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ABSTRACT
Background: HIV-related stigma and HIV status disclosure are important elements in the 
continuous fight against HIV as these impact the prevention efforts and antiretroviral 
treatment adherence among people living with HIV/AIDS (PLWHA) in many communities.

Objectives: The objectives of the study were to examine the prevalence and experience 
of various types of HIV-related stigma and HIV status disclosure among PLWHA in 
Volta region.

Methods: A cross-sectional design was used to collect quantitative data from 301 PLWHA. 
Descriptive statistics were used to analyze and present data on socio-demographic 
variables. Correlation analysis was done to determine factors associated with HIV stigma 
and status disclosure while a Mann-Whitney U test was used to determine differences in 
internalized HIV stigma.

Findings: The mean age of the participants was 44.82 (SD: 12.22), 224 (74.4%) were 
female, and 90% attained at least primary education. A Pearson r analysis revealed that 
ethnicity (r[299] = 0.170, p = 0.003), religious affiliation (r[299] = –0.205, p = 0.001) and 
social support (r[299] = 0.142, p = 0.014) significantly predicted disclosure of HIV status. 
Fear of family rejection (62%) and shame (56%) were reasons for non-disclosure of HIV 
status. A Mann-Whitney’s U-test revealed that females are more likely than males to 
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INTRODUCTION
More people are living with HIV/AIDS today than ever since the emergence of the disease in the 
early 1980s which is a result of scientific advances such as the development and accessibility 
to antiretroviral drugs and public health interventions that have contributed to extended life 
expectancy and improvements in the Quality of Life (QoL) of people living with HIV (PLHIV). 
Notwithstanding, HIV continues to be a global public health burden despite progress achieved 
in the fight against the epidemic. In 2018, there were 1.7 million new infections globally, 77,000 
AIDS-related deaths, and 37.9 million PLHIV [1]. Sub-Saharan Africa remains the hardest-hit region 
with 61% of all new HIV infections globally [1]. Women are disproportionately affected accounting 
for 54% of all new infections in 2018 [1]. Although there appears to be a declining trend for new 
infections in Ghana, many people are already infected and living with the disease in the country. 
The national HIV prevalence rate in 2018 was 1.7(1.4–2.0) among people aged 15–49 with an 
estimated population of 330, 000 (280,000–390,000) people living with HIV [1]. However, there 
were regional and gender variations in the HIV prevalence in the country ranging from 2.66% in 
Brong Ahafo, the region with the highest prevalence to 0.39% in the North East region, the region 
with the lowest prevalence [2]. Regarding gender variation, an estimated 1.1%(0.8–1.3) males 
and 2.3(1.9–2.8) females were infected with the disease in Ghana in 2018 [1]. Overall, a total of 
117,199 males and 217,514 females were infected in 2018 [2].

There have been declines in infection rates in Ghana which can be attributed to the introduction 
and implementation of policies, programs, and strategic goals at both national and international 
levels to combat the HIV epidemic. One such strategy has been to encourage HIV status disclosure 
as it is linked to reductions in infections through motivating HIV testing and change in sexual 
behavior [3]. For instance, in a mixed-method study of benefits of HIV status disclosure to children 
and adolescents in Ghana, HIV status disclosure helped in improving medication adherence 
and led to healthier and responsible behavior among infected adolescents [3]. Other studies 
have reported an increase in follow-up visits, use of condoms, ART adherence, and reduction in 
horizontal infection following status disclosure [4–6].

Rates of HIV status disclosure vary within and across countries, cultures, and socio-demographic 
variables from low to high disclosure rates. For instance, in Cape Coast, Ghana, researchers 
reported that 78.6% of 510 participants disclosed their HIV status to at least one individual. A 95% 
disclosure was reported among 995 women in Cape Town, South Africa [8], and 83.7% among 507 
PLWHA in Kenya [9]. Low rates of HIV status disclosure (33.3%) were however reported in Lower 
Manya Krobo district [3]; in the Eastern Region of Ghana, and with both Accra and Kumasi (16.2%) 
among non-intervention group participants [10].

However, stigma and discrimination against PLWHA are widespread and constitute major 
drawbacks in fighting HIV/AIDS including testing and HIV status disclosure [11, 12]. Researchers 
have reported HIV-related stigma, both internalized and experienced or expected, as a major 
challenge in HIV status disclosure in Ghana and elsewhere including guilt, shame, fear of abuse, 
and rejection among others [3, 13–15]. Stigmatization and discrimination of PLWHA take many 
forms including rejection by their communities and family members, refusal to eat with, share bed, 
shake hands, blaming, and ostracism [12, 16]. In the 2014 GDHS, for instance, participants’ level 
of stigma against PLWHA was assessed with questions regarding caring for HIV positive patients, 

internalize HIV stigma. Community-related HIV stigma in the form of gossip (56.1%), 
verbal harassment (30.9%), and physical harassment (8.6%) was reported.

Conclusion: A high rate of HIV status disclosure was found with social support, ethnicity, 
and religious affiliation being the associated factors. Internalized HIV stigma is prevalent 
among PLWHA while community-related stigma impacts HIV status disclosure. 
Strengthening social support systems and implementing culturally appropriate 
educational interventions may help in reducing community-related HIV stigma.
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buying fruits from HIV positive sellers, or allowing HIV positive teachers to teach children. Only 
8% of women and 14% of men expressed positive attitudes overall to the stigma indicators [17]. 
HIV/AIDS stigma and discrimination have the potential to make PLWHA engage in risky sexual 
behavior to hide their HIV status from their sexual partners. Studies have shown evidence of some 
PLWHA engaging in unprotected sexual relations risking reinfection and the continuous spread of 
HIV [18–20].

HIV/AIDS stigma and discrimination and its impact on HIV status disclosure have not been 
extensively studied in the Volta region of Ghana and more so in Hohoe, Kpando, and Kadjebi 
municipalities. We examined HIV status disclosure and HIV-related stigma and its associated 
factors and the relationship between stigma and status disclosure. This was necessary as the 
Volta region has been impacted by the HIV/AIDS epidemic and recorded a 2.2% prevalence rate 
according to the 2014 national HIV and AIDS estimates [17].

METHODS AND MATERIALS
STUDY DESIGN AND POPULATION

A descriptive cross-sectional study was employed to collect data from a sample of 301 PLWHA 
HIV/AIDS clinics in Hohoe, Kpando, and Dodi Papase municipalities in the Volta region. The target 
population for this study was PLWHA registered and receiving ART treatment in the three mentioned 
municipalities. The inclusion criteria were that a participant had to be positively diagnosed with 
HIV and receiving ART at the HIV clinics. The choice of cross-sectional study design was based on 
the fact that many of the PLWHA receiving ART at these clinics are not permanently residing in 
those municipalities but travel from across the Volta and Oti regions and the country at large.

SAMPLE SIZE DETERMINATION AND SAMPLING

The sample size calculation was done based on the PLWHA population approximation of 2,500 at 
the study sites. This sample size was derived using the sample determination formula by Kothari 
[21, 22]. The formula recommended a sample size of 384 people which we further increased by 
10% to account for the non-response rate to 423. However, due to the non-response and removal 
of some questionnaires that lacked substantial information, we have included a 301(73.2%) 
questionnaire in the analysis.

Due to the nature of the study and the target population involved, convenience sampling was 
used to sample participants into the study. This is a non-probability sampling technique where 
targeted participants are reached out to at their convenient places and invited to participate in a 
research study [22, 23]. This was considered the most appropriate for this study because of the 
fact it is impossible and unethical to go into the general population to recruit PLWHA into a study. 
The voluntary counseling and testing centers were the most convenient places for both PLWHA 
and researchers to meet. Data collection was done on scheduled clinic days which were Tuesdays 
and Thursdays for all three centers.

DATA COLLECTION AND ANALYSIS

We used a semi-structured and pretested questionnaire written in English and translated for those 
who were not literate in English to collect data for the study from the participants. The data were 
analyzed and presented using a statistical package for social science (SPSS) version 20. Descriptive 
statistics were used to analyze data on HIV status disclosure, and HIV-related stigma. Bivariate 
correlation and Chi-square (X2) analysis were used to determine factors correlated with HIV status 
disclosure and internalized HIV-related stigma. A Mann-Whitney U-test was used to measure 
the differences in internalized HIV-related stigma between male and female participants. Many 
steps were taken to ensure that the study followed required ethical standards and procedures. 
Ethical review and approval were sought from Ghana Health Service Ethics Committee (GHSERC) 
with approval number GHSERC09/04/17 and it was only upon receipt of ethical clearance that we 
started data collection.



FINDINGS
The results presented here represent data from a sample of 301 PLWHA made up of 244(74.4%) 
females and 77(25.6%) males who were largely literate (90%) with at least primary education.

HIV STATUS DISCLOSURE AND ASSOCIATED FACTORS

One objective of this study was to examine HIV status disclosure and its associated factors. The 
results revealed that the majority (238[79%]) of the participants had their status disclosed to a 
family member. However, 63(21%) reported not disclosing their status to anybody to the best of 
their knowledge. For those participants whose HIV status was disclosed, 152(50.5%) personally 
informed the family member about his/her HIV positive status. A significant number, 122(40.5%) 
reported that their family member(s) got to know about their status at the hospital disclosed by 
hospital personnel. Nine percent (27) of the participants did not know how their family members 
became aware of their HIV status. We found that some participants disclosed their status to 
multiple people and so the percentages presented are relative. For example, 75(25%) disclosed 
their status to their spouses and parents, 76(25.2%) disclosed their status to a sibling, and 43 
(14.3%) disclosed their status to their biological children.

Factors associated with HIV status disclosure

We performed bivariate correlation analysis to determine the variables that demonstrated a 
statistically significant association with HIV status disclosure. Only ethnicity, religious affiliation, 
and social support availability showed a statistically significant association with HIV status 
disclosure. A Pearson r analysis revealed that ethnicity (r[299] = 0.170, p = 0.003), religious 
affiliation (r[299] = –0.205, p = 0.001) and social support (r[299] = 0.142, p = 0.014) significantly 
predicted HIV status disclosure. The results are presented in Table 1. In cross-tabulation analysis, 
Pearson X2 revealed that Ewes (79.8%) were significantly more likely to disclose their HIV status 
compared to Guans (9.7%), Akans (5%), Hausa (0.4%), Kotokolis (0.8%), and foreign nationals 
(1.3%), p(0.04) < 0.05. Pearson X2 revealed that compared to Muslims (5%) and ATR followers 
(1.3%), Christians (93.7%) were significantly more likely to disclose their HIV status (p(0.000) < 
0.001). The results also showed that those with a medium social support availability index were 
more likely to disclose their HIV status than those with minimal or high social support availability 
index (p(0.05) = 0.05).

ETHNICITY OF 
PARTICIPANT

RELIGIOUS 
AFFILIATION

SOCIAL 
SUPPORT INDEX

HIV STATUS 
DISCLOSURE

Ethnicity of 
participant

Pearson Correlation 1 –0.312** 0.054 0.170**

Sig. (2-tailed) 0.000 0.349 0.003

N 301 301 301 301

 Religious 
affiliation

Pearson Correlation –0.312** 1 –0.054 –0.205**

Sig. (2-tailed) 0.000 0.347 0.000

N 301 301 301 301

Social support 
index

Pearson Correlation 0.054 –0.054 1 0.142*

Sig. (2-tailed) 0.349 0.347 0.014

N 301 301 301 301

 HIV status 
disclosure

Pearson Correlation 0.170** –0.205** 0.142* 1

Sig. (2-tailed) 0.003 0.000 0.014

N 301 301 301 301

Table 1 Factors associated with 
HIV status disclosure.

**. Correlation is significant at 
the 0.01 level (2-tailed).

*. Correlation is significant at 
the 0.05 level (2-tailed).
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REASON FOR NON-DISCLOSURE OF HIV STATUS

As indicated above, 63(21%) reported that they did not disclose their HIV status to anybody. These 
participants were then asked to give reasons for which they kept or wanted to keep their HIV 
status secret. In relative percentages, we found that fear of family rejection (62%), shame (56%), 
fear of community discrimination (43%), fear of news spreading (32%), and fear of being divorced 
(24%) were nondisclosure reasons. However, the majority (57%) maintained that they just wanted 
to keep their status secret to themselves.

EXAMINATION OF HIV STIGMA AND DISCRIMINATION

Another important objective of this study was to examine the HIV-related stigma and 
discrimination experienced by the participants in this study. To achieve this, different sets of 
questions were included that targeted different kinds of HIV-related stigma including internalized, 
family, community, and healthcare-related.

INTERNALIZED HIV STIGMA

We used 10 Likert scale questions to assess the presence of internalized stigma among the 
participants and the results are presented in Table 2. For this analysis, we combined the first two 
responses and the third and fourth responses respectively as yes and no to each of the questions. 
In each of the questions, we found that majority of the participants reported zero self-stigma or 
blame for their HIV positive status by choosing “not at all” as their response as demonstrated in 
the table. However, a minority but significant number demonstrated internalizing HIV stigma in 
each of the questions. For instance, 121(36%) felt that they brought shame to their families. Also, 
138(41%) felt disgusted with themselves and 85(25.3%) felt they should avoid sharing utensils so 
as not to infect others with HIV.

STIGMA STATEMENT FREQUENCY RELATIVE PERCENT

How much do you feel that you should avoid holding a new infant because of your HIV?

Very much 48 15.9

Somehow much 23 7.6

Less 31 10.2

Not all 199 66.1

How much do you feel that you should avoid feeding children 
because of your HIV?

Very much 36 11.9

Somehow much 26 8.6

Less 35 11.6

Not at all 204 67.7

How much do you feel that you should avoid sharing dishes or glasses just in case someone might catch HIV from you?

Very much 42 13.9

Somehow much 27 8.9

Less much 36 11.9

Not all 196 65.1

How much do you feel that you have brought shame to your family because you have HIV?

Very much 72 23.9

Somehow much 34 11.2

Less much 34 11.2

Not at all 161 53.4

Table 2 Internalized HIV stigma 
among study participants.

(Contd.)
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To make more meaning, total internalized stigma was computed by assigning values to each 
response category and summing up the scores into four categories; zero, minimal, average, and 
high internalized HIV stigma. Zero internalized stigma was defined as choosing “not at all” for 
answers for the ten questions and scoring 40 on the Likert scale. A minimal internalized stigma 
was a score between 30 and 39 while average internalized stigma was scoring between 20 and 29. 
A high internalized HIV stigma was scoring between 10 and 19, which meant that the participant 
would have chosen very much or somehow much as his or her answer for the 10 questions. From 
the computations, we found that most (237[79%]) demonstrated internalized HIV stigma but with 
varying levels of high, average, and minimal stigma. For instance, only 29(9.6%) demonstrated 
a high level of internalized stigma, 80(26.6%) reported average self-internalized stigma. The 
majority (128[42.5%]) reported minimal internalized HIV stigma while 64(21.3%) reported zero 
self-internalized stigmas with their HIV positive status. The results are summarized in Table 3.

STIGMA STATEMENT FREQUENCY RELATIVE PERCENT

How much do you feel that you should avoid visiting people because of your HIV?

Very much 36 11.9

Somehow much 24 7.9

Less 29 9.6

Not at all 212 70.4

How much do you feel that you have HIV because you have done wrong behaviors?

Very much 33 10.9

Somehow much 39 12.9

Less much 44 14.6

Not at all 185 61.4

How much do you feel that you should avoid cooking for people because you have HIV?

very much 35 11.6

Somehow much 23 7.6

Less much 31 10.2

Not at all 212 70.4

How much do you feel guilty about having HIV?

Very much 70 23.2

Somehow much 43 14.2

Less much 48 15.9

Not all 140 46.5

How much do you feel disgusting because of your HIV?

Very much 73 24.2

Somehow much 47 15.6

Less much 43 14.2

Not all 138 45.8

How much do you feel that you are paying for karma or sins because you have HIV?

Very much 20 6.6

Somehow much 35 11.6

Less much 52 17.2

Not all 194 64.4



7Adam et al.  
Annals of Global Health  
DOI: 10.5334/aogh.3120

In a bivariate correlation using eight independent variables, Pearson r analysis revealed that 
only the gender of the participants had a statistically significant correlation with internalized HIV 
stigma (r[299] = –0.127, p = 0.02). We then conducted a Mann-Whitney’s U-test to find out the 
exact relationship between gender and internalized stigma. Male participants scored a mean 
internalized rank of 166.56 higher than the mean score of females (145.65) which was statistically 
significant (U = 7426, male = 166.56, female = 145.65, p = 0.05, two-tailed). This confirmed a 
Pearson X2 which showed that females (96.6%) compared to males (3.4%) were significantly more 
likely to internalize HIV stigma (p [0.02] < 0.05).

COMMUNITY AND FAMILY-RELATED HIV STIGMA

Apart from internalized stigma, the participants were asked if they experienced stigma and/or 
discrimination from their community members or institutions. The questions to assess community-
related stigma and discrimination were both verbally and physically related. The results show that 
the participants experienced more verbal compared to physical stigma/discrimination. For instance, 
169(56.1%) reported being gossiped about. Again, 93(30.9%) reported being verbally harassed 
by their community members while 26(8.6%) reported being physically harassed. Those who 
reported being physically assaulted were 14(4.7%). Six questions about regular family interactions 
were used to examine family-related stigma and the results show that only aggregated 4% of 
participants reported refusal of family members to eat with, sleep in the same room, and shared 
accommodation with them.

HOSPITAL AND HEALTHCARE PROFESSIONAL STIGMA AGAINST PLWHA

For PLWHA, healthcare institutions and professionals are critical to their survival and wellbeing 
and any form of stigma and/or discrimination from healthcare professionals can have serious 
negative health outcomes. The results show minimal discrimination or stigma experienced by 
participants in this study from healthcare professionals. For each of the questions, less than 5% 
of the participants reported experiencing stigma or discrimination from healthcare professionals 
with an aggregate of 3% prevalence.

DISCUSSION
HIV STATUS DISCLOSURE

One objective of this study was to assess the rates of HIV status disclosure and the factors 
associated with willingness to disclose HIV status. We found a high (79%) rate of HIV disclosure 
among the 301 participants in this study. We also found that disclosure of HIV took two major 
forms; direct communication (50%) by the HIV-positive person to family members and disclosure 
at the health facility (41%) to the family member by health personnel. The high rate of disclosure 
in this study is consistent with a similar finding that reported a 78.6% prevalence of HIV status 
disclosure among 510 PLWHA in Cape Coast, Ghana [7]. High rates (95%) were also reported in 
Cape Town, South Africa among 995 women and in Kenya (83.7%) among 507 PLWHA [8–9]. Our 
finding is, however, inconsistent with findings in other parts of Ghana where HIV status disclosure 
was much lower. For example, in a randomized controlled trial in Accra and Kumasi, researchers 
reported that disclosure was 51.4% in the intervention group and only 16.2% in the controlled 
group [10]. Again, in the Lower Manya Krobo district of the Eastern region, researchers reported 

FREQUENCY PERCENT

High internalized stigma 29 9.6

Average internalized stigma 80 26.6

Low internalized stigma 128 42.5

Zero internalized stigma 64 21.3

Total 301 100.0
Table 3 Internalized HIV stigma 
categorization.
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only 33.3% HIV status disclosure to infected children and adolescents [3]. The finding in this 
study that healthcare professionals disclosed the HIV status of their patients is inconsistent with 
existing literature and requires further research into the reasons and effects of that route of HIV 
status disclosure.

Regarding the different kinds of people who gain the trust of PLWHA for HIV status disclosure, we 
found that 25% of each of the disclosures was to a spouse or sexual partner, parent, and sibling 
while 14% was to children of the infected person. Spouses or sexual partners were people HIV 
status was disclosed to in many other findings [7–9]. This may be due to close intimacy, shared 
aspirations, and matrimonial or legal commitments between couples that make spouses/sexual 
partners confidants for HIV status disclosure.

We found social support to significantly determine HIV status disclosure. This finding is consistent 
and supported by other findings in the literature. For instance, Obiri-Yeboah et al., found and 
recommended comprehensive support services as a significant factor for HIV status disclosure 
[24]. Also, researchers in Ethiopia found among other factors that social support and good spousal 
relationship were strongly associated with HIV status disclosure [25]. Other factors that are 
associated with HIV status disclosure are being married and living with a sexual partner [24], 
regular condom use, and awareness of the sexual partner’s HIV status [26]. However, our finding 
of ethnicity and religious affiliation as significant predictors of HIV status disclosure is inconsistent 
with the findings reported here and in the literature and may constitute new knowledge that 
needs to be researched further. Again, the role of ethnicity and religious affiliation found in this 
study may be due to communication patterns, nature of relationships, and cultural values placed 
on ethnicity and religion in the communities we drew our sample from.

It is important to note that 21% of the sample in this study did not disclose their HIV status and 
fear of family rejection, fear of the spread of HIV status, and fear of community stigmatization 
and discrimination were reasons for non-disclosure. Other studies have reported similar factors 
inhibiting HIV status disclosure in Ghana [3, 13]. Similar findings in addition to the age of children 
and the inability to cope with disclosure news have been reported elsewhere [14–15, 25]. An 
analysis of all the reasons provided in the numerous research findings on factors comes to one 
overarching factor, HIV-related stigma, and all the different forms in which it occurs.

EXPERIENCE OF HIV-RELATED STIGMA

In examining the experiences of HIV-related stigma, we found four forms of HIV-related stigma 
that exist; internalized stigma, family stigma, community stigma, and healthcare/health 
professional related stigma. We found that healthcare-related (3%) and family-related (4%) HIV 
stigmas were least experienced in our aggregation of the percentages for all four categories of HIV-
related stigma. We found that 109(36%) demonstrated internalized stigma out of which 29(9.6%) 
reported high internalized stigma. On the other hand, 128(42.5%) reported minimal internalized 
stigma while 64(21.3%) showed no sign of internalized HIV-related stigma. Bivariate correlation 
revealed that only gender (r[299] = 0.127, p = 0.02) showed statistically significant correlation 
with internalized HIV-related stigma while a Mann-Whitney U-test revealed that females were 
significantly more likely to internalize HIV-related stigma compared to males (U = 7426, male = 
166.56, female = 145.65, p = 0.05, two-tailed). The results showed that 25% of the participants 
experienced community-related HIV stigma including being gossiped about (56%) and verbally 
harassed (31%). Studies on internalized HIV-related stigma are scanty in Ghana and were not 
also captured in the 2014 GDHS. However, the finding is consistent with the internalized stigma 
report in the 2014 PLHIV index in Ghana that 41.3% of males and 39.9% of females blamed 
themselves for their HIV status while a total of 35.3% and 32.7% felt ashamed and guilty [17]. A 
high prevalence of internalized HIV stigma is also reported in the literature and consistent with our 
finding in this study [27, 28].

However, our finding of community-related HIV stigma against PLWHA is consistent with the 
finding in the 2014 GDHS. A high prevalence of community stigma against PLWHA was reported in 
the GDHS as the report revealed that only 8% of women and 14% of men who participated in the 
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survey expressed accepting behaviors towards PLWHA [17]. Researchers also found community-
related stigma in four regional capitals in Ghana against HIV-positive men having sex with men 
(MSM) in the forms of verbal violence (49%), physical violence (13%), and refusal to render services 
(30%) to PLWHA [29]. Again, Mumin and colleagues reported a high prevalence of internalized, 
family, community, and institutional HIV-related stigma towards PLWHA in Ghana [30]. 
Community-related HIV stigma has also been reported outside of Ghana in different countries as 
researchers reported that half of the population of Nigeria stigmatize and discriminate against 
PLWHA and a high prevalence of community-related HIV stigma was reported in the Southeastern 
United States [31, 32]. This is consistent with findings in the literature that internalized stigma 
in particular, and HIV-related stigma, in general, affects HIV serostatus disclosure. For instance, 
researchers found in Cape Town, South Africa, that internalized HIV-related stigma was associated 
with less likelihood of HIV status disclosure [8]. HIV-related stigma has also been found to correlate 
with the nondisclosure of HIV status among African immigrants living in Europe and other parts 
of the world [33–35].

LIMITATIONS
One limitation we encountered was about the confidentiality of personal health information 
(PHI) whereby some participants feared that their PHI will be disclosed somehow to the public, 
which could lead to further stigmatization and discrimination. To minimize their fears, we assured 
all participants that their PHI will never be shared with anybody anywhere and that the data 
collected was strictly going to be kept at the department under lock and key. We also ensured 
that the data were collected anonymously using codes instead of personal identifiers, and so 
no one individual participant could be identified, even by the researchers. Again, during the 
process of collecting the data, some questions evoked some emotions from participants as some 
questions appeared sensitive to a few participants. Data collectors occasionally had to allow a 
few minutes for participants to take breaks to relax before continuing. Nonetheless, we made 
every effort to ensure the accuracy of the data and ensured the dignity of every participant. We 
do not believe that these limitations negatively impacted our study and the results presented in 
this paper.

CONCLUSION
The results of this study have revealed a high rate of HIV status disclosure among PLWHA in 
the three municipalities we covered and social support, ethnicity, and religious affiliation were 
factors associated with HIV status disclosure. We found that there was significant involvement 
of healthcare professionals in HIV status disclosure among the participants in this study. 
Internalized HIV stigma was more prevalent among female PLWHA than males. Our findings 
suggest that PLWHA are variously affected by stigma and that community-related stigma is a 
challenge in HIV status disclosure. HIV/AIDS stigma has negative links with testing, treatment, 
and viral load suppression and is, therefore, a barrier to achieving the 90-90-90 target. 
Community-level HIV/AIDS stigma can affect health and psychosocial outcomes and is a 
barrier to disclosure. Strengthening social support systems for PLWHA and developing culturally 
appropriate community forums to educate community members on the dangers of stigma 
and discrimination against PLWHA may help in reducing HIV stigma and promote HIV status 
disclosure. Further research is recommended in the effectiveness and ethics of the involvement 
of healthcare professionals in HIV status disclosure.

ADDITIONAL FILE
The additional file for this article can be found as follows:

•	 Limited dataset for HIV study. This is the dataset of a broad HIV study from the HIV stigma 
and status disclosure manuscript was written. DOI: https://doi.org/10.5334/aogh.3120.s1

https://doi.org/10.5334/aogh.3120.s1
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