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SAMMANFATTNING 

 

Introduktion: 1,2 miljoner människor lever med HIV/AIDS i Etiopien, men med rätt åtgärder kan 

en gravid, HIV-positiv kvinna minska risken för att smitta sitt barn till under 5 %. Trots detta 

upplever en majoritet av HIV-positiva patienter stigma från sjukvårdspersonal som kan leda till en 

minskad livskvalitet. Vårdpersonalens förståelse av stigma och kunskap om HIV är nödvändig för 

att utveckla strategier för att minska denna stigmatisering. 

Syfte: Syftet med studien var att undersöka HIV-positiva kvinnors upplevelser av stigmatisering 

från vårdpersonal under graviditet och förlossning i Addis Ababa, Etiopien. 

Metod: En deskriptiv studie med kvalitativ ansats användes. Sju HIV-positiva kvinnor som har 

mottagit mödravård i Addis Ababa, Etiopien, deltog med hjälp av bekvämlighet urval. Travelbees 

omvårdnadteori och en kognitiv modell av AIDS-relaterad stigma användes som teoretisk ram. 

Strukturerade intervjufrågor användes och data analyserades med en kvalitativ innehållsanalys. 

Resultat: Studien har tre kategorier; Negativa reaktioner från vårdpersonal, Ingen känsla av stigma 

och Utbildning från vårdpersonal till kvinnorna. Majoriteten av deltagarna hade upplevt en händelse 

av HIV-relaterat stigma från vårdpersonal. Detta genom att bland annat känna sig annorlunda 

bemött på grund av sin diagnos eller genom att ha upplevt hur vårdpersonalen var överdrivet rädda 

för att bli smittade. Resultatet visar också att det finns vårdpersonal som utövar en vård utan 

stigmatisering samt att utbildning gavs till samtliga kvinnor från vårdpersonalen angående hur HIV 

smittas och dess medicinering. 

Slutsats: Stigmatisering från vårdpersonal förekommer bland HIV-positiva kvinnor. 

Sjuksköterskan har ett ansvar för att minska stigmatisering genom att utöva en omvårdnad där 

kvinnorna känner sig lika behandlad och respekterad. Förbättring behövs där vårdpersonal utvecklar 

sin förståelse av stigmatisering och av hur ett stigmatiserande beteende inom vården kan undvikas. 

 

Nyckelord: HIV/AIDS, Etiopien, kvinnor, stigmatisering, upplevelse, graviditet, förlossning 

 

 

 

 

 

 

 

 



 

 

ABSTRACT 

 

Introduction: 1.2 million people live with HIV/AIDS in Ethiopia, but with correct interventions a 

HIV positive pregnant woman can reduce the risk of infecting her baby to below 5 %. Nevertheless, 

a majority of HIV positive patients experience stigma from healthcare professionals, which can lead 

to a reduced life quality. Healthcare professionals’ understanding of stigma and knowledge about 

HIV is necessary in order to develop strategies to reduce this stigma. 

Purpose: The purpose of the study was to investigate HIV positive women's experience of stigma 

from healthcare professionals during pregnancy and childbirth in Addis Ababa, Ethiopia. 

Method: A descriptive study with a qualitative method was used. Seven HIV positive women who 

had received maternity care in Addis Ababa, Ethiopia participated and were chosen through a 

convenience sample. Structured interview questions were used and data were analyzed by using 

qualitative content analysis. Travelbeés theory of care and cognitive model of AIDS-related 

stigmatization were used as theoretical framework. 

Results: Three categories were identified in this study: Negative reactions from health care 

professionals, Non-presence of stigma and Education from healthcare professionals. The majority 

of the participants had experienced an event of HIV- related stigma from healthcare professionals. 

These HIV positive women felt as if they were treated differently because of their diagnosis and 

they experienced the professionals’ fear of becoming infected. However some of the HIV positive 

women who were interviewed felt they had also experienced situations where no stigmatization was 

shown by healthcare professionals. All the woman who were interviewed had received information 

about the HIV virus, how it´s spread and what medication is used as treatment. 

Conclusion: Stigma from healthcare professionals among HIV positive woman exists. Health care 

professionals have a responsibility to reduce stigma by providing care that gives women the sense 

of being equally treated and respected. Improvements are needed in the education of healthcare 

professionals so that they can develop an understanding of stigma as well as an understanding of 

how their own stigmatizing behavior can be reduced when caring for HIV positive women.  

 

Keywords 

HIV/AIDS, Ethiopia, women, stigma, experience, pregnancy, childbirth 

 

 

 



 

Acronyms 

AIDS - Acquired immunodeficiency syndrome 

ART - Antiretroviral Therapy 

NHS - National Health Service 

PMTCT – Prevention of mother-to-child-transmission 

HIV - Human immunodeficiency virus 

WHO - World Health Organization 

PLWHA – People living with HIV/ADIS 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

CONTENTS  
1. INTRODUCTION............................................................................................................1 

1.1 HIV/AIDS.......................................................................................................................1 
1.2 Being pregnant and HIV positive....................................................................................1 
1.3 HIV/AIDS related stigma................................................................................................2 
1.4 Health care professionals and stigma ………..............………………….…..................3 
1.5 Inadequate knowledge and a negative attitude by healthcare professionals...................3 
1.6 Theoretical framework…………....................................................................................4 
1.7 Statement of the problem…………................................................................................5 
1.8 Purpose….…………………………………………………………….…..……………6 
2. METHOD .........................................................................................................................6 
2.1 Design………………………………….……………………………………………….6 
2.2 Settings…………………………………..………….………………........................….6 
2.3 Sample….........................................................................................................................7 
2.4 Data collection method...………..……….…………………….…….…….…..…..…. .7 
2.5 Procedure........................................................................................................................ 7 
2.6 Ethical considerations..................................................................................................... 8 
2.7 Data analysis…………………………………...………..……….….….……………... 8 
3. RESULTS………………………......................................................................................9 
3.1 Negative reactions from health care 
professionals………......................................................................………………..………10 
3.1.1 Mistreatment…………………………………………..………………………….…10 
3.1.2 Fear of being infected among the healthcare professionals…....……………………11 
3.2 Feeling of no stigma...................................................................................................... 12 
3.3 Education from healthcare professionals..……………...……………………………...12 
3.3.1 Knowledge Information about HIV virus and how it infect others.............................13 
3.3.2 Knowledge about medication…..……………..…….………..……………………   13 
4. DISCUSSION………………….………………………..……………..…...……….......14 
4.1 Summary of results………………………………………………………...…...……   14 
4.2 Discussion of results.......................................................................................................15 
4.2.1 Stigma........................................................................……………………..…….….. 15 
4.2.2 Non-presence of stigma..............................................................................…….......  15 
4.2.3 Education from healthcare professionals..…...………………………………………16 
4.2.4 Theoretical framework.................................................................................................17 
4.3 Discussion of method......................................................................................................18 
4.3.1 Ethical considerations….………………….….……………………….......................18 
4.3.2 Credibility………………………………….….………………………......................18 
4.3.3 Dependability……………………………………………………………………….. 19 
4.3.4 Confirmability………………………………………………………………..………20 
4.3.5 Transferability………………………………………………………………..………20 
4.4 Nursing implications…………………………………………………………………...21 
4.5 Conclusion......................................................................................................................21 
 Acknowledgement…………………………………………………………………….......22 

 

Appendix 1. Information Letter 

Appendix 2. Interview guide 

 



 1 

1. INTRODUCTION 

 

1.1 HIV/AIDS 

 

Globally, 35.3 million people are HIV positive, and 17.7 million of them are women. According to 

the World Health Organization, 1.2 million people live with HIV/AIDS in Ethiopia. Human 

immunodeficiency virus (HIV) attacks the immune system and causes cell damage so that the 

infected person is more prone to infections (Borgfeldt, 2010). The HIV virus dies outside the body 

and is spread only through contact with body fluids. HIV is categorized as a sexually transmitted 

disease and sexual contact is the primary transmission route globally. The virus can also be spread 

from mother to child during pregnancy, birth and breastfeeding, and through blood transfusions. 

The last stage of an HIV infection is AIDS - Acquired Immunodeficiency Syndrome (Andreassen, 

Fjellet, Hægeland, Wilhelmsen & Stubberud, 2011). To this day, no cure has been developed; 

current medication is a treatment called antiretroviral therapy (ART) that is free of charge in many 

countries (WHO, 2005). This treatment aims to reduce the replication of the virus and facilitate 

rebuilding of the immune system. The drugs needs to be taken daily and the treatment is life-long; 

one missed dose increases the risk of resistance (NHS 2012).  

 

1.2 Being pregnant and HIV positive 

 

Every year about 1.5 million women living with HIV become pregnant. The transmission of the 

HIV virus from mother to her fetus during pregnancy, at childbirth or through breastfeeding is 

called mother-to-child transmission. If no action is taken to prevent transmission, the infection risk 

is 15-45 %. This risk can be reduced to below 5% with effective intervention. Prevention of mother-

child transmission (PMTCT) includes HIV testing, antiretroviral therapy, safe deliveries, counseling 

services and the safe use of breast- milk substitutes. In high-income countries mother-child 

transmission has nearly been completely eliminated (WHO, 2013). UNAIDS has developed four 

strategies in preventing mother-child transmission: (1) working towards keeping women in HIV- 

negative in their reproductive years through reproductive health and HIV prevention services, (2)  

working to avoid unwanted pregnancies among HIV infected women through family planning and 

counseling services and (3) working towards the goal of having all pregnant woman get tested for 

HIV and have an access to antiretroviral therapy, and (4) improving the HIV care, treatment and 

support for both HIV-infected women as well as their families (UNAIDS, 2014).  

The WHO work to establish global norms and standards for HIV prevention, care and treatment of 

pregnant women, care and treatment of mothers and their children by for example developing 
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evidence-based strategies for PMTCT and promoting PMTCT in maternity care and other health-

care settings (WHO, 2013). However there are barriers in PMTCT. Women living in rural areas or 

using illicit drugs are more difficult to help in PMTCT (Gouveia Da Silva & Pessoa, 2104). Other 

factors that affects PMTCT negatively is the inability to pay for transport to the clinic, living far 

away from the clinic or having a heavy workload such as taking care of other children (WHO, 

2013). Another consequence that is particularly important regarding pregnant HIV- positive women 

is that HIV- related stigma could affect the prevention of mother to child transmission (PMTCT). 

The steps involved in PMTCT that a woman needs to complete for successful PMTCT is hampered 

by HIV related stigma. It is suggested that stigma reduction components should be integrated into 

PMTCT (Turan & Nyblade, 2013).  

 

 

 1.3 HIV/AIDS related stigma 

 

In a study from Ethiopia, Girma et al. (2013) found that stigma towards people living with HIV is 

more often expressed by persons with a low level of education, while a high socioeconomic status 

and education were associated with more positive attitudes towards people living with HIV. Other 

factors that were correlated with having a less negative attitude towards people who were HIV 

positive, were a healthy lifestyle and urban living. Further factors that contribute to stigma among 

the community can be inaccurate knowledge about transmission of HIV and the fear of becoming 

infected. This can result in the desire to keep a social distance from PLWHA and ending a 

friendship/relationship when an HIV status is revealed (Herek, Capitanio & Widaman, 2002; 

Chellan, Rajendran, Bimal & Ganeshan, 2014; Ross & Hunter, 1991). 

 

A study has shown that approximately 15 % of women, who receive an antiviral treatment in 

southern Ethiopia, do not disclose to their partner that they are HIV positive for fear that their 

partner will end the relationship and for fear of a possible stigma. Approximately 59% of the 

women told their partners that they are HIV positive and experienced negative reactions from their 

partners. But the majority of participants reported continued intimacy with their partner and about 

10 % became pregnant after their diagnosis (Gari, Habte & Markos, 2010).  

 

 1.4 Healthcare professionals and stigma  

Makoae et al. (2009) investigated the prevalence of HIV-related stigma in five African countries: 

Lesotho, Malawi, South Africa, Swaziland and Tanzania. They collected data from people living 

with HIV and from nurses, concerning if they had experienced a stigma-related event. The authors 
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conducted a cohort study and examined the prevalence two times, with a year apart to find out a 

possible reduction in HIV- related stigma. The first result showed that over 80 % of both nurses and 

people living with HIV had experienced an event of stigma. The result one year later showed events 

had decreased to 64.9% by people living with HIV but for nurses it had increased with 4 %. HIV- 

related stigma from healthcare professionals can be seen in several ways. Professionals can behave 

badly and inform family member of a patients HIV status without his or her consent. They can force 

the patient to pay for the supplies related to infection control and burning the linen of HIV infected 

patients (Mehendra et al., 2007). Stigmatizing behavior can also be shown in speaking to the 

patients in an insulting manner, refusing to care for the patients and overprotecting themselves 

against patients (Wang & Zhang, 2008). The level of stigma among patients from the healthcare 

professionals can be affected by how the patient has contracted the virus.  Homosexual patients and 

prostitutes can be viewed as guilty victims and therefore experience more stigma (Infante et al., 

2006). Patients in wards in specialized units can experience less stigma so this might be preferred 

since it would protect the HIV positive patients from negative comments from other patients not 

having the diagnosis. A segregated unit would also offer social support from other patients with 

similar diagnosis (Syrlis & Hyde, 2001).  

 

Stigma is more prevalent in professionals that had an incorrect knowledge about HIV transmission.  

(Mehendra et al., 2007). Delays in surgeries for people living with HIV are an effect of stigma 

(Infante et al., 2006) and stigma in healthcare can also have negative impact on the patient’s 

psychical and mental health (Wang & Zhang, 2008). There is a connection between HIV-related 

stigma by healthcare professionals and poor access to healthcare for the people living with HIV. 

Interventions in healthcare are suggested where the healthcare providers are trained in non-

stigmatizing behavior, since inadequate access to healthcare can have devastating consequences 

such as more severe stages of HIV (Kinsler, Wong, Sayles, Davis & Cunningham, 2007). 

 

1.5 Inadequate knowledge and a negative attitude by healthcare professionals 

Knowledge about HIV plays an important part in helping healthcare professionals provide non-

stigmatizing care and treatment for people with HIV. Sadob, Fawole, Sadoh, Oladimeji & Sotiloye 

(2006) investigated the knowledge of HIV in 345 people who worked in healthcare. The result 

shows a lack of knowledge about the disease. Only 77% knew that a child can become infected with 

HIV through breastfeeding. 5.2 % believed that HIV can be infected through mosquitoes and 10% 

of the nurses did not know that a child could become infected with the virus through childbirth. 

Approximately 14% of the nurses reported that they would not participate in treatment of patients 

with HIV. The authors believe that this inadequate knowledge cannot only lead to a negative 
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attitude towards people living with HIV but is also a barrier to stopping the spread of the epidemic. 

One study has shown that healthcare professionals can have such a negative attitude towards people 

living with HIV that it leads them to refusing to care for and treat patients with HIV. The healthcare 

professionals may feel that patients with HIV should be treated in a separate ward in the hospital or 

they may feel that they can determine a patient's HIV status just by the patient’s appearance. The 

negative attitude can also be shown by their opinion that HIV positive people are responsible for 

being infected by the virus, that they deserve the disease since they have acted immorally and that 

they should be punished. This negative attitude can be reflected in the care of patients with HIV. 

Therefore it is highly relevant that healthcare professionals are provided with accurate information 

about HIV - not only to reduce HIV related stigma but also to help healthcare professionals improve 

the quality of life for people living with HIV (Reis et al., 2003; Li et al., 2006).  

 

1.6 Theoretical framework 

Travelbeés theory of care and a cognitive model of AIDS- related stigmatization were used as 

theoretical framework of this study. Travelbee´s theory of care is relevant to nurses caring for HIV 

positive women since it focuses on the interpersonal approach where every human should be seen 

as a unique person that cannot be replaced. It is based on the human suffering and how important it 

is for the nurse to try to understand the suffering and to care about it (Travelbee, 2009).  

 

The cognitive model of AIDS-related stigmatization was used in order to reach a deeper 

understanding of the chosen topic. The healthcare professionals in the maternity ward may be 

affected by these factors when caring for HIV positive women during pregnancy and childbirth. The 

theoretical framework shows four factors influence stigmatization towards “People Living With 

HIV/AIDS” (PLWHA) see figure 1 (Dijker & Koomen, 2003).  

 

The first factor, perceived contagiousness of HIV/AIDS is associated with fear. People are afraid of 

becoming infected, even though the virus only spreads through contact with blood. This fear leads 

to social rejection as a result of the stigmatization. The second factor, perceived seriousness is also 

related to stigmatization. HIV/AIDS is considered as an extremely dangerous and life- threatening 

disease. There is no cure and the association with death leads to a negative attitude towards 

PLWHA. The third factor, perceptions of responsibility is related to stigmatization since in general 

PLWHA are held personally responsible for being infected. Emotions such as pity and anger are 

therefore very likely and will lead to stigmatization. The fourth and final factor, norm-violating 

behavior (for example homosexual intercourse) is associated with AIDS, which can lead to 

stigmatization (Dijker & Koomen, 2003).  
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Figure 1. A cognitive model of AIDS-related stigmatization illustrates how the factors are related to 

each other and how they all lead to stigma towards PLWHA (Dijker & Koomen, 2003). 

 

Healthcare professionals’ understanding of stigma is necessary in order to develop strategies to 

reduce this stigma (Garumma, Lakew, Eshetu & Mirkuzie, 2012). A similar conclusion was stated 

in the study of Girma et al. (2013) that knowledge about the HIV virus has an important connection 

with low stigmatization of persons infected by HIV. Medical professionals who were shown to have 

a deeper knowledge about HIV expressed a lower stigmatization. Healthcare professionals who had 

attended a training course on topics related to stigmatization had less negative attitudes towards 

persons who were HIV positive. Garumma et al. (2012) showed that providing healthcare 

professional with education about HIV plays a very important part in the reduction of stigma 

against people living with an HIV infection. 

 

1.7 Statement of the problem 

Factors such as awareness about HIV and education are key elements in the reduction of stigma 

against people living with HIV (Garumma et al., 2012). When healthcare professionals meet HIV 

positive pregnant women, they have a professional responsibility to not express stigma towards 

HIV positive pregnant women. It is of great importance to investigate HIV- related stigma from 

health- care professionals among HIV positive woman during pregnancy and childbirth. It can have 

many negative consequences such as a reduced life quality (Holzemer et al., 2009), delayed HIV 

treatment (Kinsler et al., 2007), increased risk of depression (Grov, Golub, Parsons, Brennan & 
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Karpiak, 2012) and a barrier to prevent mother-to-child-transmission (Turan & Nyblade, 2013).  

The research on HIV positive pregnant women's experiences regarding stigma from healthcare 

professionals is inadequate.  

 

1.8 Purpose 

The purpose of the study was to investigate HIV positive women's experience of stigma from 

healthcare professionals during pregnancy and childbirth in Addis Ababa, Ethiopia. 

 

2. METHOD 

 

2.1 Design 

A descriptive study with a qualitative method was used. A qualitative method is appropriate when a 

phenomenon regarding experiences and perceptions are to be studied, using questions concerning 

how something is perceived (Polit & Beck, 2009). The purpose of the study was to investigate HIV 

positive women's experiences of stigma from health professionals during pregnancy and childbirth 

in Addis Ababa, Ethiopia and therefore a qualitative study was the appropriate research design.  

 

2.2 Setting 

The data was collected at Progynist, a Non- Governmental Organization (NGO) during November 

2014. Progynist is located in Addis Ababa, the capital of Ethiopia and the NGO works for women’s 

and children’s social and economic well-being in Addis Ababa, Ethiopia. One specific project they 

work with is the well-being of pregnant women who have been diagnosed with HIV. The purpose 

of the study was to investigate HIV positive women's experiences of stigma from healthcare 

professionals during pregnancy and childbirth. Progynist was therefore chosen as the setting for this 

study as it was suitable for the population of the study.  

 

 

2.3 Sample 

The inclusion criteria for the study was that the participants were infected with HIV, had given birth 

to a baby it the last 18 months and had been treated by healthcare professionals in hospitals and/or 

healthcare centers in Addis Ababa. Exclusion criterion was an age of less than 18 years. The sample 

was a convenience sample. That means that the authors would select a sample that the authors have 

a good access to and who belongs to the population of the study (Polit & Beck, 2009). Women at 

Progynist who met the inclusion criteria were therefore asked to participate. Seven women 



 7 

volunteered to participate. Six of the women had had a baby in the last 18 months and one of the 

women was currently pregnant. All of the women had been diagnosed with HIV over a year ago and 

were between the ages of 30 to 40 years old. The average age was 31 and the average number of 

children they had was three. All of the participants had an unstable financial income and none of the 

participants had an academic degree. 

 

2.4 Data collection method 

An interview guide was designed in order to create a structure for the interviews (Polit & Beck, 

2009). The method for data collection was structured interviews. The interview guide was designed 

by the authors. The interview guide consisted of questions that were relevant to the purpose of the 

study. A cognitive emotional model of AIDS related stigmatization (Dijker & Koomen, 2003) was 

used to develop some of the questions in the interview guide that consisted of 14 questions. These 

questions are divided into three parts, see Appendix 2. The first part consisted of five questions that 

concerned the woman's background and everyday life. The second part consisted of two questions 

regarding the woman’s own experiences of HIV and her current situation. The final part has seven 

questions concerning the women’s experiences of stigma from healthcare professionals. The 

interview guide was tested on two women working for Progynist, to ensure that the questions would 

be understood correctly. The questions in the interview guide were clear and there was no need for 

improvements after the test. 

 

2.5 Procedure 

Recruitment of the HIV positive women was through the non- governmental organization (NGO) 

Progynist. The contact people who assisted with the samples were Netsanet Mengistu, executive 

director of Progynist, and Seife Tafesse and Salem Yohannes, co-workers in Progynist.  Netsanet 

Mengistu gave ethical approval of the study. The Swedish Council for High Education via Minor 

Field Study Scholarship has given financial support for the study. The study was carried out 

through a collaboration between Uppsala University and Progynist, where our international 

supervisor at Uppsala University wrote an agreement with Mrs. Netsanet Mengistu who agreed to 

be our contact person at Progynist in Addis Ababa during the duration of our study. The data 

collection took place in Progynist’s facilities during one day in November 2014. Salem Yohannes, a 

co-worker at Progynist currently working with the HIV positive woman, gave verbal information to 

potential participants in the study in Amharic, Ethiopia’s official language. Written information was 

also provided in Amharic. The information covered both the purpose of the study and the ethical 

aspects, see Appendix 1. Participants were interviewed individually. The interviews were in 

Amharic and performed by Salem Yohannes. Each interview took approximately 25 minutes. All 



 8 

interviews were recorded using a Smartphone. In addition, Seife Tafesse, our translator and 

moderator in Addis Ababa with Amharic as a first language, took notes as part of the data 

collection.  

 

2.6 Ethical considerations 

The World Medical Association developed the Helsinki Declaration. It contains ethical principles 

regarding medical research with human data. According to the declaration, participation in this 

study must always be voluntary (Codex, 2013). This was an important premise of the study. For that 

reason, before the interview process began, a verbal consent between the authors and all the 

participants in the study was obtained. The participants also received written and verbal information 

informing them that they can choose not to answer a question or withdraw their consent for 

participation at any time during the interview. The purpose of the study and how it would be carried 

out was also included in the written and verbal information. See Appendix 1.  

 

The subject of the study is very sensitive as it deals with the participant’s private life and therefore 

can be hard to talk about. There is a risk that the participant will feel uncomfortable or experience 

other negative emotions. This was taken in considerations and therefore the interpreter was a 

female. The collected material was processed and analyzed confidentially. A de-identification of 

participants was made during the interviews. The collected material could not be traced back to the 

individuals. 

 

2.7 Data analysis 

The interviews were made anonymous through the use of a unique code that enabled the authors to 

distinguish the interviews from each other. The interviews were carried out in Amharic and 

therefore assistance was needed in making a transcription. Thus the translator performed the 

transcription process. He listened to the interviews and translated the participants´ answers word by 

word into English which the authors immediately typed out on the computer. When necessary, the 

authors asked questions and discussed the content to minimize the risk of leaving out important 

parts. Both authors read the content of each transcription several times in order to achieve a 

comprehensive understanding of the content. The collected material was then analyzed through a 

qualitative content analysis developed by Hällgren-Graneheim and Lundman (2012). The analysis 

began with the authors extracting meaning units from the transcripts. These meaning units could be 

sentences and phrases expressed during the interviews that are significant to the purpose of the 

study. The meaning units were shortened to condensed meaning units without taking away the 

importance of the sentence. Subsequently every condensed meaning unit was given a code with the 
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purpose to clarify the core content of the meaning unit. Similar codes created a sub-category. 

Finally, three categories were identified. An example of the data analyzing process is shown in 

Table 1.  

 

Table 1. Example of meaning units, condensed meaning units, codes, sub- categories and categories 

 

Meaning units Condensed 

meaning units 

Code Sub-category Category 

Then she advised 

me... … the doctor... 

... you can live like 

anybody. This is 

simply a disease, 

you can live 

peacefully, 

Live like 

anybody, 

peacefully 

Giving advice Understanding 

the fear 

Education 

provided by 

healthcare 

professionals to 

the women 

 

 

3. RESULTS 

 

Three categories of experiences of stigma from healthcare professionals among HIV positive 

women during pregnancy and childbirth were emerged: Negative reactions from health care 

professionals, non-presence of stigma, and education provided by healthcare professionals to the 

women. The results are presented under each category together with quotes from the participants 

that illustrate each category. An overview of the categories and sub-categories are presented in 

Table 2. 

 
 

Table 2. Overview of the results. 

Categories Sub-categories 

Negative reactions  •  Mistreatment 

•  Healthcare professionals’ fear of being 

infected  

Non-presence of stigma  

Education provided by healthcare professionals •  Knowledge about the HIV virus and how 
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to the women it infect others  

•  Knowledge about the HIV medication  

 

 

3.1 Negative reactions from health care professionals 

This category shows how the women experienced stigma from the healthcare professionals, because 

they have the diagnosis HIV. They did not feel that they have received the same treatment as the 

non-infected women; sometimes the treatment was worse and sometimes just different. Some health 

care professionals were afraid of contact with them. Two subcategories were identified in this 

category: Mistreatment and Healthcare professionals fear of being infected. 

 

3.1.1 Mistreatment 

A majority of the women who were interviewed described feeling treated in a negative way because 

of their diagnosis. They felt they were not getting the same treatment as women who do not have 

HIV and a feeling of mistreatment was expressed. Here is one example to show how treatment 

differed from that given to women without HIV:   

 

"They take care of the children of the healthy mothers, the nurses, but they do not touch our 

children" (Woman 1) 

 

The healthcare professionals can have a negative attitude towards HIV positive women during 

pregnancy and childbirth. When they find out about the HIV diagnosis, their attitude changes 

automatically. One woman had asked other mothers who are HIV negative about their experiences 

of bad attitude from healthcare professionals and she was told by the HIV negative mothers that 

they had experienced good treatment.  

 

"The healthcare professionals see the healthy and the diagnosed … if diagnosed, this 

automatically changes their attitudes ... ... they do not treat us equally..//.. I visited.. without 

telling my problem.. they.. treated me in a good way. But when I told them about my 

diagnosis.. … I could see that the doctor saw the healthy ones in a good way.... But by reading 

my card, at a distance, he said: You are okay, go home. ,,, The healthcare professionals, they 

should not say that someone is diagnosed with HIV and someone is HIV negative, they are 

simply there to serve, because someone in not infected by touching each other" (Woman 4) 
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3.1.2 Fear of being infected among the healthcare professionals 

Several of the participants experienced healthcare professionals’ fear of becoming infected with the 

HIV virus. The medical staff would refuse to touch the patient’s clothes without gloves and there 

were clear experiences of stigma during pregnancy and childbirth. One of the women described 

how professionals would not want to touch her during examination, and said that that is stigma for 

her: 

 

“ A doctor prescribed medicine with glucose but when another doctor saw the prescription the 

doctor said: help yourself...//.. The doctor did not volunteer to touch me, instead he touched 

my      t-shirt with his fingers, he was not happy because he knew that I was diagnosed. I felt 

my eyes became wet from tears.” (Woman 4) 

 

The women in this study met different healthcare professionals, therefore, some expressed that they 

sometimes experienced stigma, while at other times they felt no stigma at all. Most of the women 

experienced some stigma during the childbirth. One woman said that she understood the reason that 

the healthcare professionals wanted to protect themselves from the disease.  

 

“The problem was only during the birth... During childbirth, they use gloves…three or four 

gloves... the doctors have to take care of themselves…during the pregnancy I did not see 

any..” (Woman 5) 

 

Even though the health care professionals knew how the virus is spread, they were still scared of 

being infected by the virus. One woman expressed that the medical staff could become afraid of 

being infected by the HIV virus over just a minor symptom of illness: 

 

".. Even if someone has a problem of coughing…they are afraid." (Woman 2)  

 

3.2 Non-presence of stigma  

There were some situations where they experienced no stigma from healthcare professionals. One 

woman felt that she received first priority and good treatment and care, when her family had 

rejected her because she was HIV positive. She was very pleased that the healthcare professionals 

took good care to her.   

 

“There is a problem with my mother and father... Leave the healthcare professionals alone... 
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so no stigma there but in my family there is.. they.. neglect me.. It's better in the hospital... 

give vaccination to my daughter - they are better than my parents…I think I got better 

treatment. When I was in labor process, they gave me priority …” (Woman 7) 

 

Two of the women said that they only got love and care from the health care professionals and did 

not experience any stigma at all, not at any time during the pregnancy or during childbirth. One of 

these women expressed it like this: 

 

“The healthcare professionals... ...they helped me a lot... ...they provided me with everything, 

I did not observe any sort of stigma” (Woman 6) 

 

There were differences in the quality of care, depending on where the women were treated. In 

private healthcare settings, the women did not experience stigma. One of the women was not happy 

when she was treated in a public healthcare setting, but she was pleased with the treatment she 

received in private healthcare. 

 

“The private healthcare, their treatment is like a mother’s care, it's like being at mother’s 

home. Their treatment starts from the gate, from the guard up to the doctors” (Woman 4) 

 

3.3 Education provided by healthcare professionals  

This category describes what kind of education the healthcare professionals provided the HIV 

positive women with, in order to prevent the HIV virus from spreading to their children. Two 

subcategories were found: knowledge about the HIV virus and how it infects others, and knowledge 

about HIV medication.  

 

3.3.1 Knowledge about the HIV virus and how it infects others  

Education about the virus and the way it can be transmitted to others is an important factor in 

reducing stigma, but education also prevents the virus from spreading to others. The education and 

advice provided by the healthcare professionals includes not only information about sexual 

activities, such as using a condom to prevent transmission. Healthcare professionals gave advice to 

these women how to take care of themselves and their children and encouraged these women to live 

a good life. One woman explained it like this: 

  

“Then she gave me advice... … the doctor... ... you can live like anybody. This is simply a 
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disease, you can live peacefully…I remove my waste material away from my children, I keep 

toothbrush away.... The health care professionals told me how to manage the fluids... ” 

(Woman 2) 

 

The importance of recognizing symptoms as a way of preventing the HIV infection from getting 

worse is something that several of the women talked about. If the women mentioned that they were 

ill, there are a lot of negative consequences, if they become more ill and their family has to care of 

them. 

 

“They told me not to lose weight.. not to get a infection... try to feed yourself properly.” 

(Woman 5)               

 

Some women brought up knowledge about different ways that the HIV virus can spread to their 

child. One woman received the advice to breastfeed her child for up to one year and another got the 

advice to nurse for six months, despite the fact about the risk for the baby to become infected by the 

virus.  

 

“They also talked…how the HIV it is transferred to the child even during breastfeeding, the              

percent that is transferred  ” (Woman 7) 

 

3.3.2 Knowledge about the HIV medication  

The healthcare professionals gave the women some encouraging advice and told them about people 

living with HIV/AIDS before today’s modern medication existed. 

 

“The healthcare professionals told me that… many people died before but nowadays there is 

medicine. People can take the medicine and they will live long, you should not worry” 

(Woman 2) 

 

Most of the HIV positive women felt that healthcare professionals made an effort to give them 

knowledge about medication and the importance of taking the medicine on time. The health care 

professionals told these women that it is important to take the medicine in order to reduce the risk of 

their baby getting infected by the virus. One of the women described how the healthcare 

professionals encouraged her to take the medicine:  

 

“You have to take medicine, otherwise you will become weak.. if you do not start the   
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medicine the HIV virus can easily spread to the baby” (Woman 7) 

 

In order to keep the white blood cells at a reasonable level, it was important that the medicine is 

always taken on time. Even though there were side effects that are not very pleasant, it was 

important to not skip taking medicine.  

 

“They told me not to stop to take medicine regularly” (Woman 1) 

 

“They advice me to take the medicine on time” (Woman 3) 

 

4. DISCUSSION 

 

4.1 Summary of results 

Three categories of experiences of stigma from healthcare professionals were identified: Negative 

reactions from health care professionals, non-presence of stigma, and education provided by 

healthcare professionals to the women. The results showed that stigma exists on the part of 

healthcare professionals towards the HIV positive women, during pregnancy and childbirth. The 

participants expressed events of feeling that the healthcare professionals would be afraid to be 

infected by the HIV virus. They felt they were poorly treated because of their HIV positive 

diagnosis. This can affect their general well-being in a negative way. The results also showed that 

not all healthcare professionals stigmatize HIV positive women and even if stigma is exhibited in 

one healthcare setting, in other settings, there is no stigma at all. Two women said that they did not 

experience any stigma at all from healthcare professionals. All of the women described how 

healthcare professionals educated them in how to protect their loved ones from the HIV virus and 

the importance of medication.  

 

4.2 Discussion of the results 

The discussion of the results is presented according to the three categories. 

4.2.1 Negative reactions from health care professionals 

In this study HIV positive women have experienced stigma from healthcare professionals during 

pregnancy and childbirth. The participants expressed events of being treated differently because of 

their diagnosis - such as doctors treating the HIV positive women, sometimes in a negative way and 

sometimes in a positive way. This is compatible with the results of the study by Holzemer et al., 

(2009) who found that the HIV- positive patients can be afraid of disclosing their HIV status for 
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fear that it will lead to negative attitudes from healthcare professionals during pregnancy and 

childbirth. Gari et al. (2010) also found that HIV positive people can experience such feelings.  

 

A study has shown that there has been a great progress regarding interventions to reduce stigma, not 

only from healthcare professionals but from society as a whole. However it is suggested that on a 

global basis, there is a need to identify effective stigma-reduction strategies (Stangl, Lloyd, Brady, 

Holland & Baral, 2013). Need for better strategies are also indicated by our study. HIV positive 

women in this study experienced that the healthcare professionals had a fear of being infected. This 

fear caused negative emotions among the women such as sadness. HIV related stigma could 

decrease the quality of life (Holzemer et al., 2009). The women included in this study experienced 

that the healthcare professionals not wanting to touch their clothes without gloves, or healthcare 

professionals becoming afraid of infection due to just a minor sign of illness such as coughing. 

These experiences affected the women negatively. One possible consequence of these negative 

experiences could be that the woman hesitates to seek necessary health care in the future. This is in 

line with the result of the study by Kinsler et al. (2007) that showed that stigma can cause the 

patient to delay seeking healthcare.  

 

It is rather alarming that the women in our study express that the healthcare professionals show 

signs of a lack of knowledge concerning how the HIV virus is spread. Yet this observation is 

compatible with a study that showed that there is a lack of knowledge about HIV and that such 

inadequate knowledge can lead to a negative attitude towards people living with HIV (Sadob et al., 

2006).  

 

4.2.2 Non-presence of stigma 

The perception of stigma among the woman in this study is individual. The majority of the women 

in our study described having experienced HIV related stigma during pregnancy and childbirth. 

However two of them felt that there was no stigma present in the behavior of the healthcare 

professionals they met. This may be a consequence of interventions that had the specific purpose of 

reducing stigma among the professionals. Stangl et al. (2013) showed that there has been great 

progress regarding the success of such interventions. Another factor that may have contributed to 

the positive experience of two women in the study is the fact that the healthcare professionals they 

came in contact with, live in an urban situation. An urban setting is stated as one of the factors that 

can lower stigmatization (Girma et al., 2013). The two women in this study who experienced no 

stigmatization may indicate that some healthcare professionals in Addis Ababa are aware of their 

particular responsibility to set a good example and provide HIV positive patients with the care and 



 16 

support they deserve, just like any other patient.  

 

4.2.3 Education from healthcare professionals to the women 

All of the woman in the study reported that they had been educated by the healthcare professionals 

about how to take care of themselves and how to protect their children from the virus. This is a 

positive result since knowledge about HIV plays an important part in reducing stigmatization 

(Sadob et al., 2013; Girma et al., 2013). In this study the healthcare professionals were indicated 

that they made an effort to give advice to the HIV positive woman during maternity care, however, 

one woman described how a doctor did not want to touch her clothes. This indicates that the 

healthcare professionals should be provided with more education of HIV/AIDS. With the proper 

education the doctor would certainly have known that HIV does not spread through touching 

clothes, unless they are covered in blood. This is supported by the study of Reis et al. (2003) 

showing that inadequate knowledge about HIV can lead to a negative attitude resulting in 

stigmatization. In addition, it is important that the healthcare professionals should be provided 

accurate information about HIV to reduce HIV-related stigma and to improve the quality of life for 

people living with HIV as mentioned in the study of Li et al. (2006).  

 

Learning how to avoid infecting children with the HIV virus is crucial since the consequences of 

stigma affect HIV positive children in all aspects of life – at home, in social settings and at school 

(Wolfi, Bonnie, Bukasi, Agot & Cohen, 2014). Therefore it is reassuring that the healthcare 

professionals who met the HIV positive women in our study, educated these woman on how to 

protect their children from the HIV virus, for example with advice about breastfeeding and how to 

take care of their body fluids.  

 

4.2.4 Theoretical framework 

According to Travelbee, every person is a unique, irreplaceable human being and should be treated 

thereafter (Travelbee, 2009). The results of this study showed that the women have not experience 

the kind of care that Travelbee describes, with the exception of the two women that did not 

experience any stigma. However, the women who reported experiencing stigma in some situations 

also reported having no feelings of stigma in other situations. To assume that there is stigma 

everywhere in the healthcare system would be incorrect. One of the women talked about a certain 

situation where she got priority just because she was HIV positive and she was very happy about 

that. That implies that some prejudice may be present in some cases, but it is not necessarily 

negative and doesn’t always lead to stigma. The authors of this study feel there are several possible 
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interventions that could reduce stigma for HIV positive pregnant women. Here are a few examples: 

a designated clinic could be established to maternal care for this specific group. To have a specific 

clinic, with specially educated healthcare professionals would go a long way in ensuring respectful 

and equal treatment during pregnancy and childbirth. New studies about HIV-related stigma could 

be rapidly implemented at this designated clinic so the staff would always be updated. There is the 

possibility of course that the women assigned to this designated clinic could initially feel 

stigmatized. However the benefits of being treated with respect might outweigh the possible feeling 

of stigmatization.  

 

Another way to reduce stigma would be to include the subject of stigma in the nurses and doctors' 

training. Videos where HIV positive women tell their stories and how they experienced stigma 

could be included in the course material. This is a powerful way to convey to future doctors and 

nurses how terrible stigma feels – for instance not wanting to be touched by healthcare 

professionals. Support groups during pregnancy, organized by HIV positive women who have 

experienced HIV-related stigma during pregnancy and childbirth, is a third possible way to fight 

stigma. Pregnant, HIV positive women could learn the tools of empowerment at the support groups, 

enabling them to demand good treatment and respect.  

 

According to the cognitive model of AIDS-related stigmatization there are four factors that can lead 

to stigma: perceived contagiousness of AIDS, perceived seriousness, perceptions of responsibility 

and norm-violating behavior (Dijker & Koomen, 2003). From the result of this study there are at 

least two of these factors, which could be implicated. The first factor - the fear of being infected - 

was mentioned by the majority of the women. There were healthcare professionals who both 

showed and expressed fear that the women could transfer the HIV virus to the staff. This fear only 

increases the stigma of HIV. The second factor, perceived seriousness is reflected in the 

conversation that one of the woman in our study described. The healthcare professional encouraged 

her to view HIV as “simply a disease” and told her that she “can live like anybody else” if she uses 

medication properly. This indicates that healthcare professionals in Addis Ababa are aware that 

perceived seriousness can lead to stigma and therefore they want to educate the women in this study 

about how the correct use of medication can normalize their lives and prevent stigma.  

 

4.3 Discussion of method 

The limitations of the method used in this study are presented below. Ethical considerations and 

trustworthiness such as credibility, dependability, confirmability and transferability are discussed.  
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4.3.1 Ethical considerations 

The purpose of this study - to investigate stigma from healthcare professionals among HIV positive 

women during pregnancy and childbirth - can be considered as both sensitive and private. It deals 

with women's private health status and the HIV virus - a particularly serious disease. The authors 

were fully aware of these factors and they were given great consideration when developing the 

interview guide. Participation in the study was completely voluntary and the participants could at 

any time choose not to answer a question. Nevertheless, all of the woman answered all the questions 

from the interview guide which might indicate that they did not feel uncomfortable during the 

interview. However this cannot be confirmed since it is also possible that they answered out of 

sense of duty. The interviews were held in Progynist’s facilities during office hours which can mean 

that the interviews took time out of the women's working day. This could be ethically problematic, 

however the authors compensated the participants for the cost of transportation and for lost work 

time during the interviews. The participants were not aware of this economic compensation when 

they consented to be interviewed.  

 

4.3.2 Credibility 

Interview answers rich in detail come from qualitative studies and such answers should be obtained 

in the study of human experiences (Polit & Beck, 2009). A qualitative study was therefore 

appropriate since the purpose of the study was to investigate woman's experiences of stigma. If the 

same subject was examined in a quantitative study, there would have been the risk of receiving less 

descriptive, shallower answers. A structured interview was used because the authors felt that a 

semi-structured interview may interrupt the participants’ way of thinking. The interviews were held 

in Amharic and a structured interview eliminated unnecessary pauses. Presenting one question at a 

time would give the women time to think freely and say what they wanted to say. It also would 

reduce the risk that the women would lose interest because the interview was taking too much time.  

 

In retrospect, a semi-structured interview guide might have be more appropriate. It would have 

enabled the authors to interrupt the participants in order to receive even more detailed answers, 

while still maintaining a structure (Polit & Beck, 2009). One of the limits of structured interviews is 

that it did not enable the authors to interrupt the participants in order to obtain a deeper 

understanding of the answers by asking the woman to further develop her answer. In addition it was 

not possible to interrupt when the authors did not understand the answer correct. The authors 

reduced this particular limitation by adding, “Please describe below” to the majority of the 

questions in the interview guide, but there are some answers were more data would have been 

useful for the results. 
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The sample of the study consisted of seven women who are HIV positive. Originally ten women 

were invited by Progynist to the interviews and seven showed up. It is a small sample that could 

lower the study’s credibility. But since the method of the study was qualitative, a small sample does 

not necessarily have to be a limitation. All of the women were living under limited economic 

conditions and they were all about the same age. This can create less variation in the answers and 

therefore lower the study’s credibility. In addition, the majority of the women were not currently 

pregnant during the duration of the study. Experiences and perception of stigma during pregnancy 

and childbirth was therefore not completely fresh in the memory of the majority of the women, 

which can further lower the studies credibility. On the other hand, the fact that some time had gone 

by between childbirth and the time of the interviews might have given the women more time for 

reflection about their experiences. All the women who were interviewed have a previous relation 

with the Progynist organization and this fact could increase the credibility of the result since the 

women were in a setting that they trusted. They had confidence in the staff of Progynist who are 

present and could give their most honest answers. 

 

The authors made transcriptions of all the interviews, with the assistance of Seife Tafesse, our 

translator. All of the interviews were transcribed with both authors presented therefore the authors 

could be able to eliminate possible misunderstandings and maintain the same framework of thought 

during the transcription. This could increase the study’s credibility. Naturally there wore limitations 

when carrying out a study where the participants spoke a language that the authors did not speak. 

The interpreter could misunderstand the question or translate the interview guide incorrectly. The 

depth and richness of answers from the participants could be lost in the process of translation. It was 

difficult to eliminate these limitations completely. However the authors discussed the interview 

guide in depth with the interpreter before the transcription process began, in order to reduce and 

eliminate misunderstandings to the greatest extent possible. As previously stated, the interviews 

held in Progynist facilities. No healthcare professionals were present and this fact may have 

increased the credibility of the study, since there was no risk that any healthcare professionals were 

listening to the women's descriptions of their experiences of stigma. 

 

4.3.3 Dependability  

The interviews were held in the local language, which means that the authors’ results were based on 

the interpreter’s translations. The interpreter, along with the authors, has English as a second 

language. These factors decrease the study’s dependability since certain information could have 
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been left out due to the language barrier. Every author has a unique background in terms of his or 

hers own experiences, education and prejudices about a subject. This is known as pre- 

understanding (Polit & Beck, 2009). The authors of the study had a pre-understanding of how 

stigma can be experienced in healthcare. This means that the authors only understand the 

participant’s experience of stigma in terms of their own understanding of stigma. The authors also 

had expectations of finding data that was similar to the authors’ research literature on the topic. 

These factors can decrease the dependability of the study. On the other hand, being well-read on the 

subject that is to be studied, is vital to increasing the dependability of the study, since it creates a 

deeper understanding of the participants’ answers. 

 

4.3.4 Confirmability  

Data analysis with a high confirmability has results that are based solely on the participants’ 

answers and are not influenced by opinions of the author (Polit & Beck, 2009). As mentioned 

above, the authors had a pre-understanding of stigma that can negatively affect the objectivity of the 

study. However the authors analyzed the interviews according to Hällgren- Graneheim and 

Lundman (2012), which enabled the authors to leave out his or hers thoughts and opinions and 

concentrate on the data collected from the participants. Both authors was present during the 

interviews, however since they do not understanding Amharic, the authors cannot confirm that the 

result is consistent with the answers from the participants, which can negatively affect the studies 

objectivity. 

 

4.3.5 Transferability  

Transferability refers to the degree in which the findings of the study can be generalized to other 

settings outside Addis Ababa, Ethiopia (Polit & Beck, 2009). Since the study is qualitative it cannot 

be generalized to a broader setting than Addis Ababa. All of the participants have received care 

from hospitals in Addis Ababa, the capital city of Ethiopia. Healthcare professionals may treat the 

HIV positive woman differently in rural areas. Our topic was very specific regarding only 

healthcare provided during pregnancy and childbirth and could therefore not be generalized to other 

healthcare settings. Nevertheless the results of the study were similar to previous studies that show 

that stigmatization from healthcare professionals towards other categories of HIV positive patients 

exist.  
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4.4 Nursing implication 

The study shows both encouraging and disheartening results. Stigma from healthcare professionals 

among HIV positive women during pregnancy and childbirth still exists. This stigma can be shown 

in the ways healthcare professionals treat the patient differently because of their HIV diagnosis. 

Due to fear of getting infected, they may behave in a way that causes sadness to the patient. This 

study therefore shows that it could be of great importance that nurses working in maternity care 

strive to provide care that is not influenced by stigmatization.  

 

Healthcare settings should be places where the patient can feel secure and not judged. An important 

task of being a nurse is to reduce suffering for the patient and to work in a way that promotes 

health. Stigmatizing patients goes against this responsibility. Factors that leads to stigmatizing by 

society, such as the seriousness of HIV and the possible norm-violating behavior, which may be the 

reason that the patient is infected by HIV, should not influence the quality of the healthcare 

provided by nurses. Naturally, the nurses must protect themselves from infection, but this must be 

done without making the patient feel humiliated, ashamed or embarrassed.  

 

This study also shows the importance of nurses’ understanding of the concept of stigma. When 

meeting the HIV positive women during pregnancy and childbirth the nurse should make the effort 

to identify possible consequences of stigma (such as depression), in order to be able to increase the 

patient’s quality of life. There might be a need for further studies on nurses’ understanding of 

stigma and strategies to avoid it. This can lead to further insight on how to reduce stigma from 

healthcare professionals among HIV positive women during pregnancy and childbirth.  

 

4.5 Conclusion 

In conclusion, the results of this study showed that HIV positive woman experience stigma from 

healthcare professionals. However the results also showed that not all healthcare professionals in 

Addis Ababa, Ethiopia stigmatize their HIV positive patients, and this is encouraging. The nurse 

can reduce feelings of stigma among the HIV positive woman by not exhibiting obvious fear of 

becoming infected when he/she is caring for these women. The affection and consideration towards 

the HIV positive woman should be the same as they show towards other patients. They should make 

the HIV positive women feel like another mother who needs healthcare during pregnancy and 

childbirth – and not make her feel like she is only a patient with HIV. Interventions are needed 

among healthcare professionals in order to reduce stigma and thereby improve nursing care in 

reproductive health for pregnant woman infected with HIV.  
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Appendix 1 

 

Department of Public Health and Caring Sciences 

Section of Caring Sciences 

Information Letter 

Dear Madam, you are invited to participate in a study about experiences of attitudes and responses 

from healthcare professionals when HIV positive women come in contact with healthcare during 

pregnancy and childbirth. 

About us 

We are two nursing students from Uppsala University in Sweden who are in Addis Ababa to write 

our bachelor thesis in nursing. 

The purpose of this study 

The purpose of this study is to explore experiences of attitudes and responses from healthcare 

professionals when HIV positive women come in contact with health care during pregnancy and 

childbirth. Through interviews with 10 women, we hope this study will gain a deeper understanding 

of HIV positive women’s experiences of attitudes and responses from healthcare professionals 

during pregnancy and childbirth. 

Procedure 

The interviews will take place somewhere that is convenient for you. The interview will go on for 

about 30 minutes. Only you, the interpreter and us will be present during the interview. 

Confidentiality 

Interviews will be performed in privacy and the participant will be anonymous. The interviews will 

be audio taped and thereafter analyzed. The material will be collected and analyzed completely 

confidential. 

Optional 

Participation is voluntary and the participant can choose to withdraw her participation in the study 

at any time without giving any reasons. Your participation is very valuable for our study. If you 

have any questions we are happy to answer them.  

Kind regards, Elin Johansen & Miriam Ringstrom 

 Amharic version 
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Department of Public Health and Caring Sciences 

Section of Caring Sciences 

 

INTERVIEW GUIDE 

 

       I Background and everyday life  

1. How old are you? 

2. What does your everyday life look like? 

3. How is your marital status? 

4. With whom do you live? 

5. Do you have children? If yes, how many?  

 

II Experience and situation 

     1. What was your approach to HIV before your diagnosis? 

     2. Do you have different thoughts to HIV today? Please describe 

 

 

      III. In contact with healthcare professionals 

    1. Have you been in contact with healthcare professionals before you were diagnosed with HIV? 

    2. If yes, did you feel differently treated by healthcare professionals after you were diagnosed       

with HIV? Please describe 

    3. Over all, what kind of feelings and thoughts did you experience during your contact with 

Healthcare professionals during pregnancy and childbirth? 

   4. During pregnancy and childbirth, did you experience that the healthcare professionals feared     

that they could get the infection from you? Please describe. If yes or no, How did that make you 

feel? 

   5. During pregnancy and childbirth, did the healthcare professionals talk to you about their 

thoughts, on being pregnant and caring the HIV virus? Please describe 
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   6.During pregnancy and childbirth, do you feel that the Healthcare professionals would have 

differently treated you if you were not diagnosed with HIV? Please describe 

   7.During pregnancy and childbirth, do you feel that the healthcare professionals only saw your 

   Diagnose and not you as a whole human being? Please describe 

 

Amharic version 
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