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ABSTRACT

Background: Infectious diseases such as cholera 

and COVID-19 have had significant global 

consequences, straining healthcare systems, 

disrupting daily life, and causing substantial socio-

economic challenges. Beyond their direct health 

effects, stigmatization of patients, their contacts, and 

healthcare workers has emerged as a critical issue. 

Healthcare workers, often perceived as sources of 

infection, face stigma that can lead to severe 

psychological and social consequences. While 

stigma during infectious disease outbreaks has been 

studied in other contexts, this study examines its 

impact on healthcare workers in Zambia. The 

objective was to assess the extent of infectious 

disease-related stigma experienced by healthcare 

workers and its effects on their psychological and 

social well-being.

Methods: A mixed-methods study utilizing a 

descriptive cross-sectional design was conducted. A 

total of 384 participants were conveniently sampled 

from purposively selected health facilities. 

Quantitative data were collected through structured, 

self-administered questionnaires, while qualitative 

data were obtained through in-depth interviews 

guided by a structured interview protocol. 

Quantitative analysis was performed using SPSS 

version 27, employing chi-square and logistic 

regression at a significance level of 5 percent. 

Qualitative data were analysed thematically.

Results: The study found that 70.2 percent of 

healthcare workers experienced infectious disease-

related stigma, with 20.1 percent reporting severe 

stigma. The department in which healthcare 

workers were stationed significantly influenced the 

level of stigma encountered (p < 0.05). The primary 

sources of stigma were the community (60%), 

family (25%), and self-perception (15%). 

Healthcare workers adopted coping mechanisms 

such as faith in God (65%), positive thinking (50%), 

and the belief that increased public sensitization and 

education on cholera and COVID-19 would 

improve attitudes.

Conclusion: Infectious disease-related stigma 

substantially affects healthcare workers, 

particularly those assigned to cholera and COVID-

19 isolation centres. This stigma contributes to 

psychological distress, increased stress levels, and 

reduced job satisfaction. The findings highlight the 
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need for targeted interventions to mitigate stigma, 

enhance public knowledge of disease prevention, 

and provide emotional and social support for 

healthcare workers.

INTRODUCTION

Infectious diseases such as cholera and COVID-19 

have posed significant public health challenges 

globally, particularly in low- and middle-income 

countries like Zambia (World Health Organization 
1

[WHO].  These diseases have not only 

overwhelmed healthcare systems but also led to 

substantial socio-economic disruptions, affecting 
2

daily life and livelihoods.  Among the less visible 

but equally critical consequences of these infectious 

diseases is the stigma faced by patients, their 

contacts, and particularly frontline healthcare 

workers who are often perceived as sources of 
3

infection.

The emergence of COVID-19, attributed to the 

novel coronavirus SARS-CoV-2 in December 2019, 

led to its rapid global spread, resulting in severe 

respiratory symptoms and substantial mortality 
4

rates.  Similarly, cholera, caused by the bacterium 

Vibrio cholerae, has been a persistent public health 

concern in various regions, including Zambia. The 

WHO declared COVID-19 a pandemic in early 

2020 due to its exponential transmission and 
1

profound impact on global health.  In response to 

these outbreaks, Zambia implemented diverse 

measures such as social distancing, school and non-

essential business closures, and the promotion of 
5

hand hygiene to mitigate disease transmission.  

However, a significant challenge emerged: the 

stigmatization of patients, their contacts, and 

frontline health workers as potential sources of 

infection.

Stigma associated with infectious diseases can take 

various forms, including labelling, stereotyping, 
6separation, status loss, and discrimination.  During 

outbreaks, it becomes imperative to balance public 

health protection with efforts to mitigate stigma, as 

fear-driven stigmatization can severely impede 

health-seeking behaviour, treatment adherence, and 

engagement in care for affected individuals, thereby 

undermining public health efforts to curb disease 
7 spread. Previous infectious disease outbreaks, 

including HIV/AIDS, Ebola, and Tuberculosis, 

have also been marred by stigma, affecting both 

those afflicted and frontline healthcare workers. 

Stigmatization often extends beyond the infected 

individuals to their families, friends, and 

communities, fostering anxiety, stress, and 
8internalized shame among the affected population.  

Frontline healthcare workers, including nurses, 

doctors, clinical officers, and midwives, face 

heightened risks of exposure to infectious diseases 
1

and subsequent stigmatization , which may 

compromise the quality of care they deliver and lead 
9,10, 11 

to emotional stress and burnout.

Healthcare workers are essential in the fight against 

infectious diseases, yet they are highly vulnerable to 

stigma and discrimination, which can negatively 

affect their mental health, job performance, and 
12

overall well-being.  Stigmatization is often driven 

by fear, misinformation, and a lack of knowledge 

about disease prevention within communities, 

leading to social isolation, psychological distress, 

and reduced motivation among healthcare 
13

professionals.  

Given the contagious nature of both cholera and 

COVID-19, it is important to explore the extent of 

stigma experienced by healthcare workers and its 

potential consequences. The study sheds light on the 

stigma associated with these infectious diseases, 

focusing on the sources of stigma, its psychological 

and social effects, and the coping mechanisms 

employed by healthcare workers. 

there is a paucity of 

Zambia-specific data on the experiences of 

healthcare workers, particularly in low-resource 

settings where healthcare systems are already 

strained. Furthermore, while some studies have 

explored stigma in the context of HIV/AIDS or 

Ebola, few have examined the unique socio-cultural 

While existing 

literature has explored infectious disease-related 

stigma in various contexts, 
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and systemic factors that shape stigma in Zambia, 

such as community beliefs, resource limitations, and 

the role of faith-based coping mechanisms.

This study aims to fill these gaps by providing 

Zambia-specific data on the prevalence, sources, 

and impacts of infectious disease-related stigma 

among healthcare workers. By focusing on the dual 

burden of cholera and COVID-19, the study sheds 

light on the unique challenges faced by healthcare 

workers in a low-resource setting. Furthermore, it 

explores the coping mechanisms employed by 

healthcare workers, offering insights into culturally 

relevant strategies for mitigating stigma and its 

adverse effects. Understanding these dynamics is 

essential for developing targeted interventions to 

support healthcare workers, improve public health 

outcomes, and inform evidence-based policies for 

combating pandemics

The study aimed to assess the prevalence and impact 

of infectious disease-related stigma among 

healthcare workers in Zambia. Specifically, it 

sought to quantify the extent to which healthcare 

workers experience stigma associated with 

infectious diseases such as cholera and COVID-19. 

Additionally, the study aimed to identify the primary 

sources of this stigma, whether from the community, 

family, or self-perception.

Furthermore, the research examined the 

psychological and social effects of stigma on 

healthcare workers, including stress, emotional 

distress, and changes in job satisfaction. Lastly, the 

study explored the coping mechanisms employed by 

healthcare workers to navigate stigma, such as faith, 

positive thinking, and community education. 

Understanding these aspects is crucial for 

developing targeted interventions to reduce stigma 

and support the well-being of healthcare workers.

MATERIALS AND METHODS 

A cross-sectional descriptive study design with a 

mixed-methods approach was employed to guide 

this study. Unlike previous studies that have 

predominant ly  employed s ingle-method 

. 

approaches, this study utilized a mixed-methods 

design to provide a deeper understanding of 

infectious disease-related stigma. By combining 

quantitative data on the prevalence and severity of 

stigma with qualitative insights into its sources and 

coping mechanisms, this study offers a more holistic 

perspective on the issue. The study took place in 

Lusaka, Chilanga, and Kafue districts, focusing on 

tertiary, and first-level hospitals, as well as isolation 

and quarantine centres. Participants included 

doctors, nurses, midwives and clinical officers. 

Purposive sampling was employed to ensure 

representation from key healthcare worker roles 

(doctors, nurses, midwives, clinical officers) and 

from different health facilities (hospitals, health 

centres) within the Lusaka, Chilanga, and Kafue 

districts. Convenience sampling was used to recruit 

participants who were readily accessible and willing 

to participate at the time of data collection. To 

mitigate selection bias, recruitment was diversified 

across multiple health facilities, departments and 

shifts. The sample size for the quantitative portion of 

the study was calculated using the following 

formula:

n = (z)²p(1-p) / d²

Where:

n =  sample size

z = Z score at a confidence level of 95% (equal to 

1.96)

p = estimated proportion of the population with the 

characteristic of interest (assumed to be 0.5 for 

maximum variability, as the true proportion was 

unknown)

d =  margin of error (set at ±5%)

Substituting the values into the formula:

n =  (1.96)² x 0.5 x (1-0.5) / (0.05)²

n =  384.16

This calculation resulted in a required sample size of 
approximately 384 participants.
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The sample size for the qualitative interviews was 
not predetermined using a formula. Instead, it was 
guided by the principle of data saturation. 

Upon arrival at selected health facilities, the Medical 
and/or Nursing Officer-in-charge provided access to 
potential participants. Interested individuals 
received a detailed verbal description of the study 
and its significance. Interviews were conducted at 
the convenience of the participants.

Quantitative data were collected using a self-
administered questionnaire. This questionnaire 
included Likert-scale questions assessing self-
stigma, perceived stigma, internalized stigma, and 
negative self-image. Given the lack of a validated 
instrument specifically addressing stigma among 
healthcare workers during the COVID-19 
pandemic, a novel scale was developed. This scale 
comprised four categories of closed-ended questions 
corresponding to the four dimensions of stigma: 
self-stigma, perceived stigma, internalized stigma, 
and negative self-image. A five-point Likert scale 
(strongly disagree to strongly agree) was used for 
responses, as these scales are well-suited for 
measuring attitudes and perceptions. Qualitative 
data were collected through in-depth interviews 
using a semi-structured interview guide. All 
interviews were recorded with participants' 
permission.

Healthcare workers (doctors, nurses, midwives, 
clinical officers) working in selected hospitals and 
health centres in Lusaka, Chilanga, and Kafue 
during the COVID-19 and Cholera pandemic and in 
good physical and mental health were eligible to 
participate. On the other hand, healthcare workers on 
any form of leave during the two pandemics were 
excluded from the study.

Quantitative data were analysed using SPSS version 
27.0 for Windows. Independent samples t-tests were 
conducted to compare mean scores between two 
groups, while one-way ANOVA was performed to 
assess differences in mean scores across multiple 
groups. These parametric tests were applied to 
Likert scale data to evaluate relationships between 
variables and identify significant group differences. 
Data from in-depth interviews underwent thematic 

14
analysis following Braun and Clarke's  guidelines. 
Verbatim transcriptions were compared with notes, 
and themes were identified across the data set.

Ethical Considerations

Ethical approval was obtained from the University 
of Zambia Biomedical Research Ethics Committee 
(UNZABREC), and permission to conduct the study 
was granted by the National Health Research 
Authority (NHRA). Clearance to access 
participating health facilities was obtained from the 
Lusaka Provincial Health Office.  Upon accessing 
the facilities, permission was obtained from the 
person in charge, who facilitated recruitment of 
eligible participants.  The study adhered to 
international ethical standards, including the 
principles outlined in the Declaration of Helsinki.  
Prior to obtaining informed consent, participants 
were provided with an information sheet detailing 
the study's nature and purpose. Participants were 
informed of their right to withdraw from the study at 
any time without prejudice and were allowed to skip 
questions they deemed personal or uncomfortable. 
Confidentiality and anonymity of all information 
were assured. All tapes and notes were securely 
stored and accessible only to the research team, 
consistent with the principles outlined by 

15Beauchamp and Childress .  Data entered into the 
computer were password-protected, restricting 
access to the research team.

RESULTS 

Quantitative results 

A total of 384 healthcare workers from selected 
health facilities in Lusaka, Chilanga, and Kafue 
districts consented to participate in the study.

Table 1: Sociodemographic characteristics (N = 
384) 

Variable  N (%) 
Gender   
   Male 130 33.9 
   Female 254 66.1 
Marital Status   
   Married 150 39.1 
   Single 190 49.5 
   Divorced 24 6.3 
   Widowed 20 5 
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Residential area    
   High density 140 36.5 
   Medium density 130 33.9 
   Low density 114 29.7 
Occupation    
    Medical Doctors 30 7.8 
    Nurses 200 52.1 
    Midwives 90 23.4 
    Clinical officers 64 16.7 
Highest level qualifications   
   Diploma/ Certificate 230 72.9 
   Bachelors 54 14.1 
   Masters 30 7.8 
Current Department    
   Outpatients 100 26 
   Casualty 30 7.8 
   Admission 44 11.5 
   Medical/ surgical 120 31.3 
   Isolation centre 90 23.4 

Variable  N (%) 

Among the respondents, the majority (66.1%) were 
female with 49.1 percent of them being single. 
Majority (52.1%) were nurses with 7.8 percent 
being medical doctors. In terms of Departmental 
distribution, 26.0 percent worked in outpatient 
departments while 23.4 percent worked in isolation 
centres.

Table 2: Covid 19 Stigma among health care 
workers  

 

 

 

 

 

 

 

 

 

 

 

 
 

 
 

 
 

Characteristic  Level N (%)

Self-stigma 

  

    

Mild 35 9.1

    

Moderate 110 28.6

 

Severe 239 62.1

Perceived stigma

  

    

Mild 89 23.2

    

Moderate 218 56.8

  

Severe 78 20.3

Internalised stigma

  

    

Mild 150 39.1

 

Moderate 153 39.8
Severe 81 21.1

Negative self-image  Mild 221 57.6

Moderate 121 31.5
Severe 43 11.2

Overall stigma
Mild 29.8
Moderate 50.1
Severe 20.1

Table 2 shows that severe self-stigma was reported 

by most respondents (62.1%), while moderate self-

stigma was reported by 28.6%. Perceived stigma 

was predominantly moderate (56.8%).  Internalized 

stigma was evenly split between mild (39.1%) and 

moderate (39.8%) levels.  Negative self-image was 

mostly mild (57.6%). Overall, 70.2% of healthcare 

workers experienced some level of stigma related to 

infectious diseases, with 20.1% experiencing severe 

stigma.

A one-way ANOVA was conducted to examine the 

effect of age on stigma subscale scores. No 

significant differences were found for self-stigma (p 

= 0.956), perceived stigma (p = 0.323), internalized 

stigma (p = 0.400), or total stigma (p = 0.456) across 

the four age groups. An independent samples t-test 

was performed to assess the differences in stigma 

scores between males and females. The results 

indicated no significant differences in self-stigma (p 

= 0.820), perceived stigma (p = 0.300), internalized 

stigma (p = 0.350), or total stigma scores (p = 0.390).

A one-way ANOVA showed significant differences 

in internalized stigma scores among the professional 

groups (p = 0.045), with clinical officers reporting 

higher mean scores. Post-hoc tests revealed 

significant differences between Clinical Officers 

and other groups (p < 0.05). No significant 

differences were observed for other subscales (all p 

> 0.05).

Stigma scores among departments show significant 

differences, particularly for those working in 

isolation centres, who experience the highest levels 

of stigma (p-values < 0.05). This group is followed 

by healthcare workers in the outpatient department, 

who also report significantly higher stigma scores 

compared to other departments. These findings 

indicate that healthcare workers in high-risk areas, 

such as isolation centres, are particularly vulnerable 

to stigma due to their perceived exposure to 

infectious diseases.
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 Self-stigma 
 
 
 

Perceived stigma 
 
 

Internalised 
stigma 

Negative 
self-
image 

        Total score   

Variables  
 

Mean 
SD  

p 
value  

Mean 
SD 

p 
value 

Mean  
SD 

p 
value 

Mean   
SD 

p 
value 
 
 
 

Mean 
SD 

P 
value 

Age   
18 – 28  
 
29 – 39  
 
40 – 50  
 
Above 50  
 
Gender  

 
2.4727 
0.74173 
2.5102 
0.64944 
2.6571 
0.53922 
2.5000 
0.70711 

 
0.956 

 
2.0000 
0.72008 
1.8980 
0.68450 
2.0571 
0.53922 
2.1000 
0.6200 

 
0.323 

 
2.200 
0.710 
2.100 
0.690 
2.300 
0.580 
2.250 
0.640 

 
0.400 

 
2.300 
0.650 
2.200 
0.600 
2.400 
0.560 
2.350 
0.610 

 
0.500 

 
8.9727 
2.8117 
8.7082 
2.6244 
9.4142 
2.3176 
9.2000 
2.5771 

 
0.456 

Male   
 
Female  
 
Designation   

2.450 
0.700 
2.510 
0.680 

0.820 2.0000 
0.6900 
1.9500 
0.6800 

0.300 2.200 
0.670 
2.150 
0.650 

0.350 2.300 
0.620 
2.250 
0.610 

0.420 8.9500 
2.6700 
8.860 
2.620 
 

0.390 

Nurses 
 
Midwives 
   
Clinical 
officers 
Doctors  
 

2.5000 
0.8900 
2.4700 
0.8700 
2.5000 
0.8200 
2.4800 
0.7800 

0.070 2.1282 
1.0804 
2.1000 
1.0500 
2.0500 
1.0200 
2.0900 
1.0000 

0.055 2.220 
0.800 
2.200 
0.780 
2.250 
0.740 
2.230 
0.720 

0.045 2.300 
0.750 
2.300 
0.730 
2.350 
0.700 
2.330 
0.680 

0.050 9.168 
3.524 
9.070 
3.524 
9.070 
3.420 
9.130 
3.180 

0.065 

Department             
   Outpatients 
    
   Casualty 
    
   Admission 
    
   Med/Sug 
    
   Isolation 
centre 

2.600 
0.710 
2.490 
0.680 
2.520 
0.650 
2.530 
0.620 
2.900 
0.600 

0.040 
 
 
 
 
 
 
 
0.015 

2.150 
0.680 
1.950 
0.650 
2.020 
0.620 
2.030 
0.600 
2.400 
0.580 

0.030 
 
 
 
 
 
 
 
0.010 

2.300 
0.660 
2.180 
0.630 
2.230 
0.600 
2.240 
0.570 
2.500 
0.550 
 

0.025 
 
 
 
 
 
 
 
0.008 

2.400 
0.620 
2.280 
0.600 
2.330 
0.570 
2.340 
0.540 
2.600 
0.520 

0.020 
 
 
 
 
 
 
 
0.005 

9.450 
2.670 
8.900 
2.560 
9.100 
2.450 
9.140 
2.230 
10.40 
2.230 

0.038 
 
 
 
 
 
 
 
0.012 

A one-way ANOVA was conducted to examine the effect of age on stigma subscale scores.  

Table 3: Covid 19 related stigma subscale scores  
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Table 4: Multiple Linear Regression Analysis

Above table shows that working in an isolation 
centre (β = 0.35, p = 0.013) was a significant 
predictor of higher overall stigma scores.  Being a 
clinical officer (β = 0.22, p = 0.015) was also a 
significant predictor of higher stigma, confirming 
the trend seen in the ANOVA. Crucially, experience 
with COVID-19 and/or Cholera patients (β = 0.18, p 
= 0.025) was a significant predictor of higher stigma. 
This suggests that healthcare workers who have 
worked with patients with these infectious diseases 
experience greater stigma.  

Qualitative results 

Theme 1: Community driven stigma 

This theme captures the widespread fear and 
misconceptions within communities, highlighting 
how healthcare workers were perceived as sources of 
infection rather than caregivers.

“The community looks at us like we are the 
carriers of the disease. They fear us, avoid 
us, and even refuse to engage with us 
because they think we might infect them.” 
P1

Variable  Beta  

Standard 

Error  t-value p-value

 

1.2  0.28  4.29 <.001

Age  0.03  0.06  0.5 0.617

Gender (Female=1, Male=0)  -0.1  0.12  -0.83 0.405

Occupation (Clinical Officer=1, 

Others=0)
 

0.22
 

0.09
 

2.44 0.015

Department (Isolation Center=1, 

Others=0)
 

0.35
 

0.14
 

2.5 0.013

Experience with Only COVID-

19 Patients (Yes=1, No=0)
 

0.05
 

0.09
 

0.56 0.575

Experience with Only Cholera 

Patients (Yes=1, No=0) 0.07 0.1 0.7 0.485

“People in my neighbourhood avoid me like 
I have the plague. They think I will bring the 
disease home from the hospital. It's hard to 
feel accepted when even your neighbours 
are afraid of you” P2

Theme 2: Stigma within the Family - Personal 
Relationships Strained

Stigma was not limited to the workplace but 
extended into personal relationships, illustrating the 
profound effect on healthcare workers' social lives 
and familial bonds.

“Even my own family started distancing 
themselves. They fear being associated with 
me because of my work. It hurts more when it 
comes from those close to you.” P2

"Even within my own family, there's a sense 
of fear. They ask me to change clothes and 
shower immediately after work. It makes me 
feel like I'm contaminated." P4

Theme 3: Workplace Dynamics and Stigma 

This theme highlights how stigma is experienced 
differently across various departments, with those 
working in high-risk areas like isolation centres 
facing more intense scrutiny.

“Working in the isolation centre feels like 
you're constantly under a microscope. 
There's judgment not just from outside, but 
even within our own ranks.” P4

"The department where you work makes a 
big difference. Those of us in the isolation 
centres face the most stigma because people 
think we are constantly exposed to the 
virus." P1

Theme 4: Effects on Mental Health

This theme reflects the emotional toll stigma took on 
healthcare workers, including feelings of isolation, 
anxiety, and emotional distress that affected their 
mental health.
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“Every day feels like a battle, not just 
against the disease, but against the stigma. 
The stress and anxiety of being judged by 
others, even my own family, are 
overwhelming.” P6

"The constant fear of being stigmatized has 
taken a toll on my mental health. I often feel 
isolated and anxious, not just because of the 
disease, but because of how others perceive 
me." P5

Theme 5: Coping Mechanisms - Reliance on 
Faith and Positive Thinking

Healthcare workers often turned to faith and positive 
thinking as coping mechanisms to manage the 
psychological effects of stigma, finding solace in 
spirituality and optimism.

“I hold on to my faith and pray every day. It 
is my source of strength, and it helps me 
believe that things will get better, and people 
will eventually understand”. P8

"What keeps me going is my faith in God. I 

believe He will protect me and that, in time, 

people will understand that we are here to 

help, not to spread disease." P6

"I try to stay positive and focus on the good I 
am doing. I remind myself daily that 
community attitudes will change with more 
education and awareness."P2

Theme 6: Education and Sensitization as 
Solutions

 This theme emphasizes the belief among healthcare 
workers that increased education and community 
sensitization about infectious diseases can change 
perceptions and reduce stigma.

"The stigma stems from ignorance. People 
don't understand how the disease spreads, 
and that's why they are afraid of us. 
Education is key to changing these 
attitudes." P9

“We need more education and sensitization 
in the community. If people understand the 
disease better, the stigma will reduce. 
Knowledge is the key to changing 
attitudes.”P2

DISCUSSION

The COVID-19 pandemic has brought numerous 
challenges and one of the most significant is the 
stigma associated with it. Stigma can manifest in 
many ways, including social stigma, where people 
are labelled, stereotyped, and discriminated against 
due to their link with the disease. The perceived 
stigma associated with COVID-19 among 

11healthcare workers is still a significant concern.  

Table 2 above shows that 62.1 percent of the 
respondents reported severe self-stigma, while 28.6 
percent experienced moderate self-stigma. Overall, 
the study revealed that 70.2 percent of healthcare 
workers experienced stigma related to infectious 
diseases, with 20.1 percent facing severe stigma. 

 11
This result corroborates with studies by Liu et al  

16
and Koh et al  which report 34.4 and 47.1 percent 
respectively, of healthcare workers caring for 
patients with COVID-19 experiencing self-stigma 
which significantly correlated with burnout and 
compassion fatigue, and secondary traumatic stress.  

3 
On the other hand, Rainsing et al   confirms the high 
prevalence of stigma, and discrimination 
experienced by healthcare workers during the 

16
COVID-19 pandemic, with Koh et al  revealing 
44.4 percent of healthcare workers report having 
experienced stigma related to COVID-19 because of 
their work. 

Perceived stigma in the current study was reported 
by 56.8 percent of participants. This result supports 

11
Liu et al  whose study shows the prevalence of 
COVID-19 related perceived stigma ranging 
between 10.3 and 76.1 percent across various 
studies.  Internalised stigma, on the other hand was 
experienced by 39.8 percent of healthcare workers 

11 16
in the current study. Liu et al  and Koh et al  found 
that 27.3 and 34.6 percent of health care workers 
respectively, experienced internalised stigma 
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associated with their work.  The consequences of 
perceived and internalised stigma may include 
social isolation where individuals may avoid social 
interactions, resulting in loneliness, decreased 
social support and eventually might lead to 

10psychological distress.   These findings highlight 
the need for psychological support systems that 
promote the mental wellbeing of health care 
workers during disease pandemics because 
stigmatised individuals may also experience 
discrimination in employment, education, and 
health care. The fear of stigma can give rise to 
rejection from not only family members but the 
community as well especially when the stigmatised 
individual begins to experience exclusion from 
community activities and social events. 

All the above may exacerbate anxiety, depression, 
and post-traumatic stress disorder. Low self-esteem 
and eroded self-worth and confidence ensues 
putting the individual at risk of increased suicidal 
ideation. In addition, health related consequences 
may include among others, delayed health care 
seeking leading to delayed treatment and other 
interventions and poor health outcomes. As earlier 
stated, delayed health care seeking increases the risk 
for mental health problems and higher risks for 

10, 17mortality.

From the economic front, COVID-19 related 
perceived stigma, and discrimination may lead to  
work underperformance and reduced productivity 
leading to job loss or reduced earning potential amid 
higher health care costs, and subsequent household 
economic instability. Stigmatised individuals 
especially those in low-income economies may 
experience loss of livelihood due to social exclusion 

17
discrimination and negative labelling.  

The findings of this study reveal significant levels of 
stigma experienced by healthcare workers in 
Zambia related to infectious diseases. The stigma 
originates from various sources, including the 
community, family, and self, and profoundly affects 
the psychological and social well-being of 
healthcare workers. 

Further, the stigma experienced within families adds 
another layer of emotional burden for healthcare 
workers. Family members' fear of contamination 
and insistence on decontamination practices at 
home reflect a lack of understanding about infection 

18
control.  This behaviour perpetuates self-stigma 
where healthcare workers internalize societal fears 
and begin to see themselves as sources of danger. 
Self-stigma can significantly diminish healthcare 
workers' self-esteem and confidence, affecting their 
mental health and professional engagement. 
Internalized stigma reinforces negative self-image 
and perceptions and can lead to withdrawal from 

19
social and professional interactions.  Addressing 
family and self-stigma requires targeted educational 
interventions that extend to the homes of healthcare 
workers while educating families about the realities 
of disease transmission and safe practices can foster 
a more supportive environment for healthcare 

3
workers.

Community-driven stigma was identified as the 
primary source of stigma for healthcare workers in 

16
the current study. This aligns with Koh et al.  who 
also reveal a 41 percent prevalence of community-

11
driven stigma. Similarly, Liu et al.  report the 

12
prevalence as 30.5 percent, while Bagcchi  reveal 
that healthcare workers are often perceived as 
vec to rs  o f  in fec t ion .  Th i s  communi ty  
misconception about disease transmission 
perpetuates stigmatisation of health workers caring 
for patients with infectious diseases as was also 

20
observed during the Ebola outbreak.  The 
community-driven stigma leads to fear and social 
isolation and exclusion, emotional distress, and 
decreased motivation among healthcare workers. 
Such negative perceptions hinder their ability to 
effectively perform their duties and maintain normal 

13
social interactions.  Further, at community level, 
stigma may compromise community cohesion and 
erode trust and social bonds which has the potential 
to fuel social unrest. It is also recognised that 
perceived stigma can hinder public health response 
efforts and response and impose lasting effects on 

17
community structures.    



The study also found varying levels of stigma 
experienced by department, with those in high-risk 
areas such as isolation centres facing the highest 
levels of stigma. This is consistent with other studies 
that show a greater stigma burden on healthcare 

21
workers dealing directly with infectious patients.  
Workers in high-risk areas are more vulnerable to 
severe stigma, leading to increased workplace stress 
and lower job satisfaction. This dynamic can affect 
retention and the overall effectiveness of healthcare 

22
teams.  Healthcare facilities must provide specific 
support to workers in high-stigma areas, including 
enhanced training, safety assurances, and 
recognition of their roles. 

Therefore, addressing stigma at the workplace is 
crucial for maintaining workforce morale and 

23 
commitment while the need for community 
education and sensitization programs to dispel 
myths about infectious diseases cannot be over 
emphasised. As such, interventions should focus on 
providing accurate information about transmission 
risks and the critical role of healthcare workers in 

24 
managing public health emergencies. The study 
highlights the mental health toll that stigma imposes 
on healthcare workers, producing feelings of 
isolation, anxiety, and psychological distress, 

25 
consistent with Dubey et al., who reveal a strong 
link between stigma and adverse mental health 
outcomes among healthcare professionals. The 
psychological burden of stigma can lead to burnout, 
depression, and reduced job satisfaction, ultimately 

11
affecting the quality of care provided to patients.  
Continuous exposure to stigma can erode healthcare 
workers' resilience, making it challenging for them 
to cope with the demands of their roles. This 
emotional strain can have long-term effects on their 
mental health, further exacerbated by the high-risk 

26
nature of their work.  Healthcare institutions should 
prioritize mental health support for workers, 
including access to counselling services, stress 
management programs, and peer support groups. 
These measures are essential in helping healthcare 
workers manage the psychological effects of 

27
stigma.

Despite the stigmatisation participants of the study 
experienced, they demonstrated resilience through 
coping mechanisms such as faith, positive thinking, 
and the hope for the end of the pandemic in the short 
term and societal change, in the long term. Del 

28Castillo et al.,  spirituality and positive reframing 
are common coping strategies among healthcare 
workers facing high-stress situations. Reliance on 
faith and positive thinking provides emotional 
comfort and a sense of control in uncertain times. 
However, while these coping mechanisms are 
valuable, they may not fully address the deep 

29psychological effect of stigma , and therefore 
institutional support should complement personal 
coping mechanisms through resilience training and 
integration of spiritual care services where 
appropriate. This kind of support can present an 
opportunity for effective navigation of the 
challenges associated with stigma among healthcare 

30workers.

The present study underscores the critical need for 
education and sensitization to combat stigma. 
Healthcare workers believe that increasing 
community awareness about disease prevention can 
change attitudes, highlighting the role of education 

3 1
in infectious disease stigma reduction.  
Misinformation and fear are key drivers of stigma, 
and targeted education efforts can contribute to 
correcting the misconceptions. The more 
information the communities are availed about the 
disease pattern and progression, the greater their 
likelihood of showing empathy and support for 

32
healthcare workers.  Public health campaigns 
should be continuous and adaptive, using trusted 
voices, including healthcare workers themselves, to 
disseminate accurate information. This approach 
helps build trust and reduces stigma, creating a more 

33
supportive environment for those on the frontlines.

CONCLUSION

COVID-19 related stigma among healthcare 
workers is a significant concern that can have severe 
consequences which are far reaching and may 
include anxiety, depression, post-traumatic stress 
disorder and social isolation among others. The 
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prevalence of COVID-19 related stigma among 
healthcare workers varies across different studies, 
but it is obvious that it is a widespread issue. To 
mitigate the stigma among healthcare workers, 
targeted interventions, including psychological 
support, education, and policy changes, are 
necessary to mitigate stigma and support HCWs 
during disease outbreaks. These strategies are 
essential for protecting healthcare workers' well-
being and ensuring their continued capacity to 
deliver quality care during disease outbreaks and 
pandemics.
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