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Abstract
Aim: To explore the relation of stigma with the socio-demographic profile of the patients who have
recovered from COVID.
Methods: 100 consecutive, consenting cases each testing positive (N=50) and Negative (N=50) of age
more than 16 years from both the genders will be recruited for the study. Patients were contacted
telephonically. The data were collected in the semi-structured Performa and the “Explanatory Model
Interview Catalogue (EMIC) stigma scale for affected people”. Keeping in view of the ethical
considerations - the patients reporting psychiatric symptoms will also be advised appropriate treatment
measures according to recent telemedicine guidelines as per by the National Medical Council.
Results: Out of the 118 selected samples, who were asked to participate in the study, total 100 patients
participated in this study. Out of 100, 50 COVID test positive and 50 COVID test negative patients
were included in this study. Out of 50 cases 62% of survivors were in the age group of 20-40 years, and
close to two-thirds 64% were males, 56% of survivors were from the urban background. The mean
time from hospital discharge to study entry was 12.1±4.8 [Range(R) = 6–20] days. 95% of survivors
provided at least one stigma endorsing response and the total mean stigma score was 30.5±6.5 (R = 5–
40). The mean stigma sub-scores were 8.1±1.6 (R = 2–8) for enacted stigma, 14.7±3.7 (R = 1–22) for
externalized stigma and 3.7± 2.5(R = 0–6) for internalized stigma. The mean disclosure concern
subscale score was 3.1±1.6 (R = 0–6). Enacted stigma was more among males as compared to females
and was statistically significant (p=0.032). Enacted stigma and internalized stigma were both
associated with education. Enacted stigma (p‹0.001), externalized stigma (p = 0.005), disclosure
concerns (p = 0.001) and total stigma (p=0.007) was significantly associated with occupation of the
survivors. After adjusting for age, gender, marital status, and time since discharge, COVID-19
survivors who were farmers [β= -8.55, 95% CI: -13.61 to -2.32-, p=0.005], were less likely to
experience stigma as compared to unemployed. Stigma significantly decreased with increasing time
since discharge after adjusting for age, gender, marital status, and occupation. [β = -0.76, 95% CI: -0.83
to -0.45, p‹0.001].
Conclusion: The high levels of enacted and externalized stigma among COVID-19 test positive
survivors.
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Introduction
On 11 March 2020, the World Health Organization (WHO) designated the coronavirus
disease 2019 (COVID-19) outbreak a pandemic [1]. As of May 30th; there were more than six
million confirmed cases, more than 366,000 deaths, and more than two million recovered
cases globally [2]. COVID-19 symptoms include general symptoms such as fever, chills, and
malaise; respiratory symptoms such as cough, breathing difficulties and coryza;
gastrointestinal symptoms such as vomiting and diarrhoea; and neurological symptoms such
as headache and giddiness [3]. Some COVID-19 patients reported olfactory and taste
disturbances [4].
Diverse degrees of psychological suffering were identified in different groups of persons as a
result of vicarious traumatization from COVID-19, ranging from the general public [5], to
mental patients [6], those under quarantine [7], and healthcare personnel [8]. However, research
on the neuropsychiatric sequelae and psychological effect of COVID-19 patients is still
sparse, with one study finding that the majority of clinically stable individuals had severe
posttraumatic stress disorder (PTSD) symptoms [9]. COVID-19 patients' emotional and
psychological requirements may differ significantly from those of persons with pre-existing
mental disorders and people in the community. Stigma is defined as negative attitudes and
ideas that denigrate a person or group of people, resulting in prejudice, societal exclusion,
discrimination, marginalisation and racism [10].
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As a result, stigma can result in experiences and sentiments
of guilt, humiliation, worthlessness, isolation, social
exclusion, and discrimination when it comes to obtaining
social amenities and healthcare services [11, 12]. Enacted
stigma refers to socially unacceptable expressions such as
prejudice and discrimination directed towards people with
the stigmatising qualities, whereas internalised stigma refers
to the feelings of shame, guilt, or worthlessness experienced
as a result of having the stigmatising feature [13].
Since March 2020, most of the Medical College hospitals
were classified as a COVID specialized hospitals and many
have solely treated COVID cases since then. To prevent the
transmission of infection, all suspected cases of COVID are
admitted to the hospital and a nasopharyngeal swab is
obtained from them, according to the official local
guidelines. The collected swab is then tested for RT-PCR at
government approved laboratories. The findings are
available in 24 to 36 hours. Those that test negative are
released as soon as the results are available.
Initially, the positive patients were kept in the hospital until
two of their samples came back negative. Following a
modification in rules, positive individuals were maintained
in the hospital for at least 10 days, with at least one of their
samples testing negative. During their stay, patients are
separated from other patients and visitors are not permitted.
For obvious reasons, the period of hospitalization is stressful
for the patients. Another source of anxiety is the unknown
nature of the treatment's result and prognosis. The patients
are unable to attend to their social contacts at this time and
their quality of life is likely to suffer following discharge.
When the patient returns to the society, the stigma of having
been infected with COVID in the recent past follows them.
Material and Methods
This cross-sectional study was carried out, after taking the
approval of the protocol review committee and institutional
ethics committee. Informed consent, detailed history was
taken from the patient or the relatives if the patient was not
in good condition.
Design of the study: This study was cross-sectional one
where the consenting patients were interviewed
telephonically by a trained investigator.
Sample size: 100 consecutive, consenting cases each testing
positive (N=50) and Negative (N=50) of age more than 16
years from both the genders recruited for the study.
Inclusion criteria
 The patients admitted for at least twenty four hours for
diagnostic purposes.
 The patients undergoing diagnosis of COVID-19done
using RT-PCR testing of the Naso-pharyngeal swab.
 Those who have completed at least one week in the
community/family after discharge.
Exclusion criteria
 Non consenting patients



Mentally retarded/ severely ill/ not amenable for
interviewing

Tools and scales
The following tools will be utilized to assess the patients.
 Explanatory Model Interview Catalogue (EMIC) stigma
scale for affected people14
 Semi-structured data sheet for assessment of sociodemographic profile (Age, gender, Occupation, Place of
residence, Socioeconomic status etc).
 Semi structured Performa for assessment of Co-morbid
medical illness(s) and important blood or radiological
parameters which was deviant from normalcy.
Procedure
All the consenting patients admitted was contacted
telephonically (to avoid direct contact and prevent
community spread of infection). The data were collected in
the semi-structured performa and the “Explanatory Model
Interview Catalogue (EMIC) stigma scale for affected
people”.
Results
Out of the 118 survivors who were asked to participate in
the study, total 100 patients participated in this study.18
patients were excluded from this study. Out of 100, 50
COVID test positive and 50 COVID test negative patients
were included in this study. Out of 50 cases 62% of
survivors were in the age group of 20-40 years, and close to
two-thirds 64% were males, 56% of survivors were from the
urban background. The mean time from hospital discharge
to study entry was 12.1±4.8 [Range(R) = 6–20] days. 95%
of survivors provided at least one stigma endorsing response
and the total mean stigma score was 30.5±6.5 (R = 5–40).
The mean stigma sub-scores were 8.1±1.6 (R = 2–8) for
enacted stigma, 14.7±3.7 (R = 1–22) for externalized stigma
and 3.7± 2.5(R = 0–6) for internalized stigma. The mean
disclosure concern subscale score was 3.1±1.6 (R = 0–6) as
shown in Table 3. Table 4 summarizes the comparison of
externalized stigma, internalized stigma, enacted stigma,
disclosure concerns, and total stigma, with sociodemographic variables among COVID-19 survivors.
Enacted stigma was more among males as compared to
females and was statistically significant (p=0.032). Enacted
stigma and internalized stigma were both associated with
education. Enacted stigma (p‹0.001), externalized stigma (p
= 0.005), disclosure concerns (p = 0.001) and total stigma
(p=0.007) was significantly associated with occupation of
the survivors. After adjusting for age, gender, marital status,
and time since discharge, COVID-19 survivors who were
farmers [β = -8.55, 95% CI: -13.61 to -2.32-, p = 0.005],
were less likely to experience stigma as compared to
unemployed. Stigma significantly decreased with increasing
time since discharge after adjusting for age, gender, marital
status, and occupation. [β = -0.76, 95% CI: -0.83 to -0.45,
p‹0.001].
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Table 1: Socio-demographic profile of the patient
Gender
Male
Female
20-30
30-40
40-50
Above 50
Illiterate
Primary
Secondary
Tertiary
employed
unemployed
Urban
Rural
Married
Unmarried
Travel history
Co-morbid medical illness
Currently ill?

COVID test positive patients
Number
Percentage
32
64
18
36
Age in years
21
42
11
22
11
22
7
14
Education
4
8
14
24
8
16
24
48
Employment
19
38
31
62
Area
28
56
22
44
Marital status
38
76
12
24
2
4
9
18
10
20

COVID test negative patients
Number
Percentage
30
60
20
40
22
10
10
8

44
20
20
16

5
12
10
23

10
24
20
46

20
30

40
30

27
23

54
46

40
10
1
10
12

80
20
2
20
24

Table 2: EMIC Affected persons responses to various questions
No

COVID test positive patients COVID test negative patients
Yes
Possibly uncertain No Yes Possibly uncertain No

Question

If possible, would you prefer to keep people from knowing about your
COVID-19?
Have you discussed your COVID-19 with the person you consider
2
closest to you, the one whom you usually feel you can talk to most
easily?
Do you think less of yourself because of your COVID-19? Has it
3
reduced your pride or self-respect?
Have you ever been made to feel ashamed or embarrassed because of
4
your COVID-19?
Do your neighbours, colleagues or others in your community have less
5
respect for you because of your COVID-19?
Do you think that contact with you might have any bad effects on
6
others around you even after you have been treated?
7
Do you feel others have avoided you because of your COVID-19?
Would some people refuse to visit your home because of this condition
8
even after you have been treated?
If they knew about it would your neighbours, colleagues or others in
9
your community think less of your family because of your COVID-19?
Do you feel that your COVID-19 might cause social problems for your
10
children in the community?
Do you feel that this disease might make it difficult for you to marry?
11A
(Unmarried)
11B Do you feel that this disease has caused problems in your marriage?
Do you feel that your COVID-19 makes it difficult for someone else in
12
your family to marry?
13
Have you been asked to stay away from work or social groups?
Have you decided on your own to stay away from work or social
14
group?
Because of your COVID-19, do people think you also have other
15
health problems?
1
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22

20

nil

8

nil

nil

nil

50

14

12

nil

24

nil

nil

nil

50

6

1

nil

43

nil

nil

nil

50

1

nil

nil

49

nil

nil

nil

50

4

nil

nil

46

nil

nil

nil

50

nil

2

nil

48

nil

nil

nil

50

18

3

nil

29

nil

nil

nil

50

10

3

nil

37

nil

nil

nil

50

1

nil

nil

49

nil

nil

nil

50

Nil

nil

nil

50

nil

nil

nil

50

nil

nil

nil

50

nil

nil

nil

50

nil

nil

nil

50

nil

nil

nil

50

1

nil

nil

49

nil

nil

nil

50

16

12

nil

22

nil

nil

nil

50

16

23

nil

11

nil

nil

nil

50

10

nil

nil

40

nil

nil

nil

50
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Table 3: Type of stigma (n=100)
COVID-test positive patients N=50
Mean(S.D)
Range
8.1(1.6)
2–8
3.1(1.6)
0–6
3.7(2.5)
0–7
14.7(3.7)
1–20
30.5(6.5)
5-40

Stigma
Enacted stigma
Disclosure concerns
Internalised stigma
Externalised stigma
Total stigma

Table 4: Participant characteristics for COVID test positive patients
20-30
30-40
Age (years)
40-50
Above 50
p-value
Male
Gender
Female
p-value
Illiterate
Primary
Education
Secondary
Tertiary
p-value
employed
Occupation Unemployed
p-value
Married
Marital Status Unmarried
p-value
Rural
Residence
Urban
p-value

Enacted stigma
6.8(2.1)
8.7(1.5)
7.9(2.1)
8.5(2.6)
0.077
8.1(1.7)
7.1(2.2)
0.032
6.8(1.9)
7.3(2.4)
7.4(2.2)
8.9(0.7)
0.003
5.7(1.6)
6.5(1.5)
<0.001
7.5(2.5)
7.9(1.7)
0.087
7.7(1.8)
7.4(1.9)
0.5988

Disclosure concerns
2.5(1.4)
3.2(1.3)
2.6(1.7)
2.3(1.6)
0.257
3.4(1.7)
2.8(1.5)
0.47
2.9(1.4)
2.9(1.6)
2.1(1.2)
3.3(1.2)
0.578
1.7(1.2)
2.5(1.6)
0.001
2.6(1.8)
3.1(1.1)
0.178
3.2(1.2)
2.9(1.2)
0.369

Discussion
The development of COVID-19 virus, which is rapidly
invading new regions all over the world, is threatening the
existence of human civilization [15]. During pandemics, there
is a widespread increase in stigma, as witnessed in the
severe acute respiratory syndrome (SARS) epidemic or the
bubonic plague [16-18]. The amount of shame and
embarrassment associated with an infectious disease is
completely determined by knowledge of the condition and
accessible treatment choices [19]. The fear of COVID-19 is
likely due to the disease's uncertain nature and unpredictable
course, the perceived risk of acquiring the infection and the
lack of FDA-approved treatment, the infection's
unpredictable outcome, high fatality, and novelty, all of
which can generate negative psychological responses such
as maladaptive behaviour and avoidance among people. As
a result, people are more likely to be labelled, stereotyped,
and discriminated against, as well as treated differently, as a
result of real or perceived links with the disease; thus, the
first quantitative assessment study was conducted to
determine the prevalence of stigma, its socio-demographic
correlates, and association with time since discharge among
COVID-19 survivors in a developing country. The major
finding of our study is that survivors reported significant
levels of enacted and perceived externalised stigma. Our
findings are consistent with numerous accounts of
discrimination, prejudice, and social isolation that occurred
during previous pandemics [20, 21].
Our findings are consistent with those of a Hong Kong
comparative research that found significant levels of
externalised stigma among SARS survivors compared to

Internalized stigma
4.1(2.1)
2.7(1.5)
3.6(2.2)
3.7(2.3)
0.058
3.1(2.2)
3.5(2.3)
0.48
4.5(1.8)
4.1(2.0)
3.6(2.1)
2.0(1.9)
0.022
1.7(2.6)
3.7(1.7)
0.068
3.5(2.6)
3.5(2.4)
0.649
3.6(2.3)
3.1(2.0)
0.058

Externalized stigma
14.5(5.3)
15.9(3.8)
14.7(3.5)
14.8(3.7)
0.288
15.6(4.6)
14.2(4.3)
0.111
14.3(3.6)
14.3(5.5)
15.2(3.7)
16.7(1.5)
0.156
7.7(7.5)
13.7(3.7)
0.005
13.5(5.3)
15.7(3.8)
0.112
15.1(5.9)
15.4(3.4)
0.812

Total stigma
28.7(7.9)
30.11(5.0)
27.9(7.2)
28.3(7.6)
0.578
29.9(6.0)
27.6(7.2)
0.15
28.5(8.5)
28.2(9.0)
26.6(6.7)
31.1(3.0)
0.581
17.2(14.2)
25.2(5.6)
0.007
27.1(8.7)
30.11(6.0)
0.129
28.9(8.7)
27.5(4.9)
0.741

HIV/AIDS and TB [22]. For starters, stigma causes disgraces
that put a person apart from others [23] and significantly
worsens the pain of those suffering from the condition.
Second, people with the disease may conceal symptoms to
avoid discrimination and even important travel history, or
those at risk of contracting it may delay seeking health care
until it is too late, making community transmission easier
and public health authorities' ability to control the pandemic
more difficult. As a result, such an atmosphere can foster
negative preconceptions and erode social cohesiveness.
Third, stigma can motivate people to engage in physical
violence and hate crimes [24, 25]. Stigma can also put pressure
on the families of frontline healthcare professionals to
abandon their professions and demotivate them from
carrying out their normal tasks. We found little internalised
stigma, implying survivor self-worth and confidence. Our
findings contrast those of a research on HIV/AIDS patients
in Hong Kong [26] and Uganda [27], in which such patients
expressed feelings of worthlessness, remorse, humiliation,
and self-blame. Our findings also contrast the findings of
short-term and small-sample cross-sectional studies in
Sierra Leone [28, 29], Liberia [30], Guinea [31], and the
Democratic Republic of the Congo [32], which found that
EVD survivors experience various kinds of internalised and
enacted stigma. EVD survivors in Sierra Leone, on the other
hand, faced considerable internalised stigma after returning
to their communities, contrary to our findings. In contrast to
our findings, Almutairi AF et al., discovered that
internalised stigma was frequent among frontline health care
professionals in the Middle East Respiratory Syndrome
(MERS) [33] COVID-19 survivors reported limiting social
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interactions, losing connections, being unfriended on
different social media sites, being verbally attacked, being
called names, and receiving negative comments. These
reports are consistent with the types of stigma described by
other infectious illness survivors globally in the literature
[34]
. Our findings are also consistent with earlier studies of
stigma among SARS victims in Hong Kong [35]. Stigma
associated with SARS sufferers has been observed in many
areas of daily life, including the workplace, schools, health
facilities, restaurants, and shopping centres. The apparent
relationship between SARS and ethnicity resulted in an
unreasonable fear of Asians (particularly Chinese) in many
areas of the world [36]. The stigma associated with SARS
patients has been so severe that strong limitations on Asian
tourists have been enforced [37, 38]. During the ongoing
COVID-19 epidemic, several literary and media
publications showed numerous cases of survivors facing
performed stigma. In India, for example, a COVID-19
positive pregnant woman was abandoned by her family
following her delivery. COVID-19 survivors also claimed
being humiliated by their communities, being ordered to
evacuate their homes by their landlords, being abandoned,
being refused access to private transportation, being socially
shunned, and being dismissed from their prior private
employment [39].
COVID-19 survivors are shunned, preventing them from
reintegrating into society. Loss of friends and social
isolation can lead to increasing levels of psychological
discomfort. Concerns about disclosure might result in
delayed access to medical care, poor adherence to medical
therapy, and a worse quality of life. Similar concerns have
been raised during previous infectious pandemics [40, 41].
Other qualitative research on COVID-19 found similar
outcomes, revealing that people suffered discrimination,
mistrust, and avoidance by their neighbours, insecurity
about their homes, workplace bias, and withdrawal from
social activities, even after the epidemic was contained [42].
Individuals who lose their employment are unable to make
ends meet, and this unexpected tragedy adds to their shame,
frustration, sadness, and mental agony, eventually leading to
functional impairment and increasing rates of suicide [43].
COVID-19 survivors frequently encountered externalised
stigma in the form of others not wanting them near their
children and people being uncomfortable with them. This
might be explained by people's unjustified dread of
COVID19 survivors' contagiousness, even after they've
recovered. Similar concerns were raised during past viral
pandemics, which corroborate our findings [44]. Our data
show that both enacted and internalised stigma are related to
education. One of the probable explanations is that more
education is connected with better career possibilities, a
higher possibility of employment, and more public
engagement, which increases the likelihood of experiencing
enacted stigma. In our study, stigma dropped considerably
with increasing time since discharge. Overholt et al.
observed similar results, finding that stigma levels during
follow-up visits were much lower than stigma levels at
baseline visits [44]. As a result; it may be argued that the
period immediately following community re-entry is the
most stigmatised. Similar findings were found in the case of
SARS, when stigma reduced but never entirely eliminated
following the epidemic [36]. The mental health consequences
of surviving COVID-19 are substantial, and prior research
has found that psychological discomfort, anxiety, and

depression are common among COVID19 survivors [45, 46].
Although the impact of COVID 19 stigma on survivors'
mental health is unknown, stigma-related psychological
distress and anxiety have been associated to poor mental
health outcomes in HIV/AIDS patients [47]. Because
infectious viral illnesses have comparable stigmatising
characteristics, it is conceivable that the stigma associated
with COVID-19 is leading to mental health issues among its
survivors [48]. As a result, stigma reduction initiatives are
expected to aid in reducing the mental health burden among
COVID-19 survivors.
Conclusion
The current study showed that COVID-19test positive
survivors had higher levels of enacted and externalized
stigma than negative peers. Males and those with a higher
level of education were more likely to be stigmatized. As a
result, methods to preventing and minimizing such stigma
are required both during the epidemic and in its immediate
aftermath.
Reference
1. World Health Organization. WHO Director-General’s
opening remarks at the media briefing on COVID-19,
11 March 2020.
2. Worldometer. COVID-19 Coronavirus Pandemic.
3. Wu, Y. et al. Nervous system involvement after
infection with COVID-19 and other coronaviruses.
Brain. Behav. Immun. 2020;87:18-22.
4. Giacomelli A, et al. Self-reported olfactory and taste
disorders in SARS-CoV-2 patients: a cross-sectional
study. Clin. Infect. Dis. Off. Publ. Infect. Dis. Soc. Am.
2020;71:889-890.
5. Wang C, et al. Immediate psychological responses and
associated factors during the initial stage of the 2019
coronavirus disease (COVID-19) epidemic among the
general population in China. Int. J Environ. Res. Public.
Health. 2020;177:1729.
6. Hao F, et al. Do psychiatric patients experience more
psychiatric symptoms during COVID-19 pandemic and
lockdown? A case-control Study with Service and
Research Implications for Immunopsychiatry. Brain.
Behav. Immun. 2020;87:84-92.
7. Tan W, et al. Is returning to work during the COVID19 pandemic stressful? A Study on immediate mental
health status and psychoneuroimmunity prevention
measures of chinese workforce. Brain. Behav. Immun.
2020;87:84-92.
8. Chew NWS, et al. A multinational, multicentre study
on the psychological outcomes and associated physical
symptoms amongst healthcare workers during COVID19 outbreak. Brain. Behav. Immun.
9. Bo H-X, et al. Posttraumatic stress symptoms and
attitude toward crisis mental health services among
clinically stable patients with COVID-19 in China.
Psychol. Med, 1-7.
https://doi.org/10.1017/S0033291720000999 (2020)
10. Siu JY. The SARS-associated stigma of SARS victims
in the post-SARS era of Hong Kong. Qualitative health
research. 2008 Jun;18(6):729-38.
11. Frost DM. Social stigma and its consequences for the
socially stigmatized. Social and Personality Psychology
Compass. 2011 Nov;5(11):824-39.
12. Earnshaw VA, Quinn DM. The impact of stigma in

~ 49 ~

International Journal of Advance Research in Community Health Nursing

13.

14.

15.

16.

17.
18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

http://www.communitynursing.net

healthcare on people living with chronic illnesses.
Journal of health psychology. 2012 Mar;17(2):157-68.
Scambler G. Re-framing stigma: felt and enacted
stigma and challenges to the sociology of chronic and
disabling conditions. Social Theory & Health. 2004 Feb
1;2(1):29-46.
Weiss M. Explanatory Model Interview Catalogue
(EMIC): Framework for Comparative Study of Illness.
In Transcultural Psychiatry. 1997;34(2):235-263.
Jones DS. History in a crisis—lessons for Covid-19.
New England Journal of Medicine. 2020 Apr
30;382(18):1681-3.
Washer P. Representations of SARS in the British
newspapers. Social science & medicine. 2004 Dec
1;59(12):2561-71.
Cohn SK. Cultures of plague: medical thinking at the
end of the Renaissance. Oxford University Press, 2010.
Murray DR, Schaller M. Threat (s) and conformity
deconstructed: Perceived threat of infectious disease
and its implications for conformist attitudes and
behavior. European Journal of Social Psychology. 2012
Mar;42(2):180-8.
Crandall CS. Multiple stigma and AIDS: Illness stigma
and attitudes toward homosexuals and IV drug users in
AIDS-related stigmatization. Journal of Community &
Applied Social Psychology. 1991 Jun;1(2):165-72.
Denis-Ramirez E, Sørensen KH, Skovdal M. In the
midst of a ‘perfect storm’: Unpacking the causes and
consequences of Ebola-related stigma for children
orphaned by Ebola in Sierra Leone. Children and Youth
Services Review. 2017 Feb 1;73:445-53.
Rabelo I, Lee V, Fallah MP, Massaquoi M, Evlampidou
I, Crestani R, et al. Psychological Distress among ebola
survivors Discharged from an ebola Treatment Unit in
Monrovia, liberia–a Qualitative study. Frontiers in
Public Health. 2016 Jul 4;4:142.
Mak WW, Mo PK, Cheung RY, Woo J, Cheung FM,
Lee D. Comparative stigma of HIV/AIDS, SARS, and
tuberculosis in Hong Kong. Social science & medicine.
2006 Oct 1;63(7):1912-22.
Pescosolido BA. The public stigma of mental illness:
What do we think; what do we know; what can we
prove? Journal of Health and Social behavior. 2013
Mar;54(1):1-21.
https://www.newindianexpress.com/nation/2020/mar/31
/bihar-man-beaten-to-death-for-informing- covid—19medical-help-center-about-arrival-of-two-people-fr2123828.html (last accessed on 21.8.20)
https://timesofindia.indiantimes.com/vedios/news//covi
d-19-doctors-gone-collect-samples-attacked-inindore/vedioshow/74942153.cms (last accessed on
21.8.20)
Mo PK, Ng CT. Stigmatization among people living
with HIV in Hong Kong: a qualitative study. Health
Expectations. 2017 Oct;20(5):943-51.
Nattabi B, Li J, Thompson SC, Orach CG, Earnest J.
Factors associated with perceived stigma among people
living with HIV/AIDS in post-conflict northern
Uganda. AIDS Education and Prevention. 2011
Jun;23(3):193-205.
Wadoum RG, Samin A, Mafopa NG, Giovanetti M,
Russo G, Turay P, et al. Mobile health clinic for the
medical management of clinical sequelae experienced
by survivors of the 2013–2016 Ebola virus dis- ease

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.
40.

41.

42.

~ 50 ~

outbreak in Sierra Leone, West Africa. European
Journal of Clinical Microbiology & Infectious Diseases. 2017 Nov 1;36(11):2193-200.
Hugo M, Declerck H, Fitzpatrick G, Severy N, Gbabai
OB, Decroo T. Post-traumatic stress reactions in Ebola
virus disease survivors in Sierra Leone. Emerg Med
(Los Angel). 2015;5(6):1-4.
De St. Maurice A, Ervin E, Orone R, Choi M, Dokubo
EK, Rollin PE, et al. Care of Ebola survivors and
factors associated with clinical sequelae—Monrovia,
Liberia. InOpen forum infectious diseases. US: Oxford
University Press. 2018 Oct:5(10):239.
Qureshi AI, Chughtai M, Loua TO, Pe Kolie J, Camara
HF, Ishfaq MF, et al. Study of Ebola virus disease
survivors in Guinea. Clinical Infectious Diseases. 2015
Oct 1;61(7):1035-42.
Kelly JD, Hoff NA, Spencer DA, Musene K, Bramble
MS, McIlwain D, et al. Neurological, cognitive, and
psychological findings among survivors of Ebola virus
disease from the 1995 Ebola outbreak in Kikwit,
Democratic Republic of Congo: a cross-sectional study.
Clinical Infectious Diseases. 2019 Apr 8;68(8):138893.
Almutairi AF, Adlan AA, Balkhy HH, Abbas OA,
Clark AM. It feels like I’m the dirtiest person in the
world. Exploring the experiences of healthcare
providers who survived MERS-CoV in Saudi Arabia.
Journal of infection and public health. 2018 Mar
1;11(2):187-91.
James PB, Wardle J, Steel A, Adams J. Post-Ebola
psychosocial experiences and coping mechanisms
among Ebola survivors: a systematic review. Tropical
Medicine & International Health. 2019 Jun;24(6):67191.
Siu JY. The SARS-associated stigma of SARS victims
in the post-SARS era of Hong Kong. Qualitative health
research. 2008 Jun;18(6):729-38.
Lee S, Chan LY, Chau AM, Kwok KP, Kleinman A.
The experience of SARS-related stigma at Amoy
Gardens. Social science & medicine. 2005 Nov
1;61(9):2038-46.
Singer PA, Benatar SR, Bernstein M, Daar AS, Dickens
BM, MacRae SK, et al. Ethics and SARS: les- sons
from Toronto. Bmj. 2003 Dec 4;327(7427):1342-4.
Le Dang Ha SA, Hien NQ, Maloney SA, Le Quynh
Mai KC, Anh BH, Reynolds MG, et al. Lack of SARS
transmission among public hospital workers, Vietnam.
Emerging infectious diseases. 2004 Feb;10(2):265.
Bagcchi S. Stigma during the COVID-19 pandemic.
The Lancet. Infectious Diseases. 2020 Jul;20(7):782.
Livingston JD, Boyd JE. Correlates and consequences
of internalized stigma for people living with men- tal
illness: A systematic review and meta-analysis. Social
science & medicine. 2010 Dec 1;71(12):2150-61.
Turan B, Budhwani H, Fazeli PL, Browning WR, Raper
JL, Mugavero MJ, et al. How does stigma affect people
living with HIV? The mediating roles of internalized
and anticipated HIV stigma in the effects of perceived
community stigma on health and psychosocial
outcomes. AIDS and Behavior. 2017 Jan 1;21(1):28391.
Brooks SK, Webster RK, Smith LE, Woodland L,
Wessely S, Greenberg N, et al. The psychological
impact of quarantine and how to reduce it: rapid review

International Journal of Advance Research in Community Health Nursing

http://www.communitynursing.net

of the evidence. The Lancet, 2020 Feb 26.
43. Subbaraman R, Nolan L, Shitole T, Sawant K, Shitole
S, Sood K, et al. The psychological toll of slum liv- ing
in Mumbai, India: a mixed methods study. Social
Science & Medicine. 2014 Oct 1;119:155-69.
44. Overholt L, Wohl DA, Fischer WA, Westreich D,
Tozay S, Reeves E, et al. Stigma and Ebola survivorship in Liberia: results from a longitudinal cohort study.
PLoS One. 2018 Nov 28;13(11):e0206595.
45. Wu C, Hu X, Song J, Yang D, Xu J, Cheng K, et al.
Mental health status and related influencing factors of
COVID-19 survivors in Wuhan, China. Clinical and
Translational Medicine, 2020 Jun 5.
46. Mazza MG, De Lorenzo R, Conte C, Poletti S, Vai B,
Bollettini I, et al. Anxiety and depression in COVID-19
survivors: role of inflammatory and clinical predictors.
Brain, Behavior, and Immunity, 2020 Jul 30.
47. Earnshaw VA, Chaudoir SR. From conceptualizing to
measuring HIV stigma: a review of HIV stigma
mechanism measures. AIDS and Behavior. 2009 Dec
1;13(6):1160.
48. Davtyan M, Brown B, Folayan MO. Addressing Ebolarelated stigma: lessons learned from HIV/AIDS. Global
health action. 2014 Dec 1;7(1):26058.

~ 51 ~

