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I still remember the first time I felt blood infected with the human

immunodeficiency virus (HIV). The patient was lying in front of me

after I had drawn a femoral blood sample. I put the needle into the

sharps container and looked down to see a dollop of fresh dark

blood glistening on my glove. This experience came only one week

into my elective in South Africa.

It looked the same as the blood I had shed from my knees and

elbows as a child playing on the street. It felt like any other blood

that I have felt through the safe barrier of a surgical glove, yet there

was something different about it. I played with it briefly, rolling it

between my thumb and index finger. This sensation was strangely

exhilarating, considering that in that little drop of blood existed

something so miniscule and yet so powerful. On my hands was

something that could slowly destroy me, and not even the strictest

adherence to the best treatment could guarantee my survival. At

this moment, I had less than a millimetre of glove separating me

from HIV, one millimetre between life and potential death.

Removing my gloves more carefully than I had ever done before, I

examined my hand: it was the same, but it seemed to me

something was different. There was no needlestick, but as I washed

my hands, I did so in a manner that was decidedly more careful and

extensive, even though there was minimal risk.

This experience forced me to examine my perceptions and ideas

about people living with HIV/AIDS. I realised, with a tinge of shame,

that despite multiple courses and lectures on behavioural science

and empathy, I held a certain fear of people living with HIV/AIDS

that I had never before been forced to confront. As far as I was

concerned, my patient’s blood bore the stigma of HIV/AIDS, a

stigma I was loath to face.

Stigma?
Stigma is a Greek word meaning “a mark made by a pointed

instrument, a dot”.1 In a contemporary context, it is understood as

a mark or sign of disgrace or discredit, and in the medical context as

“a visible sign or characteristic of a disease”.1

My clinical experience with people living with HIV/AIDS in Ireland

prior to my experiences in South Africa was essentially nil. My first

opportunity to draw arterial blood as a medical student was cut

short when the attending physician told me that the patient was

HIV and hepatitis C positive, and I should wait for another patient.

On the heels of this event came a patient, originally from Nigeria,

who presented with oesophagitis. I remember whispering to the

other student on the team, once out of sight and hearing of the

patient, the single word: “AIDS!”

These formative experiences have led me to seek answers to tough

questions: where did my beliefs about and my reaction to the

stigma associated with HIV/AIDS come from, and what are their

effects on my future provision of healthcare? Are my ideas and

feelings likely to be shared by many in the healthcare professions? If

so, what impact does this have on patient care?
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KwaZulu-Natal Province
A 1991 South African study found that half of healthcare

professionals felt that homosexuality was a psychological disorder

and that it was immoral.2 Hopefully, during the 15 years since this

study was published, attitudes have changed through increased

knowledge and education about homosexuality and its relationship

to HIV/AIDS. The influence of healthcare providers’ beliefs about

people living with HIV/AIDS have been found to be under-studied in

the realms of testing, treatment and prevention.3

In the province of KwaZulu-Natal, where I was based during my

elective, over half of all adult deaths in 2000 were due to AIDS.4 It is

clear from this figure, as well as my direct personal experience, that

the majority of the patients in hospital are people living with

HIV/AIDS, meaning that there are a huge number of daily interactions

between healthcare workers and people living with HIV/AIDS. A

recent study found that members of the community in KwaZulu-Natal

gave a variety of responses to HIV-positive persons, ranging from

sympathy to outright neglect, based on the assumption that the

person was sure to die.4 If these are the attitudes in the community,

then they are likely to be held by members of the healthcare staff, the

majority of whom are drawn from the local community.

Campbell et al found that a complex interplay of psychological and

social factors drives AIDS stigma in two communities that were

studied in KwaZulu-Natal.5 Some of the factors that were found to

encourage the stigmatisation of HIV/AIDS patients were: fear;

unavailability and/or irrelevance of AIDS-related information; lack of

adequate HIV/AIDS management services; and, lack of social spaces

to engage in dialogue about HIV/AIDS.5 What this illustrates is that

attitudes of healthcare staff regarding people living with HIV/AIDS

are complex and have a multi-factorial aetiology, and yet there is a

dearth of research into their effects on patient care.

Epidemic
Stigma, according to anecdotal reports and perception in South

Africa, is a major limiting factor in primary and secondary HIV/AIDS

care and prevention.6 The outcome is discrimination. This

discrimination has been clearly shown to play a large role in the

development and continuation of the HIV epidemic, and it has been

shown that people living with HIV/AIDS experience discrimination

and stigma throughout their lives.7 In particular, healthcare workers’

reaction to the stigma has generated reluctance on the part of

individuals to clarify their own status, delaying testing and

treatment.7 This is unacceptable. If the epidemic is to be stopped, or

at least stalled, then the expectations and training of healthcare staff

must be improved and addressed immediately.

Zhou et al found that extreme over-reaction to people living with

HIV/AIDS (from sympathy to neglect) in practice shows that

education about AIDS should not be solely concerned with how the

disease spreads but rather should include training on the interactive

dimensions of the disease: that is, how AIDS impacts on interpersonal

relationships.8 This may seem obvious, but education without action

is ineffective. All healthcare staff require knowledge about HIV/AIDS

but, in addition to this, they also need to learn about and, most

importantly, practice the behaviours that allow them to interact with

people living with HIV/AIDS in a positive manner.

Students
How do today’s medical students rate in ability to avoid stigmatising

HIV/AIDS patients? A Croatian study of HIV/AIDS attitudes in fourth-

year medical students found that attitudes to and knowledge of

HIV/AIDS patients had changed for the better over the course of a

decade, but there were still significant areas for improvement.9 Tesi

et al found that 84% of students still believed that healthcare

workers should know the HIV status of patients, 50% would disclose

HIV status to other workers against the patient’s wishes, and only

35% believed that HIV testing should be voluntary.9 Furthermore,

students with less prejudice towards homosexuality, more

experience with HIV/AIDS patients and better knowledge of

transmission routes were found to have a more favourable attitude

towards HIV/AIDS.9 From my personal experience with students –

both in Ireland and abroad – these findings do not necessarily reflect

the situation in other countries.

RCSIsmjperspective

Grey’s Hospital emergency room, KwaZulu Natal, South Africa. Sign outside hospital promoting HIV testing and awareness.
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For example, a study in the Middle East of Arab university students

found that there were many misconceptions about HIV/AIDS, and

attitudes towards people living with HIV/AIDS were neither friendly

nor tolerant.10 In some studies, students themselves have expressed the

need for knowledge and a decrease in the stigmatisation of patients

with HIV/AIDS.11 A study looking at the views of undergraduate nursing

students reported that emotions such as fear, anger, and frustration

arose in the process of caring for people living with HIV/AIDS. It is

clear that, with the epidemic showing no signs of abating, there is

more work to be done at the educational level of all future healthcare

staff. The time is overdue to teach the behaviours and attitudes that will

create caring healthcare providers for the future.

‘Just doing my job’
During my last days in an accident and emergency department in

South Africa, I had to draw blood from the femoral vein of a

dehydrated and emaciated patient. Multiple attempts at venepuncture

in the upper limbs were futile and I could see that the patient was

distressed. It was relatively quiet in the A&E and I took the time to

apologise to the patient for having caused her discomfort and having

to jab her so many times. I explained I would be attempting it once

more and I desperately wanted to succeed.

I did, and it was as much a relief to me as it must have been to 

the patient.

This patient was unique in that she was a black woman in the later

stages of AIDS and yet had an Indian husband who was with her in the

hospital daily during her inpatient treatments. Mixed race couples are

still something of a rarity in the hospital, as they are across South Africa.

A day after this episode, the patient’s husband ran into me in the

corridor of the hospital and stopped me, addressing me as ‘Doctor’.

Before I had the chance to correct him and let him know I was a

medical student, he spoke to me. He said that his wife had wanted him

to find me and thank me for being so kind to her the other day.

Apparently, during her multiple admissions to the hospital, she had

never before received a single apology for multiple needlesticks, nor felt

as if she were being treated as a real person, instead of just another

poor black patient with AIDS and no future. (I should point out that I

cannot find fault with the South African doctors, who work extremely

hard in a system that is still struggling to overcome the effects of

apartheid. They are overworked and underpaid for the work they do

and the conditions in which they work are not ideal.)

I replied to this man with some cliché along the lines of: “That’s what

we are here for, just doing our job”. But the moment illustrated for me

the power that each one of us can have in another’s life. I did not cure

her of her illness but I, even as a lowly medical student, allowed her a

moment of humanity in one of her most exposed and helpless

moments.

It also brought home to me that the blood of patients infected with

HIV/AIDS is the same blood that courses through the veins, arteries and

hearts of all human beings. Future healthcare professionals must not

lose sight of this simple truth. If they are not challenged in their beliefs

early and frequently, an entire generation of healthcare providers may

fail in bringing empathetic and quality care to their patients.
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