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Abstract 

 

 

HIV stigma denotes to the irrational or negative beliefs, attitudes, behavior and judgment 

towards people living with HIV (PLHIV) followed by discrimination which is the biased 

and partial treatment of PLHIV having context specific manifestation and diverse 

impacts. This study aimed to assess the lived experience of HIV stigma and 

discrimination, identity issues its impact, factors, support system and coping mechanism. 

A descriptive and exploratory study design was made with  qualitative data collected 

among 60 PLHIV (49 female and 11 male respondents). The qualitative data were 

collected by using open ended structured questionnaire. The data gathered were analyzed 

using a thematic meaning making approach to form the results of the study.  

 

It was concluded that the research respondent undergoes the identity crisis after the 

discovery of HIV due to different contextual factors like physical appearance, lack of 

knowledge about HIV, self-shaming, absence of social and economic support that lowers 

their self-esteem, confidence and status. Simultaneously, the respondents rebuild their 

identity based on their personal resilience, selective and limited disclosure, silent and 

secrecy, coping mechanisms, outreach and support mechanism through people and 

organization and access to available resources which is the positive aspects that impact 

the life of PLHIV. Furthermore, they focused on the health, social and economic aspects 

of their lives and these enabled them to gradually reconstruct their identity.  The thesis 

pursues to back contributions in the sociology HIV stigma and discrimination. It also 

seeks to revise the perspectives of symbolic interactionism to better understand the 

emotive and embodied nature of identity processes in HIV stigma and discrimination. 
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Chapter One: Introduction 

 

1.1. Background of the Study 

Nepal has a concentrated HIV epidemic, with an adult HIV prevalence (ages 

15 to 49) of 0.02% in 2023. Recent estimates indicate that approximately 30,000 

people are living with HIV in the country. Each year, there are about 488 new 

infections, with 308 men and 180 women contracting the virus. Heterosexual 

transmission accounts for 69% of HIV cases in Nepal (NCASC, 2023). The key 

populations affected by the HIV epidemic include intravenous drug users, sex workers 

and their clients, men who have sex with men, transgender people, male labor 

migrants and their wives, and prisoners (NCASC, 2023). 

 

Recent efforts in Nepal to implement evidence-based, targeted HIV prevention 

interventions focusing on key populations have significantly reduced new infections. 

However, despite continuous efforts to combat stigma and discrimination, these 

barriers remain significant impediments to accessing information and services 

(Chaudhary & Kakchapati, 2022). Stigma and discrimination related to HIV, along 

with socially constructed negative connotations of HIV and AIDS, are major barriers 

to health service access and effective utilization (NCASC, 2023). People living with 

HIV (PLHIV) are often stigmatized and discriminated against due to prevalent 

misconceptions, lack of accurate knowledge, sociocultural beliefs, and false 

information about HIV and AIDS (Beine, 2003). 

 

Nepal's national HIV strategic plan (2021-2026) aims to mitigate HIV stigma 

and discrimination through mass awareness and dissemination campaigns. The 

strategic plan emphasizes mass-level campaigns and programs to promote HIV 

knowledge for its prevention and to achieve the ambitious target of 95-95-95. 

Additionally, the plan highlights the importance of effectively implementing 

government policies, programs, and strategic approaches to provide access to services 

and information for PLHIV (NCASC, 2023). The strategic plan also aims to 

strengthen the Community Home-Based Care (CHBC) program, which provides 

access to primary health care services for PLHIV in their homes and communities 

through trained CHBC workers. This initiative is expected to ensure ART adherence, 
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reduce stigma and discrimination, and improve the quality of life and positive living 

for PLHIV (NCASC, 2023). 

 

The Nepal government has developed a national HIV Strategic Plan for 2021-

2026, which adopts a people-centric approach grounded in the principles of human 

rights and health equity. This plan is expected to significantly reduce new HIV 

infections and HIV-related deaths, improving the health and quality of life for people 

living with HIV (PLHIV). Key elements of the plan include the effective 

implementation of HIV prevention efforts, promotion of HIV testing, increased access 

to antiretroviral therapy, and the advancement of inclusive, sustainable healthcare for 

PLHIV, all while working to reduce persistent HIV-related stigma and discrimination 

(NHSP, 2021). 

 

Canadian sociologist Erving Goffman first defined stigma as "an attribute that 

is significantly discrediting," which diminishes the social standing of the individual or 

group associated with the stigma (Goffman, 1963). Further research in sociology and 

social psychology has explored stigma processes from individual to structural levels. 

Stigmatization involves labeling deviance with negative traits, leading to separation, 

loss of status, and discrimination. These outcomes are heavily influenced by the 

presence or absence of power (Link & Phelan, 2001; Mwale, 2006). 

 

Since the concept of stigma was introduced, it has been closely linked with 

diseases such as mental illness, leprosy, and tuberculosis. Being infected with a 

disease is often viewed as socially discrediting. The degree to which specific 

infections or diseases are stigmatized varies over time and across cultures. However, 

certain diseases exhibit nearly universal aspects of stigma that persist across different 

cultures for decades. Common expressions of stigma include social or physical 

isolation of individuals or families with stigmatized characteristics. Yet, some 

manifestations of stigma are culturally specific, showing variations from one place to 

another (Abdullah & Brown, 2011). 

 

Stigma has been associated with HIV since the beginning of the epidemic, 

quickly becoming linked with negative social attributes. UNAIDS defines HIV-

related stigma as "a process involving the devaluation of individuals living with or 
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connected to HIV and AIDS" (2003, p. 1). This broad term encompasses multiple 

components of the devaluation process. Stigma can be internalized when experienced 

by an individual and enacted when society discriminates or stereotypes, but self-

inflicted bias has also been observed (Mahajan et al., 2008). Anticipated stigma, 

particularly concerning HIV and other illnesses, often stems from prior experiences or 

anxieties about potential stigma (Alonzo & Reynolds, 1995; Gilbert & Walker, 2010). 

HIV-related stigma, like other disease-related stigmas, is produced and exhibited 

through a process involving stereotyping (the "notion"), prejudice (the "emotion"), 

and discrimination (the "action") (Phelan, Link, & Dovidio, 2008). 

 

HIV-related stigma is a social phenomenon where an individual is perceived 

by others to possess a discrediting characteristic, causing them to be viewed as 

damaged, tainted, or flawed (Mwale, 2006; Adane et al., 2020; Jugeo & Moalusi, 

2014). Research worldwide has shown that psychological discomfort for PLHIV is 

not solely caused by their health status or HIV-related symptoms but also by HIV-

related stigma (Jugeo & Moalusi, 2014; Rinehart et al., 2019). Perceived stigma and 

discrimination significantly impact the quality of life for PLHIV, their families, 

communities, and healthcare professionals working with them (Stangl et al., 2013; 

Fido et al., 2016; Feyissa et al., 2016). When perceived stigma is combined with the 

adverse effects of antiretroviral therapy (ART), it can lead to shame, loss of self-

efficacy, low self-esteem, low confidence, and hopelessness. These factors can result 

in poor adherence to ART, treatment failure, the rise of drug-resistant HIV strains, 

and even fatalities (Fido et al., 2016; Feyissa et al., 2016). 

 

In Nepal, HIV stigma and discrimination are not new issues. HIV and AIDS 

are often perceived as outcomes of either extramarital sexual activities or needle 

sharing for drug use, which are considered outside the norms and values of Nepalese 

society. Consequently, PLHIV are stigmatized and discriminated against by family, 

friends, institutions, and society at large. Studies on HIV stigma and discrimination in 

Nepal have found that many healthcare providers hesitate to provide care to PLHIV 

due to fear of contracting HIV themselves, often referring PLHIV to other health 

facilities. Medical professionals involved in invasive medical and surgical procedures 

report a higher fear of self-HIV transmission. However, those experienced and 

frequently involved in providing treatment and care to HIV patients perceive few risks 
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of HIV transmission when appropriate precautions are in place. Some PLHIV 

experience poor treatment in workplaces and educational institutions, which violates 

their rights, psychologically impacts them, and hinders their access to HIV testing and 

treatment. PLHIV and other key affected populations are often disregarded by their 

families, peers, and the larger community (Moktan, 2023). 

 

In Nepal, gender inequality and poverty have made women more susceptible 

to HIV risk behaviors and exposure. Gender and the intersectionality of stigma and 

discrimination are critical issues. Due to their social roles, low status in the social 

hierarchy, lack of decision-making autonomy, economic dependence, and low literacy 

rates, women are more likely to face stigma and prejudice from the community, their 

families, and medical professionals (Addison, 2023). 

 

1.2. Research Problem 

HIV stigma and discrimination has been the major issue from the very start of 

the HIV epidemic and different research conducted earlier has found social 

determinant factors of HIV stigma. People living with HIV and AIDS who have 

disclosed their HIV status has been perceived as the deviant and abnormal including 

dangerous that leads to spoiled identity or identity crisis, loneliness, isolation and 

degradation of self respect. However, the study on HIV and AIDS and its impact on 

the PLHIV and diverse intervention strategies have aided in the mitigation of HIV 

stigma and prevention of HIV infection. Social construction of HIV stigma and 

reconstruction or management of spoiled identity is the significant issues that need to 

have in depth understanding because of its complicated phenomenon and its linkages 

with spoiled identity, that all intersect with the wider social, cultural, economical and 

political structures and social process that socially construct different stages of 

identity to PLHIV (Tsarenko & Polonsky, 2011).   

 

Erving Goffman, propounded the stigma theory under the symbolic 

interactionism that led to the development of notion of spoiled identity management 

and dramaturgical viewpoint in sociology that proposed individual life as a theater 

and people as an actors on a stage and also conceptualized stigma as the major factor 

for the different stages of social identity (Mwale, 2006).    
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In context of Nepal, there has been many research on HIV stigma has been 

done in epidemiological perspective. Furthermore, there is increased significance of 

HIV stigma and discrimination for the mitigation and prevention of HIV infection. 

However, there lack the research from sociological view point to address the 

influence of HIV stigma and discrimination on social identity and this study will 

address the research gaps on social construction of HIV stigma and discrimination, 

disruption and management of spoiled identity. 

 

In this study to address the research problem, explored about the HIV infected 

people discovered infection of HIV, their initial reaction and ways explore to manage 

the HIV stigma including, the social construction of HIV stigma. 

 

What is the status of HIV stigma and discrimination as experienced by people 

living with HIV and AIDS in the of Kathmandu valley? 

 

1.3. Research Question: 

What is the status of HIV stigma and discrimination as experienced by people 

living with HIV and AIDS in the Kathmandu Valley.  

 

1.4. Objectives of the Study 

The general objectives of this study is to explore, HIV related stigma and 

discrimination, support system and coping mechanism as experienced by people 

living with HIV and AIDS in Kathmandu valley. The specific objectives is denoted 

below 

• To explore stigma and discrimination as experienced by PLHIV residing in 

Kathmandu valley 

• To find the disclosure status, supporting system and coping mechanism of HIV and 

AIDS related stigma and discrimination as experienced by PLHIV residing in 

Kathmandu valley 



6 

 

1.5. Rationale of the study 

In context of Nepal, HIV is taken as the infection that ultimately lead to death. 

The common social opinion of HIV and AIDS is that the infection occurs after the 

sexual intercourse outside of marital relationships or to people who have sexual 

relationship with sex workers.  However, in Nepal the society doesn‘t tolerate the 

premarital or extramarital relationship due to these perception people living with HIV 

face the stigma and discrimination in society and PLHIV are finding it hard to reside 

in their own family and communities which has been found to forced them to migrate 

to new places leaving their family and communities (Jha, Plummer & Bowers, 2011).   

 

Among the diverse reason of HIV stigma, the general belief is that someone 

get infected of HIV because of sin which will lead their early death and this 

bereavement is taken as punishment for making those sin (Nepal & Ross, 2010). In 

Nepal most of the people follow hindu religion and it plays major role in Nepalese 

society and in their everyday life. As per the Hindu religion, premature death is 

perceived as a punishment for the wrong deed done in the past life, hence this 

religious perception creates the HIV belief in society and cause stigma and 

discrimination to HIV positive people (Nepal & Ross, 2010). Furthermore, Hindu 

religion, hindu cultural beliefs and practices also creates some of the fallacy in HIV 

infection and its transmission like caste based purity and philosophy of karma.  Some 

of the misconceptions about HIV and its transmission are also rooted in the Hindu 

cultural beliefs and practices, such as caste-related purity and philosophy of karma 

and HIV infection is comprehended due to the bad karma or God‘s punishment 

(Pokhrel et al., 2008). HIV stigma is effected by the educational level and economic 

status. The society shows fear, hatred and rejects the HIV infection and its 

transmission due to the fact that they don‘t have the required knowledge and have 

misconception about the infection.  In the study conducted by Nepal & Ross (2010), 

found that the well educated PLHIV encounter less stigmatization than the 

uneducated PLHIV. Similarly, economically well to do PLHIV also faced less stigma 

and discrimination than one with lower economic capital. Furthermore, in the study 

conducted by Jha & Madison (2009) found that the doctors and nurses showed stigma 

and discrimination against PLHIV even though they are well educated which was due 

to the lack of proper knowledge of HIV and its mode of transmission including lack 

of sensitivity to treat the HIV infected people with dignity and respect. Furthermore, 
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some of the medical health professional denied to provide health services to PLHIV 

due to the fear contracting infection and being known to be associated with HIV.  

 

HIV stigma and discrimination is socially constructed and community and 

society plays significant role in its generation. Hence, social norms, belief, behavior 

and actions can either reduce or increase the HIV stigma. Joint families are common 

in Nepal and women after marriage move to live with their in-laws. And in these joint 

families, daughter in-law are significantly stigmatized if they became HIV infected 

and won‘t get support or care from their in–laws and the husband, however if the male 

counterparts get infected with HIV then it is normally accepted belief that the 

daughter in-law will take care of him and provide the necessary support (Nepal & 

Ross, 2010). Furthermore, HIV stigma and discrimination also manifest as restrictions 

such as denial of entry into the kitchen, not sharing the same bathroom or bed and 

restricting the PLHIV in daily tasks or errands these all behaviors of family and 

community rejection is also taken as a result of HIV stigma (Nepal & Ross, 2010). 

 

1.6. Limitation of the study 

The study primarily focuses on the social aspects of HIV stigma and 

discrimination, neglecting other factors such as technological resilience. As this 

research is for the partial fulfillment of a Master‘s degree in Philosophy, it is not an 

interdisciplinary study. Instead, it aims to demonstrate the respondents' experiences of 

stigma and discrimination within their homes and communities. The study specifically 

targets people living with HIV and AIDS in the Kathmandu Valley, using a small 

sample size. Consequently, the findings may not be applicable to other regions. 

 

The research design is descriptive, exploratory, and inductive, rather than 

based on predefined questionnaires. Due to time and resource limitations, and 

considering the scope of the field areas, the study relies on a series of interviews and 

semi-structured questionnaires. The scope of this thesis is primarily centered on the 

experiences of respondents living with HIV and AIDS. 
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Chapter Two: Literature Review 

 

2.1. Theoretical Review 

2.1.1. Erving Goffman’s Stigma Theory 

Erving Goffman pioneered the concept of stigma, tracing its historical usage 

back to the Greeks, where it referred to bodily signs designed to reveal something 

unusual and bad about the moral status of the signifier. Goffman defined stigma as a 

social construct that significantly discredits a person, marking them as abnormal by a 

group considered normal within any social and cultural context. He emphasized that 

stigma should be understood as a language of relationships and categorized it into 

three types: physical deformities, blemishes of individual character, and those 

transmitted through family lineage. According to Goffman, possessing these 

discrediting attributes reduces the individual from a whole person to a tainted and 

discounted being. 

 

Goffman argued that members of normal society exercise various forms of 

discrimination that diminish the life chances of stigmatized individuals. He further 

differentiated between stigmatized persons based on their attributes, labeling them as 

either discredited or discreditable. A discredited person is someone whose 

stigmatizing attribute has been revealed, whereas a discreditable person possesses 

stigmatizing characteristics that are not immediately noticeable during initial 

interactions (Goffman, 1963; Tyler, 2018; Maharjan, 2019). 

 

The concepts that Goffman had proposed were refined and elaborated upon 

after his book on stigma was published in 1963 and featured in a variety of stigma 

literature. The concept of stigma has been applied to an extraordinarily wide range of 

various conditions, notably in regard to health, ranging from leprosy, to cancer, urine 

incontinence, and mental illness (Parker and Aggleton, 2003; Maharjan, 2019). 

 

Jones et al., (1984) expanded Goffma‘s work, defining stigma as a "mark" that 

associates an individual with negative traits, like stereotype in a social connection. He 

also distinguished six dimension of stigma, which included concealability (the extent 

to which the mark is visible), course (the pattern of change over time usually due to 

the mark), disruptiveness (block or hamper interaction), aesthetic (extent up to which 
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the mark makes the possessor degrade or repellent), origin (condition of the 

origination of the mark), and peril (kind of danger and seriousness due to the 

possession of the mark) and emphasized its influence.  origin (circumstances on the 

origination of the mark), and peril (the kind of danger posed by the mark and its 

seriousness), and highlighted its influence (Maharjan, 2019). 

 

Herek (1999) divided HIV-related stigma into two categories: "instrumental" 

and "symbolic." Instrumental stigma reflects the fear and apprehension associated 

with any lethal and transmissible illness, while symbolic stigma encompasses 

attitudes toward the social groupings or lifestyles thought to be connected to the 

disease. This categorization implies that attributions of stigma can be linked either to 

a fatal disease or to the social groups afflicted by it (Maharjan, 2019). 

 

Similarly, Scambler (1998) provided another categorization of stigma as 

"enacted" and "felt" stigma. Enacted stigma refers to actual discrimination or 

unacceptability, often associated with pre-stigmatizing conditions that exist before 

HIV infection. Felt stigma is the fear of such discrimination, based on the personal 

feelings of the stigmatized individual. Hence, stigma is a complex social process 

involving the interaction between social and economic factors and the emotional 

concerns of stigmatized individuals. 

 

2.1.2. Labeling Theory 

The theoretical and empirical origins of labeling theory have a long history in 

sociology (Gibb and Erickson, 1975). Scheff (1966) was the first to specify the 

fundamental hypotheses regarding mental illness, considering it the result of breaking 

the unnamed residual laws of social life. These norm breaches, often unrecorded and 

of transient consequence, occur in various ways and are widespread in society. When 

a residual rule violator is publicly identified as mentally degraded or ill, they may be 

subjected to a stereotype of mental illness that they received in early infancy and that 

is repeatedly reinforced. Labeled deviants are thus rewarded for performing a 

stereotyped role and penalized for refusing to play it. Despite criticisms of Scheff‘s 

data, methods, and analysis (Maharjan, 2019), his work laid important groundwork 

for understanding labeling. 
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Labeling theory refers to the process by which society labels individuals who 

break its consensus on values and norms. People can be labeled based on specific 

characteristics deemed negative by society, such as laziness, a history of criminal 

behavior, or living with HIV. These labels can persist long after the individual‘s death 

and influence their attitudes, beliefs, and behaviors. The labels are inescapable and 

can even lead to self-labeling when the stigmatized individual accepts the label 

(Maharjan, 2019; Muda and Yosuff, 2022). 

 

2.1.3. Modified Labeling Theory 

Link and Phelan (2001) expanded on labeling theory by identifying five 

components of stigma: labeling, stereotyping, separation, status loss, and 

discrimination. Labeling is the process of conferring a negative label to a person. 

Stereotyping involves forming negative perceptions based on the label. Separation 

refers to the exclusion and isolation of the stigmatized individual from the public 

sphere, leading to status loss. Discrimination then takes place against the stigmatized 

person (Link & Phelan, 2001; Maharjan, 2019). 

 

2.1.4. Attribution Theory 

Attribution theory posits that people try to understand others by making 

personal or situational attributions about their behavior, providing a framework for 

explaining the relationship between stigmatizing attitudes and discriminatory behavior 

(Weiner, 1995). According to Weiner‘s attribution theory, behavior is determined by a 

cognitive-emotional process through which people make attributions about the causes 

and controllability of a person‘s behavior. This leads to inferences about their 

responsibility, creating emotional reactions like anger or pity, which in turn affect the 

likelihood of helping or punishing behaviors. If a person‘s behavior is attributed to 

factors outside their control, they are less likely to be judged responsible, and people‘s 

emotional reactions and behaviors toward them will be less negative. Conversely, if 

behavior is attributed to factors within the individual‘s control, they are more likely to 

be judged responsible, resulting in negative emotions and behaviors toward them 

(Maharjan, 2019). 

 

Corrigan (2000) applied Weiner‘s theory specifically to the stigmatization of 

mental illness, highlighting the relationship between signaling events (such as 



11 

 

encountering a person with mental illness), mediating knowledge structures (such as 

attributions), emotional/affective responses, and behavioral reactions. 

 

2.1.5. Earnshaw and Chaudoir's Framework of HIV Stigma 

The sociocognitive model of stigma, which focuses on the individual, does not 

fully account for the social, economic, and political processes that are structural 

components in the creation and reinforcement of HIV stigma and discrimination. To 

address this limitation, Misir (2015) highlighted how Link and Phelan combined 

sociocognitive and structural aspects of stigma. They defined stigma as existing when 

the elements of labeling, stereotyping, separation, and discrimination occur together 

in relation to the exercise of power. This conceptual model suggests that interventions 

to prevent HIV stigma and discrimination should consider both sociocognitive and 

structural factors, acknowledging that social, political, and economic inequalities and 

the exercise of power are major drivers of HIV stigma and discrimination (Maharjan, 

2019). 

 

Earnshaw and Chaudoir's work aimed to bridge the gap left by the 

sociocognitive/structural model, which does not adequately explain how individuals 

experience stigma in terms of health, psychological, and behavioral outcomes that 

fuel the HIV and AIDS pandemic. They argued that if individual-level interventions 

are a fundamental component of HIV prevention activities, understanding how HIV 

stigma impacts individual outcomes becomes critical. This justification underpins the 

Earnshaw and Chaudoir framework (Maharjan, 2019). 

 

2.1.6. Talcott Parsons’ Sick Role Theory 

Functionalism views health as essential for the stability of society, and 

therefore, ill health is considered a form of deviation. Talcott Parsons introduced the 

concept of the "sick role," outlining the expected behavior of sick individuals and 

their caregivers. According to Parsons, sick individuals have both rights and 

responsibilities. He posits that a sick person is not responsible for their illness and 

should not be blamed for their condition. As a result, they are granted the right to be 

exempt from normal social duties and are not expected to fulfill the same obligations 

as healthy individuals. This exemption, however, is conditional and depends on the 
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severity of the illness, which must be legitimized by a physician. Essentially, a 

medical professional must confirm that the illness is genuine (Varul, 2014). 

 

Additionally, the sick person has two primary responsibilities: to strive to get 

well and to seek and cooperate with technically competent health professionals. 

Society uses various mechanisms to regulate the behavior of the ill and to reintegrate 

them into their normal roles. Hence, the sick role theory grants doctors the authority 

to determine an individual's health status and to allocate the necessary resources or 

treatments (Crossley, 1998; Varul, 2014). 

 

2.1.7. Structuration Theory 

Stigma has been examined through various frameworks, from sociocognitive 

models at the individual level to structural models at the macro level. Giddens‘ theory 

of structuration posits that understanding agents and structures requires consideration 

of time and space, as actions vary according to context. The stigma associated with 

HIV has evolved over the past decades due to concerted efforts to expand effective 

interventions. These interventions address different forms of stigma experienced by 

people living with HIV (PLHIV) at various societal levels and situations (Tran et al., 

2019). 

 

2.1.8. Foucauldian Perspective of HIV Stigma 

Foucault‘s analysis focuses on the cultural production of differences such as 

stigma within the framework of power dynamics (Parker and Aggleton, 2003). He 

argues that in modern times, power has evolved beyond the sovereign's ability to take 

life (juridical power) to include the power to control and optimize life itself. This new 

form of power operates through comprehensive regulations and social norms aimed at 

governing and disciplining behaviors that deviate from established norms (Carrasco et 

al., 2017; Vaugan, 2019). 

 

From a Foucauldian perspective, HIV stigma can be understood as a 

mechanism to enforce societal norms around sexuality and personal responsibility for 

health (or healthism). Stigma and marginalization, therefore, serve as tools to 

discipline individuals who engage in behaviors perceived to threaten social order 

(Carrasco et al., 2017; Vaugan, 2019). 
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2.1.9. Pierre Bourdieu’s Theory of Habitus 

Pierre Bourdieu‘s concepts of capital, field, habitus, and symbolic violence 

provide insights into the experiences of HIV-positive women within public health-

care systems. Bourdieu‘s theory emphasizes how power dynamics influenced by 

biomedical hegemony, sociocultural practices, material conditions, fear, 

discrimination, and stigma shape the lives of women living with HIV, potentially 

hindering their empowerment (Vaugan, 2019; Franca et al., 2021). 

 

Within Bourdieu‘s framework, capital represents the various forms of power 

individuals wield within specific social fields. These forms include economic, social, 

and cultural capital, which are recognized as legitimate within their respective fields. 

The distribution of capital among people living with HIV varies based on factors such 

as symptoms, access to treatment, utilization of support services, and adherence to 

biomedical norms (Vaugan, 2019; Franca et al., 2021). 

 

Bourdieu‘s concept of symbolic violence is useful for understanding the 

stigma experienced by PLHIV. Symbolic violence, perpetuated with the consent of 

the socially subordinated, naturalizes existing hierarchies and encourages self-blame 

among those structurally disadvantaged. In the context of HIV and AIDS, symbolic 

violence, coupled with dominant discourses, reinforces social control and limits 

resistance against discriminatory practices (Vaugan, 2019; Franca et al., 2021). 

 

Moreover, Bourdieu‘s notion of habitus describes the system of pre-reflexive 

dispositions shaped by tradition and history, influencing individuals‘ unconscious 

behaviors and perceptions. Within public health care, therapeutic compliance 

expectations reshape women‘s habitus to align with prescribed treatment regimens, 

illustrating the complex interplay of gender, symbolic violence, and cultural 

expectations in HIV care settings (Vaugan, 2019; Franca et al., 2021). 

 

2.1.10. Social Construction Theory 

Peter L. Berger and Thomas Luckmann‘s social construction theory posits that 

social reality is continually constructed by individuals through social interactions, 

forming subjective realities that are shared and shape societal norms and values 

(Asrina et al., 2023). In the context of HIV stigma and discrimination, this theory 
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suggests that perceptions of HIV are socially constructed based on fears, 

misconceptions, moral interpretations, religious beliefs, and societal norms, 

associating HIV with shame and violations of social and religious norms (Asrina et 

al., 2023). 

 

Aggleton and Parker (2003) contribute to this perspective by framing stigma 

as a social process deeply intertwined with power dynamics and domination. They 

argue that stigma should not be viewed merely as an individual imposition but 

understood within broader social, cultural, political, and economic contexts. Stigma, 

stigmatization, and discrimination, therefore, perpetuate and reproduce structural 

inequalities within society (Aggleton & Parker, 2003). 

 

Given the theoretical perspectives discussed, the symbolic interactionism 

theory of stigma was chosen to study HIV stigma and discrimination among people 

living with HIV (PLHIV) in Kathmandu Valley. Symbolic interactionism, a micro-

level perspective, focuses on how individuals construct meaning through social 

interactions. It explores the development of self-concepts, individual consciousness, 

and the negotiation of social roles within collective contexts. This perspective is 

particularly relevant for understanding how PLHIV navigate their identities and 

experiences in relation to societal attitudes and interactions (Asrina et al., 2023). 

 

2.2. Empirical Findings 

2.2.1. Global Scenario 

HIV-related stigma has profound implications across various aspects of life for 

people living with HIV (PLHIV) globally. Research indicates that stigma is linked to 

decreased rates of HIV testing and increased lifetime risk of acquiring HIV, as 

stereotypes about HIV can lower perceived risk (Earnshaw et al., 2012). Moreover, 

HIV-related stigma negatively affects adherence to antiretroviral (ARV) medication, 

leading to poorer health outcomes for PLHIV and increasing the risk of virus 

transmission (Katz et al., 2013). 

 

Beyond physical health, stigma significantly impacts mental health outcomes 

among PLHIV. Studies show that stigma is associated with higher levels of post-

traumatic stress disorder (PTSD), depression, and suicidal ideation across different 
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age groups and cohorts (Garrido-Hernansaiz et al., 2018). PLHIV also report higher 

levels of social exclusion, loneliness, and lower overall quality of life due to stigma 

(Logie et al., 2018). This effect is particularly pronounced among those facing 

intersecting stigmas related to gender identity, sexual orientation, and race (Logie et 

al., 2018). In some cases, stigma itself has been identified as having a more 

detrimental impact on quality of life than the HIV diagnosis itself (Holzemer et al., 

2009). 

 

Practical repercussions of HIV stigma extend to employment and travel 

opportunities. Many PLHIV experience discrimination in employment settings, with 

employers hesitant to hire individuals once their HIV status is disclosed, thereby 

limiting access to secure jobs that are crucial for maintaining quality of life, adhering 

to ART, and improving health outcomes (Pena Longobardo & Oliva-Moreno, 2018; 

Nachega et al., 2015). Furthermore, certain countries, such as Singapore, Jordan, 

Qatar, and the UAE, enforce travel bans for PLHIV, restricting their freedom to live 

and work internationally (hivtravel.org). 

 

In their exploration of HIV and AIDS stigma, Bharat, Aggleton, and Tyrer 

(2001) identify various domains such as healthcare, the home, workplaces, insurance, 

education, and post-death services where individuals living with HIV/AIDS encounter 

discrimination. They highlight the healthcare sector as particularly rife with 

discrimination, stigma, and denial related to HIV/AIDS. Their study, conducted in 

Mumbai and Bengaluru, involved 31 participants from Mumbai and 13 from 

Bengaluru recruited from both private and public hospitals. The forms of 

discrimination observed included refusal of medical services, expulsion from home 

and community, and termination of employment. 

 

Moreover, the authors underscore the gendered nature of HIV/AIDS stigma, 

often intertwined with a sexual double standard (van Hollen, 2013). This perspective 

illuminates how societal norms around gender and sexuality exacerbate stigma for 

those living with HIV/AIDS, influencing their experiences across various social 

contexts. 
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In a related study focusing on self-disclosure among 68 individuals with HIV 

in South India (Chandra, Deepthivarma, & Manjula, 2003), the authors explored the 

impact of felt normative stigma on disclosure behaviors. They found that participants 

anticipated high levels of normative stigma, leading them to limit disclosing their HIV 

status, especially after learning about others' negative experiences (social learning). 

This non-disclosure was hypothesized to be driven by the fear of stigma and its 

consequences, including social isolation and reduced access to support networks. 

 

The study confirmed that non-disclosure due to felt normative stigma 

correlated with higher levels of depression among participants. This isolation from 

social support and resources underscores the profound psychological impact of stigma 

on individuals living with HIV/AIDS, affecting their mental health and well-being. 

 

These studies collectively highlight the pervasive influence of stigma on the 

lives of people with HIV/AIDS, impacting their access to essential services, 

employment opportunities, and mental health outcomes. Addressing stigma in these 

varied contexts is crucial for improving the quality of life and overall health outcomes 

for individuals affected by HIV/AIDS. 

 

According to Stangl et al. (2013), significant efforts have been made by 

UNAIDS, UN, and PEPFAR to include stigma and discrimination reduction as a 

crucial component in the global fight against AIDS. These initiatives reflect a strong 

political commitment aimed at mitigating the impact of HIV-related stigma. However, 

the authors emphasize the need for national governments to develop evidence-based 

intervention strategies that can effectively integrate stigma reduction into national 

plans at various levels—from individual to societal. They highlight a current 

challenge where diverse approaches to stigma reduction make it difficult to compare 

and determine their effectiveness. 

 

Arrey et al. (2017) conducted a qualitative study involving 44 HIV-positive 

sub-Saharan African immigrant women residing in Belgium. The study aimed to 

assess stigma and discrimination experienced by these women, particularly within 

healthcare institutions. The findings revealed that these women faced stigma in the 

form of fear of infection, discriminatory institutional procedures related to HIV 
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management, and negative public attitudes toward immigrants and HIV. Stigma 

manifested as blame, humiliation, stringent precautions, and instances of delayed or 

refused healthcare services, leading to psychological distress, irregular healthcare 

seeking behavior, and non-disclosure to healthcare providers. The study 

recommended effective stigma prevention interventions, specialized training for 

healthcare providers, and educational initiatives to address these issues. 

 

Rahmati et al. (2010) conducted a qualitative study exploring the perceptions 

and experiences of people living with HIV in Iran regarding healthcare quality and the 

attitudes of healthcare providers. The study involved 69 PLHIV from HIV care clinics 

in Tehran and highlighted experiences of stigma and discrimination from healthcare 

providers. Forms of discrimination included refusal of care, suboptimal treatment, 

excessive precautions, and instances of humiliation. Due to perceived stigma, PLHIV 

avoided or delayed seeking healthcare, withheld HIV disclosure, and sometimes 

sought spiritual healing instead. Stigma also contributed to feelings of undeserving 

care, reduced motivation for health, anger, and emotional stress. The study 

recommended interventions targeting stigma in healthcare settings, specialized 

training for providers, and national policies aimed at stigma reduction. 

 

Monterio et al. (2013) conducted a systematic literature review focused on 

understanding the intersection between social inequality, exclusion, and 

marginalization related to HIV stigma and discrimination. The review aimed to 

illuminate how various axes of inequality intersect with stigma experiences among 

individuals living with HIV. By exploring these dynamics, the study aimed to provide 

insights into the complex factors contributing to stigma and discrimination in the 

context of HIV/AIDS. 

 

These studies collectively underscore the pervasive impact of stigma and 

discrimination on individuals living with HIV/AIDS, emphasizing the need for 

multifaceted interventions at global, national, and local levels to mitigate stigma, 

improve healthcare access, and enhance the well-being of affected populations. 
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Based on Asrina et al. (2023), their study aimed to explore the triggers of 

stigma and discrimination among individuals living with HIV in Wakatobi, Southeast 

Sulawesi, using a quasi-qualitative design with a case study approach. The researchers 

identified several factors that triggered stigma among PLHIV, including fear, 

perceptions of unattractiveness, anxiety related to associations with the disease, and 

concerns about lack of confidentiality. Discrimination, on the other hand, was fueled 

by feelings of disappointment, insecurity, diminished self-esteem, and factors like 

competition and exploitation. The study delineated various forms of stigma 

experienced by PLHIV, such as public stigma, self-stigma, verbal discrimination, and 

avoidance behaviors. The authors highlighted that stigma and discrimination 

significantly impacted the quality of life of PLHIV, hindering their ability to seek 

assistance and improve their well-being. They emphasized the urgent need for 

extensive educational initiatives on HIV/AIDS to eradicate stigma and discrimination 

from social interactions. 

 

In the study by Abachi and Behravan (2013), the research focused on 

exploring the effects of stigmatization on the quality of life among PLHIV. 

Conducted in Mashhad, Iran, the study involved 8 HIV-infected individuals (5 men 

and 3 women) from two behavioral-infectious centers. Through interviews, the 

researchers identified dimensions of HIV-related stigma such as fear, perceptions of 

unattractiveness, anxiety, and associations with the disease, alongside concerns about 

confidentiality. The participants reported experiencing discrimination due to factors 

like disappointment, insecurity, and competition. Similar to Asrina et al. (2023), the 

study identified forms of stigma including public stigma, self-stigma, verbal 

discrimination, and avoidance behaviors. The findings underscored that stigma and 

discrimination had a profound impact on the quality of life of PLHIV, complicating 

their access to support and self-improvement opportunities. The study emphasized the 

importance of educational initiatives to combat HIV-related stigma and discrimination 

effectively. 

 

These studies collectively highlight the pervasive nature of stigma and 

discrimination experienced by PLHIV, emphasizing the urgent need for 

comprehensive educational efforts and supportive interventions to alleviate their 

negative effects on individuals' lives and well-being. 
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2.2.2. Manifestation of HIV Stigma and Discrimination in Nepal 

Numerous studies on HIV and AIDS in Nepal highlight stigma as a significant 

issue requiring deeper understanding and attention (Beine, 2001; Jha & Madison, 

2009). HIV stigma manifests universally, characterized by refutation, denial, 

seclusion, avoidance, and renunciation. In Nepal, people living with HIV encounter 

stigma and discrimination within their families, social circles, neighborhoods, 

communities, educational institutions, workplaces, and notably within medical 

facilities (Aryal, 2017). 

 

Additionally, Acharya et al. (2022) conducted a demographic study using data 

from the Nepal Demographic and Health Surveys conducted in 2006, 2011, and 2016. 

They examined the impact of factors such as low educational status, economic 

disadvantage, rural residence, unemployment, poor socioeconomic conditions, and 

limited media exposure (especially newspapers and television) on the stigma and 

discrimination faced by PLHIV. 

 

2.2.2.1. Internalized Stigma 

Internalized or self-stigma among people living with HIV (PLHIV) occurs 

when individuals internalize negative societal attitudes and perceptions about HIV, 

leading to feelings of shame, guilt, and diminished self-worth. In Nepal, the PLHIV 

Stigma Index 2.0 (NCASC, 2022) reported an overall internalized stigma rate of 22%. 

Enacted stigma, discrimination, and prejudice against PLHIV contribute significantly 

to internalized stigma, which in turn correlates with increased levels of depression and 

poorer overall health outcomes (NCASC, 2022). Shrestha et al. (2018) conducted a 

cross-sectional study with 599 PLHIV in Nepal, examining perceived social support, 

quality of life, coping strategies, and internalized stigma. They found that internalized 

stigma undermines the beneficial effects of problem-focused coping strategies and 

social support on quality of life among PLHIV. Enhancing problem-focused coping 

mechanisms and social support can potentially improve the quality of life for PLHIV 

facing significant stigma. 

 

2.2.2.2. HIV Stigma at Family, Friends, and Community Levels 

Family support plays a crucial role in promoting adherence to antiretroviral 

therapy (ART) among PLHIV, but fear of stigma and discrimination within families 
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can negatively impact ART adherence. Studies, such as those by Neupane et al. 

(2012) and Poudel et al. (2012), have documented instances where families stigmatize 

and discriminate against their own members living with HIV, affecting their health 

outcomes and overall well-being. Efforts to increase awareness and support within 

families are crucial for improving ART adherence rates. 

 

Chaudhary and Kakchapati (2022) highlighted the prevalence of public stigma 

and personalized stigma among community members towards PLHIV in Nepal, 

indicating low levels of community acceptance and high levels of rejection. Such 

attitudes contribute significantly to the social exclusion and discrimination 

experienced by PLHIV. 

 

Moktan (2023) conducted a study in Makwanpur district involving 205 

PLHIV, revealing widespread discrimination, stigma, and exclusion experienced by 

PLHIV, especially women who faced heightened levels of discrimination and social 

exclusion, often being labeled as immoral or unworthy members of society. 

 

2.2.2.3. HIV Stigma at Institutional Levels 

Subedi et al. (2012) conducted a study focusing on children living with HIV in 

Nepal, revealing that a significant proportion had experienced disclosure of their HIV 

status at school, resulting in adverse treatment such as discrimination and denial of 

educational support. Such institutional stigma underscores the need for educational 

interventions and policy measures to protect the rights and dignity of PLHIV, 

especially among vulnerable populations. 

 

According to Beine (2002), cultural attitudes in Nepal often perpetuate 

misconceptions and stigma surrounding HIV/AIDS, fueled by fear, hatred, and blame. 

These cultural beliefs contribute to stigmatizing behaviors directed at PLHIV, 

particularly those perceived to have acquired HIV through socially stigmatized 

behaviors such as drug use or sex work. 

 

2.2.2.4. Support Systems 

Research by Pahadi (2022) in Nepalgunj Submetropolitan City highlighted the 

use of digital communication and peer support networks among gender minority 



21 

 

groups and female sex workers to access HIV-related information confidentially. 

However, stigma and discrimination against PLHIV remain pervasive in these 

communities, underscoring the need for supportive and non-judgmental environments 

for effective HIV care and support. 

 

FHI Nepal (2003) reported on the stigma experienced by HIV-infected women 

in Nepal, emphasizing gender disparities and socioeconomic factors that exacerbate 

stigma and discrimination against women living with HIV. The report advocated for 

gender-sensitive approaches and policies to address the unique challenges faced by 

HIV-infected women in Nepal. 

 

2.2.2.5. Coping Strategies 

Jha et al. (2011) conducted a study on coping strategies among PLHIV in 

Nepal, highlighting the significant psychosocial impact of HIV diagnosis, particularly 

among women. Negative coping strategies such as substance abuse were observed 

among men, while peer support emerged as a crucial coping mechanism for newly 

diagnosed individuals. 

 

Giri et al. (2013) assessed the quality of life among PLHIV receiving ART in 

Nepal, revealing lower psychological domain scores and advocating for targeted 

interventions to improve mental health support for PLHIV. 

 

Research by Aryal (2018) explored the enduring stigma and discrimination 

faced by PLHIV in Nepal, linked to cultural norms and societal attitudes that 

condemn behaviors associated with HIV transmission. The study underscored the 

need for policy interventions to address HIV-related discrimination and stigma 

effectively. 

 

Subedi et al. (2019) investigated perceived stigma among PLHIV in Pokhara, 

highlighting its detrimental effects on disclosure and access to healthcare services. 

The study called for comprehensive interventions to mitigate stigma and improve 

health outcomes for PLHIV. 
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Thapa et al. (2018) focused on HIV disclosure among PLHIV in Achham 

district, revealing community and public health system dynamics that influence 

disclosure decisions and highlighting the need for supportive environments to 

facilitate disclosure and reduce stigma. 

 

These studies collectively underscore the pervasive nature of HIV stigma and 

discrimination in Nepal across various levels—individual, family, community, and 

institutional—highlighting the urgent need for targeted interventions, policy reforms, 

and community awareness campaigns to mitigate stigma and improve the lives of 

PLHIV. 

 

2.3. Research Gap 

HIV stigma and discrimination remain significant barriers to HIV prevention, 

access to healthcare, and the delivery of standard health services. While Nepal has 

made strides in expanding access to treatment and care, pervasive stigma and 

discrimination against people living with HIV (PLHIV) persist at individual, 

community, and societal levels. There is a noticeable dearth of research on the 

sociological perspectives of HIV stigma and discrimination in Nepal. This study aims 

to fill these gaps by exploring the various forms and levels of stigma and 

discrimination experienced by PLHIV, investigating their impacts, identifying 

contributing factors, and exploring strategies for managing stigma and discrimination. 

Additionally, the study will examine the support systems available to PLHIV and the 

coping strategies they employ. 

 

2.4. Conceptual Framework 

The conceptual framework for this study draws upon insights from the 

literature review and is based on the framework proposed by Aryal (2018). This 

framework provides a comprehensive structure for understanding the multifaceted 

dimensions of HIV stigma and discrimination, including its social, cultural, and 

structural determinants. It guides the exploration of how stigma manifests at 

individual, family, community, and institutional levels, and how it impacts the lives of 

PLHIV in Nepal. The framework also integrates perspectives on support systems 

available to PLHIV and the coping strategies they utilize to navigate stigma and 

discrimination.  
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By utilizing this conceptual framework, the study aims to provide a nuanced 

understanding of HIV stigma and discrimination in Nepal and contribute to the 

development of effective interventions and policies to address these issues. 
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Chapter Three: Research Methodology 

 

This chapter outlines the methodology employed to conduct the thesis work, 

including the rationale for the study area, research design, universe and sampling, 

methods of data collection, data analysis procedure, and study limitations. 

 

3.1. Research Design 

The research design utilized for this study is descriptive and exploratory, 

aiming to investigate the nature of stigma and discrimination experienced by people 

living with HIV (PLHIV) in Kathmandu valley. The exploratory approach seeks to 

understand how HIV status influences experiences of stigma and discrimination 

within family, community, and institutional contexts, as well as examining the support 

systems and coping mechanisms employed by PLHIV. 

 

3.2. Research Area and Study Participants 

The study is conducted in Kathmandu valley due to its accessibility and 

concentration of PLHIV who have migrated there. This location provides valuable 

insights into the extent of stigma experienced by PLHIV. Data collection was 

facilitated through the national network and organizations established by PLHIV, as 

well as visits to ART (Antiretroviral Therapy) centers overseen by NCASC (National 

Center for AIDS and STD Control) in Kathmandu. 

 

Participants in the study are between 19 to 59 years old, living with HIV and 

currently receiving ART. They were selected based on their experience of HIV-

related stigma. Qualitative data were gathered through structured interviews 

conducted with 60 PLHIV, ensuring saturation was reached, and included 5 case 

studies and 5 key informant interviews with individuals possessing substantial 

knowledge about HIV stigma and discrimination. 

 

The study ensured ethical considerations by obtaining verbal and written 

consent from all participants and maintaining clarity on the study objectives 

throughout the data collection process. 
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3.3. Nature and Sources of Data 

Both primary and secondary sources were utilized for data collection. Primary 

data were collected through fieldwork using open-ended interviews and key informant 

interviews. Secondary data were gathered from various reports, books, journals, and 

research papers. The qualitative data collected from the study area were instrumental 

in meeting the study objectives. 

 

3.4. Sampling Procedure 

Due to the nature of the study, non-probability sampling (specifically, 

snowball sampling) was employed. This method leverages social networks to include 

participants, ensuring diverse experiences are captured. Data saturation, as defined by 

Shaw and Holland (2014), was reached after 60 participants (49 female and 11 male), 

indicating no further participants were needed to capture additional relevant 

responses. 

 

3.5. Data Collection Technique 

Qualitative research methods were predominantly used in this study to explore 

the "why" behind social phenomena and human experiences. Data were collected 

using structured interview schedules, case studies, and key informant interviews to 

gather comprehensive insights into stigma and discrimination experiences, support 

systems, and coping strategies among PLHIV. 

 

3.5.1. Interview Schedule 

The structured interview schedule was used that allowed more freedom to 

extract important facts from the respondents' narratives. The topics of discussion 

included identity disruption, stigma, and reconstruction of identity. Furthermore, a 

semi-structured interview schedule provided autonomy and interviewee are asked the 

same questions (Shank, 2006).  A interview schedule was prepared which was used to 

collect data by face to face interview from the selected respondents in Kathmandu 

valley. The structured interview schedule provided the information related to personal 

identification, population structure, family size, religion, education, ethnic 

distribution, occupation, family income and those related to HIV stigma and 

discrimination, social factors of HIV stigma and discrimination, support support 

system and coping mechanism of HIV stigma and discrimination as experience by 
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PLHIV. For the ease of getting more clarity and prevalence of theme percentage and 

number of participants has been tabulated and it also provide aid in highlighting 

patterns and commonalities within the extracted data (Sandelowski, 2001; Maxwell, 

2010; Verdinelli and Scagnoli, 2013). 

 

3.5.2. Case Study 

Five case studies were conducted with PLHIV to delve deeper into their 

experiences of stigma and discrimination. These studies were conducted in the homes 

of participants using a voice recorder to capture conversations, which were later 

transcribed and analyzed to triangulate findings from other data collection methods. 

 

3.5.3. Key Informant Interviews 

Key informant interviews with five selected individuals provided additional 

insights into HIV stigma and discrimination from the perspectives of experts in HIV, 

PLHIV leadership, healthcare, and peer education. These interviews helped validate 

and expand upon information provided by study participants. 

 

3.6. Data Processing and Analysis 

The primary data collected through different process were initially 

categorized, transcribed and then analyzed in different forms. Data analysis was done 

by using the descriptive and exploratory analysis tools. The qualitative data were 

collected and analyzed as per the nature and aim of the research. The qualitative data 

collected, for the easier understanding proper editing, coding, and tabulation was done 

as per the objective of the research. The analysis and interpretation of the facts, data 

and information collected during the research was done following five steps. First, the 

data collected were prepared, organized and marked. Second, the collected data were 

then reviewed and explore for the required information, relevancy and reliability. 

Third, initial codes were created by categorizing the data and information followed by 

establishing connection with the data. Fourth, the code were reviewed and developed 

into themes, the categorized facts, data and information were categorized and 

analyzed thematically. Fifth, the data and information were brought together for the 

thesis. 
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3.7. Ethical Consideration 

Verbal and written consent was obtained from all participants and key 

informants, clarifying the study's objectives and ensuring confidentiality and 

anonymity of their data. Ethical guidelines were strictly followed throughout the 

research process to protect participants' rights and well-being. 

 

3.8. Reflective Methodology 

Initially, I visited various organizations and networks established by PLHIV, 

including ART centers, with a reference letter from the Central Department of 

Sociology, TU, where I have been employed for the last five years. Upon presenting 

the verbal and written objectives of my dissertation to these organizations, I obtained 

their consent. Subsequently, I signed confidentiality and data protection forms in 

accordance with organizational policies to ensure the privacy of participants' personal 

data. The organizations also provided me with dedicated space within their offices for 

conducting face-to-face interviews. Using the PLHIV network, I commenced meeting 

with individuals interested in participating in the study, adhering to criteria such as 

age (between 18 and 65 years) and having experienced at least one form of stigma and 

discrimination related to HIV. Participants willingly signed consent forms after I 

thoroughly explained the study objectives both verbally and in writing. 

 

The efficiency of data collection was significantly aided by the support 

extended to me by these organizations. Building rapport with both the organizations 

and PLHIV participants was crucial for conducting effective research on HIV stigma 

and discrimination. My deep understanding of Nepali culture, empathetic approach, 

and established relationships with PLHIV and organizations were instrumental in 

eliciting the necessary information and data. Moreover, my involvement in HIV and 

AIDS prevention efforts strengthened my ability to collect data successfully. During 

data collection, I observed that women were generally more willing to share their 

experiences than men, possibly influenced by their higher levels of exposure to 

external social environments. Throughout the process, the organization's 

representatives introduced me to participants and shared the study objectives, 

motivating individuals to contribute their experiences in a safe environment where 

their well-being was prioritized and no harm was encountered. 
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Chapter Four: Socio-Demographic Information of Respondents 
 

4.1. Socio-demographic Characteristics of the Respondents 

The respondents were selected from diverse backgrounds. The following table 

presents the demographic distribution of respondents based on sex, age group, 

religion, employment status, education level, permanent and temporary addresses, 

residence type, income level, source, duration and treatment status of HIV. 

 

4.1.1. Age of the Participants 

Table 4.1. Age Distribution of PLHIV Respondents 

Age Range Female Male Total Percentage 

21-30 4 1 5 8% 

31-40 11 0 11 18% 

41-50 29 8 37 62% 

51-60 5 2 7 12% 

Total 49 11 60 100% 

Source: Field data, Kathmandu, 2024 

 

According to Table 4.1, the study included a total of 60 participants. Among 

them, 5 (8%) respondents were aged 21-30 years, 11 (18%) were aged 31-40 years, 37 

(62%) were aged 41-50 years, and 7 (12%) were aged 51-60 years. Regarding gender 

distribution, there were 49 (82%) female respondents compared to 11 (18%) male 

respondents. In Nepali, male PLHIV disclose their HIV status less frequently than 

females, due to factors like as patriarchal societal norms, societal expectations, fear of 

stigma, and potential consequences of disclosure (Adeoye-Agboola et al., 2016). 

 

4.1.2. District-wise distribution of the participants 

Table 4.2. Temporary address of respondents 

District Female Male Total Percentage 

Bhaktapur 2 2 4 7% 

Kathmandu 37 7 44 73% 

Lalitpur 10 2 12 20% 

Total 49 11 60 100% 

Source: Field data, Kathmandu, 2024 
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As depicted in Table 4.2, out of the total 60 respondents, 4 (7%) were residing 

in Bhaktapur district, 44 (73%) in Kathmandu district, and 12 (20%) in Lalitpur 

district. Many people living with HIV migrate to Kathmandu valley for treatment, 

employment opportunities, and sometimes to escape stigma and discrimination. 

Migration has been identified as a significant strategy among PLHIV to manage HIV-

related stigma and discrimination (Aryal, 2017). 

 

4.1.3. Ethnicity of the participants 

Table 4.3. Ethnicity distribution of respondents 

Ethnicity Female Male Total Percentage 

Hill Brahmin 14 4 18 30% 

Hill Chhetri 10 2 12 20% 

Hill Dalit 2 0 2 3% 

Hill/Mountain Janajati 16 3 19 32% 

Newar 5 1 6 10% 

Muslim 1 1 2 3% 

Tarai Janajati 1 0 1 2% 

Total 49 11 60 100% 

Source: Field data, Kathmandu, 2024 

 

Among the total respondent, 18 (30%) respondents were from Hill Brahmin, 

12 (20%) respondent were Hill Chhetri, 2 (3%) respondents were Hill Dalit, 19 (32%) 

respondents were Hll/Mountain Janajati, 6 (10%) respondents were Newar, 2 (3%) 

respondents were Muslim and 1 (2%) respondent was Tarai Janajati respectively  

 

4.1.4. Religion of the participants 

Table 4.4. Religion of respondents 

Religion Female Male Total Percentage 

Boudha 11 2 13 22% 

Christian 5 1 6 10% 

Hindu 32 7 39 65% 

Islam 1 1 2 3% 

Total 49 11 60 100% 

Source: Field data, Kathmandu, 2024 
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In the total of 60 respondents, 39 (65%) identified as Hindu, followed by 13 

(22%) Buddhist, 6 (10%) Christian, and 2 (3%) Islamic respondents, as illustrated in 

Table 4.4. According to the CBS data of 2021, 81.19% of Nepal's total population 

follows Hinduism, with 8.21% adhering to Buddhism, which likely contributes to the 

higher representation of Hindu and Buddhist PLHIV participants (CBS, 2021). 

Additionally, various religious perspectives generally hold similar views condemning 

the moral judgments associated with HIV (Varas-Díaz et al., 2010). 

 

4.1.5. Education of the participants 

Table 4.5. Education status of respondents 

Education Female Male Total Percentage 

illiterate 14 2 16 27% 

Read and Write only 3 1 4 7% 

Lower Secondary 11 1 12 20% 

Primary 7 1 8 13% 

Secondary 4 1 5 8% 

SLC or above 10 5 15 25% 

Total 49 11 60 100% 

Source: Field data, Kathmandu, 2024 

 

As shown in the Table 4.5., among the 60 participants, 16 (27%) respondents 

were illiterate, 4 (7%) respondents can Read and write only, 12 (20%) respondents 

had studied up to lower secondary level, 8 (13%) respondents educated up to Primary, 

5 (8%) respondents studied up to Secondary level, and 15 (25%) had SLC or above 

education level. In this study more than half that is 75% of the respondents had got 

education up to or below the secondary level with 27% respondents were illiterate and 

7 % respondent can read and write only, as per the previous research education is one 

of the prime vulnerability factor for poverty which made them prone to HIV infection 

due to the lack of knowledge of mode of HIV infection transmission and to undertake 

risky sexual activities (Subedi et al., 2019).   
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4.1.6. Employment of the participants 

Table 4.6. Employment Status of respondents 

Employment Female Male Total Percentage 

Business 1 1 2 3% 

Daily wage labor 8 2 10 17% 

Domestic  Maid 9 0 9 15% 

Driver 0 1 1 2% 

Farming 2 0 2 3% 

Handicraft 0 1 1 2% 

Hospital 2 0 2 3% 

Office 19 5 24 40% 

School  1 0 1 2% 

Shop 2 0 2 3% 

Tailoring 1 0 1 2% 

Unemployed 4 1 5 8% 

Total 49 11 60 100% 

Source: Field data, Kathmandu, 2024 

 

According to Table 4.6., in the total of 60 respondents, 2 (3%) respondents 

were doing business, 10 (17%) respondents were employed as a daily wage labor, 9 

(%) respondents were employed as domestic maid, 1 (2%) respondent was employed 

as driver, 2 (3%) respondents were doing farming, 1 (2%) respondent was  employed 

in handicraft, 2 (3%) respondent were working in Hospital,  24 (40%) respondents 

were employed in office,  1 (2%) respondent was working in school, 2 (3%) 

respondents were employed in their own shops, 1 (2%) respondent was working as 

tailor whereas 5 (8%) respondents were unemployed. In this study, 40% respondents 

were found to be engaged in organization either working in the field of HIV or 

established by PLHIV which has been one of the supporting mechanism for them to 

achieve economic independence (Aryal, 2017). The income and economic standing of 

any individual dictate the majority of life opportunities and the viewpoint towards 

social realities. According to UNAIDS (2021), HIV infection increase the risk of 

stigma and discrimination, marginalization, violence and reducing the opportunities to 

education, justice and employment.  
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4.1.7. Other sources of income of the participants 

Table 4.7. Other sources of income of respondents 

Other Sources of Income Female Male Total Percentage 

From Family 3 1 4 7% 

Help form organization 1 0 1 2% 

Loan 7 0 7 12% 

Other-Handicrafts 1 1 2 3% 

Other-Shop 1 2 3 5% 

sister in law 0 1 1 2% 

No other sources of income 36 6 42 70% 

Total 49 11 60 100% 

Source: Field data, Kathmandu, 2024 

 

Among the total of 60 respondents 42 (70%) respondents do not have any 

other sources of income,  whereas 4 (7%) respondents take support from family 

members, 1 (2%) took help from organization, 7 (12%) respondents took loan, 2 (3%) 

respondent have handicraft as source of secondary source of income, 3 (5%) 

respondents have shop as the other sources of income, and 1 (2%) respondent took 

support from sister in law respectively. It is found that most of the PLHIV 

respondents that is 70% didn‘t have any other second sources of income and are 

mostly dependent on primary sources of income. In the previous study, the HIV 

infection create a significant economic burden in the life of PLHIV and their families 

residing in Nepal (Poudel et al., 2017). The low income level of PLHIV is due to high 

prevalence of HIV in lower working people, associated higher medical expenses, 

Furthermore, person infected with HIV had to face stigma at employment and PLHIV 

are the forced to leave the job though have productive years (UNAIDS, 2021). 

 

4.1.8. Type of family of the participants 

Table 4.8. Type of family of respondents 

Type of Family Female Male Total Percentage 

Joint 8 2 10 17% 

Nuclear 41 9 50 83% 

Total 49 11 60 100% 

Source: Field data, Kathmandu, 2024 
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As indicated in Table 4.8, among the total 60 respondents, 10 (17%) were 

living in joint families, while 50 (83%) were living in nuclear families. In this study, 

many respondents were spouses of migrating males who have passed away, living 

separately, or PLHIV couples and their children who have migrated and settled in 

Kathmandu. Nepal's society is family-oriented, where family members serve as 

crucial sources of support for PLHIV. However, due to family stigma, many PLHIV 

choose migration as a coping strategy (Soskolne and Shtarkshall, 2002). 

 

4.1.9. Marital status of the participants 

Table 4.9. Marital Status of respondents 

Marital Status Female Male Total Percentage 

Divorcee 5 0 5 8% 

Married 18 8 26 43% 

Unmarried 1 1 2 3% 

Separated  1 0 1 2% 

Single Men/widower 0 2 2 3% 

Single Woman/widow 24 0 24 40% 

Total 49 11 60 100% 

Source: Field data, Kathmandu 2024 

 

Among the 60 respondents, 5 (8%) respondents were divorcee, 26 (43%) 

respondents were married, 2 (3%) respondents were unmarried, 1 (2%) respondent 

was separated, 2 (3%) respondents were single men and 24 (40%) respondents were 

single women respectively. In this study most of the women participants were spouses 

of migrant male which according to NCASC factsheets (2023) are one of the key 

population for HIV infection (Soskolne & Shtarkshall, 2002).  

 

4.1.10. Type of residence of the participants 

Table 4.10. Type of residence of respondents 

Type of Residence Female Male Total Percentage 

Own Residence 10 1 10 17% 

Rent 39 10 50 83% 

Total 49 11 60 100% 

Source: Field data, Kathmandu, 2024 



34 

 

According to Table 4.10., in the total of 60 respondents, 10 (17%) respondents 

were residing in their own resident whereas 50 (83%) respondents were residing in a 

rent. Most of the participants in this study has either migrated or came to Kathmandu 

due to stigma and discrimination or to grab the better opportunities, whereas few of 

the participants were the local inhabitants of Kathmandu valley and staying with other 

members of their joint families (Soskolne and Shtarkshall, 2002).  

 

4.1.11. Source of HIV infection of the respondents 

Table 4.11. Sources of HIV infection of respondents 

Source of HIV infection Female Male Total Percentage 

From Husband 40 0 40 67% 

IDU 0 1 1 2% 

Other-Sex Trafficking 2 0 2 3% 

Parents 2 0 2 3% 

Sex Worker 4 0 4 7% 

Unsafe Sexual activity 0 10 10 17% 

Infected Syringe 1 0 1 2% 

Total 49 11 60 100% 

Source: Field data, Kathmandu, 2024 

 

In the total of 60 respondents, 40 (67%) respondents were infected with HIV 

from their husband, 1 (2%) respondent was infected from HIV due to intravenous 

drug used, 1 (2%) respondent got infected with HIV from infected syringe, 2 (3%) 

respondents got infected with HIV due to sex trafficking, 2 (3%) respondents were 

infected with HIV from their parents, 4 (7%) respondents were infected with HIV due 

to sex work, and 10 (17%) respondents were infected with HIV due to unsafe sexual 

activities respectively. Most of the study respondents were spouses of migrants who 

got infected due to her husband. According to Thapa et al., (2016), spouses of migrant 

men are at highter risk and vulnerable to HIV infection due to the illiteracy, poor 

economic conditions, gender inequality which lead to their lack of knowledge and 

unprotected sexual behavior and put them at higher risk of HIV infection. 
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4.1.12. Time period of HIV infection detection 

Table 4.12. Time period of HIV infection detection of respondents 

Time period of HIV detection Female Male Total Percentage 

<1 year 1 0 1 2% 

2-5 years 5 2 7 12% 

6-10 years 9 2 11 18% 

11-15 years 11 1 12 20% 

16-20 years 15 4 19 32% 

>20 years 8 2 10 17% 

Total 49 11 60 100% 

Source: Field data, Kathmandu, 2024 

 

In the total of 60 respondents, 19 (32%) respondents detected their HIV 

positive status 16-20 years before, 12 (20%) respondents detected their HIV status 11-

15 years before, 11 (18%) detected their HIV positive status 6-10 years before, 10 

(17%) respondents found out their HIV status more than 20 years before, 7 (12%) 

discovered their HIV positive status 2-5 years before and 1 (2%) got HIV positive test 

result less than or equal to one years before respectively. The data of the time period 

of HIV infection shows that nearly 86% of the PLHIV discovered their HIV status 

more than half a decade earlier, which signified that they have profound experience of 

HIV stigma and discrimination. Furthermore, HIV stigma changes over time and in 

society, the magnitude of HIV stigma on different statuses, attitudes increase and 

decrease overtime and at individual level, the HIV stigma changes across human 

development like people are more vulnerable or more resilient t stigma at different 

stages of their lives, moreover, the experience and outcomes of stigma, stigmatized 

statuses also change over time (Earnshaw et al., 2022). 
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Chapter Five: Stigma and Discrimination as Experienced by People Living with 

HIV 

 

Stigma is an ongoing social process shaped by societal perceptions and 

interpretations. HIV stigma and discrimination often stem from fear and the 

perception of HIV/AIDS patients as morally flawed individuals. When individuals 

deviate from societal norms and values, they are labeled as different and stigmatized, 

with discrimination manifesting as discriminatory actions (Kaur, 2012). HIV stigma 

involves the devaluation of individuals living with HIV/AIDS based on their health 

status or behaviors, which society considers socially discreditable (Scambler, 2009; 

UNAIDS, 2011). Discrimination against HIV/AIDS patients can range from 

thoughtless actions to outright rejection, fueled by fear and moral judgments 

associated with the virus's transmission (Kaur, 2012; Pescosolido and Martin, 2015). 

 

Fear of discrimination and rejection leads many individuals to avoid HIV 

testing or disclose their status. HIV stigma and discrimination occur across various 

settings—within families, communities, workplaces, and healthcare facilities 

(Campbell, 2021). Individuals, including women, often face severe stigma and 

prejudice due to their HIV status and gender, exacerbating their vulnerability (Kaur, 

2012; Link and Phelan, 2001; Tyler, 2018). 

 

5.1. Discovery of HIV Infection 

The discovery of being HIV-positive marks a significant life-altering moment, 

dividing the lives of those infected into "before" and "after." It profoundly impacts 

their economic, social, and cultural spheres, affecting access to resources, healthcare 

options, and social acceptance (Aryal, 2017). People living with HIV (PLHIV) must 

navigate a journey of self-concept redefinition post-diagnosis, often in the face of 

stigma and discrimination from family, community, and institutions (Tsarenko & 

Polonsky, 2011). 

 

Despite the challenges posed by stigma and discrimination, knowing one's 

HIV status can lead to increased life expectancy, better health outcomes, and personal 

fulfillment, fostering self-esteem and societal acceptance. Overcoming these barriers 

allows PLHIV to strengthen their self-identity and improve their socioeconomic status 
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within their families and communities (Aryal, 2017). Through this process of identity 

reconstruction, PLHIV empower themselves, gradually overcoming stigma and 

discrimination with improved self-identity and socio-economic status (Tsarenko & 

Polonsky, 2011). This study, building on Aryal's (2015) dissertation, explores the 

details of self-initiated, family-initiated, and routine HIV testing, as outlined in the 

table below. 

 

Table 5.1. Discovery of HIV infection by respondents 

Discovery of HIV infection Female Male Total Percentage 

HIV test done by self 11 6 17 28% 

HIV test done by family 32 4 36 60% 

HIV test done by support of other 2 0 2 3% 

Regular HIV test 4 1 5 8% 

Total 49 11 60 100% 

Source: Field Survey, 2024 

 

Among the total of 60 respondents, the majority, 36 (60%), discovered their 

HIV infection through family-initiated HIV testing, followed by 17 (28%) through 

self-initiated testing, 2 (3%) through other forms of HIV testing initiation, and 5 (8%) 

through routine testing. 

 

Self-initiated HIV testing involves individuals voluntarily choosing to undergo 

HIV testing, often prompted by perceived risk factors or exposure to the virus. For 

instance, individuals may opt for testing due to risky behaviors or being in a 

relationship with an HIV-infected partner. This form of testing is significant among 

intravenous drug users and spouses of HIV-infected individuals who may initially 

delay testing due to fear or uncertainty about their HIV status (Aryal, 2018). 

 

A 50 year old respondent shares that her husband has got lesion or ulcer in his 

stomach and I went with him to the hospital where died after three days of 

treatment. After his death the doctor told me that they were not able to save 

him and also informed that he was HIV positive and told me to have the HIV 

test, but I ignored. After death of my husband, I began to work in the shelter as 
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a kitchen support, while working there I began to regularly became sick, have 

fever and headache.  There also used to visit the medical personnel, I informed 

him about my condition and the doctor informed me to have blood test and then 

after the blood test I came to know that I am HIV positive.” - Rita (name 

change), female, 50 years old 

 

Family-initiated HIV testing refers to situations where individuals undergo 

HIV testing after a family member, such as a spouse or child, is diagnosed with HIV 

during hospital treatment for another condition. Often, HIV is incidentally discovered 

during the course of medical care, without prior suspicion of the virus (Aryal, 2018). 

In this study, many respondents learned about their HIV status while accompanying 

their spouse to the hospital for treatment. An example illustrating this scenario is 

provided below. 

 

My husband was intravenous drug user and after two years of marriage, he 

became ill, and had skin lesions, fever and cough. I went to hospital with him 

for his checkup and while doing blood test the doctor informed me about his 

HIV positive status and informed me to check my blood also, and after my 

blood check there, I found my HIV status   - Rama (name change), women, 46 

years old 

 

After 15 days of my marriage I suddenly got sick, prior to that I have rarely 

been so severely sick, then I went to hospital for check up and during the 

blood test showed that I am HIV positive and later I came to know that I got 

infected by my husband who already know about his HIV status and didn’t 

share me about that…”- Gita (name changed), female, 25 years old. 

 

HIV testing facilitated by support from others involves individuals outside the 

family who assist HIV-infected individuals in getting tested. This support often arises 

from prior risky behaviors. 

 

“I became the victim of human trafficking from carpet industry when I was 

only 10 years old in brothel of India, where I became victim of child sexual 

exploitation and harassment, I became severely ill while staying there then the 
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owner of the brothel call the health service providers and did my blood test 

then I think I became HIV positive but I exactly don’t know. Later after four 

years when I was rescue and repatriated to Nepal a medical test was done by 

some NGOs then I was informed that I am HIV positive - Gita  (name change), 

female, 43 years old 

 

Routine testing, as part of visa applications for overseas employment and other 

health-related eligibility criteria, can inadvertently reveal HIV status (Aryal, 2014). 

Below are examples illustrating how routine testing led respondents to discover their 

HIV status. 

 

“I was planning for foreign employment for which I had prepared all the 

documents, and consulted the  foreign employment companies and during that 

process I had to do the health check up, and while doing that I had to do the 

blood test also after which I came to know that I am HIV positive.” - Sita  

(name change), female, 42 years old 

 

“I went to hospital with my wife for routine pregnancy test, during which in 

routine blood test was done.  After this blood test I came to know about my 

HIV status including my wife.” - Sabbir (name change), male, 44 years old 

 

“My husband used to work in Punjab and used to come back home during 

festival leave. I have two daughter and one son and during the birth of my 

smallest son I was admitted to the hospital, I was tested HIV positive during 

the routine pregnancy blood test, after which my husband and two of my 

daughter were also found to be HIV positive,” - Devaki, female 45 years old 

 

5.2. Initial reaction after HIV infection 

After receiving their HIV-positive diagnosis from hospital officials, 

participants' initial reactions varied significantly. Many participants viewed HIV as a 

life-threatening "disease," while others were unaware of their HIV infection. Upon 

diagnosis, their emotional responses included suicidal thoughts, denial, anger, 

hopelessness, and other complex feelings. Some attributed their HIV infection to their 
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own past behaviors, such as sexual contact with infected partners or spouses, 

influence from friends, drug addiction, or sharing needles (Aryal, 2014). 

 

Table 5.2. Initial reaction of PLHIV after knowing HIV infection 

First impression HIV infection Female Male Total Percentage 

Depressed 4 1 5 8% 

Disbelief/Shock 9 6 15 25% 

Fear 31 3 34 57% 

Normal 2 0 2 3% 

Sad 2 0 2 3% 

Worried 1 1 2 3% 

Total 49 12 60 100% 

Source: Field data, Kathmandu, 2024 

 

As shown in the table above, among the 60 respondents, 5 (8%) experienced 

depression upon learning about their HIV infection, 15 (25%) were in disbelief or 

shock, 34 (57%) felt fear, 2 (3%) took their HIV diagnosis in stride, 2 (3%) were 

saddened, and 2 (3%) were worried about their HIV-positive status. 

 

In the early stages of discovering their HIV status, most participants perceived 

HIV as a severe threat to their lives. They often believed that receiving an HIV 

diagnosis meant their life was nearing its end, influenced by media portrayals of HIV 

as a fatal disease. 

 

 “I got HIV from my husband, and when he got hospitalized during his illness 

in hospital, I came to know that he is HIV infected and after his death, I also 

did HIV test, since I was confirmed about my HIV status so when the test 

result came out. I feel it normal because I was well prepared to confront it” - 

Anita (name change), female, 45 years old. 

 

“When my husband got sick, one of the village people informed me about his 

stay in India and he may be HIV infected, after which I checked his blood and 

came to know about his HIV status. After his death, I checked my blood and 



41 

 

found that I am also HIV positive, at that time I was only 22 years old and 

didn’t know about the HIV and I thought it will be cured so I took it in normal 

way, but my mother cried.” - Durga (name changed), female, 38 years old 

 

HIV infection significantly impacts the overall quality of life, affecting 

mental, physical, social, and spiritual well-being. It often instills fear of social and 

economic losses, job insecurity, and rejection by family members, which can lead to 

various physical and psychological issues such as depression, anxiety, and stress 

(Jahromy et al., 2021). 

 

5.3. Initial response to PLHIV 

The initial reactions of nearby HIV-negative individuals upon learning that a 

participant was HIV-positive are crucial for understanding community and familial 

perceptions of HIV-positive status (Aryal, 2015). 

 

Table 5.3. Initial response to PLHIV 

First response to PLHIV Female Male Total Percentage 

Supportive 28 10 38 63% 

Unsupportive 10 1 11 18% 

Normal 4 0 4 7% 

Expelled from home 3 0 3 5% 

Not Disclosed 4 0 4 7% 

Total 49 12 60 100% 

Source: Field data, Kathmandu, 2024 

 

As shown in above table, among the 60 respondents, 38 (63%) respondents 

found the supportive response, 11 (18%) respondents found unsupportive response, 4 

(7%) respondents found normal response, 3 (5%) respondent were expelled from 

home where as 4 (7%) didn‘t disclosed their status in the initial response to PLHIV 

while sharing their HIV status respectively.   
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“I got HIV infected due to the unsafe sexual relation after which I instantly 

informed my family as all of them were well educated and have extensive 

knowledge about HIV, they supported me and help me to get my medications 

and when I was depressed and worried, my father, mother and even my 

brothers counsel me not to worry and to take regular medications and to have 

nutritious food, which greatly helped me to come out of my depression and 

have the positive outlook to my life” - Shyam  (name change), Male, 43 years 

old 

 

“I used to be intravenous drug user and my family admitted me in 

rehabilitation center, there when I got blisters in my skin along with fever my 

blood test was done, when I came to know about my HIV status, which I 

informed my spouse, she was highly supportive she helped me to come out of 

the drug addictions and regularly took care of me, and encourage me that I 

should not worry much as there is medications and told me to focus on taking 

regular medication. Due to her support I believe that I could able to come out 

of drug use and live positive life”- Ramesh (name changed), male, 59 years 

old 

 

I got married at very early age, my husband used to work in India where he 

got infected with HIV which he didn’t disclose to anyone. After short period of 

my marriage my husband got ill during which I including my in-laws, family, 

communities all knew about his HIV infection. I also tested positive for HIV. 

After this my father in law decided not to keep me in my in-laws home due to 

the fear of stigma and discrimination in the communities and he expelled me 

from my home and my father in laws brother took me to the shelter established 

for people living with HIV” - Maya (name changed), female 42 years old 

 

Previous research has indicated that family members and caretakers often 

exhibit stigma and discrimination towards PLHIV, driven by fears of rejection, 

community shaming, and a lack of understanding of HIV infection (Subedi et al., 

2019; Jugeo and Moalusi, 2014; Fauk et al., 2022). Conversely, a study by Amiya et 

al. (2014) found that families can also be supportive towards PLHIV, offering 
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practical assistance such as preparing meals and administering medications, as well as 

emotional support. 

 

5.4. Experience of HIV Stigma  

Participants in the study encountered personal stigmatization related to their 

HIV status, particularly in interactions with healthcare professionals and within 

society at large. They internalized stigma due to their pre-HIV lifestyles, feeling 

devalued and ashamed as they reflected on their behaviors that led to HIV infection 

(Aryal, 2014). These experiences underscore the impact of social norms and beliefs 

on their perceptions of self-worth. 

 

5.4.1. Self Stigma 

Self-stigma in the context of HIV pertains to the negative emotions or thoughts 

individuals with HIV develop about themselves as a result of their HIV status. It 

occurs when individuals internalize societal stereotypes and apply them to their own 

self-concept (Earnshaw et al., 2013). 

 

Table 5.4. Self Stigma of PLHIV respondents 

Internalized Stigma Female Male Total Percentage 

Hated self 3 0 3 5% 

Isolation 4 0 4 7% 

lack of worth 1 0 1 2% 

self blame 5 5 10 17% 

No self stigma 36 6 42 70% 

Total 49 11 60 100% 

Source: Field data, Kathmandu, 2024 

 

As shown in Table 5.4. 18 (30%) of respondents said they had experienced 

self-stigma (e.g. feelings of self-blame, worry, guilt, lack of worth, need for secrecy) 

very often in which 3 (5%) respondents have feelings of self hatred for being the HIV 

positive, 4 (7%) respondents prefer to be in isolation, 1 (2%) respondent lack self 

worth, 10 (17%) respondent self blame for being HIV positive.  
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One of the respondent who worked as a female sex worker aged 38 years old 

when got infected with HIV, she was shocked and she shared that she had a 

feeling of self hatred and began to hate herself for being HIV positive, 

similarly, similarly one of the other participants Rita (name changed), female, 

44 years old after knowing her HIV status began to hate herself for being HIV 

positive.  

 

Another respondent Gita (name changed), female, 25 years old, who got 

infected with HIV by her husband migrated to Kathmandu, and is living now 

with her husband in a rented room has been living an isolated life with no 

contacts with her in-laws, families including friends and other peer support 

group due to her HIV status. Similarly, one of the respondent, Puspa (name 

changed), 28 years old has a feeling of self-worthlessness after knowing her 

HIV status. She even tried to do suicide and need to take medication of 

depression.  She felt that after being HIV positive her life is worthless now.  

 

In Nepal, internalized HIV stigma presents a significant challenge. According 

to the PLHIV Stigma Index 2.0 published in 2022, the overall rate of internalized 

stigma was reported to be 32% (NCASC, 2022). Research indicates that enacted 

stigma, discrimination, and prejudice against PLHIV can contribute to internalized 

stigma, where individuals internalize negative perceptions about their HIV status. 

This can lead to depression and adversely impact the overall health of PLHIV (Jason 

et al., 2021). 

 

5.4.2. HIV Stigma and Discrimination at Healthcare  

HIV-related stigma poses a significant challenge within Nepal's healthcare 

system, leading to discrimination, marginalization, and social rejection of individuals 

living with HIV. A stigma hierarchy exists, where those infected through sexual 

transmission and women often face more pronounced stigma compared to those 

infected through injecting drug use and men. These societal attitudes not only hinder 

access to healthcare services but also perpetuate myths surrounding HIV transmission. 

Efforts aimed at reducing stigma and increasing awareness are essential to ensure 

equitable and compassionate healthcare for all individuals living with HIV (Jha and 

Madison, 2009). 
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Table 5.5. Status of Stigma and Discrimination at healthcare institution as experience 

by PLHIV 

Experience of Stigma and 

Discrimination at healthcare Female Male Total Percentage 

No 18 5 23 38% 

Yes 31 6 37 62% 

Total 49 11 60 100% 

Source: Field data, Kathmandu, 2024 

 

As shown in Table 5.5., among the 60 respondents, 23 (38%) respondents 

didn‘t faced stigma and discrimination at healthcare and 37 (62%) respondents faced 

stigma and discrimination at healthcare. 

 

Table 5.6. Types of Stigma and discrimination at healthcare as experience by PLHIV 

Stigma and Discrimination at Healthcare Female Male Total Percentage 

Being advised not to have children 2 0 2 3% 

Condescending and judgmental remarks 6 0 6 9% 

Denial of treatment 5 2 7 10% 

Disclosed the HIV status publically 9 0 9 13% 

Disposal of clothes and bed sheets used 

by PLHIV 2 0 2 3% 

Excessive use of barrier precautions 10 2 12 18% 

Extra cost of treatment 2 0 2 3% 

Fear to touch 13 2 15 22% 

Referral to other hospital service 

providers 2 0 2 3% 

Segregation and labeling of patients 4 1 5 7% 

Delay in treatment 4 2 6 9% 

Source: Field data, Kathmandu, 2024 

 



46 

 

As shown in Table 5.6., among the interviewed 60 respondents, 2 (3%) 

respondents while taking the services in healthcare center were advised not to have 

children due to their HIV status, 6 (9%) respondents had to bear the Condescending 

and judgmental remarks by the health service providers, 7 (10%) respondents were 

denied of the medical services due to their HIV status, 9 (13%) respondents HIV 

status was disclosed publically without their consent,  2 (3%) respondents bed sheets 

and clothes used were disposed, 12 (18%) respondents felt that the health service 

providers used excessive use of barrier precautions, 2 (3%) respondents had to bear 

extra cost for the treatment due to their HIV status, 15 (22%) respondents felt that the 

health service providers fear to touch  them due to their HIV status, 2 (3%) 

respondents were referred to other health service providers, 5 (7%) respondents were 

segregated and labeled by health service providers, and 6 respondents had the delayed 

excess to treatment by health service providers due to their HIV status. The 

experience of stigma and discrimination as experience by respondents are illustrated 

below. 

“While I was in routine check in the hospital, one of the health professional 

advice me not to have children, when you are yourself HIV infected why you 

want to have children. Your children will have hard time. After hearing this I 

was totally amazed” - Bina (name changed), female, 46 years old.  

 

Similarly, incident happened to Basanti (name changed), female, 43 years old, 

she shared that during the delivery of her youngest son, one of the nurse in the 

hospital said why you are having children to make their life difficult what will 

they do after your death, I felt so angry and sad hearing such kind of thinking 

of the medical personnel” 

 

“Due some health problems, I visited the health care center, there the doctor 

asked me when I returned from India, at such a young age how I reached 

India. I was totally amazed to hear that, the doctor was linking me to the 

prostitution. Then I told him that I got infected from my husband.” - Sita 

(name change), female, 42 years old.  

 

Similarly, one of the respondent also experience the condescending and 

judgmental remarks which she shares as “Around five years ago, just before 
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the COVID 19 pandemic, I went to hospital for the high fever and cough, I 

informed the doctor about my HIV status, he then began to inquire me linking 

me with the prostitution, I had to informed him that all  the people living with 

HIV are not due to prostitution, it was quite embarrassing to hear such kind of 

thing form medical personnel, though I know that all the health personnel are 

not such it depends on individuals”- Devi (name changed), female, 56 years 

old. 

 

The respondents experienced the greatest amount of stigma and discrimination 

from medical workers in a healthcare setting. At every level of the workforce, 

including that of doctors, nurses, and ward boys, they encountered discrimination and 

stigma. Because the ward boys did not want to touch the responders' surroundings or 

medical waste, the doctor did not properly diagnose them, and the nurse did not give 

them their medications and injections on time. 

 

HIV infection is linked to death was common during its initial phase of global 

HIV pandemic, which cause dire consequences in the life of PLHIV and determine 

the utilization of health services. The stigma and discrimination in healthcare is rooted 

in culture and its linkage with negative notations as viewed by society that ultimately 

compromised the the health services and care to PLHIV (Jha and Madison, 2009).  

 

5.4.3. HIV stigma and Discrimination at Family 

Families are the primary sources of care during a member's illness. They also 

influence a person's social identity and participation in society. Families can provide 

HIV care and moral support, thereby sharing the burden of a deadly disease. 

However, families can be harsh and unsupportive, and HIV positive members may 

react with extreme fear. Thus, families can either become a safe haven for infected 

members to seek refuge from the dehumanizing forces of society, or they can become 

a living nightmare, exacerbating the AIDS victim's misery. To acquire insight into the 

family's experiences with stigma and discrimination, a series of reactions were 

designed to assess the family members' previous and current attitudes toward 

HIV/AIDS afflicted members. The favorable response of the family is critical for HIV 

patients. The future course of an individual's HIV infection is heavily influenced by 

the attitudes and support of family members (Subedi et al., 2019). 
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Table 5.7. Stigma and discrimination in Family  

Experience of Stigma and 

Discrimination in family Female Male Total Percentage 

No 13 5 18 30% 

Yes 22 6 28 47% 

Not Disclosed 13 0 13 22% 

Total 49 11 60 100% 

Source: Field data, Kathmandu, 2024 

 

As shown in table 5.7., among the total of 60 respondents, 18 (30%) 

respondents didn‘t have any experience of stigma and discrimination in family, 28 

(47%) respondents had  experience some types of stigma and discrimination in 

family, where as 13 (22%) had not yet disclose their HIV status to their family 

respectively.  

 

Table 5.8. Type of Stigma and discrimination in family 

Family Stigma and Discrimination 

of PLHIV Female Male Total Percentage 

Avoidance of physical contacts 4 2 6 21% 

Expelled from Home 4 2 6 21% 

labelling them as dangerous people  2 0 2 7% 

Rejected by family members 2 1 3 10% 

Separation of their personal 

belongings from those of other 

family members 6 3 9 31% 

Stigmatizing attitudes and 

behaviors 9 3 12 41% 

Verbal and Physical violence 1 2 3 10% 

Took control of my children 3 0 3 10% 

Source: Field data, Kathmandu, 2024 
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As shown in Table 5.8., among the interviewed 27 respondents who 

experience the stigma and discrimination in family, 6 (21%) respondents experience 

the avoidance of physical contacts by family members, 6 (21%) respondents were 

expelled from home, 2 (7%) respondents were labelled as dangerous people, 3 (10%) 

respondents were rejected by their family members, 9 (31%) respondents had to 

experience the separation of their  personal belongings from those of other family 

members, 12 (41%) respondents felt the stigmatizing attitudes and behaviors from 

their family members, 3 (10%) respondents had to bear verbal and physical violence, 

3 (10%) respondents children were taken into control by their family members after 

they disclose their HIV status. The experience of stigma and discrimination as 

experience by respondents are illustrated below. 

 

Mina (name changed), female, 40 years old shared how her family showed 

stigma and discrimination due to her HIV status, she stated, “After I disclosed 

my HIV status to my family, they avoided to touch me and used to stay at 

distance which I belive was  due to the lack of knowledge of HIV, they had the 

perception that HIV may get transmitted to them by touching me, for me it was 

very humiliating and embarrassing” 

 

One of the respondents shared how she was expelled from the home after they 

came to know about her HIV status and Separation of their personal belongings from 

those of other family members 

 

“After the death of my husband from HIV, my in laws came to know about my 

HIV status, and they blamed me for the HIV infection due to my immoral 

behavior and to prevent the communal and social ostracization, they expelled 

me and my children from the home, at that point of time I didn’t know about 

the HIV, then one of the community member took me to the Maiti Nepal 

Shelter.”- Devi (name changed), female, 56 years old. 

 

One of the respondent shared how her family labelled as dangerous person 

after knowing her HIV status 
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“I got HIV infection from my husband, when it was disclosed to my in laws, 

and due to the lack of knowledge of HIV my in laws family used to considered 

as dangers for community and society as I can spread the disease to other, 

they also separated the personal belongings such as utensils, comb, towels, 

toothpaste, soap, and also used to show stigmatizing attitudes and behavior 

such as fear of contact, blaming and shaming, and also did verbal and 

physical abuse towards me and my children due to my HIV status” - Parbati 

(name changed), female, 50 years old. 

 

In families of people living with HIV (PLHIV), shame becomes a collective 

burden where all members share in the stigma and blame within the community. This 

reshapes the family's identity, often leading to a sense of shame that restricts social 

interactions. The stigma and blame are typically rooted in the misconception that HIV 

is associated with immoral behavior or social deviance (Li et al., 2008). 

Moreover, women experience heightened stigma due to social and gender 

inequalities in patriarchal societies where male dominance prevails. This inequality 

often renders women inferior to men, limiting their access to support systems and 

making them more vulnerable to gender-based violence (Subedi et al., 2019; Addison, 

2023). 

 

5.4.4. HIV stigma and Discrimination by Friends, Neighbors and other 

community members 

HIV stigma and discrimination pose significant challenges for many people 

living with HIV (PLHIV). These negative attitudes and behaviors can originate from 

friends, neighbors, and members of the community. Stigma can profoundly impact the 

mental and physical health, overall quality of life, economic stability, and access to 

care of individuals living with the condition (Subedi, 2019). 

 

5.4.4.1. HIV Stigma and Discrimination by Friends 

Friends can also contribute to HIV stigma and discrimination, often resulting 

in rejection, neglect, avoidance, ridicule, verbal abuse, insults, and harassment 
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towards PLHIV. The study participants were asked about their personal experiences 

of stigma and discrimination within their circle of friends. 

 

 

Table 5.9. Status of Stigma by non HIV friends 

Experience of Stigma and 

Discrimination from friends Female Male Total Percentage 

No 4 2 6 10% 

Yes 8 2 10 18% 

Not Disclosed 35 8 43 72% 

Grand Total 48 12 60 100% 

Source: Field data, Kathmandu, 2024 

 

As shown in Table No. 5.9., among the 60 respondents, 6 (10%) didn‘t got 

stigmatized by friends, 10 (18%) got stigmatized and discriminated by friends for 

their HIV status whereas 43 (72%) has not disclosed their HIV status to their friends.  

 

Table 5.10. Type of Stigma by friends 

Family Stigma and Discrimination 

of PLHIV Female Male Total Percentage 

Gossip 7 0 7 64% 

Labelling 1 0 1 9% 

Physical avoidance 4 0 4 36% 

Physical Isolation 2 1 3 27% 

Social Isolation 4 1 5 45% 

Source: Field data, Kathmandu, 2024 

 

As shown in Table 5.10., among the 10 respondents stigmatized and 

discriminated by friends, 7 (64%) respondents shared that their friends gossip about 

their HIV status with other, 1 (9%) respondent shared labelling based on HIV status, 4 

(36%) respondents shared that their friends did physical avoidance after knowing their 

HIV status, 3 (27%) respondents shared physical isolation done by friends after 

knowing their HIV status, 5 (45%) shared being socially isolated by their friends. The 
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response provided by the study respondents regarding their experience of stigma and 

discrimination in school, colleges and other education center is provided below. 

 

“I got HIV infection from my parents, and I hadn’t disclose my HIV status to 

my friends in the school, however one of my teacher became aware of my HIV 

status, that he later disclosed to my other teachers and my classmate.  After 

that I became the prime gossip topic with my classmates, my morality, 

behavior came into question. Some of my friends began to labelled me as HIV 

infected, my close friend began to keep distance from me, my friends were in 

fear when I even accidently touch them. I know that its due to their lack of 

knowledge on HIV, but it was quite embarrassing and depressing for me” 

 

HIV-related gossip serves as both an indicator and a catalyst of HIV-related 

stigma, creating barriers to HIV testing and treatment. Generally, HIV-related gossip 

functions as a social control mechanism used to enforce cultural and social norms 

when individuals or their actions are perceived as threatening to these norms. Thus, 

gossip serves as a platform for expressing and perpetuating harmful social stereotypes 

and the accompanying stigma processes that enable discrimination. This facilitates the 

widespread labeling of people living with HIV (PLHIV) and reinforces societal norms 

by associating PLHIV with deviations from cultural expectations (Smith et al., 1999; 

Stadler, 2003; Poku et al., 2023). 

 

Similarly, social isolation is defined as the perception of being isolated due to 

a lack of connections and engagement with peers and the broader community 

(Cornwell & Waite, 2009; Greysen et al., 2013). HIV-related stigma often leads to 

reduced social networks and interactions due to self-imposed isolation and avoidance 

of negative judgments and guilt associated with HIV (Tsai et al., 2013). Research 

indicates that disclosing one's positive HIV status to family, friends, or healthcare 

providers can result in social stigma, isolation, or exclusion from the community 

(Earnshaw and Chaudoir, 2009; Armoon et al., 2022). 

 

5.4.4.2. HIV Stigma and Discrimination in Neighborhood and Community 

Many people living with HIV/AIDS (PLWHA) face negative labeling and 

discrimination from their neighborhoods, which can profoundly impact their mental 
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health. Such negative treatment often leads to feelings of sadness, anger, and even 

depression among PLWHA. Consequently, some individuals may become antisocial, 

experiencing mental health disorders due to reduced social interactions. Despite the 

pervasive stigma and discrimination, some PLWHA demonstrate resilience, 

surviving, adapting to, and coping with these challenges (Putri et al., 2019). 

 

Table 5.11. Neighborhood and community stigma and discrimination as experience by 

PLHIV 

Neighborhood stigma Female Male Total Percentage 

No 6 2 8 13% 

Yes 6 1 7 12% 

Not Disclosed 37 8 45 75% 

Total 49 11 60 100% 

Source: Field data, Kathmandu, 2024 

 

As shown in Table 5.11., out of the 60 respondents, 8 (13%) respondent didn‘t 

experience any kind of stigma and discrimination from neighborhood, 7 (12%) 

respondents experience the stigma and discrimination, whereas 45 (75%) hadn‘t 

disclose their HIV status to their neighborhood.  

 

“I got HIV infection from my husband which was disclosed to my 

neighborhood and community members in my village, and after knowing my 

HIV status my daughter and family were segregated and labeled as immoral 

and linked the HIV status to our behavior and also didn’t allow my children to 

play with other due to which we migrated to Kathmandu” - Seema (name 

changed), female, 46 years. 

 

Stigma and discrimination from neighbors and the community often stem from 

misconceptions about HIV infection, linking it with negative stereotypes such as 

prostitution, multiple sex partners, and drug use. This lack of understanding 

contributes to growing suspicion and discrimination against individuals living with 

HIV/AIDS (Putri et al., 2019). 
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5.4.5. HIV stigma and discrimination in workplace and employment 

Every individual has the right to work and earn a livelihood to sustain 

themselves and meet their economic needs. Since employees spend a significant 

amount of time in the workplace, it is crucial that the working environment is 

supportive. Despite minimal risk of HIV transmission in workplaces, stigma and 

negative attitudes from employers and colleagues pose significant challenges for 

people living with HIV/AIDS (Aryal, 2018). The study aimed to document the 

instances of stigma and discrimination experienced by HIV-positive individuals in 

their work environments. 

 

Table 5.12. Status of Stigma and discrimination in workplace as experience by PLHIV 

Employment stigma and 

discrimination Female Male Total Percentage 

No 14 7 21 35% 

Yes 3 0 3 5% 

Not Disclosed 32 5 36 62% 

Total 49 12 60 100% 

Source: Field data, Kathmandu, 2024 

 

As shown in Table 5.12., among the 60 respondents 21 (35%) respondent 

didn‘t faced any stigma and discrimination after revealing their HIV status and most 

of them were working in organization either led by people living with HIV or working 

in prevention of HIV, 3 (5%) respondents faced the stigma and discrimination at their 

workplace after which they were expelled from the job and one of them was also not 

paid her wages or dues where as 36 (62%) respondents have not disclosed their HIV 

status. 

 

Employment did not emerge as a significant source of stigma and 

discrimination in this study, largely because the majority of respondents chose not to 

disclose their HIV status at work. Fear of social ostracism, stigma, and potential job 

loss deterred many from revealing their HIV status. Moreover, those who did disclose 

often worked in organizations established by or for people living with HIV/AIDS, or 
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in institutions focused on HIV prevention. Several instances illustrating stigma and 

discrimination experienced by PLHIV are detailed below. 

 

“I was working in school as a kitchen helper in a school in Kathmandu, I 

don’t know how, but I believe my brother in laws disclosed my HIV status to 

the school management, after which they forced me to do HIV test and after 

confirming that I am HIV positive they expelled me from the school without 

paying my half month wage. The primary reason of the school management 

for expelling me from the school was that if I stay in the kitchen as a helper, I 

may infect the children and other workers in school and my presence in the 

school will also tarnish the image of school if it is known to the parents and 

they will also not admit their children in the school. I was totally devasted by 

their decision as I was economically dependent on the school wages.” – 

Ganga (name changed), female, 59 years old 

 

Similarly, a study conducted in India reported minimal stigma in the 

workplace, as most PLHIV chose not to disclose their HIV status out of fear of job 

loss. Instances of emotional isolation due to negative attitudes and instances of 

employment denial were also noted (Lalhruaimawii et al., 2022). Likewise, research 

in Uganda found that employees were reluctant to disclose their HIV status due to 

concerns about stigma and discrimination in the workplace (Twinomugisha et al., 

2020; Stutterheim et al., 2017). 

 

5.4.6. HIV Stigma in school and other educational institution 

HIV stigma in schools manifests through various forms of discrimination, 

social exclusion, and stigma that can significantly impact the education and well-

being of affected students. The societal perception of HIV as a morally judged disease 

exacerbates challenges faced by young people living with HIV or children of PLHIV. 

Educational institutions play a pivotal role in either perpetuating or combating this 

stigma and discrimination. Studies indicate that comprehensive sex education and 

inclusive school policies can effectively mitigate HIV stigma, fostering a supportive 

environment for all students (Lichtenstein, 2014). 
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Table 5.13. Status of Stigma in school and college as experienced by PLHIV 

School and College Stigma and 

discrimination Female Male Total Percentage 

No 2 2 4 7% 

Yes 3 1 4 7% 

Not Disclosed 44 8 52 87% 

Total 49 12 60 100% 

Source: Field data, Kathmandu, 2024 

 

As shown in Table 5.13., among the 60 respondents, 4 (7%) respondents 

didn‘t faced any stigma and discrimination in school or educational institution after 

disclosing their HIV status, 4 (7%) respondent shared that after disclosing their HIV 

status they were stigmatized and discriminated in school and colleges, whereas 52 

(87%) respondents didn‘t disclosed their or their children HIV status in school. 

  

“I got HIV infection from my husband and my child also got HIV infected and 

my HIV infection was disclosed without my consent by health service 

providers and after the disclose of our HIV status, the school expelled my 

child from school due to the HIV status stating that it will degrade the 

reputation of school and other parents are also complaining about it” – 

Puspa (name changed), 28 years old 

 

According to Link and Phelan's conceptualization of stigma (2001), stigma 

emerges from labeling individuals based on perceived negative attributes, thereby 

categorizing them as different and often victimizing them. Children living with HIV 

experience distinct forms of stigma that set them apart from "normal" peers, hindering 

their participation in typical activities. Parker and Aggleton (2003) describe HIV 

stigma as a pervasive sense of shame and a collection of customs entrenched in social 

contexts. Individuals marginalized due to their HIV status are devalued and excluded 

from full participation in society. Discrimination, as per this perspective, involves the 

application of stigma. HIV-related stigma prevents the integration of children living 

with HIV into the school system, as they are viewed as different from their peers 

(Nginya et al., 2016). 



57 

 

Chapter Six: Disclosure Status, Supporting System and Coping Strategies of 

HIV Stigma as Experienced by PLHIV 

 

6.1. Disclosure of HIV Status 

The process of disclosing HIV status is highly individualized and varies 

depending on the social relationship dynamics involved. Disclosure may occur in 

various contexts such as healthcare settings, intimate relationships, family 

interactions, friendships, support groups, and workplaces. While HIV disclosure is 

often considered a private matter, it is influenced by cultural norms and expectations, 

which can sometimes lead to stigma or resistance but also foster empathy, concern, 

and support. The interpretation and reactions to HIV disclosure are shaped by the 

recipient's knowledge of HIV and their relationship with the person disclosing, 

resulting in a range of responses, some of which may be unexpected (Watkins-Hayes, 

2014). 

 

Table 6.1. HIV Disclosure status of respondents 

Disclosure Female Male Total Percentage 

Brother 2 0 2 3% 

Daughter 1 0 1 2% 

Son 3 0 3 5% 

Spouse 18 3 21 35% 

Husband and daughter 1 0 1 2% 

Father only 1 0 1 2% 

Parents only 1 0 1 2% 

Family 14 3 17 28% 

in Laws 0 1 1 2% 

Friends 1 2 3 5% 

Disclosed to all 4 2 6 10% 

Not Disclosed 3 0 3 5% 

Total 49 11 60 100% 

Source: Field data, Kathmandu, 2024 

 

As shown in above table, among the 60 respondents, 6 (10%) respondents has 

disclosed their HIV status to all, 3 (5%) respondents have not disclosed their HIV 
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status to anyone, 21 (35%) have disclosed their HIV status to spouse, 17 (28%) 

respondents have disclosed their HIV status to their family, 3 (5%) respondents have 

disclosed their HIV status to their son, 3 (5%) respondents have disclosed their HIV 

status to their friends, 2 (3%) respondents have disclosed their HIV status to their 

brother, and 1 (2%) each respondent has disclosed their HIV status to their Daughter, 

Husband and Daughter,  Father only, Parents only, and in laws only respectively. 

Most of the respondent who got infected due to their husband instantly shared the 

information to their husband, or to their family members, where as most of the 

respondents selectively disclosed their HIV status due to the fear of HIV stigma and 

discrimination and some even shared that its‘ not necessary that I need to share my 

HIV status to all. One coping strategy for dealing with HIV stigma and discrimination 

is the deliberate disclosure of one's HIV status. People living with HIV (PLHIV) often 

choose to disclose their status after careful consideration of the potential outcomes 

(Poindexter, 2010). 

 

Similarly, Chandra, Deepthivarma, and Manjula (2003) discovered that HIV-

related stigma prompts behavioral changes, such as reluctance to disclose one's HIV 

status, often influenced by observing others' experiences of stigma post-disclosure. 

Disclosure of HIV status can lead to potential negative consequences, including 

violence and rejection by family, friends, and intimate partners (Campbell, 2021). 

Gender, anticipated outcomes, marital status, and knowledge of partner status are 

significant factors influencing the decision to disclose HIV status (Adeoye-Agboola et 

al., 2016). Examples of HIV disclosure experiences and contex reported by 

respondents and key informants are detailed below. 

 

“Due to the poverty I got engaged in sex work and I came to know about my 

HIV infection just two years ago, my husband had already died due to kidney 

failure and now I am staying with my two son in a rented room. My sons do 

not know about my profession and my HIV status. I haven’t share them due to 

the fear that they will not accept me. However, I have shared my HIV status 

with my friends and they have supported me a lot and linked me to medication 

and organization working in HIV” – Rita  (name change), female, 42 years 

old 
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One of the women who got infected by her husband shared her experience as 

“I got HIV infection from my husband, he left me and we got legally divorce 

and now I am with my daughter and I do tailoring for daily expenses. I have 

shared my HIV status only with my Ex-husband and nobody else due to the 

fear of stigma and discrimination and not even my daughter.  But once I got 

sick and need to be admitted and at that time I disclose my HIV status to my 

daughter,  but after that I found that her behavior changed a lot, and 

nowadays she doesn’t  talk much with me.” – Durga (name changed), female, 

42 years old 

 

“The HIV stigma and discrimination is not as much prevalent as it used to be 

earlier, but it still exist in the mindset of people, when HIV is said, the people 

normally associated it with prostitution, sex work, and multiple sex partners 

and take it in negative sense, though these are modes of HIV transmission. 

Hence, PLHIV fear to disclose their status and only selective and limited 

disclosure is done. Since, still today in rural and urban area fear exist on HIV, 

we have found instances where PLHIV have been stereotyped as Bombay wali 

and the landlord denied to give rent to organization working on HIV in 

Kathmandu. But disclosure has also aided in getting the voice of the PLHIV 

heard by government and access to support”- Padam Bdr.  Lama, HIV activist 

 

6.2. Time period of first disclosure after HIV detection 

Table 6.2. Time period of first HIV status disclosed by the respondents 

Time period of Disclosure Female Male Total Percentage 

Instantly 39 10 49 82% 

after 6 months 0 1 1 2% 

after 1 year 1 0 1 2% 

after 2 years 1 0 1 2% 

after 3 years 2 0 2 3% 

after 5 years 3 0 3 5% 

Not Disclosed 3 0 3 5% 

Total 49 11 60 100% 

Source: Field data, Kathmandu, 2024 
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As shown in above table,  among the 60 participants, 49 (82%) respondents 

disclosed their HIV result instantly, 1 (2%) respondents each reveal their HIV positive 

status after the discovery of HIV after 6 months, after 1 year, after 2 years 

respectively, 2 (3%) respondents reveal the HIV test result after 3 years, 3 (5%) 

respondents shared their HIV status after 5 years of HIV testing whereas 3 (5%) 

respondents have not yet disclosed their HIV status respectively. 

 

“I was planning for foreign employment for which I had prepared all the 

documents, and consulted the  foreign employment companies and during that 

process I had to do the health check-up, and while doing that I had to do the 

blood test also after which I came to know that I am HIV positive.” - Sita  

(name change), female, 42 years old 

 

One of the respondent who is a single women living with her daughter shared 

“I got infected with HIV by my husband who went missing since last one 

decade, I have not shared my HIV status with my family member along with 

my daughter. The major reason for not disclosing has been due to the fear of 

HIV stigma and discrimination and negative impact to my daughter as well” 

 

Most PLHIV choose to disclose their HIV status voluntarily to select close or 

trusted individuals, such as their spouse or family members, after carefully weighing 

the potential risks and benefits (Yang et al., 2018). Previous studies suggest that HIV 

disclosure is typically a gradual process, often correlated with the duration since the 

initial HIV diagnosis, indicating that disclosure may occur after a significant period 

(Yin et al., 2019). Moreover, while it may take some PLHIV a considerable amount of 

time to disclose their HIV status, those who do often find support from family 

members who either have experience with HIV or are understanding and supportive 

during their emotional challenges post-infection (Yang et al., 2023). 
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6.3. Major reasons for not disclosing the HIV status 

Table 6.3. Reasons for not disclosing the HIV status by the respondents 

Major reason for not disclosing Female Male Total Percentage 

Fear of Hatred 1 0 1 2% 

Fear of mis-behaviour 1 0 1 2% 

Fear  of revealing the HIV status 1 0 1 2% 

Fear of stigma and discrimination 23 4 27 45% 

Fear of unacceptability by family 

members 

14 3 17 28% 

Negative impact on Children 5 2 7 12% 

Disclosed to all 4 2 6 10% 

Total 49 11 60 100% 

Source: Field data, Kathmandu, 2024 

 

As shown in above table,  among the 60 participants, 1 (2%) respondent each 

major reasons for non disclosure by PLHIV is due to the fear of hatred, fear of 

misbehavior and fear of revealing HIV status, 27 (45%) respondents believe that the 

HIV status is not disclosed due to the fear of stigma and discrimination, 17 (28%) 

respondents stated the reason for disclosure is due to the fear of unacceptability by 

family members, 7 (12%) respondents said that the major reasons for non disclosure 

of HIV is due to the fear of negative impact on whereas 6 (10%) respondent has 

disclosed their HIV status to all respectively. 

 

“I got HIV from infected syringe and came to know about my HIV infection 

from local health post, which was then disclosed to my family, including my 

neighbors, community members and my friends. All the people supported me a 

lot and I did not come across any kind of stigma and discrimination after 

disclosing my HIV status” Ram (name changed), male, 50 years 

 

In the study, the primary reason for not disclosing HIV status was the fear of 

experiencing hatred, mistreatment, unwanted disclosure, rejection by family, and 

negative impact on one‘s children. This finding aligns with previous research 

conducted in the Far Western Province of Nepal, where non-disclosure of HIV status 
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was similarly associated with stigma and discrimination within households and 

communities, along with concerns about negative personal repercussions (Chaudhary 

and Kakchapati, 2022). 

 

6.4. Social support system and wellbeing in HIV stigma 

Table 6.4. Support system against HIV stigma as experience by PLHIV 

Support mechanisms Female Male Total Percentage 

Peer support 48 11 59 98% 

Family support 13 5 18 30% 

Shared identity 45 11 56 93% 

Support of organization and network 47 11 58 97% 

Source: Field data, Kathmandu, 2024 

 

As shown in Table 5.19.,(multiple response), the 59 (98%) respondent stated 

that they got the peer support was highly significant for them to face the HIV stigma 

and discrimination which not only built the sense of unity but also have some one to 

share their problems and challenges, 18  (30%) respondents believe that family 

support played significant role in their life to tackle the HIV stigma and 

discrimination, 56 (93%) respondents believe that the shared identity has been the 

major support system in their life to counter the HIV stigma and discrimination, 58 

(97%) respondents stated that the major support system has been the support from 

organization and network which not only build their self-confidence but also provide 

them counseling and better understanding of HIV and AIDS 

 

Peer support groups for HIV-positive individuals emerged in the 1980s, 

initially focusing on mutual assistance, information exchange, and advocating for 

improved care and treatment. Today, these interventions are known by various names 

and conceptualized in diverse ways, evolving into more person-centered approaches 

that include tailored outreach to link individuals living with HIV to healthcare 

services and support active management of HIV infection (Simoni et al., 2011; WHO, 

2016; Ogard-Repal et al., 2019; Berg et al., 2021). 
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In previous studies, peer support has been defined as "the giving of assistance and 

encouragement by an individual considered equal" (Dennis et al., 2003, p. 323). Four 

main pillars of peer support have been conceptualized, including assistance with daily 

management, provision of social and emotional support, connecting individuals to 

clinical treatment and community resources, and offering ongoing support for chronic 

illness (Fisher et al., 2018). Peers are individuals who share common characteristics 

with those they support, allowing them to relate to and empathize with them in ways 

that non-peers cannot (Doull et al., 2017). 

 

6.5. Coping mechanism to counter the HIV stigma 

The third objective of the study aimed to explore the coping strategies 

employed by individuals facing HIV and AIDS-related stigma. From their narratives, 

several themes emerged: isolation, silence and secrecy, fostering a positive self-

concept and practicing self-care, limited and selective disclosure, gaining a deeper 

understanding of HIV, and striving for economic independence. 

 

Table 6.5. Coping mechanism of HIV stigma as experienced by PLHIV 

Coping mechanism Female Male Total Percentage 

Isolation 12 6 18 30% 

Silence and secrecy 20 6 26 43% 

positive self concept and self care 44 9 53 88% 

limited and selected disclosure 39 8 47 78% 

Better understanding of HIV 40 9 49 82% 

Economic independence 37 8 45 75% 

Source: Field data, Kathmandu, 2024 

 

Due to the nature and impact of the stigma surrounding HIV and AIDS, some 

PLHIV prefer to remain isolated than to be confronted with stigma in most of their 

lives. They opt to withdraw from the support groups and other available structures. To 

them spending time indoors remains an active coping strategy to overcome HIV- and 

AIDS-related stigma. As shown in Table 32.,18 (30%) opt the isolation as a coping 

strategy. which involves removing oneself from social situations in which the stigma 

(or the condition) may be apparent.  
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As per Smart and Wegner (2000:220) most people might prefer to keep their 

medical conditions secret in order to avoid labelling and rejection. This is the coping 

strategy that is adopted by most PLHIV to avoid the stigma that surrounds the disease. 

They prefer to keep quiet and hide any symptom that might expose them, and pretend 

that everything is fine in their lives. Secrecy is described as a choice that the afflicted 

person makes to keep the condition to himself or herself and to avoid situations where 

the affliction can be recognized, hence in this study, 26 (43%) respondents opt for the 

silence and secrecy as the coping mechanism.  

 

Self-esteem can be defined as the assurance in one‘s skill to reason, manage 

with the contests of life and a acknowledging of being worthy of happiness and 

success. Self-esteem is also related to people self value, pride and worthvalue of 

themselves. Furthermore, the major principle of self esteem is trusting one‘s mind and 

being aware that one is worthy of greatness. 53 (88%) respondents feels that positive 

self esteem and self care is the prime coping strategy for them to counter HIV stigma 

and discrimination.  

 

Disclosure is the gateway to access support and care. It is disclosure that 

enables PLHIV to be accepted unconditionally and to receive the relevant support 

which will further enable them to fight the stigma through. However, disclosure does 

not always earn support for PLHIV. Some become more stigmatised as a result of 

their disclosure. Since disclosure is a process that involves decisions about time, the 

person to whom one discloses, the procedure that one would follow to disclose and 

conditions under which one would disclose (Makin et al 2008:908). Hence, 47 (88%) 

respondents believes that limited and selective disclosure aid them form the negative 

impact of HIV stigma and discrimination.  

 

Furthermore, 49 (82) and 45 (75%) respondents believes that better 

understanding of HIV infection, it mode of transmission, risk factors  and medication 

had aided in coping with the HIV stigma and discrimination shown towards PLHIV, 

and strongly states that more awareness and knowledge build at all level of country is 

required to mitigate the HIV stigma and discrimination and economic independence 

helps oneself to keep a distance from other people, and it protect them from facing the 

HIV stigma and discrimination. 
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Chapter Seven: Summary, Conclusion and Theoretical Reflection 

 

7.1. Summary 

7.1.1. Identity Crisis and Social Construction of Identity 

This study provides insights into the experiences of people living with HIV 

(PLHIV) regarding HIV stigma and discrimination, associated social factors, impacts 

on their lives, support systems, and coping mechanisms. It explores how PLHIV 

navigate through spoiled, transitional, and reconstructed identities in the context of 

various contextual factors, support systems, and coping strategies (Aryal, 2014). 

 

Spoiled Identity: Upon discovering their HIV status, respondents experienced 

significant identity crises due to societal reactions and negative treatment at home, in 

society, and within various institutions. The revelation of HIV split their lives into 

distinct before and after phases (Aryal, 2014). Respondents reported severe identity 

crises, particularly those who had been living with HIV for over 15 years without 

access to adequate treatment, which significantly impacted their self-esteem, 

confidence, and social status (Aryal, 2014; Baumgartner & David, 2009). Initial 

emotional reactions included shock, fear, denial, sadness, and fatalism, despite 

awareness of available treatments. 

 

In this study, a majority (82%) of participants were women, many of whom 

were widowed, separated, divorced due to HIV, or infected through various means 

such as from parents, spouses, contaminated syringes, or surviving human trafficking, 

all of whom faced heightened stigma and discrimination in healthcare institutions and 

families due to their HIV status. These women often found themselves either single or 

divorced, living with their legal partners, and were often stigmatized in their 

communities and families. Female respondents typically delayed disclosing their HIV 

status to avoid societal stigma and discrimination, family rejection, and negative 

impacts on their children (Aryal, 2014). 

 

From the perspective of those considered "normal," stigmatized PLHIV are 

viewed as possessing a discrediting attribute, leading to diminished respect and value 

(Varas-Diaz et al., 2005). Institutional stigma was also prevalent, with respondents 

reporting stigmatization in government hospitals, schools, and workplaces. Healthcare 
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professionals sometimes discouraged reproduction (3%), made judgmental remarks 

linking HIV to prostitution (9%), denied treatment (10%), publicly disclosed HIV 

status without consent (13%), disposed of bed sheets and clothing (3%), imposed 

excessive barrier precautions (18%), referred patients to other healthcare providers 

(3%), segregated and labeled patients (7%), and caused treatment delays (9%). Some 

respondents were even terminated from their jobs upon disclosing their HIV status. 

 

Children of PLHIV and those attending school were often ostracized from 

mainstream educational settings. The study highlighted the pervasive effects of 

stigma, discrimination, and identity disruption, including self-stigma. 

 

Judgeo and Moalusi (2014) conducted a qualitative study in South Africa 

involving 10 PLHIV to explore attributes that tarnish identity. Respondents described 

profound life changes post-HIV infection, including physical decline, social life 

redefinition, and stigma-driven perceptions of irresponsibility, uncleanliness, and 

immorality from friends, family, employers, and society. Supportive significant 

others, whether friends or family, played crucial roles in mitigating social isolation 

and providing social support. Fear of stigma and discrimination motivated many 

PLHIV to manage their HIV status disclosure carefully to protect their families from 

negative consequences. The study emphasized themes of spoiled identity, disrupted 

social relations, and the necessity of information management. 

 

Meyer (2003) noted that women, LGBTQ+ individuals, and ethnic minorities 

experience compounded stigma, exacerbating the impacts of spoiled identity. Smit et 

al. (2012) found that stigma against women with HIV is often gender-based, with 

assumptions about their ability to parent and engage in sexual activity further 

complicating their identities and access to resources. 

 

Reconstructed Identity: Despite facing stigma and discrimination, PLHIV 

also reported positive impacts on their lives. Respondents reconstructed their 

identities post-HIV diagnosis by rationalizing their infection, focusing on 

socioeconomic factors, healthcare access, and gradually rebuilding their self-identities 

(Aryal, 2014). Learning more about HIV/AIDS empowered PLHIV to adopt health-
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focused behaviors like regular check-ups and balanced nutrition, promoting overall 

well-being (Aryal, 2014). 

 

Economic independence emerged as a critical factor enabling PLHIV to secure 

sustainable livelihoods and engage in meaningful work commensurate with their skills 

and education. Migration to escape stigma, access better opportunities, and receive 

HIV treatment was another strategy employed by PLHIV. Peer support networks and 

HIV organizations provided extended family-like support, fostering resilience against 

stigma and discrimination. These networks also facilitated knowledge-sharing about 

HIV and supported efforts toward economic independence and family reunification 

(Aryal, 2014). 

 

7.2. Conclusion 

This study underscores the pervasive stigma and discrimination experienced 

by PLHIV across various domains including self, family, friends, neighbors, 

community, healthcare settings, schools, and workplaces. While some respondents 

noted reduced stigma and discrimination due to legislative efforts and awareness 

campaigns, stigma persists in community and institutional settings, leading many 

PLHIV to practice selective disclosure. Disclosing HIV status often results in stigma 

and discrimination from friends, neighbors, and communities, and may lead to job 

loss and school expulsion. 

 

Healthcare settings were identified as particularly discriminatory, with PLHIV 

experiencing service denial, public disclosure of HIV status, reproductive 

discouragement, judgmental remarks, treatment delays, and economic burdens. These 

experiences negatively impact PLHIV's mental health, adherence to antiretroviral 

therapy (ART), and human rights. 

 

Effective strategies to mitigate stigma and discrimination include raising 

awareness through mass campaigns involving PLHIV, enforcing existing laws to 

protect PLHIV's human rights, and enhancing capacity-building initiatives. Positive 

self-concept and self-care emerged as crucial coping mechanisms enabling PLHIV to 

maintain good health and withstand stigma and discrimination. Selective HIV 

disclosure, improved knowledge about HIV/AIDS, and economic independence were 
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also identified as effective coping strategies empowering PLHIV to navigate the 

challenges posed by stigma and discrimination (Aryal, 2014). 

 

In conclusion, this study illustrates the profound impact of HIV-related stigma 

and discrimination on the lives of PLHIV, emphasizing the need for concerted efforts 

to address stigma through awareness, legal protections, and support systems. Efforts 

to enhance understanding and mitigate stigma will contribute to improved quality of 

life for PLHIV, fostering inclusive and supportive communities. 

 

7.3. Theoretical Reflection 

HIV stigma and discrimination experienced by people living with HIV 

(PLHIV) are socially constructed through ongoing social processes that develop and 

reinforce negative societal norms and connotations surrounding HIV infection. This 

social construction of stigma creates a situation where PLHIV's social identities are 

"spoiled," leading to reduced social esteem and self-respect. Internalization of these 

negative societal views can result in self-stigma among those infected with HIV, 

causing feelings of shame, guilt, and diminished self-worth (Mwale, 2006). 

 

Erving Goffman's stigma theory, articulated in his seminal work in 1963, 

provides a framework for understanding the social dimensions of stigma associated 

with HIV. Goffman defines stigma as a trait that significantly discredits a person, 

transforming them from a "whole and ordinary" individual into a "tainted and 

discounted" one in the eyes of society. Applied to HIV, this theory underscores how 

individuals living with HIV/AIDS often face prejudice, discrimination, and social 

exclusion due to their illness. Goffman's concept of a "spoiled identity" is particularly 

relevant, as it highlights how PLHIV may internalize negative societal attitudes, 

leading to feelings of shame, guilt, and diminished self-esteem. Internalized stigma 

can have profound psychological effects, potentially hindering access to necessary 

medical care and HIV status disclosure (Mwale, 2006). 

 

Throughout history, diseases such as mental illness, leprosy, and tuberculosis 

have been heavily stigmatized. The extent of stigma associated with a specific disease 

typically evolves over time and varies across cultures. However, certain aspects of 

stigma remain nearly universal, persisting across diverse cultural contexts for 
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generations. Stigma manifests in various forms, including social or physical isolation 

of individuals or families with stigmatized attributes. Other manifestations of stigma 

are culturally determined, displaying variations from one societal context to another 

(Abdullah & Brown, 2011). 

 

This study explores the spoiled social identities of PLHIV following their HIV 

diagnosis, detailing the public and self-stigma and discrimination they encounter. 

Goffman's concept of spoiled identity is particularly pertinent, as PLHIV may 

internalize societal norms and negative perceptions, resulting in feelings of shame, 

guilt, and diminished self-esteem. This internalized stigma, or self-stigma, 

significantly impacts the psychological well-being of PLHIV, potentially leading to 

non-adherence to HIV medications and even suicidal ideation. Goffman's theory 

distinguishes between discredited and discreditable individuals, where those who 

disclose their HIV status experience heightened stigma, isolation, and loneliness, 

while those who conceal their status live in constant fear of disclosure and face 

ongoing stigma and discrimination. Anticipated stigma can lead to negative outcomes 

such as social withdrawal, depression, and reluctance to seek healthcare services. 

 

Goffman's insights into managing spoiled identities suggest that PLHIV often 

conceal their HIV status, selectively disclosing it only to close confidants or 

individuals who can offer support. Migration is another strategy PLHIV may use to 

manage stigma and discrimination, seeking environments where their HIV status is 

less known or stigmatized. Strategies such as isolation, secrecy, and silence, along 

with practices of self-care, improved understanding of HIV, and achieving economic 

independence, empower PLHIV to cope with their spoiled identities. Peer educator 

support, family networks, shared identity with other PLHIV, and support from HIV 

organizations play crucial roles in fostering positive coping mechanisms. 

 

The social identity of PLHIV is fluid and dynamic, influenced by access to 

resources and social capital that facilitate movement towards a reconstructed identity. 

Intersectionality further complicates HIV stigma and discrimination, particularly 

affecting marginalized groups based on gender, income, caste, and other factors 

(Mwale, 2006). 
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 Annex: 
APPENDEX A: INTERVIEW SCHEDULE 

cGt/jftf{ cg';'rL 

(INTERVIEW SCHEDULE) 

!= ;dflhs / hg;f+lVosLo ljj/0f (1. Socio-demographic Details) 

!=!= gfd (1.1. Name) ……………………….. 

!+=@= pd]/ (1.2. Age) ………………………… 

!=#= lnu+ (1.3. Sex) …………………………. 

s= dlxnf v= k'?if  u= cGo 

!=$= hflt (1.4. Ethnicity) …………………... 

s= afx|d0f∕If]qL∕7s'/L (a. Brahman/Chhetri/Thakuri) v= g]jf/ (b. Newar)    u= 

hghftL (c. Ethnic)      3= blnt (d. Dalit) ª= cGo (e. Other)================ 

!=%= k]zf (1.5. Job) …………………………. 

!=^= dfl;s kfl/jfl/s cfDbfgL (1.6. Monthly Family Income) …………. 

!=&=  tkfO{sf] cfDbfgLn] aif{ lbgsf] vr{ k'U5< (1.7. Is your income enough to sustain 

your yearly expense)======================== 

!=*= olb k'Ub}g eg] To;sf] nflu s] ug'{ x'G5< (1.8. if not enough how do you manage) 

s_ kl/jf/af6 (from family) v_ C0f (b. loan) u_ ;DktL a]r]/ (c. by 

selling properties)  3_ cGo (d. other)================== 

!=(= z}lIfs of]Uotf (1.9. Educational Qualification)……………………. 

!=!)= kfl/jfl/s k|sf/ (1.10. Family Type)  

s= Psn (a. Nuclear) v= ;+o'St (b. Joint)  u= a[xt (c. Extended) 

!=!!= j}jflxs l:ylt (1.11. Marital Status) ……………………………… 

!=!@= wd{ (1.12. Religion)  

s= lxGb' (a. Hindu) v= af}4  (b. Newar)    u= O{;fO (Christian)      3= d'l:nd 

(d. Muslim) ª= cGo (e. Other)================ 

!=!#=  lgjf; (1.13. Residence)  

s= ef8fdf (a. Rent)     v= cfˆg} lgjf; (b. Own resident)  u= k'g{:yfkgf s]Gb|df

 (c. Shelter) 3= cGo (d. Other) ================ 

!=!$= tkfO{nfO{ Pr=cfO{=eL ;+j|mldt s;/L x'g' ePsf] xf]< (1.14. How did you got infected  

with HIV?) 
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s_ c;'/lIft of}g (a. unsafe sexual activity) v_ ;+qmldt /utaf6  (b. infected blood 

transfusion)    u_ cljefjs af6 (c. from parents)      3_ ;'O af6 (d.  infected 

syringe)  ª_ cGo (e.  others)=================== 

 

@= s[kof dnfO{ atfpg ;Sg'x'G5 ls tkfO{nfO{ Pr=cfO{=le= ;+j|mdg s;/L eof] / ;f] af/]df s;/L 

yfxf kfpg'eof]< - yk :ki6tfM slt ;do cuf8L< Tof] ;dodf tkfO{nfO{ s:tf] nfUof]< k5fl8 

x]bf{, tkfO{nfO{ Tof] ;do s:tf] nfU5<_ (2. Can you please tell me how you found out you 

had HIV. (Prompts: How long ago? How did you feel during that time? Looking back, 

how do you feel now about that time?) 

 

#= tkfO{+n] cfkm' Pr=cfO{=eL ;+j|mldt ePsf] s;nfO{ eGg'eof]< -yk :ki6tfM tkfO{+n] ;f] af/]df 

slxn] eGg'eof]< s:tf] k|ltlqmof b]vfP< tkfO{+ Pr=cfO{=eL ;+j|mldt x'g'x'G5 eg]/ c¿nfO{ atfpFbf 

tkfO{+nfO{ s:tf] nfUof]< ha tkfO{+n] c¿nfO{ eGg'eof], tkfO{+sf] kl/jf/, ;fyL, ;d'bfo, /f]huf/bftf 

/ cGoaf6 s:tf] k|ltlqmof lbg'eof]<  

(3. To whom did you disclose your HIV status? (Promts: When did you tell them? 

How did they respond? How did you feel about telling others that you are HIV 

positive? When you told others, how did your family, your community, and your 

place of employment respond?) 

 

$= tkfO{sf] hLjgdf tkfO{sf] kl/jf/, ;fyL, ;d'bfo, ;fdflhs, ;+:yfut -ljwfno, c:ktfn, 

wfld{s :yn cfbL_ Pr=cfO{=eL= ;+j|mldt ePsf] sf/0fn] nfG5gf jf e]befj dx;'; u/]sf] 36gfsf] 

af/]df dnfO{ atfpg'xf];\ . s] tkfO{ nfU5 ls, tkfO{ Pr=cfO{=eL ;+j|mldt ePsf] yfxf kfPsf] 

sf/0fn] oL cj:yfx¿ pTkGg eof]< 

(4.  Tell me about any instances in your life that you felt stigmatized because of 

having HIV in your family, friends, neighborhood, community and society, 

intuitionally, in hospital, at work place. Do you believe that because others knew you 

had HIV, these situations occurred?) 

 

%= s] tkfOF Pr=cfO{=eL=df ;xof]u k|bfg ug]{ s'g} ;d"x, ;Ghfn jf ;fd'bflos ;+:yfdf ;+nUg 

x'g'x'G5< ;f] lgsfodf cfa4 x'g] ljlw s] lyof] < (5. Do you participate or involve in any 

groups/community/network/organization that works for HIV support? What was your 

method of getting involve in this organization?) 
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^= tkfO{+n] cfkm\gf] hLjgnfO{ Pr=cfO{=eL= ;uF ;DalGwt nfG5fgf / e]befj lj?4 ;xof]u k|fKt 

ug'{ ePsf]] 5< - yk :ki6tfM kl/jf/, ;fyL, ;d'bfo, ;fdflhs, ;+:yfut -ljwfno, c:ktfn, 

wfld{s :yn, /f]huf/bftf cfbL_  

(6. In what other ways has your life been supported? (Prompt: Family, Friends, 

community, social and institutional organizations like school, hospital religious site, 

employer etc.) 

 

&= s] tkfOF nfG5fgf / e]befj tkfOFsf] :jf:Yosf nflu 7"nf] Jojwfg xf] h:tf] nfU5< lsg 

ljZjf; ug{'x'G5 < -yk :ki6tfM nfG5fgf / e]befjsf sf/0f :jf:Yo ;]jfdf c;/, jf dfgl;s 

tgfj cfbL _ 

(7. Do you think stigma or your health pose a greater threat to you? Why do you 

believe that? (Prompts: due to stigma and discrimination problem in health care, 

depression or non-adherence in ART services)) 

 

*= s] tkfOF g]kfndf Pr=cfO{=eL= ;+u ;DalGwt nfG5gf / e]befj 5 eGg] ljZjf; ug{'x'G5< 

g]kfnL ;dfh jf ;+:s[ltdf PrcfOeL ;+qmldt JolQmx¿ lj?4sf] nfG5fgf jf e]befjnfO{ ;xof]u 

jf a9fjf jf k|f]T;fxg ug]{ kIfx¿ s] 5Gf\<  

(8. Do you believe that there is stigma associated with HIV in Nepal? Exist any facets 

of Nepalese society or culture that support the stigma against HIV-positive 

individuals?) 

 

(= s] tkfO{+n] cGo Pr=cfO{=eL ;+j|mldt JolQmx¿af6 nfG5gf / e]befjsf] s'g} pbfx/0f 

;'Gg'ePsf] 5< olb 5 eg], s] tkfOFn] ;'g]sf s]lx 36gfx? atfpg ;Sg'x'G5< tL 36gfx¿af6 

tkfO{nfO{ s:tf] k|efj jf dx;'; eof]< s] tkfO{+n] To;tf 36gfx¿af6 aRg  jf gkg{sf nfuL 

s'g} ;fjwfgL ckgfpg'eof]<  

(9. Have you heard of any instances of stigma from other HIV-positive individuals? If 

yes, could you elaborate on some of the stories you have heard others tell you? What 

impact did you feel from those stories? Did you take any precautions to avoid being 

impacted by these stories?) 

 

!)= dnfO{ s'g} To:tf] 36gfsf] af/]df atfpg'xf];\ h;df tkfO{+n] cfkm' Pr=cfO{=eL ;+j|mldt ePsf] 

sf/0fn] sl7g kl/l:yltdf kg'{eof] . tkfO{+n] oL kl/l:yltx¿nfO{ s;/L ;fdgf ul/ cfˆgf] /fd|f] 

hLjgsf] ;'lglZrt ug{'eof]< tkfO{+n] s] ;|f]tx? k|of]u ug{'eof]<  
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(10. Tell me about any instances in which you felt that your HIV was putting you in a 

tough situation. How did you handle these circumstances and overcome them to 

create a better life for yourself? Which sources did you make use of?) 

 

!!= tkfO{+n] cfkm' Pr=cfO{=eL= ;+j|mldt eg]/ yfxf kfpg' ePsf] If0f ;Demg'xf];\. PrcfO{eL ;Fu} 

hLjg latfpg tkfO{+nfO{ s;/L c;/ u/]sf] 5< -yk :ki6tfM Pr=cfO{=eL= ;+j|mdg kl5 tkfO{sf] 

hLjgdf k/]sf ;sf/fTds / gsf/fTds kIfx?_ 

(11. Recall the moment you received your HIV diagnosis. How has living with HIV 

affected you? (Prompts: The positive and negative impact on you life after you got 

HIV infection)) 

 

!@= s] tkfO{+n] cfkm' Pr=cfO{=eL= ;+j|md0fsf sf/0fn] dfgl;s tgfj jf l8k|];gsf] ;d:ofdf 

kg{'ePsf] 5< tkfO{+n] o;nfO{ s;/L ;fdgf ug{'ePsf] 5<  

(12. Have you ever experienced anxiety or depression since your diagnosis? How 

have you coped with that?) 

 

!#= Pr=cfO{=eL= ;+j|md0f ;DalGw nfG5gf / e]befjsf] sf/0fn] u'0f:tl/o jf /fd|f] hLjg 

latfpgsf nfuL tkfO{+n] s] nIox¿ agfpg'eof]< s] tkfO{+n] cfˆgf] p2]Zox¿ k|fKt ug{ ;kmn 

x'g'eof]< -yk :ki6tfM olb To;f] xf] eg], s;/L< olb tL ;a} xf]Og eg], tkfO{+n] klxn] g} s'g nIo 

k|fKt ug{'ePsf] lyof] -jf cg'ej ug{'ePsf] lyof]_< tkfO{+n] cfkm\gf] /0fgLltx¿ s;/L k"/f ug{'eof]< 

olb s'g} 5}g eg], tkfO{+sf] ljrf/df, lsg 5}g<  

(13. What goals did you make to live a better life in the wake of HIV prejudice and 

stigma? Did you succeed in achieving your objectives? (Prompts: If so, how? If not 

all of them, then what fraction have you already received (or experienced)? How did 

you carry out the strategies you achieved? If none, in your opinion, why not?  

 

!$= tkfO{+sf] ljrf/df Pr=cfO{=eL= ;+j|md0fn] tkfO{+sf] ;fdflhs l:yltnfO{ s;/L k|efj kf/]sf] 5 

jf kl/jt{g u/]sf] 5< -yk :ki6tfM tkfO{+sf] hLjgdf ;xfotfsf ;|f]tx¿ j0f{g ug{'xf];\. tkfO{+nfO{ 

s:tf ;|f]tx¿n] an k|bfg u/]sf] kfpg' 'eof]<  

(14. How has HIV influenced or altered your social status, in your opinion? (Prompt: 

Describe the sources of assistance in your life. What sources of strength do you find?) 

 

!% tkfO{+ Pr=cfO{=eL= ;+j|mldt ePsf] yfxf kfpg' eP kl5 tkfO{+sf] cfkm\gf] hLjgsf] af/]df j0f{g 

ug{'xf];\ . tkfO{n] r'gf}tLx¿ / ;d:ofx? s;/L ;fdgf ug{'eof] <  
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(15. Describe your life following your HIV diagnosis. How do you handle 

challenges?) 

 

!^= s] tkfO{n] cfˆgf] eljiosf nIox¿sf] af/]df atfpg ;Sg' x'FG5 .  

(16. Tell me about your future goals.) 

 

 

;dfKt 

(The End) 
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APPENDEX B: LIST OF PARTICIPANTS 

S.No Pseudonym Age 

Range 

Sex 

1 Ram 41-50 M 

2 Laxmi 41-50 F 

3 Reeta 41-50 F 

4 Saraswoti 41-50 F 

5 Gita 21-30 F 

6 Nisha 41-50 F 

7 Laxman 41-50 M 

8 Aamir 41-50 M 

9 Mina 31-40 F 

10 Deena 51-60 F 

11 Prakash 41-50 M 

12 Ganga 51-60 F 

13 Seema 41-50 F 

14 Bikash 41-50 M 

15 Prakriti 41-50 F 

16 Mamata 41-50 F 

17 Ratnamaya 41-50 F 

18 Sunita 31-40 F 

19 Narmada 41-50 F 

20 Kabita 41-50 F 

21 Dinesh 51-60 M 

22 Umesh 51-60 M 

23 Goma 41-50 F 

24 Ganesh 41-50 M 

25 Anil 21-30 M 

26 Suresh 41-50 M 

27 Sahiba 51-60 F 

28 Neha 41-50 F 

29 Harimaya 41-50 F 

30 Anju 31-40 F 

31 Ranju 31-40 F 

32 Bina 41-50 F 

33 Rima 31-40 F 

34 Sarita 31-40 F 

35 Urmila 41-50 F 

36 Ranjita 41-50 F 

37 Kamala 21-30 F 

38 Dolma 31-40 F 

39 Bidhya 41-50 F 

40 Indu 31-40 F 

41 Sukumaya 41-50 F 

42 Dilkumari 41-50 F 

43 Kumari 41-50 F 

44 Krishna 41-50 F 

45 Sunila 41-50 F 

46 Rammaya 41-50 F 

47 Binita 31-40 F 

48 Suryamaya 51-60 F 

49 Sushma 31-40 F 

50 Puspa 21-30 F 

51 Rojina 21-30 F 

52 Mahima 41-50 F 

53 Manisha 31-40 F 

54 Devaki 41-50 F 

55 Ramita 41-50 F 

56 Durga 41-50 F 

57 Mahesh 41-50 M 

58 Parbati 41-50 F 

59 Shanti 51-60 F 

60 Preeti 21-30 F 
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APPENDEX C: LIST OF KEY INFORMANTS 

S.No Pseudonym Age Range Sex Role Organization 

1 Padam 41-50 M HIV activist NAPN+ 

2 Devi 51-60 F PLHIV leaders Shakti Milan Samaj 

3 Setu 31-40 F IDU PLHIV leaders Recoverying Nepal Women 

4 Kirti 31-40 F PLHIV activist Maiti Nepal 

5 Pragya 31-40 F Peer educator and 

PLHIV leaders 

Shanti Foundation 
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APPENDIX D: CASE STUDIES 

 

CASE 1: Kamala (name changed), 29 years old, female 

Kamala is a 29 years old female she is originally from Kavre and now living 

in KMC and due to poverty she got engaged as female sex worker. During 2075 when 

she got pregnant, she came to know about her HIV status. She was totally frighten and 

terrified and self-blame herself for HIV infection though now she took it in normal 

way and taking regular medication for sake of her child, and had also taken the 

insurance card as provided by Nepal Government and she had disclosed it to her 

family only and not being able to disclosed it to other due to the fear of bad behavior, 

as the society take HIV infection is due to bad moral character and it‘s also 

communicable infection with no completely curative medications. She is now living 

alone with no contacts with anyone and maintaining the HIV status secret and also 

removed the label of medicine and if anyone ask she shared that she is taking heart 

medication. Due to PMTCT, her new borne child was not infected with HIV. Since 

my husband was also with me, he instantly knows my HIV status. Her husband also 

did HIV test and he was found to be HIV negative. Initially, her husband was 

supportive, it‘s our fate, though she told him to leave her but he denied and said that 

he will stay with her. Later, after sharing her HIV status to her husband family and 

they were not supportive and began to stigmatized and discriminate her, then her 

husband in the influence of her in-laws began to change his behavior and he remarried 

and she was expelled from home and they also took control of her son.  She had also 

been stigmatized and discriminated in healthcare center as well, as she has got stones 

in kidney and lesion in her intestine. She visited the hospital in Kavre, where she was 

denied treatment due to her HIV status after that she had not visited the hospital. She 

is not in contact with any peer support or organization. She thinks she should not 

think much about the HIV and its related stigma and discriminations and need to 

divert form such kind of things. She have got no such big plans for future just hope 

that she will be able to fulfill my basic needs.  

 

CASE 2: Ganga (name changed), 59 years old, female 

Ganga (name changed) is 59 years old female, her husband used to work in 

India and came back after being prolonged illness after the diagnosis of HIV, he died 

after one month of return. For one year she thought that she had not been infected 
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with HIV. During visit in hospital she came to know about her HIV status but all of 

her five children were found negative. She was frighten and feels that she got HIV 

due to her past life bad deed she got infected and all of my family, community 

members came to know about my HIV status, and my children were also expelled 

from school, her family members and community also segregated her and her 

children, didn‘t allow her children to play with other, separated eating and sleeping 

places. After which one of the health post staff referred her along with her children to 

HIV shelter in KMC, from where she was reintegrated in Kathmandu. She faced 

stigma and discriminated in hospital where she wasn‘t provided service due to her 

HIV status, similarly once she was employed in school as a kitchen helper, where she 

believe that one of her relative revealed her HIV status after which the school 

management forced her to do HIV test and when it came positive she was expelled 

from school and also didn‘t pay her 15 days giving reasons that it would be risk to the 

children and the parents and community will have negative impact. Furthermore, in 

her youngest daughter marriage, the groom break the relations and denied the 

marriage due to her HIV status, she is bit worried for her daughter. She has got the 

peer support and linked with HIV network and organization due to which she now 

doesn‘t feel alone, she regularly joins organization and network meeting that has 

developed the sense of unity and she also got support, for her livelihood and now she 

is running shop and she has got no plan but to get her younger daughter married then 

she wish if there is any shelter for HIV she would got there and live rest of her life. 

 

CASE 3: Puspa (name changed), 28 years, female 

She got HIV infected due to her husband who after prolonged illness died after 

which she also came to know about her HIV status. She couldn‘t believe it and after 

confirmation she felt her life worthless and began to take the depression medicines 

and she tried to end her life for several times and left the medication for nearly 2 years 

but later for the sake of her son she began the ART. And due to her husband 

medication all the community, family members know about her HIV status. Her 

family used to regularly tell her to use separate utensils, towels, combs etc. and even 

blamed her for the HIV infection, all her friends didn‘t talk with her or come near to 

her, her neighbor kept distance with her and she became the gossip topic in her 

village, her children were expelled from school due to her HIV status, after which she 

came to decision to migrate to Kathmandu as the condition in her village became 
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highly unbearable to her. She thinks that due to the hatred towards PLHIV and since 

HIV need life time medication and if its left then people die and its also the 

communicable disease that need medicines due to these fear the people showed 

stigma and discrimination towards her. After migrating to KMC she remained in her 

rented room only and rarely came out, she removed the labeled of her medicines also,     

and kept her HIV status with her only. But during the visit to the ART center she got 

to know the peer support  and linkage to HIV network and organization after which 

she didn‘t felt along and develop sense of unity, from the organization she was able to 

develop better knowledge of HIV and positive self esteem and sefl care and got access 

to Health insurance and child education support as provided by Nepal Government. 

She hope that she will be more economically independent is she find job after which 

she can also support her child better future.  

 

Case 4: Kumari, female, 43 years old 

She got HIV infection from her husband who was an intravenous drug user, 

she got sick and when she went to checkup, she found her HIV status including her 

husband. She got very frightened due to the fear of death. Her husband took it in 

normal way, Her  family knows about her HIV status and they are supportive to her 

and frequently give her encouragement and reminds to take medicines on time. Beside 

that she has not disclose her status to other due to the fear of unacceptability and the 

society views the people living with HIV in negative sense and connect us to 

prostitution, durg used etc. She when disclosed her HIV status in hospital the health 

professional were shocked and they fear to even touch her. She got linked with 

organization and peer support group due to the referral of medical professional after 

which she thinks had a positive impact in her life especially knowing other people 

living with HIV she got he sense of self confidence and build up unity and through 

netowork and organization she was able to generate her knowledge on HIV and got 

the opportunity for economic independence. She think that the HIV stigma and 

discrimination are very low now but it still exist and mainly the HIV stigma and 

discrimination is due to the link of HIV infection to prostitution, drug used which is 

taken as bad in the society so the if I disclose that I am HIV positive, I am also linked 

with it and can get stigmatized and discriminated. Further, people don‘t know the 

mode of its transmission and have misconception on this and fear of getting HIV 
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infected and lifelong medication requirement is the prime factors for HIV stigma and 

discrimination. 

 

Case 5: Gita (name changed), 25 years old 

After 15 days of marriage she became severely ill, otherwise she used to quite 

healthy person and when checked she came to know about her HIV status including 

her husband, she couldn‘t believe it she was completely in shock. Initially her family 

and in laws blamed her for the HIV infection and suspected her characters but later 

she came to know that her husband has been to Malaysia and he returned after the 

prolonged sickness where as prior to marriage she has been doing regular checkup 

and had no record of HIV infection. But since she did the HIV checkup in nearby 

clinic her family HIV status was known by all the villages and their behavior became 

quite different, then she along with her husband migrated to Kathmandu, where she 

used to engaged in daily wage labor and now she is jobless and hope that she will gets 

some job so that it will be easier for her to handle her daily expenses.  She has been 

stigmatized and discriminated due to her HIV status in hospital where the nurse fear 

to touch her, and wore more than one gloves, behave her differently, stayed in distant 

and publically reveal her HIV status without her consent. 
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APPENDIX E: CONSENT FORM 

Oral Consent (to be used in conjunction with short form written consent) 

STUDY TITLE:  

 

INVESTIGATOR:  

 

BACKGROUND AND PURPOSE: You are being asked to take part in a research 

project, which is being organized for the completion of MPhil Sociology thesis, 

Tribhuvan University of Prabin Shakya. The purpose of this research is to learn about 

the people living with HIV and AIDs experience of of HIV and AIDS stigma and 

discrimination, its support mechanism and coping and resilience. My research is 

contributing to generate sociological analysis of stigma and discrimination on HIV 

and you are in a position to provide me with insight into the situation, and I would 

appreciate it if we could interview you. 

 

PROCEDURES: The format of the interview will be an interview and discussion. I 

expect that the interview will take no longer than 1 hour.  With your permission, I will 

audiotape the interview solely for the purposes of accurately transcribing the 

conversation. With your permission I would also like to take photographs. The 

audiotapes and photographs, as well as the transcriptions will be stored securely and 

destroyed after the completion of study. The photographs will be used to present our 

research at the University. 

 

CONFIDENTIALITY AND RISK: There is some risk involved if, for example, you 

divulge confidential information. Therefore, if you wish pseudonyms to be used to 

protect your privacy and confidentiality, I will be happy to do so. Alternately, if you 

wish to be quoted by name on anything in particular I am also happy to accommodate 

this request. Please know though that you do not have to answer any questions or 

discuss any topics that make you feel uncomfortable.  

 
WITHDRAWAL OF PARTICIPATION: Should you decide at any time during the interview 

or discussion that you no longer wish to participate, you may withdraw your consent without 

prejudice.  

 

COSTS BENEFITS TO YOU: There are no direct costs involved with participation, although 

you may miss an hour of work and possibly pay for that time. There are also no direct benefits 

to you. However, your participation will contribute to a greater awareness Sociological 

analysis of HIV stigma.  

 

REQUEST FOR MORE INFORMATION: You may ask more questions about the study at 

any time.  

 

SIGNATURE: I confirm that the purpose of the research, the study procedures, the possible 

risks and discomforts as well as benefits have been explained to the participant. All questions 

have been answered. The participant has agreed to participate in the study.  

 

Signature of Person Obtaining Consent Date 
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STUDY TITLE:  

 

INVESTIGATOR:  

 

Short-Form Written Consent 

I confirm that the researcher has explained the elements of informed consent to the 

participant. The subject knows that their participation is voluntary, and that they do 

not need to answer all questions. The purpose of the research as well as the risks and 

benefits have been explained. The procedures as well as the time commitment have 

been outlined. The participant understands issues of confidentiality.  

 

I agree to be audio-taped (it will be  

destroyed after the completion of research) YES/NO Initial  

I agree to be photographed    YES/NO Initial  

I agree to be videotaped    YES/NO Initial  

I agree to use my name     YES/NO Initial 

 

 

Witness Name ……………………………………… 

Witness Signature …………………………………. 

Participant Name ………………………………….. 

Participant Signature ………………………………………………. 
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सुचित मौखिक सहमतत  

अध्ययन शीषषक: 

शोधकततष: 
भुममकत् प्रवीण शाक्मको त्रिबुवन ववश्वववद्मारम एभफपर सभाजशास्त्ि थेससस ऩूया गननका रागग 

आमोजना हुन रागेको अनुसन्धानभा सहबागी हुन आग्रह गदनछु। मस अनुसन्धानको उदे्दश्म 

एचआईबी य एड्स सॊक्रसभत व्मक्क्तहरूरे एचआईबी य एड्स रान्छना य बेदबावको अनुबव, 

मसको सहमाता सॊमन्ि य साभना गने य उथ्थानसशर को फायेभा जानको रागी गरयएको हो । 
भेयो अनुसन्धानरे एचआईबी भा रान्छना य बेदबावको सभाजशास्त्िीम ववश्रेषणभा मोगदान 

गने छ य मस शोध कामनका रागी भ तऩाइके सहमोको रागी अनुयोध गदनछु। 
प्रक्रिययतहू: मस शोध कामनको ढाॉचा अन्तवानतान य छरपर हुनेछ। भ आशा गछुन । मो 
अन्तवानतानको सभम १ घण्टा बन्दा फढी राग्ने छैन । तऩाईंको अनुभततको साथ, भ कुयाकानीराई 

सही रूऩभा ट्रान्सक्राइफ गने उदे्दश्मका रागग भाि अन्तवानतान अडिमो टेऩ गनेछु। तऩाईको 
अनुभततरे भ ऩतन पोटो खिच्न चाहन्छु। अडिमोटेऩहरू य पोटोहरू, साथ ैट्रान्सफक्रप्सनहरू सुयक्षऺत 

रूऩभा बण्िायण गरयनेछ य अध्ममन ऩूया बएऩतछ नष्ट गरयनेछ। पोटोहरू ववश्वववद्मारमभा हाम्रो 
अनुसन्धान प्रस्त्तुत गनन प्रमोग गरयनेछ। 
गोप्यतत र जोखिम: मदद, उदाहयणका रागग, तऩाईंरे गोप्म जानकायी ददनुबमो बने त्महाॉ केही 
जोखिभ यहने छ। तसथन, मदद तऩाइॉ तऩाइॉको गोऩनीमता य गोऩनीमता को यऺा गनन छद्मनाभ 

प्रमोग गनन चाहनुहुन्छ बने, भ त्मसो गनेछु। वैकक्पऩक रूऩभा, मदद तऩाईं कुनै ऩतन कुयाभा 
नाभद्वाया उद्धृत गनन चाहनुहुन्छ बने, भ मो अनुयोधराई सभामोजन गनेछु। कृऩमा भ तऩाइराइ 
मो जानकायी ददन चाहान्छु फक मदी कुनै ऩतन प्रश्नको जवाप ददन चाहानु हुन्न वा तऩाईंराई 

असहज भहसुस गयाउने कुनै ऩतन ववषमहरू छरपर गनन आवश्मक यहने छैन। 
सहभतचगतत क्रििततष मऱन:ु मदद तऩाईंर ेअन्तवानतान वा छरपरको क्रभभा कुन ैऩतन सभमभा तनणनम गनुनबमो 
फक तऩाईं अफ बाग सरन चाहनहुुन्न बने, तऩाईंर े कुन ैऩतन ऩवूानग्रह त्रफना आफ्नो सहभतत फपतान सरन 

सक्नहुुन्छ। 

ििष वत ऱतगत र ऱतभहू: तऩाइॉर ेएक घण्टाको काभ गभुाउन सक्नहुुन्छ तय मस शोध कामनभा अन्म 
कुन ै रागत यहने छैन । तऩाइॉराई कुन ै प्रत्मऺ राब ऩतन छैन। मद्मवऩ, तऩाईको सहबागगतार े

एचआईबी य एड्स सम्फन्धी रान्छना य बेदबावको सभाजशास्त्िीम ववश्रेषणराई मोगदान 

ऩरु  माउनेछ।  
थऩ जानकायीको रागग अनयुोध गनुनहोस:् तऩाईंर ेकुन ैऩतन सभमभा अध्ममनको फायेभा थऩ प्रश्नहरू सोध्न 

सक्नहुुन्छ।  
हस्ततऺर: भ ऩकु्ष्ट गदनछु फक अनसुन्धानको उद्देश्म, अध्ममन प्रफक्रमाहरू, सम्बाववत जोखिभहरू य 
असवुवधाहरू साथै राबहरू सहबागीहरूराई व्माख्मा गरयएको छ। सहबागीहरूका सफ ै प्रश्नहरूको 
जवाप ददइमो। सहबागी अध्ममनभा बाग सरन सहभत हुन ुबएका छन।् 
 

सहभतत सभतत प्राप्त गने व्मक्क्तको हस्त्ताऺयः 
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अध्ययन शीषषक: 

 

 

 
शोधकततष: 
 

सुचित मऱखित सहमतत 

भ ऩुक्ष्ट गछुन  फक अनुसन्धानकतानरे सहबागीराई सूगचत सहभततका तत्वहरू व्माख्मा गयेको 
छ। ववषमराई थाहा छ फक उनीहरूको सहबागगता स्त्वैक्च्छक छ, य उनीहरूरे सफ ैप्रश्नहरूको 
जवाप ददन आवश्मक छैन। अनुसन्धानको उदे्दश्मका साथ ैजोखिभ य पाइदाहरू व्माख्मा 
गरयएको छ। कामनववगध य सभम प्रततवद्धता ऩतन उपरेि गरयएको छ। सहबागीरे 

गोऩनीमताका भुद्दाहरू फुझ्छन।् 
 

भ अडिमो टेऩ गनन सहभत छु (मो अनुसन्धान ऩूया बएऩतछ नष्ट गरयनेछ )  छु/छैन 

भ पोटो खिच्न सहभत छु       छु/छैन 

  

भ सबडिमो टेऩ गनन सहभत छु       छु/छैन 

  

भ भेयो नाभ प्रमोग गनन सहभत छु      छु/छैन 

  

 

सतऺीको नतम ……………………………………… 

 

सतऺीको हस्ततऺर ……………………………………… 

 

सहभतगीको नतम ……………………………………… 

 

 

सहभतगी हस्ततऺर ………………………………………. 

 

 

 


