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Introduction: Understanding community members' knowledge, attitudes, and beliefs about the novel SARS-CoV-2 virus and the prevalence of associated stigma are critical steps for increasing accurate public health knowledge, encouraging uptake of preventative or mitigating health behaviors, and ultimately bringing the COVID-19 pandemic under control.

Methods: We conducted a one-time, phone-based assessment to assess the presence of perceived COVID-19 community stigma reported by Kenyan primary and secondary school teachers, as well as adolescents living with HIV. Participants were previously enrolled in an ongoing, cluster-randomized trial to evaluate the impact of multi-media teacher training on teachers' negative attitudes and beliefs around HIV. The SAFI Stigma Questionnaire, a validated tool to assess HIV-related stigma in this setting, was adapted to ask questions regarding the stigma and discrimination experienced or perceived during the COVID-19 pandemic.

Results: We enrolled 330 participants in this study, including 311 primary and secondary teachers (56% female, average age 36 years) and 19 adolescents living with HIV (57.89% female, average age 16.37 years). None of the adolescent participants reported witnessing or experiencing discrimination related to COVID-19, nor did they report losing financial and/or social support. In contrast, the teacher participants reported prominent social stigma experiences of various levels and related to COVID-19. Teachers in the intervention group, who had completed the multi-media training on HIV-related stigma, were significantly less likely to think that the community viewed COVID-19 as a dirty or shameful disease, and less likely to feel it was important to keep their COVID-19 infection a secret, compared to the teacher control group.

Conclusion: These findings suggest that COVID-19-related stigma may be prevalent in western Kenya and that interventions to reduce community-level stigma for HIV may also have a protective impact on other stigmatized infectious diseases such as COVID-19.

Keywords: COVID-19, stigma, teachers, HIV, Kenya


INTRODUCTION

Stigma is a critical consideration in understanding the experiences of vulnerable groups during the COVID-19 pandemic. Previous studies from other infectious disease outbreaks have demonstrated that health-related stigma is experienced by individuals who are directly and indirectly affected by the disease, as well as those viewed as most vulnerable to infection (1–4). Health-related stigma has been shown to be a deterrent to protective behaviors, and has been commonly documented in HIV, TB and Ebola outbreaks, among others (5–8).

Communities affected by Ebola-related stigma have suffered from harassment, rejection, isolation, physical violence, and diminished quality of life (9). Individuals in contact with Ebola patients have also been victimized, experiencing damage to their properties and thus prevented from returning to their homes (9, 10). Moreover, health campaigns utilizing “no touch” and quarantine policies during Ebola outbreaks can contribute to the “othering” of individuals associated with Ebola, further facilitating community stigmatizing beliefs (11). For children orphaned by Ebola, community fears and associated stigma have led to significant social isolation, loss of housing and severe mental health challenges (11, 12). Similar experiences have been documented by communities impacted by HIV. HIV-related stigma has been associated with a decrease in testing uptake (13), lower medication adherence (14), higher levels of mental health challenges (15, 16), substance use and sexual risk-taking behaviors and violence (15–18). Similarly, stigma has been associated with lower testing and treatment-seeking behaviors among those living with TB, as well as challenges with TB contract tracing and outbreak investigations (19–23).

As the COVID-19 pandemic evolved in 2020, reports of social stigma and discrimination against people of certain ethnic backgrounds and anyone perceived to have been in contact with the virus quickly began to emerge (24–27). COVID-19 stigma has been influenced by the novelty of the disease and the fears associated with the unknown, a lack of knowledge about how the virus spreads and gossip that leads to rumors and myths (27). In addition, politicization of the roles played by particular countries or ethnic groups, with blame being ascribed through derogatory terms used in describing SARS-CoV-2 may have further exacerbated the related COVID-19 stigma (27). Moreover, stigma can undermine social cohesion, leading to isolation of groups in which the infectious disease is more likely to spread (27), and therefore may create even more challenges in the control of the pandemic, as compliance with public health guidance may be significantly impacted. There is a crucial need during infectious disease outbreaks to evaluate how and where stigma is perpetuated, understand the experiences of affected groups, and develop strategies to reduce stigma.

The extent to which stigma related to one infectious disease or stigmatized condition might carry over to another infectious disease such as COVID-19 has not been well-studied. We could find minimal data about the clustering of stigma experiences, intersectional stigma, or subsequent carry over within the sub-Saharan African setting. Strategies to combat HIV-related stigma, including social activism, empathy-promoting programs and resilience and knowledge building, have been tailored for use in mitigating Ebola and other infectious disease outbreak-related stigma, suggesting transferability of stigma-prevention skills (9, 28–30). Despite this, the carryover effects of interventions targeting stigmatizing beliefs and behaviors related to one condition have also not been well-studied.

The first COVID-19 case in Kenya was confirmed on March 13, 2020, followed by a nation-wide mandatory quarantine for individuals entering the country on March 25, 2020 and universal testing policy on March 29, 2020 (31). National curfews were instituted in early April 2020, followed by a strict national lockdown preventing movement throughout the country. Kenya announced a phased reopening plan in June 2020, lifting nation-wide lockdowns and allowing for resumed international travel, with nighttime curfews to remain in place. Additionally, significant economic downturn is widely reported as COVID-19 prevention measures and behavioral responses restrict activity in Kenya and its partners (32, 33). Kenya has experienced several case surges, with an ~1,000 daily new confirmed cases that began at the end of November (34). As of January 28, 2021 there were 100,323 confirmed cases of COVID-19 throughout Kenya, with 71,254 recovered patients and 1,751 related deaths (35, 36).

Understanding key community members' knowledge, attitudes and beliefs about the novel SARS-CoV-2 virus and whether COVID-19 has been associated with perceived stigma, stigma experiences, or internalized stigma are critical steps for increasing accurate public health knowledge, encouraging uptake of preventative or mitigating health behaviors, including potential uptake of vaccines, and ultimately bringing the COVID-19 pandemic under control. Here, we sought to assess the presence of COVID-19-related stigma in the community, as reported by primary and secondary school teachers in western Kenya in the early phases of the global COVID-19 pandemic, within a cohort of teachers and adolescents already enrolled in a study examining HIV-related stigma and community and individual beliefs related to HIV.



MATERIALS AND METHODS


Study Design

We conducted a one-time, phone-based assessment of perceived, community-based COVID-19 stigma reported by Kenyan primary and secondary school teachers, as well as adolescents living with HIV, utilizing a self-report questionnaire that had been developed and validated for measurement of experienced, perceived, and internalized HIV-related stigma in this setting (37).

The participants were all enrolled in an ongoing, cluster-randomized trial to evaluate whether a multi-media teacher training could decrease Kenyan teachers' negative attitudes and beliefs around HIV and therefore reduce the HIV stigma in their teaching and classrooms (38). The content of the training intervention was focused solely around HIV and increasing empathy toward those living with HIV. Teachers from 20 schools (10 primary schools and 10 secondary schools) in the Turbo Sub-County in western Kenya, were randomized to either an intervention or control group. The intervention group had their HIV-related knowledge, attitudes and beliefs (K/A/B) evaluated immediately before the training, immediately after the training and then at 6 months after the intervention. The control group teachers had their HIV-related K/A/B evaluated at baseline and then at 6 months. Adolescents living with HIV (ALWH) receiving HIV care within the Academic Model Providing Healthcare (AMPATH) program in Kenya and who were also students in any of the 20 schools in the Turbo Sub-County were also enrolled in the study separately for an exploratory evaluation of their experiences and perceptions of HIV-related stigma at 6-months post-teacher intervention. Both the baseline assessments and the training for the intervention group were delivered prior to the emergence of the novel SARS-CoV-2 virus.

This COVID-19 stigma assessment was added onto the parent study's 6-month assessments for teachers in both the intervention and control groups as well as the ALWH. At the time of this COVID-focused stigma assessment, the schools were closed because of the pandemic and the teachers were at home in their communities. The Stigma in AIDS Family Inventory (SAFI) Questionnaire (37) asks a series of questions regarding the stigma and discrimination that an individual experiences because of his/her own or someone in their families' HIV status. The tool has been previously validated for use with Kenyan youth living with HIV and caregivers of children or youth living with HIV (37). Participants are instructed to respond to an experience as having “never happened” or “ever happened.” Many of the question prompts are led by the statement, “Because I have HIV or someone else in my family has HIV…” For this study, we added a new “COVID-version” of the SAFI Stigma Questionnaire, with items modified to ask similar questions regarding stigma and discrimination experiences, but in the context of COVID-19 infection. We analyzed the COVID-19 stigma assessment data by teacher intervention group from the parent study in order to better understand the impact that the multi-media teacher training to mitigate HIV related stigma had on COVID-19 stigma.



Setting

The research team operates out of the Academic Model Providing Access to Health care (AMPATH) program in Uasin Gishu County, located in western Kenya. Teacher participation in the parent study took place at the primary and secondary schools at which they were employed, or at the AMPATH Chandaria research center in Eldoret, Kenya. The COVID-19 stigma assessment took place over the phone, when both teacher participants and adolescents were at home.



Data Collection and Analysis

This one-time assessment was completed over the phone between June and November 2020 in order to maintain COVID-19 safety precautions. The study team contacted participants via phone, described the reasons for conducting the additional survey, and asked if the participant was interested and available to complete the assessment. Phone-based consent was obtained from all participants. For those under the age of 18, caregivers provided phone-based consent for adolescents and minors provided assent. The interview was conducted at an appropriate time agreed upon by the participants and study team. Data collected was entered into a REDCap database for analysis. Descriptive analyses were conducted to summarize the perceived and enacted stigma experienced by participants.



Ethical Approvals

This COVID-19 stigma assessment was added as a modification to the parent study. The additional assessment was approved by the Icahn School of Medicine at Mount Sinai Institutional Review Board, New York, NY, USA, and the Moi University / Moi Teaching and Referral Hospital's Institutional Research and Ethics Committee in Eldoret, Kenya (Approval No: 0003118). Additional approval was received by the National Commission for Science, Technology, and Innovation (NACOSTI), a Kenyan government research regulatory body.




RESULTS


Participant Demographics

We recruited and enrolled a total of 330 participants to complete the COVID-19 stigma assessment (99.7% of participants enrolled in the parent study), including 311 primary and secondary teachers (56% female, median age 35 years) and 19 adolescents living with HIV (57.89% female, median age 15 years).



Responses to Stigma Questionnaire

Responses to stigma items, broken down by cohort, are provided in Table 1. A substantial percentage of teachers (47.8%) reported having witnessed discrimination against someone with suspected COVID-19 infection. A smaller, but sizable number of teacher participants (18%) had experienced COVID-19-related discrimination themselves, and among those who did, most experienced it within their neighborhoods (71.4%). Some teacher participants had lost financial (11.6%) or social (14.8%) support as a result of COVID-19 infection. Over half of the teachers (69.2%) reported that it was important for one to keep their COVID-19 status a secret. The teachers reported a great deal of perceived social stigma related to COVID-19 into the community; the majority of teachers reported that either a few or many people in the community considered COVID-19 “a dirty or shameful disease,” or believed that “students who are suspected to have had COVID-19 infection should not be allowed to return to school.”


Table 1. COVID-19 stigma survey responses.
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Among the small sample of ALWH (N = 19), none reported witnessing or experiencing COVID-19 related discrimination, and they had not lost financial or social support as a result of COVID-19 infection. Over a quarter (26.32%) of adolescents reported that it was important to keep their COVID-19 status a secret, and just over half of the adolescents reported that a few or most people in the community think “that COVID-19 is a dirty or shameful disease.” Nearly half (47.37%) of adolescents responded “a few people think that” in regard to the statement “students who are suspected to have had COVID19 infection should not be allowed to return to school.”



COVID-19 Stigma Experiences by Teacher Intervention Group

We stratified responses to the COVID-19 stigma assessment by teacher intervention group to explore whether the prior intervention aiming to reduce HIV stigma in the knowledge, attitudes and beliefs among the teachers also resulted in any reduction in their COVID-19 stigma responses. The intervention group was significantly (p = 0.0415) more likely to respond “nobody thinks that” to the statement “People in my community think that COVID-19 is a ‘dirty' or 'shameful disease” as compared to the control group (N = 68, 37.2% vs. N = 33, 25.8%, respectively). We also saw a statistically significant (p = 0.0074) difference in the response to the statement “I feel it is important to keep COVID-19 infection status a secret from other people,” with teachers in the intervention group less likely to respond in agreement than the control group (N = 28, 21.9% vs. N = 68, 37.2%, respectively).




DISCUSSION

Our findings, representing one of the first community assessments related to COVID-19 stigma in a low and middle- income country (LMIC), suggest that COVID-19-related stigma may be quite common in western Kenya. The impact of stigma related to infectious and non-communicable diseases is well-studied, but the impact of stigma related to the novel coronavirus remains unknown. A sizable percentage of Kenyan teachers had experienced COVID-19-related discrimination or associated losses of support themselves, and nearly half reported witnessing discrimination against others. Primary and secondary school teachers represent an important stakeholder group within communities as they are both responsible for conveying knowledge to their students and may also significantly shape their attitudes and beliefs, including whether those beliefs are stigmatizing or not. Moreover, teachers tend to be respected and relatively well-educated community members, who also have substantial insight into the psychosocial contexts of the families of the students they teach. In the context of the COVID-19 pandemic, where social distancing and the ability for schools to remain open have been critical questions, teachers may also be particularly attuned to the community and political attitudes shaping these decisions as they have immediate impact on their own work and their perceived risks. The findings here suggest that, while the teachers may not endorse these stigmatizing beliefs themselves, many of them were already witnessing stigmatizing beliefs and behaviors related to COVID-19 in the community.

We observed differences in responses between the teacher participants and adolescents living with HIV. None of the adolescent participants reported witnessing or experiencing discrimination related to COVID-19, nor did they report losing financial and/or social support. This is in contrast to the reports from the teacher participants, demonstrating varying levels of stigma experiences. This evaluation only included a small sample size of adolescents living with HIV, who were students in the classroom of enrolled teacher participants, which may impact these findings. Moreover, the closing of schools and increased isolation due to the pandemic may have impacted adolescents' perception of COVID-19 stigma as they may not have been in the community setting where stigmatizing behaviors or conversations regarding the pandemic are likely to occur. Lastly, as this was a phone-based assessment and most adolescents do not have their own phones in this setting, the adolescents may have been responding to questions in close proximity to caregivers or other community members, potentially impacting their ability to speak openly.

This evaluation was embedded in a cluster-randomized trial of an intervention designed to reduce HIV-related stigma among Kenyan primary and secondary schools. In addition to wanting to describe the emerging beliefs and attitudes related to COVID-19, we also wanted to explore whether any potential impact from an intervention to reduce HIV-related stigma might carry over in regards to this different, novel infectious disease. We did observe significant differences in COVID-19 stigma responses when stratified by teacher intervention group. Teachers in the intervention group, who completed the multi-media training on HIV related stigma were less likely to think that the community views COVID-19 as a dirty or shameful disease, and less likely to feel it was important to keep their COVID-19 infection a secret, than the teacher control group. A key component of the multi-media teacher training was the review and debunking of common myths and misconceptions related to HIV. In this portion of the training, participants were given a pamphlet with common myths and misconceptions, for which the facilitators reviewed and provided clarification to the group. Intervention teachers were given the opportunity to ask questions on common myths in order to allow for discussion of accurate information. This training may have improved the teachers' ability to identify myths, like that COVID-19 is “shameful” or “dirty.” The teacher training also included a session with a person living with HIV sharing their experiences and providing the teachers with a window into the personal impact that HIV-related stigma could have on an individual. An adolescent peer-navigator living with HIV on the study team was present to speak to the teacher-participant group about their own experiences, facilitate conversation as appropriate and answer questions from the group. These shared stories and experiences may have had the desired effect of humanizing the HIV experience among the intervention group, which could have transferrable effects related to the COVID-19 experience, thus influencing one's response to “I feel it is important to keep COVID-19 infection status a secret from other people.” These data offer the possibility that the skills attained during the HIV stigma training, whether in sorting out misinformation or responding empathetically to persons living with an infectious disease, could be transferrable to other infectious disease outbreaks.



LIMITATIONS

There are a number of important limitations for this study to consider. First, this study included a small sample of primary and secondary school teachers and adolescents living which HIV, and was not designed to be representative of the general community. Second, teacher participant enrollment in the parent HIV-stigma training may have impacted the overall results of this COVID-19 stigma assessment, and therefore the prevalence of COVID-19-related stigma with a non-intervention community group could demonstrate much higher rates of stigma. Third, we did not use a validated COVID-19 stigma questionnaire, rather we adapted a rigorously developed and validated HIV stigma scale for this setting. Lastly, the rapidly evolving nature of the COVID-19 pandemic makes understanding related stigma a rapidly moving target, as the introduction of vaccines and other public health measures continue to influence community knowledge, attitudes and beliefs.



RECOMMENDATIONS AND CONCLUSION

It is critical that these findings are used to shape education strategies that facilitate health behavior changes to mitigate pandemic impact, as they suggest that interventions to reduce community level stigma for HIV may have a protective impact on other stigmatized infectious diseases such as COVID-19. The COVID-19 pandemic highlights the critical importance of engaging marginalized communities in accurate health information. Access to, understanding, and acceptance of accurate information are necessary for a population to rapidly adapt to changing environments or new policies to mitigate the risk of disease (39). Currently, the world faces not just a new global pandemic, but also an “infodemic” with an overabundance of information and dissemination of incorrect information that undermines the public health response (40). Effective communication strategies are necessary to mitigate stigmatizing beliefs and behavior and improve access to care and engagement in COVID-19 preventative behaviors.



DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by Icahn School of Medicine at Mount Sinai Institutional Review Board, New York, NY, USA; Moi University/Moi Teaching and Referral Hospital's Institutional Research and Ethics Committee in Eldoret, Kenya; National Commission for Science, Technology, and Innovation (NACOSTI). Written informed consent to participate in this study was provided by the participants' legal guardian/next of kin.



AUTHOR CONTRIBUTIONS

RV, WN, and EA designed and provided scientific oversight for the study. Material preparation, data collection and analysis were performed by AC, CA, JA, WB, and DM. The first draft of the manuscript was written by AC and all authors reviewed and contributed to subsequent versions of the manuscript. All authors read and approved the final manuscript.



FUNDING

This study was funded by an R21 grant (1R21TW011071-01) to RV from the National Institutes for Health Fogarty International Center. The funders did not participate in the development of the concept, analysis of data or writing of the manuscript. Open access publication fees will be covered by the Arnhold Institute for Global Health at the Icahn School of Medicine at Mount Sinai.



ACKNOWLEDGMENTS

The authors would like to thank the participants for their time and invaluable insights.



REFERENCES

 1. Mahajan AP, Sayles JN, Patel VA, Remien RH, Ortiz D, Szekeres G, et al. Stigma in the HIV/AIDS epidemic: a review of the literature and recommendations for the way forward. AIDS. (2008) 22(Suppl 2):S67. doi: 10.1097/01.aids.0000327438.13291.62

 2. Castro A, Farmer P. Understanding and addressing AIDS-related stigma: from anthropological theory to clinical practice in Haiti. Am J Public Health. (2005) 95:53–9. doi: 10.2105/AJPH.2003.028563

 3. Hofstraat K, van Brakel WH. Social stigma towards neglected tropical diseases: a systematic review. Int Health. (2016) 8(suppl_1):i53–70. doi: 10.1093/inthealth/ihv071

 4. Karamouzian M, Hategekimana C. Ebola treatment and prevention are not the only battles: understanding Ebola-related fear and stigma. Int J Health Policy Manage. (2015) 4:55. doi: 10.15171/ijhpm.2014.128

 5. Chang S, Cataldo J. A systematic review of global cultural variations in knowledge, attitudes and health responses to tuberculosis stigma. Int J Tuberculosis Lung Disease. (2014) 18:168–73. doi: 10.5588/ijtld.13.0181

 6. Cava MA, Fay KE, Beanlands HJ, McCay EA, Wignall R. The experience of quarantine for individuals affected by SARS in Toronto. Public Health Nursing. (2005) 22:398–406. doi: 10.1111/j.0737-1209.2005.220504.x

 7. Lin ECL, Peng YC, Tsai JCH. Lessons learned from the anti-SARS quarantine experience in a hospital-based fever screening station in Taiwan. Am J Infect Control. (2010) 38:302–7. doi: 10.1016/j.ajic.2009.09.008

 8. Maleche A, Citro B, Tisile P, Abdullaev T. Measuring TB-related stigma. Int J Tuberculosis Lung Disease. (2017) 21:S4–5. doi: 10.5588/ijtld.17.0581

 9. Davtyan M, Brown B, Folayan MO. Addressing Ebola-related Stigma: lessons learned from HIV/AIDS. Global Health Action. (2014) 7:26058. doi: 10.3402/gha.v7.26058

 10. Kinsman J. “A time of fear”: local, national, and international responses to a large Ebola outbreak in Uganda. Globalization Health. (2012) 8:15. doi: 10.1186/1744-8603-8-15

 11. Denis-Ramirez E, Sørensen KH, Skovdal M. In the midst of a ‘perfect storm': Unpacking the causes and consequences of Ebola-related stigma for children orphaned by Ebola in Sierra Leone. Children Youth Services Rev. (2017) 73:445–53. doi: 10.1016/j.childyouth.2016.11.025 

 12. Bitchell R. After Losing Parents to Ebola, Orphans Face Stigma. Goats and soda, NPR (2014). 

 13. Darrow WW, Montanea JE, Gladwin H. AIDS-related stigma among black and Hispanic young adults. AIDS Behavior. (2009) 13:1178. doi: 10.1007/s10461-009-9601-7

 14. Sweeney SM, Vanable PA. The association of HIV-related stigma to HIV medication adherence: a systematic review and synthesis of the literature. AIDS Behavior. (2016) 20:29–50. doi: 10.1007/s10461-015-1164-1

 15. Rowe C, Santos G-M, McFarland W, Wilson EC. Prevalence and correlates of substance use among trans* female youth ages 16–24 years in the San Francisco Bay Area. Drug Alcohol Dependence. (2015) 147:160–6. doi: 10.1016/j.drugalcdep.2014.11.023

 16. Mansergh G, Spikes P, Flores SA, Koblin BA, McKirnan D, Hudson SM, et al. Internalised homophobia is differentially associated with sexual risk behaviour by race/ethnicity and HIV serostatus among substance-using men who have sex with men in the United States. Sexually Transmitted Infect. (2015) 91:324–8. doi: 10.1136/sextrans-2014-051827

 17. Stangl AL, Earnshaw VA, Logie CH, van Brakel W, Simbayi LC, Barré I, et al. The Health Stigma and Discrimination Framework: a global, crosscutting framework to inform research, intervention development, and policy on health-related stigmas. BMC Med. (2019) 17:31. doi: 10.1186/s12916-019-1271-3

 18. Roelen K. Receiving social assistance in low-and middle-income countries: negating shame or producing stigma? J Soc Policy. (2020) 49:705–23. doi: 10.1017/S0047279419000709

 19. Rood E, Mergenthaler C, Bakker M, Redwood L, Mitchell E. Using 15 DHS surveys to study epidemiological correlates of TB courtesy stigma and health-seeking behaviour. Int J Tubercul Lung Disease. (2017) 21:S60–8. doi: 10.5588/ijtld.16.0909

 20. Sommerland N, Wouters E, Masquillier C, Engelbrecht M, Kigozi G, Uebel K, et al. Stigma as a barrier to the use of occupational health units for tuberculosis services in South Africa. Int J Tuberculosis Lung Disease. (2017) 21:S75–80. doi: 10.5588/ijtld.17.0030

 21. Chikovore J, Hart G, Kumwenda M, Chipungu G, Desmond N, Corbett E. TB and HIV stigma compounded by threatened masculinity: implications for TB health-care seeking in Malawi. Int J Tuberculosis Lung Dis. (2017) 21:S26–S33. doi: 10.5588/ijtld.16.0925

 22. Skinner D, Claassens M. It's complicated: why do tuberculosis patients not initiate or stay adherent to treatment? A qualitative study from South Africa. BMC Infectious Diseases. (2016) 16:712. doi: 10.1186/s12879-016-2054-5

 23. Faccini M, Cantoni S, Ciconali G, Filipponi M, Mainardi G, Marino A, et al. Tuberculosis-related stigma leading to an incomplete contact investigation in a low-incidence country. Epidemiology Infection. (2015) 143:2841–8. doi: 10.1017/S095026881400394X

 24. Bagcchi S. Stigma during the COVID-19 pandemic. Lancet Infectious Diseases. (2020) 20:782. doi: 10.1016/S1473-3099(20)30498-9

 25. Taylor L. Covid-19 misinformation sparks threats and violence against doctors in Latin America. BMJ. (2020) 370:m3088. doi: 10.1136/bmj.m3088

 26. Nations U. COVID-19 and Human Rights. We Are All in This Together. New York (2020). 

 27. WHO. Social Stigma Associated with COVID-19 (2020). 

 28. Shih M. Positive stigma: Examining resilience and empowerment in overcoming stigma. The ANNALS Am Acad Political Soc Sci. (2004) 591:175–85. doi: 10.1177/0002716203260099 

 29. Parker R, Aggleton P. HIV and AIDS-related stigma and discrimination: a conceptual framework and implications for action. Soc Sci Med. (2003) 57:13–24. doi: 10.1016/S0277-9536(02)00304-0

 30. LeBel TP. Perceptions of and responses to stigma. Sociology Compass. (2008) 2:409–32. doi: 10.1111/j.1751-9020.2007.00081.x 

 31. Health KMo. COVID-19 Outbreak in Kenya: Daily Situation Report (2020). 

 32. Bank W. Kenya's GDP Contracts Under Weight of COVID-19, Impacting Lives and Livelihoods (2020). Available online at: https://www.worldbank.org/en/news/press-release/2020/11/25/kenyas-gdp-contracts-under-weight-of-covid-19-impacting-lives-and-livelihoods. 

 33. Bloomberg. Kenya Economy Shrinks for First Time in 12 Years on Covid-19 (2020). Available online at: https://www.bloomberg.com/news/articles/2020–10-15/kenyan-economy-shrinks-for-first-time-in-17-years-due-to-virus. 

 34. Data UoOOWi. Kenya: Coronavirus Pandemic Country Profile (2020). Available online at: https://ourworldindata.org/coronavirus/country/kenya?country=~KEN (accessed December 22, 2020). 

 35. Kenya USEi. COVID-19 Information (2020). Available online at: https://ke.usembassy.gov/covid-19-information/ (accessed December 22, 2020). 

 36. WHO. Kenya COVID-19 Tracker (2020). Available online at: https://covid19.who.int/region/afro/country/ke (accessed December 22, 2020). 

 37. Vreeman RC, Scanlon ML, Tu W, Slaven J, McAteer C, Aluoch J, et al. Validation of an HIV/AIDS stigma measure for children living with HIV and their families. J Int Assoc Providers AIDS Care. (2019) 18:2325958219880570. doi: 10.1177/2325958219880570

 38. Chory ANW, Beigon W, Aluoch J, Ashimosi C, Munyoro D, Scanlon M, et al. Perspectives of education sector stakeholders on a teacher training module to reduce HIV/AIDS stigma in Western Kenya. Under Rev. (2020) 21:1281. doi: 10.1186/s12889-021-11331-5

 39. Pennycook G, McPhetres J, Zhang Y, Lu JG, Rand DG. Fighting COVID-19 misinformation on social media: experimental evidence for a scalable accuracy-nudge intervention. Psychol Sci. (2020) 31:095679762093905–780. doi: 10.1177/0956797620939054

 40. Managing the COVID-19 infodemic: Promoting healthy behaviours and mitigating the harm from misinformation and disinformation: Joint statement by WHO UN UNICEF UNDP UNESCO UNAIDS ITU UN Global Pulse and IFRC (2020). Available online at: https://www.who.int/news/item/23-09-2020-managing-the-covid-19-infodemic-promoting-healthy-behaviours-and-mitigating-the-harm-from-misinformation-and-disinformation (accessed Nov. 10, 2020). 

Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Publisher's Note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2021 Chory, Nyandiko, Ashimosi, Aluoch, Martin, Biegon, Munyoro, Apondi and Vreeman. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/xhtml/Nav.xhtml




Contents





		Cover



		Social Stigma Related to COVID-19 Disease Described by Primary and Secondary School Teachers and Adolescents Living With HIV in Western Kenya



		Introduction



		Materials and Methods



		Study Design



		Setting



		Data Collection and Analysis



		Ethical Approvals







		Results



		Participant Demographics



		Responses to Stigma Questionnaire



		COVID-19 Stigma Experiences by Teacher Intervention Group







		Discussion



		Limitations



		Recommendations and Conclusion



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Funding



		Acknowledgments



		References

















OPS/images/cover.jpg
, frontiers
in Public Health

Social Stigma Related to COVID-19
Disease Described by Primary and
Secondary School Teachers and
Adolescents Living With HIV in
Western Kenya





OPS/images/fpubh-09-757267-t001.jpg
Statement

| have witnessed discrimination against someone with COVID-19 infection

1 have experienced discrimination

I have experienced discrimination at home

1 have experienced discrimination in neighborhood
I have experienced discrimination in school

I have experienced discrimination in religious place
I have experienced discrimination at work

I have experienced discrimination at the ciinic

I have experienced discrimination at another place
Lost financial support due to COVID-19

Lost social support due to COVID-19

Feel itis important to keep COVID-19 status secret

People in my community think that COVID-19 is a 'dirty’ or 'shameful’ disease

No one thinks that
A few people think that
Most people think that

Students who are suspected to have had COVID-19 infection should not be allowed to return to school

No one thinks that
A few people think that
Most people think that

*Adolescents living with HIV.

Teacher cohort N (%)

146 (46.8%)
56 (18%)
12 (21.4%)
40 (71.4%)
0
0
1(1.78%)
2(357%)
2(357%)
36(11.6%)
46 (14.8%)
216 (69.2%)

101 (32.3%)
137 (43.9%)
74.(23.7%)

95 (30.4%)
144 (46.2%)
73 (23.4%)

ALWH* cohort N (%)

coooooooooo

5 (26.32%)

9 (47.37%)
7/(36.84%)
3(15.79%)

3(15.79%)
9 (47.37%)
7 (36.84%)









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
’ frontiers
in Public Health





