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ABSTRACT

The study investigated student behaviour and knowledge related to HIV/AIDS on
the University of Zululand campus. Because of the social and economic
conditions that exist in the couniry today such research is seen as both urgent
and pertinant. lf is hoped that the study will add to the knowledge base generated
by other siudies conducted at terfiary institutions throughout South Africa. The
study had certain assumptions, which have been supporied by the results of the
survey. It was postulated that women students wouid be more conservative in
sexual behaviour than male students .and that females would be more accepting
and empathetic iowards People living with HIV/AIDS (PLWHA). The study also
predicted that there would be a segment of the siudent population who would
revaal a dissonance between atiitudes, knowledge and behaviours and also that
a proporiion of students of both sexes would reveal significant gaps in their
knowledge about how HIV/AIDS is transmitted. These predictions are
underpinned by the results and discussion thereof, which places them within the

context of early 21% century South African socisty.
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 CHAPTER 1: INTRODUCTION

1.1 introducticn -

HIV/AIDS is arguably the most devastating disease in the history of the world.
Every country in the world has been affected by ifs insidious onslaught. Africa is
in crisis. HIV/AIDS is a threat to the economic and social stability of a continent

already devastated by wars and political instability.

This study investigates behaviour, atlitudes and concomitant knowledge towards
HIV/AIDS in South Africa. It focuses on university studants becaus; they are
individuals who will be vital to the eco}norﬁic: and social future of the couniry. As
ieadﬁers of the future they are role models for younger generations within
" communities in the ’region. Their behaviour and atliiudes are thus important
indicators of awareness and knowiedge within what Shelt (2000) nofes as an age
group, which is at <particular risk. Although the ressarch will only be conducted at
the Univérsity of Zululand, because studeht populations throughout the country
are well matched in terms of age and education it is probable that the research is
indicative of South African students’ behaviour and attifudes generally. It is hoped
that the study will hel'p in planning and updating policy for addressing the issues
of HIV/AIDS on the University of Zululand campus particularly, and be helpful in

formulating new plans of action in the tertiary education arena generally.



1.2 Statement of the problem

HIV/AIDS is undoubtedly thé most de\?astating ihfectious'disease that humanity
“has ever encountered (UNAIDS, 2001). In the two decades since HIV was
Edenﬁﬁéd it has —bacome a worldwide pandemic. Itis estimafed that moré than 60
million peopie have become infected with the virus (UNAIDS, 2002). HIV/AIDS is
the fourth major killer globally and the prirﬁe cause of death in Sub-Saharan
Africa (ibid). There is as yet no cure for the disease. Research by Dr Frank
Palmer on Hf‘v‘ resistant sex workers in Nigeria has led to clinical trials with a
va’é:cine in the United Kingdom, however it is estimated that it will be at least ten

years before its efficacy will be known (Nafional Geographic, 2001).

The human immuno-deficiency virus (HiV) is made up of a sheall of proteins,
‘which sqrround a strand of ribonucleic acid {(RNA) and some enzymes (Gallo &
Joy, 1991). HIV enters thr;_ bloodsiream mainly through exchange of body liquids,
mostly through sexual intercourse, and is fmrnediate!y aetected by the helper T-
cells that recognise the virus ‘as an enemy. These T-cells activate natural killer
cells, 'which attack and eat cells that have been infacted by viruses or bacteria.
The Aids virus howaver escapes the body’s defenders and it homes in on the
helper T cell itself (ibid). Complex processes ensue, bu'ﬁ in effect what happens
is that the deoxyribonucleic acid (DNA), which is the master molecule of life,
actually commands the. cell to make more Aids viruses. After this process has
been repeated a number of times the immune system is deprived of a critical

number of white blood ¢

[4}]

fIs and is unable to combat opporiunistic infections



(Stine, 1993). Even sfrong immune systems may not halt or slow the onset of

Aids.

Globally infection rates continue to increase. There is the probability of high-
unreported incidence in Eastern Europe and China wﬁiie the Middle East and
North Africa has a slower but marked spread; in India the pandemic shows signs
of potential crisis (UNAIDS, 2001). In Sub-Saharan Africa the catastrophs grows.
Shell (2000) asserts tﬁat the rapidity of the spread of the disease in Southern
Africa has major implications fdr the long-term social, sconomic and military
stability of the region. University students, who are ofien referred to as leaders of
the future, fall within the fifteen to twénty tour demographic age range noted as

being at the highest risk of infection in the region (Shall, 2000, UNAIDS, 2001).

HIVIAIDS in South Affica is the fastest growing epidemic in the world amongst
pregnant women (UNAIDS, 2001). The incidence of the virus in pregnant women
was estimated at 24.5% by the end of ZQOO, with one of the highest infection
rates being né)ted in KwaZulu/Natal (UNAIDS, 2001, p. 14). Schonteich (2000)
prédicts that the 350.000 children infected with HIV/AIDS and orphans will be
more at risk of engaging in criminal activity, due to lack of proper support and
" nurturance and the inability of oﬁerburdened welfare organisations to provide
adequate care. This will be a significant coniributor to the increase of the crime
rate in the country thus further undermining its stability (Schonteich, 2000). In

tandem with the social impact, Quatiek (2000, p. 22) notes that the impact on the



South African economy will ‘not bode well’ for much needed foreign investment

and the growth of the local Gross Domestic Product {GDP).

As with most life threatening diseases, people from middle-class backgrounds
who are educated, well nourished and who have access to appropriate drugs
have a greater life expectancy. The existing social and economic conditions
among the working class population of South Africa who are mostly poorly
educated and ofien badly ﬁoudshed are ideal for the transmission of HIV/AIDS.
: Govemment policy, which allows limited access to refroviral drugs for HIV
pregnant women and the population at large, is probably dictated by economics
and is unlikely to change radically in the foreseesable future. [t is estimated that
4 .2 million South Aifricans are living with HIV infection (UNAIDS, 2000, p.14). itis
predi;cted that infection rates will nse exponantially within ihe next twenty years
unless eifective awa;eness programmes are implemented which fargst groups
that are most at risk of infection (Shell, 2000). The social problems in South
Africa are undeminned by the prevailing péradigm of patriarchy, which since the
terrorist attack on the Twin Towers in the United Staies of America appears to

have become reaffirmed globally.

1.3 Motivation for the study
The continued increase in infection rates tﬁroughout South Africa is cause for
concern. There could be as many as 7.5 million People Living With HIV/AIDS
(PLWHA) by 2010 (UNWIRE, 2001). It is apparent that educating the populace of

South Africa about the cause and fransmission of HIV/AIDS is of overriding



.5-

importance. Kelly (2001, p.3) states that the failure of many Aifrican universities to
tackle the HIV/AIDS crisis, leaving many students surrounded by a ‘thick coat of
ignorance’ does not augu-r well for the continent.
However, South Africa unlike maﬁy Affican countries -has institutionalised the
response fo HIV/AIDS in most university sectors (Chetty, 2000). Most tertiary
institutions have adopted policy on HIV/AIDS. Strategic planning for this initiative
svolved from a meeting of South African University Vice-Chancellors (SAUVCA)
in October 2000 (Chetty, 2000). Research' into H!VfA!DS is carried _out by the
majority of' thase institutions, some of which is reviewed by Hafrison, Smit & Mysr
(2000). The University of Zululand adopted an institutional plan for addressing
HI_V/A!DS in 2001, This policy is wide-ranging and offers basic information about
HIV infaction and AIDS, informs students where to get help, and gives a synopsis
of its boiicy and code-of good practise pertaining to the disease. Dube (2000, p.
2) states:

<

Ths University of Zululand recognises that HIV/AIDS is not marsly a health
issue but a development issue that concems the entire community. It is
therefore committed fo playing an active role in mitigating the impact of
HIV/AIDS both on its own constituency of staif and students and on
society as a whole.
Although policies pertaining to HIV/AIDS have been adopted at most campuses
in South Africa a preliminary study into the aftitudes and behaviour of students at
- Rhodes University Campus revealed a wortying dissonancs between awareness

and behaviour. i also found Signiﬁcahi gaps in knowledge about HIV/AIDS

transmission (Partiﬂgton, K.A., Zitianellis, M., Bohmke, W., Troxler, P., & de



Villiers, P. 2001).. The standpeint and conduct of any group designated as,
leaders of the future’ is significant. Research info the knowledge, behaviour and
resultant attitude’ of students at teriiary instifutions is thus both urgent and

-

pertinent in the social and economic climate existing in South Africa today.

1.4 Resumé

The study will investigate student behaviour and knowiedé;e related to HIV/AIDS on
the University of Zululand campus. Because of the sodial and economic conditions
that exist in the counfry foday such research is seen as both urgent and partinent. 1t
is hoped that the study will add to the knowledge base generated by other studies

conducted at tertiary institutions throughout South Africa.



CHAPTER 2: LITERATURE REVIEW

2.1 Introduction

There are many apocryphal namatives about the astiology of HIV/IAIDS. Some
pundits believe that it first surfaced in bEinbaE fimes. In the eary days of the
pandemic, Michaeiit;ies (1991) likened the disease to a plague sent to cleanse
the world of sexual perversion and postu!ated' tﬁat this typé of disaster had wiped
out the ancient cities of Sodom and Gomorrah. He refers to a quote from Genesis

19 verse 4:

The men called out to Lot and asked, “ Where are the men that came fo

stay with you tonight? Bring them out to us.”

Michaelides (1991) further speculates that the virus lay ddrmant until the sexual
excesses of 20" century, partic’u!ériy its acceptance of homosexuality, caused it
to réappear. This type of homophobic response has mostly disappeared. Another
narrative statés that HIV could have mUtated from a virus similar to that caried
by the Green Monkey of Centréi Africa. Hypotheses abound but definite answers
are few. However, it is generally accepted that the fo[loWing is the most likely

scenario ( Fan, H., Chen, }., Rosenberg, N., & Sugden, B., 1989, p.90).

The HIV that exists today probably evolved to its current form in Central
Africa one hundred or so years ago. Fifteen to twenty years ago, it spread
into hfghdensity populations in the Westem world and Africa, leading to
the AIDS epidemic.
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Schoub (1995) concurs with this scenario and further notes that HIV/AIDS was

~ first obsarved in the USA and later recognised in Europe and Affica.

Aifhough the aeﬁciogy. éf the dissase Is unknown we do have answérs about the
physiology and pathophysiology of the refrovirus. RIV/AIDS is well understood
bio-medically and has been well reéearched from this perspective. This chapler
seeks fo give a broad overview of the physiology and pathophysiology associated
with H.IV/AIDS and look at its epidemiology globally, in Sub Saharan Africa and
mare partinently in South Africa. It will also review some of the research, which

has baen conducted on South African University campuses,

2.2 -The physiology of HIV/AIDS
The HIV virus is called the human immuno-deficiency virus or HIV; it is also a
retrovirus. There are two strains of the HIV virus (Fan, Chen, Rosenberg &

Sugden, 1991, p. 11):

Acquired immune deficiency {AIDS) and its aetiological agent, HIV, are of
great clinical importancs z‘oday. There are actually two related strains of
MV, HIV -1 and HIV—2 HiV 1isthe predominant virus associated with
the current AIDS epidemic and is found in sub-Saharan Africa, North
America, Europe and other parts of the world. HIV — 2 is currently found
predominately in westermn coastal Africa, with little presence in North
America or Europe. There is some suggestion that HIV — 2 may causs
AIDS less efficiently than does HIV — 1.
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[t must also be noted that the HIV — 1 type itseif has a number of subtypes, whicf;
have differing geographic disf;n'buﬁo_ns but all produce AIDS similarly. The genetic
information of these virﬁses is carried .En a single strand of RB‘ILA, which is
surrounded by shell proteins (Gallo & Joy, 1991). In order for a refrovirus to take
over a cell and replicéte it must change the RNA to DNA, which is the reverse of
most genetic meséages. It is this backward flow of information th.at gives rise fo
the name refrovirus (ibid). The HIV vifué is small, even in the microscopic world
of bacteria. For instance, all viruses are smaller than a wavelength of visible light
(Hamlmond,- 1998). They contain a core of genetic ma’.:eriai, either ribonucleic
acid (RNA) or deoxyribonucleic acid (DNA) which is sui’rounded by a protective
envelope or shell of proteins. There is some quastion as to whether viruses can
be called living creatures as they contain proteins and genetic material but !éck
_tha cell structures common fo all life (ibid). Viruses can only reproduce within a
host, which they choose v_uith care. The HIV virus is programmed {o targst the
human immune system and its T - cells (Fan et al., 1989). The retrovirus is made
up of a shell c;f proteins that surround a strand of RNA and van'oﬁs enzymes;
RNA is important to the conirol of chemical activilies, which takes place inside
cells (Gallo & Joy, 1991). The kfnd of protein on the shell (or envelope) which
encompasses the virus is shaped in such a way that it fits together exactly with
another protein on the surface of the target cell; if the target cail does not have

that particular protein then the virus cannot invade it (ibid).
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| AlDS is a diseasé, which is caused by the HIV retrovirus. it breaks down that
part of the body, which is known as the immune system. The body's immune
system ordinarily provides us with the weapons_that we need fo fight invading
organisms, mostly we do not know we are under atlack as the immune system
fights off the infruders with ease (ibid). The virus enters the bloodstream typically
during sexual intercourse; the body immediately detects the virus. According fo

Schoub (1895), the virus can also be fransmitted by:

Blood exchange — either by blood transfusion or the sharing of neadtés typical of
substance abusers who use intravenous injections.

Injuries by needles or other shamp instruments — more likely to happen in hospital
environments.

Any injury where there is blood. For instance, in Motor Vehicle Accidents
peréons are at potential risk from the blood of an HIV infected individusal.

Vertical transmissibn — This occurs when the infection is either transmitted to the
foetus in utero or an uninfacted baby becoming infected with the disease through

its mothar's breast milk.

The first three instances of HIV infaction can be regardad as Telativaly rare’ with
sexual intercourse and vertical transmission being modes of ‘regular contagion
(ibid, p.120). Schoub (1995, p.122} notes that the retrovirus would be ‘rapidly

inactivated’ by the following impossible routes of transmission:
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Through the gastrointestinal tract.
By inhaling the virus.

Bed bug, mosquito or toilet seat transmission.

The white blood cells known as helper T-cells, recognise the virus as an enemy;
these T-cells activate natural killer cells, which can usually destroy the cells,
which have been infected by viruses or bacteria (ibid). The HIV virus however
escapes the bod;ﬁs defénders and ignores meost of the other blood cells as it
honés in on the helper T-cell itself (Haseltine, 1990). There it finds a protein
molecule on the surface of the helper T cell, which acts as a specific receptor for
tﬁe virus; it is this periect union between the virus and the molecule that makes
the helper Tcelis vulnarable to the HIV vinjs (Michaelides, 1931). The virus then |

passes through the T- celi's membrane and is sh'ipped of its outer shell in the

‘process (Gallo et al., 1991). The authors state that various responseas occur but

essentially what happsns is that the DNA, which is the master molecule of iife,
actually commands the cell to replicate. When this process has besn repeated a
number of fimes the immune system is deprived of a critic_al number of white cells

and is unable to fight off infections. Haseltine (1990, p. 37) states that:

Some of the major features of the acquired immune deficiency syndrome
may be understood in terms of the characteristics of the virus. Life-long
infection is a consequence of the life cycle of retroviruses and the

formation of stably integrated viral genetic information into host celf DNA.



The sfrength or weaknass of the immune system is probably one of the factors,
which defermine whén an individual develops the symptoms of AIDS atfter
exposure to HiV. Researéh has shown that people living with HIVIAIDS (PLWHA)
do develop ahtibodies to the virus, but they do not stop the disease; except in the
case of HIV resistant sex workers in Nairobi (National Gsaographic, 2001).
Schoub (1895) notes that this is because the virus moves directly from one cell to
another and does not enter the bloodstream. It then secretes itself in the DNA of
the host where the antibodies cannot enter and it reproduces at an exponential
rate giving the organism no time {o mustér its defences (ibid). HIV/AIDS can hide
for years in the cells of an infecied individual and reméin undetected. These
people have no symptoms and can unknowingly spread the disease, usuaily

through sexual intercourse.

it must .aiso be noted that at first the characlteristics of HIV infection in Africa
appeafed to differ from thé)se in the Western world, this distinction was typically
associated with epidemiological variance (ibid). Essentially in Africa it was seen
as a heterosexual disease and in the West a homosexual plagus. This difference
is now ‘obsolete’ as ‘the African patiem of Aids is certainly not confined to Africa’

(ibid, p.21).

To summarise when a virus, which cannot be killed Straight away, enters the
bloodstream it gels past the body's first defence, aniibodies. These antibodies
recognise proteins on the viruses called antigens, and aftack them. When

antibodies do not keep a virus in check the immune system brings out its soldiers;



these are the white blood cells that seek out infected cells and destroy them.
Unfortunately the HIV yirus aftacks these cells, which usually prdtect us. It furns
our white blood cells into imits for making more viruses. [t actually ta‘kes over the
white blood cell. Every time a retrovirus takes over, it fills the white blood cell with
thouéands of new viruses; the cell then dies and releases those viruses fo aftack
more white blood cells. Eventuaily thé immune system cannot stand any more
attacks and infections and conditions that would normally be fought of with eass
may become life threatening. Globally the pattern of HIVIAIDS infection is

characterisad by heterosexual transmission.

2.3 Pathophysiology associated with HIV/AIDS

Gallo et al. (1991), stats that the primary problem associated with HIV infection is
impairment of the body's immune system, as a result of this damage
opporiunistic inféctions occur which eventually leads to the organism's death.

Fan et al. (1989, p. 99) concur:

. The breakdown of the immune system in HIV-infected individuals is a
continuous and gradual process. [t genera!fy begins with the occurrence
of relatively minor opporiunistic infections and usually progresses fo the

severe and life-threatening disease AIDS.
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When individuals first become infected with HIV they usually do not suffer any
manifestation of disease. In some individuals the body may show an immune
reaction against the inféc:tion and the following acute symptoms have been

described (Schoub, 1995):

» Mononucleosis-ike illness — The primary symbtoms are swollen lymph
glands. In the case of HIV infection, all the lymph glands in the body become
infectad and sore throats and fevers can occur. This is known as generalised

lymphadenopathy.

» Brain infection (encephalopathy) — Swelling and inflammation of the brain can
occur even at this early siage in HIV infection. An individual may suifer
impaired brain function and have problems with attenﬁon, memory and/or
prablem solving. Pe-rsonality changes can also oceur during the acute phass

of HIV infaction. ¢

The aforementioned acute symptoms may or may not occur but early failure
of the immune system is characterised by one or more of the following (Fan

et al., 198S).

« Candida — A genus of fungus, which can be defected on the skin and mucous
membranes, for instance the mouth or vagina, of most healthy individuals. In
HIV infected individuals Candida often becomes resistant to treatment and it

infects the mouth where it forms a white furry plaque. The infection can



spread to the oessophagus causing a distressing buming feeling when the

person drinks or eats.

Shingles - this is an excruciatingly painful condition, which manifests as a
rash that usually occurs around the upper body. It is caused by the Varicella
zoster, 2 member of the Herpes family, 'which .causes chickanpox in children.
This virus, after the first infection, can remain in the body for many years and
be reactivated when the body is under sfress. It causes é severe form of

shingles ihat is difficult to freat in HIV infecied individuals.

H-airy LeUkop[akia — This is a condition, which has been seen only in
HIV/AIDS infecied people. The papillas cells on the fongue grow at an
exponential rate and case white plagues to appesar which cannot ba scrapsd

oif: It can make talking and esting difficult.

After the primary or acute infection, which ths individual may or may not
suffer, symptomology a pariod without .any symptomé foilows (the
asymptomatic period). This may he of- a short duration or can be as long as
eight' o ten years (or more). HIV/AIDS infection is then characterised by
symptoms, which typically fall into three groups described, by Fan et al.

(1989):

Wasting syndrome — This is characlerised by a dramatic and suddsn loss of

weight for which the individual has no explanation. 1t is usually accompanied
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by high fevers and night sweats. Diettrech (1997, p.1) makes the following
observation:

There are several inferrelated causes of HIV-associated wasiting. The
primary cause is HIV infection itself. For paffehts who present with wasfing
" and have not yet pursued all options of potent suppressive antiretroviral
therapy, such ﬁherapj/ may reverse the underlying pathophysiology and
obviate the need for palliative measures. Other causes of wasting include
opportunistic infections (OI's) that may cause diarthoea, which in fum may
fead to wasting. Wasting iiself can cause further immunosuppression in
infected persons and predispose them to certain diarrhosal Of's that can
lead to more wasfing. |
Lymphademopathy syndrome — This is an acuie infection of the lymph glands

that can occur at any time aiter HiV infection. |t does not usually cause any

pain.

Dementia — Damage to the brain causes impaired mental function.
cssentially, as the disease takes hold the individual may have problems with
memory, motor functions and the abilify to perform the tasks needed for daily
living. After the onsst of dementia death characteristically occurs after
severéi months.

it must be stated that the neuro'pa’fhoiogy of the Central Nervous System
(CNS) is complex. The retrovirus enters the brain through infected white
biood cells and binds fo the cells in the brain are termed T- cell receptors;
there are other rouies of infection, for inétance, cells that are infected
migrating to the brain from other areas of the body (ibid). Macreamer &

Gallow (1992, p.79) state that
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Not afl HIV infected patients have actual brain inflammation (e.g,
encephalopathy or encephalitis). Particular areas of the brain (focal
lesions) may become infected throughout the brain (diffuse brain
involvement) the virus could damage tissue (grey and white nzafter), nerve
cells {(neurons, which compromise the brain and spinal cord), connective
fibres between 'neurons (nerve fibres) and the covering of these fibres

(myelin sheaths)

Neurological disease can affect up to one third of individuals suffering HIV/AIDS

(Fan, H., Connor, R.F. & Villarreal, L.P., 1989).

« Spinal cord damage (myslopathy) — Spinal cord swelling can occur which
stops narve transmission to the muscles this can lead to wsakness and

paralysis.

» Peripheral nerve damage (nsuropathy) — Swelling of the peripheral nerves
causes sensations of either numbness, buming and stinging to the

exiremities.

Full-blown AIDS occurs when the body’s immune system has no defences leit. It
is usual for sefious opporiunistic infections such as pneumonia and cancer to
occur at this stage of the dissase. The following opportunistic infections are
common to HIV/AIDS infected individuals and indicate that the immune system is

in a disastrous decline (ibid):
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= Pneumocystitis pneumonia (PCP) — The Pnemocystis carini fungus causes
Inflammation of the lungs. It is a common fungus and illness only originates in
individuals who have Compromised immune systems. i is one of the leading

causes of death among persons who have developed AIDS.

~ « Systemic myéosis — Three kinds of commﬁn fungi found in scil can cause
| generalised _infections in HIV/AIDS infection. Healthy people can also get
lunQ infections from these fungi but they are not usuafiy generalised. Whén
the immune system is suppressed this type of fungi can cause extensive and
exﬁeme systemic infections. Usually, with overwhelming infections of this

kind, the individual dies.

« Tuberculosis -Schoub (12985) states that one of the most significant chronic
infections linked fo HIV/AIDS infection is fuberculosis. He notes that in. Sub-
Saharan Africa it is estimated that over one-half of the population is infected

with this disease. The author notes that (ibid, p.107):

Tubarculosis has, therefore, now bacome the most important opportunistic
\Infaction in AIDS in developing couniries. The problem is becoming even
further compounded by the increasing occurrence of tuberculosis caused
by infections, which are resistant to most of the antibiotics and drugs used

in its treatment.

Other infections, which occur, are caused by protozoal, bacterial, viral infactions

and cancers are dascribed by Fan et al., (1989) as:
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The protozoan crypiosperidium causes inflammation of the intestinal tract,
which in healthy individuals would be of a shori-term duration, not more than
several days. In HIV/AIDS patients it causss severe diarrhoea, which can

carry on for months causing exirems loss of weight.

Toxoplasmosis — Domestic cats are a comimon cause of infection. It is a

- parasite, which can cause symptoms similar to those seen in brain tumours.

It is difficult fo treat as the drugs that can be used often cause individuals to

develop a toxic reaction.

Bacterial infections occur typically in children born with the disease usually

causing lung disease but do not occur as often in HIV/AIDS infecied aduits.

Possibly because the mawre immune system constituents that control bacterial

infections are less zffected by the HiV refrovirus.

Cytomegalovirus — a commaonly occurring virus that belongs to the herpes

group can cause fevers, rashes, pneumonia and gasiro-enteritis in HIV

‘infecied individuals.

Kaposi's sarcoma — This is a cancer that causes tumours in the bloods

vessels, which usually presents in older Jewish or Mediterranean men. In
patients with AIDS the tumours, which can be seen as brown, purple or pink

lesions on the skin spread over the entire body and its linings.
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+ Lymphomas - Typiczally these are cancers, which are associated with the B-
cells that exist in the immune system. A specific type of lymphoma can

invade the brain of AIDS patients.

-

[n summary, HIV is an RNA retrovirus pathogenic in humans. HIV infection
causes a progressive deterioréﬁon of immuns funct-ion, of which A!DS is a late
manifesiation. This occurs through destruction of lymphecytes, also known as
helper T cells. As immung function weakens, the body becomes vulnerable to
- various infections and tumours, which cause the severe morbidity and mortélity :
associated with AIDS. The loss of helper T cells has an exceptionally devastating

impact on immune defence against viruses, fungi, parasites, and certain bacteria.

2.3.1 The treatment of HIV/AIDS

‘The treatment of individuals is currently undertaken by using Zidovudine (AZT),
which suppresses the replication of the refrovirus. A thres in on2 drug is also
a&éilab[e and has had favourable results. These drugs delay the onset of AIDS
but do not cure the diseése. The drug nevarapine is given fo pregnant mothers
- as it cuts the mother to child infection rate from beatwaen 20% to 50% (Sunday
Times, 16.5.2002.p.7). Effectively HIV positive mothers can then give birth to
HIV negative babies. The South African Government has been ordered by the
High Court of the land to provide nevarapine free to pregnant HIV positive
nﬁoihers. Thé African Nationalist govermment took the batile to the constitutional
court; it openly stated that it couldn't bear the cost of such a programme. The

result of the hearing zllows for the distribution of free nevaripine at specific
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élinics/hospitais. It remains to be seen if this policy will see a decrease in infant
HIV/AIDS infection and mortality rates.

The idea of immunising péople against HIV/AIDS was first stated by Jonas Salk,
- who invenied the polio vaccine (Schoub, 1995). There are numeroals problems
_ aésoéiated with the formulation of an effective vaccine, not least of which is the
ethics of undertaking frials on human subjects. Schoub (1995, p.198) notes that
there. is a guarded optimism that ‘a utilisable vaccine’ could be in use in the next
tw'o decades. For instance, Dr Frank Palmer has besen instrumental in the
development of an HiV/AlDS vaccing in th.e United Kingdom; it is predicied that
clinical trials lasting at least 10 years will be required o see if It is effective

(National Geographic, 2001).

2.4 Patiemns of HIV/AIDS infection globally

in 2001, the first year of the néw millennium, around 40 million people world-wide
were estimated fo be living with HIV/AID (UNAIDS, 2001). This organisation
notes that at least a third of the above figure are people between the ages of 15 —
24 years, who are also those mosf at risk of infection. UNAIDS (2001) reports
that the most worrying thing about this is that most of these individuals do not
know they carmry the virus. This is because many' countries do not have effective
campaigns that will educate their populace about the disease. ‘Many millions

know nothing or too litfle about HIV to protect themselves against it’ (ibid, p.1).



The following ‘global overview’ is adapted from the World Health Organisations

WHO) UNAIDS update (December, 2002, p. 2):

- 2.4.1 Eastern Europe and Central Asia

This sector, especially the Russian Federation continues to undergo what has
now become the most rapidly growing épidemic in the world. it is calculated that
dgring 2002 there were two hundred and fifty thousan_d new infections (UNAIDS,
2002, p.13). Atleast 1 million people live with HIV/AIDS in this region. It is noted
that with the high levels df other sexually tfransmitied infections and the high rate

of infravenous drug use the epidemic looks resolved to grow.

2.4.2 Asia and the Pacific

An estimated 7.2 million. people in this region live with HIV/AIDS (ibid, p.13).
During 2002 the disezse caused four hundred and ninely thousand deaths. It
muét be stated that the seemingly low rates of infection in this region are
seriously deceiving. This is because they mask the incidence of high rates of

- localised epidemic:s' in certain of the world’s most populated countries.

2.4.3 The Mid_dle-East and North Africa

This region has shown a slow but steady spread of the disease, the estimated
incidence of PLWHA is five hundred and fiity thousand (ibid, p.24). Ths

distribution is most notable in countriss like Djibou%i, Sudan and Somazlia
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countries already in crisis. It is true that most of the region enjoys a low
incidence of infection but increasing numbers of PLWHA are being seen in the

[slamic Republic of Iran and Libya.

2.4.4 High-income countries

These carry the risk of a revived epidemic. It is estimated that over seventy six
thousand people in countries like North America, England and Ausiralia were
infected with HIV/AIDS during 2002(ibid, p.26). This brings the total of PLWHA in
thesé countries close to two million. There is alarming evidence of rising
infection rates. The major problem is the practise of u.nsafe sex and the high

incidence of intfravenous drug use.

2.4.5 Latin America -and the Caribbean

PLWHA in this regi_on are eé’timated at nearly two million; the Caribbeah has an
infection rate amongst aduits of about 2%, which makes it the second most area
of infection globally (ibid, p.21).7 Howsaver, éouth and Central American cduntries
have a fairly low infection rate. It is noted that the epidemic has taken hbld
among particular popuiétion groups, pariicularty amongst the lower working

classes.
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2.5 HIV/AIDS infection in Sub-Saharan Africa

Sub Saharan Africa remains the region most severely affected by HIV/AIDS.
Approximately 3.5 million new infections occurred in 2002, bringing to 29.4 million
the total number of people living with HIV/AIDS in this region (UNAIDS, 2002,

p.17).

The following overview of speciiic countries in Sub Saharan Airica has been
adapted from the WHO,_UNAEDS (2002, pp.714-20) report and gives an indic_ation
of how HIV/AIDS is devastating the region. it must be noted that soms countries
do not provide statistics relating to the pandemic. Nevertheless, it is a reasonable
to assume that all countries in the region share similar pattems of HIV/AIDS

infaction.

2.5.1 Burkino Faso, Cameroon, Cote d’lvoire, and Togo

In these West African countries the prevaience of infechion rates amongst adulis
is more than 5%. They are poor regions and little appeérs to be happening in
terms of HIV/AIDS prevention programmes. The Cote d'lvoire’s education
programmes are resulting in | people becoming more knowledgeable. For
instance, in the capita!‘Abidjan, pre-test and post test counssailing has ensured
that 80% of pregnant women are told the results of their HIV infection tests.
Problematically only 50% of these mothers to be retumn to recsive access for

drugs, which would help to prevent mother to child transmission of the virus.



2.5.2 Botswana

PLWHA in this comparatively successful couniry are the first ones fo be provided
with ante-retroviral drugsr through the public healthcare system. The overall rate
of infection appears o be on the decline. However, the rate of infection amongst
HIV infected pregnant women is still a cause for profound concem. [n the rural

areas infection rafe is recorded st 43.9%, and in tha urban areas 35.5%.

2.5.3 The Democratic Republic of Congo

This war torn land, which in the last two decades has slid further and further into
political and social chacs, can be safely assumed o have a pandemic of crifical
propertions.  Figures of PLWHA and prevalence of infection are, howsver, not

availabla.

2.54 Kenya
This couhtry can be considered to be in crisis. Kenya's Population Coﬁn'cii
surveyed the population in 2001 and found that 50% of the women who
answered questionnairas had not (UNAIDS, 2001, p.16):
Disclosed their HIV Status fo their pariners becauss they feared it would
expose them fo violence or abandonment not only are voluntary
counsefffhg and testing services in short supply across tha country, but
stigma and discrimination continue fo discourage people from discovering

their HIV status.
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2.5.5 Nigeria
Infection rate amongst the adult populace is estimated to be more than 5%.
More moeney is being spent on govemmental response to the pandemic and in

2002 an HIV/AIDS emergency action plan was launched.

2.5.6 Senegal
This country has a government that has general political support for its plan of
action related to HIV/AIDS. This has resuiied in a stasis — the pandamic, has

netther grown nor declined.

2.5.7 Somalia, Guinea Bissau & Sierra Leone
Worryingly in Somalia, 70% of girls aged between 1519 years have little
knowiedge about HIVIAIDS. Even worst, in Sierra Leons and Guinea Bissau

more than 40% of girls in this age group have naver even heard of the disease.

2 5.8 Swaziland

in 2002 the rate of HIV infection amongst pregnant women was 34.5% in rural

areas and 32.2% in urban areas, which is extremely high.

2.5.8 Zambia
The rate of infection amongst urban dwellers is declining. This is noted
particularfy in young women agsd betwesn 15 — 24 years. The HIV/AIDS

~ education programmes appear fo ba bearing fruit. Recent investigation indicate



_27-

that urban men and women have fewsr multiple partners, wear condoms and
engage in sexual intercourse less often. The spread of disease in rural areas is

still, however cause for concem.

2.5.10 Zimbabwe

As this country plunges further into political chaos up to date figures on the
prevalence of infection is not available. It is reasonable to hypothesise that with
the gro‘._fving levels of malnuirition and lack of state spending on healthcare that
the situation in the country, with regard to the pandemic,' is of critical proportions.
it has béeh noted that only 11% of the women iﬁ the country have been tested for

HIV and of this small percentage only about 50% retum to collect the results.

To conclude, there is much promising progress in the region, many countries
have adopted a national sirategic plan and most others are in the process of
developing a blusprint (UNAIDS, 2002). _ It appears that there is increasing
political wi!l fo stem the ﬂéw of HIV/IAIDS. Th%s is seen in conferences such as
The African Dévelopment Forum (2000) and the Organisation of African Unity
Summit on HIV/AIDS. It must also be noted that at a meéﬁng of African Heads of
State in 2001 the attending leaders agread to give at least 15% of their countries

annual budgets to improve health services.
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UNAIDS (2002) siates that HIV infection is now undoubtedly the principal threat
‘o the continent’s continued progress and ifs pursuit of-an African Renaissance.
Mahy governmentis in Sub-Saharan Africa rely on a small_ number of skilled
individuals in crucial areas of public, political and social services. Countries that
~ are the worst fﬂt ara losing many of these peo;ﬁle to AIDS, which has resulted ina
dacline in their economic base and loss of essential services such as health care,
and education {ibid). It must also be stated that the many wars in the region are
also instrumental in aiding the spread of-the virus. People who live in war fom
regions are often éxposéd fo pandemics such as HIV/AIDS, these éan move
along the faultlines of society taking advantage of its faults and flaws.
(Michaelides, 1991). These problems have added to the regions instability which
has resulied in less foreign invesiment. This has further exacerbated the problem
bacause with less investment there are fewar jobs thus poverty and poor social
conditions are worsen’ed._ Diseases prosper in poverty sticken regions -

©

HIV/AIDS is no exception.

2.6 HIV/AIDS infection in South Africa

UNAIDS (2002) reports that one ininina individuals in the country are infacted
with {he HIV virus. It also notes that the South African Health minisiry states that
the incidence of HIV infeclion amongst pregnant women was about 24.5%
counirywide in 2000. Although infection rates amongst adolescants has dropped

a disturbing frend has been seen in the 20 — 34 year ags group who show
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increased rates of infection (ibid). Shell (2000, p.7) likens the HIV/AIDS

pandsmic to warfare:

If the HIV/AIDS pandemic was a war, South African might have fo
considgr surrender. The enemy has targeted women and children affer
first devastating the nation’s sméll homoesexual community. By 2000 the
enemy hés decimated the entire population — in the strict Roman military
sense o}‘ !osing one in ten.... But the.pandemic is not a war: if only it was.

The pandemic is worse. . .the virus has no human understanding.

A!thdugh it is probable that HIV/AIDS existed in the country asrearly as the mid
1970's tha first two cases of HIV infeclion were diagnosed in 1982 and the first
death from the disease was recorded- in 1885 (ibid). Shell (2000) has tracked
the course of the disease and notes that homosexual tranémission reached its
highest point in 1980 an.d that from this point forward the disease Eecame
devastatingly r;eterosexuai. For instance én 1996 73% of all the reported HIV
infected persons were female (Departmeant of Health, 1996, p.‘!O). The follc;'ving

table highlights the devastation, which the pandemic is wreaking in the country

(Shell, 2000, p. 11):



Table 2.1

Aids impact on South African ponulation.

1990-2000

1990

2000 :

Life expectahcy 65 years

Life expectancy 56.5 years

Fewer than 1000 AIDS deaths gver
the year '

It is estimated that between 140-15Q
000 AIDS deaths will have occurred

The probability of 2 15 y ear old dying
before the age of 60 = 40 psr 1000 .

The probability of a 15 year old dying
before the age of 60 sstimated at 80
per 1000

Less than 0.5% of the population
infected with HIV/AIDS

Further:

+- 330 000 AIDS sick

25000 new infections per day

There will ba betwaen 100 000 and 150
000 children orphansed due to AIDS
{Dorringion, 1999) -

There can be no doubt that South Africa’s good inirasiructure has paradoxically

aided the spread of HIV/AIDS. Essentially the good road, train and air networks

help convey the virus as well as people and goods; in fact the transmission of the

disease globally would probably not have reached pandemic proportions without

the advent of the Jumbo Jat in the late 1970’s. Partingion (1998) notes that a

quarier of the world’s populéﬁon isin trahsit at any given moment, courtesy of the

Boeing 747. The impact of HIV/AIDS will take its toll on the following in South

Africa (Shell, 2000):

» The economy — There will be huge monetary burdens placad on all levels of

government.

Production will fall because staff who are both skilled and

experienced will become ill and eventually and die. The government will have

to realiocate areas of the budget, which will probably cause a reduction in
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economic growih. South Africa will lose overseas investment, és the extent of
the pandemic in the country becomes known.
Medical costs — In the year 2000 there were about 4 million HIV infected
people in the country and the cost of freatment fof each individual for one
- month was estimated at R4300. Using these figures ons can calculate the
minimum costs of medication alone per ysar for t-reating advanced AIDS
cases five years from that date as in excess of R750 000 000 000 (Glaxo,
f 999). Quatiek (2000) predicts that HIV infection ratés will rise {o a plateau of
about 17% by 2006. On the basis of this .she pestulates that the rate of
- infection amongst skii.led and semi-skilled workers will rise as high as 30%.
She predicts a gloomy future for the South African consumer (Quatiek, 2000,
p.28):
The costs of the Aids epidemic are likely to cause a domsstic savings
squesze — and this could potentially set off a vicious spiral. Domestic
savings as a percentage of the Gross Domestic Product are expected fo
be on average 2 percentage points lower. South Africa would need to

attract foreign savings to plug the gap.

This was written before the downward spiral of the South African currency in

2002 and the rising tension in the Middle East, which has impacted on oil prices

giobally. It is clear that with these new sfressors the polential economic

problems in South Africa are much worse than praeviously anticipated.



« Impact on family structure — Many individuals infected with BIV/AIDS and who
ultimately succumb fo the disease are parents and leaders in sociely. This
means that whole gen-erations of children will grow to adulthood without the

love and care of parents as role models.

« Impact on women and children - PLWHA nead proper care the burden of
Wh‘rch has traditionally fallen oh the women in a family. As the HIV infection
rate is highest amongst young women then women who are in their fafe 50's
and oldar wifé be left to deal with this problem. There is also an Qrban myih in
tha region that intercourse with an uninfectad girl or child will cure an
individual of the disease. This has led ta an increass in violent rapes on both
women and. children of both sexas, some as young a5 5 months. Welman
(1999, p.19) notes: |

chough womsn ars f‘aped every day in South Africa to filf four Jurnbo Jets,
which is a national disgrace.
South Aﬁ'icé has a socistal structure that is underpinnedrby the paradigm of
patriarchy. This stems from colonialism, tribalism and apariheid all of which
promots male authoritarian values. As a result females often fesl powerless in
terms of sexual refationships, which typically see the woman as child and the

male as parent.



Orphans — Children who are orphaned because of AIDS often fined
themselves shunned by sociely. -t is also i:rue. that increasing numbers of
babies who are HIV pbsiﬂve are abandoned. The department OI: health has
estimated that there will be a million children under the age of 15 who will
have lost their mathers to AIDS in the near future (Depatiment of Health,

1939). This tragedy is summed up by Shall (2000, p.19):

By 2010 there will be an orphan for every parking bay in every major city
in South Africa. The Depariment of Health reporfs soma studies showing
that death rates among orphans are 2.5 to 3 timas higher than those of

non-orphans.

impact on the individual — PLWHA are prong to both severe: depression and
feel vary alona. ;Fhe ps?jychoidgical reaction to infection has baen found to bé

more emotional than for other fatal diseases.

Impact on life expectancy — The average in the aforementioned table does naot

take into adcount group differences. Shell (2000, p. 16) separates individuals

into three distinct groups:

Those born with the virus can expect to live 2.5 years.

Thoss bom free of the virus but who contract it in later life. Their life

expectancy is about 25 years.
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. Finéﬂy, those barn free of the virus and wha live such that they are at low risk
of contracting the virus; their life expectancy will be in the high 60’s.

Schonteich (2000, p.57) has noted another probable outcoms of the HIV/AIDS

pandemic. He hypothesises that there will be a significantly higher crime rate in

the country.

rowing up without parents and badly supervised by relatives and welfars
organisations this growing pool of orphans will be at greafer than average

risk to engage in criminal activity.

He further states that as teena§ers and young éduits commit most crims, many
éf whom will have !oét their parents, the burden of care for these youngsiers will
fall on the state. From this it can be inferred that more money will be nesded fo
maintain all aspects of the criminal justicé system, courts, prisons etc. This wili

add to the countﬁes economic burden. Schbnteich (2000) postulates that
increase in tﬁe rate of crime M!! occur over a 5 to 20 year period and wams that
the govermnment must find a new plan of action _for &aaiing with this problem. Hs
postulates that traditional crime prevention methods have Eitﬂe efiect. This is
probably bacauss they were been férmufated in a socio-historic context that does

not take into account the mood and attifudes of young pesople in contemporary

socisly. Recently the problem has made itself known to the general public in



South Afﬁca through the print media. For instance, Clarke (2002, p.1) in a hard-
hittihg leader page arﬁc!e_ for the lndepéndent Newspaper states that:
Timz is running out for South Africa fo come to grips with the n-ightmaﬁsh
speétre of feral aids orphan gangs roaming our city streefs. Scientists and
research workefs paint a 7gn'm, nfghfrnaﬁéh picture of bands of lawless
" children, armed to the teeth and rampaging for food sﬁe[fer; Waging war

against each other and society &t largs.

She notes ihai there are 100 000 AIDS orphars living in KwazuluNata! alone and -

this figure could rise exponentially within the next decade.

2. 7 Examples of HIV/AIDS research undertaken on South African

university campuses |

Harvey (1997: -p-10) states that pufposé!ess investiga_iﬁons info behaviours,
attitudes and knowledge undertaken at a countrywide level, could overlook
‘specific sub-groups’ such as univéréity students who as specific populations may
have divergent ‘values and beliefs’ from the general populace. This is echoed
py Partington &t al.—(1998), who note that attitudes are inherent to belisf systems
and concomitant values that make up speciiic populations or subgroups;
essenfially any such subgroup is likely to downplay some risks and accentuate

others.



The most significant consideration, however, is that quaniitaiive studies can
ascertain psychosocial componenté of behaviours that put individuals at risk; the
resuliant policy and educational interventions can save future loss of life (Shell,

2001). it is thus imporiant that investigations of specific populations, particularly

those thét fall into the most at risk 15 — 24 year age group, are undertaken.

DramAide, a Non-Govemmental Organisation (NGO) is based on {he campus of

the University of Zululand. Harrison et al., (2002, p.5) note that:

The programme uses a peer-based approach ithat involves the use of
drama to impart educational messages, especially to the youth. It relies
on this method and recruifs peer leadsrs from schools fo design and
present HIV/AIDS educational drama to classmates. The programme was
evaluated in a randomised, conirolled trial, which showed significantly
improved knowledge and aftifudes among studenis exposed to the
programme, and an increase in condom use amongst sexually active

studenis.

Hallowes (2001, p. 27) tried o ‘identify or determing the aftitudes of young adults
towards AIDS’ at a high schoo! in Empangeni, KwazuluNatal. Her research
‘determined that females have more empathstic atiitude towards PLWHA but that
they were not as willing to go for HIV testing. She also noted that white males
have a more negative attitude towards AIDS than white females and other sthnic

groups.



Mclntyre, Alons, Brown, Magnani & Kaufman (2000), at the University of Natal,
evaluated a Life Skills programme aimed at reaching two high school teachers in
each province of the céuntry. They found that the programme .encountered
considerable difﬁcu!tfes because of geographical and school curriculum

constraints. It has thus had limited succass.

Julia Cardo (1999) while based at Rhodes University used a phenomenofogicél
methodology to interpret HIV and Metaphor as an imaginative response to
iliness. lﬁ this qualitative study she states that the medicai modet has basn
criticised for a percaived failure to listen to people and how they experience and
make meaning of iliness. She states that HIV/AIDS has disputed ths adequacy of
the bio-medical model and has made the meaning of illnass more salient in the

'caring professions. For instance, Cardo (1929, p.i) assaris:

This study revealed that metaphorical thinking about HIV/AIDS has a
powerful impact on individuals’ embodiment of their world. Mataphor is
| also an effective means of conveying and eliciting meaning in the

experience of iflnass.

Nel, Foot, Shipalala, Lodge, & Usher (2001) undertook an ethnographic
ob_servation focused on student reaction fo different forms of AIDS/HIV
communication on the Rhodes University campus. They determinad that because
the information was often not relayed in an appropriate or relevant mode fo the

student population, it was generally ignored.
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Parﬁngton, K.A..,_Zitiane!lis', M., Bohmke, W_, Troxler, P., & de Villiers, P. (2001) in a
quantitatiye survey, on react.ions to aids communication on the Rhodes University
campus, found that stﬁ_dents who responded té the quesﬁonilaire had some
knowledge about HIV/AIDS but that there wera signiﬁcant' gaps in knowledge and
understanding about the disease. They also found a worrying dissonance between

knowledge about the sexual fransmission of the disease and risky sexual behaviour.

Harvey (1897) studied attitudes and behaviour related to AIDS/HIV among Zulu
spaaking standard eight high.school-students_. ‘The rasuits of this stﬁdy found
that the sample had insufficient knowladge about HIV/AIDS; because of this they
ware not able fo devebp batter attitudes about the disease. The author also
found that even though students accepted that the disease caused death, few
thouéht that fhey would be susceptible. As a result of this the adoption of

‘praventative behaviour was not perceived imporiant.

These resulls are underpinned by a U‘hiversity of Durban Westville study
conducted by ‘Razak_ (1996). Her research was a qualitative investigation of
- knowledge, aititudes and sexual practice of adolescents in relation to sexually
fransmitted diseases and HIV/AIDS. She noted that few adoiescents are able to-
‘transiate their kno.wiedge into adopting saie sex behaviour (ibid, p.11). Razak
(1996) recommended that health promction and sex education, which isﬁ user
friendly and accessible in the community, is needed fo help prevent high-risk

behaviour among adolescents.



2.8 Resumé&

In summary, research th South African Universities is ongoing and essential.
The HIV/AIDS pandemic is not yet at its peak in the region and investigations
both of a qualitative and quantitative nature into all arenas pertaining to HIV/AIDS
is necessary. This will allow a broad understanding on the impact of the disease
rom community, individual and economic perspectives. In tum, this will allow the
formulation of appropriate and effective metho_d’s of coping with the pandemic

within spécfﬁc sub-groups and the country and largse.
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CHAPTER 3: METHODOLOGY

3.1 Introduction

The purpose of this study is {o contextualise existing HIV/AIDS associated
behaviour, attitudss and knowledge among a demarcated high-risk group,
namely individuals falling within the 15-24 year age group. The hezlth belief
model (HBM) underpins the construction of the questionnaire-basad survey that
was conducted at the University of Zululand amongst predominately Zulu
spaaking sfudents. This modsl sstablishes 6 related fac{ors o HIV/IAIDS (see
34) A pre_\{ious study by Harvay (1897) was conducted amongst adolescant Zulu
school children using a similar, though not as extensive questionnaire. A pilot

study was thus deemed unnecessary.

3.2 Sample

The sample of 200 for this research was drawn 6,487 studsnts at the University of
Zululand (See Appendix 2).  Systematic random sampling was usad as in this way
‘one can be reasonably sure that the popufaﬁon is ndt skewed or biased bécauée of
inequality in any of the subpopulations’ (Leedy, 1997, p.212). A fist of students
attending the university was obtained and the 1% student was selected thersafter
every 32™ person was randomly selected. The participants weare well maiched
(homogenous) in terms of age and education iending reliability and validity to the
method, that is each individual fell into the designated age range requisite fo the
study and each participant met the academic requirements for acceptance at the

aforementionad tertiary institution. Exclusion criteria was limited to students who did
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not fall within the 15 — 24 demographic range which is noted as being .par'ticulariy at
risk (Sheli, 2000, UNAIDS 2001). Thres protocols were excluded bscause the
respondents did not fall within the specified age range and 47 were discarded

because of failure to adequately complete the protocol.

3.3 Ethical Considerations

The educational institution where the research took place accepted the
disseriation proposal, which implies an implicit acceptance of the subject matter

and related questionnaire.

Individual pariicipanis were Informed about the character and purpose of the
study. They were informed verbally when the questionnaires were handed out
and informed that all participants'would remsin anonymoué. A covering letter
wzs also atiached to the front page of the protocol in line with the psychology -

depariment’s strict adherence to sthical practice (Appandix B).

3.4 The Questionnaire

The gusstionnaire consisted of 63 questions, which had to be answered by all
raspondents. The first six ques_tioné related to demographic dstails.  The remaining
57 questions related fo knowledge, behaviour and aftitudes releting to HIV/AIDS.
The questions were sclected to allow for in-depth statistical analysis to be
underizken. The protocol was sequenced in such a way that it snabled the [zast
threatening demographic fype questions o be asked first, followed by those

regarding atiifudes and knowledge. These were foliowed by gusstions pertaining to
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personal sexual behaviour. Other questions related to knowledge and atiifude, which
enabled the participant to regain equilibrium after answering the challenging personal
gquestions. | )

A final open-ended questién asking how participants felf during the completion of the

questionnaire and for any additional comments was included. This will be reviewed

briefly, separate to the quantitative data, to show trends in student thinking.

The HBM (Rosensiock, Strecher & Becker, 1994) basically overviews the
~ determinants of health;reiated ‘behaviours which identify a number of elements th.at
serve fo either advance or discourage the adopiion of a healthy behavioural mode.
The major challenge the model faces is that people are evidently willing to ignore the
long term sffects of their behaviour in favour of more pressing concemns.  In the
context of this research the obvious example is that people may ignore concern
about acquiring the H[V. retrovirus when faced-with mara immediate nesds such as
sexual gratification or perhaps péer pressura (Harvey,_ 1997). The six components of
thé HBM we;e used as a guide to develop the questions in the protocol and adapted

from Rosensiock et al. (1994):

1. Knowledge — This periains to knowledge of healih risks and what can be
considered high-risk behaviour. It also refers fo where the individual can gain
information about preventative msathods, which can be usad to prevent HIV/AIDS

infection.
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. Perceived susceptibility — This refers to the individual's subjective perception of

confracting a particular iliness.

. Perceived barriers — This is the opposite of the above, It is*what an individual
parceives as a negative outcome when faced with the adoption a health
promoting behaviour. For instance, men may not want to wear a condom

because of cultural issuss

L. Perceived severity — Ré!ates to the .sub}ective eva!gzaﬁon of medicél, social and/or
financial p?ob!ems associated with béceming infected with HIV/AIDS., | an
individual has wiinessed a relative or frisnd bsing .repeatedly hospitalised
becausez of an illness s/he will perceive the financial implications inherent to

 diseasea.

. Perceived bensiits — Pertains {o the pesitive outcomes linked to adopting specific
behaviours — people will only adopt these behaviours if they feel they will benefit.
Men may bs persuadad to use a condom it they believe that it is an effective way

of preventing HIV/AIDS infection.

. Cues fo action — Thase can be likened to machanisms, which trigger a specific
response. If, for instance, more than one individual in a family has died of
HIV/AIDS an adolescent can be cued fo act in a positive health-promoting

manner. This could be sexual abstinance or the use of condoms.

A full copy of the questionnaire can be found in Appendix 1



3.5 Data coﬂecﬁon

Each student_ was administered a questionnaire with 60 questions. A section of the
survey provided information on personal history. The questionnaire was further
developed, underpinned by the Health Beliaf Modsel, to &licit information on gttitudes
to HIV/AIDS and the sexual behaviour of the respondents. Each questionnaire was
given to a pariicipant who filled in the protoco! individually in a group seiting, which
fook no-l_onger _than 25 minutes. A masters student in counssliing psychology

supearvisad the filling in of the questionnaires to ensure individual privacy.
p

3.6 Data analysis

The basic aim of this study is to examine student behaviour, attitudes and related
knowlaedgs fo HIV/AIDS on the University of Zululand campus. Cne of the main
cbjectives in the current study is o provide descriptive information that will add {o
the resear¢h base in South Africa generanly. It is also postulated that because
the studenf popuiation in South Africa;’s tertiary institutions is well matched
(homogeneous) in terms of age and education, that is the student populations
meet the academic requirements required for acceptance into a tertiary instifution
and are in the demographic age range required by the study, it is probable that
ihis research is indicative of South African student behaviour and attitudes
nationwide. Reﬁébility and validity is lent to the study bscause the sampls group,
was drawn from a population gensrally well matched in ferms of two key
variables level of education, and homogsneity within a spscific age rangs

(Stesie, 2001).



The following predictions are based on general stersotypes, which this study seeks fo
affirm or reject, and a preliminary unpublished study undertakeri on the Rhodes

University Campus, Grahamstown. It is hypothesised that:

« Women studenis will be_ more conservative in sexual behaviour than male
students.

« Women studenis will be more accepting and empathe_tic towards People Living
with HIV/AIDS. -

« There will be a segment of the student population who will reveal a dissonance
betwaean attitudes and know!edga and their behaviour.

» A proportion of students of both sexes will reveal significant gaps in their

knowiedge about how HIV/AIDS is transmitied.

To achieve this alm the following stalistical invesligations were made:

+ Descriptive statistics — Diamontonoulus et al. (1997), note that visual
representations, like piciures, give a clear illustration of data thus some graphicai
représentation of spacific tables is provided. Cross tabulation of gender resuits

will be presented as percantages (%'s).
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« Chi Sq (X} — fo test for the association bstween two nominal variables. For
instance, to check for an associgtion betwean gender and perceived empathy

towards people living with HIV/AIDS.

« Indepsndent t tesis- -~ used on interval data to compare means within the
subgroups of the sample population io establish if any significant differences
exist. Bonferroni adjustment to the level of significance is unnecassary because
the statistical analysis is performed on subsets of groups and not on muitiple

pairwise comparisons (Miller, 1981).

» leveng’s fsiatisiic - used to test for equality of variance of the resulis between the
different groups_ and/or sub-groups (Mardia, Kent & Bid‘dy, 1979). ThE_s will
indicate how individual raw scores vary re_!ative’ to tha mean and will show which
group has ihe greater spread of resulis. A smailer spread of_ resulis indicates a
raspense paitern that is more cohesive; a greaier spread of resuits is indicative of
a less cohesive response paftem wiihih ihat group. Essentially, a sub group

| {malefifemale) within the broader group (all respondents) may have a wider or
narrower opinionlknowiedge base to speciiic questions, which can bz ascertainad

by comparing the variability.

3.7 Resums
The meathodology of the study is underpinrned by a sound research desi'gn
underpinned by a valid conceptual model and parﬁcu!ar'attention {o ethicai

procedures.
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CHAPTER 4: RESULTS

4.1 Introduction

From the fwo hundred questionnaires re’turned, fiity ware discarded.. Forty-seven

were rejected becauée of the failure of respondents to complete the surveys and

three were excluded because the respondents did not meet the given age

criteria. The analysis was undertaken on ths one hundred and fifty guestionnaires

that were returnad with all questions com.p!eted by the sample group.

Females made up forty four perceﬁi'and males fifty six .percent otf the final
sample. [nisrastingly, males wers mors _Wi[!ing to complets the questionnaire
than females.! The University of Zufuland has a highar intake of female students?
than males so the unWEiiingness of females to complete the questipnnaire is an
area that has the potential for further study.” Tha age range of the respondents
was betwesn 15-24, which is required in terms of the study as thsse ars the
Endivid&als who are mos% at risk of HIV/AIDS infection.

Demographic;s of the sample population are given in numbers of the participating
group. The resulis partaining to th‘e HBM modal of quastioning are expressad as
perceniéges (%) and broken down into gender across'the sample group. The chi
square statistic is used fo esﬁmaté aSsocEatiqn betwaen variables, for instance, {o
cﬁeck for an association betwean gender and psrceived empathy fo PLWHA.
Any statistically significant data is fepor‘zed. An Independent T test is used on

appropriate data and any stafistically significant difference between genders is

iSeepagelOl
“~ See Appendix 2



reported. Levene’s test for equality of variance is used to display variability within

groups.

4.2 Demographics

The foiiowihg tables are irncluded to show predominant language, race, sexual
orientation, number of réspondents who have had sexual intercourse and at what
age they first had sexuai relations in the sample group. Atable shovﬁng religion
to which the respondent belongs is included, notabfy only 14 of the réspondents
(0.0é%) said they had no religious affiliation. There is a multiplicity of different
ré!igious groupings in the sample, which is likely fo reflect the student population

as a whole.

_ -Tab_fe 421
Racial grouping

RACIAL GROUPING | MALE | FEMALE | TOTAL

African ) 80 60 140
Coloured 4 1 5
Indian ‘ 0 5 5

TOTAL 84 66 - 1150




Table 4.2.2
Language spoken

GENDER AFKN |ENG | SETS | SOTH [ZUL | OTH TOTAL
MALE 2 1 0 1 88 i2 84
FEMALE a 5 3 G 57 1 66

ALL GROUPS | 2 6 - 3 1 125 13 150
KEY: _

+ AFKN =AFRIKAANS ENG = ENGLISH

« SETS = SETSWANA SOTH  =SESOTHO

« ZUL =ZULU OTH - =OTHER

The principal language is Zulu, which reflects the ethnicity of the surrounding

area.

. Table4.23
Sexusl orientation

GENDER | HETEROSEXUAL | HOMOSEXUAL | TOTAL
Male 79 : 5 34
Female 68 Q 66
TOTAL 145 5 ] 150

Individuals who participate in the survey are predominately heterosexual a

statistic which most likely reflects the student body as a whole.
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Table 4.2.4

84
66

22y | T

21Y

20Y

07
10

18Y

113
21

17Y
14
21

16Y
17
23

Y = age in years G = Gender

)

15Y
14
6

1

14Y

. agelsex = 150*2*normal(x, 12.6867, 7.2742

—

33

24

20
=0

22, Min

G
Bz
P

T = Total number of Respondents * NS = Not had sex *
40t

KEY: M= Male *F = Female * All G's = All groups
Histogram 4.2.1

45

Parcentage of individuals who have had sex, all groups at given age

All
G's

»

$40 30 ON

u//@/@///w//ﬁ%/ v/// X

rage/sex: N = 150, Mean = 12 6866667, StdDv = 7,27424128, Max



Seventeen males and sixtesn females report not having had sexual intercourse
at alt which accounts for 22% of thé sample group, this may r:a-ﬂect a frend
towards abstinence in soms of the studenf body. However, the propensity is for
males to first have sex at the age of fiiteen and sixtean years and for females fo
have their first sexual encounter between seventeen and eighteen years old.
Infant sexual encounters are reported twice amongst females. Pre-adolescent
sexual encouniers ére reported sevan times in fefna[es and eleven times
amangst males. These statistics- are worrying in terms of the survey because
pre-adolescents have little or no recourse to safe sexual practices and also in
terms of sexual abuse (paedophilia), which is a reflaction on societal values in
South Africa. The myth that sexual intercourse with a virgin cures HIV/AIDS may

in soma way explain these results and is an area for further research.



Table 4.2.5

Religious affiliation

RELIGION

MALE

FEMALE | TOTALS

§ African Congregational
Church

2

3

Zionist Church

N
oo

Nazareth Church

Church of Christ

Methodist Church

Rastafarian

Christian —but non
churchgoers

(D-\U)O-*Rg

NIGIN]INO|D

oo N =

w—

Hindu

Seventh Day Adventist

Catholic

[le}

Christian Faith Gospel -

i Anglican

—h

Aposiolic

Muslim

Lytharan

&1}

Baptist

Full Gospel

§ Reform Church

Protestant Church

No Religious gffiliation

NI =1 BN = T S N L T Y =0 =

Iy

Assembly of God

Alliance Church

TOTAL

Q|=|e

W ITSUHATERINTIN L) 5o IOV T IS TIA TV ) SIEN
e Rl RS I LT T [N RN BN ] BT R T BN T SIS TS

193]
[

Twenty-one different réfigious affiliations are noted. [n terms of thé survey, this is
relevant, as only fourieen individuals (0.09%) reported not belonging to any
group. This would appear to indicate that all other participants have had

exposure to value systems that promote honeasty, truth, love for others and salf -
y .

which are pre—réquisi’tes for empathy towards PLWHA.




Table4.26
Respondents who have had sexual intercourse

GENDER HAD | NOT | TOTAL NO OF .
SEX |HAD | RESPONDENTS
SEX
MALE 60 |24 |84
FEMALE |39 |27 |66
ALLGROUPS |99 |51 [150

Sixty males (71.4%) report to having had sex and thirty-nine females (58%). This
indicates that more males than females in the siudy have experienced sexual |

intarcourse.

4.3 Results pertaining to HBM model

a) Knowledge

- Tha responses to questions ralaiing to k’nowiedge about HIV/IAIDS trénsmission
are given in the following tsble. Numbers 1,7,9 are all common modes of
trané;mission of the HIV virus. These items should have a 100% response rate.
Numbers 2,3,4,5,6 and 8 are not common sourbes of HIV contagion. Ideaily,
these items should have a 0% response rate. Number 10 was given 2 zlternate
responses; that of motor vehicle accidents and a game called Undize, these will

be discussed briefly in the following section.



Tabled4.3.1

Knowledae about HIV/AIDS transmission
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Question 58: Which of the following do you believe commonly leads to the

transmission of HIV/AIDS?

FEMALES % THIS ITEM

TRANSMISSION MALES % THIS [TEM

AGENT LEADS TO , LEADS TO
TRANSMISSION COF TRANSHMISSION OF
HIV/AIDS HIV/AIDS _
NO OF RESPONDENTS | NO OF RESPONDENTS
=66 ' =84 :

Unprotected sexual 96.9 95.2

infercourse

Mosaquito bites 9.00 16.0

Kissing 242 14.2

QOral sex 37.8 428

Sharing razors 65.1 57.1

Blood transfusions 60.6 67.8

Sharing neadles 63.6 66.6

Sharing cutlery 10.0 22.6

Mother to child 87.8 72.6

transmission

Other = Motor vehicle 7.00 2.38

accidents | .

Other = Undize 1.51 -




The following table represents questions that point towards the individual’s

general knowledge about issues relating to HIV/AIDS.

Table4 3.2
General individual knowledge pertaining fo HIVIAIDS

Question 10: Have you ever heard of the AIDS helpling?

GENDER YES NO TOTAL RO OF
' RESPONDENTS
MALE (%) {88.0 11.0 84
FEMALE (%) (77.2 227 68
ALl GROUPS (%) |83.3 16.6 150

Question 13: Have you seen tha acronym PLWHA (People Living with
HIV/AIDS) bsfore?

GEKRDER YES NO “TOTAL NO OF
" RESPONDENTS
MALE (%) | 70.2 29.7 84
S FEMALE {%) 1742 25.7 66
Al GROUPS (%) (720 28.0 150

Question 60: Do you think you have a good knowledge about HIV/AIDS
generally?

GENDER YES NO TOTAL NO OF
RESPONDENTS

MALE %) 17338 26.1 84

FEMALE (%) | 757 (242 66

All GROUPS (%) 746 253 : 150

Qusstion 61: Do you know where to get HIV/AIDS counselling and testing on
campus?

GENDER YES NO TOTAL NO OF
RESPONDENTS

MALE (%) i59.5 ' 33.3 84

FEMALE (%) 636 38.3 66

ALLGROUPS (%) |65.3 38.0 150




More males thén females report having heard of the HIV/AIDS helpline.
Convérse[y more females than males report to knowing where to get HIV/AIDS
counselling on the University of Zululand campus. This may explairt why they are
more familiar with the PLWHA acronym, which is found on posters in the
university clinic {(which oifers the HIV/AIDS testing/counselling). Moreover, itis a
possibility that males find it easier io requsst information in a mode that does not
require face-to face interaction. Thirty-gight (25%) of the respondents feel they
do not have good knowledge about HIVIAIDS. This is a cause for concern as
iack of knowledge may well resuit in behaviours, which lead to HIV/AIDS infection
or inappropriate behaviours whan maeting PLWHA, for instance refusal to share

cutiery.

- b) Percaived parsonal susceptibility
Tha rasults of responses to the quastions associated with perceived personal
susceptibility are presented in the {ollowing table.

Tablz 4.3.3
Pereeived personal suscaptibility

Question 28: HIV/AIDS is a threat to our socisty?

GENDER |NOTAT |ALITTLE |QUITEA |VERY TOTAL NO
ALL jLoT MUCH OF

RESPOND
ENTS

MALE (%) [9.00 8.00 13.0 69.0 84

FMALE (%) | 4.00 10.6 16.6 68.1 66

ALL 7.00 9.00 146 8.6 150

GROUPS .

(%)
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Question 29: Have you worried that you may have the HIV virus?

GENDER ) NOTAT ALIATLE |QUITEA | VERY TOTAL NO

AlLL : LOT MUCH OF
, RESPOND
1 ENTS
MALE (%} | 25.0 392 10.7 250 84
FMALE (%) | 36.3 16.0 18.2 21.2 66
ALL 30.0 32.6 14.0 23.3 150
GROUPS (%)

Question30: What do you think your chances are of becoming HIV infected?

GENDER [ NOTAT ALITTLE |QUITEA VERY TOTAL NO
ALL ' LOT MUCH OF
) RESPOND
: ENTS
MALE (%) 1226 4.7 19.0 3.00 84
FMALE (%) | 22.7 43.4 19.6 9.00 66
ALL GRQ‘E’;’) 226 52.0 19.3 6.00 150

The resuit_s indicate that both méIes and females to percesive HIV/AIDS fo bs a
-threat towards society and thus themselves. There is a stronger tendency for
males to worry about becoming HiV infe;ted and the chance of already being
HIV positive; fhis could well be related to the statistics (table 4.2.6) that a higher

frequancy of males report to having had sexual intercourse and more ssxual

pariners (tables 4.54 - 4.5.5)

¢) Perceived barriers
The foliowing table repressenis students’ attitudes io percaived barriers {o

hezalthier behaviours.




Table 434

Perceived barriers

Question 34 Have you been teased by friends for using condoms?

GENDER YES |NO |NOTSEXUALLY TOTAL NO OF
ACTIVE/NOT RESPONDENTS
- APPLICABLE
MALE (%) | 404 |464 |13.0 84
FEMALE (%) | 212 |59.0 | 19.7 66
ALLGROUPS | 320 |520 |16.0 150

(%)

Question 35: Do you haveé condom where you can easily gat it if you nead it?

GENDER YES |NO |[NOTSEXUALLY TOTAL NO OF
ACTIVE/NOT RESPONDENTS
APPLICABLE

MALE (%) | 70.2 |17.8 | 110 84

FEMALE (%) | 409 |40.0 |18.1 66

ALl GROUPS 57.38 146

(%)

28.0

150

Queastion 36: Do you'think condoms protect you 100% against HIV/AIDS?

GENDER YES |NO | NOTSEXUALLY TOTAL NO OF
ACTIVE/NOT RESPONDENTS
APPLICABLE

MALE (%) |202 (773 1238 84

FEMALE (%) 348 (545 1106 66

ALL GROUPS 266 (673 {8600 150

(%)

Question 37: Are you shy to have a condom in your possession?

GENDER YES |NO |NOT SEXUALLY TOTAL NO OF
ACTIVE/NOT RESPONDENTS

. APPLICABLE

MALE (%) |952 (845 |200 B4

FEMALE (%) |30.3 |484 |196 66

ALLGROUPS | 186 |686 |126 150

(%)




Question 38: Are you to shy to buy a condom?

GENDER YES [NO | NOTSEXUALLY TOTAL NO OF
ACTIVE/NOT RESPONDENTS
APPLICABLE

MALE (%) (6.00 |[91.6 |2.00 84

FEMALE (%) 1333 146.9 (196 66

ALL GROUF’?B/) 18.0 {720 (100 150

Question 46: Have 'you sver discussed the risk of HIV/AIDS with your

boyfriend/girfriend/sexual pariner?

GENDER YES [NO |NOTSEXUALLY TOTAL NO OF
ACTIVE/NOT RESPONDENTS
APPLICABLE

MALE (%) |52.3 [32.1 | 154 84

FEMALE (%) |63.6 | 151 |21.2 65

ALLGROUPSM 573 |246 | 180 150

Question 51: Do you think that condoms can break during sex?

GENDER YES NO TOTAL  NO
g RESPONDENTS

MALE (%) 1952 4.76 84

FEMALE (%) | 96.9 3.03 66

ALL GROUPS (%) | 96.0 4.00 150

More males than females gat teased for using condoms, however they are more

likely to have one in their possession and are less shy to buy them. Females are

more likely to discﬁ_ss tha risk of HIV/AIDS with thair friends and sexual partners.

OF the total sample 67.3% of respondents report knowing that condoms are not

100% eﬁective against the transmission of HIV/AIDS. Woryingly, howaver
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26.6% of both genders perceive condoms to offer 100% protection against the
virus, with more females than males holding this belief.
Ninety six percent of all respdndents understand that condoms can break during

use. This may be a perceived barrier o condom usage, i.e. unreliability of the

condoin.

d) Perceived severity

Responses to the question associated with an individuals iriend/relative
beceming infected with HIV/AIDS. i the respondent has witnessed either friends
andfor relaiives being repeatedly hospitalised because of HIV infection, it is

xpacied that s/he will perceive the financial implications inherent o the illness.

Table4.35
Perceived severity

Question 14: Do you have a relative who is HIV +7

GENDER YES [|NO | NOTSURE TOTAL NO OF
RESPONBENTS

MALE % 1166 (23.8 1595 84

FEMALE % 1244 (106 [65.1 66

ALLGROUPS % | 20.0 [18.0 |620 160

Question 15: Do you have a relative who is sick with HIV/AIDS?

GENDER YES [|NO | NOTSURE TOTAL NO OF
' RESPONDENTS
MALE % {154 476 |356.9 84
FEMALE % (9.00 1439 ]46.9 66
ALLGROUPS % | 126 |46.0 ]41.3 150
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- Question 17: Do you have a friend who is HIV +

GENDER YES |NO |NOT SURE TOTAL NO OF

' RESPONDENTS
MALE (%) | 595 |35.7 |58.3 84
FEMALE (%) | 7.57 |27.2 | 651 |66
Au_eaoupsm 666 |320 |613 150

Question 18: Do you have a iriend who is sick with Aids?

GENDER YES |NRO [KRNOTSURE TOTAL NO OF

: RESPONDENTS
MALE (%} 1119 {63.1 1250 84

FEMALE (%) |4.52 {545 (409 66

ALL GROUFS(V ) 8.67 1593 |32.3 150

Both genders report having witnessed HIV/AIDS infection and iliness amongst iheir
family and friends. Alihough some of {ha respondents, mors males than iamales,
reporf to not having had this experience a proportion of the sample group are unsure

of HIV/AIDS infection and related ilinass amongst family and friends.

e) Perceived benefits

Results of the responses o guestions linked to adopiing behaviours.  Individuals
may, for instance, be persuaded io use a condom, or have only one sexual parinar if

they believe that it is an effactive way cf preventing HIV/AIDS.



Table 4.3.6

Perceived bensfits-condom use

Question 32: Hava )

/ol ever used a condom?

LG7 -

GENDER YES NO TOTAL NO
- RESPONDENTS

MALE (%) 1619 38.1 84

FEMALE (%) | 621 37.8 66

ALL GROUPS (%) | 62.0 86.0 150

Question 33: Did you use a condom the last tims you had sax?

GENDER YES NO TOTAL NO
RESPONDENTS

MALE (%) 1523 27.3 84

FEMALE (%) 146.9 28.6 66

ALL GROUPS (%) | 50.0 28.6 150

Sixty two percent of botth gendars report to having used condoms, which indicates
that these individuals perceive there are benefiis 1o condom usage. These may be,
for instance,‘ the prevention of unwanted pregnancies and the transmission of
HIV/AIDS and other sexually transmitied dié:-:ases (STD’'s). Howsaver, only SO% of
respondents report {o using condoms the last time tﬁey had sex, which indicatas an

inconsisient pattern of behaviour. The sexually active students who do not use

condoms when having sex are vulnsrable to HIV/AIDS and STD infections.




Tabie 4.3.7
Percejved benefits —present behaviour relating o condom use

Question 52: Which of the following is true for you; | am sexually active and
always/sometimes/nevar/plan to use a condom but do not yet/do not use because my

‘partner and | are HIV-/am not sexually active

GERDER

ALWAYS| SOME- | NEVER | PLAN TO| NOT HiV4 NOT SEX| TOTAL
TIMES : UALLY | NOOF
ACTIVE | RESPON
: . _ : DENTS
MALE (%]} 33.3 26.1 4.00 2.00 4.00 28.5 84
FMALE(% 24.2 27.2 4.00 6.00 4.00 33.3 66
ALL 293 26.6 5.00 4.00 5.00 30.6 150
GROUPS
(%]

Worryingly only a third of the sexually active males and just under a quarter of the
sexually active females always use a condom when'having sex. 'fhis is an indication
thét sexually active mémbers of the student populace do not have a consistent
behavioural ;;attem regarding the use of condoms and ara thus at risk of HIV/AIDS

infection.

f) Cues to action — implying immediacy of threat
Responses fo questions in which the respondent has seen the effect of HIV aids, in

this case, death of family and/or friends.



Table 4.3.8
Cues fo action

Question 16: Do you have a relative who has died from AIDS? -

GENDER YES [NO NOTSURE TOTAL NO GF
: RESPONDENTS
MALE % 1269 (464 1273 84
FEMALE % 1272 1333 |393 66
JALLGROUPS % 1266 |40.6 ]132.6 150

Queastion 19: Do you have a friend who died from Aids?

GENDER YES |NO |NOTSURE "TOTAL NO GF
| RESPONDENTS

MALE (%) |20.2 |64.2 |154 84

FEMALE (%) |9.00 1560 [3438 66

ALL GROUPSW) 153 |60.6 |240 150

- The studenis of both genders report to having experienced an almost squal
frequency of death in their families due io HIV/AIDS. However a much highar
parcentage of males record witnessing the death of a friend. This frequency may
be linked {o the higher reporied sexual activity amongst males (table 4.2.6). As
this study is a representative proportion of the student population as a whole this

finding can probably be extrapolated to the entire student body.




4.4 Access to information
4.4.1 The resuité Qf questions partaining to whether an individual has access o
specific mediums, which disseminate information about HIV/AIDS, are presented

as percentages and shown below.

Tabl= 441
Access fo information medium ~ (Question 7)

ACCESS FEMALES (%) RO OF MALES (%)NO OF
TO: { RESPONDENIS = 66 RESPONDENTS = 84
Television |81.0 84.5
Newspaper | 72.7 73.8
Telephone |60.6 45,2
Cellphone |[71.2 67.8
Magazines |68.1 67.8
| M-Net 24.2 19.0
Radio 80.3 76.1
Internet 165.1 66.6

Generally studants have good access fo information with radio and telavision

being the preferred mediums.

4.4.2 Reflected in the following table are the respondents’ choices of preferred

information givers with regard to HIV/AIDS.




Teble 44.2
Access to information-aiver

Question 8: ifyouhad a quéstion or wanied more information about HIV/AIDS
where would you first try fo get information? (Tick 2)

-

INFORMATION GIVERS | FEMALES (%) WHO MALES (%) WHO
. | WOULD GET WOULD GET

INFORMATICON FROM INFORMATION FROM
THE FOLLOWING THE FOLLOWING
SOURCES NUMBER OF | SOURCES NUMBER OF
RESPONDENTS =66 RESPONDENTS =87

Parent 28.7 21.4

Nurse 37.8 34.5

Psychologist 40.9 , 32.2

Priest/Ministsr 1.00 3.53

University Clinic ' 16.6 14.2

Lecturer 401 1.02

Doctor 454 83.5

Relative 81.8 64.2

Friend 28.7 ' 22.6

Ciher source 0 : g .

~ Interestingly relatives are listed as the first choice of information giver, but not
parents. Priests and ministers are least favoured; this will be discussed in the
following section togéther with ‘_[able 4.2:5. It is noteworthy that F’sydhologists,
Doctors and Nurses a.re favoured information givars. A iikely explanation for this
is that the university clinic and community clinic {psychology) on the University of
Zululand campus are well supported by the student body and.it is known that

strict conﬁdenﬁaiity Is observed.
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4.4.3 The table below gives an indication of the studenis’ access {o HIV/AIDS

information sources in the month preceding the completion of the survey.

Table 443

Access fo information — sources

Question 8: Where have you h

-

eard and seen information about HIV/AIDS in the

last month?

SOURCES FEMALES (%} WHO MALES (%) WHO HAVE
HAVE ACQUIRED ACQUIRED
INFORMATION FRCM INFCRMATION FROM
THE FOLLOWING THE FCLLOWING
SOURCES RUMBER OF | SOURCES NUMBER OF
‘RESPONDENTS =855 RESPONDENTS =87

Teiavision 78.7 797

Radio 63.1 833

Lesflets 37.5 129.7

Posters 48,4 52.3

T/Shirts/Ciothes - £8.1 70.2

Plays 439 41.6

Meestings 34.1 33.3

Magazines 60.6 |1 60.7

‘Newspapars 66.6 73.8

Painted walls 575 35.7

Talks 56.0 60.7

Stickers 58.0 535

The respondents repoit good access to information in the last month from a

variety of different sources.
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4.5 Student behaviours

The following tables are a breakdown of reported behaviours that relate to sexual
and general activities amongst the respondents.

Table 4.5.1
Reported general behaviour

Question 20: If someone in the family had HIV/AIDS would you bs happy to
share eating utensils with them? '

GENDER YES ' NO NOT SURE TOTAL KO
OF
) RESONDENTS
MALE (%) |41.6 34.5 23.8 84
FEMALE (%) | 68.1 757 227 86
ALL 53.3 20.2 23.3 150
GROUPS (%)

Females are more likely to share their eating utensils with PLWHA. This may be
bacause they have more knowledge regarding HIV/AIDS transmission, or are

generally more empathic to individuals who are infected with the virus.

Table 452
Reporied sexual behaviour-pariners

Qusstion 40: Do you have a steady sex partner at the momsnt?

GENDER YES NO TOTAL NO OF
RESPONDENTS

MALE (%) 1273 726 84

FEMALE (%) | 46.9 53.0 66

AL GROUPS (%) | 36.0 64.0 150




Question 41: Are you living together with a partner?
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TOTAL NO OF

GENDER YES NO
' RESPONDENTS

MALE (%) |5.95 94.0 84 _

FEMALE (%) | 106 75.7 66

ALL GROUPS (%) 1920 150

3.00

Question 42: Do you have more than one sex partner at the moment?

‘GENDER {1 YES NO TOTAL NO OF
RESPONDENTS

MALE (%) {21.4 | 78.5 84

FEMALE (%) |24.2 757 66

ALl GROUPS (%} 77.3 150

226

Female studsnts participating in the study are more likely to have a steady sex

pariner and live in lover than the male students who filled in the questionnaire.

Across both ganders 22% of individuals have more than one sex partner.  This

s a worrying statistic as it indicaies that these situdents (18 males and 16

fernales) are more at risk of coniracting STD'’s and HIV/AIDS.
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2453
taed sexual behaviour — changed

stion 23: Have you changed your sexual behaviour because of AIDS, even a

>

shaviour because

, DER YES NO NO NEED TOTAL NO
' o o
CHANGE CHANGE RESPONDENTS
357 = (%) |63.0 33.3 3.57 84
51 —ALE (%) | 454 424 12.1 66
=53 - 553 37.3 T 733 150
UPS (%)

. S i = anged their sexual behaviour. ssibl
sual behaviour. pmales than females have changed their sexual b haviour. A possibla

les in the survey gaﬁons for this statistic is that because malas in the survey report to having

. re se i than famalss (fable 4.2.5) they ar ikely & =)
2.6) they are maOFe sexual relations than females (fable 4.2.6) they are mors likely fo hav

, - o..2d thair sexual behaviours standing that sexual inten is the
that sexual interc d thair sexual behaviours, undersianding that sexu lrmae.course is th

ikely cause of HIV/AIDS invection. -
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Table 4.5.4
Reporled sexual behaviour —number of partners in six monihs

Quastion 43: How many sex partners have you had in the {ast six months?

GENDER 0O 1 2 3 4 5 6 TOTAL NOQ
OF
: RESPONDENTS
MALE 28 27 -9 8 10 0 2 84
FEMALE 19 37 8 0 2 0 0 66
TOTAL . |47 G4 17 8 12 0 1 150

Histogram 4.5.1 _
Number of sexual pariners in 6 months .

No of oks

Categ. Hislogram: parlnar-3

gander female pariner-3 = 66*1*normal(x, 0.9242, 0.8285)
-gender; male parlner-3 = 841" normai(x, 1.4405, 1.5237)

40 ¢

35 |

30

25

200t

16

10 -

o | N A4
LA Nem

0 1 2 3 4 5 i}
gender; femala l . gan_qér: male

partner-3

Males have had more sexual partners than females in a 6-month petiod.

STD infection.

However, a worrying number of
participants have had multiple sex partners in the time frame rendering them vuinerable to HIV/AIDS and other




Table 4.5.5

Roporled sexual behaviour number of partners in ihe last yvear

Question 44: How many sex pariners have you had in the last year?

-T2 -

GENDER 0 1 2 3 4 ] G Tt TOTAL
NO OF
RESPONDE
. NTS
MALE 22 24 g 10 4 5 2 8 84
FEMALE 15 33 10 6 0 0 2 0 GG
TOTAL 37 57 19 . | 16 4 5 4 8 150

Histogram 4.5.2
Number of sexual pariners in the last year

~ Caleg. Histogram: pariner-4
gender; famale parlnei-4 = 66*1*normal(x, 1.2576, 1.2065) '
- gander, male partner-4 = 84*4*normal(x, 2.1548, 2.2306)

No cf obs
&

=g

gender: famale gender. male

partner-4

The same pallern is seen over a year as in the previous table over six months.




Table 4.5.6

Reporied sexual behaviour — last sexual encounter

Question 39: When did you last have sex?

-

TOTAL NO

GENDER NEVER HAD | MORE IN THE IN THE iN THE IN THE
SEX THAN A PAST 612 PAST1-5 | LAST LAST WEEK | OF
YEAR AGO | MONTHS MONTHS MONTH RESPONDENTS
MALE 16 15 171 7 9 26 84
FEMALE 14 8 7 5 15 17 66
TOTAL 30 23 18 12 24 43 150

Histogram 4.5.3
Reporied freguency of sexuai behaviour

‘ Caleg; Hislogram: sexwhen? _
gender; female sexwhen? = 66*1*normal(x, 3.7576, 1.938)

~ gender, male sexwhen? = 84*1*nomal(x, 3.6667, 1.9554)
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The most notable statistic in table 4.5.6 is that only 30 students (20%) of the

sample report to never having sex. This indicates that the other 120 (80%) of the

respondents are at possible risk of HIV/AIDS infection.

Table 4.57

Raported saxual behaviour — aeneral

- Question 47: Have you ever been forced to have sex by a parinar?

TOTAL NO

GENDER YES NO NOT
_ APPLICABLE | OF
__ RESPONDENTS
MALE (%) 10 65.4 1345 84
FEMALE (%) | 16.6 75.7 7.57 65
ALL 1733 89.3 3.33 150
GROUPS (%)
Qusstion 48: Have you ever had sex when you were drunk?
GENDER YES NO NOT TOTAL NO
: APPLICABILE | OF
RESPONDENTS
MALE (%) {500 48.8 1.1 84
rEMALE (%) | 15.1 53.0 31.8 66
ALL 346 50.6 14.8 150
GROUPS (%)
Question 49: Are you able to say no to sex if you don't want it?
GENDER YES NO NOT TOTAL NO
' APPLICABLE | CF
. RESPONDENTS
MALE (%) 1297 41.6 28.5 34
FEMALE (%) | 0.00 60.6 39.3 66
ALl 16.6 50.0 33.3 150

GROUPS (%)




Question 50: Have you ever had sex with someone who refused to wear a

condom?
GENDER YES NO NOT TOTAL NO
APPLICABLE | OF
_ RESPONDENTS
MALE (%) | 2.38 84.5 13.1 84
FEMALE (%) | 36.3 53.0 10.6 66
ALL 173 70.6 12.0 150

GROUPS (%)

These responses appear {o testify to female students powerlessness with regard

to sexual behaviours. More females have been forced o have seX, are not able

fo say no to sex and many more have experienced a mala pariners rafusal to

wear a condom. This makes them vulnerable to BIV/AIDS infection. Males in the

study are more likely 1o have sex when drunk which may bse, in part an

xplanation for their inappropriate sexual behaviours.

4.6 Respondents attitudes

The resulls regarding the respondent’s atfitudes towards their own ability to

change sexual behaviours and to people living with HIV/AIDS.
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Table 4.6.1
Aftitude foward sexual behaviour change

Questions 53 - 57: Which of the following applies to you, concerniné changes
oneg’s sexual behaviour because of HIV/AIDS? (Tick only 1)

WHICH OF THE MALES (%) 84 FEMALES (%)5§ ALL GROUPS
FOLLOWING APPLIES TO | RESONDENTY RESPONDENTS (%e)
YOU?

} have NO NEED TO 238 31.8 27.3
CHANGE Because fdonott -
practice sex or my parinet
and | think we ars HIV free

[ have NOT REALLY 29.7 13.6 2286
THOUGHT about changing

| havea decided to change | 8.33 136 10.6
BUT NOT CHANGED YET

| have actuaily changed | 142 16.6 15.3
my behaviour SOMETIMES

| have definitely CHANGED 23.8 242 24.0
MY BEHAVIOUR ALL THE
TIME

Only 24% (38) of the students have changed thair sexual behaviour all of the tims,
which, in terms of the HIV/AIDS pandemic is a pessimistic sfatistic in ferms of
preveniing HIV/AIDS transmission.

Table 462
Attitude foward PLWHA - confidentiality

Question 21: If you were infected with HIV/AIDS would you keep it a secret from
everyoneg? -

GENDER YES NO NOTSURE | TOTAL NO
OF
RESONDENTS

MALE (%) |19.0 571 23.8 84

FEMALE (%) |31.8 4.2 439 66

ALL 246 A5 32.6 150

GROUPS (%) | '
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Question 59: Are you embarrassed to talk about HIV/AIDS?

GENDER NOTATYT | ALITILE QUITE A VERY TOTAL NO
ALl . LOT MUCH OF
RESPORDENTS
MALE (%) [89.2 5.95 3.52 1.12 .| 84
FMALE (%) | 84.8 7.53 4.53 3.01 66
Al 87.3 6.6 4.01 2.04 150
GROUPS (%)

Question 58: Do you think condoms would be embarrassing to use?

GENDER |[NOTAT |ALITILE |QUIEA |VERY TOTAL NO
ALL LOT MUCH OF
. . RESPONGENTS
MALE (%) | 82.1 8.33 473 271 84
FRMALE (%) | 78.7 3.02 4.54 13.6 66
ALL 806 6.01 4.60 8 64 150
GROUPS (%)

Question 63: Would you be willing to undergo HIV/AIDS fesiing on campus?

GENDER YES NO TOTAL NO OF
RESPONDENTS

MALE (%) |66.6 33.3 84

FEMALE (%) 1636 36.3 66

ALL GROUPS (% 65.3 34.6 150

Forty two percént c_nf the sample group would not keep HIV/AIDS infection a
secret; interestingly femazles are less likely to reveal infection. This may be
because of their parceived powerlessness with regard to sexuality in general
(table 4.5.7). Both genders seem generally wiiling to talk about the topic and
report not being embamrassed to use condoms. A third of students would not be
willing to undergo HIV/AIDS testing on campus pessibly becauss of the fear of

non-confidentiality.




Table 4.6.3
Aftitude foward PLWHA - support

Question 59: Do you feel supportive iffwhen asked io wear a red ribbon on
HIV/ASIDS day?

GENDER ROT AT ALITTLE QUITE A VERY TOTAL NO
ALL . LOT MUCH OF
) RESPONDENTS
MALE (%) |27.3 238 . 13.0 35.7 84
FMALE (%) | 1.01 18.1 . 7.52 72.7 66
Al 16.0 21.3 24.2 152.0 100
GROUPS (%)

Question 59: Do you fesl irritation whan you sea AIDS/HIV postars around
campus?

GENDER |NOTAT |ALMTLE |[QUITEA |VERY TOTAL NO
ALL LOT MUCH OF
’ RESPONBDENTS
MALE (%) |69.0 17.8 3.53 9.51 84
FMALE (%) | 78.7 9.00 0.00 12.1 66
ALL 733 14.0 452 106 150
GROUPS (%)

These statistics indicate that females who participated in the study are generally

more supporiive of PLWHA than males.




79 -

Tahble 464 _
Atftitude toward PLWHA— empathy

Question 11: Would you wear tha red ribbon, which is the HIV/AIDS symbol, and
show that you are empathsatic to People Living With HIV/AIDS (PLWHA)?

GENDER YES NO TOTALNOOF
| RESPONDENTS

MALE (%) |785 214 84

FEMALE (%) | 924 7.50 66

ALL GROUPS(%) | 84.6 15.3 150

Question 24: Has your attitude to Peopla Living with HIV/AIDS (PLWHA)
changed over time?

GENDER YES NO TOTAL NO OF
| | RESPONDENTS
MALE (%) 535 464 84
FEMALE (%) | 545 454 86
ALL GROUPS(%) | 964 46.0 150

&

Question 22: People with AIDS deserve 1o die, they are to blame.

GENDER YES " [NO NOT SURE | TOTAL NO
' OF
RESONDENTS
MALE (%) | 17.8 82.1 0 84
FEMALE (%) | 16.6 77.2 6.0 166
ALL 30.9 80.0 2.6 150
GROUPS (%)

Famale students are more likely fo display their empathy by wearing the HIV/AIDS

ribbon than their mals counterparts. However 96/4% of both groups report an overali
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attitude change to PLWHA. This could be a result of many of them witnessing

HIV/AIDS infection, illness and death in family and friends (tables 4.3.5 & 4.3.8).

" Table 465
Aftifude toward PLWHA — advice

Question 25: Have you in the Iast month been given any advice about HIV/IAIDS?

GENDER YES NO TOTAL NO OF
| RESPONDENTS

MALE (%) |52.3 T476 R

FEMALE (%) |60.6 39.3 66

ALL GROUPS(%) |56.0 440 150

Question 26: Have you in the last month given any advice to anyonz about
HIV/AIDS?

GENDER TYES NO TOTAL NO OF
RESPONDENTS

MALE (%) | 61.9 33.0 84

FEMALE (%) |4690 53.0 66

ALL GROUPS(%) |55.3 416 150
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Question 27: Have you ever baen in the same room or listened to a talk given by
a persan who you know is HIV infected?

GENDER YES NO TOTAL NO OF
_  RESPONDENTS
MALE (%) | 404 476 84
FEMALE (%) 1803 196 66
ALL GROUPS(%) | 58.0 353 150

Around 55% of both gendars report fo giving and receiving advice in a four-week
period. Fiity sight percent of the respondanis have been in cless proximity with
PLWHA. These statistics indicate that over half the students who filled in the
questionnaire actively discuss HIV/AIDS and have me¥sesn a PLWHA. These
siatistics, in terms of the siudy, can probably be exirapolated to the student hody as a

- whole,



4.7 Dilferences across gender — Chi square statistic

Table 4.7.1
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Slatistically significant difference and response direction across genders (chi square slatistic)

Marked effects significant if p = <0.0500

Question

Response Direction

Significance
Level

Chi Square

Female

Male ‘
Attitude — empathy: NO | YES p=.01942 | X =546
Question 11; Would you wear
the red ribbon which is the
HIVIAIDS symbol, and show
you are empathetic to PLWHA?
Attitude - confidentiality: NO YES p=. 00027 X =16.40

Question 21:

If you were infected with HIV/
AIDS would you keep it a
Secret from everyone




Marked effects significant if p = <0.0500

get a condom?

Question Response Direction Significance| Chi Square
: Lovel
. Male Female
Perceived barriers YES NO  |p=.00114 X=13.5
Question 35: Do you have a
condom where you can easily
get it if you need it?
Question 36: Do you think NO YES p=.,04011 X=06.43
condoms protect you 100% -
against HIV/AIDS?
Question 37: Are you shy to NO. YES p=.00001 X=223
have a condom in your -
possession?
Question 38: Are you shy to NO YES p=.00000 X=36.7




Marked effects significant if p = <0.0500

Question

Response Direction

Significance
Level

Chi Square

Male

Female

Behaviour - changed?
Question 23: Have you
changed your sexual behaviour
because of AlDS, even a
little?

YES

NO

p=. 03742

X =06.58

Behaviour - sexual
Question 40: Do you have a
steady sex partner at the
moment?

NO

YES

p=.01310

X =06.15

Behaviour - no of partners
Queslion 43: How many sex
partners have you had in the
last 6 months?

YES ~have had
muiltiple sex partners

NO

p =.00764

X=17.4

Queslion 44: How many sex
partners have you had in the
last year?

YES — have had
mulliple sex partners .

NO

p =.00848

X=189




Marked effects significant if p = <0.0500

Chi Square

Question Response Direction Significance
' Level
Male Female
Behaviour - general NO YES p=.00000 X =263
Question 47: Have you ever
been forced {o have sex by
a partner
Question 48: Have you ever | YES NO p=.00000 |X= 344
had sex when you were drunk? '
Question 49; Are you ablelo | YES NO p=.00001 |X=235
say no to sex if you don't want
it?
Question 50: Have you ever | NO YES p=.00000 {X=230.0

Had sex wilh someocne

who refused fo wear a condom'J




Marked effects significant if p = <0.0500

Question Response Direction Significancej Chi Square
Level
Male Female -
Knowledge: YES NO p=.07749 X=3.11

Question 10. Have you ever
Heard of the AIDS helpline?




4.8 Differences across gender —independent t - test statistic

The ensuing table and graph displays the results of questions where there is a sfatistically significant difference

between the proportions of male and female respondents. The group méan comparisons and comparison of variability,

where reiavant will be presented for the male and female sub-groups. A Box and whisker plot, ploiting the mean and.

standard deviation is included so that significant difference in variabilily can be seen.

Table 4.8.1

Comparison of Means (I-statislic) and Standard Deviations (f-statistic) Females versus Males

Marked effects significant if p = < 0.05000 * = Significant means scores + = significant variance scores

Queslion 58: Do you feel supporlive il asked to wear a red ribbon on HIV/AIDS day?

MALES FEMALES LEVENES
(variance)
N MEAN SD N MEAN 8D T-8TAT P-VALUE | F-STAT P-VALUE
84 1.214 0.412 66 1.075 0.266 -2,365 | 0.019* 12,396 0.000-+
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Quasiion 59: Do you feel supportive if asked to wear a red ribbon on HIV/AIDS

~day?

Box and whisker plot illustrating varizbility (Levena’s) pertaining fo Quastion 64.

This result indicatas that the female sub—group as a whole is more likely to be
supportive towards individuals wearing the_. HIV/AIDS ribbon. The above
variability indicates that thers is a greater spread of replies from the male
pariicipants from ihose who were not at all supportive fcs those who were very
much supportive of the initiative. This would suggest that male sub group, as a

whole, does not support the wearing of ribbons as much as the female sub

group. This result underpins the statistic in table 4.7 (Aitilude — Empsthy).
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4.6 Qualitative questions

Question 12: Expléin why you would not wear a rad ribbon, which is the

HIV/AIDS symbol to show that you are empathstic io PLWHA.

Only 15.3% of the iotal respondents said they would not wear the HIV/AIDS
ribbon. However, only 2 of thase gave a reply to the qualiiative question. Both
were male and they replied that they were ‘embarrassed’ and ‘shy’ fo waar the

symbol as people may think that they are HIV positive.

Question 62 -63: Would you be willing fo undergo HIV/AIDS testing on campus.

if no, why noi?

Of the respondents 34.6% would not be willing fo undergo HIV/AIDS testing on
campus. Twenly people answered thé qualitative part of the question, twalve
men and eight women. Sixizen replied that they did not think it would be
confidential. Four students felt that they wouid bs asked to leave the university if
they were found to be HIV positive. All of the respondents wrote that they would
be foo scared {0 find out if they were HIV positive or wrote the word fear in their

replies.
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At the end of the questionnaire respondents were asked to write a few points
about how they felt about pariicipating in the survey. Several thames common o

those who answered this quastion are:

« | think more surveys should be undartaken like this

« | feelitis worthwhile

« Thank you for taking the fime to do such a survey

e This really made me think about my life

e |t made me fesl a bit scared |

« | would like to bs tested on campus but don't know if other people are told - is

it confideniial?

Resume

The guantiisfive resulis show spsciiic trends such as greater empathy and support
for PLWHA amongst female studenis and more inappropriate sexual behaviour
amongst male students. The quantitative resuits will be discussed in more detéil with
reference to the predictions (p. 45) underpinning the study and the six componznis

of the HBM modal.

The qualiiative resuits highlighted themes such as embarrassment, fear and
shyness. This may well indicate that HIV/AIDS is still a topic, which cannot be
discussed in an opsn and honest manner. A brisf discussion on the reported

themes will be undertsken.
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CHAPTER 5: DISCUSSION OF RESULTS

-

5.1 Introduction

This study was undertaken o investigate HIV/AIDS related knowledge, behaviour
and atiitudes amongst a specific high-risk group of individuals, those from 15 —
24 years of age. This sbectrum includes mosi members of the student
pobuiaﬁon at the University of Zululand campus. It was. hypothesised that
women students would be moré conservative in sexual beshaviour, which appears
generally to be the case; that women students would show more empathy to
PLWHA, which the resulis appear to validate. The predicted dissonance
betwsen attitudes, knowledge and behaviour is also born out in terms of the
's’mdy, as are some signiﬁcant.gaps in knowledge abou_t how HIV/AIDS is

transmitied.

Quantitative results will be discussed in terms of the six components of the HBM
underpinning the questionnaire, access fo information, student behaviours and
students atfitudes, followed by a brief discussion of qualitative results. Reference
will also be made to the prevailing societal paradigm that is patriarchy, as the
results of the study must be contexualised within pravailing Scouth African socistal

NoOms.



5.1.1 Discussion of results with reference to the HBM and access to

information

With regard to knowledge the majority of students are aware that unprotected
-sexual intercourse and mother to child fransmission are the most common routes
of HIV/AIDS fransmission. However, even these categories did not receive a
100% response rate amongst the sample group. There is also some confusion
about common modes of HIV/AIDS transmission as for instance, mosquito bites,
and sharing cutlery are noted as likely meihods by some participanis. Aiihough
the student body is generally aware that motor vshicle accidents are not a
common cause of inteclion, some respondents note it as a siandard means of
infaction. Aé most of the sample group has reportadly received information about
- the pandemic_during a pariod of fbur Weeks prior io the situdy and has good
access fo information mediums these gaps in knowledge are disguieting. It may
be that information about HIVIAIDS is not imparied in a manner that catches the
aftention of the sample group and student populations gsnerally.  For instance,
thé focus on ssexual abstinence in many of the campaigns in recent years may
not have had an enthusiastic responss amongst young p=ople, which could have

resulted in them ignoring other periinent information

Thirty eight percant of the students feel that their knowledge of the HIV/AIDS is
not as good as it should be this points towards a problem in communicating the

facts about the illness. On the University of Zululand campus for instance,



information is available but is not prominently displayed, in the library, in {oilets
and on notice boards. As some students may feel embarmrassed to ask about the
virus the omission of reédily accessible information pamphlets providing detailed
information at different venues throughout the university could, in ;::art, account
- for this lack of knowledge. This deﬁcitrof knowladge in over a third of the
students who responded may be problematic as it is possible that ignhorance
about HIV may Isad fo discriminatory behaviour thus leading to stigmatisation of
PLWHA. li s likely that this cbservation is frue of student populations generally if
they do not ha-ve HIV/AIDS informaﬁon that is well disp!ayedl and easily
accessad.

3roadly the sample group have gobd access o information with radio and
tefevision being the usual meané of acquiring data. This could account for
- reported lack of knowledge in certain areas as television, radio programmeas and
adverts do not cover all risk araas associated with the virus due to programming
and space constraints.

Respondents repori relatives as their first choice of information giver about
HIV/AIDS. This may be a contributing factor to lack of knowledga, as relatives
may not have accurate and detailed knowledge ihemsslves. Interestingly
ministers and priests are not favoured information givers. This may be because
although the majority of the respendents report fo having a religious aifiliation
they may not be aclive churchgoers. Alternzately many churches and religious
groupings promote ssxual ebstinence as prevention to the HIV/AIDS pandemic

this may give a negative message fo those who sesk support and information.
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Essentié[ly, the individual may feel that s/he would be regarded as promiscuous
and stigmatised as such.
Both gendefs report fo ﬁaving good access o information sources .per'[aining to
HIV/AIDS in the month preceding the survey however having access does not
eén that the respondents fzke proper note and understand the material they
are exposed to.
Female students are more familiar with the acronym PLWHA possibly becauss
they are beiter acquainted with the university clinic which offers pre- and post
test HIV/AIDS counselling anﬁ where it is prominantly displayed. Males are natr
as familiar with this acronym but are more aware than female students of the
AIDS helpline. The inference is that as this is a more impersonal appreach,
which does noct require facs-io-face interaction males are more likely to use it
‘This is underpinned by the result that there is a statistically significant difference
-across genders indicating that more malas have heard of the AIDS helpline than
females. In traditional patriarchal socisties males are disempowered in terms of
being able to express emotion and empathy on a face-to face basis. The
aforementionad result undsrpins this interpretation the broader inference is that
males would thus be less likely o _dispfay supportive and empathic behavicur to

PLWHA than famales.

An unusual response io methods of transmission under other (meihods of
tfransmission) is undize. According to the respendent this is a traditional game

played on the African continent, it has a variety of different names according to
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the country and culture. Pre-adolescent boys and girls play the game.& in the
traditional form a young giri hides from a youth who finds her and they indulge in
mutual masturbation buf not sexusl intercourse. However, accqrding to the
respondent in recent years sexual intercourse often takes place and is a potential
cause of HIV infection. This is an interesting comment and could be a focus for

future research.

In terms of both personal and societal s_usceptibif,ity both genders psrceive that
the HiV/AIDS pnandemic is a threzt to sociely. Males are particularly vulnerable
to woitying about the possibility of existing (but unknown} and possible infaction.
A possible explanation is that the males in the study show a fendency fo be more
promiscuous than females. The inference is that they are aware that having
_muliiple sexual partners is fikely to put them at nsk of HIV/AIDS infection. It is
entirely possible that the worry they expsrience could causs depression and

related psychological illnesses, which may impact upon academic psriormance.

Condoms as an item can be psrceived as a barrier as usage can be associated
with a negaiive oufcome. The study noted nagative outcomes for males as being
teased by their friends for using condoms. This type of pser pressure may be a
coniributing factor toward individuals not always using a condom when having
sexual infercourse. The results of the survey nole that females still feel inhibitaed
when it comes o buying a condom or having one in their possession. This is

supported by the resuit that there is a statistically significant difference across
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genders indicating that females are reticent to buy a condom and to have one in
their pessession. Another statistically significant difference in response direction
across gendears indicateé that females do not have a condom where it is easily
available. This would suggest that females feel that they cannot bé asseriive in
sexual relationships, which implies that as we enter the 215t century there is siill
evidence of a pairiarchal society. This is underpinnad by the finding that more
females than males consider condoms o be 100% sffeciive against HIV/AIDS
fransmission. There is a statistically significant differencs in knowledge across
Qanderé pariaining to whethar condoms are a hu‘ndfed percent effective against
HIV/AIDS infection with famales indicating that they are more likely to balieve this
is true. This is erroneocus and worrying in terms of incorrect knowledga. [t would
suggest that females would be more assariive about condom use, which is not
‘supporiad by the study probably because of their inferred poweriessness in
saxual relationships. Other barriers might bz that ninety six percent of both
gelnders know that condoms can braak during sex and two thirds of the group are
aware that condoms are not 100% eifective against transn_'sission of the virus.
This could lead io iesponsible or apathetic behaviours amongst the student

body with regard o sexual practices.

‘Although condoms can be construed as a percaived barrier they can also be
viawed in terms of a perceived benefil. Thay can be ssen as a succaessiul means
of preventing HIV/AIDS, STD transmission and be effeclive in preventing

pregnancy. A marked dissonance in knowladge and behaviour is noted in the



-97

study as although sixty two percent of both genders are aware of the beneiils
only ﬁﬁy percent of the sexually active respondents used a condom in their last
sexual encounter. This ‘again underpins a reckless or apathetic at’gitude toward
sexual behaviours by a proportion of the respondents, which might be
extrapolated to student populaﬁdns ge.nerafly. This is further underscored by the
result that two th-irds of the sexually aclive males and nearly sixty percant of the
sexually active females do not always use a condom when having sex. This type
of behaviour is not consistent with their reported knowledge and understanding of
condoms aé a perceived bensiit in sexual practice. This undérpins ons of the
premises of the study namsly that there is a dissonance betwesn reporied

knowledge and saxual behaviour.

‘A percentage of both genders have reported witnessing HIV/AIDS infection and
iltness in friends of family mambers, which m2ans they have baan eyewitnéss fo
financial constraints and the challengss faced by familiess who have membars
that are repeatedly hospitalised. These individual's may well ba the respondents
who show more empathy toward PLWHA.  More males than famales report fo
not having had this experience, which may be because thay, in terms of the

study, are inferred {o have less empathy fowards PLWHA. As HIV/AIDS is a
widespread pandamic it would be expacted that both genders would share this
type of sxperience in a comparable way. [t may be that males in fraditional
patriarchal socisiies ars uniikely.to be abie o discuss issues dezling with

emotions or be involved in carsgiving as would be expactad in mora free-
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thinking societies. This is further underpinned by the result that both genders
report an almost équa% percentage of frequency of death in their families from
HIV/IAIDS. The inferencé is that a percentage of males bacome aware of the
i!lnéss only whan death rasults which would seem to be consistent with the
aforementionad statemenis. Interestingly a higher proportion of the malss in the
study report to having witnessad the death of a friend, which could well, ba linked
to their propensity for having more sexual partnars than the females in tha study.

This would render them more susceptible to HIVIAIDS infection. They may also
be unaware that incfividﬁats who are HIV posiﬁve, and who ére ina monogarﬁous
sexual relstionship, should wear condoms when having sex as repeated

exposure fo the virus resulis in a continual degradation of the immune system.

5.1.2 Student behaviours

- The hypothesis that females would be more empathic than males appzars ic be
underscored /by the reported behaviour that they are more likely to share eating
utensils with PLWHA. This is consistent with a2 non-judgemental satiitude.
Ancther supposition is that in a palriarchal society females are regarded as
caregivers and are bfdught up in 2 manner consistent with that paradigm which
means they are expeciad to show more empathy and care than man. A f{urther
interpretation is. that because in patriarchal socisties onman lack powsar in sexual

relationships they fry and compensate for this discrepancy by becoming more
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knowledgeable about the virus generally, one can relate this {o the saying
knowledge is power.

In terms of behaviocurs bhoth genders repo.rt acticns that are not co;\sistent with
safe sexual practise. For instance, twenty two percent of the survey respondents
report having had more than ons sex partner. Females appear more
conservative in terms of sexual practise and are more likely fo have one steady
sex partnar. " On the other hand males are more likely to have changed their
-sexuzal behaviour possibly becausé many of them have had more reason o
change. This can be understood in terms of the study by males reporting that
they are more likely to have had mulliple sexual partners during a fwelve month
beriod than ths female respondenis. Underpinning this interpretation is the
7 stafistically significant difference in responsa direction across genders signifying
that more females have a steady sex pariner and do not generally have muttiple
sex pariners. This suggssts that maie_ students may be mors promiscuous
se-xuraliy and thus have more reason to make behavioural changss, which is
indicated by the survey. There is also a statfistically significant difference in
response direciion across genders illustrating that some males in the study have
~ changed their behaviours because of HiVlAiDS. However, it must be stated that

a worrying number of both sexes report having multiple s&x pariners.

Some pundits (Shell, 2001) have called for zbstinence from sexusl practise

unless in a committed relationship. This method of dezling with the pandemic
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does not appear {0 have much credibility amongst the student bedy as only
twenty per_cent of the sample report to naver having had sex.

Female students attest to more behaviour(s) predicated by their powerlessnass
in relationships of a sexual nature. This appears fo be a result of the prevailing
patriarchal socisty, which still exists in South Africa today. This society, which
has its historical roots not only in colonialism and apartheid but also traditional
tribal culture essentially, regards wofnan as child and man as parent. This gives
femalaes limited power in v_oicing their opinioﬁs in roles related to for instance,
saxual relationships. This interpretation is underpinned by the resulis of
statistically significant difference across genders with regard fo females more
likely to having been forced to have sex by a male pariner, being unable fo say
no if they don’t want sex and having saex with someone who refused fo wear a
condom. A further rationale for the interpretation is that there is a statistically
significant difference across ganders indicating that males are more likely to have
had sex when drunk.

Broadly spesking the paradigm of pafriarchy, which was beginning to shift in
global terms, has after 8/11 become more entrenched. This date is the inclusive
term for referring io the destruction of the Trade Towers, New York, by an act of
terrorism in 2001, This act enfrenchad a patriarchal, authbritaﬁan stance in tha
United States of America, which becasuse of ils siatus as the only world

suparpewer influencas opinions and sttitudes globaily.
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Women are thus more at risk, not only in a biological sensé (bigger area of
exposed membrane in the vagina) but also in societal terms because of their
positioning and expectéd roles dictated by the prevailing global _paradigm.
Females are also less likely to reveal HIV/AIDS infection which would seam to
underpiﬁ their perceive powerlessness to sexual behaviours in terms of societal
norms generally. As noted males are dissmpowered in terms of the prevailing
paradigm by not bsing able fo show empathy and emotion in an appropriate
mannar. The saying big boys don't cry is still entrenched in societal norms. This
may' bé a reason why mora ma-les were willing fo fill fn thé survey guestionnaires.
Essentially by fitling in the protocol they are, in some sense, taking back power.
They are thus able {o experience feslings that they otherwise cannot express.
Females, converssly, were not as willing to fill in the protocols. This is most tikely

related fo their genaral feslings of powerlessnass in issues related to sexuality.

5.1.3 Respondents attitudes

Only twenty foﬁr percent of the respondents have made changes to their sexual
behaviour all the time, which is a disturbing statistic, espacially if it is extrapolated
to student populations generzlly. Essentially, it denotes that the cuirent and past
HIV/AIDS awareness programmes are not having the.desired ouicome in terms
of 'teaching individuals to have positive responses and actions o behaviour

change, which will help slow or stop HIVIAIDS transmission.
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A third of the sample group would not want to be tested for HIV/AIDS at the
campus clinic this infers a negative attitude toward testing. It is likely that
studants worry abouf Iséues periaining to confidentiality. This was a common
theme of concem in the qualitative responses. The study suggssis that females
are more likely to worry about issues of confidentiality than males. There was a
statistically significant difference across genders indicating that female students
were more likely io keep HIVIAIDS infection a secret than males. This would
suggest that they are aiTaid that disclosure would not be coniideniial. It may also
infer that thay ha\;re a fear of being stigmatised. A positive finding in 'the survey is
that both genders are mostly willing to {alk about HIV/AIDS and report not baing
smbarrassed to use condoms. Whan one compares this finding with condoms
seen as a perceived bamier there is a dissonancs beiwsen atiitude and
‘bshaviour. It seems that students may ba able to state that they do not fesl
embarrassed to use condoms but are not always abie to apply these thoughts

and actions to the saxual aci.

remales in the study are mors supporiive when asked {o show solidarity with
PLWHA by wearing the HIV/AIDS ribbon and show less imitation toward pesters
giving HIV/AIDS information. There is a stafisticaily significant difference in
responsa direction across genders iflustrating that females are mors likely o
wear a red HIV/AIDS ribbon than males. This indicates that they are generally
more empathic than males. This is supporied by the statistically significant

difierence across groups with famales (p < 0.019) being more supportive about
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wearing red n’bboné on HIVIAIDS day. it can be inferred that there is more of an
exr';eme reaction amongst males to supporﬁng or not_supporting the wearing of a
red ribbon on HIV/AIDS 'day. This is indicated by the greater spread of replies
amongst the mraie respondents indicating that sdme were very supporiive and

some were not at all supportiva of ths initiative.

A high percentage of both gandars (94%) repori that overtime they have changed
in atfitude to PLWHA. Atftitudinal changes are oﬁén related o personal
circumstancs. fha' assumpﬁon is that change occurred becauss respondents-
have witnassed illness and death in friends and family. The study also highlights
the fact that HIV/AIIDS is discussed regularly by students of genders, 55% of
both groups report having been _given and/cr receiving advice about the topic
during the month prior to the survey. This would indicate that the sample group
-are interested in learning more about HIV/AIDS and that they talk about it
amongst themsofvas This is a stro*rg motivator for training not only pesr group
counscﬂor" but also peer group educators. An educator imparts information and
is rainaed 1o do s0 but doss not have to counsel. This is an imporiant distinction
as thera zre some studenis who are good at imparting knowledge but who do not

+

want to counsel. Essentially, all areas of experiise should ba utilised in any

HIV/AIDS awareness/pravention programms.
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5.1.4 Qualitative questions

The answers to these questions underpin results of the quantifative survey.
Maleé are jess liksly to wear a red ribbon to show that they are empathic to
PLWHA. The replies alsa highiight the issue of confidentiality and apprehension
at being exposed as HIV positive. The themes reported when respondenis were
asked how they felt about filling in the qusstionnaire wers essaniially those
associated with fear and stigmatisaﬁon,_which it seems, is still 2ssociated with

HIV/AIDS infection.

Resumé

| Tﬁe hs?:udy had certain assumptions, which have been supported by the resulis of the
“survey. 't was postulaied that women students would be more conservative in
sexual behaviour than male students and that females would be more accepting and
empathetic towards PLWHA.  The study also predicied ihat there would be a
segmsant of the studant population who would reveal a dissonance between attitudes,
knowledge and hehaviours and also that g proportion of students of both-sexes would
reveal significant gaps in their knowledge about how HIV/AIDS is transmitted. These
predictions are underpinned by the results and discussion theraof, which places them

within the context of early 21% century South African society.
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CHAPTER 6: IMPLICATIONS AND RECOMMENDATIONS

6.1 Implications of this research and recommendations

The results of this ressarch indicate that students have some knowledge about
HIV/AIDS but that there are worrying gaps in their database. It also suggests that
women are more vulnerable both physically and in socieial terms to the
pandemic. The broader implication is that all campaigns mounted at great cost
by government and non-government organisations have not bezsn effective in
Erﬁparﬁng knowledge and persuading p=ople to chanée their sexual behaviours.
i is likely that this siudy can be extrapo‘.atéd to student populations generally;
which is a cause for great concem in terms of fuiure conirol of the pandemic.

Recommendations are:

» Broadly — Government and other organisations should review the efficacy of
HIVIAIDS awareness campaigns as a maiter of urgency - it may be pertinent
to provide both males and famales with_} a more holistic understanding of héw
they are placed in socisty-

« Specifically — The University of Zululand should revie\}«x its mode of
communication pertaining to HIV/AIDS related issues

« More pesr group educalors as well as counssliors shouid ba trainad
P
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Research Evaluation — methodclogical strengths of the study:

The study was conducted with a sample 'group, which was drawn from a
population genefaliy well maiched in terms of two key variables level of
educaiion, and homogeneily within a specilic age range (Steale, 2001).
The questionnzire was well balanced and researched, based on a
protocol used by Harvey (1 9§7).

The chi squared test and indepandant t-test are consistent with statistical
analysis used In other -studies partaining fo HIV/AIDS _(Harvey, 1897;

Partington, et 2., 2001)

6.2.1 Reszarch Evaluation — Methodological weaknesses of the

study:

. Sample siza - A larger sample would have bsen bsiter in terms of

reliabitity and validity.
A correlational study across different universitiess would indicate any
cultural differences pertaining to knowledge, behaviours and atiifudes io

HIV/AIDS

. Quelitative questions — more qualitative questions aimed at finding out

why students till indulge in risky behaviours, etc.
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Recommendations for future research

. A broader based study across several universities

An investigation of the undize phenomencn .
An investigation at the University of Zululand campus into why male
studenis appear more willing to complete survays about HIV/AIDS than

female sfudenis

- A meta analysis of all HIV/AID studies undertaken in South Africa

How entrenched is the myth of the virgin cure in South African sccisty
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Glossary of terms

Definition of Key terms

AIDS = Acquired !mmuné Deficiency Syndrome, an infectious viral disease that is
incurable. it causes irreparable damage to the immune system, which allows
opporiunistic diseases o také hold and eventually kill the individual.

Acquired: This means that the disease is passed from cne person to another. [tis
not hereditary in nature. |

Immune: Refers to the quy’s defence system, which normally protects indiyiduais
from disease.

BDeficiency: This refers to the fact that the body's dsfence system Is not working.
Syndrome: A group of symptoms which, when they occur togsther, means that an
individual has a pariicular disease or condition.

Antibodies: A specific type of profein, which binds a particular antigen, which feads
tha immune systam fo atiack an alien to the organisms system.

Antigen = This is a substance/molzacule against which é particular immuna response
is raised.

AZT (AZT) = Azidothymidine, also known as Zidovudine Refrovir. This is an antiviral
drug that has proved effective in treating HIV infection.

Beoerfbonucieic acid (DNA): An aciid jound in the nucieﬁs of all living cells. it is
the substance of which. maost genes are made.

Helper T-lymphocytes = Thess help T and B-lymphocytss respond to antigens.

Destruction of these lymphocytes is the primary problam in AIDS.
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HIV = Human Immunbdeﬁciency Virus

Killer or cytgxic T-lymphocytes = T lymphocytes that kill_target cells that they
attach themsslves to. 7 )
Lymphocytes = Cells of the immune system that respond to alien substances that
~enter the system.

Nevaripine = An anti-retrorviral drug typicaily given to pregnant mothers fo fry and
prevent mother {o .chi!d infaction
NGO = Non Governmental Organisation
OFr§ = Opportunistic infections |
Opportunisiic ﬂrrfecffon = Infections by commocn micioorganisms that do not
'usuaify cause problems in healttyy individuals.

PLWHA = People living with HIV/AIDS
Re-d Blood ceils (erythrocytzs) = Blood cells that for camy oxygen and carbon
dioxide to and from the tissues.

Reirqvirus: A virus with the ability tp take over a cell and while reproducing is able
to change the RNA to DNA, which is the reverse of most genelic messages. ltis this
backward flow of information that ines rise to the name retroviru_s.

Ribonucieic acid (RNA): A complex chemical compound, which carries the
insiructions from the genes io the buifding sites within the body, where it directs the
assembiy of protains.

T — Lymphocytes = T — lymphocytes do not release antibodies, but they identify
and bind forsign antigens. Two main typas exist, T kitler and T helper lymphocyies.

UNAIDS = United Nations Programme cn HIV/AIDS
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Viruses = Small infectlious agents, parasites that must grow inside cells.
White Blood cells (leukocytes) = All blood cells except red blood cells.

WHO =World Health orgahisation
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A SURVEY OF STUBDENTS’ KNOWLEDGE.,
- BEHAVIOQOUR AND RESULTANT ATTITUDES

TOWARDS HIV/AIDS ON THE UNIVERSITY
| OF ZULULAND CAMPUS

This survey is being undertaken as part of a Masters in
Counselling Psychology. The information obtained will be used
to complete a dissertation that will add to the research base on the
subject undertaken at South African Universities. You must not
write down your name to ensure that the material is
completely anenymous. The research is conducted m an
ethically appropriate manner under the auspices of the
Psychology Department of the University of Zululand. It is
really important that you be honest when you fill in the
questionnaire otherwise the study will be of little worth.

Thank you for your co-operation,

Kétbrvn Partington (Nel) ) |

@)W (A

tructions:

READ EACH QUESTION CAREFULLY AND
MAKE A TICK IN THE BOX NEXT TO YOUR
CHOICE OF ANSWER, OR WRITE THE ANSWER
THAT IS REQUIRED IN THE GIVEN SPACE.

PLEASE TURN THE PAGE OVER AND BEGIN.
THERE ARE 63 QUESTIONS PLEASE ANSWER
ALL OF THEM.



1. Are you between 15 and 24 years?
YES NO :

If vou are older than 24vrs or voanger than 15vrs BO NOT

FILL IN THE QUESTIONNAIRE

2. What'is your racial grouping?

African Coloured Indian White
(South African)

QOther

3. Are you Male or Female?

Male Female

4. What is your home language?

Afrikaans ] IsiXhosa
English IsiZulu

| Sestswana ‘Tshivenda
Sepadi . itsonga
Sesotho _ Other

5. Religious group? (Please Specify e.g., Catholic, Zionist, etc.)

6. 'What is your sexual Orientation?

Heterosexual Homosexual (Gay) Bisexual




7. Ihave access to: (tick all of those which are true)

Television Magazines
Newspapers M-Net
Telephone Radio
Cell-phone Internet

8. Where have you heard and seen information about HIV/AIDS in the
past month? (recently) Tick all of those that are true.  ~

Television L Meetings
Radio Magazines
Leaflets Newspapers
Posters Painted walls
T/shirts/clothes ' Talks

Plays Stickers

9. If you had a question or wanted more information about HIV/AIDS
where would vou first try to get information from? Choose two —TICK

Parent ‘ Lecturer
Nurse Doctor
Psychologist : Relative
Priest/Minister Friend

.| Untversity Clinic Other

10. Have you ever heard of the Aids helpline?

YES NO

11. Would you wear the red ribbon, which is the HIV/AIDS symbol, and
show that you are empathetic to People Living With HIV/AIDS (PLWHA).

YES NO

12. If NO, why not?

13. Have you seen the acronym PLWHA (Pcople Living With HIV/AIDS)
efore?

YES NO




14. Do vou have a relative who is HIV-Positive?

Yes Not Sure No

15. Do vou have a relative who is sick with ATDS?

16. Do vou have a relative who has died from ATDS?

17. Do vou have é friend who is HIV — Positive?

18. Do vou have a friend who is sick with AIDS?

19. Do vou have a friend who died from AIDS? |

20. If someone in the familv had HIV/ATDS would
vou be happv to share eating utensils with them?

21. If vou were infected with HIV/AIDS would

You keep it secret fTom everyone?

22. People with AIDS deserve fo die, thev are

to blame.—

23. Have you changed your sexual behaviour because of AIDS, even a

little?

YES

NO

No need for me to
change — no risk

24. Has your attitude to people living with HIV/AIDS (PLWHA) changed
over fime?

YES

NO

25. Have

you in the last month been given any advice about HIV/AIDS?

YES

NO

26. Have you in the last month given any advice to anyone about
HIV/AIDS?

YES

NO

27. Have you ever been in the same room or listened to a talk given by a
person who you know is HIV infected?

YES

NO




NOT AT ALL

ALITTLE

QUITE A LOT

VERY MUCH

28. HIV/AIDS
is a threat to
our society?

29. Have you
worried  that
you may have
the HIV virus?

30. What do
you think your
chances are of
becomimg HIV
infected?

31. Have you ever had sexual intercourse?

YES NO

. 32. Have you ever used a condom?

YES NO

NO

33. Did you use a
condom the last time

you had sex?

YES

NO

{ Only 1

partners and
no HIV nisk

Not sexually
active

34. Have you
been teased by
friends for
using
condoms?

35. Do you
have a condom
where you can
easily get it if
‘you need it?

36. Do you
think condoms
protect - you
100%  against
HIV/AIDS?
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I do not need| YES

condoms

NO

37. Are you shy to
have a condom in
your possession?

38. Are you shy to
get a condom?

39. When did you last have sex — tick

only 1

- I have not had sex before

- More than 1 year ago

- In the last 6 — 12 months

- In the last 1 — 5 months

- In the last month

- In the last week

40. Do you have a steady sex partner at the moment?

YES

NO

41. Are you living together with a partner?

| YES

NO

42.Do you have more than one sex partner at the moment?

YES

NO

43 How many sex partners have you had in the last 6 months?

Q 1 2 3 4 5 6 More ~
write
number

44 How many sex partners have you had in the last year?

0 1 2 3 4 5 6 More ~
write

number




45. How old were you when you first had sexual intercourse? Write down
age in years or tick never (had sex)

Never | Age

46. Have you ever discussed the risk of HIV/AIDS with your
boyfriend/girlfriend/sexual partners?

YES NO Not
applicable

YES NO N/applicable

47. Have vou ever been forced to have sex bv a partner?
48. Have vou ever had sex when drunk?

49, Are vou able to sav no to sex if vou don’t want it?
50. Have vou ever had sex with someone who refused to
wear a condom? :

51. Do vou think condoms can break during sex?

~ 52. Which of the following is true for you? {tick only 1)

{ am sexually active and always use a condom for protection

I am sexuzlly active and sometimes use a condom for protection

I ara sexually active and never use a condom for protection

I am sexually active and plan to vse condoms for protection but do
not use them vet

I am sexually active and do not use condoms because me and
my parter are not HIV infected

I am not sexually active

Which of the following applies to you, concerning changing one’s sexual
behaviour because of HIV/AIDS. (fick only 1)

53. I have no need to change because I do not practice sex or because
My partner and think we are HIV free

54. I have not really thovght about changing

53. T have decided to chenge but have not changed yet

56. I have actually changed my behaviour sometimes

57. I have definitely changed my behaviour all the time




-

58. Which of the following do you believe commonly leads to the

transmission of HIV/AIDS — tick all the applicable blocks

Unprotected sexual intercourse

Mosquito bites

Kissing _

Oral sex

Sharing razors

Blood transfission

Sharing needles

Sharing cutlery

Mother to child transmission

Other — please specity

59. Please tick the block which best describes your response o

the following questions

NOT AT ALL

ALITTLE

QUITE ALOT

VERY MU

Do you  feel|
supportive iffwhen
you are asked to
wear a red ribbon
on HIV/AIDS day?

Do you feel
irritation when you
see AIDS/HIV

posters around
campus?

Are you
embarrassed to talk
about HIV/AIDS?
Do you  think
condoms would be
embarrassing to
use?

60. Do you think you have good knowiedge about HIV/AIDS generally?

YES NO
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61. Do you know where to get HIV/AIDS councelling and testing on
campus?

YES NO

62. Would you be willing to undergo HIV/AIDS testing on campus?

YES NO

63.1f NO, Why not?

THIS IS THE END OF THE QUESTIONNAIRE - HOWEVER, I
WOULD BE INTERESTED IN ANY COMMENTS YOU HAVE ABOUT
THE SURVEY. HOW DID FILLING IN THE QUESTIONNAIRE
MAKE YOU FEEL? PLEASE WRITE A FEW POINTS (on the other side
of the paper, that is page 10) THANK YOU FOR YOUR HELP AND CO-
OPERATION.

THE END, THANKS.




APPENDIX 2



ORI N

: 1990 1991 1992 1993 1994 1995 - 1996 1997 1986 1999 2000 2001 2002 P
 Prepared by Dept of Performance Data & Research Administration . l o

repared by Dept of Performance Data & Research Administration
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NUMBER OF STUDRENTS PER FACULTY 28/08/02

Viain Campus a14| 1067) apa| oea|  p1a| 421l 1sai  1a4l 753|406l a9 8 0 0 0 0!

Full-ime | 847|923l ‘ama| saol 15| oes| 477|133l 738 44c G 2 ol o 0 0

Evening 4 7 ol 14 al 14 0 o 1 ol o 0 0 0 0

Parl-ima 6al 1a7| 42| 420wl s2| el 4| ds| tel  gg G 0 0 0 0

Collegas 17| 32 0 o a1y a7 0 ol .0 0 0 0 ol o0 0 0

Johannasburg I | i 44 B
3enon . _ 3 1 18] 2 18 i
Utundi T 2i 44| 62 4| 12 0 o 0 ol o 0 0 0 0 o| a9l
Durban__ o i} 5 B £
“ort Shopslono ) 1 117] 83| o] ol o o 0] o o| 17| sar|
Jmlazi | 72| 278l 91| 120| 47| 59| 51 agl 12 2 al 1 0 0] o] - o) 276] &
Bethesda ~ 13 2 ‘. 13 ')is'
Unisa o ] : 6 10 - - , ' |6 10
Sals R | | : : 14 3 i 14( R
Bho E o ‘, 5 4 . 5 A
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Union = | ol ol ol ol ol o o ‘ol o o 8l ol ol ol o 8l 1
|aranp TotaL | w04l 1sso| -etal. 777| 410l ees| ensi 17a| 7es| d4es| 1c0| 42 0 0 0 0| aro2| a7es




	Title Page
	Acknowledgements
	Abstract
	Contents
	Chapter 1: Introduction
	Chapter 2: Literature review
	Chapter 3: Methodology
	Chapter 4: Results
	Chapter 5: Discussion of results
	Chapter 6: Recommendations
	Sources
	Glossary of terms

