[bookmark: _Toc489388395][bookmark: _Toc514685650]S2 Doc: Guideline recommendations
 The recommendations in this guideline are presented under four themes:
A. [bookmark: _Hlk493025636]Structural interventions 
B. Information-based and skills building approaches 
C. Contact and empowerment approaches
D. Recommendations for research
A. [bookmark: _Toc514685651]Structural interventions
This theme encompasses interventions related to organizational programs and policies.
1. Organizational policy revision and development 
Stigma and discrimination related to HIV are fueled by organizational factors termed as facilitators. Among common facilitators of stigma are the absence of policies and guidelines that support PLHIV or the presence of discriminatory policies in healthcare facilities that affects the rights of PLHIV[1]. This indicates that healthcare facility practices, standards, policies and guidelines should be examined and revised with the consideration of the rights of PLHIV [2]. Healthcare facility managers should create a safe environment both for their workers and for their clients. Creating a safe environment includes ensuring that the following activities are undertaken.
1. Healthcare facilities should have institutional anti-stigma and discrimination policies. It is recommended that facility administrators develop SAD reduction policies with their employees so that they have the ownership of the policies. This is an effective way to support the desired behavior change [3].
1. Having standard operating procedures (SOPs) and redress-and-reward systems to ensure enforcement of policies and SOPs [4].
1. Making the facility accessible and safe for all patients, providing private spaces for patient consultations, examinations, and counselling [5].
1. Ensuring appropriate infrastructure and supplies are in place to protect staff, as necessary. Healthcare facilities should ensure the availability of sufficient stocks of necessary materials such as drugs, gloves, syringes, needle disposal bins, and hand washing stations to enable HCWs to provide quality care and practice effective infection prevention and control [5].
1. Providing appropriate training on universal precautions, HIV/AIDS, SAD and addressing the three actionable drivers of SAD [2].
1. Using appropriate words to identify HIV and PLHIV. Therefore, programs and institutions should use non-stereotypical images and concepts of PLHIV. There should be a system to review all the written or visual communication materials and approaches with a stigma lens [2].
To realize the above practices in healthcare facilities, there should be supportive policy and guideline.
[bookmark: _Hlk492919299]Recommendation1: Healthcare institutions or programs should review and/or develop institutional policies and practices with their employees [2, 3, 6, 7]. [Very low quality, strong evidence]
Facility managers can utilize internationally tested tools, such as “PLHIV-friendly” checklist [2, 3, 8, 9] (Appendix 4) to review facility-specific information related to SAD. This helps facility administrators to identify gaps in institutional policies and guidelines [8]. The details of the measurements and indicators are provided in the monitoring and evaluation section (section 8.4 of this chapter).
2. Dissemination of policies and procedures related to stigma and discrimination
Ethiopian studies have indicated that health professionals describe the absence or the lack of awareness of policies and guidelines that protect PLHIV in healthcare facilities and the absence of, or the lack of guidelines and protocols are associated with higher levels of SAD among HCWs [10, 11]. This underscores the necessity of increasing awareness of, and dissemination of the existing policies, procedures, and guidelines.
[bookmark: _Hlk492919320]Recommendation 2: Information about and/or enforcement of policies and procedures that protect PLHIV should be disseminated to HCWs and their clients [3, 6, 7, 12-14]. [Very low-quality, strong evidence]
Such information may be provided through training, workshops and the distribution of hard copy documents for each health professional and at each service delivery point. In addition, simplified patient versions of the policies and procedures should be provided to clients.
3. Putting in place a mechanism to address complaints
[bookmark: _Hlk492919340]Recommendation 3: Healthcare facilities should put in place standard operating procedures (SOP’s) and a code of conduct related to stigma in healthcare institutions. Healthcare institutions should create a system of lodging and dealing with complaints in healthcare facilities [2, 3, 6-8]. [Very low quality, strong evidence]
The rights of patients, mentioned in guideline for the management of Ethiopian federal hospitals, should be executed.[15] Healthcare workers must comply with the legal norms and standards enshrined in human rights instruments and the national law [16] and HIV AIDS policy [17]. Healthcare workers should use non-stereotypical terms and concepts of PLHIV. There should be a system to review all communication materials and approaches with a stigma lens [2]. Where healthcare providers fail to comply with rules and standard operating procedures, the facility managers should act in accordance with the rules and procedures provided by the healthcare facility and possibly the law. In order to ensure that health services are being provided in accordance with the law, standards and the rights of clients, there should be a standard procedure that creates a system of lodging of grievances by patients [2]. The development of code of a conduct will facilitate such an accountability among healthcare workers [6, 8]. Therefore, healthcare workers should be provided with an opportunity to develop a code of conduct as indicated in the implementation section of this guideline document (section 8.4).
4. Involvement of PLHIV in developing standards
The development of standard operating procedures is expected to reduce SAD. These standards and procedures should not be biased and should include the perspectives of PLHIV. Clients living with HIV should be involved in the procedure to note bias in SOPs and unintentional negative attitudes of HCWs to reduce institutional SAD [14].
[bookmark: _Hlk492919360]Good practice point 1: There should be a partnership between HCWs and HIV infected patients during developing SOPs. 
5. Adequate supplies and infrastructures must be available in healthcare institutions:
Healthcareworkers should practice standard precautions at all times regardless of the sero-status of the clients [3]. The intention of healthcare professionals to avoid providing services to PLHIV, and the utilization of PLHIV-specific extra precautions have been raised as a concern by PLHIV in previous qualitative research [4, 18]. There is a negative correlation between avoidance intent and adherence to universal precautions [19]. The shortage of materials for standard precaution encourages differential use of these scarce supplies specifically for PLHIV [5]. Therefore, having the proper tools to care for patients regardless of their disease status decreases HCWs’ fear of contracting the disease and being stigmatized for being associated with PLHIV [1-3, 5, 9]. Appropriate and timely follow up is critical so that these supplies and stocks do not run not. 
[bookmark: _Hlk492919376]Recommendation 4: Healthcare facilities must provide adequate stocks of gloves, drugs, syringes, needle disposal bins, and hand washing stations that enable HCWs to provide quality care and practice universal precautions [7]. [Low quality, strong evidence] 
6. Accountability for confidentiality, informed consent and non-discrimination
In previous researches, PLHIV raised concerns about breaches of confidentiality, denial of care and the provision of substandard care by HCWs [4]. Patients should not be denied of care or be provided substandard care based on their disease status. Clients should not be tested for HIV without their knowledge or after refusal of the test. Patient’s sero-status should not be disclosed to the third body without the knowledge and consent of the patient. Segregating patients within the healthcare facility and using distinguishing marks such as writing “HIV+” on patient’s chart should be prohibited [3, 5].
[bookmark: _Hlk492919392]Good practice point 2: Procedures and policies in healthcare facilities should ensure the rights of patients to confidentiality, informed consent and non-discrimination [3].
All clients should have access to treatment, regardless of their sero-status [3]. Ensuring accountability for the rights of patients to confidentiality, informed consent and non-discrimination involves establishing institutional reporting mechanisms that allow clients to report and seek redress if SAD occur (i.ewhen HCWs intentionally or unintentionally discriminate clients). In addition, HCWs should be transparent, open to scrutiny, and accountable to the clients they serve, for example, by providing information to them on the details of the procedures being performed [2]. In addition, healthcare facilities should support PLHIV and key affected populations to secure and claim their rights and support from the healthcare facility administration.
How: 
The rights of clients to confidentiality, informed consent and non-discrimination should be assured through the following mechanisms:
0. Developing effective systems of lodging and dealing with complaints.
0. Providing adequate information to clients on their rights.
0. Building capacities related to knowledge of rights, gender, documenting violations and presenting and defending complaints through training.
0. Advocating for policy change (especially around human rights, compulsory testing and breaches of confidentiality).
0. Provision of training or orientations to healthcare staff on issues of confidentiality, informed consent, and sensitivity toward PLHIV and key affected populations to ensure that mechanisms to redress human rights violations will be non-stigmatizing and non-discriminatory so that they do not discriminate and breachthe confidentiality of clients.[2]
[bookmark: _Hlk492919416]Good practice point 3: Policies and programmes to reduce stigma and discrimination must be directed at all HCWs [3, 5, 9].
Healthcare workers from each department, regardless of whether they have close contact with clients living with HIV should be educated and trained to have accurate knowledge of HIV, patient’s rights, and how to approach clients. This is because the HIV and Tuberculosis Clinic is not expected to provide comprehensive care, such as delivery services, surgical services, ophthalmic and dental care and other services for PLHIV [3, 9]. Therefore, clients living with HIV access theseservices from other units of the hospital. In order to avoid or reduce stigma and discrimination in all units and provide non-discriminatory services to PLHIV in all units of the hospital, SADreduction activities should target all HCWs [5].
Structural interventions
1. Healthcare institutions should review and/or develop institutional policies and practices with employees. [Very low quality, strong evidence]
1. Information about and/or enforcement of policies and procedures that protect PLHIV should be disseminated to HCWs and their clients [Very low quality, strong evidence]
1. Healthcare facilities should put in place SOP and code of conduct related to SAD in the healthcare institutions. [Very low quality, strong evidence]
1. There should be a partnership between HCWs and PLHIV in developing SOPs. [Ungraded]
1. Healthcare facilities must provide adequate materials for standard precaution. [Low-quality, strong evidence] 
1. Procedures and policies in healthcare facilities should ensure the rights of patients to confidentiality, informed consent and non-discrimination. [Ungraded]
1. Policies and programmes to reduce SAD must be directed at all HCWs. [Ungraded]
B. [bookmark: _Toc514685652]Information and skills building approaches
0. Participatory educational programs that encourage dialogue 
[bookmark: _Hlk491187347]The lack of knowledge of what contributes to SAD and prejudicial attitudes towards PLHIV are major drivers of SAD.[20] There is a need to provide participatory programs that affect both the cognitive and affective domains of HCWs’ attitudes [18]. Participatory training programs create an opportunity to reflect on sensitive and taboo topics and can contribute to the reduction of prejudices [2, 18]. Such open discussions help in the identification of SAD through the encouragement of discussions of the values and personal feelings of the HCWs [2, 21, 22]. Healthcare providers should be provided with adequate time and space to reflecton their values, prejudices and attitudes [22].
Recommendation 5: Multifaceted educational programs that encourage discussion of values and personal feelings about PLHIV should be provided to HCWs to improve their attitudes towards PLHIV [7]. [Very low-quality, strong evidence]
For instance, a Chinese study used a multifaceted educational program comprisingdidactic lectureson HIV epidemiology, natural history, transmission routes and clinical care, combined with activities that encourage discussion of participants’ values and personal feelings about HIV. The intervention was effective in improving empathy and general attitudes towards PLHIV, and  reducing avoidance attitude among HCWs [21].
0. Combination of participatory educational programs with contact strategies 
[bookmark: _Hlk494399071][bookmark: _Hlk492919436][bookmark: _Hlk494398516]Recommendation 6: Stigma reduction interventions for HCWs should include a combination of participatory approaches that encourage discussions, intersection and critical thinking and contact strategies to reduce value-based stigma [2, 6, 7]. [Very low-quality, strong evidence]
Healthcare workers should be provided with adequate training on standard precautions, HIV, SAD so that the actionable drivers of SAD canbe addressed. Participatory educations of HCWs may include interactive workshops comprising reflection exercises, role-play, and discussions preferably facilitated or co-facilitated by PLHIV [1, 3, 6, 23]. Such an intervention may be arranged in a modular form and should be complemented by contact strategy (interaction with PLHIV) [24]. For instance, an Egyptian study used an interactive training and discussion that focused on HIV-related stigma, infection control and medical ethics using five modules. The intervention was complemented by interaction with PLHIV. The study reported a significantly lower levels value-based stigma and fear-based stigma among HCWs assigned to the intervention when compared to that ofHCWs in control healthcare facilities [24].
0. Combination of participatory education with supportive work environment
The practice of standard precaution will only be realized if there is an enabling environment (adequate supplies, and adequate knowledge and skills of HCWs) [3, 6]. Appropriate education combined with an infrastructure for standard precaution reduces irrational fear of acquiring infection through casual contact [3, 6]. For instance, in Vietnam and in India, training, participatory hospital policy development and provision of material supplies used in combination, was found to be effective in reducing fear-based stigma and extraprecautions when handling PLHIV in healthcare facilities [1, 3, 25].
[bookmark: _Hlk492919463]Recommendation 7: Healthcare institutions and stigmareduction programs should provide the necessary skills (training) and supportive work environments in healthcare facilities [2, 3, 7]. [Very low-quality, strong evidence] 
The training program should encompass topics such as care provision for PLHIV, SAD related to HIV and human rights. The training should be complemented with supplies for standard precautions to prevent transmission of infection. This will enable HCWs to provide services or conduct their work in a non-stigmatizing and non-discriminatory manner.
How:
This can be achieved through involving all staff in stigmareduction exercises, and in training and policy development to create a stigma-free environment at all levels. Healthcare facility managers should ensure that the healthcare environment encourages respect for patients’ rights among both HCWs and patients. In addition, structural barriers should be addressed. All the necessary supplies including hand washing facilities, gloves and other materials should be continuously supplied. Therefore, along with the provision of participatory educational interventions, health care facilities need to ensure that their staff are provided with the necessary skills and supportive work environment [2, 26].
0. Peer education of HCWs
[bookmark: _Hlk492919480]Recommendation 8: Professionally assisted peergroup education of HCWs should be undertaken to reduce client contact stigma in healthcare facilities [1, 7, 27, 28]. [Very lowquality, strong evidence]
Professionally assisted peer education programs should be conducted as a mechanism for stigmareduction in healthcare facilities. Peer education sessions should address topics such as HIV transmission, the importance of counseling and education of families, patients’ dignity, confidentiality and standard precaution. The peer education sessions should be conducted in small groups of 10 to 12 HCWs using participatory activities such as role-play [7, 27].
For example, an eight-sessions peer education intervention was conducted among HCWs in Chile. The sessions covered a) the importance of community HIV prevention, b) standard precautions, c) HIV testing d) providing care that respects dignity and confidentiality, e) human sexuality, transmission of sexually transmitted infections (STIs); (f) partner communication and HIV prevention; (g) counselling about HIV infection; and (h) teaching HIV prevention to clients and families. The sessions encompassed participatory learning activities such as role-play. The intervention resulted in a significant decrement in client contact stigma among HCWs [7, 27].
0. Identifying and training popular opinion leaders
[bookmark: _Hlk492919502]Recommendation 9: Stigmareduction programs should identify and train popular opinion leaders[1, 7, 29]. [Moderate-quality, strong evidence]
Programs working to reduce prejudicial attitude and avoidance intent among HCWs should identify and train popular opinion leaders. The popular opinion leaders should be trained standard precaution and occupational safety and SAD using participatory learning activities such as group discussion, games, and roleplays [1, 7, 29]. Such an intervention will facilitate the transfer of knowledge and skills among HCWs.
How:
Opinion leaders need to be strengthened to lead a stigmareduction, beginning with support to increase their own understanding of SAD and the benefits of reducing SAD, to improve knowledge and overcome irrational fear of HIV transmission, and to deal with their own socially driven stigma toward PLHIV. Once equipped with knowledge and understanding, opinion leaders are more likely to welcome partnerships with PLHIV to tackle SAD and to become role models for non-stigmatizing attitudes and behavior [2]. Opinion leaders can be identified and trained so that they can influence others by becoming role models. Efforts to address these objectives can be accomplished in the following two ways [2].
1. Technically supporting the opinion leaders to become role models in their practice towards the reduction of SAD.
1. Supporting the opinion leaders in the process of planning to reduce SAD.
For instance, a stigmareduction program in Chinese healthcare facilities identified and trained popular opinion leaders on compliance to universal precaution procedures and ensuring occupational safety, (2) reducing stigma and improving the provider-patient relationship, (3) making efforts to care for patients, and (4) overcoming difficulties and building up a better healthcare facility environment. The popular opinion leaders were engaged in informal communications with their co-workers. The popular opinion leaders had a three-sessions re-union activity where they revised their informal communication activities, problem-solving skills, group solidarity and skillsbuilding activities through interactive games. The study reported a significantly higher reductions in prejudicial attitudes and avoidance intent among hospitals assigned to intervention groups when compared to that of control hospitals [29].
Information-based approaches
1. Multifaceted educational programs that encourage discussions of values and personal feelings about PLHIV should be provided to HCWs to improve their attitudes towards PLHIV. [Very low quality, strong evidence]
2. Stigma reduction interventions for HCWs should include a combination of participatory approaches that encourage discussions, intersection and critical thinking and contact strategy to reduce value-based stigma. [Very low quality, strong evidence]
3. Healthcare institutions should provide the necessary skills (training) and supportive work environments in healthcare facilities. [Very low quality, strong evidence]
4. Professionally assisted peer group education of HCWs should be used to reduce client contact stigma in healthcare facilities. [Very low-quality, strong evidence]
5. Stigma reduction programs should identify and train popular opinion leaders. [Very low-quality, strong evidence]
C. [bookmark: _MON_1568141540][bookmark: _Toc514685653]Empowerment of PLHIV and contact strategies
Healthcare facilities and stigmareduction programs can empower PLHIV through involving them in planning stigmareduction activities and through the provision of training on the reduction of SAD. Clients living with HIV should be provided comprehensive information about their rights and the available treatment options. Clients living with HIV should be provided comprehensive services and when necessary they should be linked to existing community services outside healthcare facilities [5]. Healthcare facilities should empower PLHIV through the following methods:
1. Active and full involvement of PLHIV: Ensuring that mechanisms exist to support the full, active, meaningful participation of PLHIV and key affected populations in all phases. The process for their involvement should address barriers that could affect participation such as attitudes, methods, resources, logistics and language barriers. The Greater involvement of People Living with or affected by HIV/AIDS (GIPA) principle is one example of how this can be done [30, 31].
1. Informing patients of their rights: Patients may not be aware of their health-related rights, or what to do if their rights have been violated. Healthcare workers should ensure that information on the rights and complaint processes are prominently located in the healthcare facilities in which they work, that they themselves can talk to patients about their rights and participate and lead in community efforts to educate people about their rights.
1. Providing comprehensive information: For patients to be empowered to make healthcare decisions, HCWs should provide them with comprehensive information about their health and available treatment options in a manner that is easily understood and empathetic [5].
0. Empowerment through active and full involvement of PLHIV
Active involvement of PLHIV can be used as a contact strategy to reduce HIV-related SAD. Contact strategies are among effective mechanisms to reduce HIV-related SAD.[32] Specific approaches that have been used as contact strategies include:
1. Using PLHIV and key population members in SAD reduction programs, as workshop facilitators or as patient advocates [2].
1. Bringing HCWs and PLHIV or key population groups to work together [33].
1. Using PLHIV or key population groups as service providers or as expert patients [34].
1. Strengthening existing networks and supporting development of new ones, where appropriate.
a) Empowering PLHIV through involving them in training and workshops
[bookmark: _Hlk494400319]Recommendation 10: A testimony of PLHIV or PLHIV advocates should be combined with participatory educational interventions for HCWs to reduce both value-based and fear-based stigma among HCWs [7]. [Very lowquality, strong evidence] 
Participatory educational programs combined with the testimony of HIV positive clients act as contact strategies in reducing SAD towards PLHIV. Previous projects utilizing the combination of participatory education and testimony of PLHIV have improved the attitudes of HCWs towards keeping the sero-status of clients confidential and to respect the patient’s right to HIV testing and to correctly practice universal precautions in China, India and Vietnam [1, 3, 6, 12, 23].
b) Contact strategy and empowerment through involvement in joint planning with HCWs
[bookmark: _Hlk492919543]Recommendation 11: People Living with HIV need to be actively involved in developing and implementing SAD reduction efforts by empowering them with adequate information [1, 7, 14, 33]. [Very low-quality, strong evidence]
Negative self-perceptions and perceived workplace stigma prevents PLHIV from seeking and adhering to treatments at healthcare facilities. Negative self-perceptions and internalized stigma among PLHIV are also associated with higher rates of depression [35].
Programs that combined contact strategy (bringing HCWs and PLHIV together) and comprehensive information provision for PLHIV have been effective in reducing the perception of stigma among clients living with HIV and its negative impact. For instance, a multi-country program reduced perceived stigma and negative self-perception, and improved self-esteem among PLHIV through a joint workshop of PLHIV and HCWs that enabled sharing information, and contact between PLHIV and healthcare workers [33]. Therefore, programs intended to reduce SAD should use a combination of contact strategy (bringing HCWs and PLHIV together) and information provision to reduce stigma and improve self-perception and self-esteem among PLHIV [1, 7, 33].
Expert patients can potentially mobilize other clients towards stigmareduction and healthcare utilization [22]. Currently expert patients work in Ethiopian healthcare facilities as adherence supporters, case managers and counsellors. Hence, they can participate in joint planning with HCWs to address PLHIV-related concerns [36]. These expert patients can also be members of different committees in the hospital to address the voices of PLHIV during the development of policies and programs.
c) People living with HIV as service providers
Recommendation 12: People living with HIV should be provided training to act as service providers and peer mentors for other PLHIV [7]. [Moderate quality, strong evidence]
People living with HIV should be provided training to act as service providers and peer mentors for other PLHIV to encourage them to seek and adhere to treatment [7, 34]. Currently, they are working as adherence supporters, case managers and expert patients [36, 37].
Training PLHIV to provide psycho social interventions was effective in reducing internalized stigma and avoidance coping. For instance, in India, women living with HIV were trained to become accredited social health activists (ASHA) for assisting PLHIV to cope with difficulties and challenges they face in seeking healthcare services. The training sessions delivered to ASHAs included:a) HIV and dealing with the illness; b) learning about ART and ways to overcome barriers; c) parenting and maintaining a healthy home environment; d) how to improve coping, reduce stigma and care for family members; e) basics of good nutrition and easy cooking tips; and f) benefits of engagement in a life skills class. The ASHA intervention reduced internalized stigma and avoidance coping [38, 39].
d) Strengthening existing networks and supporting development of new ones where appropriate.
Networks provide a critical support system and strengthen PLHIV to challenge SAD as it happens, and supports them in demanding the right to live free of SAD. Networks also offer the organizational structure for empowerment and capacity strengthening, addressing self-stigma, building self-worth, and nurturing resiliency. Therefore, strengthening self-support groups such as women support groups and PLHIV support groups is very essential [2, 37].
Empowering PLHIV to identify problems, implement and evaluate actions taken to address these problems is critical [5]. For instance, an empowerment program in which Thai women living with HIV met together and worked with facilitators to identify their needs, design action plans, implement and evaluate their actions was effective in improving their coping ability and quality of life [39-41]. Although healthcare facilities may not have the capacity to provide financial support to networks of PLHIV, they can support them by providing them training and linking them to other external organizations that provide social support for PLHIV.

Empowerment of PLHIV and contact strategies
1. A testimony of PLHIV or PLHIV advocates should be combined with participatory educational interventions for HCWs to reduce both value-based and fear-based stigma among HCWs [Very low quality, strong evidence]
2. PLHIV should be actively involved in developing and implementing SAD reduction efforts by empowering them with adequate information. [Very low quality, strong evidence]
3. PLHIV should be provided training to act as service providers and peer mentors for other PLHIV. [Moderate quality, strong evidence]
All of the above recommendations are conceptualized and described using a framework shown in Fig 2. 


[bookmark: _Toc514685700][bookmark: _GoBack]Fig 2. Framework for addressing stigma and discrimination in healthcare facilities (adapted from Jain, 2012[42])
D. [bookmark: _Toc514685654]Recommendations for further research
The current evidence of effectiveness of stigma-reduction interventions is limited in quality [7, 43]. Hence, further research, specifically randomized controlled trial, is needed. Future trials should use validated scales of measurement for stigma to determine the effectiveness of the interventions. Future researche should also compare one type of intervention with another type of interventions. 
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