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Perspective Piece
Why Communities Should Be the Focus to Reduce Stigma Attached to COVID-19
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Abstract. Since 1999, the CORE Group Polio Project (CGPP) has developed, refined, and deployed effective strat-
egies to mobilize communities to improve vaccine uptake for polio (and other vaccine-preventable diseases such as
measles) and conduct surveillance for infectious disease threats in high-risk, border, and hard-to-reach locations. CORE
Group Polio Project teams have been called upon to address the COVID-19 pandemic, and, like with polio, the pandemic
response is impacted by stigma in all areas of response, from health education, testing, contact tracing, and even
treatment for infected individuals. The CGPP has reached back into its polio experience and is redeploying successful
community engagement activities to address stigma as part of the COVID-19 response. Across country programs,
community health volunteers communicate risk and behavior change at the household level by integrating health
education and promotion activities with a focus on practical measures of COVID-19 prevention. Moreover, leveraging
established and trusted partnerships with community networks and community leaders are providing lessons that
can be adopted by the global community. The CGPP offers three overarching recommendations to curb stigma:
1) facilitating inclusive community engagement, 2) leveraging existing community networks and 3) cocreating with
community leaders.

INTRODUCTION

In a rare victory for global health this year, theWHOdeclared
the absence of indigenous wild polio virus from its 47-nation
African Region. Africa saw its last endemic case in 2016 in the
state of Borno in northeastern Nigeria. Pakistan and Afgha-
nistan are the last two endemic countries; both are experi-
encing spiking transmission. The outlook for polio eradication
is complicated by explosive outbreaks of vaccine-derived
poliovirus.† These outbreaks have spilled into 22 countries
and continue to climb, exacerbated by theWHO’s decision to
suspendpolio vaccination campaigns in 28countries because
of COVID-19.1,2

The CORE Group Polio Project (CGPP) operates with 11
international nongovernmental organizations (NGOs) and
about 20 national and local NGOs in eight countries: India,
Ethiopia, South Sudan, Nigeria, Kenya, Somalia, Uganda, and
Afghanistan. The CGPP, funded by the United States Agency
for International Development (USAID), is premised on the
concept that disease outbreaks are best identified and inter-
rupted at the community level.3 To that end, the CGPP has
cultivated a strong volunteer corps tomobilize communities to
serve as partners in advocating for the delivery of quality
vaccination and health education, conducting community-
based surveillance, promoting essential immunization, and
tracing the vaccination status of key populations. As frontline
workers, CGPP-trained volunteers are credible, highly valued,

trusted, and well respected because they are from the target
communities.4 When faced with reluctance associated with
polio vaccination uptake or with stigma against vaccinators,
community volunteers shift attitudes and behaviors through
honest, informed, and compassionate interpersonal commu-
nication and two-way dialogue in local languages.5 Because of
the reachof thismassivevolunteercorps, theCGPPwas rapidly
called upon to respond to the COVID-19 pandemic and the
numerous forms of resistance undermining pandemic re-
sponse, especially stigma.

HEALTH IMPACTS OF STIGMA

Stigma is a Greek word that means to cut or burn the skin of
criminals, slaves, or traitors to visibly mark them as blemished
or morally polluted.6 Health-related stigma is not a new phe-
nomenon. It has plagued those infected and affected by
emerging and established infectious diseases for centuries.
The mention of illnesses such as leprosy, the plague, tuber-
culosis, and more recently Ebola and HIV/AIDS conjures up
notions of isolation, discrimination, fear, and aggression.7

Health-related stigma is defined as “the negative association
between a person or group of people who share certain
characteristics and aspecific disease.”8 Common drivers of
stigma include fear of infection, misinformation, economic
consequences of disease, lack of awareness, and socially
constructed stereotypes.8–12 Experiences with stigma are
typically defined at the individual level.10,13 However, the
drivers and impacts of stigma reach beyond the individual.
The Health Stigma and Discrimination Framework highlights
the utility of an ecological approach by accounting for expe-
riences and drivers at the individual, family, community, and
policy levels, and incorporates important underlying factors
including social norms and socioeconomic conditions.12,14

Whereas some drivers of stigma such as fear and mis-
information appear tobeuniversal, others are linked to country
and community context such as social biases, anger, and
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distrust in the government. The effects of stigma and dis-
crimination are far reachingandcanaffectmental andphysical
health, social cohesion, and economic systems, and worsen
existing inequities in already marginalized communities.15

COVID-19 stigma impacts specific groups of people that vary
by country, region, and community. These groups include
healthcare workers, COVID-19 patients and people who have
recovered, families of people infected with COVID-19, and,
specific to the CGPP implementation sites, nomadic pasto-
ralists, and other “outsiders.” The COVID-19 response from
governments and NGOs has been dramatically impeded,
further hindering efforts to halt the pandemic.

COVID-19–RELATED STIGMA IN CGPP
OPERATIONAL AREAS

The first cases of COVID-19 in CGPP implementation areas
were reported between January 30 and April 5, 2020, and
stigma quickly followed. Stigma impacts health education,
testing, contact tracing, and even treatment for infected indi-
viduals. In India, a fruit vendor, his wife, and two adult children
were thefirstwithCOVID-19 in their village. They fully recovered
and returned home from an isolation center only to be boy-
cottedby neighbors and relatives, leaving the family ostracized,
isolated, and cutoff from their only source of income. In South
Sudan, unfamiliar contact tracers who enter a village are faced
with suspicion, beaten, or chased off. Figure 1 highlights the
different manifestations of stigma, the various populations af-
fected, and its consequences in CGPP areas.

RECOMMENDATIONS TO ADDRESS STIGMA

The CGPP’s response to COVID-19 stigma is a natural
outgrowth of community engagement strategies tested and
strengthened over the past 20 years. Country teams have a
depth of experience and capacity for transforming narratives
of stigma to resilience.16,17 In CGPP implementation areas,
the drivers of stigma have been fueled by the massive and
complex body of information and misinformation, preexisting
and renewed mistrust in, and anger toward the government/
public sector, fear of the unknown, and implicit bias. These
drivers are common across the globe, but what lies un-
derneath these drivers is unique to each place, and therefore,
addressing stigma requires a level of familiarity that is only
accessible to individuals and groups who are part of the
deeply woven fabric of each community.
The CGPP has identified three overarching recommenda-

tions to address stigma. Although each recommendation
must be contextualized to the country and community, all
prioritize a genuine, bottom-up approach. Drawn from two
decades of polio experience, these approaches are being
used again to address and dismantle COVID-19 stigma. The
three recommendations for action are as follows: 1) facilitating
inclusive community engagement, 2) leveraging existing
community networks, and 3) cocreating with community
leaders. Figure 2 presents a spectrum of country-specific
applications of polio lessons to curb COVID-19 stigma.
Facilitating inclusive community engagement. The

CGPP isbasedon thepremiseof buildingcommunity capacity
through enabling participatory, inclusive community en-
gagement by ensuring all voices are heard. In the context of
the CGPP model of community engagement, communities

that are most marginalized and vulnerable are also critical
partners with trusted networks and influential leaders to un-
derstand, define, and achieve shared goals to empower
families with control over their health and well-being.18 The
project operates at the grassroots to mobilize high-risk pop-
ulations to encouragecommunity uptakeof riskmitigation and
behavior change recommendations. The CGPP has long
recognized the importance of community-centric measures
shaped by local and national NGOs that regularly partner with
communities, enabling insights and perceptions, and coun-
tering negative associations often amplified by social norms
while recognizingwider socioeconomic needs. This allows the
project to swiftly detect issues related to stigmaand to identify
and implement appropriate, highly relevant response mea-
sures; ideally, this strategic approach aims to dismantle the
narrative of “us versus them” in an attempt to coproduce a
plan that is valued by all. Maximal input from at-risk commu-
nities should be a fundamental practice—the first step and not
an afterthought; meaningful participation of communities,
however, depends on collaboration with established, trusted
partnerships.5,19,20

Leveraging existing community networks. A second
recommendation gleaned frompolio experience is to leverage
existing community networks. Through 20 years of CGPP
community engagement and partnership, the program has
identified, trained, and supported a vast network of 21,0672

community volunteers, mobilizers, outreach workers, and in-
formants comprising youth, women, pastoralists, and others,
to support polio programming. Networks are long-term rela-
tionships among community volunteers, the public health
sector, and the CGPP teams that partner to achieve health
goals. These goals range from promotion of vaccination cam-
paigns to mitigating misinformation and stigma.21 By working
through that preexisting network, information is quickly shared,
and feedback is quickly collected and used to adapt pro-
gramming, implementation, and recommendations. The net-
work is also a resource for sharing community priorities,
challenges, and successful practices up to the global level to
inform broader community engagement approaches and to
elevate the voice of the community.22,23 The International
Health Regulations’ monitoring tool (Joint External Evaluation
2.0) promotes the establishment and maintenance of commu-
nity networks as part of a portfolio of activities required to fulfill
capacities toward risk communication for outbreak response.24

Cocreating with community leaders. A third recommen-
dation assembled from the polio experience is to use estab-
lished relationships with respected community leaders to
catalyze change. Through polio programming, the CGPP
identified, trained, and engaged community gatekeepers
and influencers to addmomentum to social mobilization and
community engagement,motivate positive behavior change,
and create a pathway to community ownership. Gatekeepers
have strong roots in communities and provide keen un-
derstanding of and connections to the most at risk. The
CGPP engages religious leaders, village elders, nomadic
pastoralist headmen, and traditional and clan leaders who
work alongside community volunteers to provide access,
resolve cases of vaccine hesitancy and noncompliance, and
connect communities with services and information. The

2Based on Fiscal Year 2020 Quarter 3 program administrative data.
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FIGURE 1. Stigma in CORE Group Polio Project (CGPP) communities at a glance.
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As of November 2020,

FIGURE 2. Spectrum of country-specific applications of polio lessons to COVID-19 stigma.
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CGPP also leverages influencers who are trusted opinion
leaders in their communities.25 They have the power to cre-
ate and change community dialogues and drive conversa-
tions. When they speak, others listen. The CGPP engages
religious, informal, and traditional leaders, traditional birth
attendants, trade leaders, traditional healers, salon owners,
and other influencers towork synergistically with networks of
volunteers to reinforce and amplify messages, model posi-
tive behaviors, and address myths and misconceptions.
Community leaders are uniquely positioned to identify, un-
derstand, and address the contextual drivers of stigma in
their communities.

CONCLUSION

The CGPP’s current response to COVID-19 stigma is heavily
dependent on tapping highly collaborative strategies of com-
munity partnership. Grounded in trust and inclusion, the CGPP
is now using these vital strategies for its pandemic response
program and will deploy these again during the rollout of a
COVID-19 vaccine. In anticipation of widespread vaccine hes-
itancy and resistance, the project’s response will be defined by
experiences from polio work through maintaining and building
on these enduring community-centric strategies. These ap-
proacheshave foundsuccessbycreatingaclimateof resilience
in communities facing overlapping challenges.
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