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Abstract

Background HIV-related stigma among healthcare providers hinders service delivery
and patient engagement, especially in low- and middle-income countries. The Intervensi
Penghapusan Stigma dan Diskriminasi (IPSD) intervention employs a Community-Based
Participatory Approach (CBPA) to reduce stigma among healthcare workers (HCWSs) in
Indonesia by involving people with HIV (PWH) and key populations (KP) as co-developers
and co-implementers.

Methods This cross-sectional study evaluated the implementation outcomes of adoption
and fidelity, as defined by Proctor et al., using a validated 5-point Likert scale survey
developed based on the Consolidated Framework for Implementation Research (CFIR)
and Proctor et al. framework. A total of 120 physicians, nurses, midwives, and laboratory
technicians from 31 primary health centres (PHCs) in Greater Jakarta participated in the
survey. PHCs were categorised as either high- or average-performing based on
triangulated data from PWH networks and evaluations by the Ministry of Health.
Descriptive statistics and bivariate analyses, including chi-square and t-tests, were
conducted at a significance level of p < 0.05.

Results Significant association was found between occupational role and PHC
performance (p=0.012). High-performing PHCs reported stronger technical expertise
(p=0.033) and better HIV/STI epidemiological knowledge (p=0.033). Organisational
incentives influenced fidelity (p=0.032), with higher-performing PHCs reporting greater
institutional support.

Conclusion: Findings underscore the need to reduce stigma through equitable services

and supportive organisational climates. Agreement across PHCs showed shared
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recognition of involving PWH and KP as co-implementers and facilitated intervention
adoption, aligning with evidence for contact-based stigma reduction. Differences between
PHCs were shaped by capacity and knowledge, with higher-performing facilities showing
stronger intervention fidelity. Organisational incentives facilitated sustained fidelity, while
national mandates ensured adoption. By examining CFIR constructs and Proctor
outcomes, this study informs scalable stigma reduction in primary healthcare. Limitations
include small sample size, limited scope, self-reported data, and cross-sectional design,

precluding multivariable modelling, making findings exploratory.

Keywords: HIV Stigma, Community-Based Participatory Approach (CBPA),

Implementation Science, Indonesia, Healthcare Providers, HIV, Key Populations (KP)
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Introduction

In Indonesia, an estimated 570,000 people with HIV (PWH) in 2022, with a prevalence of
approximately 0.4%(1). The most recent cascade data show that 60% of PWH know their
status, 41% are receiving antiretroviral therapy (ART), and only 38% have achieved viral
suppression, reflecting variations in data sources and measurement definitions(1).
Although new HIV infections declined between 2021 and 2024, AIDS-related mortality
increased, largely due to gaps in treatment coverage and in viral load monitoring. In
response, the national HIV program prioritised the decentralisation of services from
tertiary hospitals to primary health centres (PHCs) to improve testing, treatment initiation,

and retention in community settings(2).

Health-related stigma by clinicians refers to their labelling, stereotyping, separating,
status loss, and discrimination operating within power imbalances, which restrict access
to prevention and care, increasing mortality and morbidity(3, 4). Even when a condition
has limited clinical severity or is well controlled, stigma can still cause substantial harm,
including psychological distress, social isolation, delayed care seeking, reduced
treatment adherence, and diminished participation in education and work, which together

lower the overall quality of life(5, 6).

A 2023 assessment of stigma among PWH in Indonesia found that 13.4% of PWH
reported experiencing stigma and discrimination in the past year, with stigma from
healthcare workers being common in HIV-specific (19.5%) and general healthcare

services (15.9%)(7). Key populations (KP), including people who use drugs (16.8%),
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81 transgender individuals (16.7%), and female sex workers (12.6%), reported avoiding
82 healthcare facilities due to fear of discrimination(7). Additionally, 58.9% of KP
83 respondents delayed ART initiation due to concerns about their HIV status(7).
84
85 In 2018, Indonesia's Ministry of Health introduced the evidence-based IPSD intervention
86 to promote stigma-free HIV services, utilizing the FHI360 USAID-funded "Linkages
87 Health4All: Training Health Workers for the Provision of Quality, Stigma-Free HIV
88 Services for Key Populations" program(8). Since 2016, Linkages has conducted
89  Health4All training for over 800 participants across 14 countries, continuously refining the
90 curriculum based on field insights(9). Pre- and post-assessments consistently
91 demonstrated enhanced knowledge and more positive attitudes toward key populations.
92 Participants reported a better understanding of key populations, their vulnerabilities, and
93 the challenges faced by both communities and providers(9). Governments in Cambodia,
94 Indonesia, Kenya, and Suriname have since adapted and endorsed Health4All as a
95 national training curriculum(9). This guide was tailored to the Indonesian context, locally
96 named "Intervensi Penghapusan Stigma dan Diskriminas"” (IPSD), and delivered through
97 in-person training at 42 primary health centres (PHCs) and online training at 56 referral
98 hospitals in Greater Jakarta, reaching 1,105 PHC staff and 2,057 hospital staff.
99
100 The IPSD intervention employed a Community-Based Participatory Approach (CBPA),
101  engaging PWH and KP experts in adapting training modules and delivering training to
102 HCWs. CBPA, recognised as the “gold standard” in health promotion and disease

103 prevention among socio-economically deprived populations for improving health
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104  behaviours, service access, and literacy(10), has also been shown to be cost-effective in
105 multi-stakeholder stigma reduction interventions involving PWH and key populations
106 across seven South Asian countries(11), integrating community systems across all levels
107  of healthcare from policy to service delivery(12, 13).

108

109 The role of the CBPA strategy in supporting IPSD has yet to be evaluated, offering an
110  opportunity to assess its impact on implementation and potential for expansion. This study
111 explored the factors contributing to the success of CBPA in facilitating the adoption and
112 implementation fidelity of the IPSD intervention. It examines organisational
113  characteristics, external influences such as policies and incentives, and key process
114  indicators. Guided by Proctor et al.’s Implementation Outcomes Framework(14) and CFIR
115 constructs(15), this study identifies barriers and facilitators critical to effective
116  implementation.

117

118 Materials and Methods

119  Study Setting

120  This cross-sectional study used a 43-item validated survey based on CFIR domains and
121 Proctor's Adoption and Fidelity outcomes, administered to physicians, nurses, midwives,
122  and laboratory technicians across 42 PHCs in Greater Jakarta who had completed IPSD
123 training. The instrument, developed in Phase 2 of a doctoral study on IPSD
124  implementation in Indonesia(16), underwent face, content, and cross-cultural validation
125 through expert review and stakeholder feedback. Reliability analysis showed internal

126  consistency (Cronbach's alpha: a=0.637-0.945, ITC: 0.237-0.945, ICC: 0.440-0.967).
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127
128 Sample Size Calculation and Sampling Strategy

129 Using OpenEpi, a proportionate sample size of n=286 was calculated from the 1,105
130 trained personnel, assuming 50% adoption with fidelity and a 95% confidence level.
131  Stratified random sampling was applied to ensure subgroup representation by age,
132  gender, occupational role, and workplace, with random selection within each stratum.

133
134  Selection of High and Average-Performing PHCs

135 As the IPSD intervention had not been previously evaluated, a new process was

136 developed to classify PHCs based on their performance. High-performing (HP) and
137 average-performing (AP) PHCs were identified through triangulated data from three
138 sources: 1) the 2022 Jaringan Indonesia Positif (JIP) Survey assessing PWH and KP
139 experiences; 2) the 2020 Indonesian AIDS Coalition (IAC) Survey on service

140 accessibility; and 3) Ministry of Health (MoH) evaluations. HP- and AP- PHCs were

141 classified using triangulated data from PWH and KP experience surveys(17, 18) and the
142  MoH performance assessment(16). Facilities scoring 23 on the JIP 5-point scale or
143 rated as “community-friendly” by the IAC and selected by the MoH were categorised as
144 HP-PHCs, ensuring a balanced representation of both community and institutional

145 perspectives (see Appendix 1).

146
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147 Measures and Analysis

148 The survey used a 5-point Likert scale (ranging from strongly agree to strongly disagree)
149 was completed by physicians, nurses, midwives, and laboratory technicians from 31
150 PHCs in Greater Jakarta providing HIV services (see Appendix 2). The survey items
151  covered three CFIR domains: Inner Setting, Outer Setting, and Process. It encompassed
152 five constructs (Implementation Climate, Patient Needs and Resources, External Policy
153 and Incentives, Engaging, Executing) and five sub-constructs (Tension for Change,
154  Compatibility, Organisational Incentives and Rewards, External Change Agents). Of the
155 total items, 22 were designed to measure adoption, while 21 were intended to assess

156 fidelity (Figure 1).

157

158 [Figure 1]

159

160  Fig 1 Selected CFIR Domains, Constructs and Sub-Constructs(19)
161

162 Data were collected via the KoboCollect online survey platform from July 3 to August 1,
163 2024, with approval from the MoH Indonesia and disseminated by the Heads of PHCs.
164 Respondents received an equivalent of US$4 internet package as a token of appreciation
165 for their participation. Data analysis involved frequency distributions, means, standard
166 deviations, and bivariate analyses, with significance assessed using Chi-square and
167 independent sample t-tests. All statistical tests were conducted using SPSS Version 29,
168  with significance set at p < 0.05.

169
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170  Ethics Approval

171  This study was reviewed and approved by the Ethics Committee of the Institute of
172 Research and Community Service, Atma Jaya Catholic University, Indonesia. All
173  participants were informed of the purpose, procedures, and voluntary nature of the study.
174  Written informed consent was obtained from all the participants. Confidentiality and
175 anonymity were ensured throughout the research process, in accordance with the ethical
176  guidelines for human subjects’ research.

177
178 Results

179 Respondents Characteristics

180 Although the study sought to recruit 286 HCWs from 42 PHCs, only 242 (80.4%)
181 participants from 31 PHCs responded, with only 120 meeting the inclusion criteria and
182 completing the survey. Although repeated recruitment efforts were undertaken, the target
183 sample size was not achieved. Eligible participants included physicians, nurses,
184 midwives, and laboratory personnel who had received IPSD training.

185

186 Most respondents were female (n=91, 75.8%), with representation across occupational
187 roles: nurses (n=47, 39.2%), doctors (n=34, 28.3%), laboratory technicians (n=23,
188 19.2%), and midwives (n=16, 13.3%). Participants were from districts in East (n=41,
189  34.2%), South (n=44, 36.7%), North (n= 7, 5.8%), West (n=16, 13.3%), and Central
190 Jakarta (n=12, 10.0%), with 46.7% (n=56) from HP-PHCs and 53.3% (n=64) from AP-
191 PHCs. Facility performance was evaluated based on patient satisfaction, service quality,

192 and institutional assessment by the MoH(16).
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193  The participants’ occupational roles were significantly correlated with the performance of
194 PHCs (p=0.012). Specifically, a higher proportion of nurses and doctors were observed
195 in high-performing PHCs, whereas midwives and laboratory technicians were more
196 prevalent in average-performing PHCs. Although geographic variations were observed,
197 the differences across districts were not statistically significant (Table 1).

198

199 Table 1: Association between Respondents’ Characteristics and Performance of PHCs (N=120)

Items Variable Performance p-value
High n (%) Average n (%)

Age category 25-35 39 (52) 36 (48) 0.066
36-45 13 (40.6) 19 (59.4)
46-55 2(18.2) 9 (81.8)
56-65 2 (100) 0 (0.00)

Gender Female 38 (41.8) 53 (58.2) 0.120
Male 17 (60.7) 11 (39.3)
Transgender 1 (100) 0 (0)

Job Title Nurse 28 (59.6) 19 (40.4) 0.012
Doctor 18 (52.9) 16 (47.1)
Midwife 5(31.3) 11 (68.8)
Laboratory Technician 5(21.7) 18 (78.3)

District North Jakarta 5(71.4) 2 (28.6) 0.123
East Jakarta 23 (56.1) 18 (43.9)
South Jakarta 16 (36.4) 28 (63.6)
West Jakarta 5(31.3) 11 (68.8)
Central Jakarta 7 (58.3) 5(41.7)

200
201

202 Adoption Outcomes
203 Frequency Distribution Reported Against CFIR Constructs and Sub-Constructs.

204  Overall, the frequency distribution revealed strong support for the IPSD intervention
205 across all CFIR domains, underscoring its perceived relevance, compatibility, and value

206 in reducing stigma within primary healthcare settings (see Appendix 3).

10


https://doi.org/10.64898/2025.12.23.25342924
http://creativecommons.org/licenses/by/4.0/

medRXxiv preprint doi: https://doi.org/10.64898/2025.12.23.25342924; this version posted December 27, 2025. The copyright holder for this
preprint (which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.

It is made available under a CC-BY 4.0 International license .

207 Tension for Change: Most respondents viewed IPSD as necessary to strengthen
208 linkages between PHCs and PWH support groups (n=115, 95.8%) and to address existing
209 knowledge gaps in HIV, STIs, and KP needs (n=111, 92.5%), which were seen as
210 underlying drivers of discriminatory behaviours (n=110, 91.7%). These findings suggest
211 acollective awareness among HCWs of the need for IPSD training to enhance the quality
212  of care and foster more equitable provider—patient relationships.

213

214  Compatibility: Most respondents perceived IPSD as being well aligned with PHC culture
215 (n=106, 88.3%) and workflows (n=100, 83.3%), with minimal conflict with personal values
216  (n=48, 27.0%). Its distinctiveness from previous training (n=111, 92.5%) and relevance
217  to daily practice (n=105, 87.5%) suggest that IPSD is both acceptable and adaptable to
218 existing service delivery structures.

219

220 Organisational Incentives and Rewards: Incentivised support for participation
221  appeared uneven, with just over half (n=71, 59.2%) reporting incentives. This variation
222  suggests potential organisational barriers that could influence consistent implementation
223 and long-term sustainability.

224

225 Patient Needs and Resources: Stigma reduction emerged as a central institutional
226  priority (n=108, 90%), with IPSD viewed as effective for improving patient care (n=117,
227  97.5%), reducing stigma (n=113, 94.2%), and supporting treatment uptake and retention
228 (n=110, 91.7%). These results reflect the IPSD’s perceived success in addressing critical

229 service delivery gaps for PWH and KPs.

11
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230 External Policy and Incentives: Government mandates were identified as a key driver
231 of IPSD adoption (n=104, 86.7%), demonstrating strong alignment between national
232  policy frameworks and local implementation.

233

234 External Change Agents: External Change Agents are individuals or entities outside an
235 organisation that influence innovation adoption(19). In this study, these agents included
236 PWH and KP community experts who co-developed and co-implemented IPSD. PWH
237 and KP representatives' involvement was highly valued in development (n=108, 90%) and
238 implementation (n=104, 86.7%), serving as facilitators who enhanced understanding
239 (n=103, 85.9%) and reinforced skills (n=111, 92.5%). This community involvement
240 demonstrates CBPA's effectiveness in fostering partnership between healthcare workers
241  and affected communities.

242

243  Association between Survey Iltems Measuring Adoption and PHCs Performance
244  No significant associations were found between PHC performance and CFIR constructs
245  for adoption, suggesting comparable perceptions across facility types. Respondents from
246 HP- and AP-PHCs recognised the intervention's importance in strengthening PHC and
247  community network linkages, aligning with organisational culture, and improving service
248 quality. While incentive perceptions varied, most viewed stigma reduction and patient-
249 centred care as priorities. Government mandates and PWH/KP trainer involvement were
250 considered critical adoption facilitators. These findings indicate strong institutional
251 readiness to adopt IPSD across PHCs, regardless of their performance (Table 2).

252

12
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253 Table 2: Association between Survey Items and PHCs Performance

Item Statement High Average Total p-value
Performance Performance
N (%) N (%)
1 The IPSD intervention is a critical Agree 54 (96.4) 61 (95.3) 115 0.760
HIV intervention that helps to
strengthen linkages between our Disagree 2(3.6) 3(4.7) 5

PUSKESMAS and PHIV
community support groups.
2 Lack of knowledge and Agree 51 (91.1) 60 (93.8) 111 0.578
understanding of HIV/AIDS and
Sexually Transmitted Infections

affects the quality of services for Disagree 5(8.9) 4(6.3) 9
KP.
3 Lack of knowledge and Agree 50 (89.3) 60 (93.8) 110  0.377
understanding of the needs of KP,
substance abuse, gender and Disagree 6 (10.7) 4 (6.3) 10

sexuality is one of the factors that
contribute to discriminatory
behaviours toward KP and PHIV.
4 Patient ART adherence and Agree 43 (76.8) 49 (76.6) 92 0.977
retention in care are affected by
the quality of healthcare services

provided. Disagree 13 (23.2) 15 (23.4) 28

5 Our health facility participated in Agree 48 (85.7) 57 (89.1) 105 0.580
the IPSD training because we it
was necessary to respond to ;
unfavourable feedback from KP Disagree 8(14.3) 7(10.9) 15
patients.

6 The IPSD training is compatible Agree 49 (87.5) 57 (89.1) 106  0.790
with my organisational culture and
practices. Disagree 7 (12.5) 7(109) 14

7 The IPSD intervention does not Agree 46 (82.1) 54 (84.4) 100 0.743
disrupt current clinical workflow
and standard operating Disagree 10 (17.9) 10 (15.6) 20
procedures.

8 The IPSD intervention conflicts Agree 21 (37.5) 27 (42.2) 48 0.601
with my personal beliefs and
values towards men who have sex Disagree 35 (62.5) 37 (57.8) 72
with men, drug users, sex workers,
transgenders and people living
with HIV.

9 The knowledge and skills | have Agree 51 (91.1) 60 (93.8) 111 0.578
gained from IPSD training are
different from other training | have  Disagree 5(8.9) 4 (6.3) 9
undertaken.

10 The IPSD intervention is Agree 47 (83.9) 58 (90.6) 105 0.268
compatible and suitable for all
aspects of my work and daily Disagree 9 (16.1) 6 (9.4) 15
tasks.

13
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ltem Statement High Average Total p-value
Performance  Performance
n (%) n (%)

17 *All healthcare workers who Agree 35 (62.5) 36 (56.3) 71 0.487
participated in IPSD training are
given incentives (e.g. money, Disagree 21 (37.5) 28 (43.8) 49
rewards, recognition) to participate
in the training.

20 Reducing stigma and Agree 49 (87.5) 59 (92.2) 108 0.393
discrimination toward PHIV and KP
is a top priority for the health Disagree 7 (12.5) 5(7.8) 12
facility.

21 IPSD meets the healthcare Agree 56 (100) 61 (95.3) 117 0.101
workers’ expectations for improved
quality of services for HIV patients. Disagree 0(0.0) 34.7) 3

22 The IPSD training module Agree 51 (91.1) 62 (96.9) 113 0.176
addresses all types of stigmas and
discrimination experienced by KP.  Disagree 5(8.9) 2(3.1) 7

23 | believe that IPSD intervention Agree 54 (96.4) 56 (87.5) 110 0.077
has indirectly contributed to
improved HIV treatment uptake Disagree 2 (3.6) 8 (12.5) 10
and retention.

24 The health facility was compelled Agree 49 (87.5) 55 (85.9) 104 0.802
to implement IPSD because it was
mandated by the government. Disagree 7 (12.5) 9(14.1) 16

25 KP involvement is integral to the Agree 52 (92.9) 56 (84.5) 108 0.329
process of IPSD module
development. Disagree 4 (7.1) 8 (12.5) 12

26 KP representatives were involved Agree 49 (87.5) 55 (85.9) 104 0.802
in the stigma reduction training |
attended. Disagree 7 (12.5) 9(14.1) 16

27 | have a better understanding of Agree 49 (87.5) 54 (84.4) 103 0.624
stigma and discrimination because
it was well explained by KP Disagree 7 (12.5) 10 (15.6) 17
community trainers and facilitators.

28 KP trainers and facilitators Agree 51 (91.1) 60 (93.8) 111 0.578
contributed to the reinforcement of
knowledge, skills and Disagree 5(4.2) 4 (3.3) 9
understanding of stigma and
discrimination.

29 KP community representatives are  Agree 53 (94.6) 58 (90.6) 111 0.404
key partners in the implementation
of IPSD intervention Disagree 3 (33.3) 6 (52.3) 9

30 | can provide appropriate health Agree 54 (96.4) 60 (93.8) 114  0.502
services for KP and PHIV.

Disagree 2 (3.6) 4 (6.3) 6

14
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255

256 Association of CFIR Constructs and Sub-constructs on Adoption

257 A comparison of the mean construct scores between HP- and AP-PHCs showed positive
258 perceptions of the IPSD intervention across facilities, with no significant differences (p <
259 0.05; Table 3).

260

261 Table 3: Association between CFIR Domains, Constructs and Sub-Construct with PHC
262  Performance (Adoption Outcome)

Mean Score (SD)

High Average
Overall
Domain Construct Performance  Performance t p-value
M(SD) M(SD) M(SD)
Inner Setting Tension for Change 4.14 (0.50) 4.20(0.48) 4.09(0.52) 1.157 0.25
(number of (number of items = 5)
items =11) Compatibility 3.88 (0.53) 3.90(0.50) 3.86(0.56) 0.412 0.681
(number of items = 5)
Organisational 4.14 (0.50) 3.80(0.90) 3.47(0.98) 1.942 0.055
Incentives and
Rewards
(number of items = 1)
Outer Patient Needs and 416 (0.47) 4.20(0.50) 4.12(0.44) 0.905 0.368
Setting Resources
(number of (number of items = 4)
items = 5) External Policy & 4.02 (0.67) 4.05(0.72) 3.98(0.63) 0.56 0.577
Incentives
(number of items = 1)
Process External Change 412 (0.46) 4.18(0.47) 4.07 (0.44) 1.27 0.207
(number of Agents
items = 6) (number of items = 6)

263

264  Within the Inner Setting domain, HP-PHCs showed higher ratings for Tension for Change
265 (M=4.20, SD=0.48) than AP-PHCs (M=4.09, SD=0.52; p=0.250). Compatibility was
266 similar across groups. Organisational Incentives and Rewards showed the largest
267 difference, with HP-PHCs (M=3.80, SD=0.90) compared to AP-PHCs (M=3.47, SD=0.98;
268 p=0.055).

269
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270 In the Outer Setting domain, both groups acknowledged Patient Needs and Resources,
271 with HP-PHCs scoring higher (M=4.20, SD=0.50) than AP-PHCs (M=4.12, SD=0.44,
272  p=0.368). External Policy and Incentives were consistently high across groups (p=0.577),
273 reflecting a shared recognition of policy-level support.

274

275 Under the Process domain, HP-PHCs reported higher scores for External Change Agents
276 (M=4.18, SD=0.47) than AP-PHCs (M=4.07, SD=0.44; p=0.207), suggesting stronger
277 engagement with PWH and KP trainers. While no construct reached statistical
278 significance, the findings suggest that perceptions related to organisational incentives,
279 perceived need for change, and engagement with community actors may be important
280 factors contributing to the adoption of IPSD.

281

282  Fidelity Outcomes

283 Frequency Distribution Reported Against CFIR Constructs and Sub-Constructs

284  Overall fidelity to IPSD implementation was high, reflecting strong technical competence,
285 supportive learning environments, and consistent post-training application (see Appendix
286 4).

287

288 Learning Climate: Most respondents (n=100, 83.2%) indicated adequate technical
289 expertise within their PHCs to support IPSD implementation, and 73.4% (n=88) reported
290 regularly engaging with clinical staff to improve practices. A supportive environment for
291 discussing implementation challenges was evident (n=104, 86.6%), and ongoing
292  collaboration with KPs (n=111, 92.5%) was reported.

293
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294  Organisational Incentives and Rewards: Most (n=99, 82.5%) participants felt their
295 efforts in stigma reduction were valued. Incentives were viewed as important for both
296 initial adoption (n=73, 60.8%) and long-term adherence (n=76, 63.4%), underscoring the
297  role of organisational support in sustaining fidelity.

298

299 Executing: Respondents demonstrated strong knowledge of Indonesia’s HIV/STI
300 epidemiology (n=100, 83.3%) and national policies (n=104, 86.7%), with most (n=99,
301  82.5%) understanding the continuum of HIV care. Nearly all (n=112, 93.3%) credited KP-
302 led training with improving their awareness of sexual orientation, gender identity, and
303 expression (SOGIE). Awareness of stigma manifestations was also high (n=106, 88.4%),
304  with most respondents recognising its harm to PWH and KP (n=112, 93.3%) and linking
305 it to personal values and behaviours (n=98, 81.6%). Post-training, 84.2% (n=101)
306 developed action plans, 75% (n=90) established monitoring systems, and 81.6% (n=98)
307 pursued ongoing improvements in stigma reduction, indicating the active application of
308 IPSD learnings.

309

310 Association between Survey Item Measuring Fidelity with PHCs Performance

311  Perceptions of intervention fidelity were generally consistent across facility types;
312  however, significant differences were identified in two key indicators: respondents from
313 HP-PHCs were more likely to report having adequate technical expertise to implement
314 IPSD (n=51, 91.1%) compared with those from average-performing PHCs (n=49, 76.6%;
315  p=0.033). Similarly, HP-PHC staff demonstrated stronger knowledge of HIV/AIDS and

316  STI epidemiology (91.1% vs. 76.6%; p=0.033). Although the overall differences between
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317  the two groups were modest, the higher technical capacity and policy literacy in HP-PHCs
318 likely contributed to more consistent and sustained fidelity in IPSD implementation (Table
319 4).

320

321  Table 4: Association between Survey Items Measuring Fidelity with PHCs Performance

Agreed to the Statement, n (%)

ltem Statement High Average
Performance Performance p-value
(N=56) (N=64)
11 We have enough technical expertise in our health facility 51 (91.1) 49 (76.6) 0.033
to implement IPSD intervention.
12 There is regular engagement with clinical staff to discuss 38 (67.9) 50 (78.1) 0.204

challenges and consider ways to improve the
implementation of IPSD in our health facility.
13 The organisation provides a safe space (or a platform that 48 (85.7) 56 (87.5) 0.774
protects our confidentiality) for us to address difficult
issues and problems encountered in the implementation
of IPSD.
14 The health facility is regularly engaged with KP 50 (89.3) 61 (95.3) 0.211
representatives for consultation and support for the
implementation of IPSD

15 All newly recruited healthcare workers are encouraged 52 (92.9) 53 (82.8) 0.097
and supported to undertake IPSD training.

16 | am valued and receive recognition for my continued 49 (87.5) 50 (78.1) 0.178
efforts in reducing HIV stigma and discrimination in the
workplace.

18 Incentives (in any form) are necessary to motivate 37 (66.1) 36 (56.3) 0.272
healthcare workers to adopt the IPSD intervention.

19 Incentives (in any form) are necessary to motivate 38 (67.9) 38 (59.1) 0.336
healthcare workers to adhere to IPSD intervention.

31 I can explain the epidemic of HIV/AIDS and STis in 51 (91.1) 49 (76.6) 0.033
Indonesia.

32 I am aware of government policies relating to HIV/AIDS 51 (91.1) 53 (82.8) 0.184
and STI control programmes in Indonesia.

33 I am aware of the laws and regulations related to the 49 (87.5) 51 (79.7) 0.252
HIV/AIDS control program in Indonesia.

34 | can explain what the HIV Continuum of Care Strategy 46 (82.1) 53 (82.8) 0.923
means.

35 | can identify the differences between gender, sex, and 53 (94.6) 59 (92.2) 0.591
sexuality.

36 | can identify types and manifestations of stigma and 51 (91.1) 55 (85.9) 0.382
discrimination towards KP and PWH in healthcare
settings.

37 I understand the impact of stigma and discrimination 52 (92.9) 60 (93.8) 0.845

toward KP and PHIV.
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Agreed to the Statement, n (%)

ltem Statement High Average
Performance Performance p-value
(N=56) (N=64)

38 I can explain the relationship between value systems, 44 (48.6) 54 (84.4) 0.412
attitudes, and behaviour in expressing stigma and
discrimination.

39 I can describe what a comprehensive package of health 45 (80.4) 50 (78.1) 0.764
services for KP and PWH in health facilities means.

40 I am aware of potential stigmatising or discriminatory 49 (87.5) 56 (87.5) 1.00
behaviours when providing health services to KP and
PWH

41 After the IPSD training, the health facility developed an 45 (80.4) 56 (87.5) 0.285

intervention plan to eliminate stigma and discrimination
toward KP and PWH.

42 After the IPSD training, the health facility designed (or 39 (69.6) 51 (79.7) 0.205
modified) a monitoring and evaluation system to monitor
the delivery of the intervention.

43 My health facility develops continuous improvement 46 (82.1) 52 (81.3) 0.900
efforts in the context of interventions to eliminate stigma
and discrimination.

322

323

324  Association of CFIR Constructs and Sub-Constructs on Implementation Fidelity
325 HCWs reported high fidelity in implementing the IPSD intervention across all CFIR
326 constructs, with generally consistent perceptions between HP- and AP-PHCs. Execution
327 received the highest overall rating (M=4.01, SD=0.48), with no significant difference
328 between HP- and AP-PHCs (M=4.04 vs. 3.99; p=0.552). Learning Climate was also rated
329 positively (M=3.97, SD=0.55), showing slightly higher but non-significant scores among
330 HP-PHCs compared to AP-PHCs (M=4.03 vs. 3.93; p=0.368).

331  Organisational Incentives and Rewards were the only factors that demonstrated a
332 statistically significant difference in PHC performance (p=0.032). Respondents from HP-
333 PHCs reported stronger perceptions of institutional support and recognition (M=3.92,

334 SD=0.68) than those from AP-PHCs (M=3.63, SD=0.81). This finding highlights the
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335 importance of organisational enablers, such as non-financial incentives, recognition, and

336 leadership support, in enhancing implementation fidelity (Table 5).

337

338 Table 5: Association between CFIR Domains, Constructs and Sub-Constructs with PHC
339  Performance (Fidelity Outcome)

Mean Score (SD)

High Average
Overall
Domain Construct M(SD Performance Performance t p-value
(SD) M(SD) M(SD)
Process Executing 4.01 (0.48) 4.04(0.48) 3.99(0.48) 0.596 0.552
(number of (number of
items=15) items=15)

Inner Setting  Learning Climate 3.97 (0.55) 4.02(0.49) 3.93(0.59) 0.903 0.368
(number of (number of
items=8) items=5)

Organisational 3.76 (0.76) 3.92(0.68) 3.63(0.81) 2.169 0.032
Incentives and

Rewards

(number of

items=3)

340
341 Discussion

342  These findings highlight the importance of reducing stigma in HIV care delivery through
343 services that recognise, address, and mitigate stigma to ensure equitable, non-
344  discriminatory, and person-centred services(11, 20). They align with multi-level stigma
345 intervention evidence in LMICs showing that organisational climate and community
346 engagement jointly enhance sustainability. High agreement across both HP- and AP-
347 PHCs reflects consensus on the value of engaging PWH and KPs as co-implementers,
348 consistent with evidence supporting contact-based strategies for knowledge translation
349 in stigma reduction interventions (3, 10).

350
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351 A significant association was found between occupational role and PHC performance
352 (p=0.012). HP-PHCs had a higher proportion of doctors and nurses, whereas
353 respondents from AP-PHCs were predominantly midwives and laboratory technicians.
354  Although this pattern may reflect differences in staffing composition across facilities, it
355 could also indicate sampling bias, with higher engagement from clinicians directly
356 involved in IPSD implementation in HP-PHCs. Nonetheless, the presence of more
357 clinically trained staff in these facilities may contribute to stronger leadership and a greater
358 capacity to sustain intervention fidelity.

359

360 The IPSD intervention leveraged Tension for Change by creating an urgency for
361 transformation, and its compatibility with existing workflows facilitated acceptance. These
362 findings align with implementation science literature on organisational alignment in
363 intervention delivery(21, 22).

364

365 Significant differences were observed in the Learning Climate and Executing constructs,
366 both of which are core components of implementation fidelity. High-performing PHCs
367 reported greater perceived technical capacity (p=0.033) and knowledge retention,
368 particularly in HIV and STI epidemiology (p=0.033). These findings suggest that fidelity is
369 influenced by a facility’s internal capacity to absorb and operationalise intervention
370 components. While stigma-reduction content was delivered by KP and PHIV experts, the
371 technical modules were facilitated by clinical professionals(16), which may have
372  contributed to variations in how technical information was retained and applied across

373 facilities.
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374

375 The Organisational Incentives and Rewards sub-construct was used to assess both
376  adoption and fidelity outcomes. While no significant difference was observed in adoption
377 scores between HP- and AP-PHCs (p=0.25), fidelity scores differed significantly
378 (p=0.032), with HP-PHCs reporting higher perceptions of organisational support and
379 recognition. This finding suggests that beyond initial adoption, sustained implementation
380 fidelity may be reinforced by effective capacity-building efforts and non-financial
381 incentives that foster a more supportive and motivated work environment(23).

382

383 External policy influences were evident, as national mandates ensured uniform IPSD
384 implementation across PHCs (p=0.802), underscoring the importance of government
385 accountability and policy alignment in sustaining intervention fidelity(23, 24).

386

387 A more integrated view of the findings using the CFIR framework suggests that
388 organisational and policy factors work together to influence implementation fidelity.
389 Organisational incentives and a supportive learning climate (Inner Setting) help improve
390 staff motivation and competence, while alignment with national policies and mandates
391  (Outer Setting) strengthens accountability and consistency. These results indicate that
392 maintaining fidelity depends not only on individual knowledge but also on the combined
393 support from within the organisation and from external policies(23). Embedding CBPA
394 principles within national HIV service accreditation processes could institutionalise
395 stigma-reduction standards(25).

396
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397  The study acknowledges several limitations. The challenges encountered in achieving
398 the intended sample size may have compromised statistical power, and the geographic
399 scope confined to selected districts within Greater Jakarta may limit the generalisability
400 ofthefindings. As the data were self-reported, responses may have been subject to social
401 desirability or recall bias, potentially leading to an overestimation of positive behaviours
402 or attitudes. Additionally, the cross-sectional design restricted causal inference. Future
403 research should adopt longitudinal designs to evaluate sustained impacts and conduct
404 comparative studies across diverse settings to identify additional contextual factors that
405 influence implementation success.

406

407  Given the limited sample, multivariable modelling was not feasible without compromising
408 model validity and findings are exploratory. The achieved sample size (n=120) limits the
409 study’s statistical power to detect small associations, and results should therefore be
410 interpreted as indicative rather than confirmatory. Although the achieved sample was
411 lower than the estimated 286, the study’s analytical focus remained descriptive and
412 exploratory. Therefore, associations were explored descriptively within the CFIR
413 framework to generate insights for future hypothesis testing. The findings are therefore
414  interpreted with appropriate caution.

415

416 Conclusion

417  This study provides insights into the IPSD intervention implementation, contributing to
418 theory validation and extending implementation science frameworks like CFIR and

419 Proctor et al. The findings indicate that organisational capacity, workforce composition,
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420 incentives, and community participation influence intervention adoption and fidelity. The
421  results support CBPA's effectiveness in enhancing stigma-reduction interventions within
422 primary healthcare settings. This study demonstrates how participatory approaches
423 improve intervention adoption and fidelity, particularly in resource-limited settings.
424  Policymakers should prioritise strategies that strengthen these organisational and
425 community factors for equitable HIV care. The study also shows CBPA's adaptability
426 across diverse contexts, establishing its potential for broader application in Southeast
427  Asia and beyond.

428
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