
Page 1/13

Addressing HIV-related stigma and discrimination in
healthcare settings: development and
contextualization of guideline recommendations
Garumma Feyissa  (  garummatolu@yahoo.com )

Jimma University https://orcid.org/0000-0001-6179-0024
Mirkuzie Woldie 

Harvard School of Public Health
Zachary Munn 

The Joanna Briggs Institute
Craig Lockwood 

The Joanna Briggs Institute

Research note

Keywords: Guideline development, guideline evaluation, HIV-related stigma and discrimination,
Healthcare settings, Ethiopia

Posted Date: July 12th, 2019

DOI: https://doi.org/10.21203/rs.2.11269/v1

License:   This work is licensed under a Creative Commons Attribution 4.0 International License.  
Read Full License

https://doi.org/10.21203/rs.2.11269/v1
mailto:garummatolu@yahoo.com
https://orcid.org/0000-0001-6179-0024
https://doi.org/10.21203/rs.2.11269/v1
https://creativecommons.org/licenses/by/4.0/


Page 2/13

Abstract
Objective This objective of this project was to develop and contextualize guideline recommendations to
reduce HIV-related stigma and discrimination (SAD) in Ethiopian healthcare settings. Results A
multidisciplinary expert panel comprising 13 experts was established. The panel suggested that the
guideline should target both healthcare worker behaviors and attitudes, and institutional practices and
programs. A systematic review of systematic reviews and best practice documents was conducted. An
initial list of 31 recommendations was drafted through a content analysis of the included documents.
Strength and quality of evidence were assigned for each recommendation using Grading of
Recommendations, Assessment, Development and Evaluation (GRADE) approach. The initial
recommendations were framed under the following themes: structural, information-based and skills
building, contact and empowerment, biomedical, measurement of SAD, and steps to integrate SAD
reduction into healthcare settings. The tentative recommendations were evaluated both internally and
externally through a series of Delphi surveys using Guideline Implementability Appraisal (GLIA V2.0)
checklist. Finally, we explored facilitators and barriers to implement the guideline using key informant
interviews to develop a framework to guide dissemination, implementation, and evaluation of the
guideline in the local health system of Ethiopia. Key words: Guideline development, guideline evaluation,
HIV-related stigma and discrimination, Healthcare settings, Ethiopia

Introduction
Stigma and discrimination (SAD) continue to challenge stakeholders working on the prevention and
control of human immunode�ciency visus (HIV) [1]. Institutional factors such as, shortages of supplies
and lack of training programs, lack of appropriate policies, guidelines, standards and regress systems to
address SAD contributed to the continuation of SAD-related to HIV [2]. These problems underscore the
necessity of guidelines and evidence-informed interventions to tackle SAD and promote uniform practice
among healthcare workers [3-6].

Organizations have been working to reduce SAD related to HIV for decades [7, 8]. Part of the global
response has been developing resource materials that guide SAD reduction interventions. However, some
of these materials and tools are too broad and not context and population speci�c [9, 10]. Most
guidelines and best practices developed to reduce SAD reduction in healthcare settings lack detailed
description on their methods of development and most of them are not up-to-date [11]. This poses a
challenge in making an informed choice in prioritizing the interventions.

Guideline development generally involves establishing the guideline panel, determination of the scope of
the guideline, searching for evidence, selecting the evidence, extracting and synthesizing the results,
assessing quality, interpreting results, developing evidence statements and internal and external
evaluation of the guideline [12, 13]. The quality of evidence of guideline recommendations is assessed
using the Grading of Recommendations, Assessment, Development and Evaluation (GRADE) approach
[14]. Additionally, strength of a recommendation, or the extent to which one can be con�dent that the
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desirable effects of the recommended actions outweigh the undesirable effects are incorporated in
developing guideline recommendations [15-17]. The World Health Organization (WHO) handbook for
guideline development provides four criteria to judge the strength of recommendations: a) quality of
evidence. b) balance of bene�ts versus harms, c) values and preferences and d) resource use [13].

Currently, to the best of our knowledge, there is no up-to-dated guideline developed systematically based
on the procedures mentioned above to reduce HIV-related SAD in the heathcare settings. To address this
gap, this project aimed at developing and contextualizing an evidence-informed guideline to reduce HIV-
related SAD in the healthcare settings.

Methods And Materials
The guideline development involved the following procedures: establishment of the guideline panel;
determining the scope of the guideline; and searching, assessment and analyses of evidence; developing
a tentative list of recommendations; establishing consensus and contextualizing the recommendations.

1. Establishing the guideline panel
We established a guideline panel that comprised researchers, program managers and HCWs. Then, we
invited experts who were willing to be part of the panel to a half-day meeting held on July 17, 2016 and
the guideline panel membership was formally established. We required all panel members to complete a
declaration of con�icts of interests (S1) before contributing towards the development of the guideline.
Members of the panel identi�ed existing guidelines for inclusion and assisted in determining the scope of
the guideline and developing guideline questions. All the panel members evaluated the draft guideline
using the Guideline Implementability Appraisal (GLIA) v.2.0 checklist [18]. The evaluation has been
described elsewhere [19].

1. Determining the scope of the guideline
The scope of the guideline was informed through the results of two systematic reviews as well as
informal and formal consultation with experts.

2. Searching, assessment and analysis of global evidence
The search for international evidence on reduction of stigma and discrimination commenced with the
systematic review of guidelines, best practices, standards and systematic reviews. The results of this
search were reported elsewhere [20]. Following that, we conducted a systematic review of quantitative
evidence [21] to identify interventions effective in reducing SAD in the healthcare settings.

3. Development of guideline recommendations
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The guideline recommendations were developed through an inductive content analysis [22] of previous
documents produced through systematic literature search [20, 21]. While extracting data from the
documents, the guideline panel considered the content, duration, mode of delivery, context, recipients and
acceptability of the recommendations in the local context. For each recommendation, along with the
panel members, we assigned strength and quality of evidence using a software developed by GRADE
working group [14]. Quality of evidence was assigned as high, moderate, low or very low [15]. To assign
strength of evidence for each recommendation, we used the World Health Organization (WHO) handbook
for guideline development as a guidance [16].

We worded the recommendations considering the quality and the strength of evidence associated with
the recommendations. We worded recommendations having strong evidence for the associated
intervention as “must”, “should”, “need to” and other strong words [16]. On the other hand, we worded
recommendations with weak evidence supporting the associated interventions with weak terms such as
“may,” “might,” and similar words [16]. We have also included good practice points in the guideline. We
made these statements for areas where providing a GRADE of evidence was not practical, and the panel
believed that the statements were necessary. We considered good practice statements in the following
situations [23]:

a) In cases where there was high quality indirect linked evidence supporting the recommended action.

b) In case where the panel was con�dent that the net bene�t of the recommended action outweighed the
risks, and the recommended action was feasible.

c) If without the message practitioners failed to execute the action and the practice issue needed to be
consistent and failure to adhere to the practice is considered as the violation of human rights.

d) If the panel considered that the collection of further evidence was a wise use of time or impractical.

To date, whether these statements (good practice points) should be presented separately or along with
GRADE recommendations is a matter of debate [24]. In the current guideline document, we indicated the
good practice statements were not developed using GRADE approaches and they were labeled with a
‘good practice point’ sub-heading.

We substantiated each recommendation with detailed descriptions by referring to the original documents
and the primary studies. We used the �ndings of two qualitative syntheses to support the
meaningfulness of the interventions for PLHIV. Using these lists of recommendations and their respective
descriptions, we �nally drafted the guideline. The drafted guideline was then evalauted by a panel of
experts using a Delphi technique, which has been reported elsewhere [19]. Finally, facilitators and barriers
to implement the guideline were explored to contextualize the guideline to the Ethiopian healthcare
settings. This contextualization study has been reported somewhere else [25].

Phases involved in the development of the guideline are summarised in Fig 1.
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Fig 1: Phases in the development of the guideline

Results

Establishing the guideline panel
We established a multidisciplinary guideline panel comprising researchers, health managers and health
professionals. The multidisciplinary team comprised health managers, internists, HIV treatment
coordinator, sociologist, psychiatrists, psychologist, nurses, health promotion and health service
management experts.

Determining the scope of the guideline
Through an informal consultation of health managers, health professionals and researchers, we
conducted the initial systematic review [26]. At the guideline panel meeting held on July 17, 2016, the
scope of the guideline was limited to healthcare settings. Based on the consultation process, we
developed the following guideline question:
Which type of interventions are effective in reducing stigma and discrimination among healthcare
workers directed towards PLHIV, people affected by the virus and people associated with the virus?

Development of recommendations
We extracted recommendations from six guideline-related documents and six systematic reviews
previously identi�ed in the initial systematic search [20] and the systematic review of quantitative
evidence [21]. Based on the content analyses of the guidelines, best practice documents, systematic
reviews and the linked/cited research evidence, we initially developed 31 recommendations. These
recommendations were subjected to a Delphi investigation through which some recommendations were
modi�ed, merged or dropped based on consideration and judgment of the guideline panel. Finally, the
recommendations were presented under four thematic areas of interventions:

A. Structural interventions

B. Information-based and skills building approaches

C. Contact and empowerment approaches

D. Recommendations for research

The �nal list and desciption of recommendations are presented in the supplementary �le (S2 Doc).
Additionally, tools that assist in monitoring and evaluation of the implementation of the guideline were
adapted and developed. To assess the level of stigma and discrimination at facility level, the panel
decided to use a checklist for a stigma-free facility environment and policies [27] developed by previous
research to track the implementation of guideline (S3 Doc). Moreover, a short version of ‘discrimination
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free health facility’ checklist was adapted from the UNAIDS/WHO agenda for stigma free healthcare
facilities [28] and was included as part of the guideline. The panel decided that this checklist should be
posted at service points (S4 Doc). Moreover, the panel has developed reminders that will be posted as
checkpoints at service delivery points (S5 Doc). The tool was developed with the considerations of the
manifestations of stigma to alert HCWs and let them examine the appropriateness of their practices.
These reminders and checkpoints will enable health professionals to evaluate their own attitudes and
actions. Additionally, we have adapted a framework for addressing SAD in healthcare facilities (Fig 2).

Fig 2. Framework for addressing stigma and discrimination in healthcare facilities (adapted from Jain,
2012[29])

Discussions

This project attempted to develop and contextualize an evidence-informed guideline to reduce HIV-related
stigma and discrimination through a systematic search and analysis of global evidence. When planning
and developing a guideline, health managers are always confronted with the challenges of addressing
broad research questions with limited resources and time frames. As a remedy to address this challenge,
scholars have developed different options for utilizing pre-processed research evidence [30].

The initial purpose of the current project was to utilize existing pre-processed evidence based on the 6S
hierarchy of evidence [30]. Such an approach increases the e�ciency of guideline development processes
[31]. Although there were systematic reviews, guidelines and best practice documents in the �eld of
stigma and discrimination related to HIV, those guidelines, best practice documents and systematic
reviews were not presented in a way that they could help in the evaluation of the quality and strength of
recommendations. Such information would have been helpful for prioritizing alternative
recommendations and in convincing stakeholders about the preferred interventions.

For the current project, after the detailed analysis of the contents of guideline-related documents and
systematic reviews we outlined recommendations were framed under the following themes: structural,
information-based and skills building, contact-based interventions and recommendations for further
research. While assessing the strength of the recommendations, the guideline panel has taken local
circumstances and policy environment into account. This makes the current guideline relatively more
practical as compared to previous guidelines and best practices in that it will enable policy makers to
prioritize the recommendations.

Evidence utilization is successful only if it considers local factors [32]. The appropriateness of these
recommendations depends on local factors related to healthcare facilities [33]. For the current guideline,
the initial recommendations were drawn from global literature and not from local studies. Initially, the
appropriateness of implementing the recommendations to the local context and their acceptability by
local implementers was not known. Hence, we evaluated by the appropropriateness and applicability of
the guideline using GLIA checklist [18] both by a local guideline panel and an external panel [21]. This
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evaluation has considered both rigor and feasibility issues. Moreover, additional contextual data that
assists in dissemination, implementation and evaluation of the guideline were generated and reported
[21].

In conclusion, we framed the recommendations under the following themes: structural, information-based
and skills building, contact and empowerment and recommendations for research. The appropriateness
of these recommendations to the local context was also evaluated and additional data on dissemination,
implementation of the guideline was generated. Implementers can use the information generated during
the multiple phases of the project while disseminating, implementing and evaluating the guideline.

Limitations
The guideline was developed with the consideration of the local context of Jimma Medical Center, which
may not necessarily be transferred to other contexts. In addition , the quality of the available evidence on
interventions to address stigma and discrimination is poor.
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Supplementary File Legend
S1 Doc: Declaration of con�ict of interest. This �le shows a format through which guideline panle
members declared potential con�cits of interests.

S2 Doc: Recommendations included in the guideline. This �le presents recommendations included in the
�nal guideline along with their descriptions.

S3 Doc: Facility assessment checklist (PLHIV Friendly checklist for healthcare facilities). This �le
presents a checklist to check health facilities whether they are PLHIV friendly or not.
S4 doc: Discrimination free checklist poster. This �le presents a shorty version of discrimination free
health facility checklist which is to be used for post on service points. The �le was adapted from
UNAIDS/WHO agenda for stigma free healthcare facilities.

S5 doc: Reminders for health professionals. This �le presents reminders and checkpoints to be posted at
service delivery point which enables health professionals to evaluate their own attitudes and actions.
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Figure 1

Phases in the development of the guideline
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Figure 2

Framework for addressing stigma and discrimination in healthcare facilities (adapted from Jain,
2012[29])
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