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HIV stigma reduction in India
Addressing the issue

SUMMARY

ICRW developed a global stigma reduction framework to
identify and tackle stigma operating at individual, interpersonal,
organisational, community and policy levels. The Asia Regional
Office of ICRW worked with five organisations in three states
(Gujarat, Maharashtra and Karnataka) to adapt and implement
this framework with five populations in India:

Stigma remains a major barrier to HIV prevention and
treatment. The Asia Regional Office of the International
Center for Research on Women (ICRW-ARO) adapted a global
framework for understanding and addressing stigma in five
different population settings in India and evaluated its impact.
Through engagement with local and national stakeholders,
supported by accessible summaries of the findings, ICRWARO and partners achieved significant and ongoing impact on
structural stigma-reduction. At local level, this led institutions
(for instance hospitals, sex-worker collectives and local
government) to establish new guidelines, policies and training
to continue and expand steps to reduce stigma. Centrally, the
National AIDS Control Organisation (NACO) established a
Stigma Technical Resource Group and appointed ICRW-ARO
director, Dr Ravi Verma, to chair it.

■■
■■

■■
■■
■■

human resources managers in the corporate sector
healthcare workers providing services to MSM and
transgender clients
students in higher education
sex worker collectives
local governments (gram panchayats)

Evidence from ICRW-ARO’s evaluation suggested that it is
possible to address stigma at multiple levels and in sectors
other than health. The experiences of the five organisations
confirmed that national guidance on implementing the
framework should emphasise two elements: using a multilevel approach to stigma reduction and incorporating contact
strategies (in-person exchange with stigmatised groups).
Findings are outlined in more detail in the summary report.

What is the issue?

Outputs

Stigmatising attitudes in the general population and
discriminatory treatment by actors, ranging from healthcare
providers to local policy-makers, intensify the marginalisation of
vulnerable groups at highest risk of HIV, including sex workers,
men who have sex with men (MSM), transgender people and
people who use drugs. Stigma is a barrier to services for these
already hard-to-reach groups. While the prevalence of HIV in
India is declining overall, ongoing HIV stigma and discrimination
towards these groups persist, fuelling ongoing HIV risk. While
stigma has long been recognised as a barrier to effective HIV
prevention and treatment services, there has been a lack of
concrete guidance about how to tackle HIV stigma, stigma
against marginalised and vulnerable groups and intersecting
stigmas (for example, those who are stigmatised because
of both HIV and sex work). While previous NACO strategies
included media campaigns to address stigma, they did not
include holistic stigma-reduction programming.

To support research uptake
efforts, STRIVE produced:
■■

A summary report
http://strive.lshtm.ac.uk/
resources/global-hiv-stigmareduction-frameworkimplemented-india

■■

A short video about the impact
of stigma reduction on students

A global HIV stigma reduction framework
adapted and implemented in five settings in India
SUMMARY REPORT

For India’s National AIDS Control Programme (NACP),
reducing HIV stigma and discrimination is a critical
COMPONENT OF THE NATIONAL RESPONSE TO THE EPIDEMIC
Stigma reduction is included as a key element in
.!#0 )6 n 
To support the NACP, the International Center for
Research on Women (ICRW) with the United Nations
Development Programme (UNDP), has:
s adapted an existing global HIV stigma reduction
framework for the Indian context
s pilot tested the framework in five settings in India
s synthesized lessons learned about the feasibility
and relevance of the framework for use by the
NACP and other global stakeholders in informing
stigma reduction interventions and measurement.

The stigma reduction framework
The global framework adapted for the Indian context was developed
by a consortium of stigma researchers6 and was based on a systematic
review and synthesis, supported by UNAIDS, of the research literature.
The framework (see Figure 1) highlights practical entry points for
stigma and discrimination reduction programming and measurement,
and is intended to inform the integration of stigma reduction activities
into national AIDS responses. India is the first country to pilot the global
framework and assess its feasibility and appropriateness for guiding
stigma-reduction efforts.
The stigmatization process occurs among the general population,
family and peers, people living with HIV (PLHIV), key populations and
within institutions and structures. The framework focuses on factors
that drive or facilitate HIV stigma, termed ‘actionable’ because they can
change positively as the result of an intervention. Drivers include:
s LACK OF AWARENESS OF STIGMA AND ITS HARMFUL CONSEQUENCES
s SOCIAL JUDGMENT
s FEAR OF INFECTION THROUGH CASUAL CONTACT

Overall, ICRW found that the global framework
was relevant to the Indian context and feasible
for use by organizations and institutions in guiding
stigma-reduction programme development,
implementation and measurement. Learning from
the pilot interventions offers guidelines for broader
implementation.

Figure 1. Reducing HIV stigma and discrimination: A framework
for programme implementation and measurement 7,8

Stigma IMPACTS

Stigma outcomes

Context
Despite a 57% reduction in HIV prevalence among the general
population in India over the last decade1, the epidemic persists among
key populations most vulnerable to HIV infection, including men who
have sex with men (MSM), sex workers and injecting drug users2.
Greater efforts are needed to reduce the barriers these groups face in
accessing HIV prevention, care, treatment and support services.

Key areas for intervention development,
scale-up and measurement

NACO continues to invite ICRW-ARO to contribute guidance on
stigma reduction and ways to address the structural drivers of
HIV more broadly, for example in the drafting of the National
AIDS Control Programme (2017–24).

Among these barriers are different forms of stigma and discrimination:
s ()6 STIGMA
s STIGMA AGAINST MARGINALIZED AND VULNERABLE GROUPS
s INTERSECTING STIGMAS
It is now well established that stigma and discrimination fuel HIV
transmission and impede access to programmes and services3.
Stigmatizing attitudes in the general population and discriminatory
treatment by actors ranging from health-care providers to local
policy-makers intensify the marginalization of vulnerable groups at
highest risk, driving them further from the reach of health services
and much-needed prevention, treatment, care and support. Likewise,
the anticipation and internalization of stigma among key populations
impede HIV-related health-seeking behaviour and adherence to
antiretroviral therapy (ART)4,5.
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http://strive.lshtm.ac.uk/resources/reducing-hiv-stigmaindia
■■

Five case studies, describing stigma reduction activities
and impact on each of the five populations (see table on
page 2)
http://strive.lshtm.ac.uk/resources/stigma-reductioncase-studies
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Implementing
organisation

Setting/
population

Gujarat State Network of
Positive People (GSNP+)

Corporate
sector: human
resources (HR)
department
employees

Intervention
strategies
Protecting the rights of people
living with HIV in the workplace

Gujarat State Network of Positive People (GSNP+)

CASE STUDY

The Gujarat State Network of Positive People (GSNP+) set out to
learn more about the employment needs of people living with HIV and
identified 341 individuals in need of work from among the network’s
members. GSNP+ and ICRW also surveyed 357 workers across five
sectors and found high levels of stigma toward PLHIV, which would
impede them from seeking or retaining employment. For instance,
42% of workers reported that people talk ‘badly’ about PLHIV at the
workplace and the same percentage felt that a person living with
HIV should not be allowed to continue working. Additionally, most
workplaces lacked PLHIV anti-discrimination policies.

Trained HR managers and top management on stigma
and HIV; reviewed and revised HR policies to be
inclusive of people living with HIV

Project highlights
• The study gained buy-in from five industrial associations in
the city of Surat to promote the employment of people living
with HIV (PLHIV) and create an enabling environment among
member businesses.
• 341 people living with HIV were identified as needing
employment in Surat.
• 357 workers were surveyed on HIV knowledge and stigmarelated attitudes.

In order to create a supportive and non-discriminatory work
environment for PLHIV, GSNP+ recognized the need to address the
drivers and facilitators of stigma among more than one population/
environment, specifically both workers (general population) and
institutions (senior management and policies). This project was part
of a larger effort to adapt and pilot test a global stigma-reduction
framework to the Indian context. 1

• HIV and stigma sensitization trainings were held with senior
leadership and 400 workers from 11 business houses.
• Seven workplace policies were developed to support the
rights of PLHIV and create an enabling environment for their
employment.

Implementation

Key topics covered during the trainings were:

Gaining entry

• Basic information about of HIV and AIDS
• HIV prevention and risk reduction

To foster the hiring of PLHIV and to combat stigma in the workplace,
GSNP+ first approached 84 businesses, requesting a face-to-face
meeting. They received a poor response – few agreed to meet a
GSNP+ representative, mainly because of denial that there was any
HIV-related problem. According to one manager, “We do not have HIVpositive staff in our industry.”

• HIV and AIDS at the workplace
• Stigma and discrimination at the work place
• HIV testing
• Care, support and treatment for people living with HIV
• Contact strategies – engaging directly with PLHIV – proved to be an
important part of the trainings. Participation by PLHIV dispelled the
strongly held misconception that they are weak and unable to work.

GSNP+ changed its strategy and met with representatives of the five
largest industry associations in Surat:
• Surat Diamond Association (SDA)
• Federation of Gujarat Weavers Association (FOGWA)
• Southern Gujarat Hotel and Restaurant Association (SHARA)
• Surat Builder Association, a subgroup of the Confederation of Real
Estate Developers of India (CREDAI)
• South Gujarat Chamber of Commerce

Humsafar Trust, Mumbai,
Maharashtra

Healthcare
sector:
healthcare
workers
providing
services to
MSM an
transgender
clients

At these meetings, GSNP+ dispelled myths about HIV, convinced
association leadership of the value of PLHIV in the workforce and of
support to sensitize bigger industrial houses towards HIV.

Conducting sensitization trainings

Reducing stigma to improve
engagement in HIV care among
men who have sex with men

The five associations together provided the names of 200 companies
and helped mobilize participation of representatives from within
their own sectors for a sensitization meeting on the importance of a
stigma-free workplace. Based on the outcomes of this workshop and
on interest shown by individual companies, GSNP+ worked closely
with 11 of these companies, holding sensitization trainings for senior
leadership as well as for a total of 400 workers.

The Humsafar Trust

CASE STUDY

1. ICRW, UNDP and STRIVE, 2013. A global HIV stigma reduction framework adapted and
implemented in five settings in India. 2013. Summary Report. ICRW.

Men who have sex with men (MSM) are particularly vulnerable to HIV
as well as to other physical and psychological health concerns. MSM
1
experience multi-layered stigma and discrimination as a result of their
perceived or real HIV status and their same-sex behaviour. Because
of social and cultural non-acceptance of their sexuality and fear of
being ridiculed, MSM experience internalized stigma, which manifests
as guilt, depression, lack of confidence and unwillingness to discuss
their sexual lives. This not only influences their mental health but also,
combined with enacted or perceived stigma by health care providers,
can impede the utilization of health services by MSM. Through a
process of research and joint discussion of findings, this project
created a foundation for combating stigma at both the individual and
institutional levels. It was part of a larger effort to adapt and pilot test a
global stigma reduction framework to the Indian context.1

Project highlights
• The project identified important gaps in knowledge about HIV
transmission among health workers.
• Fear of getting infected through casual contact was common
among paramedical staff, particularly among those in a private
hospital.
• Many health workers held attitudes of ‘blame and shame’
towards people living with HIV (PLHIV) and MSM.
• Reported support for enacted stigma was much higher among
staff in the private hospital than the public hospital.
• Health workers acknowledged the existence of stigmatizing
and discriminatory practices in their hospital.
• Structural barriers to stigma reduction were identified (e.g.
materials needed to practice Universal Precautions were not
readily available).

Implementation
The study was conducted by The Humsafar Trust (HST), a communitybased organization in suburban Mumbai devoted to male sexual health.
Its objectives were to:
• Review existing hospital policies that have a bearing on stigma and
discrimination

Characteristics of the survey sample
The sample in each hospital consisted of four cadres of staff: doctors,
nurses, housekeeping and lab staff. The sample for each cadre was
drawn using random sampling and reflected its proportion in each
hospital. About half of the private hospital sample was housekeeping
staff, 30% were doctors and the rest were nurses and lab technicians.
In the public hospital there were more doctors and nurses and fewer
housekeeping staff. The sample in both hospitals consisted of slightly
more men than women. The public hospital sample was older and
had about four times as many years of experience as those in the
private hospital.

• Determine attitudes and practices of health workers with regard to
MSM and people living with HIV
• Understand the nature of internalized stigma among MSM and how
that acts as a barrier to health seeking behaviour
• Initiate a consultative process to combat stigma in the health care
setting as well as internalized stigma among MSM.

Methods
The study used qualitative and quantitative methods to collect data, as
shown in the table below
METHODS AND SAMPLE

Key outcomes

PURPOSE

• Understand the gaps between
hospital policies and workers’
attitudes and behaviours toward
MSM and PLHIV
• Understand existing policies and
• Interviews with Dep. Heads
practices to protect minorities
of Dermatology, Medicine,
from stigma and discrimination
Preventive Social Medicine,
and health workers from
Psychiatry and Surgery in one
nosocomial infection
private and one public hospital
• Observation of hospital
practices
• 1 focus group discussion with 7 • Understand the nature of
internalized stigma and other
HST staff
factors leading to low access to
• 1 focus group discussion with 6
health services by MSM
MSM
• Review and discuss the findings
• Consultation involving 28
in order to develop an action plan
participants (4 Dep. Heads, 8
for combating institutionalized
health workers, 5 members
stigma in health care settings
of a PLHIV network; 10 MSM
and internalized stigma among
and 1 transgender from the
MSM
community)
• Survey interviews with health
workers in one private (n=95)
and one public hospital (n=100)

Karnataka Health
Promotion Trust, Bagalkot
and Belgaum, Karnataka

Sex-worker
collectives:
rural female
sex workers
organised into
collectives

• Important gaps in knowledge about HIV transmission exist among
paramedical workers. More than 90% of all respondents recognized
blood as a transmission route. For other bodily fluids, however,
there were sharp differences between the medical and paramedical
staff. Over 90% of the medical staff in both hospitals had correct
knowledge of HIV transmission through semen, vaginal fluid and
breast milk. Yet far fewer paramedical staff in both sites correctly
identified semen (56%), vaginal fluid (62%) and breast milk (55%) as
transmission routes.
• Fear of getting infected through casual contact is common among
paramedical staff, particularly among those in the private hospital.
About half (47%) of paramedical staff from both hospitals feared
touching the sweat of an HIV-positive person. Many paramedical
staff in the private hospital were also fearful of taking blood
pressure (25%), changing bed pans (30%) and changing the clothes
of an HIV-positive patient (32%). Among the medical staff (private
hospital), fear was greatest when sharing utensils with an HIVpositive person and touching his/her sweat (20%).

Gaurav: Reducing HIV-related
stigma among female sex workers

CASE STUDY

Surveyed more than 200 hospital staff on HIV stigma
and stigma towards men who have sex with men
(MSM); conducted a policy review with hospital heads
of departments and MSM to reduce stigmatising
practices

Karnataka Health Promotion Trust (KHPT)

1. ICRW, UNDP and STRIVE, 2013. A global HIV stigma reduction framework adapted and
implemented in five settings in India. 2013. Summary Report. ICRW.
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HIV-positive sex workers are a highly marginalized group in India
because of their HIV status and because their work is considered
immoral and illegal. As a result they experience intersecting stigmas
that impede their health and livelihood options. Using a communitybased participatory approach, this project aimed to improve the quality
of life of HIV-positive female sex workers (FSWs) by addressing the
stigma and discrimination they face. The initiative was conducted in
Bagalkot and Belgaum districts in north Karnataka and was part of a
larger effort to adapt and pilot test a global stigma reduction framework
to the Indian context.1

Project highlights
• High levels of discriminatory attitudes and social judgment
were observed among female sex workers.
• It is feasible and acceptable to integrate a multiple-level
approach focusing on intersecting stigmas into existing
targeted interventions.
• Intensive counselling of HIV-positive female sex workers
helped women overcome internalized stigma and foster
resilience.

Understanding the problem

• Strengthening the capacity of targeted interventions in stigma
reduction enhances the sustainability of such efforts.

The project began with a three-day participatory workshop with
24 FSWs. The workshop revealed that participants and their peers
experience internalized, anticipated and intersecting stigma. A mapping
exercise (see Figure 1) illustrated the many places in the community
where sex workers, including those who are or are presumed to
be HIV-positive, experience stigma, including in the home by family
members.

receiving unnecessary referrals and being denied services. Overall, the
findings point to the need to work at multiple levels with sex workers
and family members.

In 75 villages, conducted community mapping to
identify locations of stigma both as PLHIV and as
sex-workers; ran workshops with sex workers, their
families and community members to identify and
address stigma and discrimination; provided individual
counselling and planning sessions

Implementation
Building capacity of targeted intervention staff
The project was integrated into five targeted interventions (TIs),
covering 75 villages. Using ICRW stigma-reduction tool kit exercises
that were adapted to this particular context, the project team trained
TI staff, including programme managers, outreach workers and
counsellors to understand issues around stigma and discrimination,
and on methods of conducting facilitated discussions with community
stakeholders, family members and HIV positive sex workers. In addition
the training strengthened counselors’ skills, especially in the area
of rapport, empathy and reflective listening. It also helped them to
recognize and challenge their own values and attitudes towards HIV
positive sex workers and develop strategies for working with FSWs in a
more positive way.

Figure 1. Community map showing places where sex workers
and HIV-positive sex workers face stigma and discrimination.

St Xavier’s College,
Ahemadabad, Gujarat

Education
sector:
undergraduate
students

Swasti Health Resource
Centre, Nandi, Karnataka

Gram
panchayats:
local
government
officials,
plus other
stakeholders
including
police and
teachers

Group sessions with FSWs and family members
The trained TI outreach workers and counsellors used group
sessions to engage sex workers and family members in discussions
around HIV stigma. Held over a period of three to four months, the

The team also conducted a baseline survey with 240 FSWs and indepth interviews with five FSWs and five family members. The data
showed high levels of HIV-related stigma among respondents and
confirmed social judgement, lack of awareness of stigma and fear
of infection through casual contact as its key drivers. For example,
nearly two-thirds (64%) of FSWs surveyed thought that people with
HIV should be isolated and 67% felt that families of people with HIV
should be ashamed. Respondents held many misconceptions about
how HIV is transmitted, such as through mosquitoes, sharing utensils,
sweat and shaking hands. Additionally, the data highlighted the stigma
around sex work (e.g. 64% have not disclosed their profession to
anyone) and stigmatizing and discriminatory behaviour experienced
by respondents in the health care setting including being given less
care and attention than other patients, having to wait longer for care,

Trained faculty to deliver stigma reduction curriculum;
organised visits of students to community-based
organisations (CBOs) run by MSM, female sex workers
and people living with HIV to facilitate dialogue and
understanding of stigma faced by marginalised groups;
conducted reflective discussion to process insights
from interaction with marginalised groups and learning
from stigma reduction curriculum

1. ICRW, UNDP and STRIVE, 2013. A global HIV stigma reduction framework adapted and
implemented in five settings in India. 2013. Summary Report. ICRW.
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CASE STUDY

Stigma Busters: Empowering and
enabling local governance to
work towards stigma-free Gram
Panchyat Swasti Health Resource Centre

Because of high levels of stigma and discrimination, people living
with HIV (PLHIV) rarely participate openly in community-level political
and social discussions that affect the implementation of programmes,
schemes and policies. Until now, the potential for Panchayat Raj
Institutions (PRIs), India’s local governing bodies, to influence
community perceptions and responses around HIV-related stigma had
not been utilized. This project was successful in training and mobilizing
Gram Panchayat (GP) members to lead stigma reduction efforts in five
communities and to create a platform for ongoing dialogue between
the Panchayat and PLHIV. This initiative was part of a larger effort to
adapt and pilot test a global stigma reduction framework to the Indian
context. 1

Project highlights
• This was the first programme in India to target and engage the
Gram Panchayat (GP) system in HIV-related stigma reduction
efforts in rural communities.
• Panchayat members and community leaders took on the role of
‘Stigma Busters’.
• The project succeeded in creating a sustainable space and
time within the existing GP platforms for discussion between
Panchayat members and people living with HIV.
• While the key focus on transformation was GP members, the
project also build a cadre of community members to monitor
action and to support GP members to perform their role.

Implementation

• The District AIDS Prevention and Control Unit and the District
Administration expressed interest in replicating the model in
other Panchayats.

Knowing the community
Swasti conducted a mapping exercise to understand the power
structure within the Panchayat system and the roles, needs and
aspirations of its members as well as of other key stakeholders. These
included health department representatives, teachers, Anganwadi
workers, the police and other local leaders. Swasti also conducted
a baseline survey among Panchayat members, other community
stakeholders and PLHIV to understand their level of awareness about
HIV-related stigma as well as their attitudes and perceptions toward
PLHIV. They found high levels of misconceptions about HIV, yet a strong
willingness to take action against stigma and discrimination.
Figure 1: Model design and process
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RESPONDENTS CATEGORY

NO. OF RESPONDENTS

Grama Panchayat members and staff

22

Other key stakeholders (health service
providers, teachers, AWW, police, PDS,
local leaders)

30

People living with HIV

14

Total

66

Skill transformation

Stage 4

The project team aimed to institutionalize capacities to deal with
stigma and discrimination within communities including the local
Panchayat and service infrastructure. This would ensure a steady and
sustained pool of active members during and beyond the study period.
A sensitization training workshop was conducted separately for
Panchayat members and other stakeholders. A total of 44 individuals
across five villages participated, engaging in discussions on the facts
around HIV and AIDS, forms of stigma, facilitators and actors who
stigmatize, manifestations of stigma and discrimination and the roles
and responsibilities of community leaders to reduce stigma against
PLHIV. Additionally, 14 PLHIV were trained in leadership skills and 12
community members trained to be ‘Stigma Busters’, which included
the use of a community monitoring mechanism to report stigma
against PLHIV.

Mainstream
stigma and
discrimination issues
in all existing
village and
Panchayat
committees

Systems and
adoption

Swasti found that what triggers the
participation of the Panchayat in a
community issue is “pride, visibility
and benefits to their electorate”.

1. ICRW, UNDP and STRIVE, 2013. A global HIV stigma reduction framework adapted and
implemented in five settings in India. 2013. Summary Report. ICRW.
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In five communities, facilitated dialogue between
panchayat officials and local people living with HIV;
conducted sensitisation workshops and leadership
training; designed a stigma-reduction campaign in
each community

How did STRIVE achieve impact?
STRIVE contributed to impact at three levels:

1. ICRW-ARO increased its capacity to undertake
effective research uptake.
2. Local institutions addressed stigmatising practices
and, in some instances, established stigmareduction guidelines and protocols.
3. NACO established a Stigma Technical Resource
Group and integrated guidance on structural
approaches to HIV prevention in the draft for NACP
strategy for 2017–24.
1. Research uptake capacity
ICRW-ARO are a well respected organisation with considerable
influence in India. Historically, they have used a ‘research
dissemination’ model to promote findings from their work. By
working with STRIVE from 2012 onwards, they adopted a ‘research
uptake’ approach. Using this model, ICRW-ARO developed a
research uptake strategy, engaged from the start with potential
end-users of the research, summarised the findings and their
implications in lay language for a non-academic audience and
planned effective dissemination. This approach helped maximise
the impact of their studies.

Impact on industry
The Gujarat State Network of Positive People (GSNP+)
achieved the following impact as a result of its work with the
corporate sector:
■■

■■

■■

gained buy-in from five industrial associations to promote
the employment of people living with HIV (PLHIV) and create
an enabling environment among member businesses
developed a curriculum and trained over 400 employees and
top managers across 11 companies
reviewed seven workplace HR policies

GSNP+ worked with HR teams to revise their HR policy to
ensure inclusion of employees living with HIV and protection
of PLHIV rights in the workplace, in accordance with the
International Labour Organisation’s recommendations for
a safe working environment. Corporations and industries
continue to ask GSNP+ to recommend PLHIV to conduct
sensitisation programmes on issues of HIV and workplace
discrimination. GSNP+ have now digitised their training
curriculum to make it accessible electronically.

2. Changes at local level
As the case studies describe, the framework achieved significant
impact in each setting at the time. Four years after completion of
the research project, at least two of the five partners – the Gujarat
State Network of Positive People and Humsafar Trust – reported
that they had achieved ongoing influence on policy and practice
in local institutions. (Follow up is underway with the other three
implementing organisations.)
Impact on healthcare
As part of the ICRW-ARO’s study, the Humsafar Trust conducted
a survey about health practitioners’ beliefs and practices around
HIV-positive MSM and transgender individuals with over 200
healthcare workers and administrators in a Mumbai hospital.
They provided feedback on the results of the survey and training
to the hospital staff. Humsafar Trust developed action plans to
address stigma and discrimination, which the hospital continues
to use to date.
The Humsafar Trust used the findings of the study to engage
further with the Mumbai hospital administration. With support
of the administration staff, the Humsafar Trust held a meeting
to disseminate the study findings with the hospital Dean,
heads of department (HODs) from Microbiology, Paediatrics,
Gynaecology, Medicine and Community and other senior staff
members. They were able to demonstrate from their research
that, in the Mumbai hospital, files of PLHIV were marked
differently from those of other hospitalised patients, and that

Still from video ‘Reducing HIV Stigma in India’, available at: http://strive.
lshtm.ac.uk/resources/reducing-hiv-stigma-India

this led to differential treatment towards PLHIV. Similarly, beds
occupied by PLHIV were segregated from other patients. The
presentation initiated discussions of practices and policies at the
public hospital and ways they could reduce stigma and improve
care for HIV-positive patients. As a result of the meeting, the
hospital Dean issued a circular requiring all HODs to stop any
form of marking on patients’ files that might disclose the HIV
status of the patients and to make no distinction in the wards in
terms of location and marking of beds for HIV-positive patients.
HODs used their departmental funds to carry out sensitisation
exercises for the hospital staff on stigma related to HIV and
sexual and gender orientation.
The result of the research and research uptake activities
has been increased sensitisation to HIV-related stigma in the
provision of care to MSM and transgender people. The Humsafar
Trust have also expanded stigma-reduction projects in large
public and private hospitals providing services to MSM and
transgender people across Mumbai.
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3. ICRW-ARO influence in NACO and NACP
In January 2013, ICRW-ARO invited NACO to chair a national
dissemination meeting in Delhi. Here, ICRW-ARO and the five
implementing organisations presented findings from the stigmareduction studies and provided them with outputs developed by
STRIVE which included a set of non-academic case studies and
a short video summarising the findings.

What did STRIVE and ICRW-ARO
learn about research uptake?
■■

In September 2013, NACO established a Technical Resource
Group on Stigma and invited the ICRW-ARO regional director, Dr
Ravi Verma, to chair the group. In March 2017, the TRG reviewed
the 2017 HIV and AIDS (Prevention and Control) Bill which
protects the rights of people living with HIV against acts of
discrimination by states or any person and establishes penalties
for discrimination and breach of confidentiality.

■■

At NACO’s request and with support from STRIVE members at
the London School of Hygiene & Tropical Medicine (LSHTM),
ICRW-ARO drafted a section on the structural drivers of HIV for
the draft of NACP’s fifth HIV strategy, which will run from 2017
to 2024.
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