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8.1 Introduction

Jonathan Mann (1996) was one of the first and most important lobbyists for HIV
and AIDS-related stigma research on the international stage. He argued that stigma
exacerbated the effects of the epidemic and reduced the efficacy of AIDS program-
ming efforts. During the 1990s and 2000s there was thus an increase in the amount
of research on HIV and AIDS-related stigma internationally. This research sug-
gested that stigma and discrimination reduces the impact of prevention programmes,
inhibits treatment take-up and adherence, exacerbates the psycho-social effects of
HIV-infection and reduces the quality of life of people living with HIV and AIDS
(for a review, see Deacon et al., 2005 and Deacon and Stephney, 2007). The United
Nations agency for AIDS, UNAIDS, thus chose stigma as its campaign theme for
World AIDS Day in 2003.

South Africans were jolted into sharp awareness of the effects of stigma and
discrimination by the 1998 murder of a 36-year-old HIV-positive woman, Gugu
Dlamini, 3 weeks after she had disclosed her HIV status on a local radio station.
She was accused by the local community of shaming them by announcing her
HIV status. Many similar cases have been recorded. One of the most important
public figures to highlight the problem of stigma in relation to HIV and AIDS in
South Africa has been HIV-positive judge Edwin Cameron (2005). Although South
African researchers have made key contributions, there has until recently been rel-
atively little research on HIV and AIDS-related stigma compared to other kinds of
AIDS-related research in southern Africa. In social science research there has been
more emphasis on understanding the behaviour that increases HIV risk, such as
early sexual debut, transactional sex and gender violence, and on monitoring treat-
ment access and human rights, than on stigma.

8.2 South African Contributions to Stigma Theory

South Africa is a society in transition coming from a troubled and divided past with
high levels of social tension, gender-based violence and inequality. At the same
time, the South African legal system has been hailed as one of the most progressive
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in the world since the development of a new human-rights-based Constitution in
1996. This combination of factors has made South African researchers particularly
interested in understanding HIV and AIDS-related stigma within the broader context
of theories about other kinds of prejudice and within the context of socio-economic
and gender inequality.

8.2.1 Definitions of Stigma

Defining stigma sets the terms of the debate for how to measure it and how to address
it. Defining stigma has proved to be rather difficult and a point of contention within
the field (Link and Phelan, 2001). The definition of disease stigma today owes much
to Goffman (1963), who suggested that people who possess a characteristic defined
as socially undesirable (such as HIV infection) acquire a ‘spoiled identity’, which
then leads to social devaluation and discrimination.

Various authors have challenged the tendency to see stigma as an individual
attribute and have highlighted the importance of social power relationships in shap-
ing stigma, through sociological analyses (Parker and Aggleton, 2003), and cogni-
tive and psychoanalytic approaches from social psychology (Joffe, 1999; Link and
Phelan, 2001). South African scholars have contributed to this debate by offering
some new theoretical directions on stigma (Deacon et al., 2005; Jennings et al.,
2002; Joffe, 1999; Stein, 2003), which were influenced by approaches to the study
of social psychology and racism developed by Professor Donald Foster at the
University of Cape Town during the 1980s (Foster, 1991). This work attempted
to bridge the gaps between individualistic explanations for stigma (and racism)
and broader socio-economic explanations. Along with collaborative research initia-
tives like ICRAAS (the International Consortium for Research and Action Against
health-related Stigma), South African researchers have underlined the importance
of understanding health-related stigma through comparative studies.

Joffe (1999), for example, suggests that stigma is a fundamental emotional
response to danger that helps people feel safer by projecting controllable risk, and
therefore blame, onto out-groups. Stigmatisation thus helps to create a sense of con-
trol and immunity from danger at an individual and a group level. HIV and AIDS-
related stigma allows individuals to distance themselves from other (‘promiscuous’,
‘gay’, ‘black’, ‘white’, ‘non-religious’, ‘young’, ‘urban’) people who are presumed
to be at greater risk of contracting HIV because of their behaviour. These socially
constructed representations only result in discrimination and the reproduction of
structural inequalities when other enabling circumstances (such as the power and
opportunity to discriminate) come into play (Joffe, 1999).

One of the debates raised by this work was the relationship between stigma and
discrimination. Stigma can affect people negatively even where active discrimina-
tion does not occur, so only investigating it when it results in discrimination is prob-
lematic (Jennings et al., 2002). Drawing on some of this work, Deacon (2006) sug-
gested that stigma can be defined as a social process in which illness is constructed
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as preventable or controllable; ‘immoral’ behaviours causing the illness are identi-
fied; these behaviours are associated with ‘carriers’ of the illness in socially stereo-
typed ‘other’ groups; some people are thus blamed for their own infection; and
status loss is projected onto the ‘other’, which may (or may not) result in active
discrimination.

The social context of stigma is thus a very important factor in defining the way in
which it is expressed and experienced. Following the work of Ogden and Nyblade
(2005), South African research has started to refine our understanding of the drivers
of stigma (Campbell et al., 2007) such as

fear, the availability and relevance of AIDS-related information, the lack of social spaces to
engage in dialogue about HIV/AIDS, the link between HIV/AIDS, sexual moralities and the
control of women and young people, the lack of adequate HIV/AIDS management services,
and the way in which poverty shaped people’s reactions to HIV/AIDS (p. 403).

Holzemer et al. (2007a) also used Southern African data (from 43 focus groups in
five African countries) to develop a conceptual model of HIV/AIDS stigma that
seeks to understand both contextual factors (such as the health-care system) and the
stigma process itself (such as the different types of stigma and stigma triggers).

8.2.2 Stigma Typologies

Various kinds of stigma have been differentiated in the international literature.
Instrumental stigma (fear of infection from casual transmission) has been distin-
guished from symbolic stigma (moralistic shaming and blaming) and felt (internal)
stigma from enacted or expressed (external) stigma (Herek, 2002). People who are
stigmatised can internalise stigma (i.e. accept negative judgements) and make judge-
ments about how much stigma they expect to experience, termed perceived stigma.
Courtesy stigma is stigma directed at the families or friends of HIV-positive people.
South African research (Siyam’kela Project, 2003) has used similar typologies.

The Southern African literature (Maughan-Brown, 2006a; Moon et al., 2002; Orr
and Patient, 2003 cited in Stein, 2003) has contributed to this array of topologies by
elaborating a category called resource-based stigma that describes stigma based on
resource concerns due to judgements about the likely social contribution of a person
living with HIV/AIDS. It is important to understand these ‘types’ of stigma not as
separate entities, but as different dimensions of the same phenomenon. A growing
understanding of the way in which stigma is shaped by its form and context will
shape research and inform interventions.

8.3 South African Stigma Research

South African stigma research has documented the negative effects of stigma and
discrimination and has provided qualitative and quantitative analyses of the nature
and extent of stigma in the country. Broadly speaking, it has followed international
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methodological trends, although some new quantitative instruments and analytical
insights have been developed.

8.3.1 Developing Stigma Instruments for South Africa

Quantitative measurement instruments for stigma were developed relatively early in
the epidemic in the United States, measuring knowledge, attitudes and behaviours
or some of these factors (Herek and Glunt, 1988). Most studies initially investi-
gated knowledge and attitudes in the ‘general population’, without establishing their
HIV status. Later it became evident that there was a need to research HIV-positive
people’s experiences of stigma (Berger et al., 2001) and the attitudes of health-
care workers towards them. There was, however, initially no comprehensive stigma
index designed to measure attitudes, knowledge, perceived stigma and the effects of
stigma (Nyblade, 2006).

Stigma instruments have only recently been developed and validated for southern
Africa. Nyblade et al.’s (2005) work for USAID on measuring stigma in Tanzania
proposed comprehensive new indicators that were appropriate for the southern
African context. A comprehensive set of internal and external stigma indicators were
also developed by the Siyam’kela Project (2003). The study did not validate a new
instrument but suggested how the indicators could be verified in different settings
and listed conditions for use of the indicators.

Maughan-Brown (2004) published an instrument to measure HIV stigma in the
community using 26 items on a five-point rating scale with reasonable statisti-
cal qualities. Kalichman et al. (2005) developed another validated instrument to
measure HIV stigma in the general South African population: a nine-item AIDS-
Related Stigma Scale with internal consistency, reasonable stability over time and
some indications of construct validity, available in three languages. The University
of KwaZulu Natal/University of California San Francisco (UKZN/UCSF) research
project in five African countries produced two validated instruments. The first, the
HIV/AIDS Stigma Instrument for persons living with HIV/AIDS (PLHA) (HASI-P)
is aimed at measuring the stigma experienced by PLHA (Holzemer et al., 2007). It
is a 33-item instrument, covering six factors (verbal abuse, negative self-perception,
health-care neglect, social isolation, fear of contagion and workplace stigma),
with acceptable internal consistency reliability, construct and content validity. The
second, the HIV/AIDS Stigma Instrument for Nurses (HASI-N) is a 19-item instru-
ment, comprised of two factors (nurses stigmatising patients and nurses being stig-
matised) with a Cronbach alpha of 0.90 (Uys et al., 2009). It can also be adapted for
use by other health professionals.

8.3.2 Research Findings in South Africa

Although the Demographic and Health Surveys South Africa and HSRC/Nelson
Mandela studies (Shisana et al., 2002, 2005) have included questions on knowledge
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and stigmatising attitudes, there have been few national surveys that use interna-
tionally or locally validated stigma instruments. More recently, the UKZN/UCSF
study, one of the most comprehensive African stigma studies to date, has measured
stigma experienced by a group of 1457 PLHA and 1384 nurses in five African coun-
tries, including South Africa, in three waves, 6 months apart (Greeff, et al., 2008b:
Makoae et al., 2008a).

Most quantitative research in South Africa has used smaller localised samples
and has focused on identifying stigma as one of a number of factors affecting
access to testing, disclosure, treatment or support (Hutchinson and Mahlalela, 2006;
Peltzer et al., 2007). A few stigma researchers have used local quantitative stud-
ies to explore the drivers of stigma in greater depth, for example, the relationship
between stigmatising attitudes and behaviours and levels of biomedical knowledge,
trust in biomedicine, traditional beliefs and other social and economic character-
istics (Kalichman and Simbayi, 2003, 2004; Kalichman et al., 2006). Analysis of
University of Cape Town’s (UCT) Centre for Social Science Research (CSSR)’s
Cape Area Panel Studies (CAPS) has explored relationships between different
kinds of stigma and class, religion and other socio-cultural and economic factors
(Maughan-Brown, 2006a, b).

Qualitative research on the nature and effects of HIV and AIDS-related stigma in
South Africa includes a number of studies describing HIV-positive people’s experi-
ences of stigma (Campbell, et al., 2005a, b; 2006; 2007; Greeff and Phetlhu, 2007;
Greeff et al., 2008b; Hosegood et al., 2007; Mills, 2006; Niehaus, 2007; Patient
and Orr, 2003; Petros et al., 2006; Siyam’kela Project, 2003; Skinner and Mfecane,
2004). A limited number of studies have investigated courtesy stigma (Orner, 2006).

The nature and extent of stigma changes over time, as death rates from HIV in the
community increase or decrease, as more people disclose their status and as testing
and treatment becomes more widely available. Jewkes (2006) suggests that stigma
could be decreasing as HIV becomes normalised, but recent research suggests that
stigma is a significant problem in the country, that it has negative effects and that it
may even be increasing. Opinions about the extent of stigma depend on how stigma
is measured. Early surveys found relatively low levels of reported stigma in South
Africa (Parker et al., 2002; Shisana et al., 2002; Whiteside et al., 2002). But Stein
(2003) and Maughan-Brown (2004) argued that low levels of reported stigma could
have been found in such studies because they focused on measuring intended stig-
matising behaviour and not other aspects of stigma such as othering and blaming
(symbolic stigma) and stigma based on fear of infection (instrumental stigma).

Access to ARV treatment seems to be associated with higher rather than lower
rates of perceived stigma (Makoae et al., 2008b). Negative judgements (sym-
bolic stigma) against PLHA and fear of HIV infection (instrumental stigma) were
expressed by up to half of the respondents in the CAPS study in Cape Town, and
measures of stigma are showing an increase over time (Maughan-Brown, 2006a,
2008). The UKZN/UCSF study showed that Quality of Life (QoL) measures for
HIV-positive South Africans, which were associated with increased levels of per-
ceived stigma, were among the lowest in the African countries studied (Greeff et al.,
2008b). The AIDS Law Project identified numerous cases of discrimination against
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HIV-positive people across the country (Jennings et al., 2002; Kohi et al., 2006;
Richter, 2001), while Greeff and Phetlhu (2007) described incidents of neglect and
abuse. Caregivers and medical professionals stigmatised and discriminated against
PLHA, especially where there are limited resources for care (Shisana et al., 2003).
Campbell et al. (2005a) described HIV-positive people being hidden in back rooms
and kept from care in Kwazulu Natal. Cluver and Gardner (2007) identified stigma
as a risk factor in the psycho-social adjustment of children affected by HIV and
AIDS.

Expressing stigmatising views against PLHA was associated with delayed test-
ing and treatment in a Cape Town study (Kalichman and Simbayi, 2003). Many
other studies reported that stigma seems to inhibit or delay access to HIV treatment
and testing services and affects adherence (Cameron, 2007; Doherty et al., 2006;
Hutchinson and Mahlalela, 2006; MacPhail et al., 2008; Maughan-Brown, 2007;
Mills, 2006; Nachega et al., 2005). In a study of PLHA in a Cape Town township,
Maughan-Brown (2007) found that both experienced stigma and perceived stigma
were related to inconsistent condom use, fear of disclosure, depression or anxiety
and lack of self-efficacy or confidence. South Africa seems to be characterised by
low levels of disclosure (Kouyoumdjian et al., 2005; Pawinski and Lalloo, 2001),
and relatively late disclosure, which may be linked to stigma (Almeleh, 2006). Low
rates of disclosure are correlated with lower access to services (Norman et al., 2007).
Levels of perceived HIV stigma were the strongest predictor for job satisfaction in
nurses (Greeff et al., 2008b).

HIV and AIDS-related stigma is generated and expressed in different symbolic,
economic, political and institutional contexts (Campbell et al., 2005b). People may
stigmatise friends and family differently (Maughan-Brown, 2006b). Women may be
less stigmatising than men towards PLHA, perhaps because of their gender role as
caregivers in families (Visser et al., 2006). The South African work has confirmed
that stigma shares many common features across contexts (Ogden and Nyblade,
2005). For example, in the context of a generalised heterosexual epidemic, HIV
infection is commonly associated in shaming and blaming discourse with sex and
specifically with promiscuity (Harrison, 2008; Petros et al., 2006; Preston-Whyte,
2003). In a Kwazulu Natal study, Campbell et al. (2005a) reported that ‘Virtu-
ally every informant reported that stigma originated in the association between
HIV/AIDS and sex’ (p. 810). In this kind of blaming discourse, some people are
commonly characterised as ‘innocent victims’ and others are seen as more blame-
worthy, often depending on their age, gender, class or the mode of infection. Women
who test HIV-positive through antenatal services are often blamed for infecting their
partner, because the mother is highlighted as the recipient of treatment in Preven-
tion of Mother to Child Transmission programmes, mothers are also often blamed
for infecting children (Siyam’kela Project, 2003). In a survey of 843 women at 26
primary health-care clinics in South Africa, Myer et al. (2006) found that less than
half of these women thought that PLHA should remain sexually active and only
13% said that PLHA should be allowed to have children if they so wished.

Patient and Orr (2003) and Niehaus (2007) have highlighted the importance of
the ways in which HIV and AIDS has been associated with death. Late disclosure
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and treatment seeking heightens this association in the Southern African context
(Almeleh, 2006). Niehaus (2007) sees the construction of persons with AIDS as
‘dead before dying’ (p. 845) as more important than promiscuity in defining stigma
locally. He conceives of the association between AIDS and death as ‘an outcome of
the manner in which biomedical discourses have articulated with religious and pop-
ular ones’ rather than as an outcome of folk beliefs. These beliefs may develop spe-
cific features because of the association between ‘witchcraft’ and AIDS (Ashforth,
2001). Thus, there are specific ways in which HIV and AIDS-related stigma is
expressed in South Africa. Some research points to the highly gendered and cul-
turally specific nature of HIV and AIDS-related stigma (Clark, 2006; Petros et al.,
2006). Derogatory terms such as ‘winning the Lotto’ (Uys et al., 2005) or stigmatis-
ing gestures using three fingers to denote the three letters of HIV (Mills, 2006) are
sometimes local and sometimes more widely used and understood.

Stigma is of course only one of the problems facing PLHA and their families.
Other problems include ill health, increased poverty, gender-based violence, inheri-
tance issues and lack of control over areas such as reproductive and sexual decision
making. Focusing on stigma and discrimination in isolation from these other factors
in decision making, and on investigating failures in caring for PLHA rather than suc-
cesses, might be problematic in itself. Jewkes (2006) argues that stigma researchers
need to explore the diversity of social responses to AIDS, including contexts where
‘HIV/AIDS has become part of the repertoire of normal misfortune’ (p. 431). HIV
and AIDS-related stigma also has to be understood in the context of other forms of
stigma and prejudice (Link and Phelan, 2006). New research on TB-related stigma
in South Africa and Zambia has shown that it has a close relationship to HIV and
AIDS-related stigma (Bond and Nyblade, 2006; Moller and Erstad, 2007).

While stigma research is often tagged on to studies focusing on other aspects of
the pandemic, it has now developed into a research area in its own right in South
Africa. While confirming the negative effects of instrumental, symbolic and enacted
stigma, South African research has highlighted the ways in which internalised and
perceived stigma also affect the quality of life and health-related behaviour of
PLHA. Further research is needed to understand the contexts where stigma is low
and HIV has been normalised. The development of instruments and the extensive
descriptive studies that has been done now allows the research agenda to move to
intervention studies and the evaluation of such interventions.

8.4 Stigma Interventions in SA: Politics and Pragmatics

Interventions to address stigma are particularly important in countries like South
Africa with high levels of HIV/AIDS and a long history of discrimination and
prejudice. A number of interventions have been developed, and a few have been
implemented in Southern and Eastern Africa, but most have not been formally eval-
uated. The relative lack of interest in anti-stigma interventions is part of a broader
emphasis on providing biomedical treatment and changing the behaviour to reduce
HIV risk in South African AIDS programming. But it is also a consequence of
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dissatisfaction with, and disputes about, the value of various kinds of anti-stigma
interventions.

Initially, anti-stigma interventions in South Africa focused on mass media cam-
paigns to increase knowledge about HIV and AIDS, such as Soul City and LoveLife.
Anti-stigma messages are often simply added to existing information campaigns.
However, in a review of stigma interventions, Brown et al. (2003) showed that
mass media education campaigns are not particularly effective by themselves. Anti-
stigma interventions should combine educational programmes, for example, with
counselling, coping skills acquisition and contact with PLHA, coupling education
and awareness programmes with the empowerment of PLHA. Campbell et al. (2007)
have proposed that facilitated community-led group discussions about stigma in safe
spaces should not impose views of stigma from outside but should build on commu-
nity experiences and understandings of the problem and link solutions into broader
social activism around poverty and human rights.

Workshop tools have been developed to create platforms for addressing problems
of knowledge and attitudes towards PLHA, but there have been a limited number of
interventions using them and no formal studies evaluating their impact in South
Africa. Although not exclusively developed for Africa, one of the first anti-stigma
interventions to be used in South Africa was the information-based Engender Health
manual (2004). In 2003, Uys developed a similar information-based workshop man-
ual, aimed at nurses, and with the UKZN/UCSF collaboration developed and tested
another workshop intervention for nurses. Francis (2006) developed two visual arts-
based anti-stigma interventions for university students called ‘Diversity and Edu-
cation’ (Francis and Francis, 2006a) and ‘Hope and Healing’ (Francis and Francis,
2006b). The International Council of Nurses (ICN) has also developed an informa-
tion and action toolkit for nurses entitled, TB and Stigma: A Double Burden, Nursing
Interventions for a TB Stigma-free Health Care Facility (ICN, 2003). In 2003, the
CHANGE project published a toolkit for NGOs, community groups and HIV educa-
tors based on research in Ethiopia, Tanzania and Zambia called ‘Understanding and
Challenging HIV Stigma’, revised and republished in 2007 (Kidd et al., 2007). (The
CHANGE Project, a USAID cooperative agreement with the Academy for Edu-
cational Development, in collaboration with the Manoff Group between 1998 and
2005, aimed to make health and nutrition programmes more effective by developing
and applying practical solutions to behaviour change problems.) The CHANGE and
ICN toolkits have not, to our knowledge, been tested in South Africa.

Some stakeholders see stigma as part of the ‘second generation’ agenda – some-
thing that will be dealt with, if it still exists, after structural inequalities, service
delivery and human rights issues have been tackled (Parker and Aggleton, 2003).
Reducing poverty, gender inequality, integrating anti-stigma interventions into the
health-care system (Klein et al., 2002) and providing better human rights protec-
tion can help to minimise opportunities for stigma and discrimination. But these
aims are very broad and long term, and the impact of legislation on improving
access to human rights has been limited. A collaborative study conducted by the
Centre for the Study of AIDS (CSA) and the Norwegian Centre for Human Rights
(NCHR) thus recommended a focus on HIV and human rights training for AIDS
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service organisations and the creation of para-legal human rights champions within
communities (Viljoen, 2005). South Africa’s Treatment Action Campaign (TAC)
has focused on human rights and treatment provision as its central agenda, tack-
ling ignorance, internalised stigma and discrimination as by-products of these cam-
paigns. PLHA support groups have been shown to be effective in reducing stigma
(Dageid and Duckert, 2007) and have been widely implemented in South Africa by
TAC and other organisations. The signature ‘HIV-positive’ TAC T-shirts have come
to symbolise the role of disclosure in challenging stigma (although some of their
activists have been targeted for attacks because of this openness).

Integration of anti-stigma interventions into the health-care system has not hap-
pened very effectively in South Africa. PLHA experience of stigma is affected by
the structure of health-care services. Cameron (2007) suggests that the exception-
alisation of HIV, especially in testing procedures within the health-care services,
reinforces internalised stigma. Receiving special services may result in involuntary
disclosure (Doherty et al., 2006) and more stigma and discrimination from commu-
nity members (Kelly, 2005). Alongside the development of the National Strategic
Plan (NSP) for HIV/AIDS and STIs (South Africa, 2007), the Department of Heath
developed a National Stigma Framework and Plan of Action to mitigate stigma,
but the two processes were not well integrated. The National Stigma Framework
focused more broadly on a range of anti-stigma initiatives across a number of sec-
tors besides health. Within the NSP, stigma was covered in a separate section called
‘Key Priority Area 4: Human Rights and Access to Justice’ that focused mainly on
legal rights and protections and did not highlight the importance of developing anti-
stigma programmes integrated into testing, treatment, care and support services.

Jewkes (2006) argues that since educational and legislative interventions have
not been very effective in changing behaviour, we should focus on research and
interventions into positive role modelling in care and support instead of dwelling
on the negative aspects of stigma. Both research and interventions to address stigma
need to focus more on successes than failures of social support for PLHA, but, as
with racism, combating stigma requires not only positive role modelling but also the
development of critical tools to ‘expose, confront, and resist the webs of significa-
tion and practice that sustain stigma’ (Campbell et al., 2005a, p. 814).

Stigma is hard to define and research, it is easy for health-care services to deploy
as an excuse for non-delivery, and the efficacy of existing interventions has not been
fully investigated. Although stigma is often mentioned as a problem, interventions
to reduce stigma are thus in their infancy in the South African context and too little
work is being done to evaluate them. Because of the complex and multi-layered
array of factors feeding into HIV/AIDS stigma, it needs to be tackled at a number
of levels in addition to the level of health education (Campbell et al., 2007). The
best kinds of interventions will probably combine social activism like that of the
TAC that models positive images and supportive care with targeted programmes to
develop social support for supportive communities that is based on a critique of
stigmatising ideology. These will be combined with integrated initiatives to ensure
that stigma does not limit access to health-care services and social support for HIV-
positive people and their associates.
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8.5 Funding and International Collaborations
in Stigma Research

Stigma research in South Africa has been characterised by a number of international
collaborations. This chapter will focus on the Siyam’kela collaboration between
the POLICY Project (now the Health Policy Initiative), the National Department of
Health and the Centre for the Study of AIDS (CSA) at the University of Pretoria; and
the UKZN/UCSF collaboration between the University of Kwazulu-Natal (UKZN),
various other African universities and the University of California at San Francisco
(UCSF). Other significant collaborations include those between researchers at the
HSRC and the University of Connecticut (Kalichman et al., 2006); and the collab-
oration between researchers at the London School of Economics and the Centre for
HIV/AIDS Networking (HIVAN) (Campbell et al., 2007).

An analysis of funding priorities for AIDS programmes showed that compara-
tively few public sector resources were made available in education and social devel-
opment – public sector funding has focused on the Department of Health (Ndlovu,
2005). Donor-funded and international collaborative projects have thus been partic-
ularly important in gaining financial support for ‘soft’ issues like stigma research.
For stigma research as much as for other AIDS research, external funding provides
an opportunity to conduct larger studies than would otherwise be possible. Given
the scientific brain drain in South Africa, it can also help to support projects with
additional skills where capacity gaps exist.

At the same time, external funding priorities and the needs of collaborating
organisations do affect the way in which research is done and services are pro-
vided (Birdsall and Kelly, 2007). Tucker and Makgoba (2008) have suggested that
there continues to be a ‘neo-colonial’ relationship between regions like Africa and
these global public–private partnership organisations that contract out the majority
of clinical trials to address AIDS, TB and malaria in the developing world. They
have called for more significant African involvement in these partnerships and the
relocation of some of them to developing countries to reduce the brain drain. The
real dangers that these critics identify, which could apply to locally driven projects
as much as to international collaborations, is that the agenda for research is some-
times not locally relevant, that beneficial outcomes do not filter down to the country
where the data is collected and that local skills are not recognised where they exist,
and developed where they need further capacity. These issues have to be addressed
both within specific projects and in the broader research planning process for AIDS
research within the South African National AIDS Council (SANAC) Research
Sector.

The way in which collaborations are organised can ensure that developing coun-
try agendas and strengths become a priority. On the UKZN/UCSF collaboration,
Uys (pers. comm., 2008) commended the leadership of Bill Holzemer from the
School of Nursing at UCSF in creating a collaborative working arrangement in
which country coordinators from the five African countries could contribute ideas
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and insights in managing the project. This level of collaboration was possible
because of a generous budget for communication and face-to-face meetings between
the collaborators. The partners used the meetings to review and finalise the analysis
of data and review articles prepared by members in the latter stage of the project.
The structure of the UKZN/UCSF project aided collaboration. Country PIs (senior
academics in the African university nursing schools) were responsible for all the
work in their own countries, the general African PI (Uys, pers. comm., 2008) was
responsible for giving support and collating all country work, managing the finances
and meetings and assisting with data entry, analysis and article writing and submis-
sion. The UCSF PI (Holzemer) managed the relationship with the funding agencies
(NIH, Fogarty, etc.), gave major input into the planning of each phase, the analysis
of data and the submission of articles for publication.

One of the ways in which collaborative projects often seek to ensure imple-
mentation of research findings is to involve local service providers, often govern-
ment departments. The Siyam’kela collaboration (meaning we accept or together we
stand) aimed to develop tools to better understand and mitigate HIV/AIDS stigma.
The project conducted a national research process to understand the shape and form
of stigma in three main areas: the faith sector, government workplaces and the rela-
tionship between the media and PLHA. These sectors were chosen because they
were seen as influential in shaping attitudes. The project developed indicators for
measuring stigma as well as a stigma-mitigation capacity-building intervention in
each of these settings that included a resource document for trainers, opinion lead-
ers, PLHAs, community members and anyone interested in finding out more about
HIV/AIDS stigma and how to challenge and address it. The Project also helped
develop and evaluate the National Stigma Framework with the National Depart-
ment of Health. Because of the challenges faced by the Department, however, these
initiatives have not been implemented as fast as would have been desired. The
UKZN/UCSF collaboration also worked with local government departments, devel-
oping a stigma intervention based on their research, implementing it in one setting in
each of the five countries and describing the results. This has led to real engagement
with the issue of HIV and AIDS stigma in countries and policy change in countries
like Lesotho and Malawi.

The better collaborations also include capacity-building initiatives. The Social
Aspects of HIV/AIDS Research Alliance (SAHARA) ran a capacity-building
project, sponsored by the Ford Foundation to mentor local researchers doing work
on HIV and AIDS stigma in a number of Southern African countries. To date,
the UKZN/UCSF collaboration has produced 11 published articles, 2 more are in
press and 6 more are in review. A total of 27 presentations and posters have been
presented at conferences, and two more have been accepted for 2008. Local schol-
ars have been the first authors on a majority (8 of 11) of published papers generated
by the collaboration (Dlamini et al., 2007; Greeff and Phetlhu, 2007; Greeff et al.,
2008a, b; Kohi et al., 2006; Makoae et al., 2008a, b; Naidoo et al., 2007; Uys et al.,
2005).
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8.6 Conclusion

Research in South Africa has highlighted the importance of understanding both the
socio-economic contexts of stigma and its local manifestations. It has improved our
theoretical understanding of the problem and shown how different dimensions of
stigma affect the health-related behaviour of PLHA and their associates. It suggests
that stigma will not recede as HAART becomes widely available, and indeed it may
be that certain forms of stigma are on the increase. The effects of stigma in the South
African context seem to be very broad and deep: stigma is more than just an injury to
an individual, but an indicator of the health of the social environment. Researchers
should now focus on developing and evaluating targeted anti-stigma interventions
that can be owned by communities and integrated into the provision of health and
social services. Donor funding and international collaborations should help develop
local capacity building and agency in this process.

References

Almeleh, C. (2006). Why do people disclose their HIV status? Qualitative evidence from a
group of activist women in Khayelitsha. CSSR Working Paper No.163. AIDS and Society
Research Unit, Centre for Social Science Research, University of Cape Town: Cape Town.
http://www.commerce.uct.ac.za/Research_Units/CSSR/pubs_cssr_display.asp . Accessed 28
May 2008.

Ashforth, A. (2001). AIDS, witchcraft, and the problem of public power in post-apartheid South
Africa. Paper delivered at the AIDS in Context Conference, University of the Witwatersrand.

Berger, B.E., Ferrans, C.E., and Lashley, F.R. (2001). Measuring stigma in people with HIV:
psychometric assessment of the HIV stigma scale. Research in Nursing and Health, 24(6),
518–529.

Birdsall, K., and Kelly, K. (2007). Pioneers, partners, providers: The dynamics of civil society and
AIDS funding in southern Africa. CADRE/OSISA.

Bond, V., and Nyblade, L. (2006). The importance of addressing the unfolding TB-HIV stigma in
high prevalence settings. Journal of Community and Applied Social Psychology, 16, 452–461.

Brown, L., Macintyre, K., and Trujillo, L. (2003). Interventions to reduce HIV/AIDS stigma: what
have we learned? AIDS Education and Prevention, 15(1), 49–69.

Cameron, E. (2005). Witness to AIDS. Cape Town: Tafelberg Press.
Cameron, E. (2007). Discussion: Normalizing testing – normalizing AIDS. Theoria: A Journal of

Social & Political Theory, 99–108.
Campbell, C., Foulis, C.A., Maimane, S., and Sibiya, Z. (2005a). ‘I have an evil child at my house’:

Stigma and HIV/AIDS management in a South African community. American Journal of Pub-
lic Health, 95, 808–815.

Campbell, C., Foulis, C.A., Maimane, S., and Sibiya, Z. (2005b). The impact of social environ-
ments on the effectiveness of youth HIV prevention: A South African case study. AIDS Care,
17, 471–478.

Campbell, C., Nair, Y., and Maimane, S. (2006). AIDS stigma, sexual moralities and the policing
of women and youth in South Africa. Feminist Review, 82, 132–138.

Campbell, C., Nair, Y., Maimane, S., and Nicholson, J. (2007). ‘Dying Twice’: A multi-level model
of the roots of AIDS stigma in two South African communities. Journal of Health Psychology,
12, 403–416.

Clark, J. (2006). The role of language and gender in the naming and framing of HIV/AIDS in
the South African context. Southern African Linguistics and Applied Language Studies, 24,
461–471.



8 HIV and Stigma in South Africa 117

Cluver, L., and Gardner, F. (2007). Risk and protective factors for psychological well-being of
children orphaned by AIDS in Cape Town: a qualitative study of children and caregivers’ per-
spectives. AIDS Care, 19, 318–325.

Dageid, W., and Duckert, F. (2007). The process of evaluating a capacity-building support initiative
for HIV positive South Africans. Evaluation and Program Planning, 30, 381–391.

Deacon, H.J., and Stephney, I. (2007) HIV/AIDS, stigma and children: a literature review. Cape
Town: Human Sciences Research Council.

Deacon, H.J. (2006). Towards a sustainable theory of health-related stigma: lessons from the
HIV/AIDS literature. Journal of Community and Applied Social Psychology, 16(6), 418–425.

Deacon, H.J., Stephney, I., and Prosalendis, S. (2005) HIV/AIDS stigma: a theoretical and method-
ological review. Cape Town: Human Sciences Research Council.

Dlamini, P., Kohi, T., Uys, L., Phetlhu, R., Chirwa, M., Naidoo, J., Holzemer, W., Greeff, M., and
Makoae, L. (2007). Manifestations of HIV/AIDS stigma: verbal and physical and neglect abuse
in five African countries. Public Health Nursing, 24(5), 389–399.

Doherty, T., Chopra, M., Nkonki, L., Jackson, D., and Greiner, T. (2006). Effect of the HIV epi-
demic on infant feeding in South Africa: ‘When they see me coming with the tins they laugh at
me’. Bulletin of the World Health Organization, 84, 90–96.

EngenderHealth (2004). Reducing stigma and discrimination related to HIV and AIDS. Training
for health care workers. Washington: EngenderHealth.

Foster, D. (1991). On racism. Inaugural Lecture, University of Cape Town.
Francis, D. (2006). HIVISM: A pervasive system of oppression. Social Work, 40(1), 61–71.
Francis, D., and Francis, E. (2006a). Raising awareness of HIV-related stigma and its associated

prejudice and discrimination. South Africa Journal of Higher Education, 20(1), 44–55.
Francis, D., and Francis, E. (2006b) ‘See the Hope’ – using participatory visual arts methods to

challenge HIV related stigma. Education as Change, 10(2), 53–65.
Goffman, E. (1963). Stigma: notes on the management of spoiled identity. New Jersey: Prentice

Hall.
Greeff, M., and Phetlhu, D.R. (2007). The meaning and effect of HIV/AIDS stigma for people

living with AIDS and nurses involved in their care in the North West Province, South Africa.
Curationis, 30(2), 12–23.

Greeff, M., Phetlhu, D.R., Makoae, L.N., Dlamini, P.S., Holzemer, W.L., Naidoo, J., Kohi, T.W.,
Uys, L.R., and Chirwa, M.L. (2008a). Disclosure of HIV status: Experiences and perceptions
of persons living with HIV/AIDS and nurses involved in their care in five African countries.
Qualitative Health Research, 18(3), 311–324.

Greeff, M., Uys, L.R., Holzemer, W.L., Makoae, L.N., Dlamini, P.S., Kohi, T.W., Chirwa, M.L.,
Naidoo, J., and Phetlhu, D.R. (2008b) Experiences of HIV/AIDS stigma of PLWA and nurses
from five African Countries. African Journal of AIDS Research, 10(1), 78–108.

Harrison, A. (2008). Hidden love: sexual ideologies and relationship ideals among rural
South African adolescents in the context of HIV/AIDS. Culture, Health & Sexuality, 10,
175–189.

Herek, G.M. (2002). Thinking about AIDS and stigma: a psychologist’s perspective. Journal of
Law, Medicine and Ethics, 30, 594–607.

Herek G.M., and Glunt, E.K. (1988). An epidemic of stigma: public reactions to AIDS. American
Psychologist, 43, 886–891.

Holzemer, W.L., Uys, L., Makoae, L., Stewart, A., Phetlhu, R., Dlamini, P., Greeff, M., Kohi, T.W.,
Chirwa, M., Cuca, Y., and Naidoo, J. (2007a). A conceptual model of HIV/AIDS stigma from
five African countries. Journal of Advanced Nursing, 58(6), 541–551.

Holzemer, W.L., Uys, L.R., Chirwa, M.L., Greeff, M., Makoae, L.N., Kohi, T.W., Dlamini, P.S.,
Stewart, A.L., Mullan, J., Phetlhu, R.D., Wantland, D., and Durrheim, K. (2007b) Validation of
the HIV/AIDS Stigma Instrument – PLWA (HASI-P). AIDS Care, 19(8), 1002–1012.

Hosegood, V., Preston-Whyte, E., Busza, J., Moitse, S., and Timaeus, I.M. (2007). Revealing the
full extent of households’ experiences of HIV and AIDS in rural South Africa. Social Science
& Medicine, 65, 1249–1259.



118 H. Deacon et al.

Hutchinson, P.L., and Mahlalela, X. (2006). Utilization of voluntary counseling and testing services
in the Eastern Cape, South Africa. AIDS Care, 18, 446–455.

International Council of Nurses (2003) Nurses: Fighting AIDS stigma, caring for all. International
Council of Nurses, Geneva.

Jennings, R., Mulaudzi, J., Everatt, D., Heywood, M., and Richter, M. (2002). Discrimination and
HIV/AIDS. Paper for the Department of Health Strategy & Tactics and the AIDS Law Project.
http://alp.org.za.dedi20a.your-server.co.za/images/upload/HIV.AIDSstigma.pdf . Accessed 28
May 2008.

Jewkes, R. (2006). Beyond stigma: social responses to HIV in South Africa. Lancet, 368,
430–431.

Joffe, H. (1999). Risk and ‘The other’. Cambridge: Cambridge University Press.
Kalichman, S.C., and Simbayi, L.C. (2003). HIV testing attitudes, AIDS stigma, and voluntary

HIV counselling and testing in a black township in Cape Town, South Africa. Sexually Trans-
mitted Infections, 79, 442–447.

Kalichman, S.C., and Simbayi, L. (2004). Traditional beliefs about the cause of AIDS and AIDS-
related stigma in South Africa. AIDS Care, 16, 572–580.

Kalichman, S.C., Simbayi, L.C., Jooste, S., Toefy, Y., Cain, D., Cherry, C., and Kagee, A. (2005).
Development of a brief scale to measure AIDS-related stigma in South Africa. AIDS and
Behaviour, 9(2), 135–143.

Kalichman, S.C., Simbayi, L.C., Cain, D., Jooste, S., Skinner, D., and Cherry, C. (2006). General-
izing a model of health behaviour change and AIDS stigma for use with sexually transmitted
infection clinic patients in Cape Town, South Africa. AIDS Care, 18, 178–182.

Kelly, M.J. (2005). Stigma, discrimination, HIV and AIDS. Presentation at VSO/RAISA Regional
Conference on Stigma and Discrimination.

Kidd, R., Clay, S., Chiiya, C., and Chonta, M. (2007). Understanding and Chal-
lenging HIV Stigma: toolkit for action Brighton: International HIV/AIDS Alliance
http://www.comminit.com/en/node/267616/347 . Accessed 28 May 2008.

Klein, S.J., Karchner, W.J., and O’Connell, D.A. (2002). Interventions to prevent HIV-related
stigma and discrimination. Journal of Public Health Management and Practice, 8(6),
44–53.

Kohi, T.W., Makoae, L., Chirwa, M., Holzemer, W.L., Phetlhu, D.R., Uys, L., Naidoo, J., Dlamini,
P.S., and Greeff, M. (2006). HIV and AIDS stigma violates human rights in five African coun-
tries. Nursing Ethics, 13(4), 404–415.

Kouyoumdjian, F.G., Meyers, T., and Mtshizana, S. (2005). Barriers to disclosure to children with
HIV. Journal of Tropical Pediatrics, 51, 285–287.

Link, B.G., and Phelan, J.C. (2001). On Stigma and its public health implications. Annual Review
of Sociology, 27, 363–385.

Link, B.G., and Phelan, J.C. (2006). Stigma and its public health implications. Lancet, 367,
528–529.

MacPhail, C.L., Pettifor, A., Coates, T., and Rees, H. (2008). ‘You must do the test to know your
status’: attitudes to HIV voluntary counseling and testing for adolescents among South African
youth and parents. Health Education & Behavior, 35, 87–104.

Makoae, L., Greeff, M., Phethlu, R., Uys, L.R., Naidoo, J.R., Kohi, T., Dlamini, P., Chirwa, M.,
and Holzemer, W.L. (2008a) Coping strategies for HIV and AIDS: A multinational African
Study. Journal of the Association of Nurses in AIDS Care, 19(2), 137–146.

Makoae, L.M., Portillo, C.J., Uys, L.R., Dlamini, P.S., Greeff, M., Chirwa, M., Kohi, T.W., Naidoo,
J., Mullan, J., Wantland, D., Durrheim, K., and Holzemer, W.L. (In review 2008b). The impact
of ARV medication use on perceived HIV stigma in persons living with HIV infection in five
African countries.

Mann, J. (1996). The impact of homophobia and other social biases on AIDS. United States of
America Public Media Center.

Maughan-Brown, B. (2004). Measuring HIV/AIDS stigma’. CSSR Working Paper No. 74. Centre
for Social Science Research, University of Cape Town: Cape Town.



8 HIV and Stigma in South Africa 119

Maughan-Brown, B. (2006a). Attitudes towards people with HIV/AIDS: stigma and its determi-
nants amongst young adults in Cape Town, South Africa. South African Review of Sociology,
37(2), 165–188.

Maughan-Brown, B. (2006b). Quantifying stigma in the adult population of Cape Town.
CSSR Working Paper No. 165. AIDS and Society Research Unit, Centre for Social Sci-
ence Research, University of Cape Town: Cape Town. http://www.commerce.uct.ac.za/
Research_Units/CSSR/pubs_cssr_display.asp . Accessed 28 May 2008.

Maughan-Brown, B. (2007). Experiences and perceptions of HIV/AIDS-related stigma amongst
people on antiretroviral treatment in Khayelitsha, South Africa. CSSR Working Paper
no.185. AIDS and Society Research Unit, Centre for Social Science Research, Univer-
sity of Cape Town: Cape Town. http://www.commerce.uct.ac.za/Research_Units/CSSR/
pubs_cssr_display.asp. Accessed 28 May 2008.

Maughan-Brown, B. (2008). Changes in HIV/AIDS-related stigma in Cape Town, South Africa.
Poster presentation, International AIDS conference.

Mills, E.A. (2006). From the physical self to the social body: expressions and effects of HIV-
related stigma in South Africa. Journal of Community & Applied Social Psychology, 16,
498–503.

Moller, V., and Erstad, I. (2007). Stigma associated with tuberculosis in a time of HIV/AIDS:
narratives from the Eastern Cape, South Africa. South African Review of Sociology, 38,
103–119.

Myer, L., Morroni, C., and Cooper, D. (2006). Community attitudes towards sexual activity and
childbearing by HIV-positive people in South Africa. AIDS Care, 18, 772–776.

Nachega, J.B., Lehman, D.A., Hlatshwayo, D., Mothopeng, R., Chaisson, R.E., and Karstaedt,
A.S. (2005). HIV/AIDS and antiretroviral treatment knowledge, attitudes, beliefs, and prac-
tices in HIV-infected adults in Soweto, South Africa. Journal of Acquired Immune Deficiency
Syndromes (1999), 38, 196–201.

Naidoo, J.R., Uys, L.R., Greeff, M., Holzemer, W.L., Makoae, L., Dlamini, P., Phetlhu, R.D.,
Chirwa, M., and Kohi, T. (2007) Urban and rural differences in HIV/AIDS stigma in five
African countries. African Journal of AIDS Research, 6(1), 17–23.

Ndlovu, N. (2005). ‘An exploratory analysis of HIV and AIDS donor funding in South Africa’,
IDASA Budget Brief No. 155.

Niehaus, I. (2007). Death before dying: understanding AIDS stigma in the South African Lowveld.
Journal of Southern African Studies, 33, 845–860.

Norman, A., Chopra, M., and Kadiyala, S. (2007). Factors related to HIV disclosure in 2 South
African communities. American Journal of Public Health, 97, 1775–1781.

Nyblade, L. (2006). Measuring HIV stigma: existing knowledge and gaps. Psychology, Health and
Medicine, 11, 335–345.

Nyblade L., MacQuarrie, K., Fausta, P., et al. (2005). Working report measuring HIV stigma:
results of a field test in Tanzania. Washington: USAID.

Ogden, J., and Nyblade, L. (2005). Common at its Core: HIV-Related stigma across contexts.
Washington: International Center for Research on Women.

Orner, P. (2006). Psychosocial impacts on caregivers of people living with AIDS. AIDS Care, 18,
236–240.

Parker, R., and Aggleton, P. (2003). ‘HIV and AIDS-related stigma and discrimination: a concep-
tual framework and implications for action’. Social Science & Medicine 57, 13–24.

Parker, R., Oyosi, W., Kelly, K., and Fox, S. (2002). Out on the streets: HIV/AIDS and public
transport commuters in SA. Pretoria: Department of Health.

Patient, D.R., and Orr, N.M. (2003). Stigma: beliefs determine behaviour. Unpublished paper.
Peltzer, K., Mosala, T., Shisana, O., Nqueko, A., and Mngqundaniso, N. (2007). Barriers to pre-

vention of HIV transmission from mother to child (PMTCT) in a resource poor setting in the
Eastern Cape, South Africa. African Journal Of Reproductive Health, 11, 57–66.

Pawinski, R., and Lalloo, U. (2001). Community Attitudes to HIV/AIDS. South African Medical
Journal, 91, 448.



120 H. Deacon et al.

Petros, G., Airhihenbuwa, C.O., Simbayi, L., Ramlagan, S., and Brown, B. (2006). HIV/AIDS and
‘othering’ in South Africa: the blame goes on. Culture, Health & Sexuality, 8, 67–77.

Preston-Whyte, E. (2003). Contexts of vulnerability: sex, secrecy and HIV/AIDS. African Journal
of AIDS Research, 2(2), 89–94.

Richter, M. (2001). Nature and Extent of Discrimination against PLWAs in South Africa: interviews
and a study of AIDS Law Project client files 1993–2001, University of the Witwatersrand: AIDS
Law Project, Centre for Applied Legal Studies, 1–46.

Shisana, O., Simbayi, L., et al. (2002). Nelson Mandela/HSRC Study of HIV/AIDS: South African
National HIV prevalence, behavioral risks and mass media, household survey 2002. Cape
Town: Human Sciences Research Council.

Shisana, O., Hall, E., Maluleke, K.R., Stoker, D.J., Schwabe, C., Colvin M., Chauveau, J., Botha,
C., Gumede, T., Fomundam, H., Shaikh, N., Rehle, T., Udjo, E., and Gisselquist, D. (2003).
The impact of HIV/AIDS on the health sector: national survey of health personnel, ambulatory
and hospitalised patients and health facilities 2002. Cape Town: Human Sciences Research
Council.

Shisana, O., Rehle, T., Simbayi, L., Parker, W., Zuma, K., Bhana, A., Connolly, C., Jooste, S.,
Pillay, V., et al. (2005). South African national HIV prevalence, HIV incidence, behaviour and
communication survey, 2005. Cape Town: Human Sciences Research Council.

Siyam’kela Project (2003). Siyam’kela: measuring HIV/AIDS related stigma: HIV/AIDS stigma
indicators. Cape Town: POLICY project, Centre for the Study of AIDS, USAID and Depart-
ment of Health.

Skinner, D., and Mfecane, S. (2004). Stigma, discrimination and the implications for people
living with HIV/AIDS in South Africa. Journal of Social Aspects of HIV and AIDS, 1(3),
157–164.

South Africa 2007. Department of Health, HIV and AIDS and STI Strategic Plan for South Africa,
2007–2011. http://www.doh.gov.za/docs/misc/stratplan-f.html . Accessed 3 January 2009.

Stein, J. (2003). HIV/AIDS stigma: The latest dirty secret. African Journal of AIDS Research, 2(2),
95–101.

Tucker, T.J., and Makgoba, M.W. (2008). Public-private partnerships and scientific imperialism.
Science, 320, 1016–1017.

Uys L.R. (2003). HIV/AIDS stigma workshop. Pretoria: SANNAM
Uys, L.R., Chirwa, M., Dlamini, P., Greeff, M., Kohi, T., Holzemer, W.L., Makoae, L., Naidoo,

J.R., and Phetlhu, R. (2005). Eating plastic, winning the lotto, joining the WWW: descriptions
of HIV/AIDS in Africa. Journal of the Association of Nurses in AIDS Care. 16(3): 11–21.

Uys, L.R., Holzemer, W.L., Chirwa, M.L., Dlamini, P., Greeff, M., Kohi, T.W., Makoae, L.N.,
Stewart, A.L., Mullan, J., Phetlhu, R.D., Wantland, D., Cuca, Y., and Naidoo, J. (2009). The
development and validation of the HIV/AIDS Stigma Instrument-Nurse (HASI-N). AIDS Care,
21(2): 150–159.

Viljoen, F. (Ed.) (2005). Righting stigma: exploring a rights-based approach to addressing stigma.
Pretoria: AIDS and Human Rights Research Unit, University of Pretoria.

Visser, M.J., Makin, J.D., and Lehobye, K. (2006). Stigmatizing attitudes of the community
towards people living with HIV/AIDS. Journal of Community & Applied Social Psychology,
16, 42–58.

Whiteside, A., Mattes, R., Willan, S., and Manning, R. (2002). Examining HIV/AIDS in South
Africa through the eyes of ordinary South Africans. CSSR Working Paper No. 11. Cen-
tre for Social Science Research: University of Cape Town. http://www.commerce.uct.ac.za/
Research_Units/CSSR/pubs_cssr_display.asp. Accessed 28 May 2008.


	8 HIV and Stigma in South Africa
	8.1 Introduction
	8.2 South African Contributions to Stigma Theory
	8.2.1 Definitions of Stigma
	8.2.2 Stigma Typologies

	8.3 South African Stigma Research
	8.3.1 Developing Stigma Instruments for South Africa
	8.3.2 Research Findings in South Africa

	8.4 Stigma Interventions in SA: Politics and Pragmatics
	8.5 Funding and International Collaborations in Stigma Research
	8.6 Conclusion
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 600
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice




