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ABSTRACT Despite biomedical advances in the diagnosis and treatment of tuberculosis, the institutional reproduc-
tion of stigma as a therapeutic barrier to treatment remains a persistent challenge. This article examines how insti-
tutional stigma toward people affected by tuberculosis is reproduced in primary health care facilities in San Juan de
Lurigancho, Lima, Peru. Using a qualitative approach, the study combined semi-structured interviews with 16 health
workers across six primary health care centers, non-participant observation of tuberculosis care settings in three
health centers, and spatial analysis of all six centers, conducted between February and December 2025. The findings
show that stigma is materialized through three interconnected mechanisms: health facility architecture that struc-
turally undermines confidentiality through segregated patient pathways and visible signage; epidemiological surveil-
lance technologies that produce the forced visibility of the diagnosis; and conditions of institutional overload that
constrain the provision of comprehensive care. The article argues that improving treatment adherence requires inter-
ventions not only in the processes of the social determination of health but also in the institutional arrangements that
produce and reproduce stigmatization.

KEYWORDS Tuberculosis; Stigma; Health Personnel; Architectural Drawing; Health Centers; Peru.

RESUMEN A pesar de los avances biomédicos en el diagndstico y tratamiento de la tuberculosis, la reproduccion
institucional del estigma como barrera terapéutica al tratamiento sigue siendo un problema persistente. El articulo
analiza c6mo se reproduce el estigma institucional hacia las personas afectadas por tuberculosis en establecimientos
del primer nivel de atencién de San Juan de Lurigancho, Lima. Desde un abordaje cualitativo, entre febrero y diciembre
de 2025, se realizaron entrevistas semiestructuradas a 16 trabajadores de salud en seis centros de salud, observacion
no participante de los espacios de atencién a la tuberculosis de tres centros de salud y analisis espacial de los seis
centros de salud. Los hallazgos muestran que el estigma se materializa a través de tres mecanismos articulados: una
arquitectura hospitalaria que hace estructuralmente imposible la confidencialidad mediante circuitos diferenciados
y sefializacion visible; tecnologias de vigilancia epidemiolégica que producen visibilidad forzada del diagnéstico;
y condiciones de sobrecarga institucional que inhiben el cuidado integral. Se argumenta que abordar la adherencia
al tratamiento requiere intervenir no solo en los procesos de determinacién social de la salud, sino también en los
dispositivos institucionales que producen y reproducen estigmatizacion.
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Introduction

Tuberculosis (TB) remains one of the major public
health challenges at both the global and national lev-
els. In Peru, most cases are concentrated in urban areas
characterized by poverty, overcrowding, and unequal
access to healthcare services. San Juan de Lurigancho,
the most populous district of Lima, with 1,282,635 in-
habitants,® has historically reported one of the highest
tuberculosis prevalence rates in the country. Its popula-
tion is predominantly low-income, with a high propor-
tion of informal workers. This situation persists despite
efforts to improve TB diagnosis and treatment and to
expand the availability of and access to the network of
public health facilities. At the same time, treatment ad-
herence remains a persistent challenge that, according
to the literature, cannot be explained solely by clinical
factors or by the level of knowledge among people af-
fected by tuberculosis.®

As proposed by Morales-Borrero et al.,® in coun-
tries where structures of social inequality prevail,
health and disease are dialectical processes that can-
not be reduced to the simple sum of individual actions
or risk factors. What the authors analytically refer to
as the “social determination of health” complements
the analysis of health services by examining relations
of power and inequality, thereby highlighting organi-
zational and institutional conditions within healthcare
systems themselves that create barriers to treatment.
Within this analytical framework, this article empiri-
cally explores the institutional reproduction of stigma
as a factor that hinders people affected by tuberculosis
who receive care in primary healthcare facilities from
adhering to treatment and overcoming the disease.

Several studies have documented a close correlation
between poverty and tuberculosis,“% which has in-
formed recommendations for the development of public
policies aimed at improving the material living condi-
tions of affected households. Other studies have high-
lighted the role of everyday practices associated with
stigma that may be reproduced within healthcare facili-
ties, affecting timely detection and treatment adherence
in urban areas.” In Peru, few studies have examined
stigma, and some have focused on the stigma perceived
by people affected by tuberculosis from society,® over-
looking the stigma reproduced within healthcare ser-
vices. As Nuttall et al.® indicate, stigma is not only the
result of interpersonal attitudes perceived by people af-
fected by tuberculosis; it also operates as a mechanism
of exclusion at different points throughout an individ-
ual’s trajectory. In this regard, as Chakrabartty et al.(”
point out, the reproduction of stigma emerges as a cen-
tral dimension influencing both the pursuit of diagnosis
and continuity of treatment.

Against this backdrop, this study is guided by the
following research questions: How is tuberculosis-re-
lated stigma reproduced in primary healthcare facilities

in San Juan de Lurigancho through the practices, per-
ceptions, and narratives of healthcare personnel, as well
as through the spatial organization of healthcare ser-
vices? In what ways might these processes affect treat-
ment adherence among people affected by tuberculosis?

From Individual Stigma to Structural Stigma

Traditionally, stigma has been defined as a discrediting
attribute that undermines an individual’s social identity
and leads to exclusion.(” However, Link and Phelan®®
propose understanding stigma not as an individ-
ual mark, but as a social process that operates through
power relations. According to these authors, stigma
takes shape when four interrelated components con-
verge: labeling, through which human differences are
identified and named; stereotyping, which associates
these differences with undesirable characteristics ac-
cording to dominant cultural beliefs; social separation,
which establishes a symbolic boundary between “us”
and “them”; and status loss and discrimination, which
generate social inequality. These processes become ef-
fective only within contexts of asymmetric power, posi-
tioning stigma as a structural phenomenon rather than
a merely symbolic one.( National tuberculosis preven-
tion and care programs increasingly recognize that re-
ducing disease-related stigma is a necessary condition
for facilitating timely diagnosis, treatment adherence,
and the comprehensive recovery of people affected by
tuberculosis.®

The Challenge TB Stigma Measurement Guidance®?
introduces the concept of structural stigma, understood
as stigma that is materialized through laws, public pol-
icies, institutional norms, and organizational arrange-
ments that restrict the opportunities, resources, and
well-being of stigmatized populations. In the field of
tuberculosis, this form of stigma is expressed through
control protocols, administrative categories, surveil-
lance practices, and the spatial organization of health-
care services. Accordingly, the guidance indicates that
structural stigma can be observed and measured by an-
alyzing institutional policies, normative discourses,
healthcare personnel’s behaviors, and the spatial dis-
tribution and signage of areas designated for the care of
people affected by tuberculosis.

From this perspective, many stigmatizing prac-
tices do not result from explicit individual intentions,
but rather from the repetition of mandatory practices
derived from technical standards and standardized tu-
berculosis control strategies. In this regard, certain in-
terventions considered “neutral” from a biomedical
standpoint—such as the mandatory use of masks, di-
rectly observed treatment, or the segregation of care
areas—may operate as mechanisms of labeling, separa-
tion, and status loss, thereby reinforcing the association
between tuberculosis and dangerousness.
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Healthcare Workers and Their Role in the
Reproduction of Stigma

The contribution of Nunes and Lotta® helps explain
how structural stigma is reproduced in everyday prac-
tice through the discretion exercised by healthcare per-
sonnel. The authors argue that frontline workers act
as “street-level bureaucrats,” with significant discre-
tion to interpret, adapt, and implement public policies
in contexts characterized by limited resources and high
institutional pressure. This discretion does not consti-
tute an implementation failure, but rather a structural
component of how policies operate, through which
power is exercised and inequalities are produced, ulti-
mately undermining the impact of the very policies be-
ing implemented.

The articulation between structural stigma and
discretion is key to understanding that stigmatizing be-
havior among healthcare personnel cannot be reduced
to individual attitudes. Institutional arrangements—in-
cluding regulatory frameworks, clinical protocols, and
healthcare facility design—create a context in which
personnel are required to classify, monitor, and assess
patients. Although these assessments are presented as
technical, they incorporate moral judgments concern-
ing the responsibility, commitment, and reliability of
people affected by tuberculosis. In this way, discretion
becomes a mechanism through which structural stigma
is translated into concrete practices.

Following Nunes and Lotta,"® healthcare person-
nel decide who is granted greater flexibility, support, or
additional resources and who is subjected to increased
monitoring or symbolic sanction. These decisions are
not always explicitly codified in regulations, but they
derive their legitimacy from the design of the pol-
icy itself and from institutional mechanisms that rein-
force surveillance. Thus, discretion not only reproduces
pre-existing inequalities but also consolidates stigma
by associating tuberculosis with individual shortcom-
ings and deviant behaviors.

Several studies show that healthcare personnel may
reproduce this stigma through a “blame paradigm,” in
which people affected by tuberculosis are held respon-
sible for adverse treatment outcomes.#) Categories
such as “suspect” or “treatment defaulter” do not
merely describe clinical trajectories; they also moral-
ize the experience of illness, shifting attention away
from systemic shortcomings and toward the individual.
In response to this logic, authors such as Sagbakken et
al.,0» Hargreaves et al.,*® and Burgos-Ugaz and Surca
Rojas®? argue for the need for a social justice and sup-
portive care approach that respects the autonomy and
dignity of people affected by tuberculosis.

Institutional Architecture and the
Materialization of Stigma

The spatial organization of healthcare services con-
stitutes a fundamental material dimension in the re-
production of structural stigma, yet it has not been
sufficiently explored in the literature on tuberculosis.
Nyblade et al.“® point out that further research is needed
on the potential of structural interventions to reduce
stigma in healthcare settings, particularly regarding
how the physical layout or spatial configuration of a fa-
cility may contribute to or mitigate the experience and
anticipation of stigma within healthcare facilities.

Challenge TB® indicates that healthcare facil-
ity design and the spatial organization of tuberculosis
services reinforce stigma by making the condition of
people affected by tuberculosis visible and materializ-
ing their separation from other users. The existence of
designated areas, exclusive pathways, and explicit sig-
nage not only expresses stigma spatially but also struc-
tures interactions between healthcare personnel and
people affected by tuberculosis. In this sense, institu-
tional architecture simultaneously functions as a ma-
terial support for structural stigma and as a framework
that legitimizes the everyday exercise of power.

Methodology

The study employed an exploratory-interpretive qual-
itative methodology to understand the experiences,
perceptions, and practices of healthcare personnel
in relation to people affected by tuberculosis and the
stigma associated with the disease. Multiple data col-
lection strategies were combined: semi-structured in-
terviews with healthcare workers, non-participant
observation of tuberculosis care spaces in three health
centers, and spatial analysis of these same areas in six
public health centers in San Juan de Lurigancho, Lima,
between February and December 2025.

Sixteen healthcare workers were interviewed: two
physicians, seven nurses, one nutritionist, two medical
interns, one nursing technician, one social worker, and
two psychologists. The inclusion criteria were: currently
working in the care of people affected by tuberculosis
and people with tuberculosis; having at least one month
of experience in the service; and voluntarily agreeing to
participate by providing informed consent. Participants
ranged in age from 25 to 63 years, with heterogeneous
levels of experience, ranging from one month to 10
years working in tuberculosis services. This allowed for
the inclusion of perspectives from individuals who had
recently joined the health centers as well as from work-
ers with extensive experience in these services.

Access to the field was obtained through the insti-
tutional protocol of the Pontificia Universidad Catdlica
del Pert (PUCP), which included approval by the Ethics
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Committee and formal authorization from the Direccion
de Redes Integradas de Salud Lima Norte (Lima North
Integrated Health Networks Directorate). Initial con-
tacts were established through the tuberculosis service
coordinators at each health center, who facilitated the
voluntary recruitment of participants.

Among the central conceptual frameworks, Link
and Phelan’s® components of stigma, the dimensions
of structural stigma proposed by Challenge TB," and
Nunes and Lotta’s® notion of discretion guided the de-
velopment of the research instruments as sensitizing
categories, without determining in advance the top-
ics to be explored in a closed or prescriptive manner.
The interview guide was organized around four the-
matic areas: conditions and organization of tuberculo-
sis-related work; perceptions of treatment adherence
and profiles of people affected by tuberculosis; gen-
der differences in the management of the disease; and
tuberculosis-related stigma. Although confidentiality
and spatial design were not formulated as direct ques-
tions, they consistently emerged in participants’ ac-
counts and were therefore treated as relevant inductive
patterns. The spatial observation forms were developed
based on the dimensions of structural stigma proposed
by Challenge TB®: signage, differentiated circula-
tion routes, spatial distribution, ventilation, and com-
pliance with Technical Health Standard 113-MINSA/
DGIEM V.01, concerning “Infrastructure and Equipment
of Primary Healthcare Facilities”®. An informal inter-
view was also conducted with an architect specializing
in healthcare facility design to investigate the design
decisions underlying the tuberculosis care areas.

The interviews lasted an average of 41 minutes and
were conducted in person in private spaces within the
health centers, except for one interview conducted via
Zoom. All interviews were recorded and transcribed
verbatim. Thematic analysis followed the iterative and
dialogical process proposed by Braun and Clarke,?
supported by Atlas.ti for the organization and coding of
the material. A mixed coding approach was employed,
combining theoretically informed sensitizing categories
with inductively generated codes. This approach made it
possible to identify cross-cutting patterns across inter-
views and observations.

As a complement to the interviews, non-partici-
pant observation was conducted to examine reception
dynamics and interactions between people affected by
tuberculosis and healthcare personnel at three facilities:
Chacarilla de Otero Health Center, Huascar XV Health
Center, and Sagrada Familia Health Post. Each facil-
ity was visited on three occasions between November
and December 2025, during morning hours, from 8:00
a.m. to 1:00 p.m. Reception dynamics, interactions, spa-
tial distribution, signage, and ventilation were recorded
during each observation period.

The study protocol was approved by the Ethics
Committee for Research in the Social Sciences, Human-
ities, and Arts of the Pontificia Universidad Catdlica del

Pert (CEI-CCSSHHYAA-PUCP) on November 14, 2024,
under protocol code 180-2024-CEI-CCSSHHyAA/PUCP.
All participants provided written informed consent. To
preserve confidentiality, each interview was assigned a
code, and the recordings were stored in encrypted files
accessible only to the researchers.

Results

Based on the objective of analyzing how tuberculo-
sis-related stigma is reproduced in primary healthca-
re facilities in San Juan de Lurigancho, with a focus on
how the structural conditions of the healthcare sys-
tem create an environment conducive to the perpetua-
tion of stigmatizing practices, our study identified, on
the one hand, structural conditions that facilitate the
reproduction of stigma within healthcare facilities and,
on the other, entrenched stigmatizing practices that re-
main unquestioned and form part of the everyday inte-
ractions that people affected by tuberculosis have with
the healthcare system.

Structural conditions of healthcare services

This section shows that the limitations of the health-
care system in San Juan de Lurigancho act as institu-
tional barriers to comprehensive care and reinforce
attitudes that construct stigma toward people affected
by tuberculosis. The analysis reveals that these short-
comings are not simply “poor conditions,” but rather
mechanisms that structurally produce and reproduce
institutional stigma in multiple ways. The structural
conditions of the Peruvian healthcare system system-
atically reproduce labeling, stereotyping, social separa-
tion, and status loss.

Work overload and the depersonalization of care

One of the main difficulties reported was the high de-
mand associated with people affected by tuberculosis. In
some health centers, between 70 and 80 active cases are
managed simultaneously, creating serious difficulties in
daily organization and the quality of care:

“It’s complex because you get everything at once;
sometimes you’re doing one thing and they already
schedule you for something else [...] then another
patient comes, another patient comes, a report,
another report, they call you from DIRIS [Lima
North Integrated Health Networks Director-
ate], they call you from here, from the other side.
So, you lose track.” (Interview 1, nurse)

The account reveals a process of depersonalization of
care: under conditions of extreme workload, the person
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affected by tuberculosis ceases to be understood as an
individual with complex needs and instead becomes one
more task on an endless list. This clinical workload is
compounded by an excessive administrative burden that
reduces the time available for direct care, undermining
the person’s trust and the therapeutic relationship:

“The difficult part is coordinating with other
facilities [...] it’s a little difficult to get an appoint-
ment for a patient; you want it to be right away,
but because of the demand [...] it’s a little difficult.
[...] And, on top of that, that patient also trusts
you, so they’re going to be more adherent in every
sense.” (Interview 3, nurse).

Long waiting times (two or three hours) convey an im-
plicit message of devaluation, which is particularly stig-
matizing for people affected by tuberculosis, who may
already internalize the disease as a source of shame.
This situation materializes the fourth component of
stigma identified by Link and Phelan®: status loss and
discrimination, expressed through prolonged waiting
times and rushed consultations. In this context, per-
son-centered care is reduced to an encounter in which
medications are dispensed and data are recorded, with
no space for the emotional support that healthcare per-
sonnel themselves identify as important for treatment
adherence.

Limitations of the multidisciplinary team: The
fragmentation of the individual

Technical regulations issued by the Ministry of Health®
require every person diagnosed with tuberculosis to un-
dergo an assessment by psychology, nutrition, and so-
cial work professionals. This regulatory recognition
that tuberculosis requires comprehensive care extend-
ing beyond the biomedical domain is, in principle, a sig-
nificant step forward. However, the implementation of
this regulation reveals a profound gap between the ideal
of comprehensive care and the reality of healthcare ser-
vices in the urban periphery.

In health centers located in the peripheral areas of
San Juan de Lurigancho, these support services are lim-
ited or provided on a rotating basis, being available only
once or twice a month, in stark contrast to larger health
centers where they may be available weekly:

“Regarding the tuberculosis area, we have pro-
fessionals who come [...] from RIS 7 [Integrated
Health Network 7] [...] Obviously, it has been
observed that at the health center [the name of
the larger health center is mentioned], which
is where, so to speak, those professionals were
assigned, they are available weekly. Every week

they have the professionals, whereas the others, in
the peripheral areas, are sent [there] once or twice
a montbh. [...] The psychologist may only be able
to come twice in the entire month. And the nutri-
tionist, if we are, so to speak, lucky, perhaps once
a month.” (Interview 8, nurse)

This testimony reveals a territorial hierarchy in access
to comprehensive care: while the main health center
has complete multidisciplinary teams available weekly,
smaller facilities lack regular access to these profes-
sionals. This unequal distribution illustrates what Link
and HatzenbuehlerVrefer to as structural stigma: poli-
cies, norms, and institutional conditions that constrain
the opportunities and resources available to stigmatized
populations without necessarily reflecting discrimina-
tory attitudes at the individual level.

According to healthcare personnel, this inequity
deepened, paradoxically, when workers achieved em-
ployment stability through permanent appointments
(nombramiento). This illustrates how health workforce
management practices can produce unintended con-
sequences that deepen territorial inequalities and re-
inforce the third component of stigma identified by
Link and Phelan:® social separation between pa-
tients attending central and peripheral health centers.
Implicitly, this establishes that those receiving care at
the former “deserve” greater access to comprehensive
care than those attending the latter. Moreover, this dy-
namic is embedded within a historically rooted logic of
healthcare centralization that reproduces inequalities
between “central” and “peripheral” territories, with
the latter often inhabited by impoverished and racial-
ized populations.

The absence of a complete multidisciplinary team
or adequate service frequency significantly hinders the
comprehensive and specialized care required, partic-
ularly for patients with substance use disorders, emo-
tional comorbidities, or situations of violence. Nursing
staff compensate for these limitations through informal
strategies, such as telephone calls, contact with fam-
ily members, and home visits. However, these actions
cannot replace the specialized interventions required in
cases involving mental health, gender-based violence,
or severe nutritional problems.

The sporadic availability of multidisciplinary teams
may result in people affected by tuberculosis being re-
duced to individuals who carry the bacillus and must
take medication, while their psychological, nutritional,
and social dimensions are relegated to occasional and
insufficient interventions. This fragmentation of treat-
ment and of the needs of people affected by tuberculo-
sis contradicts the official discourse of “comprehensive
care” and communicates to patients that only their bio-
medical condition matters, rather than their overall
well-being.
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The healthcare dystem as a reproducer of
stigma

The exercise of discretion: extra-normative
strategies

In response to structural conditions, healthcare per-
sonnel implement a range of strategies to improve
treatment adherence targets. These strategies are dis-
cretionary; that is, they are not always regulated, or
regulations are applied by healthcare personnel based
on what they consider appropriate in each individual
case.

“I told you that she had a family and that they
have very limited resources; they live in the last lit-
tle house up on the hill. They tell me, ‘Nurse, the
motorcycle fare is difficult for me.” Sometimes
the mother—I have a 14-year-old patient—the
mother goes out to work and is afraid to send her
daughter alone. They may have gone through some
experience that has affected them. So, I try to sup-
port her in that, you know? ‘Okay, that’s fine, come
here so you can save money, so you don’t have to
spend what little money you have.” She started
crying. ‘I work, I’'m a single mother, I don’t have
money for school supplies.” ‘Okay, take your med-
ication, but send me a video.’ I supervise her. It’s
also a form of support for them. And economically,
yes, because some of the patients come saying, ‘I
haven’t had breakfast.” So, sometimes we prepare
food here for ourselves, and I save some because I
know they’re going to come without having eaten.
Or sometimes I buy them some quinoa or cof-
fee. Although it’s not frequent, some of them come
like that, but they come to comply with their treat-
ment, and for me, I tell them, ‘I’ll even give you a
meal, just come.” Of course, it’s not always possi-
ble.” (Interview 1, nurse)

This account reveals extra-normative care practices:
healthcare personnel make accommodations—includ-
ing video-based supervision instead of in-person su-
pervision®» —which is permitted under the technical
regulations, but whose implementation is left to the
discretion of healthcare personnel. Healthcare workers
also use their own money to purchase food and set aside
food from their personal supplies. The statement, “for
me, I’ll even give you a meal, just come,” illustrates the
priorities of healthcare personnel: maintaining treat-
ment adherence, even if this requires flexibilizing es-
tablished rules. However, by adding “of course, it’s not
always possible,” the nurse acknowledges that these
practices are unsustainable and inequitable because
they depend on the individual worker’s “goodwill.”
Inanother case, a nurse described how she talks with
people affected by tuberculosis to encourage them to
continue their treatment, flexibilizing the requirement

that they take full medical leave, which is difficult for
many to comply with:

“That’s why we give them some flexibility: ‘Don’t
miss your treatment.” You’ve already worked all
day, so have your breakfast, come here, take your
medication, and from 11 or 12 in the afternoon you
can go and do whatever you need to do, and if you
want, continue in the afternoon. But don’t push
yourself too hard, because in the end there won’t
be any progress in your illness. In other words,
you’re not going to improve in the way you want
to improve.” (Interview 3, nurse)

Healthcare personnel negotiate: “don’t let me down on
your treatment” in exchange for allowing the person to
work half a day. This negotiation implicitly acknowl-
edges that the formal protocol—full medical leave for
people with tuberculosis—is impracticable, but it also
places responsibility on people affected by tuberculo-
sis to “not push themselves too hard,” transferring to
them the decision regarding how much they can work
without compromising their health.

This discretionary power is not neutral. As Nunes
and Lotta™ argue, it functions as a mechanism of dom-
ination aimed at shaping the behavior of people affected
by tuberculosis and constituting “healthy” subjects
who conform to the system’s vision. These discretion-
ary practices reveal a fundamental tension: do they
compensate for structural deficiencies, or do they per-
petuate a system that depends on the “goodwill” of in-
dividual healthcare workers rather than on institutional
guarantees? The answer appears to be both at the same
time. On the one hand, these strategies keep people af-
fected by tuberculosis engaged in treatment when they
might otherwise discontinue it. On the other hand, they
allow the system to avoid addressing the structural
causes underlying these dilemmas.

Moreover, these practices generate inequalities:
some healthcare workers are more empathetic or have
greater personal resources that enable them to make
such accommodations, whereas others do not. Thus, the
care received by people affected by tuberculosis depends
on which healthcare worker they happen to encounter,
rather than on institutionally guaranteed rights. The
analysis reveals that institutional stigmais not produced
primarily by individual discriminatory attitudes among
healthcare personnel, who generally demonstrate em-
pathy and commitment toward people affected by tu-
berculosis, but rather by the structural conditions under
which healthcare services operate. As Link and Phelan®®
argue, stigma depends entirely on access to social, eco-
nomic, and political power that enables its components
to take effect. In this case, power does not reside in in-
dividual attitudes, but in the institutional architecture
that systematically fragments care and places responsi-
bility on people affected by tuberculosis.
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Reproduction of Stigma: Confidentiality and
Treatment Adherence

This section examines how the healthcare system ma-
terializes stigma through the implementation of reg-
ulations, surveillance technologies aimed at ensuring
treatment adherence among people affected by tuber-
culosis, and healthcare facility design that segregates
their care. The analysis reveals tensions between the
need for epidemiological control and respect for indi-
viduals’ privacy and autonomy.

Healthcare personnel are fully aware that tuber-
culosis is highly stigmatizing within the communities
of San Juan de Lurigancho, an awareness grounded in
concrete experiences that people affected by tubercu-
losis report consistently. A tuberculosis diagnosis im-
mediately becomes public knowledge, fueled by fear of
transmission and neighborhood surveillance, as illus-
trated by the following account:

“What should be done more? Preventive care in the
community, outside [the health center]. But peo-
ple find it difficult; they feel ashamed. [...] Because
they say, ‘Oh! She’s leaving her sample here,’ ‘Oh,
neighbor!’ And that’s how it starts: ‘The neighbor
is sick, she has tuberculosis!” The label they put
on people—that stigma, you know?—that tuber-
culosis is highly contagious, that you can catch it
by hugging or touching someone. Many patients

here feel bad. It’s as if they feel excluded.” (Inter-
view 10, psychologist)

In response to this community-level stigma, healthcare
personnel deploy strategies of moral reframing:

“Being ashamed is stealing; being ashamed is
killing. An illness is nothing to be ashamed of. It
happened to you, so you have to take the treat-
ment.” (Interview 7, nursing technician)

These strategies are pedagogically destigmatizing, but
they do not resolve the pragmatic problem: stigma op-
erates regardless of whether it is morally justified, and
people affected by tuberculosis have concrete reasons
to fear public disclosure, including neighborhood ex-
clusion, job loss, and the breakdown of social relation-
ships. Healthcare personnel may attempt to change an
individual’s attitudes, but they cannot change the atti-
tudes of the community.

The mere act of entering the tuberculosis care area
is sufficient to publicly identify people affected by tu-
berculosis, making confidentiality structurally impos-
sible. Across all six health centers, large signs indicating
the location of the tuberculosis care area were identi-
fied (Figure 1).

This signage constitutes a form of institutional la-
beling that creates adistinction between “them” (people
affected by tuberculosis) and “us” (other users), rein-
forcing stereotypes of dangerousness and contagion.
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Figure 1.Signage identifying tuberculosis care areas in the health centers analyzed. Lima, Peru, 2025.

Source: Authors' own elaboration.
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Only one of the centers visited used signage with acro-
nyms that made it more difficult to directly identify the
area, a practice recommended by Challenge TB.t"? The
practical consequence is that people affected by tuber-
culosis adjust their schedules to avoid being seen:

“They also tell me, both men and women [...] ‘No,
it’s just that at that time the health post is emp-
tier, and there are people there whom I know.’ So,
they’re afraid [...] because as soon as someone
finds out, the rumors start.” (Interview 3, nurse)

Concealment Strategies: Schedules and Spaces

The concealment strategies employed by people af-
fected by tuberculosis cannot be understood solely as
individual decisions motivated by shame or fear. Rather,
they constitute rational responses to an institutional
environment that materializes processes of labeling
and social separation. Their recurrence across health-
care personnel’s accounts allows them to be understood
as a significant pattern of responses to an institutional
environment that materializes these processes.

HEALTH CENTER 1

U
ENTRANCE
HEALTH CENTER 3

I
ENTRANCE

[] Other specialty care area
[] Waiting area
[ Service area

Peruvian healthcare facility design for primary
healthcare, as established by Technical Health Standard
113,79 sets minimum technical criteria for design,
equipment, and the management of contaminated bi-
ological waste. Within this framework, the standard
establishes “differentiated care areas” for tubercu-
losis—and for human immunodeficiency virus (HIV)
care—with exclusive circulation routes and care ar-
eas located away from other services in order to pro-
mote natural ventilation and prevent the spread of the
bacillus to other areas of care. Thus, the physical envi-
ronment becomes a mechanism of institutionalized la-
beling and separation, reinforcing the idea that people
with tuberculosis are inherently dangerous and differ-
ent from other users, while reproducing experiences of
exclusion and humiliation:

“Because sometimes they say, ‘No, they’re going to
see me at the health post. What if they find out I
have tuberculosis? They’ll stay away from me.’ [...]
A patient also came in just now, but she was hid-
ing and rushed in here, you know? ‘Don’t let them
see me, don’t let them see me taking treatment.’
I told her, ‘But, my dear, it’s normal. We all have

HEALTH CENTER 2
ENTRANCE FOR PATIENTS

ENTRANCE WITH TUBERCULOSIS
JL :

[f
N

HEALTH CENTER 4

ENTRANCE

B Tuberculosis care area
[] Open area
«- Patient flow

«== Flow of patients with tuberculosis

Figure 2. Segregated location of the tuberculosis care area in the health centers analyzed. Lima,

Peru, 2025.

Source: Authors’ own elaboration hased on spatial observation forms from the six health centers.
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Figure 3. Completely isolated location of the tuberculosis care
area in the health centers analyzed. Lima, Peru, 2025.

Source: Authors’ own elaboration based on spatial observation forms from the six
health centers.

tuberculosis, and we can get sick if we don’t take
care of ourselves. Maybe two months from now,
your friend or your neighbor will get it.” So, I think
it might be that, you know? The fear of what peo-
ple will say.” (Interview 7, nursing technician)

Across the six health centers studied, we analyzed how
the location and physical layout of the tuberculosis care
areas, as well as the placement of signs and informa-
tional posters, may reinforce stigma toward people af-
fected by tuberculosis. In four of these health centers,
the tuberculosis care area was located in the most re-
mote part of the facility (Figure 2); in others, it was lo-
cated in concealed areas (Figure 3) or in shared spaces
divided by screens due to lack of space (Figure 4). As a
result of this spatial arrangement, there is a clearly dif-
ferentiated entry route and segregated spaces for peo-
ple affected by tuberculosis. This may discourage timely
care-seeking, affect treatment adherence, and exacer-
bate the social burden of the disease, thereby reproduc-
ing stigma.

During the fieldwork, a complaint was witnessed
at Health Center 4 (Figure 1) involving a person affected
by tuberculosis. Although the health center has a segre-
gated entrance for people affected by tuberculosis, the
door is not always open, forcing these individuals to en-
ter through the main entrance and then follow the seg-
regated route. The person arrived at approximately 8:30
am., and the security guard at the entrance publicly

reprimanded them for using the main entrance, shout-
ing: “You have tuberculosis; you could infect the people
here. You cannot enter through this door. You have to use
door N2.” The embarrassed person replied: “The door is
closed, and I am wearing a mask.” Despite this response,
the security guard continued to blame the person for
potential infections.

The person affected by tuberculosis arrived at the
care area visibly distressed and feeling exposed. They
reported the incident to the nurse in charge, who offered
support and stated that what had just occurred was a se-
rious mistake. The nurse called the security guard over
and reprimanded him in front of the person, explaining
that such public disclosure was unacceptable on con-
fidentiality grounds. Although a reparative action was
taken, the person affected by tuberculosis had already
been exposed to other users, thereby reproducing the
stigma associated with tuberculosis transmission.

On the other hand, regulations also stipulate that
the tuberculosis care area must be exclusive and have
adequate cross-ventilation, but they do not establish
the same conditions for other care areas. Consequently,

HEALTH CENTER 6

ENTRANCE

[[] Other specialty care area

[_] Waiting area

[ Service area

Il Tuberculosis care area

] Open area

< Patient flow

<==Flow of patients with tuberculosis

Figure 4. Shared location of the tuberculosis care area in the
health centers analyzed. Lima, Peru, 2025.

Source: Authors’ own elaboration based on spatial observation forms from the six
health centers.

Note: In this case, the health center does not have sufficient space to locate the
tuberculosis care area outside the common care area.
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the location of this area depends, in part, on how tuber-
culosis is understood by the architects responsible for
designing, constructing, or renovating health centers.
According to an architect specializing in healthcare fa-
cility design in Peru (exploratory conversation, August
2025), architecture professionals are not trained in is-
sues such as the rights of people affected by health con-
ditions, stigma, and dignified care. As a result, ideas
associating tuberculosis with a dangerous disease re-
quiring complete isolation from other services may
be reproduced. Although exploratory, this observa-
tion is consistent with the findings of the spatial analy-
sis and with the provisions established in the technical
regulations.

Peruvian healthcare facility design reflects an un-
resolved tension between the biomedical logic of ep-
idemiological control and the need to ensure dignified
and inclusive care for people affected by tuberculosis.
Regulations prioritize biosafety but lack a rights-based
approach that incorporates anti-stigmatizing crite-
ria into the physical organization of healthcare spaces.
This regulatory framework institutionalizes separa-
tion and reinforces a hierarchy between people con-
sidered “safe” and “dangerous,” thereby perpetuating
structural stigma that may affect treatment adher-
ence and erode people affected by tuberculosis’ trust in
the healthcare system. In practice, users perceive that
“people with tuberculosis” should go to a different
place, wait separately, or move through designated cor-
ridors, thereby naturalizing their separation from peo-
ple with other health conditions.

Discussion

The findings of this study identify three conceptual ten-
sions that warrant further elaboration in light of the ex-
isting literature.

The first tension concerns the analytical bound-
aries between institutional stigma, structural stigma,
and everyday practices. The article relies primarily
on healthcare personnel as its empirical source, mak-
ing it possible to reconstruct the everyday mediations
through which workers reproduce or modulate institu-
tional mechanisms. However, structural stigma itself,
in the sense proposed by Hatzenbuehler et al.,*® oper-
ates at a broader level, encompassing the policies, reg-
ulatory frameworks, and conditions that organize the
healthcare system as a whole. From the perspective of
the social determination of health,® this distinction is
particularly relevant to the Latin American literature,
which has systematically distinguished between the
effects of social relations on the distribution of illness
and the institutional mechanisms that reproduce in-
equalities in healthcare. This study provides evidence
on the latter dimension from a localized perspective in
Lima, contributing to a research agenda that should be

expanded through comparative studies in other Latin
American cities with a high tuberculosis burden, such as
S&o Paulo, Bogotd, and Mexico City, where similar dy-
namics of spatial segregation and institutional overload
have been reported.©+

The second tension is between biosafety and rights.
The analysis shows that epidemiological control pro-
tocols, directly observed treatment, differentiated cir-
culation routes, and signage identifying tuberculosis
care areas are legitimate instruments from a biomedi-
cal perspective, yet they produce forms of “persecutory
health”, in which epidemiological risk control may
systematically undermine the privacy, dignity, and au-
tonomy of people affected by tuberculosis. This tension
is not exclusive to the Peruvian case. In Brazil, Nunes
and Lotta®™ document how tuberculosis control pro-
grams in primary healthcare settings reproduce forms
of surveillance that stigmatize impoverished popula-
tions. In Mexico, Bidegain®® has shown how the mobil -
ity and use of space of people with tuberculosis in urban
settings are conditioned by stigma associated with their
physical visibility within healthcare facilities.

Along these same lines, this article shows that the
Peruvian healthcare system formally recognizes the
importance of maintaining confidentiality. Healthcare
personnel emphasize that they do not disclose infor-
mation to third parties without the individual’s consent.
However, this formal confidentiality is structurally im-
possible to maintain when:

= People affected by tuberculosis must attend the health
center daily for six months.

= The health center has an identifiable “tuberculosis
area.”

= Home visits are conducted in settings where neigh-
bors can observe them, and communities are small
and people know one another.

= People affected by tuberculosis are required to wear
masks.

The architecture of epidemiological surveillance makes
confidentiality more of a legal fiction than a practical
reality. The system is designed to maximize the visi-
bility of and control over the individual user through
mechanisms such as daily directly observed treatment,
which is incompatible with privacy.

The third tension concerns the ambiguous na-
ture of healthcare personnel’s discretion. The findings
show that frontline workers deploy extra-normative
care strategies that simultaneously sustain treatment
adherence and perpetuate dependence on individual
workers rather than guaranteeing institutional rights.
This dual nature of discretion has been documented in
Latin American primary healthcare settings. Ramirez
Hita,®? in the case of Bolivia, has pointed out that the
quality of care in primary healthcare facilities depends
to a considerable extent on the subjective dispositions
of healthcare personnel, thereby deepening inequalities
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among patients with different capacities to negotiate.
Farmer,®® from a global health perspective, has argued
that when healthcare systems rely on frontline person-
nel to compensate for their own structural deficiencies,
structural violence is not only left unresolved but also
rendered invisible through the mediation of individual
acts of empathy. In this sense, the care practices doc-
umented in this study do not invalidate the structural
analysis of stigma; rather, they illustrate how the sub-
jectivity of healthcare personnel operates within the
boundaries defined by institutional organization.

What distinguishes the Peruvian case within this
regional landscape is the combination of three inter-
connected factors: a technical healthcare infrastructure
regulation®™ that explicitly institutionalizes differen-
tiated circulation routes and the spatial segregation of
tuberculosis care areas; a context of high levels of in-
formal employment that makes the medical leave pro-
tocol structurally impracticable, shifting to healthcare
personnel the responsibility of individually negotiating
the conditions necessary for treatment adherence; and
a territorial concentration of the tuberculosis burden in
densely populated districts characterized by urban pov-
erty, such as San Juan de Lurigancho, where anonymity
is virtually impossible and community stigma oper-
ates with particular intensity. This combination has not
been documented in an integrated manner in the Latin
American literature on tuberculosis, constituting the
specific contribution of this study to the regional re-
search agenda on collective health.

Conclusions

This article began with the observation that, in urban
contexts such as San Juan de Lurigancho, persistent dif-
ficulties with tuberculosis treatment adherence cannot
be explained solely by clinical factors or individual de-
cisions. Although the literature on social determination
has demonstrated the close relationship between pov-
erty and tuberculosis, our analysis suggests that it is
also necessary to examine how the healthcare system
itself shapes experiences of institutional stigmatization.
The social determination of health perspective® pro-
vides a relevant analytical framework for this observa-
tion: unlike the “determinants” approach, which tends
to identify discrete risk factors affecting individuals,
social determination refers to the structural relation-
ships that produce collective illness. In this case, these
relationships include not only the material conditions of
poverty and overcrowding associated with tuberculosis,
but also the institutional organization of the healthcare
system itself as a space in which forms of stigmatization
are produced and reproduced, affecting the therapeutic
trajectories of people affected by tuberculosis.

The concept of structural stigma® made it possible
toidentify how these processes become institutionalized

through regulatory frameworks, control protocols, and
spatial arrangements within healthcare facilities. It also
showed that healthcare personnel operate within these
frameworks, reproducing or modulating practices of
discretionary control and stigmatization. The institu-
tional stigma documented in this study can therefore be
understood not as a residual or cultural phenomenon,
but as a product of power relations expressed through
the material organization of healthcare services: in the
spaces, protocols, resources, and regulations that shape
what is possible within the system.

These findings engage with a central debate in pub-
lic health: the tension between protecting collective
health and safeguarding individual rights to privacy,
dignity, and quality care. Epidemiological control strat-
egies are necessary, but when implemented without
consideration of their social effects, they may produce
forced visibility and symbolic separation that under-
mine trust in the healthcare system. Directly observed
treatment protocols, differentiated circulation routes,
and signage identifying tuberculosis care areas are le-
gitimate instruments from a public health perspective,
but they also produce forced visibility and symbolic sep-
aration that erode trust in the system and discourage
treatment adherence.

Finally, the study suggests that healthcare systems
are not merely neutral channels for service delivery, but
are constitutive components of the social determina-
tion of health. As Smyth et al.?? point out, discrimina-
tion discourages people with tuberculosis from seeking
care, obtaining a timely diagnosis, and maintaining
treatment. Therefore, institutional organization, the
distribution of spaces, and surveillance mechanisms
influence therapeutic trajectories. Addressing tuber-
culosis thus requires not only biomedical and social in-
terventions, but also a critical review of institutional
arrangements that may contribute to the reproduction
of stigma.
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