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Abstract

Alcohol-serving venues in South Africa are sites for high-risk behaviours that may lead to HIV 

transmission. Prevention and treatment interventions are sorely needed in these settings, but HIV-

related stigma may limit their effectiveness. This study explored expressions of stigma among 

alcohol-serving venue patrons in Cape Town and examined the potential impact of stigma on HIV 

disclosure, testing, and treatment-seeking behaviours. A total of 92 in-depth interviews with male 

and female, Black and Coloured patrons were conducted. Transcripts were analysed via memo-

writing and diagramming techniques. Many participants mentioned knowing other patrons living 

with HIV/AIDS (PLWH), and this visibility of HIV impacted expressions of HIV-related stigma. 

Participants discussed four forms of HIV-related stigma in the venues: fearing PLWH, fearing 

HIV acquisition, blaming others for spreading HIV, and isolating PLWH. HIV visibility and 

expressions of HIV-related stigma, particularly fear of isolation, influenced participants’ 

willingness to disclose their status. HIV-related stigma in the venues also appeared to indirectly 

influence testing and treatment-seeking behaviour outside the venue. Results suggest that efforts to 

change norms and reduce expressions of HIV-related stigma in alcohol-serving venues are 

necessary to successfully deliver tailored HIV prevention interventions and increase uptake of 

HIV testing and care in this important social setting.
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Introduction

South Africa has the greatest number of people living with HIV/AIDS (PLWH) of any 

country in the world. There are an estimated 6.1 million PLWH in South Africa (UNAIDS, 
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2013), representing 17% of the global burden of HIV infection (Karim, Churchyard, Karim, 

& Lawn, 2009). Engagement of these individuals along the continuum of HIV testing and 

treatment has been suboptimal. Only one in five South African adults report recent testing 

for HIV (Simbayi et al., 2014), one-fifth of patients who initiate antiretroviral therapy 

(ART) are lost within six months, and a tenth of those who remain in care have poor 

adherence (Clouse et al., 2013; Luque-Fernandez et al., 2013).

Studies have documented high levels of HIV-related stigma in South Africa, which could 

explain drop-offs in HIV care engagement (Dos Santos, Kruger, Mellors, Wolvaardt, & van 

der Ryst, 2014; Kalichman & Simbayi, 2003; Katz et al., 2013). Stigma negatively impacts 

uptake of HIV testing, with individuals who perceive HIV-related stigma or observe enacted 

stigma far less likely to get tested for HIV (Maughan-Brown & Nyblade, 2013). Among 

PLWH, HIV-related stigma is also a significant barrier to linkage to HIV care and adherence 

to treatment regimens. High levels of HIV-related stigma have been associated with lower 

ART adherence, lower CD4 cell counts, and greater numbers of HIV-related symptoms 

(Maman et al., 2009; Peltzer, 2013; Tomori et al., 2013).

According to Link and Phelan (2001), stigma is an inherently social process that proceeds in 

four steps: (1) distinguishing and labeling differences; (2) associating differences with 

negative attributes; (3) separating those with and without the negative attributes; and (4) 

discriminating those who possess the negative attribute. The process of stigma causes social 

marginalisation, which is especially detrimental for those who have strong bonds to their 

communities (Mahajan et al., 2008; Parker & Aggleton, 2003). Stigma is typically produced 

along existing lines of inequality (Parker & Aggleton, 2003), and it serves as a mechanism 

by which to further punish, exert dominance over, and judge the behaviours of marginalised 

groups (Campbell, Nair, & Maimane, 2006). The expressions of HIV-related stigma in 

South Africa appear to mirror the processes outlined by Link and Phelan. South Africans 

who endorse HIV/AIDS-related stigma have negative perceptions of PLWH and support 

social sanctions for those individuals (Kalichman & Simbayi, 2003). Moreover, HIV-related 

stigma in South Africa tends to be constructed along demographic lines (i.e. race, gender, 

economic), which serve as convenient categories for labeling and discriminating against 

PLWH (Mbonu, van den Borne, & De Vries, 2009; Petros, Airhihenbuwa, Simbayi, 

Ramlagan, & Brown, 2006). The consequences of stigma further reinforce and perpetuate 

societal inequalities. PLWH who report experiencing stigma have said they feel ashamed 

because of their status and lost contact with people in their communities, which contributed 

to poorer HIV-related outcomes, loss of employment or housing, and psychological distress 

(Simbayi et al., 2007).

Stigmatising attitudes and behaviours are shaped by social and cultural contexts, which 

reinforces the need to target settings where HIV-related stigma is most harmful, but also 

modifiable. Comparative studies conducted throughout Africa have shown that expressions 

of stigma (i.e. “blaming”, “othering”) differ based on socioeconomic resources, norms, and 

the availability of supportive services for PLWH (Maman et al., 2009; Winskell, Hill, & 

Obyerodhyambo, 2011). Stigma is also uniquely produced and reproduced within different 

social settings, such as brothels (Munoz, Adedimeji, & Alawode, 2010) and faith-based 

organisations (Keikelame, Murphy, Ringheim, & Woldehanna, 2010). In South Africa, 
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alcohol-serving venues (i.e. “shebeens”) are important social settings where HIV-related 

stigma needs to be better understood. Qualitative research has found that men and women 

frequent shebeens for social interactions, and women in particular regard the venues as 

places for them to bond with peers and escape home stressors (Choi et al., 2013; Watt, 

Aunon, Skinner, Sikkema, MacFarlane, et al., 2012). The venues also serve as social arenas 

for individuals to meet sexual partners (Weir, Morroni, Coetzee, Spencer, & Boerma, 2002) 

and our previous research has demonstrated that unprotected sex (Sikkema et al., 2011), 

transactional sex (including the exchange of sex for alcohol) (Watt, Aunon, Skinner, 

Sikkema, Kalichman, et al., 2012), and gender-based violence (Watt, Aunon, Skinner, 

Sikkema, MacFarlane, et al., 2012) frequently occur in these venues. These findings 

demonstrate both the importance of venues as social settings and the vulnerability of patrons 

to HIV acquisition.

Empirical evidence accumulated from several countries, including South Africa, has shown 

that HIV-related stigma is a barrier to prevention programmes because it limits the uptake of 

safer sexual behaviours and HIV testing (Mahajan et al., 2008). HIV prevention 

interventions that have been evaluated specifically in alcohol-serving venues have shown 

mixed results, possibly because of the impact of HIV-related stigma in these settings. For 

example, a bar-based sexual risk reduction intervention in South Africa found that stigma 

prevented participants from talking with HIV counselors, who were positioned in view of 

other patrons (Morojele et al., 2014). Other international studies have not conclusively 

linked HIV-related stigma to intervention effectiveness, but they do suggest that it plays a 

role in limiting the success of bar-based HIV prevention efforts. A popular opinion leader 

intervention conducted in alcohol-serving venues was effective in reducing HIV risk 

behaviours in the United States (Kelly et al., 1997), but was not successful when adapted to 

five international settings, including wine shops in India (NIMH, 2010). In Cape Town, 

South Africa, a behavioural risk reduction intervention demonstrated a short-term increase 

in condom use among patrons, but the effects waned approximately six months after the 

intervention potentially due to contextual factors, which could include HIV-related stigma, 

that prevented maintenance of risk reduction behaviours (Kalichman, Simbayi, Vermaak, et 

al., 2007; Kalichman, Simbayi, Vermaak, et al., 2008). In order to make HIV prevention 

interventions successful, more research is needed to understand HIV-related stigma’s 

expressions in alcohol-serving venues, where patrons are at heightened risk for acquiring 

HIV.

This study drew upon qualitative interviews conducted with patrons of alcohol-serving 

venues in Cape Town, South Africa, in order to: (1) explore the expressions of HIV-related 

stigma and its social function among drinkers in Cape Town, and (2) examine the potential 

impact that HIV-related stigma may have on disclosure, testing, and treatment-seeking 

behaviours. A more nuanced understanding of the perceptions and expressions of HIV 

stigma in alcohol-serving venues in this region may help to inform tailored HIV-related 

interventions for venue patrons.
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Methods

This paper presents qualitative findings from a larger mixed-methods study of HIV risk 

among patrons in alcohol-serving venues in Cape Town, South Africa. Between June 2009 

and June 2012, staff conducted in-depth interviews with 92 venue patrons. Data from these 

interviews were analysed to understand perceptions of HIV-related stigma and its 

implications for HIV prevention and treatment in this population.

Setting

This study was conducted in Delft, a peri-urban township located approximately 15 miles 

outside of Cape Town, South Africa. Delft was established in 1990 as a subsidised housing 

community and is a racially diverse township with residents of both Coloured (a South 

African ethnic group of mixed race ancestry) and Black African ethnicities. Delft has high 

unemployment rates (41% of adults are unemployed) and low levels of education (less than 

30% of adults have completed secondary school).

Twelve alcohol-serving venues in Delft were identified using community intercept surveys 

(Weir et al., 2003). Based on 210 intercept surveys, 88 eligible venues were identified and of 

those, 24 met the study’s three eligibility criteria (seating areas for patrons, served at least 50 

unique patrons per week, and had at least 10% female patrons). The final 12 venues were 

purposively selected from these, with six serving predominantly Black patrons and six 

serving predominantly Coloured patrons. Approximately 6% of male patrons and 5% of 

female patrons within the 12 selected venues reported an HIV positive diagnosis during data 

collection for this mixed-methods study (Sikkema et al., 2011).

Data Collection

Data were collected by South African research staff who were matched by language and 

ethnicity to the dominant patronage of each venue. Eligible participants consisted of regular 

patrons who could speak about the venue environment. Men were recruited for in-depth 

interviews directly from the venues. Women were first selected to enroll in a longitudinal 

cohort, a subset of who were then recruited to participate in interviews. Research staff 

approached eligible patrons and explained to them the purpose of the study. Interested 

individuals attended an appointment where they provided written consent and were 

interviewed in their preferred language (Afrikaans, Xhosa, or English). All interviews were 

audio-recorded and conducted in a private room in the study office. Participants received a 

grocery card valued at 100 Rands (approximately US$10) as compensation.

Interviewers followed a semi-structured guide that included two open-ended questions 

pertaining to HIV/AIDS in the community and related follow-up questions (Table 1). Since 

female interviewees were recruited from a longitudinal cohort, their relevant demographic 

data (e.g. race, HIV status) were extracted from quantitative assessments that they 

completed as part of that study. Limited demographic data were collected for male 

interviewees during interview discussions.

All study procedures were approved by the institutional review boards at Duke University, 

University of Connecticut, and Stellenbosch University.
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Analysis

Interview recordings were simultaneously translated and transcribed into English. Data 

analysis was conducted in four steps. First, for each transcript, the study team wrote a 

document memo to identify emergent themes and capture key narratives around HIV-related 

stigma (Birks, Chapman, & Francis, 2008). Representative quotes were included in the 

memos to preserve the participants’ language. Second, the memos were imported into QSR 

NVivo 10 software (NVivo Qualitative Data Analysis Software, 2012) and text related to 

perceptions of HIV risk, blame for HIV transmission, beliefs about PLWH, and disclosure, 

testing, and treatment-seeking behaviours were coded. Third, three authors (J.V., M.H.W., 

K.W.C.) reviewed the coded output and the first author wrote “advanced memos” (memos to 

record thoughts on categories within the data and relationships between categories) on each 

of those salient themes (Charmaz, 2006). The coding was reviewed in this step through a 

constant comparative method (Glaser & Strauss, 2009), whereby the quotations were 

grouped by participants’ demographics (gender, race, HIV status) to identify differences in 

themes across individuals. Fourth, representative quotations pertaining to each theme were 

identified and were used for diagramming and organising subcategories within the data 

(Miles, Huberman, & Saldaña, 2013). Literature on HIV-related stigma was also consulted 

throughout this step to help interpret the data and formulate the conceptual framework.

Results

Description of the sample

The sample included 37 male (41%) and 55 female (59%) participants and was fairly evenly 

split between Black Xhosa-speaking and Coloured Afrikaans-speaking participants. 

Participants ranged from 18 to 59 years old, with an average age of 35. A majority of 

women (76%) said they had gotten an HIV test before, which likely reflects routine HIV 

testing during pregnancy and not necessarily voluntary testing behaviour. There were five 

female participants and one male participant who disclosed to researchers that they were 

living with HIV. Of these, five were Black and one was Coloured.

Overview of study findings

Analysis of the interviews revealed several themes around the visibility of HIV in the venue, 

expressions of HIV-related stigma, and the implications of stigma on disclosure, testing, and 

treatment-seeking behaviour (Figure 1). These themes were discussed regardless of 

participants’ HIV status, but issues around disclosure and treatment-seeking behaviour were 

mainly described by the six participants living with HIV. Participants’ perceptions about 

how visible HIV was in the venues influenced the expressions of HIV-related stigma they 

witnessed or perpetrated in the venues. Expressions of stigma in turn impacted visibility of 

HIV in the venue, because participants were more reluctant to discuss HIV if they feared 

being subject to expressions of HIV-related stigma, particularly social isolation. Together, 

visibility of HIV and expressions of HIV-related stigma in the venues directly influenced 

individuals’ willingness to disclose their HIV status to others in the venues, which served to 

perpetuate low visibility and high stigma in those settings. Those low rates of disclosure, 

combined with expressions of stigma in the venue, indirectly influenced individuals’ 
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willingness to seek HIV testing and engage in HIV treatment outside the venues because an 

HIV status was seen as a reason to exclude individuals from this important social space.

Visibility of HIV in the venues: “Ever since we heard that our friend was HIV positive, we 
realised that HIV is real”

Many participants talked about knowing venue patrons with HIV, suggesting high visibility 

of HIV in this setting. For example, one female participant said that “we live with them 

[PLWH], we know them, some drink with them… the people who are sick [with HIV] are 

the ones who mainly enjoy drinking”. These data suggest that it was commonplace for 

PLWH to drink at the venues. Reported visibility of HIV at the venue varied, however, by 

race. More participants at predominantly Black venues talked about knowing PLWH than 

those at Coloured venues, consistent with the higher HIV prevalence in Black communities 

in South Africa. Several Black participants described HIV as “everybody’s disease” or 

“everybody’s sickness,” which suggested that they both knew many people living with HIV 

and recognised their own vulnerability to the disease. On the other hand, Coloured 

participants described a more secretive atmosphere in talking about and knowing PLWH at 

the drinking venues. According to one Coloured woman, “In the [venue] no one talks about 

it, HIV and AIDS is a no go topic”, and while certain patrons were suspected of living with 

HIV, few had actually disclosed their status to others.

Expressions of HIV-related stigma in the venues: “Not that I have anything against ‘them’, 
but I keep my distance”

Participants reported either witnessing or perpetrating several expressions of HIV-related 

stigma, including being fearful of PLWH, being fearful of contracting HIV, blaming others 

for contracting and spreading HIV, and socially isolating PLWH. These expressions existed 

even while participants discussed instances of caring for PLWH in their communities.

Despite the visibility of HIV in many venues, participants spoke about an intense fear of 

being around PLWH in these settings, especially because the venues were seen as places for 

people to socialise and meet sexual partners. Several participants talked about sharing drinks 

and food and sitting in close proximity to one another, all of which were factors that 

contributed to their fear of being around PLWH. These participants either lacked knowledge 

about HIV transmission or knew that HIV could not be transmitted these ways and had 

unsubstantiated fear. Other participants said that they were afraid they might unwittingly 

have sex with a patron who was living with HIV. Participants described instances when they 

visited the venues specifically to find sex partners and did not use condoms, indicating that 

their fear was linked with recognition of their risky sexual behaviours. Fear of being around 

PLWH appeared related to visibility of HIV. In Coloured venues, participants reported that 

they usually could not identify who was living with HIV because no one spoke about the 

disease, which seemed to increase their fear. One Coloured female participant described this 

by saying: “You meet someone at the shebeen and you both eye each other. You don’t know 

what disease he has… You can’t trust anyone.”

Fear of being around PLWH at the venue was linked with discussions of participants’ own 

fears of contracting HIV, regardless of participants’ race and gender. One woman said she 
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“wouldn’t be able to handle it” if she acquired HIV, both because she viewed the disease as 

a death sentence and because she didn’t want to experience isolation from her peers. Several 

men said they were “truly scared” of the disease because it is “a death penalty.” While 

several participants did say that their fear of contracting HIV made them more likely to use 

condoms, others were reluctant to use condoms because they did not want to be judged as 

diseased. However, information regarding safe sex behaviours was inconsistently collected 

across participants and limited conclusions can be drawn about the relationship between fear 

of contracting HIV and condom use. Reasons given to explain fear of contracting HIV were 

related to both high and low disease visibility. For instance, some participants said they had 

seen others suffer and die from HIV and did not want to experience that. Others 

(predominantly Coloured participants) said they were not aware of many people with HIV 

and therefore feared HIV because it was unknown.

Participants frequently placed blame on others for spreading HIV. This blaming was both 

gender- and age-based, and was discussed in Black and Coloured venues alike. Men 

described women in the venues as being at high risk for contracting and spreading HIV 

because they may have had sex with different men at the venues in exchange for alcohol: 

“This girl maybe sleeps with [players], they buy them alcohol…[a girl] may drop all and go 

with a stranger.” Conversely, women said that men are putting them at risk for acquiring 

HIV because they “refused to use condoms” and “stripped [women] of dignity” due to 

physical and sexual abuse. Female participants living with HIV said that men were to blame 

for passing the disease on to them and that it was “not fair [that] men bring the disease to 

women.” Additionally, older venue participants regularly pointed to younger patrons as 

responsible for transmitting HIV because they practice risky sexual behaviour: “These 

young people have this never mind attitude, they don’t even know if they have the disease or 

not.”

Both male and female participants discussed either witnessing or perpetrating the social 

isolation of PLWH in their venues. Female participants said that in the venues “[PLWH] are 

being rejected” and “those who are HIV positive are being treated as outcasts [in the 

venues]. Nobody wants to go near them, as if they have a dirty disease.” In addition to being 

avoided, PLWH were taunted and ridiculed. Participants talked about patrons who were 

living with HIV being called “whore” and “dog,” among other names. A woman living with 

HIV described being told “get away” and “you don’t smoke or drink with us” and another 

described her experience being gossiped about: “Positive people are treated very badly here 

[at the venue]. If someone finds out that you have the virus, he or she will tell everyone you 

know and will make a joke out of you.” When she visited the venue, men would start 

“whispering and laughing” at her. In turn, participants living with HIV discussed self-

isolation tactics they used to avoid experiencing poor treatment from others in the venue. A 

woman living with HIV said that people “do not ill treat me because I do not walk around 

much.” This behaviour reflected PLWH internalising HIV-related stigma and losing their 

social standing in the venue.
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Implications of HIV-related stigma for disclosure, testing, and treatment-seeking behavior

HIV-related stigma in the venues influenced patrons’ willingness to disclose their HIV 

status to venue patrons and others in their community, and it impacted their HIV testing and 

treatment-seeking behaviour outside the venues. Participants regularly said they would not 

want to tell other venue patrons their HIV status. In addition, few participants reported 

seeking out regular HIV testing services and many said they would not want to know their 

status or seek treatment if they were living with HIV, potentially due to fear of disclosure 

and an indirect impact of stigma in the venues. Participants both with and without HIV 

linked the absence of proactive treatment behaviours to a desire to avoid experiencing 

blame, social isolation, and other expressions of HIV-related stigma in the venue setting, 

even while they acknowledged that the venues were risky environments for HIV 

transmission.

Disclosure: “People who are HIV-positive are rejected…so if you are positive 
you won’t share because you are being stigmatised”—Many participants 

discussed difficulties that people in their communities have had disclosing their status, 

particularly to others at the venue. Unwillingness or reluctance to disclose one’s status was 

related to fear of being stigmatised by others and being socially isolated. PLWH were 

reportedly treated as “outcasts,” and gossiped about in these venues, and because of this a 

majority of participants said that a “person won’t even tell you that they are positive.” 

Participants who were HIV-negative or who did not know their status repeatedly said that if 

they were to acquire HIV they would not tell anyone else to avoid social rejection. In 

Coloured venues, where HIV was reported to be less visible, several participants said they 

would not want to disclose their status because “they don’t want to be labeled as carriers of 

death” or they did not want people to be “afraid” of them.

Participants with HIV described their particular hardships disclosing their status to others in 

the venues. One woman said, “it’s difficult to tell people about your status” and another said 

that she only talked about her status with her family members and kept it hidden from other 

venue patrons. One man said that he has kept his status a secret because if people knew, they 

“will see you as a leper.” Several participants who were living with HIV described situations 

when they only told one or a few people about their status, but then that person told other 

venue patrons. One woman said that “when [people] fight they will disclose each other’s 

status,” indicating that status disclosure has been used as a way to socially marginalise 

venue patrons.

HIV testing: “He’d rather get sick and die instead of being told that he is HIV 
positive”—HIV-related stigma in the venues seemed to indirectly influence HIV testing 

outside the venues by promoting fear around knowing one’s HIV status and creating a 

hostile environment for patrons who sought testing. While some participants did say that 

they sought regular testing for HIV, many others said that they would rather not know their 

HIV status. For example, one female participant said that she’s “always been afraid” and 

“[doesn’t] want to know if I have the disease”. A male participant explained that he and his 

friends “don’t want to know if we have HIV and that’s why none of us have ever tested.” 

Both men and women felt that men were more fearful of getting tested. For example, several 
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men said that women had “courage,” while men “don’t want to be stressed when they found 

out the result so it’s better not to know.” Participants gave a variety of reasons for not 

wanting to get tested for HIV, including that they didn’t want others to see them being 

tested, they didn’t intend to disclose their status regardless of the test result, and they feared 

being socially isolated in the venues and gossiped about by fellow patrons.

Treatment-seeking behaviour: “When HIV-positive people are standing at the 
clinic they are afraid you will see them”—Although treatment-seeking behaviours 

were not discussed at length by participants, potentially due to the small number of 

participants with HIV in the sample, it is possible that the social setting of the venue reduced 

the willingness of patrons living with HIV to seek treatment. Issues around treatment-

seeking behaviour were primarily related to fear of unintended HIV-status disclosure within 

the venues. Instances of clinic patients being seen by venue patrons and then gossiped about 

in the venue setting were discussed both by participants living with HIV and by participants 

who were HIV-negative but knew patrons living with HIV. Participants expressed a desire 

to keep the social milieu of the HIV clinics separate from that of the alcohol-serving venues. 

Individuals who reported being HIV-positive faced barriers related to seeking treatment 

because they did not want other venue patrons to know their status. For example, one 

woman said that she had a friend who would not go to collect her ARVs because “she was 

scared that people would find out she has AIDS.” People who went to the local clinic feared 

being seen entering or leaving by others who happened to walk by the clinic, and also feared 

being recognised by other PLWH at the clinic. When talking about a venue patron who was 

living with HIV, one female participant said, “We heard she was HIV positive from others 

who are also HIV positive…they take HIV treatment together.” Another woman living with 

HIV was concerned about other patients disclosing her status and said that she has chosen to 

receive care at a clinic in another community because “people don’t have to know when I go 

to do my CD4 count.”

Discussion

In-depth interviews with patrons of alcohol-serving venues in South Africa revealed the 

expressions of HIV-related stigma in this setting and its potential implications. A majority of 

participants expressed fear of acquiring HIV and/or being around PLWH, which could have 

led these participants to isolate and distance themselves from other patrons who they 

suspected were a “threat” to their health (Campbell & Deacon, 2006). Participants living 

with HIV described instances of discrimination when other patrons associated them with 

disease and referred to them by derogatory names. These individuals may have been seen as 

unable to maintain their social and economic contributions to their communities, including 

the community of alcohol-serving venues. This could explain their loss of social status, 

particularly in these low-income environments (Tsai, Bangsberg, & Weiser, 2013). 

Additionally, the social expressions of HIV-related stigma (i.e. blame, isolation) found in 

this study are perhaps more salient in the venues than other settings because alcohol-serving 

venues are inherently social settings and important locations for community interactions.

These results support other findings regarding the implications of HIV-related stigma for 

disclosure, testing, and treatment-seeking behaviours. Stigma is produced differently in 
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various cultural contexts, and social environments have been shown to impact both 

expressions of individual and community-level HIV-related stigma as well as HIV 

intervention effectiveness (Airhihenbuwa, Ford, & Iwelunmor, 2014; Reid, Dovidio, 

Ballester, & Johnson, 2014). Several studies conducted in Sub-Saharan Africa have 

illustrated the powerful influence of HIV-related stigma on reducing uptake of HIV 

prevention and testing services (Kalichman & Simbayi, 2003; Mahajan et al., 2008; 

Musheke et al., 2013) and treatment adherence (Merten et al., 2010). This study adds to this 

body of research by understanding the expressions and implications of HIV-related stigma 

specifically within the context of alcohol-serving venues. Participants mentioned fear of 

disclosing their HIV status to other patrons, in conjunction with fear of losing their social 

standing within the venue. Venue-based stigma produces a hostile context for patrons living 

with HIV, and participants reported regularly witnessing and promoting the social 

marginalisation of these individuals. They also expressed their own desires to avoid 

experiencing isolation themselves, which may have increased their fear of acquiring HIV 

and reduced HIV testing and treatment-seeking behaviour outside of the venue.

This qualitative analysis revealed some salient differences in perceptions of HIV-related 

stigma by different demographic groups. Participants recruited from primarily Coloured 

venues regularly said that HIV was “hidden” in their communities. Because HIV was 

seldom discussed in this population, many Coloured participants talked about not feeling 

comfortable around those who they knew or suspected were living with HIV and expressed 

an intense fear of contracting the disease. In contrast, participants in predominantly Black 

venues discussed the commonplace nature of HIV in their communities and how it was seen 

as a “disease of the people.” This perception of higher burden of HIV in Black communities 

coincides with HIV prevalence statistics in Cape Town (Shisana et al., 2009) and seems to 

have resulted in less stigma and fear among Black participants, as compared to Coloured 

participants. This racial difference in HIV visibility and expressions of stigma could also be 

attributed to differing reach of HIV interventions and HIV-awareness social media 

campaigns in the communities. Quantitative research conducted in South Africa has shown 

that HIV-related stigma is inversely related to HIV visibility (Mall, Middelkoop, Mark, 

Wood, & Bekker, 2013). Therefore, interventions that increase the visibility of HIV in 

Coloured communities (e.g., popular opinion leaders, social media campaigns) might be 

effective in reducing HIV-related stigma in these settings.

Gender and age of venue patrons were also discussed in relation to HIV visibility and 

expressions of HIV-related stigma in the venues. Stigma has been shown to reinforce 

unequal power dynamics between men and women (Parker & Aggleton, 2003). Gender 

inequality increases women’s vulnerability to contracting HIV, and women are more likely 

to experience social marginalisation due to their HIV status than men (Mbonu et al., 2009). 

For instance, women living with HIV may be called sexually promiscuous, or could 

experience physical violence or economic abandonment from their spouse (Mbonu et al., 

2009). Males and females in this study were likely to blame each other for spreading HIV in 

their communities. These findings align with other qualitative research conducted in South 

Africa, which has shown that women are blamed for transmitting HIV because they tend to 

be economically dependent on men and are perceived as manipulating relationships for their 

own good (Watt, Aunon, Skinner, Sikkema, Kalichman, et al., 2012). Conversely, men may 
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be blamed for transmitting HIV because of their perceived promiscuity and power in sexual 

relationships (Petros et al., 2006). These results suggest that future interventions to 

effectively reduce HIV transmission and HIV-related stigma will also need to address issues 

of gender inequality and promote women’s empowerment. In addition to gender-based 

blame for HIV transmission, many participants (both in older and younger age groups) said 

that young venue patrons are most responsible for spreading HIV because they are not 

“afraid” of the disease. This suggests that HIV might be more normalised among younger 

people, which could impact their perceptions of stigma and sexual risk behaviours. The 

findings from this study provide some evidence of an interaction between age and stigma, 

which should be expanded upon in future stigma research.

This study has several important strengths and limitations. First, it drew data from a large, 

diverse sample, which allowed investigators to reach saturation of themes and explore 

participants’ responses as they related to their race, gender, and HIV status. Additionally, by 

completing memo writing and selecting key quotations early in the analysis process, authors 

were able to ground the findings in the participants’ words. Despite these strengths, the 

findings must be interpreted in light of several limitations related to data collection. 

Demographic data were not available for all participants, particularly the men who did not 

participate in the cohort study. Demographic data for male participants had to be extracted 

from the interviews, and this information was inconsistent across respondents. Individuals 

who reported living with HIV were underrepresented in the sample, which limited our 

understanding of their unique experiences at the venues. Also, six different interviewers 

conducted the interviews, using a semi-structured guide, which could have influenced the 

topics discussed and depth per topic across the interviews.

Overall, the results of this qualitative analysis imply that HIV prevention, testing, and 

treatment programmes conducted in alcohol-serving venues may have limited effectiveness 

without concurrently addressing the social issues of HIV-related stigma. Social forces in the 

venue (i.e. fear of status loss, isolation) may hinder disclosure, HIV testing, and adherence 

to HIV treatment. These findings suggest that culturally-targeted interventions in the venues 

may be necessary to change norms and reduce HIV-related stigma in these settings. For 

example, interventions in predominantly Coloured venues might reduce HIV-related stigma 

by targeting HIV visibility, while interventions in predominantly Black venues might 

provide peer support programmes to reduce social isolation among patrons living with HIV. 

Future qualitative research on the impact of social expressions of HIV-related stigma, in 

conjunction with quantitative studies, could be used to inform HIV-related interventions in 

the venues that raise awareness and tolerance of HIV. Such research could build upon the 

successes of existing HIV-related stigma interventions (Stangl, Lloyd, Brady, Holland, & 

Baral, 2013), address critical gaps in the field of stigma research, and target alcohol-serving 

venues. By changing norms and reducing HIV-related stigma in these important social 

contexts, we can lay a foundation for the successful implementation of effective HIV 

prevention, testing, and treatment interventions in these high-risk settings.
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Figure 1. 
HIV-related stigma in the South African venue setting.
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Table 1

Interview-guide questions and probes.

Interview questions

1. What is your impression of how HIV is affecting this community?

2. How do you think people coming to this bar understand HIV and does this impact their behaviour?

Probes

1. What types of people do you think are at risk for HIV?

2. How much do you know about HIV in this community?

3. How much do people know about HIV in this community?

4. How are people who are infected with HIV treated by others in this community?

5. What do your friends say about HIV?

6. What things make it difficult for people in this community to have safe sex?

7. Do you worry about HIV yourself?
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