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Abstract

Background Diagnosing a life-threatening disease like the human immunodeficiency virus (HIV) can be unbearable
to the individual, which has implications for their subsequent care-seeking decision-making. However, an essential
element of HIV testing is identifying infected individuals and linking them with adequate care services, thus
contributing to the UNAIDS 95-95-95 targets. The attainment of these targets has been particularly challenging for
lower and middle-income countries (LMIC). This study explored the psychological reactions to a positive HIV status in
a hospital treatment centre to provide insight into mental health interventions'role in improving HIV screening and
early antiretroviral therapy (ART) initiation to enhance the quality of life.

Methods An exploratory qualitative study was investigated among adults who were diagnosed as HIV positive.
Participants were purposively recruited from an HIV Treatment Centre. Data were collected with semi-structured
interviews that explored the interpretations and psychological reactions to their positive HIV status. Overall, 18
participants were interviewed to reach saturation. Data were transcribed verbatim and analysed thematically to
produce findings that address the study’s objective.

Results Following analysis of participants’interpretations, understanding and implications of their HIV-positive
diagnosis, two major themes emerged: (1) anxiety regarding the impact of the disease on self, family and society

was overwhelming. Participants were anxious because of the stigma, fear, worry, shock, and shame they faced. (2)
Participants expressed hopelessness and could not see meaning or purpose in life. Suicidal ideation, suicide plans and
self-harm characterised hopelessness.

Conclusions The initial reaction to the diagnosis of HIV in this LMIC context has the potential to impact linkage to
care negatively and, thus, the attainment of the global 95-95-95 targets. It is, therefore, essential that mental health
and psychological support services are integrated with testing services to manage the initial reactions and support
individuals to improve early linkage to care and thus improve overall outcomes for the infected individual and society.
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Background

Diagnosis with a chronic illness, including human immu-
nodeficiency virus (HIV) infection, may trigger adverse
reactions among individuals depending on their interpre-
tation of the disease. These psychological effects may lead
to poor linkage to care and services if not promptly and
sufficiently addressed. The population of people with HIV
in Ghana is estimated at 361 797, and new HIV infections
at 11,705. Adult [1-35] prevalence is an average of 1.7%
(2020-2022), although the prevalence is higher among
other high-risk populations, such as female sex workers
and men who have sex with men [36]. The annual HIV-
related deaths total 5,312 [37].

UNAIDS launched an ambitious target of 95% of all
individuals with HIV to know their HIV status, 95%
of all who are diagnosed with HIV to receive sustained
antiretroviral treatment and 95% of all who are on anti-
retroviral therapy (ART) from having viral suppression
by the year 2030 known as the programme 95-95-95. Fol-
lowing this, Ghana records 71%, 99% and 79% [37]. This
suggests that 71% of all individuals with HIV in Ghana
know their HIV status, 99% of those diagnosed with
HIV receive sustained antiretroviral treatment, and 79%
are on antiretroviral therapy to have viral suppression
[37]. Ghana has achieved significant progress in the fight
against HIV/AIDS. For example, Prevention of Mother-
Child-Transmission (PMTCT) coverage is estimated
at 100%, and ART coverage for all adults is estimated at
84% [37]. The National AIDS Control Programme offers
three avenues for HIV Testing and Counselling (HTC) in
Ghana, including facility-based Diagnostic Centres; out-
reach Centres known as the Know Your Status Campaign
(KYC) and training through PMTCT. PMTCT services
are available at all public and private health centres in
Ghana and reflect the WHO strategy for the prevention
of HIV in mothers of reproductive age, the prevention of
unintended pregnancies among people living with HIV,
the prevention of HIV from women living with HIV to
their children and the provision of appropriate treatment
care and support to mothers living with HIV and their
Children [38]. According to the Guidelines, all pregnant
women are offered HTC services at registration. How-
ever, they have the right to refuse testing.

Despite these efforts to fight HIV/AIDS, roughly only
71% of people are aware of their HIV status [37]. The
uptake of HIV testing services remains low in the coun-
try, particularly among high-risk ones, leading to a high
rate of undiagnosed cases [37]. A recent study among
the youth (15-24-year-old) observed that all participants
were knowledgeable about HID/AIDS, including the
mode of transmission, and 80.5% were aware of the Know

Your HIV Status Campaign (KYC) and the Voluntary
Counselling and Testing (VCT), less than half tested for
HIV and a few utilise the VCT services [39]. It is claimed
that the fear of testing positive and the associated stigma
discourage people from getting tested for HIV and
serostatus [39].

Furthermore, it is claimed that conventional facility-
based and provider-assisted HIV Testing Services (HTS)
have some barriers to universal access to testing and
treatment. These barriers include stigma, negative pro-
vider attitudes, discrimination, limited confidentiality,
and limited convenience [40]. The potential of HIV self-
testing (HIVST) to increase HIV testing uptake as an
entry point to the HIV/AIDS care continuum, especially
among the highly stigmatised and hard-to-reach popu-
lations, is well-documented [1-3, 41-46]. It is reported
that convenience, confidentiality, and privacy are highly
influential in the acceptability and utilisation of HIVST
[40, 45]. HIV testing, whether self-testing or referred, is
essential for many reasons. For example, acceptance of
the HIV-positive status is essential for engagement in
treatment regimes, social networks, transmission risks,
stigma reduction and disclosure activities [45]. Also,
difficulties accepting the diagnosis may lead to health
and psychological consequences for the individual and
the general public, including mental health conditions
such as depression and Posttraumatic Stress Disorder
(PTSD). Following the initial diagnosis of HIV, patients
are reported to experience several catastrophic and dis-
tressful psychological reactions [47]. A positive diagnosis
is often associated with a sense of loss, purpose and hope
[41]. A similar study reported clients voicing suicidal ide-
ations following a positive diagnosis [48], and another
study found that one-fifth of the people experienced
suicidal ideation within a week after a positive diagnosis
[49]. This also suggests that trends of suicide and suicidal
ideations may vary in the course of the HIV diagnosis. It
is claimed that the first six months are potentially high
risks for suicidal ideation [42] and that the riskiest peri-
ods are within the first three months of diagnosis [43].
Evidence suggests that up to 40% of HIV-positive individ-
uals are at risk of suicide within these three months [44,
45]. These thoughts often reflect the perception that HIV
has no cure despite advances in the pharmacotherapy
[46]. Furthermore, a study in Sub-Sahara Africa reported
that 55.3% of people living with HIV with Posttraumatic
Stress Disorder (PTSD) and another 41% of respondents
met the criteria for a probable diagnosis of PSTD [1].
Individuals with a possible diagnosis of PTSD were asso-
ciated with having experienced an adverse life event in
the past six months [1].
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Stigma and some sociocultural perspectives influences
including HIV-positive testing [46]. In particular, religion
and religiosity are reported to be protective and risk fac-
tors for spreading HIV [2]. Adherence to religious teach-
ing and principles has been thought to protect against
HIV/AIDS transmission [3]. Society’s attitude toward
HIV is perceived to be related to its deviation from ethical
norms and practices. As a result, participants reported
they kept their diagnosis secret [49]. They conceal their
condition from people because they are uncomfortable
disclosing their status to others. The psychosocial well-
being of individuals with HIV can be affected by HIV-
related stigma through direct experiences of prejudice
and discrimination and the anticipation of being stig-
matised or the fear of being discriminated against [4, 5].
These may influence the individual reaction to the dis-
ease and their health-seeking behaviours. Identifying the
individuals’ reactions to a new diagnosis of HIV-positive
may facilitate access and retention of those individuals in
the health system for specialised interventions. Although
there are numerous studies on HIV, including HIV-
related stigma in Sub-Sahara Africa, a dearth of research
focused on investigating the psychological reactions to
the initial diagnosis of HIV in Ghana. This study explored
the interpretation and psychological responses to a posi-
tive diagnosis of HIV in a referral centre in Ghana.

Methods

Design and setting

An exploratory qualitative study was conducted at
the Cape Coast Teaching Hospital (CCTH) in Ghana
between May and December 2021. This hospital is one of
the biggest referral hospitals in Ghana and has the largest
Antiretroviral Therapy (ART) Treatment Centres in Cen-
tral Ghana [6, 7]. The hospital is a 400-bed capacity. It is
affiliated with the Medical School, School of Nursing and
other Health and Allied Sciences programmes.

Population and sampling techniques

The study population included all adults aged 18-72
years with a confirmed HIV status and registered with
the hospital for treatment for at least a year.

Data collection

Data were collected using in-depth face-to-face inter-
views by one of the ten research team members with
experience in qualitative interviewing. All participants
were allowed to choose and assign pseudo names. The
interviews were conducted at designated offices at the
treatment clinic within the hospital. The time for each
discussion was agreed upon with the participant. Inter-
views lasted an average of 30 to 35 min. The questions
explored HIV diagnoses, interpretation and reactions.
Interviews were analysed until saturation was reached
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and confirmed by an additional two interviews total-
ling 18 participants. The interviews were performed in
the patient’s local language of choice and translated into
English by the interviewer, who is proficient in both lan-
guages using Brislin’s approach [1]. A procedure where
the interviewer, fluent in both English and Fante (the
local language), translates the local language into English.
An equally proficient translator then reviews the trans-
lated versions with the originals, adjusting as necessary
to ensure consistency and agreement [8]. This approach
preserves the transcripts in the original voice of the par-
ticipant during coding so that the transcript can maintain
its linguistic complexity and cultural context [9]. In addi-
tion, all researchers kept field memos in which personal
reflections and biases were recorded to support the inter-
pretation of the data.

Data analysis

The data were analysed thematically. First, each inter-
view was transcribed verbatim, and the transcripts were
checked for consistency and accuracy. Next, the tran-
scripts were read several times to enable familiarisation
with the data to appreciate the text and context [10]. Ini-
tial codes were generated following familiarisation, hav-
ing identified ideas about what was interesting about
them [11, 12]. Next, the transcribed data were coded. All
relevant coded extracts were sorted into themes relating
to the individuals psychological reactions and effects of
diagnosis to HIV [11]. Next, team members indepen-
dently reviewed the emerging themes to identify patterns
for the validation [11, 13]. Afterwards, the research team
met as soon as the coding was completed to confirm the
emerging themes and sub-themes participants described.
This lasted for about two hours. Several themes and sub-
themes were identified as areas of similarities, overlaps
within and between codes, and re-categorisation for fit-
ness. The final themes that emerged were then compared
to the research objectives. Finally, findings are reported
using direct participant quotations to validate the
phenomena.

Ensuring trustworthiness

Trustworthiness was ensured [14]. This involved cred-
ibility, transferability, dependability, confirmability and
audit trail [15]. Credibility represents the ‘fit’ between
respondents’ views and the researcher’s representation of
them [16]. This was facilitated by prolonged engagement
[13]. Detailed descriptions of the study design have been
provided to inform transferability in a similar context
[16]. This also allows the study process to be examined to
judge the study’s dependability [7]. Trustworthiness was
also ensured by checking the findings to ensure the tran-
scripts were accurate and by assessing the consistency
of themes by research team members [15]. Two team
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members reviewed the transcripts and assigned codes
to various categories of data. All identified codes had
relevant implications for the research objective. The par-
ticipants validated the findings through member check-
ing [17]. Finally, an audit trail of all activities during the
study was kept. This is demonstrated by keeping a record
of how the study was carried out and how research-
ers arrived at conclusions. A description of all the steps
taken throughout the study, supported by a comprehen-
sive collection of relevant data, including field notes and
memos [18].

Ethics approval

The study followed the Helsinki Declaration and was
approved by the Hospital Ethics Committee (CCTHERC/
EC/2021/028). Ethical principles such as voluntary par-
ticipation and confidentiality of the information were
explained to respondents to obtain informed consent was
sought. All COVID-19 protocols were considered.

Demographics of participants

Table 1 is referred to. Most participants were women
[45], and few were still married [40]. In addition, most
were at least 40 years older [46], and most had the disease
for at least five years [46].

Results

Data analysis on psychological effects HIV-positive diag-
nosis resulted in two main themes and six sub-themes.
(1) Participants reported the anxiety caused by the diag-
nosis and how it impacts self, families and society. Sub-
themes include; stigma, shock/shame, fear and worry. (2)

Table 1 Participants'Demographic Information (N=18)
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Participants also reported hopelessness upon discover-
ing they were HIV- positive. Subthemes include; suicidal
ideation, self-harm and suicidal plans, as shown in Fig. 1
above.

Hopelessness

Participants reported despair and loss of hope upon
hearing they were HIV-positive. As a result, participants
contemplated suicide and voiced suicidal ideations.

Suicidal ideation
Participants contemplated suicide upon discovering they
were HIV positive.

“When I was told I had this disease, I almost poi-
soned myself ... I locked myself in the room, and all 1
could do was cry’] Serwaa.

“I became scared and was even tired. Finally, I said
God should let me go. I used to complain to my
elder sister in the US. She said I shouldn’t do that’
Kwame.

Self-harm
Other participants resorted to self-harm when they dis-
covered their HIV-positive status.

“In the beginning, it was difficult for me; I wasn’t even
eating because what was the point eating’, Adjoa.

“It was difficult for me in the beginning and I started
drinking alcohol” Serwaa.

No. Pseudonym Gender Age Marital status Religion Education level HIV Duration
(yrs) (in years)
1. Adwoa Female 48 Divorced Christian Primary 4
2. Kwame Male 45 Divorced Christian SHS 6
3. Joyce Female 40 Divorced Christian JHS 9
4. Ama Female 67 Widowed Christian JHS 5
5. Rita Female 31 Cohabiting Christian SHS 7
6. Serwaa Female 42 Cohabiting Muslim JHS 10
7. Yaa Female 38 Divorced Christian Vocational 8
8. Lizzy Female 46 Married Christian None 12
9. Daniel Male 72 Married Christian JHS 5
10. Emmanuel Male 69 Married Christian JHS 7
11. Elorm Female 55 Widowed Christian None 6
12. Kofi Male 52 Divorced Christian JHS 3
13. Sandra Female 47 Single Christian None 13
14. Akosua Female 40 Married Christian SHS 4
15. Esther Female 56 Divorced Christian JHS 9
16. Joseph Male 70 Divorced Christian JHS 11
17. Millicent Female 38 Married Christian JHS 5
18. Esi Female 33 Single Christian Tertiary 3
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Fig. 1 Key findings: Themes and Sub-themes of psychological reactions

Suicidal plans

One participant disclosed that the diagnosis of HIV
infection pushed him to prepare an active suicide plan to
share his properties with his children:

“In the beginning, when I was told, truly I went
crazy, so I made up my mind if so, then I will call my
children and share the little I have for them because
I was out of time and wanted to die” Daniel.

Anxiety

Anxiety was reported as a critical theme by participants.
Most participants were anxious regarding the impact of
the diagnosis on self, families and society’s perception of
them. Three sub-themes were reported: Stigma, shock/
shame and worry/fear.

Self-stigma
Participants reported self-stigma and the public after
being told they were HIV-positive.

“Yes, you see what this disease looks like... people
think that if you involve yourself in prostitution, that
is how you get it, so I was wondering what people
will think about me when they learn about it, Ser-
waa.

“No, I haven’t done that before; apart from my chil-
dren, who else can I even mention.

this to apart from the doctors taking care of me?
Even though I haven't told them if Someone suspects
or knows about it, the person hasn’t said anything to
me. I don’t think it will help me in any way if I tell
someone because the person may end up gossiping
around,” Adjoa.

“If you go to the hospital and they ask if you have
any disease, how do you mention it?

It makes you less of a person; people will even think
you did something bad that made you get it} Ama.
“Nol.... even when people suspect you, they avoid
you; how much more you tell them yourself, they
won'’t even come close to you at all so that they will
even comfort you” Serwaa.

“I can’t tell anyone, and I am not willing to do that
because this disease is embarrassing’ Lizzy said.

“I have not told anyone, as I said before, apart from
my mother and siblings and my two uncles nobody
knows, even my friends, they dont know. But,
because I have this thing, I am not too public like I
used to be before. So I stop outings, even the beach.
1 stopped going because I must be cautious, Kwame
said.
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Stigma
Other participants also reported public or anticipated
stigma

“When I heard about the disease, because of how
people described it, I got terrified, so I wept through-
out” Akosua.

“Hmm, it is tough for me to tell people because you
don’t trust people. If you think telling someone it
won’t cause any problem, that person may be broad-
casting it. So apart from the hospital, that they may
ask me, and someone gets to know about it, I can’t
tell someone about it. When people get to know you,
they will see you as unclean. Some will even insult
and embarrass you, but I can’t Ama.

“‘Mmm... yes, because most people think that it is
when you engage in sexual activities that you get it,
so if they see you have it, they say many bad things
behind you... they may even avoid you; you can’t
even buy food or something... they won't sell to you...
they keep pointing fingers anytime you pass by” Rita.
“Ehm... I wish they had changed how they speak to
us; if not for the disease, some older adults wouldn’t
have come here. But, unfortunately, the stigma and
discrimination will not even make people come
here,” Rita.

Fear/worry

Participants reported a wide range of concerns of
great worry to them following discovering they were
HIV-positive:

Some participants indicated they were afraid and
worried because of their dependents and children. In
the event of their death, a source of worry is how their
dependents will be cared for.

“In the beginning, I worried that my children were
still young, and I was afraid I would die, leaving
them to their fate, so it got me thinking a lot, Adjoa.
“There are several worries; for instance, since my
husband died, I am the only person catering for my
children. Upon all these, I have also been operated
on one of my breasts. I can’t marry again; at least
the person would support me financially, Elorm.

Other participants were worried about education, mar-
riage and childbearing and feared they might be unable
to marry and have children.

“Yes,... particularly about my marital issues and the
desire to further my education and the profession of
my choice... I feel I may miss all of these. Even child-
bearing because if you meet a man and tell him this
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is your problem, the man will walk away. And about
childbearing too, I already have one child by then.
1 didn’t know I had this disease, but because of the
disease, if I meet a man and get pregnant, I am left
with no option but to abort” Rita said.

Some participants became sad and wept when they
learned they were HIV positive.

“The fact was when I got to know I have this kind of dis-
ease, I became very sad,’ Rita said.

“I worried my children were still young, and I was
afraid I would die, leaving them to their fate, so it
got me thinking a lot’] Adjoa said.

Some were worried because they had other health
conditions.

“Yes, I am worried because I have diabetes already
and now this one. I don’t worry about diabetes, but
this very disease... if you go to the hospital and they
ask if you have any disease, how do you mention it?
It makes you less of a person; people will even think
you did something bad that made you get it. So
when they told me I had it, I became unfortunate...
am married, but because of this, I have no joy in my
marriage,” Lizzy said.

Shock/Shame

A participant narrated that having been told she was HIV
positive was a situation she least expected, and she found
it utterly embarrassing.

“I am human, so I feel shy about this disease. But,
unfortunately, this disease is not curable; It lives
with you for the rest of your life, and people think
that when you get it, it is because you did something
bad” Joyce.

However, to some participants, they feel ashamed
because of stigma and stereotyping HIV as resulting
mainly from sexual contact and sexual narratives remain
pervasive, as reflected in the narratives below:

“I am surprised because it was about three years
ago, and my mother was sick and needed blood. I am
the only person out of her seven children who were
able to donate for her, but since then, I didn’t have
any affair with any lady, so I don’t know where I got
it from. I came to this place because I was coming
to marry a certain lady in this town, so the mar-
riage committee of the church asked us to go for a
check-up, and that was when I got to know I had it,
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so I called off the marriage because I didn’t want to
worry her” Joyce.

“Hmm, when I got to know about it, I became appre-
hensive because since my husband died, my children
and I agreed that I was not going to have anything
to do with any man, and I hadn’t had an affair with
any man so in fact when I was told I got worried, it
even affected my sleep, but I heard a voice that kept
asking me not to worry so these days I don’t have
problem with sleep” Ama.

“Truthfully, I fell sick for a long time, so finally, when
I was told this was the disease. I felt apprehensive, so
I kept thinking about where it came from. It wasn’t
very easy for me. Sometimes I wake up in the mid-
dle of the night thinking about where it came from
because I am not into men,” Esther said.

Discussion

The study explored the interpretation and reaction to
HIV-positive status. Based on their perceptions and
experiences, participants had varied understandings
of their condition, which appeared to be influenced by
several variables, including the disease’s chronicity and
how family and society perceive an individual with HIV
[46]. Participants interpreted HIV status as a challenge
impacting all aspects of their social and economic life.
Following analysis of these interpretations and the mean-
ing ascribed to their HIV diagnosis, two major themes
emerged: (1) anxiety regarding the impact of the disease.
This was expressed in the following subthemes; stigma,
fear, worry, shock, and shame. (2) Hopelessness, charac-
terised by subthemes such as suicidal ideation, suicide
plans and self-harm. In addition, the individuals’ percep-
tion and understanding of HIV influenced their psycho-
social reactions, such as disappointment, loss, a different
person, shame, unmentionable illness, stigma, and social
and public rejection [46].

Narratives in this study suggest that the aftermath of
an HIV-positive diagnosis is filled with immediate emo-
tional reactions and potential long-term consequences
[19]. Their immediate reactions ranged from shock,
shame, fear and worry. The fear of HIV/AIDS relates to
the fear of death, the most basic of fears [20]. These are
consistent with previous findings [19]. Participants’ ini-
tial reactions suggested they were surprised and shocked
to discover they were HIV positive. Some people reacted
to the news of the HIV-positive diagnosis by denying it.
However, denial may be normalising and an adaptive way
to handle the shock associated with the HIV diagnosis
[20]. In addition, participants expressed fear and worry
regarding the public and societal reactions to their HIV
status leading to self and anticipated social stigma [4].
Stigma is a phenomenon whereby an individual with an
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attribute such as HIV-positive who is deeply discredited
by society is rejected due to the condition [4]. Stigma
has been shown to act as a barrier to the prevention and
treatment [21] because of feelings of shame, blame, guilt
and social isolation [22]. Stigmatising attitudes, either
experienced [23], perceived [24] or internalised [25], are
important issues of concern for individuals with chronic
health conditions such as HIV [26, 27]. Diagnosis with
HIV can have adverse effects, including difficulties in
personal relationships, disruption of vocational, profes-
sional and educational goals and, significantly, delay in
seeking help [28, 29].

As a result of stigma, disclosure of HIV status was
one of the most challenging issues that confronted par-
ticipants in this study. Most participants were uncom-
fortable discussing HIV with their families and friends
because of the associated stigma, discrimination, and
rejection. As a result, participants reported they kept
their diagnosis secret. They concealed their condition
from people. They are uncomfortable disclosing their
status to others because, in their view, a positive status
means losing friends, removing their circle of friends,
and causing perturbation in social relations. However,
research suggests that HIV disclosure has negative and
positive consequences [30, 31], resulting in complex
decision-making. It is claimed that being open about this
disease may simplify getting social support from signifi-
cant others, such as families and friends, which appears
to be a prerequisite for healthy coping, enhanced self-
esteem, adherence, and other health-seeking behaviours
[32]. Denial and disclosure of HIV status are part of the
normalisation process, which can be positive and nega-
tive for the individual and their families [33]. Diagnosing
a chronic disease such as HIV may lead to the individual
adopting different strategies to cope with the condition,
some of which may affect their health-seeking behaviours
and families [33].

Studies on PLHIV have shown positive health out-
comes. For example, a better immunological recovery
is associated with disclosure [34]. In addition, disclo-
sure may help to buffer HIV-related stress [35]. In con-
trast, HIV disclosure may also provoke fear of rejection
and a breach of confidentiality [50], bearing the real risk
of stigma and discrimination. Therefore, keeping one’s
HIV status secret because of the many challenges of HIV
stigma potentially limits people with HIV’s social support
needs [51].

Furthermore, participants expressed hopelessness fol-
lowing the diagnosis. Although pharmacological agents
have significantly improved the quality of life, HIV is still
perceived as terminal and life-threatening. This interpre-
tation often leads to pathological and maladaptive behav-
iours [52]. A similar study found that almost half of the
participants reported hopelessness [53]. Consistent with
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other studies, there was an increased suicidal attempt
among people with HIV [20]. Participants may consider
suicide as a way out of the pain, misery, shame and grief
[20]. Participants expressed that an HIV-positive sta-
tus is synonymous with falling into despair [46]. They
claimed that being diagnosed with an incurable disease
like HIV is a taboo in society [46]. In contrast, other stud-
ies reported that a positive HIV diagnosis presents an
opportunity for new life and goals, and the individuals
become normalised [54]. The differences in the interpre-
tation and reactions to HIV diagnosis suggest a need for
more effective and culturally innovative interventions to
support people receiving an HIV-positive diagnosis [46].

Many participants had suicidal ideations following
diagnosis, and others in this study contemplated suicide
but for the intervention’s of friends and health profes-
sionals. The outcomes of this study show the psychologi-
cal and mental health challenges for persons diagnosed
with HIV infection. This highlights how essential it is to
assess suicidal ideation and provide timely interventions
as part of mental health professionals’ responsibilities in
HIV care. The frequency of suicide attempts and ideation
in this study reflects other studies in Sub-Sahara Africa
[55] and Western countries [49, 56]. However, research
findings suggest that reported suicide rates are lower
in Sub-Saharan Africa than in developed countries [57,
58], although suicidal deaths are more common in low-
income countries [59]. These differences may reflect sev-
eral factors, such as socio-cultural differences. All the
participants in this study are religious, with a Christian
majority. Both Christianity and Islam frown on suicide.
Therefore religious and cultural components may have
a place in the diagnosis of HIV and potential psychoso-
cial reactions to receiving an HIV-positive diagnosis [2,
3]. For example, conservative religious and secular insti-
tutions disagree on abstinence, premarital and extra-
marital sex, contraception and homosexuality [2]. Some
religious organisations insist on mandatory HIV testing
before marriage [60], while others support the contrary
[2]. Therefore, identifying with religious organisations
and traditions promoting abstinence or monogamy could
decrease the likelihood of participation in vulnerability-
enhancing behaviours [3]. In contrast, religious teachings
may be detrimental by discouraging certain protective
measures, such as condom use, or denying young people
safe sex education [61]. Advocates of religion as a protec-
tive factor also point out that religious affiliation fosters
the creation of interpersonal networks that may enhance
the diffusion of HIV-related information.

Furthermore, in addition to suicidal ideations, some
participants reported having what appeared as suicide
plans, although they did not disclose the nature and form
of the suicide plan. This finding is consistent with earlier
research [62, 63] and further suggests that individuals
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with active suicide plans will commit suicide in their life-
time [59].

It is also suggested that while assessing people with
HIV, there is a need to consider the time interval fol-
lowing diagnosis. Although most people may perceive a
diagnosis of HIV as a death sentence, it is claimed that
this perception diminishes over time [64]. Research sug-
gests that most suicide cases occur within the first four
months after diagnosis [64]. Previous findings indicate
that most participants who settled well after diagnosis
benefited from psychosocial support from health profes-
sionals [48]. Therefore early mental health interventions
must be made part of the package of interventions at
diagnosis to support clients receiving an HIV diagnosis
and thus prevent death.

Limitations

1. The respondents were recruited through the HIV
clinics where people receive HIV care and their
medications. However, this method may miss out on
others who do not access care at the HIV clinics due
to stigma.

2. The study did not differentiate between participant
who were recruited at the point of diagnosis
but included others who could only recall the
experiences.

3. Similar to research in Africa, most participants are
females and Christians, which may require further
research to explore the experience by demographic
groups.

Conclusion

The findings in this study revealed that people receive
and respond differently to the diagnosis of HIV. The
interpretations and reactions to such an incurable but
treatable disease as HIV can have a debilitating effect
on the individual’s psychological well-being if not well-
managed. Suicidal ideation is one of the psychological
consequences of receiving an HIV diagnosis reported in
this study. In addition, the initial reaction to HIV-positive
status in this LMIC context can impact care negatively
by discouraging people from testing to know their HIV-
positive status and, thus, a threat to achieving the global
95-95-95 goals. We recommend integrating mental
healthcare with HIV care during and after testing to pro-
vide continuous support for individuals and families. This
will facilitate early linkage to HIV care, improving overall
outcomes for the infected individual and society.

Abbreviations

HIV Human Immunodeficiency Virus
PLHIV  People Living with HIV

ART Antiretroviral Therapy



Ninnoni et al. BMC Public Health (2023) 23:2518

LMIC
CCTH

Lower and Middle-Income countries
Cape Coast Teaching Hospital

Acknowledgements
We thank the staff of Cape Coast Teaching Hospital and all the study
participants for their support and time in making this study possible.

Author contributions

JPN. Conceptualisation of the methodology and preparation of the
manuscript: FN, Interpretation and drafting of the results; S.O.A. Collection

of the data and preparation of the manuscript: .T.C. analysis and discussion

of the results; L.B. Data management and analysis; E.A. conceptualisation

and collection of data: L.G. reviewing the findings and discussions: K.S.
conceptualisation and drafting of the manuscript: N.A.B. conceptualisation
and discussion of the results: D.O.Y. conceptualisation, analysis and discussion.
All authors reviewed and approved the final manuscript.

Funding
No funding.

Data Availability
All information is included in the manuscript but can be made available upon
reasonable request through the corresponding author.

Declarations

Ethics and consent to participate

The study followed the Helsinki Declaration. Only participants who provided
informed consent were included. The Ethics Review Board of Cape Coast
Teaching Hospital approved the study (reference: CCTHERC/EC/2021/028).

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

'Department of Mental Health, School of Nursing and Midwifery,
University of Cape Coast, Cape Coast, Ghana

2Public Health Unit, Cape Coast Teaching Hospital, Cape Coast, Ghana
3Communicable and Non-Communicable Diseases cluster, World Health
Organisation Country Office, Accra, Ghana

“National AIDS/STIs Control Programme, Accra, Ghana

°Department of Community Health, the University of Ghana Medical
School, Accra, Ghana

Department of Microbiology and Immunology, School of Medical
Sciences, University of Cape Coast, Cape Coast, Ghana

Received: 16 April 2023 / Accepted: 10 December 2023
Published online: 15 December 2023

References

1. Verhey R, Gibson L, Brakarsh J, Chibanda D, Seedat S. Prevalence and cor-
relates of probable post-traumatic stress disorder and common mental
disorders in a population with a high prevalence of HIV in Zimbabwe. Eur J
Psychotraumatol. 2018,9(1).

2. Mantell JE, Correale J, Adams-Skinner J, Stein ZA. Conflicts between Con-
servative Christian institutions and Secular groups in sub-saharan Africa:
ideological discourses on sexualities, reproduction and HIV/AIDS. Glob Public
Health. 2011,6(sup2):192-209. https://doi.org/10.1080/17441692.2011.60403
9.

3. Sovran S. Understanding culture and HIV/AIDS in sub-saharan Africa.
SAHARA-J J Soc Asp HIV/AIDS. 2013;1-10.

4. Goffman E. Stigma: notes on the management of Spoiled Identity. New
Jersey: Prentice-Hall, Inc.; 1963.

5. Scambler G. Health-related stigma. Sociol Health Ill. 2009;31(3):441-55.

6. Opoku Agyemang S, Ninonni J, Bennin L, Agyare E, Gyimah L, Senya K et
al. Prevalence and associations of depression, anxiety, and stress among

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

33.

34.

Page 9 of 10

people living with HIV : A hospital - based analytical cross - sectional study.
2022;(June):1-10.

Ninnoni JB, Agyemang SO, Bennin L, Agyare E, Gyimah L, Senya K, et al.
Coping with loneliness and stigma associated with HIV in a resource-limited
setting, making a case for mental health interventions; a sequential mixed
methods study. BMC Psychiatry. 2023;23(1):163. https://doi.org/10.1186/
$12888-023-04643-w.

Brislin RW. Back-translation for Cross-cultural Research. J Cross Cult Psychol.
1970;1(3):185-216.

Richards L. Handling qualitative data: a practical guide. Thousand Oaks, CA:
Sage Publications; 2005.

Ritchie J, Lewis J, Nicholls CM, Ormston R. Qualitative research practice: a
guide for social science students and researchers. London: Sage; 2003.

Braun 'V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77-101.

Nowell LS, Norris JM, White DE, Moules NJ. Thematic analysis: striving to meet
the trustworthiness Criteria. Int J Qual Methods. 2017;16(1):1-13.

Lincoln YS, Guba EG. Establishing trustworthiness. Nat Ing. 1985;289:331.
Guba EG, Lincoln Y. Fourth generation evaluation. Newbury Park, CA: Sage;
1989.

Denzin NK. Critical qualitative Inquiry. Qual Ing. 2017;23(1):8-16.

Tobin GA, Begley CM. Methodological rigour within a qualitative framework. J
Adv Nurs. 2004;48(4):388-96.

Lincoln YS, Guba EG, Pilotta JJ. Naturalistic inquiry. Int J Intercult Relations.
1985;9(4):438-9.

Braun'V, Clarke V. Thematic analysis. APA Handb Res methods Psychol Vol 2
Res Des Quant Qual Neuropsychol Biol. 2012;2:57-71.

Kako PM, Stevens PE, Karani AK. Where will this lliness take me? Reactions to
HIV diagnosis from women living with HIV in Kenya. Health Care Women Int.
2011,32(4):278-99.

Fabianova L. Psychosocial Aspects of People Living with HIV/AIDs. Social and
Psychological Aspects of HIV/AIDS and their Ramifications. 2011.

Carr RL, Gramling LF, Stigma. A Health Barrier for Women with HIV/AIDS. J
Assoc Nurses AIDS care. 2004;15(5):30-9.

Duffy L. Suffering, shame, and silence: the stigma of HIV/AIDS. J Assoc Nurses
AIDS Care. 2005;16(1):13-20.

Dowshen N, Binns HJ, Garofalo R. Experiences of HIV-Related Stigma

among Young men who have sex with men. AIDS Patient Care STDS.
2009;23(5):371-6.

Greeff M, Uys LR, Wantland D, Makoae L, Chirwa M, Dlamini P, et al. Perceived
HIV stigma and life satisfaction among persons living with HIV Infection in
five African countries: a longitudinal study. Int J Nurs Stud. 2010;47(4):475-86.
Hasan MT, Nath SR, Khan NS, Akram O, Gomes TM, Rashid SF. Internalized
HIV/AIDS-related stigma in a sample of HIV-positive people in Bangladesh. J
Health Popul Nutr. 2012;30(1):22-30.

Bharat S. A systematic review of HIV/AIDS-related stigma and discrimination
in India: current understanding and future needs. SAHARA-J J Soc Asp HIV/
AIDS. 2011,8(3):138-49.

Monteiro SS, Villela WV, Soares PS. The interaction between axes of inequality
in studies on discrimination, stigma and HIV/AIDS: contributions to the
recent international literature. Glob Public Health. 2013;8(5):519-33.
Hatzenbuehler ML, Phelan JC, Link BG. Stigma as a fundamental cause of
population health inequalities. Am J Public Health. 2013;103(5):813-21.
Olalekan A, Akintunde A, Olatunji M. Perception of Societal Stigma and
Discrimination towards People Living with HIV/AIDS in Lagos, Nigeria: a
qualitative study. Mater Socio Medica. 2014,26(3):191.

Rodkjaer L, Sodemann M, Ostergaard L, Lomborg K. Disclosure decisions.
Qual Health Res. 2011;21(9):1249-59.

Stutterheim SE, Bos AER, Shiripinda I, de Bruin M, Pryor JB, Schaalma HP.
HIV-related stigma in African and Afro-Caribbean communities in the
Netherlands: manifestations, consequences and coping. Psychol Heal.
2012,27(4):395-411.

Lam PK, Naar-King S, Wright K. Social Support and Disclosure as Predictors of
Mental Health in HIV-Positive youth. AIDS Patient Care STDS. 2007;21(1):20-9.
Williams KC, Hicks EM, Chang N, Connor SE, Maliski SL. Purposeful normaliza-
tion when caring for husbands recovering from Prostate Cancer. Qual Health
Res. 2014,24(3):306-16.

Calabrese SK, Martin S, Wolters PL, Toledo-Tamula MA, Brennan TL, Wood LV.
Diagnosis disclosure, medication hiding, and medical functioning among
perinatally infected, HIV-positive children and adolescents. AIDS Care.
2012;24(9):1092-6.


https://doi.org/10.1080/17441692.2011.604039
https://doi.org/10.1080/17441692.2011.604039
https://doi.org/10.1186/s12888-023-04643-w
https://doi.org/10.1186/s12888-023-04643-w

Ninnoni et al. BMC Public Health

35.

36.

37.

38.

39.

40.

42.

43.

44,

45.

46.

47.

48.

49.

(2023) 23:2518

Li L, Lee S-J, Thammawijaya P, Jiraphongsa C, Rotheram-Borus MJ. Stigma,
social support, and depression among people living with HIV in Thailand.
AIDS Care. 2009;21(8):1007-13.

Ali H, Amoyaw F, Baden D, Durand L, Bronson M, Kim A, et al. Ghana's HIV
epidemic and PEPFAR's contribution towards epidemic control. Ghana Med J.
2019,53(1):59-62.

Ghana AIDS. Commission. National HIV and AIDS Strategy. Accra, Ghana;
2023.

Choi WA, Sakeah E, Oduro AR, Aburiya JBA, Aborigo RA. Compliance to HIV
testing and counseling guidelines at antenatal care clinics in the Kassena-
Nankana districts of northern Ghana: A qualitative study. Mockridge J, editor.
PLoS One. 2022;17(9):e0274871.

Asare YA, Yeboaa BY, Dwumfour-Asare H. Acceptance and utilization of HIV
testing among the youth: a cross-sectional study in Techiman, Ghana. Afr
Health Sci. 2020;20(1):142-9.

Hlongwa M, Mashamba-Thompson T, Makhunga S, Muraraneza C, Hlong-
wana K. Men's perspectives on HIV self-testing in sub-saharan Africa: a
systematic review and meta-synthesis. BMC Public Health. 2020;20(1):66.
Embuldeniya G, Veinot P, Bell E, Bell M, Nyhof-Young J, Sale JEM, et al. The
experience and impact of chronic Disease peer support interventions: a
qualitative synthesis. Patient Educ Couns. 2013;92(1):3-12.

Wu Y-L, Yang H-Y, Wang J, Yao H, Zhao X, Chen J, et al. Prevalence of suicidal
ideation and associated factors among HIV-positive MSM in Anhui, China. Int
J STD AIDS. 2015;26(7):496-503.

Kelly B, Raphael B, Judd F, Perdices M, Kernutt G, Burnett P, et al. Sui-

cidal ideation, Suicide attempts, and HIV Infection. Psychosomatics.
1998;39(5):405-15.

Ang LW, Toh MPHS, Wong CS, Boudville IC, Archuleta S, Lee VIM, et al. Short-
term mortality from HIV-infected persons diagnosed from 2012 to 2016. Med
(Baltim). 2021;100(26):e26507.

Rundell JR, Kyle KM, Brown GR, Thomason JL. Risk factors for Suicide attempts
in a human immunodeficiency Virus Screening Program. Psychosomatics.
1992;33(1):24-7.

Gh.Barkish F, Jalali R, Jalali A. Experiences of patients with primary HIV diagno-
sis in Kermanshah-Iran regarding the nature of HIV/AIDS: a qualitative study.
2019,5(8):02278.

Kutnick AH, Gwadz MV, Cleland CM, Leonard NR, Freeman R, Ritchie AS et al.
It's a process: reactions to HIV diagnosis and Engagement in HIV Care among
high-risk heterosexuals. Front Public Heal. 2017;5.

Owusu AY. Experiences of new diagnoses among HIV-positive persons:
implications for public health. BMC Public Health. 2022;22(1):1-17.

Carrico AW, Johnson MO, Morin SF, Remien RH, Charlebois ED, Steward

WT, et al. Correlates of suicidal ideation among HIV-positive persons. AIDS.
2007,21(9):1199-203.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

Page 10 of 10

Foster C, Waelbrouck A, Peltier A. Adolescents and HIV Infection. Curr Opin
HIV AIDS. 2007;2(5):431-6.

Serovich JM, Craft SM, Reed SJ. Women'’s HIV Disclosure to Family and friends.
AIDS Patient Care STDS. 2012;26(4):241-9.

Nilsson Schonnesson L, Ross MW, Garcia-Huidobro D, Eriksson LE, Andersson
G, Williams ML, et al. Hopelessness and HIV Infection: an exploratory study
with a gender-specific perspective. BMC Psychol. 2022;10(1):1-12.

Moosa MYH, Jeenah FY. Feelings of hopelessness in stable HIV-positive
patients on antiretrovirals. South Afr J HIV Med. 2010;11(1).

Joulaei H, Ameli F. Sociocultural determinants; a Missing Link to Control HIV
Epidemic in Iran. Shiraz E-Medical J. 2017;18(5).

Gizachew KD, Chekol YA, Basha EA, Mamuye SA, Wubetu AD. Suicidal ideation
and attempt among people living with HIV/AIDS in selected public hospitals:
Central Ethiopia. Ann Gen Psychiatry. 2021;20(1):15.

Lawrence ST, Willig JH, Crane HM, Ye J, Aban |, Lober W, et al. Routine, Self-
Administered, Touch-Screen, computer-based suicidal ideation Assessment
Linked to Automated Response Team notification in an HIV Primary Care
setting. Clin Infect Dis. 2010;50(8):1165-73.

Shelton AJ, Atkinson J, Risser IMH, McCurdy SA, Useche B, Padgett PM. The
prevalence of suicidal behaviours in a group of HIV-positive men. AIDS Care.
2006;18(6):574-6.

Sherr L, Lampe F, Fisher M, Arthur G, Anderson J, Zetler S, et al. Suicidal
ideation in UK HIV clinic attenders. AIDS. 2008;22(13):1651-8.

Arensman E, Scott V, De Leo D, Pirkis J. Suicide and Suicide Prevention from a
global perspective. Crisis. 2020;41(Supplement 1):3-7.

Luginaah IN, Yiridoe EK, Taabazuing M-M. From mandatory to voluntary
testing: balancing human rights, religious and cultural values, and HIV/AIDS
prevention in Ghana. Soc Sci Med. 2005;61(8):1689-700.

Trinitapoli J. Religious teachings and influences on the ABCs of HIV preven-
tion in Malawi. Soc Sci Med. 2009;69(2):199-209.

Bolakale A, Taju N, Olubukola A. Suicidality among HIV patients in a treatment
center in Kaduna metropolis, Nigeria. Sahel Med J. 2016;19(4):196.

Pei J-H, PeiY, MaT, DuY,Wang X-L, Zhong J, et al. Prevalence of suicidal
ideation, Suicide attempt, and Suicide plan among HIV/AIDS: a systematic
review and meta-analysis. J Affect Disord. 2021;292:295-304.

Flowers P, Davis MM, Larkin M, Church S, Marriott C. Understanding the
impact of HIV diagnosis amongst gay men in Scotland: an interpretative
phenomenological analysis. Psychol Health. 2011;26(10):1378-91.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.



	﻿An exploratory qualitative study of the psychological effects of HIV diagnosis; the need for early involvement of mental health professionals to improve linkage to care
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Design and setting
	﻿Population and sampling techniques
	﻿Data collection
	﻿Data analysis
	﻿Ensuring trustworthiness
	﻿Ethics approval
	﻿Demographics of participants

	﻿Results
	﻿Hopelessness
	﻿Suicidal ideation
	﻿Self-harm
	﻿Suicidal plans
	﻿Anxiety
	﻿Self-stigma
	﻿Stigma
	﻿Fear/worry
	﻿Shock/Shame

	﻿Discussion
	﻿Limitations

	﻿Conclusion
	﻿References


