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Abstract 
 
This study set out to describe the prevalence and nature of AIDS-related stigma in selected South African public universities. 
The study adopted a qualitative approach by conducting in-depth interviews with its target population. The data was analysed 
using open coding, where dominant themes from the discussions were identified. The findings show that stigmatisation of 
people living with AIDS is a key obstacle to HIV prevention and AIDS care. The HIV and AIDS-related stigma places a major 
psychosocial burden on patients. Therefore, efforts to reduce this stigma should be an integral part of all HIV and AIDS 
programmes in tertiary institutions. Policies need to be developed to support individuals living with HIV and AIDS and research 
needs to be conducted to find innovative solutions to health problems. 
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1. Introduction and Background  
 
AIDS-related stigma has been reported to be a major factor contributing to the spread of HIV (Airhihenbuwa et al., 2009; 
Campbell et al., 2011; Tomaszewski, 2012; Ramirez-Valles, Molina, & Dirkes, 2013). Many researchers have written 
extensively on AIDS-related stigma and concur that, for the past several years, diverse and often confused concepts of 
this stigma have been invoked in discussions on AIDS (Castro & Farmer, 2005; Parker & Aggleton, 2003). Some have 
argued compellingly that AIDS-related stigma acts as a barrier to voluntary counselling and testing (Parker & Aggleton, 
2003). However, Castro and Farmer (2005) argue that less compelling are observations regarding the source of this 
stigma or its role in decreasing interest in HIV care. Goffman (1963) contends that both the fear of people who are 
different and the fear of disease can lead to social stigmatisation. Parker and Aggleton (2003) point out that, globally, 
there has been a recent resurgence in interest in HIV and AIDS-related stigma and discrimination, triggered at least in 
part by growing recognition that negative social responses to the epidemic remain pervasive even in seriously affected 
communities.  

The study sought to establish whether AIDS-related stigma does indeed stand as a ranking impediment to HIV and 
AIDS treatment, care and support in South African public universities in the KwaZulu-Natal province. The study intended 
to provide government, the education sector, policy makers, AIDS activists, researchers and health professionals with 
information that may assist them in their decision-making processes and help them take appropriate action with regard to 
intervention programmes. To achieve the stated aim, the study set out to answer the following research question: Does 
AIDS-related stigma affect HIV and AIDS treatment, care and support? 

The problem that was investigated in this study pertains to the fact that much has been said about HIV and AIDS 
and its consequences. However, far less attention has been paid to the obstacles to HIV treatment, care and support 
resulting from HIV-related stigma and discrimination in South African public universities. The epidemic of fear, 
stigmatisation and discrimination has undermined the ability of individuals, families and societies to protect themselves 
and provide support and reassurance to those affected. This, in no small measure, hinders efforts at stemming the 
epidemic. It complicates decisions about testing, disclosure of status, and ability to negotiate prevention behaviours, 
including the use of family planning services (International Centre for Research on Women, 2005). The problem in this 
study stems from South Africa’s HIV and AIDS infection rate which is one of the highest in the world (Avert, 2013; 
Mbatha 2009; Vearey et al., 2011). It is important to note that the impact of HIV and AIDS on the educational sector has 
not gone unnoticed.  

A study conducted by the World Bank (2000) assessing seven universities in six countries, including South Africa, 
established that HIV and AIDS have a serious impact on universities in that the epidemic affects the number of students 
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that are available to study at tertiary institutions. In addition, the attrition rate due to death, illness, financial constraints 
and the demand for home-based care (for infected family members and dependent children) reduces enrolment 
numbers. In his study, Diedericks (2003) cautions that this affects the sustainability of universities and decreases the 
intellectual commodity. This, in turn, has a negative impact on the economy as only countries that improve their 
educational productivity and deliver an adequate number of competent graduates to the labour market will improve their 
wealth-creating abilities and thus prosperity for all. Likewise, Mkhize (2008) argues that HIV and AIDS may also reduce 
the quality of education and could further widen the gender gap in education as female students are more adversely 
affected than are males. Mkhize (2008) further cautions that many students will have to take time off to nurse the sick, 
seek medical care and attend funerals, which may result in their missing classes or even terminating their studies. In their 
book on HIV-related stigma across contexts, Ogden and Nyblade (2005) concur with Airhihenbuwa et al. (2009) and 
Campbell et al. (2011) that HIV and AIDS-related stigma and discrimination together have long been recognised as one 
of the main obstacles to the prevention, care, and treatment of HIV and AIDS. The last mentioned authors vehemently 
contend that very little has been done on a large scale to combat the stigma. They believe that there are various reasons 
for this inaction, including the belief of many policymakers that stigma is hard to define and measure, making it difficult to 
design and implement interventions.  
 
1.1 Stigma defined  
 
Alonzo and Reynolds (1995) describe stigma as a social construction that significantly affects the lives and experiences 
of individuals living with HIV infection, as well as their partners, families and friends. AIDS-related stigma and 
discrimination refer to prejudice, negative attitudes, abuse and maltreatment directed at people living with HIV and AIDS 
(Avert, 2013). The consequences of stigma and discrimination are wide-ranging. These include being shunned by family, 
peers and the wider community, poor treatment in health care and education settings, an erosion of rights, psychological 
damage, and a negative effect on the success of HIV testing and treatment (Avert, 2013). Likewise, Parker and Aggleton 
(2003) are of the view that the decision to disclose HIV status is therefore the outcome of a calculation of the immediate 
benefits and risks of such an action. However, traditional definitions underplay the role of stigma as a social and political 
construction that facilitates the domination of certain social groupings, especially in the context of competition for scarce 
resources. In line with the aforementioned views, Link and Phelan (2001), supported by Van Dijk and Van Driel (2012), 
opine that social science research on stigma has grown significantly over the past two decades, particularly in social 
psychology where researchers have elucidated the ways in which people construct cognitive categories and link those 
categories to stereotyped beliefs. Link and Phelan (2001) further assert that, amidst this growth, the stigma concept has 
been criticised as being too vaguely defined and too individually focused. In response to these criticisms, Link and 
Phelan (2001) define stigma as the co-occurrence of its components – labelling, stereotyping, separation, status loss and 
discrimination — and further indicate that, for stigmatisation to occur, power must be exercised. Likewise, an earlier study 
by Alonzo and Reynolds (1995) defines stigma as a social construction which dramatically affects the life experiences of 
individuals infected with HIV, as well as those of their partners, families and friends. Also, Herek (1999), supported by 
Lekas, Siegel and Leider (2011), describes AIDS-related stigma as prejudice, discounting, discrediting and discrimination 
directed at people perceived to have AIDS or HIV, and at the individuals, groups and communities with which they are 
associated. 

2. Literature Review  
 
Data about the stigmatisation of persons living with HIV and AIDS in South African public universities is scant. The 
literature shows that many diseases have been stigmatised throughout history. For example, persons with the plague 
were stigmatised during the Middle Ages, and sexually transmitted diseases have been stigmatised throughout the last 
several centuries (Brandt, 1987). Likewise, Parker and Aggleton (2003) argue that AIDS has been one of the most feared 
and stigmatised diseases of the last 20 years. In support of Parker and Aggleton (2003), Ogden and Nyblade (2005) note 
that there is abundant evidence that the stigmatisation of AIDS has been detrimental to the health of those with AIDS and 
has played a role in limiting public health and medical efforts to control the disease. Another important point worth noting 
is that early stigmatisation of AIDS as a disease of homosexual men contributed to the low levels of funding for AIDS 
research in the 1980s (Shilts, 1987). Parker and Aggleton (2003) assert that the theoretical literature emphasises that 
stigma results not only from fear of physical contagion but also from fear of “symbolic contagion”, a threat to both the 
health and wellbeing of individuals and to the wellbeing and legitimacy of the status quo. Whereas the form and content 
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of stigma will vary from one context to another, various forms of stigma are united by the way in which they serve to 
support systems of social inequality and social difference and to reinforce the interests of powerful social actors seeking 
to legitimise their dominant status (Parker & Aggleton, 2003).  

Snyder, Omoto and Crain (1999) argue that, occasionally, these fears co-occur, resulting in severe stigmatisation 
of strangers with diseases. Such stigmatisation can increase the adverse consequences of a disease in multiple ways. 
First, stigmatisation can substantially increase the suffering of persons with the disease. Second, persons with or at risk 
for the disease may avoid seeking health care, making it much harder for public health authorities to control the disease. 
Third, professionals and volunteers working in the field may also become stigmatised, leading to higher rates of stress 
and burnout. Finally, stigmatisation may generate considerable economic losses if people avoid groups or geographic 
areas associated with the disease. Fear of contagion coupled with negative, value-based assumptions about people who 
are infected lead to high levels of stigma surrounding HIV and AIDS. UNAIDS (2008) outlines factors that contribute to 
AIDS-related stigma and these include the following: 

• HIV and AIDS are life-threatening diseases, and therefore people have strong reactions to them. 
• HIV infection is associated with behaviours (such as homosexuality, drug addiction, prostitution or promiscuity) 

that are already stigmatised in many societies. 
• Most people become infected with HIV through sex, which often carries moral baggage. 
• There is much inaccurate information about how HIV is transmitted, creating irrational behaviour and 

misperceptions of personal risk. 
• HIV infection is often thought to be the result of personal irresponsibility. 
• Religious or moral beliefs lead some people to believe that being infected with HIV is the result of moral fault 

(such as promiscuity or “deviant sex”) that deserves to be punished. 
• The effects of antiretroviral therapy on people’s physical appearance can result in forced disclosure and 

discrimination based on appearance. 
Valdiserri (2002), supported by Herek, Mitnick and Burris (1998), argues that stigma is not new to public health, 

nor is it unique to HIV and AIDS. Duffy (1990) observes that those who became ill with cholera in the early years of the 
American republic were publicly decried as intemperate, lazy and vice-ridden. An earlier study by Brandt (1987) 
established that, even after the germ theory had become widely accepted – thus discrediting divine wrath, miasma and 
other incorrect theories of disease – negative attitudes lingered. For example, some persons with syphilis were seen as 
“innocent”; others were not. Often, physicians were reluctant to treat patients in the last mentioned category, considering 
them to be immoral and hence unworthy of care. 

3. Research Methodology 
 
The study targeted students in three out of five purposively selected South African public universities in the KwaZulu-
Natal province. The study adopted a qualitative approach by conducting focus group interviews in order to engage and 
encapsulate the different viewpoints of its target population. The target population, which consisted of a total of 150 
students from all targeted universities, was stratified according to its level of study. Five groups per institution were 
selected for the focus group interviews. Using simple random sampling, 50 students from each university were selected. 
The interviews provided the students with an opportunity to share and reflect on their perceptions and experiences of 
AIDS-related stigma. The data were analysed using open coding, where dominant themes from the discussions were 
identified and discussed in detail. The study sought to generate a rich body of findings from a relatively small number of 
respondents rather than less detailed information from a relatively larger group. While the study’s findings may not be 
representative or generalisable, they indicate areas for further exploration and contribute to the development of strategies 
that can be implemented to combat the pandemic. In terms of ethical consideration, informed consent was obtained from 
each participant in the study in order to ensure that all participants understood what they were doing and to verify their 
willingness to participate. The respondents were assured of their rights, including the right of consent, protection from 
disclosure of information, and respect for their privacy. All the research participants participated voluntarily and were not 
forced to take part in the study. With regard to protection from harm, the researcher ensured that the participants were 
not at any risk and would not be exposed to embarrassment, unusual stress, or any demeaning treatment. Anonymity 
and confidentiality were promised and maintained. The information they provided was not made available to anyone else 
not directly involved in the study and cannot be traced to or used to identify the participants. The researcher also ensured 
that the participants would remain anonymous throughout the study.  
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4. Findings 
 
The findings are discussed under the following headings: demographic profile of the respondents, HIV-related stigma, 
internalised stigma and stigmatised places.  
 
4.1 Demographic profile of the respondents 
 
The findings indicate that the sample was racially biased with 111 (74%) indigenous Africans and 39 (26%) Indians. The 
sample also represented a broad spectrum of ages, with 109 (73%) respondents being between 18 and 22 years of age, 
24 (16%) between 22 and 25 years of age, 9 (6%) between 25 and 30 years of age, and only 8 (5%) being 30 and older. 
Further, a significant number (101 or 67%) of participants were from urban areas while 49 (33%) were from rural areas. 
In the study a significant number (97 or 65%) were female, while 53 (35%) were male.  
 
4.2 HIV-related stigma 
 
HIV-related stigma and discrimination are obstacles that severely hamper efforts to effectively fight the HIV and AIDS 
epidemic. Fear of discrimination often prevents people from seeking treatment for AIDS or from publicly admitting their 
HIV status. Thus, the study set out to establish whether this was the case at all the tertiary institutions forming part of the 
study. The respondents had the following to say: 

• It is well known that some people normally discriminate against the one who is sick and has disclosed his/her 
status.  

• A friend of mine disclosed her HIV status to her roommate, and then her roommate refrained from sharing 
utensils with her.  

• If you have a virus, some students do not even want to enter your room.  
• I have never tested on this campus because I am scared of stigma. 
• Some HIV-positive students hide their status because they fear that students will laugh at them. 
• If you are HIV positive, people think that you are immoral. 
• If you are HIV positive, people think that you contracted it by sleeping around. 
• It’s because it’s perceived as a sexually transmitted disease. Therefore when we talk about HIV people, we 

always refer to them as people who flirt. 
• People fear disclosing this disease as it is contracted through sex. People’s perception is that people who are 

infected with the HIV virus are not well behaved. 
• Eish, it is difficult here because if you visit the clinic people think you are HIV positive.  
• Even if I were HIV positive I would not visit the clinic due to the stigma attached. 
• If you visit the clinic here, students think that you have a problem or that maybe you see HIV symptoms in 

your body.  
• The nurses who work here gossip about people who come to the clinic; it is even worse because some are 

student assistants and they still see us in that light. 
• If you go for an HIV test, students think that you sleep around and that maybe you also have some HIV 

symptoms. Then they start gossiping about you and it is even worse if you are a Christian as some people 
think that Christians cannot be infected. 

• Some health workers are nursing students, so a friend of mine who is living with HIV was reluctant to visit the 
campus health services out of concern for this not remaining confidential. 

• Here many students prefer to go to off-campus clinics for HIV tests or anything related to STIs rather than risk 
being identified as HIV positive on this campus. 

• The main problem here is that students don’t want to disclose their HIV status because they are afraid that 
other students will discriminate against them.  

• I heard that a student tried to commit suicide after knowing that he was HIV positive. When the warden asked 
him why he wanted to kill himself, he said he was afraid that other students were going to judge him. 
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4.3 Internalised AIDS stigma 
 
HIV and AIDS are perhaps the most stigmatised medical condition in the world. The respondents were asked to 
comment on their perceptions and experiences of internalised AIDS stigma on their campuses. This is what they had to 
say: 

• If I were HIV positive, I think it would be difficult for me to reveal my HIV infection. 
• I would feel like I am being irresponsible to myself and to my loved ones. 
• Being HIV positive would make me feel dirty, so I won’t test. 
• I would have to be responsible for my actions and do the right thing, which is to stay healthy. 
• I feel guilty that I am HIV positive. 
• My parents have invested a lot in me and that is why I am here; maybe I would just kill myself. 
• My parents taught me a lot about how I should behave here because I am now responsible for myself and 

they are not around, so I would be a disgrace to them. 
• I would feel worthless if I happened to be HIV positive.  
• It would be my own fault that I am HIV positive, so I would have to face it and not hide it. 
• For fear of discrimination and stigma, I would definitely hide my HIV status from others. 
• I am afraid that if I am HIV positive I might be rejected and mistreated by my fellow students and friends. 
• Notwithstanding the fact that our university does provide care and support services for people infected and 

affected with HIV and AIDS, I am still not brave enough to go for an HIV test. You see, I lost a friend of mine 
soon after he had done an HIV test. He died two weeks later after sleepless nights, thinking about death and 
stigma.  

 
4.4 Stigmatised places 
 
Specially allocated Voluntary Counselling and Testing and HIV and AIDS treatment rooms can prevent uptake of 
treatment as people may fear being identified as being HIV positive (Population Council and Health Systems Trust, 
2006). In this regard, the study sought to establish whether this was the case at the universities under investigation. The 
respondents had the following to say: 

• Eish. The problem here is that our campus clinic is too small, so there is no privacy. For example, if you go for 
an HIV test and your results come back positive, everybody is able to guess the outcome of the test from your 
body language as you have to pass the very same queue you were in. There is only one entrance which is 
also the only exit and this severely affects the number of students who want to do an HIV test.  

• My problem is that there is absolutely no privacy as the VCT room is right in the middle of the clinic. It is very 
uncomfortable, as people in the clinic can all see the people who go into the VCT room, after which they will 
gossip and say, “Did you see Mr X coming from the VCT room?”

• The main problem for me is that the clinic here is the most stigmatised place. If you go there just for flu 
medication, people think that you are HIV positive and they start gossiping and saying all sorts of things. So I 
will never visit the campus clinic.  

• I am scared to be seen by other students because some of the clinic staff are students.
• The nurses who work here gossip about people who come to the clinic. They even mention a person’s name if 

they are talking. They say we saw so and so at the clinic and he/she was checking for “that thing”.
 
5. Discussion 
 
The findings of this study concur with the study by Simbayi et al. (2007) who caution that AIDS-related stigma can lead to 
discrimination such as negative treatment and denied opportunities on the basis of people’s HIV status. Li et al. (2012) 
support the findings of the study by arguing that stigma is indeed a significant barrier to HIV prevention and treatment 
across the globe. Petros at al. (2006) take the argument further by pointing out that discrimination as a result of stigma 
can affect all aspects of a person’s daily life, for example when they wish to travel, use healthcare facilities or seek 
employment. Duffy (1990) also argues that the knowledge that a disease caused by HIV infection (whose acquisition is 
prominently associated with sexual and drug-using behaviour) is capable of provoking intense, value-laden reactions 
such as those described above is, perhaps, not surprising. In their study on internalised stigma, Simbayi et al (2007) 
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established that AIDS stigma interferes with HIV prevention, diagnosis and treatment and can become internalised by 
people living with HIV and AIDS. Sharing similar sentiments, Herek (1999) is of the view that people with HIV infection 
are often ascribed responsibility for their condition because HIV is contracted from behaviours that are considered 
avoidable, namely unsafe sex and drug-use practices.  

Many researchers, such as Chesney and Smith (1999) and Parker and Aggleton (2003), have written extensively 
on internalised AIDS stigma and cautioned that it has the potential to bring about adverse behavioural and emotional 
ramifications – including not seeking treatment and care services, engaging in unsafe sex practices, fostering a sense of 
isolation and emotional distress, and self-hatred. In strengthening these views, Parker and Aggleton (2003) caution that 
AIDS stigma also reproduces inequalities of class, race and gender. In their study on internalised AIDS stigma, 
Kalichman and Simbayi (2003), supported by Petros et al. (2006), established that, in the South African context, AIDS 
stigma also creates a barrier to HIV prevention – and that this includes HIV testing and counselling. Paxton (2002) also 
opines that disclosure of HIV infection can be an extremely difficult process because it makes one vulnerable to the 
perceived stigma of friends, family or the community. Rohleder and Gibson (2005) observe that stigma makes HIV 
positive individuals reluctant to become identified and seek appropriate care, which ultimately results in a lack of access 
to important resources such as family and social support. Parker and Aggleton (2003), supported by Joffe and Begetta 
(2003), argue that, in South Africa, the Treatment Action Campaign has opened up the exciting possibility of collective 
action on the part of people with AIDS. Those concerned engage in many high-profile actions highlighting the ways in 
which people’s lives are blighted by various forms of interpersonal stigma and institutional discrimination. The findings 
above show that campus clinics are regarded as stigmatised places in tertiary institutions and this has affected the fight 
against the spread of HIV and AIDS. The findings further indicate that lack of space is compromising the confidentiality of 
VCT and is acting as a deterrent against testing and the receiving of counselling. These findings concur with those of the 
Population Council and Health Systems Trust (2006) which reports that stigma is a key barrier to HIV and AIDS care, to 
treatment, to prevention programmes and to their impact on social support systems. 
 
6. Conclusion 
 
This study was conducted in South African public universities in the KwaZulu-Natal province and assessed the 
prevalence of AIDS-related stigma in those universities as a barrier to HIV and AIDS care, treatment and support. The 
AIDS epidemic is different from any other epidemic the world has faced. As such, it requires a response from the global 
community broader and deeper than has ever before been mobilised against a disease. The fact that AIDS-related 
stigma exists and needs redress is incontestable. It is evident from the findings of this study that stigmatisation of people 
living with AIDS is a key obstacle to HIV prevention and AIDS care. Indeed, it is now generally accepted that efforts to 
reduce stigma should be an integral part of all HIV and AIDS programming in tertiary institutions. It is also clear from the 
findings that HIV and AIDS-related stigma places a major psychosocial burden on patients. Therefore, stigma and 
discrimination should be addressed through strong protection being put in place to ensure confidentiality, and through 
emotional support and cultural sensitivity. In each of the universities targeted, stigma was also reported to be strongly 
associated with visiting certain health facilities, including VCT and ARV treatment sites. Fear of stigma and discrimination 
were shown to be deterring people from undergoing testing and consultation. This, in turn, was shown to be resulting in 
delays in patients knowing their HIV status and in commencing with treatment where treatment was necessary.  

AIDS-related stigma is also perpetuated by the fact that some people living with HIV lack knowledge of their rights 
in society. In this respect, education is needed so that they are able to challenge the discrimination, stigma and denial 
that they encounter. It is also worth mentioning that institutional and other monitoring mechanisms can enforce the rights 
of people with HIV and provide powerful means of mitigating the worst effects of discrimination and stigma. Having said 
this, it is also true that no policy or law can, by itself, combat HIV- and AIDS-related discrimination. Stigma and 
discrimination will continue to exist as long as societies as a whole have a poor understanding of HIV and AIDS and the 
pain and suffering caused by negative attitudes and discriminatory practices. The fear and prejudice that lie at the core of 
AIDS-related discrimination need to be tackled at community and national levels, with AIDS education playing a crucial 
role. It is also important to note that, when confronting the negative impact of HIV- and AIDS-related stigma on tertiary 
institutions’ efforts, government, researchers, AIDS activists and tertiary institutions should continue to support research 
in the domains of intervention programmes, policy formulation and research that will add to people’s understanding of 
how stigma hampers society from effectively responding to HIV and AIDS. In response to HIV and AIDS in tertiary 
institutions, students and staff need to be empowered about health issues; students need to be mobilised to solve health 
problems; policies and plans need to be developed in support of those individuals living with HIV and AIDS; and research 
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needs to be conducted to find innovative solutions to health problems. Taking the opportunity to design and implement 
interventions that address these common issues and understandings will be a logical first step in reversing the 
devastating impact that stigma is having on those infected with and affected by HIV and AIDS. It is clear that stigma-
related violence – or even the fear of violence – prevents many people from seeking HIV testing, from returning to hear 
their results, or from securing treatment, possibly turning what could be a manageable chronic illness into a death 
sentence and perpetuating the spread of HIV. 
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