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Abstract

Approximately 2.4 million people in India are living with HIV. Gender inequality affects HIV
prevention, detection, and management. The purpose of this paper was to describe gender
differences in the experience of living with HIV in Bengaluru, India. A subsample of n=313 (159
men and 154 women) from a larger cohort was used for these analyses. Participants were recruited
through AIDS service organizations. They completed an interviewer-administered survey
assessing HIV testing experience, types of stigma, and perceived consequences of stigmatization.
The majority of men (67%) reported getting HIV tested because of illness, while women were
more likely to be tested after learning their spouse’s HIV-positive status (42%). More men (59%)
than women (45%, p <0.05) were tested in private care settings. Men reported significantly higher
mean levels of internalized stigma (men: M = 0.71, SD = 0.63; women: M = 0.46, SD=0.55;
p<0.001), whereas the women reported significantly higher scores for enacted stigma (men: M =
1.30, SD = 1.69; women: M = 2.10, SD = 2.17; p <0.001). These differences remained significant
after controlling for potential socio-demographic covariates. Following their diagnosis, more
women reported moving out of their homes (men: 16%; women: 26%; p <0.05). More men (89%)
than women (66%; p <0.001) reported to have modified their sexual behavior after being
diagnosed. These findings suggest that the experience of living with HIV and HIV stigma varies
by gender in this population. Suggestions for a gender-based approach to HIV prevention and
stigma reduction are provided.
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Introduction

Up to 2009, approximately 2.4 million people in India were living with HIV (National AIDS
Control Organization [NACO], 2011). Efforts to improve the quality of life (QOL) of people
living with HIV (PLHIV) and prevent HIV transmission are often hindered by stigma
(Ekstrand, Bharat, Ramakrishna, & Heylen, 2012; Steward et al., 2008, 2011; Subramanian,
Gupte, Dorairaj, Periannan, & Mathai, 2009).

Based on Goffman’s (1963) conceptualization of stigma as a “deeply discreditable attribute
of an individual or a group”, recent definitions acknowledge the influence of social
interactions “used to create and maintain social control and to produce and reproduce social
inequality” (Parker & Aggleton, 2003). Overt acts of discrimination, is often called
“enacted” stigma (Goffman, 1963; Scrambler & Hopkins, 1986). PLHIV believing that the
negative attributions towards them are true or deserved, is referred to as “internalized”
stigma (Herek, 2008; Jones et al., 1984).

PLHIV can experience stigma in various forms. HIV stigma has been defined as “all stigma
directed at persons perceived to be infected with HIV, regardless of whether they actually
are infected and of whether they manifest symptoms of AIDS” (Herek & Glunt, 1988, p.
886). HIV stigma can trigger negative consequences for PLHIV, including: delay in seeking
health services, poor adherence to medication regimen, poor QOL, depression, and
experiences of physical violence (Foreman, Lyra, & Breinbauer, 2003; Herek, Capitanio, &
Widaman, 2003; Mahajan et al., 2008; Steward, Bharat, Ramakrishna, Heylen, & Ekstrand,
2012; Steward et al., 2008, 2011). Although HIV stigma affects both men and women,
studies have found differences in the type of stigma experienced by each (Hasan et al., 2012;
Shamos, Hartwig, & Zindela, 2009).

Studies have also shown that gender inequalities can potentially hinder HIV prevention and
management (Mbonu, Van den Borne, & De Vries, 2010). Most of these studies have drawn
attention to women’s disadvantaged position in society, particularly when associated with
HIV. For instance, women lack self agency to access health services and HIV treatment
compared to men (Nhamo, Campbell, & Gregson, 2010), women are less able than men to
implement prevention strategies (Remien et al., 2009), and more women than men fear
physical violence due to stigma (Deribe, Woldemichael, Njau, & Yakob, 2009; Deribe et al.,
2010; King et al., 2008).

Health-related disparities between men and women have also been documented in India
(Bharat, Aggleton, & Tyrer, 2001; Kishor & Gupta, 2009). Socio-cultural influences might
underlie these discrepancies, since Indian men typically have greater control over their
sexual and healthcare behavior, whereas women are often forced to rely on their husbands or
family (Raj, Sreenivas, Mehta, & Gupta, 2011; Sinha, Peters, & Bollinger, 2009). Studies
have shown Indian women use preventive and healthcare services less than men (Balarajan,
Selvaraj, & Subramanian, 2011).

Previous research in India has identified gender differences in HIV-related behaviors and
outcomes. A study on HIV testing showed that the majority of men were tested at private
clinics, usually after having HIV-related symptoms, and after engaging in sexual risk
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behavior; while more women were tested at public clinics, after their husband’s diagnosis or
AIDS-related death (Joseph et al., 2010).

A study in South India found gender differences in HIV stigma and QOL (Subramanian et
al., 2009): women scored higher than men on various HIV stigma measures and reported
poorer social and physical QOL, while men had poorer psychological QOL. Because of
stigmatization, PLHIV in India have also delayed seeking treatment for HIV (Steward et al.,
2012) and faced discrimination in the workplace, by family members, and friends (Joge,
Deo, Choudhari, Malkar, & Ughade, 2013).

Studies have yet to describe gender differences in the experience of HIV stigma in the
context of gender-related social norms. The objective of this paper is thus to describe the
experiences of men and women PLHIV seeking HIV testing, HIV status disclosure, and HIV
stigma in Bengaluru, India.

Starting with a sample of n =511, we identified a sub-sample of 159 men and 154 women.
Female sex workers (n = 153), men who have sex with men (MSM) (n = 39), and hijras (n =
6) were excluded because their additional stigmas may serve as a confounder. All
participants were at least 18 years old, spoke Kannada, Tamil or English, accessed
healthcare within Bengaluru, self-reported an HIV diagnosis, and were willing to participate
in the study.

We recruited participants at non-governmental organizations (NGOs) and AIDS services
organizations (ASOs) in Bengaluru. Research staff explained the study protocol to the
organizations’ personnel, supplied flyers about the study and asked them to approach
potential participants and refer those who were interested in participating to our
interviewers. Interviewers met individually with interested participants, in a private space.
Interviewers explained the study, obtained consent, and administered the interview. Each
participant was provided with refreshments and compensated approximately $10 for travel
costs. Study procedures were cleared by the Indian Health Ministry Screening Committee,
the institutional review boards at the National Institute of Mental Health and Neurosciences
in Bengaluru, and the University of California San Francisco.

Socio-demographic characteristics included age, gender, residence, religion, marital status,
education, employment status, and monthly household income.

Internalized stigma scale—Ten items measured the degree to which the participants
perceived they should be blamed or stigmatized because of their HIV status. Half of the
questions related to HIV transmission (e.g., How much do you feel that you should avoid
visiting people/sharing dishes or glasses because of your HIV?); and half related to a moral
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dimension alluding to shame and blame (e.g., How much do you feel that you have HIV
because you have done wrong behaviors?/have brought shame to your family because of
your HIV?). Response options ranged from 0 (not at all) to 3 (a great deal). An overall score
was obtained as the mean of all items. Reliability in this sample was Cronbach’s a = .80
(Cortina, 1993).

Enacted stigma index—Ten items measured participants’ experiences of HIV-related
discrimination, e.g., having been forced to move out of one’s home, evicted, refused medical
care or denied hospital services (yes/no). Scores were obtained by summing the number of
endorsed items. Steward et al. (2008) provide a detailed description of the Enacted and
Internalized Stigma measures.

Changes in social interactions following diagnosis—~Participants were asked if,
since their HIV diagnosis, they (1) limited interactions with friends/family and (2) moved
out of the family home/neighborhood. If participant answered yes, a follow-up question
assessed if they had faced discrimination from the parties involved.

Changes in sexual behavior and marriage following diagnosis—Four items
explored if participants had made any changes (yes/no) regarding sexual activity, to their
own marriage or that of a family member, and having children after their HIV diagnosis.

Circumstances of HIV testing—(“Under what circumstances did you get tested for HIV
at the time you tested positive?”) A list of possible responses was presented (e.g., persistent
and/or severe illness, spouse tested positive), participants answered yes or no for each.

Healthcare setting for HIV testing—(“Where did you first test positive for HIV?”) The
list of possible responses included various public and private healthcare settings. Responses
were dichotomized into “public” vs. “private”.

HIV status secrecy—(“l work hard to keep my HIV a secret”) Participants chose a
response ranging from 0 (strongly disagree) to 3 (strongly agree).

Data Analyses

Descriptive statistics were computed for the socio-demographic variables. Cronbach’s alpha
was used to assess the internal consistency of the Internalized Stigma scale only. The only
other summary variable was Enacted Stigma, and since this was a tally of different stigma
experiences, it was not assumed to be driven by one underlying construct, hence Cronbach’s
alpha was not considered appropriate. We performed T-tests, Mann-Whitney U-tests (for
continuous variables), and chi-square tests (for categorical variables) to assess differences
between men and women. Several significant gender differences in socio-demographic
characteristics were found. To rule out that these, rather than gender per se, were driving the
observed bivariate relationship with the HIV stigma outcomes, we performed a multiple
linear regression for each outcome controlling for these demographics on which men and
women differed. There were no collinearity problems among the independent variables in
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the regression analyses (all tolerances = 0.63). Data analyses were performed using SPSS
17.0.

As presented in Table 1, the mean age for women was 30 years (SD = 5.2), and 37 for men
(SD = 6.3). Most participants lived in Bengaluru (55%) or elsewhere in Karnataka (44%)
and identified as Hindu (88%). Most men (67%) were married; while more than half of the
women (53%) were widows. A larger proportion of men was employed (men: n= 128, 81%;
women: n =104, 68%; p <0.01); they also reported a higher monthly household income than
women (median: men = 4000 rupees; women = 2500 rupees; p <0.01).

Gender differences in HIV testing and disclosure experiences

Reasons for HIV testing varied by gender, with 67% (n = 107) of the men being tested
because of illness or HIV-related symptoms, compared to 31% (n = 48) of the women (y? =
40.84, p <0.001). In contrast, more women sought HIV testing after learning about their
spouse’s HIV diagnosis (men: 15%, n = 23; women: 42%, n = 64; ;(2 =28.61, p<0.001) and
16% (n = 24) of the women reported testing due to pregnancy. Significantly more men (n =
94, 59%) than women (n = 70, 45%) were tested in private clinics (;(2 =5.86, p<0.05). Men
were marginally more likely to agree with the statement “I’ve worked hard to keep my HIV
status a secret” than women (n = 129, 81% vs. n= 112, 73%, resp.; /1/2= 3.12, p=0.07).

Gender differences in types of HIV stigma experienced

Men reported significantly higher mean levels of Internalized Stigma than women (men: M
=0.71, SD = 0.63; women: M = 0.46, SD = 0.55; t = -3.71, df = 307.577, p <0.001). Further
analyses indicated that these differences were more pronounced for the subset of items
related to feelings of guilt or shame about being HIV-positive (men: M = 1.10, SD = 0.85;
women: M = 0.61, SD = 0.69; t = -5.33; df = 302.046; p <0.001). In contrast, female
participants reported significantly higher mean levels of Enacted Stigma (men: M = 1.30, SD
=1.69; women: M = 2.10, SD = 2.17; t = 3.61; df = 288.922; p <0.001).

Table 2 presents the results from multiple linear regression analyses of the stigma measures.
Controlling for socio-demographic factors that varied between men and women, gender
remained significantly related to both internalized (8= 0.27, p <0.01) and enacted stigma (8
= -0.60, p <0.05), with males reporting higher mean levels of internalized stigma, but lower
mean levels of enacted stigma than females. A higher level of education was also
significantly and independently associated with lower internalized stigma (8= —-0.17, p
<0.05).

Gender differences in perceived consequences of stigma

Both men and women experienced social distancing after their HIV diagnosis.
Approximately a third of both groups indicated limiting social interactions with family and
friends (men: n = 49, 31%; women: n =55, 36%; ;(2 =0.85, p=0.36). More women
reported moving out of their homes or neighborhood after being diagnosed (n = 40, 26% vs.
men: n = 26, 16%; ;(2 =4.35, p <0.05). Among those who had moved, 70% (n = 28) of the
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women reporting being discriminated against by family and neighbors, compared to 38% (n
= 10) of the men (y~ = 6.42, p=0.01).

HIV diagnosis seemed to have an impact on sexual behavior and decisions about marriage in
both groups, but especially among men. A significantly larger proportion of men reported
modifying their sexual behavior (men: n = 142, 89%; women: n = 102, 66%; )(2 =22.24;p
<0.001), ending sexual relationships (men: n = 87, 55%; women: n = 66, 43%; 1/2 =4.40;p
=0.04), and deciding to postpone or cancel a marriage (men: n = 30, 19%; women: n = 15,
10%; y<=5.29; p = 0.02). More than a third of both men and women reported having
altered plans to have children (men: n = 64, 40%; women: n = 54, 35%; 12 =0.90;p=
0.34).

Discussion

Our findings suggest that the experience of living with HIV varies by gender. This fits with
existing literature from India on gender disparities (Raj et al., 2011; Sinha, et al., 2009)
indicating that men are often granted more independence and agency to act on their own,
whereas women have less independence, forcing them to rely on others to a greater degree.
This inequality manifested itself in our results, in terms of HIV testing, type of HIV stigma
experienced, perceived consequences of stigmatization, and decisions relating to sex,
marriage, and children.

HIV testing differences

Gender differences associated with HIV manifested even before the participants were
diagnosed. Men’s primary reason for seeking HIV testing was becoming ill or symptomatic,
while women typically were tested after learning about their spouse’s diagnosis or during
pregnancy. This indicates that HIV testing is not usually sought by either gender as part of
regular healthcare services or after unprotected sex. Moreover, women appear unaware of
the potential risk of infection posed by unprotected sex with their spouses, and instead
typically seek HIV testing after the spouse has already been diagnosed, or when offered
testing during antenatal healthcare visits.

Men were more likely to get tested at private healthcare centers than women. This finding
might reflect men’s greater financial independence, while women are often more financially
dependent on their husbands or extended families and may have restrictions on traveling
alone. Considering that more than half of the women were widows and from lower-income
households, access to private HIV testing might have been limited.

Different experience of HIV stigma for men and women

Men reported experiencing more internalized stigma than women. Heterosexual men who
have unprotected sex, particularly in extramarital relations are usually keenly aware that
society judges them negatively for contracting and transmitting HIV (Arora et al., 2011).
This could lead to feelings of self-blame and guilt, and internalization of HIV stigma.

In contrast, women experienced more enacted stigma than men, which could be partly due to
the duality of the gender biased norms and cultural values that tolerate men’s sexual
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behavior while similar behaviors by women is censured. Structural factors, such as having
limited agency over their lives, and the fact that widows are particularly vulnerable in India,
might play a role in women’s stigmatization. HIV-infected widowed women who are left to
live with their late husband’s relatives are often blamed not only for their own HIV
infection, but also their husband’s (The Joint United Nations Programme on HIV/AIDS
[UNAIDS]). The economic burden of not having spousal financial support anymore, not
having any other form of income, and depending on family members, frequently brings
tension to the household (Pradhan & Sundar, 2006). These scenarios could potentially
increase the likelihood of discrimination towards widows.

Internalized stigma might be lower among women because they don’t believe they are at
“fault,” if they were monogamous. Thus, they did not feel the same level of responsibility
that was reflected in the men’s internalized stigma responses.

Previous studies in India on HIV stigma and gender have shown both comparable and
different results. Similar to our results, Subramanian et al. (2009) found that women
experienced more enacted stigma than men. However, unlike our findings, women also
experienced more internalized stigma than men. In our previous study of HIVV-positive
patients on ART (Steward et al., 2008), men reported more internalized stigma, but no
gender differences were found for enacted stigma. Differences between the sample
characteristics in these studies, both in terms of severity and length of disease as well as
membership in vulnerable groups like MSM, sex workers, or hijras, who were excluded
from our sample might have contributed to these differences. Negative attitudes towards
such vulnerable groups might influence stigmatizing experiences among its members.
Furthermore, in Steward et al. (2008) all participants were on ART at the moment of
participation in the study. Being on ART, participants may have shown symptoms of illness,
making it harder to conceal their status from others. In our study, only 55% of the
participants were on ART, suggesting that some may still have been healthy enough not to
pass as uninfected.

Perceived impact of HIV and stigma in everyday life

Social distancing after HIV diagnosis was a common experience for men and women.
However, the women were somewhat more likely to be stigmatized in those interactions. It
is possible that those experiences are associated with their reporting higher levels of enacted
stigma.

More men than women reported modifying sexual behaviors, altering marital plans, and
ending sexual relationships after being diagnosed. Such lifestyle modifications might be
possible because men have more control over their lives, whereas women have less power to
make unilateral changes in those areas.

Like all studies, this one had limitations. The cross-sectional design did not allow us to
establish causal relations. Additionally, given that we sampled only PLHIV who were
already linked to HIV-related services, we cannot generalize the results to more hidden
populations of PLHIV. It would be useful for future studies to examine whether the gender
differences seen in the present analyses hold among individuals from hidden, vulnerable

AIDS Care. Author manuscript; available in PMC 2014 May 26.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Malavé et al.

Page 8

groups. We also recognize that we cannot generalize our findings to people with different
socio-demographic characteristics.

Results from our study point to the necessity of structural efforts to reduce both gender-
related inequalities and HIV stigma. Empowering women to achieve higher levels of
education and increase their participation in the work force can promote their socio-
economic independence. This can improve accessibility to healthcare services, especially for
those who become widows or are rejected by their family because of HIV. Programs to
improve socio-economic status have shown to be associated with better QOL among women
living with HIV in Brazil (Reis, Santos, & Gir, 2012). Challenging gender roles to increase
women’s agency can be difficult, but efforts should also include educating men to increase
acceptability of women’s equality in society (Barker, Ricardo, & Nascimento, 2007).

Since gender differences cannot be ignored, the response to HIV prevention and
stigmatization may need to be tailored to meet the different needs and experiences of men
and women. Efforts to decrease HIV stigmatization should emphasize reducing men’s
internalization of shame due to their HIV diagnosis, and providing women with skills to
manage discrimination.

Results from an intervention that promoted equitable relationships between men and women
to further HIV prevention in Bengaluru, showed that working with young men and women
separately in a series of training sessions, helped participants to decrease alcohol intake
before sex, and increase HIV knowledge, condom use, HIV testing, and gender equity
attitudes (Skevington, Sovetkina, & Gillison, 2012). This type of intervention could serve as
a model for future HIV prevention and stigma reduction programs for men and women in
India.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.

References

Arora P, Nagelkerke N, Sgaier SK, Kumar R, Dhingra N, Jha P. HIV, HSV-2 and syphilis among
married couples in India: patterns of discordance and concordance. Sexually Transmitted Infections.
2011; 87(6):516-520.10.1136/sextrans-2011-050203 [PubMed: 21865404]

Balarajan Y, Selvaraj S, Subramanian SV. Health care and equity in India. Lancet. 2011; 377(9764):
505-515.10.1016/S0140-6736(10)61894-6 [PubMed: 21227492]

Barker, G.; Ricardo, C.; Nascimento, M. Engaging men and boys in changing gender-based inequity in
health: Evidence from programme interventions. Geneva: Instituto Promundo, Brazil and World
Health Organization; 2007.

Bharat, S.; Aggleton, P.; Tyrer, P. UNAIDS Best Practice Collection. Geneva: UNAIDS; 2001. India:
HIV and AIDS-related discrimination, stigmatization, and denial. Retrieved from: http://
data.unaids.org/Publications/IRC-pub02/JC587-India_en.pdf on 6/13/2011

Cortina JM. What is coefficient alpha? An examination of theory and applications. Journal of Applied
Psychology. 1993; 78(1):98-104.10.1037/0021-9010.78.1.98

Deribe K, Woldemichael K, Njau B, Yakob B. Gender difference in HIV status disclosure among HIV
positive service users. East African Journal of Public Health. 2009; 6(3):251-258. Retrieved from
http://www.ncbi.nlm.nih.gov/pubmed/20803914.

AIDS Care. Author manuscript; available in PMC 2014 May 26.


http://data.unaids.org/Publications/IRC-pub02/JC587-India_en.pdf
http://data.unaids.org/Publications/IRC-pub02/JC587-India_en.pdf
http://www.ncbi.nlm.nih.gov/pubmed/20803914

1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Malavé et al.

Page 9

Deribe K, Woldemichael K, Njau BJ, Yakob B, Biadgilign S, Amberbir A. Gender differences
regarding barriers and motivators of HIV status disclosure among HIV-positive service users.
Journal of Social Aspects of HIV/AIDS. 2010; 7(1):30-39.10.1080/17290376.2010.9724953
[PubMed: 21409293]

Ekstrand ML, Bharat S, Ramakrishna J, Heylen E. Blame, Symbolic Stigma and HIV Misconceptions
are Associated with Support for Coercive Measures in Urban India. AIDS and Behavior. 2012;
16(3):700-710.10.1007/s10461-011-9888-z [PubMed: 21290175]

Foreman, M.; Lyra, P.; Breinbauer, C. Understanding and responding to HIV-related stigma and
discrimination in the health sector. Washington: Pan American Health Organization; 2003.

Goffman, E. Stigma: Notes on the management of spoiled identity. Englewood Cliffs, NJ: Prentice-
Hall; 1963.

Hasan MT, Nath SR, Khan NS, Akram O, Gomes TM, Rashid SF. Internalized HI\//AIDS-related
stigma in a sample of HIV-positive people in Bangladesh. Journal of Health, Population and
Nutrition. 2012; 30(1):22-30.10.3329/jhpn.v30i1.11272

Herek, GM. Sexual stigma and sexual prejudice in the United States: a conceptual framework. In:
Hope, D., editor. Contemporary perspectives on leshian, gay, & bisexual identities: The 54th
Nebraska Symposium on Motivation. New York, NY: Springer; 2008. p. 65-111.

Herek GM, Capitanio JP, Widaman KF. Stigma, social risk, and health policy: public attitudes toward
HIV surveillance policies and the social construction of illness. Health Psychology. 2003; 22(5):
533-540.10.1037/0278-6133.22.5.533 [PubMed: 14570537]

Herek GM, Glunt EK. An epidemic of stigma: public reactions to AIDS. American Psychologist.
1988; 43(11):886-891.10.1037/0003-066X.43.11.886 [PubMed: 3063145]

Joge US, Deo DS, Choudhari SG, Malkar VR, Ughade HM. Human immunodeficiency virus
serostatus disclosure-Rate, reactions, and discrimination”: A cross-sectional study at a rural
tertiary care hospital. Indian Journal of Dermatology, Venereology and Leprology. 2013; 79(1):
135.10.4103/0378-6323.104690

Jones, EE.; Farina, A.; Hastorf, AH.; Markus, H.; Miller, DT.; Scott, RA. Social stigma: The
psychology of marked relationships. New York, NY: W.H. Freeman; 1984.

Joseph S, Kielmann K, Kudale A, Sheikh K, Shinde S, Porter J, Rangan S. Examining sex differentials
in the uptake and process of HIV testing in three high prevalence districts of India. AIDS Care.
2010; 22:286-295.10.1080/09540120903193674 [PubMed: 20390508]

King R, Katuntu D, Lifshay J, Packel L, Batamwita R, Nakayiwa S, Bunnell R. Processes and
outcomes of HIV serostatus disclosure to sexual partners among people living with HIV in
Uganda. AIDS and Behavior. 2008; 12(2):232-243.10.1007/s10461-007-9307-7 [PubMed:
17828450]

Kishor, S.; Gupta, K. Gender Equality and Women’s Empowerment in India. India: National Family
Health Survey (NFHS-3); 2009. p. 64-65.2005-06

Mahajan AP, Sayles JN, Patel VA, Remien RH, Sawires SR, Ortiz DJ, Coates TJ. Stigma in the HIV/
AIDS epidemic: a review of the literature and recommendations for the way forward. AIDS. 2008;
2:567-S79.10.1097/01.aids.0000327438.13291.62 [PubMed: 18641472]

Mbonu NC, Van den Borne B, De Vries NK. Gender-related power differences, beliefs and reactions
towards people living with HIVV/AIDS: an urban study in Nigeria. BMC Public Health. 2010;
10(1):334.10.1186/1471-2458-10-334 [PubMed: 20540794]

National AIDS Control Organization (NACO) MoHFWM, Government of India. Annual report 2010—
11. New Delhi: National AIDS Control Organization, Department of AIDS Control, Ministry of
Health and Family Welfare; 2011. Retrieved from: http://www.nacoonline.org/upload/REPORTS/
NACO%20Annual%20Report%202010-11.pdf

Nhamo M, Campbell C, Gregson S. Obstacles to local-level AIDS competence in rural Zimbabwe:
putting HIV prevention in context. AIDS Care. 2010; 22:1662—
1669.10.1080/09540121.2010.521544 [PubMed: 21161772]

Parker R, Aggleton P. HIV and AIDS-related stigma and discrimination: a conceptual framework and
implications for action. Social Science & Medicine. 2003; 57(1):13-24.10.1016/
S0277-9536(02)00304-0 [PubMed: 12753813]

AIDS Care. Author manuscript; available in PMC 2014 May 26.


http://www.nacoonline.org/upload/REPORTS/NACO%20Annual%20Report%202010-11.pdf
http://www.nacoonline.org/upload/REPORTS/NACO%20Annual%20Report%202010-11.pdf

1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Malavé et al.

Page 10

Pradhan, BK.; Sundar, R. Gender impact of HIV and AIDS in India. 2006. Retrieved from: http://
www.undp.org/content/dam/india/docs/gender.pdf

Raj R, Sreenivas V, Mehta M, Gupta S. Health-related quality of life in Indian patients with three viral
sexually transmitted infections: herpes simplex virus-2, genital human papilloma virus and HIV.
Sexually Transmitted Infections. 2011; 87(3):216—220.10.1136/sti.2010.043356 [PubMed:
21289022]

Reis RK, Santos CB, Gir E. Quality of life among Brazilian women living with HIV/AIDS. AIDS
Care. 2012; 24:626-634.10.1080/09540121.2011.630345 [PubMed: 22084933]

Remien RH, Chowdhury J, Mokhbat JE, Soliman C, Adawy ME, El-Sadr W. Gender and care: Access
to HIV testing, care, and treatment. Journal of Acquired Immune Deficiency Syndromes. 2009;
51(3):S106-S110.10.1097/QAI.0b013e3181aafd66 [PubMed: 19553777]

Scrambler G, Hopkins A. Being epileptic: coming to terms with stigma. Sociology of Health and
Iliness. 1986; 8(1):26-43.10.1111/1467-9566.ep11346455

Shamos S, Hartwig KA, Zindela N. Men’s and women’s experiences with HIV and stigma in
Swaziland. Qualitative Health Research. 2009; 19(12):1678-1689.10.1177/1049732309353910
[PubMed: 19949218]

Sinha G, Peters DH, Bollinger RC. Strategies for gender-equitable HIV services in rural India. Health
Policy Planning. 2009; 24(3):197-208.10.1093/heapol/czp004 [PubMed: 19244284]

Skevington SM, Sovetkina EC, Gillison FB. A systematic review to quantitatively evaluate “Stepping
Stoones”: A participatory Community-based HIV/AIDS prevention intervention. AIDS and
Behavior. 2012 Epub ahead of print. 10.1007/s10461-012-0327-6

Steward, W.; Bharat, S.; Ramakrishna, J.; Heylen, E.; Ekstrand, ML. Stigma is Associated with Delays
in Seeking Care Among HIV-Infected People in India. Journal of the International Association of
Physicians. 2012. Epub ahead of print. Retrieved from: http://jia.sagepub.com/content/early/
2012/01/24/1545109711432315

Steward WT, Chandy S, Singh G, Panicker ST, Osmand TA, Heylen E, Ekstrand ML. Depression is
not an inevitable outcome of disclosure avoidance: HIV stigma and mental health in a cohort of
HIV-infected individuals from Southern India. Psychology, Health and Medicine. 2011; 16(1):74—
85.10.1080/13548506.2010.521568

Steward W, Herek GM, Ramakrishna J, Bharat S, Chandy S, Wrubel J, Ekstrand ML. HIV-Related
Stigma: Adapting a Theoretical Framework for Use in India. Social Science and Medicine. 2008;
67(8):1225-1235.10.1016/j.socscimed.2008.05.032 [PubMed: 18599171]

Subramanian T, Gupte MD, Dorairaj VS, Periannan V, Mathai AK. Psycho-social impact and quality
of life of people living with HIVV/AIDS in South India. AIDS Care. 2009; 21:473—
481.10.1080/09540120802283469 [PubMed: 19283642]

The Joint United Nations Programme on HIV/AIDS (UNAIDS). Research studies from Uganda and
India. Geneva, Switzerland: 2000 Jun. HIV and AIDS-related stigmatization, discrimination and
denial: Forms, contexts and determinants. Retrieved from: http://data.unaids.org/Publications/IRC-
pub01/JC316-Uganda-India_en.pdf

AIDS Care. Author manuscript; available in PMC 2014 May 26.


http://www.undp.org/content/dam/india/docs/gender.pdf
http://www.undp.org/content/dam/india/docs/gender.pdf
http://jia.sagepub.com/content/early/2012/01/24/1545109711432315
http://jia.sagepub.com/content/early/2012/01/24/1545109711432315
http://data.unaids.org/Publications/IRC-pub01/JC316-Uganda-India_en.pdf
http://data.unaids.org/Publications/IRC-pub01/JC316-Uganda-India_en.pdf

Page 11

Malavé et al.

+x40000 0000z = XeIW 10 = U 0052 0000ST = XBIAI 10 = UIN ooy ©S33dny U aLiooul Ajyuow ployssnoH
abuey ueIpa abuey uelpa|N
«:0000  Jp=xenoz=uN  (z5=QS)0E  09=XeN'ST=UIN  (£'9=aS) /€ aby
abuey uesiy abuey uesi\
§¢e 0S 96T € ON
PA] 0T G508 8¢T SSA
+x800°0 pakojdw3
¢91 4 €8¢ Sy 189k 0T <
¥'89 06 L6V 6. SIedA 0T — G
€6e 6€ 0¢e 13 Sleak v s
LS00 uoneanpg
8L 4 ¢ 14 pauesaq
9¢s 18 '8 €T J3/MOPIM
8L 4) 7'y A paresedas/psdlionlq
61 € 9.1 8z albuis
6'6¢ o €19 10T patireiN
4250000 snjels [eje|n
€T 4 9 T urer
01T LT L'S 6 uensuyd
6T € T€E S wiisn
1’68 [43 9'06 24" npuiH
90T'0 uoibijey
(o 4 9 T BY10
€0y 9 '8y L ByeIRUIRY|
7’85 06 6'0S 18 ninjebusg
174 30uapISay 1uaLIND
anfend % "ON % ‘ON |qeleA
(#ST = u) ajewoa- (6GT=U)3E N

‘(eTe=u ) suedionued Jo sjiyoad alydeibowap-0190S

T alqel

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

AIDS Care. Author manuscript; available in PMC 2014 May 26.



Page 12

Malavé et al.

"700°0>d
X

¥ ¥
‘10°0>d

¥ ¥
‘500> d

"

"3W02Ul 10} 1581-N ABUNYA\-UUBIA pue abe 10} 1581-1 ‘Sa|qelsen [ea1106a]ed o) d1siiels asenbs-1yd uo ummmm_m

'SAlON

NIH-PA Author Manuscript NIH-PA Author Manuscript

NIH-PA Author Manuscript

AIDS Care. Author manuscript; available in PMC 2014 May 26.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duasnuely Joyny vd-HIN
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Multivariate linear regression results for internalized and enacted HIV stigma.

Table 2

Internalized (n = 308)

Enacted (n = 308)

,B(SE)b p-value ,B(SE)b p-value
Gender (0: female, 1: male) 0.27(0.085)  goo2** —0.60(0.276) (030"
Age 0.006 (0.006) 0.279  -0.006(0.019)  0.763
Education (0: <10 yrs., 1: >10yrs)  -0.17 (0.082) ggzg*  —0.07(0.269)  0.796
Married (0: no, 1: yes) -0.02 (0.075) 0.749 -0.18 (0.243) 0.450
Employed (0: no, 1: yes) -0.05(0.082) 0.516 -0.15 (0.268) 0.575
Monthly income@ -0.04(0.042) 0312 -0.06 (0.138)  0.637

Notes:

aLog transformed.

b . . -
B, standardized regression coefficient; SE, standard error.

*
p <0.05,

*

*
p<0.01,

*%

*
p <0.001
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