6). In the five 
intervention facilities, 5,404 clients living with HIV 
benefited from the stigma and discrimination-
reduction interventions, amounting to a direct cost 
per beneficiary per year of US$52.47 without in-
kind contributions, or US$90.52 with in-kind 
contributions. It is important to note that investing 
in stigma and discrimination reduction will 
improve the efficiency and effectiveness of other 

investments in the HIV response, as reducing stigma and discrimination in health facilities 
allows people living with HIV to safely seek care and treatment, information, counseling, 
testing, and other prevention services without fear.6–11 Given the demonstrated negative 
effects of stigma and discrimination on each step of the HIV treatment cascade, small 
investments in stigma and discrimination reduction should render investments in 
interventions related to HIV testing, linkage to care, and medication adherence more 
effective and efficient. 

Facilities indicated that, by improving quality of care across the whole facility, the stigma 
and discrimination-reduction activities provided benefits for all clients attending these 
facilities, not only for clients living with HIV. Therefore, the costing analysis also examined 

 “We feel that our numbers have 

increased in the ART clinic since the 

intervention. We also feel that the 

overall attendance at the facility has 

increased. This intervention has 

helped our facility beyond just HIV.”  

—Rev. Sister Anna, Holy Family Hospital 
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the cost per client for all clients served by these five facilities. The total number of people 
benefiting from the stigma and discrimination-reduction interventions is 653,937 (all five 
facilities), which translates to a cost of US$0.43 per client served per year in direct costs, or 
US$0.75 per client per year with in-kind costs added. In 2014, the total expenditure on 
health per capita in Ghana was US$145.16 At this per capita investment, the US$0.43 overall 
investment in stigma and discrimination reduction would translate to 0.3 percent per 
person. The Ghanaian government is placing greater emphasis on increasing preventive 
healthcare services,17 improving quality of care, and reaching all with universal health care. 
Integration of these stigma and discrimination-reduction interventions into the health 
delivery system would be beneficial, given their relative minimal costs and potential to 
increase access for all people, particularly for the poorest and most marginalized 
populations. Investing in stigma and discrimination-reduction interventions in health 
facilities has potentially high impact for the whole Ghanaian population. 

Table 6. Ghana Stigma and Discrimination Activity Costs per Client Served Per Year for 

Beneficiaries Living with HIV and Total Beneficiary Population (US$) 

Cost per Client 
Living with HIV 
Served (Without 

In-kind Donations) 

Cost per Client 
Living with HIV 

Served (With In-
kind Donations) 

Cost per Client, 
Served, All Clients 

(Without In-kind 
Donations) 

Cost per Client, 
Served, All Clients 

(With In-kind 
Donations) 

$52.47 $90.52 $0.43 $0.75 
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5.  Adaptable 

The activity is easily modifiable and scalable across settings and stigmas, 

both within Ghana and beyond.  

The Ghana stigma and discrimination-reduction activity is a highly adaptable model that was 
scalable across facilities in five regions in Ghana. The activity design and elements can be 
further adapted to serve other regions in the country. Similar facility-based stigma and 
discrimination-reduction intervention activities have been successfully completed in other 
countries and contexts, including Tanzania and Thailand.  

Key elements for success included the following:  

 Use of data to define challenges, catalyze action, shape responses and evaluate 
progress 

 Participatory nature of each step of the process 

o Adaptation of questionnaires and training tools to the setting through 
stakeholder input 

o Dissemination of baseline results to facilities for validation and development 
of recommendations  

o Provision of stigma and discrimination-reduction training using participatory 
techniques that engage all levels of staff in problem identification and solution 
generation 

 Emphasis on facility leadership and ownership  

o Early and continual commitment from management  

o Capacity building within facilities—trainers are facility staff and clients and 
champion teams are formed in each facility 

o Engagement and recognition of all levels of staff, medical and non-medical, as 
important to creating a stigma-free health facility  

 Focus on addressing key actionable drivers of stigma and discrimination 

These key elements have supported the activity’s success in Ghana, and the success of similar 
stigma and discrimination-reduction interventions in Tanzania and Thailand. The HP+ 
stigma and discrimination intervention model is adaptable for use in different settings. The 
approach and its core elements can easily be adapted to address other stigmas alongside 
HIV, as well as to address intersecting stigmas.  For example, in Ghana, in addition to HIV-
related stigma, the activity included a focus on key populations, while in Tanzania, HP+ 
incorporated an additional focus on stigma toward young people seeking sexual and 
reproductive health services.  
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6. Scaling Up in Ghana 

Following endline analysis, including facility- and national-level dissemination of evaluation 
results, the recommendations below (Figure 8) were developed for scaling up the activity 
within the country.  

Figure 8. Recommendations for Scaling Up in Ghana 

 

These recommendations recognize that, although the intervention significantly reduced 
stigma and discrimination in health facilities in a short period of time, there is still more 
work to do be done. There is a distinct need to accelerate, sustain, and expand stigma and 
discrimination-reduction activities across Ghana. Integrating stigma and discrimination-
reduction trainings into ongoing activities and capacity building efforts for health facility 
staff will benefit all clients of health facilities. 

  

Recommendation 1 

Recommendation 2 

Sustain and Accelerate 
Progress in Current 
Intervention Facilities 

Expand Intervention to 
All Health Facilities to 
Align with Ghana’s 
“Treat All” Policy 

Build a Sustainable 
National Response 

 Expand number of stigma-

reduction facilitators in 

each facility 

 Include stigma-reduction 

training in routine 

orientation for new staff 

 Conduct refresher 

trainings 

 Incorporate stigma and 

discrimination into 

routine staff meetings on 

an ongoing basis 
 

Recommendation 3 

 Train 8-10 trainers 

(facility staff and clients) 

per facility (depending on 

facility size) 

 Roll out stigma-reduction 

training for facility staff 

(clinical and non-clinical) 

 Form champion teams to 

design and implement 

other stigma-reduction 

activities (including 

providing seed funds) 

 After the initial effort, 

shift to a sustained 
response 

 Develop a cadre of master 

stigma-reduction trainers able 

to train facility-level facilitators 

oCould start with the 

strongest trainers from 

current intervention 

facilities 

oCascade training-of- 

trainers  

 Strengthen focus on stigma and 

discrimination in pre-service 

training of health workers 

oReview current curricula for 

HIV basics and stigma and 

discrimination reduction 

oConsider incorporating 

participatory stigma-

reduction training into pre-

service training 

 Integrate routine monitoring of 

key stigma and discrimination 

indicators into strategic 
information data collection 

 Overall 

 Strengthen reporting and redress systems  

 Review facility guidelines on confidentiality and on non-discrimination toward specific groups and 

consider making these guidelines more specific 

 Improve enforcement of policies and guidelines 

 Integrate stigma and discrimination trainings and activities into ongoing trainings and capacity 

building efforts for healthcare providers 
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Annex A. Ghana Health Facility Staff Results: 

Baseline and Endline Frequencies, Intervention and 

Comparison Facilities   

Table A1. Demographics of Health Facility Staff 

Demographics 
  Baseline  

(pre-intervention) 

Endline 

(post-intervention) 

Age Intervention 

Group 

18-24 13.8% (n=581) 6.9% (n=594) 

25-34 43.5% (n=581) 45.8% (n=594) 

35-44 23.8% (n=581) 29.8% (n=594) 

45-54 11.5% (n=581) 12.8% (n=594) 

55 and over 7.4% (n=581) 4.7% (n=594) 

Comparison 

Group 

18-24 10.4% (n=538) 4.2% (n=530) 

25-34 48.9% (n=538) 43.4% (n=530) 

35-44 24.0% (n=538) 37.0% (n=530) 

45-54 8.6% (n=538) 9.4% (n=530) 

55 and over 8.2% (n=538) 6.0% (n=530) 

Sex 

Intervention 

Group 

Female 61.3% (n=595) 64.8% (n=597) 

Male 38.7% (n=595) 35.2% (n=597) 

Comparison 

Group 

Female 63.5% (n=554) 70.8% (n=552) 

Male 36.5% (n=554) 29.2% (n=552) 

Highest Level 

of School 

Completed 

Intervention 

Group 

None 0.0% (n=583) 0% (n=588) 

Primary/Basic/Middle 

School 6.7% (n=583) 

4.9% (n=588) 

Technical/Vocational 1.9% (n=583) 1.4% (n=588) 

Secondary 9.9% (n=583) 22.3% (n=588) 

Tertiary 81.5% (n=583) 71.4% (n=588) 

Comparison 

Group 

None 0.9% (n=547) 0.2% (n=541) 

Primary/Basic/Middle 

School 8.0% (n=547) 

4.8% (n=541) 

Technical/Vocational 1.5% (n=547) 1.5% (n=541) 

Secondary 6.9% (n=547) 5.2% (n=541) 

Tertiary 82.4% (n=547) 88.4% (n=541) 
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Demographics 
  Baseline  

(pre-intervention) 

Endline 

(post-intervention) 

Current Job Intervention 

Group 

Senior Medical 6.5% (n=599) 7.9% (n=599) 

Mid-Level Medical 76.5% (n=599) 75.1% (n=599) 

Admin and Support 15.9% (n=599) 17.0% (n=599) 

Not stated 1.2% (n=599) 0% (n=599) 

Comparison 

Group 

Senior Medical 4.7% (n=555) 6.3% (n=555) 

Mid-Level Medical 73.9% (n=555) 78.4% (n=555) 

Admin and Support 20.2% (n=555) 15.3% (n=555) 

Not stated 1.3% (n=555) 0% (n=555) 

Time in Facility Intervention 

Group 

Less than two years 24.5% (n=568) 24.5% (n=592) 

2-3 years, 11 months 28.2% (n=568) 32.4% (n=592) 

5 years or more 47.4% (n=568) 43.1% (n=592) 

Comparison 

Group 

Less than two years 27.1% (n=532) 22.9% (n=538) 

2-3 years, 11 months 32.0% (n=532) 30.5% (n=538) 

5 years or more 41.0% (n=532) 46.7% (n=538) 

Received 

Training 

Intervention 

Group 

Infection control and 

universal precautions 

9.9% (n=588) 82.3% (n=592) 

Patients’ informed 

consent, privacy, and 

confidentiality 

13.4% (n=588) 82.4% (n=578) 

HIV-related stigma 

and discrimination 

21.6% (n=588) 86.4% (n=587) 

Key population 

stigma and 

discrimination 

43.7% (n=588) 79.3% (n=576) 

Comparison 

Group 

Infection control and 

universal precautions 

11.4% (n=542) 66.4% (n=545) 

Patients’ informed 

consent, privacy, and 

confidentiality 

17.5% (n=542) 59.7% (n=529) 

HIV-related stigma 

and discrimination 

21.4% (n=542) 46.1% (n=540) 

Key population 

stigma and 

discrimination 

38.0% (n=542) 34.0% (n=539) 
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Table A2. Fear of Workplace HIV Transmission: Fear of HIV Transmission while Caring for 

Clients Living with HIV 

Worry About HIV 

Transmission via  
Group 

Baseline  

(Pre-intervention) 

Endline 

(Post-intervention) 

Percent Change  

(Pre-/Post-

intervention) 

Touching 

clothing/bedding of 

person living with HIV 

Intervention  33.7% (n=490) 13.5% (n=458) 20.1% p=0.000 

Comparison 

Group 

35.2% (n=463) 26.3% (n=437) 8.9% p=0.007 

Taking temperature 
of a person living 
with HIV 

Intervention  17.3% (n=411) 6.2% (n=421) 11.1% p=0.001 

Comparison  18.0% (n=384) 13.6% (n=398) 4.4% p=0.255 

Dressing wounds of a 
person living with HIV 

Intervention  48.3% (n=385) 20.% (n=390) 28.3% p=0.000 

Comparison  51.5% (n=363) 42.0% (n=376) 9.5% p=0.008 

Drawing blood from a 

person living with HIV 

Intervention  50.5% (n=416) 23.4% (n=398) 27.1% p=0.000 

Comparison  50.4% (n=381) 46.7% (n=394) 3.7% p=0.317 

Composite indicator 

(Expressed worry about 

one or more of the 

above activities) 

Intervention  56.3% (n=455) 28.5% (n=452) 26.9% p=0.000 

Comparison  58.5% (n=417) 55.4% (n=428) 2.9% p=0.596 

 

Table A3. Stigmatizing Avoidance Behaviors 

Routinely Engage in the 

Following Unnecessary 

Stigmatizing Avoidance 

Behaviors with Clients 

Living with HIV 

Group 
Baseline (Pre-

intervention) 

Endline (Post-

intervention) 

Percent Change 

(Pre-/Post-

intervention) 

Avoiding physical contact Intervention  13.8% (n=499) 5.8% (n=469) 8.1% p=0.000 

Comparison 

Group 

16.7% (n=432) 10.3% (n=499) 6.4% p=0.000 

Wearing double gloves  Intervention  29.2% (n=438) 12.7% (n=433) 16.5% p=0.000 

Comparison  28.6% (n=392) 28.8% (n=410) +0.2% p=0.955 

Wearing gloves during all 

aspects of patient care 

Intervention  47.0% (n=443) 29.9% (n=442) 17.1% p=0.000 

Comparison  55.1% (n=392) 42.0% (n=421) 13.1% p=0.000 

Using extra precautionary 

measures 

Intervention  60.1% (n=438) 29.1% (n=440) 31.0% p=0.000 

Comparison  58.4% (n=389) 52.1% (n=411) 6.3% p=0.002 

Composite indicator 

(engage in at least one of 

the above behaviors) 

Intervention  69.2% (n=519) 45.5% (n=499) 23.7% p=0.000 

Comparison  73.8% (n=461) 65.6% (n=462) 8.2% p=0.002 
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Table A4. Perceptions of Health Facility Safety Environment 

Agreement with Statements 

Related to Health Facility 

Safety Environment 

    

Group 

Baseline  

(Pre-

intervention) 

Endline 

(Post-

intervention) 

Percent 

Change  

(Pre-/Post-

intervention) 

My facility has post-exposure 

prophylactic (PEP) protocol 

placed where all staff can see. 

Intervention  70.9% (n=578) 74.7% (n=581) 3.8% 

p=0.461 

Comparison  66.5% (n=529) 56.8% (n=541) -9.8% 

p=0.025 

I have access to post-exposure 

prophylactic (PEP) medications 

in my health facility. 

Intervention  73.0% (n=586) 77.7% (n=586) 4.7% 

p=0.09 

Comparison  67.6% (n=546) 65.2% (n=543) -2.4% 

p=0.65 

There are adequate supplies 

(personal protective equipment) 

in my health facility that reduce 

my risk of becoming infected 

with HIV. 

Intervention  74.3% (n=587) 79.9% (n=587) 5.6% 

p=0.281 

Comparison  71.3% (n=540) 72.3% (n=545) 1.00% 

p=0.822 

There are standardized 

procedures/protocols in my 

health facility that reduce my 

risk of becoming infected with 

HIV. 

Intervention  81.5% (n=589) 87.3% (n=584) 5.8% 

p=0.074 

Comparison  81.2% (n=542) 78.9% (n=544) 2.3% 

p=0.503 
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Table A5. Stigmatizing Attitudes Toward People Living with HIV 

Agreement with Attitude 

Statements  

  

Group 
Baseline  

(Pre-intervention) 

Endline 

(Post-

intervention) 

Percent 

Change  

(Pre-/Post-

intervention) 

Most people living with HIV do 

not care if they infect others. 

Intervention  68.8% (n=581) 62.9% (n=585) 5.9% p=0.058 

Comparison  74.7% (n=545) 69.9% (n=548) 4.8% p=0.064 

People living with HIV should 

be ashamed of themselves. 

Intervention  17.1% (n=589) 12.8% (n=593) 4.3% p=0.08 

Comparison  14.9% (n=545) 12.3% (n=545) 2.6% p=0.498 

Most people living with HIV 

have had many sexual 

partners. 

Intervention  30.5% (n=586) 20.2% (n=589) 10.34% 

p=0.000 

Comparison  32.4% (n=540) 25.6% (n=547) 6.8% p=0.004 

People get infected with HIV 

because they engage in 

irresponsible behavior. 

Intervention  34.1% (n=581) 19.3% (n=592) 14.8% 

p=0.000 

Comparison  33.8% (n=542) 24.5% (n=543) 9.37% 

p=0.000 

HIV is punishment for bad 

behavior. 

Intervention  11.9% (n=586) 4.5% (n=595) 7.41% 

p=0.000 

Comparison  8.7% (n=540) 7.7% (n=545) 0.99% 

p=0.563 

Women living with HIV should 

be allowed to have babies if 

they wish. 

Intervention  15.8% (n=587) 14.9% (n=590) 0.9% p=.741 

Comparison  16.9% (n=543) 16.9% (n=546) 0.1% p=0.947 

I would be ashamed if I had 

HIV. 

Intervention  43.0% (n=586) 33.6% (n=592) 9.4% p=0.01 

Comparison  44.3% (n=537) 35.9% (n=546) 8.4% p=0.023 

I would be ashamed if 

someone in my family had 

HIV. 

Intervention  27.6% (n=587) 18.8% (n=590) 8.8% p=0.003 

Comparison  28.2% (n=543) 24.0% (n=545) 4.1% p=0.276 

A woman living with HIV 

should be provided treatment 

only if she is using family 

planning. 

Intervention  16.7% (n=588) 13.2% (n=590) 3.5% p=0.053 

Comparison  16.7% (n=545) 11.7% (n=538) 5% p=0.219 

Composite indicator 

(agree with at least one of the 

above attitude statements) 

Intervention  97.1% (n=590) 81.5% (n=596) 8.6% p=0.000 

Comparison  98.5% (n=547) 87.7% (n=551) 5.2% p=0.000 
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Table A6. Perceptions of Colleagues’ Willingness to Care for People Living with HIV, Key 

Populations, and Sexually Active Adolescents 

Perceived Hesitancy of Co-

workers to Care for Specific 

Client Groups   

Group Baseline  

(Pre-

intervention) 

Endline 

(Post-

intervention) 

Percent change  

(Pre-/Post-

intervention) 

People living with or thought 

to be living with HIV 

Intervention  46.9% (n=591) 33.2 % (n=593) 13.7% 

p=0.000 

Comparison  45.5% (n=550) 38.3% (n=549) 7.2% 

p=0.103 

Men who have (or are thought 

to have) sex with men 

Intervention  42.9% (n=590) 32.7% (n=590) 10.2% 

p=0.000 

Comparison  40.6% (n=545) 36.8% (n=547) 3.8% 

p=0.396 

Sex workers or people thought 

to be sex workers 

Intervention  41.0% (n=571) 30.1% (n=592) 10.9% 

p=0.000 

Comparison  40.1% (n=538) 31.1% (n=550) 9% 

p=0.000 

Sexually active (or thought to 

be sexually active) 

adolescents  

Intervention  37.2% (n=572) 26.4% (n=587) 10.8% 

p=0.000 

Comparison  39.0% (n=539) 29.4% (n=552) 9.6% 

p=0.000 

People who inject (or are 

thought to inject) drugs for 

non-medical reasons 

Intervention  40.9% (n=572) 28.2% (n=589) 12.7% 

p=0.000 

Comparison  38.2% (n=537) 30.8% (n=548) 7.4% 

p=0.000 

Composite indicator (agree 

with at least one of the above 

statements) 

Intervention  58.7% (n=595) 46.0% (n=594) 12.7% 

p=0.000 

Comparison  57.5% (n=550) 49.8% (n=554) 7.7% 

p=0.016 
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Table A7. Self-reported Own Preference of Health Facility Staff Not to Provide Services to 

Specific Groups 

If I Had a Choice, I Would 

Prefer Not to Provide 

Services to:   

Group 

Baseline  

(Pre-

intervention) 

Endline 

(Post-

intervention) 

Percent 

change  

(Pre-/Post-

intervention) 

Men who have sex with men Intervention  28.6% (n=588) 13.9% (n=591) 14.7% p=0.000 

Comparison  25.1% (n=546) 24.6% (n=550) 0.56% p=.845 

Sex workers  Intervention  18.7% (n=589) 9.6% (n=592) 9.1% p=0.000 

Comparison  17.6% (n=544) 12.4% (n=549) 5.2% p=.06 

Not to provide HIV and other 

sexual and reproductive health 

(SRH) services to sexually 

active adolescents.   

Intervention  12.5% (n=590) 7.5% (n=591) 5.0% p=0.008 

Comparison  11.1% (n=541) 7.7% (n=548) 3.4% p=0.221 

Views on whether care to key populations should be optional 

It should be optional for 

healthcare workers to care for 

key populations (men who 

have sex with men, sex 

workers and drug users) 

Intervention  22.9% (n=589) 14.7 % (n=592) 8.2% 

p=0.000 

Comparison  18.3% (n=545) 13.5 % (n=549) 4.8% 

p=0.137 
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Table A8. Influence of Stigma on Health Facility Staff—Perceptions of Colleagues’ 

Willingness to Test for HIV, Seek HIV Treatment, and Work Alongside a Colleague Living 

with HIV; Own Willingness to Test and Belief in Confidentiality of HIV Test Results 

Variable: Agreement with 

Statement   

   

Group 

Baseline  

(Pre-

intervention) 

Endline 

(Post-

intervention) 

Percent 

change  

(Pre-/Post-

intervention) 

Healthcare workers in this facility are 

hesitant to take an HIV test due to 

fear of other people’s reactions if the 

test is positive. 

Intervention  69.8% 

(n=587) 

61.1% 

(n=588) 

8.7% 

p=0.028 

Comparison  67.1% 

(n=547) 

61.8% 

(n=542) 

5.3% 

p=0.000 

Healthcare workers in this facility are 

hesitant to work alongside a co-

worker living with HIV, regardless of 

their duties. 

Intervention  45.9% 

(n=584) 

39.4% 

(n=589) 

6.5% 

p=0.016 

Comparison  43.7% 

(n=540) 

38.8% 

(n=544) 

4.9% 

p=0.081 

A healthcare work living with HIV 

would be hesitant to seek healthcare 

in this facility. 

Intervention  75.1% 

(n=590) 

62.9% 

(n=591) 

12.2% 

p=0.018 

Comparison  68.7% 

(n=546) 

70.7% 

(n=549) 

-2% 

p=0.502 

I am hesitant to take an HIV test, in 

this facility, due to fear of other 

people’s reactions if the test is 

positive. 

Intervention  58.4% 

(n=591) 

50.4% 

(n=591) 

8% 

p=0.055 

Comparison  52.2% 

(n=552) 

51.4% 

(n=549) 

0.8% 

p=0.695 

Confidence that when you take an 

HIV test in this facility the results will 

be confidential. 

Intervention  77.6% 

(n=589) 

79.6% 

(n=593) 

2.0% 

p=0.266 

Comparison  75.4% 

(n=545) 

78.9% 

(n=550) 

3.5% 

p=0.279 
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Table A9. Health Facility Policies and Working Environment 

Variable: Agreement with 

Statements 
Group 

Baseline  

(Pre-

intervention) 

Endline 

(Post-

intervention) 

Percent 

change  

(Pre-/Post-

intervention) 

My health facility has written 

guidelines to protect people 

living with HIV from 

discrimination. 

Intervention  56.6% (n=583) 69.6%  

(n=585) 

13% 

p=0.000 

Comparison  51.5% (n=540) 55.6%  

(n=541) 

4.2% 

p=0.396 

My facility has guidelines to 

protect clients who are men 

who have sex with men from 

discrimination. 

Intervention  24.2% (n=591) 45.0%  

(n=591) 

20.8% 

p=0.0001 

Comparison  26.3% (n=543) 22.7%  

(n=547) 

-3.6% 

p=0.133 

My facility has guidelines to 

protect clients who are sex 

workers from discrimination. 

Intervention  25.9% (n=586) 44.2%  

(n=582) 

18.3% 

p=0.000 

Comparison  26.8% (n=542) 23.7%  

(n=545) 

-3.1% 

p=0.005 

In my facility, nobody is 

allowed to test a client for HIV 

without his/her knowledge. 

Intervention  73.1% (n=592) 79.0%  

(n=589) 

5.8% 

p=0.035 

Comparison  72.7% (n=543) 79.6% 

 (n=543) 

6.8% 

p=0.01 

I will get into trouble at work if I… 

Discriminate against clients 

living with HIV 

Intervention  86.7% (n=592) 88.5%  

(n=593) 

1.8% 

p=0.095 

Comparison  85.4% (n=547) 91.2%  

(n=548) 

5.9% 

p=0.002 

Discriminate against clients 

who are men who have sex 

with men 

Intervention  70.9% (n=588) 82.9% 

 (n=592) 

12% 

p=0.000 

Comparison  72.9% (n=542) 79.5% 

 (n=546) 

6.6% 

p=0.05 

Discriminate against clients 

who are sex workers 

Intervention  75.0% (n=587) 84.6%  

(n=590) 

9.6% 

p=0.000 

Comparison  75.6% (n=546) 82.2%  

(n=545) 

6.6% 

p=0.030 

Discriminate against sexually 

active adolescents 

Intervention  76.9% (n=588) 84.6%  

(n=591) 

7.7% 

p=0.000 

Comparison  78.8% (n=546) 83.8%  

(n=544) 

5.1% 

p=0.000 

 

Discriminate against clients 

who inject drugs for non-

medical reasons 

Intervention  70.2% (n=591) 81.9%  

 (n=592) 

11.7% 

p=0.000 

Comparison  72.8% (n=545) 77.7%  

(n=546) 

4.8% 

p=0.023 
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A10. Number and Level of Staff Trained, by Intervention Facility  

Staff Level  Tema General  
Bekwai 

Municipal  

St Martins 

De Porres 

Agomanya 

Holy 

Family 

Berekum 

St Martins 

De Porres 

Eikwe 

Totals 

Senior Medical  59 14 6 15 14 108 

Mid-Level Medical  296 136 144 144 197 917 

Admin & Support  64 38 42 35 24 203 

 

Table A11. Champion Teams by Facility, Department, and Level of Staff (Senior Medical, 

Mid-level Medical, Admin and Support) 

Bekwai Municipal Hospital 

No. Name Designation Department Level of Staff 

1 Dr. Prosper Agbeko  Medical Superintendent Office of the Medical 

Superintendent 

Senior Medical 

2 Bernice Ossei Municipal Public Health 

Nurse 

Municipal Health 

Directorate 

Senior Medical 

3 Mabel Adjei Senior Staff Nurse Medical Ward Mid-level Medical  

4 Esther Ashie Senior Staff Midwife ANC Mid-level Medical 

5 Samuel Nuvor Health Care Assistant ART Clinic Mid-level Medical 

6 Benedicta Osei Tutu Senior Staff Nurse Casualty and 

Emergency Ward 

Mid-level Medical 

7 Rukaya Abdulai Administrative Secretary Administration Admin and 

Support  

8 Kofi Atakorah-Yeboah 

Jnr 

Data Manager/Head of 

ART Clinic 

ART Clinic Admin and 

Support  

9 Agyenim Boateng Model of Hope ART Clinic Admin and 

Support  

 

Tema General Hospital 

No. Name Designation Department Level of Staff 

1 Dr. Faustina Akosua Osei-

Manu 

Senior Medical 

Officer 

Outpatient 

Department 

(OPD)/ART Clinic 

Senior Medical 

2 Dr. Nahashon Kali Senior Optometrist Eye Clinic Senior Medical 

3 Doreen Sedinam Gbolonyo Health Service 

Administrator 

Administration Admin and Support 

4 Margaret Amedorme Principal Midwifery 

Officer 

ART Clinic Principal Midwife 

5 Rosemond Mensah Senior Nursing 

Officer 

ANC Senior Medical 
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No. Name Designation Department Level of Staff 

6 Alice Amanor Senior Nursing 

Officer 

Labor Ward Senior Medical 

7 Mercy Nketia-Kyere Physiotherapist Physio Senior Medical 

8 Oliver Gasinu Senior Nursing 

Officer 

Training Unit Senior Medical 

9 Nelly Enyimah Principal Nursing 

Officer 

Neonatal Intensive 

Care Unit (NICU) 

Senior Medical 

10 Joshua Teye Davis Health Information/ 

Data Officer 

ART Clinic Mid-level Medical 

 

Holy Family Hospital, Berekum 

No. Name Designation Department Level of Staff 

1 Dr. Martin Attu Medical 

Director/Deputy Chief 

Medical Officer 

Management  Senior Medical 

2 Mr. Peter Quaque Senior Human 

Resource Manager 

Management  Admin and Support 

3 Fr. Paul Sanage Chaplain/Health 

Instructor 

Management  Senior Medical 

4 Sr. Anna Twumasi Principal Pharmacist Pharmacy Senior Medical 

5 Mr. Eric Sarpong Clinical Psychiatry 

Officer 

Mental Health Mid-level Medical 

6 Nana Elizabeth 

Donsah 

Senior Physician 

Assistant 

OPD/ART Clinic Senior Medical 

7 Mr. Mark  Adjei Institutional In-service 

Coordinator/Principal 

Nursing Officer 

Nursing Service Senior Medical 

8 Miss Clare Nniwiiri Data Officer ART Clinic Mid-level Medical 

9 Mr. Emmanuel Aquah Senior Medical 

Laboratory Scientist 

Laboratory Senior Medical 

10 Mr. Adjei Amankwah Institutional 

Tuberculosis 

Coordinator/Deputy 

Chief Pharmacy 

Assistant 

Pharmacy Mid-level Medical 
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St. Martin’s de Porres Hospital, Agormanya 

No. Name Designation Department Level of Staff 

1 Joseph Tetteh Principal 

Physician’s 

Assistant 

OPD Senior Medical 

2 Ibrahim Yakubu Senior Pharmacy 

Technician 

Pharmacy Mid-level Medical 

3 Sr. Margaret Woode Senior Pharmacist Pharmacy Senior Medical 

4 John Kusi Senior Biomedical 

Scientist 

Lab Senior Medical 

5 Matilda Alorzukey Principal Midwife OPD Senior Medical 

6 Erica Sintim Senior Nursing 

Officer 

Male Ward Senior Medical 

7 Hannah Tetteh Senior Staff Nurse Male Ward Mid-level Medical 

8 Theophilus Agbodjalu Model of Hope HIV Testing Clinic (HTC) Admin and Support 

9 David Atisogbe Senior Finance 

Officer 

Accounting Admin and Support 

10 Abigail Asare Community Health 

Nurse 

HTC Mid-level Medical 

 

  

St. Martin de Porres Hospital, Eikwe 

No. Name Designation Department Level of Staff 

1 Dr. Joseph Amoabeng  Medical Officer Primary Health Care Senior Medical 

2 Mr. John Abakah Administrator Administration Admin and 

Support 

3 Ms. Grace Enyan Public Health Nurse Primary Health Care Mid-level 

Medical 

4 Mr. Patrick Owusu 

Berchie 

Disease Control Officer Primary Health Care Mid-level 

Medical 

5 Mr. George Amoo Adjei Tuberculosis Task 

Shifting Officer 

Primary Health Care Mid-level 

Medical 

6 Ms. Mary Buah General Nurse Children’s Ward Mid-level 

Medical 

7 Mr. David Arthur Enrolled Nurse Main Ward Mid-level 

Medical 

8 Ms. Ethel Tin-Big Physician’s Assistant OPD Mid-level 

Medical 

9 Ms. Anastasia Elekplem Secretary Administration Admin and 

Support 
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Annex B. Difference-of-Differences Results: 

Comparison of Pre/Post Change in Stigma 

Indicators in Intervention Facilities against 

Comparison Facilities 

Table B1. Change (Decrease) in Health Facility Staff Fear of HIV Transmission while 

Caring for Clients Living with HIV, Baseline to Endline, and Difference in Change Between 

Intervention and Comparison Groups 

Variable : Worry About HIV 

Transmission via 

Intervention Group:  

Percent Change 

(Decrease) 

Comparison 

Group: Percent 

Change 

(Decrease)  

Difference in Change 

Between Intervention 

and Comparison Groups 

Touching clothing/bedding 

of a person living with HIV 

20.1% 

p=0.000 

8.9% 

p=0.007 

11.25% 

p=0.037 (CIii:0.70, 21.79) 

Dressing wounds of a 

person living with HIV 

28.3% 

p=0.000 

9.4% 

p=0.008 

18.93% 

p=0.001 (CI:7.46, 30.39) 

Drawing blood from a person 

living with HIV 

27.1% 

p=0.000 

3.8% 

p=0.307 

23.3% 

p=0.001 (CI:14.53, 32.03) 

Taking temperature of a 

person living with HIV 

11.1% 

p=0.001 

4.3% 

p=0.260 

6.7% 

p=0.184 (CI=-3.21, 16.67) 

Composite indicator 

(concern about one or more 

of the above) 

26.88% 

p=0.000 

3% 

p=0.584 

23.86% 

p=0.000 (CI=10.69, 

37.04) 

 

  

                                                        

ii CI: Confidence interval 
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Table B2. Change (Decrease) in Stigmatizing Avoidance Behavior Toward Clients Living 

with HIV, Baseline to Endline, and Difference in Change Between Intervention and 

Comparison Groups 

Routinely Engage in the 

Following Unnecessary 

Stigmatizing Avoidance 

Behaviors with Clients Living 

with HIV 

Intervention 

Group: Percent 

Change 

(Decrease)  

Comparison 

Group: Percent 

Change 

(Decrease)  

Difference in Change 

Between Intervention and 

Comparison Groups 

Avoiding physical contact  8.1% 

p=0.000 

6.3% 

p=0.000 

1.7% 

p=0.367 (CI=-2.00, 5.42) 

Wearing double gloves 16.5% 

p=0.000 

0.2% 

p=0.955 

16.73% 

p=0.001 (CI=7.00, 26.56) 

Wearing gloves during all 

aspects of patient care 

17.1% 

p=0.000 

13.1% 

p=0.000 

4.0% 

p=0.320 (CI=-3.92, 12.00) 

Using extra precautionary 

measures 

31.0% 

p=0.000 

6.3% 

p=0.002 

24.67% 

p=0.000 (CI=17.46, 31.87) 

Composite (engage in one or 

more of the above behaviors) 

23.68% 

p=0.000 

8% 

p=0.002 

15.65% 

p=0.011 (CI=3.61, 28.00) 

 

Table B3. Change (Increase) in Health Facility Staff Perceptions of Health Facility Safety 

Environment, Baseline to Endline, and Difference in Change Between Intervention and 

Comparison Groups 

Variable: Health Facility Safety 

Environment to Reduce Risk 

of HIV Transmission 

Intervention 

Group: Percent 

Change 

(Increase)  

Comparison 

Group: Percent 

Change 

(Increase)  

Difference in 

Change Between 

Intervention and 

Comparison Groups 

There are adequate supplies 

(personal protective equipment) 

in my health facility that reduce 

my risk of becoming infected with 

HIV. 

5.6% 

p=0.281 

1.00% 

p=0.822 

4.6% 

p=0.499 

CI=-8.8, 18.04 

There are standardized 

procedures/protocols in my 

health facility that reduce my risk 

of becoming infected with HIV. 

5.8% 

p=0.074 

-2.3% 

p=0.503 

8.1% 

p=0.087  

CI=1.18, 17.49 

My facility has post-exposure 

prophylactic (PEP) protocol 

placed where all staff can see. 

3.8% 

p=0.461 

-9.8% 

p=0.025 

13.56% 

p=0.043 

CI=3.13, 24.60 

I have access to post-exposure 

prophylactic (PEP) medications in 

my health facility. 

4.6% 

p=0.000 

2.4% 

p=0.65 

7% 

p=0.088 

CI=0.4, 26.72 
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Table B4. Change (Decrease) in Stigmatizing Attitudes Toward People Living with HIV, 

Baseline to Endline, and Difference in Change Between Intervention and Comparison 

Groups 

Agreement with Attitude 

Statements: 

Intervention 

Group: Percent 

Change 

(Decrease)  

Comparison 

Group: Percent 

Change 

(Decrease)  

Difference in Change 

Between Intervention 

and Comparison 

Groups 

Most people living with HIV do 

not care if they infect others. 

5.9% 

p=0.058 

4.8% 

p=0.064 

1.1% 

p=0.777 (CI=-6.8, 9.1) 

People living with HIV should 

feel ashamed of themselves. 

4.3% 

p=0.080 

2.6% 

p=0.498 

1.7% 

p=0.649 (CI=-5.8, 9.4) 

Most people living with HIV 

have had many sexual 

partners. 

10.34% 

p=0.000 

6.8% 

p=0.004 

3.5% 

p=0.249 (CI=-2.5, 9.5) 

People get infected with HIV 

because they engage in 

irresponsible behavior. 

14.8% 

p=0.000 

9.37% 

p=0.000 

5.6% 

p=0.139 (CI=-1.8, 12.9) 

HIV is punishment for bad 

behavior. 

7.41% 

p=0.000 

0.99% 

p=0.563 

6.41% 

p=0.017 (CI=1.15, 

11.67) 

Women living with HIV should 

be allowed to have babies if 

they wish. 

0.9% 

p=.741 

0.09% 

p=0.947 

0.8% 

p=0.790 (CI=-5.3, 7) 

I would be ashamed if I had 

HIV. 

9.4% 

p=0.001 

8.4% 

p=0.023 

0.97% 

p=0.852 (CI=-9.19, 11.1) 

I would be ashamed if 

someone in my family had HIV  

8.9% 

p=0.005 

4.1% 

p=0.275 

4.6% 

p=0.322 (CI=-4.7, 14.02) 

A woman living with HIV should 

be provided treatment only if 

she is using family planning. 

3.5% 

p=0.053 

5% 

p=0.219 

1.59% 

p=0.728 (CI=-10.2, 7.2) 

Composite (agree with one or 

more of the above statements) 

8.67% 

p=0.000 

5.2% 

p=0.000 

3.4% 

p=0.225 (CI=-2.1, 9) 
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Table B5. Change (Decrease) in Self-reported Preference Not to Provide Services to 

Specific Groups, Baseline to Endline, and Difference in Change Between Intervention and 

Comparison Groups  

If I Had a Choice, I 

Would Prefer Not To 

Provide Services To:   

Intervention Group: 

Percent Change 

(Decrease)  

Comparison Group: 

Percent Change 

(Decrease)  

Difference in Change 

Between Intervention 

and Comparison 

Groups 

Men who have sex with 

men 

14.7% 

p=0.000 

0.56% 

p=0.845 

14.1% 

p=0.001 (CI= 5.7, 22.6) 

Sex workers  9.0% 

p=0.000 

5.2% 

p=0.06 

3.7% 

p=0.230 (CI=-2.5, 10.1) 

Not to provide HIV and 

other sexual and 

reproductive health 

(SRH) services to 

sexually active 

adolescents 

5.1% 

p=0.008 

3.4% 

p=0.221 

1.67% 

p=0.622 (CI= -5, 8.3) 

Views on whether care to key populations should be optional 

It should be optional to 

provide care for key 

populations (men who 

have sex with men, sex 

workers, and drug 

users) 

8.2% 

p=0.000 

4.9% 

p=0.137 

3.4% 

p=0.363 (CI=-3.9, 10.6) 
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Table B6. Change in Influence of Stigma on Health Facility Staff—Perceptions of 

Colleagues’ Willingness to Test for HIV, Seek HIV Treatment, or Work Alongside a 

Colleague Living with HIV; Own Willingness to Test and Belief in the Confidentiality of HIV 

Test Results 

Variable: Agreement with 

Statements 

Intervention 

Group: Percent 

Change 

(Decrease)  

Comparison 

Group: Percent 

Change 

(Decrease)  

Difference in Change 

Between Intervention 

and Comparison 

Groups 

Healthcare workers, in this facility, 

are hesitant to take an HIV test due 

to fear of other people’s reactions if 

the test is positive. 

8.8% 

p=0.028 

5.3% 

p=0.000 

3.5% 

p=0.403 (CI=-4.7, 11.7) 

Perceived hesitancy of colleague to 

work alongside a colleague living with 

HIV 

6.5% 

p=0.016 

4.9% 

p=0.081 

1.6% 

p=0.684 (CI=-6.0, 9.2) 

A healthcare work living with HIV 

would be hesitant to seek healthcare 

in this facility. 

12.14% 

p=0.018 

-2% 

p=0.502 

14.13% 

p=0.017 (CI=2.5, 25.7) 

 

I am hesitant to take an HIV test, in 

this facility, due to fear of other 

people’s reactions if the test is 

positive. 

7.9% 

p=0.055 

0.87% 

p=0.695 

7.1% 

p=0.122 (CI=-1.9, 16.2) 

Confidence that when you take an 

HIV test in this facility the results will 

be confidential. 

2.0% 

p=0.266 

3.5% 

p=0.279 

1.5% 

p=0.687 (CI=-5.7, 8.7) 
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Table B7. Health Facility Policies and Working Environment, Baseline to Endline, and 

Difference in Change Between Intervention and Comparison Groups 

Variable: Agreement with 

Statements 

Intervention 

Group: Percent 

Change 

(Increase)  

Comparison 

Group: Percent 

Change 

(Increase)  

Difference in Change 

Between Intervention 

and Comparison 

Groups 

My facility has written guidelines 

to protect people living with HIV 

from discrimination.  

13% 

p=0.000 

4.2% 

p=0.396 

8.8% 

p=0.144 (CI=3.02, 

20.64) 

My facility has guidelines to 

protect clients who are men who 

have sex with men from 

discrimination. 

20.8% 

p=0.000 

 

-3.7% 

p=0.133 

24.5% 

p=0.000 (CI=13.14, 

35.81) 

My facility has guidelines to 

protect clients who are sex 

workers from discrimination.  

18.2% 

p=0.000 

-3.1% 

p=0.005 

21.3% 

p=0.000 (CI=13.29, 

29.31) 

In my facility, nobody is allowed to 

test a client for HIV without 

his/her knowledge. 

5.8% 

p=0.004 

6.8% 

p=0.01 

1.0% 

p=0.792 (CI=-6.47, 

8.49) 

I will get into trouble at work if I… 

Discriminate against clients living 

with HIV 

1.8% 

p=0.095 

5.87% 

p=0.002 

4.0% 

p=0.318 (CI=-2.22, 

6.86) 

Discriminate against clients who 

are men who have sex with men 

12% 

p=0.000 

6.6% 

p=0.05 

5.4% 

p=0.166 (CI=-13.07, 

2.24) 

Discriminate against clients who 

are sex workers 

9.6% 

p=0.000 

6.6% 

p=0.030 

3.1% 

p=0.401 (CI=-10.20, 

4.08) 

Discriminate against sexually 

active adolescents  

7.7% 

p=0.000 

5.1% 

p=0.000 

 

2.7% 

p=0.136 (CI=-6.16, 

0.84) 

Discriminate against clients who 

inject drugs for non-medical 

reasons 

11.7% 

p=0.000 

4.8% 

p=0.023 

6.9% 

p=0.02 (CI=1.13, 12.66) 
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Table B8. Perceptions of Colleagues’ Willingness to Care for People Living with HIV, Key 

Populations, and Sexually Active Adolescents (Health Facility Staff) 

Perceived Hesitancy of Co-

workers to Care for: 

Intervention 

Group: Percent 

Change 

(Decrease)  

Comparison 

Group: Percent 

Change 

(Decrease)  

Difference in Change 

Between Intervention 

and Comparison Groups 

People living with or thought to 

be living with HIV 

13.65%  

p=0.000  

7.2%  

p=0.103 

6.45% 

p=0.210 (CI=-16.53, 3.63) 

 

Men who have (or are thought to 

have) sex with men 

10.17% 

p=0.000 

3.8% 

p=0.396 

6.37% 

p=0.203 (CI=-16.16, 3.43) 

Sex workers or people thought 

to be sex workers 

10.9% 

p=0.000 

 

9.05% 

p=0.000 

1.85% 

p=0.537 (CI=-8, 4.04) 

Sexually active (or thought to be 

sexually active) adolescents  

10.83% 

p=0.000 

9.61% 

p=0.001 

1.22% 

p=0.764 (CI=-9.2, 6.75) 

People who inject (or are 

thought to inject) drugs for non-

medical reasons  

12.72% 

p=0.000 

7.34% 

p=0.000 

5.38% 

p=0.004 (CI=-9.1, -1.7) 

Composite indicator 

(Yes to at least one of the 

above) 

12.7% 

p=0.000 

7.64% 

p=0.016 

5.06% 

p=0.266 (CI=-14, 3.85) 
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Annex C. Quality, Quantity, Route of Transmission 

Information Sheet (Ghana 2017) 

For HIV transmission to take place, the quality of the virus must be strong, a large quantity 
of the virus must be present, and there must be a route of transmission into the bloodstream. 
All of these three things must be present for someone to get infected with HIV. 

Quality: 

 For transmission to take place, the quality of the virus must be strong. 

 HIV cannot survive outside the human body. It starts to die the moment it is exposed 
to the air. 

 HIV is not an airborne virus. 

 There is no risk of transmission in sitting close to or sharing the same room with 
someone living with HIV. 

 If the virus is exposed to heat, (e.g., if someone bleeds into a cooking pot) it will die. 

 HIV does not live on the surface of the skin; it lives inside the body. There is no risk 
from shaking hands or hugging someone. The only place the virus can survive outside 
the body is in a vacuum (like a syringe) where it is not exposed to air. 

Quantity: 

 For transmission to take place there must be enough quantity of the virus to pose a 
risk. 

 The only place that HIV is found in enough quantity is in semen, blood, vaginal 
fluids, and breast milk. 

 HIV is not found in sweat or tears. 

 HIV can be traced in urine, feces, and saliva in laboratories but there is not enough 
quantity to pose any risk. 

 Kissing, even deep kissing, poses no risk. 

Route of transmission: 

 For HIV transmission to take place, the virus must get inside your bloodstream. 

 Our body is a closed system. HIV cannot pass through skin. 

 Even if you have cuts and sores there is no risk for the following reasons: 

o If you have just cut yourself, the blood flows outwards, away from the 
bloodstream and it is impossible for anything to swim into your body against 
that flow; cuts do not “suck” things in. 

o If you touch someone else’s cut, their blood will not swim into your 
bloodstream (and yours will not swim into theirs). 

Common sense and everyday hygiene mean that many concerns that people worry about 
would not really happen in everyday life. For example, you wouldn’t share a toothbrush if it 
was covered in blood; you would wash if you cut yourself; you would wear gloves or cover 
your hands if you were cleaning up someone’s diarrhea. 
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Remember, there must be enough quantity, the quality of the virus must be strong, and there 
must be a route of transmission where the virus gets inside your bloodstream for there to be 
any risk. 

Using QQR, you can see why there is no risk of transmission by: 

 Kissing 

 Hugging 

 Mosquitoes 

 Sharing cups and plates 

 Shaking hands 

 Giving blood  

 Sharing toilets 

 Using the same washing water 

 Going to school together 
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