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ABSTRACT

A DRAMATURGICAL ANALYSIS

OF NURSES AND AIDS-STIGMA
by

CLAY J. JOHNSON, B.A.
Southwest Texas State University

May 2003
SUPERVISING PROFESSOR: HAROLD DORTON

This thesis examines the interactions between nurses and AIDS-patients.
Specifically, Goffman’s dramaturgical analysis was utilized to understand impression
management techniques employed in this interaction. Twelve AIDS-nurses from an
AIDS-clinic in a large Texas city were interviewed to determine if AIDS-stigma was
present interacting with AIDS-patients. Analysis of the interviews revealed AIDS-stigma
was not present and corrective impression techniques were not employed. By providing
unbiased care, the nurses fulfilled role-expectations. However, the nurses perceived
nurses at general hospitals stigmatizing AIDS-patients not fulfilling role-expectations.
Nurses at the AIDS-clinic perceived their facility a haven for patients stigmatized for
having AIDS. This provided an individual and group identity that expected a quality of

care perceived as uncommon in the general hospitals creating a tight-knit community
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between nurses and patient. Such a community carried expectations where any presence

of AIDS-stigma was not tolerated and reported if exhibited.

viil



INTRODUCTION

Prejudicial attitudes concerning persons with AIDS are often informed by
widespread misperceptions or misconceptions. AIDS is sometimes connected with
irresponsible, deviant, and licentious practices and lifestyles (Devine, Plant, and Harrison
1999; Winslow, Rumbaut, and Hwang 1989). Consequently, fear and anxiety replace a
collective understanding of AIDS. Furthermore, people often perceive those with AIDS
suspiciously and négatively (Walkey, Taylor, and Green 1990). Given such a context,
interactions with persons with AIDS may be affected, by stigma as well.

The nursing profession provides a role defined by caring, by providing holistic
care, and by giving attention to the patient. However, popular beliefs concerning AIDS
may be biased against AIDS patients. Through associating attributive qualities, persons
with AIDS may become stigmatized. Such stigma may manifest in a role transgression
for the nurse. Exhibiting stigma interrupts role expectations of the nurse whereby the
patieﬁt may be further alienated and the subjective sense of blame and feelings of
decreased worth buffered.

The role of the nurse is one of caring, a role expected by both patients and peers.

Portraying actions contradictory to the role of the nurse would result in failed impression



management. This thesis examines the interactions and behaviors of nurses theoretically
through a dramaturgical framework via qualitative methods.

In particular, the purpose of this study is to explore the interactions between
nurses and patients with AIDS. I use Goffman’s dramaturgical framework to understand
impression management techniques nurses relative to AIDS and AIDS-stigma. 1
interviewed the staff of 12 nurses at an AIDS-facility in a large Texas city to gather data.

Data show that nurses from the AIDS-facility do not manifest AIDS-stigma in
their interactions with patients. They perceive themselves and their peers as fulfilling
role expectations. Perceptions emerged however that AIDS-stigma does occur in nurses
at the general hospital in the same city when interacting with AIDS patients.

Any nurse exhibiting ATDS-stigma does not coincide with the expectations the
facility and leaves voluntarily or is asked to leave. Nurses at the AIDS-facility provide a
quality of care perceived to be lacking at the general hospital. The facility then is a place
where persons with AIDS received care without stigma. The expectation in providing
this quality of care formed the individual and group identity of the nurses at the facility.

A review of the existing literature on AIDS-stigma and relevance to nursing is
presented in Chapter 1. Also included is a discussion of the theoretical structure upon
which this study is based. A discussion of qualitative research and a description of the
methodology utilized in the present study are presented in Chapter 2. Finally, results and

a discussion of the key elements of this study are presented in Chapters 3 and 4.



CHAPTER 1

REVIEW OF LITERATURE AND THEORY

Globally, 16 million persons have died from AIDS and currently 50 million
persons are infected with HIV (Levin, Bull, and Stewart 2001). To date, a reported 753,
907 persons infected with AIDS reside in the U.S. Engagement in homosexuality
accounts for the primary means of exposure among men while women become infected
primarily through heterosexual activity (CDC 2000). The epidemiological data does not
reflect AIDS as a lived experience, particularly the dire physical, emotional, and social

consequences.

CULTURE AND ;AIDS

A cultural and linguistic fragmentation besets AIDS discourse. Deemed the
“epidemic of signification,” (p. 19) the social terrain of AIDS challenges identity because
it is not just defined by biomedical discourse, but in an array of social meanings
(Treichler 1999). Moreover, members of marginalized groups, particularly the gay
community, also became perceived as a primary cause of viral transmission (Panem
1988). For example, the media have portrayed AIDS as an easily communicable disease,

which makes anxiety central to the discussion of AIDS.



Altheide and Michalowski (1999) argue that the media perpetuate a discourse of
fear in part because they have presented selected misinformation, or information outside
of its appropriate context. This creates a skewed vision of reality, reflected in public
beliefs about AIDS. The media presented AIDS as an incurable disease. Fear and
anxiety drove popular discourse, rather than a desire for information about everyday
experiences with AIDS.

Sontag (1977) extends the concept of the social construction of illness identifying
illness as socially metaphorical. Such a metaphor reflects those social elements relegated
as deviant or morally suspect, particularly relevant in the social presence of a disease
marked by potency and public ignorance. Standardization of such perceptions and
interpretations become basis for AIDS-stigma. The cultural interpretation of illness and
how the culture receives those that experience illness shapes one’s construction of reality

(Conrad 1986).

GOFFMAN AND STIGMA

For Goffman, stigma divides activity of the population into a dichotomy of
stigmatized and those that stigmatize (1963). Those stigmatized rendered either as
discreditable or discredited fall from the social parameters of the accepted. Being
discreditable, the social agent may possess qualities that if exposed may result in stigma.
Once exposed, the social agent becomes discredited. Stigma may result through physical
abnormality, character defect, or tribal stigma where membership to a group provides the
core of stigma. Every normal possessing a discreditable quality exists on the fringe of

normalcy, close to being discredited.



The social actor not having discrediting attributes that deviate from social
expectations may be considered one of the normals (Goffman 1959). Failing to conform
to ritual and moral codes of conduct governing social interaction incurs the imputing of
stigma (Creelan 1984). A symbolic morality defines social rituals retained and upheld by
all members throughout the social order. Accordingly, interactants continually enact and
reinforce codes of conduct. Every social actor then strives to act according to this
symbolic morality. Failure to adhere to these codes of conduct produces unsuitable
impression for others, but actors may engage in impression management or tactics that
help produce a suitable impression. Impression management is the social actor’s

employment of social tactics in conveying this suitable impression.

IMPRESSION MANAGEMENT

Dramaturgical theory’s focus is the analysis of activity, rather than knowledge
(Hopper 1981). The dramaturgical process includes all social activity. Goffman uses the
metaphor of performance and stage to both dramatize and understand this analysis
(1959). All social settings act as a stage with actors who perform for the audience.
People maneuver impression management tactics by adjusting them to the current frame
of reference. The social world presents multiple stages where the actor daily engages in
myriad role performances. Those stages that require particular performances are called
regions. The actor may employ items, or sign-equipment, that coincide with the meaning
of the region and the actor’s performance (Goffman 1959).

Actors respond to both the setting and other actors on each stage. With varying

frames, or the context of a social setting, every actor participates in role-playing



conducive to the implied meaning to the actions and props, or the surroundings involved
in the performance. Actors must convince the audience of the performance’s sincerity
and authenticity. The impression the actor strives for is the legitimizing of the role being
played, to attempt to present the ideals of that role. All performances must react
“naturally” to the changing plots and story lines of daily interaction. Adaptation to these
changes may require manipulation and even deceit for the act to be convincing,

Incorporating deceptiveness requires the actor to convince the audience of the
naturalness in the actor’s presentation in its social front, or social setting where the
performance is enacted (Goffman 1959). Activity becomes drama that purposefully
substantiates its reality. For this to occur, the audience must be convinced though the
actor may need to believe in it as well. A presentation may be communicated through
purposefully false impressions, which hides an actor’s actual motives from an audience.
Most social drama, however, requires the actor to be personally convinced of the act
being performed (Goffman 1959). Belief in the role one enacts reinforces the role’s
validity and appropriateness. The actor who believes in the personal performance shares
the audience’s belief of the role requirements and the proper image that it should project.
Mismanaging impression management

Congruence with a script and referential social markers which guide a frame, is
important for appropriate impression management. When an actor fails to create this
congruence, impression management and role performance fails (Goffman 1959).
Staying in role context safeguards the actor from suffering the humiliation of
mismanaging the presentation of self. Safeguarding one’s self from consequences require

a consistency in role performance with certain poise. All social encounters are defined



by the perception of the actor. Preexistent rules govern the meaning and performance of
these encounters (Goffman 1959). An actor’s performance must abide by these social
rules to successfully engage in the encoded script of everyday ceremonies. Self-
perceived failures to meet expectations created in this ceremonial framework may
generate shame or embarrassment.

The preexistent rules restrain such deviations and preserve the social consensus
which allows social bonds to remain intact, albeit precariously. The rules attempt to
maintain polite interaction and conformity over disruptive conflict and deviance.
Without proper recognition and observance of the rules, the actor produces an inaccurate
presentation. All social encounters will present challenges threatening the accurate
presentation the actor attempts to engage. The actor will attempt to maneuver subjective
impression management avoiding the risk of embarrassment (Gamson 1985; Schudson
1984).

Team Performance

Team behavior requires each participant’s cooperation in supporting this
collective impression that a group seeks to communicate (Goffman 1959). Upholding
this impression requires the usage of back regions. Back regions are those areas allowing
for the refining of an appropriate performance. This region allows the participant to
regroup temporarily disengaging from the performance. An unfavorable response begins
with associating negative attributes to others outside of the group. From this association
the initial response is automatic. This reaction may be curtailed if present factors allow
for the initial response to be reconsidered and replaced by one more appropriate (Pryor,

Reeder, and Landau 1999). Back regions allow for this adjustment. By disengagement,



the back regions permit the expression of perceptions contrary to the actor’s presentation
(Goffman 1959). Referring again to the metaphor of the stage, the actor must go
backstage for adjustments necessary for the next performance. Retreating to the back
regions, one may adjust reactions more applicable to upholding the team’s image. This
retreat allows for a continuation of expressive control involved in a proper role
performance.
Construction of meaning through activity

According to dramaturgical theory (Hopper 1981), reality and its meaning
develop and are negotiated through interaction with others. Since it is not a stable facet
of the social world the meaning of reality finds continuation in constantly establishing a
constructed meaning. This process of establishment takes place through action, by shared
activity. Other participants engaging in shared activity verify its meaning. The
verification is ongoing scripting the necessary performances pertinent to our daily
ceremonies. Any performance details the identity of the actor as we attach ourselves to
the activity reciprocating the perception of self. Engaging in the Qactivity allows us to
identify with the script while interaction concurrently buffers our own identity as self
(Hopper 1981). Construction of meaning occurs in this engagement where the actor

garnishes prescribed roles with individual interpretations (Munch 1994).

AIDS-STIGMA
A growing body of literature details the prevalent stigmatization of persons with
AIDS (Goodwin and Roscoe 1988; Herek 1999; Serlo and Aavarine 1999; Sheehan 1991;

Walkey et al. 1990). Across campuses, students reportedly retained stigmatizing beliefs



and attitudes towards persons with AIDS (Goodwin and Roscoe 1988; Johnson and Baer
1996; McDevitt, Sheehan, Lennon, and Ambrosio 1990; Rozin, Markwith, and Nemeroff
1992; Serlo and Aavarine 1999). Expressions of stigma may be overt or sublime. For
example, employees may be less likely to engage in social interaction with a peer known
to have AIDS (Pryor, Reeder, and McManus 1991; Sheehan, Lennon, and Mcdevitt
1989). Stigma has been expressed in a range of environments and interpersonal
relationships.

Subtle discrimination has included engagement in being overly cautious in
interaction and job demotions. Direct forms of stigma have been companioned with
manifest discrimination more hostile in intent through bomb threats and threats of bodily
harm (Tewksbury and McGauhey 1997). AIDS-stigma may even be encountered in
specialized communities where the care and concern of the individual is a primary
concern. For example, social workers report “somewhat disheartening” (p.56) attitudes

toward persons with AIDS (O’Hare, Williams, and Ezoviski 1996).

AIDS-STIGMA AND GOFFMAN

As previously noted, stigma is often associated with AIDS. Goffman (1963)
defines stigma as biased or prejudicial labeling through a network of associations and
categorization. Attachment of stigma occurs in those deemed appropriate candidates.
Stigmatized persons are attributed spoiled identities, identities attributed stigma by a
perceived fault or failing (Goffman 1963).

By social construction of AIDS, persons with AIDS may become recipients of

AIDS-stigma. Less aligned with normals, persons with AIDS do not meet requirements
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of normative expectations. AIDS-stigma then can be defined relative to negative social
reactions.

Stigma becomes associated with one who does not accurately portray the
expectations of the working consensus (Falk 2001). According to Goffman (1963),
normals do not consider the stigmatized fully human. Since multiple stigmas intertwine
in AIDS-stigma defining perceptions of AIDS, individuals may rationalize and justify
their actions through an informal stigma-theory (Goffman 1963). People operating
according to these ideas justify and confirm the stigmatization with an informal social
agreement. This argument justifies the collective perception in discrediting those deviant
from the social consensus (Devine et al. 1999; Gilmore and Somerville 1994; Winslow et
al. 1989).

Through spoiled identities, persons can experience stigma (Gardener 1991). A
lessened AIDS-stigma, however, may be attributed to identities tenable to the social
consensus. This would particularly occur through contraction of AIDS through blood
transfusions, infidelity, or other innocent transmissions. Identities then that typify
expectations within the social consensus may mitigate stigma than those perceived
deviant.

AIDS-stigma and virtual social identity

Some women exhibiting symptoms of AIDS may not be diagnosed with the
disease. Often, this is because they are white and middle-class, unaligned with traditional
risk-groups like homosexuals and intravenous drug-users (Grove and Kelly 1997). In
Goffman’s terms (1963) these women possess a virtual social identity, or socially

imputed characterizations consonant with expected codes of conduct. Such hesitancy to
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diagnose the seropositive patient reflects a symbolic morality inherent in social
expectations of other’s performances.

Patients from this study by Grove and Kelly (1997) lacked association to
stigmatized groups not commensurate to social expectations. Once discredited, medical
staff perceived and treated the women as innocent victims. While stigma remained a part

of their daily life, social reactions did not hold the same moral indignation.

CATEGORIES OF AIDS-STIGMA

Stigma and the social experience of AIDS are strongly related. The social
construction of AIDS involves multiple variables. Acceptance of such perceptions can
affect interaction with persons with AIDS. These elements forming our social
construction of AIDS may be not separate, but combined.
Tribal Stigma

Homophobia is an important aspect of the literature of AIDS and AIDS-stigma.
In particular, homophobia is a primary factor that attaches stigma to the social meanings
of AIDS (Bouton, Gallaher, Garlinghouse, Leal, Rosenstein, and Young 1987; Cochran
and Peplau 1991; Dowell, Presto, and Sherman 1991; Fullilove and Fullilove III 1999;
Herek and Capitano 1999; McDevitt et al. 1990; Triplet and Sugarman 1987). Through
an increase of homophobic attitudes, a greater degree of social distance reportedly
occurred when in the presence of a person with AIDS (Leiker, Taub, and Gast 1995).
Researchers Larsen, Serra, and Long (1990) found that attitudes toward AIDS are
strongly associated with homophobic attitudes. Similarly, Pryor, Reeder, Vinnaco, and

Kott (1989) found that AIDS’ symbolic functions are stronger creators of AIDS-stigma
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than its instrumental functions. AIDS’ symbolic function acts as society’s moral
injunctions, while its instrumental functions are connected to potential consequences
through contact with AIDS patients. AIDS-stigma, then, has stronger influence when
associated with perceived infraction of expected behaviors.
Moral Blemishes of Character

Deviant behavior challenges moral identity because it may represent a lack of
proper self-regulation. In particular, actions perceived as irresponsible and immoral do
not create socially acceptable public images. Instead, such perceived character flaws
produce stigma.

In the case of AIDS contraction, control over infection is linked with social
responsibility. Acquisition through activities such as prostitution, IV drug use, and
unprotected sex generate heightened stigma, because these are not only viewed as
immoral activities, they are also avoidable activities (Cole and Slocumb 1993; Forrester
and Murphy 1992; Hassin 1994; Leiker et al. 1995). Conversely, the implementation of
blame increases by extension of perceived responsibility the victim retains in acquiring
AIDS.

Transmission by “innocent” means mitigates blame and stigmatization.
Hemophiliacs, children of seropositive mothers, blood transfusions, and wives who have
contracted AIDS by result of a husband’s infidelity have little control over their
contraction. Consequently, they are not only less accountable for their disease, they are

less stigmatized for moral reasons (Dowell et al. 1991; Goldin 1994).
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Physical Abominations

Goffman (1963) designated external bodily deformities as stigmatizing. While
persons with AIDS are not always deformed, their bodies are medically defective, which
may be similarly stigmatizing, likewise the fear of contraction associated with the
condition creates a stigma similar to external bodily deformities. Bishop, Alva, Cantu,
and Rittiman (1991) found perceived risks of contagion may be stronger than
homophobia in creating stigma, challenging other findings (Pryor et al. 1989). The
potential of contraction remains a source of distress for medical practitioners (Treiber,
Shaw, and Malcolm 1987).

Lack of or distorted AIDS-related knowledge may result in fear of contraction
(Royse, Dhooper, and Hatch 1987; Winslow 1988). According to Caruso and Haig
(1987) college students demonstrate an “alarming degree of ignorance anci
misunderstanding” (p. 32) of AIDS. For example, high-risk behavior is often defined in
terms of engaging in unprotected sex. Beyond this knowledge is misinformation,
especially relative to transmission. For example, myths about marginally risky behaviors
like hugging and kissing persist (DiClemente, Zorn, and Temoshock 1986; Cline and
Johnson 1992).

AIDS as Multi-stigmas

Through persons identified as having AIDS, certain carriers can be identified.
Identifying the single cause or expression of AIDS-stigma is impossible since many
social elements contribute to the genesis of AIDS-stigma. For example, membership in

marginalized and stigmatized subpopulations can be a key factor in stigmatizing AIDS
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carriers. A double stigma may arise where group membership becomes further
stigmatized in the attachment of AIDS.

Socially, AIDS is attributed to out groups, perceived as transmitted by deviant
behaviors and/or lifestyles, contagious, and terminal (Conrad 1986). Modes of
transmission affect the meaning of AIDS, which may be transmitted by behaviors
perceived deviant and immoral, particularly those behaviors involving sexual activity.
Moreover, meanings may be more potent because AIDS has no cure or vaccine. Each
element interconnects in a semblance of social meaning of AIDS.

Persons with AIDS occupy the unique position of being discreditable or
discredited by the combined stigmas of physical abnormalities, moral defect, and group
membership. As the patient progressively suffers from this debilitating virus the physical
appearance declines. The result in this decline means the loss of a healthy visage. Such
debilitation may be interpreted as a character deficit, if others feel the person with AIDS
the disease through deviant activities or improper self-restraint. Contraction through
membership in a socially deviant group can extend the stigma formerly attributed with
that group. Since the discovery of such discreditable qualities discredits an individual,

such a person has to acknowledge a potentially tarnished social identity.

THE ROLE OF THE NURSE

Nurses may be considered the axis of the healthcare community especially in their
proactive functions in healthcare delivery (Godfrey and Kuehne 1997). Nurses have
more daily patient contact and more intimate relations than any others in the healthcare

professions. Identified as the “culture of caring,” (p. 226) the intimacy in daily contact
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with patients must remain without bias or prejudice (Fox, Aiken, and Messikomer 1990).
Patient interaction should reflect attitudes and behaviors of nurturance and comfort,
qualities with positive impacts on patient recovery and sustenance (Fox et al. 1990).
Moreover, such care must be both professional and ethical.

Controversies and concemé in the healthcare professions may create ethical
dilemmas for the nurse and AIDS patient. These may include the right to confidentiality
of patient’s prognosis, quality care regardless of the prognosis, and respect and aid in
maintaining autonomy of patient (Herrick and Smith 1989; Kirkman and Bell 1989). By
exposure of the patient’s status as an AIDS patient, the nurse may provide a lessened
quality care.

Nurses receive encouragement to adopt an ecological paradigm. In the context of
this paradigm, the patient is perceived in relation to existing social inequities, oppression,

J

and uneven power distribution (Kleffel 1991). Caring for the patient’s autonomy

involves addressing these issues (Zawid 1994).

ROLE PRESCRIPTION OF THE NURSE AND AIDS

Nurses’ roles expect them to attend to both personal and medical situations of
persons with AIDS. This expectancy requires medical and therapeutic attention to all
persons without prejudice or bias, in accordance with the ideals of such professional
documents as the ANA Code of Ethics and AHA Patients’ Bill of Rights (Herrick and

Smith 1989).
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Role Duality, AIDS, Moral and Tribal Stigma

AIDS-stigma may interfere with enacting role expectations and professional
ideals (Denmer 1999; Lawrence and Lawrence 1989; Gallop, Lancee, Taerk, Coates, and
Fanning 1992; Reutter and Northcott 1994; Robinson 1998; Siminoff, Erlen, and Lidz
1991, Valimiki, Suominen, Peate 1998; Vermette and Goldin 1996). Outside cultural
perceptions combine with those role expectations defining the nurse. While nurses
possess a moral agent enabling moral decision and action in a context of caring (Wilson
1999), stigma coincides when interacting with a patient deemed deviant, particularly with
patients with AIDS (Farrell 1987; Carveth 1995).

Role duality occurs in extension of certain attributions to the patient. For
example, healthcare literature associates AIDS and homosexuality, increasing negative
attitudes toward homosexuality and AIDS (Schwanberg 1990). Seropositive
homosexuals were deemed responsible for their contraction and deserving of their
condition (Kelly, Lawrence, Smith, Hood, and Cook 1987). Nurses hold intravenous
drug users, sex-workers and homosexuals most accountable for weakened self-regulation
(McCann 1999). Patients failing to maintain symbolic morality may cause this role
duality. In particular, depersonalization of the AIDS patient may overshadow the actual
patient (Klisch 1990).

Role Duality, AIDS, and Physical Abominations

While negative perceptions contradict nurses’ role prescriptions, fear involved
with contact of AIDS patients may completely violate traditional expectations of nurses.
Researchers Green and Platt (1997) reported perceived risks of exposure prompted

healthcare workers to exceed requirements essential to safeguard the self from exposure.
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Patients described the insensitivity of healthcare workers appearing and interacting overly
garbed to the extent where patient accounts described the workers’ appearance
resembling “spacemen” (p. 81). The unnecessary donning of excessive protective gear
has been witnessed in situations involving little to no risk of exposure. Segregation
reportedly occurred as AIDS patients had separate waiting rooms (described by one
patient as being more like a “broom cupboard” (p. 81)) and restrooms isolating them
from other patients.

The spatial proximity in regards to interaction and level of contact affect one’s
degree of contraction. Concerns about contraction increase with degree of contact,
especially with respect to blood (McCann and Sharkey 1998). Nursing students asked to
comment on personal desirability in working with patients with AIDS raised objection
based primarily on the fear of contraction (Eliason 1993) which may gradually subside
with increased interaction (Klisch 1990; Patsdaughter, Grindel, O’Connor, and Miller

1999).

KNOWLEDGE AND AIDS-STIGMA

Nursing students may understand the fundamentals of AIDS but demonstrate
relative ignorance of the disease’s complexities (Jemmott, Jemmott II1, and Cruz-Collins
1992). Almost every school of nursing includes AIDS education in the curricula
although it may not counter pervasive AIDS-mythology. According to Chitty (1989)
72% of 366 nursing schools spent only 1 to 5 hours of class time teaching about AIDS.
Only 19% utilize a role model format that teaches students through observing direct care

of AIDS patients, and only 24% teach through administration of direct care. AIDS-
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related knowledge accrued most from media-formats as newspapers, magazines,
television, and radio (Armstrong-Esther and Hewitt 1989; Goldenburg and Laschinger
1991; Lester and Beard 1989).

As a result of the limited scope of AIDS-centered education in nursing programs,
and the massive media coverage that augments it nurses may retain some misinformation
the general public accepts. While nurses have more extensive knowledge of AIDS than
the general population this comprehension and understanding may not adequately
facilitate quality care.

Those nurses with a higher degree of AIDS-related knowledge evidence a
stronger and more positive perception of persons with AIDS (Brown, Calder, and Rae
1990; Ooermann and Gignac 1991). For nursing students, the more comprehensive one’s
AIDS-related knowledge the more objective the perception of homosexuals and
intravenous drug users (Jemmott et al. 1992). Increase in knowledge familiarizes nurses
with modes of contraction. Understanding these modes mitigates fear of contracting
AIDS. Knowledge also creates tolerance decreasing social distance.

Impression Management and Nurses

Even through the cultural discourse concerning AIDS is often misguided, it
remains a potent and potentially stigmatizing element in interaction between nurses and
AIDS patients. Nurses confronted with AIDS come into contact with a discredited
patient. Overt displays of stigma would discontinue a nurse’s performance in as a
caregiver. To have a convincing performance, impression management techniques have

to be adopted. All actions that communicate perceptions of AIDS patients as anything
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but normal must remain subtle or concealed. The resulting social front coincides with the
region in which the nurse performs the required duties as caretaker.

This region would often be the hospital setting. The hospital setting acts as stage
for the role of nurse to be enacted with nurses also utilizing the stage and using the
backstage when possible adjusting the performance to meet the ongoing drama. Usage of
medical instruments, or sign-equipment, reinforces the social front. Nurses must utilize
this setting as a stage with props and enact the role that suitable to the existing frame.

In the literature of AIDS-stigma, nurses may perceive AIDS patients as
discredited or discreditable. Through tribal, moral infraction, and physical abnormalities
the patient becomes discredited. Limited research has focused on reactions of nurses to
AIDS. Not all reactions manifested in a stigmatizing manner. Nurses have stigmatized,
though many have performed the role of caretaker as prescribed without falter. The
relatively sparse area of literature does not specifically relate to the dramaturgical
techniques in which nurses engage to maintain the image of caretaker with discredited
patients. Role duality with AIDS becomes a subject in need of being addressed and

understood.



CHAPTER 2

METHODOLOGY

This research provides a dramaturgical analysis of nurses who work solely with
HIV/AIDS patients. My research focuses on nurses and the interactions with AIDS
patients. More specifically, the purpose of this examination was to understand the
impression management techniques nurses use if a role duality emerges. A nurse
exhibiting bias when caring for a patient with AIDS is not fulfilling role expectations.
Breaches in role performances would indicate AIDS-stigma. This research asks the
following questions:

1) Do nurses perceive AIDS negatively?
2) If so, does impression management occur in the role expectations
between the ideal and practical role of the nurse?

3) What forms of impression management are employed in
this conflict?

DATA COLLECTION

I conducted semi-structured interviews with the twelve nurses from an AIDS-
facility in a large Texas city to collect data. In the interviews, respondents addressed
issues related to AIDS-stigma. The relationship of AIDS-stigma, impression

management, and interaction with patients was central.

20
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I analyzed the interviews to better understand the nurses’ impression
management. After taping and transcribing the interviews, I established a categorical

framework connecting empirical results with existing theory.

RATIONALE FOR USING QUALITATIVE METHODOLOGY

The social sciences have traditionally emphasized quantitative oriented research
(Denzin and Lincoln 1998a). Data that can be measured in quantity, amount, intensity or
frequency constitutes quantitative research. Such research generally finds wider
acceptance since it is deemed more scientifically based, particularly with the common
viewpoint that science mandates clarity and precision (Denzin and Lincoln 1994).

Quantitative research attempts to demonstrate the causality between two variables
(Berg 2001). Inferred deductively, finding causality supports a research question and
theory. From such support, researchers view finding causality can express future
outcomes (Neuman 1997). The primary goal in demonstrating causality, however, is to
discover a universal value which means this goal is furthered through the use of neutral
methodology and neutral presentation of results (Katsuko 1995).

Qualitative research, on the other hand, does not attempt to measure social action
or imply causality. The chief concern with qualitative research is the content and process
of experience. Scholarsreveal experiences by identifying emergent themes in social
actions and the surrounding events in which they appear (Denzin and Lincoln 1998a;
Denzin and Lincoln 1998b). This social context forms the core of qualitative methods.

Social situations create and house meanings. When research fails to account for

social situations it cannot explain the meaning of social action (Neuman 1997).
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Concentration on this context contributes to a broad understanding of certain social
experiences through revealing the depths of social meaning and action that quantitative
methods are relatively unable to find.

Criticisms of Qualitative Methodology

Perceived as a “soft science” (p.7), critics of qualitative research consider its
methodology to be less reliable in researching social action with less precise
measurement. Instead, qualitative research only provides a description of social action
making qualitative methodology suspect for some critics (Denzin and Lincoln 1998b)
because relying on interpretations of social context deduces objectivity. In addition,
some contend that research bias can result in the selective process and recording of
information (Johnson 1997). Moreover since the qualitative process is exploratory, this
makes it open-ended and less rigid than quantitative research.

Despite these criticisms, this emphasis on context and process in social action
made qualitative analysis more suitable for this research project. This thesis is concerned
less with the magnitude of AIDS-stigma among nurses and more with how nurses
identify with the nursing role when interacting with AIDS patients. Particularly, this
analysis allow for shades of meaning in the social action to emerge. Such analysis also

constructs and uses theory through assembling the breadth and depth of varied meanings.

SETTING AND PARTICIPANTS
The facility housed and treated HIV/AIDS patients. Care provided to patients
was without expense and care continued on a 24-hour basis. Patients were sent to a

general hospital when the facility was unable attend to acute medical needs. Nurses
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instead tended to patients’ basic medical needs, giving medication, and assisting the
patients limited by AIDS in daily activity.

I contacted an AIDS-facility in a large Texas city to solicit participants. All 12
nurses at this facility allowed me to individually interview them for this project. The
nurses’ mean age was 42, with a mean of 10 years of nursing experience and two years of
working directly with AIDS patients. There were 8 females and four males (See
Appendix A). Fictional names were assigned to each participant for both identification
and to retain a more human element in the data.

Purpose in Conducting Research at an AIDS Facility

Initially, I planned to conduct this investigation with nurses at a general hospital.
I contacted several hospitals throughout three major Texas cities, but was unable to
secure agreement for conducting a qualitative study because I needed to conduct half-an-
hour to hour-long interviews. Nurses at general hospitals informed me they could only
leave the floor for fifteen-minute increments, which discouraged any productive
interview sessions. Having busy schedules, none volunteered their only days off to
participate in the interviews.

Moreover, a few of the hospitals had minimal experience with AIDS-patients.
Such hospitals typically were located in less urbanized areas making them unsuitable for
research purposes. I concentrated on urban hospitals after encountering this dilemma.

Referred by a doctor from an urban hospital, I contacted the head nurse at the
AIDS-facility. After explaining the purpose of this research project, I was granted
permission to interview all 12 nurses working at the facility. Almost all of the nurses

had previous experience working in the general hospitals before working solely with

3
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AIDS-patients. Making this facility more ideal for this research, the nurses possessed
previous nursing experience coupled with experience presently gained in working with
AIDS patients.

Purpose in Conducting Individual Interviews

Central to this research are nurses’ perceptions of their roles as caretakers of
AIDS patients. Individual interviews that secure a more meaningful narrative are the
most effective way to secure data. In a one-on-one interview, the participant engaged in
more dialogue concerning personal perceptions, a dialogue that would have been more
difficult to obtain in a group interview.

In addition, single interviews afforded a richer context by allowing the participant
to contribute personal perceptions which observation would not allow. Moreover,
adopting observation as this project’s only methodological tool would only have yielded
data on how the nurses socially interact with patients and other nurses, which does not
address this research’ focus on how nurses perceive AIDS patient and whether and how

these perceptions affect the nursing role.

ANALYSIS OF THE DATA

Grounded theory develops through observations of the social world, particularly
by reflection of the data and emergent patterns within (Glaser and Strauss 1967).
Completing the interview processes and transcribing, this reflection occurred through a
saturation of the data. Perceptions and behaviors became clear creating concepts and
theoretical ideas having a basis in the collected data. In turn, the concepts and ideas have

validation in the data itself.
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The interview format guided the research participants to relate particular qualities
and aspects of their daily performances and general perceptions. Interview sessions
typically contained the standard questions used to understand the narratives as related to
the research questions. Though semi-structured, I used eight of these standard questions
for the interviews (see Appendix B). Where I maintained that a participant’s particular
answer to a question added new understanding or development to this project, I asked
other questions I felt relevant.

The Interview Process as Protocol Development

This research hinges on the interview questions. Role duality can occur whenever
stigma involves the patients, particularly those who have AIDS (Klisch 1990; Green and
Platt 1997; McCann 1999). The first three interview questions (see Appendix B) sought
to reveal social actions, the definition of role, and whether social actions occur that do not
abide by this definition. Third in this group of questions (“Do your coworkers exhibit
these ideals?””) was utilized for the purposes of understanding how nurses at the AIDS-
facility perceived his or her peers. This question was also added for participant reliability
in the event that the interview participant exaggerated subjective claims. The nurses may
not claim to personally stigmatize the patient, though coworkers may note differently.

The following three questions (see Appendix B) I used to understand interactions
the nurses have with AIDS patients. Asking interview participants about initial
experiences with AIDS patients engaged the interview participant into discussing
personal experiences and perceptions regarding AIDS patients. By further asking how

they perceived how both actions and perceptions have changed since these first
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experiences with AIDS patients, I was able to procure additional data useful in detailing
nurses’ perceptions.

In particular, such questions focused on the basis of these perceptions. The
questions sought to determine whether AIDS-stigma was present in interactions and
perception relating to the patients. Based on Goffman’s stigma categorizations (1963),
questioning involved perceptions regarding the patient’s physical abnormalities (Green
and Platt 1997, McCann and Sharkey 1998), moral defect (McCann 1997), and group
membership (Kelly, Lawrence, Smith, Hood, and Cook 1987).

My last two questions directly asked the interview participants about any personal
feelings and perceptions regarding AIDS and the AIDS patients. These questions I
included to allow for additional comments and allow the interview participant to
summarize personal perceptions. Asking direct questions allowed the nurses to be openly
direct as well. The previous quéstions sought to indirectly reveal perceptions but did not
provide opportunity to discuss subjective beliefs, feelings, and perceptions, particularly in
relation to common cultural and social beliefs and perceptions (Walkey et al. 1990). The
final questions allowed this opportunity.

Through the\ interviews I asked other questions to guide the interview process
itself. Typically related to one of the standard interview questions, miscellaneous
questions usually served to elaborate a certain comment or answer. This provided a more
probing understanding of the interview participant’s answer. Following the second
interview, I began asking how interview participants perceived the care of AIDS patients
by nurses at hospitals. This allowed me to understand the further dynamics in how the

nurse perceived his/her own role as nurse, coworkers’ roles, the AIDS patients, and the
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role of the facility within the community. Through the interview process of probing, I
began to recognize patterns in these dynamics contributing to determining a scheme for
the interviews.

Determining Patterns within the Data

In developing a scheme in the interview questions, narratives emerged focusing
on a particular social phenomenon. Examining the data after being fully transcribed
revealed certain patterns. Goffman’s dramaturgical framework forming the theoretical
basis, I coded my data by breaking down these patterns into meaningful components
(Bailey 1996). Listening to the interview tapes prior analysis, reading over transcribed
interviews (a transcriptionist was hired for transcribing interviews), drawing maps and
diagrams, and writing memos and notes aided in the development of categories and
relationships (Bailey 1996; Maxwell 1996).

These components were separated into five related categories. The first two
categories related to qualities nurses perceived in portraying the ideal nurse and nurses’
self-identified qualities. Portrayals of the ideal nurse revealed the emergent themes
indicating role-expectations within the AIDS-facility. Contrasting these role-
expectations to self-identified qualities allowed for me to assess how the nurses perceive
themselves acting out these expectations. Both ideal nurse and self-identified qualities
contained subcategories detailing the context of these expectations and how nurses
perceive they fulfill them.

Providing a similar function, the next two categories isolated those sections of the
narratives where nurses discussed group-identity. How nurses perceived this identity in

relation to nurses at the general hospital formed the other category. Through nurses
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discussing how they perceived themselves and coworkers, identities emerged forming
subcategories of particular identities.

I contrasted this category to the perceptions nurses had of other nurses at the
general hospital. This contrast emerged perceptions in how nurses at the facility
supported how they identified themselves and the clinic’s role in the community. Coding
those perceptions and comments by the nurses at the facility on the type of care
administered by other nurses provides understanding to why the nurses retained this
identity.

To provide a dramaturgical basis to these perceptions, I formed a separate
category where nurses cited personal examples of interaction with nurses and AIDS
patients. In coding, I did not discriminate in these examples of social action by forming
subcategories. Instead, dramaturgical ideas emerged through explanations of particular
situations and perceptions.

Generalizing Findings to Other Facilities

Quantitative analysis generalizes its findings through a set statistical parameter.
Through a survey of a small sample, the results are extended to be suggestive of the
larger population (Feagin, Orum, and Sjoberg 1991). Qualitative research however
focuses less on generalizing from a sample and more on providing insights into a
particular social phenomenon.

Reliability of generalizing qualitative data can be a concern as the research does
focus only on a single social phenomenon. Focus on this singularity allows for depth of
meaning within the phenomenon. Statistical surveys must assume that they reflect the

attitudes of the sample population. In-depth interviews provide stronger insights into the
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attitudes of the participants revealing shared meanings (Feagin et al 1991). A shared
phenomenon is created by shared activities. These shared activities create a shared
meaning (Denzin 2001). The shared meanings may be assumed to reflect other facilities

more accurately than statistics (Feagin et al 1991).



CHAPTER 3
RESULTS

The nurses perceive their facility much differently than the general hospital staff.
Nurses at this facility perceive the care they provide higher quality than the nurses at the
general hospital. While stigma defines AIDS care at hospitals, a lack of stigma defines
care at the facility. Nurses at the facility are expected to conform to this form of care.
Abiding by these expectations, nurses form an identity construct, or role-identities shaped
by these expectations and projecting a particular impression management. The collective
effort by the nurses in maintaining these expectations and impression management form
an identity concentration. Any exhibiting AIDS-stigma within the facility by not
conforming to this identity concentration may either leave voluntarily or are asked to

leave.

THE GENERAL HOSPITAL AND THE AIDS-FACILITY
Differences in perceptions of the AIDS-facility and hospitals emerged from the
interviews. The emergent general evaluation of nurses and medical staff at hospitals was

not favorable. Esther reported a lessened respectability since working with AIDS

30
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patients: “I guess my perceptions about people in healthcare has changed and not for the
better”

These differences involve quality of care in interaction with the AIDS population.
AIDS care specialists (ACS) at the facility provided different care than hospital nurses.
Some differences stem from hospital nurses treating AIDS patients unequally to the
general patient population. Anthony described this difference in treatment:

Oh my, um, night and day. Night and day. Um-I’ve worked in
nursing homes where there’s been HIV patients and there’s certain
nurses’ aides when you come-I mean you couldn’t get enough robes,
gowns, gloves, hats, mittens on this staff that worked there.

AIDS-stigma was not manifest at the facility. Esther made the same observation
in noting this difference:

So listening to my patients, listening to their stories of

care received in other facilities here in (a large Texas city)...
Yeah, I don’t see this an issue in this facility. I see it as

an issue in the hospitals in (a large Texas city). And I’m sure it’s
pretty indicative of what the hospitals across the nation are

like.

Sandra perceived the difference between the facility and the general hospital
manifested in the level and types of care each provides remarking on a high level of care
lacking at other hospitals: “I guess that’s what’s special about each and everyone one of
these staff members is that we can go beyond all that.”

While care is crucial, the facility staff strove to create an atmosphere unlike a
general hospital. In particular, the staff strove to eliminate stigma and the threats of
spoiled identity. With Terence, the facility resembled a safe haven for patients with

spoiled identities: “That’s the great thing about this place, it’s a very safe atmosphere for

everyone that comes in these doors.” In short, ACS perceived their facility better from
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general hospitals. This perception included an intimacy in interpersonal relationships not
found in the hospitals. Patients can expect a better delivery of care without concern of a
discredited identity.

Patients taken to other medical facilities returned to the AIDS-facility with stories
of care received from both nurses and healthcare professionals. These reports became
indicative of the types of care AIDS patients received while at the general hospital.
Workers at the AIDS-facility perceived this care as lessened in quality. Care for AIDS
patients at the facility, however, included respect and concern for patients’ autonomy.
Types of Stigma and the General Hospital

AIDS-stigma created for the patients unfavorable reactions during interaction
with healthcare workers. In accordance with Goffman (1963), stigma emerged in three
categories: moral blemishes, tribal stigma, and physical abominations. Moral blemishes
of character, tribal stigma, and physical abominations categorically formed these stigma
types.

Moral blemish of character and tribal stigma. ACS perceived that nurses in
other medical facilities did not deliver quality care to AIDS patients describing accounts
of patients reported being snubbed or treated rudely. Patients have responded to hospital
stays with strong hesitancy all the way to a refusal to go to the hospital. Esther explained
reactions patients have when sent to another hospital for treatment:

So I have patients that beg me not to send them back to a hospital
because of the kind of care and the way they were treated at those
facilities. And that makes me very sad that I have somebody that

could benefit from a hospital stay and actually walk out, instead of laying
there and dying, because of the way they were treated.
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The stigma experienced at other hospitals may influence interactions between nurse and
patients ranging from responding negatively to no response. The same participant
describes personal frustration with this form of interaction:
Having dealt so many years with this population and sending patients
to the hospital when they’re very sick and having them come back telling
you stories about the care they received where they were never
bathed, they were never changed, the nurses would not answer their call
lights, they would not come in their rooms, the doctors would talk ugly to
them, ‘Well you have AIDS-you’re going to die anyway.’
Hospital nurses stigmatize patients who contract AIDS through perceived deviant
behaviors, interpreting this behavior and the disease as a moral infraction (Goffman
1963). These tarnished identities influence interactions negatively when nurses treat
patients as deviants instead of patients. Terence perceived nurses in other hospitals
dehumanize the patient:
I feel a lack of compassion in most places by the nurses. Isee a
lack of concern. I see them doing a job just to get the job done. I
see them looking upon the patients not as people. It’s just somebody
occupying a bed that space, for a day. That’s their patient, you know.
Anthony acknowledged that hospital staffs understand AIDS medically but they perceive
the patient to be irresponsible and deviant, even attributing less than human qualities to
these patients:
I think there’s more of a...they know how you get it, how
you don’t get it. Ithink it’s more of a look down on the person.
I think by and large, the hospitals are not nice to AIDS patients,
I’ve heard. I’ve had friends who have been in the hospital who-
that they’re cattle herds, this is how it’s going to be.
The stigma of perceived moral failings are often exacerbated by membership in

the gay community. Tribal stigma, or even its threat, can influence AIDS patients in

hospitals to mask their membership to the gay community. AIDS and homosexuality
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conjoin in AIDS-stigma so the patient must obscure personal membership to the gay
community when at the general hospital. According to ACS, hospital nurses stigmatize
AIDS patients according to both moral and community bases. More importantly, patients
recognize this stigmatization and differential treatment. Consequently, both stigma and
patients’ knowledge of it influence interactions between patients and hospital staff, as
well as the social environment of the hospital. This process, while disenfranchising and
dehumanizing to the AIDS patient reaffirms the fragile symbolic morality of both the
hospital and its staff (Goffman 1963). Yvonne recognizes that homosexual patients
remain very discrete about sexuality in hospitals: “You won’t see a lesbian or gay man
going into a hospital to a floor, most of the time, and let it be known what their sexuality
is.” Patients assume they will receive deferential treatment and so remain discrete.

Fear of contagion. ACS perceived fear to be central to hospital nurses’
interactions with AIDS patients. Reactions ranged from overdressing before contact with
a patient to a lack of contact. Such reactions derived from a lack of knowledge or fear of
the contagion. Sandra observed a lack of contact by staff and even by the hospital in
connection with fearing AIDS:

In the hospital, they’ll come back and tell us ‘We didn’t

get a hug’ and ‘They’re afraid to come towards us.’

There was still fear out there versus how they feel here...

We use precautions, but I guess the fear isn’t here as much as
other outside staff at other facilities. Because like I said,

it’s not just one patient that says it, it’s each and every one.
They go to the hospital or to a different nursing home or
whatever, they come back and they see the difference.

Terence described unnecessary overreacting in hospital treatment of AIDS

patients. An insufficient AIDS-related knowledge may contribute to fear of this disease:
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I think that I’ve heard from people here that they treat

them literally like walking diseases, you know.

We had one patient and they put isolation tags on the

door, you know. You need to wear a mask going in,

everybody’s gowning and gloving. And you know, here

you don’t need that. It’s not something she’s going to give you,

she doesn’t have anything contagious on the skin. And these guys,

they go overboard. And I think it’s a lack of knowledge or fear

of the disease.
The medical facilities encourage this aversion to contact, a rejection often based on
ignorance or fear (Bishop et al 1991). Again, Terence described this rejection: “So I
think if people were better educated, you know, they’d know better. But most hospitals
don’t want to deal with AIDS patients. They’ll send them somewhere else, you know.
It’s a shame.”

The perception that nurses at hospitals feared patients with AIDS emerged from
the participants. The contagious nature of the disease is the primary factor that creates
this fear, which leads hospital nurses to treat patients “like walking diseases.” According
to participants, nurses in these facilities react from an incomplete AIDS-related

knowledge base and consistent with research (Treiber et al 1987) are distressed by their

potential for contraction.

GENERAL GROUP IDENTITY CONCENTRATION

In contrast to hospitals and their nurses, ACS at the AIDS-facility viewed both
coworkers and patients in terms of greater intimacy in relationships than traditional
occupational roles. ACS spoke about their peers and patients as if they have a collective
identity, again what I call “identity concentration.” During the interviews, four
categories of group identity and interpersonal relationships emerged from the text:

friend, team, family, and community.
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The friend identity shows that the role of ACS extended beyond attending to the
medical needs of the patients. AIDS patients at the facility experienced various
emotional difficulties in connection with having AIDS. For example, Yvonne identified
herself in relation to the patients as “a friend, an advocate, someone they can trust.”

The group setting of the facility creates a need for the friend identity in this
community:

(As their nurse) you’re their shoulder, you’re everything to them.

You're there when they fall no matter how they fall or been treated,

it might be medically, emotionally, physically, you’re there

for them at all times.
According to Yvonne, coworkers sometimes remain past their shifts in order to “do
something special with the patients.” Patricia describes how the patient may respond to
this treatment in kind:

Um...if there’s anything I can do like if there’s a patient

who runs out of money, I’ll be like “You want a soda?’

and he’s ‘Okay.” So, I’ll buy him a soda and he in return

will pick some flowers for me or he’ll make a drawing and

give it to me.
Any ACS enacting the friend identity role does not react primarily to the patient’s
physical condition but to social and emotional needs as well. In Goffman’s terms (1963),
they offer acceptance in an environment that does not involve stigmatic interaction.
Offering acceptance, patients have less concerns about spoiled identities. In response, the
patient identifies to the friend identity by reacting to ACS in a context not limited to the
patient role.

While patient relationships are central to ACS, peer relationships are also

important. Reflective of this are the team identities that emerge from relationships with

peers, rather than patients. As interrelationships and teamwork are basis for this identity,
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cohesion creates it. Patricia described this cohesion by claiming that the facility
possesses a “link” that runs throughout it. This link becomes basis for relationships that
comprise this bond. Maria credited this link in buttressing group effort: “We all do our
best around here. I don’t know if I would be here this long if we weren’t a team.”

In team identity, a hierarchy of roles with subsequent assigned responsibilities
does not emerge. Felecia describes the absence of a hierarchy in these terms:

We’re all on the same level here. We’re all LVN’s and nurses’
aids. So we all know each other, you know. We’re a

pretty close group and we work well together, you know.
Everybody pitches in and helps everybody. So it’s no

‘I can’t change him, I’m a nurse.” You have to go change him.

The team identity the ACS created resembled a congruent team with a common
goal: the patient. This absence of a hierarchy occurs through providing quality care.
Providing the most effective care requires this absence where all ACS must participate in
the care, regardless the task. ACS enacted roles with the goal of providing patient care.
This goal resulted in a group expectation where members contribute in multiple roles, not
just the occupational nursing role. The meanings in the roles formed a collaborative goal.
ACS impression management coincided with these goals. Reflecting this meaning,
Terence commented: “We tend to band together and help each other out and that’s what
makes this place really cool. I was offered other places to work but this place had a
feeling.” In interactions, impression management reinforces the collaborative goal.

Within team identity, the linking of ACS roles took focus providing an
examination of the collaborative occupational meaning. Family identity focuses on

participants’ perceptions of the relationship between ACS and patient. The collaborative

meaning within team identity is the patient. The actor’s presentation focuses around the
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patient. The extension of collaborative meaning develops in the relations among staff
and patients. Yvonne asserted identity to this familial bonding: “It’s like family.”
Enacting multiple roles around patients creates a familial cohesion in the facility. As
stated by Terence, AIDS creates role synthesis in the facility: “It’s like a big family, but
its got this disease, you know. And I guess it’s a common bond.”

Lacking outside support, bonding becomes expected by the patients. As a result,
Terence makes this observation: “Their families won’t come in...so we’re their
families.” With the absence of their families, patients may need to identify with a family
structure. Staff becomes the family structure. To the ACS, the patient may also become
a family member. Interrelationships with patients involve caring for the patient with the
context of one’s personal family. Sandra located this caring in the care of the AIDS
patients: “So I think you just gotta care for them. You’ve got to treat them as you would
want one of your family members to be treated.” This family identity becomes a support
for the patients. Anthony described this setting as a place where the patient may find
emotional and social reinforcement: “This isn’t so much a nursing group, it’s...more like
a support group. You know you need somebody here to talk to, to release their fears to.”

For the same participant, this setting can also resemble the same tensions
experienced in a regular family:

Sometimes you feel you're the partner role to these guys. They
have nobody, no partner, no wife, no husband, so to speak, to yell
at, so you’re being scolded for this or that. And it’s like, ‘I’'m not
your wife’ you know, that’s stuff that either your husband or wife
would yell at you for.

Patterns in interaction begin to create scripts that influence family-like roles. Involved in

these scripts are reactions are support and tensions encountered in the family setting.
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Friend, team, and family identities all suggest a community identity within the
facility and certain narratives defined the facility as a community collective. Yvonne
described the facility “more like they’re own community.” A staff member whp was not
ACS defined the facility a subculture since the facility has been a stage for drag shows
and other events not typical in the workplace setting. The community identity did not
emerge as distinctly in relation to other group identifications. However, a community is
assumed in friend, team, and family identities.

Frustration, AIDS Patients, and Blurring of Roles

Providing too much care to the patients created some frustration among ACS,
especially when the patients relied too heavily on ACS. ACS can become frustrated not
just with the patients, but also with peérs. Frustrations arose from staff pampering certain
patients creating patients’ expectation for such treatment from all ACS.  Anthony
describes the process of this frustration:

Everybody reaches breaking points here. Some have a lower threshold,
a breaking point than others would have. I mean, everybody is used and
and abused at some point. Some staff get frustrated with other staff...
You do this and they (the patients) want this thing, you know, everybody
all the time..
Some patients come to expect continual servitude, which blurs the roles between patient
and ACS. The authority vested in the role of ACS is reduced to role of service.
Frustrations involve those ACS who continual provide these services as described by
Joseph: “There’s one nurse, she baby’s everybody...It’s just so frustrating for me, she’s
always, ‘Poor baby,” you know.” Through constantly submitting to such expectations,

patients come to expect such treatment from all ACS. The frustrations created by

demands for patient attention challenges identity construction, because the separate roles
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of ACS and patient begin to blur. While ACS provide care, demands become
unnecessary when patients begin expecting to be pampered. Expecting to be pampered,
patients partake less in caring for themselves.

Despite some patients’ capability to perform certain tasks, expecting ACS to
perform the task for them prevents ACS attending to patients needing greater attention.
These expectations begin with those ACS who continually perform such tasks, as
described by Anthony:

We have a patient here who, well we have a number of similar

patients that you need to get them up in a wheelchair and bring them
out, you know, taking them to the bathroom. They’re capable of

doing it. Anyway, this patient he’d get up in the morning, get in his
wheelchair and wheel himself to the dining room. He won’t do it
though because somebody says, ‘Oh, I’ll be here to get you’ or you’re
basically standing beside the bed while he gets up, gets in the
wheelchair, but if this nurse doesn’t go-he stays in the bed, he won’t
get up in his wheelchair-he won’t go to breakfast, he he won’t go

to lunch. He’ll just skip a meal as opposed to going to it. So that nurse
isn’t always here and it’s not a floor nurse, it’s one of the administrative
nurses who’s here for some days. So the staff-the floor staff-that’s
always pushed to the limit with meds and other patients at meal times.
Well, this is somebody who can do for themselves but won’t do for
themselves because they want someone else to stand there...It’s like
some baby this patient and now, I don’t have time to do it, but I've got
to stand there while this person gets up you know. It’s a mess

ACS must be firm when confronting these demands by establishing limits. Not
establishing limitations, patients continue making unnecessary demands and craving
further attention. Particularly with Maria, patients become dependent in this attention
even demanding decreasing authority in the nursing role:

We do like everybody and we’re firm, and really it’s bad, they
need so much attention and we just don’t have time to baby them...
if you don’t set limits, and you’re not firm and you don’t follow
through with what you’re gonna do, it’s like they’ll walk all over

you. They’ll, you know, take advantage of you and this and that.
Um—and you know, we just set limits for them.
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Frustration manifests with both patients and peers when certain ACS are overly
attentive to patients. Patients expect this attention from all ACS, even when other
patients require more immediate attention. Frustrated, ACS must be firm with patients to
reestablish the role boundary between nurse and patients. Setting limitations also allows
for impression management to continue by reaffirming roles. Reaffirmation also
reestablishes expected behaviors in upholding identities that comprise the identity
construct (Goffman 1959).

AIDS patients, ACS, and Identity Concentration

Impression management (Goffman 1959) was used to uphold identities of friend,
team, family and community. Strong social interrelation, with a primary concern for the
patient, creates the identity concentration. This concern includes quality care for the
patient’s medical, emotional, and social needs. Emphasis on teamwork in all tasks
enabled this care, and fostered stronger bonds between ACS.

Bonds also tightened between ACS and patients’ because of the social support
ACS provide to patients. The absence of AIDS-stigma allowed patients to experience
social interactions difficult to obtain outside of the facility. For this system to continue,
ACS conformed to particular expectations providing cohesiveness throughout the facility.
These role expectations emerged in a pattern outlined by the ACS through qualities

identified in the composition of the ideal nurse.

IDENTIFIED QUALITIES OF AN IDEAL NURSE AND SELF-IDENTITY
I asked participants to compare themselves to the ideal nurse. This allowed me to

assess whether nurses’ self-identity coincided with nursing ideals they identified. In
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comparing self-identified qualities, participants enacted identities resembling the ideals
fulfilling the role expected by both peers and patients. Participants’ self-identified
qualities correspond to ideal nurse qualities.

Compassion

ACS identified compassion as the most important quality of an ideal nurse. While
compassion involves a general concern for the patient, selflessness in interactions with
patients is even more significant.

Dramaturgically, impression management patterns that created this quality are
related to selflessly assuming a caretaker’s role. Role mannerisms included providing
care, meeting patient needs, and attempts to create optimum comfort. Terence described
how anticipating patient needs reveals this quality:

Well, compassion and concern would be up there at the

top. Ithink having a sense of what they need, before

they actually call you for it. And seeing-you know

if they’re not doing particularly well, or if they’re fecling

nauseous , you’re expecting that. So, you try and prevent

that from getting that way of just looking out for them.
Compassion becomes essential in successfully enacting the other role qualities associated
with the ideal nurse. A nurse must interact with a variety in patients. Patricia
emphasized compassion regardless the patient’s qualities: “Compassion (when caring for
the patient) and lots of it. And being nonjudgemental.” For the nurse to be
compassionate, acceptance became second in importance.

Compassion connects participants most strongly to nursing ideals and the ideal

nurse identity. Patricia directly linked herself to meeting this role requirement

comparable to the ideal nurse: “T have the compassion, that’s part of being the ideal
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nurse.” She further commented compassion makes her eligible for working with AIDS
patients: “I’m compassionate, that’s why I’'m here.”
This identification became extended in the care of AIDS and seeing its deleterious
impact on patients. Suzanne noted this extension in her comment:
So-I think it just opened my eyes more and to appreciate
how devastating this disease is and how that, you know, people
need love and compassion. Um-I think it did open my eyes more.
And I’'m still here two years later so that says something, you know.
Expressed daily, compassion was common between the ACS and patients. Esther
explained this in her coworkers expressing affection to patients daily: “A lot of staff
telling a lot of patients ‘I love you.” And that’s on a daily basis patients when patients
know they’re loved.”
Terence described concern for the patients outlining the concern even when the
patient no longer resided at the facility:
This staff here is a great crew. Everyone here just looks out
for the patients and—and there’s times when one of the patients
is sent to the hospital and it’s not unlikely one of us will call, ‘Hey,
how’s so and s0’? Or to actually go to the hospital and find out how
they’re doing. We had one guy that was in--all he wanted was someone
to take him clean socks and underwear, you know. We’d flip for it—
not that it wasn’t a matter of not wanting to do it, but just okay let’s
see who’s going to do it.
ACS’ identity constructs found meaning in the enactment of compassion. The purpose in
the meaning meant being the caretaker for any patient. For the AIDS patients, this
purpose emerged in a change of perception for those with spoiled identities, disregarding

discreditable qualities or discredited identities. This change of perception Goffman

(1963) calls a “heart changing personal experience” (p. 28).
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Acceptance

Acceptance of the patient allows for continuation in the caretaker role. The nurse
must be open to a variety in patients allowing for the role to remain in forefront. Suzanne
emphasized this not just for the nurse interacting with the patient with AIDS, but for all
patient identities:

Not just for these types of patients but for every patient...
You have to be open-minded. Not judgmental, you can’t
be judgmental. I mean-you know, you’re going to run into
very different people.

Compassion and acceptance often emerged together. Yvonne placed particular
emphasis on the mixture of these qualities: “Well, I believe compassion and being
nonjudgmental about anything involved in nursing. That is extremely important.”
Esther agrees emphasizing that both qualities make a nurse, and without the compassion
and acceptance the nursing role is greatly diminished:

Those are two very important things, because when you’re
talking about being caretaker and caring for other people, if
you don’t have the ability to be compassionate and nonjudgmental,
you’re not going to be a very effective or kind caregiver.
Nurses must fulfill their duties of patient care, despite patient identity. Such
acceptance involves being open to both patients and many unique situations involved in
patient care. Suzanne directly defined this: “You have to be able to adapt to whatever the
situation is.”

Anthony directed this definition more to both situation and AIDS patients:

Ah, so I think in this group of people you have to, if

you’re gonna get any kind of cooperation from them
you’re gonna do their regardless that the doctor said three
times a day, well, they’re gonna do it twice a day. And you

just fit into the—and so like if you’re the ideal nurse if you’re
gonna achieve anything is to—you’ve got to work with them.
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The ability to be flexible allows the ideal nurse to continue providing care in any
situation and with any patient, including AIDS patients, who always require special care.
On fully accepting the patient requires nurses to interact with patients without focusing
on their status and background, ignoring potentially discreditable qualities of patients.
This includes accepting the diversity of patients in the facility who have contain a broad
range of backgrounds.

Patients’ virtual social identity, or socially imputed characterizations consonant
with expected codes of conduct, (Goffman 1963) may not coincide with their real
identity. Anthony described certain patients having unexpected identities, particularly
those potentially discreditable:

There’s people here who are prostitutes who blow you away

to know that they are prostitutes, you find out later...

You don’t know what you think that person would have been,
but it’s the person you’re seeing now; you’re saying, “You don’t
look like the type of person who would ever get it.” I see people
here that could not stay off drugs to this very day, and they speak
five languages and have a PhD.

More importantly, patients’ identities are not spoiled by their modes of AIDS
contraction. Patients still find acceptance even if their identities are spoiled. Anthony
continues:

We’ve had prostitutes, gay men-um-mothers who got it from

their husbands that were drug abusers; he became infected, infecting
them...There’s a lot people that come through here and they’re here
the whole time. If they’re here long enough, eventually they’1l start
talking, you know, about the personal things and you find out things

about them. Um-I guess that’s one thing never hear here...the
question never comes up, like ‘How did this person get this?’
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Likewise, for Joseph patients were regarded without spoiled identities: “I interact
with (the patients), you know. No problems. They’re just like normal people, I interact
with them.” For the ACS then, interaction does not involve AIDS-stigma.

In social exchange, ACS and patient may interact with affection. Lydia explained
her actions by accepting the patient without responding to the virus:

I’'m not scared to, you know, give them a hug. I'll give

them a kiss on the forehead or the cheek, you know, just a

hug. I’'m not afraid of anything like that. I treat them kindly,

with respect...see how they’re doing and stuff.
Encounters with patients are with disregard to patient background and status. ACS
treated the patients as individuals.

Being “wise” (Goffman 1963), or those with access to a stigmatized population
and being sympathetic to their needs, ACS do not identify the patients’ in terms of
spoiled identities. Patients then are not concerned with spoiled identities, since ACS are
wise to their backgrounds and status.

Creating a Trusting Atmosphere

The ideal nurse in being compassionate and accepting should attend not just to the
patient’s medical needs, but also to emotional needs. This quality creates an atmosphere
where the patient’s needs may be addressed to the nurse by the patient. Trust is
conducive to creating a trusting atmosphere. Developing trust requires role intimacy
between nurse and patient. Role intimacy is establishing trust and relaxing any
formalities that may emerge through the roles of nurse and patient. Yvonne described
this process of establishing trust by the nurse permitting a deeper sense between the two

roles: “You have to treat that person and let them be comfortable before you treat them

medically.”
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The ideal nurse must display care when patients express concerns, both medical
and personal. After establishing role intimacy, the ideal nurse must also be trusted to
address these concerns. Anthony described the ideal nurse as one available when the
patient addresses personal concerns: “Um-an ideal, I guess in this-working especially
with this group of people ...(someone) who can listen.”

Establishing a trusting atmosphere, patients must then come to trust in the ACS in
all situations. Patients may then know they can rely on ACS as reflected by Thomas:
“So whenever they need anything just being there, knowing that someone’s there”

So in creating a trusting atmosphere, the ideal nurse brings a trusting presence for
patients becoming both caregiver and confidante. As both caregiver and confidant, the
ideal nurse creates role intimacy by being more involved in patient care. Lydia described
this trust involved in this level of caré: “Be able to counsel them and just sit and talk for
aminute. Not just go in, take your medicine, and rush off.”

Creating a trusting atmosphere involves performing the role of counselor.
According to Thomas, this role assumption occurs frequently: “There’s normally like
25% nursing here, but most of it’s like counselor, aid.” Consequently, role performance
requires availability and willingness to counsel the patient. This identity assumption
extends responsibilities of patient care. According to Sandra:

Like for instance—um-you know, one of the patients this morning
wasn’t eating. He’s usually one of the first ones to get to the dining
room to eat. So you know we took him aside, talked to him to see
what the problem was, if he was hurting. Just you know, hear them, let

them know that we’re there for him treatment and medication wise, but
also we’re there for them.
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Displaying openness to patients can allow the patient to reconfigure impression
management. Here, Terence maintained the identity as counselor while the patient
foregoes a typically “harder” self-portrayal:
I had one patient last week who always appearing that, you know,
he’s going to talk down to you in front of everyone and everybody
fears him. He broke down in front of me the other day and said
‘I'm really depressed, I went to my partner’s house because he had
all my clothes boxed up. I sorta think he knew something that I didn’t
know.” And I told him, “Well,” I said ‘Have you ever figured that maybe
he was just boxing them up to put in storage? Now why are you gonna
think the bad things?’ He said ‘Why would he do that?’ And I said
‘Well I don’t know. Maybe you need to ask him. But you can’t let
something like that get you without knowing you know.” And that’s,
you know, it’s-when you see somebody break down, you know, it hurts
because there’s nothing you can really do other than lend them a shoulder,
you know, or give them a hug or something.
Portraying a counselor role casts an environment reciprocating allowance where patients
do not have to abide by the script of patient, a script defined only by health problems.
Instead, Goffiman suggests unidimensional scripts defined by discreditable qualities that
influence ACS and patient interaction. ACS, however, broaden the script and address
emotional, spiritual, and social needs.
Empathy
The ideal nurse must also have empathy. Nurses should truly attempt to
understand things from a particular patient’s point of view. This helps the ideal nurse
treat both the patient and the person. Yvonne broadly described this type of treatment:

“It’s instilled in the nurse to do what is best, as far as nursing goes. You have to be able

to put yourself in their shoes and see how you would like to be treated, as a person.”
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Anthony narrowed this definition to the ideal nurse and the AIDS patient. The
ideal nurse identifies the self with the daily routine of the patient particularly with
patients’ growing wariness in the systematic responsibilities involved in daily care:

Um- (a nurse) who can understand where these patients

come from. Because some of these people (AIDS patients) are sick

and tired of pills. They’re sick and tired of treatment. They’re

sick and tired of schedules.
The ideal nurse should be attuned to the internal experiences of the patient, attempting to
understand frustrations involved.

Empathy can require a role-reversal between ACS and patient to understand the
patient’s experiences with AIDS. Terence described relocating self-identity by
conceiving the patient’s identity:

I think I tend to put myself in their shoes a lot of times and just

wonder what they are thinking about. How can I make them feel

better? What can I say or do to make them forget they have this disease
for a few minutes? What can I do? It’s always the staff, you know, how
can I make life easier?

Understanding the patient’s experiences with AIDS makes role performances
more meaningful to ACS. Patricia expressed her concern in witnessing AIDS and the
patient: “You just want to see their quality of life get better. It’s horrible. And I can
only imagine what they’re going through.” By relating to the patient’s experiences, the
ACS can subjectively justify the type of care provided, again broadening what could be
unidimensional script.

Knowledge
Knowledge also emerges as a quality of the ideal nurse and is particularly

important for nurses who work with AIDS patients. The optimum of AIDS-related

knowledge consists of understanding the medical aspects of AIDS and AIDS as a lived
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experience. Until acquiring such knowledge, the nurse remains marginally effective. For
Yvonne, the ideal nurse must have this knowledge to be most effective in working with
the AIDS population.

So once you learn what these people are all about

which could be any length of time, you’re just a

nurse doing nurse duties until you’ve earned it. And when

they ask question, you need to be prepared because the

patients at this facility are very knowledgeable.
Even when acquiring such knowledge, the ideal nurse should always be open to
continually learning. While emphasizing this knowledge, Suzanne notes the importance
in learning since a nurse’s knowledge of AIDS is never complete: “Be knowledgeable
with what you’re doing. You know, you know what you’re doing. At least have most of
it down because you are always learning-everyday you learn something.” HIV/AIDS not
being completely understood by the scientific community, the ideal nurse should remain
abreast of current medical knowledge. The ideal nurse may provide the best care and
information helping patients understand their conditions.

ACS identified themselves as having an adequate medical understanding to
perform their roles. Some, like Anthony, saw it as a personal goal: “I want to be an
advocate and a good nurse and knowledgeable for these people.” Having AIDS-related
knowledge, Patricia recognizea aneed for public awareness adding to the ACS identity
construct: “I can discuss with people and I think I’m educating people about it a lot more.
So if I can help one or two people realize, maybe I’'m in the right field.”

ACS educated not just the public, but also patients. Patricia saw knowledge as an

enabler, encouraging patients to be healthier. However, all patients do not take advantage

of what they learn:
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If somebody comes here initially, they’re coming from the hospital
or they’re-they’ve come in because they’re sick from home, they’re
not able to care for themselves. Um-there’s a lot of compassion,

a lot of attempt to get the person to-to hope, as much information

as there is out there, a lot don’t avail themselves of it. They just
kind of go along doing the same old thing. They get sick. A lot of
education...just trying to get this person to become aware. Many do,
many don’t. Some do...many do, many don’t.

The ACS identified themselves as being educators and, consequently, sources of
empowerment. Through personal knowledge, others outside the facility were informed
about AIDS. For the patients, information was provided so the patient would become
self-efficacious, even though some patients would sometimes ignore this knowledge
creating frustration among ACS.
Patience
Participants emphasized patience when assessing the ideal nurse. For Yvonne,
the nursing would possess an almost unwavering patience: “It requires 120% patience.”
Anthony referred to this quality of patience in definitive terms as a necessity for
providing patient care: “Patience, you have to have patience.” For Joseph, even
frustrating patients should be treated with patience:
You do get frustrated, you know. If somebody’s constantly getting the
light and you know-uh-you try to understand. For—for example, you—
go down to help them out, and then you leave the room and you were just
in the room, they cut the light on again. You know, and you come back
to the room and you help them out and you go back to your desk, and
they cut the light on again. You know—and so you get frustrated that
way. And a lot of people do get frustrated that way. And so I guess...the

ideal nurse would just keep going back into that room and helping them
and helping them and not get frustrated, you know. See what am I

saying?
The ideal nurse thus must perform duties without displaying frustration,

particularly when interacting with frustrating patients and staff. Not partaking in the
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process of improving their state of health, patients relied on ACS to provide complete
care. This reliance sometimes involved continuing in behaviors not beneficial to this

process. ACS experienced frustration when interacting with such patients.

PATIENCE, IDEALS, AIDS-STIGMA, AND IMPRESSION MANAGEMENT

These characteristics provide a measure by which all nurses may judge personal
qualities. The typical nurse will likely not exemplify the ideal nurse, but may endeavor
to enact in a manner approaching these ideals. By being aware of those ideals,
specifically in working with AIDS, ACS felt that they delivered better care than general
hospital nurses. Despite having awareness, ACS were susceptible to certain frustrations
even the stigmatizing of AIDS attributed to nurses at the general hospital. In
mismanaging a certain enactment, the nurse may risk not representing the expectations
nurses hold for each other.

Impression management (Goffman 1959) begins when nurses do not represent
expectations of peers, despite knowing the ideals. Caring for difficult patients can be
challenging for ACS. For instance, Esther noted certain patients who are gay are quite
difficult to care for:

We have a lot of homosexual patients in here that many people

call ‘queens’ that are very accustomed to being cared for in

extravagant ways, or they themselves are very extravagant and

very labile and very emotional. And they treat the staff like servants

and want every little want and desire carried out immediately in the

manner they want it done and so that gets a little hard sometimes.
Identity construct becomes challenged when ACS endeavor to act in a compassionate

manner, particularly in a manner perceived different from nurses at the general hospital.

When the patient responds differently than the expected script by failing to respond to
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those compassionate endeavors, ACS may require a backstage (Goffman 1959), or those
regions where the actor may retreat to reconfigure a mismanaged impression
management, to recollect the expected role identity. Such recollection attempts to
disallow breaches in continuation of quality impression management. Yvonne explained
this in performing the script in front of the patient but allows a breach once in private. In
dramaturgy, backstage are those regions where the actor may retreat to reconfigure a
mismanaged impression management (Goffman 1959). Backstage permits the actor to
reconstruct the act to safeguard against an inadequate dramaturgical response to patients
and peers:

We have to just constantly bite our tongues...I never to this day

let myself go in front of patients. I will walk away and I will go into

aroom and I’ll scream and holler or I'll say God knows what just to

steam off but I never take my anger out on the patients. So, I’'ve

done real well because sometimes you just wanna choke them.

By not going backstage, the ACS may not abide by set standards identified in the
ideal nurse. Failed impression management results in the patient not reciprocating
expected or desired responses. ACS identify themselves to the caretaker role meaning
the nurse identifies self to the caretaker role. A breach not only challenges patient
relationships but also personal identity. Patricia provided this personal account:

I don’t want them to, you know, think I am or in any way that I

hold it against them because I don’t...because I feel if they feel it

or sense it they’re gonna resent me or not want me to be their
caregiver and I want to do everything I can to have them comply and
confide in me.

Moments at the facility where the nurse contacts difficulties with a patient can

manifest a latent AIDS-stigma, or stigmatizing attitudes not typically displayed in

interaction (Breault and Polifroni 1992). Stigma involves perceiving some patients at
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fault for participating in deviant behaviors. Blame manifested in Suzanne described
being angry that one of her patients died:

I had a patient who...was a young mother and she had no history

of drug abuse, alcoholism, or you know, prostitution, nothing like

that. She just got together with the wrong guy...I felt angry at that
time. Like why? You know, she had a little baby. And why did God
let this happen? Um---the best one when I found myself mad---um—I
don’t know what to do. Just angry at the situation, why did this young
mom have to die like that? And she had no...by no fault of her own.

This patient’s virtual social identity did not coincide with other patients who contracted
AIDS through deviant behaviors. Virtual social identities are socially assigned
expectations to a role and expectant codes of conduct (Goffman 1963). Assigning
“innocence” to some patients relegates deviance to other patients (Grove and Kelly
1997). By assigning deviance and blame thdugh, the same participant acknowledged the
nursing role and endeavored to sustain set ideals within:
I know I’ve fought within myself “Whose fault is it?” You know,
something like that but I keep those things to myself...That puts myself
in that situation, you know they’re sick. Somehow or another they ended
up this way and I chose to follow this profession. So now you know, I
need to stand up to the plate and take care of them the best I can.
To continue with role performance, Joseph described a necessity retreating backstage to
retain a portrayal of patience:
The frustration leads to anger so, yeah, I did get angry at him
but I tried to—before I go in their room, you know, I have to kind of
calm down and talk to myself and say, ‘This is a patient. I’'m treating a
patient.” You know, that little, that type, that little talk you have to give
yourself.

Regaining composure after going backstage, the same participant describes a sense of

sympathy for the patient:
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It’s frustrating and then, you know, you have actually have to feel
sorry for them. And then you wonder why did they use drugs or have
sex with, you know, you take these chances. So you still wonder why,
you know, and I feel sorry for them, you know. )

ACS attempt to display patience during frustrating encounters with patients. Providing
uninterrupted impression management becomes too difficult, however, requiring the ACS
to adjust reactions backstage.

Despite frustrations, though, the ACS still attempts to retain compassion and
acceptance in giving care. Maria describes this need for going backstage in order to
continue providing these qualities:

I guess also to be a good nurse you need to say ‘Hey, wait a minute,
time out.” You know, I need to take----I need a health break, you know.
Because if it is just work all the time, like a lot of the times catch
myself doing, you know, you’re not giving the quality care you could
be, I mean if you just slow things down a little....I guess if you literally
started to get to you, like when you start off your day and, you know,
it’s just crazy. And you just can’t keep up because you’re so
frustrated or angry at something that happened earlier on, you know, that
would be a good time to just, you know, get away, and get off the floor.
Quality of care helps each other maintain successful impressions. This is achieved
through communicating with the patients and peers. Maria continued with this account:
You then come back and see how you could have handled things
differently, or what I should’ve done. And reevaluate the entire
situation and then you could come back and, you know, go back and
talk to whoever you need to talk to. Talk to your patient. Talk to the
other nurses about whatever happened and then go on.
Readjustment of impression management occurs through not just an individual
effort, but cooperative as well. By cooperative effort, ACS are enabled to be more

patient especially in attempting to understand the cause of the frustration to reduce any

potential reoccurrence. Through cooperative effort, ACS aids each other in lessening
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occurrences of frustration. Maria also illustrates this in her own experience with one of

her patients dying:
I guess when one of our patients when one of our patients died, he’d
been here for a long time and [ had gone through a lot with him...he
was so witty and so funny and so cute. I mean you really enjoyed
around him. And when he died I got very angry...because a lot of the
patients were crying, they’re bickering about whatever. And I can’t
remember exactly how, but I was snapping at everybody because I was
so mad he passed away. And then whatever else came up with my
other patients that were having problems or whatever...that’s when 1
knew I need to take a break, I needed to go for a walk...And we all get
frustrated...you can’t do this if you’re not a team, There’s no way.
There’s no way. It’s not fair to you, it’s not fair to those you work
with, if you’re not a machine. You know, because this is gonna make
or break.

Both individual and group strive to produce proper impression management. The

cooperative effort not only expects, but also helps each other in maintaining a successful

impression. Exhibiting a successful impression marks the primary aim of this identity

concentration since the identity concentration provides performance standards which

ACS are expected to perform by.

IDENTITY CONCENTRATION AND THE IDEAL NURSE PROJECTION

The composite ideal nurse established by the ACS represent the perceptions of
what defines the model nurse. In establishing this definition, I could understand the set
standards ACS themselves abide by dramaturgically. Analysis of self-identified qualities
revealed a pattern where ACS identity constructs maintained suitable behavior for their
roles. Each ACS defined their roles by this projected code of conduct enacting it to
complete their identity construct.

Maintaining this identity construct forms the survival of the identity

concentration. The established standard set by the ACS in the ideal nurse forms the basis
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of identity concentration. Abiding by these standards, the ACS role-identity becomes
constructed in the process of fulfilling duties and interacting with patients and peers. The
self-identified qualities involved in outlining this construction. Impression management
must meet audience expectations (the patients and peers). Any ACS who fails in this
impression management does not project a suitable identity construct.

The ACS ideal nurse projection represents the daily prescriptions for proper
impression management for nurses at the facility, which is the ACS stage. The ideal
nurse projection has become such an important part of all interactions on this stage, that
many interactions become scripted, if not ritualized. This scripting influences with their
colleagues and patients alike. No role duality emerges, despite the many competing and
scripted demands of role performance, because all center on managing AIDS-stigma in
interactions, and more) importantly in patient care.

This becomes important since only a minimal disruption emerged in the actors’
parts. ACS not only perceived their parts in terms of occupation, but also believed in the
parts they enacted. By belief, the meanipg in the roles became not just part of the identity
construct, but part of the perceived reality. This perceived reality perpetuates identity
constructs perceived as valid. There is authenticity then in the roles and actions of the
ACS at this facility. Belief in one’s role and performances does not create a role duality
in interaction with AIDS patients. Stigma then does little to interrupt this role-identity

continuation.
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IDENTITY CONCENTRATION

ACS viewed themselves capable of caring and interacting with patients with
AIDS. Expected by both patients and peers, all ACS attempted to remain capable.
Expectations of maintaining this projected image preserve role functions. This image
conveys itself in a concentration of identity.
Identity Concentration and Intimacy Level

Four interlinking identities emerged from the narratives: the identity of friend,
team, family, and community. I use these terms to classify the identities that denote the
intimacy in relationships and in interaction between ACS and patients. Intimacy levels
define role functions, and let patients and ACS share in both relationships and
interactions. These intimacy levels generate an emphasis on quality care from both
patients and nurse’s shared expectations. Dramaturgically, the shared expectations create
an audience familiar with ideal nurse projections. This outlines a script, which keeps role
duality from permeating the facility. This script consists of overlapping expectations of
friendship, teamwork, family treatment, and community membership.
Identity Concentration and Meaning

These scripts influenced ACS identity constructs and associated behaviors.
Consequently identity concentration helped ACS make sense of the facility’s mission, as
well as their place in this mission. Moreover, the establishment of identity concentration
became part of the facility’s indoctrination. Yvonne described those who become a part
of this concentration that find function and meaning in participation at the facility:

“We’ve gotten a few from the nursing schools, now, and they come in and love it.”
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Performance and meaning merge as ACS become convinced in the validity of their own
personal performances (Goffman 1959).

While the strengths of identity concentration and constructs produce occupational
definitions, they also create self-definitions. Anthony spoke of merging of self and
occupation: “I could go somewhere else and make more money, but it’s a thing of
choosing to do...um---you’re doing more of what you want to do, even though you can
make more money.” Opportunities to achieve higher salary exist, though participating in
this identity concentration provides meaning to one’s performances. Remaining part of
this identity concentration may provide a meaning other occupations would be less able
to provide.

The merging of self and occupation prohibits the ACS from stigmatizing AIDS
patients in personal lives. Instead of stigma, quite the opposite emerges from identity
concentration, especially when ACS find personal and valued meanings in their
interactions and relationships with patients. Caring for AIDS patients produces both
identity construct and concentration. Lydia found this meaning in the facility and
through the patients:

After a while, you know, I got to where I needed to be in here and
I was like “Well, I’'m not going to quit. Ilike this job.” You know,
I like the patients. Sometimes, I wish I could come back and see
them more. '

Working at the facility provides not just a role but also an identity. The merging of self

and identity manifests through the strong interrelations among patients.
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Identity Concentration and Deviation
Some nurses cannot manage identity issues and demands of working with AIDS

patients. Yvonne commented on nurses who could not adapt their identity construct
within the identity concentration:

I don’t what it is, you know, they come every time through this

door gung-ho. I mean you’d thought they won the lottery and in

the next few days they’re all ‘Hell no’...We had one particular man

who was military. You could tell he was hard-core military, retired.

He was here one or two nights and never came back. I think he had

a very difficult time dealing with the portion that is homosexual...he

was so homophobic.
Role-duality occurs in any presentation incongruent with the identity concentration.
Intimacy levels hold little tolerance for such presentations. The function of intimacy
produces predictability and cooperation in performances (Misztal 2001). When an ACS
delivers an improper response, that person gets reported. Throughout this identity
concentration, ACS perceived their relations in fairly intimate terms in the interactions
among caregivers and patients. This intimacy exudes pressures to conform to the ideal
nurse projection with failure to conform resulting in being reported as explained by
Sandra: “I’ve seen a lot of nurses come and go. If you don’t have compassion it gets told
by either staff or patients.” If an ACS identity construct becomes unsuitable for working
primarily with this stigmatized population, that person will not remain long at the facility.
She continued in explaining: “They’ll either say ‘This place isn’t for me’ or they are -
asked to leave.”

If one’s identity construct does not coincide with facility’s identity concentration,

that person will probably leave voluntarily. In display of role-duality where responses

convey stigma, the ACS may also be asked to leave the facility.
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Identity Concentration, AIDS, and the General Hospitals

When an ACS does not provide a proper visage conducive to the ideal nurse
projection, role-duality occurs. Occurrences signal AIDS-stigma that does not parallel
the group-perception compounding the facility’s identity concentration. ACS unable to
construct a self-identity in alignment with working with AIDS patients becomes filtered
through the identity concentration. They may either leave voluntary or be told to resign.
In this context, the facility dramaturgically becomes stage for a particular actor to assume
particular roles and to abide by particular scripts.

The identity concentration reveals a particular quality of care delivered to the
stigmatized population. This facility provides a function to this population that general
hospitals are perceived as not providing. The function provided is the type of care AIDS
patients know they will receive by the ACS. Without the threat of AIDS-stigma, the
facility also functions as a buffer zone for the patients. The facility’s identity construct
shares the perception of the patient in relation to care at general hospitals.

AIDS-stigma heightens the intimacy level among patients and nurses. Providing
care and acceptance to a stigmatized population forms the identity concentration and
perceptions within. One engaged in working at the facility abides by tile script enlaced in
the identity concentration. These performances react to AIDS-stigma by not replicating
reactions that indicate stigma. Performances involved do not reflect perceptions of AIDS
exterior to the facility. From the intimacy levels at the facility, its identity concentration
becomes a tighter-knit structure. The actors involved believe in the roles they perform

and do not perceive the patients in contexts medical staff at other hospitals do. ACS do



not perceive their identity constructs as experiencing role-duality. Instead, role-

performances are perceived in being authentic in relation to patients with AIDS.
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CHAPTER 4
CONCLUSION

AIDS care specialists’ care is characterized by tolerance and an active push to
diminish the social stigmas associated with AIDS. Not surprisingly, AIDS-stigma is not
tolerated anywhere in the AIDS-facility. Those nurses who allow stigma to enter their
interactions with patients eventually leave the facility either voluntarily or by being asked
to leave subtly forced out by those nurses who see themselves as AIDS care specialists.

In answer to the first research question (“Do nurses perceive AIDS negatively?”),
strong biased perceptions did not emerge. ACS instead perceived patient in intimate
terms, creating tight social knitting among patients and peers. This knitting created
group identities. These identities emerged in four categories: friend, team, family, and
community. The emergent categories combined indicated an overall group identity
lacking in stigma anq bias.

While ACS failed to see AIDS-stigma in their facility, they perceived that nurses
at general hospitals were biased in their interactions with AIDS patients. Moreover, ACS
used these contrasts with other nurses to reinforce their own self-perceptions, which
contributed to a higher quality of care at the facility. By differentiating themselves from
the nurses at the general hospital, ACS attempted to provide a higher quality of care

without the presence of AIDS-stigma.
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Providing higher quality of care means providing care different from the care by
nurses at the general hospital. This quality of care indicates a type of care that does not
encompass any of Goffman’s (1963) stigma types: moral blemishes of character, tribal
stigma, and physical abominations, although ACS reported the presence of these stigma
types in the care provided to AIDS patients at the general hospital. This contrast creates
the perception that the facility is a haven from AIDS-stigma. Being a haven, group
identities emerged from the tighter-knit social environment.

This social environment necessarily disallows the presence of AIDS-stigma.
Expectations among patients and peers create pressure on ACS to provide a quality of
care that lacks AIDS-stigma. Being such a tight-knit social environment, any infraction
of these expectations would not be left unnoticed, because they challenge group identity.
Those unable to abide by these expectations either left voluntarily or were asked to leave.

Those abiding by these expectations managed impressions and identities properly
which keeps the group identity intact. This group identity involves both the intimate
relations among patients and peers and the perception of the facility as a haven for AIDS
patients. Such collective impression management by ACS acts to further maintain this
group identity. This collective effort of impression management within the facility is
called identity concentration.

An outline of these expectations emerged in ACS detailing the characteristic of
the ideal nurse. When ACS compared the perceived qualities of the ideal nurse to their
own self-perceived they revealed the extent to which they followed these complex
expectations. From the second research question, if nurses perceive AIDS negatively,

does impression management occur in the role expectations, data emerged to show that
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ACS perceived themselves abiding by those expectations. Conforming to the identity
concentration they created, ACS described themselves as employing proper impression
management. Conforming one’s impression management by identifying with these
expectations form the identity construct.

Employing this impression management strategy, ACS did not report role-duality
when the identity construct of the ACS is perceived as conforming to the identity
concentration. ACS then do not perceive themselves as using impression management in
resolving role conflicts. For the third research question (What forms of impression
management are employed in this conflict?), some impression management was utilized
in situations described in potentially threatening proper impression management.

ACS when too attentive to patients threatens role boundaries between ACS and
patients. By being too attentive or “spoiling” the ACS creates an expectation of servitude
for the patients. Any ACS unable to perform this expectation can create frustrations with
patients. This blurs distinction between roles. ACS no longer have the authority their
role prescribes. When the patient becomes demanding ACS must focus on these
demands taking away from attending to patients with more immediate needs. Restoring
boundaries and preventing frustration from causing impression management to fail, ACS
must be firm with patients, set limitations, and demonstrate what behaviors will be
tolerated.

In dramaturgy, producing the proper group image requires members to cooperate
in impression management efforts. In the company of other members, however, this

cooperation is no longer necessary (Goffman 1959). For the identity concentration,
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cooperation must be present with those outside the facility and peers and patients in the
facility. Patience must be present so this cooperation may be achieved.

Patience may emerge as one of the most important forms of impression
management. In particular, patience emerges as the quality of tolerating behaviors
unaligned with expectations, particularly those behaviors that can be disruptive to one’s
perception of control. Utilizing patience requires the actor to remain self-controlled in
spite of the disruptive behaviors.

ACS needed patience as they described having difficult patients. For an identity
construct to remain intact, patience must be enacted as not to project a visage incoherent
with the identity concentration. Even though enacting patience, AIDS-stigma may
momentarily emerge through blaming the patient for contracting AIDS. Through
blaming, ACS assigns deviance to the patient. These references to momentary
emergence seldom occurred in the narratives, though manifested regardless.

To regain a proper identity construct, ACS can retreat backstage to ﬁemporarily
forgo proper impression management. While backstage, ACS can release frustrations
allowing for regaining one’s composure. Remaining patient also allowed for the ACS’
identity constructs to continue providing the quality of care expected.

Frustrations emerged when ACS felt a loss of control in the situation. This loss of
control iﬁvoived patients being frustrating themselves. Patients tended to become
challenging when relations betwéen patients and ACS became too close, blurring the
distinction between the role of patient and role of ACS. ACS may remain patient when
interacting with the patient, going backstage when necessary. When the blurring of role

boundaries became too much, ACS had to be firm to reestablish the role boundaries and
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communicating that certain behaviors will not be tolerated. Frustrations occurred, though
inferring from ACS perceptions, these frustrations, however, did not interrupt providing
quality care.

Within the facility, intimacy among the patients and ACS discouraged AIDS-
stigma. This intimacy was central to the identity concentration. The facility was a
particular stage for a particular actor to abide by a particular script. Nurses at the general
hospital did not work with a particular illness. Caring for AIDS patients was primary to
the facility. Those working there did so by identifying themselves by the identity
concentration. Since the general hospital hosts multiple illnesses, intimacy between
patients and nurses is lessened. Lacking identity concentration among these nurses,
AIDS-patients may be more susceptible to AIDS-stigma.

Dramaturgy situates the social actor performing a variety of roles, each with a
particular script relevant to the social situation. Incorrectly performing the script may
complicate social interactions for the actor (Goffman 1959). Stigma can be a
complication as stigma discredits the actor’s performance (Goffman 1963). The facility
creates a stage where actors are not discredited requiring a script with intact
performances for both the facility and other outside the facility.

Caring for AIDS patients being its sole function, the facility becomes a particular
stage. Those that do not attribute stigma to AIDS form the particular actors. Providing
quality care lacking stigma provides the basis for the particular script. By focusing on
similar stages, future research can identify the shared qualities that provide both intimacy
and level of care. Understanding these shared qualities, research may outline the type of

care essential to the AIDS patient.



APPENDIX A

Participants’ Information and Demography

Participant #1:

Name: Esther

Age: 46

Sex: Female

Number of Years as Nurse: 23
Years Working with HIV/AIDS: 10

Participant #2:

Name: Yvonne

Age: 44

Sex: Female

Number of Years as Nurse: 8
Years Working with HIV/AIDS: 2

Participant #3:

Name: Terence

Age: 39

Sex: Male

Number of Years as Nurse: 3 months
Years Working with HIV/AIDS: 7 months

Participant #4:

Name: Patricia

Age: 27

Sex: Female

Number of Years as Nurse: 5

Years Working with HIV/AIDS: 2 years and 3.5 months

Participant #5:

Name: Suzanne

Age: 33

Sex: Female

Number of Years as Nurse: 2.5
Years Working with HIV/AIDS: 2

Participant #6:

Name: Maria

Age: 35

Sex: Female

Number of Years as Nurse: 2 months
Years Working with HIV/AIDS: 2 months
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Participant #7:

Name: Joseph

Age: 51

Sex: Male

Number of Years as Nurse: 10
Years Working with HIV/AIDS: 1

Participant #8:

Name: Anthony

Age: 40

Sex: Male

Number of Years as Nurse: 4.5
Years Working with HIV/AIDS: 2.5

Participant #9:

Name: Lydia

Age: 40

Sex: Female

Number of Years as Nurse: 15
Years Working with HIV/AIDS:

f—

Participant #10:

Name: Felicia

Age: 63

Sex: Female

Number of Years as Nurse: 28

Years Working with HIV/AIDS: 6 months

Participant #11:

Name: Thomas

Age: 38

Sex: Male

Number of Years as Nurse: 2.5
Years Working with HIV/AIDS: 2.5

Participant #12:

Name: Sandra

Age: 44

Sex: Female

Number of Years as Nurse: 24
Years Working with HIV/AIDS: 3
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APPENDIX B

Research Questions

9,
2)
3)
4)
3)

6)
7)
8)

How do you define yourself professionally as a nurse?

What are the qualities of an ideal nurse?

Do your coworkers exhibit these ideals?

What was your first experience working with AIDS patients?

How has your perceptions changed since working with your first AIDS
patient?

How has your actions changed since working with your first AIDS patient?
How do you feel about AIDS?

How do you feel about the AIDS patient?
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