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Abstract
The manifestations of the HIV/AIDS epidemic in Poland, as in other countries, have been received with stigma
and discrimination towards those living with the disease. The social implications of stigma are worsened when
they hinder the provision of effective treatment by members of the health sector. One such limitation is the
perceived need for mandatory HIV testing among hospital patients. This practice can violate the rights of the
patient and foster stigmatization. This quantitative study had as its main objectives to survey: 1) the degree of
fear of acquiring HIV at work among surgeons and surgical nurses, and 2) the impact of HIV/AIDS training and
practical experience with HIV patients on support for a testing policy of admitted patient and those who would
undergo surgery among the same sample. Results evidence support for HIV testing of all inpatient admissions
in hospitals and pre-operative testing among both nurses and surgeons. Training on HIV matters can be an
important factor for lowering support for mandatory testing.
Keywords HIV; Acquired Immune Deficiency Syndrome; stigma; health care service; hospitalized patients; Poland.

Estigma y Discriminacion por VIH/SIDA en el Sector Salud: Una Perspectiva Polaca

Compendio
Las manifestaciones de la epidemia del VIH/SIDA en Polonia, al igual que en otros paises, han sido recibidas con
estigmatizacion y discrimen hacia las personas que viven con la enfermedad. Las implicaciones de este estigma
empeoran cuando afectan negativamente el ofrecimiento de servicios por miembros del sector salud. Una de
estas limitaciones es la necesidad percibida de llevar a cabo pruebas de VIH mandatorias entre pacientes
hospitalizados. Esta practica puede violar los derechos de los pacientes y fomentar estigmatizacion. Este
estudio cuantitativo tuvo como objetivos principales explorar: 1) el nivel de miedo de adquirir VIH en escenarios
de trabajo entre profesionales de la cirugia y enfermeria, y 2) el impacto del adiestramiento sobre VIH/SIDA y
experiencias practicas con pacientes en el apoyo a politicas de pruebas de VIH compulsorias en pacientes en
hospitales y de condicion pre-operativa. Los resultados evidencian apoyo a pruebas de VIH en ambos tipos de
pacientes entre profesionales de enfermeria y cirugia. El adiestramiento sobre temas relacionados al VIH puede
ser un factor importante al reducir el apoyo a estas purbas mandatorias.
Palabras clave VIH; Sindrome de Inmunodeficiencia Adquirida; estigma; servicios de salud; pacientes
hospitalizados; Polonia.

HIV/AIDS became an urgent medical asmtial problem  that the literature of social knowledge that explains cancer as a
in the early 1980s. It has been spreading rapidly becausedyeaded disease has been transferred to HIV. Such phenomena
its characteristics and has become a health threat and tha/e been observed in many countries all over the world, among
most devastating disease humankind has ever faced. Htlkem Poland. HIV is currently a metaphor of “sinful” and “evil”,
spreads making no distinctions by religion, language, ethniiscrediting an individual’s claim to be a “moral character” and
origin, sex, or country base. “one of us”.

Research investigating the psychological experience of Stigma and discrimination fuel the HIV/AIDS epidemic by
people living with HIV/AIDS (PLWHA) indicates that these creating a culture of secrecy, silence, ignorance, blame, shame
patients do not suffer only from the physical disease procesand victimization (Taylor, 2001). This has an effect on PLWHA
They experience emotional agony not only because there is as individuals, and on their illnesses, behavior and perception
cure for AIDS, but also because of a public frenzy that ends of the health care they receive. In Europe and North America
blaming the victim. The social stigma attached to HIV and AIDSHIV/AIDS is most prevalent in populations that have been
leads to social rejection of patients. Sontag (1988) pointed odisenfranchised by society, including homosexual men and
that diseases of unknown cause and ineffective treatment evaltravenous drug users. Health care workers (HCWs), being
fear and revulsion, and that in North American culture cancéruman, bring to their medical work their foibles, anxieties, and
was once the disease of fear and shame. Nowadays, AIDS liaficiencies that characterize the human species. Unfortunately,
replaced cancer, and the experiences of many PLWHA paraltekre is no requirement in the medical school of any nation that
those of cancer patients. Cherry and Smith (1993) have statit& physician be sensitive to the problems of disenfranchised
groups. When members of these groups acquire an illness
related to their behavior, which is frowned upon by many HCWs,

! Direccion: mganczak@sci.pam.szczecin.pl it becomes easier for such HCWs to behave in a discriminatory
manner (Shapiro, Hayward, Guillemot, & Jayle, 1992).
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An essential question to ask is the degree to which societal The arrival of HIV/AIDS in Poland was sufficiently
prejudices and stigmatization, linking the illness to one or anothelelayed to allow time to prepare society to face the threat.
“specific lifestyle” and “sexual behavior”, influence the healthThe earliest initiative in prevention came from the Ministry
sector. The answer is crucial, because of the power of healih Health just after the first AIDS case was diagnosed.
professionals in their role of establishing the physical angiccording to one or their circulars, HIV/AIDS is accepted

emotional welfare of PLWHA. as a contagious disease and should be so declared. The
National AIDS Center as well as programs such as The

HIV/AIDS in Poland National Program for HIV — Infection Prevention, and Care

Epidemiological Situation of People Living with HIV and AIDS was created to

Thefirstreport of an AIDS case in Poland was made in 198oordinate efforts to combat the infection. Interventions

The history of AIDS in Poland began with a homosexual. As gcluded widespread distribution of condoms, free needle-
result, the disease was immediately stigmatized by its associatigichange programs, an anonymous HIV-testing system, and
with socially disapproved sexual behavior. Since that time, theyplic information about the infection. In recent years, a
persons per year. Data from the National Institute of Hygiengrganizations (NGOs) have done much to try to change
(2005) showed 9 new infections in 1986, 59in 1988, 809in 199Gy i) attitudes towards PLWHA (Sobeyko, 2003).
539in1995,579in 1997, 527 in 1999, 559in 2001, and 574 in 2003. At the beginning of the epidemic, HIV/AIDS education
By the end of September 2005, there were reported to be 96335 introduced at Polish schools. This education was
HIV infected people in Poland. Many experts indicate that thi§ ovided by various organizations outside the Department
figure is far from reality, due to the long asymptomatic period fop¢ g cation, including sanitary-epidemiological centers and
HIV. Another factor affecting reporting is that individuals who NGOs, and was financed by the Ministry of Health. At the
may be infected with HIV avoid screening because they belie\@m of,the 1990s, schools implemented HIV/AIDS topics
that self-disclosure will resultin stigmatization. HIV infectionis; . ; their own cur}iculum. Students 13-15 years of age are
linked in many people’s minds with homosexuality, injection iven one hour of teaching per academic year on “STD/
drug use, sexual activity, and commercial sex — behaviors th fDS” and there is a second hour for older youth on the
not only make people feel uncomfortable, but also challengt%%)ic ,of “Immune Deficiency”. Such educational

attitudes and values. To disclose that they are sero-positive | erventions were associated with some positive changes.

e i ) in
d'ﬁ'(.:u" for"peolplf[a v;/ghml-|lvr/1glt[r)18;rbecei1uls fn;r:g \?vﬁll '?Xg;?g;Surveys in Poland during 1990 to 2002 showed a significant
tShOeCrI:ty Wil isolate them a €ir socia increase in tolerance towards PLWHA among 15 and 17-

About three-thirds of those currently living with HIV/AIDS year-olds (Gaficzak, Borofi-Kaczmarska, Leszczyszyn-Pynka,

in Poland are males. The majority of newly detected HIV carrier‘% Szych, 2005; Woynarowska, Szymafiska, & Mazur, 1999).

are men aged 20-29. The main route of transmission is use of Nr? r|1etih ellefst;l Ar\r|1 [i)nSPcl)TarSu;II:\Iﬁmseeigt?sucsario;:arllsahna?/e
injectable drugs; 55% of PLWHA were infected in this way.pSyC ological proble ' paig

Unfortunately, the main mechanism of transmission is unknowﬁoncentrated mainly on improving the knowledge of

for about 25%. particular social groups, such as youth, persons vulnerable

A rapid increase in HiVsinfected persons in neighboringg;infeaion’ and medical staff. Unfortunately, adults who
countries, including Russia, Belarus, and the Ukraine, as well 38V€ already completed or dropped out of school have not

the rise in importance of heterosexual intercourse as ameand8f Peen selected as a target population for HIV/AIDS
spread, may become threats to the health of the Polish populatiiiicational campaigns. Furthermore, media, an important
(National Institute of Hygiene, 2005; Rosifiska & WerbiriskaPotential source of HIV/AIDS information, are reluctant to

2004). lead educational actions, and prefer to seek more sensational
topics (Izdebski, 2003).
Myths and Facts The lack of information and education on HIV/AIDS

HIV/AIDS is a topic that has unleashed a flood of opinionsinfluences people’s attitudes towards the infected. Surveys
Unfortunately, these opinions are often based upon affére conducted in Poland during 1997-1998 on randomly
insufficient knowledge about such a sensitive topic. As a resuiélected, representative groups. It was found that although
people tend to develop unscientific explanations or myths. Aearly 90% knew the main routes of HIV transmission, less
major function of a myth is to reduce peoples’ fears of person#tan 5% knew the prevalence of PLWHA in the community.
vulnerability by implying that such events happen only tol here was a significant age-difference in the proportion of
“other” kinds of people. Myths also provide convenient andndividuals willing to take care of a relative with AIDS, with
over-simplified explanations of complex social issues. Whealmost 66% of 15-17-year-olds willing to do so, compared
repeated often enough, myths become “conventional wisdoriith only 33% of adults.
and may pass for well-establistfedts. Myths about HIV/ Nearly 50% of youth, but only 27% of adults, agreed
AIDS have been particularly hard to dispel (Juszczyk &hat there is nothing wrong with homosexuality (Izdebski,
GBadysz, 1999; Sobeyko, 2003). 2000). This difference could perhaps be interpreted as
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evidence that education early in the school curriculum maghe physician must inform his patient about othe59
lead to change of some homophobic attitudes. On the othgossibilities for obtaining treatment. >
hand, there is a general taboo against discussing Some physicians refuse to help PLWHA, without 3
homosexuality in society, and conservative forces such asnsequence. Afragmentofa letter by a 30-year-old HiV-infecte@
the Roman Catholic Church actively oppose more opedrug user sent to the United Natidbevelopment Program =
debate. Although the gay movement has gained a high@&ffice in Warsaw stated: “I had a serious sinusitis, doctors weré)
profile in some parts of the country, an evident change afonsidering purulent meningitis as a consequence of the basic
social and public attitudes towards sexual minorities hagdisease. But they left me without any help, not willing to mess
not yet appeared, especially among adults (Staugard, 2000 their hands” (Malinowska-Sempruch, 1997).

Homophobic attitudes remain widespread among Poland Patient autonomy means that a patient has the right to
and are major factor in HIV/AIDS-related discrimination. In decide about his/her treatment and can refuse consent for
illustration, doctors and nurses from all over Poland werany medical intervention. This includes HIV screening. The
surveyed in 1997-1998, and were found to believe thaihysician’s duty to obtain informed, freely given consent is
homosexuality is a “social pathology”, like drug addiction,an obligation established by national and international law.
alcoholism, and Satanism (Ciastofi-Przeclawska, 2001). In  According to international guidelines for HIV/AIDS and
another 1997 survey, 70% of Poles aged 17-59 treatétlman Rights, an individual’s interest in protecting her/his
homosexuality as a disease and wanted such persons tagdoeacy is “particularly compelling in the context of HIV/
cured. Homophobic attitudes among political leaders arAIDS”. This is for two reasons: first - mandatory HIV test is
also widely reported. In November 2005, the former head afivasive, and, second, disclosure of HIV status leads to
state Lech Walesa said: “I believe homosexuals need medictigma and discrimination from loss of privacy and
treatment”. When asked whether homosexuality should beonfidentiality.

condemned, Polish Prime Minister Kazimierz Marcinkiewicz ~ Article 17 of the International Covenant on Civil and
stated: “It's unnatural. The family is natural and the statédluman Rights protects privacy and forbids lawless
must stand guard over the family. If a person tries to ‘infectinterference in somebody’s private or domestic life, home
others with their homosexuality, then the state mustinterverae correspondence, as well as lawless attempts on
in this violation of freedom” (LifeSite, 2005, line 7). Lack of somebody’s honor and good name. The Covenant also says
tolerance for homosexuality is not only a Polishthat everyone has the right to such protection. Article 8 of
phenomenon. A decade earlier, 25% of young people in thiee European Convention for Protection of Human Rights
United States agreed with the statement that gay meand Fundamental Freedoms states that everyone has a right

“deserve to get AIDS” (Imperato, 1996). to respect of her/his private and family life, home, and
correspondence. Granting these rights means that PLWHA
Health Sector and HIV/AIDS Stigma Legislation do not have to reveal their infection. These rights also imply

In Poland the right to medical care is guaranteed by articthe patient’s right to anonymous screening for HIV.
68 of the Polish Constitution (1997). This means equal access to Article 47 of the Polish Constitution guarantees the
all publicly financed health institutions. The Charter of Patientprotection of private and domestic life, honor, good name
Rights cites this article of the constitution as the basis of thend the right of deciding about personal life. This right is of
right to medical care (Minister of Health and Social Welfaregreat importance to PLWHA as it implies many rights for
1998). The charter has no legal powers and was created simpltients and many obligations for medical staff. For the first
to inform patients about their rights. time informed consent was created in the Polish legal system

According to Article 30 of the Polish Act on Physician’s by the act on Medical Care Centers (1997), article 19.1.3,
Profession (1996), the right to medical care means the rightwhich states that a patient has the right to consent or to
competent care, and that every physician must help a patiesfuse, after obtaining proper information. The Ministry of
whenever she/he requests. It also adds that this obligation isHiealth, in Recommendations for Medical Staff (1997), creates
force when delay could result in death, grievous body harnmore specific requirements for HIV infection, stating that
health disorder, or in other cases of emergency. This clauiee patient must be fully informed about any plans to screen
could allow a health provider o refuse to trepaiient in the  for HIV and about the nature of HIV infectid@self. The
absence of such conditions. Nevertheless, another clause \paygsician must obtain the patient’s informed consent for
included to help avoid leaving patients being left without caresuch screening and prepare the patient psychologically in
If a physiciarwants to discontinue treatment for a patientthe event there might be a positive result. The patient has a
he/she must inform the patient in a timely manner how taght to anonymous screening.
obtain care from another physician or health facility. As mentioned above the number of PLWHA is increasing

The Code of Medical Ethics (1993) also imposes thén Poland and all over the world. Many need surgical treatment
duty of helping any person who asks for it; however, thend the risk of complications after surgery in HIV infected
code also states that where justifiable, the physician is npétients is shown to be lower than initially feared (Gerberding,
forced to provide care, except in emergencies. Nevertheledswis, & Schecter, 1995). As the consequences of acquiring
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HIV infection are so great, most surgeons and nurses workingtient is not able to estimate any information given rapidly by
at the surgical suit, where blood exposures are so commdhe medical staff, often even not by the physician (Sobeyko,
understandably fear acquiring infection. As a result mang2003). It must be said that such testing is illegal, simply because
support controversial policies such as universal preoperativ@not used to make a diagnosis. It appears that the information
HIV testing, and indeed many support testing of all inpatientabout serological status of the patient is “indispensable to a
(Chapman, Meadows, Catalan, & Gazzard, 1995; Danziger, Abbbspital” (Juszczyk, 1995). Itis important to point out that routine
Goddard, McGrouter, & Pawson, 1996; Joint Working Party o§creening of all patients admitted to the hospital is an easy way
the Hospital Infection Society and the Surgical Infection Studyo destroy the patient’s life and that is not the purpose of HCW's.
Group, 1992). In light of these challenges and difficulties, the main objective
There has been vehement debate surrounding tloéthis study was to survey: 1) the degree of fear of acquiring
question of preoperative HIV testing of patients. Opponents${IV at work among surgeons and surgical nurses from the same
represented by people who are professionally involved isurgical wards, and 2) the impact of HIV/AIDS training and
HIV/AIDS problem, state that routine HIV antibody testing practical experience with HIV patients on support for a testing
of patients is not recommended. The testing is opposed Ipglicy of admitted patient and those who would undergo surgery
many because of the civil rights implications of a positiveamong the same sample.
test result and the fear that HIV-positive patients would
receive sub-optimal treatment. Testing should be undertaken Method
only on the basis of clinical assessment or where it is in the
interest of both: patients and HCWSs. The provision of A descriptive and analytical survey was conducted among
patient's confidentiality and privacy, as well as informeddoctors (2001) and nurses (2003) from the same wards
consent for testing is essential. Any argument that monepresenting surgical specialities at 4 hospitals located in the
stringent precautions would be put in place for those whaity of Szczecin (2 academic, 2 municipal), as well as 4 situated in
are tested as HIV positive would fly in the face of universathe County of Western Pomerania. This region of north-western
precautions, which are meant to prevent the transmissid?oland borders Germany and the Baltic Sea and is close to
of known and not-known blood-borne pathogens in alBerlin. Hospitals were selected from a Health Department list
instances (Dammani, 2003; World Health Organizatiorusing a random-number table. At the selected hospitals, all
[WHQ], 2000). On the other hand, medical personnel believesurgical wards participated.
that, dealing with the patient, they have the right to know
whether they are at risk for acquiring a potentially fataData Collection
infection after exposure to patient’s blood. The routine HIV  An anonymous questionnaire was developed for the survey,
antibody testing would help them to prevent such amsing guidelines from a study in New York (Lowenfels,
infection. They suggest that the knowledge that one dfMormster, & Jain, 1989). The survey covered the following areas:
their patients is sero-positive would cause them to use - Part1: Age and sex of doctor/nurse, type of hospital.
special procedures during operations which would decrease - Part 2: Number of HIV patients treated, attendance to HIV/
the risk of acquiring HIV infection. According to this view, it AIDS training, level of concern of acquiring HIV infection at
is difficult to practice these precautions at the 100% levelyork, and number of sharps injuries per year.
100% of the time (Shanson, 1991; Tyndall & Schechter, 2000). - Part 3. Opinions about HIV testing of patients, and whether
HIV-antibody testing was implemented in Poland in 1985it should be mandatory.
just few months after such tests had been required in the Questionnaires were mailed to hospital administrators
rest of Europe. However, regarding this issue, the practidetween May 2001 and March 2003. The purpose of the survey
presently existing in Polish hospitals only theoretically fulfilswas explained to respondents and they were assured of
requirements set by legal provisions. Lot of hospitals havanonymity. All doctors and nurses present in the ward on the
implemented HIV testing concerning patients admitted talay when the questionnaire was administered completed it.
the surgical wards or admitted for diagnostic procedure&ach subject was asked to respond independently. No doctor
Although there are no requirements or standard protocots nurse present at the time of survey refused to participate.
for pre-operative and universal testing of all admissionsThe final sample included 132 doctors and 383 nurses.
surgeons often implement their own screening programg§uestionnaires were stored in a locked cabinet and computer
some other permanently review the possibility. Most ofterdata password-protected.
the patient is informed about the character of surgical
intervention (and about the consent) directly before it start®ata Analysis
usually in very hermetic professional language not Dataanalysis was performed with the use of STATISTICA
understandable for the average person. The consent is givieh software. Categorical data were analyzed by chi square, chi
during preparation to the intervention so the patient rarelgquare test with Yates correction, Fisher exact test (two-side
carefully reads what is to be signed. Regarding how stresseabt), chi-square Mc Nemar test, and chi square for trend for
he/she is, it is not fair to call such consent “informed”. Themore than two categories, with significancp<.05. For the

R. interam. Psicol. 41(1), 2007



STIGMA AND DISCRIMINATION FOR HIV/AIDS IN THE HEALTH SECTOR: A POLISH PERSPECTIVE

purposes of comparing doctors and nurses with and withotitaining, Experience, History of Injury 61
training and experience, all doctors/nurses who had had one or One or more sessions of HIV/AIDS training was reportedy>
more courses together were grouped as having experiencedttiyed9% of doctors€65) and 77%296) of nurses, one or 5
intervention, and all doctors/nurses with occupational experiencaore occupational experiences caring for a known HIV patien@
of one or more known HIV patients were grouped as positive favas reported by 5596<72) of doctors and 30%%116) of &1

that “intervention”. nurses. At least one percutaneous injury had been sustaine
the preceding year by 98¥(29) of doctors and 46%=177)
Results of nurses. One per cent of doctersl) and 17%rE65) of
active nursing staff did not regularly use gloves while in contact
Composition of Sample with potentially infected material. All doctors and 374 nurses

The sample included doctors with a median of age 39 yeaasiswered the question regarding fear of contracting HIV
(range 26-73) and nurses 20 to 58 years old, with a median of B@ection at the workplace. HIV concern was admitted by 96%
years. The vast majority of doctors were maied @6; 80%) (n=127) of doctors and 95% of nurses355) (Figure 1).
and 99% 1(=379) of nurses were female. Eighty per cent of
participants were recruited from urban teaching hospitals, 15%ttitudes towards HIV Testing
from urban non-teaching, and 5% from rural. Location of work ~ HIV testing ofall inpatient admissiong/as supported by
included general surgical wards (51%), ob/gyn wards (29%%8% =76; 95% Cl 49-66%) of 132 doctors and 658424 7;
orthopaedic wards (12%), urology (4%) and otolaryngologP5%Cl 59-69%) of 383 nursgs-0.15) and pre-operative testing

(4%). of all surgical admissions by 90% of doctorsi(19; 95%CI 84-
70
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Figure 1. Surgeonsr=132) and surgical nurses=374) by fear of occupationaly contracte
HIV west Pomerania, Poland 2001-3
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Figure 2.Surgeonsr=132) and surgical nurses383) by support for HIV testing of all admissions &
pre-operatively, west Pomerania, Poland 2001-3
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94%) and 95%E365; 95% Cl192-96%) of nursgs0.04 (Figure  percutaneous injury in the past year were less supportive for
2). There were statistically significant differences betweemandatory testing than nurses who reported such injury
numbers of doctors/nurses supporting HIV testing of al{p<0.02).
admissions and pre-operative testirg(001) (Figure 2).
Regarding both job-categories (doctors and nurses), thewV Training, HIV Experience, & Attitudes to HIV Testing
were no differences in support of testing of all admissions by Doctors -There was less supportrafindatorytesting of
age (doctorg>0.07, nurseg>0.26), number of injuries inthe  all admissionsy doctors with HIV/AIDS trainingp<0.04).
past year (doctorg>0.27; nursegp>0.85). Among doctors | ess doctors (34%) with experience with at least one patient
there were no differences in support of testira efimissions  supported mandatory HIV testing than doctors without such
by type of hospital>0.99). Nurses from municipal hospitals an experience (41%), but the difference was not statistically
were Opting less for such testing than nurses from UniverSig{gniﬁcant p>038) The support for mandatory '[esting was
and rural hospitalp€0.002). less among doctors with both training and experience, than
There were no differences in suppopirefoperativeesting  among doctors with neither training nor experience (chi square
by age (doctorg>0.48; nurseg>0.33), or by number ofinjuries - for linear trend comparing doctors with neither intervention to
in the past year (doctoys:0.85; nurse$>0.52), and type of either training or experience, or to both training and experience:

hospital (doctorg>0.79; nurseg>0.58). 4.040,p<0.04) (Figure 3). Confidence intervals included: No
B . intervention - 46% (95%CI 30-62%), experience only - 34%
Mandatory Imposition of HIV testing (95%C] 24-46%), traiining only - 29% (95%CI 19-41%; both

Of all respondents 39% doctars$1; 95%Cl 31-48%) and - raining and experience - 24% (95%CI 16-43%) (note: Cl were
39%' ngrsesr(:lso; 95%ClI 35-44%) thought HI\/ tedts all  wide for this group, since the sample sizes were relatively small).
admissionshould benandatory There was no differences in there was no difference in support of testingllaidmissions

supportof such testing by age (dociorel.21, nurse§>0.24), 5 re operativeHIV testing between doctors with and without

number of injuries (doctorg>0.72), and type of hospitql either or both HIV training or experience (Table 1).

(doctorsp>0.75, nurseg>0.05). Nurses who did not sustain

50 B neither
v
£ 40 |
+ B experience
8 30
o .
a 20 4 tral.t’nng
“5 29 24
3 10 training&experience
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mandatory testing of all admissions

Figure 3.Support by surgeons for mandatory HIV testing of all admissions by HIV training & experience
(n=132) west Pomerania, Poland 2001-3

Table 1
Support of Various Types of HIV Testing (%) Between Doctors (n=132) and Nurses (n=383) with
and without either or both HIV Training or Experience

Intervention All admissions Mandatory Preoperative
Doctors Nurses*  Doctors** Nurses Doctors Nurses
(On) (On)

Experience & 67 56 (1.00) 24(1.00) 46 A 97
Training

Experience 57 59(1.15)  34(1.33) 2 0 %
Trapnlng 60 60(1.21) 29(1.68) 39 @2 9%
Neither 71 79(295)  46(2.69) 43 % 97

Notes* chi square for trenpg<0.02
** chi square for treng<0.04
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Nurses Although support for HIV testing efl admissions ~ Occupational Risk & Fear of HIV transmission 63
was relatively high in both groups, there was significantly less  In the current context in Poland, the results indicate that fog>
support by nurses with HIV/AIDS training<0.01). Less nurses  most surgical doctors and nurses there is a substantial differen&
(59%) with experience with at least one patient supported subletween real and perceived levels of risk for occupational HNO
HIV testing than without such an experience (66%), but thafection. Mathematical estimates of the chances oftransmissiog
difference was not statistically significaprQ.16). The support  of HIV to the surgeon vary from 0.1% to up to 10% over a 30
for such testing was less among nurses with both: training ayear period. The actual risk depends mainly on the prevalence
experience, than among nurses with neither training, naf HIV infection amongst the surgical patients operated on
experience (chi square for trend: 5.3@8).02) (Figure 4). (Shanson, 1991). The prevalence of HIV carrier state in Poland is
Confidence intervals included: No intervention - 79% (95%Clelatively low (1.5 for 100,000) comparing to many other countries
66-88%), training only - 60% (95%CI 55-66%), experience only worldwide, so the risk of contacting infection while working at
59% (95%CI 50-68%), and both training and experience - 56%urgical suite is lower (Rosifiska & Werbifiska, 2004).
(95%Cl 45-66%) (Figure 4). There was no difference in suppoAccordingly the less fear should be felt by Polish medical
of pre-operative HIV testing neither mandatory testing of alprofessionals, fewer should advocate for HIV screening of
admissions between nurses with and without either or botbatients. Surveys of HCWs generally show that despite the

HIV training or experience (Table 1). seroprevalence in the population, a concern of contracting HIV
atthe surgical suit remains on the same level: 95-96% of Nigerian
Discussion surgical specialists, 96% of practicing American general

surgeons, and Polish orthopaedic surgeons and neurosurgeons

The most notable feature of this study lies in the divergenaeported such a concern (no data is available regarding surgical
between official policy as stated by WHO and Polish regulationsurses) (Gaficzak & Szych, 2004; Obi, Waboso, & Ozumba,
(Recommendation for Medical Staff, 1997; WHO, 2000,) and th2005; Owotade, Ogunbodede, & Sowande, 2003; Patterson,
views (although maybe not the practices) of surgeons amdbvak, & Mac-kinnon, 1998). What differs among surgical
surgical nurses. In our survey, the vast majority of respondentsrsonnel worldwide are the numbers of preoperative HIV
favoured pre-operative HIV antibody testing and a large majoritiesting opponents and advocates. In contrast to Poland, in
also supported universal HIV testing for all admissionsmany countries opinions are usually balanced, or testing
Concerning surgeons, HIV/AIDS training and practicaladvocates are only in a small majority (Danziger, et al., 1996;
experience with HIV patients decreased support only foHoffman-Terry, Rhodes, & Reed, 1992; Wright, Young, &
mandatory imposition of HIV testing but not for the idea ofStephens, 1995).
testing of all admissions neither for pre-operative testing. The The degree of risk of occupational HIV infection among
combined impact of training and experience was significantlgurgical nurses as compared with surgeons is greater among
greater in decreasing support for testing than a single first. Surgeons’ injuries are likely to be caused by suture
intervention. Regarding nurses, HIV/ AIDS training and practicaheedles, which are believed to be less efficient in transmitting
experience with HIV patients decreased support only for testirigfection than hollow-bore needles. Surgeons also may be
of all admissions but not for pre-operative testing. Again, thenore likely to be wearing gloves when the exposure occurs.
combined impact of training and experience was significantiy\learing gloves may reduce the volume of blood introduced
greater in decreasing support for testing than a singlarough the injury by more than half (Geberding, et al.,

intervention. 1995; Joint Working Party of the Hospital Infection Society
100 B neither
o
5 80 .
+ H training
8 &0
s experience
ol 59 56
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e 20 ‘ training&experience
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Figure 4. Support by nurses for HIV testing of all admissions by HIV training & experiex883) west
Pomerania, Poland 2001-3
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and the Surgical Infection Study Group, 1992; Wright & Mcwith HIV infected patients should be implemented in Polish
Geer; 1993). Although the risk of acquiring the occupationahospitals, but in a structured educational setting, which would
HIV infection is small, surgical nurses perceive it as greatdve expected to be more effective than any experience, as reported
comparing to the surgeons, and they fear more. Among tlethis survey.

American surgeons, moderate concern was reported by 88%,

extreme concern by 8% and no concern by 4% (Patterson, et Bisadvantages of Preoperative HIV Screening

1998). Among Poalish surgeons from this survey slight/moderate  The most frequently used HIV tests detect antibodies to
fear was expressed by 65%, high fear by 31%, and no fear BV, not the virus itself. False negative antibody results that
4%. The majority of nurses (60%) reported a high degree of feaccur in the window period are also possible. In such situations
of occupational HIV, while moderate degree of fear was perceivgazersonnel may feel an unjustified sense of security, and
only by 35%. The higher degree of fear is probably the mairelinquish universal precautions. Another issue is that asking a
reason why nurses more often than surgeons opt for screenjagient about to undergo surgery to submit to an HIV test may

of patients. generate unnecessary anxiety at an already stressful time, and
that a positive result, if it appears, may come as a great shock for
Knowledge of Risk of Infection & Personal Experience an unprepared patient. It is also said that any directive that

According to Brown, Macintyre and Truijillo (2003) there increases the number of people tested who are at extremely low
are two kinds of fear: the unfounded fear of casual contagiasr now risk will lead to increased numbers of false-positive resullts.
which can be dispelled through accurate information irHow to deal with false positives, however small they might be?
appropriate training and the “healthy” fear of the real but lovirhe confirmation is possible only days or weeks later with the
risk of infection from occupational exposures. The authors alStVestern Blot test at designated reference laboratories. The
agree that not training alone, but a combination of appropriagexiety to the patientand HCW in the intervening period cannot
training and experience with HIV infected patients is necessahe doubted. The disadvantage is also the extraordinary expense
to reduce fear levels to a degree where the HCW would not feshd difficult logistics inherent in a program of universal testing.
the need to test all admissions or all pre-operative patients fiow often to retest patients and what is the cost of doing that?
HIV. Another legitimate argument against universal preoperative HIV

Currently at Polish hospitals it is not routine to offer regulatesting is in relation to emergency surgery. It should generally
education regarding blood-borne pathogens. It is usually a ortee accepted that for all forms of such type of surgery it is safest
time or infrequent event, with voluntary attendance. And indeednd most practicable to assume that the patient is HIV antibody
50% of surgeons and 23% of nurses had never attended Hidgsitive without the need to perform screening antibody test.
AIDS training. There is a lack of regulations regarding sucfihe last but not least argument of the pointlessness of
education, as well as a shortage of licensed medical staff apceoperative HIV screening comes from the issue of proper
facilities to provide it (Gaficzak, Milona, & Szych, in press). Thecounselling and informed consent. It is universally agreed that
lack of knowledge among doctors and nurses about their actidiV testing must be accompanied by proper counselling before
risk of infection and about pre- and post-exposure prophylaxand after testing. The feasibility of providing proper pre-test
could be the main reason for an “unhealthy” degree of feaounselling to the hundreds of patients before all invasive
resulting in the high number of preoperative HIV testingprocedures is dubious in the extreme (Chapman, et al., 1995;
advocates (Gallop, Lancee, & Taerk, 1991, Highriter, Tessaro, Ranziger, et al., 1996; Geberding, et al., 1995; Juszczyk, 1995;
Randall-David, 1995; van Wiessen & Woodman, 1994). Shanson, 1991; Tyndall & Schechter, 2000).

There could be also another explanation of a large number Many surgeons and surgical nurses think they would take
of preoperative HIV testing advocates in surgical suites igreater care in the operating room when operating on a high risk
Poland, where the HIV/AIDS is rare. Generally, HCWs there argatient and believe this justifies screening. A study from San
unfamiliar with appropriate management techniques, which mdrancisco in a hospital experienced with AIDS patients and in
influence discriminating attitudes (Foreman, Lyra, & Breinbaueryvhich standard precautions were implemented showed that
2003). knowing the HIV status of the patient made no difference on the

According to our data 45% of surgeons and 70% of surgicaicidence of sharps injury (Gerberding, Littell, & Tarkington,
nurses have never had professional contact with HIV infectet990).
patient. Contact with such a patient means that medical In considering possible implementation of obligatory HIV
professionals are more able to develop personal relatiotssting, we should not forget an obligation for doctors.
(Foreman, etal., 2003). As has been pointed in some other studiesording to the Polish Medical Code of Ethics of 1993 and
conducted among medical personnel such personal experiefitalish Doctors’ Law of 1996, every doctor should keep secret
could also reduce the high degree of fear we found amoriigformation about his patient obtained during professional work,
surgical doctors and nurses (Oerman & Gignac, 1991; Rea, Broimtluding prevention and control. This need is deeply justified
& Calder, 1992; van Wiessen & Woodman, 1994). Since eveoy the fear of denying access not only to medical care, but also
the best theoretical knowledge cannot replace insight gainéalemployment, education, or religious affiliation. Unfortunately,
by real occupational experiences with infected persons, trainirag the average Polish hospital, keeping information from HIV
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test confidential is very difficult. Reassuring patients thatdlV infection in the surgical suite, and the differences betweef5
confidentiality will not be breached does not result inHIV/AIDS and other blood-borne infections may be over- »
implementing appropriate systems to keep the information secremphasized. It appears that an important component of futurd
It has been found out that that the obligation of confidentialitgducational efforts in this area should be also discussions &
is some sort of fiction that everybody declares but nobodignorance, professional ethics and responsibilities. Informatiol
respects (G3adysz, Juszczyk, & Dubik, 1999). sessions need to be coordinated by the different providersp
In this study, more doctors and nurses favoured preoperativéno can share their personnel and resources to ensure that
HIV antibody testing than testing of all admissions. Thenformation is evidence-based. The level of support for pre-
difference suggests that for some of them it was unimportant tiperative testing reported in this study was so high among
define the serological status of a non-surgical patient. Itis uncleagarly all surgeons and surgical nurses, that even a modest
whether surgical personnel perceived other HCW's to be ahprovementis urgently needed.
lower risk, or whether they were simply more concerned about For this to occur, hospitals must design properly

their personal risk than for other HCWs. documented training programmes with appropriate examinations.
Such training should be initial and continued, since short-term
Limitations education does not change values and behaviours (Green &

An anonymous self-reported questionnaire based on rec#lteuter, 1991). Both lectures and workshops are needed to help
of events has limitations. In particular, recall may be inaccuratsurgical staff see the problem of infection from the perspective
However, the questionnaires were completed anonymouslyf PLWHA. Furthermore, the wider implementation of infection
which is conducive to obtaining unconstrained opinionscontrol procedures, as wearing gloves for every procedure
Additionally, the large variety of hospitals was selected foinvolving contact with blood, should be more effective in
random sampling and 100% response rate was achieved,reducing occupational risk of HIV than routine testing. In eight
doctors and nurses in this report are likely to be representatikiespitals surveyed in this study, 17% of active nursing staff did
of other surgical staff in the study area. Secondly, what peoptet regularly use gloves.
say and what they do may be different, so discriminating attitudes HCWSs have to understand that care of people infected with
resulting in a large numbers of surgical staff supportinddlV and suffering from AIDS means not only the need for medical
preoperative HIV testing of patients may not be translated intoeatment, but must also include approaching patients with
discriminatory behaviour. Thirdly, limitations include the smallrespect for their right to autonomy and to decide for themselves,
sample size of doctors which may influence the precision of titeir right to privacy, and their right to not be discriminated
estimates. against. The stigmatizing character of this disease makes these

Finally, these results may not be generalized to doctors amnequirements very important.
nurses from non-surgical wards. The extent to which the results
of this study may apply to other parts of the country has to be References
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