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Abstract
Introduction: In Africa, COVID-19 associated stigmatization still remains the contextual fac-
tor that poses a challenge for the mitigation and suppression of COVID-19 spread, especially 
among the illiterate populations. This comparative study was therefore conducted to assess the 
knowledge and willingness of Ghanaians and Nigerians to associate with COVID-19 survivors.

Methods: A cross-sectional study was conducted to collect information from 290 Ghanaian 
and 220 Nigerian nationals aged 18 years and above between 11th July-30th October 2020. 
An electronic-based questionnaire was developed to collect information on the public. The data 
were analyzed with SPSS v 22 and factors influencing knowledge and willingness to associate 
with COVID-19 survivors were identified using chi-square and logistic regression at p=0.05. 

Results: The mean age of all participants was 26.18(SD=6.87), about 75% of the Ghanaians 
and 81.8% of Nigerians were within 25-34 years of age. . Ghanaians were more knowledgeable 
about COVID-19, 230(79.3%) compared with Nigerians 60(27.3%). High stigmatizing attitude 
was dominant among Nigerians 140(73.7) than Ghanaian 50 (26.3). While age significantly in-
creased knowledge [OR: 2.83(1.461,5.495), p=0.002] and deceased stigmatizing attitude [OR: 
0.35(0.182,0.684), p=0.002] in Ghana, it wasn’t significant in Nigeria. In both countries, religious 
affiliation and education were not statistically associated with knowledge and stigmatizing atti-
tude. 

Conclusions: The overall knowledge and willingness to associate with COVID-19 survivors 
among these study participants were fairly adequate and welcoming for the integration of COV-
ID-19 survivors into normal living. Stakeholders should embark on COVID-19 stigmatization 
campaigns through a timely online update, van mobilization and mass media broadcasting 
aimed at stopping and preventing further stigma surrounding infected and recovered persons. 

Introduction
Stigmatization or stigma is the act of discrediting someone, which reduces the person 
from a whole and usual to a tainted and discounted one. [1] According to Goffman, these 
negative viewpoints directed toward people make them feel inferior and different from 
others. Social distancing and the wearing of facemask among the general population 
were uncommon until the coronavirus outbreak. The pandemic has compelled almost 
everyone to change to this way of living, thus, beginning of some minor susceptible be-
haviors that marks social stigmatization. [2] The previous SAR-COV-1 outbreak in 2003 
created similar situations and it is definite that this ongoing pandemic will lead to fear 
of isolation, stigmatization, discrimination, marginalization and racism. [3] Studies con-
ducted in various disciplines including mental health indicate that such attitudes consti-
tute a barrier and may prevent affected persons from seeking help. [4] 

The novel coronavirus pandemic is highly contagious, therefore, preventive measures, 
quarantine and isolation of confirmed cases remain integral to control the pandemic[5]. 
Confirmed positive case patients are admitted in isolation centers or  
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general hospitals where treatment takes place until the individual is discharged or fully recovered as confirmed by at 
least one negative PCR test.  In the process of providing care, quarantine and isolation of cases, infected individuals face 
fears, ethical dilemmas and potential stigmatization issues. Such stigmatizing attitudes within the general population 
undermine the capacity and efforts made to control the propagation of the virus, as suspected persons will delay in 
seeking of medical care and hold back essential medical history needed for timely intervention. [3] 

All these stigmas, social rejections, discounting surrounding the pandemic are attributive to knowledge deficit, bi-
ased attitude and discriminatory behaviors exhibited by the general public. Therefore, the World Health Organization 
(WHO) recommended proper health education that is aimed at exploring and targeting COVID-19 knowledge, atti-
tude and associated discriminatory behaviors to tackle stigmas. It is therefore necessary to explore the knowledge of 
COVID-19, attitudes toward and willingness to associate with COVID-19 survivors among Ghanaians and Nigerians, 
the two most closely related countries in the West African sub region. Also, this study sought to determine the so-
cio-demographic predictors of knowledge and willingness of the two countries to associate with COVID-19 survivors. 
It is worth mentioning that, to the best of our knowledge no comparative study has been conducted among these two 
West African countries and in Sub-Saharan Africa at large. 

Methods
Participant and Target Population
The survey reached out to Ghanaian and Nigerian nationals aged 18 years and above. The participants required smart 
phones with internet to access the distributed survey link The participants required smart phones with internet ac-
cess to obtain the distributed survey link. Six hundred (600) respondents had access to the survey link and after data 
cleansing the final sample size was reduced to 510. The study adopted no method of sample size calculation due to the 
wide distribution of the survey link and also whether participants would show interest in completing the survey was a 
considerable factor that may determine the final sample respondents.

Study Design
The study employed a quantitative cross-sectional online survey method. The study questionnaire used in this survey 
was developed from previous literature on COVID-19 pandemic knowledge and stigmatization behaviors described as 
attitude and willingness to associate with COVID-19 survivors. [6-8] The study questionnaire comprised three sections 
(A B and C). Section A inquired about the socio-demographic characteristic of the participants and section B explored 
the knowledge about COVID-19, with true or false or no idea statements. The section C portrayed scenarios that de-
scribed how the respondents would behave and/or associate with COVID-19 survivors and these were measured on 
2-points Likert scale (0= Disagree and 1= Agree). A disagreement or neutral response to a particular statement signified 
a belief in stigmatization whereas agreeing was rated as a normative stigmatization response. 

Validity and Reliability of the Study Questionnaire
Internal consistency of the knowledge and stigmatization measures were tested using a reliability test where the Cron-
bach alpha coefficient aided in determining the reliability of the variables. The results showed that the Cronbach al-
pha for knowledge questions was 0.60 and Cronbach alpha for stigma questions was 0.74. The result added credibility 
where, according to Griethuijsen, the range of Cronbach alpha within 0.6 to 0.7 is considered adequate and reliable. [9] 

Data Analysis
The data collected were analyzed with the Statistical Package for Social Sciences (SPSS v 22). For descriptive statistics 
or data frequencies, percentages, mean, standard deviation and median were explored. We used chi-square test to ex-
amine the difference in categorical variables between the two countries then bivariate and multivariate logistic regres-
sion analyses were conducted to identify factors influencing knowledge and willingness to associate with COVID-19 at 
p=0.05. 

Ethical Considerations
This study followed strictly “Declaration of Helsinki-Ethical Principles for Medical Research. [10]  Under the cur-
rent Ghana Health Service Ethics Review Committee (GHS-ERC) guidelines/standard operating procedures amidst 
COVID-19 pandemic, this study is exempted. [11] However, ethical review and approval was not obtained for the study 
in Nigeria due to the prevailing COVID-19 pandemic lockdown. Participants aged below 18 years were excluded be-
cause of their vulnerability as minors. Participants were briefed on the purpose of study and assured of data confi-
dentiality prior to participation. Participants were made to understand that, by clicking the link the participants had 
consented to participate in the study. However, participation in this online survey was totally voluntary.
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Factors Total
N = 510

Ghanaians
N=290

Nigerians
N=220 χ2 test P-value

N (%) N (%) N (%)

Age (SD) 26.18±6.87 28.17±4.95 26.23±3.36

15-24 100(19.6) 60 (20.7) 40(18.2)

25-34 380(74.5) 200(69.0) 180(81.8) 25.93 <0.001

35-44 30(5.9) 30(10.3) 0(0.0)

Gender 

Male 210(41.2) 160(55.2) 50(22.7)
54.37 <0.001

Female 300(58.8) 130(44.8) 170(77.3)

Reigious Affiliations

Yes 460(90.2) 270(93.1) 190(86.4)
15.49 <0.001

No 50(9.8) 20(6.9) 30(13.6)

Education

Senior High 30 (5.9) 10 (3.4) 20 (9.1)
7.19 0.007

Tertiary 480 (94.1) 280 (96.6) 200 (90.9)

Table 1. Demographic characteristics of the participants from Ghana and Nigeria (N=510) 

*Fisher’s exact test

Results
Demographic Characteristics of the Participants
The demographic characteristics showed that, 290 (56.8%) of the participants were Ghanaians and 220 (43.3%) Nige-
rians. The mean age of all participants was 26.18(SD=6.87), about 75% of the Ghanaians and 81.8% of Nigerians were 
within 25-34 years of age. More of the Ghanaian participants were males (55.2%) while the majority (77.3%) of the 
Nigerians were female.  Over 90% of participants in both countries had religious affiliations such as Christianity, Islam 
and traditional worshippers. Also, 280 (96.6%) of the Ghanaians had tertiary education compared with 200 (90.9%) 
observed in Nigerians. There was statistically significant difference in the age, gender, religious affiliation and educa-
tional status between the two countries (Table 1). 

Knowledge of the participants in relation to COVID-19
There was a statistically significant gap in the proportion of participants with adequate COVID-19 knowledge in Gha-
na (79.3%) compared to 72.7% in Nigeria (Table 2). About 96.6% of the respondents from Ghana correctly agreed that 
fever, fatigue, dry cough, tiredness and muscle pain were the main symptoms of COVID-19 compared with 77.3% from 
Nigeria. Also, 65.5% of the Ghanaians claimed that common cold symptom such as, stuffy and/or runny nose, sneezing 
was less common with COVID-19 compared with 72.7% observed in Nigeria. Over 90% of the Ghanaian participants 
agreed that only treatment for COVID-19 is supportive care while 40.9% of Nigerian participants agreed to the same 
statement (Table 3).

Factors Total
N = 510

Ghanaians
N=290

Nigerians
N=220 χ2 test P-value

Knowledge

Adequate 290 (56.9) 230 (79.3) 60 (27.3)
138.10 <0.001

Inadequate 220 (43.1) 60 (20.7) 160 (72.7)

Stigmatizing Attitude

High stigmatizing Attitude 190 (37.3) 50 (26.3) 140 (73.7)
115.19 <0.001

Low stigmatizing Attitude 320 (62.7) 240 (75.0) 80 (25.0)

Table 2. Overall knowledge and attitude of stigmatization of the participants 

http://doi.org/10.18297/rgh/vol4/iss1/1


RGH | https://doi.org/10.18297/rgh/vol4/iss1/1 4

RGH Knowledge and Stigmatizing Attitude Towards COVID-19 Survivors

Factors Total
N = 510

Ghanaians
N=290

Nigerians
N=220 χ2 test P-value

The main symptoms of COVID-19 are fever, fatigue, dry cough, tiredness and muscle pain.

Truea 450(88.2%) 280(96.6) 170(77.3%)

False 30(5.9) 10(3.4%) 20(9.1%) 51.59 <0.001

No Idea 30(5.9%) 0(0.0%) 30(13.6%)

Common Cold, stuffy and runny nose, sneezing are less common with persons infected with COVID-19.

Truea 240(47.1) 190(65.5%) 50(22.7%)

False 260(51.0 100(34.5%) 160(72.7%) 102.19 <0.001*

No Idea 10(2.0%) 0(0.00) 10(4.5%)

No cure for COVID-19 except for supportive Treatment

Truea 370(72.5%) 280(96.6%) 90(40.9%)

False 90(17.6%) 0(0.00) 90(40.9%) 199.72 <0.001

No Idea 50(9.8%) 10(3.4%) 40(18.2%)

Not all Persons with COVID-19 will develop symptoms

Truea 440(86.3%) 270(93.1%) 170(77.3%)

False 50(9.8%) 10(3.4%) 40(18.2%) 31.72 <0.001

No Idea 20(3.9%) 10(3.4%) 10(4.5%)

COVID-19 spread through respiratory droplet

Truea 410(80.4%) 260(89.7%) 150(68.2%)

False 20(4.0%) 10(3.4%) 10(4.5%) 40.67 <0.001

No Idea 80(15.7%) 10(3.4%) 60(27.3%)

Persons with COVID-19 cannot infect others when fever or fluid-like symptoms are not present

True 100(19.6%) 60(20.7%) 40(18.2%)

Falsea 370(72.5%) 220(75.9%) 150(68.2%) 17.97 <0.001

No Idea 40(7.8%) 10(3.4%) 30(13.6%)

Table 3. Knowledge of the Participants from the two countries in relation to COVID-19

acorrect answers   *Fisher’s exact test

Stigmatizing attitude of the study participants 
Table 4 summarizes the attitude and willingness of respondents to associate with COVID-19 survivors among the 
two countries. All the respondents from Ghana believed that it was acceptable to stand in a social distant or queue 
with COVID-19 survivors compared to 54.5% from Nigeria. More than two-third of the both participants from Ghana 
(89.7%) and Nigeria (72.7%) expressed the view that it was acceptable to work in the same place with COVID-19 survi-
vors. More than a third of Ghanaian participants agreed to permit teachers who survived from COVID-19 to associate 
with their children, relatives and younger people as compared to about half of the participants from  Nigeria (54.4%). 
There was a statistically significant gap in the proportion of participants with high stigmatizing attitude in Nigeria 
(73.7%) compared to 26.3% in Ghana (Table 2).
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Factors Total
N = 510

Ghanaians
N=290

Nigerians
N=220 χ2 test P-value

I would be okay to stand in a social distant or queue with a COVID-19

Agree 410(80.4%) 290(100%) 120(54.5%)

Neutral 40(7.8%) 0(0.00) 40(18.2%) 163.97 <0.001

Disagree 60(11.8%) 0(0.00) 60(27.3%)

I can be able to work with a COVID-19 Survivor in the same setting and facility

Agree 420(82.4%) 260(89.7%) 160(72.7%)

Neutral 30(5.9%) 20(6.9%) 10(4.5%) 45.05 <0.001

Disagree 60(11.8%) 10(3.4%) 50(22.7%)

Will you permit teachers who survived from COVID-19 to associate with of their children, relatives and younger people?.

Agree 370(72.5%) 250(86.2%) 120(54.4%)

Neutral 60(11.8%) 0(0.00) 60(27.3%) 97.91 <0.001

Disagree 80(15.7%) 40(13.8%) 40(18.7%)

It is well okay with me for a COVID-19 Survivor to marry from my family

Agree 430(84.3%) 260(89.7%) 170(77.3%)

Neutral 30(5.9%) 10(3.4%) 30(13.6%) 14.84 0.001

Disagree 50(9.8%) 20(6.9%) 20(9.1%)

Recovery from COVID-19 mean return to Normal life

Agree 450(88.2%) 280(96.6%) 170(77.3%)

Neutral 40(7.8%) 0(0.00) 0(0.00) 58.38 <0.001

Disagree 20(3.9%) 10(3.4%) 10(4.5%)

COVID-19 survivors should be allowed to vote

Agree 460(90.2%) 280(96.6%) 180(81.8%)

Neutral 40(7.8%) 10(3.4%) 30(13.6%) 33.59 <0.001*

Disagree 10(2.0%) 0(0.00) 10(4.5%)

COVID-19 survivors have the right to non-discrimination and equal treatment

Agree 500(98.0%) 290(100%) 210(95.5%)

Neutral 0(0.00) 0(0.00) 0(0.00) - <0.001*

Disagree 10(2.0%) 0(0.00) 10(4.5%)

Table 4. Participants’ willingness to associate with COVID-19 Survivors

Association between knowledge and sociodemographic characteristics of respondents 
There were statistically significant associations between level of knowledge about COVID-19 measured by age and reli-
gious affiliation in the Ghanaian study group compared with gender, religious affiliation and education in the Nigerian 
population (Table 5).  
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Factors Ghana N Adequate Inadequate P-value Nigerian N Adequate Inadequate P-value

Age

15-24 60(20.7) 40(17.4) 20(33.3) 40(18.2) 10(16.7) 30(18.8)

25-34 30(50.0) 170(73.9) 30(50.0) 0.002 180(81.8) 50(83.3) 130(81.3) 0.721

35-44 10(16.7) 20(8.7) 10(16.7) 0(0.0) 0(0.0) 0(0.0)

Gender

Male 160(55.2) 120(52.2) 40(66.7)
0.058

50(22.7) 30(50.0) 20(12.5)
<0.001

Female 130(44.8) 110(47.8) 20(33.3) 170(77.3) 30(50.0) 140(87.5)

Religious Affiliation

Yes 270(93.1) 210(91.3) 60(100.0)
0.018*

190(86.4) 60(100.0) 30(18.8)
<0.001

No 20(6.9) 20(8.7) 0(0.0) 30(13.6) 0(0.0) 130(81.3)

Education

Senior High 10(3.4) 10(4.3) 0(0.0)
0.129

20(9.1) 0(0.0) 20(12.5)
0.004

Tertiary 280(96.6) 220(95.7) 60(100.0) 200(90.9) 60(100.0) 140(87.5)

Table 5. Association between knowledge and sociodemographic characteristics of respondents 

 *Fisher’s exact test

Factors Ghana N High Low P-value Nigerian N High Low P-value

Age

15-24 60(20.7) 20(40.0) 40(16.7) 40(18.2) 30(21.4) 10(12.5)

25-34 200(69.0) 30(60.0) 170(70.8) <0.001 180(81.8) 110(78.6) 70(87.5) 0.099

35-44 30(10.3) 0(0.0) 30(12.5) 0(0.0) 0(0.0) 0(0.0)

Gender

Male 160(55.2) 20(40.0) 140(58.3)
0.018

50(22.7) 30(21.4) 20(25.0)
0.543

Female 130(44.8) 30(60.0) 100(41.7) 170(77.3) 110(78.6) 60(75.0)

Religious Affiliation

Yes 270(93.1) 40(80.0) 230(95.8)
<0.001*

190(86.4) 110(78.6) 80(100)
<0.001

No 20(6.9) 10(20.0) 10(4.2) 30(13.6) 30(21.4) 0(0.0)

Education

Senior High 10(3.4) 10(20.0) 0(0.0)
<0.001*

20(9.1) 10(7.1) 10(12.5)
0.184

Tertiary 280(96.6) 40(80.0) 240(100.0) 200(90.9) 130(92.9) 70(87.5)

Table 6. Association between stigmatizing attitude and sociodemographic characteristics of respondents 

 *Fisher’s exact test

Association between stigmatizing attitude and sociodemographic characteristics 
Similarly, the analysis of participants’ level of stigmatizing attitude and socio-demographic characteristics revealed 
that among the Ghanaian population age, religious affiliation and education were significantly associated while only 
religious affiliation was significantly associated with stigmatizing attitude in the Nigerian participants (Table 6). 

Predictors of adequate knowledge and high stigmatizing attitude in Ghana and Nigeria
The logistic regression analysis to determine the relationship between the independent predictors of adequate knowl-
edge about COVID-19 showed that, female participants were twice more likely to be knowledgeable on COVID-19 
against inadequate knowledge in their male counterparts (OR=1.83, 95% CI = 1.010-3.327). However, in Nigeria, female 
participants were 86% less likely to have adequate knowledge against inadequate knowledge as compared to males 
(OR=0. 14, 95% CI = 0.072-0.285). Also, Ghanaian participants aged 25-34 years were twice more likely to have high 
knowledge on COVID-19 relative those who were 15-24 years (OR=2.83, 95% CI =1.461-5.495). 
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The odds of high stigmatizing attitude among Ghanaian participants against low level of stigmatizing attitude was less 
among 25–34 years-old participants compared to those aged 15-24 years (OR = 0.35, 95% CI = 0.182-0.684). Females 
from Ghana were twice more likely to have a high stigmatizing attitude compared to males (OR = 2.1, 95% CI = 1.128–
3.909). Religious Ghanaians had less likelihood of exhibiting high stigmatizing attitude compared with the non-reli-
gious (OR = 0.17, 95% CI = 0.068-0.445). No statistically significant association was found between high stigmatizing 
attitude and age, gender, religious affiliation, and education among the Nigerian participants (Table 7). 

Factors Knowledge Stigmatizing Attitude

Age Ghana
OR (95% CI) P-value Nigeria

OR (95% CI) P-value Ghana
OR (95% CI) P-value Nigeria

OR (95% CI) P-value

15-24 1 1 1 1

25-34 2.83(1.461,5.495) 0.002 1.15(0.526,2.533) 0.721 0.35(0.182,0.684) 0.002 0.52(0.241,1.138) 0.102

35-44 1.00(0.395,2.534) 1.000 Nil Nil nil Nil nil nil

Gender

Male 1 1 1 1

Female 1.83(1.010,3.327) 0.046 0.14(0.072,0.285) <0.001 2.1(1.128,3.909) 0.019 1.22(0.640,2.335) 0.543

Religious Affiliation

Yes 1 1 1 1

No Nil nil Nil Nil 0.17(0.068,0.445) <0.001 nil nil

Education

Senior High 1 1 1 1

Tertiary Nil nil Nil Nil nil 1.86(0.214,1.356) 0.189

Table 7. Predictors of adequate knowledge and high stigmatizing attitude in Ghana and Nigeria 

Discussion
The negative effects of the psycho-social behavior the COVID 19 pandemic has brought to the world cannot be un-
dermined especially among survivors and their reintegrating into society. Our study analyzed the knowledge and the 
willingness to associate with COVID 19 survivors in Ghana and Nigeria utilizing sociodemographic variables such as 
age, gender, religious affiliation and educational status between the two countries. 

This study involved a youthful population as evidenced by the mean age of all participants. There was statistically 
significant difference in the age, gender, religious affiliation and educational status between the two countries. The 
overall knowledge of the studied participants regarding COVID-19 was fairly adequate (56.9%). Ghanaian respondents 
had significantly adequate knowledge (79.3%) compared to the Nigerian participants (27.3%). This finding in the Gha-
naian populace is consistent with a knowledge-based study on COVID-19 outbreak by Serwaa et al.,  among the Gha-
naian who reported higher overall knowledge on the pandemic. [8] However, the findings among the Nigerian partici-
pants was contrary to a current finding by Adesegun et al., in their knowledge, attitude and perception-based study on 
COVID-19 among Nigerians that reported significant proportion of the respondents (78.7%) had adequate knowledge. 
[7] The Ghanaian population is almost 32 million, smaller in size than the Nigeria which is over 200 million, hence dis-
semination of information in a smaller populous country will go wider than a bigger population hence the significant 
gap in the knowledge seen in this study. [12,13]

Almost all of the respondents from Ghana gave correct answers to the main symptoms of COVID-19 and less common 
symptoms of the pandemic compared to the Nigerian respondents. The current study was inconsistent with the study 
done by Adesegun et al., who reported most of the Nigerian respondents being knowledgeable about the signs and 
symptoms of the virus. [7] There exist a vast array of unverified, malicious and fabricated information concerning the 
symptoms associated with COVID-19 on social media hence that might have possibly had a direct correlation to the 
answers provided on the survey among the Nigerian participants in the study. Almost all of the Ghanaian respondents 
agreed that supportive care is the only treatment for the disease unlike the Nigerian participants. Serwaa et al., study 
from Ghana reported many of the study participants gave accurate knowledge that COVID-19 has no first line cure but 
attributed intervention to vaccine’s availability. [8] However, Adesegun et al., reported greater number of Nigerian re-
spondents were aware that there is no cure for the disease which again was inconsistent with the current study. [7] The 

http://doi.org/10.18297/rgh/vol4/iss1/1


RGH | https://doi.org/10.18297/rgh/vol4/iss1/1 8

RGH Knowledge and Stigmatizing Attitude Towards COVID-19 Survivors

plausible explanation for this inconsistency is that, Nigeria is vast and diverse, mainly over 200 million populations, 
over 250 ethnic groups with over 500 languages as compared to Ghana with almost 32 million populations, 70 ethnic 
groups and about 50 languages and therefore the characteristics of the study participants in their research are entirely 
different from those of this current study. [12,13]

The knowledge of respondents regarding the mode of transmission of the pandemic was significantly adequate. This 
was again consistent with study by Serwaa et al., who reported Ghanaian respondents had good knowledge regarding 
the high infectivity of the COVID-19 virus through invisible respiratory droplets and Adesegun et al., in Nigeria where 
respondents gave in-depth knowledge on the symptoms including mode of transmission. [7,8] The level of education 
had significant influence on the adequacy of the knowledge on the pandemic among the Ghanaian participants, while 
the level of education did not significantly influence the knowledge of the disease among the Nigerians respondents. 
This was consistent with a knowledge-based study by Serwaa et al that also revealed a strong associated between 
knowledge of COVID-19 and level of participant’s education, but was again inconsistent with Adesegun et al., studies. 
[7] This could be due to social media providing awareness of symptoms of COVID-19 and prevention methods. 

According to this study, all respondents from Ghana believed that it was acceptable to stand together in a queue while 
maintaining a social distance with a COVID-19 survivor compared to less than  half of the respondents from Nigeria. 
The response from the Nigerian’s participants in this study showed a comparatively low willingness to associate with 
survivors. A study done by Agusi et al., in Nigeria contradicted the current findings of participant’s low willingness to 
associate with survivors. [14] The study reported incompliance with directives to observe religious and social gathering 
and social distancing by many failing to adhere to directives, either due to ignorance or complete defiance. 

More than half of participants in both countries were comfortable and agreed to have COVID-19 survivors marry from 
their families. Recovery from COVID-19 meant returning to normal life to almost all the participants and this speaks 
very well of survivors’ integration into the society for continuous normal living. All Ghanaian respondents and major-
ity of Nigerian participants agreed to the fact that COVID-19 survivors have the right to non-discrimination and equal 
treatment and hence should be given fair treatment in every endeavors of their lives.

Significant number of participants from both countries expressed it was acceptable to work in the same place with 
COVID-19 survivors. Agusi et al., reported in their study that the cause of adherence to directives concerning social dis-
tancing and gatherings was as a result of the fact that most Nigerian citizens compared to Ghanaians work daily, hence 
their higher acceptance to working in the same environment with survivors. [14] The majority of Ghanaians also work 
daily which could have contributed to high acceptance to working in the same place with COVID-19 survivors. More 
Ghanaian participants compared to Nigerians respondents agreed to permit teachers who survived from COVID-19 
to associate with their children, relatives and younger people. This observation is possible because some Ghanaians 
question the existence of the pandemic and therefore the disease largely goes ignored. This observation could have 
contributed to the statistically significant gap in the proportion of participants with high stigmatizing attitude in Nige-
ria compared to Ghana. If there is doubt of something’s existence, there will surely be no behavior for its related neg-
ative influence hence high stigmatizing attitude in Nigeria compared to the Ghanaian participants. Numerous studies 
conducted over time have contributed to in-depth knowledge and how to adapt with the current pandemic, therefore 
educating Ghanaian participants to be comfortable associating with survivors. 

Female participants in both countries were more likely to be more knowledgeable about COVID-19 compared to inad-
equate knowledge in their male counterparts. Women are generally curious and passionate to know and to be known 
[15], [16], and their curiosity might have translated into knowing the pandemic compared to men who are generally 
reluctant and wait for things to be in natural happenings as observed.  Also, Ghanaian participants aged 25 – 34 years 
were more likely to have high knowledge on COVID-19 compared to those who are 14-24 years. Adolescents have ac-
cess to social media and other platforms, hence the plausible explanation to this current observation. 

The odds of high stigmatizing attitude among Ghanaian participants against low level of stigmatizing attitude was less 
among 25–34 year-old participants compared to those aged 15-24 years. This is probably because individuals within 
this age category 25-34 maybe considered to be bit matured and can handle matters of relevant importance than 15-
24 to portray stigma[17]. Female Ghanaians were twice more likely to have a high stigmatizing attitude compared to 
Ghanaian males. The COVID-19 is a novel pandemic which continues to infect and kill people all over the world, thus 
making people more fearful and socially conservative [18]. Abdelrahman [19] reported that, women are more likely to 
avoid crowds and physical contact with others to avoid the respiratory pandemic disease, since they are mostly natu-
rally fearful, making them tend to be probably overly cautious about their association with the survivors and  results 
in stigmatization. Ghanaians participants who are religious had less likelihood of exhibiting high stigmatizing attitude 
compared with the non-religious. This is because religion teaches moral standards and acceptance into the society. 
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Religion frowns on stigmatization hence it’s positive effect on less likelihood of exhibiting high stigmatizing attitude.

Limitations
The overall response to the knowledge and willingness of the studied participants to associate with COVID-19 survi-
vors were fairly adequate and welcoming for their integration into normal living. Ghanaian respondents had signifi-
cantly adequate knowledge and were highly willing to welcome or associate with COVID-19 survivors comparatively to 
the Nigerian participants who exhibited high stigmatizing attitude in their response.

Conclusion
The overall knowledge and willingness to associate with COVID-19 survivors among these study participants were 
fairly adequate and welcoming for the integration of COVID-19 survivors into normal living. Ghanaian respondents 
had significantly adequate knowledge and were highly willing to welcome or associate with COVID-19 survivors com-
paratively to the Nigerian participants who exhibited high stigmatizing attitude in their response. The stigma associat-
ed with the coronavirus can hinder people from seeking health care immediately, restrain them from adopting healthy 
behaviors, may deter at-risk individuals from properly seeking medical support in a timely manner and this could raise 
the community transmission risk, and delay treatment for patients in severe physical conditions. The government of 
Ghana and Nigeria, the ministry of health and information, the media, key influencers and communities should embark 
on measures aimed at preventing further stigma surrounding infected and recovered persons including their families if 
indeed we hope to overcome the disease and its impact on the socioeconomic life of Ghanaians and Nigerians.   
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SECTION ONE
Demographic Information

1. How old are you?
   
2. Gender

a. Male
b. Female

3. Country of Origin
a. Ghana
b. Nigeria

4. Do you have any Religious Affiliation?
a. Yes
b. No

5. Educational Status
a. No education
b. Primary Education
c. Secondary Education
d. Tertiary Education

SECTION 2
Knowledge of COVID-19
Kindly SELECT ONE BEST RESPONSE TO EACH OF THESE QUESTION

1. The Main Clinical Symptoms of COVID-19 are fever, fatigue, dry cough, tiredness and myalgia (muscle pain)?
a. True
b. False
c. I don’t Know

2. Common Cold, stuffy nose, runny nose, sneezing is less common with persons infected with COVID-19
a. True
b. False
c. I don’t Know

3. There is no cure for COVID-19 except for Supportive Treatment.
a. True
b. False
c. I don’t Know

4. Not all persons with COVID-19 will develop symptoms
a. True
b. False
c. I don’t Know

5. COVID-19 Spread through respiratory droplets
a. True
b. False
c. I don’t Know

6. Persons with COVID-19 cannot infect others when fever or fluid-like symptoms are not present
a. True
b. False
c. I don’t Know

Appendix:  Questionnaires
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SECTION 3
Attitude Towards and Willingness to Associate with COVID-19 Survivors (Adapted from Perceived Stigma 
Scale).

1. I would be happy and okay to stand in a social distant or queue with a COVID-19 Survivor?
a. Disagree
b. Agree
c. Neutral (I don’t Know)

2. I can be able to work with a COVID-19 Survivor in the same settings and facility?
a. Disagree
b. Agree
c. Neutral (I don’t Know)

3. Will you permit teachers who survived from COVID-19 to associate with of their children, relatives and younger 
people?

a. Disagree
b. Agree
c. Neutral (I don’t Know)

4. It is well okay with me for a COVID-19 Survivor to marry from my family?
a. Disagree
b. Agree
c. Neutral (I don’t Know)

5. Recovering from COVID-19 Means returning to Normal life?
a. Disagree
b. Agree
c. Neutral (I don’t Know)

6. COVID-19 Survivors be allowed to Vote?
a. Disagree
b. Agree
c. Neutral (I don’t Know)

7. COVID-19 Survivors have the right to non-discrimination and equal treatment?
a. Disagree
b. Agree
c. Neutral (I don’t Know)
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