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COVID‐19

A qualitative inquiry into stigma among patients with Covid-19 in Chennai, 
India

VIJAYAPRASAD GOPICHANDRAN, SUDHARSHINI SUBRAMANIAM

____________________________________________________________________________________________________________________________

Abstract

Introduction: The Covid 19 pandemic has left a serious impact 
on  the  lives  of  people  globally.  One  key  social  consequence  of 
the infection has been the stigma associated with it.

Objectives: This  study  was  conducted  to  explore  the  lived 
experiences of stigma among persons who have recovered from 
Covid­19 in Chennai, India.

Methods: In  depth  telephonic  interviews  were  conducted 
among  12  persons  who  had  recovered  from  Covid­19  in 
Chennai.  The  participants  were  encouraged  to  narrate  their 
experiences  of  stigma.  The  telephonic  interviews  were 
transcribed and coded by both  the  researchers. The codes were 
then grouped into meaningful themes and the lived experiences 
of stigma described with the help of rich narrative quotes.

Results: The common manifestations of  stigma were exclusion 

from public spaces and essential services,  loss of  livelihood,  loss 

of social support and, in an extreme case, physical violence. The 

stigma  was  also  manifested  in  health  facilities  in  the  form  of 

neglect,  and  rude  and  insensitive  treatment  of  patients.  The 

factors  that  aggravated  the  stigma  included  fear  of  infection, 

lack  of  information,  legitimisation  of  segregation  by  forced 

public  health  interventions,  involvement  of  police  in  contact 

tracing, and isolation. Stigma was associated with psychosocial 

consequences  such  as  loneliness,  uncertainty,  anxiety,  anger, 

and  humiliation.  Demonstration  of  empathy,  advances  in 

communication  technology,  solidarity  in  communities  and 

protecting confidentiality could potentially mitigate stigma. The 

intersectionality of age, gender, poverty, and disability worsened 

the experience of stigma.

Conclusions: People  who  had  recovered  from  Covid­19 
experienced various degrees of social stigma. The future impact 
of  the  pandemic will  depend  strongly  on  the  ability  of  health 
systems to address stigma.

Key  words: Covid­19,  stigma,  social  isolation,  segregation, 
intersectionality, in depth interview

Introduction

The Covid-19 pandemic spread rapidly throughout the 
world, starting from late 2019 (1). The SARS CoV2 virus, by 
virtue of being highly infectious and leading to a large 
proportion of subclinical and mild infections, became a 
suitable candidate for creating an outbreak of pandemic 
proportions (2). The pandemic caused serious disruptions in 
normal life despite the mortality rate being low. The 
subsequent restrictive lockdowns seriously hampered the 
global economy (3). The fragile health systems of low- and 
middle-income countries faced a major shock, which 
worsened the outcomes for even moderately severe 
infections. One of the important social impacts of this 
pandemic was the stigma associated with the disease (4).

From a sociological perspective, stigma is defined as the 
phenomenon in which the stigmatised person possesses an 
attribute that reduces their value in society and degrades 
them in that context (5). Many diseases are associated with 
stigma including tuberculosis, leprosy, HIV/AIDS and mental 
illnesses. Several scholars have attempted to understand and 
describe the lived experience of stigma associated with 
these illnesses (6). One of the major consequences of stigma 
is a refusal to seek care for the illness  for fear of being 
stigmatised (7). This has seriously impaired efforts to 
eliminate diseases like tuberculosis and leprosy as people 
hesitate to seek care and undergo treatment for these 
conditions (8). Stigma has also been associated with poor 
outcomes of disease due to lack of appropriate access to care 
(9).

Covid-19 has been associated with different patterns of 
stigma, such as stigma based on region, religion, occupation 
and persistent stigma even on recovering from the illness 
(10). The infection originated in China and so, early during 
the pandemic, people of Asian descent were stigmatised all 
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over the world (11). In India there were reports of people 
from North Eastern states facing discrimination as they have 
Asian physical characteristics (12). There was a large religious 
gathering in New Delhi, following which many clusters of 
Covid-19 were identified throughout the country (13). This 
led to a severe form of stigmatisation of people belonging to 
that religion. Doctors, nurses and healthcare providers were 
stigmatised based on their high-risk occupation and were 
evicted from their rented houses and excluded from public 
spaces (14). Healthcare providers who died due to Covid-19 
were denied space for burial or cremation due to fear of 
contagion (15). There were also reports of stigmatisation of 
people who had recovered from Covid-19, on returning 
home (16).

Research on stigma and Covid-19 is emerging from various 
contexts all over the world. A case study reported the lived 
experiences of stigma among Covid-19 patients in India (17).  
A qualitative study from South Africa highlighted the role of 
misinformation in the worsening of stigma (18). A study from 
Nepal revealed stigmatisation of frontline health workers 
(19). A quantitative survey of 91 people who had survived 
Covid-19 infection in Kashmir, India, showed a high level of 
enacted and externalised stigma ie stigma which is a 
consequence of social interactions of the infected persons 
(20). However, there are not many qualitative interview-based 
studies.  We conducted this study as a qualitative inquiry into 
the lived experiences of stigma among persons diagnosed 
with Covid-19 at various stages of their disease from the 
point of onset of illness, through diagnosis, care seeking, 
hospitalisation, isolation, recovery, and discharge, to 
returning home after recovery.

Methods

We conducted in-depth interviews among purposively 
selected persons who had been diagnosed with Covid 19 
and had recovered from the illness.  Both of us, VG (male) and 
SS (female) conducted the in-depth interviews over mobile 
phone in order to maintain physical distancing and reduce 
the risk of transmission of the virus. Both of us are trained in 
qualitative research methods and interview techniques. We 
were actively involved in Covid-19 control activities in our 
respective institutions. While SS was involved in coordinating 
public health activities, VG was delivering clinical services in 
Covid-19 outpatient settings.

We identified the participants from the isolation ward and 
outpatient departments of our respective hospitals. A 
rapport was established between us, the researchers and the 
participants, before the interviews. To enable the qualitative 
inquiry process, we selected only those patients whom we 
perceived as capable of providing rich descriptive narratives.

Initially, our sample covered eight individuals, including both 
men and women, from the two health facilities. It is worth 
noting that two of these participants were interns who got 
infected while working in the Covid-19 wards. Their 

narratives are unique in that they have a dual perspective, 
first as healthcare providers, and second, as survivors of 
Covid-19 and the stigma associated with it. We performed a 
preliminary coding at the end of eight interviews and 
identified a few emerging themes. We then conducted four 
more interviews from among specific participant groups for 
better insights into the intersectionality of various social 
factors influencing stigma. From the preliminary analysis, we 
found that the narratives of women, the elderly, and persons 
with disabilities were different from those of men, the young, 
and persons without disabilities. In order to achieve 
saturation of themes and comprehensiveness of the 
experiences of stigma, we purposively sampled an elderly 
woman from a non-poor background, a young man from a 
non-poor background without disability, and a young 
woman from a poor background with disability. We 
conducted one more additional interview to confirm data 
saturation, which had started appearing from the 10th 
interview. 

We took prior permission from the selected participants to 
make phone calls and conduct the interviews. We called 
them and administered a verbal informed consent. Each 
interview lasted between 20 and 40 minutes. The interviews 
were conducted in the Tamil language. Since we conducted 
the interviews telephonically, we could protect participant 
privacy. The other advantages of telephonic interviews 
include convenience in time, perceived anonymity, reduced 
distraction and reduced self-consciousness of the 
participants (21). We used a checklist of items to guide the 
interview which is provided in Supplementary File 1 , but the 
interview was open ended and was guided by the narration 
of the participants. We transcribed the interviews within 24 
hours, enriching them by using notes taken during the 
interviews.

VG did the preliminary analysis by performing open coding 
of the narratives obtained from the initial eight interviews in 
Microsoft Excel Spreadsheet. SS then reviewed the codes, 
and both discussed the coding of the data. After this, we 
identified the main emerging themes and decided on further 
sampling to gather information to fill gaps in the emerging 
understanding of experiences of stigma. We completed four 
more interviews, achieved data saturation, coded all 
interviews, grouped themes, and identified the main 
emerging concepts related to stigma. The coding tree is 
provided in Supplementary File 2.  We then identified 
representative quotes from the transcripts to support our 
themes. We also performed an intersectional analysis by 
representing the key manifestations of stigma and 
psychosocial consequences in the columns of a matrix and 
observed the density of the manifestations and 
consequences among different groups of people with 
intersecting social determinants namely age, gender, poverty 
and disability in the rows. We used this to infer the 
intersectionality in social determinants of stigma.

https://ijme.in/in-depth-interview-checklist/
https://ijme.in/qualitative-data-analysis-coding-tree/
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The study was reviewed and approved by the Institutional 
Ethics Committee of the ESIC Medical College and PGIMSR 
with IEC No. IEC/2020/1/13 on May 8, 2020. The interviews 
were conducted between May and July 2020.

Results

Stigma was perceived as a social evil which violates the 
human rights of people. Stigmatisation of persons with 
Covid-19 led to loss of trust in humanity. Covid-19 as a 
disease leads to much physical suffering and loss of life, but 
the stigma associated with it was perceived to be worse than 
the disease itself. The stigma was characterised as “inhuman”, 
“unacceptable”, and a “violation of rights” by the participants.

Manifestations of stigma against persons with Covid­19

Stigma in the community

Stigma manifested itself in the community as exclusion from 
public spaces, exclusion from the neighbourhood, and loss 
of support from friends and neighbours. Neighbours who 
were previously helpful, stopped providing any form of 
support once the diagnosis of Covid-19 was made. A 
participant admitted into the isolation ward said,

Previously  when  my  wife  was  hospitalised,  our  neighbours 

were  immensely  helpful.  They  came  and  visited  us  in  the 

hospital and took care of our food. This time they avoided us 

completely after knowing that I am Covid­19 positive.

This experience of exclusion was prominent among people 
who lived in over-crowded resource-poor neighbourhoods. 
People who lived in the more well-off parts of the city, and 
people who lived in apartment complexes did not express 
this kind of exclusion from neighbourhood and public 
spaces.

In one case, the family of the patient who recovered from 
Covid-19 stigmatised and excluded their own family 
member. A participant said,

Do  you  know  that  the  society  will  not  accept  people  with 

coronavirus? My own wife will  not allow me  to  come  inside 

my home now. She is telling me that I will  infect her and our 

sons. She  is asking me  to stay away  from my own home. All 

this  is  because  of  you (health system doing testing and 
treating activities).

Patients who recovered from Covid-19 experienced 
exclusion from the essential services due to stigma. They 
described being barred from eating in public dining spaces 
such as hostel canteen, bathing in public bathrooms in 
hostels, entering a shop to buy groceries, and collecting 
water from the public tap. Such exclusion from daily 
necessities caused severe hardship to all these persons. A 
resident intern said,

The other major problem is when I go to the mess (common 

dining  room)  to  have my  food. When  I  enter  and  sit  at  the 

dining  table,  all  the  girls  sitting  nearby  get  up  and  move 

away. They are not even subtle. They are obvious.

Simple activities which were quite easy to organise earlier 
became cumbersome after the diagnosis for people with 
Covid-19. This difficulty was a serious manifestation of 
stigma. One of the participants said,

I have diabetes and high blood pressure. Now how will  I eat 

proper diabetic and low­salt food if I am sent out of my own 

house? How will I manage my life?

Some of the persons interviewed mentioned that they were 
excluded from their workspaces and lost their livelihood. 
Loss of job and livelihood is a serious consequence of stigma 
associated with Covid-19 and could have implications far 
worse than the disease itself. A participant said,

I was at work when the call came. My phone is very loud and 

so  all  the  people working  by my  side  could  hear  everything 

that the official said on the phone. So when they heard that I 

have  coronavirus,  they  all  got  shocked  and,  just  like  that, 

dropped all the clothes they were holding and moved out of 

the room.   When  I  finished the call and  looked up,  there was 

nobody else in the room.

She lost her job and her source of livelihood after the 
diagnosis due to the stigma. Another participant reported 
physical violence due to stigma:

One of  the  rogues  in my colony took a stone and threw  it at 

me.  It hit my forehead and I fainted. When I fainted, they lifted 

me and took me away to the hospital.

Manifestations of stigma in health facilities

Stigmatisation was not only present in the community, even 
health facilities stigmatised the patients. Patients reported 
that they were neglected and ignored by many healthcare 
providers in the hospitals. They expressed this kind of 
stigmatisation starting right from the person at the 
reception desk up to the doctor providing care for them in 
the isolation ward. A participant said,

After the nurses started suspecting that I have Covid 19, they 

stopped  coming  near  me.  They  stopped  checking  my 

temperature and BP. They even stopped giving me tablets and 

medicines. They  kept  the medicines and  tablets on  the  table 

and my daughter had to go and pick it up. Till that time, I was 

happy with  the  treatment  in  the  hospital,  but  after  they 

started  avoiding me, I got very angry and upset.

One of the participants narrated,

For  the  first  two days after we were admitted, nobody came 

to check us or examine us. We were contacted by phone and 

they asked us  to check our own pulse, BP, oxygen saturation 

and  text  it  to  the  doctors.  Along  with  us  there  were  two 

housekeeping  staff  and  a  staff  nurse  and  her  husband. We 

were  asked  to  examine  them  and monitor  them  also.  Only 

after two days a  doctor came to check on us and draw blood 

samples. We felt  like even our own doctors do not care for us.
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Healthcare providers were perceived as being insensitive to 
the condition of the patients. A participant who recounted 
the experiences of being stigmatised and discriminated 
against in the health facility said,

Seeing  the  doctor  literally  run  away  from  me,  my  son  got 

angry.  He asked the doctor why he was reacting like that. The 

doctor shouted at my son and said  that he should also stay 

away from me if he wanted to be alive. My son got even more 

angry.

A participant suffered the serious social consequences of 
ostracisation by neighbours in his building, because of 
stigma. He remarked that healthcare providers at health 
facilities act in a socially insensitive manner. He said,

This  corona  test  is  just  another  test  for  you.  You  think  you 

have  to ask a  few questions,  keep  the  stethoscope here and 

there and check us and then order the test. With that your job 

is over. But do you know how much we have to suffer because 

of the results of the test?

Factors aggravating stigma

The interviews revealed several individual and health system 
level factors that aggravated the stigma. The single largest 
contributor to stigma was fear of transmission of the virus. 
The fear of transmission to themselves as well as their 
families led people to exclude and discriminate against 
those with the infection. There were reports of people dying 
in large numbers due to Covid-19. This added to the fear. 
Lack of awareness about the disease and irrational beliefs 
aggravated the fear and this in turn worsened the stigma. 
These irrational beliefs did not even spare healthcare 
providers. A participant experienced stigmatisation among 
her colleagues. She said,

The day I returned to duty after my 14 days of  isolation was 

the worst  (day). The  staff nurses asked me  to go away. They 

said  that  they all  have  young  children at  home and  I  am a 

hazard to them.

Implementation of public health legislation and forced 
isolation of patients diagnosed with Covid-19, though done 
with the intention of containing the disease, was reported to 
be the major aggravating factor behind stigma. It 
compromised the autonomy of the individual. A participant 
ready to be discharged from the isolation ward broke down 
in tears and said,

Then the health officers came to my house in an ambulance 

and they forced me to get into the ambulance. I kept saying, “I 

am  ok,  I  am  ok”  and  kept  crying.  Everyone  was  watching 

me…

The police was involved in identification, contact tracing and 
isolation of patients with Covid-19 in Chennai, India. The 
involvement of police worsened the stigma as it made 
people associate Covid-19 with crime. A participant 
recollected that the worst part of the stigma was 

involvement of the police in admitting her to the hospital. 
She said,

The  sub  inspector  of  police  from  the  nearby  police  station 

came  to my  home.  As  soon  as  he  came,  all  my  neighbours 

gathered around my house. The police forced me to go to the 

hospital. That was the worst part of the whole experience.

Public health professionals who were interacting with 
patients in the field were rude to many of the patients and 
this was perceived as another reason for worsening of the 
stigma. A participant recollected the rude behaviour of the 
frontline health worker,

I  felt extremely  scared.  I  started crying when  I got  the phone 

call  from  the  corporation  officer.  He  was  very  rude.  He  kept 

asking  me  about  my  contacts.  He  kept  calling  again  and 

again  to  check  if  I  have gone  to  the hospital.  Every  time my 

phone rang,  I was worried, and I was 

Concealment of information and lack of transparency in the 
pandemic-related communication by the authorities  
created fear and the fear aggravated the stigma. One of the 
patients, who was just discharged from the isolation ward 
said,

…they did not even tell me about the diagnosis. I understood 

it myself that I must have tested positive for Covid 19. My son 

and daughter in law were not asked to come to the hospital. 

They  must have tested negative.

He felt that this inadequate provision of information created 
room for rumours and fear among his neighbours thus 
worsening the stigma.

The participants perceived unregulated and poor-quality 
media coverage of the disease as a major reason for 
worsening of the stigma. A participant said,

I  think  the  main  reason  is  because  of  news  and  media. 

Everybody  is  talking  about  the  disease  and  how  it  is 

spreading and killing a lot of people. Everyone is afraid that it 

will spread to them and they will also die.

Factors mitigating stigma

Some individuals and communities adopted measures to 
mitigate the stigma that patients with Covid-19 faced. Some 
patients understood the disease characteristics, accepted 
the risk, and isolated themselves. They used this individual 
level coping style to mitigate the stigma. A participant, 
completely isolated herself, thus avoiding high levels of 
stigma. She said,

Then  I  thought,  being  there  (in  the hostel)  I may  spread  the 

infection, and people will also feel awkward so better I should 

go there (to the isolation ward).

In one unique case, a patient explained how solidarity and a 
sense of community helped mitigate stigma:

Most  of  the  members  of  our  community  work  in  various 
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capacities  in  the  industrial  estate.  Our  occupation  is  our 

linking  factor.  We  are  a  closely  knit  community  and  we  all 

know each other well. We participate  in family  functions and 

festivals  together. This community  link was useful  in bringing 

us together.

Some of the measures adopted by the public health system 
such as distribution of food and groceries inside 
containment zones, deployment of volunteers to cater to 
their needs and to provide physical support to those isolated 
in their homes were reported as being helpful in overcoming 
the stigma in the community. A participant said,

Our entire area was completely sealed off. Outsiders could not 

enter  our  area  and  we  could  not  go  out.  The  corporation 

officials  arranged  for  vegetables  and  other  provisions  to  be 

delivered to us in our street. That way we were together in this 

difficult  time.  We  supported  each  other  and  helped  each 

other.

People also felt that when the number of persons affected by 
Covid-19 is larger in a particular area, the level of stigma 
tends to be reduced. A participant explained how their area 
did not experience much stigma due to Covid-19, because 
many people were infected and they all became familiar with 
the illness early on. He said,

One of the senior members of our community, also a security 

guard, was the first person to be diagnosed to have Covid 19. 

After  that,  his  entire  family  got  the  infection,  then  my 

immediate neighbours got  it. We got  it after  them. So, we all 

knew about the disease. We stuck by each other.

Advances in mobile-based information and communication 
technology was perceived as a substantial mitigating factor 
by providing opportunities to retain lines of communication 
despite isolation. A participant who was admitted in the 
isolation ward said that having the ability to communicate 
through mobile helped her overcome the mental trauma of 
loneliness and stigma. She said,

…I  also  became  comfortable  because  I  could  talk  to  my 

family  over the phone.

One interviewee mentioned that if only the public health 
system trusted people to follow advisories and protected 
their confidentiality, rather than publicly disclosing their 
Covid-19 positive status, it would greatly reduce the stigma. A 
participant, who suffered serious stigmatisation in her 
community recommended,

Yes,  in  future when patients come to your hospital, please do 

not  inform  the  corporation whether we  have  coronavirus  or 

not. Please keep the information between us. We will obey all 

government  orders  and  restrict  ourselves  in  our  homes. We 

will  not  move  outside  and  infect  others.  We  will  also  get 

admitted  and  follow all  orders. We will  be  responsible.  But  if 

you  reveal  it  to  the  corporation  and  they  come  in  the 

ambulance  and  pick  us  up  and  take  us  away.  This  is  bad 

because  everyone  in  the  neighbourhood  knows  about  our 

disease.  This  is  the  main  reason  for  stigma.  If  you  maintain 

our information as a secret, all of us can benefit. Please do not 

inform the corporation.

Some participants reported that the efficiency of the public 
health system reassured them and helped them adhere to 
instructions issued by the system. This also helped them 
avoid and overcome stigma. A participant who was very 
satisfied with the services offered by the hospital and the 
public health system said,

…. I went to the hospital where I gave the test (RT­PCR test for 

COVID  19). The  doctor  examined me  and  told me  that  even 

though  I  am  Covid­19  positive,  as  I  do  not  have  any 

symptoms,  I can  isolate myself at my home.  It  sounded  like a 

good  plan  and  so  I  accepted. The  doctor  gave me  a  form  to 

sign. I signed it ….  everything happened efficiently.

Psychosocial consequences of stigma

People who experienced stigma due to their Covid-19 
positive status reported several psycho-social consequences. 
The most dominant were the feelings of loneliness, anxiety, 
anger, humiliation, and helplessness. A participant who was 
getting ready for discharge from the isolation ward said,

I  am  feeling  very  lonely  here  in  the  hospital.  I  want  to  go 

home.  I  am  feeling  slightly  better  that  I  will  be  going  home 

today.

Though the wards were full of patients, people experienced 
loneliness because of the absence of their loved ones who 
could attend to and take care of them. A patient commented,

Though the wards were full of patients with fever, cough and 

cold. I was initially very scared and felt lonely in the ward….

There was general uncertainty and anxiety about possible 
stigma when people went back to their community. One 
participant was getting discharged from the isolation ward, 
but he was worried about the possibility of facing stigma 
after going back home. He said,

Today is the fifth day and the doctors have told me that I can  

be  discharged.  But  I  am  very  disturbed  and  worried  about 

going  home.  I  am  afraid  people  will  isolate  me  in  my 

community.

Anger was a prominent consequence of stigma. Stigma is an 
issue of injustice, as there is perceived unfairness and 
discrimination due to illness. This injustice caused anger 
among those who were stigmatised. A participant explained,

My son was so angry, but he could not say anything to them 
(neighbours who excluded them). He  came  back  and 
expressed how bad he felt.

In one extreme case of stigma, a participant reported her 
experience of being humiliated in her community by her 
landlord. She said,
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Table 1: Analysis of intersectionality between age, gender, poverty and disability in manifestations and psychosocial consequences of stigma

Manifestations of stigma in Community Psychosocial consequences of stigma

Characteristics 
of 
Respondent

Exclusio
n from 
commu
nity

Exclusion 
from 
essential 
services

Exclusion 
from own 
home

Loss of 
livelihood

Physical 
violence

Hurtful 
comment
s

Uncertainty Anger Loneliness Humiliati
on

Anxiety Helplessnes
s

Older Male 
without 
disability and 
poor

Yes No No No No No No No No No No No

Older Male with 
disability and 
poor

Yes Yes No No No Yes Yes No Yes No Yes Yes

Younger Male 
without 
disability and 
Poor

Yes No No No No No Yes No Yes No No No

Younger Male 
without 
disability and 
non poor

No No No No No No Yes No Yes No No No

Younger Male 
without 
disability and 
non-poor

No Yes Yes No No No Yes No Yes No Yes No

Younger 
Female without 
Disability and 
non-poor

Yes Yes No No No Yes Yes No Yes No Yes No

Younger 
Female without 
Disability and 
poor

Yes Yes No Yes No Yes Yes No Yes No Yes No

Younger 
Female without 
Disability and 
non-poor

No Yes No No No No Yes No No No Yes No

Younger 
Female without 
Disability and 
poor

Yes Yes No No No No Yes No No No Yes No

Younger 
Female with 
disability and 
poor

Yes Yes No Yes Yes Yes Yes No Yes Yes Yes Yes

Older Female 
belonging to 
religious 
minority and 
non-poor

No No No No No No Yes No Yes No Yes Yes

Younger male 
without 
disability and 
non-poor

No No No No No No Yes No Yes No No No
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I got a phone call from the house owner that she has packed 

everything that belonged to me and kept it near the garbage 

bin in the corner of the street. She asked me not to even enter 

the street. I have to pick up my things from that place and go 

to a new place to live.

The other prominent psychological expression of the stigma 
was a feeling of helplessness. A participant reported that, 

The  day  I  got  admitted,  my  wife  and  children  were  very 

scared. My wife was crying  inconsolably. She was afraid. The 

news  is  full  of  disease and death.  So,  she was  really  afraid.  I 

was  unable  to  help  her  or  comfort  her.  At  that  time,  I  really 

regretted having myself  tested.  I was afraid  to  leave  them  in 

the apartment alone where people would really discriminate 

against them.

Intersectional analysis of determinants of stigma

The intersectionality of age, gender, poverty, and disability in 
the experience of stigma due to Covid-19 was analysed 
through a matrix. The matrix is shown in Table 1. It is seen 
that the intersection of age, poverty and disability created a 
higher density of codes highlighting the manifestations and 
psychosocial consequences of stigma. While exclusion from 
public spaces and essential services were common across all 
groups, it is noted that loss of livelihood and physical 
violence were present only in one case, of  a poor woman 
caring for a child with disability. It is also noted that 
uncertainty and loneliness were common psychosocial 
experiences across all groups, but humiliation and 
helplessness were more among the poor with disabilities. 
The people disadvantaged by older age, female gender, 
disability, and poverty were more likely to experience higher 
levels of stigma than their younger, male, non-poor 
counterparts without disabilities.

Discussion

This study has documented the lived experiences of social 
stigma among patients with Covid-19 in the south Indian 
city of Chennai. Some of the characteristics of the stigma 
experienced by people with Covid-19 are exclusion from 
public spaces and essential services and in some cases 
exclusion from their own homes and families. The people 
who were stigmatised found it difficult even to obtain 
essential services like food in a common dining hall, washing 
facilities in a common bathroom, and shopping at the 
neighbourhood grocery stores. In case of other stigmatising 
illnesses like tuberculosis, leprosy, HIV/AIDS and mental 
illnesses, exclusion has a different dimension. It is manifested 
usually as exclusion from celebrations and functions, 
exclusion from marital prospects, and in some cases neglect 
by the family and friends (22, 23).  But social exclusion from 
basic essentials is a worse form of discrimination and was 
noted prominently with Covid-19 stigma.

Erving Goffman proposed the theory of stigma in which he 
described stigma as a “situation of the individual who is 
disqualified from full social acceptance”. His work on the 

types of stigma continue to inform the sociological 
understanding of stigma as a serious determinant of health 
and healthcare (24).  Previous studies of stigma in patients 
with HIV/AIDS and tuberculosis have demonstrated loss of 
livelihood due to stigma (25, 26).  A similar loss of livelihood 
was found in this study due to stigma related to Covid-19. 
The co-existence of stigma and violence among 
transgendered persons living with HIV in Maharashtra 
showed that multiple layers of marginalisation and 
disadvantage such as transgender status, poverty and being 
HIV-positive worsened the stigma and was associated with 
violence (27).  Since violence is a manifestation of power and 
stigma is yet another such manifestation, the co-existence of 
violence and stigma in case of Covid-19 was anticipated and 
observed.

Loss of social support, neighbourhood support and in 
extreme cases, even the support of their own family were 
identified as manifestations of stigma in this study. Covid-19, 
by virtue of being easily and widely transmitted through 
droplets and surfaces created a deeper fear of transmission 
compared to other stigmatising diseases such as 
tuberculosis, leprosy and HIV/AIDS, which had less vigorous 
transmission. Therefore, the extent of stigmatisation was 
more intense compared to these other illnesses.

One other unique characteristic of the stigmatisation 
associated with Covid 19 was that healthcare providers and 
hospital staff also discriminated against people diagnosed 
with Covid 19. This is probably because of the high rates of 
infection and mortality among healthcare providers during 
the pandemic (28). There have been reports of doctors 
refusing admission and treatment of patients with Covid 19 
due to risk of infection (2931).  Similar stigmatisation of 
patients with HIV by healthcare providers has been reported 
(32). The stigmatisation was manifested as “differential 
treatment”, and “refusal to treat”. Patients were not only 
denied treatment for Covid 19, but also for other common 
illnesses due to fear of Covid-19. In addition, the patients 
also perceived healthcare providers as being rude and 
insensitive. Disrespectful behaviour by healthcare providers 
not only blocks channels of communication between them 
and the patients, it also impacts clinical outcomes (33).

Social stigma has been reported to be associated with 
mental health consequences. The stigmatised persons 
experience anger, depression, and adoption of adverse 
health behaviours such as smoking and alcohol (34).  Such 
psycho-social stress related to stigma was also reported in 
the present study. It was reported as loneliness, anxiety, 
uncertainty, and helplessness.

One of the major aggravating factors for stigma associated 
with Covid-19 was the mandatory public health 
interventions such as display of stickers and application of 
tin sheets as barricades outside houses of people with 
Covid-19 and forced admission to isolation facilities. Such 
mandatory interventions compromised the autonomy and 
liberty of individuals. Though they may be justified during 
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public health emergencies for the sake of the common good, 
they were seen to worsen the perception of stigma. The 
segregation of infected people and families legitimised the 
stigma (4, 10). The words “isolation”, “quarantine” became 
household terms and the frequent use of these words in 
public health communication gave legitimacy to social 
segregation of people, thus increasing the burden of stigma 
on the infected.

The use of the police in enforcing the lockdown to achieve 
physical distancing of people to control the pandemic and 
for contact tracing and identification of the infected also 
resulted in aggravation of the stigma associated with Covid-
19 (35). Involvement of the police is associated with 
compulsion and force. People also associate involvement of 
police with some wrong act and this comes with its own 
baggage of stigma. The appearance of police officers at their 
doorsteps created fear and aggravated the stigma that they 
experienced (36).

This study also sought to connect the social determinants of 
stigma and the intersectionality between age, gender, 
poverty, and disability in worsening the stigma faced by 
persons with Covid-19. Stigma has four components:

• Identification and labelling of differences happens first, 
during which people with the particular adverse 
attribute are identified, in this case Covid-19 disease 

• Then “stereotyping” takes place, which includes            
associating some adverse social or cultural attribute with 
the identified condition. For example, when many 
individuals who attended a social gathering of a 
particular religious group in India developed Covid-19, 
the members with the religious affiliation was 
stereotyped as  “super spreaders” of Covid-19 (37).

• The process of ‘othering’ or differentiation of people with 
the attribute “them”, very different from “us”, happens and 
this strengthens the justification for exclusion of 
the stigmatised.

• Finally, discrimination and loss of  status takes place which 
disempowers people (5).

This theory of stigma proposes that a power imbalance is 
essential for stigma to act. This was demonstrated clearly in 
our study. The poor woman, single parent of a child with 
developmental disability had a more severe experience of 
stigma compared to the non-poor man without disability. 
The power differential that exacerbated the stigma was 
caused by the presence of intersectionality between age, 
gender, poverty, and disability. The intersectionality between 
the disease and race, gender, sexuality, disability has been 
studied as a factor perpetuating stigma in various illnesses 
such as HIV/AIDS, mental illness and physical disability (38).  
The understanding of this intersectionality in factors 
aggravating  stigma has important clinical and public health 
implications. The most vulnerable sections of the society are 
also likely to be those most affected by stigma. Therefore 

stigma reduction and awareness generation interventions 
must focus on improving the life of the most vulnerable.

This study is a systematic attempt at documenting the lived 
experiences of stigma among persons who were diagnosed 
with Covid-19. The strength of the study is the diversity of 
the sampling and attempt at achieving theoretical 
saturation to capture the dimension of intersectionality in 
aggravating stigma. The deep immersion of the researchers 
in providing Covid-19 care in isolation facilities is both a 
strength and a limitation. It is a strength because the 
researchers had an insider perspective to the experience of 
stigma in the health facility. It is a limitation because it is 
possible that some of the patients were inhibited by the fact 
that the interviewers were healthcare providers themselves, 
though they were not directly involved in their care in the 
isolation facilities.

The findings of this study help in understanding one of the 
social consequences of the pandemic, namely stigma. 
Though the World Health Organization and governments 
are taking action to increase awareness and reduce the 
stigma associated with Covid-19, stigma continues to be a 
major obstacle in achieving effective disease control. All 
stakeholders must initiate measures to limit stigma 
associated with the illness, lest the stigma turns out to be 
worse than the illness itself.

Conclusions

People treated and discharged from isolation facilities for 
Covid-19 experienced various degrees of social stigma. This 
was aggravated by social factors including lack of 
awareness, forced public health interventions and 
involvement of the police force in public health activities. 
People experienced various degrees of mental distress 
because of the social stigma. There is an intersectionality 
between age, gender, poverty, and disability in worsening 
the stigma experienced by persons with Covid-19. There is a 
need to immediately address this stressful problem of social 
stigma associated with Covid-19 to effectively control the 
pandemic. The lessons learned from this study regarding 
stigma related to infectious diseases can also help us plan 
better for future outbreaks and pandemics.
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