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Purpose: There is a growing concern on HIV/AIDS epidemic throughout the world in general
and developing countries in particular. HIV weakens the immune system, making people
vulnerable to infections and illness. Many opportunistic infections and malignancies are the
major irrefutable manifestations of HIV illness. The mode of HIV/AIDS transmission is through
blood and blood products, seminal and vaginal fluids, unprotected sex, infected blood transfusion,
contaminated needles and artificial insemination. If the person is affected by HIV/AIDS, and
manifestation and symptoms can be rapid weight loss, chronic diarrhoea, prolonged fever and
persistence cough. Women who believe that they are in monogamous relationships are becoming
infected because their husbands have had multiple sexual partners, if they are not faithful to
their loved one. Although, media and other health related programme are enormously advocating
the impact and prevention of HIV/AIDS, yet, the victims are trapped to this deadly disease are
more. However, according to NACO, and National Family Survey reports are indicating that,
the incidents are drastically reducing in India.

Design / Methodology / Approach: This study mainly focuses on objectives such as to study the
knowledge, awareness and stigma of the HIV/AIDS among the scheduled caste community and
their health, social and economical status, the utilization of the health facilities offered by the
hospitals as well as the stigma attached in this regard. Primary data using convenient sampling
through questionnaire and interview method and secondary data from wide range of literature
and various journal publications have been utilized.

Research Limitation: The researcher had taken entire village population for this study. Only
women are included and based on systematic random sample selection, only 234 samples are
selected and included. Although, in the main village, there are other dominant caste people are
living, only this study is limited particular to SC community.

Practical Implication: This study would help in improving their knowledge about HIV/AIDS
illness and the available medical facilities as well as the stigma attached to the illness where by
eliminating the wrong ideas and belief about the illness. The saying goes like that “Prevention is
better than Cure, but, awareness, knowledge, and impact of the illness is more vital than the
cure. Many people still do not know their HIV status, because of neglecting and negotiating the
make use of condom for safety and precaution. Also, stigmatizing a victim is malicious act and
is against the Human Right violation. To eradicate this disease, the people must be aware and
has adequate knowledge about the disease, prevention and control method, rather than, to
stigmatize and victimize the PLWA. Stigma and discrimination are abhorrent everywhere,
resulting in human rights denied and life diminished. Stigma is a means of social control of a
dominant group over those perceived to be socially inferior.

Stigma devalues individuals and groups based on characteristics such as sex, sexual orientation
and gender identity, skin colour, caste level, religion, disease, or disability.
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Findings: The findings of this study has focused on Knowledge, Attitude and Stigma about
HIV/AIDS among the SC women and brought out with genuine finding and suggestions to the
policy makers.

Originality/Value: A study on HIV/AIDS Knowledge and Stigma among Women, in relation
with special reference to SC Community is the original work of the author.
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Introduction

India has the world’s third largest population suffering from HIV/AIDS. However,
the estimated number of HIV infections in India has declined drastically in recent
years – from 5.5 million in 2005 to below 2.5 million in 2007. HIV/AIDS affect all
sects of population, from children to adults, businessmen to homeless people, female
sex workers to housewives, and gay men to heterosexuals. There is no single “group”
affected by HIV. The causes and the consequences of HIV epidemic are closely
associated with wide challenges to development, such as poverty, food, livelihood
insecurity and gender inequality. Awareness means the consciousness, mindfulness,
alterness and attractiveness.

Although the current data show that the global HIV/AIDS epidemic is
stabilizing, statistics still report an unacceptably high level of infection and progress
is uneven in many countries[1]. In 2007, approximately 33 million people worldwide
were infected with the human immunodeficiency virus (HIV) [1]. A person affected
and living with HIV/AIDS (PLWHA) is undergoing medical troubles and also
social problems related with the disease. One of the barriers in reaching those who
are at risk or infected with HIV/AIDS is stigma[2]. Right from the beginning, the
HIV/AIDS epidemic has been accompanied by an epidemic of fear, ignorance,
and denial, leading to stigmatization of and discrimination against people with
HIV/AIDS and their family members[3].

HIV/ AIDS related stigma and the resulting discriminatory acts create
circumstances that fuel the spread of HIV[4] Stigma enhances secrecy and denial,
which are also catalysts for HIV transmission[5]. Although the reaction to PLWHA
varies, with some PLWHA receiving support which positively affects them, HIV/
AIDS stigma negatively affects seeking HIV testing, seeking care after diagnosis,
quality of care given to HIV patients, and finally the negative perception and
treatment of PLWHA by their communities and families, including partners[6,7,]. It
isolates people from the community and affects the overall quality of life of HIV
patients[2, 3, 6, and 8].

Definitions of Terms

Terms and Concept used

� Knowledge: According to Collins English Dictionary (1991: 860) defines that
“Knowledge as the facts, feeling or experiences known by a person or groups
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of people; state of knowledge; awareness, consciousness, or familiarity gained
by experiences or learning; specific information about the subjects.

According to wikipedia.org Knowledge is a familiarity with someone or
something, which can include  information,  facts, descriptions,
or skills acquired through experience or education. It can refer to the theoretical
or practical understanding of a subject. It can be implicit (as with practical
skill or expertise) or explicit (as with the theoretical understanding of a subject);
and it can be more or less formal or systematic.

� Attitude: According to Collins English Dictionary 1991:98; Attitude is “the
way a person views something or tends to behave towards it, often in an evaluate
way”

According to wikipedia.org, an attitude is a favorable or unfavorable evaluation
of something. Attitudes are generally positive or negative views of a person,
place, thing, or event— this is often referred to as the attitude object. People
can also be conflicted or ambivalent toward an object, meaning that they
simultaneously possess both positive and negative attitudes toward the item in
question.

� Stigma: According to Rethink’s website comments that “stigma has been
variously described as “a mark or sign of disgrace or discredit” (Oxford English
Dictionary) to “an attribute that is deeply discrediting and that reduces the
bearer from a whole and usual person to a tainted, discounted one” Stigma can
be seen as an attitude, located at the individual level, based on ignorance,
prejudice and fear of a particular group.

Etymologically, the concept of “stigma” derives from a Greek word referring
to a tattoo mark. It generally has two meanings. One is derived from Christianity
and denotes bodily marks which resemble those of the crucifixion of Jesus
Christ—they are attributed to divine favour. The second meaning is secular,
namely marks of disgrace, discredit, or infamy [9].

Although the term knowledge, Attitude and Stigma are explained through literal
meaning from the reputed English dictionary, the researcher used these terms to
find out the basic knowledge, attitude and stigmatization among the SC women
towards HIV/AIDS and the define given objectives.

Review of Literature

Today, the term “stigma” is applied more to social disgrace than to any bodily
signs[10]. Stigma is generally recognized as an “attribute that is deeply discrediting”
that reduces the bearer “from a whole and usual person to a tainted, discounted
one”[11]. Stigma is also used to set the affected persons or groups apart from the
normalized social order (“us” against “them”) and this separation implies
devaluation[2, 9, 12, 13].
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HIV stigma is shaped not only by individual perceptions and interpretations
of micro level interactions but also by larger social and economic forces [6]. It is a
social construct, which has significant impact on the life experiences of individuals
both infected and affected by HIV [14]. Stigma includes prejudice and can lead to
active discrimination directed toward persons either perceived to be or actually
infected with HIV and the social groups and persons with whom they are associated
[15]. Since not all stigmatizing attitudes result in overtly discriminatory behaviors,
Campbell et al. [6] described discrimination as negative behavior and stigmatization
as any negative thoughts, feelings, or actions toward PLWHA irrespective of whether
people are discriminated because they know that they are devalued.

In other words, discrimination has to be acted out externally while stigmatization
can be overt or constitute libel, slander, or defamation of persons who are stigmatized
[9]. Stigma is generally accepted to be an “attribute that is deeply discrediting” that
reduces the bearer “from a whole and usual person to a tainted, discounted one”
[16]. Valid knowledge about HIV/AIDS, particular HIV transmission routes and a
higher level of self-protection awareness were crucial to the positive change of
attitudes and behaviours. [17] “HIV-related stigma and discrimination have been
acknowledged as an impediment to mitigating the HIV epidemic since its early
days, yet programming and activities to reduce stigma and discrimination have
been given much less attention than other aspects of the epidemic. Fortunately, in
recent years there has been an increase in the literature on HIV stigma as the issue
has gained visibility and greater conceptual clarity and as means to measure stigma
have been refined” [18,19,20,21]

Scope of the Study

The study was conducted in between December 2011 and January 2012 in a
Scheduled Caste community village named Kilmonavoor in Vellore Panchayat,
Tamil Nadu. This village is situated nearly 10 km away from Vellore city and the
total population of this village is 762 houses. Only women are included and based
on systematic random sample selection.

This study aimed to assess HIV/AIDS-related knowledge, sources and perceived
need, its stigma among the Scheduled Caste women in Kilmonavoor Village, are
expressing their personal feeling and attitude towards the HIV/AIDS infected
patients in terms of Stigma.

Material & Methods

Descriptive Design study was employed in single stage without any interventions
and since the researcher used systematic random sample technique, initially, total
household are counted and select the household mothers on the basis of houses
starting from house number 1, 3, 5, 7, 9, 11 and so for the entire village. The total
size of this study is 254 women from each houses starting from the house 1, 3, 5, 7,
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and so on and the total populations of the entire household are 762. Survey method
was used, and the arrangement for collection, analysis of data in a manner that
aims to combine relevant to research purpose.

Pre-tested, semi structured questionnaire were used and trained Medical social
workers were engaged in data collection in this village by explaining the
questionnaire to the respondents to those who are not able to read and write. The
collected data were cleaned for completeness and their consistency. Responses in
each question were coded for simplicity of data entry.

Ethical consideration: A village level meeting was conducted prior to the
study and the aim and objective of the study was explained very clearly and the
entire villager were attended and we brief about the confidentially about their
answers and the importance of providing the right information. Informal verbal
consent was secured from the study subjects to participate in the study. The
interventions provided were friendly and culturally acceptable.

Results & Discussions

Demographic Variables

SOCIO - DEMOGRAPHICS n %

Age < 20 Years 02 0.8

21 – 30 Years 69 27.2

31-40 Years 95 37.4

41-50 Years 53 20.9

51 Years and above 35 13.8

Total 254 100.0

Education Illiterate 31 12.2

Primary 117 46.1

Secondary 82 32.3

Post Secondary 23 9.1

Others 01 0.4

Total 254 100.0

Economic Status of the respondent 10,000 and above 18 7.1

5,000 to 10,000 65 25.6

1 to 5000 104 40.9

House Wife 67 26.4

Marital Status Un married 05 2.0

Married 240 94.5

Divorced 05 2.0

Widowed 04 1.6

Total 254 100.0
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The above pie diagram-01 shows the age of sample respondents. The average
age of the sample respondents is 45, the maximum respondents fall under the
category of 31 and 40 years of age, hence the data contributed by the respondents
are young adult, reliable, relevant and accurate to fulfill the objectives under study.

The Bar Diagram – 02 shows that most of the sample respondents are literate
and they are found with the qualifications right from primary school to post graduate
and less number of 31 respondents bearing 12 per cent are illiterate. Hence, the
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information given them will be highly useful and capable of effective inference in
achieving the objectives

� As the average income of sample respondents is Rs.5040/= per month,
most of them are just above poverty line and this would may affect their
socio-economic status and hence, it would play vital role in the current
study.

� The researcher has met utmost all streams of people with reference to
their marital status. Maximum numbers of 240 respondents bearing utmost
95 per cent are married and they are the target audience for the current
study

Knowledge Variable

Awareness & Knowledge n %

Awareness / Heard of the disease ( HIV/AIDS ) Yes 138 54.3
No 116 45.7
Total 254 100.0

Awareness of the death of the HIV/AIDS Patients Yes 18 7.1
No 153 60.2
Do not know 83 32.7
Total 254 100.0

Knowledge (HIV/AIDS transmitted from mother to Child) Yes 105 41.3
No 66 26.0
Do not know 83 32.7
Total 254 100.0

Knowledge of STI can increase the chances of HIV/AIDS Yes 73 28.7
No 181 71.3
Total 254 100.0

Prevention of HIV/AIDS Abstain from sex 21 8.3
Use condoms 09 3.5
Use condoms with high risk persons 03 1.2
Stay faithful & restrict sex with one partner only. 133 52.4
Limit number of sex partners 01 0.4
Avoid sex with prostitute 16 6.3
Avoid Sex with Homosexual 03 1.2
Avoid Blood Transfusion 20 7.9
Avoid Injections 11 4.3
Avoid Kissing 02 0.8
Avoid mosquito bites 04 1.6
Seek protection from traditional healer 01 0.4
Other 03 1.2
Do not know 27 10.6
Total 254 100.0
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� It is observed that 54 per cent know the disease of AIDS and 46 per cent are
not aware of the disease, hence the study is inevitable under these
circumstances.

� When the researcher asked about their awareness about the AIDS victim in
and around the village, it’s found that 60 per cent of the people say No, and 33
percent under don’t know category and only 7 per cent know the causes of
AIDS Virus. This would improve the scope of the study.

� Again, to explore their knowledge about the transmission of the disease, the
data given by the sample respondents regarding whether AIDS can be
transmitted from mother to a child. 105 respondents out of 254 representing
41 percent have agreed on this. 26 per cent do not agree with this and 33 per
cent come under indifferent category.

� The above pie diagram shows that there are numerous media and
propaganda about the disease, the researcher found that nearly 77% of
the respondents are ashamed, feel shy to discuss about the disease in their
family.

� Data regarding the relationship of STI and AIDS opined by the sample
respondents. 29 per cent have agreed that there is possibility of getting AIDS
when the people have the disease of STD, 72 per cent have disagreed with
this.

� When the question about the prevention and avoiding of HIV/AIDS, 53 per
cent of the sample respondents are of the opinion that if the people have only
one life mate, they can avoid AIDS. Other factors have insignificant response,
such as abstain from sex (8.3%), Avoid Blood Transfuse (7.9) and Avoid Sex
with prostitute (6.3 per cent) and other variables show negligible per cent of
less than 5 per cent.
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Stigma Variables

ATTITUDE n %

Acceptance of the family members / spouse Accept 143 56.3
affected by HIV/AIDS. Segregate 67 26.4

Do not know 44 17.3
Total 254 100.0

Willingness to arrange marriage to your son / daughter Yes 19 7.5
to a family, where a family member is infected by HIV Certainly not 210 82.7

Do not know 25 9.8
Total 254 100.0

Opinion to allow HIV/AIDS patients / family to stay Yes 91 35.8
in you street or locality. Certainly not 129 50.8

Do not know 34 13.4
Total 254 100.0

Willingness to buy food / coffee /tea / snacks prepared Yes 81 31.9
by a vendor, who is HIV positive Certainly not 139 54.7

Do not know 34 13.4
Total 254 100.0

Awareness & Seen condom Yes 73 28.7
No 89 35.0
Do not know 92 36.2
Total 254 100.0

� Data regarding the opinion of sample respondents regarding whether the AIDS
patients are isolated from the family or accepted inside the family. It is
encouraging to see that around 57 per cent of the sample respondents are willing
to accept inside the family and give them mental and physical support, 27 per
cent of the sample respondents would like to separate from the family and
other 17 per cent come under indifferent category.

� Regarding the marriage, the sensitive response of the sample respondents
whether they arrange marriage of their sons/daughters with the family where
any one of them is infected by the HIV. It is very shocking to note that 83 per
cent of the sample respondents have opined that they will not get their children
to married with the family where even if one is infected with HIV.

� Data regarding whether sample respondents are willing to stay in the street of
HIV infected people; 51 per cent have declined, 36 per cent have agreed that
they don’t have any objections to stay along with HIV infected people.

� The researcher asked about the fact whether the respondents are willing to buy
eatables prepared by vendors who are infected HIV. Around 55 per cent of the
people gave negative opinion whereas, 32 per cent of the respondents are not
afraid of taking eatables from these shops.

� It’s an interesting fact about opinions of respondents who are willing to receive
medical treatment from HIV infected health care workers. Around 39 per cent
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of the people have given negative opinion and 27 per cent of the people do
accept their willingness to receive treatment though they are infected with
HIV and the remaining 34 per cent come under indifferent category.

� In response to awareness of condom, it has been found that 28 per cent are
aware of condom, 35 per cent are not aware of condom and it is surprising to
see that 36 per cent are under indifferent category (Do not know).

Summary of the Findings

This study attempted to explore the awareness, knowledge misconceptions and
stigma with regards to HIV/AIDS of the scheduled caste women in the village.
The awareness of the participants on the major modes of HIV/AIDS transmission
(41% says through mother to child). Although their knowledge and awareness of
the disease (54%), nearly 77% of the respondents are reluctant to talk and have a
casual discussion about the disease, due to stigmatization.

NACO, TANSACS and various non governmental organisations are involved
in various awareness camps, yet the stigmatization about the disease has not reduced.
43% of the respondents are not accepting their family members, who are affected
by HIV/AIDS. Same as, 83% of the respondents are not willing to arrange their
children’s marriage with the HIV infected family members.

This study also indicated the level of stigmatizing and discriminating attitude
among the study participants in the different intervention groups with variation
from one item to another. The least stigmatizing and discrimination attitude observed
was on HIV/AIDS positive patients are not allowed and encouraging to stay in
their street. Also, the respondents are not willing to buy and drink from the HIV
infected vendor’s shop and even, if the medical personal are not exempted from
the stigmatization and discrimination, more than three fourth of respondents are
not willing to take the treatment from the HIV infected MPHW and other health
care workers.

Suggestions & Conclusion

More and more awareness camps should be conduct periodically to enrich their
knowledge about the disease. The local village committee should take initiative to
bring the health personnel to deliver talks on this burning and deadly killer disease.
Misconceptions were found to be predictors of HIV related stigma and
discriminations, but it could be eliminating through street theatre play by the NGO.
Remarkable reduction in HIV related misconceptions, stigmatizing, and
discriminatory attitude were observed using the combined interventions. So,
combined IEC interventions need to be transmission and prevention of HIV/AIDS
and the associated stigma and discrimination and in depth study can be conducted
in many area, different groups and communities to explore on knowledge, attitude,
stigmatizing and discriminations.
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