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ABSTRACT

The research aimed at exploring and describing the perceptions of the refugees
at Humulani village in the Ba-Phalaborwa municipality about HIV and AIDS. The
objectives including determining the gender perceptions about HIV and AIDS and
also providing recommendations for ways to increase the refugees’
understanding of HIV and AIDS.

The approach used for the research was a quantitative approach. The target
population of the study was all the refugees at Humulani village. The sample was
comprised of both males (78) and females (122) who participated by completing
guestionnaires. The sample of the refugees consisted of different ethnic groups
from Mozambique, Nigeria, Ghana and Zimbabwe. The questionnaires
consisted of three sections, section A, B and C. The findings of the study
revealed that the participants had low levels of knowledge regarding HIV and
AIDS which could be attributed to their possession of false myths about HIV and
AIDS.

The outline of the dissertation was as follows:

Chapter 1 introduced the study and discussed the research problems, aim of the
study, objectives of the study, research question, significance of the study,
motivation of the study and definition of concepts.

Chapter 2 discussed the literature review conducted on the refugees’ perceptions
of HIV and AIDS.

Chapters 3 discussed the research methodology of the study and describe the
research design population, sample, data -collection instrument, limitation of the
study and ethical considerations adhered to during and after collecting data.
Chapter 4 discussed the data analysis and interpretation with reference to

literature review.



In chapter 5 the evaluation of the study, objectives, conclusions,

recommendations and suggestions for further research were presented.

Based on the findings it was recommended that the health Profession’s
awareness campaigns should be strengthened and designed to reach refugees

by taking into account the cultural contexts of the refugees.
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CHAPTER 1

OVERVIEW OF THE STUDY

1.1 INTRODUCTION AND BACKGROUND OF THE STUDY

Human immune deficiency virus/ Acquire immune Deficiency
syndrome (HIV and AIDS) is a disease that has achieved
Pandemic status worldwide. HIV and AIDS have a tremendous
impact on medical, psychological, social, spiritual, educational
and economic life of infected people and their significant others
(Van Dyk, 2001).

HIV and AIDS is primarily a sexual transmitted disease, which
means it can be transmitted in a variety of sexual acts, such as
anal sex, oral sex and penetrative sex without protection. There
are some secondary forms of HIV and AIDS transmission which
are from mother to child during pregnancy, during childbirth and
breastfeeding (Stine 1993). HIV and AIDS continue to spread
uncontrollably in the whole world. According to the United
Nations Programme on HIV and AIDS and World Health
Organization (WHO), by the end of 1999 over 30 millions of
people around the world were infected with HIV and AIDS and
12.7 million had already lost their lives to the disease. It was
also indicated that the majority of those living with HIV would

die within a decade unless a life-prolonging therapy was made
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available to the majority of people living with HIV and AIDS
(Heywood & Harrison, 1998).

The strategies to prevent the spread of HIV among refugees
have often aimed to alter the behaviour of individuals, failed to
take into account sufficiently the societal and contextual factors
that determine vulnerability as mentioned by (UNAIDS,1999)
and there are few data about HIV prevalence in refugee settings.
Shisana, Simbayi & Muecke, (2002) mentioned that South Africa
has the largest number of people living with HIV and AIDS in the
world; approximately 10% of South Africans have AIDS. It is
expected to have a great impact on the lives of South African
citizens including refugees. It is also estimated that by the year
2010 AIDS will result in approximately 380 000 deaths a year
(Molefe, 2004). It is estimated that 9 out of 10 HIV infected
people in the world do not know that they are HIV positive. In
absolute terms, this means that over 27 million people today are
not aware of their HIV infection. In many developing countries
many people with AIDS only learn of their status after they have
started showing HIV and AIDS symptoms and become sick (You
and AIDS, 2002).

According to the World Health Organization (WHO), an estimated
40 million people between the age of 34 and 46 are living with
HIV worldwide. In 2003, three million people died of AIDS. Sub-
Saharan Africa was the most affected region of the world (WHO
2003). The countries reported to be having the highest rate are
Botswana 39%, Swaziland 33%, Namibia 23% and South Africa
20% (Journal-AIDS 2004). It is important for health care
professionals who work in South Africa to understand the
communities’ beliefs about health and sickness and to
incorporate these beliefs into HIV and AIDS programmes (Doka
& Kenneth 1999). In 2004 approximately 3.1 million new HIV
infections occurred in Sub-Saharan Africa and the pandemic
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claimed the lives of an estimated 2.3 million Africans (UNAIDS,
2004).South Africa is one of the most severely affected
countries with an HIV prevalence of 15.6% in 2002 among
adults aged 15-49 years (Shisana., 2002).

A number of behavioural factors promote the spread of HIV in
South Africa. In general, sexual activity starts at an early age.
At least 50% of adolescents are sexually active by the age of 16
(Shisana et al., 2002) and an estimated 80% by the age of 20.
Moreover, In Africa many young women tend to have unsafe sex
with substantially older (and more heavily HIV- infected) men
(Asiimwe & Muecke, 1992). In 2002, HIV prevalence was 6.1%
among South African males and 12.0% among females aged 15-
24 (Shisana et al., 2002) and 1,600 new HIV infections occurred
in South Africans each day (WHO, 2002). Sexual transmission
risks for HIV are greatest for persons with STIs and Genital

Ulcer diseases (Fourie, 2001).

Van Dyk, (2001) mentioned that South Africa has one of the
fastest-growing rates of new HIV infection in the world. A
combination of poverty, illiteracy, migrant labour, refugees,
disruption of families and communal Ilife has increased
individual’s risk of infection (Heywood & Harrison 1998). Various
studies have shown that people of different groups do not
believe that they are personally susceptible to HIV infection;
therefore they are less likely to change the risky behavior
(Khoza, 2004).

In 2002 the estimated HIV prevalence in person of the 15-49 age
groups was 15 or 2% in South Africa. The age group with the
highest prevalence was 25-29 years (26%) (Shisana et al.,
2002). Changes in sexual behaviour in response to the HIV
pandemic among the general adult population are rarely reported
in developing countries and in the rural areas of South Africa.
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Poor health is still a major problem in rural areas. Death rates
are not declining as fast as expected. HIV and AIDS affects
millions of people and threatens millions and prevents countries
from developing (Van Dyk, 2001). Much fear and ignorance still
exist due to the increasing incidence of HIV and AIDS in South
Africa.

As a result of the growth in HIV prevalence and failure to control
the spread of HIV, South Africa faces a major AIDS epidemic
(Human & Tafelberg, 2000).Prevention messages are beginning
to get through and cause changes in behaviour among women up
to the age of 29.The HIV and AIDS epidemic is the most urgent
health, welfare and socio—economic challenge in South Africa. It
is also a disease that is not inherently understood and
communities often have differing and contrasting attitudes and
perceptions regarding the epidemic. There are 16.3 million
children in South Africa of whom two-thirds live below the
poverty datum line and a fifth of whom do not live with their
mothers (Van Dyk, 2001).

HIV creates a different type of family; it robs children of their
childhood and forces them to assume adult responsibilities.
Furthermore, the epidemic reduces the labour force, thus
creating large gaps in the economy and increasing the challenge
in development planning. While it is still not possible to reduce
its impact and duration, it is not too late to reverse the adverse
effects of the epidemic. This can be achieved through carefully
targeted prevention programmes, particularly among the 45% of
South African population who are still under 20 years (Van Dyk,
2001).

1.2 MOTIVATION OF STUDY





The motivation of this study came from the alarming statistics of
HIV and AIDS in Ba-Phalaborwa sub-district, especially the great
increase in HIV and AIDS statistics amongst refugees at
Humulani village as compared to other settlements occupied by
South Africans. The increase in the Ba-Phalaborwa HIV and
AIDS statistics occurred despite the road shows on HIV and
AIDS being conducted in the village and schools which were
visited by primary health-care nurses in Humulani to educate the

refugees.

1.3. STATEMENT OF THE RESEARCH PROBLEM

Despite efforts to educate the community about HIV and AIDS by
the Primary health-care nurses and workers. It was thus
uncertain how these efforts impact on the refugees’
understanding and behaviour with regard to HIV and AIDS.
Statistics on HIV and AIDS at Humulani refugee village
increased by 65%, while statistics at other settlements increased
by 30% in 2003 (Ba-Phalaborwa HIV and AIDS statistics, 2005).

1.4. AIMS OF THE STUDY

The aim of the study was to increase the understanding of HIV

and AIDS by the refugees at Humulani village of Ba-Phalaborwa.

1.5 OBJECTIVE OF THE STUDY

The objectives of the study were therefore

e to describe the refugees’ perception of HIV and AIDS at

Humulani village;

e to determine by gender the perceptions of HIV and AIDS at

Humulani village





1.6. RESEARCH QUESTION

The study attempted to answer the following question:

What are refugees’ perceptions of HIV and AIDS?

1.7 SIGNIFICANCE OF STUDY

The findings of the study will contribute to the
understanding and possible reduction of the disease by
guiding the development of intervention programmes with

regard to changing refugees’ mindsets about HIV and AIDS.

Recommendations made by the researcher will encourage
the primary health-care workers of Ba-Phalaborwa and
other sectors around Ba-Phalaborwa to come up with new

policies and review the existing policies on HIV and AIDS.

1.8. DEFINITION OF CONCEPTS.

In this study different definitions of concepts are presented

through various authors in order to gain their meaning. The

researcher also indicates the appropriate definition, which will

be used in this study.

Perceptions

The means by which information acquired from the
environment via the first organ is transfer into experiences
of events (Roth 1999).





According to Feinberg (1999) perception IS a
representation of a cognitive approach. In the study
perception is the refugees’ point of view with regard to HIV
and AIDS.

e Refugees

According to reader’s Digest (2000), refugees are a
distinctive and unique category of human victim which the
international community has targeted for special protection
and benefit. They are people who fled their countries and
went to other countries in order to hide. In the study it
refers to people who fled their countries and came to stay

in Humulani.

Chapter 1 introduced the study and discussed the research
problem, aim of the study, objectives of the study, research
guestion, and significance of the study, motivation of the study
and definition of concepts.





CHAPTER 2

LITERATURE REVIEW

2.1. INTRODUCTION

This chapter discusses the literature review undertaken on the
perceptions of HIV and AIDS by refugees. According to Polit &
Hungler (1999), a review consists of searching for, identifying
and understanding information relevant to the research topic.
The literature review provides the researcher with information
relevant to the study and indicates what research has already
been done on the topic. Reasons for conducting a literature
review include avoiding duplication of a previous study and
providing ideas about the study.

Burns & Grove (2001) define literature as being the written
information on a topic consisting of primary and secondary
sources. Primary sources are written by the people responsible
for generating the ideas while secondary sources are summaries
or gquotations from the primary sources. Literature review occurs
in three stages, namely, searching, reading and writing the
literature review. The knowledge gathered from the literature
review should contribute to the development, implementation and

results of the study.





The purpose of literature review in this study was to obtain
information on issues affecting the refugees’ perceptions of HIV
and AIDS in order to develop guidelines for increasing refugees’
understanding of HIV and AIDS. This could assist the researcher
to understand the topic, ascertain pre-knowledge in relation to
the research problem and identify possible solutions (Polit &
Hungler, 1999).

Since this study was focusing on refugees’ perceptions of HIV
and AIDS with the aim of increasing understanding of the
phenomenon by refugees, it was conducted without a theoretical
framework. According to Oman, Krugman & Fink (2003) not all
research studies need to have a theoretical framework and
descriptive studies may be used to describe phenomena that will

later be incorporated into a theory.

Literature related to HIV and AIDS such as experience of HIV
and AIDS by infected persons, their cultural norms, attitudes and
beliefs towards the disease was voluminous. However, the
literature on South African refugees’ perceptions on HIV and
AIDS was not found. The researcher’'s assumption is that an
increased number of refugees in the country could be
contributing to the larger number of people living with HIV and
AIDS.

2.2 THE MEANING OF HIV AND AIDS

HIV and AIDS is a human immune- deficiency virus and HIV does
something that no other virus known to humankind has ever
done. It directly attacks and hijacks the most important
defensive cells of the human immune system, the CD4 cells. As
it does this, it slowly diminishes the total number of healthy CD4

cells in the body, thereby undermining the ability of the human





immune system to defend itself against attack from exterior
pathogens (Van Dyk, 2001).

According to Van Dyk (2001), AIDS is a syndrome of
opportunistic diseases, infections and cancers which has the
ability to Kkill the infected person in the final stage of the
disease. Goldstein, Pretorius & Stuart (2003) state that in South
Africa about 11% to 12% of the population was infected with HIV
in 2000, which means that about 5.0 to 5.3 million South
Africans were living with it. It was also expected that the number
of deaths in the next decade could rise to double the current

number of deaths due to the different causes of HIV and AIDS.

Goldstein et al. (2003) indicate that statistics in South Africa
reveal frightening facts. It is predicted that over 1500 South
Africans are infected with HIV and AIDS daily, suggestion that
one in eight adults (15-49 years of age) is infected with HIV in
South Africa with a total of 4,2 million people infected people
per annum. Early knowledge of HIV and AIDS infection is now
recognized as a critical component in controlling the spread of

HIV infection from one person to other (Painter, 1994).

This literature survey will describe the refugees’ perceptions,
knowledge, attitudes and beliefs in respect of HIV and AIDS.
AIDS is believed to have recently surpassed malaria as the
leading killer disease amongst adults, and is likely to do so for
children in the very near future (UNAIDS, 2004). 80% of HIV
infections is believed to be the direct result of heterosexual

transmission.

2.3. PEOPLE’'S KNOWLEDGE WITH REGARD TO HIV AND
AIDS, PARTICULARLY YOUTH AND ADULTS.
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There are many studies that state that particularly youth still
engage in risky sexual behaviour, and that people think that the
virus was developed as an instrument of biological warfare and
it is found only in people who practice homosexuality (Ehlers
and Khoza, 2003). Myths are extremely dangerous in some
communities where people think that they will not get HIV or that
AIDS can be cured if they have sex with very fat women, virgins
and with girls younger than 12 years of age, or with very young
boys (Macintyre, Brown & Sosler, 2001).Thousands of women in
every corner of the globe are dying of AIDS yearly. Many women
are living with HIV and AIDS or caring for others without

protecting themselves.

Many old people claim that in the past, married partners
remained faithful to each other and usually did not have multiple
sex partners outside marriage. They maintain that AIDS is not a
new disease, and that people have died in the past of a disease
with the same symptoms. This misconception may be the cause
of the prevalence of HIV among the rural poor and the illiterate,

who could constitute a large part of the residents of Humulani.

2.4. ATTITUDES AND BELIEFS ON HIV AND AIDS BY
AFRICAN RURAL PEOPLE

In many African countries, poverty is believed to be the cause of
HIV and AIDS and death, especially among the rural poor or
people with the least education. This belief also prevents those
who think of themselves as falling above the poverty line from
exercising their personal initiative in searching for solutions and
people don’t consider their own behaviour to be a possible
reason for HIV infection. Due to this misconception, they cannot
appreciate the need for wusing HIV preventative methods
(Largade, Pison & Enel, 1998). They also lack information about

reproductive anatomy and physiology which, as a result,
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contributes to women’s fears about condom use and their

reluctance to negotiate its use with a partner (Muhondwa, 2001).

Traditional beliefs about sex and AIDS also contribute widely to
the spread of HIV. These beliefs lead to pervasive social
stigmas which can impede efforts to promote voluntary
counselling and testing and other HIV and AIDS prevention
efforts (Kalichman, Simbayi, Kaufman & Cain, 2004). This
includes the belief that HIV is caused by spirits or supernatural
powers. Individuals who hold this belief not only put themselves
in a more vulnerable position of contracting HIV, but they also
pose a threat to people who are already HIV positive and have
disclosed their status. The people who have disclosed their HIV
and AIDS status may suffer repulsion and social isolation as a
result of individuals holding such beliefs (Kalichman, Adair,
Somlai & Weir, 2004). Individuals holding untrue beliefs about
AIDS are often at high risks of contracting the disease, as they
do not express concern about HIV infection, and they do not

practice safe sex (Lynellyn & Ankrah, 2000).

2.5 AFRICANS’ TRADITIONS CONTRIBUTE TO WOMEN’S
VULNERABILITY TO HIV AND AIDS

Traditions that contributed to the vulnerability of women in the
past are enhanced by the AIDS epidemic. In most cultures, care-
giving falls exclusively on the shoulders of women as wives,
mothers, sisters, aunts and grandmothers. At Muhimbili medical
centre in Dar es Salaam, the major referral hospital in the
country where 50% of the medical patients are positive, women
supply the extra care needed beyond the treatment regimens of
medical specialties. The care of AIDS patients is time-consuming
and difficult. The economic demands of the AIDS care are also
burdensome. Many families find it difficult to meet the basic
needs of their families and in particular, the needs of the
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children. Women who perceive themselves to be economically
vulnerable may seek more than one partner to help make ends
meet. Each extra partner makes the woman more susceptible to
HIV infection (Lynnelln & Ankrah, 2000) and (Preble, Galia &
Siegel, 2000).

Poverty and traditional beliefs may cause African women to be
vulnerable to HIV and AIDS. Muhondwa (2001) indicates that
Commercial sex workers are aware of the risks of HIV
transmission and AIDS. They know that such activity exposes
them to disease and early death because women are at risk, but
will largely remain in that condition as long as their economic
dependence and lack of education leaves them few options for
leading a secure and independent life. However, not only the
poorest women are at risk of acquiring HIV. Even if the women
are not economically vulnerable, they may still be socially
vulnerable. A wife cannot refuse her husband’s sexual advances
too many times, if she wants to keep him at home. A double
standard also applies in the sense that a woman is supposed to
be faithful to her husband. In contrast, the man is sometimes
more free to have sexual relationships with other women
(Muhondwa, 2001).

Most of the refugees that reside at the targeted refugee camps
are survivors of wars that broke out in African countries. A large
number of them are women and young children as the fathers
may have been killed in the war. When African refugee women
arrive in the countries to seek refuge, they often do not have the
skills to find work to feed the families as the husbands have
always been the ones to provide for the family financially. The
lack of skills and the fact that the women are refugees does not
make it any easier to find jobs. The refugee women often resort
to prostitution as their sole possible source of income. In

addition to poverty, reasons for entering prostitution may relate
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to lack of education, and individual life experience (Muhondwa,
2001; Lindan, 1999).

Literature has revealed that traditional beliefs have an impact on
HIV and AIDS counselling. Often traditional African people find it
difficult to talk about their personal lives and individual feelings
about their sexual activities or other intimate and personal parts
of their lives. African cultures do not believe in the
appropriateness of intimate revelations of personal or social
problems, often seeing disclosure as not only exposing the
individual, but also as exposing the whole family because the
individual is regarded as an integral part of the family system
(Van Dyk, 2001).This creates a problem for the counsellors who
may be trying to help the AIDS patient. The patient may not
report some of the activities that they engage in or the
behaviour of their sex partners that may put their health in even
more danger (Van Dyk, 2001; Lindan, 1999).

The counsellors may thus be unable to address the important
issues in the patient’s life that had made the patient susceptible
to HIV in the first place. These patients often enter a phase of
denial as they have not opened up completely so as to be
assisted by the counsellors. These patients are often at high
risks of re-infection which may in turn weaken their immune
systems, and as a result lead to earlier deaths (Van Dyk, 2001).
The refugees at Humulani village, after their HIV positive
statuses have been disclosed to them, may not comply very well
with the counselling offered them. Usually by being open about
private matters in their lives that may have been the source of
their HIV infection (for example negotiating condom use with the

partner), they may be taken as prostitutes.

2.6 THE INFLUENCE OF RELIGIOUS BELIEFS ON HIV AND
AIDS COUNSELING
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The people on the African continent are not only governed by
cultural beliefs, but they also have strong religious beliefs from
the different religions that are practised all over Africa. The
cultural and religious beliefs are major causes of difficulties
experienced when counselling an HIV-infected client, as one has
to counsel them about both the emotional and religious issues
that have arisen in their lives as a result of the disease
(Lynellyn & Ankrah, 2000). The most obvious reason for this
difficulty is the fact that HIV and AIDS is, to a large extent, a
sexually-transmitted disease. The rational understanding of its
origins, progress and ultimate effects is therefore often clouded
by sexual taboos, denial, superstitions, stigmatization and the
irrational fears that are evoked in many people by sexuality and

sexually-transmitted diseases (Visage, 2000).

Because of the above mentioned reasons (sexually-transmitted
diseases), many HIV positive people tend to avoid counselling
that addresses the religious or spiritual issues provoked by the
disease. This situation is wunderstandable, even though it
appears ironic on the other hand, and it often means that many
of the most urgent and troubling spiritual and existential
guestions that confront HIV positive people remain unresolved at
a time when their need for spiritual comfort, consolation and
understanding is more acute than ever before at any point of
their lives (Mukoyogo & Williams, 2000).

For those who nevertheless seek spiritual counselling from
members of the clergy, disappointment usually follows as
members of the clergy find it difficult to deal with people who
have been infected by HIV. As a result of this and other factors,
HIV positive individuals are often extremely reluctant to expose
their true feelings and experiences during counselling sessions

as they expect condemnation and judgment (Van Dyk, 2001).
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The basic task of the spiritual counsellor has always been to
deliver a message of hope to the person who is ill (both in the
spiritual and physical sense). Even though this ray of hope
offered by the spiritual counsellor naturally diminishes in
intensity as patients approach death, it is never totally absent
from spiritual counselling (Lynellyn & Ankrah, 2000). The nature
of HIV and AIDS has drastically undermined all the features of
the traditional spiritual counselling process. The undermining
factors include the relative ‘impossibility’ of maintaining hope of
physical recovery, the length and erratic progress of the illness
and its accompanying opportunistic infections, and the moral
disgrace that is frequently attached to HIV infection. It may go
on to include the lack of social support, untimely and multiple
losses, protracted illness and disfigurement, and neurological

complications (Victor, 1998).

One of the most important functions of religion is to provide
coping strategies for accepting the inevitability of death. Death
is difficult to accept, especially when young people die from
diseases such as HIV and AIDS (Van Dyk, 2001; Kapiga, 1994).
In African culture, for instance, death of a young person is seen
as ‘unnatural’. Part of the reason for this view is that culture is
so materialistic that people find it difficult to believe in any kind
of existence after death (Van Dyk, 2001). But one thing that has
to be realised within these cultures is that death is not
‘unnatural’. Death is simply a natural part of life, although
anxiety about what may be waiting after death is very real, even
in the case of religious people (Muhodwa, 2000). African people
often engage in some kind of search for certainty, or attempt to
contact the spiritual world, either in an attempt to link up with a

loved one or to gain some certainty about life after death.

Religious counsellors who may be counselling HIV and AIDS

patients emphasise the importance of ensuring the quality of
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whatever life remains for the infected individual, without denying
the potential importance of life after death (Doka & Kenneth,
1999). A balanced view which emphasises the importance of
both ‘worlds’ can offer much comfort to a person with religious
beliefs and enhance the quality of what remains of his/her life. It
should also be emphasised that it is only natural for a person to
be uncertain of death, and also that nobody knows exactly what
death will be like and everyone ultimately has to face death on
their own (Van Dyk, 2001; Kapiga, 2001).

Some of the most practised religions in Africa include Judaism
and Christianity. HIV-positive individuals who practise these
religions, like most people, often ask themselves the question of
why it happened to them. Since sin is the most preached-about
cause of sickness, they believe that their sickness is because of
the sins that they have committed before God. Although a person
may accept that some agents (i.e. a germ or virus) may be the
direct cause of their disease, such an explanation is not
adequate within a religious framework. The two religions that are
combined in the same framework due to the similarity of their
belief system are called the Judeo-Christian framework. The
major questions within this framework are whether AIDS is God’s
punishment and if sinning means you deserve to get AIDS (Van
Dyk, 2001; Lynellynn & Ankrah, 2000). These religions answer
these questions by stating that although sickness and death
came to the world because of sin, it does not necessarily mean
that one should attribute specific illnesses to specific sin, but
unfortunately this is exactly what is done by Christians and
Jews. This, as a result, creates guilt and pain in people with life-
threatening diseases such as HIV and AIDS (Doka & Kenneth
1999).

Islamic religion is also among the religions that are practised in

African countries. The Islamic approach to illness is very similar
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to the other religions. Forgiveness and ways of cleansing the
mind and body are the basics of Islamic religions, as in other
religions. They encourage people to engage in purification
rituals, so as to mediate and restructure the remainder of the
lives of the people who are terminally ill. They may even prepare
them for life after death or for rebirth (Van Dyk, 2001). These
religions also emphasise that HIV infection is not a
condemnation or the end of the road for the infected individual,
as should other religions as well. HIV may rather be an
opportunity for the infected individuals to prepare themselves
properly for the remainder of their lives and for their transition
to another world (Lynellyn & Ankrah, 2000).The refugees at
Humulani are mostly from traditional African communities, and
they may well practise the same religions which may greatly

affect most of the infected individuals.

2.7 THE INFLUENCE OF CULTURAL BELIEFS ON HIV AND
AIDS

Throughout the later stages of the disease individuals often
need assistance as they are often unable to perform most of
their daily activities on their own. Africa has so many AIDS
patients that hospitalisation is not always an option (Seeley,
2001).The great need for care leaves the community with no
other choice but that of taking care of their sick. Caregivers who
care for AIDS patients can be divided into different groups in
their communities. At the family level, the burden of care is
predominantly carried by women and girls. Men also are
increasingly forced to take care of their sick partners (Lindan,
1999). However, the least acknowledged caregivers within the
home are the children, as most of the time when one parent
dies, there is no one to look after and care for the other parent
when he/she becomes ill (Van Dyk,2001; Lindan, 1999).
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The second group of caregivers is the backbone of the
community care programmes for people with AIDS, who are
volunteers. Some could be ‘informal’ volunteers such as friends,
relatives or neighbours.The majority of the volunteers who work
under these AIDS-care programmes are ‘formal’ volunteers who
are recruited, trained and supervised by health organisations
they work for (Romocki, 1999).The volunteers (whether ‘formal’
or ‘informal’) and caregivers at the family level often experience
rejection and isolation from their communities as it is feared that
they also have the AIDS virus and may be contagious. Often this
is because of lack of knowledge about the disease, but it can
also be due to the fact that most of the infectious plagues that
Africans have experienced in the past could result in the type of
suffering that AIDS patients go through (Van Dyk, 2001; Lindan,
1999).

Knowledge can easily be the basis of a belief. When one of the
partners dies of AIDS, the other partner, who may have also
been taking care of the one that passed away, often falls ill and
shows similar symptoms. The people in the communities do not
know much about HIV and AIDS other than the fact that it is a
fatal disease; they may thus conclude that the one partner was
infected while taking care of the other one, not even considering
the fact that perhaps these partners may have infected each
other before the other partner died, and that the other partner

just didn’t show symptoms at the time of the partner’s death.

The volunteers from the rural areas where most of these
‘beliefs’ are common are pressurised to stop their volunteer
services and AIDS sufferers at those places do not have
assistance from the outside and have to rely solely on their
family support (Lynellyn & Ankrah, 2000). Many people in
communities are not ready for home-based care because of

ignorance and superstition but mainly because of the fear of

19





being stigmatised by other members of the community, so most
people might reject the concept of home-based care. This
situation further contributes to the feelings of anguish,
desperation and loneliness that often characterise AIDS and its

accompanying circumstances (Van Dyk, 2001).

2.8 HIV  AND AIDS COMBINED WITH TRADITIONAL
BELIEFS/HEALERS, RELIGIOUS AND NON-RELIGIOUS
SYSTEM

Throughout Africa, traditional healers are widely consulted and
are some of the people who take care of AIDS patients, as their
families bring them to the traditional healer for him/her to cure
them. The importance of traditional healers within the
communities is often not officially recognised because they often
take care of these AIDS patients without any training on how to
handle them. The traditional healers may be put in danger of
contracting the virus and also spreading it since the traditional
healers may use the same instruments (for example: razor
blades) they used on an AIDS patient on another uninfected
patient, thereby infecting them (Largede, Pison & Enel, 1998).
Using unsterilised instruments can also contribute to the false
belief that the disease is contagious, since some people who
consult the same traditional healer may be infected with the HIV
(Van Dyk, 2001).When these individuals start showing symptoms
they tend to put the blame on the traditional healer for giving
them the disease by housing a sick person with them. In rural
African places, knowledge should be spread in order to fight
some of the beliefs that can create ignorance about the actual

cause of the disease and may lead to a greater spread of HIV

and AIDS (Lynellyn & Ankrah 2000)
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A large number of Africans still adhere to traditional African
beliefs. It is common for traditional Africans to combine
traditional beliefs with other religious systems such as
Christianity. In traditional Africa disease is attributed either to
natural agents and witchcraft or the displeasure of their
ancestors. But even when Africans attribute a disease to an
external agent (for an example: a germ or virus), they will also
search for the ultimate cause of the disease. After the discovery
of the ‘source’ of the disease, the individual may have to
undergo cleansing rituals. The rituals, along with the medication
the HIV patients are given, will often only improve the infected
person’s quality of life and will ensure that the person will have
no unresolved issues when he/she dies and enters the spiritual
world of the ancestors, as he/she dies knowing the cause of
their death (Kapiga, 2000).

The secular frame of reference (i.e. non-religious) in contrast to
the previously discussed religious framework holds the
perspective that there is no ultimate cause of illness. Its
perspective is that the agent, for instance (germ or virus)
attacks a specific person either because the person was
accidentally exposed to it; his/her immune system was
vulnerable and could not fight it and certain behaviour may have
caused the person to expose him/herself to the agent. This view
is commonly held in western countries although there are some
Africans who also believe in it. Adoption of this view often
assists in the fight against most infections including diseases
like HIV and AIDS .This results from the fact that the individuals
most often question their own behaviour as the cause of the
infection as they might have put themselves at risk, other than
both the traditional and religious beliefs that individuals adopt in

order to have peace of mind as they live their lives knowing that
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they have the HIV/AIDS virus. Their attitudes also need to be
modified (Van Dyk, 2001; Largede et al 1998).

2. 9 AFRICNPEOPLE’S PERCEPTION OF CONDOMS

In some African countries like Rwanda, condoms are thought to
block the “gift of self”, which is considered as the formation of a
bond between two partners through sexual intercourse which is
symbolised by the exchange of body fluids between the partners
during sexual intercourse. The Rwandan people believe that the
flow of fluids involved in sexual intercourse and reproduction
represents the exchange of “gifts of self” which they regard as

being important in a relationship (Largede et al., 1998).

The resistance to condom use in African countries has a social
and cultural dimension of African sexuality (Visage, 2000). The
South African rural black women, including refugees from other
African countries, are often frightened to suggest the use of
condoms during sexual intercourse as they believe that the
condom may remain in their vagina and eventually suffocate
them by moving through their body to the throat. They may also
hold the belief that condoms prevent the ripening of the fetus as
semen is needed to ripen the growing fetus in the uterus and it
prevents pleasure as a result (Walls, Lauby, Lavelle, Derby &
Bond 1998)

Doka & Kenneth (1998) mentions that individuals in these
cultural groups, living by the same beliefs, can be persuaded to
change their behaviour by integrating their cultural beliefs and
HIV and AIDS prevention programmes. This could be done by
providing them with relevant information about HIV and AIDS
while taking into account the cultural-sexual beliefs that exist

among them. For instance, Rwandan men in these communities
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would not use a condom if a traditional healer did not perform
any rituals on the condoms. Health officials will thus have to
work along with traditional healers in these communities to
perform the necessary rituals on the condoms so that the public
will accept their use. Since boys in most, if not all, African
cultures are considered a sign of wealth and a guaranteed
growth of one’s bloodline; most of the men in African cultures
strive to have as many sons as they can. So the use of condoms
is out for them as they cannot reproduce when they use a
condom. When the wife is barren or only gives birth to girls, the
man has a right to marry another wife so that through her sons
may be born who would survive him and keep him in personal
immortality after his death. This need to reproduce offspring,
regardless of the danger some of the women may be faced with
as their partners may not have been monogamous, is fueled by
the beliefs held in some African countries about women who die
childless. According to (Preble et al., 1999; Van Dyk, 2000).

In some African ethnic groups like the Shona in rural Zimbabwe,
there is a belief that women who die without having any children
will not be accepted into the spirit world of the ancestors and
are doomed to wonder the earth as evil, haunted spirits after
their deaths. The polygamy that may result from the wife's
inability to give birth to boys or give birth at all may present
both advantages and disadvantages to the African countries that
still hold such beliefs, the advantage being that it helps prevent
or reduce unfaithfulness, prostitution, STI’'s and HIV. This could
prove most valuable when one of the wives is pregnant and
sexual intercourse is prohibited until the child is born or
weaned. Polygamy thus prevents the husband from turning to
casual sex, in some cases (Van Dyk, 2001).In the old culture, if
a man wanted to take another wife, he would get married to a
virgin; but now, as most African countries have been invaded by

war and people seek refuge in other countries and also for other
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reasons, some aspects of their culture is often lost during the
transition (Kalichman et al., 2004). Men in rural communities
who still identify themselves as following their culture
concerning issues of polygamy, no longer marry virgins and
often marry for the wrong reasons. It is very likely that the new
women they bring into the lives of their families may be carrying
the HIV. As a result, the husband may contract HIV and then
pass it on to the other wives. This could also be a reason why in
sub-Saharan Africa, women greatly surpass men in the number
of people living with HIV and AIDS, and in many areas women
double the number of men with the virus (UNAIDS 2004).

Kalichman et al., (2004) mentioned that African men often hold
strong Traditional beliefs. Consequently, the African women may
experience multiple barriers in their effort to reduce their risks
of HIV infection, including risks for sexual violence in gender-
power-imbalanced relationships. Women who suggest using
condoms with a resistant sex partner, cause suspicion about
their monogamy or sexual histories. Women may become
vulnerable to further violence, rejection, and even potential loss
of the partner’s financial support (Ackermann & De Klerk, 2002).
African women do not initiate discussions about sex or tell their
partners to use condoms because it is culturally inappropriate
and also because it brings their own sexual behaviours into
guestion (Herek & Glunt, 1991).

Victor (1998), Granic and Mermin (2000) mention that HIV and
AIDS statistics look more frightening in some African countries
because of the population’s resistance to changing their sexual
practices. Condom use is still low, with only 9% and 4% percent
of the male and female population respectively, using condoms.
A recent study on partner relations concluded that 20% of the
sexually-active males and 20% of sexually-active women had

sexual partners other than their spouses (World bank, 1992).
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HIV is spreading around the country and rural areas where there
are informal settlements, and are seen as the hardest-hit areas
in the countries. Most rural informal areas are occupied by
refugees from all corners of the countries. In Tanzania, a
European official, working with the Dutch Development Agency
with Songea Development Action reported that some villagers

refused the offer of a revamped road because it would bring

AIDS (Lynellyn & Ankrah 2000).

Among groups that practise high risk behaviour, especially those
which have been targeted for AIDS prevention, condom use is no
longer an issue. For customers of commercial sex workers, it is
part of the way they do business. In Morogoro, a woman said
that they were forced into doing it (stay in prostitution), but wore
condoms, “I tell my customers to wear it for his safety and mine.
Some customers refuse to wear condoms then you have to miss
the money because at present we are frightened by the rate at
which people are dying” (Lynellyn & Ankrah 2000). Positive
cultural behavior should be encouraged and reinforced, for
example, forbidding sexual intercourse during menstruation, and
immediately after childbirth and after the death of a partner who
might have died of AIDS (Eldelston, 1998)

2.10 GENDER DIFFERENCES WITH REGARD TO HIV AND
AIDS.

In many societies, women do not have control over sex lives.
Society expects them to do what their husbands or boyfriends
tell them. They are afraid to ask their partners to use condoms,
even if they know that their partners have had unprotected sex
with other women. Women in male-dominated societies often
have the sensation that they are invisible and that they exist in
the shadows while the men take “centre-stage” at work, in

politics and even in women’s minds (Family health International,
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2000). Another reason is that in most African households the
man wants a lot of children, so if condoms were used to prevent
HIV infections, it would be impossible for the women to fall
pregnant (Victor, 1998). Factors that impede condom use by
youth and adults in South Africa includ lack of perceived risk,
peer norms, condom availability, adult attitudes to condoms and
sex, gender power relations (Ehlers and Khoza, 2003).0One of the
most interesting findings of the effect of the dominant role men
play in the sex lives in their relationships is ‘dry sex’. The notion
of ‘dry’ sex exists in most African cultures where women who are
‘too wet’ during sexual intercourse are considered perverts,
promiscuous and dirty. ‘Dry sex’ is penetrative sex between a
man and woman where the woman has inserted chemicals like
methylated spirits, vinegar, bicarbonate of soda and other
similar chemicals before intercourse. Most men in these cultures
consider themselves lucky to have a dry woman as it proves to
them that she has not been with a lot of men. The notion of ‘dry
sex’ can also be secretly adopted by the refugees at Humulani,
as Alexander, Tshabalala and Brokensha (2005) indicate that it
is also widely practiced in countries like Zimbabwe, and Ghana.
Dirty/’'wet’ women have been labelled as being responsible for
giving men HIV while the contrary applies to virgins and ‘dry

girls’.

‘Dry sex’ may even be the primary cause of the increased rate of
child rape. Most men holding these beliefs believe that they will
be cured of HIV as the girls are still ‘clean’. They also believe
that the girls would not get infected because their vaginas are
still dry; the ‘dirt’, i.e. HIV, would not attach itself to it.’Dry sex’
results in an increase in child rape, even though these cultures
do not call it rape if it involved relatives, but rough sex. The
turning of a blind eye towards such acts lead to an increase in
HIV-infection amongst children, especially in rural, cultural-
based places like Humulani where the refugees have carried
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their traditions and cultures along with them and hold such
practises as some sort of identity of who they are (Van Dyk,
2001).

Although the women who practise dry sex also report dry sex as
being uncomfortable and very painful as the chemicals strip the
vagina of its natural lubrication and make the soft tissues swell
causing the vagina to become hot and tight, they nevertheless
practise it because it increases their partner’s pleasure and also
proves that they have not been sleeping around. Most of these
women do not realise that both their lives and the lives of the
men they sacrifice sexual pleasure for, could be endangered by
their practise of dry sex. Because the chemicals used for dry sex
rapture the soft tissue and other normal epithelial barriers in
these women’s vagina and cervix, it facilitates the spread of
STl’'s and even HIV. This is because the wounds caused by the
damage to the lining of the vagina increases the surface area for
the spread of HIV and other sexually transmitted diseases.
Another contribution to this transmission could be through the
blood that some of these women bleed during sexual
intercourse. This not only pose a threat to men who engage in
sexual activities with these women, but these women are also in
grave danger as most men who prefer women who practise dry
sex priorities being safe before sexual pleasure (Alexander et
al,2005, Van Dyk, 2001).

As much as the message of abstinence, condomising and
faithfulness in a relationship has been constantly preached in
HIV-awareness messages, the issue of the impact of infidelity on
the spread of HIV has rarely been addressed. In most African
cultures, infidelity is seen as the right of the men. Since women
in these cultures also do not have a voice or a say in sexual

matters in their relationships, including issues regarding condom
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use, this increases their risk of their contracting HIV (Doka &
Kenneth, 1999).

Lynellyn & Ankrah (2000) mention that deaths and funerals of
men attract more attention than those of women. Men’s funerals
are often larger because they have control of more resources,
and politicians and business leaders are mostly men. Moreover,
men appear to be dying of AIDS at a faster rate than women,
and in most cultures care-giving falls almost entirely on the
shoulders of women. A wife cannot refuse her husband’s sexual
advances if she wants to keep him at home; and in contrast, the
man is expected to be free to have sexual relationships with
other women and they believe that men are bringing AIDS

home.

Kapiga & Saidi (2001) mention that economic factors influence
women’s ability to negotiate safe sexual intercourse as sex often
takes place in conditions of poverty and over crowded homes.
But not all women are economically dependent on a man and
therefore powerless. Economical independent women are able to
exert considerable power by withholding sex if the partner
refuses to use a condom. On the contrary, although women may
not be economically vulnerable they may still be socially
vulnerable as women are not supposed to refuse their husbands
sexual advances if they want to keep them at home and also
stop him from turning to other women for sex. So these
economically independent women may be exposed to HIV
through society and cultural norms. Double standards may even
apply where the woman is supposed to remain faithful to her
husband, while the man may often be free to have sexual
relationships with other women. The men are often the ones who

bring HIV home.
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In African communities where strong cultural norms that
emphasise virginity and innocence apply, the ability of a young
woman to seek information or talk about HIV and AIDS or sex is
greatly limited. Talking about HIV and AIDS or sex could label
them as sexually active, regardless of the true extent of their
sexual activity. In African countries, young women rarely discuss
sex with their partners, and despite being sexually active, they
know little about their bodies, pregnancy, contraception and
sexually-transmitted diseases. In most African countries,
discussions about sex also rarely occur between young women
and their parents. When children ask about sex they may be
misinterpreted as already being sexually active or it could be
taken as a sign of promiscuity. Most young women find out about
sex from people outside their families and could even be
misinformed (Muhondwa, 2001).

2.10.1 Gender expectations and Buddhism.

Gender expectations may also be an important contributory
factor towards sex work in different cultures in Africa. Women’s
involvement in prostitution is often related to the role women
play in the cultural continuity of Buddhism and also the
maintenance of the household. In the Buddhism culture, women
are viewed as lower in the karmic order, and are meant to suffer.
Building temples and providing donations to the order of monks
is viewed as a means of alleviating the women’s suffering. The
Buddhism culture regarding women’s prostitution provides a sort
of mobility channel that does not violate gender expectations. In
the Buddhist culture the women are considered as engaging in
worldly, economic activities to uphold the household economy,
and to experience suffering through sex work. They donate funds
to build temples to alleviate the suffering (Asiimwe & Muecke,
1992).
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In Buddhist culture, gender expectations can even take the form
of cultural obligations as most young women in Buddhist cultures
are culturally obligated to repay their parents for raising and
taking care of them. The Buddhist cultural women often exerted
more pressure on women to enter sex work .There may even be
village recruitment agents that offer families cash loans in
exchange for the daughter’s services as a sex worker (Asiimwe
& Muecke, 1992).As the refugees at Humulani Village are mostly
from African countries, some may even practise the Buddhist
culture. This could be one of the reasons the women may be
involved in prostitution and as a result put themselves at risk of
contracting HIV. Besides the cultural obligations that many
women may be expected to fulfill, there are also the natural,
biological obligations of giving birth that women in Africa and
the world as a whole are expected to fulfill (Lynellyn & Ankrah,
2000)

2.11 AFRICAN WOMEN’S CULTURAL NORMS AND HIV AND
AIDS

Most African women feel the need or are pressurised to fulfill
cultural obligations according to their cultural norms, even if
their health is compromised. This meaning that, even if a woman
knows that she is HIV positive, in most instances she would still
want to give birth. In this way the woman may be putting herself
in an even more dangerous situation as during pregnancy the
woman may experience a reduction in hemoglobin, thus
weakening her immune system. In this way she may increase her
susceptibility to opportunistic infections such as pneumonia
(Lynellyn & Ankrah, 2000; Kapiga, 2001).

Women’s choices to carry out pregnancy to full term or even just
considering having children after they have tested positive for
HIV is usually affected by multiple factors. In many countries,
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including Africa, having children is fundamental to a woman’s
role in society (Asiimwe & Muecke, 1992). In many of these
societies adults depend on their children to provide for them in
their old age, and having children is seen as a necessity and
holds high value within the societies. Because children infected
by HIV are more likely to die within the first year of life, some
women with HIV express their determination to have more
children than they might otherwise have had to ensure that some
survive (Asiimwe & Muecke, 1992). In some communities where
the infant mortality rate is 10-30 percent, this perspective is
common. The greater the perception of infant mortality, the more
a woman may feel she has to take her chances to ensure that a
child will survive (Asiimwe & Muecke, 1992).The natural course
of HIV and AIDS in women shows a similar pattern throughout
the world. Women in African countries face HIV in considerably
different contexts than women in developed countries (Preble et
al, 1990; & Siegel, 2000).

The structural factors maintaining women’s subordinate status in
many African countries are illiteracy, lack of education,
exclusion from the formal workplace. These factors often isolate
women from receiving HIV-prevention messages. In some African
countries, HIV infection in women frequently results in severe
social stigma and family dissolution, and inevitably in prolonged
periods of morbidity and early death (Preble et al., 2000).It
could be one of the reasons why health professionals target

women in HIV-prevention programmes.

The area of behavioural interventions for AIDS prevention is
widely debated. Since targeting women assumes, perhaps
inaccurately, that women have the power or can attain the power
to change the outcomes of sexual encounters (Lynellyn &
Ankrah, 2000), it can result in stigmatisation of women as major

transmitters of the virus. In addition, targeting women may miss
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the opportunity to challenge masculine cultural and sexual norms
that promote HIV transmission and may support the perception
that men need not take responsibility for the outcomes of their
sexual pursuits. On the other hand, targeting men can be
criticised for failing to bring women into the mainstream of HIV
and AIDS prevention efforts, for relying on men’s doubtful
compliance or reliability, and for missing opportunities to
empower women. The models of behavioural change are
encouraged to target both men and women as both sexes need
to alter their behavioural norms, especially sexual behaviour and
power sharing in the families in order for the HIV and AIDS
programmes to be successful on the African continent and
reducing the further spreading of the disease (Lynellyn &
Ankrah,2000).

2.12 CONLUSION

This chapter discussed the literature review undertaken on the
issues affecting the perceptions of HIV and AIDS by the
refugees. The |literature failed to address the refugees
perceptions of HIV and AIDS in South Africa and globally.
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CHAPTER 3

RESEARCH METHODOLOGY

3.1. RESEARCH DESIGN

According to Pilot & Hungler (1999), the research design is an
overall plan for conducting the study in order to answer the
research questions. The research design indicates the steps
which will be followed in conducting the research. The research
is a plan, recipe or blueprint for the investigation that provides a
guideline according to which a decision can be made about
which data-collection method will be most appropriate to the
researcher’s goal and to the selected design (De V0s,2003).This
study used a descriptive design to identify and describe the
refugees’ perceptions of HIV and AIDS. Descriptive research
also provides an accurate profile of a group (De Vos, 2003).This
was presented in the research study as the questionnaires
contained sections where the participants could fill in their
nationality, age and gender. The profile was informative and
gave a clear picture of the specific details of the situation at

Humulani village (De Vos, 2003).

Descriptive research also presents basic background information
on the study. The background information for the study on
refugees at Humulani village was provided for, as the questions
that were asked on the questionnaires required responses about

the refugees’ beliefs ant attitudes about HIV and AIDS which
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form an important component of the refugees’ background (De
Vos, 2003).The study gave a numerical picture of the results as
the responses given by participants on the questionnaires were
scored, and tables were developed from these scores (De Vos,
2003).

3.2 AREA OF STUDY

The area of study was Humulani village situated in Ba-
Phalaborwa Municipality of Mopani District. Refugees largely
inhabited that area. It is a rural area, which was established as
an informal settlement in 1986.It is 20km from the nearest health
centre, 43km from the nearest hospital and 30 km from the Ba-
Phalaborwa sub-district primary health-care offices. The reason
for choosing Humulani village was that it accommodated the
largest number of refugees compared to other settlements and it

was easily accessible.

3.2.1. Population

De Vos (2003) refers to population as a universe and subject
which possesses attributes of interest to the researcher. In this
study the population was the refugees at Humulani Village. The
Population of the settlement amounted to 14915 (census South
Africa, 2003) most of the Humulani Village people were
unemployed and illiterate, and the refugees originated from
other African countries. The average numbers of children per
household was 7. Most of them started giving birth at the age of

15 and stopped giving birth between the ages of 50 and 55.

3.3. SAMPLING METHODS.

Sampling is the process of selecting a portion of the population
to represent the entire population. A sample is a subject or a
subgroup of the population the researcher is interested in (Pilot
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& Hungler 1999).The researcher employed the non-probability
purposive sampling method in the study. Babbie (2001)
describes non-probability sampling as a method that is used to
select a sample on the basis of knowledge of a population and
the purpose of the study. Purposive sampling was chosen as is
based entirely on the judgment of the researcher and is
composed of elements that contain typical attributes of the
population that is refugees. Humulani Village within Ba-
Phalaborwa municipality which participated in the study was
purposively chosen as a sample of the study because is the only
refugee village. In the research only those refugees who could
communicate in Xitsonga and were interested to participate were
included in the sample. The sample consisted of females who
have already mothered children and males. Initially, a target of a
thousand participants was preferred for the study, and the
researcher only managed to locate 200 participants. This was
due to the fact that the research was conducted at the clinic
when client were coming for consultation and clinic has a low
daily turn up of between 15-20 patients as compared to nearby
Health centre. The researcher could not go out into the people’s

home to find participants due to financial constraints.

3.3 DATA COLLECTION METHOD AND PROCEDURE.

Data from 200 participants was collected through the use of
interview questionnaire. Data were collected at Humlani clinic
where the majority of the people from Humulani Village went for
assistance regarding health matters. The research was done
during the normal working hours of the clinic. As most of the
refugees were illiterate, the researcher conducted one-to-one
interviews and completed the questionnaires. All participants
answered verbally. The study was conducted over a period of 10

weeks. It did not interfere with the normal routine of the clinic as
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the questionnaires were administered to patients waiting in the

waiting room to see the doctor or the nurse.

3.4.1 Research instrument.

Questionnaire as defined by De Vos, (2003) is a set of a form
which is completed by the respondent in respect of research
project. A three point’s scale developed by the researcher was
administered. The questionnaire consisted of a list of 50
guestions which were grouped under three sub-themes. These
sub-themes included HIV and AIDS Knowledge, Attitudes and
Myths. The first 45 questions were close-ended questions to
which the respondent could answer ‘true’, ‘false’ or ‘don’t know’.
The respondents indicated their answers by placing a tick in the
space provided below the answer of their choice. These closed-
ended questions were questions on the HIV and AIDS Knowledge
and Myth sub-themes only. The last 5 guestions were open-
ended questions where the respondents were provided with a
space below the question to give their answer. These questions
encompassed questions under the HIV and AIDS Attitudes and
Knowledge sub-themes.

The respondents were illiterate or wunable to fill in their
responses by themselves, the researcher filled in their
responses as respondents provided them verbally. These
gquestions were asked as phrased in the questionnaires. However
clarification was offered to the respondents who needed it. The
setting for the research measurements was controlled as the
research was conducted in a clinic where people came for
consultation. The research questionnaires were administered
with the assistance of health professionals who were preparing

the patients for consultation in the waiting room. It was therefore
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easier for the participants to answer questionnaire truthfully as
the questions were also health related. Most participants
completed the questionnaires as the importance of the research

was emphasised to them (De Vos, 2003).

3.5 VALIDITY.

Validity refers to the extent to which an instrument actually
measures what it is meant to (Pilot & Hungler 1999). The
instrument was designed to measure the issues affecting the
perceptions of HIV and AIDS by refugees in the selected village
in Ba- Phalaborwa municipality, Limpopo province. Validity can

be sub categorised as external and internal validity.

3.5.1 External validity

Burns and Groves (2001) describe external validity as the
manner in which the findings of the study can be generalised
beyond the sample. This depends on the degree to which the
selected sample represents the population. According to Polit
and Hungler (1999) the characteristics of the sample are
representative of the population and generalisability occurs. The
sample of the study can only be generalised from the sample
chosen. In this study non probability sampling was used to
identify the participating village, and the sample was
representative of the population of refugee at Humulani villages
in South Africa. This implies that the results might not be
generalised to all refugees in South Africa.

3.5.2 Internal validity
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Burns and Groves (2001) explain internal validity as the extent
to which the results of the study are a true reflection of reality
rather than the results of chance variables. In this study issues
affecting the refugees’ perceptions of HIV and AIDS were
accepted to be a true reflection of reality. The researcher
determined, based on a literature review and discussion with
peers, that there was no explanation for the findings other than

that proposed.

3.6 Reliability of research instrument

Reliability refers to the degree of consistency with which the
instrument measures what it is supposed to measure. The
instrument is reliable if there are no errors of measurement and
the true score component is at its maximum (Polit & Hungler
1999). If a study and its results are reliable, it means that the
same results would be obtained if the study were to be
replicated using the same method. Burns and Groves (2001)
further explain that if the research instrument is administered to
the same individuals at different times and the responses remain

the same, then the instrument is reliable.

3.7 DATA ANALYSIS AND INTERPRETATION.

Data analysis is the process of bringing order, structure and
meaning to the mass of collected data. Data was collected,
recorded, managed, read and analysed (Bless & Hingson- Smith
1995).The data was then recorded in a computer and analysed to
give frequencies, means and medians using the Microsoft Excel

programme.

3.8 ETHICAL CONSIDERATIONS.
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The use of human beings in research studies raises ethical
concerns. Ethical research involves explaining the study to
participants and giving information about voluntary participation
and consenting to such participation without any coercion
whatsoever. Researchers therefore need to exercise care that
the rights of individuals are safeguarded (Polit & Hungler 1999).

3.8.1 Permission to conduct the study

The proposal was presented to the University of Limpopo Higher
Degree Committee the Ethical clearance certificate was obtained
from the University of Limpopo Research Ethical Committee. The
researcher obtained permission from the Department of Health
and Social Development to do the research as Primary Health

Care falls under these department.

3.8.2 Rights of participants.

The right, needs, values and desires of the participants were
protected. The participants’ rights, interests and wishes were
considered first when choices were made regarding reporting the
data. The participants were assured that they had the right to
refuse to participate in the study without any penalty and also to
withdraw from the study at any time they wished. During
interview, the researcher was not judgmental and responded

humanely towards participants’ emotions.

3.8.3 Principles of research ethics

The principles of beneficence and respect for human dignity
were observed during data collection, and it will be discussed

below.
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3.8.3.1 Principle of beneficence

This principle encompasses freedom from harm and exploitation
that the researcher has to consider throughout the research
study (Polit & Hungler, 1999). In this study there was no
physical harm that could result from the completion of the
guestionnaire, but psychological discomfort might result from

nature of the questions.

3.8.3.2 Principle of respect for dignity

According to Pilot and Hungler (1999) the principle of respect for
human dignity includes the right to self-determination and to full
disclosure. Participants should have the right to decide
voluntarily to participate in a study and to terminate the
participation at any time. The researcher has to fully disclose
the nature of the study, its risks and benefits. The right to full
disclosure and principle of respect for human dignity were
respected in this study because the participants were informed
verbally of the nature of the study, benefits and voluntary
participation.

3.9 LIMITATIONS.

The following limitations, could limit the generalisability of the

research results.
e To date, no literature had been available on the level of

refugees’ knowledge on HIV and AIDS in Ba-Phalaborwa

in Limpopo province.
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e Only refugees at Ba-Phalaborwa municipality participated
in the study. Consequently, the results might not be

generalised to other refugees.

e Questionnaires were completed by refugees residing at
Humulani village. Different results might have been
obtained if refugees residing in other areas had

completed the questionnaires.

e Data was not analysed considering nationality.
Despite these limitations, this study attempted to describe the
perceptions of refugees’ on HIV and AIDS and the findings and
recommendations should be viewed against these limitations.
3.10 CONCLUSION
This chapter discussed the research methodology of the study
and described the research design, population, sample, data-

collection instrument and ethical considerations adhered to

during and after collecting data.

41





CHAPTER 4

ANALYSIS AND DISCUSION OF THE RESULTS

4.1 INTRODUCTION

This chapter discusses the data analysis and findings from
guestionnaires completed by the refugees residing at Humulani
village at the time of the study between May and July 2006.

A total of 200 questionnaires were completed.

The data from the questionnaires were statistically analised.
The scientific package of social programme was used. Data was
entered into Microsoft Excel Computer Programme. The three

sections of the questionnaire were as followed:
e Section A: Knowledge
e Section B: Myths
e Section C: Attitudes and beliefs

4.2 FINDINGS

4.2.1 Biographic data.

Table 4.1 Ages of the respondents
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Ages frequency Percentage %
15-25 55 27.5 %
26-30 57 28.5 %
31-39 41 20.5 %
40-49 32 16.0 %
50 and above |15 7.5 %

Table 4.1 indicates that the majority of the participants (29%)
fell between the ages of 26-30 years, followed by participants
(28%) of 15-25 years of age. The findings could imply that the
clinic is mostly utilized by younger people. The findings could be
further argued against the problem statement that the increase
statistic of HIV and AIDS at Humulani village is at 65% as
indicated in the problem statement in chapter 1 affect mainly the

youth adults’ more than older people.

Table 4.2 Gender of the respondents

gender frequency Percentage %
females 122 61.0 %
males 78 39.0 %

The findings in table 4.2 revealed that females (61%) came in large numbers than
(39%) due to the fact that women in African cultures are the ones who bring

children to the clinic for consultation and to the fact that men are less responsive to

sick medical health than females.

Table 4.3 Nationality of the respondents

nationality frequency Percentage %
Mozambicans | 86 43.0 %
Zimbabweans |55 27.5%
Nigerians 25 12.5%
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Ghanaians 34 17.0 %

The majority of respondents in table 4.3 are Mozambicans (43%) and
Zimbabweans (28.0 %). The findings could be argued that they are nearer to the
boarder of South Africa, and they can cross the boarder on foot thus easily
accessing Humulani village. The findings could further argued that high percentage
of Mozambicans (43. 0%) can be due to the fact that their home language is
Xitsonga then it was ease to be included under the study as described in the

inclusion criteria in chapter 3.

4.2.2 SECTION A: REFUGEES’ KNOWLEDGE OF HIV AND AIDS

Section A of the questionnaire attempted to explore the respondents’ knowledge of
HIV and AIDS. The participants had to respond in the appropriate boxes provided
next to each question. The scale used for the knowledge instrument offered a

choice of three responses namely, ‘True’, ‘False’ and ‘Don’t know *.

The study considered responses of 50% and above to be providing the extent of
knowledge (‘True ‘, ‘False ‘ or ’ Don’t know’). Furthermore, only findings that were
perceived by the researcher to have an impact on the extent of the refugees’
knowledge, attitudes and beliefs regarding HIV and AIDS were discussed. Table

4 4 reflects the extent of refugees’ knowledge of HIV and AIDS.

Table 4.4 Refugees’ knowledge of HIV and AIDS (N=200)

Knowledge assessment items TRUE FALSE DON'T
KNOW

f % f % f %
1 Only women can spreads AIDS to men 196 98 4 2 - -
2. Promiscuity is the only driving force | 187 93.5 |13 6.5 - -
behind the AIDS epidemic.
3. Weight loss is sure indication/symptoms | 186 93 11 |5.5 3 1.5
of HIV and AIDS.
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Knowledge assessment items TRUE FALSE DON’'T
KNOW

f % f % f %
4. Only men can spread AIDS. 183 91. 17 |8.5 - -
5. HIV has spread so far that prevention | 183 91. 10 |5 7 3.5
effort are irrelevant.
6. AIDS is a homosexual disease 179 89 20 |10 1 0.5
7. One can only contact HIV by having |177 88. 19 |9.5 4
repeated sexual intercourse with an HIV
positive or AIDS patient.
8. AIDS is a disease of gay white men in|173 86. 20 |10 7 3.5
South Africa.
9. A pregnant woman can give AIDS to her | 168 84 23 11 9 4.5
baby.
10. Someone who is infected with HIV but |18 9 166 |83 16 |8
does not yet have full blown AIDS can
transfer HIV through sexual contact.
11. HIV and AIDS can be transmitted |165 82. 15 |7.5 20 |10
through mosquitoes.
12. A mother can transmit HIV on to her |35 17. 163 [81.5 |2 1
child through breastfeeding.
13. If a woman falls pregnant while she’s | 160 80 30 |15 10 |5
HIV positive, the child that she will give
birth to obviously is going to be HIV
positive.
14. There is cure a cure for AIDS. 158 79 17 8.5 25 12.5
15. When both partners are HIV positive, | 153 76. 46 23 1 0.5
they don’t need to use a condom.
16. HIV is a disease of the poor. 153 76. 20 10 7 3.5
17. People with HIV generally develop AIDS |14 7 152 |76 34 17
as a result of other diseases
18. A person cannot get virus from someone |52 26 137 |68.5 |11 |5.5
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Knowledge assessment items TRUE FALSE DON’'T
KNOW

f % f % f %
with the AIDS virus.
19. HIV and AIDS <can be transmitted |31 20.5 | 136 |{68.5 |23 |11.5
through semen.

48 24 133 |66.5 [19 |9.5
20. Someone who Ilooks healthy can be
infected by HIV.
21 HIV and AIDS virus can be present in |28 14 132 | 66 40 |20
vaginal fluids.
22. AIDS is caused by HIV. 40 20 130 | 65 30 |15
23. Someone infected with HIV get AIDS |130 65 40 |20 30 |15
within 3 months.
24. A person can have the AIDS virus for |57 28.5 (123 |61.5 |20 |10
seven or more years without having
symptoms.
25. You are likely to get HIV and AIDS if |23 11.5 | 107 |53.5 |70 |35
your sexual partner has had sex with a lot of
people.
26 HIV and AIDS can be transmitted through |41 20.5 (96 |48 63 |31.5
anal sex.
27. An individual with HIV is at higher risk at | 21 10.5 |93 |46.5 |86 |43
developing clinically active TB.
28. Condoms wused with spermicidal give |38 19 71 |35.5 |91 |45.5
effective protection.
29. The use of condoms greatly reduces the |31 15.5 |78 39 91 |45.5
risk of HIV transmission.
30. HIV is the virus that causes AIDS. 52 26 61 |30 87 |43.5

The following themes were derived from Table 4.4 to enhance

data analysis and discussion/interpretation.
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4.2.2.1 Mother-to-child transmission of HIV and AIDS

Iltem 9. A pregnant woman can give AIDS to her baby. Majority
of respondents, 84%, indicated that a pregnant woman could
give AIDS to her baby, 12% mentioned that a pregnant woman
could not give AIDS to her baby, 5% said they did not know. This
finding could imply that respondents had little knowledge about
differentiating HIV and AIDS. Van Dyk (2001) stated that AIDS is
a collection of many different conditions that manifest in the
body because of HIV which is a virus that weakens the body’s
immune system in that it can no longer fight the disease causing
agent that invade the body. During interview researcher further
asked the respondents if they have ever been present in one of
the HIV and AIDS health programme that hosted by Primary
Health Care workers in their area. The majority of respondents

indicated that they never attended such health programme.

Iltem 12. A mother can transmit HIV to her child through
breastfeeding. Eighty-two percent of the respondents indicated
that a mother could not transmit HIV onto her child through
breastfeeding, while 18% mentioned that a mother could transmit
HIV onto her child through breastfeeding and 1% said that they
did not know. This finding showed that the majority of
respondents do not know that HIV is present in breast milk. The
findings imply that the respondents are not aware that virus is
present in the breast milk and the mother can transmit it to her
newborn during breastfeeding. Blaxhult, (1990) mentions that
transmission could occur if the mother’'s nipples are having
bleeding cracks while at the same time the has the sores in the
mouth. The chances of transmitting HIV through breastfeeding
between the mother and child are increased if the child has
diarrhea due to erosion of the alimentary track, then the virus
will enters the child’s blood through eroded alimentary track.

The findings was supported by Van Dyk, (2001) who maintains
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that most of women in rural and remote areas in Africa are
expected by society to breastfeed in public and even breastfeed
their babies for as long as two years even if they are HIV

Positive, then the risk of infection with HIV becomes high.

Iltem 13. If a woman falls pregnant while she is HIV positive,
the child that she will give birth to is obviously going to be
HIV positive.

Eighty percent of respondents indicated that if a woman fell
pregnant while she was HIV positive, the child that she would
give birth to would obviously be HIV positive. 15% mentioned
that if a woman fell pregnant while she was HIV positive, the
child that she would give birth to, was obviously not going to be
HIV positive, while 5% said they did not know. The finding could
imply that the respondents do not know that during pregnancy
while the foetus still in utero the placental membranes act as a
barrier against harmful agents and maternal erythrocytes are too
large to pass through the placenta. According to Myles, (2001)
indicates that there are also chances where the child can be
infected with HIV as it can pass through the placenta. Van Dyk,
(2001) mentions that the mother is likely to transmit the virus to
her foetus during pregnancy if the becomes infected just before
or during pregnancy or if she has an HIV-related illness or full-
blown AIDS. The reason being that the mother is more infectious
at these phases because the HIV viral load is usually high and
the CD4 cell count is low during sero-conversion and when the
individual is ill with AIDS. Kapiga, (2001) indicates that mother-
to-child transmission can take place if the membranes are
ruptured early during labour and cutting of episiotomy where
maternal blood comes into contact with the fragile skin of a
newborn and transmit the HIV to the newborn. The study was
supported by Biggar, (1989) who mentions that most rural

women give birth at home under supervision of traditional birth
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attendants who encourages pushing with each contraction which
might lead to cervical tears and bleeding before birth of the baby

and facilitate the transmission of the HIV.

4.2.2.2 Mode of transmission of HIV and AIDS.

Iteml. Only women can spread AIDS to men. The
overwhelming majority of respondents, 98%, perceived that only
women can spread AIDS to men. 2% of the respondents
disagreed that only women could spread AIDS. The respondents
who were interviewed during the completion of questionnaires
were further asked on why only women could spread AIDS to
men, some said some wore clothes that could attract men to
have sex with them and they were the ones who indulge
themselves with sex work and prostitution. Respondents showed
gross lack of knowledge about HIV and AIDS and the mode of
transmission as they still attach gender to the transmission of
HIV not knowing that both sexes can pass on the infection.
Kapiga, (2001), Lynellyn & Ankrah, (2001), also express that
when men dies of HIV and AIDS women are accused of having
caused the death.

Iltem 2. Promiscuity is the only driving force behind the AIDS
epidemic. Ninety-four percent of respondents indicated that
promiscuity was the only driving force behind AIDS epidemic
while 6% indicated that promiscuity was not the only driving
force behind AIDS epidemic. The respondents who were
interviewed during the completion of questionnaires were further
asked why promiscuity was the driving force behind AIDS
epidemic; they responded that only people who slept around got
AIDS. The finding was supported by Lynellyn & Ankrah, (2000)

who indicate that women in African rural areas who perceive
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themselves to be economically vulnerable may seek more than
one partner to help to make end meet.

Iltem 4. Only men can spread AIDS. Ninety-two percent of the
respondents mentioned that only men could spread AIDS and 9%
indicated that not only men could spread AIDS. This finding
showed that respondents attached AIDS with sexes. . This way
of thinking persisted despite HIV and AIDS celebrations that
were held in the area to raise HIV and AIDS awareness, hosted
by the districts and provincial government at Humulani refugees’
village in 16 April 2006. The celebration was done before the

data collection was done.

Item 7. One can only contract HIV by having repeated sexual
intercourse with an HIV or AIDS patient. The majority of the
respondents, 89%, indicated that one could only contract HIV by
having repeated sexual intercourse with an HIV positive patient
or AIDS person as opposed to 10% of the respondents who
indicated that one could not only contact HIV by having repeated
sexual intercourse with an HIV positive or AIDS patient. 2% did
not know. During interview it was observed that Zimbabweans
and Mozambicans had little knowledge with regards to HIV
transmission as they did not know that HIV can be transmitted
during person’s first sexual intercourse. According to the
statistic 53% of respondents who said that one could only
contract HIV by having repeated sexual intercourse with an HIV-
positive patient or AIDS person were Mozambicans and

Zimbabweans.

Iltem 10. Someone who is infected with HIV but does not yet
have full-blown AIDS can transfer HIV through sexual
contact. The majority of respondents, 83%, indicated that
someone who was infected with HIV but did not yet have full-
blown AIDS could not transfer HIV through sexual contact, and
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9% said someone who was infected with HIV but did not yet have
full-blown AIDS could transfer HIV through sexual contact, 8%
said they did not know. This finding showed that the respondents
lack knowledge of the fact that a person can transmit HIV even
during their HIV infection. The finding could imply that the
respondents think that they do not have to protect themselves
against re-infections, while new infection can cause an increase
in the viral load in the blood.

Iltem 19. HIV and AIDS can be transmitted through semen.
Sixty-nine percent of the respondents mentioned that HIV and
AIDS could not be transmitted through semen while 21%
indicated that HIV and AIDS could be transmitted through semen
and 12% said they did not know. This finding showed poor
knowledge of mode of transmission of HIV and AIDS, Herek &
Glunt, (1991) state that African women do not initiate discussion
about sex or tell their partners to use condoms because it is
cultural inappropriate and also because it brings their sexual
behaviour into question. Therefore sex take place without

condom and semen transmit HIV easily as it contains the virus.

Iltem 21. HIV/AIDS virus can be present in vaginal fluid. Sixty-
six percentage of respondents indicated that HIV and AIDS could
not be present in vaginal fluids while 20% said they did not
know. 14% mentioned that HIV and AIDS could be present in
vaginal fluids. This finding showed less knowledge of the fact
that only blood ad the only fluid that could transmit HIV. This
was despite the community outreaches provided by care groups
to educate these refugees’s community on the disease (HIV and
AIDS). Alexander et al, (2005) mention that in African cultures
women who are “too wet” during sexual intercourse are
considered promiscuous the notion of dry sex exist in African

cultures which also leads to an increase in HIV-infection.
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Item 25. You are likely to get HIV and AIDS if your sexual
partner has had sex with a lot of people. Fifty-two percent of
the respondents mentioned that you were not likely to get HIV
and AIDS if your sexual partner has had sex with a lot of people.
35% said they did not know, while 12% indicated that you were
likely to get HIV and AIDS if your sexual partner has had sex
with a lot of people. The respondents who were interviewed
during the completion of questionnaires indicated that sleeping
around was the only way of transmitting HIV and AIDS to others.
This finding showed that the respondents had poor knowledge
with regards to HIV transmission. Based on the Ch square
statistic it was found that there was significant difference in
knowledge of HIV and AIDS transmission between males and
females. With ¥2=11.0.5 and p<0.5, further indicated that
females were significantly more knowledgeable regarding mode
of transmission of HIV and AIDS than males as it was supported
by Kapiga, (2001) who further expresses that females have
access to health information as they are the ones who seek
medical help than males. The study is also supported by findings
in table 4.2 that revealed that participants 61% in this study

were females.

4.2.2.3 Condom use

Iltem 15. When both partners are HIV positive, they don’t
need to use a condom and item 29. The use of condoms
greatly reduces the risk of HIV transmission. Seventy-seven
percent of the respondents mentioned that when both partners
were HIV positive they did not need to use condoms and 23%of
respondents mentioned that when partners were HIV positive,
they needed to use a condom while 1% said they did not know.
Forty-five percent of the respondents perceived that they did not
know whether the use of a condom gave effective protection.

35% of the respondents indicated that the use of condom did not
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give effective protection as opposed to 19% who said the use of
condoms gave effective protection. Seventy-seven percent of the
respondents mentioned that when partners were HIV positive
there was no need to use a condom. Twenty-three percent
indicated that when partners were HIV positive they needed to
use a condom and a further 1% said they did not know. The
findings could imply that the respondents had negative attitude
about the need to use a condom and they did not know the
degree to which someone who is HIV positive can reinfect
himself thus causing themselves to develop AIDS quicker. This
was revealed even though there had been a great amount of
awareness raising by the Love Life team in these areas which
demonstrated the proper use of condoms, among other things,
and also ensured the availability of condoms in public spaces
like shopping malls, public toilets, shebeens and taverns.
Largede et al, (1998) also state that African People belief that
the flow of fluid in sexual intercourse represents the exchange
of “gift of self” which they regard as being important in a

relationship.

Iltem 28. Condom use with spermicidal give effective
protection. Forty-five percent of respondents said they did not
know and 39% of respondents indicated that the use of condom
did not greatly reduce the risk of transmission, while 16%
mentioned that the use of condoms greatly reduces the risk of
HIV transmission. According to Chi square statistic the
statement was found to be significant with y2=46.9 and p<0.5, it
was indicating that males were significantly more knowledgeable
regarding the use of condoms than females. This finding could
imply that females do not know what is spermicidal cream.
Visage, (2000) condemns the use of spermicidal cream because
it is a sperm Kkilling preparation causing allergies, irritation and
inflammation of the vaginal walls that can facilitate the

transmission of HIV. This could imply that spermicidal cream is

53





used to kill sperm not to prevent semen from passing through
the condom. However, studies to confirm the spermicidal cream

effectiveness were not found.

4.2.2.4 Homosexuality and HIV and AIDS

Item 6. AIDS is a homosexual disease and Item 8.AIDS is the
disease of gay white men in South Africa Overwhelming
majority of the respondents 86.5% perceived that AIDS was the
disease of gay white men in South Africa. 10% mentioned that
AIDS was not the disease of gay white men in South Africa and
4% said they did not know. This finding implied that
discrimination played a role. The majority of respondents 89%
mentioned that AIDS was a homosexual disease while 10% of
the respondents said was not a homosexual disease.1% did not
know. The respondents who were interviewed during the
completion of the questionnaire were further asked why AIDS
was a homosexual disease. Visage (2000) states that some
linked AIDS with homosexuality and gay practice, calling it a

sin .

Iltem 26. HIV and AIDS can be transmitted through anal sex.
Forty-eight percent of respondents indicated that HIV and AIDS
could not be transmitted through anal sex, 32% said they did not
know, and 21% mentioned that HIV and AIDS could be
transmitted through anal intercourse. This finding showed that
the respondents know only vaginal intercourse. Lynellyn &
Ankrah, (2000) expresses that rural places, knowledge should be
spread in order to fight some of the beliefs that can create

ignorance about the actual cause of the disease and may lead to
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great spread of HIV and AIDS. Hirotsu, (1983) mentions that
Africans beliefs on sex is surrounded by myth most of the time.

4.2.2.5 Other modes of spread/transmission of HIV and AIDS

Iltem 11. HIV and AIDS <can be transmitted through
mosquitoes. Eighty three percent (83%) of respondents agreed
that HIV and AIDS could be transmitted through mosquitoes and
10% said they did not know, while 8% of respondents mentioned
that HIV and AIDS could not be transmitted through mosquitoes.
Mozambican group showed that they had less they still think that
mosquitoes can transmit HIV from one person to another, this
imply that they do not know that mosquitoes actually sucks blood

do not inject blood.

Item 18.a person cannot get the virus from someone with
AIDS virus. Sixty-nine percent of respondents mentioned that a
person could get virus from someone with AIDS, 26% indicated
that a person could not get virus from someone with the AIDS
virus, and 5% said they did not know. According to Chi square
statistic the statement was found to be significant with x?=6.647
and p<0.5, it was further indicated that females were
significantly less knowledgeable regarding HIV and AIDS than
males. The finding therefore implies that males were
significantly more knowledgeable regarding the transmission of

HIV and AIDS than females. As has been discussed in item 4.

Iltem 20.someone who looks healthy can be infected with HIV
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Sixty-seven percent of respondents mentioned that someone who
looks healthy could not be infected by HIV. A further 24%
indicated that someone who looks healthy could be infected by
HIV and 10% said they did not know. The respondents showed
poor knowledge of stages of HIV and that the person can live
long without signs and symptoms, although Non-Governmental
Organizations and other health institutions target Humulani
village. This way persisted despite HIV and AIDS awareness,
hosted by the districts and provincial government at Humulani
refugees’ village in 16 April 2006. Preble et al, (1990) mentions
that African people believe that HIV exists only when they see

an ill person.

Iltem 23. Someone infected with HIV get AIDS within 3
months. Sixty-five percent of respondents mentioned that
someone infected with HIV got AIDS within 3 months and 20%
indicated that someone infected with HIV did not get AIDS within
3 months, while 15% said they did not know. There was great
concern regarding this item. The findings imply that the
respondents do not know the phases of HIV. Lindan, (1999)
expresses that the health of an individual depends on the
condition of his immune system at any particular time, the CD4
cell count is the best predictor of how easily opportunistic
infections will be able to take root in an HIV-infected person.
The respondents do not know that there are silent phase where
the individual infected with HIV display no symptoms, and the
infected individual is not even aware that he or she is carrying
the HIV. Infected person can remain healthy for a long time

without symptoms.

4.2.2.6 HIV and AIDS Associates

Iltem 3. A weight loss is the sure indication/symptoms of
HIV/AIDS. The majority of respondents, (93%) mentioned that
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weight loss was the sure indication of HIV, 6% percent that
weight loss was not an indication of HIV, and 2% said they did
not know. The finding implies that the respondents associate HIV
with weight loss although there are many conditions that can be
manifested through weight loss like diabetes, tuberculosis and
cancer. The respondents are discriminating HIV infected people

when they associate weight loss with HIV and AIDS.
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Iltem 5. HIV has spread so far that prevention efforts are
irrelevant. The majority of respondents 92% mentioned that HIV
had spread so far that prevention efforts were irrelevant. And
5% of respondents mentioned that HIV had not spread so far that
prevention efforts were irrelevant. And 4% said they did not
know. This finding showed that the respondents had little
knowledge concerning the preventive methods used such as
abstinence, condomise and be faithful. This was revealed even
though there had been a great amount of awareness raising by
Love Life team in these areas which demonstrated the proper
use of condoms, among other things, and also ensured the
availability of condoms in public spaces like shopping malls,
public toilets, shebeens and taverns. Van Dyk, (2001) expresses
that African people belief that it is necessary to tell people to
allow unprotected sex to make babies. This could lead to the

spread of HIV infection.

Iltem 14. There is a cure for AIDS. The overwhelming majority
of respondents (79%) perceived AIDS to be curable. 13% said
they did not know and only 8.5% of them mentioned AIDS was
not curable. The respondents who were interviewed during the
completion of the questionnaire were further asked which
methods/medication cured AIDS. Some said traditional medicine
could cure AIDS. This finding indicated that the respondents did
not have knowledge of anti-retroviral drugs although during HIV
and AIDS celebrations on the 16 April 2006 at Humulani village
there were HIV ambassadors who gave messages of hope based
on Anti-retroviral drugs. This could imply that participants of this
study were not present in the celebration. The respondents do
not know that there is no cure for AIDS except Anti-retroviral
therapy as states by Van Dyk, (2001) that Anti-retroviral therapy
could be used to reduce the HIV viral load as much as possible
and the onset of AIDS will be delayed.
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Iltem 17. People with HIV generally develop AIDS as a result
of other diseases. An overwhelming majority 76% indicated that
people with HIV generally did not develop AIDS as a result of
other diseases and 17% said they did not know, while7%
indicated that people with HIV generally develop AIDS as a
result of other diseases. The respondents demonstrated poor
knowledge of progression of HIV as the results of opportunistic
infections, which attacks the body and lower the immune system;
according to (Kapiga,2001) mentions that opportunistic diseases

begin to appear as the immune system continues to deteriorate.

Iltem 22. HIV causes AIDS. A large majority of respondents 65%
indicated that AIDS was not caused by HIV, 20% mentioned that
AIDS was caused by HIV, 15% said they did not know. The
finding imply that the respondents do not know that HIV is a
virus that lead to immune system to be compromised and AIDS is
the last stage of the disease (terminal stage) Kapiga, (2001)
expresses that in traditional African disease is attributed to
natural agents and witchcraft or the displeasure of their
ancestors. Van Dyk, (2001) states that even when Africans
attribute a disease with external agent, they will also search for
the ultimate cause of the disease. After the discovery of the
cause the individual may have to undergo cleansing rituals, the
rituals along with medication the HIV infected person are given,
will only improve the infected person’s quality of life and the
infected person will have no unresolved issues when he or she
dies, and enters the spiritual world of the ancestors as he dies
knowing the cause of their death. Moyogo & Willams,(1991)
expresses that traditional African believes that people
sometimes get sick because they neglect to purify themselves
from states of impurity, and traditional Africans often cannot

understand why they have to change their sexual practices to
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prevent HIV infection since HIV attacks everything especial their

sexual organs.

Iltem 27. An individual with HIV is at risk of developing
clinically active Tuberculosis. Forty-seven percent of
respondents indicated that an individual with HIV was not at
higher risk of developing clinically active TB, 43% said they did
not know and 11% indicated that an individual with HIV was at
higher risk of developing clinically TB. The respondents had less
knowledge of association between HIV and TB. Tuberculosis is
one of the opportunistic diseases that one can come across if
they are HIV positive. Van Dyk, (2001) mentions that the bacillus
of TB wusually remains dormant in the body for years after
infection, if during dormant period the immune system become
compromised the TB organism begin immediately to multiply. in
this item although information on tuberculosis and HIV/AIDS is

being disseminated throughout.

4.2.3SECTION B: REFUGEES’ MYTHS REGARDING HIV AND
AIDS

The study considered responses of 50% and above to be
providing the extent of the beliefs (‘True’, ‘False’ or ‘Don’t
know’). Furthermore, only findings that were perceived by the
researcher to have an impact on the extent of the refugees’
beliefs and attitudes regarding HIV and AIDS were discussed.
Table 4.5 reflects the extent of refugees’ beliefs on HIV and
AIDS.
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Table 4.5: Refugees’ Myths regarding HIV and AIDS (n=200)

Knowledge assessment items TRUE FALSE DON’'T
KNOW

f % F % f %

31. As long as one has sex that doesn’t |198 |99 - - 2 1

involve intercourse they are safe from

contracting HIV.

32. Married women have extremely low |192 |96 8 4 - -

chances of contracting HIV as compared to

single women.

33. AIDS is only contracted by having |[178 |89 8 4 14 |7

sexual intercourse with a widow.

34. Showering/bathing after sex will help |174 |87 23 11.5 |4 2

protect you against the disease.

35. AIDS can be cured by using traditional |173 | 86. 23 11.5 |4 2

herbs from traditional healers.

36. The future cause of HIV epidemic is |173 | 86. 20 |10 7 3.5

inevitable and we have to watch helplessly

as it unfolds.

37. One can be cured from AIDS by having | 168 | 84 26 13 6 3

sexual intercourse with a virgin.

38. You can get AIDS by touching someone | 167 | 83. 30 |15 3 1.5

with AIDS.

39. If you go for an HIV test and it comes | 165 | 82. 20 |10 15 |7.5

positive, there is a great possibility that

the next test may be negative.

40. HIV can be contracted by using the |142 |71 54 |27 4 2

same toilet with an HIV person.

41. AIDS can be contracted by having |123 [61. 49 |24.5 |28 |14

sexual intercourse with a woman who has

had pregnancy terminated and did not

clean her womb.

42. Cleansing ceremonies should be done |107 |53 63 |31.5 |30 |15
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Knowledge assessment items TRUE FALSE DON’T
KNOW

to widow by having sexual intercourse with

unknown person.

43. AIDS is caused by spirits or |98 |49 65 |32.5 |37 |18.5

supernatural forces.

44. A person cannot be infected by HIV if |97 |48.5 |80 |40 12 |6

the uterus has been removed.

45. AIDS can be spread by kissing. 85 |42.5 |90 |45 25 |12.5

Iltem 3l1l.as long as one has sex that doesn’t involve
intercourse one is safe from contracting HIV. Ninety-nine
percent of respondents mentioned that as long as one had sex
that did not involve intercourse one was safe from contracting
HIV, 1% said they did not know. This finding caused great
concern with regard to the modes of transmission of HIV and
AIDS as the respondents did not know other mode of HIV
transmission, Muhundwa, (2000) indicates that in rural places,
knowledge should be spread in order to fight some of the beliefs
that can create ignorance about the actual cause of the disease

and may lead to great spread of HIV and AIDS.

Iltem 32. married women have extremely low chances of
contracting HIV compared to single women. Ninety-six percent
of the respondents mentioned that married women had extremely
low chances of contracting HIV compared to single women, and
4% indicated that married women had no chances of contracting
HIV compared to single women. This finding showed that the
respondents had strong beliefs about faithfulness maintained by
married women. According to advocacy strategies faithfulness is
one of risk taking measures. If a person choose faithfulness as

his or her HIV preventive measure instead of choosing
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condomizing as an HIV preventive measures. Family Health,
(2000) indicates that women do not have control over their sex
life, society expect them to do what their husbands tell them.
When married women decide to choose faithfulness as a
preventive measure they are taking risk because they do not
know whether or not their husbands are faithful to them, so the

risk of contracting HIV is high.

Item 33. AIDS is only contracted by having sexual
intercourse with a widow. The overwhelming majority of
respondents (89%) mentioned that AIDS was only contracted by
having sexual intercourse with a widow. 7% said they did not
know, while 4% indicated that AIDS was not only contracted by
having sexual intercourse with a widow. The respondents who
were interviewed during the completion of the questionnaire
were further asked why AIDS was only contracted by having
sexual intercourse with a widow. Some said because of
MAKHUME, which was a disease that affect males who had lost
their wives and had not gone through the cleansing ceremony
before they had sexual encounters with other women after their
wive’s death. Van Dyk, (2001) indicates that traditional Africans
beliefs that people sometime get sick because the neglect to

purify themselves after death of their loved ones.

Iltem 34. Showering/bathing after sex will help protect you
against the disease. Eighty-seven percent of the respondents
indicated that showering /bathing after sex would help protect
you against the disease while 12% mentioned that
showering/bathing after sex would not protect you against the
disease. 2% said they did not know. According to Chi square
statistic the statement was found to be significant with x?=112.5
and p<0.5 it was further indicated males have strong beliefs with
regard to showering/bathing after sex to protect themselves from
contracting HIV. Lynellyn & Ankrah, (2000) indicates that in rural
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places, knowledge should spread in order to fight some of the
beliefs that can create ignorance about the actual cause of the

disease and may lead to great spread of HIV and AIDS.

Item 35. AIDS can be cured by using traditional herbs from
traditional healers. Eighty-seven percent of respondents
indicated that AIDS could be cured by using traditional herbs
from traditional healers. 12% mentioned that AIDS could not be
cured by using traditional herbs from traditional healers 2% said
they did not know. Doka & Kenneth, (1998) expresses that no
AIDS programme can succeed in Africa without the help of the
traditional healers, as they are effective agents of change
because they have authority in their communities. Most African
people when they are sick they consult traditional healers before
they can go to health facilities for consultation. The findings
imply that the respondents do not know that no cure for AIDS at
present. Traditional medicines have dangerous effect on the
compromised immune system. It lowers the immune system and

guickens the AIDS phase.

Iltem 36. The future course of the HIV epidemic is inevitable
and we have to watch helplessly as it unfolds. Eighty-seven
percent of the respondents indicated that the future course of
the HIV epidemic was inevitable and they had to watch
helplessly as it unfolds.10% mentioned that the future course of
HIV epidemic was inevitable and we were not to watch helplessly
as it unfolds. 4% said they did not know. The respondents who
were interviewed during the completion of the questionnaire
were further asked why we should watch helplessly as it unfolds
some mentioned that we were to watch helplessly until GOD

answered our prayers, like in the time of Leprosy.
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Item 37. One can be cured of AIDS by having sexual
intercourse with a virgin. The majority of the respondents
(84%) said one could be cured from AIDS by having sexual
intercourse with a virgin. 13% of respondents mentioned that
one could not be cured from AIDS by having sexual intercourse
with a virgin. 3% said they did not know. Preble et al, (1999)
indicates that African tradition belief that AIDS could be cured if
they have sexual intercourse with girls, as girls are still ‘clean’.
They also believe that girls would not get infected because their
vaginas are still dry, the ‘dirt’ that is HIV will not attach itself to
the walls of the vagina. The turning of the blind eyes towards
such acts leads to an increase in HIV infection among young

women in rural and cultural based places.

Iltem 38. You can get AIDS by touching someone with AIDS.
Eighty-three percent of the respondents mentioned that you
could get AIDS by touching someone with AIDS, 15% of the
respondents indicated that you could not get AIDS by touching
someone with AIDS and 2% said they did not know. This item
poses a serious concern because the respondents did not know
that without an open wound and mixing of blood from infected
person one could not get AIDS by touching someone with AIDS.
The findings imply that the respondents do not know that
touching cannot transmit the HIV from infected person to others,
unless if the infected person is bleeding and the assisting him or
her has a broken skin or sores on his or her hands, only then

can the virus be transmitted.

Iltem 39. If you go for an HIV test and it comes out positive,
there is a great possibility that the next test may be
negative. Eighty-three percent of respondents mentioned that if
you went for an HIV test and it came out positive, there was a
great possibility that the next test may be negative, whilel10% of
respondents indicated that if you went for an HIV test and it
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came out positive, there was no possibilities of next test being
negative.8% said they did not know. The respondents showed a
strong belief that if you go for an HIV test and it comes out
positive, there is a great possibility that the next results may be
negative. There was a great concern regarding this item as
voluntary counseling and testing was marketed daily in the
facilities to try to motivate the community to be tested.
knowledge of HIV/AIDS and there is a great concern in this item
as voluntary counseling and testing is marketed daily in the
facilities to try to motivate the community to be tested. Lynellyn
& Ankrah, (2000) indicates that in rural places, knowledge
should be spread in order to fight some of the beliefs that can
create ignorance about the actual cause of the disease and may
lead to great spread of HIV and AIDS.

Item 40. HIV can be contracted by using the same toilet as an
HIV-positive person. Seventy-one percent of the respondents
mentioned that HIV and AIDS could be contracted by using the
same toilet with an HIV person as opposed to 27% who said HIV
could not be contracted by using the same toilet with an HIV
person. 2% said they did not know. According to Chi square
statistic the statement was found to be significant with x?=37.84
and p<0.5, it was further indicated that females had strong
beliefs than males regarding the use of same toilet with an HIV
positive person. The findings imply that the respondents do not
know that the virus is transmitted only when the body fluids are
exchanged in sexual intercourse or when a person is exposed to
contact with HIV-contaminated blood through needle prick,

breastfeeding and blood transfusion.
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Item 41. AIDS <can be contracted by having sexual
intercourse with a woman who has had a pregnancy
terminated and had not cleaned her womb. The majority of the
respondents (62%) indicated that AIDS could be contracted by
having sexual intercourse with a woman who had had a
pregnancy terminated and had not cleaned her womb. 25% of
respondents mentioned that AIDS could not be contracted by
having sexual intercourse with a woman who had had a
pregnancy terminated and had not cleaned her womb and 14%
said they did not know. The respondents who were interviewed
during the completion of the questionnaire were further asked
why AIDS could be contracted by having sexual intercourse with
a woman who had had a pregnancy terminated and had not
cleaned her womb. According to Chi square statistic the
statement was found to be significant with ¥y?=8.83 and p<0.5, it
was further indicated that males strong beliefs than females on
this item with regard to AIDS can be contracted by having sexual
intercourse with a woman who has had pregnancy terminated
and had not cleaned her womb. Van Dyk, (2000) expresses that
some of the traditional beliefs can prevent the spread of HIV like
when women who have had an abortion or miscarriage are

declared ritual impure or polluted.

Item 42. Cleansing ceremonies should be done to widows by
having sexual intercourse with unknown person. Fifty-three
percent of the respondents said that cleansing ceremonies
should be done to widow by having sexual intercourse with
unknown person, while 32% mentioned that cleansing
ceremonies should not be done to widow by having sexual
intercourse with unknown person. 5% said they did not know.
Zimbabwean and Mozambican groups showed strong beliefs
regarding cleansing ceremonies done to widows in relation to
HIV and AIDS as compared to other groups. The respondents

who were interviewed during the completion of the questionnaire
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were asked why cleansing ceremonies should be done to widows
by having sexual intercourse with unknown males. Some of the
respondents said that the reason for the ceremony was to
prevent dreadful diseases from infecting the men that she would
have sexual intercourse with after her husband’s death. Van
Dyk, (2001) mentions that traditional Africans beliefs that people
sometime get sick because they neglect to purify themselves

after the death of their loved ones.

Iltem 43.AIDS is caused by spirits or supernatural forces.
Forty-nine percent of the respondents mentioned that AIDS was
caused by spirits or supernatural forces as opposed to 33% of
the respondents who said AIDS was not caused by spirits or
supernatural forces. 19% said they did not know. There was a
great concern with regard to the beliefs that AIDS is caused by
spirits revealed in this item as HIV and AIDS message was
spread daily to the community through various media. Van Dyk.
(2001) states that attributing HIV infection to supernatural forces
may also help the bereaved family to avoid feeling stigmatized

by their communities.

Iltem 44. A person cannot be infected by HIV if the uterus has
been removed. The majority of the respondents (49%) indicated
that a person could not be infected by HIV if the uterus had been
removed. 40% mentioned that a person could be infected by HIV
even if the uterus had been removed, while 6% of them said they
did not know. According to Chi square statistic the statement
was found to be significant with y*=10.97, and p<0.5,it showed
that females had strong beliefs regarding the transmission of
HIV and AIDS if the uterus has been removed than males. Granic
& Mermin (2000) indicate that myths can cause HIV infection to

spread like wildfire.
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Item 45. AIDS can spread by kissing. Forty-five percent of the
respondents mentioned that AIDS could not be spread by kissing
and 43% of the respondents indicated that AIDS could be spread
by kissing. 13% said they did not know. This item raised a great
concern with regard to the beliefs that AIDS can be spread by
kissing as the HIV and AIDS message was spread daily to the
community through various media. Lynnellyn & Ankrah, (2000)
express that the myths are extremely dangerous and should be
counteracted in our society by means of public education. Van
Dyk, (2001) mentions that normal dry kiss appears tobe safe.
HIV occurs in every low concentration in saliva. People should
avoid French or deep kissing if there are sores or punctures in

the mouth.

4.4 SECTION C: REFUGEES’ ATTITUDES AND BELIEFS
REGARDING HIV AND AIDS.

Iltem 46. Is it worth the risk to stay with someone with AIDS?
The following were common responses to the question:

‘“Why stay with someone who can also make you sick? It is risky
and senseless to stay with someone who has AIDS because you

will get it as well and die”.

This response shows negative attitudes about the transmission

of HIV and AIDS among the respondents.

“If you get HIV and AIDS in your life it is your baby. Don’t

involve others”

“Failure to listen to advice results in this horrible disease”.
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The above two responses indicate that some of the respondents
believed HIV and AIDS to be the result of one’s wrongdoing and
believed that one should take responsibility for one’s own

wrongdoing.

The respondents showed negative attitudes about HIV and AIDS
with regards to staying with someone who is HIV positive. The
respondents did not know that staying with someone with HIV
could not exposed her to virus, Lynellyn & Ankrah, (200)
mentions that in rural places, knowledge should spread in order
to fight some of the beliefs that can create ignorance about the
actual cause of the disease and may lead to great spread of HIV
and AIDS.

Item 47. Do you think it is necessary for someone to disclose

their HIV positive status to their families?

“They should tell their families so that they can avoid being

contaminated”.

“They should say something so that the family members can join
burial schemes to bury them?”.

“If you want someone to take care of you, you must be honest”.

“Some said: | feel that | should know if somebody | stay with has

AIDS, for my own safety”.

“It assists your family members to look for correct treatment”.

This finding is supported by (Bruce, Shrum, Trefethen & Slovik,
2001) highlighting that 19% of respondents expected the
disclosure of their relatives’ HIV status. The respondents were

concerned about being protected from relatives with HIV and
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AIDS they did not know the universal precautionary measures
and that disclosure could not protect them to HIV and AIDS.

Iltem 48. What is HIV AND AIDS?

“It is a disease of gay white men in South Africa”.

“Disease caused by promiscuity”.

“It is a disease called MAKHUME”

From these responses it was clear that the respondents had a
little knowledge with regard to HIV and AIDS. This is supported
by (Pitt et al., 1990; Harrison, 1991; Sweat and Levin, 1995)
who indicate that whites have consistently performed better than
blacks with regard to differentiating HIV and AIDS. The
respondents could not differentiate HIV and AIDS to them is one

and the same thing.

Iltem 49. Do you think that is possible for a new born to be
HIV NEGATIVE while the mother is HIV POSITIVE?

“The child uses the mother’s blood when inside her and there is

no doubt that the child will be positive”.

“Their blood is the same. The possibilities for being positive are
100%".

The respondents showed negative attitudes about mother- to-

child transmission in this item despite the information spread by
people concerned with the reduction of HIV and AIDS especially
during pregnancy. The respondents could not know that there is
a 50% chance that the child could be born being HIV positive or

negative. The study was supported by Biggar, (1989) who
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mentions that most rural women give birth at home under
supervision of traditional birth attendants without knowledge of
the use of the ARV therapy that are given during labour and
delivery to reduce the mother-to-child transmission. They also
fail to adhere to universal precautionary measures during

delivery procedures.

Item 50. One can be cured from AIDS by having sexual

intercourse with a virgin.

“According to cultural beliefs an innocent blood can cure any

dreadful diseases”.

“Young blood can cure AIDS”.

This finding showed a little knowledge of one can be cured of
AIDS by having sexual intercourse with a virgin. This finding is
consistent with Preble et al, (1999) who indicate that African
tradition belief that AIDS could be cured if they have sex with

virgin girls younger than 12 years.

4.3 CONCLUSION.

This chapter discussed the data analysis and interpretation with

reference to the literature review. The aim of this study was to

describe the level of HIV and AIDS knowledge. The main

findings of the investigation were summarized in each section.
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CHAPTER 5

CONCLUSION AND RECOMMENDATIONS

5.1 INTRODUCTION

The aim of the study was to increase the understanding of HIV
and AIDS by refugees at Humulani of Ba-Phalaborwa. This
chapter discusses the conclusion with reference to the
objectives and findings of the study and provides guidelines for

increasing refugees’ understanding of HIV and AIDS.

5.2 Conclusions.

The conclusions are based on the analysis of the data obtained
from 200 structured questionnaires completed by refugees
residing at Humulani village. The conclusions will be presented

according to the objectives guiding the study.

5.2.1 Conclusions in relation to the objectives guiding the
study

e The items with which respondents agreed as true and
disagree as false and did not know were regarded, for the
purpose of this study, as being indicative of important
issues affecting the level of refugees’ knowledge of HIV
and AIDS. Refugees’ Knowledge of HIV and AIDS can only
be improved if these important issues are specifically

addressed.
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The following refugees’ perceptions of HIV and AIDS were
described:

Knowledge of HIV/AIDS

The overall level of knowledge discovered in the current study
could be considered poor or at low level, this judgment is based
on the researcher’s decision to use the acceptable 50% “correct
responses” as an indication of good levels of knowledge, as
established by Ambati and Ambati, (1997) in their research

conducted on sample of rural participants.

Item4. Men can spread AIDS to women

Iltem 5. Women can spread AIDS to men.

Iltem 12. A mother can transmit HIV on to her child through
breastfeeding.

Iltem 13. If a woman falls pregnant while she is HIV positive, the
child that she will give birth to is obviously going to be HIV
positive.

Iltem 14. There is a cure for AIDS

Iltem 15. When both partners are HIV positive, they don’t need to
use a condom.

Iltem 16. HIV is a disease for the poor

Iltem 22. AIDS is caused by HIV

Iltem 27. An individual with HIV is at a higher risk of developing
clinically active TB.

Iltem 29. The use of condoms greatly reduces the risk of HIV
transmission

Item 30. HIV is the virus that causes AIDS

The above items scored below expected percentage of 50%,

which is a sign of lack of knowledge with regard to HIV and
AIDS.
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Previous research studies (Alexander et al, 2005; Harrison,
1999; Pitts et al., 1990; Sweat & Levin, 1995) have indicated
that whites have consistently performed better than Blacks with
regard to HIV and AIDS knowledge. However, the lower level of
knowledge for Blacks may in fact be an effect of their socio-
economic status, involving issues such as, poverty, migrant
labour, the low status of women, literacy levels, lack of formal
education, stigma and discrimination, rather than ethnicity as
such these findings were revealed by (Van Dyk 2001). From the
findings it is clear that respondents have a poor level of
knowledge with regard to HIV and AIDS. The respondents could
not differentiate between HIV and AIDS, the findings showed
that the respondents have negative attitude towards the use of
condoms and they also discriminate those who are HIV positive
as they expect them to disclose their HIV status. The
respondents did not know that there are opportunistic infections
like TB that can lower the immune system and predisposes the
individual to AIDS stag. The research conducted by Family
Health, (2000) revealed that women do not have control over
their sex life, society expect them to do what their husbands tell

them.

Refugees’ perceptions regarding myths of HIV and AIDS at

Humulani village.

The overall prevalence of myths found by the current study
indicated that myth had a negative impact on the level of HIV

and AIDS knowledge held by refugees.

Items under myths regarding HIV and AIDS were answered

poorly, like

e HIV can be contracted by using the same toilet as an HIV-

positive person.
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e Cleansing ceremonies should be done to widows by having
sexual intercourse with an unknown person.

e AIDS is caused by spirits or supernatural forces.

These findings could imply that respondents had little knowledge
about HIV and AIDS as they still belief that supernatural forces
are behind the disease, study by Van Dyk, (2001) mentions that
if education and preventive programme are to succeed in Africa,

it is important for us to understand the traditional beliefs.

In conclusion, the respondents perceptions of HIV and AIDS
based on myths. This was unexpected as there was a great
amount of knowledge available about the HIV and AIDS
pandemic that would decrease the number of myths that these
people had regarding the disease. The respondents did not know
that without an open wound and mixing of blood from infected
person one could not get AIDS by touching someone with AIDS.
The research conducted by Lynellyn & Ankrah, (2000) revealed
that in rural places, knowledge should be spread in order to fight
some of the beliefs that can create ignorance about the actual
cause of the disease and may lead to great spread of HIV and
AIDS.

The respondents felt that the HIV client should disclose to their
relatives, this finding is supported by previous research,
highlighting that 19% of the respondents expected the disclosure
of their relatives’ HIV status (Bruce, Shrunk, Trefethen & Slovik,
2001). The finding is consistent with previous research Al-
Owaish et al, (1990) who revealed that it was surprising that the
African rural group that was considered “hard hit” in terms of
HIV and AIDS prevalence rates did not have a better knowledge
of the dire effects of the disease.

The research conducted by Doka & Kenneth, (1998) revealed

that no AIDS programme can succeed in Africa without the help

76





of the traditional healers as they are effective agents of change
because they have authority in their communities.

Attitude and beliefs

A large number of respondents in the current study expressed
negative and discriminatory attitudes towards family members
with HIV and AIDS.

The most commonly cited reason offered by people for being
afraid of contracting HIV and AIDS from a family member who
was infected with HIV and AIDS, was concern about accidents

involving transmission via open wounds.

An example of this item was:
“If someone has HIV and AIDS and | have an open wound on my
skin, then there would be a risk if their blood (comes) into

contact with my open wound”

And another concern was:
“I have limited faith in the medical profession and | therefore
guestion their wisdom on how the spread of HIV and AIDS takes

place...nobody is hundred percent sure how AIDS is spread”.

It is necessary for someone to disclose their HIV positive status
to their family?

The most commonly cited reason offered by respondents was:
“Family members’ status should be disclosed, so that (one) can

take necessary precautions”.

And other concerns were
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“We feel that we should know if somebody we stay with has AIDS
for our own safety and to be able to join a burial society for

them?”.

What is HIV and AIDS?
Majority said HIV and AIDS was “the disease caused by
promiscuity, was the disease called MAKHUME and the disease

of the gay whites in South Africa”.

This finding showed a poor level of knowledge of HIV and AIDS
in this item. The finding is supported by Van Dyk (2001) who
revealed that sexual transmitted disease was associated with
witchcraft in most African countries where witchcraft is blamed
for sickness, and witchcraft is believed to be causal agent in HIV

transmission, and AIDS and death.

Is it possible for a new born to be HIV NEGATIVE while the
mother is HIV POSITIVE?

Another response was that:

“They are sharing same blood. There is a 100% possibility of
being positive”.

One can be cured of AIDS by having sexual intercourse with a
virgin.

Some said:

“According to their cultural beliefs innocent blood can cure any
dreadful disease and young blood can cure AIDS”.

This finding is consistent with the previous research Al-Owaish
et al., (1999) who further revealed that it is surprising that the
African rural group that was considered “hard hit” in terms of
HIV and AIDS prevalence rates did not have a better knowledge
of the dare effects of the disease and this finding is consistent

with the previous research conducted by Preble et al, (1999)

78





who revealed that African tradition belief that AIDS can be cured

if they have sex with virgins or with girls younger than 12 years.

e To determine by gender the perceptions of HIV and AIDS.

Males performed better than the females with regard to
knowledge of HIV and AIDS. In contrast to the current study’s
findings, previous research conducted by Lindan, (1999) who
further indicated that females had in fact performed better than
males with regard to the knowledge of HIV and AIDS. In the item
of a condom used with a spermicidal giving effective protection
from HIV and AIDS, males indicated better knowledge scores
than females. This is supported by previous research, where
males have demonstrated more confidence regarding the
effectiveness of condoms in preventing the spread of HIV and
AIDS. The respondents attached the transmission of HIV and
AIDS with gender, the research studies was supported by (Bruce
& Walker, 2001).

In the item of AIDS being a homosexual disease; respondents
linked AIDS with homosexuality, calling it a “sin”. A study
conducted by Ambati & Ambati (1997) state that 60% of
respondents in their study confirmed that only homosexuals
could get AIDS. The current study’s result in item regarding a
family member with HIV and AIDS showed that males
demonstrated less empathetic attitudes than females. Herek &
Glunt, (1991) mention that African women do not initiate
discussion about sex or tell their partners to use condoms
because it is cultural inappropriate and also because it brings
their sexual behaviour into question. Visage (2000) expresses
that some linked AIDS with homosexuality and gay practice,
calling a “sin”. Family Health, (2000) states that women do not
have control over their sex life, society expect them to do what

their husbands tell them.
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5.3 RECOMMENDATIONS

However it was found imperative to make recommendation that
could improve Health promotion by Primary health care workers
to improve knowledge of HIV and AIDS in the refugees’ village.
Developing guidelines or an intervention programme fell beyond
the scope of this study. Based on the conclusions the following
recommendations could begin to address some of the
perceptions that contribute to refugees’ lack of HIV and AIDS

knowledge in Humulani village in Limpopo Province.

e |tis always recommended to assess the efficacy of the
different types of HIV and AIDS programmes before
implementing them (Barr et al., 1998).

e Repeated exposure to information involving video or film
presentations, skill-based training, role plays and peer
education have proved to be more effective in changing the

attitudes than once-off, formal education programmes

e Future HIV and AIDS education programmes and awareness
campaigns need to adopt strategies that target specific

groups of people to be effective (Herek & Glunt, 1991).

e Establishment of HIV centre can assist in giving

information on a day-to-day basis.

5.4 SUMMARY

In chapter 5 the evaluation of the study, objectives, conclusions,
recommendations and suggestions for further research were

presented. Refugees’ lack of knowledge of HIV and AIDS may
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have a negative impact on the economy of the country. In this
study participants performed badly. Participants showed the
stereotypical views about the transmission of HIV and AIDS
infection by gender and by homosexual men. Most of the
participants could not differentiate between HIV and AIDS.
Cultural beliefs played a role in refugees’ understanding of

modes of transmission.

81





REFERENCES

Ackermann, L & De Klerk, GW. 2002. Social factors that make
South African women vulnerable to HIV infection. Health Care

for women International, 23, 163-172.

Alexander, NJ.Tshabalala, J. & Brokensha, K. 1990. Sexual
transmission of human immunodeficiency virus: Virus entry into

the male and female genital tract .Fertility Sterility 54:1-18.

Al-Owaish, R; Mousa, M., Anwar, S; Al-Shoumer, H & Sharma, P.
1990. Knowledge, Attitudes, Beliefs and Practices about
HIV/AIDS in Kuwait. Aids Education and Prevention, 11, 163-
173.

Ambati, BK. & Ambati J. 1997. Dynamics of Knowledge and
Attitudes about AIDS among the Educated in Southern India.
AIDS CARE, 9, 319-330.

Asiimwe, G & Muecke, O. 1992.AIDS Surveillance Report: June
1992, Ministry of Health, AIDS Control Program Surveillance
Unit, Entebbe, Uganda. Unpublished report.

Babbie, E. 2001. The practice of social research. 9'" ed. United
States of America: Wadsworth.

Barr, J; Waring, J & Warshaw, L. 1998. Knowledge and Attitudes
about AIDS among Corporate and Public Service Employees.
American Journal of Public Health, 82, 225-228.

Biggar, RJ. 1989.Immunosuppression in pregnant women
infected with human immunodeficiency virus. American Journal
of Obstetrics and Gynecology 161:1239-44.

82





Blaxhult, A. 1990.The influence of age on the latency period to
AIDS in people infected by HIV through blood transfusion. AIDS
4:125-129.

Bless C & Hingson-Smith, C. 1995. Fundamentals of research
methods: African Perspectives. 2"% ed. Cape Town: Juta and Co.
Ltd.

Brink H L. 1996. Fundamentals of Research Methodology for
Professionals. Cape Town .Juta: Health Care.

Bruce, KE Shrunk,L. Trefethan,E & Walker, LJ. 2001. College
Students’ Attitudes about AIDS: 1986-2000. Aids Education and
Prevention, 13 (5), 428-437.

Burns, N & Grove, SK. 2001. The practice of nursing research
conduct, critique and utilization. Philadelphia: W.B Saunders

Company.

Buve, A; Weiss, H; Laga, M; Van Dyk, E; Musonda, R; Zekeng, L
& Kahindo, M. 2000. The epidemiology of gonorrhea, chlamydial
infection, and syphilis: four African cities. AIDS, 15(Suppl 4s)
S79-S88.

Carey, MP & Schronder, KE. 2002. Developments and
psychometric evaluation of the brief HIV knowledge
guestionnaire (HIV-KQ-18). AIDS Education and Prevention,
14,174-184.

Census South Africa.Ba-Phalaborwa Statistics. 2003.Mopani
District.

83





De Vos, AS. 2003. Researchers at grass roots for the social

sciences. Pretoria: Van Schaik.

Doka, J. 1999. Aids fear and society.USA: Washington-
Wadworth.

Edelston, K. 1998. Countdown to Doomsday AIDS.

Johannesburg: Media house.

Ehlers, C & Khoza LB. 2003. Knowledge, Belief and Attitude of
Adolescents regarding sexual practices. Health SA:
Gesondheid.10 (3):54-60

Family Health International. 2000. Behavioral surveillance
surveys: Guidelines for repeated behavioral surveys in
populations at risk of HIV. www.fhi.org .Retrieved 15 October
2006

Feinberg, JP. 1999. The moral limit of criminal law: Harm to

others. New York Oxford: University Press.

Fourie, I. 2001.Managing the Nightmare: An organizational

response to HIV/AIDS. London: Sage Publications.

Goldstein, N; Pretorius, HG & Stuart, AG. 2003. The Social
Construction of HIV/AIDS. Health S.A Gesondheid, 8(2):15-19

Granich, L & Mermin, T. 2000. HIV, Health and community.

United States of America: W.B Saunders Company.

Herek, GM & Glunt, EK. 1991. AIDS-Related Attitudes in the
United States: A Preliminary Conceptualization. The Journal of
Sex Research, 28 (1), 99-123.

84



http://www.fhi.org/



Heywood, M L & Harran, F. 1998.The Employment Equity Act and
HIV/AIDS, A step in the right direction of Industrial Law. Journal,
vol. 20: 845-855.

Hirotsu, C, 1983. Defining the pattern of Association IN Two-
Ways Contingency Table. Biometrika, 70(3), 579-589.

Human, O & Tafelberg, R. 2000.Behavioral surveillance surveys:
Guidelines for repeated behavioral surveys in populations at risk
of HIV. Family Health International (2000).www.fhi.org.Retrieved
15 Oct 2000

JOURNAL-AIDS. 2004. HIV/AIDS statistics .www.journ-aids.com

Kalichman, S.C; Adair, V.; Somlai, A; & Weir, S. (1995). The
perceived social context of AIDS: Study of inner-city sexually
transmitted disease clinic patients. AIDS Education and
Prevention, 7, 298-307.

Kalichman, SC; Simbayi, L;Kaufman,L; & Cain,P. 2004.HIV
testing attitudes, AIDS stigmas, and voluntary HIV counseling
and testing in the Western Cape, South Africa. Sexually
Transmitted Infections, 79, 442-447.

Kapiga, H & Saidi, H. 1994. Risk factors for HIV infection among
women in Dar es Salaam, Tanzania. Journal of Acquired
Immuno-Deficiency Syndrome 7(3):301-309. Ministry of Health,
the United Republic of Tanzania. 1993. National AIDS Control
Programme: HIV/Aids’s Surveillance. NACP Epidemiology Unit.

Report No. 7. Dar es Salaam.

85





Khoza, LB. 2004. Knowledge, beliefs and attitudes of
adolescents with regard to sexual practices. South Africa:
gesondheid. 3(3).

Largade, E; Pison, G & Enel, C.1998. Knowledge, attitudes and
perceptions of AIDS in rural Senegal: relationship to sexual
behaviour change. AIDS, 10,327-334.

Lincoln YS & Guba, EG. 1985. Naturalistic Inquiry. Beverly Hills:
Sage.

Lindan, C. 1999. Knowledge, attitudes, and perceived risk of
AIDS among urban Rwandan women: Relationship to HIV
infection and behaviour change. AIDS 5:993-1002.

Lynellyn, DL & Ankrah, EM. 2000.Women’s experiences with
HIV/AIDS: An international perspective. New York: Columbia

University Press.

Macintyre, K; Brown, L & Sosler, S. 2001. It is not what you
know, but who you knew: Examining the relationship between
behaviour change and AIDS morality in Africa. AIDS Education
and Prevention, 13(2).

Molefe R. 2004.City Press 18 July: 19. Model predicts 380 000
AIDS deaths a year by 2010.

Muhondwa, E. 2001. The social implications of AIDS. The
courier, 126:53-54.

Mukoyogo, MC. & Williams, G. 1991. AIDS orphans: A community

perspective in Tanzania. “Strategies for Hope”.no.5.Actionaid,
AMREF, World in Need.

86





Myle, F. 2000. Textbook for midwives: with modern concepts of

obstetric and neonatal care. Melbourne: New York.

Neuman, WL. 1997. Social Research methods: Qualitative and

quantitative approaches.3" ed. Boston: Allyn and Bacon.

Painter, C. 1994.Sexual health, Assertiveness and HIV.

Cambridge: New York

Pitts, M; Jackson, H & Wilson, P. 1990. Attitudes, knowledge,
experience and behaviour related to HIV and AIDS among
Zimbabwean social workers. AIDS CARE, 2, 53-61.

Polit, DF & Hungler, BP. 1999. Nursing research principle and
methods. 5'" Ed. JB. Philadelphia: Lippincott Company.

Preble, E. Galia, C & Cain. 1990. Impact of HIV/AIDS on African
children. Social Sciences and Medicine 31:671-80.

Reader’s Digest. 2000. Illustrated history of South Africa .The

real story. Cape Town.

Romocki, LS. 1992. STD/AIDS Peer Educator Training Manual.
Family Health International / AIDSTECH, AMREF,
NACP/Tanzania.

Roth, 1. 1999. Psychic approach (Ltd) Cape Town University:
South Africa.

Rotheram-Borus, MJ; Rebchook, GM; Kelly, JA; Adams, J &
Neuman, MS. 2000. Bridging research and practice: community-
researcher partnerships for replicating effective interventions.
AIDS Education and Prevention, 12(5)

87





Seeley, JA. 2001. Socioeconomic status, gender, and risk of
HIV-1 infection in a rural community in south west Uganda.
Medical Anthropology Quarterly 8(1): 78-89.

Shisana, O; Simbayi, L & Muecke,O. 2002. South Africa national
HIV prevalence, behavioural risks and mass media household

survey 2002. Cape Town: Human Sciences Research Council.

Siegel, GD. 2000. Dilemmas of Women in the second decade. In
Women’s Experiences with HIV/AIDS: An international

perspective. p. 297-309. New York: Columbia University Press.

Simbayi, L; Strebel, A; Andipatin, M; Msomi, N; Potgieter, C;
Ratele, K; Shefer, T & Wilson, T. 1999. Sexually transmitted
diseases in the public sector in South Africa: Perceptions,
sexual behaviour, health care-seeking behaviour and quality of
care. Commissioned Research Report submitted to the National
Department of Health’s Directorate of Health Systems Research
and Epidemiology in conjunction with the Directorate of
HIV/AIDS and STDs through the Medical Research Council.

Skurnick, JH; Johnson, RL; Quinones, MA; Foster , JD. & Louria,
DB. 1991. New Jersey High School Students’ Knowledge,
Attitudes, and Behaviour regarding AIDS.AIDS Education and
Prevention, 3 (1), 21-30.

Stine, J. 1993. Acquired Immune Deficiency Syndrome:
Biological, Medical, Social and Legal Issues. New Jersey:

Prentice-Hall.

Stuwig, FW & Stead, GB. 2001. Planning, Design and Reporting
Research. Cape Town: Masker Miller Longman.

88





Sweat, MD & Levin, M. 1995. HIV/AIDS Knowledge among the
US population .AIDS Education and Prevention, 7(4), 355-375.

Thomson, K. 2002. Research into sustainable interventions to

prevent HIV and STl in Tanzania in 1990. Dar es Salaam.

UNAIDS. 2004. Report on the global AIDS pandemic

Uys, HHM. & Basson, AA. 1985. Research methodology in
nursing. Bloemfontein: HAUM.

Van Dyk, A. 2001. HIV/AIDS, care and counselling. Pretoria: Van
Schaik.

Victor, G. 1998. Aids the deadly epidemic. United Kingdom:

London.

Visage, CJ. 2000. The complete story of HIV and AIDS .Pretoria:
Van Schaik.

Walls, CT; Lauby, J; Lavelle, K; Derby, T & Bond, L. 1998.
Exposure to a community-level HIV prevention intervention: who

gets the message?. Journal of Community Health, 23(4).

Whitside, A & Sunter, C. 2000. AIDS: The challenge for South

Africa. Human and Rousseau: Tafelberg.

You and AIDS. 2002. [Online]. Available: Yahoo

website.httpp://www.youandaids.org.

89





