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Abstract 

Background:  Ready acceptance of experiences of new diagnoses among HIV-positive persons is a known personal 
and public health safety-net. Its beneficial effects include prompt commencement and sustenance of HIV-positive 
treatment and care, better management of transmission risk, and disclosure of the HIV-positive status to significant 
others. Yet, no known study has explored this topic in Ghana; despite Ghana’s generalised HIV/AIDS infection rate. 
Existing studies have illuminated the effects of such reactions on affected significant others; not the infected.

Methods:  This paper studied qualitatively the experiences of new diagnoses among 26 persons living with HIV/
AIDS. Sample selection was random, from two hospitals in a district in Ghana heavily affected by HIV/AIDS. The paper 
applied the Hopelessness Theory of Depression.

Results:  As expected, the vast majority of respondents experienced the new diagnoses of their HIV-positive infection 
with a myriad of negative psychosocial reactions, including thoughts of committing suicide. Yet, few of them received 
the news with resignation. For the vast majority of respondents, having comorbidities from AIDS prior to the diagnosis 
primarily shaped their initial reactions to their diagnosis. The respondents’ transitioning to self-acceptance of their HIV-
positive status was mostly facilitated by receiving counselling from healthcare workers.

Conclusions:  Although the new HIV-positive diagnosis was immobilising to most respondents, the trauma faded, 
paving the way for beneficial public health actions. The results imply the critical need for continuous education on 
HIV/AIDS by public health advocates, using mass media, particularly, TV. Healthcare workers in VCTs should empathise 
with persons who experience new diagnoses of their HIV-positive status.

Keywords:  Comorbidities, Ghana, HIV/AIDS, Depression, Psychosocial outcomes, Qualitative research, Experiences of 
new HIV-positive diagnoses, Hopelessness theory of depression
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Background
News of a newly-diagnosed HIV-positive status has the 
tendency to lead to negative psychosocial outcomes for 
persons living with HIV/AIDS (PLWHAs) [1–3]. In this 
paper, the concept of newly-diagnosed refers to the first 
time a respondent was informed of his/her HIV-positive 
status. Implications of this operational definition are dis-
cussed later on in the paper. Humans depict cognitive, 
emotional, and motivational deficits on hearing bad news 

and experiencing what is deemed uncontrollable events 
[4]. This is very likely to apply to PLWHAs particularly, 
when confronted with the news of being HIV-positive for 
the first time. Particularly, PLWHAs are known to mostly 
experience neurocognitive disorders associated with the 
infection [5], and often experience common mental dis-
orders [6, 7]. This is especially the case when PLWHAs 
fairly expect or self-perceive negative social reactions 
such as spousal abuse, dismissal from employment, 
stigma and discrimination, among others [8]. Peter-
son and Seligman ([4], p. 347) christened these series 
of responses on such occasions as “learned helplessness 
phenomenon.”
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There are numerous news reports of persons who have 
committed suicide shortly after an HIV-positive diagno-
sis. This includes even the case of a female physician from 
the Eket local government area of Akwa Ibom, Nigeria 
[9]. Previous researchers note that after the initial diag-
nosis of a disease believed to be life-threatening, and par-
ticularly incurable, patients are known to experience an 
immediate descent into several distressing psychological 
and emotional states of mind [1, 2, 10]. These range from 
disbelief to denial to being utterly scared and shocked. 
Some even think that their life is not worth living any-
more and imagine that indeed, the disease has already 
taken a final toll on them [2, 3]. This brings to the fore the 
need to study the reactions of PLWHAs right after their 
initial diagnosis. Research and programme interventions 
on adaptation to a new HIV diagnosis provide personal 
and public health safety-nets and are thus needed [2, 11]. 
Such research and interventions are helpful in educating 
newly-diagnosed PLWHAs on HIV [1, 10] and promot-
ing their health [1, 8, 12].

Acceptance of the news of an HIV-positive diagnosis is 
critical for several reasons [2]. Engagement in and suste-
nance of HIV treatment and care [1, 2], viral load (VL), 
CD4 counts [2, 13], and transmission risk [2, 11, 14] are 
affected by the reaction to the news of diagnosis. Reac-
tions also affect perceptions of stigma and disclosure 
activity [2, 11]. Conversely, difficulties with accepting 
diagnosed HIV-positive status has serious potential nega-
tive consequences for individuals and the general public 
[15, 16]. From the angle of healthcare practitioners, bet-
ter handling of new diagnosis of an HIV-positive status 
and related disclosure could greatly buffer the psychoso-
cial and mental health of the newly-diagnosed PLWHAs, 
and help facilitate healthcare seeking and retention. These 
include the management of less traumatised disclosure, 
reduction of self-stigmatisation, and better management 
of romantic and family relationships [2, 14]. Others are 
the reduction of viral transmission [14, 17], and improve-
ment in general public health and well-being of popula-
tions [1, 14]. Knowing the experiences of new diagnoses 
among HIV-positive persons is, therefore, likely to facili-
tate successful linkage and retention of such persons in 
healthcare for HIV [1, 2]. This is critical and is also known 
to be a significant gap in the HIV care continuum in some 
parts of the world, even the U.S. with all its known medi-
cal advancement [11].

Based on previous related literature, this paper primar-
ily examines qualitatively the experiences of new diag-
noses of 26 Ghanaian PLWHAs to the first news of their 
HIV-positive status. Second, it attempts to untangle the 
situations surrounding these experiences to determine 
what might have influenced such reactions. Third, the 
paper delineates the processes that particularly helped 

the PLWHAs transition from negative psychological 
reactions to showing positive reactions and seeking HIV 
treatment. Fourth, it adds to the core literature on man-
aging experiences of new diagnoses of an HIV-positive 
status, and illuminates their importance to public health. 
It is hoped that this paper will facilitate a better accept-
ance of an HIV-positive sense of self which is known to 
aid PLWHAs to accept, adjust, and more effectively cope 
with their diagnosis. This will aid them to better manage 
the complexities of living with the infection [2, 18]. This 
paper specifies the knowledge to Ghana and more impor-
tantly, Ghana’s most HIV/AIDS-affected district [19, 20]. 
A thorough search on the experiences of PLWHAs’ new 
diagnoses in Ghana yielded no known results despite the 
fact that Ghana has a generalised HIV/AIDS epidemic: 
more than 1% of the residents have the infection [21]. 
This paper aims to fill that gap.

Immediate reactions to news of HIV positive status 
in Africa
The literature on the immediate reactions to the ini-
tial diagnosis of HIV-positive status is also sparse, and 
a majority of what research there is comes from South 
Africa. Such findings overwhelmingly corroborate each 
other: immediately after being diagnosed HIV-positive, 
PLWHAs studied depict deep negative emotions. Visser 
et al. [22] studied the phenomenon in South Africa, using 
a semi-structured interview of 293 pregnant women 
who were undergoing HIV test during antenatal care. 
On hearing the news, those who tested positive were 
shocked, and got frightened that they would be aban-
doned and discriminated against.

Fabianova [23] undertook a longitudinal study in 
Nairobi, Kenya, on the psychosocial aspects of being 
PLWHA. When the respondents who visited VCTs were 
first informed of their HIV-positive status, 89% of them 
felt sad due to their HIV-positive status, 60% had feelings 
of fear and anxiety, 30% felt angry, 25% felt distressed, 
and 15% cried. Additional psychosocial behaviours exhib-
ited by the respondents included grief, guilt, hopeless-
ness, helplessness, anger, disbelief, self-blame or blamed 
others, and aggression towards a counsellor. Their sad-
ness was mostly in reference to close relatives who had 
died of AIDS. Their fears related mostly to the loss of 
their social position. Other fears surrounded loss of life, 
ambition, sexual relations, independence, physical per-
formance, and financial stability [23]. While Fabianova 
[23] observed from the extant literature that suicide is a 
common reaction for persons who are first informed of 
their HIV/AIDS status, her study found that less than 
1% of participants attempted suicide on hearing of their 
confirmed HIV-positive status. Most of Fabianova’s ([23], 
p. 201) respondents already considered themselves to be 
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“walking corpses” and even visualised their funeral and 
grave.

Fabianova [23] enumerated several explanatory fac-
tors that unpacked her respondents’ reactions to their 
initial diagnoses of being HIV-positive. These included 
gender, level of preparedness of a client in the pre-test-
ing session, and type of sexual relationship(s) they were 
in. Others included levels of general knowledge of HIV/
AIDS, and HIV/AIDS-related stigma in their community. 
Fabianova ([23], p. 199) discovered that males responded 
to the initial HIV/AIDS diagnosis with anger, disbelief, 
and aggression. The females cried, got shocked, “swal-
lowed big lumps of air, saliva subconsciously, shook both 
their hands in refusal and blame [sic] the others almost 
immediately.”

Other key explanatory factors for Fabianova’s ([23], p. 
199) respondents’ immediate reactions included con-
cerns about “lack of immediate elaborate support struc-
tures”, extent of level of awareness about HIV/AIDS, level 
of HIV/AIDS-related stigma, availability of antiretrovi-
ral therapy (ART), and support groups to enable them 
move on with their lives. Feelings of guilt for the infec-
tion were explained by whether the individual felt his/
her lifestyle exposed him/her to it, and type of sexual 
involvement they were engaged in. They felt guilty that 
they would infect a spouse if they were married. If they 
were in an unstable/non-married relationship, they did 
not feel guilty, and shared the blame with the casual sex-
ual partner. Sixty-two percent blamed their partners or 
the environment with the excuse that they stayed loyal to 
their partners. Fabianova’s ([23], p. 200) respondents who 
tested on their own volition did so based on their own or 
a partner’s “failure”, poor health or “accidental happen-
ing”, or work commitments.

The theoretical framework adopted for this paper, 
the Hopelessness Theory of Depression, is grounded 
on depression. Depression is currently one of the five 
leading causes of the disease burden internationally, 
except in sub-Saharan Africa (SSA) [24]. Research-
ers note that depressive disorders and other common 
mental health disorders (CMDs--depression, anxiety 
and somatization) were critically linked to the Millen-
nium Development Goals, particularly gender equity, 
poverty, HIV/AIDS, and maternal and child health 
[24, 25]. Importantly, depression is the most diag-
nosed psychiatric disorder among PLWHAs. Depres-
sion also serves as a risk factor for the progression of 
HIV/AIDS. In African settings, a growing appreciation 
of an important link between CMDs and HIV/AIDS 
has been established [7, 23] as well. HIV has unleashed 
“a significant strain” on mental health in Africa ([24], 
p. 61; [26]). The huge burden of HIV/AIDS in SSA 
accounts for 16% of depression in the sub-region [24]. 

Alternatively, a neurobiological association exists 
between HIV and CMDs: “the HIV virus has quite spe-
cific detrimental effects on neuronal function” ([24], 
pp. 61 & 65). Evidence-based reports in African set-
tings and other developing nations (studies conducted 
in Sao Paulo, Bangkok, Kinshasa, Nairobi, and Ethio-
pia), found both more symptoms and a higher preva-
lence of depression among symptomatic PLWHAs 
than among non-symptomatic or HIV-negative per-
sons [24].

Theoretical framework: the hopelessness theory 
of depression
The Hopelessness Theory of Depression is applied to 
this paper. It is a diathesis-stress theory which posits 
that organisms express some form of cognitive and 
emotional deficits after experiencing a bad event. 
The theory argues that three depressogenic infer-
ential styles serve as risk factors of depression [27, 
28]. These are the tendency to attribute a bad event 
to a global or stable cause; the tendency to perceive 
bad events as having many disastrous consequences; 
and the propensity to view oneself as flawed or inef-
ficient [28, 29]. Making negative inference upsurges 
the possibility of hopelessness while feeling hopeless 
makes depression inevitable. With this explanation, 
the theory assumes hopelessness as a critical underly-
ing factor to depression. Adding to the causal expla-
nation, Seligman [30] stated that the symptoms, cure 
and prevention of a bad event also model depres-
sion. In societies like Ghana, where HIV is associated 
with nonconformity to societal expectations and/or 
sexual promiscuity, PLWHAs may be more exposed 
to adverse emotional and cognitive symptoms after 
receiving an HIV-positive report.

The application of the thesis of the Hopelessness 
Theory of Depression to HIV-positive populations in 
SSA is not new. Govender and Schlebusch’s [31] study 
in Kwa-Zulu Natal, South Africa, applied Beck’s Hope-
lessness Scale and Beck’s Depression Inventory [32] to 
their assessment of the correlation between depres-
sion, hopelessness, and suicidal thoughts in PLWHAs. 
Schlebusch and Govender [33] used the same invento-
ries to study PLWHAs in a University-affiliated hospital 
in South Africa. Primarily, they studied the prevalence 
of risk of suicidal ideation in PLWHAs immediately 
after their first diagnosis. Kylmä et  al. [34] also stud-
ied the full gamut/dynamics of the concept of hope 
(hope, despair, hopelessness) among PLWHAs. Their 
study yielded information on how PLWHAs’ percep-
tions of hope could facilitate their clinical care. The 
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Hopelessness Theory of Depression is applied to the 
discussion of the findings.

Methods
Study setting and cultural context of LMKM
The LMKM, the catchment area for the study, is situated 
in the Eastern Region of Ghana. The region, one of ten 
at the time of data collection, had 2,633,154 residents 
by Ghana’s last Population and Housing census of 2010, 
making it the third most-populated region. The Eastern 
Region is mostly semi-urban [35]. The LMKM, one of 
26 administrative municipalities/districts in the Eastern 
Region by the time of data collection, covers 12.4% of the 
region, with total land mass of 304.4 km2. The 2010 Popu-
lation and Housing Census recorded 89,246 residents 
of the Municipality comprising 46.5% males and 53.5% 
females. Christians were 92.8%; other religious groups 
include Muslims and traditionalists [36]. The indigenes 
are ethnic Dangmes and speak Krobo. They are a patri-
lineal descent group, which means they inherit property 
through their father’s lineage.

Sampling and data collection
This study used a “descriptive, multiple case study 
approach” ([2], p. 2; [37]). This method generates inter-
viewees’ in-depth descriptions of their situations, views 
and realities regarding issues. This provides deep insights 
of their actions and choices [38]. In this study, the pool of 
cases of the individual respondents is considered a “mul-
tiple case study approach” ([2, p. 2; 37]). Additionally, the 
findings from the study municipality forms a case study. 

As Kutnick et al. [2] note, case studies are exceptionally 
useful in eliciting contextual situations, when they are 
important to a particular study. Examples are cultural, 
social and structural impediments (such as stigma, and 
fear) to post-diagnosis HIV care [37].

This paper analysed data from 26 (13 each from two 
hospitals studied) out of 38 PLWHAs interviewed quali-
tatively through personal interviews from June to July 
2015. The data used for this study formed part of a large 
data set from a project which primarily studied the link-
ages between housing conditions and the reported health 
status of PLWHAs (see [39–42]). The implications of 
recruiting individuals further away from their diagno-
sis for this paper are addressed in the section on limita-
tions. The interviews were conducted with the aid of a 
pretested semi-structured question guide. Table  1 has 
the key questions asked. Some of these key questions in 
Table 1 were probing questions that emanated from the 
main/initial interview guide, because it is open ended, 
as is the norm with data collection tools for qualitative 
studies. The initial sample of 38 comprised both males 
and females who were selected using random sampling 
[2] as part of a research project which primarily studied 
the nexus between the health status of PLWHAs in the 
LMKM and their housing conditions.

The project comprised both qualitative and quanti-
tative data collection. The qualitative interview guide 
has been submitted as Additional file  1. First, the study 
district, LMKM, was conveniently selected based on its 
lead, by the time of developing the project proposal, in 
having persons with HIV/AIDS in Ghana, due to which 

Table 1  Key questions asked

Source: Authors’ fieldwork, 2015

Key questions asked
What are some of the things you went through when you were first told you had HIV?

Probe: What was your reaction when you were told?

What did you do when you were told you had HIV?

Probe: Were you (greatly) disturbed? How did you feel?

What was your experience when you were diagnosed with the HIV virus? What has been your experience thus far (since you were diagnosed with 
HIV)?

When you were informed about your illness, what were some of the things you went through? Probe: What did you suffer? How? Why?

Did/do you have any specific experiences that made you happy or sad?

Probe: Don’t you have any specific experiences that have brought you joy or sorrow?

How did you manage it?

Since when were you diagnosed with HIV? For how many years have you been diagnosed with this disease?

Did the doctors tell you to go and do the test?

When you came to the VCT [voluntarily] were you told it wasn’t true?

What services [are provided that] have been helpful?

Are you currently on ART?

Probe: If yes, for how long have you been on ART?
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the government had focused on strengthening health-
care institutions and personnel in the district for the 
fight against HIV/AIDS. Second, two out of three health 
facilities in the study district were also conveniently 
selected—a government and quasi-government hospitals. 
These had been specially equipped by the Government 
since 2002, to manage HIV/AIDS cases, thus conveni-
ently leaving out the other government hospital [39–42]. 
Respondents had come to HIV/AIDS Voluntary Coun-
seling and Testing (VCT) Centres in the two hospitals-
-St. Martins de Porres Hospital in Agormanya and Atua 
Government Hospital in Atua, near Agormanya, for care. 
Third, respondents were initially selected conveniently 
for having been medically diagnosed of being HIV-pos-
itive prior to the study, after which they had to verbally 
self-confirm their status to the PIs of the study.

Interviewing took place in these VCTs. The VCTs 
operated only on weekdays. For each day during the 
weekdays, based on prior reconnaissance survey, 40 
respondents were targeted for both qualitative and quan-
titative interviews from the daily list of attendees in each 
hospital. One-third of these were selected randomly and 
interviewed. If there were less than 40 people in a day, 
half of them were randomly selected for interviews. For 
each day fewer than one-fourth of our initial sample were 
males, we increased the chances of having males in the 
sample, by including every fourth male from the initial 
list of persons who did not make it to the list from which 
final sampling was done [see [20, 40, 42]. This is justi-
fied based on a preponderance of female PLWHAs in the 
study district [20, 40, 42], Ghana, and also, sub-Sahara 
Africa generally [40, 42–44]. Respondents were given 
unique codes to prevent being re-interviewed during the 
course of the study. Five male and female graduate stu-
dent interviewers were assigned to each study hospital, 
including one qualitative interviewer.

Qualitative or otherwise, a respondent got randomly 
selected for an interview when a prior interview had 
ended, beginning with a random start from the list of 
assigned codes, till the selected list was exhausted in a 
day. Similar sampling arrangements were made for each 
VCT used. The random selection of the respondents was 
necessary to spread their selection over the designated 
one month of study, for purposes of having a variety of 
cases/stories over the study period, for richer analy-
sis. Out of the estimated average of about 40 PLWHAs 
who would visit each VCT per day, it was necessary to 
randomly select some and leave others out, to facilitate 
spreading respondent selection over time as said already. 
Additionally, it was expedient to randomly distribute 
the respondents between the qualitative study and sur-
vey data collection approaches for the larger project, to 

avoid possible biases in the responses from these two 
approaches.

Respondents were males and females, 18 years or 
older, and confirmed their HIV-positive status to the 
principal investigators (PIs). The interviewing time for 
a respondent in the qualitative study ranged between 35 
and 50 min. The language used for the interview was left 
to the respondent’s choice between Krobo, the indige-
nous language in the LMKM, Twi, the indigenous lan-
guage spoken the most in Ghana, and English, Ghana’s 
official language due to its colonial past. With prior 
permission from the respondents, the interviews were 
audio recorded.

This paper uses the qualitative data from the project. 
The original sample of 38 for the initial qualitative data 
was primarily informed by previous literature on the 
need to reach saturation in qualitative interviews [20, 42, 
45, 46] which was achieved subjectively after interviewing 
about 10 respondents in each of the two study sites [20]. 
Although thematic saturation is usually achieved with 30 
qualitative participants [20, 45, 46], 10 respondents gave 
us thematic saturation at each VCT, because they were 
quite homogenous [20]. Previous studies [20, 38, 42, 45, 
47] have defined thematic saturation as recurrence or 
repetitiveness of responses from qualitative respondents. 
Despite reaching saturation with a combined 20 respond-
ents from both VCT centres, we continued interviewing 
up to 38 of them to meet an initial objective of spread-
ing respondent selection over a month [40, 42], with 
the hope of having some variety of responses due to the 
case study nature. The sample of 26 for this paper were 
selected from the 38 because the rest did not respond to 
the primary question on how they experienced the new 
diagnoses of their HIV-positive status (see [2]).

Ethical clearance and data quality approaches
Ethical clearance was sought from the Ethical Committee 
for Humanities at the University of Ghana, Legon (ECH 
017/14–15), and the Ethical Review Board of the Memo-
rial University at St. Johns, Newfoundland, Canada. 
Permissions were also sought from the Ethical Review 
Committee of the Ghana Health Service (GHS-ERC: 
02/11/14) for using institutions under its jurisdiction for 
the study, as well as from the Eastern Regional Directo-
rate of the Ghana Health Service. The District Health 
Management Directorate of the LMKM and the admin-
istrators of the study hospitals responded to the writ-
ten permissions with verbal permissions to undertake 
the study. The respondents were informed of the objec-
tives of the study, assured of confidentiality, and their 
informed consent was sought. They were also informed 
that their participation was voluntary and they would not 
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be penalised if they opted to turn down the interview at 
any time during the process.

One person declined to be interviewed, citing time 
constraints. No identifiable markers were used for the 
respondents (see [20, 39, 40, 42]).

Data analysis
The data were transcribed verbatim, and reviewed by the 
author and team of transcribers to ensure accuracy. The 
adequacy of translation from the local languages to Eng-
lish was ascertained by holding several meetings between 
the author and the transcribers to interrogate the correct 
translations forth and back till a mutual agreement was 
reached on the correct translations.

Based on the deductive approach, the data analysis was 
done focusing on the objectives of the study [40]. Quali-
tative thematic content analysis, which enables interro-
gating narratives from all cases studied for a combined 
result [20, 40, 42, 48], guided generating themes and 
subthemes for this paper. In this paper, the qualitative 
thematic content analysis used also qualifies to be called 
a discourse or conversation analysis [49, 50]. It used a 
qualitative thematic coding [50, 51] of the different inter-
views/conversations with the respondents and observed 
the three key features of qualitative content analysis 
described by Schreier [50]. These are reducing the data, 
systematically analysing them, and applying flexibility 
in the analysis. The systematic analysis meant carefully 
examining every single aspect of the transcribed data and 
systematically describing their meaning [50, 52], as well 
as comparing and relating different parts of the data to 
one another [50]. NVivo version 11 professional software 
[53] was used to identify themes and sub-themes relevant 
to the objectives of the study and other relevant informa-
tion. Again, back and forth meetings were held between 
the author and the team of two coding assistants, who 
coded the data independently, to mutually agree on their 
meaning and context.

These repeated processes of reviewing the data 
enhance intercoder reliability subjectively and improve 
the credibility/validity and reliability of qualitative data 
[40, 42, 54].

Based on previous research [2, 11, 34] respondents’ 
experiences of the new diagnoses of their HIV-positive 
status were adjudged as negative if the respondent either 
expressed shock, disbelief, worry, fear/panic, felt the HIV 
infection would kill him/her, or immediately contem-
plated suicide. Respondents’ experiences of their new 
diagnoses were classified as resigned acceptance if they 
readily accepted the new diagnoses and/or showed some 
optimism instantly that they could survive the infection. 
Finally, their experiences of the new diagnoses were con-
sidered resigned neutral when the respondent indicated 

he/she showed no emotion upon receiving the first news 
of his/her HIV-positive status (Fig. 1 & Table 2).

Reflexivity
Reflexively, the author’s cultural and theoretical popu-
lation health orientation admittedly had some influ-
ence on aspects of the research process, although 
these were minimal. These included the choice of 
the title. Being fully aware of the extent of stigmati-
sation culturally associated with HIV/AIDS in Ghana 
[20, 40, 42], the PIs of the project from which data for 
this paper emanates were curious about how respond-
ents would experience the new diagnoses with the 
infection.

Nevertheless, given the author’s extensive training in 
the dogma and ethics of scientific research, particularly 
regarding the need for value-neutrality and objectivity 
[54], the author’s cultural and theoretical backgrounds 
did not otherwise influence the data analysis and inter-
pretation. This was applicable to most of the research 
process as well.

Results
Socio‑demographic characteristics of respondents
The respondents’ ages ranged from 25 to 68 years old. 
They were mostly females (80.77%, n = 21), primar-
ily indigenous Dangmes (84.62%, n = 22), and gener-
ally had low socio-economic status. Also, they were 
mostly single (separated/widowed after cohabiting/
never married/widowed), and they had been officially 
diagnosed HIV-positive for a range of six months to 
12 years (Table 3).

Thematic findings
Experiences of new diagnoses of HIV/AIDS
Table  2 summarises the experiences of new diagnoses 
among the respondents, upon hearing of their HIV 
seropositive status. There were negative and resigned 
reactions. Verbatim responses are identified with the 
type of hospital the respondent used: government or 
quasi-government.

Negative reactions  The data showed that the vast 
majority of the respondents seemed to have been very 
hard hit and traumatised by the news of HIV-positive 
test result, and expressed very negative sentiments. For 
these, the experiences of new diagnoses ranged from 
disbelief, to being very disturbed. Few mentioned the 
thought of killing themselves, incessant crying, and 
feeling that they would die from AIDS. Other reactions 
included being very frustrated, very surprised, very 
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frightened, deep shock, deep worry, being heartbroken/
devastated, self-blame, and avoiding going to hospital till 
conversion to AIDS (Table 2):

“It was very hard for me when I first heard it; in fact, I 
cried and cried.” (Government hospital).

“In fact I was very frustrated. I even decided to take poison 
so that I will die before the sickness [HIV] becomes worse.” 
(Government hospital).

“I was very surprised and shocked when I was first told 
I had this disease. It was very heart-breaking.” (Govern-
ment hospital).

Resigned reactions  On the contrary, few respondents 
showed resignation towards the bad news. These comprised 
three who readily accepted the diagnosis and two who 
seemed neutral to it. From their responses, respondents 
who accepted their diagnosis seemed to have readily and 
consciously accepted/embraced the diagnosis of HIV-posi-
tive and encoded it rather smoothly as part of their identity.

“When I was told I was not perturbed because I knew peo-
ple who were also taking the drug” [ARVs]. (Quasi-gov-
ernment hospital).

The very few respondents who seemed to have been neu-
tral to their new diagnosis of HIV/AIDS seemed to have 
continued with their lives seamlessly on the spare of the 

Fig. 1  Data analysis workflow



Page 8 of 17Owusu ﻿BMC Public Health          (2022) 22:538 

Table 2  Experiences of new diagnoses among HIV-positive persons: major themes and subthemes

Number a) Experiences of new diagnoses Classification of first reaction/final themes
1 I became very worried and did not even know what to do. I even wanted to kill myself. Traumatised, expressed negative reactions

2 When I heard it I was devastated and very worried.

3 I was very frustrated and worried when I was told; in fact, I cried.

4 It was very hard for me when I first heard it; in fact, I cried and cried.

5 It worried me very much; in fact, I was very frustrated. I even decided to take poison so that I 
will die before my sickness becomes worse.

6 In fact, I was heartbroken and I did not believe the nurses … The doctor … I didn’t believe 
him. He gave me a report to take to the hospital but I threw the paper away because I didn’t 
believe what he told me.

7 I was very surprised and shocked when I was first told I had this disease. It was very heart-
breaking.

8 I was very worried at first.

9 In fact, I was disturbed initially.

10 I was disturbed but because they have drugs to treat it I was OK.

11 I was disturbed, I was worried.

12 I was really worried and disturbed.

13 It has been a very bad experience … people may think when you have HIV it is promiscuity.

14 I was disturbed, the first day I was told, I was greatly disturbed …. I was greatly disturbed and 
I said I will kill myself … I was always crying.

15 I was really disturbed. That day I cried.

16 When I was first diagnosed with HIV and was told I had HIV, I decided to break up with my 
wife because I was confused … It wasn’t easy … it wasn’t easy at all … I felt so bad, I felt very, 
very bad.

17 Oh, I was worried but didn’t say anything.

18 I was disturbed. I had to be disturbed because I didn’t expect it. I was disturbed.

19 I was initially frightened that I would die because when you are told that you have this you 
would think that you were going to die.

20 It seemed to be untrue.

21 I was scared when I was told that I had the disease, so I did not want to be with anyone. 
When I was first informed about my status I would not even take medication.

22 I can’t tell because I was ill for a long time so when I was told about it I only continued to 
take medications.

Resigned: expressed neutral reactions

23 I didn’t really do anything, as for sickness, its sickness so I didn’t really do anything.

24 I accepted the result. Resigned: accepted diagnosis

25 When I was told I was not perturbed because I knew people who were also taking the drug.

26 There was nothing I could do about it.

b) Influences on experiences of new HIV-positive diagnoses Sway
Major theme: Resigned—expressed neutral reactions Very few

Sub-themes
• Had long illness prior to diagnosis

• Accepted illness as inevitable, and could happen anytime

Major theme: Resigned—accepted diagnosis Few

Sub-theme
I experienced persistent comorbidities; resultantly, I self-tested for HIV

Major theme: Traumatised, expressed negative reactions Vast majority

Sub-themes
i. Most respondents: I experienced comorbidities hence I voluntarily tested for HIV

ii. Nearly half/slim minority: spouse/partner was HIV+; resultantly:
• I knew I had contracted the infection;
• healthcare workers tested me for it

iii. Few: Spouse/partner had the infection so I tested voluntarily for it

iv. Few: I was pregnant; resultantly I got tested mandatorily at healthcare centre during 
antenatal care
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moment they received the news, and did not take a break 
to react to the news of being HIV-positive.

“I was ill for long time so when I was told about it I only 
continued to take medications.” (Government hospital).

Further analysis indicated that these experiences of the 
new diagnoses were influenced by certain background 
situations. These are discussed in the next section.

Factors influencing experiences of the new diagnoses
For the very few respondents whose new diagnoses 
experiences were neutral, being ill for a long time before 
the HIV-positive diagnosis, and accepting that sick-
ness is inevitable and could happen anytime, were what 
influenced their experiences of the new HIV-positive 
diagnoses:

“… as for sickness, it’s sickness; you have less control over 
sickness, so I didn’t really do anything.” (Quasi-govern-
ment hospital).

Two of the few respondents who readily accepted their 
new diagnosed HIV-positive status said they experi-
enced persistent comorbidities from the HIV infection. 

Resultantly, they voluntarily went to the VCTs to test for 
their HIV status:

“I started falling sick and strange rashes kept appearing 
on my skin, so when I took it to the hospital, I was told it 
was the virus.” (Government hospital).

“I frequently fell sick … and it was not getting better so 
I came to the hospital myself … I came (willingly) to them 
to be tested when I realised I have changed. So they were 
even happy I walked to them myself to be tested.” (Quasi-
government hospital).

Including two multiple responses, the vast majority who 
responded negatively to the experiences of new diagnoses 
of HIV-positive status, mentioned four main situations 
that informed their experiences of the new diagnoses. 
Mostly, they suffered comorbidities from their infection.

“For about seven months I was not feeling well. It even 
got to a point I lost consciousness. All forms of tests were 
ran on me … but they could not find exactly what was 
wrong...My boss advised me … so I went to the hospital for 
the test and the nurses said I was HIV-positive.” (Govern-
ment hospital).

Next, nearly half of the respondents who reacted nega-
tively said a spouse/partner was HIV-positive and thus 
knew they had contracted the infection from them, and/

Table 2  (continued)

c) What facilitated transitioning to accepting HIV-positive status? Sway
Major theme: Resigned—accepted diagnosis or expressed neutral reactions Few

Sub-theme
There were no need for transitioning for acceptance of diagnosis; readily embraced diagno-
sis

Major theme: Resigned—Accepted diagnosis Few

Sub-theme
We are not alone in this; we already know other PLWHAs

Major theme: Resigned--expressed neutral reactions Very few

Sub-themes
• Already had comorbidities; started treatment right away

• Sickness is inevitable; there was/is no need for me to worry about the HIV+ diagnosis

Major theme: Traumatised, expressed negative reactions Vast majority

Sub-themes
i. Most important factor: counselling/encouragement from healthcare workers to commence 
and adhere to treatment

Majority

ii. Second most important factor: PLWHAs were aware of current medical breakthrough in 
treating HIV/AIDS which can prevent death from AIDS

Some/slim minority

iii. There was no need to worry about the HIV+ diagnosis Few

• There is no need to contest/challenge medical diagnosis

• I had to face reality

• I lived by biblical principles and did not yield to suicidal ideation

iv. My mother-in-law emphatised with me and sent me to VCT One person

v. I have still not settled done to the HIV+ diagnosis One person

vi. Respondents gave no reason for their transitioning Nearly a third of those who reacted nega-
tively to the initial diagnosis

Source: Author’s fieldwork, June-July, 2015
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or due to that, health personnel tested them also for the 
infection. Importantly, half of these PLWHAs did not 
know their partners’ HIV status prior to respondent’s 
diagnosis.

“I was staying with my husband by then but he died so 
it was after he died that the doctors realised that it was 
this disease he died of … afterwards I was tested and 
diagnosed with this disease.” (Government hospital).

Similar to those who readily embraced their diagno-
sis, a few of those whose new diagnoses experiences 
were negative were tested voluntarily based on their 
sexual partner’s infection. Likewise, several partici-
pants whose new diagnoses experiences were triggered 
by the onset of comorbidities said they voluntarily 

went for the testing. Additionally, for a slim minority 
of the latter, their conviction to go for the VCT was 
based on mass media (often television) announce-
ments and discussions on the signs and symptoms of 
HIV/AIDS.

“Already I suspected that my husband had all the symp-
toms that are discussed on TV and radio about this dis-
ease. He fell sick often and also coughed most of the time.” 
(Government hospital).

“Even though I wasn’t falling sick, I came to be tested 
willingly after they announced everybody should get tested 
….” (Government hospital).

“… I used to fall sick frequently and that was when a 
lot of noise and adverts were made about this disease on 

Table 3  Socio-economic characteristics of respondents

Source: Author’s field work, June-July, 2015

Indicator Details Total (%)

Age 25–68 years
Median age: 49 years
Standard deviation: 10.94 years
Mean age: 46.84 years

Sex Females: 21 (80.8%)
Males: 5 (19.2%)

26 (100%)

Ethnicity Indigenous Dangmes: 22 (84.6%)
Others: 4 (15.4%)

26 (100%)

Employment status Petty traders: 8 (30.8%)
Farmers: 2
Seamstress/auto electrician: 3
Unemployed: 8 (30.8%)
Labourer: 1
Apprentice: 1
Public sector workers: 2
Retiree: 1

26 (100%)

Level of formal education None: 5 (19.2%)
Less than basic school, i.e., less than current 9/former 10 years post nursery school: 10 (38.5%)
Basic school: 7 (26.9%)
Senior high: 1
Vocational: 1
Some College/College: 2

26 (100%)

Marital status Single (separated/widowed after cohabiting/never married/widowed): 17 (65.4%)
Married: 6 (23.1%)
Cohabiting: 3

26 (100%)

Duration of HIV+ status 6 months-12 years
Median: 5.0 years
Mean: 5.43 years
Standard deviation: 3.52 years
One respondent: “less than a year ago”; s/he was not added to the calculation for the average years 
of HIV+ diagnosis

Had biological children/young 
biological dependants at the time of 
diagnosis?

Yes: 18 (69.2%)
No: 8 (30.8%)

26 (100%)

Had non-biological children/young 
non-biological dependants at the 
time of diagnosis?

Yes: 12 (46.2%)
No: 14 (53.8%)

26 (100%)

HIV+ status of spouse/partner Positive: 9 (34.6%)
Negative: 4 (15.4%)
Unknown/not tested: 13 (50.0%)

26 (100%)
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television and radio...I went to the St. Martin’s hospital 
and told the doctors about my situation and he asked me 
go for an HIV test and that was when I got to know I had 
this disease.” (Quasi-government hospital).

Finally, few (including two who gave multiple 
responses—primarily that a spouse/partner was HIV-
positive) mentioned that they got tested when they were 
pregnant.

“I was about to give birth to my second born … my hus-
band is also HIV-positive.” (Government hospital).

“I was diagnosed when I was pregnant when my sec-
ond born and I visited the hospital … Yes, [my husband is 
HIV-positive].” (Government hospital).

Factors that facilitated transitioning to accept HIV‑positive 
self
For the few respondents who showed resignation 
towards the experiences of their new HIV-positive diag-
noses, there was no need for transitioning to accepting 
an HIV-positive self. Two of these respondents who read-
ily embraced the new HIV-positive diagnoses said they 
already knew persons who were HIV-positive and were 
taking antiretroviral medications (ARVs):

“I realised I was not the only victim; many people are 
also victims …” (Quasi-government hospital).

Two others said they already had comorbidities from 
AIDS and started treatment right after diagnoses:

“I was ill for a long time so when I was told about it I 
only continued to take medications.”

(Government hospital).
Another participant thought sickness is inevitable and 

thus did not need to worry about such diagnosis.
Nearly one-third of the respondents whose experiences 

of the new HIV-positive diagnoses were negative gave 
no response regarding what influenced their transition-
ing to accepting their new HIV-positive diagnoses. They 
mostly felt uncomfortable/reluctant talking about it. The 
rest mentioned what facilitated their transitioning more 
spontaneously and/or more readily after some amount of 
probing. The vast majority of the rest who experienced 
negative reactions said the most important help with 
their transitioning was counselling from health workers 
who encouraged them to initiate and continue treatment, 
with the assurance that if they did so, they would survive 
the infection.

“… After I came here [VCT] and was advised and 
encouraged to see something to live for, I have been okay. 
They [health personnel] have been very friendly and 
encouraging. In fact, they have helped me a lot.” (Govern-
ment hospital).

“They [health personnel] counsel us and tell us the fact 
that we have this virus does not mean our world has come 
to an end.” (Government hospital).

“… After being put on medication, going through coun-
selling and tests, and being told what to do, I was hopeful 
that if you adhered to the medication you could live long.” 
(Quasi-government hospital).

For one of these, her mother-in-law was the main per-
son who empathised with her:

“I was really worried and disturbed but the encourage-
ment and advice from the nurses and my mother-in-law 
… has helped me. After I told her [mother-in-law] I had 
been diagnosed … she brought me here [VCT] to intro-
duce me [to a nurse], so she has been helpful.” (Govern-
ment hospital).

The second main issue that facilitated the transition-
ing for few of the respondents was their awareness of the 
current medical advancement in the treatment of HIV 
infection, due to which “you would live long” (Quasi-gov-
ernment hospital) despite the infection:

“… because they have drugs to treat it, I was OK. Pro-
vided it will not cut short my life span I am happy.” 
(Quasi-government hospital).

“In the olden days when there were no drugs you thought 
you would die … after being told, so you become afraid, 
but now we know there are drugs available so if you are 
able to take your drugs you don’t have any problem.” 
(Quasi-government hospital).

Three respondents alluded to accepting medical diag-
noses, facing reality, and living by Biblical principles as 
facilitating their acceptance of their new diagnoses.

“I accepted it because you can’t deny what a doctor says” 
(Quasi-government hospital).

“I was disturbed but I thought to myself that it had 
already happened” (Quasi-government hospital).

“I didn’t kill myself because I am a Christian and the 
Bible speaks against that. I forgot about everything and 
decided to keep coming for the medications and now by 
the grace of God I have lived for over twelve years.” (Gov-
ernment hospital).

There was, however, a lone-voice who said she had 
still not settled down to the reality of being HIV-positive 
after having been diagnosed three years prior and seeking 
treatment for one-year post diagnosis. Thus, she has not 
been consistent in getting treatment and is already feed 
up with seeking treatment:

“It seemed to be untrue. From time to time I stopped 
taking the medication … I am fed up with coming to seek 
treatment. I have been treating the sickness for over a year 
but the symptoms recur after I see the doctor.” (Quasi-gov-
ernment hospital).

This lone-voice mentioned having severe comorbidi-
ties which were probably due to starting healthcare for 
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HIV two years after diagnosis. She also mentioned expe-
riencing extreme discrimination and ostracisation both 
at home and in public, which no doubt, are linked to her 
comorbidities.

Discussion
This section discusses the findings of the study, with 
a bearing on the tenets of the Hopelessness Theory of 
Depression. Fear has been associated with HIV since 
its discovery in the 1980s. Fear is mostly fueled by mis-
conceptions associated with the virus which is mostly 
linked to death and stigmatisation [55]. Grounded on 
fear of death and a feeling of helplessness, a wide range 
of reactions are exhibited upon diagnosis or disclosure 
of an individual’s HIV-positive status. Although these 
reactions are both from the individual in question and 
significant others of this individual, the literature has 
mostly focused on the reactions of the persons affili-
ated with these individuals after disclosure [56, 57]. 
Indeed, very few studies explore the individual’s reac-
tions upon diagnosis or testing positive for the virus 
[55, 58]. Based on this drawback and the known pub-
lic health significance of such immediate reactions to 
HIV-positive diagnosis, this paper examined the expe-
riences of new diagnoses of Ghanaian PLWHAs after 
hearing the “bad news.”

Importantly, a critical examination of differences 
between participants from each of the two hospitals 
studied shows that 11 respondents from the government 
hospital had negative reactions to the new experience of 
their HIV/AIDS diagnosis while ten in the quasi-govern-
ment hospital did so. On the other hand, the experiences 
of two respondents from the quasi-government hospital 
was adjudged as “Resigned: accepted diagnosis” while 
one participant from the government hospital showed a 
‘Resigned: accepted diagnosis.” There were no other dif-
ferences in the participants’ reactions between the two 
study sites (Table  2). Rather, the difference between the 
respondents basically stemmed from the influences on 
their experiences of the new HIV-positive diagnoses dis-
cussed earlier (Table  2), which did not have a relation-
ship with the particular hospital they received healthcare 
from. While previous researchers have articulated 
the lack of major differences in the findings from the 
respondents used for the qualitative study in the project 
[39, 41], they have further clarified that the respondents’ 
similar socio-bio-demographic background is mostly 
responsible for the lack of major differences in the find-
ings [20, 39, 41].

The findings from this study have corroborated those 
of previous authors that receiving the news of newly-
diagnosed HIV-positive status is often met with reac-
tions that are “complex and multi-faceted” ([2], p. 12). 

Additionally, the findings that respondents had varied 
responses and a myriad of experiences to the new diag-
noses of their HIV-positive status is in line with reports 
from several studies (example: [2, 58]). Most of the initial 
reactions of respondents in this study were very trauma-
tising and discouraging. These included a few who con-
templated suicide upon hearing the news; supporting 
Fabianova’s [23] findings in Nairobi.

Similar to previous research [55, 58], findings from this 
study indicate that though negative emotional and psy-
chological reactions may occur upon learning of an HIV-
positive status, respondents may also resign themselves 
to their fate—to accept or numb their feelings about the 
new disclosure of their HIV+ diagnoses. Likewise, this 
study found that respondents who were already exposed 
to HIV/AIDS needed no transitioning to self-acceptance 
of their HIV-positive status. This corroborates previ-
ous findings [55]. Nearly all the respondents settled 
down later, after experiencing the new diagnoses, initi-
ated and continued with their healthcare for HIV/AIDS. 
This affirms previous assertions that such initial feelings 
regarding information on a newly-diagnosed HIV-posi-
tive status mostly fade away eventually [3, 23].

Again, the paper corroborates previous findings and 
highlights the buffering role of healthcare providers in 
moderating the experiences of new diagnoses of HIV-
positive persons [1, 11]: the vast majority of the respond-
ents who adapted to their HIV-positive status attributed 
it to counselling and support from healthcare personnel. 
This role of the healthcare workers in aiding respondents’ 
transition to accepting their HIV-positive selves affirms 
the documented importance of social support in ame-
liorating the otherwise negative effects of experiencing a 
health trauma [23, 59]. Research has identified HIV coun-
sellors’ or health providers’ choice of words and emotions 
as crucial in determining peoples’ reaction to the initial 
diagnosis of HIV infection [55, 58]. When these emotions 
were hopeful and assuaging, patients were more likely to 
be calm and comforted, and vice versa [58].

The findings of this study underscore the fact that 
PLWHAs who experience new HIV-positive diagnosis 
will need to receive such interventions early [12]. These 
interventions are needed to give them hope in life to 
abate extreme psychosocial trauma that can be associ-
ated with experiences of new HIV-positive status [11, 60]. 
Per the findings of this paper, such interventions should 
include educating PLWHAs experiencing new HIV-pos-
itive diagnosis that new medical advances for HIV-posi-
tive infection make it possible for PLWHAs experiencing 
new HIV-positive diagnosis to lead normal lives and live 
long, if they seek early treatment and adhere to pre-
scribed healthcare.
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A fair number of the respondents mentioned being 
infected by their spouses/partners who were alive 
or deceased (also see [40]), implying that they prob-
ably were not using condoms and other modes to pre-
vent HIV transmission from their sexual partners. This 
finding is not unlikely considering that Owusu [42] 
found that the PLWHAs studied were hardly using any 
form of protection against HIV with their sexual part-
ners, whether in stable or unstable relationships. Two 
respondents were exceptions--they used condoms, but 
inconsistently [40]. Furthermore, Owusu [40] found that 
the unmarried or non-co-habiting PLWHAs had not dis-
closed their HIV-positive status to their sexual partners, 
with the exception of one respondent. PLWHAs who fail 
to disclose their status to their partners may have been 
living in a state of denial and or may fear/have feared the 
ramifications of disclosing their status. They may thus 
refuse to disclose as a way of attenuating the anticipated 
effect of disclosing, as previous authors have attested to 
[12, 15, 23].

Additionally, findings from this paper illuminate the 
importance of voluntary counseling and testing. Major-
ity of the respondents mentioned having had comor-
bidities before they tested for their HIV-positive status. 
Other researchers have indicated that anticipated reac-
tion influences decisions on voluntary testing for HIV 
[55, 58]. Previous research clearly notes potential barri-
ers to voluntary testing for HIV in Ghana. These include 
the fear of stigma, discrimination and abuse, and possi-
ble dissolution of romantic relationships associated with 
being a PLWHA. Importantly, there is fear of the percep-
tion that an HIV-positive diagnosis is a death warrant 
[16, 61]. Antenatal-linked VCT is a policy strategy in 
Ghana for HIV control through a nationwide integration 
of VCT and antenatal care [62]. However, clients may 
disagree to it.

The findings from this paper mostly tally with the 
Hopelessness Theory of Depression’s core proposition; 
the respondents overwhelmingly perceived the expe-
riences of their new HIV-positive status as translating 
into unwelcome consequences and negative inferences, 
as did respondents in other SSA settings [12, 23]. This 
plausibly led to depression and feelings of hopelessness 
among them. Also, this perspective may have underlain 
the self-blame by a few of them for being HIV-positive 
[28, 29]. Furthermore, this paper confirms the Hopeless-
ness Theory of Depression’s propositions that underly-
ing perceived bad situations and experiences which are 
attributed to internal factors lead to depression. Con-
versely, those ascribed to presumed external factors/
influences give comfort/are reassuring [4]. In this study, 
the experiences of new HIV-positive diagnoses were 
mostly negative for respondents with internal factors 

such as having comorbidities and having a spouse/part-
ner with HIV/AIDS.

In consonance with Peterson’s and Seligman’s [4] 
Hopelessness Theory of Depression’s propositions, 
respondents of this study said that external factors moti-
vated them to take commendable actions such as going 
for VCT. These included the influence of health educa-
tion through mass media, counselling by healthcare 
practitioners, and information regarding modern medi-
cal advancements which can help PLWHAs live without 
comorbidities, and possibly survive the infection. Fur-
thermore, these factors facilitated their adaptation to 
their HIV-positive selves.

Nevertheless, this paper does not substantiate Peter-
son and Seligman’s [4] Hopelessness Theory of Depres-
sion fully. Contrary to their proposition, in this study, 
fewer respondents mentioned that a series of external 
factors such as knowing someone who has HIV/AIDS, 
and being given a near-mandatory HIV test at an antena-
tal clinic were what influenced their negative reactions. 
Conversely, other internal factors such as having comor-
bidities and having an HIV-positive romantic partner 
influenced few of the respondents to positively adapt to 
their HIV-positive diagnoses. In this study, therefore, 
the clear diathesis of external factors giving psychoso-
cial comfort and internal factors unleashing mental dis-
comfort in response to hearing the often unwelcome first 
news of being HIV-positive was not fully supported. This 
was also true of Assen et al.’s [12] study in Ethiopia.

Hence, this paper corroborates Govender and Schle-
busch’s [31] synthesis of the Hopelessness Theory of 
Depression. These authors emphasise that the numerous 
internal and external challenges that face PLWHAs such 
as discrimination, stigmatisation, abuse, financial, mari-
tal, and healthcare challenges, among others, may [also 
combine to] have connotations for the loss of control 
over one’s life, fear of the future, and feeling of helpless-
ness. As well, they may underlie the negative inferences 
which exacerbate the feeling of hopelessness and increase 
the likelihood of depressive symptoms stemming from 
experiencing new diagnosis of HIV/AIDS.

This paper adds to the knowledge on the personal and 
public health effects of experiencing new HIV-positive 
diagnosis. Particularly, it highlights the commendable 
public health effects of receiving new diagnosis for HIV-
positive status and illuminates the role of social support 
in seeking and continuing healthcare for the diagno-
sis. Also, it attests to the role of healthcare workers and 
behaviour change communication, using mass media, 
in fighting the menace of HIV/AIDS. Furthermore, as 
articulated above, this paper did not fully support the 
conclusions of Peterson’s and Seligman’s [4] Hopeless-
ness Theory of Depression’s framework. Rather, the paper 
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contributes additional information to it in the form of an 
anti-thesis. Additionally, unlike Fabianova’s [23] study 
in Nairobi, this study did not find that the respondents 
acted with aggression towards counsellors who first 
broke the news of their HIV-positive status to them.

More importantly, this paper has navigated new fron-
tiers in the body of knowledge in its thematic area of 
study. First, contrary to Fabianova’s [23] findings that 
some of her respondents attempted suicide, non-of the 
respondents in this study mentioned having attempted 
to take their lives, although a few of them revealed they 
had suicidal ideation. This may be due to the fewer 
respondents this study engaged as well as its cross-sec-
tional design, compared to Fabianova’s [23] respondents, 
and the longitudinal approach to her study. Second, this 
study has newly articulated outstanding information on 
factors which facilitate PLWHAs’ transitioning to accept-
ing and settling down to their experiences of new HIV-
positive status. Third, unlike previous literature, this 
study has uniquely found that having comorbidities from 
HIV/AIDS was the primary reason that influenced the 
respondents to voluntarily test for their HIV-positive sta-
tus. The uniqueness of this finding may be linked to the 
awareness that VCT of HIV/AIDS status is very rare in 
Ghana [63, 64].

Limitations
The qualitative nature of this study better facilitates 
unearthing the complexities associated with experi-
ences of new diagnoses among HIV-positive persons 
and learning about the adaptation process [2]. Also, the 
repeated data analyses this paper employed strengthens 
its reliability and validity. However, when interpreting 
these findings, some limitations should be considered. 
With HIV-positive status being a very sensitive issue, 
and highly stigmatised in Ghana [16, 65, 66], social desir-
ability of responses may have influenced the findings [2]. 
Being a retrospective study, recall bias may also affect 
the reliability of the responses [2, 20]. This is with par-
ticular reference to the time lapse between the moment 
a respondent was newly-diagnosed with HIV/AIDS, as 
operationalised above, and the time of the study. Recruit-
ing individuals further away from their diagnosis is a 
limitation; it could lead to recall bias. Furthermore, the 
study is cross-sectional and does not permit inference of 
causality [67]. Additionally, being a qualitative study with 
a fairly small sample size, the findings are not generalis-
able to non-respondents in the LMKM and also, Ghana 
as a whole [67].

Omona ([68], p. 181) posits that although random sam-
pling is rare in qualitative studies, they are not out of 
place as they facilitate sampling the “desired number of 

individuals …” from a generated sampling frame, which 
he asserts improves the credibility of the sample (also see 
[69], p. 28). Yet, as hinted previously in this paper, ran-
dom sampling in qualitative studies could pose some lim-
itations. A careful search of the literature does not specify 
such limitations. However, the author guesstimates that 
random sampling in qualitative studies may rob the data 
of the quality of focusing on some key persons/texts of 
interest to the study which convenience sampling will 
provide. Lastly, based on the primary focus of the pro-
ject, this paper did not undertake a diagnostic assessment 
for depression among the respondents. The paper is thus 
unable to ascertain if depression contributed to experi-
ences of the new diagnoses of HIV-positive status among 
the PLWHAs studied.

Conclusions
Evidence elsewhere suggests that upon receiving the ini-
tial news of an HIV-positive diagnosis, most people have 
strong psychosocial reactions [23, 55, 70]. Such reactions 
are also known to have very critical public health impli-
cation [1, 2, 14]. Yet little research has focused on the 
initial reactions of newly-diagnosed PLWHAs in SSA, 
particularly Ghana. Neither has the implications of their 
reactions for personal and public health been extensively 
studied [2, 11]]. This makes this study of the experiences 
of new HIV-positive diagnoses very timely. The personal 
and public health implications of one’s experience of 
new diagnosis of HIV-positive status is critically impor-
tant for Ghana, which has a generalised HIV-positive 
infection [21].

Consistent with the literature, the vast majority of 
the respondents became extremely traumatised and 
immobilised when they experienced new diagnoses of 
their HIV-positive status. A few, however, more read-
ily resigned to their HIV-positive identity. Regardless of 
their experiences of new diagnoses of HIV/AIDS, having 
comorbidities prior to diagnosis influenced their experi-
ences the most. This was followed by having/having had 
a spouse/partner especially, and/or knowing someone 
who was HIV-positive, prior to their diagnoses. Next, 
respondents mentioned being influenced by health edu-
cation through mass media, TV particularly, on signs and 
symptoms of HIV/AIDS. Importantly, health education, 
counselling, reassurance and empathy from healthcare 
workers provided hope. Furthermore, these facilitated 
their transitioning to settling down to self-acceptance 
of an HIV-positive status and continuing with health-
care. Finally, this paper concludes that to a large extent, 
the findings are applicable to the tenets of the Hopeless-
ness Theory of Depression used as a framework for this 
study. Consequently, this paper found hopelessness as 
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an important driving force to negative reactions towards 
one’s experience of his/her new HIV-positive diagnosis.

Conclusions from this paper have several public health 
significances. It highlights the continuous need for and 
strengthening of behaviour change communication on 
HIV/AIDS by the Ghana AIDS Commission and Ghana 
Health Service. This should emphasise its signs and 
symptoms, the need to seek early treatment, and adher-
ence to prescribed ARVs. Strengthening the use of mass 
media, small groups, schools, churches/mosques and 
person-to-person channels in such endeavours is impor-
tant. HIV/AIDS-related health promotion and educa-
tion should also continue to emphasise prevention, but 
importantly, state that once infected, HIV/AIDS can be 
controlled; the infected person can live without comor-
bidities and need not succumb to the infection. Stake-
holders should work harder towards educating residents 
in the LMKM, and for that matter, Ghanaians gener-
ally, about voluntary testing of HIV status. Most of the 
respondents in this study mentioned having had comor-
bidities from HIV/AIDS prior to their new diagnoses. 
Onset of comorbidities for HIV/AIDS prior to diagno-
sis and treatment can make the treatment expensive; it 
can also diminish the chances of surviving the infection 
severely [71, 72].

Given the high rates of HIV/AIDS in the study district 
and Region, the health education should also emphasise 
the need for persons whose sexual partners are HIV-
positive—particularly those who show signs and symp-
toms of the infection, and all who engage in at-risk sex, 
to practice safer sex. Finally, the paper recommends 
increased social support and empathy for PLWHAs in 
LMKM particularly and in Ghana generally, from fam-
ily, friends, neighbors, community leaders, healthcare 
professionals, and organised groups such as members 
of their religious affiliation, if any [20, 40, 42]. This study 
has unearthed social support as a critical moderating 
element in the transitioning of PLWHAs to integrating 
their HIV-positive self-concept, initiating, and adher-
ing to prescribed healthcare. Families, social groups, 
and healthcare professionals should empathise with 
PLWHAs.
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