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ABSTRACT

his study was designed to investigate the perception and attitudes of people living with AIDS
ywards community members and health care providers of the Rustenburg area. The aim of the
:udy was to determine the attitudes and perception of the people living with AIDS towards
ealth care providers and community members. To determine the attitudes of people living

iith AIDS towards feelings of isolation, rejection, blame and discrimination by society and to
iggest more information on how to handle people living with AIDS.

he subjects were 20 male and females between the age below 20 and above 40 years
dmitted at George Stegman Hospital, Saulspoort, Rustenburg area.

he results indicated that a large proportion of the sample indicated that the health care
roviders are supportive and taking good care of them. Thus, they perceive them as good, and
1at they are not discriminatory, rejecting and isolating them. They hold a positive attitude
»wards them.

owever, community members were perceived as rejecting, isolating and discriminating against
1em. The subjects indicated that the only support they receive from the community members
from their family members and sometimes from friends.

.he respondents also mentioned that they had information about the disease before their
liagnosis. Their reactions towards the diagnosis differed, and this included feelings such as
ihock, guilt, confusion and the desire to commit suicide. Findings regarding their sexual
ntimate relationships were different as others were involved in multiple or casual relationship
ind others were only committed to one partner. Regarding the issue of how they learnt about
heir condition, they indicated that they learnt after conducting a blood test.

\ large proportion of the respondents also indicated that a condom is the only effective
nethod to reduce the spread of AIDS as there is no cure for AIDS. They also mentioned that
:ducation is of importance to inform people about AIDS, people living with AIDS must also
.each people about it.
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CHAPTER ONE

.1. INTRODUCTION

ince the first identification of Acquired Immune Deficiency Syndrome (AIDS) by the center for
lisease Control (CDC) in 1981, AIDS has continued to wreak havoc as one of the most serious
pidemic of our time. AIDS is described as being one of the most serious health problems and it
; estimated that by the year 2000, 40 to 50 million people will be infected with HIV (Evian,
995).

 decade has passed since the discovery of human immune deficiency virus as the cause of
DS (Seligson & Peterson, 1990); however, there is no cure for AIDS (Anderson, 1994). In the
bsence of a vaccine or any cure, prevention seems to be the only method for avoiding the
evastating effects of the disease.

'ased on available data other research findings have concluded that AIDS is transmitted

hrough various ways i.e., social contact, blood or other body fluids (Flitzpatric & malligan,
987). However, most of the research shows that AIDS is in the majority of the cases
ransmitted sexually. To reduce the spread of AIDS people have to fundamentally change their
festyles including the most intimate ones. In this regard education can play a significant role to
he effect to request change.

‘he study is of the idea that all of us are living with AIDS. Some of us have HIV, others have
ully-blown AIDS, and others are HIV negative. Nonetheless, all of us as members of our society
ire living with the realities of HIV and AIDS, either directly or indirectly.

{owever, AIDS discrimination and rejection by community members become serious problem.
\ccording to Farthing, Brown and Staughton (1988), few diseases are as frightening to patients
is AIDS and yet, as well as the fear of death, the AIDS patient often have to face a cruel
ejection by their friends 1dsoc y.B mii  thevictimtc hasa loi id adist 10 e
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radition. Blame is most strong for AIDS patients as the disease is also associated with behaviors
r lifestyle that are widely disparaged (WHO, 1991).

he study was promoted by the concern of the researcher with regard to the alarming increase
1 the number o people becoming infected by the virus daily throughout the whole world.
Vhile they are infected, they have to face discrimination, isolation, rejection and prejudice
‘om the society.

.2. MOTIVATION FOR THE STUDY

Ithough research about AIDS in social science has increased, it should be pointed out that little
. being done in the psychology profession especially the clinical psychology profession.

revious studies conducted on the issue of AIDS seemed to pay attention on the knowledge,
ttitudes and perceptions of community members, school children and health care providers
agarding HIV/AIDS. No noted research has been conducted regarding the attitudes and
erception of people living with HIV/ AIDS towards community members and health care
roviders.

he present study aim at arriving at how people living with AIDS are affected cognitively,
motionally and behavioral, regarding the way they are handled by their families, partners,
‘iends, work colleagues, and health care providers. The study also strives to determine the
evelopment and maintenance of the attitudes and perceptions of people living with HIV/AIDS
swards community members and health care providers.

urthermore it is hoped that the study will contribute information to the available literature for
1e understanding of AIDS in relation to sexual behavior and how people living with AIDS are
olated, rejected and discriminated against in our society.
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1.3. THE STUDY AREA

‘he North West Province is one of the nine provinces forming the new South Africa. The
yrovince is semi-urban, however most parts of the regions are rural. The researcher will
'onsider Saulspoort in Rustenburg to be the target area. According to the AIDS statistical
ecords, 21,3% of people in the province are already infected with HIV (Statistics South Africa,
'000).

1.4. STATEMENT OF THE PROBLEM AREA

\IDS could be one of the leading causes of death in South Africa within the next ten years.
\ccording to Centre for Disease Control (CDC, 1987) in many regions, the number of persons
nfected with the AIDS virus is at least hundred times greater than the reported cases. Because
f its rapid spread, AIDS has become a threat to human society. Like other contagious disease
hroughout history, AIDS has not always been very creditable. According to WHO (1991), the
iictims of contagious diseases such as AIDS have frequently been abandoned, isolated and
ejected from the rest of society and blamed for their own condition.

n order to influence people’s attitude and behavior towards people living with AIDS, education
-ampaigns should be facilitated. The other effective route to reduce its spread is through
‘hanging sexual behaviors (Becker & Joseph, 1988).

"n this regard recent studies (Acher, 1989, Judson, 1989, Becker & Joseph, 1988) as cited in
imbayi (1993) found that majority of people living with AIDS were knowledgeable of the
lisease, however they have misconceptions and poor correlation between knowledge of the
lisease and behavior change. According to Judson (1989) as cited in Simbayi for example, the
-ast majority of new cases of HIV infected may occur to individuals who have adequate
:nowledge to prevent infection.
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1.5. OBIJECTIVES OF THE STUDY

1e objectives of the study are as follows:

- To determine the attitude and perceptions of people living with AIDS towards
community members and health care providers,

- To determine the attitude of people living with AIDS towards feelings of isolation,
rejection, blaming and discrimination by society, and

- To suggest more information on how society can handle people living with AIDS.

1.6. ASSUMPTIONS FOR THE STUDY

1e following assumption is held throughout the study:

20ple living with HIV/AIDS are subjected to discrimination and rejection by family members,
iends, work colleagues, insurance schemes and partners.

1.7. LIMITATION OF THE STUDY

5 a result of conducting this study the following limitations can be noted:

- Due to the sensitiveness of the research topic, the researcher was forced to conduct a
self-administered questionnaire (where respondents fill in the questionnaire on their
own), instead of a personal interview as it afforded one greater flexibility in an attempt
to elicit information.

- Because the study will not cover the entire population, inferences cannot be made
about the general population, but only adult’s females and males and not young
children.
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1.8. DELIMITATION

1e study was delimited in the following way:

- The subjects of the study were Black females and males between the age below 20 and
above the age of 40 years staying at Saulspoort, in the Rustenburg area.

1.9. DEFINITION OF CONCEPTS

1e following concepts are defined as they are used in the study:

- Attitudes — refers to a learned predisposition to behave in a consistent evaluative
manner towards a group of people, an object or a group of object (Morgan, King &
Robinson, 1981).

- Perception - is a process by which sensory cerebral areas receive, organize, and
interpret patterns of stimuli from inside the body, or from the environment in order that
the individual may be aware of present data (Fisher, 1991).

- HIV—is an acronym for human immune deficiency virus. This virus is managing to take
over a battalion and invade and destroy just as the invaders do. It destroys the natural
defenses and can spread from one person to another through a variety of routes
(Lerole, 1994).

- AIDS - is the acronym for acquired immune deficiency syndrome.

- Acquired - means to get especially by one’s own efforts or qualities (universal
Dictionary, 1986).

- Immune - refers to a defense function of the body that produces antibodies to destroy
invading antigens (Lerole, 1994)

- Deficiency - refers to a quality or condition of being deficient 9Universal Dictionary,
1986).

- Deficient — means lacking an essential quality or element, a shortage or insufficiency
(Universal Dictionary, 1986).

- Syndrome ~ refers to the combination of different abnormalities making up this
condition (Lerole, 1994).

- Acquired Immune Deficiency Syndrome — can be defined as the end — stage disease
manifestation of an infection with the virus called HIV (Schoub, 1994).
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Patient — is a person receiving medical treatment from a doctor and / or in a hospital
(Oxford Dictionary, 1987).

Community — is a group of people living together and / or united by sharing interest,
religion, nationality, etc. (Oxford Dictionary, 1987).

Member — is a person belonging to a club, group, etc. {Oxford Dictionary, 1987).
Health care providers — include a broad array of persons from a variety of professions
who care for the sick (Kaplan, Sadock & Wilkins, 1991).

PWAs — is an acronym for people living with AIDS.
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CHAPTER TWO

LITERATURE REVIEW

.1. INTRODUCTION

he purpose of this chapter is to give a brief background of the disease, the origin and the
xtent of the problem worldwide. It will also look at the dynamic process of all the phases of
1e disease and various ways in which the disease is transmitted. The perception and attitudes
f the people living with AIDS towards community members and the health care providers will

Iso be discussed.

AIDS AN OVERVIEW

.2. AIDS ITS BACKGROUND INFORMATION

Ithough the history of AIDS can be dated from back to 1981 at the Center for Disease Control
ZDC) in Atlanta Georgia, the first cases were seen in 1978 (Bezel, 1988 in Mwale & Burnard,
992). The disease was first described in America in 1981, after a number of men had
eveloped a rare pneumonia caused by a parasite called pneumocystisis carinii. These men
/ere previously healthy, between 20 and 45 years of age and homosexual - oriented (Evian,
995). With in a short time, similar cases had been reported in New York and San Francisco,
thile other reports included cases of perianal herpes and uncontrollable diarrhea, all
nresponsive to treatment and occurring in homosexual man. Other cases followed rapidly on

he heels of the first reports.
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11982, AIDS was therefore defined as Kaposi’s sarcoma (KS) in a person under 60 years of age
r an opportunistic infection suggestive of a defect in cell mediated immunity occurring in a
erson with a no known cause for a diminished resistance to the particular disease with which
1ey presented (Farthing, Brown & Straughton, 1988).

1 September 1982, the Centre for Disease Control (CDC) named the new disease Acquired
nmune Deficiency Syndrome (Gee & Moran, 1985). A new disease is considered as such, when
has a unique set of characteristics for which there are no preexisting categories or labels.

IDS falls under that category because it fatally affected many people.

he Centre for Disease Control (CDC) produced a provincial case definition of AIDS in the

utumn of 1982, AIDS was defined on the basis of its occurrence of unusual infections or cancer
ach as pneumocystisis carinii and Kaposi’s sarcoma in previously healthy individuals due to an
nmune deficiency of unknown cause.

ince 1982 or 1983 more cases were identified. Data received by CDC offices from investigators
rowed that the incidence of AIDS was roughly doubling every six months (Pratt, 1988). Certain
spects of the disease such as, its origin or causes was unknown at that time as well as its
1eans of spread were especially alarming.

oon afterwards in Central Africa, health care providers were discovering a new disease causing
avere weight loss and diarrhea (Evian, 1995) that according to Mpati (1990} was called the slim
isease. The same disease was reported in countries like Zaire, Uganda and Rwanda. It seems
kely that the disease found in Africa was as the new AIDS identified in western countries.

he causative agent of AIDS was discovered in 1984. The virus was named Human immuno
eficiency Virus (HIV). Immediately after the causative agent was discovered, diagnostic test for
1e virus were developed. The different ways in which the epidemic was spreading also became
lear.
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ver 46000 cases had been reported to the CDC up to 18 December 1987 (CDC — update, 1987).
he Centre for Disease Contro! further predicted that more people would be infected and

'ould die of AIDS as years went by. It was also during 1987 that the World Health Organization
VHO) mandated by United Nations, recognized the seriousness of the emerging AIDS

pidemic. According to Hubley (1992), a special program on AIDS was established to respond to
1e growing threat of AIDS. In this program the WHO was mandated to provide the global
:adership in the fight against AIDS.

ven if the program was established world — wide, the goal of controlling HIV seemed as distant
s ever before. It seems as if the global battle against HIV/ AIDS has been lost. There in no cure,
o effective treatment or no vaccine for AIDS, and there seems very little significant progress in
1e near future. Even in 1999 a cure and treatment for AIDS still remain illusory.

his section merely gave the background information on AIDS. The following section will
ttempt to answer the question of the origin of AIDS.

.3. THE ORIGIN OF AIDS

/here does AIDS originate? The simple answer is that no one knows for sure. The origin of the
IV virus and AIDS is still a mystery. There are many theories, but none so far has proved the
rigin of the virus. The origination of AIDS has been argued at great depth, however a

onsensus has never been reached, but instead it aroused considerable controversy and hatred.
t present the answer to the origin of the disease remains as unresolved as when the question

ras first posed.

ased on literature, the disease AIDS was first recognized in the USA and only somewhat later
ras the epidemic as such observed in Europe and the African continent. Although no one

nows where AIDS started, there are theories that attempt to answer the question of the origin
f AIDS.
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1e first theory as stated by Whiteside (1996) emphasizes that it is a common belief in African
ymmunities that whites are in some way responsible for the virus, and that it is a plot to
duce the black population and / or prevent them from having fun.

1e spread might have been facilitated by political development in Africa. Fan, Conner and
llareal (1996), states that, HIV resulted from a plot between Israel and South Africa that
wread could also have been as the result of international travel between countries, the results
“sexual revolution and the widespread drug administration.

iis theory seems to be unacceptable. Given the rapid spread of the disease, it is hardly likely
iat the virus could have circulated in humans as far much before the late 1950s and still
‘mained unrecognizable. This is also corroborated by reports of doctors with many years of
inical work experience in Africa, who agreed that the di  ige caused by AIDS on the physical
»dy of the victim is too great that it would have been most unlikely that the whole epidemic
uld have existed unnoticed.

variation of this theory is that the human immune deficiency virus originated from animals.

) corroborate on this fact, Fan, Conner and Villareal (1996) who stated that, HIV resulted from
'xual relations between humans and sheep and also between humans and monkeys. However,
iis theory states that in animals the virus did not cause the disease but was transferred to
1mans where it caused the disease. The animal that has received the most attention as a
sssible source has been the African Green Monkey (Hubley, 1992), which has simian immune
:ficiency virus.

‘he information that appeared to support this theory is that the virus SIV is genetically similar
o (HIV2). However, Schoub (1994) stated that SIV under natural conditions only infects
nonkeys and not humans. Furthermore, it has been proved that the original AIDS epidemic is
)een based on HIV1 that is distinct from HIV2, which only appeared at a later stage. Thus, the
ireen Monkey theory leaves the origin of the HIV1 unexplained.
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-other theory mentioned by Hubley (1992) and that incidentally does not implicate Africa is
t HIV was produced by the so —called the American military germ. The theory has been
icized by the American Government, as the technology for genetic engineering did not exist
he early 1970s. Thus, HIV would make a highly unsuitable pathogen for germ warfare.

' last view — point on the origin of AIDS that holds more truth is that AIDS is a new disease. It
an in humans in the 1970s and early 1980s and has ever since increased in extent.

iporting this theory are studies that have revealed very little prevalence of infections with

in USA, Europe and Africa before the late 1970s and 1980s (Schoub, 1994).

. AIDS AS A GLOBAL PROBLEM

' society is now confronted with a global problem that is not only a specific challenge but

) a threat to human existence. Lachman (1995) stressed that a global strategy for AIDS
vention incorporates the concept that no country will be able to stop AIDS until it is stopped
Il countries.

S is now a true pandemic and it is evident that the worst is yet to come according to Dr

‘heal H. Marson the Director of the WHO (Tanne, 1992). The cumulative number of HIV
ictions to date exceeds 17 million worldwide (WHO, 1995). If present threads continue the
ire will be more than double to reach 30 to 80 million by the year 2000 (Evian, 1995).

ther estimates indicate that for every case of AIDS, there may be between 50 to 100 other
ple who are infected but because of being unaware of the fact they may possibly spread the
:ase to others. This will suggest that merely judging the extent of the cases reported will be
leading.

ze a cure for AIDS has not been found, the most important task left is to strengthen

ventative strategies. All health care providers have an obligation and responsibility to ensure

promotion of a healthy life style. This is an urgent matter, especially in Africa since the

nber of AIDS cases is rising rapidly. People of Africa need to be informed and educated so as
obviate tl ac Ao ‘entati s. This would be further discussed in the

owing section.
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1.5. AIDS IN AFRICA

tis generally accepted that, Africa is the Continent hardest hit by AIDS. According to WHO, the
\IDS problem in Africa is outstripping the rest of the world (Steinberg, 1993). It is estimated

hat 13,5 million Africans have died of AIDS , representing 85% of those who have died of AIDS -
elated illnesses worldwide (World Bank Report, 2000). Although AIDS is evident in all African
ountries, there are substantial differences within Africa. Research shows that the level of AIDS
s highest where AIDS was first recognized i.e. central and Eastern Africa.

‘here are factors which seem to worsen the incidence of AIDS | Africa:

- The fact that Africa is the third world developing continent which does not have enough
resources and infrastructures of health services, contribute to the rapid spread of the
AIDS virus. As Lachman (1993) estimates that, about 60 percent of people in Africa are
without access to basic health services, with the most acute problems occurring in Sub —
Saharan Africa. Therefore people in remote rural Africa are less likely to be informed
about AIDS.

- Due to the scarcity of resource there is a tremendous movement of people from rural to
urban areas. This movement ensures a more rapid spread of AIDS in these countries. For
Whiteside (1992), the high numbers of workers whose wife lives in rural areas tend to
increase the number of partners and thus the rate of the spread of the virus.

- Factors such as poverty and malnutrition, lack of sanitation and potable water may also
contribute to the spread of the virus. These factors may contribute to the reduction of
the body’s immune and the general level of health that will make it easier for the AIDS
virus to enter the blood stream and infect a person.

Thus, the contribution of all the aforementioned factors may expose people of Africa to
AIDS, which without any doubt is one of the major challenges facing Africa.
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2.6. AIDS IN SOUTH AFRICA

According to Evian (1995), South Africa was one of the last countries in Africa to be
affected by the epidemic. However, the AIDS epidemic seems to be rapidly a growing
problem for the country. Speaking at a graduation ceremony at the Northern Gauteng
Technikon , the Health Minister Dr Manto Tshabalala — Msimang stated that, every fifth
person in the audience was HIV positive, according to the current estimates (Sowetan,
Monday, August, 30, 1999). There is consensus among analyst that South Africa is
currently entering a period of explosive growth of the Aids disease. This will definitely
be the case as long as no vaccine or effective curative agent is developed.

In order to contextualize the present research, the AIDS disease — scenario in South
Africa requires specific analysis. The first cases of AIDS in South Africa were recognized
on two homosexual men in Pretoria in 1982 (Becker, 1986). Research conducted by
S.A.ILM.R. in 1983 - 1985 showed that, the number of people with AIDS increased to 21
{Sher, 1986) after the discovery of the disease in 1982. Up until November 1988, 174
cases were diagnosed. At the end of 1994, 5641 people were reported as having AIDS in
South Africa (Epidemiological comments, 1995).

The current status of the disease in South Africa is alarming. It is estimated that 2 million
people are presently HIV infected. According to Evian (1995) this figures are expected to
rise to 3 — 5 million HIV infected people in the year 2000. Thus, currently it is estimated
that more than 2 — 3 million people are infected with HIV. In this regard experts
calculate that 500 people get infected each day. South Africa therefore is challenged by
the prospect of a vast and growing burden of illness and death associated with AIDS.

Research shows that the majority of people having AIDS in South Africa are blacks
{Epidemiological comments, 1995). Furthermore, the highest rates of AIDS statistics
reflect that blacks are possibly more vulnerable to AIDS in South Africa. However, it
should be noted that blacks are the majority population group in the country and will
therefore proportionately reflect a greater number. The statistics also show that the
majority of people who are contracted are women than men (Epidemiological
comments, 1995).

It should be noted that AIDS statistics are provided not buy all government
departments, but mainly by hospitals. Thus, the truth is that the figures provided may
ir edthata number of nain undi 10sed.
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.7. AIDS IN THE NORTH WEST PROVINCE

As one of the nine province of South Africa, North West is also experiencing an AIDS
epidemic problem as other provinces. The first cases in the North West were reported in
1987. The number of reported AIDS cases has increased from 6 in 1987 to 1020 in 1994.
In 1995, 1364 cases were reported in the entire province. Of the 1364 cases reported in
1995, 98 cases were AIDS related death (Department of Health, North West Province).
In 1997 it was estimated that 18,1% of the population of North West Province was
infected with HIV. According to Statistics South Africa (2000), 21, 3% of people in the
province are already infected with the virus.

CONCLUSION

The question was, were does AIDS originate? The answer may be, this section has
established that the origin of AIDS is unknown, and AIDS is rapidly increasing. South
Africa as other countries worldwide has also entered the epidemic phase where the
rapid spread of AIDS will be experienced. Therefore, the review of the background of
AIDS emphasis that the health professionals, community workers, and the society at
large will have to play a more important role in the prevention of AIDS as prevention is
better than cure.

UNDERSTANDING THE DISEASE

This section intends to discuss in detail the dynamic process of all the phases of the
disease and various ways in which the disease can be transmitted. The researcher felt
the need for this section as most of the people understand content of AIDS and the HIV,
but its process being neglected. The section will also look at the people who are
regarded to be at a greater risk of infection.

2.8. THE VIRUS (HUMAN IMMUNNODEFICIENCY VIRUS)

It is a well established fact that HIV is the causative for AIDS. The virus is the most recent
member of the newly discovered family of virus known as retroviruses. These organisms
are called retroviruses because they reverse the usual flow of genetic formation (Gee &

N an, 17 75). This clearly indica  that HIV  ni id deadly. K a key ‘oup
of cells which co — ordinate the body mmu de system (Ge in, 1985).



24

More importantly it leaves the body open to infection that can ultimately result in
death.

2.9. HIV INFECTION

HIV infection is a process that undergoes various phases.

The phases are as follows:

PHASE A: THE SILENT PHASE

HIV attacks the defense system in the body known as the immune system directly and
undermines the efficiency by attacking most of the important cells of the body.
Thereafter the person moves to the first phase of infection. The typical time between
transmission of the virus and appearance of antibodies directed against the virus had
been estimated to be 6 — 8 weeks (Evian, 1995). During this stage tests for the detection
of viral antigen in the blood are usually negative. The clinical condition is referred to as
sero — conversion illness because the problem is non — advances to the next phase.

PHASE B: THE ANTIBODY PHASE

After infection and the silent phase, there follows the phase of antibody positive phase.
This means that a persons antibody become positive. The infected person during this
phase looks and feels very well but, as times goes on, the viral load increases, thus the
patient progresses to the next phase 9Pratt, 1987).

PHASE C: THE SYMPTOMATIC PHASE

According to Evian (1995), after 3 — 7 years of infection a number of virus particles are
produced which consequently destroy enough of the immune deficiency. At this stage it
becomes difficult for the body to defend itself against many infections. In time, most
infected persons develop a variety of indicators of ill health. Today, these indicators are
known as AIDS Related Complex (ARC). According to Evian (1995), individuals with ARC
usually appear chronically ill. The immune system at this stage continues to deteriorate,
and this ultimately in many patients leads to the next phase namely AIDS.
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PHASE D: AIDS PHASE

It is not yet clear whether all infected persons will progress to the AIDS phase. However,
according to Evian (1995), research conducted in all parts of the world shows that,
approximately 80 percent of HIV carriers will most probably develop AIDS within 2 years
of infection. According to Mpati (1990), research also shows that 20 percent of ARC
victims develop fatal full - blown AIDS during the next 2 years. In this regard
insignificant organisms cause life — threatening infections associated with severe
immune deficiency.

PHASE E: PERIODS OF REMISSION

Periods of remission alternate with new opportunistic disease (that is phase D) and
eventually the patient advances to the last phase. In this phase, treatment of
opportunistic disease encountered in AIDS is included. The treatment might result in a
period of remission and relative good health.

PHASE F: THE TERMINATION PHASE OF THE ILLNESS

At this stage the body becomes progressively weaker with reported infections and
tumors. Commonly, the patient’s appearance premature, graying of hair and wrinkling
of the skin. Death usually occurs 6 months to 3 years after developing AIDS defining
ilinesses (Evian, 1995).

2.10. MODES OF TRNSMISSION

People worldwide are afraid of AIDS. Much of their fear surrounding AIDS is due to lack
of understanding of how AIDS is transmitted. Scientists throughout the world are of the
view that, HIV is transmitted through sexual contact, blood as well as from infected
mother to child. Despite intense international scientific scrutiny, no evidence has
emerged to suggest any other modes of transmission.

Epidemiological studies concluded that HIV may be transmitted by infected individuals

in any stage of iliness, as the virus is found in a variety of blood fluids and substances

such as semen, vaginal secretions, tears, saliva, and urine. However, although HIV is
ymetimes present in fluids such as tears, saliva, and urine, they are not considered
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significant routes of infection because they are considered as fluids with low viral
concentration.

The HIV virus can be transmitted to most people through body fluids that are
considered as fluids with high concentration. Those fluids are blood, semen and vaginal
secretions.

2.10.1. BLOOD

Infection with HIV through blood takes place when infected blood enters into the body
’ o .. For infection to take place, HIV infected blood must bypass the

and enter directly into the body. Infection occurs in most cases if

15 a cut, since neither blood nor virus can penetrate an intact skin.

ugh blood is apparently not a real risk for most people. However, the

ictor to note is that transmission of HIV virus through blood is possible.

ant ways in which the blood infected by the virus can be passed from
ither.

NSFUSION

1ated with HIV will mostly probably lead to infection. Many people in
tracted HIV from blood transfusion (Hubley, 1992}, but this was before
ning of all blood donations. Thus, the screening of blood then reduced
antracting the virus through blood transfusion.

1at, the introduction of testing blood is conducted in many countries.
IS cases through blood transfusion have decreased.

lood is useful, there are still some problems encountered. Looking at
tks after infection for the body to produce antibodies, it can be later
he infected person donated during this period, and the results can
regard the test used does not remove all the possible risks for

it.
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B. NEEDLE AND SYRINGE SHARING

ccording to Senyaapelo (1994), abuse of drugs is becoming an increasing problem among
oung people in South Africa. This, according to Schoub (1994) may increase the rapid spread
nd high prevaience of infection, as HIV epidemic in intravenous drug abusing population has
ften been characterized by a very rapid high prevalence of infection.

/hen drug dependents inject drugs, they frequently draw a small amount of blood into the
yringe. If the same needle is used by another person, the blood together with any HIV
ifection is conveyed to the next person. That is how contaminated blood can bypass from
erson to person through intravenous drug injection. Taking this in to consideration,
itravenous drug users may be considered a group at risk.

C. INJECTIONS

ccording to Schoub (1994) to date, twenty eight (28) doctors have been documented to have
ontracted AIDS through using syringes and needles that are not properly sterilized. This is
ecause health workers frequently came in contact with HIV infected persons and ca
ccidentally prick themselves with injection needles. In practical, according to Kaplan and
adock (1991) only a very few cases of infection of health care workers have been reported.
here are also precautionary measures that are introduced, which also decrease the possibility
f transmission.

.10.2. SEMEN AND VAGINAL SECRETIONS

ccording to Hubley (1992), HIV has been found in semen as well as seminal fluid. Thus, men in
eneral who are HIV infected can infect other people by ejaculating their infected semen into
ne vagina or rectum. This seems to be the main route for infection during sexual intercourse.
vomen with HIV in their vaginal secretion can also infect other people during sexual
tercourse.
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s the virus can also be found in seminal fluid, the act of artificial insemination can also be a
wurce of infection. According to Green and Miller (1986), the majority of Australian women

ho underwent artificial insemination in the eighties, were found to be infected with HIV.
Ithough this was a problem, in the past, it is apparently no longer a threat as all semen donors
‘e properly screened to ensure that they are free of HIV infection.

is now considered world — wide that the predominant mode of HIV infection is sexual
tercourse. Research shows that 90 percent of all HIV cases world — wide are as a result of
wxual intercourse (Evian, 1995). This is an acceptable statement as sexual intercourse is
ynsidered a normal part of human existence. In fact, the need for sexual intimacy is regarded
y Maslow (1969) as a basic need of the human being.

contrary, with the emergence of AIDS, sexual intercourse has become a major threat to the
trvival of human beings.

aving sexual intercourse with a person infected by HIV virus may result in the other person
eing infected. Hubley (1992) emphasizes that a single sexual encounter can be sufficient to
ansmit HIV. Although the risk of a single sexual act is said to be low by some researcher, the
-eater the likelihood of transmission. The likelihood of HIV transmission during sexual
tercourse depend on factors which are as follows:

A. HETEROSEXUAL INTERCOURSE

t present heterosexual intercourse is the most common way in which the HIV virus is
ansmitted. It has been identified as the most preferred method of sexual intercourse (Evian,
395). At the moment the virus has a strong base among heterosexuals. If that base continues
) rise as statistics confirm, many people will be infected resulting into a disaster. According to
ifbrik (1994), vaginal intercourse is a common route for transmission among heterosexuals.
amage or trauma to the vagina increases the changes of transmission of HIV.
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1e aforementioned facts make heterosexual intercourse a major risk activity for HIV
ansmission.

B. ANAL INTERCOURSE

1al intercourse also known as rectal intercourse is defined as “sexual intercourse were the
:nis is inserted into the other person’s anus” (Universal Dictionary, 1988). This method is also
id to be the major risk activity for HIV transmission.

:cording to Schoub (1994), the receptive partner is especially in danger of acquiring infection
:cause of high frequency of damage to the mucosal lining of the rectum during rectal
tercourse. Mouli (1992) points out that although anal intercourse is most common among
ale homosexual, it is also practiced among heterosexuals. This also implies that some women
ight be infected in this particular manner.

C. ORAL SEX

1ere has been no evidence as yet that the virus can be transmitted by means of oral sex.
>wever, during oral sex which takes place into the mouth of the other partner, ejaculation
ay take place into the mouth of the other partner that may lead to HIV infection. The
)ssibility of infection is even high if there are sores in the mouth of the recipient. Green and
iller (1986) suggest in this regard that oral sex should be avoided until this matter has
operly been researched.

10.3. VERTICAL TRANSMISSION - MOTHER TO CHILD

:cording to Scoub (1994) HIV infection may be transmitted while fetus is still in the uterus or
iring delivery process. Infection may also take place after birth or as the baby ingest milk from
e mother. According to Hubley (1992) the overall risk of vertical transmission is

p in ) tra f ir ted thede' pj ito
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1is much faster with babies than with adults (Hubley, 1992). According to Evian {(1995)
of the children who are HIV infected will die within the first 2 years of life, while some
remain well for a long time and only begin to develop symptoms 2 — 3 years after birth.

4. MASTURBATION

sexual act involves the stimulation by hand of the sexual organs “the act of exciting the sex
1s by handling, rubbing, ect”. Masturbation can either be self stimulation or mutual

ilation where stimulation takes place between two partners. There is no risk of

mission from self masturbation, provided that the semen or vaginal fluids do not come
:ontact with the sexual organ of another person. Mutual masturbation on the other hand
nerable activity. Added to the later, Hubley (1992) highlights that there is a risk if the hand
to stimulate the other person’s sexual organ has a cut or sores.

.5. SEXUAL TRANSMITTED DISEASES (STDs)

illy transmitted diseases increase the probability of HIV transmission (Hubley, 1992).
illy transmitted diseases include among others, cancroids, gonorrhea, syphilis and
tloma.

wing the discussion on ways of transmission is the discussion of ways in which HIV cannot
ansmitted through, that is called casual contact.

. CASUAL CONTACT

use HIV is so fragile outside the body, transmission requires direct contact of two

:ances: fluid containing infection from an infected person and susceptible cells (usually via
1 stream) of another person. Thus, the virus cannot infect or be transmitted to another
nthror 1 casual it
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wrding to Fan, Conner and Villareal (1996), casual contacts are defined as “the type of

nary, everyday, nonsexual contacts between and among people”. These include acts or
rities such as shaking hands, hugging, kissing, sharing eating utensils, sharing towels, sharing
dns, using the same telephone, using the same toilet seat, ect.

wuse HIV is quickly inactivated outside the body and it cannot penetrate normal intact skin,
does not readily enter through a healthy mouth, eyes, or ears (Evian, 1995}, it cannot
ive in the open air or in water.

ywing the discussion on casual contact will be a discussion on people that are regarded to
t a greater risk of infection.

2. RISK GROUPS

group id defined by Hubley (1992) as “a population exhibiting risk factors related to the
ase occurrence.” The researcher has identified two of such vulnerable groups, which are as
ws:

A. SCHOOL CHILDREN

1y’s children become sexually active in their early teens, according to Senyaapelo (1994).
youth consider teenage years as a time of sexual experimentation. These unfortunately

It in many unwanted pregnancy as well as HIV infection. Therefore, they are regarded as a
group of acquiring AIDS.

3. PROSTITUTES

spread of HIV am~- - prostitutes provides ¢ " "ndicator of the spread of AIDS especially
1 the heteri x opu ion...epr i dtl re tl
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litionally as the most vulnerable group for AIDS infection because of their unusual sexual
avior (Ruitenberg, Van der Boom & Jager, 1992) on account of the larger number of

nging sexual contacts within the prostitute world, HIV can be transmitted to a larger number
lients.

NCLUSION

1is section it was clear that the main modes of HIV transmission are through sexual contacts
blood, and casual contacts are of no risk to HIV transmission. It was also indicated that
arosexual contacts are said to be the main contributors towards HIV even though they were
irded as normal contacts. Two most vulnerable risk groups that may spread the disease

ms to be prostitutes and school children.

FITUTES AND PERCEPTION OF PEOPLE LIVING WITH AIDS, HOW THEY ARE
/ELOPED AND MAINTAINED

section intends to discuss how people living with AIDS developed and maintained their
:udes and perceptions towards health care providers and community members. It will also
attention to HIV/ AIDS as a terminal ill disease, and how people living with AIDS can cope
1 the disease. The psychological intervention in helping people living with AIDS will also be
ussed.

3. THE ATTITUDES AND PERCEPTION OF PEOPLE LIVING WITH HIV / AIDS
VAs)

concept of attitude has been of interest to many social scientists over years. Words such as
ings, tendencies to react, fears, treats, prejudice and biases have been used interchangeably
1 or to refer to attitudes. Although there are many definitions of attitude, Ashmore (1975)

n th th | tl ti is |
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ittern or  1ge that our brain assembles from normally changed, biased, colored, or distorted
/ once unique set of experience. Perceptions cover the entire sequence of events from the
-esentation of a physical stimulus to the phenomenological experiencing of it. These include

ie physical, psychological, neurological, sensory, cognitive and affective components.”

ccording to Reber (1985) perceptions are “collectively those processes that give coherence

1d unity to sensory input.” AIDS is becoming a global problem, and people living with AIDS on
ie other hand bear a terrible burden. They perceive the community as becoming judgmental
1d moralistic towards them, and these results in discrimination, rejection, alienation and

ame of affected people. According to WHO (1991), on a wider scale discrimination against
20ple with HIV is common. As Dr Jonathan Mann, the then director of WHO AIDS program said
\s anxiety and fear cause some to blame others, AIDS has unveiled thinly disguised prejudices
yout race, religion, social class, sex and nationality.”

sen if AIDS discrimination is seen as a serious problem, there have been allegations made to
aman rights bodies over the past years despite the fact that:

- Most people did not know that AIDS was a prohibited ground of discrimination,

- Some human rights bodies did not accept complains from those who where feared to be
HIV positive

- Many people living with HIV / AIDS are afraid to complain for fear of discrimination, and

- Many people simply did not complain, they are more concerned to get accommodation
or to seek alternative source of income or health care than they are to take task the
person responsible for the discrimination
(http://www.bccla.org./position/aids/conclusion.html/).

1e media coverage also had an impact on the subject of discrimination against people living
ith AIDS. In early headlines according to Almond (1990), AIDS was referred to as a “plague.”
1e word plague refers to bubonic / pneumonic plague. Two discrete aspects of plague as an
fectious disease are implied by the term: one is that it is contagious, being very easily passed
om person to person in a casual setting. Secondly, “plague” also has a connotation of a nasty
sease, it kills.” So the use of the word implicate conveys separate notions.



35

» of these is applicable to HIV and AIDS. AIDS is a very unpleasant typically fatal disease
: from HIV infection, but HIV is not contagious like plague, it is only transmitted in
setting of human contact, typical setting of implicit or explicit consent. Thus, the effect
edia become that, people received distorted information which lead to people living

'S be discriminated against.

of providing distorted information, the media has to provide accurate information on
virus is transmitted and how it is not, and also to educate people in all aspects

g the disease. The media can continue to broadcast stories such as Phamokate, a Sotho
story about AIDS, Soul City an educative program etc., which may provide people with
»information about AIDS.

iving with AIDS do not only face discrimination, but also suffer stigma and blame. Sir
Acheson, Chief Medical Officer at British Department of Health, said in 1986 “Stigma, as
seen in relation to epilepsy, TB, and leprosy, is an enemy of public policy. It does

to help real problems (Almond, 1990).

1ig to Herek and Glunt (1988), people living with AIDS are given less respect than other
uffering from other serious ilinesses. Why is this so? For one reason, because AIDS is a
ricable disease, it is easier to blame AIDS victims for being irresponsible. Second, AIDS is
sociated with stigmatized people in our society. Another reason for blaming AIDS

s to rationalize our own fears. By “blaming the victim” we can externalize the

iing disease and pretend it cannot happen to us (Kleinke, 1986) as cited in Ahmed

ccording to WHO (1991) is most strong when the disease is associated with behaviors
rles that are wider disparaged. Thus, the widespread prejudice against homosexuals

z users have lead to HIV and AIDS be seen as just recompense for leading a “deviant”
or even a punishment from God. Perhaps the most prominent British exponent of this
Ar. James Anderton, who referred to AIDS as a “self — inflected scourge” and went to
at “gay men and injected drug users were swirling round in human cesspit of their own
(Wi
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Jeing named as a victim is said to be much painful than anything else in this world. This was
ndicated by Mark Feldman before his death in 1982. He mentioned that “on November 1 1982,
was just a person, a human being. On November 23, my medical diagnosis and so much of the
vorld labeled me a “victim”, then it proceeded to call me a “patient” with AIDS. “Well as many
if you know, | am in the process of defining myself. | am a person with AIDS, a human being,
1ot a victim and only a patient when | am in a hospital (Altman, 1986) as cited in (Catalan,
urgess & Klimes, 1995).

ven if the PWAs perceive the society as judgmental and moralistic, they still belong to our
ociety. ...ey need to be loved, cared for and have a sense of belonging to the community as
luman beings. According to Abraham Maslow (1969), a person who receive love and a sense of
relonging will be motivated on these levels, and thus he will long for affectionate relationship
vith other people, for a place in his or her family and or reference group. Accordingly they will f
el keenly the pangs of loneliness, social ostracism, friendliness and rejection especially when
nduced by the absence of friends, relatives, a spouse or children.

‘he aforementioned information outlines the fact that PWAs are discriminated against by our
ociety. Thus, each of us in our society must agree that, efforts to reduce discrimination must
emain a priority, because people are still discriminated and isolated, blamed and rejected
recause they are infected. We need to love them and make them to belong to our society.

‘he following discussion will be on the effects of AIDS / HIV on people living with AIDS.

).14. THE EFFECTS OF HIV/ AIDS ON PEOPLE LIVING WITH AIDS (PWA:s)

\ccording to Longman Dictionary (1987) effects are “the results or a condition produced by a
ertain cause.” The effects of AIDS / HIV will be discussed paying attention on how they affect
hem psychologically, physically and socially.
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A. PSYCHOLOGICAL EFFECTS

:ople living with HIV / AIDS are said to experience many emotions which may be confusing

1d scary. Appendix B outline some of the emotions associated with HIV / AIDS infection.
:cording to Richardson (1989), most people feel shock and disorientation when they discover
iat they are HIV positive.

1ey may refuse to accept the diagnosis and become angry. Alternatively, they may blame
iemselves and feel depressed. They may also feel anxious and anxiety is said to be severe and
ng lasting. They may become hopeless (Evian, 1995). Denial, isolation, bargaining and
:ceptance are also some of their emotions (Poos, 1982). Following is a detailed outline of such
notions:

- Living with uncertainty

ncertainty can be described on three general levels according to Miller (1987). The first
ncerns the uncertainty felt by people who are HIV positive over, whether they will develop
sease related to their infection in the future, and whether they can do something to avoid

iis. To corroborate on this Evian (1995), mention that, people who are HIV positive have many
1swered questions such as, when will | become ill, and what illness will | get. The second one
ncerns the progress of the disease once it has been diagnosed. For Evian (1995), the person
ay ask themselves whether there will be any treatment for them.

1e third level is that uncertainty can also be seen concerning the reaction of the world around
ie patient to his or her “new” HIV related status (Miller, 1987). Many people had sais that,

iey fear the response or how people will react when they tell them that they are HIV positive
vian, 1995). This fear can create just as much misery and psychological distress as the

fection itself, particularly if they know that their employers, colleges, friends, lovers are
agative in their view concerning HIV / AIDS.
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- Anxiety and Stress

wxiety is defined by Sarason (1972) as, “an unpleasant emotional state accompanied by
1ysiological arousal and the cognitive elements of apprehension, guilt and a sense of
ipending disaster.”

is distinguished from fear because fear is an emotional reaction to a specific or identifiable
dject. Stress on the other hand, is defined as “a nonspecific response by an organism to
:mands made on it” (Lefton, 1985).

1xiety and stress for those who are HIV positive is unavoidable. According to Miller (1987), the
resses facing anyone in life threatening situations are numerous and often complex. They
red to arise simply from the way a person feel about their health, other people will sometimes
ntribute to or generate stress by the nature of their own reactions.

1e important thing about anxiety is that they can mislead the sufferer into thinking that he or
1e is becoming much worse physically as a result of the infection, when it is actually anxiety
iat provides the complications. According to Miller (1987), the severity of symptoms
(perienced may also increase the task undertaken at work, in the home, and socially become
arder and less appealing, and take progressively longer to complete. Thus, it becomes a panic
tack.

- Depression

ccording to Coleman and Broen (1972), depression is “an emotional state of dejection, gloomy
iminations, feelings of worthlessness and guilt, and usually apprehension.” It is inevitable

om time to time, and the best thing is to get out of it as quickly as possible, because it is
astructive to one’s, physically, mentally and emotionally.
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'ike stress and anxiety, depression is ane of the most comman human states. Miller (1987)
1dicates that, it is one of the most common psychological reactions in HIV positive people,
specially in the period after infection is first detected.

hey become depressed of the following reasons:

- The apparent inevitability of physical decline and future ill - health,

- The absence of a cure, which result in a feeling of hopelessness and powerlessness,

- The limits that the infection and or disease can place on a person’s lifestyle, and

- The actual or anticipated social, occupational, emotional and or sexual rejection (Miller,
1987).

lowever, severe depression can make adjustment to the disease more difficult or long to
chieve. This in itself may be problematic as the person may be unable to make important
ecisions about future conduct.

- Denial

‘reud says, “no one believes in his own death” and that, “in the unconscious every one of us is
:onvinced of his mortality.” This may well be nature’s defense in the face of the unacceptability
f total personal decay and extinction (Fisher, 1972).

Jenial according to Reber (1985) is “a defense mechanism that simply disavows, or denies
houghts, feelings, wishes or needs that cause anxiety.” According to Evian (1995), people living
vith AIDS often have greater difficulty believing or accepting that they have a serious condition.
‘hese often result in people not returning for follow — up or continuing with unsafe sexual
practices.

'nial may also cause feelings of hopelessness and worthlessness, which may result in thoughts
suicide. For Miller {1987), a person who knows his diagnose, and reasonably informed about
e poor prognosis, may develop feelings of denial and depression , which may lead him to

ike decisions of either to commit suicide or to have the means to do so, if he considers his
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situation intolerable. These may be collaborated by the that research reveals that 20% of HIV
positive individuals consider suicide during the year following the diagnosis or test results
{(Farthing, Brown & Staughton, 1988).

- Sex and sexuality

'sychoanalytic theory emphasis that sexual energy is the basic motivator of human behavior
ind is apparent in all human beings (Katchadourian & Lunde, 1980). Thus, the expression of
exuality is a fundamental human need and particularly is driven by biological forces that are
lifficult but possible to regulate. However, being HIV positive often means, having to make
najor changes to one’s sexual behavior and or the way one have sex. According to Evian (1995),
his in itself can be extremely difficult and can stress relationships with lovers and partners.
‘hus, HIV. men and women may need to adjust to different ways of relating to each other.

- Coping with losses

'eople living with AIDS suffer from losses. They loss their health, independence and many years
f life. They may also lose their lover or spouse, their job, their financial security, and their

isual life and lifestyle. They also need to change their sexual habits {Evian, 1995). This may
reate feelings of depression, hopelessness and isolation that may affect them emotionally.

- Coping with death, dying and bereavement

‘ew diseases are as frightening to the patients as AIDS and yet, as well as they have to face
:ruel rejection by their friends, and society, they also have fear of dying and death (Farthing,
3rown & Staughton, 1988). According to Poss (1982), when people receive the news that they
ire HIV positive, they go through a series of emotions. Reaction to the diagnosis may also vary
‘rom tears to hostility (Farthing et al, 1988). It may take days or weeks for the person to
icknowledge the diagnosis.
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According to Bartlett and Finkbeiner (1996), people living with AIDS have other natural
esponses to the thought of death. They fear the moment when life stops. Most of the fear is
ctually about what will happen before death. They are afraid that while they are dying, they
vill be abandoned. They are afraid of loneliness at that time also worry about people they will
2ave behind, and about relationships left unresolved.

"he fact that AIDS occurs primarily in young people makes the prospect of death even more
lifficult to accept (Parry, 1989). For many, however, the fear of death is not as great as the fear
if dying a slow and painful death, isolated from people they know and care about (Richardson,
989).

Nhether death is viewed positive or negative, it can be associated to three constellations as
rouped by Farthing et al. (1988):

- The first constellation includes loss, that is, losses of function, health independence,
financial security, standard of living, social support, sexual freedom, mental functioning
and normal life.

- The second constellation is stress which is related to rational and irrational fears of
rejection, abandonment, pain, disability, loss of mental control and transmission of HIV.

- The third one focuses on fear of death and dying. A person who perceives death a
peaceful escape from mortal existence will respond differently than a person who sees
death as painful punishment or an empty punishment.

rhus, Frankl mentioned that people may face pain, guilt, despair, and death, and in the
:onfrontation challenge the despair and thus triumph (Yalom, 1980).

he fact of death or dying may also develop to a psychosomatic problem. According to
lichardson (1989), some people are so consumed by thoughts of death or dying that they may
~vatch daily for symptoms of AIDS. In some cases, the anxiety produced by such thoughts is so
sreat that it develops in to an obsession. Throughout the terminal crises, both hope and fear
srevail. The fear of dying often reflects a fear surrounding some aspects of life (Poss, 1982).
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«ccording to Yalom (1980), if we defend ourselves against the reality of our eventual death, life
iecome inspid and meaningless. Death and life are interdependent, and though physical death
lestroy us, the idea of death saves us. Thus, people living with AIDS have to view death
iositively so that they can lead a meaningful life which Frankl view as a coping skill because it
ielp us understand why we exist. For him a sense of life meaning provides a reason for
‘njoying good times and tolerating bad ones. Thus, living with your death can clarify the part of
our life and increase the quality of satisfaction with living (Almond, 1990).

B. THE PHYSICAL EFFECTS

‘eople living with AIDS are repeatedly ill and their health is deteriorating. According to Evian
1995), HIV slowly damages the immune system, and the appearance and manifestation of the
lisease is usually related to the degree of immune — deficiency. The person who is infected will
isually go through various clinical stages that occur over a long period of time, usually 5 to 12
rears.

he stages are outlined by Evian (1995) as follows:

The HIV infected person usually experience a period of good health in which the virus remains
‘silent”, or latent. The phase may last between 3 and 7 years or even up to 10 years. However,
aven though the infection is clinically silent, the virus is active in the body and the person is able
to spread the virus during this phase.

Research shows that between 3 and 7 years after infection, some individuals may develop
“minor” symptoms and signs secondary to the HIV infection. These may include signs and
symptoms such as, weight loss, occasional fever, chronic swelling of the lymph nodes, which are
commonly felt in the neck, axilla and below the jaws often called persistent generalized
lymphadenophathy or shrinking of previously enlarged lymph nodes, persistent diarrhea,
weight loss — more than 10% of usual body weight, reactivation of tuberculosis may also be
associated with this stage of infection, especially in people from low socio — economic
communities, where tuberculosis is cc  non.
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1e symptomatic phase described earlier usually progress over the next years or 18 months
to the fully developed AIDS phase of the disease.

'om the abovementioned information it is clear that AIDS is not a single disease with a
1aracteristic set of signs and symptoms. It consists and may present with a variety of signs and
'mptoms. Thus, people living with AIDS often go through stages of being very sick with sever
sease, to being reasonably well again due to treatment, and the body becomes progressively
eaker with repeated infections. Because of this, they become physically impaired.

C. THE SOCIAL EFFECTS

NAs are not only affected psychologically and physically, but they also suffer socially.

:cording to Corey (1986), people living with AIDS loss their income, accommodation, they

wve difficulty in getting access to health and public services. They also lose their jobs and face
riction (Hall & Lindzey, 1970). For Tross and Hirsch (1988), they are often denied policies and
‘her services and suffer prejudice from insurance companies. It is no wonder that people living
ith AIDS feel like “walking time bombs existing in limbo.”

nancial issues form a major worry for the person living wit HIV. According to Miller (1987),
ere are direct issues such as the difficulty that will arise if knowledge of infection or the

1pact of disease results in being excluded from regular work, and thus, a regular income.

1ere are also indirect issues of the subsequent status of HIV positive person regarding life
surance, mortgage policies and even retirement or pension benefits. Some people have
nsidered pretty drastic funds raising measures such as, selling their home and or their cars to
1y their bills or avoid future worries about paying bills or to help them in settling dept that
innot otherwise be squared.

yme workers have been fired, suspended or involuntarily retired or made redounded as a
sult of pressure from colleagues, spouse who irrationally fear for the welfare of their children
'd company. A question may arise, should the employee be diminished, either because he is
:rceived as being at risk of AIDS or the virus, or because he has shown to be HIV positive?
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According to Almond (1990}, this can be done if only the employer could either rely on a
defense that the employee’s sickness and absence fro work justified dismissal, or thattl e
ras other substantial reasons for ending employment, such as that other employees were
xfusing to work with the particular individual. In such a case it may be better to refer the

latter to a recognized industrial reconciliation procedure.

he outlined discussion indicates that people living with IDS are really affected even socially
vecause of their diagnosis.

>llowing is the discussion on how PWAs can manage their disease, perception and attitude
wards community members and health care providers.

.15. THE MANAGEMENT OF AIDS AS A DISEASE, AND THE ATTITUDE AND
ERCEPTION OF PWAs TOWARDS COMMUNITY MEMBERS AND HEALTH CARE
ROVIDERS

1e word management is used often when a person is engaged in doing something that he or
1e wants to accomplish at the end. According to Reber (1985), management is “the carrying
Jt of functions of planning, organizing and directing any enterprise.”

1ere are a number of factors that one may involve in managing his or her problems, which
1ay be specific to that problem. These factors are discussed below with reference to how
WAs can manage AIDS as a disease and their attitude and perception towards community
iembers and health care providers.

- Confidentiality

is important to maintain confidentiality when working with people living with AIDS.
onfi 1 ity . ding Siegal (1979) 1 h ant dthatprc tscl itsfrom
isclosu  of information without their consent (St e &Sue, 1" ). ...g grisly concern
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egarding HIV / AIDS is, should we maintain the confidentiality of the therapeutic relationship
r inform others about one being HIV positive? If we choose to disclose this information, just
vhat to tell?

\ccording to Gostin (1996), the HIV epidemic has posed two powerful and conflicting legal and
ithical obligations. The first obligation is to respect the privacy of the person with HIV infection.
"he second obligation is the duty to inform the person who may be exposed to HIV.

\ccording to Gostin (1996), there are strong ethical reasons that exist for protecting the privacy
f person who is HIV positive. An important justification for privacy reside on the principle of
espect for autonomy. To respect the privacy of person with HIV / AIDS is to respect their
vishes not to be observed or to have intimate information about themselves made available to
thers.

rivacy also enhance the development of trust in the physician. It is one of the defining
‘haracteristics of the physician - patient relationship, that involves the sharing of private
nformation (file://A:\confide.html.). Failure to respect the confidentiality of patients may drive
hem away from HIV testing, counseling and treatment and discourages patients from confiding

n their physicians.

Jnwanted disclosure of intimate health information can also cause patients a great deal of
'motional, social and economic harm. Stigmatization can be a consequence of such disclosure,
rarticularly when HIV infection reveals the person’s sexual orientation or use of illegal drugs.
disclosure can cause embarrassment, social isolation, loss of employment or employability,
nsurance or insurability or housing (file://A:\confide.html.). Thus, confidentiality must be
naintained in order for PWAs to manage their illness as well as their attitudes and perception

‘egarding community members and health care providers.

The issue of confidentiality regarding HIV/ AIDS seems to be a controversial aspect. As much as
:onfidentiality must be maintained, the people who may be exposed to HIV on the other hand
nust be informed. According to Gostin (1996), the privacy principle is beii repeatedly tested
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~ith many political bodies in the United States, clamoring for a right to know. For them, one
nust imagine a variety of circumstances in which such a right is asserted:

- Should a woman has sex or shares injection equipment’s with an injection drug user be
informed?

- Should a surgeon, obstetrician, or emergency department nurses who risk exposure to a
patient’s blood be informed?

- Should a police officer, prison guard or the emergency workers be informed of potential
risk, particularly if he or she has sustained a needle stick injury?, and

- Should a woman who has been sexually assaulted be informed of the accused
serological status?

lhe strongest claim to a right to know exist where there is an ongoing sexual or needle -
sharing relationship. In such cases, the law should give health care professionals a power not a
juty to disclose if in their judgment it is necessary to avert a significant risk of transmission.
Accordingly, the right to confidentiality should be near absolute in the case in which risk of
zontracting HIV is remote. Thus, many ethicists believe that, claims by health care
arofessionals, emergency workers, prison guards and others, for this sensitive information
should be denied if the patient refuses to consent to the disclosure.

The decision to breach confidentiality according to Hoffman (1991), has three important
criteria:

- There must be an identifiable potential victim. Remember the duty to warn extends only
to identifiable victims rather than all person’s whom the client could conceivably infect.

- Anonymous partners or casual partners who are unknown to the counselor would not
fall within the duty to protect principle. Partners who live with the person under a
monogamous or exclusive relationship would most likely meet the criterion.

- The assessment of dangerousness must be made. Three factors which need to be
clarified under this criterion:
The certainty of an HIV infection in the client,
The extent to which the client engages in behaviors that carry a high risk of HIV
transmission, and

c. The use or nonuse of safe sex techniques.
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- Counseling

“ounseling is the generic term that is used to cover the several processes of interviewing,
esting, guiding etc. designed to help an individual to solve problems, plan the future, etc.
Reber, 1985). Counseling PWAs will be of importance to them, as HIV/ AIDS leads to ill health
ind often to emotional, psychological and social problems. HIV/ AIDS also raised many difficult
ssues of families and even communities. The infected people and their families, partners or
Jlose friends often need support and counseling during this difficult time.

vome of the psychological and social problems according Evian (1995) that may need
.ounseling which affect PWAs are:

- Having an HIV test and coping with the result of the test,

- Coping with feelings of fear, guilt, anger, depression, shame and sometimes blame,
- Adjusting to safer sexual practices,

- Adjusting to the fact of having acquired a serious — life threatening disease,

- Coping with the many uncertainties about AIDS,

- Denial of being HIV infected,

- Coping with illnesses and its effect such as unemployment, etc.,

- Dealing with dying, death and bereavement, and

- Coping with loss.

Aore information regarding the issue of counseling will be discussed in detail under
isychological intervention, that is, how psychologists can help people living with HIV / AIDS.

- Social support from families, organizations and health care providers

Aany studies show that, social support can lesson or totally eliminate the negative effects of
iroblems one is experiencing (Sutherland & Cooper, 1990). People with a good social support
ystem believe that they are,

a. Cared for and loved,
b. Esteemed and valued, and
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c. Belong to a network of communication where others can be counted on to help.

ccording to Louw (1993), individuals who lack support from family, friends and the community
ave more symptoms of physical and psychological ill health than those with support. The
1amily is widely accepted as the primary socialization agent. Therefore, Lombard (1990) views
the family as the foundation for high morals. Good values must be established at home by
~arents within the family environment. A prominent feature of an African society is that life is
‘ganized around the family. Thus, the family is entrusted with the responsibility of promoting
2alth and improving the quality of life of all its members.

irly involvement of significant others according to Kaplan and Sadock (1991), can strengthen
ie AIDS support system if cognitive symptoms develop and further impair the patient’s
nctioning. Home care is also promoted as an alternative, particularly in developing countries,
1t the home is not necessarily the safest place for PWAs as discrimination often happens at
»me (Evian, 1995). Alternatively, it is important to consider arranging visits by community
irse or a day care centers or hospices organization if they are available.

1e organization on the other hand, may also provide social support for PWAs. According to
e://A:\behavior/html., organizations develops programs that are often articulated around the

llowing issue:

- Training and counseling for individuals and families,

- Information and discussion on stressful situations in the family,
- Sex after diagnosis, and

- Care of the dependents, children in particular.

urthermore, the organizations provide with legal assistance, and social welfare advises.
«ccording to Kaplan and Sadock (1991), mental health providers are also said to provide social
upport to PWAs. There are often enlisted in helping patients to deal with legal matters, such as
naking a will and taking care of hospital and other medical expenses, and they ensure that

hese matters are addressed satisfactorily.

lowever, some of the health care providers still have a high degree of concerned about
ontracting AIDS from patients under their care, in spite of the fact that AIDS cannot be spread
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sy casual contact. Kaplan and Sadock (1991) states that, these professionals must be identified
ind allowed to withdraw from caring for AIDS patients if they cannot master their anxiety
ibout working with PWAs,

- Methods available for physical support

zven if there is no cure for AIDS, there are drugs that are said to treat opportunistic infection,
‘hus the virus will not destroy the immune system very fast. Drugs such as Azidothymidine
‘AZT) also called Zidovudine or Retrovir is said to be the only major antiviral agent effective in
AIDS (Fan, Conner & Villareal, 1996). According to them, previous laboratory had show that the
irug could block HIV infection in isolated cultural systems, and the drug was tested in a clinical
rial, which can also be considered an intervention epidemiological study.

This drug has now been shown to reduce the peri — natal HIV transmission to new — born
nfants. According to Evian (1995), in 1994, research in America and France showed that, the
AIV transmission rate was reduced by 66% if AZT was given to:

- The woman during pregnancy from 14 weeks of life,
- The woman during labor, and
- The infant for the first 6 weeks of life.

{owever, there is still also some concern as to any possible long — term side effects to the

nfant or to the mother, which still further research. But the results of AZT given at different
stages during pregnancy may offer even more hope to HIV positive women and their families.
dighly active anti — retroviral treatment (HAART) also appear to be an important therapy for the
rreatment of HIV / AIDS. Researcher findings indicate that in France, person on treatment
.ncreased from 60 to 90% (file://A:\ behavior 1: html.).

The most drawback in the use of AZT and HAART is the problem of affordability of these

'rea >nt especially forde oping countries. According to Evian (1995),tl cost of drugs such
1s ~ 7 is still a major problem. It is mentioned that in Mexico, AZT cost s than $0,50, while it
s almost $7 in Brazil (file:’’* \behavior 1: html.).
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Jne may hope that the prices will in future be reduced and make the drug more widely spread
1s Dr Jonathan Mann states that, “the two most powerful prevention agendas for HIV / AIDS
oday were finding an effective vaccine and creative social change based on human rights”
Gostin, 1996).

Not only drugs can be of importance in the wellbeing of PWAs, but also self care and the
wellbeing program which will be discussed below. Self care and a “wellness’ program is also of
importance to the wellbeing of the PWAs.

ving with HIV / AIDS means adopting a positive strategy of action, rather than a passive
rrategy of waiting for the worst. The discussion following will contain tips which will offer ways
»r developing a working tolerance for the disruptions that infection and disease can bring.
onsideration of sensible health measures will be made.

ccording to Evian (i995), it is important for people living with AIDS to support and help their
ody to remain well as long as possible. This means that they should try to live a healthy
festyle. The following are some of the recommended things to do:

- Lots of rest and sleep

he PWAs must try to rest regularly and get enough sleep. According to Miller (1987), sleep
elps the body to “recharge its batteries” — if we do not get enough sleep, we simply drain our
asources. There are times when one cannot get enough sleep, perhaps because of a period of
1itense socialization or entertainment, and there is always the issue of balancing pleasure to be
ained from such activities against the disappointment of not being involved. it is after all,
nportant to enjoy one’s life whenever possible, irrespective of circumstances. However, if
1ere are times when doing other things, get in a way of a regular sleep cycle, the PWAs must
1ake sure that there is time made later to catch up on sleep lost. Sleep will also help one to
void too much stress (Evian, 1995).
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- A healthy diet

From the moment a person is infected, HIV starts to affect nutrition negatively. The | son with
HIV is said to use up energy in their attempt to keep the virus at bay and deal with its effects on
their body. As a result, the resting energy needs of a person with HIV are 20% higher than a
1ealthy person without HIV (Health.co.za.).

Iif possible, people living with AIDS should try to eat healthy food, with lots of fruit and
vegetables, and a balance diet (Evian, 1995). Research shows that, many people living with AIDS
1ave taken up a new diets in believe that they can boost their immune efficiency by eating
zertain foods and avoiding others. According to Miller (1987), many people living with AIDS /
HIV have take on macrobiotic, vegan, vegetarian, anticancer and other diets, and most reports
that, their new food regime makes a significant difference to the way they feel. Their diet
axcludes red meat, pepper, caffeine, alcohol, sugar and artificial flavorings or preservatives. As
1 general guideline, a diet plan has been prepared by the Nutrition Department at St Mary’s
Hospital and is reproduced in Appendix C (Miller, 1987).

By taking control of the eating habits, people can improve the quality of their life enormously.
Under nourishment can itself suppress the immune system and cause medication intolerance,
complicating HIV virus even further. As research into the effect on HIV on nutrition and the
management of HIV through nutrition is still in the early stages, there is much controversy.
There is a lot more to know and do.

- Keep fit and well exercise

According to The South African Health and Medical Search Engine (1998), it is a well known fact
that exercise combats depression and stress. Many researchers have found that, regular
exercise helps to lift depression and a general sense of well — being results. What is less known
is that, exercise aids the immune system and is an important aspect of nutrition. Exercise helps
one to breath, sweat, to get oxygen to all parts of the body, and to build muscles. The exercise
and fitness help to keep the body in a good shape and will help the person to feel well and
strong (Evian, 1995).
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lote that, do not over do it however, (Miller 1987), but it is recommended that exercise must
e at least three or four times a week for at least 30 minutes at a time (Health.co.za). Before
tarting an exercise program, discuss it with a doctor. Exercise should not painful, one should
2el great after exercise, not dizzy or tired {(Health.co.za — HIV, 1998).

- Reducing recreational drugs

rom the earliest days of HIV epidemic, the use of recreational drugs such as alcohol and
obacco was thought to be one of the possible causes of AIDS, mainly because using such
hemicals creates temporarily lowered immune efficiency (Miller, 1987). Drugs such as tobacco,
iarms the lung’s immunity, thus, respiratory infections account for a large proportion of
pportunistic infections. Too much alcohol is often harmful especially to the liver. For Evian
1995), it is important to keep the liver and lungs as healthy as possible.

Jther researchers have noticed as association between immune suppression and these drugs.
‘he essential point therefore is that, any drug should be taken only in moderation. Indeed, it is
iest to avoid their use altogether. People living with HIV / AIDS who have a dependency on
hard” drugs such as heroin or cocaine should ensure that they receive regular advice and
upport to enable them to withdraw. The use of such drugs is a serious medical matter quite
1dependent of the issue of living with HIV / AIDS, and therefore requires serious medical
ttention.

- A positive mental attitude, enjoying yourself

Aany health care workers believe that, a positive mental attitude helps to keep people living
/ith AIDS well for longer (Evian, 1995). Thus, according to Miller (1987), it may sound trite and
risplaced, but hundred of people living with AIDS / HIV have affirmed that, their circumstances
0 not mean the “end of the world’ for them. However, once they come in to terms with their
iagnosis, it is as though the live of PWAs is starting all over again, with new rules and goals.
hey enjoy themselves and they take this challenge to heart. They describe this process as
learning to put one self first.”
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- Seek early treatment

is important for people living with AIDS to seek treatment for medical problems as soon as
ossible. Thus, many of the conditions will be effectively treated if they are caught early
nough. According to Evian (1995}, people living with AIDS need to be encouraged to come for
‘eatment as soon as they notice any problem. She further mentioned that, the treatment can
2ep them well and in a healthier state for longer than it would have been expected.

ow that AIDS is a reality, we expect men and women especially those living with AIDS to make
indamental choices concerning their health lifestyle choices that cannot be made for them —
1e kind of choices they have not been encouraged to make in the past.

sllowing is the discussion on the Psychological Intervention, that is, how psychologists can be
f help to PWAs.

.16. THE PSYCHOLOGICAL INTERVENTION

is a widely acceptable fact that AIDS is a social as well as a psychological problem. It has
merged as a threat to both health, social and psychological well — being of millions of
idividuals, families and ¢« nunities. This therefore gives sufficient reasons for psychologist to
e actively concerned about this disease and its implication.

sychology from its earliest beginnings has embraced to recognize a wide variety of behavioral
roblems such as anxiety, depression, memory disturbance, drug addiction, perceptions,
ttitudes and other psychologically related problems. The purpose of psychology is to manage
eople with these problems and in many cases to treat them by various forms of
sychotherapy.
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‘urthermore, the psychologist knowledge about human development and psychological
:nvironment places them at a good advantage of helping PWAs with their problems. The most
:ommon way to help that can be provided is counseling.

-ounseling is defined by Reber (1985) as “a generic term that is used to cover the several
wrocesses of interviewing, testing, guiding, advising, etc. designed to help an individual solve
yroblems, plan the future etc.

l[schudin (1991) on the other hand, define counseling as “ a way of relating and responding to
inother person, so that, that person is helped to explore his thoughts, feelings and behavior to
‘each clearer self — understanding, and then is helped to find and use his strength so that he
:opes more effectively with his life by making appropriate decisions, or by taking relevant
iction.” Essentially then, counseling is a purposeful relationship in which one person helps the
sther to help himself,

ounseling will be more important as HIV infection and AIDS leads to emotional, psychological
1s well as social problems. According to Evian (1995), these problems can cause relationship
yroblems and can arise many difficult issues for families and even communities. The infected
eople, their partners, members of their families or close friends need support from counselors
luring this difficult time.

he initial encounter focusing on the needs of the client has its own primary purpose. One of
‘his is to establish a good working relationship between the counselor and the client, which will
ast throughout counseling (Tschudin, 1991). Relationship will be of vital importance when
vorking with PWAs, as it is mentioned that, they are discriminated against, rejected, isolated,
rictimized as well as blamed for their condition by our society (Glunt, 1988).

According to Brammer and Shostrom (1968), the relationship is important in counseling
yecause it constitutes the principal medium for eliciting, recognizing and handling significant
‘eelings and ideas which are aimed at changing the client behavior. Thus, the quality of the
‘elationship determines not only the nature of the personal exchanges, but whether counseling
vill continue at all.
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> collaborate on this, Smith (1975), mentioned that, the manner in which the counselor
yproaches the client in the early minutes of the counseling process can either “make” or
yreak” the relationship and counseling itself.

ccording to Cottle and Downie (1970), the relationship must be based on sincere desire to

2lp, by accepting the client as a person worthy of respect and as a person who possess unused
ipacities for change when the counselor creates a climate where there this change can begin.
1e client needs to feel that the counselor is expressing verbally and nonverbally “You are good
d | like you.” Too, the client needs to feel early in the encounter that the counselor is
rofoundly interested in him with his concern in life (Smith, 1975).

well established relationship is said to enable the counselor to put the client at ease, so that
iscussion can take place. The client will be reasonably comfortable physically and
sychologically. PWAs need to feel comfortable and relax as most of them experience an ill
ealth with a lot of pain (Evian, 1995). After being made comfortable, the counselor begins with
1e process of creating a climate of confidence and trust (Evian, 1995). The confidence and the
ust must last through the counseling process.

climate of trust may be created by implementing the skill of confidentiality. When a counselor
able to perceive one’s feelings, emotions, problems, etc. accurately, then confidentiality is

1at which keeps the trust (Egna, 1983). For Tschudin (1991), sometimes the counselor may

eed to give clients the assurance beforehand that anything said between him is indeed

etween him only. This will enable the client to trust their counselors, and be able to talk about
1emselves. Much has been said about this issue, especially with specific reference to PWAs.

s one aspect of helping leads to another and depends on another, so it can be seen that
mpathy is necessary after exercising confidentiality to the client.

...e word empathy is used a great deal these days, like the word counseling it is often used and
nderstood strongly. According to Rogers (1959), empathy is “the ability  perceive accurately
he feelings of another with accuracy, and with the emotional components and meaning which
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sertain thereto, as if one where the other person, but without ever loosing the “as if”
:ondition. Basically is, putting yourself in another person’s shoes and seeing the world through
‘heir eyes or from their point of view.

According to Evian {1995), when counseling people living with AIDS, the counselor need to be
sympathetic, as this people are faced with a life — threatening disease. But for psychology,
yeing sympathetic will not bring good results for therapy.

This is outlined by Truax and Carkhuff (1967) who mentioned that, a counselor who excursus
sympathy to his client will move quickly or too deep into the troubled aspects of the client’s
~vorld, thus, counseling will not be affective and appropriate.

As a counselor being empathetic helps you to understand your clients much better. According
.0 Truax and Carkhuff (1967), it gives you the ability to sense the clients “private world’ as if it
~as your own. It also involves more than just the ability to know what the client means, and
soth the sensitivity to current feelings and the verbal facility to communicate this
anderstanding in a language attuned to the client’s current feelings.

f the client trusts you as a counselor, he will be able to part with information regarding his
sroblem. Thus, the counselor will be able to collect information regarding the client problem, as
Egan (1986) indicates that, much of counseling particularly in the early stages depends on
nformation. According to Tschudin (1991), when seeking or collecting information, the most
sbvious tool used is questioning. By questioning the counselor does not only seek facts, but

also seek to understand the world of the client. The counselor must observe the client directly
when collecting information that will show his feelings and values, interest, attitudes and goals
Cottle & Downie, 1970).

During counseling, the counselor — client relationship involves many things. This may include
special relationship problems such as, resistance, transference and counter transference.
According to Brammer and Shostrom (1968), transference, countertranference and resistance
are said to be the three conditions that may help or hinder the process depending on how they
are expressed and handled.
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According to Smith (1975), typically, an individual enters counseling with ambivalent feelings.
{e may be resistance to change and oppose the idea of counseling. Because they feel helpless
ind hopeless, and some are consumed by thoughts of death and dying, people living with AIDS
nay resist counseling (Richardson, 1989). Resistance may be viewed as a special defensive form
if transference (Brammer & Shostrom, 1968). It is a characteristic of the client’s defense
ystem that opposes the purpose of counseling. All the resistance represents the client’s refusal
o be self — supportive.

By resisting, the client may be avoiding the confrontation of his feeling especially intense
sgative feelings. For people living with AIDS, confrontation of feelings may be avoided as many
fthem experience negative feelings concerning life itself and their infection (Evian, 1995). The
ient - counselor relationship will be enhanced if the counselor is able to exhibit patience,
ndness and tolerance as the client struggle wit resistance. The counselor must let the client to
arceive him as a compassionate human being and this will encourage him to move from
isistance to trust and commitment (Smith, 1975).

-ansference as one of the relationship problems, stated by Brammer and Shostrom (1968),
iay happen without being acknowledged by either side and it is easily disguised. According to
slo Dorland (1969), transference is the shifting of an affect from one person to another or
om one idea to another, especially the transfer by the client to the counselor of emotional
mnes, of either affection or hostility, based on unconscious identification.

'hen working with people living with AIDS, the counselor must guard against transference, as
IV / AIDS is associated with behaviors or lifestyle that are disparaged (WHO, 1991). In some
stances, the client may perceive the counselor as a negative person who is judgmental and
ioralistic (WHO, 1991}, as other people who are said to be HIV negative. However, if such
:elings can be faced and used positively, then they can become integral part of the helping
rocess and lead the client to own the past and the present with a view to being a more whole
1d “potent” person in the future (Tschudin, 1995).

s transference means that a client projects a feeling on the counselor, counter transference on
the other hand refers to “the emotional reaction and projections of the counselor to the client.
»hen as cited in Brammer and Shostrom (1968) or defended hypothesized that, anxiety,
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nmaturity, prejudice, objects of disgust and punitive tendencies, either felt or defended by the
aunselor, is the prime source of counter transference behavior. According to Evian (1995),
>unter transference from the counselor in many instances is a result of religious believes. For
er, most counselors who cannot deal effectively with people living with AIDS is because of
rejudice of the disease.

herefore, it behooves the counselor to be aware of the influence which his personality or
ehavior has on the therapeutic relationship. The counselor should endeavor to provide a
rrmissive atmosphere in which the client and he can express their true and real feelings
ithout fear of being judged or punished.

ansference and counter transference of positive feelings may be viewed as the expression of
'nuine love relationship between the counselor and the client. The client will begin to love the
wunselor as soon as he realize that he has found someone — possibly for the first time in his life
who really understand and accepts him just as he is (Smith, 1975). Thus, a reciprocal love
lationship between the counselor and the client is posited as the viable replacement for the
ansference — counter transference model (Egan, 1983).

any people living with AIDS feel very isolated with their feelings and think that they are alone
the whole wide world, suffer the particular problem and that nobody can understand them
schudin, 1991). As a counselor you need to encourage, listen, attend, empower and share

ith them their experience and problems. The counselor must also reflect their feelings.

stening is the beginning, the middle and the end of the helping process. According to
ammer and Shostrom (1968), it is something active. Active listening means listening to both
e verbal and nonverbal messages of those who came for help. By listening the counselor
esent to the client that “l am with you, and | want to help you (Moorey & Greer, 1989). By
tening to people living with AIDS, the counselor will be able to get a clear picture of the kind
lifestyle they lead and also the problems they encounter.

hen troubled emotions appear to be taking over, there is a tendency to “send for the expert”
crutton, 1989). We ask for the pain to be taken away. For Scrutton (19890, unlike pain,
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:elings cannot be removed with pills. it is only when the individual owns the feelings and takes
:sponsibility for them that they can be dealt with. People living with AIDS are said to
xperience many emotions (Evian, 1995), after receiving the news that they are infected.
eflection is perhaps the most widely known and useful skill of helping (Tschudin, 1991).
ccording to Egan (1983), reflection means throwing something back and causing it to rebound.

y attending the counselor according to Smith (1975) will be orientating himself towards the
ient. The counselor will be with person in body, mind and spirit, imparting the sense that the
our client is the only person that matters at that moment. What matters is that you are there.
aying attention to the client’s body language is the other side of the coin (Moorey & Greer,
989). Notice his posture, facial expression, breathing, nervousness, eye contact, ect. According
» Tscudin (1991), the counselor must also pay attention to what is said and how it is said. This
an give him insight that is useful without being aware of it, he gets the insight for free.

nything unexpected, particularly iliness and loss, usually leads to some loss of confidence.
eople living with AIDS are aware of their illness, in this way they are in touch with negativity,
arkness and helplessness (Tschudin, 1991). In many instances they suffer from
iscouragement, a sense of failure, and loss of hope both in themselves and in life (Smith,
375). The counselor can employ encouragement as a primary technique with this people. By
ncouraging, you are gradually putting before them a different mode of life and behaving and
ut of this, change can happen.

he clients who wants and needs to be helped is helped to see what are the strengths,
1sources and means already there. As it has been mentioned above, people living with AIDS

re hopeless (Tschudin, 1991), they need to be empowered, to be able to live more resourceful
nd satisfying. This means that they will acquire some self — help skills (Egan, 1986).
mpowering is about fostering these skills and making the client independent and ceasing to
:ly on others.

fter being empowered, people living with AIDS need to explore, discover and clarify ways of
/ing a more satisfying life. With the exploration goes discovery. Frankl (1962) believes that
ieaning is only ever discovered, not created by a person. In order to discover the meaning, a
»nsiderable amount of exploration is needed. According to Skinner (1953) as cited in Smith
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1975), when the counselor employs positive reinforcement in the counseling process, he
yresumes that if the client behavior is followed by immediate rewards, the probability of the
slient’s behavior occurring again is increased.

'he body and mind are not the only areas that need care. Often the need for spiritual support
1s well. The counselor may use bibliotherapy as a strategy for addressing this issue. According
‘0 Smith (1975), inspirational literature can be a source of nurture and motivation to the
lespondent client. Bibliotherapies can be of use as a form of symbolic social modeling to
anable clients to see how other individuals cope with the same problem that they have. Evian
1995), mentioned that, the counselor must avoid suggesting this to the client, as it frequently
:reates anxiety related to imminent death. The request should come from the client.

—oming in terms with one’s mortality may rises questions about spiritual and religious matters.
According to Kirkpatric (1988), for many people living with AIDS, this is not something with
vhich they are familiar. The client may talk to the counselor about God, and that is not an easy
subject for the counselor. The genuineness, warmth and empathy required for all counseling is
nost needed here too, where often one’s bias and own needs are most obvious. According to
-arkhuff (1969), counseling is always for better or for worse it is neutral. Egan (1986) is quite
sure that, it is not the helping process that is at fault, but the helper.

Nhen counseling has not been successful, when the client gets worse rather than better, then
tis easy to take all the blame as the counselor. According to Tschudin (1991), it is very
mportant to be as possible when helping, so as to be able to distinguish between what is your
yroblem and what is the client’s. No situation is totally black or white, but a great factor
iccording to Moorey and Greer (1989) involved in counseling include the personality involved,
‘he environment, the health or iliness present, etc. Failure, sometimes need to be accepted,
ind it is painful for both parties. The difficulty is, only when it is allowed to become a blockage
.0 further growth.

\ot only individual therapy may help in helping people living wit AIDS, but the counselor may
11so use group therapy as another method of help. According to Skidmore, Thackeray and
-arley (1991), group therapy is a method of working with people in a group (two or more
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reople) for the enhancement of social functioning and for the achievement of socially desirable
-roals.

\ccording to Schurink {1990), a group consisting of HIV infected people is of importance. The
alue of this group is that it is based on the shared experiences and mutual support of the
ieople with the same problem. Tschudin (1991} indicated that, group therapy may be used as a
nedia for assisting the already functional person to achieve greater self — awareness. This

wareness in turn can lead to increased effectiveness, greater humanness and further
ctualization of his potentials.

1ere are skills or strategies that can be used buy the counselor when working with people
ring with AIDS in a group setting, and they can be discussed as follows:

ccording to Brammer and Shostrom (1968}, the going — around technique is often used as a
arm — up device by the counselor to pitch the communication at a more emotional and less
tellectual level. Each member describes his feelings about how his problem affects him
notionally (Brammer & Shostrm, 1968). This will help them to ventilate their problems so that
‘her group members can know and understand their problems.

lodeling is essential as it provides an opportunity for the client to change his behavior by

»serving and imitating the behavior exhibited by another person (Smith, 1975). Role playing as
skill can also be used.

:cording to Smith (1975}, role playing has many variations but consists essentially of the acting
it of exchanges between the counselor and the client concerning anxiety provoking situations
the client’s world or life (Wolpe, 1973) as cited in Smith (1975). The immediate objective of

e playing is to enable the client to rehearse a new or more effective mode of behavior as

ten as necessary without anxiety about it consequences. The ultimate aim is to prepare the
ent to live or function without self — defeating fears and anxieties in his real life. According to

ammer and Shostrom (1968), role playing as a counseling technique often helps the client to
in a better perspective of himself and others.
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DS is a terminal disease (WHQO, 1991}, and according to Evian (1995), the counselor may be
quired to counsel a client about death and dying. Thus, counseling may also be needed for
ildren, lovers, families and friends. The clients and their families often want to and need to
Ik about dying. The counselor must be open while talking to the client and close relatives
out fears, worries, concern and dying (Evian, 1995), especially to the client and family
embers.

ten a husband, wife, lover, child or close friend may suffer from anxiety, fear, depression and
ress. As a counselor you have to keep a lookout for signs of these problems and try to provide
unseling.

INCLUSION

DS is not the fail of God. We must not be judgmental of those who suffer from AIDS, but we
ust try to help them. They are men and women like us, who need our love and care and the
!Ip of our society. We must bear in mind that as members of the society, we will not catch

DS from those we help if we follow sensible rules. What we will catch is an awareness of their
neliness and their loneliness and their rejection by many of our fellow men and women. Even
they feel rejected, there are still methods available for treating the opportunistic infection

id the treatment of emotions, thus, the virus will not destroy the immune system very fast.
hat those who suffer from AIDS will teach us is that, we need to think about our own

titudes towards sex.
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CHAPTER THREE

METHODOLOGY

he research methods that are used to accomplish the purpose of the study are as follows:

1. RESEARCH DESIGN

isearch design refers to the overall plan in which include every aspect of a proposed research
udy from the conceptualization of the findings (Grinnel, 1988). The descriptive research
tsign was used in this study. The study had to seek to describe the level of attitudes and
rrceptions of people living with AIDS towards community members and health care providers.

2. METHODS OF DATA COLLECTION

i1ta may be collected through questionnaire, interviews, observation of direct interaction and
ing available material such as case records and statistical data (Reid, 1984).

- Personal administered questionnaire — an instrument that could be used to observe
beyond the physical reach is the questionnaire. Polansky (1976) defines a questionnaire
as a common research instrument that comprises a series of questions that are filled by
all participants in a given sample. In this study a questionnaire consisting of
approximately 28 questions was developed by the researcher (see appendix A).

The questionnaire was compiled in a way that it was composed of attitude statement
questions and multiple choice questions where the respondents were allowed to choose
one response from several fixed alternatives.
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- Experience survey — the researcher contacted the supervisors and the North West
Department of Health for more information on the subject.

.3. SAMPLING

ccording to Lo — Biondoo — Wood and Haber (1980}, sampling is a process of selecting a
ortion of the designated population to represent the entire population. Subjects who
articipated in this study were taken from people living with AIDS admitted at George Stegman
ospital in Saulspoort, Rustenburg, North West.

ampling procedure was a convenient sample of people living with AIDS who were chosen
indomly and become part of the practice research experience.

.4. RESEARCH PROCESS

efore the questioners were administered for the purpose of this study, the researcher had to
rst familiarize herself 9rapport building) with the people living with AIDS. Rapport building was
one through group work. The purpose of building rapport was to enable the PWAs and the
3searcher to get used to one another and to make PWAs to fell at ease with the researcher so
1at during the administration of the questionnaire they can easily open — up without hiding
wch, if any, information.

he process of building rapport took 2 sessions of an hour or more. After getting used to the
WAs, the researcher then administered the questionnaire individually. During the
dministration, confidentiality was emphasized and the subjects were encouraged to relax.
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3.4. DATA ANALYSIS

ta analysis is the categorizing, ordering, manipulating and summarizing of data to obtain
swers to research questions (Kerliger, 1980) as cited in (Reid, 1984). Content analysis method
d basic descriptive statistical procedures were used to analyze the gathering of data. Content
alysis as explained by Reber {1985) is a method for analyzing a discourse, message or

cument for varying themes, ideas, emotions, opinions etc. while basic descriptive statistics is
srocedure for describing, organizing and summarizing sample data.

5. ETHICAL CONSIDERATIONS

cording to Mc Guigan (1990), the researcher should make a careful evaluation of the ethical
-eptability of the research. The researcher should seek ethical advice and observe stringent
‘eguards to protect the rights of the participants. For this study, the participants were

sured of anonymity with no identifying information.
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CHAPTER FOUR

RESEARCH RESULTS

{TRODUCTON

ost research studies that have to do with phenomenon of AIDS are often interpreted and
scussed with caution, particularly those results that involve the interview of people living with
DS themselves. Therefore, this study like any other AIDS study is of no exception to the rule
“cautionary interpretation and discussion of the research.

1e reason for interpreting and discussing AIDS research results with caution include among
‘hers, the following: Firstly, AIDS is a controversial issue which has to be treated with caution.
:condly, according to Gostin (1996), there are strong ethical reasons that exist for protecting

e privacy of a person who is HIV positive. To respect the privacy of a person with HIV / AIDS is
» protect their wishes not to be observed or to have intimate information about themselves
ade available to others. The issue of confidentiality may put the researcher and the

spondent in a state of not providing and receiving more information.

iirdly, the people living with AIDS may give invalid and unreliable information to the
terviewer because they may be suspicious or evoke sympathetic feelings. However, what
ould always be borne in mind when gathering, interpreting and discussing data obtained
om people living with AIDS is that the accuracy of information obtained is largely dependent
1 the relationship between the researcher and the respondent.

iking in to consideration tt above reservations, a general analysis of the data obtained in this
udy indicates that the perception and attitudes of peor livi withA towardsh: th e
‘oviders and community members are different in nature. ...e difference is due to the fact
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at similar and different circumstances influence different people living with AIDS regarding
eir perception and attitudes towards to health care workers and community members.

ie themes that emerged from the interviews of people living with AIDS regarding their
'rception and attitudes towards health care providers and community members were as
llows:

1. FACTORS RELATED TO HIV / AIDS

1.1. Knowledge about the disease

ost of the subjects interviewed reported that they had the knowledge about HIV / AIDS. The
bjects interviewed mentioned that they learnt about HIV / AIDS from the media, formal
lucation from school, clinics and churches, magazines and from HIV / AIDS campaigns. The
ports given by the interviewed subjects are as follows:

first learnt about AIDS at the clinic. Afterwards at school and through media” reported a 20 —
ar old female who was diagnosed January 2000.

learnt about AIDS at work. We were given an educational talk by an AIDS counselor. | also
ad about it from the magazines. The television also has dramas that taught us about AIDS”
ported a 27 — year old male who was diagnosed in 1999.

24 - year old female who was diagnosed in 1997 reported that, “/ learnt about this disease
DS at the hospital. | also read about it from books and magazines”.

learnt about AIDS from AIDS booklets, the media and AIDS campaigns held in our town”
ported a 30 — year old male who was diagnosed in 1998.
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4.1.2. Reaction towards the diagnosis

eactions towards the diagnosis were reported in different ways by the subjects interviewed.
he reactions were reported as follows:

| was shocked. | felt like killing myself as | thought there is no future ahead” reported a 25 -
ear old male who was diagnosed in 1996.

, 20 - year old male who was diagnosed in 1999 reported that, “/ felt guilty especially when
hinking about the girls | have infected without knowing that | am HIV positive”.

I cannot tell how | felt that time. | was confused” reported a 26 — year old female who was
iagnosed in January 2000.

if 1 did not kill myself that time, | will never do it” reported a 21 - year old female who was
iagnosed in February 2000.

.1.3. Sexual intimate relationship before the diagnosis

he sexual intimate relationship of the subjects interviewed before the diagnosis differs. Some
rere engaged in with casual or multiple partners and others committed to one partner. The
aports regarding the sexual relationship of the subjects interviewed before the diagnosis are as
lows:

24 — year old male who was diagnosed in 1995 reported that, “/ was moving from one girl to
nother and | was not using a condom”.
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As a young girl, | was moving from one guy to another in searching for Mr. Right. | was never
ommitted to one partner, but this does not mean | was promiscuous” reported a 22 — year old
*male who was diagnosed in 1999,

"was engaged | a lot of relationships. | never had a stable relationship” reported a 25 — year
-Id male who was diagnosed in 1997.

1.4. Learning about the condition

e majority of the subjects interviewed learnt about the condition through a blood test. The
ports are as follows:

was ill, | went to a general practitioner who advice me to go for a blood test” reported a 35 -
ar old female who was diagnosed in March 2000.

learnt about my condition after a blood test” reported a 29 — year old male who was
agnosed in 1999.

was pregnant, and after giving birth the doctor told me that | was HIV positive. | did a re —
st to confirm and the test came being positive” reported a 30 — year old female who was
agnosed in 1998.

went for a blood test and they revealed that | am HIV positive” reported a 20 — year old male
10 was diagnosed in March 2000.
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2. PERCEPTIONS AND ATTITUDES

2.1. Feelings about AIDS as a disease

wventy five percent (75%) of the subjects interviewed reported that they felt that AIDS was a
-..sease for other people and not them. The reports of the subjects interviewed are as follows:

lefore | learnt about my condition I felt that AIDS was for other people and not me” reported a
) — year old female who was diagnosed in March 2000.

never thought | will be HIV positive because it was said that AIDS is for prostitutes and the gay
ople” reported a 25 — year old male who was diagnosed in 1999.

\IDS for me was a disease for white people and not blacks” reported a 27 — year old male who
as diagnosed in January 2000.

'eople living with AIDS deserved it according to me. | thought they were careless. | never
ought | will be one of them” reported a 35 — year old female who was diagnosed in 1999.

2.2. Support from family members

le majority of subjects interviewed (60%) reported that their families are supportive to them
pecially their parents. The reports of the subjects interviewed are as follows:
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23 — year old male who was diagnosed in 1998 reported that, “After being diagnosed HIV
Jsitive, | was unable to tell my family about my condition. | feared that they will reject me, but
‘ter telling them they were there for me especially my parents”.

it first my family was not supportive. After they got more information about AIDS, they started
v care and support me” reported a 30 — year old male who was diagnosed in January 2000.

Wy family is supportive, | do not feel rejected or isolated at home” reported a 37 — year old
'male who was diagnosed in 1999.

sometimes | forget that | am HIV positive because of the support | get from my family”
'ported a 28 — year old female who was diagnosed in 1996.

.2.3. Feelings towards community members

lost of the subjects interviewed (70%) feels that the community members are not supportive.
ey feel rejected, isolated and discriminated against. They also reported that they feel shun
ecause of their condition. The reports of the subjects interviewed are as follows:

do not feel accepted in the community | am staying in” reported a 19 year old male who was
iagnosed in February 2000.

29 — year old male who was diagnosed in 1998 reported that, “/ feel rejected and isolated in
iy community. | feel they shun me because of my condition.”

When | feel like going to work | feel like crying as | can sense the rejection there. The
smmunity reject, isolate, and discriminate ~~1inst us people livi. - with AIDS” reported a 27 —
ear old male who was diagnosed in 1997.
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People living with AIDS are not accepted in our community. People shun us because of our
ondition” reported a 23 — year old female who was diagnosed in 1999,

1.2.2. Feelings towards health care providers

Aajority (90%) of the subjects interviewed reported that they feel accepted, care for and

upported by health care providers. They reported that they are provided with pre — test

ounseling and post- test counseling and knowledge about their condition. The reports of
ubjects interviewed are as follows:

\ 26 — year old female who was diagnosed in 1995 reported that, “The health care providers are
upportive. They provided me with counseling before and after the diagnosis and also with
‘nowledge about my condition”,

‘The health care providers are doing their job. They provided me with counseling and
‘:nowledge about my condition” reported a 25 — year old female who was diagnosed in 1997.

I was provided with counseling, support and care by health care providers” reported a 21 —
rear old female who was diagnosed in March 2000.

\ 39 — year old male who was diagnosed in 1996 reported that, “at the hospital | was provided
vith care, support, medication and knowledge about my condition. They also gave me
nformation about good nutrition and precautionary measures to reduce the spread of AIDS.”
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3. PRECAUTIONARY MEASUES

3.1. The most effective precautionary  2asures to prevent the spread of HIV /
IDS

condom was reported by the majority (60%) of the subjects interviewed as the effective
ecautionary measure of reducing the spread of HIV / AIDS. The reports of the subjects
terviewed are as follows:

think a condom is the only precautionary measure that can help to reduce the spread of HIV.”
ported a 22 — year old male who was diagnhosed in 1997.

believe that a condom can help in reducing the spread of HIV / AIDS” reported a 33 year old
ale who was diagnosed in 1999.

‘he most effective method that can reduce the spread of HIV / AIDS is a condom” reported a
» — year old female who was diagnosed in March 2000.

)nly a condom can help in reducing the spread of HIV as many people cannot abstain from
x” reported a 20 — year old female who was diaghosed in 1996.

3.2. Best way of informing people about HIV / AIDS

1e best way of informing people about AIDS was reported by the majority (75%) of the

bjects interviewed as formal education. The subjects also reported that people living with

DS must also engage in teaching the community about AIDS. The reports of the subjects are
lov
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People must be given proper information and not myths about AIDS. As people living with AIDS,
e must also teach the community about AIDS as we are experiencing it ourselves” reported a
7 — year old female who was diagnosed in 1996.

Education is the best method of teaching people about AIDS. What most of the people know
re myths about AIDS and not the truth” reported a 29 — year old male who was diagnosed in
998.

'think education is the best way of informing people about JIV / AIDS” reported a 39 — year old
1ale who was diagnosed in 1999.

.4. ADDITIONAL INFORMATION

one of the interviewed subjects gave any additional information they considered significant or
1at was left — out by the interviewer. Finally, all the subjects interviewed reported that the
iterview itself was alright when asked to respond bout the whole interview.
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CHAPTER FIVE

INTERPRETATION AND DISCUSSION

's have been conducted in South Africa about the attitudes and perceptions
th AIDS towards community members and the health care providers. Thus, it
» consideration that this is the first research known to the researcher.

research may be biased or unreliable as the researcher could not cover a
nly a small sample of men and women staying at Saulspoort, in the

>uld be borne in mind when gathering, interpreting and discussing data

iple living with AIDS is that, the accuracy of information obtained is largely
relationship between the researcher and the participant. This is because
ikely to give incorrect information to the interviewer. This may be because
stect themselves from the sordid reality of their past and present existence.
it the researcher with suspicion and hostility.

sration the above factors, a general analysis of the data obtained in this study

ole living with AIDSA have different attitudes and perceptions towards health
community members. These differences are due to the fact that people

1 not react to the disease in similar ways and also they are not treated the

ty members. Thus, people living with AIDS perceive the health care providers
y members differently, and hold different attitudes towards them. This will

v:
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. FACTORS RELATED TO HIV / AIDS

rge proportion of the subjects interviewed indicated that they had knowledge about HIV /

» before their diagnosis. According to Judson as cited in Simbayi (1990), the vast majority of
new cases of HIV infection may occur in individuals who have adequate information about
disease and how to prevent it.

:tion towards the diagnosis was reported as different depending on each subject. The

tions included feelings of shock, guilt, confusion and desire to commit suicide. According to
ardson (1989), most people feel shock and disorientation when they discover that they are
positive. They may refuse to accept the diagnosis and become angry. Alternatively, they
blame themselves and feel depressed. They may become hopeless (Evian, 1995).

yrding to Poss (1982) denial, isolation, bargaining and acceptance are also some of their

itions.

ings regarding sexual intimate relationship revealed that there were some differences in
the subjects were involved. Some of the respondents indicated that they were involved in
tiple or casual relationship, when others indicated that they were committed to one

ner. Regarding the issue of how they learnt about their conditions, the findings were that
t of the respondents learnt about their condition after conducting a blood test.

. PERCEPTION AND ATTITUDES

lings about health care providers

»rding to Kaplan and Sadock (1991) mental health providers are said to provide social

ort to the people living with AIDS. They are often enlisted in helping to deal with matters
1 as making will and taking care of hospital and other medical expenses, and they ensure
tl r tl ! ttl
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ealth care providers provide them with care and support. Thus, they perceive them as good
nd they hold a positive attitude towards them.

eelings towards community members

ccording to Herek and Glunt (1988), people living with AIDS are given less respect than other
eople suffering from other serious ilinesses. This is also because we rationalize our own fears.
y “blaming the victim” we can externalize the devastating disease and pretend it cannot
appen to us (Klienke, 1986). The research results indicate that people living with AIDS perceive
1e community as non — supportive and not accepting them, which implies that people living
rith AIDS may hold a negative attitude towards community members.

upport from family members

ccording to Lombard (1990), the family is entrusted with responsibility of promoting health
nd improving the quality of life of all its members. Early involvement of significant others
ccording to Kaplan and Sadock (1991} can strengthen the AIDS patient support system if
ognitive symptoms develop and further impair the patient. The research findings indicated
hat people living AIDS perceive the family as supportive especially their parents. Thus, they
old a positive attitude towards their family members.

eelings about AIDS as a disease

.efore contracting the disease, people living with AIDS were ignorant and careless. After
ontracting the virus, they indicated that they felt ashamed of being HIV positive, and they
elieve that people are negative towards them. Thus, the people living with AIDS had a
egative feeling towards as a disease and also towards people who were infected. However,
hey felt that they should teach the community about the disease as a way of preventing the
apid spread of the disease.
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.3. PRECAUTIONARY MEASURES

1e most effective precautionary measure to prevent the rapid spread of AIDS is a condom.
ccording to Evian (1995) the best method of reducing the spread of AIDS is a condom. While a
yndom prohibits the transmission of HIV, its effectiveness as a risk reduction strategy is
zpendent on the proper and consistent use.

1e subjects also indicated that formal education can be the best method of informing the
20ple about HIV/ AIDS. The findings also revealed that people living with AIDS must be
volved in teaching the community about AIDS, they must be included in the AIDS campaigns,
ilks and any other means of teaching the people with AIDS.
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CHAPTER SIX

RECCOMENDATIONS

ITRODUCTION

considerable number of attempts at reducing the spread of AIDS have gained little success.
rople are still ignorant, careless and do not practice safe sex. As the test findings indicate that
ost of the PWAs are of the view that they must teach the community about AIDS, the
searcher is of the opinion that this will be one of the effective ways of spreading the gospel of
DS. According to people living with AIDS, prevention may also be the most effective way of
ducing the spread of HIV.

1. PREVENTION

the absence of any cure or vaccine, prevention is the only hope for overcoming the fatal
sease. Prevention of infection with the AIDS virus requires people to exercise control over
eir own sexual behaviors. Social efforts designed to control the spread of AIDS have centered
ainly on the public about how the AIDS virus is transmitted and how to safeguard one against
ch infection. Unfortunately information alone does not necessarily exert much influence on
ralth — impairing habits. It has not slimed the obese, eradicated cigarette smoking and it
rtainly will not make the sexually active people celibate.

1 achieve self — directed change, people need to be given not only reasons to alter risky habits
it also the means, resources and social support to do so.



80

i everyday usage “prevention” is a catchall, sufficiently global term embracing three
ualitative different strategies, namely: primary, secondary and tertiary prevention strategies
‘ak & Cowen, 1976).

ertiary strategies are programs designed to reduce the effects of AIDS on the HIV infected
erson. This includes supportive services for AIDS victims and mutual aid groups. The tertiary
rograms enable the victim of AIDS to cope with the stress of daily living. Although necessary,
1ese programs have little effects on prevention of HIV because they are implemented after
ifection has taken place. Furthermore, focus is on the victims rather than people who are at
sk to contract the virus.

nce the research focus on people living with AIDS, more information has been said concerning
rrtiary programs. The researcher felt that other strategies would be of importance as AIDS
ffect everybody.

acondary prevention on the other hand focuses on medical strategies that seek to reduce the
yread of the disease (Cowen, 1983). This involves screening of blood (HIV test) to determine

1e health status of a person. A common element in all secondary prevention efforts is the

anse that systematic early findings will enable people to practice safe sex hence not to spread
1e disease. However, Hubley (1990) is of the opinion that knowing that one is HIV positive may
ropel a person to spread the disease possibly because of anger or fear of dying alone. This may
icrease rather than decreasing the rate of infection.

he alternative approach to prevalence reduction is an attempt to reduce the rate at which

ew cases of AIDS develop. This approach is formally known as primary prevention. This
pproach focuses on reducing the rate of infection through promoting healthy sexual behaviors
I the community (Mafora, 1991).
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B. Preventing the exchange of body fluids during coitus

he AIDS virus is transmitted in the semen and vaginal fluids. If these fluids are prevented from
ntering the body of the other sexual partner the possible spread of AIDS is minimized.
ondoms to a larger extent are the only way to prevent this exchange of body fluids if used
yrrectly during coitus.

/hile condoms prohibited the transmission of HIV, their effectiveness as a risk reduction
rategy is dependent on proper and consistent use. A number of studies show that condoms
ipture and slip on even when used properly (Evian, 1995). Furthermore, the risk of busting of
yndoms increases dramatically to more than 30% of users especially when it is stored in very
ot conditions. Other factors such as lubricants (e.g. Vaseline) can destroy the condoms ability
) protect.

Ithough condoms do not provide absolute protection, most researchers believe that when

sed properly they offer some protection. Unfortunately, increasing the consistent use of
yndoms has been a formidable challenge. In their studies Seenhant (1992), Kau (1992) and
mbayi (1993) found that the use of condoms is extremely unpopular. It was also revealed that
2ople fail to use condoms because of fear of losing the opportunity for pleasurable sex and
ymance. The reason for failure emphasize the importance of education.

C. Abstinence

bstaining completely from sexual intercourse is the safest way of avoiding infection (Hubley,
392). Although sexual abstinence is the most effective method to prevent the spread and the
ansmission of HIV, few people adopt to this HIV — preventative behavior. This contention is
ipported by Sapire (1990) who stated that, the delay in engaging in sexual intercourse is rare
many societies. If a cure for AIDS is not found, this method is will be last option people are
ft with.



83

'HE AIDS EDUCATION PROCESS

1ing people about AIDS is not a simple task but a process comprised of five stages. The
described below are based on those offered by Lombard (1990) in his discussion of
iting AIDS education.

: one (Choosing the target group)

volves identifying groups that need to be reached in the community. Every target group
ferent information it needs and will require separate and distinct approaches. For

ile, adolescents or school children who are said to be the risk group. Therefore, education
safer sexual relationships can be offered to this group.

two (Awareness)

| target group has been identified, the process of creating awareness can begin. This
s based on the assumption that once people are made aware of the dangers of the

g, they could start thinking about how to protect themselves. Geen and Moran (1985)
-t the above contention by starting that awareness is characterized by an increased

it in making the situation better.

three (Dissemination of knowledge)

)eople are made aware of the disease, a need for knowledge is created. Before giving
ation Lombard (1990) emphasizes that the educator should first determine the present
:dge of the audience and whether they have any misconception or special needs

nii ©OTE ) itin al ki wheretl 'a misin° med.
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Motivation)

eness and giving information is not enough to change human sexual behavior.
rate people to act on the information are also of great importance. Individuals
yre be motivated to modify their sexual lives in order control the possible

he disease. Lombard (1990) states that, recognizing the value of life and the

h can motivate people to change their unsafe sexual habits.

yustainability)

tion need to be innovative and sustained. Messages about AIDS should be
epetitive. This could be achieved by combining different strategies such as giving
s, workshops as well as using the mass media. Given the fact that AIDS education
treated in isolation, there is a need that education should be incorporated into
structures other than the school.

AEDIA — BASED — PREVENTION

e are other channels for dissemination of health messages, the mass media
ilarly important since it can in its various forms reach many people. Mass
n includes broadcasting (television and radio programs), print (magazines,
lirect mail etc.) and displays (bill boards and posters).

ision

ften regarded as a powerful medium resource for delivering messages to the

IDS messages can be delivered in many ways on the television depending on the
I t! : E n acts of t|  HIVinfect 1 may
| ny ) SR B} | n.
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B. Radio

This is also a major resource for AIDS educators and one that is rather underrated and
underused. The radio is probably the only other channel that can reach a large number of
people. People who cannot afford a television sets are likely to possess a radio (Mafora, 1991).

C. Local newspaper, magazines and direct mail

Printed communication channels have played a key role for many years as a means for
dissemination of information. The advantage of this means of communication is its potential to
-each people who do not own a television and a radio. However, the press is not interested in
iry facts or unattractive information. To tell the truth AIDS threat requires writing about fairly
technical matters with many qualifications and much circumspection. This therefore makes the
lissemination of accurate information about AIDS not newsworthy in comparison with more
Jrgent crisis news items. Despite the above mentioned constraints, the press can be used to
advertise special events such as seminars and workshops on AIDS to interest people.

“or preventive programs in AIDS disease to be successful, the people’s participation is vital.
Fhere is no doubt that communities can adopt preventative behavior. What is required of
aducators is to increase their awareness and emphasize on behavioral changes.



86

REFERENCES

med, P.L, (1992}, Living and Dying with AIDS. New York: Dlenum Press.

derson, W, (1994), An investigation into the Lifestyle of People. Unpublished manuscript.

imore, D, (1975), Societal and Individual Orientation Towards Prevention. New York:
Graw Hill.

tlett, J. G. and Finkbeiner, A.K, (1996}, The Guide To Living with HIV Infection. London: The
ins Hopkins University.

:ker, W, (1986), HTLV — Ill - INFECTION. Medical Journal, Vol. 70 (80) pp. 26 — 27.

~er, E, (1997), Slicing the Mystique of prevention with occams razor: American Journal of
slic Health, V.59 pp. 478 — 484.

:alan, j, Burgess, A and Klimes, [, (1995), Psychological Medicine of HIV Infection. New York:
ford University Press Inc.

1ter for Disease Control, (1981): AIDS Update. Vol. 20 (29) pp. 70 — 90.

1ter for Disease Control, (1982): AIDS Update. Vol. 24 (31) pp. 507 — 514.




87

1ter for Disease Control, (1987): AIDS Update. B Med. J News Item.

eman, J. C., and Broen, W. E, Jr., (1972), Abnormal Psychology and Modern Life, Scott USA:
‘esman and Company.

‘ey, G, (1986), Theory and Practice of Counseling and Psychotherapy: Third Edition, Belmont
ifornia: Wadsworth, Inc.

wen, E, (1993), The Wooing of Primary Prevention: American Journal of Community
chology, Vol. 8 pp. 258 — 284,

demiological Comments: Vol. 22 (10} October 1995: Department of Health, RSA.

an, C, (1995), Primary AIDS Care: Second Edition, Johannesburg RSA: Fishlike Printers.

1, H., Conner, R. F, and Villarreal, L. P, (1996), AIDS: Science and Society, London England:
1es and Bartlett Publishing International.

thing, C. F, Brown, S. E, and Staughton, R. C. D, (1988), A Color Atlas of AIDS and HIV Disease:
gland: Wolfe Publishing Ltd.

her, E. E, (1991), Psychology for Nurses and the Health Team: Republic of South Africa: Juta
d Co, Ltd.

tzpatric, M, and Milligan, D, (1987), The Truth About A__ ; Panic. London: Junior Publishers,
\.




88

e:// A:\ behavior.html.

2:// A: \ confide.html.

e, G, and Moran, A, (1985), AIDS Concepts in Nursing Practice. London: Junior Publishers, Ltd.

stin, L. D, (1995), Confidentiality, Privacy and the “Right to Know”, Confidentiality The Duty
Warn: Ethical and Legal Dilemmas in the HIV epidemic. J. Int Assoc. Physicians AIDS Care, 1:
-34.

‘een, J, and Miller, D, (1986}, AIDS: The story of the Disease. London: Grafton Books.

innel, R, (1988), Social Work Research and Evaluation: Itasca, F. E. Peacock Publishing Co.

ll, C. S, and Lindzey, G, (1970), Theories of Personality: Second Edition, New York USA: John
lley and Sons, Inc.

alth.co.za. (1988)

:dlle, L. A, and Ziegler, D. J, (1981), Personality Theories: Basic Assumptions, Research and
plication. Japan, International Student Edition, McGraw — Hill, Inc.

ffman, M. A, (1991), Counseling the HIV — infected client: A Psychological Model for
sessment and Intervention. The Counseling Psychologist, 19, 467 — 542.

'p; // www. becla. org / position / aids / conclusion.html.




89

bley, J, (1992), The AIDS handbook: London, MacMillian Publishers, Ltd.

plan, H. |, and Sadock, J. B, (1991), Synopsis of Psychiatry: Behavioral Sciences Clinical
rchiatry, Baltimore Maryland, Williams and Wilkins.

tchadourian, A and Lunde, T, (1980), Fundamentals of Human Sexuality: USA, Holt, Rinehard
1 Winston.

kpatric, B, (1988), AIDS: Sharing The Pain: USA, Datton, Longman and Todd.

inke, C, L, (1986), Meeting and Understanding People: New York, W. H. Freeman.

:hman, C, (1995), Heterosexual HIV / AIDS as a global problem: Braamfontein, TPS Drug
ormation Center (Pty) Ltd.

ton, A, (1985), Psychology: London University of Chicago Press.

ton, L. A, (1985), Psychology: USA, Allyn and Bacon, Inc.

‘ole, F, (1994), AIDS CRISES. Nursing Care Journal.

— Blondoo — Wood, G, and Heber, J, (1980), Nursing Research: The CV. USA, Mosby Co.

nbard, J, (1990), AIDS Prevention Strategy. Social Work Practice Journal. Vol. 2 (90) pp. 10 -




90
sman Dictionary of Contemporary English (1987), Harlow, England: Longman Group UK
ted.

v, D. A, (1991), Human Development: South Africa: Haum Tertiary, Pretoria.

ora, F, (1991), An Investigation into the Knowledge and Attitudes of the Community with
rd to the Prevention of Genetic Diseases and Mental Retardation, Unpublished Manuscript,

n, J, (1988), Prevention and Control of AIDS — Summit of Ministers of Health Programs:
rd, Pergamon Press.

low, A, (1969), Towards a Psychology of Being: New York, Van Nostrand.

juigan, F. J, (1990), Experimental Psychology: Methods of Research in Education, New York,
tice Hall, Inc.

gan, C, King, K, and Robinson M, (1981), Introduction to Psychology: Auckland, McGraw —

i, C, (1992), All Against AIDS, G and A. London, Williams Publishers.

ti, J, (1992), Focus on AIDS. Social Work Practice: Vol. 2 (90) pp. 15.

ile, G, and Burnard, P, (1992), Women and AIDS in Rural Africa: Britain, Auebury Publishers.

, N fil Vinfi  on:l v York, Appeltor :ntury Crofts.




91

ry, J. K, (1989), Social Work Theory and Practice with the Terminally ill: The New York,
‘worth Press, Inc.

ansky, L, (1976), Social Work Research: USA, The University of Chicago Press.

s, S, (1982), Towards Death with Dignity: Caring for the Dying People: London UK, George
in and Unwin Publishers (Ltd).

tt, R, (1991), AIDS: A Strategy for Nursing Care: London, Tottenham Court Road.

+—Grant, N, (1979), Prevention: A Multifaceted Approach Requiring A Multidisciplinary
ut: Britain, Oxford University Press.

yer, A. S, (1985), Dictionary of Psychology: Penguin Books.

d, W, (1984), Research in Social Work: New York, Columbia University Press.

hardson, D, (1989), Women and the AIDS Crisis: London, Unwin Hyman, (Ltd).

tenberg, Y, Van de Boom, F, and Janger, J, (1992), AIDS up to the year 2000: London, Kluwer
idemic Publishers.

ason, |. G, (1972), Abnormal Psychology: Meredith.

vire, E, ( )}, A__ are . enagers at Risk, Medical Sex Journal 1 (2).







93

nne, J, (1992), AIDS Epidemic Grows But Response Is Low, American Health Journal, Vol.
11, pp. 305.

e South African Health and Medical Search Engine, (1998), (Pty), Ltd.

wux, C. B, and Carkhuff R. R, (1967), Towards Effective Counseling and Psychotherapy: Chicago
A, Aldine Publishing Company.

iiversal Dictionary, (1986), London: Readers Digest Association, Ltd.

hiteside, A, (1992), The Economic Effects of AIDS in South Africa. In AIDS and your response
aceeding, Nov. 1992, pp. 1 — 14, Institute of Western Concerned.

orld Health Organization (WHO), 199): The Tenth International Conference on AIDS, Geneva,
HO 62 /9, pp. 1112 — 1114,

orld Health Organization (WHO), 1995: Facing The Reality of An Explosion of HIV in the World,
'neva, WHO 89 /1.

x, M, and Cowen, E, (1976), Abnormal Psychology Changing Conceptions; New York, Hott and
inston.




94

APPENDIX A

QUESTIONAIRE

)PIC

SURVEY ON THE A...TUDES AND PERCEPTIO OF PEOPLE LIVING WITH AIDS
'WARDS COMMUNITY MEMBERS AND HEALTH CARE PROVIDERS OF
JISTENBURG AREA IN THE NORTH WEST PROVINCE

ar Participants

efly, this questionnaire is designed by the researcher to investigate the attitudes and
rceptions of people living with AIDS in Saulspoort, Rustenburg are towards the community
'mbers and health care providers. The researcher is doing this research for her practical work
her Masters degree in Clinical Psychology. Do not write your name, your responses will be
onymous to make the research confidential.

ur cooperation will be highly appreciated.

‘na Pilane
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STRUCTIONS

Use x to mark the appropriate block.
2. Choose only one answer.
Please try to answer all questions.

A. DEMOGRAPHIC QUESTIONS

1. Sex of the respondent

- Male
-  Female

2. Agegroup
- less than 20 years
- 21-30vyears

- 31-40years
- 41 and above

3. Demographic area

- Rural
- Urban

B. PERCEPTION AND ATTITUDE QUESTIONS

1. Which year where you diagnosed HIV positive?
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1997 - 1998

1999 - 2000

How did you learn about your condition?

Voluntary conducting a blood test
General check up
Advice from a practitioner

How did you contract the virus?

Sexual relationship
Blood transfusion
Sharing of needles and syringes

How did you react towards the diagnosis?

Were you feeling guilty
Were you shocked
Were you ashamed

Before you learn about your condition, did you feel that people living with AIDS are:

Ignorant
Unfortunate
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Did you have any knowledge about AIDS before contracting it?

Yes
No

Which precautionary measures did you use to prevent HIV or unwanted pregnancy?

Condoms
Abstinence
Masturbation

How was your sexual intimate relationship before?

Casual
Multiple partners
Committed to one partner

What type of sexual relationship were you involved in before the diagnosis?

Homosexual relationship
Prostitution
Hetero ual ‘atiol ip
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10. Was it easy to tell your family that you are HIV positive?

11. Who specifically is supportive in your family?

- Parents
- Siblings
- All family members

12. People are ignorant about HIV / AIDS?

ongly Disagree | Dic=eree | Agree

J Strongly Agree

13. People living with AIDS must be treated the same as other people suffering from other diseases?

ongly Disagrea Disagree Agree Strongly Agree :|
14. | see my family as being supportive.
ongly Disagree Disagree Agree rStroneg Agree
| HIV) i
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22. | have to inform others about my condition.

rongly Disagree j Disagree | Agree Strongly Agree

23. Does the society you are living in care about people living wit AIDS?

rongly Disagree Disagree Agree | Strongly Agree

24. Are you ashamed of your condition?

rongly Dieaaraa Disagrea Agree Strongly Agree
25. To you own knowledge, which precautionary measure or method is the most effective to

27.

prevent the spread of HIV/ AIDS?

Condom
Abstinence
One partner

. As a person living with AIDS, what do you consider to be the best method of informing other

people about HIV / AIDS?

Media
Formal education
C Haigns

In your own opinion, what do you think can be done in our society to prevent the spread of
AIDS?

Prevention
Education
Other (specify)
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28. Whose fault it is, that your HIV positive?

- Partner
- Myself
- Other (specify)
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APPENDIX B

YME COMMON SHOCK REACTIONS TO DIAGNOSIS OR INFECTION

AOTIONAL

imbness / “Stunned” Silence / Disbelief

nfusion / distractibility / uncertainty — about the present and future circumstances
:nial (“It can’t be true”, “Don’t worry things will be fine”)

'spair (“Oh my God, every thing is ruined”)

iger — towards health staff, loved ones, etc, over impact on life and circumstances

ar — of pain, death, disability, loss of bodily / mental functioning, loss of confidentiality /
ivacy

Iilt/ self recrimination — over the association of infection or iliness with sexual activity, or
ing gay or a drug abuser

ute and sever anxiety

wotional liability — moving quickly and unpredictably from tears to laughter (and vice versa)
dness and morbid concern - for the future, work, lover / spouse / family, health

spicion — over the actions and behavior of staff / loved ones / helpers

lief — at knowing the cause of recent illness is
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:HAVIORAL

ying — episode an often unpredictable

iger and irritability — towards anybody, often “sparked off” by trivial and important events
1ay be physical and / verbal)

ithdrawal — distancing from the present issues and circumstances, reluctance to become
solved in conversation, activities or plans for treatment

If - denigration — referring to self as being “deserving of this plague”, worthless, unclean and
_tyu

ipulsiveness — acting without thought for consequences
idily checking — for “signs” of further infection or physical deterioration

1estioning — for reassurance, further information
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APPENDIX C

HOOSING FOOD FOR A HEALTHY LIFE (COURTESY St Mary’s Hospital Nutrition
1d Dietetic Department)

2althy eating means eating the right foods in the right balance and the right amount. Food
ovides you with energy, protein, vitamins and minerals.

'HAT ARE THE BEST FOODS TO CHOOSE?

otein Foods. Protein plays an important part in the growth and the repair of the body tissue.
otein foods are: meat, fish, eggs, cheese, milk pulses (e.g. kidney and haricot beans) and nuts.
1ese foods also provide you with a valuable source of iron, especially red meat and offal. Iron
needed for health blood. Milk and dairy product are also good source of calcium, which is
reded for growing bones and teeth.

rgetables and Fruits. These foods provide vitamins, particularly vitamin C, for vitality and to
-ep the body tissue in good repair. They also include many minerals. Buy fruits and vegetables
ash whenever possible, but frozen vegetables do provide a good alternative. Dietary fiber is
30 present in many vegetables, including frozen and canned peas and beans, and in fruit.

ts and oils. Oils, margarine, butter, lard, etc. these foods are high in calories. Butter and
argarine provides vitamin A and D. “Hidden fats” are also found i salad
essings.
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rchy foods. Bread, cereals, potatoes, rice, pasta, breakfast cereals etc. These foods provides
irgy, iron, calcium, protein and B vitamins. They are also a very good source of dietary fiber
| you should aim to:

= 1HIS FOODS INSTEAD OF
ole meal flour White flour
ole meal bread White bread

ole grain breakfast cereals

ole grain biscuits

ip bread Rich tea, cream crackers
ole meal pasta White pasta
Whn rice White rice

ins and pulses are also a very good source of dietary fiber

uid. Aim to drink plenty of liquid each day, especially water. It is essential for all body
ctions.






