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With the prevalence of the Human Immuno-deficiency Virus (HIV) being approx 18% in South Africa, it is highly likely that occupational 
therapists (OTs) and physiotherapists (PTs) working in hospitals will be in daily contact with patients who are HIV positive. It is therefore 
important that these therapists be knowledgeable about the condition, its causes, progress and the rehabilitative intervention if they 
are to make a difference in the lives of these patients. This study therefore aimed at evaluating the knowledge and perceptions that a 
sample of OTs and PTs had of HIV and AIDS as previous studies had found the knowledge and attitudes of health professionals towards 
these patients to be poor. It was therefore thought to be important to ascertain whether this had changed in more recent years. 
    A purposive sample of 49 OTS and PTs, drawn from the list of therapists who were employed in the public hospitals of Limpopo Province 
where both OTs and PTs worked, were selected for the study. These therapists were required to answer a questionnaire which contained 
both open and closed questions covering knowledge and perceptions of HIV and the Acquired Immune-Deficiency Syndrome (AIDS). 
The questionnaire was given to the therapists at specially organised meetings at each of the hospitals selected. Thirty five therapists 
who attended these sessions, answered the questionnaire. 
    The findings of this study confirmed that of other researchers, namely that there is a relatively poor knowledge base of HIV and AIDS, 
and therapists generally are uncomfortable being in contact with this type of patient. Thus indicating that, in spite of the increased 
number of patients who are HIV+ and who have AIDS and the consequent increase in contact between therapist and client, the 
knowledge base of OTs and PTs in this sample was no different from that found in previous studies. Thus pointing out that there is an 
urgent need to address these deficiencies through training and mentoring.
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Introduction
The prevalence of the Human Immuno-deficiency Virus (HIV) in 
South Africa is among the highest in the world. The prevalence rate 
was estimated at 16.2% among individuals aged between 15 and 
49 years in 20051. Based on a wide range of studies, at the end of 
2007 UNAIDS/WHO2  estimated a prevalence rate in SA of 18.1% 
in those aged 15 - 49. This means that in effect 5.7 million South 
Africans were estimated to be living with HIV in 20072. Bearing in 
mind the opportunistic infections and conditions that arise from 
being HIV+ and therefore the need to access health services, it 
is reasonable to assume that occupational therapists and physio-
therapists will be in daily contact with patients who are HIV+ and 
who may be living with the Acquired Immune-Deficiency Syndrome 
(AIDS). It is thought that at least 30% of a general hospital popula-
tion suffers from AIDS related conditions3.

Being HIV+ and having AIDS results in a complex set of condi-
tions both medical and social. Worthington et al4 identified in their 
research, four elements of the HIV and AIDS condition that have 
to be taken into consideration in the rehabilitation process ie 

1. The “fluctuating, dynamic nature” 4:261 of HIV and AIDS
requires that intervention should be considered as providing a
continuum of care and rehabilitation. In addition the physical
conditions that need treatment are complex and debilitating
for the patient. This is further exacerbated by the psychological
effects of being HIV+ making the giving of relevant rehabilita-
tion complicated.

2. The advent of antiretroviral therapy (ART), has turned HIV
and AIDS into a chronic long term condition with the antiret-
roviral drugs (ARVs) introducing a different set of complexities
that need to be considered in rehabilitation such as side effects
and adherence.

3. The attitude of the therapists to those who become HIV+
and their life style choices may also influence treatment.

4. The social context of the disease, discrimination suffered by
those who make their status known, as well as the difficulty of
working with people whose diagnoses may not be known add
another dimension to treatment.

Oyeyemi et al 5 emphasised the components of “adequate
knowledge, positive attitude and willingness” 5:177 as being important 
factors in rendering competent and compassionate care to patients.

It is clear from the above that occupational therapists (OTs) 
and physiotherapists (PTs) providing rehabilitation to People Living 
with AIDS (PLWAs) need an extensive knowledge of the condition 
as well as a positive attitude if treatment is to be successful. It is 
therefore of concern to note that studies conducted to ascertain 
the knowledge that nurses and doctors,6,7,8 speech therapists9, 
physiotherapists (PTs)3,5,10 and occupational therapists (OTs)11 
have of HIV/AIDS reveal that in spite of the attention given to 
HIV/AIDS and its treatment, health professionals still have nega-
tive perceptions regarding the disease, insufficient knowledge of 
its transmission modes, treatment and the level of risk associated 
with treating PLWAs. 

It has been reported however that knowledge alone did not 
always guarantee safe work practices or correct attitudes towards 
HIV infected patients12. Balogun et al13 found that, although knowl-
edge about AIDS and attitudes towards people with AIDS improved 
after a five hour AIDS lecture to PT and OT students – the willing-
ness to provide services to people with AIDS did not increase. The 
feelings of vulnerability experienced by the PT and OT students 
were shared by staff and students of a Medical School Faculty in 
the USA who were found to be fearful of infection and harboured 
strong negative feelings towards AIDS patients14. In another study, 
Currey et al15 demonstrated that over one third of the students in 
the medical, dental, nursing and allied health care professions that 
they surveyed had reservations about treating patients with AIDS. 
The individuals in this study also believed that health care workers 
had the right to refuse care to AIDs patients. 

A survey of PTs employed in public and private hospitals in South 
Africa carried out by Pucktree et al10 in 2002, revealed a number 

of significant findings: although 90% of the 114 participating PTs 
believed that they knew about HIV/AIDS only 78% could identify 
all viral transmission modes. Of the 38 who believed that they 
knew the stages of an HIV infection Pucktree et al found that only 
11% actually knew them, 28% could not explain them and 61% 
were vaguely aware of the stages thus indicating that there was an 
inadequate knowledge base among this group of professionals. In 
addition only 38% of the 114 PTs were completely at ease when 
treating HIV/AIDS patients despite the fact that 98% believed 
physiotherapy was an integral component of the management of 
an AIDS patient. Oyeyemi et al5 several years later in 2008, also 
found in their survey of 131 physiotherapists in teaching and general 
hospitals across Nigeria, that they showed inadequate knowledge 
about AIDS, harboured negative attitudes toward People Living with 
AIDS (PLWA) and some were unwilling to provide care for PLWAs. 

Studies of the knowledge and attitude of health care work-
ers towards HIV/AIDS generally demonstrate a lack of complete 
understanding of this condition and the two studies conducted 
in South Africa, one in 19919 and the second in 200210 showed 
similar trends as those prevailing internationally. Due to the high 
prevalence rate of HIV and AIDS in SA, it was felt to be important 
to establish whether the knowledge base among physiotherapists 
and occupational therapists still mirrored the international trends. 
In a study carried out by O’Brien et al16 in 2009 which was aimed 
at identifying key research priorities in HIV and rehabilitation, 
the importance of this type of evaluation was reinforced by the 
key informants who identified the need to evaluate the impact 
that education had on the knowledge, attitudes and practices of 
rehabilitation professionals on a regular basis. This study therefore 
aimed at assessing the knowledge and perceptions (attitudes), that 
a sample of occupational therapists and physiotherapists had of 
treating people living with HIV/AIDS. In this study, knowledge was 
defined as ‘insight into the pathophysiology, transmission, preven-
tion, risk factors, and management of HIV/AIDS’ and attitude was 
defined as ‘the biases and beliefs associated with HIV / AIDS’. It was 
hoped that the results would provide guidelines for the educators 
of the above mentioned therapists.

Study Methods

Study Design
A qualitative study using a survey research design was used.

Population
All OTs and PTs registered with the Health Professions Council of 
SA, including those doing their community service year (first year 
after graduation) and who were working in the 44 hospitals of the 
Limpopo Province, during the time of the study, composed the 
study population. Sixteen of the hospitals had no PTs, and eight had 
no OTs. There were a total of 56 PTs and 55 OTs employed by the 
Limpopo Province at the time.

Study sample 
The aim was to obtain at least twenty therapists from each group 
i.e. (35,7% of the PTs and 36,3 % of the OTs in the province) to 
participate. The list of all the hospitals and of their staff was obtained 
for the purpose of this study. Hospitals that employed both PTs 
and OTs were chosen with the exception of a psychiatric hospital 
where only occupational therapists were employed. All the staff 
of these hospitals was selected thus providing a sample of 25 OTs 
and 24 PTs. Thus sampling was purposive.

Measurement tool - Questionnaire
A questionnaire was constructed in English to cover the aspects 
identified by Oyeyemi et al5 as being important factors in render-
ing competent and compassionate care to patients” i.e. “adequate 
knowledge, positive attitude and willingness” 5:177 to treat patients. 
The questionnaire contained both open and closed ended ques-
tions (12 and 15 respectively) to cover firstly theoretical knowledge 
such modes of transmission, disease progression and pathology as 
well as rehabilitation procedures. Secondly questions covered at-
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titudes towards PLWAs and fears related to working with PLWAs. 
The closed ended questions were included in order to acquire 
measurable data, and the open ended questions to provide more 
insight and raise issues of concern. Although the questionnaire 
was tried out on a therapist in order to sort out ambiguities in the 
questions no reliability or validity studies were conducted. This is 
a limitation of this study.

Research procedure
The Research procedure was as follows:

The therapists at the selected hospitals were contacted and 
their permission obtained to visit them to introduce the research 
and to hand out the questionnaires. A date for the visit and the 
completion of the questionnaires was agreed upon. 

The researchers visited the selected hospitals and after verbally 
introducing the research project and the design of the question-
naire, handed out detailed written information on the project. 
Since understanding the questionnaire was of importance, the 
researchers were present at the time to assist the participants 
with interpreting questions that might have been unclear. The 
participants were also informed that their participation was totally 
voluntary and anonymous. Those participants willing to participate 
in the research then signed the consent form. Four therapists did 
not complete the questionnaires during the time available and they 
were asked to continue the completion thereof in their own time. 
These questionnaires were collected a week later. Telephonic as-
sistance was offered to these four participants. 

Once completed, the participant placed the questionnaire in 
an envelope and sealed it to maintain confidentiality. No envelopes 
were opened until all completed questionnaires were obtained 
from all hospitals. All the completed questionnaires were randomly 
numbered to assist in handling the data.

Data analysis
Gender, age, profession, university of training, length of work 
experience (years) and number of years spent treating HIV/AIDS 
patients were noted. Descriptive information was complied from 
both the close ended and open ended questions on the question-
naire. The answers to the questionnaires were identified according 
to the two themes of “knowledge” and “attitudes”.

Ethical approval
Ethical approval was obtained from the University of Witwa-
tersrand, Göteborg University, Sweden and the Provincial Reha-
bilitation and Clinical Support Representatives Limpopo Province. 

Results and Discussion
Thirty five therapists in total answered the questionnaire - 17 OTs 
and 18 PTs. This gave a response rate of 68% for the OTs and 
75% for the PTs. The reasons for not answering the questionnaire 
were: being on maternity leave, busy with a patient, in a meeting, 
sick or other commitments at the time the questionnaires were 
handed out. 

The demographic details of the sample of participants can be 
seen in Table I. The mean age of the participants was 25.9 years 
with the majority being female (28 versus 7 males).

The participants’ answers to each question are discussed below:

Theme One - Knowledge of HIV and AIDS

a) The extent to which therapists felt that
they had enough knowledge
When asked whether they felt that they had enough knowledge to 
treat HIV+ patients, 26 (74%) of the participants felt that they had 
enough knowledge while 9 (26%) stated that they did not think that 
they knew enough. Those that answered that they did not have 
enough knowledge mentioned the following aspects which they 
felt needed greater attention i.e. eight (89%) would like to “get an 
update on medical and therapeutic knowledge on HIV”. Two (22%) 
participants “wanted to know more about treatment programmes’”, 

two (22%) “wish to learn more about health talk to relatives”. Other 
issues that the participants wanted covered in a continuing profes-
sional development programme were: “statistics on treatment ef-
ficiency”, “HIV relation to neurology’” “how to help a dying patient” 
and “how to clear up misconceptions of contraction’” These later four 
suggestions were mentioned once each. 

b) Knowledge of transmission modes
The participants were asked to name all the possible ways of con-
tracting HIV. The answers were grouped by the researchers into the 
following categories: “Sexual transmission”, “vertical transmission”, 
“blood borne transmission”, transmission through bodily fluids”, “trans-
mission through open wounds” and other ways of transmission. The 
results indicated that 29 (83%) of the participants stated that “sexual 
intercourse” was one way of contracting HIV, sixteen (46%) gave 
“blood transfusion” and “dirty needles” as another way and 13 (37%) 
named “needle prick accidents” as yet another way (see Table II).

The answers on the transmission modes were categorised into 
the three most commonly recognised groups17 by the researchers ie: 

1. Unprotected sexual intercourse with an infected person (pri-
marily anal and vaginal)

2. By exposure to contaminated blood (either through blood
transfusion; contaminated needles, syringes, razor blades and

Table 11: Therapists knowledge of transmission modes

Table 1: Demographic characteristics of the sample
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other sharp instruments or sharing injection equipment associ-
ated with intravenous drug use or

3. From mother to child during pregnancy childbirth and breast
feeding.

The regrouping of the results is seen Table III.

Table III: Summary of stated ways of contracting HIV/AIDS

Although 74% of the therapists felt they had enough knowledge 
concerning HIV and AIDS, only eight (23%) were able to name all 
three transmission modes. By comparison, 78% of the PTs in the 
Puckree et al.10 study were able to identify all viral transmission 
modes. 

c) Stages of progression of HIV/AIDS
The participants were asked to name the different stages of progres-
sion of the illness. Eleven of the 35 participants (31%) named the 
four different stages (the other correct answer being five stages). 
Fourteen (40%) participants gave three stages and four (11%) 
suggested two stages. Only one (3%) participant named the five 
stages, two (6%) did not answer the question and another two 
(6%) gave answers that were not applicable. One (3%) participant 
answered that she “did not know”. Although staging is not essential 
for rehabilitation purposes it does give the therapist an indication of 
what to expect of the client and the activity level expectations are 

particularly useful. Knowledge of the CD4 count is also important 
for assisting patients to access grants. Therapists based in hospitals, 
as was this group, are more likely to see patients when they have 
reached stage three or four. This may account for their inability to 
name the stages of the illness accurately as they rarely see patients 
falling within stages one and two. The type of treatment suggested 
by those who named three stages suggested that they were refer-
ring to stages three and four of the illness. 

For reference purposes the four stages mentioned by WHO18 

and five stages19 are given in table Table IV has been compiled for 
reference purposes.

d) Knowledge of the physical and psychological
consequences of the disease
As the result of the effect of HIV on the immune system a number 
of opportunistic conditions may appear at different stages of the 
disease process. It is therefore important that therapists are aware 
of these conditions so that adequate therapy can be provided. The 
participants were therefore asked what they thought were the 
common physical and psychosocial problems experienced by their 
HIV and AIDS patients. 

The physical problems enumerated were grouped by the re-
searchers into four problem areas i.e. ‘general physical problems’, 
‘neurological problems’, ‘infectious problems’ and ‘constitutional 
problems’. ‘General weakness’ (n=22) was the most frequently 
stated answer (see Table V on page 14) and weight loss the next 
most frequently mentioned problem. It is noted that not all of the 
problems were noted by all of the therapists.

All 35 participants named one or more psychological/psychiatric 
problems which may be seen as a consequence of HIV/AIDS. The 
answers could be divided into two major categories: ‘Mental con-

ditions’ and ‘expression 
of feelings’. ‘Mental 
conditions’ were fur-
ther divided into two 
subgroups. The first 
represents diagnoses 
and the second symp-
toms of the condition 
as some participants 
stated the symptoms 
rather than the diag-
nosis. Depression was 
the most frequently 
mentioned condition 
(n=23). (See Table VI 
on page 14). The psy-
chological / psychiatric 
sequela of HIV other 
than depression and 
anxiety are seldom dis-
cussed in the literature 
but are never-the-less 
extremely important in 
dealing with the overall 
function of the PLWA 
and are essential for 
therapists to consider 
in treatment.

The authors felt 
that providing a list of 
problems and condi-
tions that was com-
piled according to the 
literature17,18,19,20 would 
assist therapists to of-
fer relevant therapy 
(see Table VII on page 
14). Although this cat-
egorisation appears to 

Table IV: Stages of progression of HIV/AIDS
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emphasise a medical approach it is important as mentioned 
by Worthington et al4 that HIV/AIDS is seen as a multilayered 
condition with psychosocial consequences. The psychoso-
cial consequences, some of which have been mentioned in 
Table VI, are numerous and far reaching and some of them 
are often difficult to assess and deal with within the hospital 
environment where all the participants were employed. It 
is notable that neurological complications; cognitive defects 
with associated depression, loss of motivation and apathy; 
respiratory problems including TB are among the most com-
mon problems experienced by PWAs3,17,18,19.

e) Knowledge of the relevant therapy
The participants were asked to state what treatment they 
would give at each stage of the disease progress. Only the 
answers that stated there were three or four stages are 
presented here as the suggested treatments in the answers 
could be compared. The participants stating four stages gave 
the answers shown in Table VIII on page 15 and those stating 
three stages gave the answers shown in Table IX on page 15.

Apart from giving the patients information about the 
disease and the way that it changes their lives and giving 
support, most of the answers suggested symptomatic treat-
ments and were focused on maintaining health and prevent-
ing disabilities. It is surprising that giving advice on functional 

Table VI: Main psychological/psychiatric problems of HIV/AIDS patients

Table V: Main physical problems of HIV/AIDS patients Table VII: Diagnostic groups
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problems was mentioned so few times. It is also disappointing that 
no mention was made of community integration programmes as 
well as self help and other income generating groups. Again this 
may be due to the participants being hospital based.

It is interesting that although all participants recognised that one 
or more psychological problems occurred as part of HIV/AIDS, of 
the 11 participants who named the four stages only three mentioned 
psychological intervention when asked about what treatment they 
preferred to give at each stage i.e. stress management. On the other 
hand, of the 14 participants who gave three stages, eleven men-
tioned the psychological aspects of treatment i.e. socio-emotional 

Table VIII: Care given at the four different stages of HIV/AIDS

Table IX: Care given at the three different stages of HIV/AIDS

groups and managing psychological symptoms. 
The treatment mentioned by the participants, 
although not given in relation to the problems 
that could be experienced by the PLWA, covered 
very generally the treatment that could be given. 
It is also interesting that “giving medication” 
has been mentioned 10 times. One would as-
sume that they mean supporting patients taking 
medicine as therapists are clearly not involved 
in providing medication. None mentioned that 
they would need to deal with the side effects 
of medication and or the fluctuating nature of 
the condition.

The literature has provided some guidelines 
for physiotherapy and occupational therapy, 
McClure21 giving a comprehensive description 
of physiotherapy intervention for symptoms 
that may be experienced by PLWAs according 
to the area affected i.e. central nervous sys-
tem, peripheral nervous system, inflammatory 
conditions, respiratory disorders, and Karposi’s 
sarcoma. She mentioned specific techniques 
such as TENS for different problems and that 
exercise, relaxation, and general advice should 
be given at an early stage and that aerobic exer-
cise is particularly beneficial. She suggested that 
AIDS related complications could be delayed by 
exercise thus inferring that treatment should 
start during stages one and two. A modified ex-
ercise regime should therefore be given early in 
collaboration with occupational therapy energy 
conservation strategies. Cusak and Singh22 have 
also provided specific therapeutic guidelines for 
both PTs and OTs.

Pizzi23 applied the Model of Human Occupa-
tion (MOH) to adults with HIV. Pizzi suggested 
that as occupational and functional levels can 
vary dramatically throughout the course of HIV 
infection, occupational therapists can support 
people to lead productive lives through adapta-
tion of favoured roles, discussion on role changes 
as well as providing adaptive equipment, self 
ranging occupations, physical activity to maintain 
physical well being and daily activity that balances 
activity and rest. Pizzi placed an emphasis on a 
structured functional approach to care, focusing 
on occupational role performance, control and 
mastery of life, productivity and the value and 
meaning of life activity. The authors are of the 
opinion that structuring treatment through the 
use of the MOH would be particularly useful in 
dealing with the multi-facets of HIV/AIDS. 

Models such as the MOH and the Canadian 
Model of Occupational Performance as well as 
frameworks are useful for structuring treatment. 
Fish and Rudman24 presented the potential role 
of occupational therapy in acute care with clients 
with HIV/AIDs using the Canadian Model of 
Occupational Performance and O’Brian et al24 

developed a conceptual framework of existing HIV curricula to 
inform future curriculum planning for the education of rehabilita-
tion professionals both of which can help OTs provide relevant 
treatment.

Joubert et al26 mentioned that programmes which “elicit posi-
tive emotional responses through the enjoyment and mastery of 
various occupations and activities, could have a positive effect not 
only on the immune system but on the quality of life of individual 
with AIDS”26:15. This could have a positive influence on the patients 
CD4 count. Concha27 found that PLWAs participating in an activities 
of daily living programme showed substantial improvement in their 
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ability to carry out these activities independently and expressed 
‘happiness’ as a result. 

Worthington et al4 also developed a conceptual framework for 
the rehabilitation of PLWAs through extensive consultation with the 
various stake holders including PLWAs. They stated that although 
the same rehabilitation principles i.e. being client centered and goal 
focused, apply to PLWAs, as to those living with other conditions, 
“the context of HIV made rehabilitation different”4:261. The different 
layers of context have already been mentioned but Worthington et 
al’s definition of rehabilitation is worth quoting here as it summarises 
the previous treatment reviews:

“It (rehabilitation) should include maintenance, restoration, and 
enhancement of well-being among those Living with HIV/AIDS…. It 
should be seen as client-centered and goal orientated; that it could 
be involved at any stage of the disease process along a wellness and 
illness continuum from prevention to palliation; and that it could 
address impairment, activity limitation, or participation restriction 
experienced by someone living with HIV/AIDS”4:265.

They also felt that it was important that multi-dimensional reha-
bilitation domains such as health promotion, prevention, education, 
community development, and policy development should be part 
of the services offered.

Judging by the answers to the question concerning types of 
treatment that are preferred by the participants , much could be 
gained by the respective professions offering formal courses cover-
ing all aspects of HIV/AIDS and rehabilitation including the ignored 
aspect of poverty reduction and the ways in which self help groups 
can contribute to the health and well being of PLWAs.

Theme Two - Attitudes toward PLWAs

a) Fear of contracting the disease
The participants were asked whether they knew if their patients had 
been diagnosed with HIV/AIDS before they commenced treatment. 
Twelve (34%) participants answered ‘Yes’, 14 (40%) answered 
‘No’ and nine (26%) answered ‘Sometimes’. The participants 
were also asked whether they were afraid of contracting HIV/
AIDS when treating their patients and 17 (49%) answered ‘Yes’, 
another 17 (49%) answered ‘No’ and one (3%) answered ‘Don’t 
know’ to this question. In comparison only thirty eight percent of 
the physiotherapists in the Pucktree et al10 study were completely 
at ease when treating HIV/AIDS patients. 

They were then asked whether knowing more about the disease 
would decrease their fears. Of the 17 participants that answered 
‘Yes’ they were afraid of contracting the disease eight (47%) said 
that knowing more about HIV/AIDS would decrease their fears, and 
the remaining nine participants (53%) answered ‘No’ ie increased 
knowledge would not do so. 

When the ‘age of the PT/OT’ and ‘fear of contracting HIV/AIDS 
when treating a patient’, was examined it was seen that the age 
group 21-25 years had a higher percentage (59%) of therapists 
afraid of contracting the disease than the age group 26+ (41%). 
Sheen and Green28 found that PTs who had previous experience of 
working with HIV and AIDS patients were significantly more positive 
towards this patient group than those who did not thus indicating 
that practice exposure had a role to play in improving attitudes.

Other studies have found a high degree of fearfulness among 
health professionals about the possibility of becoming HIV+ through 
their work11,14,28. Atchison et al11 explored the attitudes, knowledge 
and fears of occupational therapists and certified occupational 
therapy assistants with regards to AIDS and HIV and found that 
many had significant fears which in turn may affect their willingness 
to care for persons with AIDS. Gatsi et al29 also found that 54.6% 
of a sample of physiotherapists surveyed by them expressed fear 
of becoming infected while treating patients.

It appears that our sample of rehabilitation professionals is no 
different from others when it comes to experiencing fear in rela-
tion to treating PLWAS. What is of concern however is the effect 
that this fear may have on effective service delivery. It is clear that 

educationalists need to find ways of overcoming these fears.

b) Able to tell by looking at somebody if they have
AIDS
The participants were asked whether they were able to tell by 
looking at somebody whether they had HIV/AIDS, 10 (28.5%) 
answered ‘Yes’ to this question, while 17 (48.5%) stated ‘No’ or 
‘Don’t know’ and an additional 8 (23%) answered ‘Sometimes’.

When comparing the ‘years working as an PT/OT’ with the 
above information it was found that 12% of the PTs/OTs who 
have been working for less than a year answered ‘Yes’, compared 
to 39% among those who had been working for more than a year. 
Furthermore, the first group answered ‘Sometimes’ in 35% of the 
cases, while only 17% of the second group gave the same answer. 

It is of concern that several therapists felt that they were able 
to make a diagnosis just by looking at a patient as it indicated that 
therapists are making value judgments about the patients. This 
may influence the treatment that they give and provides a strong 
indication that knowledge about HIV/AIDS should be improved.

c) Precautionary guidelines
When the participants were asked whether they knew if precau-
tionary guidelines existed for the treatment of HIV/AIDS and other 
infectious conditions at their place of work 24 (69%) out of 35 
stated that precautionary guidelines did exist at their workplace 
but 10 (29%) stated that there were no such guidelines, and one 
(3%) did not know. When asked if they felt safe when following 
these guidelines, of the 24 participants that stated that the guide-
lines existed 18 (75%) answered that they did feel safe, four (17%) 
answered that they still did not feel safe, one (4%) did not know 
and one (4%) stated that she sometimes felt safe when using the 
precautionary guidelines. The fact that 29% of the participants 
stated that there were no precautionary guidelines for HIV at their 
work place was of concern especially as 30% of a hospital patient 
community are said to have HIV related conditions3. Although us-
ing the precautionary guidelines, there were four participants that 
still did not feel safe.

The participants were also asked if they always took all the 
necessary precautions when dealing with HIV/AIDS patients and 
twenty five 25 (71%) answered ‘Yes’. Two of the participants who 
answered yes added a comment “You try most of the time to protect 
yourself, but accidents do happen.” “But only if necessary i.e. where 
no body fluid exchange possible such as interviews and home training.” 
Nine participants answered “No” (26%) and one (3%) said that 
he/she “Did not know”.

The participants who did not take precautions were asked what 
their reasons for this were. Two of the nine participants who said 
that they did not take precautions said that the reason was that 
wearing protection makes “the patients feel small, unliked and of-
fended”. One answered that children were often afraid when gloves 
were used and two of the nine said that they, on occasion, forgot 
to take the necessary precautions. Another two said that they did 
not always take precautions: “If you treat a patient who does not have 
open wounds and does not bleed so there is no need for me.” “If there 
is no danger of contraction I do not use, for example treating chest 
patients and doing percussions without removing clothes you can’t get 
it by touching clothes.” One found it to be “too much of a hastle” and 
one stated time constraints as a reason for not taking precautions. 

The fact that as many as 26% of the therapists stated that they 
did not always take the necessary precautions when dealing with 
HIV patients is worrying considering that they had scanty knowledge 
of the transmission modes (only eight subjects gave the three cor-
rect transmission modes). Two participants stated that if there was 
no risk of exposure, they would not take precautions. To “forget 
to take precautions” can happen, but to find it to be “too much of a 
hastle” is of concern.

Eighty two percent (17) of the participants who answered that 
they were ‘afraid of contracting HIV when treating a patient’ always 
took precautions, 18% were afraid, but did not always follow the 
precautionary guidelines. Thirty percent (17) of the participants who 
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revealed that they “are not afraid’” do not always take precautions.
In the Pucktree et al10 study, eighty percent of the PTs working 

in the public sector wore gloves compared to only 34 percent in 
the private sector. Almost 20% of respondents indicated that they 
would not treat the patient if the patient had open lesions.

The participants were also asked to name the clinical situations 
where they felt that they may be at risk. Forty six percent did not 
feel that there were any clinical situations where they were at risk 
of contracting HIV. This is interesting, considering that they are 
working in situations where contaminated body fluids, mucous 
membranes or open wounds could occur, for instance: helping a 
patient with activities of daily living involving sharp objects, doing 
chest physiotherapy, treating a patient with open wounds and having 
a needle prick injury. A surprising finding was that 50% of those 
who said that there were no specific clinical risk situations still felt 
afraid when treating patients with HIV and AIDS, which further 
points out the need for education concerning transmission modes 
and increased knowledge about universal precautions and clinical 
situations where there is a risk of being infected.

The clinical situations where the 18 participants who felt that 
there were clinical situations where they could be at risk are given 
in Table X. 

and one participant (3%) answered “Sometimes”. The participants 
were then asked in what way they felt that rehabilitation had made 
the difference (see Table XI).The two subjects who answered “No” 
to the question about making a difference gave these reasons: “Pure 
HIV/AIDS patients aren’t really seen regularly, so it doesn’t make much 
difference. Individuals with other complications i.e. stroke from HIV/
AIDS we can make difference – and it’s much easier than pure HIV/
AIDS.” “They get exhausted when giving them exercises as they need 
strength instead they’re weak.”

Table X: Clinical situations presenting a risk of contracting HIV

Generally30 there is a low risk associated with the treatment 
of HIV/AIDS by therapists31 however this does not mean that 
precautions should not be taken in treatment particularly in situa-
tions where percutaneous injury is possible. Adler32 reported that 
by December 1999 approximately 96 caregivers world-wide had 
contracted the disease in work related incidents, mostly through 
percutaneus exposure to contaminated blood. The rate of transmis-
sion after a single percutaneus exposure to HIV positive material is 
0,32% and by 1993 no PTs had been infected33.

The participants were then asked if they would refuse to handle 
an HIV/AIDS patient if they had a laceration on an exposed part of 
their body even if they took precautions. Two participants (6%) 
said “Yes” they would refuse to handle a HIV/AIDS patient if they 
had lacerations. Thirty one (89%) participants answered “No”, 
and two (6%) did not know if they would treat a patient under 
these conditions.

Gershon et al.30 found that compliance with universal pre-
cautions was correlated with key factors such as 1) perceived 
organisational commitment to safety, 2) perceived conflict of 
interest between workers’ needs to protect themselves and their 
duty to provide medical care, 3) risk taking personality, 4) percep-
tion of risk, 5) knowledge regarding routes of HIV transmission 
and 6) training in universal precautions. As 29% of participants 
stated that there were no precautionary guidelines at their place 
of work and several did not take any precautions as well as the 
high number being afraid of contracting HIV from their patients, 
health institutions need to disseminate guidelines and policy as a 
matter of urgency. This need was confirmed by Dijkstra et al34 
who found that more than a quarter of the medical staff at a major 
South African state hospital (including OTs and PTs) had insufficient 
knowledge of HIV/AIDS.

d) Does rehabilitation make a difference?
The participants were also asked whether they thought that reha-
bilitation made a difference in the lives of their HIV/AIDs patients. 
Twenty six (74%) of the participants felt that it did, two (6%) an-
swered “No” to the question, six (17%) said that they “Don’t know”, 

Table XI: Ways therapists feel they make a difference to the HIV/AIDS 
patient 

Of the six participants that had said that they did not know if 
they had made a difference only one commented: “Because I’m 
not sure if they benefit from my treatment.” The one who answered 
“Sometimes” stated that: “You can give patient advice to lead a 
healthier lifestyle. Keep them active and explain that they can lead 
a normal life. To keep them as independent as possible.” In spite of 
some participants saying that they did not make a difference in the 
lives of their patients, the answers still reflect a positive attitude 
towards the effects of rehabilitation. Unfortunately the participants 
were not asked about their knowledge of ARVs and the effect of 
taking these medications. The positive effects of rehabilitation found 
by Concha27, in her work with PLWAs indicates that knowledge of 
HIV and AIDS and the relevant rehabilitation is paramount if we as 
therapists are going to make a difference.

As many patients die at home there is a burden of care placed 
on the family. The participants were therefore asked if OTs and 
PTs should be giving “Home Based Care”(HBC). Home based care 
refers to more than just rehabilitation but also to home nursing care. 
In response 17 (49%) participants thought that PTs/OTs should give 
HBC, 14 (40%) did not think so and four (11%) answered “Don’t 
know”. The participants who answered that they thought that OTs 
and PTs should give HBC were asked to list what it was that they 
needed to learn to be able to give this care. The answers can be 
seen in Table XII on page 18.

Those participants who answered that they did not feel that 
OTs and PTs should give HBC were asked to name whom they 
felt should provide this service. Of the 14 participants who replied 
“No” eight of them stated that ‘Community Rehabilitation Workers’ 
(CRWs) should be giving this service, and six mentioned ‘nurses’ 
(see Table XIII on page 18). One subject suggested that the PT/
OT should teach the family about Home Based Care, and that a 
branch of PTs/OTs should be specialised in giving Home Based Care 
to HIV/AIDS patients.

Conclusions
Among the sample of Occupational Therapists and Physiothera-
pists surveyed for this study there are many who do not appear to 
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have a good understanding of HIV and AIDS, of the transmission 
modes, of the progress of the disease and of the different types of 
therapy suitable for each stage. It is not surprising therefore that a 
high percentage (49%) felt afraid when treating patients who were 
HIV+. Although this fear seems to decrease with experience there 
is still enough evidence to suggest that it is still present. In spite of 
this therapists do not always observe universal precautions.

Although the sample used in this study is relatively small the 
results indicate that there is insufficient knowledge and understand-
ing of HIV and AIDS and verifies the findings of other studies. As 
one participant suggested, there may be scope for a specialised 
study of HIV and rehabilitation. However, it would be difficult for 
therapists working within the public health system in South Africa 
to escape working with PLWAs and for them to rely on specialists 
in the field. This means that there must be better student training, 
clinical guidance and support after qualification for therapists to 
enable them to feel comfortable treating PLWAs and to provide rel-
evant therapy. It is also clear that the psychosocial needs of PLWAs 
would be best catered for at the community level where they can 
benefit maximally from all the different aspects of rehabilitation. 
Studies on the effectiveness of rehabilitation (other than exercise 
the value of which has already been proved)16 with PLWAs could 
also provide incentives to provide therapy. 

As there are large numbers of PWLAs and with the current 
willingness of the Department of National Health to improve the 
uptake of ARVs, it is also important that OT and PT education 
provides information on the side effects of taking ARVs and the 
way in which theses can be dealt with in rehabilitation. 

As Concha27 has demonstrated, this field of practice can produce 
very positive results for the clients and is therefore well worth the 
energy needed to improve the knowledge of therapists with regard 
to treating PLWAs.
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Introduction and literature review
Crawling, defined as reciprocal locomotion on the hands and knees 
while lifting the trunk from the floor1, is a developmental milestone 
for infants, and usually starts to occur from around seven months 
and is mastered at about nine months of age. Crawling consists of 
reciprocal extremity movements and trunk counteractions. Inde-
pendent weight shifting on the extremities as well as the ability to 
elevate the trunk from the floor are required1. Crawling becomes 
an infant’s primary means of locomotion to explore his/her environ-
ment and to obtain and transport toys. Infants continue to crawl for 
a period of four to six months until the ability to walk independently 
is developed at approximately 12 months of age. Literature indicates 
that crawling is not only a preparation for walking but a multifaceted 
process assisting in the development of many components such 
as body scheme, motor planning, visual perception and eye-hand 
coordination2–6. Thus reduced input associated with limited crawling 
can affect certain areas of development. 

Research has shown that factors such as the quality of upper limb 
function related to tactile, proprioceptive and kinaesthetic skills2 
and performance at a preschool level7 can be affected by a lack of 
crawling. These studies emphasised the importance of crawling in 
the development of sensory and motor systems and motor skills2,7.

Chapelais and Macfarlane7 assert that less than two months of 
crawling is not sufficient to establish the skills needed in the upper 
limbs, and these children along with those who fall into the group 

described as “early walkers” were included in the non-crawling 
group7. Based on work by Bottos et al.8, children with a totally 
omitted crawling milestone as well as those who bum shuffle and 
use other patterns of locomotion (except walking) such as mov-
ing sideways without bearing weight on straight arms or on their 
backs or stomachs, are also regarded as non-crawlers. For every 
24 hours of walking ring use, the onset of crawling, standing alone 
and walking can be delayed by 3.3 to 3.7 days, showing a strong 
association between the amount of use of such devices and the ex-
tent of developmental delay9. This type of equipment is extensively 
used in the middle class socioeconomic group10, with up to 54% 
of infants placed in walking rings from 26 to 54 weeks of age. A 
minimum of two hours a day over a possible 28-week period (392 
hours in total) was considered problematic enough to interfere 
with crawling in this study7 .

From clinical experience, many children seen in occupational 
therapy for having pencil grasp and control problems were  identi-
fied from parent background information as having omitted crawling 
milestones. An efficient pencil grasp is defined as a mature, functional 
grasp in order to hold a pencil, such as dynamic tripod pinch11,12 
and for the purpose of this study, pencil control is defined as the 
subtle adjustments of the fingers and hand when holding a pencil, 
in order to write in a coordinated, smooth manner. It is dependent 
on adequate in-hand manipulation and dexterity.

This raised the question, which became the purpose of this 
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Children seen in occupational therapy for pencil grasp and control problems are often identified, based on parents’ information, as having 
omitted crawling milestones. This study investigated the possible association between an omitted crawling milestone and pencil grasp 
and control. A case-control study compared 30 children aged 5–6 years old with omitted crawling as infants, with a matched group 
who did crawl. The Developmental Test of Visual Perception (DTVP-2) and a pencil grasp observation were used to assess pencil grasp 
and control. Statistically significant differences were found between the crawlers and the non-crawlers with regard to pencil grasp and 
visual perception, but not for pencil control. Limitations of the study included a small sample, a broad definition of omitted crawling 
and a non-standardised assessment of pencil grasp. Further research on factors causing omitted crawling, its impact on other areas of 
development, and the development of a pencil control assessment tool, is recommended.


