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Abstract
Introduction: In Ghana, men who have sex with men (MSM) are estimated to be 11 times more likely to be living with HIV
than the general population. Stigmas at the intersection of HIV, same-sex and gender non-conformity are potential key drivers
behind this outsized HIV disease burden. Healthcare workers (HCWs) are essential to HIV prevention, care and treatment and
can also be sources of stigma for people living with HIV and MSM. This article describes the process and results of adapt-
ing an evidence-based HIV stigma-reduction HCW training curriculum to address HIV, same-sex and gender non-conformity
stigma among HCWs in the Greater Accra and Ashanti regions, Ghana.
Methods: Six steps were implemented from March 2020 to September 2021: formative research (in-depth interviews with
stigma-reduction trainers [n = 8] and MSM living with HIV [n = 10], and focus group discussions with HCWs [n = 8] and
MSM [n = 8]); rapid data analysis to inform a first-draft adapted curriculum; a stakeholder adaptation workshop; triangulation
of adaptation with HCW baseline survey data (N = 200) and deeper analysis of formative data; iterative discussions with
partner organizations for further refinement; external expert review; and final adaptation with the teams of HCWs and MSM
being trained to deliver the curriculum.
Results: Key themes emerging under four immediately actionable drivers of health facility intersectional stigma (awareness,
fear, attitudes and facility environment) informed the adaptation of the HIV training curriculum. Based on the findings, exist-
ing curriculum exercises were placed in one of four categories: (1) Expand—existing exercises that needed modifications to
incorporate deeper MSM and gender non-conformity stigma content; (2) Generate—new exercises to fill gaps; (3) Maintain—
exercises to keep with no modifications; and (4) Eliminate—exercises that could be dropped given training time constraints.
New exercises were developed to address gender norms, the belief that being MSM is a mental illness and stigmatizing atti-
tudes towards MSM.
Conclusions: Getting to the “heart of stigma” requires understanding and responding to both HIV and other intersecting
stigma targeting sexual and gender diversity. Findings from this study can inform health facility stigma reduction programming
not only for MSM, but also for other populations affected by HIV-related and intersectional stigma in Ghana and beyond.
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1 INTRODUCT ION

Recognizing the role of stigma in the health and wellbeing of
people living with, at risk of, or affected by HIV, the UN Gen-
eral Assembly political declaration on HIV and AIDS estab-
lished the target of reducing stigma and discrimination to 10%
by 2025 [1]. Efforts must now expand stigma-reduction pro-
grammes and build the evidence for effective implementation.

“To get to the heart of stigma,” these efforts must focus on
key populations (KPs) affected by HIV and healthcare workers
(HCWs) [2]. Their importance is underlined by specific 2025
global stigma sub-targets: less than 10% of HCWs will report
stigmatizing attitudes towards KPs or people living with HIV
(PLHIV) and less than 10% of KPs will experience stigma [2].

Ensuring KPs, including gay, bisexual and other men who
have sex with men (MSM), have access to stigma-free HIV
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prevention and treatment services is a human rights imper-
ative and key to ending AIDS by 2030 [3]. Between 2010
and 2019, MSM experienced a 25% increase in HIV infections
[2]. Stigma at the intersection of HIV, same-sex and gender
non-conformity has been identified as a potential key driver
behind the outsized HIV disease burden among MSM [4–6].
Intersectional stigma occurs at the juncture of multiple stig-
matized identities, arises from systems of oppression and may
be synergistic in effect [7–10]. The stigma experienced by
MSM is especially acute in countries where the legal, social
and cultural milieu forces many MSM underground [11–15],
making accessing health services, including HIV services, chal-
lenging [16, 17]. In many West African countries, including
Ghana, stigma manifests through laws criminalizing homosex-
uality, impeding HIV prevention and treatment services for
MSM [15, 18, 19]. While there is no specific Ghanaian law
denouncing MSM, section 104 of the Criminal Code, “Unnatu-
ral carnal knowledge is sexual intercourse with a person in an
unnatural manner or with an animal” is commonly interpreted
to include same-sex behaviour [17, 20].

HCWs and healthcare facilities (HCFs) are essential to HIV
prevention, care and treatment. They can also be sources of
stigma for both PLHIV and KPs [21, 22], who have reported
dismissive attitudes, coerced procedures and refusal to deliver
treatment [2, 6, 23, 24]. In an HCF study in Ghana, 29%
of HCWs indicated that if given the choice, they would pre-
fer not to provide services to MSM [6]. The critical role of
HCFs and HCWs in tackling stigma is emphasized by UN-
led global HCF stigma-reduction initiatives [25–27]. Multi-
ple HIV HCF stigma-reduction interventions are available [21,
22, 24, 28–32], and a few studies have developed interven-
tions to address MSM stigma [33–35]. However, interven-
tions to address intersectional (HIV, same-sex and gender
non-conformity) stigma faced by MSM, particularly in West
Africa, are limited [9, 23, 36].

In response, this article describes the process of adapt-
ing an evidence-based HIV stigma-reduction training curricu-
lum, the Health Policy Plus (HP+) total facility approach
[29], to address intersectional HCF stigma towards MSM
in Ghana. This adaptation was conducted as an initial step
in a study that is testing multi-level, intersectional stigma-
reduction interventions to address HIV, same-sex and gen-
der non-conformity stigma towards and among MSM in eight
communities and HCFs in the Greater Accra and Ashanti
regions, Ghana [37]. The latter region is more homoge-
nous (most residents are Ashanti) and closely interconnected,
whereas the former is more cosmopolitan and “anonymous,”
and the traditional setting of the Ga may be more accepting of
non-conforming gender expression. However, within HCFs in
both regions, HCWs come from across the country. Guided by
the social ecological [38, 39] and ADAPT-ITT models [40], this
study is adapting, integrating and testing evidence-based HIV
stigma-reduction interventions at the organizational (HCF)
[29], interpersonal (among MSM communities) [41] and
intrapersonal (within the individual) [42] levels to address
intersectional stigma towards and among MSM [Clinical Trials
Registration #:NCT04108078]. This manuscript describes the
adaptation process for the HCF-level intervention [43].

The HP+ HIV stigma-reduction “Total Facility” approach
[29] targets the whole HCF, recognizing that stigma can occur

in client interactions with both clinical and non-clinical HCWs
and in HCF institutional processes and structures. It includes
three phases—formative research, HCW and client capacity
building through participatory training workshops and integra-
tion of stigma-reduction into HCF structures and processes.
It targets four immediately actionable drivers of HIV stigma:
(1) awareness and understanding of how stigma manifests
in daily lives and interactions; (2) fear of HIV acquisition in
routine contact with PLHIV; (3) attitudes which lead to sham-
ing, blaming, judgement and stereotyping; and (4) institutional
environment, structures, policies and practices that either
sustain or reduce stigma [3]. HCWs and clients receive a
5-day training and a week of on-site coaching as they work as
teams to jointly deliver participatory stigma-reduction training
sessions in their facilities [43–45]. Each session includes a mix
of up to 30 clinical and non-clinical staff across departments.
Modular sessions accommodate differing hospital schedules.
Depending on the setting and adaptation, the curriculum
can range from a total of 6–14 hours delivered in 1–3
hour sessions [46, 47]. Stigma-reduction champions, which
emerge organically from the trainings and are supported by
HCF management, develop and implement additional stigma-
reduction activities in their facilities. Such activities include
onboarding new staff and incorporating stigma-reduction
into existing practices, like rounds, staff recognition and
complaint/compliment systems. In Ghana, the HP+ curriculum
included one module focused on building understanding of
sexual and gender diversity [44, 48].

2 METHODS

The process of adapting the HP+ HIV stigma-reduction cur-
riculum to address HCF intersectional MSM stigma included:
formative research with rapid data analysis to inform a first-
draft adapted curriculum; a stakeholder adaptation work-
shop; triangulation of adaptation with baseline HCW data and
deeper analysis of formative data; iterative discussions with
partner organizations providing services to MSM for further
refinement; external expert review; and final adaptation with
the teams of HCWs and community members being trained
to deliver the curriculum (Figure 1). These activities were con-
ducted from March 2020 to September 2021.

2.1 Formative research

2.1.1 Population and sampling

HCF Eight In-depth interviews (IDIs) were conducted with a
convenience sample of HP+ HCF trainers invited to partici-
pate by telephone, with interviews conducted over Zoom. Six-
teen Focus group discussions (FGDs) (six participants each)
were conducted in person with convenience samples of clin-
ical or non-clinical HCF staff employed at an HCF participat-
ing in the parent study. Interviewers worked with HCF man-
agement the day of the FGDs to identify separate groups of
clinical and non-clinical staff and invite available staff to par-
ticipate.
MSM Eight FGDs (6–10 participants each) were con-
ducted through snowball sampling [49] of adult MSM
(≥18 years) who were assigned male sex at birth, identified as
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Figure 1. Curriculum adaptation methods and process. Abbreviations: FGDs, focus group discussions; HCF, health care facilities; IDIs,
in-depth interviews; MSM, men who have sex with men.

cisgender men and reported sex with another man within the
previous 6 months. MSM members of study partner organiza-
tions who offer MSM health and advocacy services identified
eligible participants in their networks (either in-person or by
telephone) and invited them to attend scheduled FGDs. No
socio-demographic or health information was collected from
FGD participants, and we did not endeavour to diversify the
FGDs, limiting the generalizability to Ghana’s entire MSM
population. To protect confidentiality of HIV status, IDIs (n
= 8) were conducted only with MSM who self-disclosed
they were living with HIV and met the FGD eligibility cri-
teria. To protect MSM respondents, no personal identifying
information was collected, apart from signatures on consent
forms kept in a locked cabinet. Keeping confidentiality was
discussed with FGD participants who used pseudonyms in
the FGDs. Interviews were held at the partner organization
offices, which are known safe spaces in the MSM community
but identified in the wider community only as community
health organizations.

2.1.2 Data collection

We trained research assistants experienced in HIV research
to conduct the HCF IDIs and FGDs and MSM identified
through the partner organizations to conduct the MSM
IDIs and FGDs. These interviewers conducted the IDIs (1
hour) and FGDs (1.5–2 hours) using semi-structured guides
in English or Twi, based on participants’ preferences, and
recorded, transcribed and translated as necessary. COVID
precautions were implemented including masking, social dis-
tancing and hand sanitizing.

2.1.3 Data analysis

Data analysis used an iterative process that began with a
“rapid analysis” to immediately inform the intervention adap-
tion. The “rapid analysis” consisted of reviewing the tran-
scripts and creating analytic summaries for each transcript
[50]. The research team developed a summary template
that captured: (1) MSM stigma drivers and manifestations;
(2) HIV stigma drivers and manifestations; (3) intersectional
stigma; (4) how stigma undermines HIV prevention and test-
ing for MSM; (5) MSM-friendly services; (6) stigma reduction;
and (7) the “Total-Facility” intervention. Seven team mem-
bers reviewed the transcripts and used the template to take
detailed notes on the emerging themes and record perti-
nent quotes. MS and GMRA collated these summaries into
a singular “rapid-analysis” document, which informed the ini-
tial draft of the curriculum adaptation and intervention stake-
holder adaptation workshop.

A more robust thematic analysis followed the “rapid-
analysis.” After reviewing every transcript, MS performed
inductive “open” coding of at least one of each type of tran-
script [51, 52]. MS worked with the research team to develop
a thematic codebook to capture drivers and manifestations
of HIV and MSM stigmas and suggestions to improve the
training. Additionally, deductive codes were created using the
existing Health Stigma and Discrimination Framework [53],
to help structure the exploration of intersectional stigma,
and the Consolidated Framework for Implementation Science
Research [54], to guide efforts preparing for intervention
implementation. A team of five coders individually applied
the codebook to the same four transcripts, meeting after
each transcript to review the line-by-line coding, discuss
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discrepancies, make changes to the codebook and ultimately
ensure consistency in coding application. The remaining
transcripts were coded by one of these five individuals.
Data were managed, coded and analysed using Dedoose
8.3. Upon completion of coding, the research team executed
queries in Dedoose and reviewed coded data relevant to the
intervention adaptation.

2.2 Quantitative research

HCF baseline data were utilized to triangulate the forma-
tive findings to confirm and further refine the adaptation.
The main study is ongoing, and future data collection rounds
will allow for assessment of the full HCF intervention, includ-
ing the training and additional stigma-reduction activities; this
article focuses solely on the curriculum adaptation process.

2.2.1 Population and sampling

Eligible HCF staff (N = 200) included both clinical and non-
clinical staff employed at a hospital in the parent study [37].
Purposive sampling recruited staff likely to interact with MSM
clients by selecting 60% of the sample from key departments
(Antiretroviral therapy (ART) clinic, outpatient department,
pharmacy and security/reception/management) and 40% from
other departments. On data collection days, staff arriving first
in the designated departments were invited to participate
until sample targets were reached.

2.2.2 Data collection and analysis

Data were collected using self-administered paper question-
naires, with interviewers present to assist as needed. All data
were double-entered, and any discrepancies checked against
the paper surveys. We present frequencies of key variables
and summary statistics relevant to the four actionable drivers
and the intervention adaptation process.

2.3 Curriculum adaptation

Initial adaptation of the curriculum was done by two stigma-
reduction master trainers (SC and MC) and one principal
investigator (LN), all of whom tailored the HP+ “Total Facil-
ity” approach HIV stigma-reduction curriculum for Ghana
[29, 44, 48]. The team reviewed the original HIV stigma-
reduction curriculum considering findings from both study
regions in the “rapid analysis.” They identified the exercises
that were: still relevant; relevant but needed additional inter-
sectional stigma content; or irrelevant and could be dropped.
As well, they noted where gaps existed that required new
exercises. A participatory workshop with the full research
team, which included MSM from partner organizations from
each study region, was then held to discuss the “rapid anal-
ysis” findings and the initial curriculum adaptation. Based on
these deliberations, the team adapted the existing exercises
and created new ones, with support from both MSM part-
ner organizations. An external stigma-reduction expert trainer
then reviewed the adapted curriculum and further revisions
ensued. Final adaptations occurred during the 5-day training-
of-trainers of HCWs and MSM from both regions, who were
to deliver the training in their respective facilities. HCF base-

line data from both regions were utilized to triangulate and
confirm the adaptation.

2.4 Ethics

We obtained ethics approval from Yale University, Noguchi
Memorial Institute for Medical Research, University of
Toronto and Ghana Health Services. All respondents provided
written informed consent after undergoing an informed con-
sent process, which provided study information and stressed
that participation was voluntary and would not impact their
HCF employment or services relationship with the partner
organization.

3 RESULTS

The adaptation process led to existing curriculum exercises
being placed in one of four categories: (1) Expand—modify
existing exercises to incorporate or deepen MSM and gen-
der non-conformity stigma content; (2) Generate—create new
exercises; (3) Maintain—keep exercises with no modifications;
and (4) Eliminate—drop exercises given time constraints. The
original Ghana HP+ curriculum [44, 55] had 14 exercises. In
the adapted curriculum, eight of the original exercises were
kept (four with no changes and four with added intersec-
tional stigma content), three new exercises were created and
six original exercises were dropped. We describe key themes
that informed the above categorization, organized by four key
immediately actionable drivers [30], and highlight HCW sur-
vey data that triangulated the theme. Table 1 summarizes
the findings by key driver, corresponding curriculum topic and
specific exercises in the adapted curriculum.

3.1 Immediately actionable drivers

3.1.1 Driver 1: Awareness

Three themes emerged relevant to awareness: (1) lack of
recognition of how MSM stigma manifests in health facili-
ties, (2) limited understanding of how gender norms undergird
intersectional stigma faced by MSM and (3) the belief that
being MSM is a mental illness.

1) HCW appeared not to recognize how their own stig-
matizing attitudes and beliefs may manifest in service deliv-
ery to MSM (even if unconsciously). This was evident in the
HCW FGDs through a disconnect between clear descriptions
of strongly held stigmatizing attitudes and beliefs about MSM
and stigmatizing behaviours—such as bringing religion into the
patient–provider encounter in a manner that judges MSM—
and repeated statements from HCWs that services are deliv-
ered to MSM without stigma.

It depends on the whole situation. There are some peo-
ple [MSM] you can easily convince them. For instance. . . I’ll
make sure I’m very close to you [MSM client]. I’ll get to
know what you really do. What really allowed you to be
in there. I’ll make sure I agree with you all the time. Then
as time goes on, I try to convince you to come back. . . But
there are some people it’s very difficult to convince them.
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Table 1. Mixed-methods data informing curriculum adaptation, by curriculum topic and training exercise

Immediately

actionable driver

Qualitative

findings

(MSM)

Qualitative

findings (HCF

and HP+
trainers)

Quantitative

findings (HCF) Curriculum topic Workshop exercise

Awareness and

knowledge

X X X 1. Building understanding and

awareness of what stigma

looks like in concrete terms

with a focus on HIV, MSM

and gender non-conforming

stigma, gender norms and

stigma, stigma, MSM and

mental health

Naming stigma through pictures

[EXPAND]

Attitudes X X X 2. Building empathy and

reducing distance

Values clarification [GENERATE]

Outside the gender box [GENERATE]

How myths about MSM and mental

illness can lead to stigma [NEW]

Identity soup [MAINTAIN]

Gender and sexual diversity [EXPAND]

Gender and sexual diversity

terminologies [EXPAND]

Listen to first-hand experiences of

people experiencing stigma; discuss

experiences in health facilities

[MAINTAIN]

Self-reflection [MAINTAIN]

Fear N/A X X Understanding and addressing

fear of contracting HIV in

the workplace

Fears about nonsexual

transmission/quantity, quality and

route of entry (QQR) [MAINTAIN]

Institutional

environment

X X Understanding the importance

of confidentiality and the link

to stigma

Confidentiality and stigma [EXPAND]

X Building skills to address

stigma and planning action to

address stigma within health

facilities

Challenge the stigma and be the

change [EXPAND]

Writing a code of practice and action

plan [EXPAND]

Abbreviations: HCF, health care facilities; HP+, health policy plus; MSM, men who have sex with men.

Very. You can read the bible from Genesis to Revelation,
they don’t hear. (FGD, Clinical HCW)
Several of the original HP+ curriculum exercises respond to

this driver by building understanding and awareness of stigma
in general (e.g. Self-Reflection exercise). For the adaptation,
the stigma awareness exercises were deepened by adding
MSM and gender non-conformity content. For example, in
the Naming Stigma through Pictures exercise (Figure 2), the
team reviewed existing pictures and determined if they
should be redrawn to be more contextually appropriate
for the two study regions and where new pictures were
required.

2) The second theme under the awareness driver is the
strong gender norms around how “real and proper” Ghanaian
men and women should look, dress, behave and uphold “tradi-

tional” marriage and childbearing and rearing norms. Men and
women ostensibly “should” get married (to the opposite gen-
der) and have children, with men as head of the household
and responsible for taking care of the family financially, while
women raise the children and manage domestic affairs. Both
the HCW and MSM data demonstrate how MSM and gen-
der non-conforming stigmas are shaped and driven by these
strongly held traditional gender norms and a lack of aware-
ness of the relationship between gender norms and MSM
stigma:

R1: For a Ghanaian man you are supposed to be responsi-
ble, pay the bills in the house. . . take care of your wife.
R2: Our culture makes us to understand that a man is a
man. He should be in trousers, should walk masculine, have
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Figure 2. Sample of redrawn pictures depicting stigma towards MSM for use in the “Naming Stigma Through Pictures” exercise.

Table 2. Agreement with gender norm statements related to MSM and gender non-conforming stigma among healthcare facility

staff (N = 200)a

Do you strongly agree or disagree with the following

statements? Agree

Neither agree

nor disagree Disagree

A man should be able to dress like a woman, if he chooses. 8.2% (N = 195) 15.9% (N = 195) 75.9% (N = 195)

A woman should be able to present herself as a man in public,

if she chooses.

11.6% (N = 198) 15.7% (N = 198) 72.7% (N = 198)

If a man has attraction/feelings for other men, they should do

everything to overcome these feelings.

77.7% (N = 197) 13.2% (N = 197) 9.1% (N = 197)

If a person feels that they want to present their mannerisms,

dress or practices in a different gender than the one they

were born into (such as feminine presenting men), they

should do everything to overcome these feelings.

62.6% (N = 198) 24.2% (N = 198) 13.1% (N = 198)

aN’s may vary due to non-response.
Abbreviation: MSM, men who have sex with men.

this masculine feature. He should behave like a boy, a man,
that’s what our culture tells us. (FGD, Clinical HCW)
My community is a bit hostile to Saso people [MSM], espe-
cially if you exhibit signs of femininity. They believe that as
a man you have to behave like a man. I almost got killed
because they think I am a curse or something to the com-
munity. They think I am not human and don’t deserve to
live. (FGD, MSM)
Responses to several gender norms statements from the

HCW baseline data mirror the qualitative gender norms find-
ings (Table 2).

In response, we deepened the gender content in the
curriculum by adding a new exercise and expanding the
existing sexual and gender diversity exercise. These two
exercises, along with an in-person panel of MSM, work to
create awareness of gender norms and how they relate to
MSM stigma by building understanding of gender and sexual
diversity and building empathy through in-person “contact”
with MSM outside of a clinical setting. The exercises also
promote self-reflection by trainees on how they express
themselves, often on a daily basis, in ways that are outside of
traditional gender norms or the gender role assigned to them
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Figure 3. Output from the gender box exercise.

at birth, and how that makes them feel. The new exercise
on gender norms, Outside the Gender Box, was adapted from
the Keep the Best, Change the Rest manual [56]. This exercise
(Figure 3) was added to: explore societal gender norms and
how they influence upbringing, attitudes and beliefs; examine
the negative impact that gender norms can have on our lives
and those who do not conform to gender norms; reflect on
how we have stepped outside of gender norms in our own
lives; and explore the link between gender norms and stigma,
particularly towards gender non-conforming people. It is an
interactive participatory exercise that ends with a debrief
discussion.

3) The third theme emerging under the awareness driver is
the belief that being a MSM is a symptom of mental illness.
This belief manifests in thinking that MSM should be referred
for services to address their “MSM mental illness.” This belief
appears to be reinforced by outdated medical training of
same-sex attraction as a psychiatric diagnosis:

Such men [MSM], actually psychologically, they have a
problem; if it is not addressed, okay psychologically they
have a problem; they have to be looked at carefully or coun-
seled to desist from that. (FGD, Clinical HCW)
Quantitative data reinforced the importance of addressing

the beliefs around MSM being a mental illness. Only a third
(33.8%) of HCWs disagreed with the statement Being MSM is

a mental illness, while over a third (37.4%) agreed and 28.7%
neither agreed nor disagreed.

In response to this theme, a new exercise How myths about
MSM and mental illness can lead to stigma was developed
that combines a role play, short power point presentation
and discussion. The objectives are to learn about research
and beliefs around sexuality and mental disorders, discuss the
myths that participants may have been taught and understand
the link between stigma and mental health. A short presenta-
tion, developed by a senior Ghanaian psychiatrist and refined
by a facility trainer, begins by first defining mental health and
its relationship to physical, social and emotional wellbeing, in
contrast to mental illness. Key myths and misconceptions are
then named and debunked through facts. The consequences
of these myths—such as how myths can drive stigma, rejec-
tion, social isolation and mental illness (e.g. depression)—are
also explored. The session ends with discussion about how to
change the situation.

3.1.2 Driver 2: Fear

Fear as a driver of stigma was distinct for HIV and MSM
stigmas. Given fear of acquiring HIV while providing care to
PLHIV is already documented in Ghana as an important HIV
stigma driver to address in health facilities [48], the qualitative
guides did not focus on this issue. However, it is still surfaced
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Table 3. Attitudes towards HIV and MSM among healthcare facility staff (N = 200)a

Attitude Response PLHIV MSM

I would feel ashamed if someone in my family was. . . Agree 15.3% (N = 196) 67.0% (N = 194)

Neither agree nor disagree 6.6% (N = 196) 15.5% (N = 194)

Disagree 78.1% (N = 196) 17.5% (N = 194)

I would feel that I had failed as a parent if I learned

that my son was. . .

Agree 26.2% (N = 195) 74.2% (N = 194)

Neither agree nor disagree 14.9% (N = 195) 13.9% (N = 194)

Disagree 59.0% (N = 195) 11.9% (N = 194)

. . . threaten many of our basic social institutions Agree 16.7% (N = 198) 58.6% (N = 198)

Neither agree nor disagree 16.7% (N = 198) 17.7% (N = 198)

Disagree 66.7% (N = 198) 23.7% (N = 198)

. . . persons are sinful Agree 3.6% (N = 194) 85.2% (N = 196)

Neither agree nor disagree 9.2% (N = 194) 11.2% (N = 196)

Disagree 87.2% (N = 194) 3.6% (N = 196)

Total: % agreeing with at least one stigmatizing attitude 41.7% (N = 199) 92.5% (N = 199)

aN’s may vary due to non-response.
Abbreviations: MSM, men who have sex with men; PLHIV, people living with HIV.

in the qualitative discussions and the baseline survey con-
firmed that it remains an issue as 56.4% of HCWs expressed
fear of HIV acquisition through at least one of four routine
client care interactions, while 60.6% indicated they routinely
use one of four unnecessary infection control measures when
providing care for PLHIV. Further, 33.3% of HCWs thought
their co-workers were hesitant to care for PLHIV and 21.1%
reported they themselves were hesitant. In response, one of
the two exercises that address fears of workplace HIV acquisi-
tion was retained as originally written. The other was dropped
due to time considerations.

With respect to fear as a driver of MSM stigma, some dis-
cussion groups raised fear that providing services to MSM
could lead to accusations of “promoting” or “encouraging”
MSM:

R1: Honestly when any MSM walks to you, you are eager
within to try to get the person out of it [Being MSM].
Though for the first time you will not tell the person, you
don’t tell it to their face. . .You are tempted to do that
though it’s not professional, you are tempted to do it so
[otherwise] we become like you are encouraging them to
come in and come in, that one it will [be on] our conscience.
(FGD, Clinical HCW)
Perhaps reflecting these fears, 35.1% of respondents

reported that they thought their co-workers were hesitant to
care for MSM, while 25.3% reported they themselves were.
When asked whether, if they had a choice, they would prefer
not to provide services to MSM, 14.1% reported they would
prefer not to, whereas only 1.5% indicated they would prefer
not to care for PLHIV.

Multiple exercises work in different ways to address these
concerns by (1) helping HCWs understand that providing ser-
vices to MSM does not “promote” MSM or encourage “more”
same-sex behaviour and (2) building skills and confidence to
challenge MSM stigma when it occurs, as well as respond
to accusations that by providing stigma-free services or even
for attending the workshop, HCWs are promoting MSM. This
was done by adapting existing exercises to include new case

studies (see confidentiality exercise) and role plays (Be the
Change! exercise), as well as adding a new values clarification
exercise (see attitudes section).

3.1.3 Driver 3: Attitudes

While there were many stigmatizing attitudes expressed
in the qualitative data and confirmed in the survey data
(Table 3), two of the most common were: (1) The belief that
MSM are “demonic,” “evil,” “morally and religiously wrong” and
“sinful,” and (2) The belief that MSM are wilfully “choosing” to
engage in sexual behaviour that is “sinful” and “un-Ghanaian.”

These attitudes manifested in a range of verbal and non-
verbal behaviours described in both the HCW and MSM data,
like scolding, asking medically unnecessary intrusive questions,
bringing up religion to condemn MSM clients or other subtle
yet punitive measures:

They treat you different. Like in my case, after telling her
my situation and she [was] asking about my partner and I
told her who my partner is, she brought out the Bible. I am
a bold person, so when she brought the Bible out, I told her
that I wanted to use the washroom. Then I went to another
place, but what if I am like other people who are not as
bold as I am and because they have had this encounter,
decide not to go to any other health facility again? (FGD,
MSM)
The quantitative data reflect many of the stigmatizing atti-

tudes present in the qualitative data (Table 3) and underscore
how commonly these beliefs are held. Only 3.6% of HCWs
disagreed with the statement that MSM are sinful, compared
to 87.2% who disagreed that PLHIV are sinful. Only 16.3%
disagreed with the statement that Being MSM is a behavior
that is chosen (data now shown).

All curriculum exercises address the aspects of stigmatizing
attitudes, whether through creating awareness of how stigma-
tizing attitudes can manifest unconsciously in service delivery
(picture exercise) or tackling attitudes directly (new values
clarification exercise), building knowledge and understanding
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Table 4. Observed stigma by healthcare facility staff within their health facilities in the past 6 months (N = 200)a

In the past 6 months, how often have

you observed health care workers, at

least once. . . PLHIV MSM

Being unwilling to care for. . . 16.2% (N = 197) 11.1% (N = 199)

Providing poorer quality of care to. . . 13.7% (N = 197) 12.6% (N = 199)

Talking badly about. . . 29.5% (N = 197) 33.7% (N = 199)

Disclosing patient information without

consent when not medically necessary

19.0% (N = 197) 9.0% (N = 199)

aN’s may vary due to non-response.
Abbreviations: MSM, men who have sex with men; PLHIV, people living with HIV.

of gender and sexual diversity, or through self-reflection. The
panel discussion also allows HCWs to hear first-hand how
stigmatizing attitudes and behaviours hurt and harm MSM
clients and puts a “human” face to MSM, building bridges
between MSM clients and HCWs.

3.1.4 Driver 4: Facility environment

Breaches of confidentiality of HIV status or being MSM
emerged as the one relevant theme under facility environ-
ment. Such breaches resulted from HCWs gossiping and not
maintaining confidentiality, as well from the way services were
structured and physical layout of the facility. Having MSM-
specific services provided in a particular location or at a spe-
cific time can disclose that clients are MSM, while the HCF
structure/architecture can cause involuntary HIV status dis-
closure if HIV treatment is provided only on specific days or
a specific location:

People don’t trust the confidentiality of the service
providers. That’s why most guys don’t want to go to the
facility. They always have the impression that people will
gossip about them if they should visit the facility. (FGD,
MSM)
There was giggling from the time he took the folder and
. . . , people were calling others to come and have a look at
the person in question because it looks strange to all of us.
So, we could tell that the person knew that we were gig-
gling. . . though no one rudely spoke, but I think there was a
bit of discomfort. (FGD, Clinical HCW)
The quantitative data show that fears of breaches of confi-

dentiality among PLHIV or MSM are not unfounded. Report-
ing on the past 6 months, 19% of HCW survey respondents
reported observing an HCW disclosing a client’s HIV status
without their consent, while 9% reported observing disclosure
that a client was MSM (Table 4). In response, we maintained
and expanded the toolkit exercise on confidentiality by devel-
oping and incorporating case studies with MSM-specific sce-
narios based on the formative research.

The survey data provide more insights into potential areas
under this driver to address, both through the curriculum
and additional intervention activities (Table 5). While 78.5%
of HCW respondents indicated they could list several ways
to reduce stigma against PLHIV in their HCF, this dropped
to 48.7% when asked about addressing MSM stigma. When
asked if their facilities had policies to protect PLHIV from dis-

crimination, 78.7% of HCWs agreed, but only 49.7% agreed
they had policies to protect MSM.

The training ends with a set of exercises that focus on
building skills to challenge stigma in the facility environment
and plan for action to reduce stigma. For example, to build
skills to challenge stigma, we expanded an assertiveness and
role-playing exercise by adding role-plays focused on MSM
stigma.

4 D ISCUSS ION

Stigma-reduction interventions need to target the attitudes,
beliefs, practices and policies that drive stigma as a means
to support engagement across the HIV care continuum
[30]. However, research on HCF stigma-reduction interven-
tion development, adaptation and evaluation does not always
explicitly provide this level of detail [22]. The original “Total
Facility” curriculum did exactly that by (1) raising awareness
on how HIV stigma manifests, (2) addressing fears of HIV
transmission through education on routes of transmission,
(3) providing a safe, non-judgemental space for participants
to confront the judging, shaming, blaming and stereotyping
involved in the stigmatization process and (4) focusing on poli-
cies and practices that encourage a stigma-free HCF environ-
ment. The process used in adapting this curriculum specifically
sought to understand and document the drivers of intersec-
tional stigma faced by MSM in Ghana in HCFs such that the
exercises and activities could be tailored to target these spe-
cific drivers.

There is a dearth of interventions that address intersec-
tional stigma, particularly for MSM in low-resource settings,
and support HIV prevention and treatment [35]. The adapted
curriculum is novel in that it addresses the intersection of
HIV, same-sex and gender non-conformity stigmas. The need
to recognize and understand an individual’s membership in
multiple stigmatized groups is a relatively recent phenom-
ena in the field of stigma reduction [8, 57]. While global
research highlights the deleterious impacts of stigma on
health outcomes [53, 58–60], intersectional stigma research
is just beginning to elucidate how multiple stigmatized
conditions and identities are experienced and how their
interlocking, compounding effects hamper healthcare access
and worsen health outcomes [8]. The overlap of certain
stigmatized health conditions and identities—particularly
for MSM who shoulder a high burden of HIV—and the
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Table 5. Health facility environment stigma factors among healthcare facility staff (N = 200)a

Statement Response PLHIV MSM

I would feel comfortable working closely with a person

who is. . .

Agree 74.7% (N = 194) 37.0% (N = 196)

Neither agree nor disagree 10.3% (N = 194) 18.6% (N = 196)

Disagree 14.9% (N = 194) 44.3% (N = 196)

I will get into trouble at work if I discriminate against . . . Agree 77.4% (N = 199) 67.8% (N = 199)

Neither agree nor disagree 5.0% (N = 199) 10.6% (N = 199)

Disagree 17.6% (N = 199) 21.6% (N = 199)

My health facility has policies to protect . . . from

discrimination

Agree 78.7% (N = 197) 49.7% (N = 197)

Neither agree nor disagree 7.1% (N = 197) 23.9% (N = 197)

Disagree 14.2% (N = 197) 26.4% (N = 197)

I can list several ways I could take action to reduce

stigma and discrimination against . . . in my health

facility

True 78.5% (N = 195) 48.7% (N = 195)

False 6.7% (N = 195) 23.6% (N = 195)

Don’t know 14.9% (N = 195) 27.7% (N = 195)

I am confident that I can challenge stigma and

discrimination against MSM in my health facility

True 44.9% (N = 198)

False 29.3% (N = 198)

Don’t know 25.8% (N = 198)

I am aware of institutional barriers that may inhibit

MSM from using health care services

True 27.9% (N = 197)

False 36.5% (N = 197)

Don’t know 35.5% (N = 197)

I would feel unprepared talking with a MSM client

about topics related to their sexuality

True 37.2% (N = 196)

False 49.0% (N = 196)

Don’t know 13.8% (N = 196)

Health facility policies prevent me from providing

quality care to MSM

True 6.1% (N = 197)

False 84.3% (N = 197)

Don’t know 9.6% (N = 197)

National policies prevent me from providing quality care

to MSM

True 7.7% (N = 196)

False 77.0% (N = 196)

Don’t know 15.3% (N = 196)

aN’s may vary due to non-response.
Abbreviations: MSM, men who have sex with men; PLHIV, people living with HIV.

rootedness of stigma in larger systems of inequality and
power are necessitating researchers and programme man-
agers to consider novel ways to understand and address
intersectional stigma [61]. Ultimately, as interventions often
take a siloed approach to stigma reduction, addressing only
one type of stigma at a single, socio-ecological level [58],
future interventions will need to draw on an intersectional
perspective to understand and address the co-experience of
multiple stigmas, marginalization and resilience [8, 62].

Recent decades have witnessed the proliferation of evi-
dence for how to reduce HIV stigma, particularly at the HCF
level [22, 31, 32, 63, 64]. As such, there is a rich evidence
base around stigma measurement and reduction that provides
a solid foundation to apply an intersectional lens to exist-
ing evidence-based practices [30]. Our adaptation approach
is an example of implementation research, sharing pragmatic
insights around how to draw from an existing HIV stigma-
reduction intervention to address intersectional stigma and
promote access to HIV care. Researchers and programme

managers should employ implementation science methods to
guide and evaluate the adaptation and implementation of
stigma-reduction interventions, particularly in low-resource
settings [65]. To bridge the research-to-practice gap in the
field of stigma-reduction, studies need to look beyond efficacy
to also include a focus on implementation to identify critical
barriers and facilitators to the scale-up of effective interven-
tions.

5 CONCLUS IONS

We adapted the HP+ HIV-focused HCF stigma-reduction
training curriculum to address intersectional stigma faced
by MSM in Ghana and ultimately support HIV prevention
and treatment. The research team used a mixed-methods
approach that drew on both formative qualitative data and
baseline survey data to understand and document the drivers
and manifestations of the intersecting stigma faced by MSM
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in HCFs—namely, HIV, same-sex and gender non-conformity
stigmas. The research team used these data to expand or
generate new exercises to ensure the curriculum adequately
addressed the key drivers of intersectional stigma, including
lack of awareness, fear, attitudes and the facility environment.
A similar process could serve as a guide for other research
and programming efforts seeking to expand existing evidence-
based interventions to address intersectional stigma, particu-
larly for KPs, in low-resource settings.
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