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Objectives. To explore whether beneficial health care policies, when implemented in the context of gender

inequality, yield unintended structural consequences that stigmatize and ostracize women with HIV from

"what matters most” in local culture.

Methods. \We conducted 46 in-depth interviews and 5 focus groups (38 individuals) with men and women
living with and without HIV in Gaborone, Botswana, in 2017.

Results. Cultural imperatives to bear children bring pregnant women into contact with free antenatal services
including routine HIV testing, where their HIV status is discovered before their male partners’ National HIV
policies have therefore unintentionally reinforced disadvantage among women with HIV, whereby men delay or
avoid testing by using their partner’s status as a proxy for their own, thus facilitating blame toward women
diagnosed with HIV. Gossip then defines these women as “promiscuous” and as violating the essence of
womanhood. We identified cultural and structural ways to resist stigma for these women.
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Conclusions. Necessary HIV testing during antenatal care has inadvertently perpetuated a structural

vulnerability that propagates stigma toward women. Individual- and structural-level interventions can
address stigma unintentionally reinforced by health care policies. (Am J Public Health. 2021;111(7);
1309-1317. https://doi.org/10.2105/AJPH.2021.306274)

n Botswana, which has among the
I highest HIV prevalences worldwide
(~20%)," national health care policies to
reduce barriers to HIV services are nec-
essary and beneficial strategies to
address population burden of HIV. Such
policies could also mitigate HIV stigma by
making testing and treatment more
socially normative.? 2 Yet universal poli-
cies unintentionally risk benefitting
socially privileged groups more than less
privileged ones.* In Botswana and many
regions of sub-Saharan Africa (SSA),
gender inequality means women

experience higher risk for and preva-
lence of HIV.> Because being associated
with HIV results in stigma—which pow-
erfully impedes antiretroviral therapy
(ART) adherence®—untoward conse-
quences for disenfranchised groups
including women could be created.”
These dynamics can be investigated
using theoretical perspectives that con-
sider how unintentional disadvantage
results from structural factors like health
care policies (i.e., structural vulnerability
framework) and interacts with culturally
based stigma that excludes individuals

from activities that “matter most” in
everyday life (i.e., “what matters most”
[WMM] stigma framework).

Botswana hasimplemented policies to
address the HIV epidemic, notably a
2001 nationwide program to prevent
mother-to-child transmission of HIV,
followed in 2002 by routine HIV testing
and universal access to ART (Figure 1),
including in antenatal settings. These
policies represent landmark public
health achievements to address HIV in
SSA; however, as a result of the epi-
demic’s urgency, stakeholder
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I FIGURE 1— Timeline for Implementation of Policies to Address the HIV Epi-

demic in Botswana

Notes. ACHAP = African Comprehensive HIV/AIDS Partnership; NACA = National AIDS Coordinating
Agency; PEPFAR = President's Emergency Plan for AIDS Relief; PMTCT = prevention of mother-to-child

transmission.

perspectives were not assessed before
implementation.® Thus, whether these
vital policies could unintentionally rein-
force disadvantaged positions for cer-
tain groups has not been examined.
Botswana's confluence of HIV policies
and free antenatal care (since 1973)
could inadvertently make women sus-
ceptible to structurally perpetuated HIV
stigma.

Gender inequality exacerbates HIV
stigma for women in high-, middle-, and
low-income contexts.” In Botswana and
SSA, HIVis linked with culturally based
conceptions of promiscuity and immo-
rality among women that elicit fears® of
abandonment by partners'® and impair
ART adherence.”""""® Women with HIV

are blamed for contracting it,''* a

S
women are held accountable for any
family wrongdoing.'*'® Detecting HIV
during pregnancy may powerfully elicit
these stigma dynamics, challenging ART
adherence during pregnancy, postpar-
tum,”" and throughout adulthood."?"3
However, to our knowledge, no studies
have examined how positive policies
could unintentionally intensify HIV
stigma; studies of structural stigma
instead focus on policies that perpetu-
ate stigma (e.g., separate HIV clinics).
The structural vulnerability framework
can help elucidate how beneficial HIV
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policies could reinforce preexisting vul-
nerabilities for women with HIV in
Botswana. Drawing upon structural vio-
lence,"® structural vulnerability encom-
passes the political and institutional forces
that constitute structural disadvantage'”
produced via positions within relation-
ships of power. Because of attributed
promiscuity and immorality for women
with HIV, health care policies could inten-
sify disadvantage to locate these women
in severely marginalized positions.'®
Structurally vulnerable groups can inter-
nalize their devalued status (e.g, via self-
concept),'? illuminating how structural
circumstances could interact with local
cultural processes of stigma.

Stigma has broad consequences for
individuals, groups, and societies.?° Eluci-
dating how cultural dynamics intersect to
elicit structural vulnerability and stigma
can be advanced via a theory that articu-
lates how culture shapes stigma.?’
According to the WMM framework, stigma
is felt most acutely when people are
unable to participate in the activities that
“matter most” and determine
“personhood” in their culture. Building
upon research in Botswana and West
Africa®? identifying that “a woman
becomes a woman when she becomes
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able to bear children,”“* we proposed that

achieving full status for women in

Botswana is expressed by being a mother,
which involves bearing and caring for
children. We thus conceptualized that HIV
stigma is most powerfully felt by threat-
ening these cultural capabilities that
determine “full womanhood.” The WMM
perspective also identifies how cultural
capabilities protect against HIV stigma; a
woman with HIV who fulfills the capabili-
ties of being a “good mother” (e.g, raising
children in culturally endorsed ways)
could effectively resist stigma.

Important intersections between cul-
turally based dynamics and health care
policies require clarification: do health
care policies differentially elicit HIV
identification among certain groups,
thus reinforcing culturally based stigma?
Moreover, does culturally based stigma
increase the likelihood that certain
groups will be disadvantaged by health
care policies from the outset? Concur-
rently, we considered whether and how
cultural dynamics associated with “being
a good mother” could enable resistance
to HIV stigma. We employed the struc-
turalvulnerabilityand WMM frameworks
via deductive qualitative analysis,
hypothesizing that gendered structural
vulnerability and stigma interact with HIV
policies for women living with HIV in
Botswana. Our study represents a nec-
essary evolution from evaluating policies
for reducing the population burden of
HIV to considering their sociocultural
impacts upon disadvantaged groups.

METHODS

We used purposive sampling to recruit
respondents (n = 84) for (1) 5 focus
groups (FGs; n = 38),and (2) 46 in-depth,
semistructured interviews (IDls; Table 1).
Because the interpersonal engage-
ments that “matter most” are shared by
the stigmatized (i.e., persons living with
HIV/AIDS [PLWHA]) and stigmatizers (i.e.,



those not necessarily identified with
HIV), both FGs and IDIs included PLWHA
and community respondents with
unknown HIV status. Men and women
were sampled equally; while women’s
perspectives were prioritized, we
assessed men to determine whether
they agreed. In 2017, we recruited
PLWHA from a large, publicly funded HIV
clinicand community respondents from
the Main Mall in Gaborone, Botswana.
Written informed consent was obtained.
Participants were compensated
approximately US $5.

Data Collection

FGs and IDIs were used sequentially.
First, separate male and female FGs
(4-10 participants each) were held with

PLWHA and community respondents
(90-120 minutes each) to elicit core
themes. Sessions were conducted in
private rooms in the HIV clinic (for known
PLWHA, hereafter, “known HIV status”)
and a community center (for community
respondents). FGs were facilitated by the
principal investigator (L. H.Y.) alongside
a Setswana-speaking research assistant.
FGs were used to iteratively modify the
IDI guide by adding probes to questions;
IDIs were then used to capture in-depth
responses to core themes. Three senior
interviewers (L.H.Y., M.B.B., and

M. M. E.) trained 4 bilingual research
assistants to conduct IDIs in Setswana or
English, per interviewee preference
(60-90 minutes each). Sessions were
audio-recorded, transcribed, and, if
needed, translated into English.
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Drawing from studies that elicited
WMM and structural vulnerability,?"%?
FG and IDI guides were adapted from
the Devaluation-Discrimination Scale?*
using 6 original, plus 3 culturally tailored,
items (Appendix A, available as a sup-
plement to the online version of this
article at http://www.ajph.org). These
guides assessed perceptions of com-
munity stereotypes (e.g., blameworthi-
ness) and how stigma affected partici-
pation in work, dating, and interactions
with friends and family. One item
assessed how health care policies
could shape HIV identification and
stigma (i.e., when a woman or man
typically finds out they are HIV positive).
One question elicited narratives
describing personhood (i.e., being a
proper woman in Botswana); in

I TABLE 1— sociodemographic Characteristics of Participants at Baseline: Botswana, Africa, 2017

Full Sample (n = 84), No. (%) Female (n = 43), No. (%) Male (n = 41), No. (%)

Baseline Characteristic or Mean +SD or Mean +SD or Mean +SD
Interview method

Individual interviews 46 (54.8) 23 (53.4) 23 (56.1)

Focus group participant 38 (45.2) 20 (46.6) 18 (43.9)
HIV status

Living with HIV 45 (53.6) 24 (55.8) 21 (51.2)

HIV status unknown 39 (46.4) 19 (44.2) 20 (48.8)
Age, y 41.8 131 42.2 =12.5 41.4 £14.1
Education

<7y (<Form1) 17 (20.2) 7 (16.3) 10 (24.4)

=7y (=Form 1) 54 (64.3) 29 (67.4) 25 (61.0)

Unknown 13 (15.5) 7 (16.3) 6 (14.6)
Employment

Unemployed 29 (34.5) 20 (46.5) 9 (22.0)

Employed or self-employed 43 (51.2) 14 (32.6) 29 (70.7)

Retired 1(1.2) 0(-) 1(2.4)

Unknown 11 (13.1) 9 (20.9) 2 (4.9)
Relationship status

Married or cohabitating 21 (25.0) 8 (18.6) 13 (31.7)

Single 43 (51.2) 24 (55.8) 19 (46.4)

Single with partner 12 (14.3) 6 (14.0) 6 (14.6)

Unknown 8 (9.5) 5(11.6) 3(7.3)
Children, no. 22 1.0 2.2 =11 22 1.0
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addition, respondents could sponta-
neously articulate examples illustrat-
ing WMM for each item.

Analysis

We used a primarily deductive qualitative
analysis via a 2-step direct content analysis
approach,>>%°
seeks to conceptually extend existing

which is suitable because it

theoretical frameworks and utilizes theory
to focus the research questions and guide
initial codes. This primarily deductive
approach (step 1) was followed by
selected inductive analyses (step 2):

Step 1. Operationally defining coding cat-
egories. First, we identified initial codes
from previously formulated theoretical
analyses illustrating how stigma was
worsened (or mitigated) in relation to
WMM and how disparities could be per-
petuated via structural vulnerability.?” We
thereby identified when participants
described key concepts of WMM and
structural vulnerability as initial coding
categories. Coders independently and
deductively assigned predetermined cat-
egories to passages describing (1) cultural
capabilities that “matter most” to wom-
anhood (WMM), (2) how WMM shapes
stigma, (3) how achieving WMM protects
against stigma, and (4) structural vulner-
abilities (i.e., attributable to health care
policies; Figure 2, Step 1). Two coding pairs
independently discussed 2 FG transcripts
over 6 meetings and formulated theoret-
ically based, operational definitions for
each deductive category (Box 1). These
definitions were used by 2 additional
coding pairs (4 pairs total) to indepen-
dently code remaining transcripts (3 FGs;
46 IDIs); pairs resolved discrepancies
through consensus. Incorporated within
our deductive approach, we also
searched for disconfirming evidence
within each category. Codes were pre-
sented to the multidisciplinary team
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(including a researcher and policy con-
tributor [A. R.H.], a Botswana-based phy-
sician [T.A.-M.]and a counselor and native
Botswana expert [S. R.]) during 70 calls
(~70 hours) over 18 months.

Step 2. Formulating relationships
between categories and establishing sub-
themes. Second, we inductively identified
relationships between categories?® to
elucidate how structural conditions
intersected with WMM to perpetuate
positions of disadvantage?’; we also
explored whether culturally based
stigma shaped structural vulnerability to
health care policies. A subteam (L. H.Y.,
0.B.P.,and S.R.) met 13 times (~26
hours) to establish relationships
between categories. This led to a con-
ceptual reordering of categories, such
that achieving WMM was identified as
initiating earlier HIV testing and diagno-
sisforwomen (via structural vulnerability
from health care policies); identification
as having HIV then reinforced culturally
based stigma (Figure 2, Step 2). This
subteam then inductively formulated
subthemes within each category, which
were only retained when agreement was
unanimous (Figure 2). Finally, sub-
themes were presented to the multidis-
ciplinary team for refinement.

RESULTS

The conceptually reordered categories,
and illustrative subthemes (Figure 2,
step 2), are detailed here.

“What Matters Most” Among
Batswana Women

Bearing and caring for children was
essential to the concept of womanhood.
Because this represented a fundamen-
tal capability signifying what was “most at
stake” for women, to be childless initi-
ated gossip about one's “wholeness”:

With women, if you don't have chil-
dren, you are not really a woman.
(Woman, known HIV status, IDI)

If you don't have kids and are single,
they [community members] don't
respect you. . . . They will gossip,
“you are a barren woman, you don't
bear children, you are like a bull'in a
kraal [your purpose is to bear chil-
dren], but you are a woman [you are
denying your purpose].” (Woman,
known HIV status, IDI)

Men agreed that women’s perceived
competence in caretaking for children
determined social standing:

A proper woman is judged in the com-
munity; [her standing] is reflected by
the way she takes care of her chil-
dren, especially bathing them, making
sure they have food and go to school.
... (Man, known HIV status, FG)

In upholding womanhood, women
were viewed as the foundation of the
household:

Someone said “The woman is the
foundation,” because as a woman
you are the one who has to care for
the home, husband, and kids . . . that's
why most of the blame is placed on
the woman [if she is promiscuous].
(Woman, known HIV status, FG)

When we examined disconfirming
evidence, the centrality of marriage
(although not motherhood) appeared to
be weakening among a minority of
women and warrants further
investigation.

Structural Vulnerability Via
Health Policies

Women's core duties to bear and care for
children intersected with structural vul-
nerability via health care policies offering
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I. Cultural
capabilities that
“matter most”
to womanhood
(WMM)

111. How IV. Structural
achieving WMM vulnerabilities
protects against (i.e., because of
stigma health care
policies)

Step 1:

Deductive
Application of Initial
Coding Categories

Il. How WMM
shapes stigma

l

I. Cultural 1. Structural IV. How

Step 2:

A) Inductively

. / . capabilities that vulnerabilities achieving WMM
dentify Relationships | “matter most” (i.e., because of HII. How WMM protects against
Between Initial ) to womanhood health care shapes stigma stigma
Coding Categories (WMM) policies)
KB) Subthemes - Bearing and - Health care - Promiscuityas - Fulfilling
Inductively Identified ~caring for policies enable  loss of what it capabilities as a
Within Each Category ~children makes men to “test means to be a “good mother”
one awoman through their woman can mitigate
partners” - Gossip marks stigma
loss of WMM - Contesting
and impacts promiscuity and >
ART adherence associated ‘g
stigma via “self-
K acceptance” / =
5
I FIGURE 2— Qualitative Analytic Approach Examining Key Concepts of “What Matters Most” and Structural Vulnerability §
Note. ART = antiretroviral therapy, WMM = “what matters most.” g
~

free antenatal care accompanied by rou- since they rely on the women's status reinforced stigma that jeopardized the

tine HIV testing; accordingly, HIV identifi- and assume it's the same as theirs. capabilities that “mattered most.”

cation first occurred when women (Woman, unknown HIV status, FG)

Promiscuity as loss of what it means to be
People are reluctant to test; women

would mostly know [their HIV status]

underwent HIV testing during pregnancy: a woman. Stigma did not ensue solely

with HIV status; instead, promiscuity was

Most women found it [their HIV sta-
tus] due to pregnancy and tests
were done, and most men came into
the hospital when they were weak;
that is when they got diagnosed with
HIV. (Man, known HIV status, IDI)

when they are pregnant. It's compulsory
that when you're pregnant, you should
go for tests. . .. Men are also reluctant
totest, they would mostly go if their preg-
nant partner has also tested [and had
HIV]; they basically rely on their partner's
results. (Man, known HIV status, IDI)

routinely attributed to women with HIV
that molded their experience of stigma:

They [other people] think that some-
one living with HIV was very sexually
active and promiscuous even though
they may be wrong, they don't think

Following structurally initiated identifica-
tion of HIV status, both genders noted that
men used women's testing as a proxy for

These structural conditions reinforce of other ways of HIV transmission.

blame toward the individual officially Batswana mostly think that if you

diagnosed with HIV (i.e., female partner). have HIV, then it means you had

their own status, enabling men to inten- unprotected sex with multiple part-

tionally delay or completely avoid testing: ners. (Woman, known HIV status, FG)

Stigma Shapes “What
Matters Most” Via perceived promiscuity and neglect
of duties, gender-based stigma was

exacerbated following HIV identification.

Men are reluctant to test, but women

arerequiredtodoaroutine HIV test dur-
ing prenatal care. It's not like men aren't Health care policies, by eliciting earlier

sick; it's only that they don't go for testing HIV identification and blame for women,  Because of perceived disregard of
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and Structural Vulnerability

BOX 1— Operational Definition of Coding Categories for “What Matters Most”

Category

Operational Definition

Cultural capabilities that “matter most” to womanhood
(“what matters most”)

Participating in the activities or capabilities that determine “personhood” (or
“womanhood”) in Botswana by achieving full status as a woman including (but not
limited to) being a mother, which involves bearing, raising, and caring for children;
caring for and respecting her husband; and ensuring the well-being of the household.

How “what matters most” shapes HIV stigma

The ways in which the stigma of being identified as having HIV, via attributions of
promiscuity and immorality, exerts its effects by threatening the capabilities that
determine “full womanhood” in Botswana, including (but not limited to) being a
mother, caring for her husband, and ensuring the well-being of the household.
Includes core mechanisms that enabled culturally based stigma to persist, and
ways in which these mechanisms impaired antiretroviral therapy adherence.

How achieving “what matters most” protects against HIV stigma

The ways in which achieving cultural capabilities can protect against HIV stigma; in
other words, how HIV stigma can be potentially mitigated if a woman with HIV in
Botswana fulfills the capabilities of being a “good mother” (including, but not
limited to, bearing and raising children in culturally endorsed ways). Includes
other ways in which stigma and attributions of promiscuity were contested
outside of motherhood.

Structural vulnerability (health care policies reinforcing
vulnerabilities)

The ways in which health care policies can inadvertently reinforce and intensify the
marginalization associated with HIV identification to locate women differentially
within disadvantaged hierarchical positions, either in the health care system or
society at large. This includes the internalization of attributed devalued status
via behaviors and self-concept.

~
S
=z
- WMM, women were judged as blame- Setswana saying that, the perpetrator woman can stop going to take medi-
o
= worthy for violating the essence of could forget, but the victim doesn't cations, either completely or some-
o~
o H u“ i
< womanhood: forget (i.e., “a word that goes out of where along the way. . .. My elder sis
= mouth never returns empty”) . . . you ter was going to take ARVs
z We take it that a woman belongs to will never forget. (Women, known [antiretrovirals] at the clinic and she
<

the home, so we wonder if she has
HIV, there is no woman in her. She is
a lebelete [whore]; there is no woman.
(Man, known HIV status, IDI)

form romantic partnerships, jeopardiz-

The responsibility would be on the
woman that she's the one who's at
fault. . . . Even if | stay at home and

HIV status, IDI)

Gossip, and fear of its consequences,
could threaten women's capabilities to

ing the process by which “womanhood”
is achieved:

started seeing people she knew at
the village . . . people were saying
that they see that she takes medica-
tion. So she stopped going; she only
started going back when her health
became so bad that she had to go.

(Woman, unknown HIV status, FG)

he [male partner] is [going] around
with many women, his family will say
that I'm the one who gave him HIV.
(Woman, known HIV status, IDI)

They [neighbors] will gossip [about
my HIV status]. . . . They will come to
that person [my boyfriend] and say,
“Hey why do you want that girl, she's

"

dangerous, she will infect you. . . .

Achieving “What Matters
Most” Reduces Stigma

Both genders reported that possessing

Gossip marks loss of “what matters
most” and affects antiretroviral therapy
adherence. Gossip emerged as the key
cultural mechanism that marked loss of
“womanhood.” Gossip's effects were
enduring and made community reinte-

He [boyfriend] never came [back].
(Woman, known HIV status, IDI)

Women's attempts to avoid gossip,
such as avoiding being seen at an HIV
clinic, could compromise ART

the capabilities to fulfill “motherhood”
could enable resistance to stigma:

| think the lady who is HIV positive,
who's got kids is much better [off
than a childless, HIV-negative woman].

gration extremely challenging:

As a victim you will not forget [being

called HIV positive] . . . there is a

1314 Research  Peer Reviewed Yangetal.

adherence:

Women, they seem to get hurt more
when being gossiped about. . . . A

(Woman, known HIV status, IDI)

The woman who has HIV will be
treated better, having children [than



a childless, HIV-negative woman]. . . .
Because that person has dignity.
(Man, unknown HIV status, FG)

Fulfilling cultural capabilities central to
“womanhood” could, in the absence of
explicit promiscuity, preserve standing
as a "whole woman”:

As long as the woman keeps [cares
for] all the children like before [bath-
ing, feeding, and ensuring they attend
school], and nobody actually wit-
nessed her sleeping around, and it
happens that she's HIV positive, and
she stays that way [as a caretaker],
people won't change how they view
her as a woman. (Man, known HIV sta-
tus, IDI)

Contesting promiscuity and associated
stigma via self-acceptance. Although not
directly rooted in WMM via motherhood,
an alternate means to resist gossip's
effects, achieved by some women,
was to adopt self-acceptance (or “to be
free”) by coming to terms with one’s
status:

Gossip doesn't affect me; personally
I'm proud living with this disease
[HIV] because | feel | have never
been promiscuous in any way. . . .
These people [like me] have accepted
themselves, that theyre living with
HIV. (Woman, known HIV status, IDI)

Yet this strategy was most effective
when persons with a professional status
were involved in promoting “self-
acceptance”:

He/she will need social workers;
they're the ones who can manage
because it's their professional duty .
.. that person [PLWHA] will “be free”
[accept themselves] by talking to
that person [social worker]; it's not
the same as when just a regular per-

son does it [helps someone to

accept themselves]. (Man, known
HIV status, IDI)

DISCUSSION

Our theoretically informed qualitative
approachrevealed how beneficial health
care policies can unintentionally rein-
force stigma among groups who face
structural vulnerability. Previous studies
have suggested that universal provision
of HIV care could ameliorate stigma by
making HIV testing and treatment more
routine.”? Yet we found that Botswana's
convergence of universal HIV testing and
treatment with free nationwide antena-
tal care inadvertently generated struc-
tural vulnerability by eliciting earlier HIV
identification for women, allowing male
partners to forgo identification and
avoid stigma. HIV diagnosis thus per-
petuates blame toward women, leading
them to bear the brunt of stigma. Our
results yielded novel bidirectional find-
ings, wherein the cultural dynamics of
WMM influenced susceptibility to struc-
tural vulnerability posed by health care
policies—attempting to achieve WMM
(i.e., have children) increased the likeli-
hood of structural vulnerability (i.e.,
antenatal HIV testing leading to diagno-
sis); this then perpetuated further vul-
nerability by activating perceptions of
promiscuity and blame that jeopardized
women's capabilities to achieve WMM.
The WMM lens also extends findings?’
regarding how culture shapes stigma.
Per other studies,?® gossip comprised
the main cultural mechanism marking
women as promiscuous, blameworthy,
and no longer meriting status as “whole
women.” Nonetheless, identifying wom-
en's urgency to preserve “womanhood”
clarified why gossip's effects (including
abandonment by male partners) were
so feared that some women risked ART

RESEARCH & ANALYSIS

nonadherence. Furthermore, the WMM
framework provided a new way of con-
ceptualizing how the capabilities that
were most at stake (i.e., bearing and
raising children) could protect women
against HIV stigma; this conceptualiza-
tion has received recent psychometric

support.®®

Our findings extend studies
in SSA whereby resistance to HIV stigma
was engendered by participating in val-
ued social roles®' by identifying these
cultural roles in the Botswana context.
Identifying how health care policies
can inadvertently perpetuate stigma
offers insights to rectify resulting
inequities. We propose 2 strategies: the
first to immediately mitigate this struc-
turally reinforced stigma, and the sec-
ond to evolve HIV policy from its initial
emergency response toward sustained,
antistigma-based care to promote social
integration. First, individual-level inter-
ventions for pregnant women with HIV
can be implemented to reduce stigma
and improve ART adherence. For exam-
ple, our team’s intervention integrates
empirically based antistigma strategies
with promoting the capabilities of WMM
(e.g., being a good mother, promoting
self-acceptance)® to resist stigma.
Second, we propose acting at the site
where structural vulnerability is rein-
forced by revising HIV policy to further
integrate antistigma interventions into
free nationwide antenatal services. In
addition to the previously mentioned
individual- and structural-level strate-
gies for women, gender transformative
interventions with men are needed to
address inequitable gender norms®?
that are further reified by enabling men
to avoid testing; this could be further
augmented by disseminating gender
transformative messages via traditional
(e.g., TV dramas) and social media that
model equitable behaviors. As men do
not visit health care facilities, structural
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change can also be achieved by inte-
grating regular HIV testing and treat-
ment into community spaces where
men frequent (e.g., workplace, farms,
bars, and shebeens).> This structural
change can facilitate gender parity for
men in HIV testing, potentially shifting
blame from female partners at the out-
set. Incorporating gender-informed HIV
stigma reduction programs during
schools’ existing sexual and reproduc-
tive curricula could further help reach
adolescents of both genders before
antenatal testing. We propose engaging
stakeholders at multiple levels, including
women with HIV and men in the com-
munity, in dialogue with policymakers
and health care providers to reverse this
unintended structural vulnerability from
existing HIV policies while underscoring
potential structural harms that could
otherwise be perpetuated, including
stigma.

Study limitations included sampling
restricted to urban participants, which
may underrepresent traditional views
regarding the capabilities that “matter
most” for women. While using deductive
analysis may increase likelihood of find-
ing supportive evidence, we mitigated
this by searching for disconfirming evi-
dence and having a binational, multidis-
ciplinary team evaluate the findings. We
included theoretically justified samples
of men and women with known and
unknown HIV status, which provided
diverse perspectives to corroborate the
aforementioned structural vulnerability
for women; despite this, much of the
confirmatory evidence was derived from
people with known HIV status via IDIs,
reflecting stigma'’s salience in their lives.
While we looked for differences by gen-
der, we detected no major discrepancies
in themes. Although we could have
included other stakeholders, we focused
on those most severely experiencing
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structurally perpetuated stigma and its
consequences.

Our study is among the first to our
knowledge to indicate how structural
vulnerability to culturally based forms of
stigma could be unintentionally rein-
forced by otherwise effective health care
policies. In addition, the intersectional
identities®® of being a woman and living
with HIV, experienced within this context
of structural vulnerability, produced a
distinct lived experience of stigma within
Setswana culture that should be con-
sidered in its entirety. As a leader in
increasing access to lifesaving HIV serv-
ices, Botswana can now take the lead in
evolving biomedical HIV policies toward
considering their sociocultural impacts.
Insights gained from the WMM frame-
work, including intersections with struc-
tural vulnerability, promise to facilitate
beneficial structural changes in
Botswana and across SSA to address
these unintended inequities. AJPH
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