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ABSTRACT

Internalized stigma among people living with HIV/AIDS (PLHA) is prevalent in Bangladesh. A better un-
derstanding of the effects of stigma on PLHA is required to reduce this and to minimize its harmful effects.
This study employed a quantitative approach by conducting a survey with an aim to know the prevalence
of internalized stigma and to identify the factors associated with internalized stigma among a sample of
238 PLHA (male=152 and female=86) in Bangladesh. The findings suggest that there is a significant differ-
ence between groups with the low- and the high-internalized HIV/AIDS stigma in terms of both age and
gender. The prevalence of internalized stigma varied according to the poverty status of PLHA. An explora-
tory factor analysis (EFA) found 10 of 15 items loaded highly on the three factors labelled self-acceptance,
self-exclusion, and social withdrawal. About 68% of the PLHA felt ashamed, and 54% felt guilty because of
their HIV status. More than half (87.5% male and 19.8% female) of the PLHA blamed themselves for their
HIV status while many of them (38.2% male and 8.1% female) felt that they should be punished. The male
PLHA more frequently chose to withdraw themselves from family and social gatherings compared to the
female PLHA. They also experienced a higher level of internalized stigma compared to the female PLHA.
The results suggest that the prevalence of internalized stigma is high in Bangladesh, and much needs to be
done by different organizations working for and with the PLHA to reduce internalized stigma among this
vulnerable group.
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INTRODUCTION ual because of the different perspectives about the
disease. People living with HIV/AIDS (PLHA) are

From the beginning, since its first diagnosis, HIV/ | & qieeeanvin this aspect

AIDS has been recognized as a disease associated

with fear and stigma (1). Stigma, one of the great-
est barriers to preventing new infections of HIV, is
a major cause hindering efforts in HIV/AIDS-pre-
vention programmes, HIV testing, and access to
treatment (1,2). Although stigma is the major sig-
nificant barrier, little empirical research has been
conducted on this issue.

HIV/AIDS-related stigma is a complex multidimen-
sional issue that varies from individual to individ-
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Goffman defined stigma as a powerful social label,
stemming from a discrediting attribute of the indi-
vidual, which radically changes their social identity
(3). Several other authors have divided stigma into
two kinds: ‘felt’ stigma, also known as ‘perceived’ or
‘internal’ stigma, and ‘external’ or ‘enacted’ stigma
(4-8). According to Brown et al., ‘felt’ or ‘perceived’
or ‘internal’ stigma refers to real or imagined fear of
societal attitudes and potential discrimination aris-
ing from a particular undesirable attribute, disease
(such as HIV), or association with a particular group
or behaviour (e.g. homosexuality and promiscu-
ity) (5). ‘Enacted’ or ‘external’ stigma, on the other
hand, refers to the actual experience of discrimina-
tion (6,8). The two kinds of stigma are interlinked.
For example, people experience discrimination
because of stigma; discrimination leads to internal
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stigma; and internal stigma again reinforces and
legitimizes stigma (9). Of the two kinds of stigma,
internalized stigma receives less attention from re-
searchers and programme planners (4).

Since HIV/AIDS-related internalized stigma has an
impact on the well-being of PLHA and can hinder
his/her participation in most community and so-
cial activities, this study focused on measuring in-
ternalized stigma among a group of diverse PLHA in
Bangladesh. In our study, internalized stigma was
defined as the product of internalization of shame,
blame, hopelessness, guilt, and fear of discrimina-
tion associated with being HIV-positive (4).

Results of studies showed that internalized stigma
may discourage PLHA from seeking care (7) and
may increase the levels of their loneliness com-
pared to the general population (10,11). PLHA who
feel stigmatized also feel anxiety, depression, and
alienation, and these feelings of anxiety, depres-
sion, and alienation are associated with disruptions
in normal social relationships (12). These findings
describe the crucial effects of internalized HIV/
AIDS-related stigma on the mental health of PLHA
and suggest the need for conducting more research
on this issue. Gender relationships also play an im-
portant role in experiencing stigma. Studies have
documented women'’s vulnerability of experienc-
ing HIV/AIDS-related stigma and discrimination
(13,14).

Historically, Bangladesh is a patriarchal society
where men exercise control over women'’s sexua-
lity and their access to services. Men tend to be
the main decision-makers within the family, and
the social norms and responsibilities allow men to
control women'’s behaviour. As a result of gender
inequality and social structure, women living with
HIV/AIDS are more at risk of experiencing stigma.

Although the prevalence of HIV/AIDS in Bangla-
desh remains low, the number of PLHA has been
steadily rising. According to the 2010 United Na-
tions General Assembly Special Session (UNGASS)
country report, 1,745 HIV cases were detected in
Bangladesh, and 250 new cases were detected in
2009 (15). While the number of PLHA has been in-
creasing day by day, research on HIV/AIDS stigma
has so far been limited. An extensive review of lit-
erature found no published articles focusing on in-
ternalized stigma among PLHA in Bangladesh. This
is a pioneering study in Bangladesh, which focuses
on internalized stigma among the PLHA. However,
some studies focused on stigmatized attitudes of
different individuals towards PLHA. A study on the
stigmatized attitudes of healthcare workers towards
PLHA found that healthcare support staff had high-
ly stigmatized attitudes, followed by medical tech-
nicians and nurses (16). In a study on knowledge

about and attitudes towards belief and practice
(KABP) relating to HIV/AIDS among Bangladeshi
overseas job-seekers, 28.6% of workers (n=300)
reported that they would not want to continue liv-
ing with an HIV-positive family member; 16.7%
felt that the PLHA should not receive health serv-
ices like other patients; and 95% reported that they
would not want to work with PLHA (17). In anoth-
er study on knowledge about and attitudes towards
HIV/AIDS among icddr,b staff, Islam et al. found
that 41% of 293 staff members surveyed believed
that PLHA should not be allowed to work (18). Re-
sults of these three studies showed a high preva-
lence of HIV/AIDS-related stigma embedded in the
society and suggest that there is an urgent need for
research on issues relating to HIV/AIDS-related stig-
ma to highlight the impact of such stigma.

This study highlighted the present picture of the
prevalence of HIV/AIDS-related internalized stigma
among PLHA in Bangladesh. It also identified the
domains that might be helpful to discriminate
against different manifestations of internalized
HIV/AIDS-related stigma.

MATERIALS AND METHODS

We conducted a quantitative survey of 238 adult
PLHA (aged not less than 15 years) following the
stigma index questionnaire developed by the In-
ternational Planned Parenthood Federation (IPPF)
in partnership with the Joint United Nations Pro-
gramme on HIV/AIDS (UNAIDS), the Global Net-
work of People Living with HIV (GNP+), and the
International Community of Women Living with
HIV (ICW). Data were collected during October
2008-November 2008 in four divisions: Dhaka,
Chittagong, Sylhet, and Khulna, using the face-to-
face interview technique. The participants (n=238)
were recruited from four organizations, such as
Ashar Alo Society, Mukto Akash Bangladesh,
GEON Health Foundation, and CAAP, working for
and with the PLHA and giving care, treatment, and
support to them. First, these four organizations
were requested to provide the names and details
of 405 members living in the four divisions. The
list of members well-represented the PLHA of the
four divisions as it included most adult PLHA aged
15 years and above, living in these areas. From this
list of 405 members, a systematic random sample
of 278 PLHA was taken. However, we were able to
conduct 238 interviews from the list of 278 partici-
pants because many participants were unavailable
at the time of interview, and some of them did not
agree to participate.

Internalized stigma scale

To find the prevalence of internalized HIV/AIDS-
related stigma among men and women, an inter-
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nalized stigma scale was developed. The internal-
ized HIV/AIDS-related stigma scale included 15
questions from the section “Internal stigma (the
way you think about yourself) and your fear” of
the stigma index questionnaire. These 15 items
cover three domains of internalized stigma (self-
acceptance, self-exclusion, and social withdrawal)
and were adapted from the set of internal stigma
indicators reported by Brouard and Wills (4). Every
item had a two-option response format: ‘Yes’ or
‘No’, which were numerically coded as 1 for ‘Yes’
and O for ‘No’. For example, for the question, “In
the last 12 months are you feeling ashamed of your
HIV status?”, a PLHA was categorized as internally
stigmatized if he/she answered "Yes'.

For every question, a score was given, and these
individual scores were added to obtain the cumula-
tive score. Finally, the cumulative score was used for
determining the extent of internalized stigma rang-
ing from O to 15. A cumulative frequency curve for
the internalized stigma score variable was used for
tinding the cut-off points to classify the individuals
into different groups. The high-internalized stigma
group included those individuals with score great-
er than or equal to the value of the third quartile,
ranging from 6 to 11 on the internalized stigma
score variable while the low-internalized stigma
group included those individuals with score lower
than or equal to the first quartile, ranging from
0 to 3 on the internalized stigma score variable.
This method was originally adapted from meas-
ures developed by Lee et al. (19), where a subset of
participants (HIV-positive men and women) was
classified into a high- or a low-internalized stigma
group. Individuals with the upper one-third of the
scores were defined as a high-internalized stigma
group, and individuals with the lower one-third of
the scores were defined as a low-internalized stigma

group.
Poverty and internalized stigma

To examine whether the level of internalized stig-
ma varies according to the poverty status of PLHA,
we used the concept of poverty. The poverty-lines
are basically of two types: (a) National poverty-line
generally set up by the national government and
(b) An international poverty-line, such as a ‘US$
1-a-day’ poverty-line. The percentage of people
who are living under the ‘US$ 1-a-day’ poverty-line
were said to be hardcore poor (20).

An international poverty-line (US$ 1-a-day pover-
ty-line) was used for assessing the current poverty
situation among the PLHA. The purchasing power
parity (PPP) exchange rate method (20) was used
for determining the equivalent US$ 1-a-day inter-
national poverty-line and for converting these val-
ues in local currency. For Bangladesh, the cut-

off point was found to be Tk 1,268 at October 2008
prices. Therefore, any individual who had a month-
ly income of less than or equal to Tk 1,268 was
categorized as hardcore poor. The proxy individual
income of the PLHA has been derived by dividing
the household’s total income by the number of
adult members of that particular house.

Analysis of data

Data were analyzed using the SPSS software (ver-
sion 11.5) (SPSS Inc., Chicago, IL). We assessed the
prevalence of internalized stigma among the PLHA
according to gender and poverty status.

To examine whether the prevalence of internalized
stigma varies across the sample, we first used the
frequencies of responses of the internalized stigma
items. We then obtained the cumulative internal-
ized stigma score for each of the PLHA and cate-
gorized these into groups. Finally, we conducted
several chi-square tests to examine the possible
differences in the two groups (high-internalized
stigma group and low-internalized stigma group)
according to a number of characteristics (Table 1).

In search of finding the possible domains of inter-
nalized stigma linked to HIV/AIDS, the original 15
items of the internalized stigma scale were assessed
by conducting exploratory factor analysis using the
principal components extraction method and ob-
lique factor rotation with Scree plot.

Ethical approval

At the beginning of each interview, written in-
formed consent was obtained from each partici-
pant. The ethical review committee of the James
P. Grant School of Public Health, BRAC University,
Dhaka, Bangladesh, approved the study.

RESULTS
Demographic characteristics of PLHA

Table 2 shows the sociodemographic characteristics
of the study PLHA. About three-fourths (72.7%) of
the 238 PLHA were living in small towns or vil-
lages while 27.3% were living in large towns or
cities at the time of interview. Nearly 64% of the
PLHA were male (n=152); 36% were female (n=86);
46.2% were aged 30-39 years; and 24.4% were aged
40-49 years. Only 11.3% of the PLHA had their
technical college/university-level education where-
as about 23% had no educational degree. More
than 35% of them were unemployed.

Prevalence of internalized stigma

Table 3 shows the prevalence of internalized stigma
among the 238 PLHA. The percentage of PLHA feel-

24



Internalized HIV/AIDS-related stigma in Bangladesh

Hasan MT et dl.

Table 1. Comparison of categorical variables: PLHA with a low-level versus high-level of internalized
stigma
. Low internalized . ngh. Chi-square
Variable stigma (n=82) internalized value p value
8 = stigma (n=84)
Age (years)
15-24 12.2 3.6
25-29 25.6 8.3
30-39 42.7 52.4 16.931 0.002*
40-49 14.6 31.0
50+ 4.9 4.8
Male 50.0 78.6 14.78 <0.001*
Poor 28.0 19.7 1.87 0.171
Area of residence
Very remote area 7.3 9.5
Small village or town 64.6 66.7 0.554 0.758
Big city 28.0 23.8
Education
No formal education 20.7 25.0
Primary 24.4 32.1 2.468 0.481
Secondary 40.2 32.1
College/university 14.6 10.7
Occupational status
Full-time employee 18.3 17.9
Part-time employee 3.7 6.0
Full-time self-employed 14.6 16.7 7.745 0.101
Part-time self-employed 18.3 25.0
Unemployed 45.1 26.2
HIV (years)
0-<1 22.0 16.7
1-4 52.4 48.8 2.278 0.517
5-9 20.7 25.0
10 and above 4.9 9.5
Marital status
Married 78.0 61.9
Unmarried 6.1 13.1 5.350 0.069
Divorced or widowed 15.9 25.0
*Significant at 1% level; PLHA=People living with HIV/AIDS

ing guilty was two times higher among the males
than among the females. Most (about 88%) males
blamed themselves for being HIV-positive while
this result was found reversely true for the females
(20%). The percentage of PLHA with low self-
esteem was also higher among the males (61.2%)
than among the females (38.4%). Many (38.2%)
male PLHA felt that they should be punished while
this rate was comparatively low for the females
(8.1%). Because of the internalized stigma, 11.2%
of the male and 5.8% of the female PLHA decided
not to attend any social gathering. Many of them
(17.1% of male PLHA and 16.3% of female PLHA)
decided not to visit a hospital even when they were
required to go there for treatment. The prevalence

of HIV/AIDS-related internalized stigma also varied
according to the poverty status of PLHA. The per-
centage of the PLHA who decided not to apply for
a job and to stop working was higher among the
non-poor group than among the poor group (Table
3).

Low-level versus high-level of internalized
HIV/AIDS stigma in relation to several
characteristics

As described in the methodology section, we clas-
sified a subset of the participants into two groups
(low-internalized stigma group and high-inter-
nalized stigma group) according to their scores.
We found that 82 (34.4%) PLHA fell in the low-
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Table 2. Sociodemographic characteristics of
study participants
Characteristics No. %
Age (years)
15-19 1 0.4
20-24 17 7.1
25-29 38 16.0
30-39 110 462
40-49 58 24.4
S50+ 14 5.9
Total 238 100
Gender
Male 152 639
Female 86 36.1
Total 238 100
Level of education
No formal education 54 22.7
Primary completed 66 27.7
Secondary completed 91 38.2
Technical college/university 27 11.3
Total 238 100
Employment
Full-time employee 46 19.3
Part-time employee 9 3.8
Working full-time but not
as employee 49 20.6
Doing causal part-time work 50 21.0
Unemployed and not working
at all 84 35.3
Total 238 100
Area of residence
Large town or cities 65 27.3
Rural villages, including
small town 173 72.7
Total 238 100
Categories*
Gays or lesbians 4 1.7
Sex workers 3 1.3
Injecting drug-users 22 9.2
Refugee/floating people 1 0.04
Internal migrants 8 3.4
Migrant workers 85 35.7
Prisoners 16 6.7
None of the above 119 50.0
*Multiple responses

internalized stigma group and 84 (35.3%) PLHA
fell in the high-internalized stigma group. Table 1
shows the results of the chi-square test for the two
groups (high-internalized stigma group and low-
internalized stigma group) for a number of charac-
teristics. The results of the chi-square test showed
no significant differences between the high- and
the low-internalized stigma groups according to
duration with HIV in years, marital status, level
of education, employment, area of residence, and

poverty status. However, there were significant dif-
ferences between the two groups in age and gen-
der. The participants aged 30-39 years were found
more likely to experience high-internalized stigma
compared to any other group. The male PLHA were
more likely to experience high-internalized stigma
compared to the female PLHA.

Factors linked to internalized stigma

The data-screening process of factor analysis was
done by, first, finding the correlation matrix. The
results of the correlation matrix ensured that none
of the correlation coefficients is zero, and no ex-
treme multi-collinearity exists. The initial factor
analysis solution (oblique rotation using direct ob-
limin procedure) yielded five factors with eigenval-
ues greater than 1. However, the results suggested
dropping of five items having low factor loadings
(standard regression coefficient <0.30) from the 15
items. Finally, 10 items were used for the analysis.
Both Scree plot and Kaiser’s eigenvalue greater than
1 method (21) confirmed the three existing un-
derlying factors. A factor was defined by including
those items that have a factor loading of >0.40 and
did not load on multiple factors. The pattern ma-
trix was used for interpreting the factors. The factor
loadings are presented in Table 4.

The three factors that emerged from the explora-
tory factor analysis were ‘self-acceptance’, ‘self-
exclusion’, and ‘social withdrawal’. Five items (1, 2,
3, 4, and 5) loaded on the first factor ‘self-accept-
ance’ and included the questions relating to feel-
ing ashamed, feeling guilty, blaming self, have
low self-esteem, and desiring punishment. The
second set of factor loadings (6,7, and 8) were in-
cluded on the second factor ‘self-exclusion’ and
was related to the decision the PLHA made because
of their HIV status. This factor included the ques-
tions on decision of not to work, decision of not to
apply for a job, and decision of not to participate in
any educational programme. Two items (9 and 10)
loaded on the third factor ‘social withdrawal’ and
included the questions relating to their decision of
not to get married and not to have sex.

DISCUSSION

Internalized stigma was prevalent among the study
participants and varied according to their gender
and poverty status. Every three in four male PLHA
felt ashamed because of their HIV status. The pro-
portion of PLHA who felt to be punished for their
HIV status was four times higher among the males
than among the females. The males frequently
chose not to attend any family and social gather-
ing compared to the females. These findings sug-
gest that the male PLHA more frequently suffered
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Table 3. Prevalence of internalized stigma according to gender and poverty status of PLHA

Variable Male Female Hardcore Non-poor
(n=152) (n=86) poor (n=59) (n=179)

I feel ashamed 75.0 60.5 72.9 68.7

I feel guilty 72.4 36.0 50.8 62.0

I blame myself 87.5 19.8 52.5 66.5

I have low self-esteem 61.2 38.4 47.5 54.7

I feel I should be punished 38.2 8.1 15.3 31.3

I feel suicidal 23.0 17.4 15.3 22.9

I have chosen not to attend social

gathering(s) 11.2 5.8 6.8 10.1

I have isolated myself from my family

and/or friends 7.9 3.5 1.7 7.8

I took decision to stop working 2.0 3.5 - 3.4

I decided not to apply for a job/work or

for a promotion 7.2 15.1 3.4 12.3

I withdrew from education/training

or did not take up an opportunity for

education/training 3.3 3.5 1.7 3.9

I decided not to get married 71.1 87.2 81.4 75.4

I decided not to have sex 7.9 37.2 22.0 17.3

I avoided going to a local clinic when I

needed to 21.7 20.9 23.7 20.7

I avoided going to a hospital when I

needed to 17.1 16.3 16.9 16.8

PLHA=People living with HIV/AIDS

Table 4. Exploratory factor analysis pattern matrix loadings for 10 HIV internalized stigma scale items

Factors

Item Self- Self-exclusion Social

acceptance withdrawal
I feel ashamed 0.707 -0.127 0.008
I feel guilty 0.671 0.050 -0.280
I blame myself 0.471 0.153 -0.519
I have low self-esteem 0.806 -0.030 0.062
I feel I should be punished 0.675 0.055 0.141
I took the decision to stop working -0.072 0.720 0.024
I decided not to apply for a job/work or for a
promotion 119 0.739 0.155
I withdrew from education/training or did
not take up an opportunity for education/
training -0.071 0.841 -0.126
I decided not to get married 0.110 -0.035 0.752
I decided not to have sex -0.027 0.151 0.700

from internalized stigma than the female PLHA.
These findings are consistent with the findings of
a study by Simbayi et al. that men are more likely
to report experiencing HIV/AIDS-related internal-
ized stigma than women (22). However, we must
be cautious when interpreting this result. Men
frequently experience stigma perhaps because tra-
ditionally they have more freedom and mobility
which allows them to engage in marital and sexual

affairs. They are the main decision-makers within
the family and usually control women'’s sexual life
and their choices. As a result, men seem to blame
themselves for becoming infected and feel ashamed
for their past activities, such as drug-use or involve-
ment in unprotected sex, with promiscuity high-
lighted as a main cause for HIV/AIDS. On the other
hand, women have little control over their body
and choice of marriage partners. They also have lit-
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tle access to services. Consequently, they may see
themselves as victims, with little choice.

The results of the study revealed that the PLHA
who were not poor more frequently chose to stop
working and not to apply for a job/work compared
to the poor. This is perhaps because the non-poor
have some resources to cope up without an income.
The results of bivariate analysis revealed no signifi-
cant differences in the poverty status between the
two groups. This finding suggests that poverty may
not be a potential factor that increases internalized
stigma among PLHA. However, to some extent, this
result is unexpected because the poor are socially
and economically disadvantaged within commu-
nities and lack access to basic services, including
education and treatment. Therefore, they are more
at a risk of experiencing HIV/AIDS-related stigma.
Thus, more research is needed to see the effects of
poverty on internalized stigma.

Stigma continues to be one of the main barriers
that prohibit PLHA from seeking healthcare serv-
ices. The results of the present study suggest that
many PLHA decided not to visit a local clinic or a
hospital even when it was necessary for them to ob-
tain medicines and treatment for various ailments.
These findings are consistent with the findings of
several other studies that internalized stigma may
discourage PLHA from seeking treatment (4,23). Al-
ternatively, PLHA may have decided not to visit a
hospital or a clinic in fear of experiencing potential
discrimination from healthcare workers. These re-
sults emphasize the need for improving knowledge
of healthcare providers through the implementa-
tion of stigma-related programmes.

There was a significant difference in age and gen-
der between the low- and the high-internalized
stigma group. Of the PLHA who were aged 30-39
years, the males were more likely to experience a
higher level of internalized stigma. There was no
significant difference in the duration (in years) of
HIV between the two groups. This finding is differ-
ent from the finding of a study by Lee et al., in-
dicating that a high-internalized stigma group was
diagnosed more recently (19). In another study in
the United States, Vanable et al. also found time
since diagnosis as positively associated with having
experienced discrimination (24).

The exploratory factor analysis identified three do-
mains (self-acceptance, self-exclusion, and social
withdrawal) that might be helpful to discriminate
against different manifestations of internalized
HIV/AIDS stigma. The factor self-acceptance relates
to feelings of PLHA. This factor might be useful in

identifying the needs of PLHA. For example, PLHA
who have a low level of self-acceptance require
more counselling and psychosocial support. The
factor ‘self-exclusion’ relates to the situation when
a person living with HIV/AIDS excludes himself/
herself from receiving services and availing of the
opportunities of society (4). The results of our
study revealed a positive relationship between the
factors—self-acceptance and self-exclusion. PLHA
who have a low level of self-acceptance of their
HIV status are more at a risk of self-exclusion. The
other factor—social withdrawal—refers to the self-
imposed isolation that led PLHA to exclude them-
selves from sexual and loving relationships (4). This
factor negatively correlated with the factor—self-
acceptance, meaning that PLHA with low levels of
self-acceptance can have high social withdrawal.
Some findings of our study on exploratory factor
analysis are consistent with the findings of a study
by Sayles et al., who viewed HIV/AIDS-related inter-
nalized stigma as multidimensional (25). Although
we found these three factors to be extremely im-
portant to describe the context of internalized stig-
ma, future research should include more items on
internalized stigma to describe all the factors linked
to internalized stigma

Limitations

The present study had several limitations. We were
only able to recruit our participants (although ran-
domly sampled) through the existing PLHA peer
group network. Thus, the sample is not completely
representative of the national population living
with HIV/AIDS in the country. Another limitation
was that individual income of the PLHA was not re-
ported in the data. To examine the poverty status of
PLHA, we used the average income of each mem-
ber of the house (gross household income divided
by total adult family members in that house). We
also acknowledge that the study measured only a
few domains of internalized stigma, and other do-
mains reported in the literature include over-com-
pensation, fear of disclosure, and subterfuge (4).
The study was also limited in the sense that it did
not fully explore as to why levels of internalized
stigma varied among the sample participants and
what the factors were that increased or decreased
the levels of internalized stigma experienced by
them.

Conclusions

Even with its limitations, the study is pioneering
as it attempts to know the prevalence of internal-
ized stigma and the factors linked to internalized
stigma among a sample of 238 PLHA in Bangladesh
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for the first time. Based on the findings, we con-
clude that internal stigma is very common among
all PLHA, and most of them feel some form of stig-
ma in their life. The silence surrounding this virus
and disease, along with the misconceptions and
widely-perceived negative risk factors associated
with HIV/AIDS (e.g. promiscuity, drug-use) among
both PLHA and general population, might be the
potential cause of internalized stigma. It is clear
from the findings that internalized stigma affects
the psychological well-being of PLHA. Although it
is the key issue that prohibits PLHA from participat-
ing in different social activities, national-level in-
tervention to reduce stigma among the PLHA is yet
to be taken. To combat stigma among the PLHA,
comprehensive programmes, including education
to understand complexities and factors which sur-
round HIV/AIDS, can work towards reducing its
stigmatization. Support groups/network, includ-
ing PLHA and other stakeholders, might also help
reduce stigma at the individual level. More mass-
media campaign on HIV/AIDS, its causes, knowl-
edge, and prevention and moving away from just
a negative focus on risks/blaming of individuals,
may work towards encouraging compassion, un-
derstanding, and reducing stigma which is deeply
embedded in the society.
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