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is another risk factor for HIV transmission. The Devadasi 
women serve patrons that bring HIV to the villages of north-
ern Karnataka from large Indian urban centers such as Delhi.3 

Risk factors that speed up AIDS development include poor 
water quality, lack of or inadequate sanitary practices, and 
close association with other AIDS-afflicted persons.8

EPIDEMIOLOGY

There are approximately 2.5 million individuals living with 
HIV/AIDS in India. Three to six percent of all afflicted 

persons in India live in the villages of northern Karnataka.5 
The rates of HIV/AIDS have consistently remained high in 
the north largely due to the prevalence of Devadasi sex work-
ers, who make up 15% of the village’s population and con-
stitute greater than 50% of all HIV/AIDS cases in northern 
Karnataka.6 These figures are based on census reports con-
ducted in 2012 that gathered data from village health workers 
and clinicians in local hospitals. However, this data is likely 
to be an underestimation since a number of villages are dif-
ficult to reach by census, and there are also a large number of 
unreported cases – especially among women. Most women 
are diagnosed after they develop AIDS, although a num-
ber of women may be living with HIV with no observable 
symptoms.5 Mortality rates of HIV/AIDS-afflicted persons 
in northern Karnataka have not been documented, although 
nearly all who have developed HIV have also developed 
AIDS.5 The most common complications include tuberculo-
sis, organ failure, and cervical cancer, although the number of 
Devadasis with these complications has not been reported.4 
Approximately 1000 to 2000 girls between the ages of 2 and 
11 are introduced to this practice each year.7

SOCIAL DETERMINANTS
Built Environment

The ongoing practice and nature of Devadasi sex work in 
Karnataka, India serves as a major determinant to the 

HIV/AIDS epidemic there.6 Devadasis are symbolically mar-
ried to the Goddess Yellamma and believed to be endowed 
with the powers of fertility and granting lifelong well being.9 
As a result of these beliefs, girls between the ages of 2 and 
11 are initiated into the tradition and expected to perform 
sexual practices for patrons. Girls affiliated with subordinate 
castes comprise the majority of Devadasis since families view 
this practice as a means to acquiring a stable income.10 As 
northern Karnatika is predominantly a low-caste and low-
income community, there is widespread acceptance of this 
practice.7 These notions accelerate the initiation of girls into 
the practice. 
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HIV/AIDS IS A GROWING EPIDEMIC IN INDIA, 
which is home to one-sixth of all HIV-infected per-
sons worldwide.1 While HIV/AIDS afflicts people all 

over India, there are notable locations where high incidences 
of the disease have recently emerged: Andhra Pradesh, Maha-
rashtra, and northern Karnataka. The rural areas of Karna-
taka are home to a disproportionately-affected population 
that has maintained a relatively high rate of HIV/AIDS since 
the practice of Devadasi sex work emerged among women 
and young girls as early as the 12th century.2 Referred to as 
“servants of God,” these Devadasis are obligated to perform 
sexual services for priests and other patrons.3 Rates of HIV/
AIDS have been measured at this population level largely 
through diagnostic and laboratory tests of blood samples 
sent to cities for study. Unfortunately, it is estimated that a 
large number of cases are unreported and thus undiagnosed.4 
HIV/AIDS occurrence in the population of rural Karnataka, 
especially in the Devadasis, poses an enormous public health 
risk since the disease is both physically debilitating and easily 
transmittable from these rural areas to the densely populated 
cities of India. Ultimately, the built environment of rural Kar-
nataka, which encourages Devadasi sex work, coupled with 
socio-economic factors, quality of and access to healthcare, 
and the risky behaviors of workers and their patrons all serve 
as social determinants of Devadasi health. 

BIOMEDICAL BASIS OF HIV/AIDS

HIV, the Human-Immunodeficiency Virus, refers to a 
virus or pathogen-containing agent that destroys spe-

cific T-cells of the human immune system. In healthy individ-
uals, T-cells recognize and destroy pathogens. The reduction 
of T-cells increases the likelihood of infections and complica-
tions which can lead to death. In the first two stages of the 
disease, as HIV destroys all helper T-cells, there are few exter-
nally-noticeable symptoms.8 AIDS, or Acquired Immunodefi-
ciency Syndrome, develops over time (several months to five 
years after HIV infection) as the likelihood of cancers, infec-
tions, and other illnesses increases. Although HIV can exist 
without AIDS, most cases are diagnosed following symptoms 
of AIDS.8 Tuberculosis, organ failures, and pneumonia are 
some of the many complications that may arise and prog-
ress quickly in an HIV patient.8 The earlier HIV is diagnosed, 
the better the chances are for long term survival. If interven-
tion to help manage life with the disease begins immediately 
after HIV or AIDS is discovered, survival rates are dramati-
cally increased.8 Heterosexual contact with the virus during 
intercourse, through bodily fluids, accounts for nearly 85% 
of all HIV transmission and is the primary risk factor for the 
Devadasi women of Karnataka.4 Once the blood or semen 
containing the virus enters the body, it remains there perma-
nently. Residence in densely-populated urban environments 
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However, if girls or women diagnosed with AIDS reveal 
their status to their families, they are disbanded from 

the sex work, losing their income and social status.3 Stigma 
against AIDS rather than against the causes of HIV/AIDS 
reduces long term positive health outcomes and encourages 
workers to maintain a submissive nature. 

The built environments and nature of the Devadasi 
patrons also influences health outcomes. When several 
cohorts of Devadasi patrons from urban locations were inter-
viewed in a 2012 study, all the patrons reported weekly heavy 
alcohol consumption and feelings of loneliness in their mar-
riages. They chose to become patrons of the Devadasis as 
they “found positively affective relationships with sex work-
ers.”6 Patrons’ active seeking of intimacy with the Devadasis 
encourages families to send more daughters into the practice, 
a choice that makes them highly susceptible to HIV.

Health Behaviors

Alcohol drinking among patrons and the minimized usage 
of condoms are individual behaviors stemming from the 

built environment that determine outcomes for Devadasis. A 
common belief in India is that condoms are “dirty,” and evi-
dence of aberrant female practices. Some patrons are served 
for an entire lifetime, which changes the patron-Devadasi 
relationship dynamic and makes it more “marriage-like.” This 
belief encourages the practice of unsafe sex as the proposal of 
condoms is seen to imply infidelity and mistrust on the wom-
an’s part.1 Fear of destroying the relationship between the 
worker and the patron encourages Devadasis to be submis-
sive, a behavior that increases their likelihood of contracting 
HIV through patron violence in an alcoholic state.5 Alcohol 
consumption becomes a behavioral determinant of health for 
the Devadasis when patrons lose control following excessive 
drinking and forcibly remove condoms during sex.6 

Socio-Economic Factors

Employment and stable income drawn from Devadasi sex 
work, positive social relationships, and the lack of appro-

priate sexual education are all socioeconomic determinants 
of health that encourage families to initiate their daughters 
into this practice. Most of the Devadasis have grown up with 
little knowledge of female sexuality and reproduction.7 Thus, 
they do not understand the implications of sex work and the 
importance of HIV prevention. Sexual service is their primary 
means of earning a livelihood.6 Long term relationships with 
patrons are financially beneficial as Devadasis can thus main-
tain a consistent income.6 However, the opportunity cost of 

earning a livelihood is the higher rate of HIV contraction and  
increased stigma against condom usage.

Access/Quality of Health Care

Several HIV prevention campaigns have been successfully 
launched in Indian cities and in some villages. However, 

in northern Karnataka, there is inconsistent access to HIV 
preventative services.5 Remote clinics delay the screening 
and diagnosis process and are not equipped with the neces-
sary tools to manage HIV/AIDS. Moreover, villages such as 
Karnataka are considered hot spots for infections that spread 
through unsanitary practices.8 Interestingly, increasing word 
of HIV/AIDS transmission in northern Karnataka has influ-
enced the Devadasi system to perpetuate this practice. Upon 
learning how HIV transmits, patrons have demanded more 
virgins, who are thought to protect or even cure men from 
HIV.7 Women market their young daughters’ virginal sta-
tuses to capitalize on these fears and recruit more patrons.3 
By doing so, and forbidding condoms, these mothers are cre-
ating health risks for their daughters, while the patrons are 
influencing the infiltration of more girls into this tradition. 

MOVING FORWARD

HIV/AIDS is a debilitating disorder that disproportion-
ately targets Devadasis of northern Karnataka, India. 

There are a number of interrelated social determinants of 
health that have made it difficult to control the HIV/AIDS 
rates in this population within the past few years. While 
acquiring a stable income, maintaining social support net-
works, and strong relationships with patrons are possible 
through Devadasi sex work, the long term consequences of 
their practice are high rates of HIV transmission, develop-
ment of AIDS, and death. Professionals in medicine and pub-
lic health ought to consider the larger social environment 
of these women and the realities of life with which they are 
presented when discussing the HIV/AIDS epidemic. Certain 
questions must be asked: Who has the right to label an act as 
morally or ethically wrong? And how can professionals who 
oppose the practice of Devadasi sex work be sensitive to and 
mindful of the ideologies that exist within the community as 
they identify strategies for progress? Ultimately, in addition 
to seeking better drug treatments or preventative vaccines 
for HIV/AIDS, collaborators in medicine and public health 
should recognize factors that may lie out of their control. 
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