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Abstract
Objective—To assess HIV/AIDS-related stigma and discrimination of people living with HIV/
AIDS (PLWHA) in Kumasi, Ghana.

Methods—A cross-sectional survey of 104 adults from the four sub-districts in Kumasi was
conducted.

Results—Four stigma constructs, employment-based discrimination, screening and identification
of HIV positive people, revelation of HIV status and social contact stigma were determined based
on reliability measures from responses to the questionnaire. Regression analysis showed that
participants with higher educational attainment were more likely to favor policies denying
employment to PLWHA (p<0.05), but disapproved of revealing HIV sero-status (p<0.05). Muslims
were more likely than Christians to agree with identifying PLWHA (p<0.05) and more likely to
advocate revealing HIV sero-status (p<0.05). Males were more likely to favor revealing HIV status
(p<0.05). Employed persons were more likely to have social contact with PLWHA (p<0.05).

Conclusions—These findings are useful in guiding the design of interventions against HIV/AIDS-
related stigma in Kumasi.
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Introduction
In 2005, an estimated 24.5 million people were living with HIV/AIDS in Sub-Saharan Africa
(UNAIDS 2006), and 75% of all deaths since the beginning of the HIV/AIDS pandemic has
occurred in this region. Currently, 320,000 Ghanaians are estimated to be living with HIV/
AIDS (UNAIDS 2007) and 30,000 Ghanaians have died from AIDS (CIA 2005). The HIV
prevalence rate in Ghana is 2.3% and HIV prevention and treatment programs have been
established to combat the AIDS epidemic. However, reports from the United Nations Integrated
Regional Information Networks (IRIN) on Africa indicate that the Ghanaian government’s
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AIDS program is in danger of failure due primarily to stigma and a failing health system (IRIN
2005). Identifying the predictors of stigma and designing effective interventions may be key
to ensuring successful HIV/AIDS prevention and treatment programs, and thus, successful
reversal of the AIDS epidemic. The purpose of our research was to determine the predictors
of HIV/AIDS related stigma and discrimination, and to identify the perceptions of community
members towards HIV/AIDS and persons living with HIV/AIDS (PLWHA) in Ghana. The
paper provides insight on the factors influencing the perceptions of community members
towards PLWHA.

Goffman (1963) defines stigma as a “mark” that links a person to undesirable characteristics
(label) (Goffman 1963). HIV/AIDS related stigma has been a negative factor in the crusade to
diminish the prevalence and effect of the HIV/AIDS pandemic. From the inception of AIDS,
people have advocated extensive measures including quarantine of HIV infected people in
order to protect the populace from the infection. Discrimination has often been rampant.
Ostracism, isolation, and rejection have been common place in the lives of people identified
to have AIDS (Carr and Gramling 2004). HIV/AIDS related stigma can range from a simple
gossip to outright discrimination, resulting in job loss, house evictions, rejection, isolation and
even killing of an HIV infected person. It can stem from legislative, and employment policies,
hospital policies, cultural beliefs, or individual behaviors, thoughts, and attitudes (Standing
1992, Zwi 1993, Aggleton 1996). HIV/AIDS related stigma and discrimination have been
linked to misconceptions about the disease, fear of the disease due to its manifestations and
fatality, and to the association of HIV/AIDS with stigmatized/marginalized individuals in the
community (Herek and Glunt 1988, Alonzo and Reynolds 1995, Boer and Emons 2004).

Since the beginning of the epidemic, much progress has been made in preventing new HIV
infections and in delaying progression of the disease. However, very little has been done to
halt the effect of stigma (Piot 2006). In 1988, a panel convened by the Institute of Medicine
concluded that “the fear of discrimination is a major constraint to the wide acceptance of many
potentially effective public health measures” (Herek and Glunt 1988). Now, twenty-five years
after the start of the epidemic, the stigma of AIDS is still a hindrance in the fight against the
disease. The stigma of AIDS, unswervingly hampers the effective AIDS response, deters
people from knowing their HIV status, prevents high risk individuals from receiving needed
services, prevents condom use, and creates non-compliance with breastfeeding
recommendations for HIV positive mothers (WHO/UNAIDS 2004). Halting the epidemic will
involve changing the perceptions of individuals in the community towards HIV and PLWHA.

In Ghana and many countries of sub-Saharan Africa, HIV transmission occurs primarily
through heterosexual intercourse. In these countries, HIV/AIDS is widely viewed as a
consequence of sexual immorality or immoral behaviors, thus, infected individuals are
considered responsible for acquiring the disease. In some cases, the infection is perceived as
a punishment given by God to perpetuators of sins like prostitution, promiscuity, drug use, or
homosexuality (Kaldjian, et al. 1998, Ayranci 2005). Ghanaians are very religious and moral
people and have a value system to which they adhere (Awusabo-Asare et al. 2004). They
believe an individual should abstain from sex until marriage and that those who acquire HIV/
AIDS through commercial sex work or promiscuity bring disgrace to their families. In Ghana,
HIV/AIDS is believed to have emerged from individuals who engaged or solicited commercial
sex workers (prostitutes) from Cote d’Ivoire (Yeboah-Afari 1988, Decosas 1995). HIV/AIDS
is also blamed on foreigners, gay men and the Devil (Prince, 2004). Thus, people who have
HIV/AIDS are blamed for the disease. The stigma related to sexual immorality due to cultural
values against prostitution, promiscuity and homosexuality coupled with the fear of HIV/AIDS
(due to misconception and fatality of AIDS) may be the source of HIV/AIDS stigma in Ghana
(Ankomah 1998, Mill 2003, Prince, 2004). For example, commercial sex workers have been
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stigmatized and frequently harassed and humiliated by law enforcement agents (WiLDAF
2006).

Although there are homosexuals in Ghana (Known MSM Sites, 2008), the only form of sexual
transmission of HIV that working documents of Ghana on HIV/AIDS recognize is heterosexual
transmission (Republic of Ghana, 2000; Ghana AIDS Commission, 2000, National AIDS/STI
Control Programme, 2001). International documents report nothing on HIV transmission by
homosexual or bisexual groups in Ghana (UNAIDS, UNICEF, WHO 2002 Update; UNAIDS
2006). The Criminal Code of 1960 (Act 29) of Ghana, makes “sexual intercourse with a person
in an unnatural manner” a crime (Attipoe, 2008). Although the act does not define what “Sexual
intercourse in an unnatural manner” means, persons suspected of homosexuality are swiftly
punished and incarcerated by law officials (Prince, 2004). Homosexuals (men who have sex
with men; MSM) are also harassed, called evil, evicted from their homes and even beaten by
members of the community (Prince, 2004). Drug use does not seem to play a major role among
MSM in the Ghana Metropolis. Only 2% of MSM reported using methamphetamines or
inhaling nitrates (Influencing Factors, 2008). Although a paper on HIV prevention among
injecting drug users in developing and transitional countries list Ghana as one of these
countries, no data was reported for Ghana and the source of the information was given as
unpublished data from WHO, UNAIDS (Ball et al, 1998).

In Ghana, family members are considered ultimately responsible for the behavior of each
household member and the family is blamed or praised for the behavior of its members (Hintz
1987). An individual is linked to a long chain of living and deceased members in his or her
family and in his or her town or village (Hintz 1987). Thus, family members of a person who
dies of or lives with HIV/AIDS are also stigmatized. Family members may encourage relatives
with HIV/AIDS to remain silent about their HIV status to prevent gossip, social rejection and
HIV related stigma. In some cases, family members isolate relatives with HIV to minimize
social contact and/or prevent infection. Identifying the perception of family members towards
HIV and family members with HIV/AIDS will be important in designing stigma averting
interventions and educational programs for family members.

At the community level, the fear of stigma can lead to the refusal of voluntary counseling and
testing (VCT) for HIV, increased gender-based violence, and marginalization of high risk
individuals (Heyward, et al. 1993). Community members may not seek VCT because of the
fear of discovering that they are HIV positive and fear of the resulting stigma and discrimination
that may accompany their HIV/AIDS positive status. Thus, HIV/AIDS related stigma and
discrimination may have a profound impact on the disclosure (revelation) of HIV status and
the subsequent care, support, or treatment that HIV positive persons receive (Moneyham, et
al. 1996, Muyinda, et al. 1997, Weiss and Ramakrishna 2001, Mill 2003, Carr and Gramling
2004, Reynolds, et al. 2004). In Ghana, HIV positive persons hide their HIV-seropositive status
to reduce HIV/AIDS related stigma and discrimination and to retain the care and support of
family members. Ironically, this secrecy hinders uptake of treatment and of support services
that can be provided by family members (Mill 2003). People who feel stigmatized or
discriminated against are more likely to have poor health outcomes, socio-psychological
problems, and suicidal thoughts (Sowell, et al. 1996, Reynolds, et al. 2004, Bottonari, et al.
2005, Katz and Nevid 2005, Sledjeski, et al. 2005). Tackling HIV stigma will involve tackling
perceptions and values towards sexuality and HIV/AIDS.

Few studies on AIDS stigma among family and community members have been conducted in
Ghana. One study conducted by Mill (2003) explored the experience of HIV-seropositive
women receiving care in Accra and Agomanya (Mill 2003). It reported that many HIV positive
women felt the need to hide their HIV status due to the perceived shame and disgrace
surrounding the HIV infection. HIV counselors also reinforced maintaining secrecy as a
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strategy to reduce stigma (Mill 2003). Another study was an in-depth interview with health
care workers in the Cape Coast municipality in Ghana (Awusabo-Asare and Marfo 1997). It
revealed that there was general fear of infection among health care workers that resulted from
inadequate supply of basic protective items and insufficient information on the sero-status of
some patients (Awusabo-Asare and Marfo 1997). Refusal to treat PLWHA, refusal to work in
HIV/AIDS facilities, maltreatment of PLWHA, and inequality in treatment between HIV/
AIDS infected and uninfected patients were forms of HIV/AIDS-related discrimination shown
by health care professionals in health care facilities (Awusabo-Asare and Marfo 1997). A more
recent study examined the effect of HIV stigma on caregivers of PLWHA in Accra. This study
observed that caregivers also experienced widespread stigma and discrimination that were
exhibited in negative attitudes from close neighbors, relatives, and health care workers
(Mwinituo and Mill 2006). As a result, caregivers of PLWHA in the study, secretly offered
care in order to minimize disrespect and isolation (Mwinituo and Mill 2006). In this study, we
examined the predictors of stigma and the perception (knowledge, attitudes, and behaviors) of
community members towards PLWHA.

Methods
Study setting

The study was conducted in Kumasi, the capital and cultural center of the Ashanti Region of
Ghana. Kumasi is located in the south-central part of the country with a population of about
2.5 million. Sixty-three percent of the people are Christians; 16% are Muslims, and 21%
practice indigenous beliefs (CIA 2005). While a majority of Ghanaians have heard about HIV/
AIDS (Ghana Statistical Service (GSS) and ORC Macro 2004), available evidence (WHO/
UNAIDS 2004) shows that very few have comprehensive knowledge of the disease. While the
rich cultural and religious heritage of Kumasi makes it a prime candidate for AIDS-related
stigma research, no previous studies have been conducted to elucidate the nature and correlates
of AIDS stigma in the city.

Target population, informed consent and sample size calculation
A random sample of adults was recruited from representative settings in the Kumasi Region.
Participants were from the 4 sub-districts or sub-metros of the Kumasi Metropolitan Assembly
(Subin, Asokwa, Bantama and Manhyia: Figure 1). During recruitment, the purpose of the
study was explained to potential participants and their voluntary participation was sought.
Potential participants were informed that if they chose not to participate, they would not lose
any benefits from the Ministry of Health or their other local health providers, and they could
withdraw from the study at any time if they chose to do so. Thus, participation in the study
was voluntary and no incentives were provided. Participants were assured of confidentiality,
and only study identification numbers were used on the questionnaires. Ethical approval for
the study was obtained from the Institutional Review Board (IRB) of the University of Alabama
at Birmingham, and the Ethics Committee of the Ghana Health Service. Based on previous
research on stigma and discrimination against PLWHA in Africa (Wade, et al. 2006), we
hypothesized that at least 50% of the adult population of Kumasi would express some form of
stigmatization attitude against PLWHA and that at best this figure would be 40%. Thus, with
an adult population of about 768,000 (Population Division of the Department of Economic and
Social Affairs of the United Nations Secretariat, 2005) and assuming a power of 80% at 95%
confidence interval (CI), we determined the sample size for the study to be 83. We used EPI-
Info 2000 (CDC, Atlanta, GA, USA) for this calculation. To account for non-responses, an
additional 25% was added to the sample for a total sample size of 104.
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Study instrument
The 43-item questionnaire was developed by UAB investigators based on a comprehensive
literature review (Ehiri et al. 2005) and validated through a series of reviews by our Ghanaian
collaborators at AIDS Ally and a network of other non-governmental organizations (NGOs)
working with HIV patients in Kumasi. It was further tested by means of a small pilot of 10
randomly selected adults in Kumasi who were not included in the main study. The questionnaire
included items related to demographic information (age, gender, educational level, and marital
status), knowledge of HIV pathology, symptoms, prevention and care strategies, transmission
of HIV and perceptions and behaviors regarding HIV/AIDS. A separate set of questions
regarding perception, support, and revelation of HIV status was included for family members
of PLWHA.

Data analysis
Analysis of quantitative data was conducted using SAS statistical program version 9.1. We
generated descriptive statistics (frequencies and percentages) and tested for differences using
Chi-square statistics. Descriptive statistics were used in presentation of the demographic
characteristics in tabular form. Exploratory factor analysis was used to group questions related
to perception and beliefs about HIV and PLWHA. The SCREE test with VARIMAX rotation
was used to retain the meaningful factors using item loadings greater than 0.4 as the qualifying
criterion for retention. Four constructs (factors) of stigma, namely, employment-based
discrimination, screening and identification of HIV positive people, revelation of HIV status
and social contact/interaction stigma were identified. Confirmatory factor analysis was used
to confirm the various stigma factors using Cronbach alpha as a measure of reliability of the
constructs. A Cronbach alpha of 0.70 is considered acceptable in the natural sciences
(Nunnally, 1979) but Cronbach alphas of less than 0.60 have been noted in the social sciences
(Hatcher, 1994). A p-value of at least 0.05 was used to indicate significant differences that
were not due to chance. Structural equation modeling and ordinary least squares (OLS)
regression were conducted to evaluate the factors influencing the stigma constructs.

Results
Sample characteristics

A summary of the socio-demographic characteristics of the participants is provided in Table
1. Majority of the participants were less than 30 years of age (61%), had less than a senior
secondary school education (59%), and were Christians (80%). Only 13% of these participants
had been tested for HIV/AIDS. Twelve percent (12%) of participants were family members
and approximately 35% knew at least one person who was living with or who had died from
HIV/AIDS.

Knowledge of HIV/AIDS and PLWHA
Of the 104 respondents, 59% did not know why HIV makes people sick, and 67% could not
correctly name or write two symptoms or opportunistic infections associated with HIV/AIDS
(Table 2). Ninety-seven percent of participants had average to good knowledge of HIV
transmission. However, only 39% had a good knowledge of care and support strategies for
PLWHA.

Attitudes and behaviors of study participants towards PLWHA
A summary of the attitudes and behaviors of the study participants towards PLWHA is
presented in Table 3. Majority of the respondents agreed that PLWHA must be treated fairly
(89%), be provided with free healthcare or medications (87%), and be treated with compassion
(92%). Regarding the treatment of children of PLWHA, 23% indicated that children of

Ulasi et al. Page 5

Health Place. Author manuscript; available in PMC 2009 December 7.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



PLWHA should be treated differently from other children because they have HIV/AIDS in
their family. Fourteen percent indicated that PLWHA should not be allowed to participate in
team sports, and 36% indicated that they would not let their child(ren) play with a child with
HIV. In addition, 59% of participants agreed that PLWHA should inform other people of their
HIV/AIDS status, 28% agreed that PLWHA should be isolated in certain villages or towns.
Twelve percent of participants indicated that they would request a job change if one of their
coworkers, with whom they work closely, became HIV positive.

Sociodemographic characteristics of participants according to whether they knew someone
living with or someone who died from HIV/AIDS

The Chi-square analysis of demographic characteristics of study participants who knew a
PLWHA or someone who had died from HIV/AIDS is provided in table 4. Participants who
did not know anyone living with or who had died from HIV/AIDS were more likely to be
females (58%), younger than 30 years of age (77%), single (74%), and have less than a senior
secondary education (73%) (p<0.05). On the contrary, participants who knew a person living
with or who had died from HIV/AIDS were more likely to be males (70%), at least 30 years
old (65%), married (35%), and with greater than a secondary school education (56%) (p>0.05).
There was no association between knowing someone with HIV and having been tested for
HIV.

Confirmatory factor analysis
The four factors that were found to predict stigma among family and community members
(employment based discrimination, screening and identification of HIV positive status,
revelation of HIV status and social contact) are presented in Table 5. The first factor
“employment based discrimination” was supported by 3 questions/items to which participants
were asked to respond by circling one of three choices (A=Agree, D=Disagree, NS=Not sure).
The items were: (1) employment of people known to have HIV/AIDS should be terminated;
(2) employment of people believed to have HIV/AIDS should be terminated; and (3)
employment should be denied to individuals who test positive for HIV. The correlations for
these items were, 0.91, 0.90, and 0.66, respectively. The Cronbach alpha was 0.77.

The second factor “screening and identification of persons positive for HIV” was supported
by 5 questions/items to which participants were asked to respond by selecting one of three
choices (A=Agree, D=Disagree, NS=Not sure). The items were: (1) there should be mandatory
HIV testing prior to employment; (2) government and businesses should develop strategies to
combat discrimination against PLWHA in the work place; (3) everyone should be screened
and tested for HIV; (4) government or businesses should provide health benefits and free
treatments for PLWHA; and (5) HIV/AIDS patients should be prohibited from working in
certain occupations such as health and food preparation. The correlation coefficients were 0.63,
0.59, 0.58, 0.55 and 0.45, respectively. The Cronbach alpha was 0.44.

The third factor “revelation of HIV status” was supported by a question/item with 4 parts using
a yes/no response. The question was “If you discovered that a person that you work with directly
has HIV/AIDS would you (i) inform everyone of the co-worker’s HIV/AIDS status, (ii) tell
your employer and discourage him/her from keeping the person, (iii) tell your employer and
let him decide whether or not to keep the person, and (iv) keep quiet. The correlations were
0.74, 0.73, 0.75, and 0.69 respectively. The Cronbach alpha was 0.71.

The fourth factor “social contact or interaction” was determined by four questions/items using
a yes/no scale. The questions were: (1) would you kiss an HIV positive individual on the cheek?
(2) would you share the same drinking cup or plate with an HIV positive individual? (3) would
you be a confidential friend to someone positive for HIV/AIDS? and (4) would you have dinner

Ulasi et al. Page 6

Health Place. Author manuscript; available in PMC 2009 December 7.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



with someone positive for HIV/AIDS? The correlations were 0.70, 0.71, 0.58, and 0.82,
respectively. The Cronbach alpha was 0.68.

Structural Equation Modeling
The analysis from structural equation modeling in which the latent variables (the constructs)
were the dependent variables regressed on the sociodemographic observed variables showed
that “Employment-based discrimination” was fairly and adequately described by the
independent variables (Table 6). The Chi-square was 12.24 (p = 0.43, degrees of freedom (df)
= 12,). The model had Normal Fit Index (NFl), Goodness of Fit Index (GFI), and Adjusted
Goodness of Fit Index (AGFI) of 0.97, 0.97, and 0.89, respectively. Only education explained
the variance in this construct. The model showed that educated people were likely to agree to
deny or terminate employment of individuals with HIV. The variation in the explanatory
variable explained 11% of the variation in this stigma construct.

The “Screening and Identification” construct was explained by religion and education. The
Chi-square was 24.01 (p= 0.68, df = 28). The NFl, GFI, and AGFI of the model were 0.92,
0.96, and 0.90, respectively. The variation in the independent variable explained 34% of the
variation of this stigma construct. Non-Christians (primarily Muslims) were more in favor of
screening and identification of persons with HIV. Those who were more educated were
marginally opposed to HIV screening and identification.

The structural equation model for “Revelation of HIV Status” was significantly influenced by
education and religion. The Chi-square was 34.23 (p = 0.62, df =23). The NFI, GFI and AGFI
were 0.93, 0.94 and 0.83, respectively indicating that the model had a good fit. The independent
variable explained 33 percent of the variation in the dependent variable. Those having
secondary school or higher level of education were opposed to revealing HIV status while
Muslims were positively inclined to favor revealing HIV status. Males were inclined to favor
revelation of HIV status as opposed to females.

Only employment was significant and positive in explaining the “Social Contact/Interaction”
stigma construct at the 5% level. The Chi-Square was 15.32 (p= 0.76, df = 20). The NFI, GFI
and AGFI were 0.95, 0.97 and 0.92 respectively, which indicate that the model had a good fit.
The independent variable explained 17% of the variation in the construct. Those who were
educated and older were marginally opposed to social interaction.

Discussion
Work place discrimination remains a huge barrier for PLWHA. A study conducted by Brooks,
et al. (2004), reported that 66% of unemployed PLWHA in the United States indicated that
workplace discrimination along with the loss of health insurance and disability income benefits
were significant barriers to returning to work (Brooks, et al. 2004). This study clearly indicates
that work place discrimination exists; 12% of participants indicated that they would change
jobs if someone they work with becomes positive for HIV. Unfortunately, this discriminatory
behavior was more likely exhibited by people who attained a higher educational status. While
this association has not been observed in other studies, we believe that the higher rate of
discrimination among educated individuals may indicate that knowledge does not change
behaviors.

People with lower education also exhibited some other forms of stigma. They were also more
likely to favor mandatory screening and identification of HIV status, revelation of HIV status,
and social distancing of people with HIV/AIDS. Non-Christians, predominately Muslims, were
more likely to be in favor of mandatory screening, identification and revelation of HIV status.
Policies that favor mandatory screening and testing for HIV/AIDS with the intent of identifying
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those positive can create avenues for further stigmatization and discrimination of PLWHA. In
many cases, PLWHA perceive and/or experience further discrimination when their HIV
serostatus is revealed. Yet, 59% of respondents agreed that PLWHA should tell others about
their HIV seropositivity. Males were also more likely to be in favor of disclosure of HIV
positive status than females. It was important to note that majority (85.6%) of respondents had
not been tested for HIV/AIDS or knew their HIV serostatus, yet they supported the
identification of persons with HIV with the intent to know and be safe from the virus. Many
of these respondents admitted that the fear of HIV-related stigma and discrimination and fear
of knowing their HIV status were the main reasons why they had not sought HIV voluntary
counseling and testing.

The study also found that 29% of respondents agreed that people with HIV should be isolated
in certain villages or towns. Social distancing of people with HIV/AIDS was more likely to be
exhibited by people with lower educational status and those older than 30 years. Employed
individuals were more likely to have social contact or interaction with people living with HIV/
AIDS. It may be that employed people encountered HIV positive people on the job or during
their travel to and from work. Studies have shown that men with access to resources, including
those who are employed, may be more likely to have a greater number of female sexual partners
and be at greater risk of HIV infection (Wilkins et al. 1991; Gregson et al. 2001). The coupling
of high awareness of HIV/AIDS with low knowledge of HIV pathology, symptoms, care and
support may be a huge contributing factor to the presence of HIV/AIDS stigma in the study
population.

During the recruitment phase of the study, we experienced setbacks in recruiting family
members of PLWHA. There was a general reluctance by PLWHA to recruit family members
or to discuss their HIV/AIDS status with them. This reluctance stemmed from fear of the
resulting stigma, discrimination, and loss of support from family and friends if HIV positive
status is revealed. Data on family members were obtained primarily from community members
who indicated that they had a family member who was living with or who had died from HIV/
AIDS. Our study is limited by the small sample size that we recruited. A larger sample may
have improved the reliability of two of the stigma constructs namely “Screening and
Identification of HIV status” with Cronbach alpha of 0.44 and “Social Contact/Interaction”
with Cronbach alpha of 0.68. Cronbach alpha measures how well a set of items (or variables)
measures a single unidimensional latent construct, and is an important measure of the reliability
or consistency of survey questions or psychometric instruments. In natural science, a Cronbach
alpha of 0.70 is considered acceptable (Nunnally 1978), but in the social sciences, Cronbach
alphas of less than 0.60 have been noted (Hatcher 1994). The Cronbach alpha of 0.68 for “Social
Contact/Interaction” can be considered acceptable because with rounding off this would be
0.70, but the Cronbach alpha of 0.44 for “Screening and Identification of HIV Status” is
marginal or low. The variables measuring the Screening and Identification construct all had
factor loadings ranging form 0.45 to 0.63 which can be considered acceptable. However, since
the Cronbach alpha is marginal we place less emphasis on this part of the results and suggest
that future studies should be conducted to re-examine the questions that were asked.

The restriction of our data collection to Kumasi limits generalization of our results to this region
of Ghana. Despite the limitations, this study identified constructs of HIV/AIDS stigma and
characteristics of individuals more likely to demonstrate stigma. These findings add to the
scientific body of literature focused on identifying the experience and effects of HIV/AIDS
stigma on PLWHA, community members, caregivers and family members. Further research
is needed to identify the effect of stigma reduction interventions in the workplace and
community. Particular emphasis should be placed on careful identification of educational
messages that will bring about change in cultural and religious attitudes and result in reduction
of HIV/AIDS stigmatization in the work place and community. Our findings provide insightful
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information that can guide policy makers and researchers in the design and implementation of
such interventions.

In the context of Ghana, educational interventions should be sensitive to the prevailing
sociocultural, religious and economic environment, and should address areas such as, the harm
of cultural and religious judgements of HIV positive persons, the benefits of testing and
knowing one’s HIV status, inability to contract HIV by casual social contact, and the overall
benefit to the individual and the economy when an HIV positive person is allowed to receive
proper health care and treatment and to continue living as productive members of the
community. HIV positive persons and their families also need to be provided with factual
information about HIV/AIDS including information on home management and psychological
aspects of the disease. They need training to help them improve their self-esteem and self-
efficacy and positive coping skills. Educational intervention should seek to remove the belief
among members of the community that they can be physically, socially and morally tainted by
interacting with PLWHA. At the institutional level, health care workers and the legal system
should be targeted in order to promote access to care and testing services and to protect the
rights of PLWHA and their families. Since religion greatly influences daily life in Ghana,
successful intervention with religious leaders (and other opinion leaders) regarding
compassionate attitudes toward PLWHA should significantly impact and change societal
attitudes toward PLWHA.
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Figure 1.
Map of the Kumasi Metropolitan area and sub-metros (Subin, Asokwa, Bantama and Manhyia)
where the study was conducted.
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Table 1

Sociodemographic characteristics of the study population, Kumasi, Ghana.(N=104)

Variable Number* Percent

Age
<30 years 63 (60.6)
>=30 years 38 (36.5)
Education
< Senior Secondary 61 (58.7)
≥ Senior Secondary 37 (35.6)
Gender
Female 49 (47.1)
Male 55 (52.9)
Marital status
Single 62 (59.6)
Married 42 (40.4)
Religious affiliation
Christian 83 (79.8)
Muslim 21 (20.2)
Employment status
Not Employed 51 (49.0)
Employed 50 (48.1)
Income (in Cedis)
< 500,000 46 (44.2)
≥ 500,000 37 (35.6)
Tested for HIV
Yes 13 (12.5)
No 89 (85.6)
Number HIV positive
persons known
0 68 (65.4)
1–5 25 (24.0)
>5 11 (10.6)
Relationship to PLWHA
Family member 12 (11.5)
Community Member 92 (88.5)

*
Numbers may not always add up to 104 because of missing responses
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Table 2

Study participants knowledge of HIV pathology, symptoms, transmission, and care for PLWHA, Kumasi, Ghana,
2004

Number Percent
Variable (N =104) (%)

Knowledge of HIV pathology
Good 18 (17.3)
Average 22 (21.2)
Poor 61 (58.7)
No response 3 (2.9)
Knowledge of HIV/AIDS symptoms or opportunistic
infections
Good 9 (8.7)
Average 21 (20.2)
Poor 70 (67.3)
No response 4 (3.8)
Knowledge of HIV transmission
Good 48 (46.2)
Average 50 (48.1)
Poor 3 (2.9)
No response 3 (2.9)
Knowledge of HIV/AIDS care and support
Good 40 (38.5)
Poor 47 (45.2)
No response 17 (16.3)

Good= >70% accurate responses; Average= 50–70% accurate responses; Poor: <50% accurate responses
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Table 3

Attitudes and behaviors of study participants towards PLWHA

Variable Number
(N = 104)

Percent

PLWHA should tell others they are HIV positive
     Agree 61 (58.7)
     Disagree 32 (30.8)
     Not sure/No response 11 (10.6)
PLWHA should be isolated to certain town/village
     Agree 29 (27.9)
     Disagree 68 (65.4)
     Not sure/ No response 7 (6.7)
PLWHA must be treated fairly
     Agree 92 (88.5)
     Disagree 3 (2.9)
     Not sure/ No response 9 (8.7)
PLWHA should be provided free healthcare/medication
     Agree 90 (86.5)
     Disagree 8 (7.7)
     Not sure/ No response 6 (5.7)
PLWHA should be treated with compassion
     Agree 96 (92.3)
     Disagree 3 (2.9)
     Not sure/ No response 5 (4.8)
Children of PLWHA should be treated differently
     Agree 24 (23.1)
     Disagree 76 (73.1)
     Not sure/no response 4 (3.9)
PLWHA and/or their children should be neglected/avoided
     Agree 2 (1.9)
     Disagree 99 (95.2)
     Not sure/no response 3 (2.9)
PLWHA and/or their children should be verbally abused
     Agree 5 (4.8)
     Disagree 97 (93.3)
     Not sure/no response 2 (1.9)
PLWHA and/or their children should be physically abused
     Agree 1 (1.0)
     Disagree 101 (97.1)
     Not sure/no response 2 (1.9)
PLWHA should be allowed to participate in team sports
     Agree 88 (84.6)
     Disagree 14 (13.5)
     Not sure/no response 2 (1.9)
Would you request a change of job if one of your coworkers
became HIV positive?
     Yes 12 (11.5)
     No 89 (85.6)
     Not sure/no response 3 (2.9)
Would you hug or touch a person with HIV?
     Yes 92 (88.5)
     No 12 (11.5)
Would you provide care for an HIV/AIDS positive person?
     Yes 100 (96.1)
     No 4 (3.9)
Would you let your child play with an HIV/AIDS positive child?
     Yes 30 (28.9)
     No 17 (16.3)
     Not sure/ No response 57 (54.8)

PLWHA – People living with HIV and AIDS
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Table 5

Factors influencing stigma constructs, coefficients and reliability

Factors Coefficients Cronbach Alpha

Policy construct
  Employment-based discrimination 0.77
    Terminate employment those having HIV/AIDS 0.91
    Terminate employment if believed to have HIV 0.90
    Deny employment those having HIV/AIDS 0.66
  Screening and identification of HIV status 0.44
    Make HIV testing mandatory before employment 0.63
    Government develop strategies to combat discrimination 0.59
    Screen and test everyone for HIV/AIDS 0.58
    Government offer free health care services to PLWHA 0.55
    Prohibit PLWHA from working in certain occupations 0.45
  Revelation of HIV status 0.71
    Reveal HIV status of a coworker to everyone 0.74
    Reveal HIV status of the coworker to the employer and 0.73
    discourage the employer from keeping the person
    Reveal HIV status of the coworker to the employer and let 0.75
    the employer decide the employee’s fate
    Keep quiet about HIV status of coworker because its none 0.69
    of my business
  Social contact 0.68
    Kiss an HIV positive individual on the cheek 0.70
    Share the same drinking cup or plate with an HIV/AIDS positive individual 0.71
    Be a confidential friend to someone positive for HIV/AIDS 0.58
    Have dinner with someone positive for HIV/AIDS 0.89
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Table 6

Structural equation models using ordinary least squares

Variables Employment –
based
discrimination

Screening and
identification of
HIV status

Revelation of
HIV status

Social
contact/interaction

Age −0.56 (−0.75) −0.10 (−0.76) 0.17 (−1.60) −0.14 (−1.74)**
Gender −0.96 (−1.26) −0.13 (−1.12) 0.20 (2.11)* −0.13 (−1.33)
Marital status −0.13 (−1.14) 0.018 (0.19)
Education −0.15 (2.33)* −0.18 (−1.83)** −0.17 (−2.06)* −0.13 (−1.67)**
Religion 0.35 (3.25)* 0.20 (2.26)* −0.042 (−0.052)
Occupation 0.0097 (0.12) −0.66 (−0.54) −0.16 (−1.62) -
Employment 0.081 (1.05) - 0.007 (0.083) 0.19(2.10)*
Income 0.076 (0.097) - 0.070 (0.82)
R2 0.11 0.34 0.33 0.17
Error variance 0.26 0.44 3.03 0.30
NFI 0.97 0.92 0.93 0.95
GFI 0.97 0.96 0.94 0.97
AGFI 0.89 0.90 0.83 0.92

*
Significant at the 5 percent level;

**
Significant at the 10 percent level

NFI = Normal Fit Index; GFI = Goodness Fit Index; AGFI = Adjusted Goodness Fit Index
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