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ABSTRACT

Voluntary counselling and testing (VCT), has emerged as a major strategy for
prevention of HIV infections. Knowing one’s HIV status, whether it is positive or
negative, is instrumental in effecting behaviour change and the adoption of safer
sex practices. Depending on the results of VCT, people usually take steps to
avoid becoming infected or infecting others. VCT should therefore be a key

component of HIV and AIDS prevention programmes.

The purpose of this study was to describe knowledge, attitudes, and experiences
of clients regarding voluntary counselling and testing at Mankweng Primary
Health Care facilities, Capricorn District, Limpopo Province. Quantitative
descriptive design was used in this study to assess knowledge, attitudes and
experiences of the clients regarding VCT in four health care facilities; namely,
Makanye, Mankweng, Nobody, and Evelyn Lekganyane clinics. A self
administered, structured questionnaire was used to collect data from clients aged
17-49 years old. A sample of 200 clients participated in the study, 60% drawn
from each of the four health facilities. Data analysis was carried out by using
descriptive statistical test. The findings revealed that lack of knowledge, negative
attitudes and negative experiences towards VCT was a problem in all age groups

of participants.

The study recommended that there should be effective utilisation of the VCT
programs in all Primary health care facilities. Regular health awareness should
be conducted and education of the community according to HIV health calendar
days.
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CHAPTER 1

OVERVIEW OF THE STUDY

1.1 INTRODUCTION AND BACKGROUND

Voluntary Counselling and Testing (VCT) services require community
awareness, education and mobilisation to ensure that clients wishing to be tested
understand the test process. Health providers should ensure that those who are
tested and found infected with HIV should be supported and not discriminated

against.

According to The Henry Kaiser Family Foundation (2006:46), HIV testing is
integral to HIV prevention, treatment, and care efforts. Knowledge of one's status
is important for prevention of HIV. Furthermore, those who test HIV positive
should modify their behaviour to reduce the risk of transmission. Knowledge of
HIV status is also important to link those who are HIV positive to medical care
and services for reduction of morbidity and mortality. However, some clients
refuse to be tested for fear of learning that they may have a life threatening
condition. Furthermore, clients may mistrust HIV testing for fear of stigma and

discrimination if tested HIV positive.

According to Granich and Mermin (2001:78), HIV testing provides a special
opportunity for counselling and a chance to speak to clients in depth about the
ways HIV is spread. VCT attracts clients to other HIV services, such as treatment
for sexually transmitted diseases, family planning, or social services. According
to World Health Organization (WHO) (2002:17), VCT should be widely accessible
through innovative, ethical and practical models of delivery. WHO (2003:3)
recommends that VCT should be offered whenever the client shows signs and
symptoms of HIV infection or AIDS.



WHO (2007:1) indicated that efforts are needed to increase the provision of HIV
testing through a wider range of effective and safe options. HIV testing is a

critical entry point to life sustaining healthcare service for clients living with HIV
and AIDS.

Bennett and Erin (2001:18) indicate that it is possible to protect others from
infection by avoiding activities that expose them to risk of infection. However,
unlike HIV associated with sexual contact or drug use, it may not be possible for
a pregnant woman to protect her future child from HIV infection without knowing
that she is HIV positive. Granich and Mermin (2001:78) support the view that it is
necessary to identify HIV positive mothers through VCT so that they can be given
an option to take preventative drugs in pregnancy. These measures would save
the lives of children. Granich and Mermin (2001:78) further stated that other
benefits of VCT include identifying infected partners and helping the HIV positive
persons to remain healthy and productive for a longer period. VCT can also help

to break the vicious circle of fear and stigmatizing beliefs about HIV and AIDS.

According to Igumbor, Pengpids and Obi (2006:395), some clients who come for
VCT and test HIV positive do not return to clinics for follow-up visits or fail to take
the prescribed drugs. This could be due to negative experiences in interacting
with clinic staff or being poorly informed about HIV transmission and its
prevention. Clients may choose not to attend HIV clinics to avoid revealing their
HIV positive status.

According to Philpott and Warren (2001:968), the traditional model of voluntary
counselling and testing which is being implemented in many places with excellent
results requires significant commitments in terms of time, resources,
infrastructure, and trained staff. One to one counselling and the time required to
provide it are possible disincentives for people who wish to be tested on a more

routine and perhaps less conspicuous basis.



Bennett and Erin (2001:16) claim that a test for HIV antibody has been available
in the UK since 1985 on request. It has been the policy of the UK Department of
Health that the offer of HIV test should be accompanied by appropriate pre and
post test counselling and that the issue of informed consent and confidentiality
are fully addressed. These issues of VCT were also fully endorsed by the British
Medical Association and the UK Central Council for Nursing, Midwifery and
Health Visiting.

The Henry Kaiser Family Foundation (2006:47) stated that, the United States
Centre for Disease Control (CDC) and Prevention released revised
recommendations for HIV testing in health settings in 2006. CDC recommended
HIV screening for all people aged 13 to 64 years and repeat screening at least
annually for those at high risk of HIV infection.

Van Dyk (2002:58) found that VCT has emerged as a major strategy for the
prevention of HIV infections in African countries. It is preferable to use rapid HIV
antibody test because distance from clinics and lack of transport often make it
difficult for clients to come back to the clinic for their test results. If VCT services
do exist, the community should be well informed about such services. VCT
should be widely advertised and health care professionals and the community
workers should be sensitised and trained in pre and post HIV testing and

counselling.

UNAIDS (2006:12) stated that HIV prevention works and should be focused and
sustained. Increased HIV prevention programmes that are focused to reach
those most at risk of HIV infections are making inroads. Positive trends in young
client's sexual behaviour, increased use of condoms, and fewer sexual partners,

have been observed over the past decade in many countries.



A decline in HIV prevalence among young clients between the years 2000 and

2005 was evident in Botswana, Burundi, Kenya, Malawi, Rwanda, and Zimbabwe

According to Darkoh (2004:7) since the beginning of 2004, HIV tests have been
offered as a routine part of checkups in public and private clinics in Botswana.
The testing is part of the standard routine, but clients who do not want to be
tested can opt out. Botswana was the first country in Africa to have a national
policy of routinely offering VCT at clinics. Health officials in Botswana believe that
routine testing is a good way of prevention programmes to lessen the burden on
hospitals by aiding HIV positive clients to access treatment at an earlier stage of

the disease as there is a stigma attached to sexually transmitted infections.

Van Dyk (2002:94) found that although most South Africans are aware that VCT
services are available, only one in five people who have knowledge about VCT
have been tested for HIV. The reasons for South Africans not seeking VCT could
be that they have negative attitudes towards VCT services. However, the
relationship between the attitude and seeking VCT in South Africa has thus far
received limited attention. HIV/AIDS News (2006:2) indicated that some nurses,
HIV and AIDS advocates and not-for-profit groups recently showed that many
HIV-positive clients in South Africa could live longer and healthier lives if VCT
services were improved. According to the Department of Health (DoH) (2006:7),
counsellors were employed at 474 VCT sites across the country. The DoH
database shows that about 12,000 counsellors have been trained to help HIV-
Positive people and that the department offers refresher courses for practicing
counsellors. Despite the efforts of the DoH, VCT appears not to take up well in
the PHC facilities of the Capricorn District. According to the Department of Health
(2000:2), VCT is one of the key prevention strategies used to slow down the
spread of HIV and AIDS in South Africa. According to Department of Health
(2006:2), VCT in Limpopo Province started in 2001 following the rollout plan of
the South African National Government. Pilot studies regarding VCT were

conducted in several Limpopo hospitals and in a number of PHC facilities.



Among those facilities took part were Makanye, Mankweng, Nobody and Evelyn
Lekganyane clinics. According to the Department of Health (2006:2), HIV
prevalence in Limpopo during 2004 was 19.3% and 21.5% in 2005. Less than
10% of the population knew their status while below 5% of the population

voluntarily undertook HIV testing.

1.2 PROBLEM STATEMENT

Farrel (2006:4) indicated that, HIV is a world pandemic. 40 million people
worldwide are living with HIV/AIDS. In Africa, Sub- Saharan Africa is the most
affected region, with infected people unaware of their HIV status. Kalichman and
Simbayi (2003:29) showed that a South African National Survey conducted in
2002 revealed that 26% of respondents would not be willing to share a meal with
a person living with AIDS, 18% were not willing to sleep in the same room with
someone with AIDS, and 6% would not talk to a person whom they know has
AIDS. Lack of knowledge, attitudes and lack of experiences might be a barrier to
seeking VCT in the four faciliies namely: Makanye, Mankweng, Nobody and
Evelyn Lekganyane PHC Facilities in the Capricorn District of Limpopo Province.

1.3 RESEARCH QUESTIONS

The following research questions guided this study:

* Whatis the knowledge of clients regarding VCT?
e What are the attitudes of clients towards VCT?

e What are the experiences of clients in relation to VCT?



1.4 AIM OF THE STUDY

The study aims to determine the knowledge, attitudes, and experiences of clients
attending the Mankweng PHC facilities in relation to HIV/AIDS and VCT in March
and April 2008.

1.5 OBJECTIVES OF THE STUDY

The objectives of this study were to:

» Determine the knowledge of the clients aged 17-49 years regarding VCT.

* Identify the attitudes of clients aged 17-49 years towards VCT.

e Assess the experiences of clients in relation to VCT.

o Compare knowledge attitudes and experiences of clients aged 17-49
years regarding VCT.

1.6 METHODOLOGY

Quantitative cross sectional descriptive design was used in this study for the
purpose that quantitative scales provide the magnitude of the attribute under

investigation for any particular person.

According to Uys and Basson (1995:75), a quantitative scale is considered to be
a true scientific scale, since it is used in scientific experiments where attempts
are made to establish causal relationships between variables. This study is also
descriptive in that the researcher collected detail descriptions of knowledge,
attitudes, and experiences of clients regarding VCT. Mouton (2005:152) refers to
descriptive studies as studies that are usually quantitative in nature and which

aim to provide a broad overview of a representative sample of a large population.



According to Uys and Basson (1995, 86) population includes all the members or
units of some clearly defined group of people, objects or events while sampling is
the process whereby the sample is drawn from the population. Population and
sarnpling.used in this study comprised of clients 17-49 years old who attended
health care facilities namely; Makanye, Mankweng, Nobody, and Evelyn
Lekganyane clinic.

A self administered questionnaire was used to collect data to determine

knowledge, attitudes and experiences regarding VCT.
The details of the methodology will be discussed in chapter 3 of the study.
1.7 SIGNIFICANCE OF THE STUDY

The study could contribute towards improvement of VCT services in Primary
Health Care facilities at Mankweng, Capricorn district. Furthermore, the study
could benefit HIV positive clients to access treatment and the health care

providers to improve service delivery.
1.8 LIMITATIONS OF THE STUDY

The study was limited to clients age 17 - 49 years who came for any consultation
at Mankweng Primary Health care facilities. The responses could be maximized if
the clients from age 12 years and above 50 years were included in the study, as

these age groups are also exposed to HIV.



1.9 ORGANISATION OF THE SUBSEQUENT CHAPTERS

The subsequent chapters of this study were organised as follows:

Chapter 2 describes review of relevant literature pertaining to HIV and VCT.
Chapter 3 outlines the methodology used in the study.
Chapter 4 presents data analysis and discussion of findings.

Chapter 5 contains the conclusions and recommendations for future research.

1.10 SUMMARY

Chapter 1 discussed introduction, problem statement, research question,
methodology, aim of the study, objectives, significance of the study, limitations of

the study and organisation of the subsequent chapters.



CHAPTER 2

LITERATURE REVIEW

2.1 INTRODUCTION

Chapter 2 provides a detailed discussion of literature relevant to the concepts:
knowledge, attitudes, experiences, and voluntary counselling and testing. The
researcher obtained information that contributed to writing of this dissertation

from book chapters, reports, journals and electronic databases.

2.2 REASONS FOR DOING LITERATURE REVIEW

According to Uys and Basson (1995:17), a literature review puts the research
project into context by showing how it fits into a particular field by identifying
knowledge gaps. A literature review assisted the researcher to develop a
research problem, identify a theoretical framework, and it identifies issues and
variables related to the research topic. A literature review also ensures that the
researcher does not duplicate a previous study, discover what the most recent
and authoritative theorising about the subject is and it identifies the available

instrumentation that has proven valid and reliable (Uys and Basson, 1995:17).

The review of literature about knowledge, attitudes and experiences of clients
regarding VCT assisted the researcher to find out about accepted empirical
findings in the field of study. The literature review also helped the researcher to
ascertain the accepted definitions of the concepts used in the study.



23 THE CONCEPTS KNOWLEDGE, ATTITUDES, EXPERIENCES AND
VOLUNTARY COUNSELLING AND TESTING

The review of literature revealed the following important concepts related to the

research topic:

* Knowledge
o Attitudes
e Experiences

* Voluntary counselling and testing

The discussion of the above concepts appears related to each other. Clients
should have knowledge of Voluntary Counselling and Testing to develop positive
or negative attitudes. Clients may refuse VCT due to lack of knowledge, or due to
negative attitudes towards health services, or negative experiences from

partner, family or the community.

2.3.1 KNOWLEDGE REGARDING VCT

In this study knowledge means the clients’ level of information about HIV and
VCT. Information acquired through experience and awareness or familiarity

gained by experience.

According to WHO (2007:12), over the past 20 years VCT programme helped
millions of people to learn their status. Many countries were encouraged to
increase VCT services as well as to standardise and expand provider initiated
counselling and testing so that people learn about their HIV status. According to
WHO (2002:7), more than 80% of people living with HIV in low and middle
income countries do not know that they are infected. People have a right to
knowledge of their HIV status. VCT should be widely accessible through

innovative, ethical, and practical models of delivery.

10



HIV testing and counselling are entry points to HIV related care and prevention
services. VCT provide opportunities for people to reduce their risk of acquiring or
transmitting HIV. According to WHO (2002:4), knowledge of HIV status has been
beneficial by enabling people to access care, support, and treatment, in the form
of psychological support, home based care, nutritional support, palliative care,
treatment for opportunistic infections, tuberculosis, sexually transmitted infections
and antiretroviral therapy. WHO (2002:4) further stated that new approaches to
HIV testing and counselling must be implemented in more settings, and on a
larger scale. Health care workers should offer VCT to all people who might
benefit from knowing their HIV status. VCT should only be performed in
accordance with the guiding principles.

According to WHO (2003:5), the changing face of HIV/AIDS epidemic has
resulted in new opportunities, as well as new imperatives, to increase access to
HIV testing and counselling and to knowledge of HIV status. Increased access to
care and treatment, and decreased stigma and discrimination present new
opportunities associated with taking an HIV test. Painter (2001:1411) indicated
that there is a need for improved basic knowledge that has implications for the
development of prevention interventions; for example, concerning how couples

negotiate HIV risk reduction and cope during the post test period.

WHO (2007:16) indicated that VCT provides clients the opportunity to
confidentially explore their HIV risks and know their HIV test result. VCT services
can be provided in freestanding sites or embedded within other facilities such as

health centres, workplace settings, and military facilities.
2.3.2. ATTITUDES REGARDING VCT
According to Louw and Edward (1998:180), attitudes refer to a hypothetical

construct that represents a client's like or dislike for information about VCT or the

negative or neutral views of VCT.

11



Most attitudes in individuals are a result of observational learning from
environment. The link between attitudes and behaviour exists but depends on

human behaviour, some of which is irrational.

According to Van Dyk (2002:46), people must be equipped with positive self
esteem and self confidence in order to develop solid values that will guide their
decision making to prevent negative attitudes regarding VCT. Dreyer, Hattingh
and Lock (2000:147) indicated that the attitudes of health workers, situations in
contemporary community health care can raise some difficult ethical questions.
Community nurses should be familiar with ethical principles and their application
to advice and support clients when value related or conflicting decisions have to
be taken to prevent attitudes towards health services. Arthur and Pool (2001:122)
stated that although people believed that it is a good idea for the people to know
their HIV serostatus, it is also evident that a lack of trust in the public health
system is a stumbling block in the provision of comprehensive VCT services in
South Africa. Arthur and Pool (2001:122) further revealed that people may fear
that, if their HIV positive and their status become known, health care
professionals would discriminate against them and refuse them treatment. The
clients also fear that health care workers would not keep their results confidential.
Most people who wish to participate in the VCT would choose to go to a clinic
where nobody knows them. Fear of rejection by their loved ones and community

is one of the stumbling blocks of opting for the VCT.

According to Weiss (2000:86), African heads of state, Prime ministers, Ministers
of health, and other key lay and religious leaders must play a supportive role in
creating national and local environment that empowers HIV prevention efforts.
According to Wiktor and Grant (1999:1472), acceptance and support for persons
who have been tested for HIV and disclosure of test results is needed from

health workers, the partner, the family, and the com munity.

12



According to Campbell (2000:1399), there will be some cases where an HIV
positive person does not wish to, and may refuse to inform the partner(s) or allow
them to opt for counselling. Such refusal might be due to fear of rejection by
partners and family members. There could also be fear of stigma and
discrimination, being blamed for the infection of others, feelings of despair,
remorse and guilt. Refusal to notify their partners might be due to a desire by the
HIV positive person to place another person deliberately at risk of HIV infection.
Painter (2001:1389) stated that VCT facilities in sub-Saharan Africa are
infrequently attuned to partners needs, few couples present together for VCT.
Diaby (2000:115) indicated that most VCT facilities address individual clients who
request HIV testing. In the case of antenatal clinics in the sub-Saharan Africa,
women frequent the facilities primarily for medical consultations, not because
they seek HIV testing. Many pregnant women do not know about the VCT testing
opportunities. The women may be surprised by the offer of HIV test, refuse telling
counsellors that they wish to postpone their decisions and this often amounts to a

deferred refusal.

Shin, Kang and Moneyham (2007:2) indicated that many Koreans avoid making
use of HIV testing and related services because of concerns about
confidentiality, attitudes, and fear of being discriminated against by their family,
and society. Parker (2004:120) showed that the scope of the challenge in scaling
up VCT in terms of human resources and physical infrastructure is raising
awareness and changing attitudes. It is essential to understand attitudes to VCT
including misconceptions and fears. This understanding could enable
communication and advocacy campaigns to be effective in encouraging people
to test. Mandel (2000:461) associates VVCT with a broader range of health
services. Increased international interest and support for VCT in sub-Saharan
Africa is to address the severe social stigma associated with HIV/AIDS. Mandel
further support that, VCT increases the acceptability of HIV testing as prevention
tool, therefore it should be made available as part of a broader range of services

that focus on mother and child, reproductive, and family health issues.

13



WHO (2002:18) revealed that improvements in quality of life and the associated
savings will only be realized if efforts to expand HIV testing and counselling
services are linked to care, treatment and support programmes. The lack of
needed human, technical, and financial capacity must be addressed.
Furthermore, disincentives to HIV testing and counselling due to denial, stigma,
discrimination, and the unequal status of women must be countered. Wherever
possible, the use of rapid HIV test method should be an important component in
the expansion of testing and counselling services. There is also urgent need to
increase the capacity of health care workers to deliver quality counselling, for
example by developing cadres of professional counsellors, using lay counsellors,
and improving the counselling ability of health care professionals such as clinical

officers and nurses.

According to Rose, Violari, Bolton and Gray (2005:9), other reasons for the slow
uptake of VCT could be wide spread fear of taking the test; concerns that
confidentiality will be breached; stigma attitudes and discrimination; and the costs
associated with the service. The World Bank (2001 :1700) found that integrating
VCT with other health services can serve multiple objectives including the
reduction of social stigma. Significant progress with destigmatising HIV/AIDS will
require robust efforts at the highest levels of African government. Farham
(2003:36) demonstrated that through positive attitudes there is improved uptake
of VCT in Botswana. The demand for VCT in Botswana has increased since their
antiretroviral treatment programme was started. Many of those seeking testing
were in self reported monogamous relationships. According to Wiktor and Grant

(1999:1471), the VCT programs target individuals and occasionally couples.

Wiktor and Grant (1999:1471) further indicated that people of shared experience
and knowledge may result in broader social impacts, including changes in
community values and norms that affect persons beyond those who have

participated directly in VCT.

14



These changes may include improved communication, openness about HIV
prevention, advice on risk reduction and decreased denial about the existence of
AIDS.

It was found that in African countries where breastfeeding is considered standard
practice, women who do not breastfeed may be presumed to be infected by the
virus (Taegtmeyer & Tincobald 2006:17). Women fear HIV testing because some
still fear that status disclosure to the partner might put them in both physical and
mental danger. Domestic violence has also been noted as a major concern of
some women in developing countries. According to Lawoyin and Adewole
(2004:167), counselling is important to prepare clients to come to terms with their
HIV status and includes dealing with fear, quilt, stigma, and discrimination. It is
also important to help people devise or strengthen ways of staying HIV negative,

if they test HIV negative.

2.3.3. EXPERIENCES REGARDING VCT

According to Fowler and Fowler ( 1970:287), experiences are the effect upon the
judgement or feelings produced by any event whether witnessed or participated
in. Experiences are personal acquaintances, actual enjoyment or suffering,
knowledge based on personal observation, contact or incident that affects one

state of personal emotion.

Swanepoel (2003:126) indicated that HIV and AIDS pose a threat to South
Africans. The extent of HIV and AIDS infections in South Africa and its impact on
demographic trends, the economy and society at large, is still a subject of debate
and uncertainty. Swanepoel (2003:126) further showed that the National HIV and
AIDS Conference of South Africa in 2003 stated that South Africa was heading
for Uganda with fast growing infections of HIV. The epidemic in South Africa is

growing at a rate faster than in other African countries.

15



The South African Cabinet approved funds for the implementation of an
integrated response to HIV and AIDS epidemic in 1999. One of the components
of the integrated plan is to strengthen the efforts to make VCT facilities available.

According to Eden and Taegtmeyer (2003:293) there is a need to critically
examine the problems with current approaches and look at how to improve
interventions in this changing context of an evolving epidemic and new
interventions to reduce HIV transmission. VCT depends on the voluntary
entrance of at risk groups to the health services. In the absence of public health
strategies that encourage VCT among the population, it could have limited
impact. Routine testing is a necessary measure to allow health care services to
identify greater number of those who are already infected. According to Philipott
and Warren (2001:900), VCT has been available within the mine health service
since 1991. However, spontaneous uptake of VCT has been low and many did
not return for the results of their test. In 2000, the VCT service at the mines was
evaluated; counsellors and clients identified key areas in which improvements
could be made. Philipott and Warren (2001 :900) further stated that efforts were
made to increase the trust and confidence of potential clients and counsellors by
providing same day results using rapid test kits, anonymous record keeping, lay
counsellors and peer educators. Those who tested positive for HIV were offered
referral to a specialist clinic for further counselling, education and preventive

therapy.

Van de Perre (2002:406) indicated that VCT has been given low priority as a
possible strategy for combating HIV in developing countries. The view that
individuals have low motivation to know their test results to modify behaviour and
the non existence of medical care that could make a difference. According to
Machekano, Dube, and Mandel (2006:63), HIV/AIDS presents a major crisis that
is increasingly affecting the most productive segments of the population across

development sectors in Tanzania.
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The basic education sector, which is vital to the creation and enhancement of
human capital, is equally affected. The loss of skilled and experienced teachers,
due to HIV/AIDS related deaths and long term illnesses, is increasingly
compromising the provision of quality primary education. The situation
demanded VCT that would reverse the trend of education and was documented
as a viable strategy of HIV prevention. Van Dyk and Van Dyk (2003:118) claim
that VCT programmes are regarded as important strategy in the management of
HIV/AIDS pandemic worldwide. Such programmes have experienced various
problems and barriers, which limited their successful implementation. These
barriers may relate to problems with facilities and services or psychological
obstacles that negatively impact on people’s willingness to participate in

programmes.

UNAIDS (2006:8) argues that the existence of VCT services is not in itself
enough to get people to come forward for HIV testing. There must be incentives,
and these should take the form of greater availability and affordability of care,
treatment, and support. In resource poor settings, treatment in the form of drugs,
and care options are limited. However, these obstacles can in part be overcome
by innovative and far reaching community based programmes. UNAIDS (2006:8)
further stated that such programmes offer outreach to affected families, voluntary
and confidentiality counselling and testing, support groups, home visits, follow up

and involvement of people living with HIV/AIDS in prevention and care activities.

According to Theobalds (2006:590), increasing access to treatment is a critical
intervention in the epidemic, but it should be at the expenses of preventing
further transmission of the virus. There is a need for both public health and
human rights to have common goals, to ensure the uptake of VCT. Testing
without counselling will not have beneficial impact on either prevention or
treatment that it seeks. Routine testing to succeed as either prevention or

treatment strategy it will depend upon the quality of counselling.
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2.3.4 VOLUNTARY COUNSELLING AND TESTING

According to Sweat (2000:87), VCT is a combination of two activities counselling
and testing into a service that amplifies the benefits of both. VCT is an approach
that is useful in all settings resource: rich, poor, urban and rural. VCT is
adaptable to clients' need, it can be done for individuals and couples, for people
of all ages and of all backgrounds. With proper training, members of the clients'
local community, regardless of their educational level, can do the counselling
component. According to WHO (2002:4), VCT commitments is in terms of time,
resources, infrastructure, and trained staff. One to one counselling and the time
required to provide it are possible disincentives for people who wish to be tested
on a more routine and perhaps less conspicuous basis. Young people in
particular may not have adequate access to the VCT services; innovative
services should now be expanded to provide for them and to overcome the legal
and cultural obstacles to testing and counselling they face. WHO (2003:17)
recommended that VCT be widely accessible on a voluntary and confidential
basis. VCT services should include pre test counselling to explain the purpose
and possible implications of the test, informed consent on the part of the client,
and post counselling to discuss the test results. Kilewo (2001:459) supports that
VCT provides a significant prevention opportunity, for dissemination of accurate
information about HIV/AIDS, for risk assessment regardless of serostatus, and
referral to medical services such as specific treatment of associated infections
like sexually transmitted diseases and opportunistic such infections as
tuberculosis.

Van de Perre (2002:407) outlined that the challenge is no longer the need to
show the efficacy of VCT but to make it accessible to those who desperately
need it. VCT is more acceptable, innocuous, and less expensive. Since VCT is
principal entry point for both prevention and care, access should first be provided
in existing community health services. The voluntary HIV-1 Counselling and
Testing Efficacy Study added to the list of standards of quality necessary for the

implementation of VCT services.
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UNAIDS (2000:22) outlined that VCT involves individuals actively seeking HIV
testing and counselling at a facility that offers these services. Client initiated HIV
testing and counselling emphasizes individual risk assessment and management
by counsellors. VCT addresses issues such as the desirability and implications
of taking an HIV test and the development of individual risk reduction strategies.
UNAIDS (2006:19) supported that client initiated approaches have been the
primary model for providing HIV testing and counselling. Coverage of client
initiated HIV testing and counselling services is inadequate in both high income

and resource constrained settings.

Sherr and Lopman (2001:176) support the view that VCT is an effective method
of reducing high risk sexual behaviour in sub-Saharan Africa, by identifying
infected persons early in HIV disease. The development and expansion of VCT
centres has been associated with reductions in HIV seroprevalence. Sherr and
Lopman (2001:176) further indicate that research in Kenya, Trinidad, and
Tanzania revealed that unprotected sex with a non primary partner decreased
from 30% to 18% in men and from 22% to 12% among women receiving VCT.
Those found to be HIV infected may be more likely to protect themselves. Clients
found to be HIV positive may seek medical attention for early symptoms of AIDS
related illnesses. Those who test negative are more likely to change their
behaviour to maintain their negative status by using condoms or by encouraging
their partners to test for HIV. According to Taegtmeyer and Tincobald (2006:100),
another key strategy in Kenya's fight against HIV has been the rapid scale up of
VCT services. To this end, over 650 VCT sites have been registered nationally.

A standard 126 hour training package for VCT counsellors has been compiled
followed by a period of observed practice.

Parker (2004:120) indicated that VCT is a central component of the South African
government's strategy to prevent the spread of HIV and to provide care and
support to those living with HIV/AIDS.



Government's commitment to expanding access to VCT for people across the
country creates a policy framework for increased uptake of VCT services in
South Africa.

According to the DoH (2000:3), there are key issues surrounding VCT in South
Africa. Several key issues must be addressed in expanding VCT services in
South Africa, including:

e Developing and Strengthening the human and infrastructural resources
required to deliver VCT services;

e Promoting VCT among target audiences and encouraging large numbers
of people to test;

» Monitoring, evaluating and ensuring quality control of VCT programmes.

The DoH (2000:3) further indicated that a report on public sector VCT services in
South Africa, commissioned by the Department of Health, provided an interim
assessment of the government expansion of VCT, in terms of access,
infrastructure, organization of VCT services, marketing of VCT, routine data

collection, and policy planning and management.

The findings were that:

» Access to VCT within the public sector is overly reliant on PHC services,

which may discourage some people from testing;

e VCT services tend to be provided during standard working hours only,

which may deter employed people and students from testing

e Some VCT sites face environmental/infrastructural challenges, such as a

lack of privacy, inadequate storage, and waiting space.



The Department of Health (2000:2) outlined the government’s national policy on
VCT for HIV guides, the administration of HIV tests in both public and private
facilities in South Africa. It further provides guidelines on the circumstances
under which VCT may be conducted with the client's informed consent, the
instances in which informed consent is not required, and specific circumstances
in which HIV testing may not be undertaken. It also provides definitions of pre
and post test counselling and informed consent, and sets forth standards for
how the procedure should be undertaken. Parker (2004:120) observed that VCT
is a central component of the South African government's strategy to prevent the
spread of HIV and to provide care and support to those living with HIV/AIDS.
Government's commitment to expanding access to VCT for people across the
country creates a policy framework for increased uptake of VCT services in
South Africa.

According to Rose et al (2005:8), at Chris Hani Baragwanath Hospital, VCT
services have been available to pregnant women who attend antenatal services
since 1998. In1999, on site rapid testing was introduced with the option to be
tested and counselled on the same day. UNAIDS (2006:2) support that VCT has
functioned as an effective and ethical public health tool. In the standard model of
VCT, the overall objective has been prevention with emphasis of confidentiality
and voluntary individual decision making, including protecting the individual's
decision not to be tested and/or not to learn the results. UNAIDS (2001:2)
elaborated by indicating that, VCT has tended to attract those who might
otherwise shy away from HIV intervention. From a public health perspective, VCT

has served to connect many people to paths related to HIV prevention and care.
According to WHO (2003:19), WHO is developing strategies for expanding

access to VCT and for ensuring that they are carried out in accordance with

appropriate ethical and technical standards.
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WHO (2003:19) further indicated that WHO has convened a series of
international consultations on the approaches now needed for VCT, and has
identified the priority tasks in expanding the provision of HIV testing and

counselling services, including:

* Advocating for expanded access to testing and counselling services,
especially in the context of accelerating access to treatment, efforts to

prevent infection to mothers and their infants.

» Setting standards and providing guidance to support and improve the

quality of testing and counselling in clinical and antenatal care settings.

» Providing technical support with key partners to countries, and at the

regional and global levels.

e Strengthening partnerships in the implementation of testing and
counselling, particularly within communities most affected by HIV/AIDS.

» Documenting currently effective models from which lessons can be

learned and transferred.

WHO (2003:19) elaborate by indicating that enormous numbers of people need
to know their HIV status and WHO is committed to working with governments
and their partners to help bring about marked and rapid increases in access to
VCT services across a much broader range of setting. In the near future, millions
of people must be offered VCT under conditions that will benefit their health,
enhance their lives, lead to greater access to the care, support and treatment.
WHO (2003:19) further elaborated by saying, the changing landscape of the
HIV/AIDS epidemic has resulted in new opportunities as well as new imperatives
to increased knowledge of HIV status.
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WHO (2002:26) indicated that in order to support the primary prevention of HIV
infection among women of reproductive age, and the reduction of unintended
pregnancies among HIV positive women, VCT should be offered to women in
free standing clinics or in conjunction with other services, for example; family

planning where HIV infection is prevalent.

Mandel (2000:461) asserts that the routine offer of VCT in public health facilities
should continue to create opportunities for patients to make an informed,
confidential decision to test or not. Clients should be encouraged to disclose their
HIV status and to encourage others in their lives to test. A routine offer of HIV

testing should not undermine VCT but rather promote access to it.

Turyagyenda (2000:16) supports the view that HIV testing and counselling
services should be routinely offered in antenatal care clinics as the standard of
care. Such services showed standards of best practice if they involve the
provision of pre test information in a group setting, followed by the offer of an HIV
test as standard procedure. In “opt-in” approaches, women have to request the
test specifically and decline the test if they do not want it to be performed. Both of
these approaches are acceptable if women are individually informed that they

have the right to refuse the test and are given the opportunity to do so.

According to Creek (2006:222), VCT allows sexual partners to learn their HIV
status together as a unit. Couple HIV Counselling is an important intervention
because as many as 30% of the couples in high HIV prevalence countries are
serodiscordant, or have one partner who is infected with HIV and one who is not.
Counselling sessions focus on discussing risk issues and concerns, risk
reduction, and linkages to care, treatment, and support.

Pre and post test counselling sessions focus on recommending and offering the
HIV test, obtaining informed consent, using the test results to make medical care

decisions or recommendations, and providing appropriate referrals.
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Bartlett and Theilman (2005:691) indicate that by promoting behaviour change,
VCT can also serve as point of referral for preventive services. These services
include the prevention of mother to child transmission. VCT can also serve as an
entry point for treatment of sexually transmitted infections, prophylaxis of
opportunistic infections, diagnosis and treatment of tuberculosis and initiation of
active antiretroviral therapy. It is estimated that less than 1% of sexually active
urban population have been tested for HIV, highlighting the urgent need to

increase access to VCT.

2.4 Summary

Chapter 2 discussed the reasons for doing literature, and focused on the
concepts knowledge, attitudes, experiences and voluntary counselling and
testing. The literature review shows that VCT is an innovative approach to
preventing the spread of HIV/AIDS. Although the significance of the VCT
services receives appraisals from researchers and health organizations,
attitudes, knowledge, and experiences of clients undergoing VCT are virtually
unknown in Limpopo Province. It is against this backdrop that the current study
seeks to investigate these aspects in Mankweng Primary Health Care Facilities

and fill in this knowledge gaps.
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CHAPTER 3

RESEARCH METHODOLOGY

3.1 INTRODUCTION

In chapter three the research design is discussed in terms of methods,
population, sampling, instruments, data collection and analysis procedures as
these pertain to the present research. The research design enabled the
researcher to achieve the aim and the objectives of the study. The aim of the
study was to determine association between knowledge, attitudes and

experiences of clients in relation to VCT.

3.2 OBJECTIVES OF THE STUDY

The objectives of this study were to:

e Determine the knowledge of the clients aged 17-49 years regarding VCT:;
» Identify the attitudes of clients aged 17-49 years towards VCT:
* Assess the experiences of clients in relation to VCT; and

» Compare knowledge attitudes and experiences among the clients aged

17-49 years regarding VCT.
3.3 RESEARCH DESIGN
A quantitative descriptive and cross sectional design was used to determine

knowledge, attitudes and experiences of clients regarding VCT in Health Care
Facilities.
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3.3.1 Quantitative

A quantitative design was used in this study as the strategies used by the
researcher were in numeric form. Terre Blanche and Durrheim (2004:42)
described quantitative research as when a researcher collects data in a form of
numbers and use statistical types of data analysis. According to Knapp
(1998:136), a quantitative approach is research that uses quantitative methods
by studying phenomena that are relevant to the goals of a discipline. The
approach is used to classify research efforts that use traditional methods
exemplified by experiments, survey or correlation studies of various types. Burns
and Grove (1993:27) refer to quantitative research as a formal, objective,
rigorous, systematic process for generating information about the world.
Quantitative research was conducted to describe new situations, events, or
concepts in the world, such as describing new ilinesses like AIDS or HIV and to

examine relationships among concepts or ideas.

3.3.2 Cross sectional

The study was cross sectional. According to Bless and Higson-Smith (2000:1 53)
cross sectional design is a research design where all data is collected at a single

point in time. It is also referred to as cross sectional study.

3.3.3 Descriptive

The study was descriptive in that the researcher collected detailed descriptions of
knowledge, attitudes and experiences of clients regarding VCT. Mouton
(2005:152) defines descriptive studies as those that are usually quantitative in
nature and aim to provide broad overview of representative sample of a
population. Polit and Hungler (1999:700) defines descriptive research as studies
whose main objective is the accurate portrayal of the characteristics of persons,

situation or groups and the frequency with which certain phenomena occur.
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4.4 POPULATION AND SAMPLING

3.4.1 The study Population

The population in this study comprised 17-49 years old clients who attended
health care services at four PHC facilities; namely, Makanye, Mankweng,

Nobody, and Evelyn Lekganyane clinics.

Table 3.1: Population of Makanye, Mankweng, Nobody, and Evelyn
Lekganyane PHC facilities age 17-49 years

Name of facility Total target population
Makanye clinic 5505
Mankweng Clinic 7278
Nobody Clinic 5974

Evelyn Lekganyane clinic | 5856

Table 3.1 shows the population of the four PHC facilities namely Makanye,
Mankweng, Nobody, and Evelyn Lekganyane clinics.

3.4.2 Sampling

According to Mouton (2005:120) sampling refers to a process of selecting things
or objects when it was impossible to have knowledge of a larger collection of
objects. In social research, sampling refers to procedures which involve some
form of random selection of elements from target population. The aim of
sampling in social research was to produce representative selection of population
elements. In this study a sample of 60% clients was drawn from each of the four
health care facilities. The participants comprised males and females aged 18 to
49 years who never took part in VCT. Systematic sampling was used where
every third person of the target group from the queue attending the PHC facility

was chosen to participate in the research.
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The selection of the research sample was discussed with a statistician. (see
appendix 2). The statistician recommended that 60 percent of the clients from
each of the four PHC facilities should participate in this study to find equal
percentages of participants from each facility according to head count. Every
third person in the queue was invited in a private area away from the view of
other client to create privacy and was requested to complete the questionnaire.
The researcher enquired from the clients and administered the questionnaire to

the clients who never tested for HIV.

3.4.3 Criteria for the inclusion of participants

To ensure inclusion in the sample, the participants met the following criteria:

Males and females aged 17-49 years who visited Mankweng PHC facilities and
did not know their HIV status.

3.4.4 Study Site

The study site was at Mankweng Primary Health Care facilities: namely,
Makanye, Mankweng, Nobody, and Evelyn Lekganyane clinics at Polokwane
municipality, Capricorn District, Limpopo Province. These PHC facilities are
situated about 35 km east of Polokwane City. The four PHC facilities were the
first roll-out sites to pilot VCT in the Capricorn District of Limpopo Province.

3.5 DATA COLLECTION
3.5.1 Data collection instrument
The researcher used a self administered questionnaire for data collection with

the purpose of collecting data to determine knowledge, attitudes, and

experiences of clients regarding VCT at PHC facilities.
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After intensive literature review the researcher designed the questionnaire with
guidance of the supervisors and statistician. The final questionnaire was
discussed with the supervisors and statistician and was accepted in terms of face
and content validity.

3.5.2 Advantages of questionnaire

The advantages of using a questionnaire in this study were as follows:

e Questionnaire was less expensive and had the advantage of involving

large number of participants.

e The questionnaire was structured and questions were arranged in a

definite order according to the researcher’s choice.

» Questionnaire was a suitable instrument for gathering information from the

target group age, 17-49 years.

* Questionnaire saved time for both the researcher and the participants as it

required 15-20 minutes to complete.
3.5.3 Disadvantages of questionnaire
The disadvantage of using a questionnaire in this study was that there was no

opportunity for the researcher to clarify items that could be misunderstood by the

participants during data collection.
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3.5.4 Format of questionnaire

The questionnaire consisted of five sections as follows:

e Section A: related to biographic data of the respondent.

e Section B: Questions related to knowledge of clients regarding HIV and
VCT.

 Section C: Questions related to attitudes of clients regarding VCT.

e Section D: Questions related to experiences of clients regarding HIV and
VCT.

e Section E: Questions related to additional opinions of participants
regarding VCT.

3.6 PRETESTING THE RESEARCH INSTRUMENT

According to Uys and Basson (1995:103), a pilot study is a small-scale study
using a small sample of the population, but not the same group who will
eventually form part of the sample group. The researcher should aim to collect
data as quickly as possible without jeopardizing the accuracy and validity of the
investigation. The researcher should also avoid any inconvenience to the

respondents prior to, during or upon completion of data collection.
The researcher administered fourty questionnaires to 17-49 years old clients,

males and females, who were not identified to form part of the research for them

to respond.
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The following aspects of the questionnaire were corrected:

e The response of true or false not known and very high, high, medium,
low, very low and yes or no, were changed to strongly disagree, disagree,

not known, strongly agree, and agree

e Number of items reduced from 57 to 47.

The duration of completing questionnaire was decreased from 20 minutes to 15

minutes.

3.6.1 Data collection

The researcher made appointment with supervisors and managers of clinics to
conduct research. The researcher explained the purpose of research to the
clients, invited every third client in the queue to a private room to complete the
questionnaire. The researcher administered the questionnaire to the clients for

completion.

Table 3.2: Questionnaires administered and returned

Respondents Administered Returned Across%
Makanye clinic 56 56 100%
Mankweng clinic 48 48 100%
Nobody clinic 34 34 100%
Evelyn 62 62 100%
Lekganyane

Total 200 200 100%

Table 3.2 reveals that 100% of the questionnaires administered were returned.
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The high response of the participants might be due to the simple, well designed
understandable questionnaire which was easy to complete and due to the

presence of the researcher in the research setting.

3.6.2 Reliability and Validity

3.6.2.1 Reliability

According to Terre Blanche and Durrheim (2004:63), reliability refers to the
dependability of a measuring instrument and consistency over time.
Furthermore, reliability refers to the fact that different research participants being
tested by the same instrument at different times should respond identically to the

instrument.

To test the reliability of the study during pilot study, the researcher used the split-
half method, where the researcher constructed two different tests, only one of
which was retained as a true measure, then divided items randomly, to make two
parallel halves. Since the halves should be equivalent, in bar random error
people who scored high on the one half should also score high on the other half,
the correlation between two halves of the test represented the reliability of half of

the test, and it was an underestimate of the reliability of the whole test.

3.6.2.2 Validity

Creswell (2003:36) defines validity as the degree to which an instrument
measures what it is suppose to be measuring. Validity is regarded to be the main
requirement for a data-collecting instrument and is considered to be the main

criterion by which the quality of the instrument is evaluated.

In this study to test validity the questionnaire was reviewed by the supervisors of

the study and two researchers independently to test content validity.



A pre test was conducted to test the validity and reliability of the questionnaire.
The questionnaire was also discussed with the statistician and the researcher's
supervisors. Ten clients were drawn from each PHC facility that was not selected

for the study, within Capricorn District of Limpopo Province.

The researcher developed the questions from the literature review, from
researcher's own work experience and from consultation with other health

workers who are experts on content and also involved in VCT program.

3.7 ETHICAL CONSIDERATIONS

The proposal was submitted to the University of Limpopo Ethics Committee for
ethical clearance before starting with data collection. The researcher observed
relevant ethical and legal guidelines governing research with human participation

and procedures for data collection and analysis.

The researcher further considered some ethical issues concerning the study as

follows:

3.7.1 Confidentiality and anonymity

According to Uys and Basson (1995:98), confidentiality entails that no
information provided by a patient should be divulged or made available to any
other person. Confidential information provided by research participants must be
treated as such by researchers. The obligation to respect confidentiality also
applies to members of research organizations, coders, and clerical staff who
have access to information.

According to Mouton (2005:243), the research subject has the right to anonymity
and the right to assume that data collected kept confidential. Participants have

the right to remain anonymous.
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In this study participant’s identities were not linked, even by the researcher, with

the responses.

e The researcher did not collect more data particularly of a private nature

for achieving the objectives of the study.

» The researcher took the necessary precautions to ensure that the self-
respect and dignity of the client is maintained by inviting participants in a

private room away from the view of other clients.

3.7.2 Permission to collect data

The researcher requested permission to conduct research from Capricorn

District, Limpopo Province Department of Health and Social Development.

The managers of institutions were contacted telephonically to secure
appointment dates for data collection at specific venues. This was followed up
with a written confirmation. The researcher further requested permission from
clinic manager, health provider, the counsellor, and the clients. The permission
was also asked from the clients, an appointment was made to meet them after

finishing from consulting.

Participants were informed about the purpose of the study, data collection
method and the participation needed from them. The participants were informed
verbally that participation was voluntary; they would receive no monetary benefits
from participating in the study and that they could withdraw from the study
without fear of being penalized by the researcher or the institution.

Information was given to the participants that they were not expected to provide

information when they were disinclined to do so, or to act in any way contrary to

their beliefs or principles.
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According to Mouton (2005:244), the aims of the investigation should be
communicated to the informant. There is an obligation to reflect on the
foreseeable repercussion of research and publication on the general population
being studied. The anticipation consequences of research should be
communicated as fully as possible to the individuals and groups likely to be

affected.
3.8 ANALYSIS OF DATA

Descriptive statistics were used to analyse data from section A, B, C and D.
Frequency distributions and percentages were calculated. Data from section E
were analysed by grouping common concepts together to obtain frequencies. No
data were fabricated and data were keyed into the computer as presented by
participants. In addition the researcher involved a qualified statistician to
ascertain that statistical calculations done were applicable to the type of data
namely; frequency and percentages, tables, cross tabulation, the Chi-square test

and t-test.

Detailed presentation of data analysis will be presented in Chapter 4.

3.9 SUMMARY

Chapter 3 discussed the methodology followed in conducting the research. The
study design, population and sampling, data collection, ethical consideration, pre-

testing the research instrument, and analysis of data were described. Reliability

and validity of data collection procedures were also discussed.
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CHAPTER 4

ANALYSIS AND PRESENTATION OF DATA

4.1 INTRODUCTION

This chapter deals with the analysis and presentation of the data collected. The
aim of this study was to determine association between knowledge, attitudes,
and experiences of clients in relation to VCT. Furthermore the study aimed to
determine relationship of demographic characteristics of clients, their knowledge,
attitudes and experiences regarding VCT at Mankweng Primary Health Care

facilities.

The objectives of this study were to

Assess the knowledge of the clients age 17-49 years regarding VCT,;
 Identify the attitudes of clients age 17-49 years towards VCT:

e Describe the experiences of clients in relation to VCT: and

e Compare knowledge, attitudes and experiences regarding VCT among

clients.

Questionnaire with five sections were administered to participants in the study.
The questionnaires were marked on return. The marking was not to identify
participants, but to enable the researcher to review the questionnaire if the needs
arise, when computing the data. Participants were required to respond to

questions in section A, B, C and D of the questionnaire by marking with “X”.
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The participants were required to indicate the extent to which they agreed or
disagreed with statements by marking their responses on five points scale using
an “X". Section E had open-ended questions where participants were requested
to write additional opinions regarding HIV and VCT.

The following key was used to guide the participants;

SD= strongly disagree, D= disagree, KN= not known, SA= strongly disagree, A=
agree

‘Agree” and “strongly agree” were summed as agree and indicated positive
response to knowledge, attitudes and experiences of participants. “Disagree” and
“strongly disagree” were summed as disagree and indicated negative response
to knowledge, attitudes and experiences. Views of less than 50% implied
negative responses which indicate lack of knowledge of the participants, negative
attitude and experiences towards VCT. Descriptive statistics involving frequency
and percentages were used to compare knowledge, attitudes and experiences of
participants. Tables, cross tabulation and the Chi-square tests were used to

determine association between variables.

Findings of this study are presented according to the section of questionnaire.

» Section A: biographic data of the participants

e Section B: knowledge of clients regarding HIV and VCT
e Section C: attitudes of clients regarding and VCT

e Section D: experiences of clients regarding HIV and VCT

e Section E: additional opinions regarding HIV and VCT

In section B, C, D, and E each category “count” indicates the total number of
participants. However, all participants did not answer each question.
Consequently, count could be fewer for any item than indicated for the specific
category of participants. Percentages were calculated on the number of

participants to the item not to total count.
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Data obtained from section E were analysed by grouping common concepts

together to obtain frequencies.

4.2 SECTION A: ANALYSIS OF BIOGRAPHIC DATA: AGE, GENDER, LEVEL
OF EDUCATION, MARITAL STATUS, RESIDENTIAL PLACE AND
EMPLOYMENT

Section A consists of six biographic items from item 1 to 6 namely: clients age
17-49 years, gender, level of education, marital status, residential place, and

employment status.

Item 1: Age group and gender of participants

Table 4.1 shows the age and gender distribution of the three age groups of
participants; 17-23 years, 24-33 years and 34-49 years

Table 4.1: Age group and gender distribution

Age Females Males
Count | % Count %
17-23 55 35 12 27
24-33 54 35 14 31
34-49 46 30 19 42
Total 155 100 45 100.

Table 4.1 reveals that 35% participants were females aged 17-23 years, and
35% aged 24-33 years and 30% age 34-49 years. The age groups 17-23 and 24-
33 years are young adults in child bearing stage at risk of contracting HIV
infections and should have knowledge regarding HIV and VCT. In all age groups
females participated more than males. This finding reveals that females use

health services more than men.
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Item 2: Education and gender of participants

Table 4.2: Education and gender distribution

Education Females Males
Count % count %
None 6 4 0 0
Primary 11 7 1 24
Secondary 110 71 25 56
Tertiary 27 18 9 20
Total 154 100 45 100

Table 4.2 reveals that 71% of the female participants and 56% of the males had
secondary education. Few (4%) of the females had no education while 7% had
primary education and 18% tertiary education. Twenty four percent (24%) of the
male participants had primary education and 20% tertiary education. Van Dyk
(2002:195) support that schools have a very important role to play in empowering
children with the necessary knowledge, attitudes, values, and life skills to protect
themselves against HIV infection and AIDS. The need to intensify health

education and health awareness should be addressed in all age groups.

Item 3: Marital Status and gender of the participants

Table 4.3: Marital status and gender distribution

Marital status Females Males
count % count %
Single 113 73 28 62
Married 37 24 16 36
Divorced 3 2 1 2
Widowed 2 1 0 0
Total 155 100 45 100
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Table 4.3 reveals that the majority of participants (73%) were single females and

62% were males. Only 23% were married females and 36% married males.

Item 4: Residence and gender of the participants

Table 4.4: Residence and gender

Residence Females Males
count % count %
Rural 139 90 38 84
Urban 16 10 7 16
Total 155 100 45 100

Table 4.4 reveals that 90% of the females and 84% of the males who participated
in this study were from rural areas, while 16% of the males and 10% of the
females were from urban area.

Item 5: Employment and gender of the participants

Table 4.5: Employment and gender distribution

Employment and gender Females Males
count % count %
Employed 26 17 21 47
Unemployed 129 83 24 53
Total 1 155 100 45 100

Table 4.5 reveals high (83%) unemployment in females and 53% in males.

4.3 Summary

Section A consisted of analysis of biographic data of participants related to age
group and gender, education and gender, marital status and gender, residence

and gender, and employment and gender.
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SECTION B

4.4 SECTION B: KNOWLEDGE OF CLIENTS REGARDING HIV AND VCT

Section B consists of 26 items from item 7 to 17. All items consist of questions

and responses of the participants related to knowledge of VCT and HIV.
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Item 7: Where did you get information about HIV?

Item 7.1: Parents

Sixty-six percent (66%) of the participants aged 17-23 years agreed while
34% disagreed. In the age category of 24-33 years, 52% of the participants
disagreed and 45% agreed while 3% did not know. In the age category of 34-
49 years, 68% of the participants disagreed and 32% agreed. Age 24-33
years and 34-49 years groups disagreed with the statement with high
percentage. The disagreement from age 24-49 might be due to mature age
not staying with parents. Kibel and Wagstaff (1995:246) stated that educating
children about becoming infected during sexual contact is controversial.
Young people need to understand the HIV pandemic and the specific actions
they can take to prevent the HIV infection, especially during adolescence.

Item 7.2: Siblings

Fifty percent (50%) of the participants aged 17-23 years agreed, 47%
disagreed, and 3% did not know. Most 63% of the participants age 24-33
years agreed, 34%disagreed and 3% did not know. Fifty eight percent (58%)
of the participants aged 34-49 years disagreed, 41% agreed and 1% did not
know. Age 17-23 and 24-33 years group responded agreed while age 34-49
years participants disagree. The high percentage of disagreed in age 34-49
groups indicate that in older group brothers and sisters do not give each other
information about HIV.

Item 7.3: Church

Sixty percent (60%) of the participants aged 17-23 years agreed 35%
disagreed and (5%) did not know. Sixty-five percent (65%) of the participants
aged 24-33 years agreed 32% disagreed and 3% did not know. Fifty-three
percent (53%) of the participants aged 34-49 years agreed 45% disagreed
and 2% did not know. These findings imply that churches can play a role in
contribution of HIV knowledge.

44



Van Dyk (2002:320) indicates that all religious institutions should be
encouraged to become involved in HIV counselling team.

Item 7.4: School

Ninety-two percent (92%) of the participants aged 17-23 years agreed that the
information about HIV they found it from school. 8% disagreed with the
statement. Eighty-four percent (84%) of the participants aged 24-33 years
agreed and 16% disagreed. Fifty-nine percent (59%) of the participants aged
34-49 years agreed with the statement while 41% disagreed. These findings
indicated that in 17-23 and 24-33 age groups, high number of participants
agreed that they got HIV information from schools and little above fifty 34-49
agreed due to average knowledge of HIV. The reason might be that in their
time of schooling HIV information was not given at school. According to Van
Dyk (2002:318) a comprehensive prevention programme that addresses the
various aspects of HIV/AIDS in different context like schools will prevent the
stigma and discrimination often associated with HIV specific programmes.

Item 8: HIV is transmitted through:

Item 8.1: Unprotected sex

Ninety-eight percent (98%) of the participants aged 17-23 years agreed that
HIV is transmitted through unprotected sex and 2% disagreed. Ninety-three
percent (93%) of the participants aged 24-33 years agreed with the statement
and 6% disagreed while 1% did not know. Almost all 98% of the participants
aged 34-49 years agreed that HIV is transmitted through unprotected sex
while (2%) disagreed. These findings indicated that nearly all the participants
have knowledge that condom is the best reliable method to prevent HIV.

45



Taegtmeyer and Tincobald (2006:100) indicate that integral to the VCT
protocol, condoms are discussed as a routine part of pre test counselling

process, with the focus mainly on male condoms.

Item 8.2: Getting in contact with infected blood

Eighty-nine percent (89%) of the participants aged 17-23 agreed that HIV is
transmitted through getting in contact with infected blood while 6% disagreed
and 5% did not know. Eighty-one percent (81%) of the participants aged 24-
33 years agreed with the statement while 13% disagreed and 6% did not
know. Ninety-three percent 93% of the participants aged 34-49 years agreed
while 5% disagreed and 2% did not know. These findings revealed that
majority of people have knowledge that coming in contact with infected blood
or having open wound without protective measure like gloves put one at risk
of HIV infection.

Item 8.3: Kissing a person

Participants aged 17-23 years 75% disagreed that HIV is transmitted through
Kissing a person, while 16% agreed and 9% did not know. Seventy-one
percent (71%) of the participants aged 24-33 years disagreed with the
statement. Twenty-three percent (23%) agreed and 6% did not know. Fifty-
nine percent (59%) of the participants aged 34-49 years disagreed, 27%
agreed and 14% did not know. The findings reveal that the participants
disagree with the statement and the disagreed percentages decreases with
age. These findings reveal that the participants know that for a person to get
infected through kissing is when they engaged in deep kissing and having
sores in mouth. Van Dyk (2002:142) indicates that deep wet kissing with HIV
infected person should be avoided. Possible trauma to the mouth may occur
which may result in an exchange of blood.
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Item 8.4: Shaking hands with infected person

Ninety-four percent (94%) of the participants aged 17-23 years disagreed that
HIV can be transmitted through shaking hands with infected person. Three
percent (3%) agreed and 3% did not know. Seventy-seven percent (77%) of
the participants aged 24-33 years disagreed, 14% agreed and 9% did not
know. Most 73% of the participants aged 34-49 years disagreed 19% agreed
and 8% did not know. The high number of the participants who disagreed
indicates that most people have knowledge that a person can only contract
HIV by coming in contact with infected person’s body fluids not ordinary touch.

Item 9: HIV is prevented through

Item 9.1: Using condom

Ninety-one percent (91%) of participants aged 17-23 year agreed that HIV
can be prevented through using condom. Eight percent (8%) disagreed with
the statement and 1% did not know. Ninety-six percent (96%) of participants
aged 24-33 years agreed with the statement, while 3% disagreed and 1% did
not know. Ninety-four percent (94%) of people aged 34-49 years agreed 5%
disagreed and 1% did not know.

These findings revealed that high percentage of participants in all age groups
have knowledge that HIV is prevented through using condoms. According to
Stadler, Delany and Mntambo (2007:189) condoms are one of the most
effective method for HIV prevention if used consistently and correctly.

Item 9.2: Abstinence

Participants aged 17-23 years 90% agreed that HIV can be prevented through
abstinence, while 5% disagreed with the statement and 5% did not know.
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Eighty-six percent (86%) of the participants aged 24-33 years agreed with the
statement 9% disagreed and 5% did not know 92% of the participant's age
34-49 years agreed 6% disagreed and 2% did not know. These findings
showed that high percentage of participants have knowledge that HIV can be
prevented by abstaining from sex. Van Dyk (2002:134) indicates that the only
totally reliable way of preventing oneself from being infected by HIV is total

abstinence from sex.

Item 9.3: By being faithful to your partner

Eight-seven percent (87%) of the participants aged 17-23 years agreed that
HIV can be prevented through being faithful to your partner 10% disagreed
and 3% did not know. Eighty-two percent (82%) of the participants aged 24-33
years agreed, 16% disagreed and 2% did not know. Eighty-four percent (84%)
of the participants aged 34-49 years agreed, 11% disagreed and 5% did not
know. The high percentage of all age groups responses reveal that most
people have knowledge that HIV can be prevented by not changing partners.

Item 9.4: Washing after sex

Participants aged 17-23 years (76%) disagreed that HIV can be prevented by
washing after sex, 14% agreed with the statement and 10% did not know.
Sixty-five percent (65%) of the participants aged 24-33 years disagreed, 20%
agreed and 15% did not know. Sixty-three percent (63%) of the participants
aged 34-49 years disagreed, 13% agreed and 24% did not know. The
disagreed percentages decrease with age. The disagreed 63-76% percentage
of all age group responses revealed that participants do understand HIV's
mode of infection that virus is in blood stream not superficial. Once infected
washing will not help. Van Dyk (2002:145) clarify the statement by indicating
that, cleansing after sex is positively not advised because it is likely that such
cleansing may facilitate HIV infected semen deeper into the vagina or anus.
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Item 10: HIV can be contracted through
Item 10.1: Eating with infected person from the same plate

Seventy-nine percent (79%) of the participants aged 17-23 years disagreed
that eating with infected person from the same plate one can contract HIV,
13% agreed and 8% did not know. Eighty-three percent (83%) of the
participants aged 24-33 years disagreed with the statement, 8% agreed and
9% did not know. Most 83% of the participants aged 34-49 years disagreed,
13% agreed and 8% did not know. These findings indicated that most of the
participants have knowledge that eating with infected person from the same
plate would not transmit in the HIV, as it is transmitted through blood via open

wound.

Item 10.2: Having sex with infected person without condom

Participants aged 17-23 years 94% agreed that one can contract HIV by
having sex with infected person without condom, 6% disagreed. Eight-seven
percent (87%) of the participants aged 24-33 years agreed with the statement,
7% disagreed and 6% did not know. Ninety-three percent (93%) of the
participants aged 34-49 years of age agreed, 5% disagreed and 2% did not
know. These high percentages of agreed responses from participants reveals
that participants have knowledge that using of condoms are one of the best
methods that prevent HIV. According to Van Dyk (2002:145) scientific
evidence shows that latex condoms are highly effective in preventing HIV and
other STI'S.

10.3: By sharing needles with infected person
Eighty-three (83%) of the participants aged 17-23 years agreed that HIV can
be contracted through sharing needles with infected person, while 14%

disagreed and 3% did not know. Seventy-eight percent 78% of the
participants aged 24-33 years agreed, 18% disagreed and 4% did not know.
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Most 86% of the participant’'s age 34-49 years agreed with the statement, 2%
disagreed and 2% did not know. These findings revealed that participants
have knowledge that sharing needles is one of the risks factors of HIV
infection. Strode, Van Rooyen, and Heywood (2005:46) indicated that sharing
needles can transmit HIV. Injecting drugs does not directly cause HIV but
sharing needles with other people is what cause the spread of HIV from
person to person.

Iltem 10.4: Sharing the toilet with infected person

Most (79%) of the participants aged 17-23 years disagreed that HIV can be
contracted by sharing the toilet with person, 9% agreed and 12% did not
know. The majority 81% of the participants aged 24-33 years disagreed, 16%
of the participants agreed and 3% did not know. Most 78% of the participants
aged 34-49 years disagreed, 9% agreed and 13% did not know. These
findings reveal that participants have knowledge that HIV can not transmitted
by using the same toilet with infected person. These findings further revealed
that most participants understand how to leave with people who are HIV
positive. People do not contract HIV if they take necessary precautions such
as adhering to the rules of basic hygiene.

Item 11: More women than men are infected with HIV

Fourty-seven percent (47%) of the participants aged 17-23 years agreed that
more women than men are infected with HIV, 24% disagreed and 29% did not
know. Sixty-five percent (65%) of the participants aged 24-33 years agreed.
Fifteen percent (15%) disagreed and 20% did not know. Sixty-three percent
(63%) of participants aged 34-49 years agreed, 17% disagreed and 20% did
not know. Low percentage of age 17-23 years showed lack of knowledge of
the statement, though the other ages also scored average.
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According to Van Dyk (2002:20) women as the recipients of semen, are
exposed to semen for a longer time, semen remains in the body of a woman
for few hours while a man is exposed to the body fluids of a woman for a short

time during sexual intercourse.

Item 12: Person’s risk of HIV increases when he or she is infected with

other sexually transmitted diseases

Participants aged 17-23 years 74% agreed that person’s risk of contracting
HIV infections increases when she is infected with other sexually transmitted
diseases, 9% disagreed and 17% did not know. Eighty-seven percent (87%)
of the participants aged 24-33 years agreed with the statement while 6%
disagreed and 7% did not know. Seventy-eight percent (78%) of participants
age 34-49 years agreed, 8% disagreed and 14% did not know. This finding
showed that most of the participants understand the relationship between HIV
and sexually transmitted infections, that HIV get entry through open wound
like genital sores. According to Creek (2006:46) the presence of a sexually
transmitted infection (STI) can increase the risk of HIV acquisition or

transmission.

Item 13: According to the law, an HIV test may not be done without a
person’s informed consent

Sixty-nine percent (69%) of the respondents aged 17-23 years agreed that
HIV test may not be done without a person's informed consent, 20%
disagreed and 11% did not know. Most 76% of the participants aged 24-33
years agreed, 12% disagree and 12% did not know. Sixty-eight percent (68%)
of the participants aged 34-49 years agreed with the statement, 20%
disagreed and 12% did not know. The finding revealed high 68%+ of agreed
shows that participants have knowledge about HIV law because in VCT client
is counselled first when agrees to test, given consent form to sign before
being tested.

51



Corbitt (2001:97) indicates that Informed consent, which includes pre-HIV test
counselling, is compulsory before HIV testing may be carried out. Post test
counselling takes place as part of the process of informing an individual of an
HIV test result.

Item 14: Even if both partners are HIV positive, it is still necessary for
them to use condoms when they have sexual intercourse to prevent re-
infection

Participants aged 17-23 years 86% agreed that it is necessary for partners to
use condom even if they are both HIV positive while 9% disagreed with the
statement and 5% did not know. Eighty-eight percent (88%) of the participants
aged 24-33 years agreed with the statement, while (5%) disagreed and (8%)
did not know. Eighty percent (80%) of the participants age 34-49 years agreed
while 12% disagreed and 8% did not know. The high percentage of agreed
response in all age groups indicate that the participants have knowledge that
even if infected one can be re-infected if engage in unprotected sex. Van Dyk
(2002:29) maintains that it is important for HIV infected person to protect
themselves against re-infections because each new infection can cause an

increase in the viral load in the blood.

Item 15: A person who is HIV positive is equally contagious through all
stages of infection

Fifty-nine percent (59%) of participants aged 17-23 years agreed that a
person who is HIV positive is equally contagious through all stages of
infection, 16% disagreed and 25% did not know. Seventy-four percent (74%)
of the participants aged 24-33 agreed with the statement, 5% disagreed and
21% did not know. Seventy-three percent (73%) of the participants aged 34-
49 agreed with the statement while 8% disagreed and 19% did not know.
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These findings indicated that most participants have knowledge about the
statement as all age groups agreed with more than 50%.

Item 16: Taking HIV test one week after sex will show if a person is
infected

Fourty-three percent (43%) of the participants aged 17-23 agreed that taking
HIV test one week after sex will show if a person is infected, 30% disagreed
and 27% did not know. Fourty-eight percent (48%) of the participants aged
24-33 years agreed with the statement 24% disagreed and 28% did not know.
Fourty-six percent (46%) of the participants aged 34-49 years agreed while
25% disagreed and 29% did not know. The low percentage of agreed of less
than fifty percent in all age groups in this statement indicated that on this item
participants lack knowledge about window period. According to Van Dyk
(2002:78) before three to four weeks after HIV infection antibodies does not
react to the test. That means that before the indicated time the test may not

reveal the status.

Iltem 17: Person can get HIV through a person who is coughing or
sheezing

Seventy-one percent (71%) of the participants aged 17-23 and 24-33 years
disagreed that person can get HIV through coughing or sneezing. Sixty-two
percent (62%) of the participants aged 34-49 years disagreed, 26% agreed
and 12% did not know. These findings indicated that the participants have
knowledge that HIV is transmitted through body fluids not cough or sneezing.
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Figure 1: Mean Knowledge Score Age Group and Gender

Figure 1 reveals mean knowledge score in age groups and gender. In age
group 17-23 years females scored 14% and males scored 16%. In age group
24-33 years females scored 14% and males scored 15%. In age 34-49 years
females and males scored 14%. The findings indicate that in all ages females
scored the same percentages regarding knowledge towards VCT. Males in
age 17-23 and 24-33 years scored nearly the same and higher than females.
In age 34-49 years both females and males mean knowledge score were the

same.
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Figure 2: Mean Knowledge Score and Gender

Figure 2 shows mean knowledge score and gender. Female participants
mean knowledge score 14% while males mean knowledge score is 15%. The
finding reveals only one percent difference between males and females

regarding knowledge towards VCT.

Mean Knowledge Score

Age group

Figure 3: Mean Knowledge Score and Age Group

Figure 3 reveals mean knowledge score and age groups in age 17-23, 24-33
and 34-49 years. In all age groups mean knowledge score is nearly the same.
The findings reveal that all age groups have almost the same knowledge
about VCT.
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Figure 4: Knowledge According to Age Group

Figure 4 reveals 34% for both participants age 17-23 and 24-33 years have
knowledge of VCT and participants age 34-49 years 33% have knowledge of
VCT. The findings indicate that younger age groups have more knowledge of
VCT than older age group.

4.5. Summary
In section B, in most items participants of the three groups showed to posses

knowledge in HIV and VCT, however in item 16 regarding testing of HIV one

week after sex participants lack knowledge.
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Section C

4.6 SECTION C: ATTITUDES OF CLIENTS REGARDING VCT

Section C consists of 16 items, from 18 to 32. The questions and the
responses from the participants in section C relate to attitudes of the clients
towards HIV and VCT. A frequency table was done for section C data. The

findings are as indicated in Table 4.7.
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18: People are afraid to go for VCT

Eight-six percent (86%) of the participants aged 17-23 years agreed that people are
afraid to go for VCT, 11% of the participants disagreed and 3% did not know. Eight-
five percent (85%) of participants aged 24-33 years agreed with the statement while
12% disagreed and 3% did not know. Eighty-eight percent (88%) of participants aged
34-49 years agreed with the statement, 6% disagreed and 6% not known. The majority
85%+ of the three age groups agreed that people are afraid to go for VCT. The
findings imply that participants in this study displayed negative attitudes in HIV testing.
Turyagyenda (2000:71) support that people fear HIV testing, especially women,
because even if testing is done there is still fear of status disclosure which might put
them in both physical and mental danger from the partner and the family.

Item 19: More women than men take part in VCT

Participants aged 17-23 years (69%) agreed that more women than men take part in
VCT; those aged 24-33 years (72%) and 34-49 years (77%) agreed as well. These
findings show that women visit health facilities regularly than men, and they take
health issues positively than men. These findings link with those of item 1 in section A
of this study wherein 78% of the participants were women.

Item: 20 People feel that VCT is not helpful for there is no cure for HIV

Fifty-four percent (54%) of the participants aged 17-23 years agreed that people feel
that VCT is not helpful for there is no cure for HIV while 40% disagreed and 6% did not
know. Fourty-seven percent (47%) of the participants aged 24-33 years agreed, 40%
disagreed and 13% did not know. Fourty-nine percent (49%) participants aged 34-49
years agreed, 39% disagreed and 12% not known.

59



According to UNAIDS (2001:13), Voluntary counselling and testing is regarded as
priority area in strategies to prevent the spread of HIV and to provide care, support
and treatment to people already living with HIV. By allowing people to learn their HIV
status and be counselled about its implications, VCT may help to curb the further
spread of HIV. UNAIDS further indicate that VCT also represents a mechanism for
referral into care, treatment and support systems. These include treatment for
opportunistic infections, post exposure prophylaxis (PEP), and access to anti retroviral
(ARV) as well as longer term counselling and support for positive living. Evian
(2003:83) support that ART is likely to be more effective and successfully maintained if
begun before the patient is severely immune deficient. There is now various choices

available for ART. This therapy can prevent the deterioration of the disease.

Item 21: What is the attitude of the community towards HIV infected people?

Item 21.1: Treat like any other person

Fifty percent (50%) of the participants aged 17-23 years agreed that HIV infected
people are treated like any other person, 48% disagreed and 2% did not know. Sixty-
seven (67%) of the participants aged 24-33 years agreed, 30% disagreed and 3% did
not know. Sixty-eight percent (68%) of the participants aged 34-49 years agreed 27%
disagreed and 5% did not know. The findings revealed that all age groups have
positive attitudes towards HIV positive people as they feel they should be treated like
any other person. Evian (2003:286) revealed that people affected by HIV/AIDS are
often subjected to discrimination and rejection by their family, friends, colleagues and
even insurance schemes. Support and counselling is needed.
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Item 21.2: People gossip about them

Seventy-two percent (72%) of participants aged 17-23 years agreed that people
gossip about people who are HIV positive while 25% disagreed with the statement and
3% did not know. Sixty-five percent (65%) of participants aged 24-33 years agreed,
32% disagreed and 3% did not know. Seventy-six percent 76% of participants aged
34-49 years agreed, 21% disagreed and 3% did not know. These findings revealed
that average percentage of participants agreed that the community gossip about HIV
positive people. These findings show that average participants have negative attitudes
towards HIV infected people. It shows that the HIV positive people are still stigmatised
in the community. UNIAIDS (2001:13) indicated that widespread uptake of VCT within
communities can help to normalize HIV/AIDS, to reduce AIDS related stigma, and to

raise awareness of the epidemic.

Item 22: It is important for a person to know his/her status

Ninety-four percent (94%) of the participants aged 17-23 years agreed that it is
important for a person to know his/her status. Five percent (5%) disagreed and 1%
did not know. Ninety-six percent (96%) of the participants aged 24-33 years agreed
and 1% disagreed and 3% did not know. Ninety-five percent (95%) of the participants
aged 34-49 agreed with the statement, while 3% disagreed and 2% did not know.
These findings indicate that more participants have positive attitudes towards VCT and
they like to know their status. According to UNAIDS (2006:6), it is estimated that up to
90% of HIV positive people in low income countries do not know their HIV status due
to few VCT facilities.

However, even where VCT facilities are available, many people do not want to be
tested because of a perception that “nothing is to be gained” by knowing an HIV
status.

Sherr and Lopman (2001:176) show that those found to be HIV infected may be more
likely to protect themselves and others found to be HIV positive may seek medical
attention for early symptoms of AIDS related illnesses. Those who test negative are
more likely to change their behaviour to maintain their negative status by using
condoms or by encouraging their partners to test for HIV.
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Item 23: VCT should be marketed to every client

Participants aged 17-23 years (81%) agreed that VCT should be marketed to every
client. 5% disagreed with the statement and 14% did not know. Eighty-four percent
(84%) of the participants aged 24-33 years agreed, 10% disagreed and 6% did not
know. In participants aged 34-49 years 91% agreed with the statement while 3%
disagreed and 6% did not know. These findings indicate that more participants have
positive attitudes towards VCT program and they wish everybody could know about
the program. According to Weiss (2000:86), health providers, media, community, and
home based programs need to tailor their messages and support VCT. African political
and health leaders need to speak more often and more convincingly about the
importance of HIV prevention, including VCT, for the citizens.

Item 24: Most men see VCT as issue for women

Seventy percent (70%) of the participants aged 17-23 years agreed that most men see
VCT as issue of women. Seventeen percent (17%) disagreed and 14% did not know.
Seventy-four percent (74%) of the participants aged 24-33 years agreed with the
statement, while 18% disagreed and 9% did not know. Eighty percent (80%) of the
participants aged 34-49 years agreed that most men see VCT as an issue of women.
Fourteen percent (14%) disagreed and 6% did not know. These findings reveal that
men are not keen to know their status; they give women the responsibility of health
issues that imply that men have negative attitudes towards VCT.

Diaby (2000:11), agrees that effective prevention requires cooperation from women’s
partners. This gives an added urgency to the need for health facility based VCT
programs that incorporate women'’s sexual partners targeted recruiting efforts and
community outreach to couples.

Item 25: HIV positive person get support from their family

Participants aged 17-23 years (92%) agreed that HIV positive person get support from
their family, (5%) disagreed and (3%) did not know. Ninety-three percent (93%) of the
participant's age 24-33 years agreed, (7%) disagreed with the statement. Ninety-one
(91%) of the participant’s age 34-49 years agreed 9% disagreed.
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These high percentage responses of agreed in all age groups indicate that most
families accept and support their HIV infected family members. The responses
indicate positive attitudes towards HIV positive persons. According to UNAIDS
(2001:13) support for positive living people from family may play a role in promoting
greater social acceptance of the HIV/AIDS infections.

Item 26: Most couples divorce if one party test HIV positive

Sixty-seven percent (67%) of the participants aged 17-23 years agreed that most
couples divorce if one party test HIV positive, (27%) disagreed and (6%) did not know.
Seventy-two percent (72%) of the participants aged 24-33 years agreed with the
statement that most couples divorce if one party test HIV positive, 12% disagreed and
(16%) did not know. Seventy percent (70%) of the participants aged 34-49 years
agreed, (19%) disagreed and (11%) did not know. The responses revealed that most
partners have negative attitudes towards HIV infected partners, while HIV positive
partner need support from his/her partner.
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Item 27: People who have HIV/AIDS are cursed

Participant’s age 17-23 years (53%) disagreed that people who have HIV/AIDS are
cursed, (32%) agreed wit the statement and (15%) did not know. Fifty-nine percent
(59%) of the participants age 24-33 years agreed, (29%) disagreed and (12%) did not
know. Fourty-eight percent (48%) of the participants aged 34-49 years agreed (42%)
disagreed and (10%) did not know. The responses are controversial in age 17-23
years and in age 24-33 years and 34-49 years. Age 17-23 and 24-33 years disagreed
with above fifty percentages that people who have HIV/AIDS are cursed while age 34-
49 disagreed with below fifty percentages that people who have HIV/AIDS are cursed.

Item 28: It is safe for people who are infected with HIV to work with children

Fifty percent (50%) of the participants aged 17-23 years disagreed that it is safe for
people who are HIV positive to work with children while (44%) agreed with the
statement and (6%) did not know. Fifty-five percent (55%) of the participants aged 24-
33 years agreed that it is safe for people who are HIV to work with children, (38%)
disagreed and (7%) did not know. Fifty-one percent (51%) of the participants aged 34-
49 years agreed (43%) disagreed and (6%) did not know. The disagreed responses in
category of age 17-23 years are contradictory to age 24-33 years and age 34-49 years
which agreed with the statement. Van Dyk (2002:414) indicates that it is of opinion that
an HIV infected person generally does not pose a risk to children and there is no need

to withdraw self from care activities.

Item 29: It is known in the community that people who have HIV are dirty

Participants aged 17-23 years 56% disagreed that it is known in the community that
people who have HIV are dirty, 32% agreed with the statement and 12% did not know.
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Fourty-seven percent (47%) of the participants aged 24-33 years agreed, 40%
disagreed and 13% did not know. Fifty-one percent (51%) of the participants aged 34-
49 years agreed, 42% disagreed and 8% did not know. The responses age 17-23
years is disagreed while age 24-33 years and 34-49 years is agreed which shows
controversial response, the findings indicate that there is stigma regarding HIV positive
people mostly from older age groups and the agreed increases with ages.

Item 30: People who are HIV positive must be ashamed of themselves

Seventy-seven percent (77%) participants aged 17-23 years disagreed with the
statement, while 20% agreed and 3% did not know. Fourty-nine percent (49%) of the
age 24-33 years participants disagreed, 43% agreed and 8% did not know. Fifty-five
(55%) of the participants age 34-49 years agreed, (43%) agreed and (2%) did not
know. The responses shows gap in percentages age 17-23 years rated high while age
24-33 and 34-49 years rated low. It is surprising that age 24-33 years group is doubtful
about the above statement.

Item 31: People who are HIV positive must be isolated

Seventy-four percent (74%) of the participants aged 17-23 years disagreed that
people who are HIV positive must be isolated, 17% agreed and 9% did not know.
Sixty-seven percent (67%) of the participants aged 24-33 years disagreed. Twenty-
nine (29%) agreed and 4% did not know. Sixty-nine percent (69%) of the participants
aged 34-49 years disagreed, 25% agreed and 6% did not know.
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Item 32: Disclosing one’s HIV positive status can help to reduce the stress of
coping on his/her own

Of the participants aged 17-23 years 67% agreed with the statement, 26% disagreed
and 7% did not know. Most 72% of the participants aged 24-33 years agreed that
disclosing one’'s HIV positive status can reduce the stress of coping on his/her own,
21% disagreed and 7% did not now. Seventy-seven percent (77%) of the participants
aged 34-49 years agreed, 9% disagreed and 14% did not know. The finding reveals
that high percentages of participants have positive attitudes towards accepting and
disclosing of HIV positive status. According to Wiktor and Grant (1999:1472),
acceptance and support for persons who have tested HIV positive and greater support
for disclosure of HIV positive status is highly needed. Van Dyk (2002:138) supports
that disclosure help people to accept their HIV status and reduce the stress of coping
on their own.
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Figure 5: Mean Attitude Score Age Group and Gender

Figure 5 reveals mean attitudes score of females and males by age groups. Age 17-23
years females mean score 30% and males mean score 35%. Age 24-33 years
females mean score 34% and males 37%. Age 34-49 years females mean score 33%
and males mean score 39%. The findings reveal males have higher score of attitudes

towards VCT than females. In age groups, mean score reveal that older age groups
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have higher score of attitudes towards VCT.
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Group Statistics

Std. Error
Employment N Mean Std. Deviation Mean
Knowledge  Employed 47 14.34 2.944 429
Unemployed 153 14.26 3.238 .262
Attitude Employed 47 34.91 9.791 1.428
Unemployed 152 33.14 8.841 717
4.7 Summary

In section C the three groups were presented with 15 items, from 18 to 32, to respond
to. All three groups responded in agreed and disagreed in positive and negative
statements. In some of the statements there were controversial responses, in some
negative statements the groups agreed with statements, like in items 27, 28 and 30.

The differences in attitudes were revealed in different age groups.
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Section D

4.8: SECTION D: EXPERIENCES OF CLIENTS REGARDING HIV AND VCT

Section D consists of twelve items from item 33 to 44 the questions and the responses of the

participants relating to experiences of clients regarding HIV and VCT. Data in section D was presented
in table 4.9.

70



IL

GE 44 [43 0z EE 14 84 LZ 14 4] BE 14 8¢ 14 92 Gl 6E 9z S3SEISIp apew uew e s| AlH ‘vr
18 Z26 (3] 9 6 9 64 £S 6 9 4} g L B Sl 0l L L aAlIsod AJH 1S8) SUD Jl USAS PapPaaU SI YUOM §95 JO 3Suas v ‘Ep
L6 15 € z 9 v 8. z5 £l 6 6 9 9. 0s Zl 8 zi g8 passaidap awoaaq aaisod AJH 1581 oym aidoad ‘zp
L2 L} [44 ¥l Zs £E ST Ll oL L 9 £F 8l Zl 0z £l 29 84 Juasu02 Jiay) Jnoypm pajss) Jab ajdoad sanioey yieay ul "Ly
L6 L5 9 |4 € 4 L6 09 [3] 9 B6 £9 Z L SNIE}S Jay/siy mouy o} uosiad e Joy Juepodwy st ‘Op
26 65 £ 4 S € L6 19 Z L 8 S 6 ¥9 € 4 SWOopu02 8sn 0} S| AIH juaaaid o] spoyjaw ay) Jo sup ‘6E
LB 25 G € S £ S8 15 € Z ZlL 8 z8 ¥S 9 14 4} 8 uaJpliyo Jiay) 193j04d o) uawom jueubaid Joj jsnw e si | DA BE
6l 43 L L 04 144 0z £l L L 9 [44 0z £l 82 8l [44 £E uonaajul AlH Juasaud Jey) suiaoea B S| alay| /¢
LE £e LE 61 [43 0z a4 BE 14 8L 62 61 82 81 9z Ll 9 0g Bunennsusiw UaYm UOHIBJUI AJH JO SU 1B S1B USWOAA 9
B89 [44 L L 14 £l 19 St 61 El £l 3] [4 1e L€ ve ZZ vl siajeay [euonipes) Buiisia usym sepejqiozel umo Aued aidoad "G
98 GG € 4 Ll L 28 Ss € 4 Sl 4] |2 8F 45 2 4] 6 Sisupied Jiay) UM X8S SSNISIP O} YNOUIP }I PUY UBLIOM JSOW “bE
98 ¥S 9 ¥ 8 S £8 Ss € Z Pl 6 L 05 9 4 Ll Ll S8|eWwad g'cE
26 65 S € € 4 9L 0s 6 9 Sl oL |73 i 9 ¥ 0z £l SB|BW L'EE
98 G5 ] £ 6 9 z8 ¥S g € 14" 6 88 15 € 4 6 g9 Bunoj 9'gg
69 144 16 L 0z El 69 i4 6 9 [44 Gl 0L 44 8 S zl 14 siasn Bnig g'gg

Sy 62 8 S ¥ og 14 62 Bl L L€ €2 6E |74 9z 9L 9¢ (44
£€ ¥4 L l 99 44 34 12 6 9 0s £€ £Z Sl 9 4 0L St Apapi3 £'g€
gs 5€ 9 4 BE 14 9g LE L L £E [44 44 p4 S £ PS5 GE i00d Z'ee
16 85 S £ S 3 68 45 € 4 cl 8 P LS 8 S Sl oL Siayiom Xag | gf
suonasjul AlH Bunsenuos jo ysu
Je aie ajdoad jo dnoib Bumojjo} sy} ssusuadxa Jnok o) Buipiodoy "¢

% junon o | wunon o junon o | unop 9% | unon o | unon % | junon % | unop % | unoj
2a1by UMOUY 10N saibesiq 2a.by umouy JoN saibesig salby UMOUY 10N aaibesiq FHUIVNNOILSIND IHL WONH SWIL

B¢ £E-ve €Z-41

Bunsay pue Buijasunog Asejunjop pue AlH BuipseBas sjuayo jo seousuadxy gy 9jqe)




Item 33: According to your experience the following group of people are at risk
of contracting HIV infection

Item 33.1: Sex workers

Most 77% of the participants aged 17-23 years agreed that sex workers are at risk of
contracting HIV infections, 15% disagreed and 8% did not know. Eighty-five percent
(85%) of the participants aged 24-33 years agreed that sex workers are at risk of
contracting HIV infections, 12% disagreed with the statement and 3% did not know.
Ninety percent (90%) of the participants aged 34-49 agreed that sex workers are at
risk of contracting HIV infections. Five percent (5%) disagreed and 5% did not now.
The findings revealed that all age groups of participants support that sex workers are
at risk to contract HIV infections.

Item 33.2: Poor people

Fifty-four percent (54%) of the participants aged 17-23 years disagreed that poor
people are at risk of contracting HIV infection, 41% agreed with the statement and 5%
did not know. Fifty-six percent (56%) of the participants aged 24-33 years agreed that
poor people are at risk of contracting HIV infection, 33% disagreed and 11% did not
know. Fifty-five percent (55%) of the participants aged 34-49 years agreed that poor
people are at risk of contracting HIV infection. 39% disagreed and 6% did not know.
These findings reveal that 42% of the participants aged 17-23 years agreed that
poverty could contribute to HIV infection while 56% age 24-33 years and 55% age 34-
49 years agreed with the statement. The findings reveal that the older age groups
have experiences that if a person is poor and hungry, would go for anything
irrespective of how dangerous it is to put food on the table. Van Dyk (2002:33)
observes that depressed socioeconomic conditions and poverty are contributory
factors to the spread of HIV.



Item 33.3 Old people

Participants aged 17-23 years (70%) disagreed that old people are at risk of
contracting HIV infection, 24% agreed and 6% did not know. Fifty percent (50%) of
the participants aged 24-33 years disagreed that old people are at risk of contracting
HIV infection, 41% agreed and 9% did not know. Sixty-six percent (66%) of the
participants aged 34-49 years disagreed that old people are at risk of contracting HIV
infection, 33% agreed and 1% did not know. These findings revealed that all age

groups disagreed with the statement.

Item 33.4 llliterates

Participants aged 17-23 years (39%) agreed that illiterate people are at risk of
contracting HIV, while 36% disagreed with the statement and 26% responded that
they did not known. Fourty-six percent (46%) of the participants aged 24-33 years
agreed, 37% disagreed and 18% did not know. The age group 34-49 years, (47%)
disagreed while (45%) agreed and (8%) responded that did not know whether illiterate
people are at risk of contracting HIV infections. The findings reveal low percentages of
below 50% for age group 17-33 years while participants aged 34-49 agreed with the
statement. The findings reveal that older groups have no experiences that illiterate
people are at risk of contracting HIV. The findings link with those of item 2 on
education and gender wherein 71% female participants and 56% males have
secondary education, revealing that lack of education expose one to contract HIV.
Hunter (2003:32) indicated that the simplest and cheapest form of HIV intervention is
to inform people susceptible to infection about VCT and the use of condoms especially
for largely illiterate population with limited health resources.
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Item 33.5 Drug users

All the age groups (69% and 70%) agreed that drug users are at risk of contracting
HIV infection. These findings reveal that high percentages from all age groups of
participants support that drug users are exposed to HIV infections, especially those
who share needles. WHO (2002:4) indicated that in high prevalence settings, it is
recommended that VCT be offered as a priority service to all those considered to be at
high risk of HIV infection, especially to vulnerable and marginalized populations such
as injecting drug users because they usually share needles and their at risk to contract
HIV.

Item 33.6: Young people

Of the participants aged 17-23 years 88% agreed that young people are at risk of
contracting HIV, 9% disagreed and 3% responded not known. Eighty-two percent
(82%) of the participants aged 24-33 years agreed that young people are at risk of
contracting HIV, 14% disagreed with the statement and 5% did not know. Eighty-six
percent (86%) of the participants aged 34-49 years agreed that young people are at
risk of contracting HIV. Nine percent (9%) disagreed and 5% responded did not know.
These high percent of agreed in all age groups indicates that participants have support
that young people are the most group at risk of contracting HIV infection. According to
Van Dyk (2002:181) young people develop the ability to consider hypothetical risks
and the possible benefits of various kinds of behaviour, as well as the potential
consequences of such behaviour, and this ability helps them to make good or bad
decisions.

Item 33.7: Males

The majority of participants in the three age groups of 74% to 92% agreed that males
are at risk of contracting HIV infection.
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These findings imply that the participants support that most men are at risk of
contracting HIV infection. The high percentage in agreed for all age groups reveal that
the participants support that males are at risk to contract HIV infection. Van Dyk
(2002:137) support that most men engage in unprotected penetrative sex which create
a very high risk for HIV transmission.

Item 33.8: Females

Seventy-seven percent (77%) of the participants aged 17-23 years agreed that
females are at risk of contracting HIV infection. Seventeen percent (17%) disagreed
with the statement and 6% did not know. Eighty-three percent (83%) of the
participants aged 24-33 years agreed that females are at risk of contracting HIV
infection. Fourteen percent (14%) disagreed and 3% responded not known. Eighty-
six percent (86%) of the participants aged 34-49 years agreed that females are at risk
of contracting HIV infection, 8% disagreed and 6% did not know. These findings reveal
that participants in all categories agreed with 77% + that through experiences females
are at risk to contract HIV. Van Dyk (2002:20) supported the statement and indicated
that women poses large surface area of mucosa in vagina and cervix which are
exposed to their partner's secretions during sexual intercourse. That is why women
are more easily infected by HIV.

Item 34: Most women find it difficult to discuss sex with partners

Of the participants aged 17-23 years 74% agreed that women find it difficult to discuss
sex with their partners, while 14% disagreed with the statement and 12% responded
not known. Eight-two percent (82%) of the participants aged 24-33 years agreed that
women find it difficult to discuss sex with their partners. Fifteen percent (15%)
disagreed and 3% did not know. Eighty-six percent (86%) of the participants aged 34-
49 years agreed that women find it difficult to discuss sex with their partners. Eleven
percent (11%) disagreed and 3% did not know.
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These findings show that all age groups of participants agreed with 74% + that through
experiences women have problem to communicate with their partners regarding
sexual choice like protected sex. Van Dyk (2002:21) support that most women are not
in position to negotiate safe sex practices with their partners because of fear of

violence and abandonment.

Iltem 35: People carry own razor blades when visiting traditional healer

Participants aged 17-23 years (42%) agreed that people carry their own razorblades
when visiting traditional healers. Twenty-two percent (22%) disagreed with statement
and 37% did not know. Sixty-seven percent (67%) of the participants aged 24-33
years agreed that people carry their own razorblades when visiting traditional healers
13% disagreed while 19% did not know. Sixty-eight percent (68%) of the participants
aged 34-49 years agreed that people carry their own razorblades when visiting
traditional healers, 21% disagreed and 11% responded not known. These findings
reveal that age 17-23 have less experiences of traditional healers while the older ages
24-33 and 34-49 years has experiences of using traditional healers and that shows

that the youth might not be visiting traditional healers.

Item 36: Women are at risk of HIV infection when menstruating

Participants aged 17-23 years 46% disagreed that women are at risk of HIV infection
when menstruating. Twenty-eight percent (28%) agreed and 26% responded that not
known. Fourty-four percent (44%) of the participants aged 24-33 years disagreed that
women are at risk of HIV infection when menstruating. While 29% disagreed with the
statement and 27% did not know. Thirty-seven percent (37%) of participants age 34-
49 agreed while 32% disagreed and 31% did not know.
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The findings reveal that in this statement all the age groups had no experiences about
the statement. Van Dyk (2002:21) indicate that women are likely to be infected with
HIV before, during and immediately after menstruation because of the large, raw area

of inner uterine lining that is exposed to semen.

Item 37: There is vaccine that prevent HIV infection

Fifty-two percent (52%) of the participants aged 17-23 years disagreed that there is
vaccine to prevent HIV infection. Twenty percent (20%) agreed and 28% did not
know. Sixty-four percent (64%) of the participants aged 24-33 years disagreed that
there is vaccine to prevent HIV infection, 20% agreed with the statement and 17%
responded not known. Seventy percent (70%) aged 34-49 years disagreed that there
is vaccine to prevent HIV infection. Nineteen percent (19%) agreed and 11% did not
know. These findings reveal that participants experienced that there is no vaccine or
cure for HIV. Van Dyk (2002:72) clarified that the researchers are unable to develop
HIV vaccine that actually prevents HIV infections. They might be able to develop a

vaccine that will be able to make the virus less infectious.

Item 38: VCT is a must for a pregnant woman to protect their unborn children

All age groups had overwhelming agreement of 83% to 92% that VCT is a must for a
pregnant woman to protect their unborn children. The high percentage of agreed from
participants in all age groups shows that participants have experiences and they
support that VCT is a must for a pregnant women to protect the unborn babies. WHO
(2003:23) mentioned that VCT as early as possible during pregnancy enables
pregnant women to benefit from prevention, treatment and care and to access

interventions for reducing HIV transmission to their infants.

Item 39: One of the methods to prevent HIV is to use condoms

All most all (97%) participants age 17-23 and 92% aged24-33 and 34-49 years agreed
that one of the methods to prevent HIV is to use condoms. These findings indicate that

(92% +) of the participants in all age groups have experiences that the best available
method to prevent HIV is use of condoms.
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Granich and Mermin (2001:63) indicated that the effective method to prevent HIV is
use of condom. Hunter (2003:32) support that HIV can be prevented with less radical

measures, such as consistent and correct use of a condom.

Item 40: It is important for a person to know his/her status

All most all 98% participants age 17-23 and 91% age 24-33 and 34-49 years agreed
that it is important for a person to know his/her status. These high percentages of
agreed responses indicate that over 91% of the participants have experiences
regarding VCT. Sherr and Lopman (2001:176) indicated that the important of knowing
ones’ HIV status is that those found to be HIV infected may be more likely to protect
themselves and others if found to be HIV positive and may seek medical attention for
early symptoms of AIDS related illnesses. Sherr and Lopman (2001:176) further
indicated that, those who test negative are more likely to change their behaviour to
maintain their negative status by using condoms or by encouraging their partners to
test for HIV.

Item 41: In health facilities people get tested without their consent

In the age group 17-23 years 62% disagreed that in health facilities people get tested
without their consent, 18% agreed and 20% did not know. The age group 24-33 64%
and age 34-49 years 52% participants disagreed with the statement. The findings
reveal that participants have experiences regarding VCT procedure that clients get
pre-counselling.

If the clients agree to test, they should complete consent form then get tested. After
testing either negative or positive results they should get post-counselling.

Van Dyk (2002:118) explains that during VCT individuals undergo counselling to
enable them to make informed decision about being tested for HIV antibodies.

Item 42: People who test HIV positive become depressed
Participants aged 17-23 years 76% agreed that people who test HIV positive get

depressed, while 125 disagreed with the statement and 12% did not know. Seventy-
eight percent (78%) of the participants aged 24-33 years agreed.
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Nine percent (9%) disagreed and 13% did not know. Ninety-one percent (91%) of the
participants aged 34-49 years agreed that people who test HIV positive get depressed.
The findings reveals that in all age groups participants have experiences of emotional
respond of a person after bad news, though in HIV after continues counselling the
individual accept the status and overcome the depression. According to Van Dyk
(2002:258) HIV infected individuals often experience depression because they feel
that they have lost much in life and that they themselves are to blame for it.

Item 43: A sense of self worth is needed even if one tested HIV positive

Seventy-four percent 74% of the participants aged 17-23, 79% age 24-33 and 81%
34-49% years agreed that a sense of self worth is needed even if one tests HIV
positive. These finding shows average agreement of 74% from all age groups. These
indicate that the participants have experiences that even if a person is HIV positive
should maintain self-esteem as is still worth living. Van Dyk (2002:258) indicates that
the self worth of HIV infected person is often severely threatened. Rejection by
colleagues, friends and loved ones can cause loss of confidence and a sense of social
identity, leading to reduced feeling of self-worth (Van Dyk, 2002:258).

Item 44: HIV is a man made disease

Participants aged 17-23 years 39% disagreed that HIV is man made disease, while
38% agreed with the statement and 22% did not know. Fourty-one percent 41% of the
participants aged 24-33 years agreed. Thirty-eight percent (38%) disagreed with the
statement and 21% did not know. Thirty-five percent (35%) of the participants aged
34-49 years agreed 33% disagreed with the statement and 32% responded not
known.
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4.9 Summary

In section D the three groups were presented with 19 items from 33 to 44 to respond
to. All three groups responded in agree and disagree in columns and not known in
positive and negative statements. In some of the statements there were controversial
responses. In item 36 the participants showed lack of experiences. In item 44 the
participants in all age groups showed doubtful experiences. In item 33.3 all the age
groups disagreed with the positive statement and that also indicated lack of

experiences.
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Section E

4.10: SECTION E: ADDITIONAL OPINIONS REGARDING HIV AND VCT

Section E consists of three items from item 45 to 47 the questions and the responses
of the participants relating to additional opinions regarding HIV and VCT. Data in
section E was presented in table 4.9, 4.10 and 4.11.

Item 45: What is VCT?

Table 4.10 Additional opinion regarding clients knowledge towards HIV and VCT

17-23 24-33 34-49

Count | % Count | % Count | %
Not know 7 10 9 13 4 6
HIV testing 47 70 47 70 50 79
Blood test 10 15 4 6 4 6
HIV education 3 3 7 10 b 8
Total 67 100 | 67 100 |63 100

Seventy percent (70%) of the participants aged 17-23 and 24-33 and 79% age 34-49
year responded that VCT is HIV testing. Ten percent (10%) age 17-23, (13%) age 24-
33 and 6% age 34-49 years did not know the meaning of VCT. Fifteen percent (15%)
age 17-23, 6% age 24-33 and 34-49 years responded that VCT is testing of blood.
Five percent (5%) of participants age 17-23, 10% age 24-33 and 8% age 34-49 years
responded that VCT is HIV education.
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Item 46: If one of your friend, brother, or sister can test HIV positive, how will
you feel.

Table 4.11: Additional opinion regarding clients attitudes towards HIV and VCT

17-23 24-33 34-49

Count | % Count | % Count | %
Feel sorry 1 1¥ 0 0 0 0
Acceptance 4 66 5 50 6 60
Antiretroviral 1 17 5 50 4 40
Total 6 100 | 10 100 |10 100

Age 17-23 years (66%), age 24-33 years (50%) and (60%) age 33-49 stated that if a
friend, brother or a sister can test HIV positive, they will be sorry but reassure the
person and advise him/her to accept. Seventeen percent (17%) age 17-23 years,
50% age 24-33 years and 40% age 34-49 indicated that they will tell the person that
even if tested HIV positive at least there is antiretroviral treatment to prolong life.
Seventeen percent (17%) of the participants age 17-23 will feel sorry if a friend,
brother or sister can test HIV positive while age 24-33 years and 34-49 years did not
respond to the question. The responses showed that the participants have positive
attitudes towards HIV positive person.

Item 47: What are the situations which can put you at risk to contact HIV?

Table 4.12: Additional opinions regarding clients experiences towards HIV and
VCT

17-23 24-33 34-49

Count | % Count | % Count | %
Sharing needles 0 0 1 3 0 0
Unprotected sex 6 14 11 4 8 3
Touching blood 27 64 22 58 23 11
Changing partners 9 21 10 26 10 26
Sex workers 0 0 1 3 2 5
Total 42 100 | 45 94 43 45

Participants aged 17-23 years 64%, 24-33 (58%) and 34-49 years 11% indicated that
touching blood with bare hands having open wound can put one at risk of contracting
HIV infections.



Age 24-33 years group 3% of the participants indicated that the situations which can
put one at risk to contract HIV is sharing of needles. Age 17-23 years and 34-49 years
did not respond. Age 17-23 years (14%), 24-33 years 4% and 34-47 years 3%
indicated that the situation which can put one at risk to contract HIV is to engage in
unprotected sex. (21%) of age 17-23 years, 26% age 24-33 years and (26%) within
age 34-49 participants indicated that changing partners put one at risk of contracting
HIV infections. Three percent (3%) age 24-33 years and (5%) age 34-49 indicated that
sex worker put a person at risk to contract HIV, while age 17-23 years did not respond
to. The findings reveal that age group 17-23 and 24-33 support that one can contract
HIV by touching infected blood without wearing gloves.

4.11 Summary

Chapter 4 discussed analysis of responses to knowledge, attitudes and experiences of
participants regarding HIV and VCT. There were positive and negative responses in
some of questions regarding knowledge in section B, but the participants showed
knowledge of VCT. In section C, the findings revealed both positive and negative
attitudes towards VCT programme and people living with HIV. In section D, the
findings revealed that people have positive and negative experiences about VCT and
HIV. In section E, the study showed lack of knowledge in the meaning of VCT, positive
attitudes towards HIV infected person and the participants have experiences regarding
HIV mode of spread.
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CHAPTER 5

CONCLUSIONS AND RECOMMENDATIONS

5.1 INTRODUCTION

The aim of this study was to determine knowledge, attitudes and experiences of
clients regarding VCT. The research questions were as follows:

e What is the knowledge of clients regarding VCT?

 What are the attitudes of clients towards VCT?

e What are the experiences of clients in relation to VCT?

5.2 OBJECTIVES

The objectives of the study are subsequently evaluated to determine whether they
have been attained.

Objective 1

To assess the knowledge of the clients age 18-49 years regarding VCT

In section B there was congruence in the knowledge of the three age groups of
respondents: ages 17-23, 24-33, and 34-49 years. There were positive responses on

knowledge of the clients regarding VCT. The summary showed that the participants in
all age groups have knowledge about VCT.
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Objective 2

To identify the attitudes of clients age 17-49 years towards VCT.

In section C, there was correlation in the responses of the three categories of
participants aged 17-49 years. These imply positive attitudes towards VCT. These
positive attitudes are essential to community to accept VCT programs and to live

positively with the people living with HIV.

Objective 3

To describe the experiences of clients in relation to VCT

In section D, there was congruence in the experiences of the three groups of
respondents aged 18-49 years. Some participants agreed while other disagreed with
the statements to show lack of experiences. These experiences might enable the
participants to understand myths about HIV, cultural influence on HIV, safe sexual
practices, and other community beliefs in relation to HIV.

Objective 4

To compare knowledge attitudes and experiences regarding VCT among clients.

In section B, biographic data of the participants in education of respondents in
secondary education females scored (71%) while males scored little above half (56%)
on education in the same category. In marital status and gender of the respondents in
age 17-23 years single females scored (71%) while single males scored 62%. In
residence and gender of the respondents (79%) of females and 70% were from rural
area. Employment gender of respondents, high number of females were unemployed
(83%) while (563%) of males were unemployed.

There was positive and negative response in statement relating to knowledge in

section B. In the majority of questions regarding attitudes in section C the findings
revealed negative attitudes regarding VCT and HV.
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In section D, the majority of statements revealed lack of experiences. Despite having
knowledge, some participants displayed negative attitudes towards HIV positive
people. Some participants lacked experiences regarding HIV irrespective of having

knowledge regarding VCT.

5.3 CONCLUSIONS

The study revealed that participants have knowledge though having negative attitudes
and lack experiences regarding HIV and VCT. However there is a need to intensify
HIV education to all categories of clients, starting from home, schools, churches and
other public settings. With proper information giving about HIV, there will be positive
attitudes towards VCT programs and to people living with HIV. Van DyK (2002:156)
indicated that for HIV education to be successful, there should be balance between

knowledge, life skills, values, and attitudes.

5.4 RECOMMENDATIONS

The recommendations based on this study relating to Knowledge, attitudes and
experiences of clients aged 17-49 years regarding VCT are as follows:

VCT programs should be marketed in all health facilities and that may be done
in a form of health education, handing of pamphlets and posters.

e Regular health awareness campaign to the community in relation to HIV and
VCT to empower the community with HIV information and to make them aware
of the importance of knowing their HIV status.

e Observing of health calendar dates for HIV for example; world AIDS day,
condom week and candle light day.

e« Forming of HIV support groups to encourage people living with HIV to accept
the condition, for the infected to learn how to cope with opportunistic diseases

and to learn how to prevent re-infections to increase their life span.
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e Further research should be conducted on attitudes of clients who visit Primary

Health Care facilities.

e Effective referral system of clients who tested HIV positive with low cell count of
less than 200 to start with Anti-retroviral therapy.

e DoH should be engaged in extensive promotion of VCT services use in PHC

facilities at Mankweng.

5.5 SUMMARY

Chapter 5 discussed the objectives of the study, to assess the knowledge of the client
age 18-49 years regarding VCT, to identify the attitudes of the client's age 18-49 years
towards VCT, to describe the experiences of clients in relation to VCT, to compare
knowledge attitudes and experiences regarding VCT among clients. Conclusions and

recommendations of the study were also presented.
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APPENDIX 1: QUESTIONNAIRE

CLINIC
Makanye Mankweng
Nobody 3 Evelyn Lekganyane

1. Age at last birthday

2. Gender

3. Level of Education

4. Marital status

5. Residential place

6. Employment

SECTION A: BIOGRAPHIC DATA

0= Female 1=Male

0 No | 1 2 3
Education Primary | Secondary | Tertiary
1 2 3 4

Single | Married | Divorced | Widowed

1 Rural 2 Urban

1 2

Employed Unemployed
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SECTION B

Knowledge of clients regarding HIV and VCT

Please respond by 1= strongly disagree 2= disagree 3= not known

4= strongly agree 5= agree.

7. Where did you get the information about HIV?

SD

7.1 Parents

7.2 Brother/ Sister

7.3 Church

7.4 School

NN NN O

W W W w

Al A B B

o o | | >

8. HIV is transmitted through:

8.1Unprotected sex

8.2 Getting in contact with infected blood

8.3 Kissing a person

8.4 Shaking hands with infected person

NN RN

Wl W W w

E- N I

gl ;| < O

9. HIV is prevented through:

9.1 Using condom

9.2 Abstinence

9.3 Being faithful to your partner

9.4 Washing after sex

NN NN

W W Wl w

R

| | ;| O

10. HIV can be contracted through:

10.1 Eating with infected person from the same plate

10.2 Having sex with infected person without condom

10.3 By sharing needles with infected person

10.4 Sharing the toilet with infected person

—_— ] x| x|

N N NN

W W W w

e I

| ;| | O
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11. More women than men are infected with HIV.

12. Person’s risk of HIV infection increases when he or she
is infected with other sexually transmitted diseases.

13. According to the law, an HIV test may not be done
without a person’s informed consent.

14. Even if both partners are HIV positive, it is still
necessary for them to use condoms when they have

sexual intercourse to prevent re-infection.

15. A person who is HIV positive is equally contagious
through all the stages of infection.

16. Taking HIV test one week after sex will show if a
person is infected.

17. Person can get HIV through getting in contact with a
person who is coughing or sneezing.
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SECTION C

Attitudes of clients regarding VCT

Please respond by 1= strongly disagree 2= Disagree 3= not known
4=strongly agree 5= agree.

SD D NK SA A

18. People are afraid to go for VCT. 1 (2 |3 |4 |5
19. More women than men take part in VCT. 1 2 |3 |4 |5
20. People feel that VCT is not helpful for thereisno|1 |2 |3 [4 |5
cure for HIV.
21. What is the attitude of the community towards HIV
infected people?

21.1 Treat like any other person 1 12 |3 |4 |5

21.2 People gossip about them 1 2 |3 |4 |5
22. It is important for a person to know his/her status. 1 2 |3 |4 |5
23. VCT should be marketed to every to client. 1 2 |3 |4 |5
24. Most men see VCT as issue of women only. 1 2 (3 |4 |5
25. HIV positive person get support from their families. 1 2 |3 |4 |5
26. Most couples divorce if one party test HIV positive. 1 12 |3 |4 |5
27. People who have HIV/AIDS are cursed. 1 2 |3 |4 |5
28. It is safe for people who are infected with HIV to | 1 2 |3 |4 |5
work with children.
29. It is known in the community that people who have |1 |2 |3 [4 |5
HIV are dirty.
30. People who have HIV should be ashamed of |1 |2 |3 |4 |5
themselves.
31. People who are HIV positive must be isolated. 1 2 |3 |4 |5
32. Disclosing one's HIV positive status can help to | 1 2 |3 |4 |5
reduce the stress of coping on his/her own.
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SECTIOND

Experiences of client regarding HIV AND VCT

Please respond by 1= strongly disagree 2= disagree 3= not known

4= strongly agree 5= agree.

33. According to your experience the following group of | SD |D | NK | SA | A
people are at risk of contracting HIV infections:
33.1 sex workers 1 23 |4 |8
33.2 poor people 1 213 |4 |5
33.3 old people 1 2|3 (4 |5
33.4 llliterates 1 2|3 |4 |5
33.5 Drug users 1 2|13 |4 |5
33.6 young people 1 2|13 |4 |5
33.7 males 1 2|3 |4 |5
33.8 females 1 2|3 |4 |5
34.Most woman find it difficult to discuss sex with partners | 1 2|13 |4 |5
35. People carry own razorblades when visiting traditional | 1 213 |4 |5
healer.
36. Women are at risk of HIV infection when menstruating |1 |2 |3 5
37. There is vaccine that prevent HIV infection. 1 5
38. VCT is a must for pregnant women to protect their | 1 4 |5
children.
39. One of the methods to prevent HIV is to use condoms. | 1 2 5
40. It is important for a person to know his/her status. 1 2 5
41. In health facilities people get tested without their | 1 2|3 5
consent.
42. People who test HIV positive become depressed. 1 3 5
43. A sense of self worth is needed even if one test HIV | 1 3 |4 |5
positive.
44. HIV is a man made disease. 1 213 |4 |5
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SECTION E

Additional opinions regarding HIV and VCT

45. What do you understand by VCT?

46. If one of your close friend, brother, or sister can test HIV positive, how will you
feel, and what supporting message can you give to him/her?
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APPENDIX 2: LETTER TO REQUEST PERMISSION

APPLICATION FORM FOR PROPOSED RESEARCH
PROJECT UNIVERSITY OF LIMPCPO

Medunsa Campus N [

)

MEDUNSA CAMPUS RESEARCH ETHICS COMMITTEE

A PARTICULARS OF APPLICANT/CHIEF RESEARCHER

Title: Ms First name: Manku Magdeline Sumame: Ramoraswi

W Department; Public Health Tel: 0152683507

School: Public Health

B. DETAILS OF RESEARCH PROJECT
(Tick appropriate block(s) with & '

1a

1.b

New project x| or: Continuation of project :
Independent research . | | or ; Contract research:
Post-graduate research: - Ix lor: Undergraduate research: | i

Degree: Master of Public Heaith

At which univarsity is the degree registered? University of Limpopo-Turfloop
Campus

Title of project: Knowledge, attitudes and practices of clients regarding
voluntary counseling and testing at Mankweng primary heaith
care facilities

Co-workers (Not for post-graduate research. See Guidelines)

Name Department/Institution Signature
Not applicable

Research Co-ordinator (In the case of independent or contract research)

Name | Department/institution | Signature
Not applicable | |

3 . o
Jer :.AL’U-"_;._;{ -)['/' 7 /9 i
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d. Supervisor (In the case of posi-graduate research)

Name

Department/institution Signature

Mrs M E Lekhulen]

Nursing LT

e, Co-supervisor {In the case of post-graduate research)

Name | Department/Institution Signature
Dr MBL Mpolokeng | Public Health FEHA
w7

f.  Hospital Superintendent/Health Care Manager

Name

Department/Institution Signature

g. Otherinvoived deparimental heads

Name Department/institution | Signature
Not applicable |
C. SPECIAL REQUIREMENTS
Will the research involve the following:
Yes |No |Yes |No
Experimental animals X |Approval from Animal etnics| X
| Committee attached (separate
application form required)
Special apparatus ; X |!sit available at Medunsa?
Special drugs (medicaments) Explanation of who will supply the
drugs attached
Radio isotopas X Completed radio Isotopes form
! attached (Appendix 4)
Special laboratory facifities X |lsit available at Medunsa?
| If no, attach a statement of
| requirsments
Electron microscopy X Completed Electron microscope |
| | form attached (Appendix 3)
Health care services X Signature of health care manager | x
attached
Statistical analysis X Has a  statistician  been|x
consulied? If yes, attach form.
(Appendix 2) If no explain.
2
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D. ETHICAL ISSUES

1.

indemnity

If a hospital (human, dental or veterinary) will o involved, please attach the
written approval of the Superintendent.  Sheuld the use of the service
\aboratories be required, attached a letier of consent of the hospital
management that tnis s in order.

2. Consent
Wil patients/human volunteers form part of the expe rimentfinal/survey? If so,
kindly modify the attached form, specifically for your project. (Appendix 1)
E. BUDGET

Who will finance this project? (Tick appropriate block with a *x")

University of| |Health Department | | Self |X | Other (specify} \
Limpopa |
{Medunsa ‘ 5
Campus) |
% |
Please Indicate the instifutions where application has been made for financiat support

or where it is intended to apply for financial support.

| MmrC

NRF csD | | Other(speciy) |

NB:

Approval of the research project does NOT imply that the requested funds wil
be made available to the appiicart.

G. DECLARATION BY RESEARCHER(S)

Should
amiwe
snsure

this project be approved, twe fully understand the conditions under which |
are authorized to carry out the ahove-mentioned research. l/we guarantes to
compliance with these approved conditions. Furthermere, liwe undertake not

to change the procedure as detailed in the protocol but will submit a further
application to the Research Committee if changes become necessary

SIGNATURE: DATE:
CHIEF RESEARCHER:

SIGNATURE: DATE:
HEAD OF DEPARTMENT

SIGNATURE: DATE:

DIRECTOR OF SCHOOL
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APPENDIX 3: LETTER FROM STATISTICIAN

i STATISTICAL ANALYSES |

The Chairperson,

Medunsa Campus Research Ethics Committee
Box 163

UNIVERSITY OF LIMPOPO

Medunsa Campus

Dear SirfMadam

STATISTICAL ANALYSES

| have studied the research protocol of Manku Magdeline Ramoraswi

titled: Knowledge, attitudes and practices of clients regarding voluntary counseliing and
testing at Mankweng primary healih care facilities

and | agree/de-not=gree * to assist with the statistical analyses.

Yours sincerely,

Y
f@//UUQQ;/\_
Signature: Statistician

R Crwneen
Name in block letters

L“?/o‘?/aooﬁ’
Date

- Please delste which is nol applicable. If you do not agree to assist with ths
statistical analyses, please provide reasons on a separate sheet,
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APPENDIX 4: LETTER FROM MEDICAL RESEARCH ETHICS COMMITTEE

UNIVERSITY OF LIMPOPO

Medunsa Campus

MEDUNSA CAMPUS RESEARCH & ETHICS COMMI is

FACULTY OF HEALTH SCIENCES
CLEARANCE CERTIFICATE P-LrMwamas

Medunsa
0204
SOUTH AFRICA

MEETING:  05/2007 PROJECT NUMBER: MCREC/PH/93/2007: RS 1o 521 4000
Far D2 - 560 D066
PROJECT  Title' Krowledgs. attitudes and expsrisnces of

Clients regarding voluntary counseling
and testing al Mankweng Primary Health

Care facilities
Researcher; Ms MM Ramoraswi
Supervisor: Mrs ME Lekhuleni
Co-supsrvisor; Dr MBL Mpolokeng
Hospital Superintendent: MM Manabile (Polokwane Municipality
PHC)
Department: Public Health (Turficop Campus)
School: National Schoa! of Public Heaith
Degree: MPH

DATE CONSIDERED: October 30, 2007

DECISION OF THE CUOMMITTEE:
REPC approved tha project.

DATE: November 15 2007
S
PRO .OGUNBANJO ;
ECTOR: & CHAIRPERSON
Nata: i) Should an_y'_aapiartura be contémplatad" from the resaarch

procedurs as approved, the researcher(s} must re-submit the
protocol to the committaae.

ii) The budget for the research will be considerod separately from|

) the protocel, PLEASE QUOTE THE PROTOCOL NUMBER IN ALL.

ENQUIRIES.

. E: g f
.-‘\fru an Pxeellence  Global T eaderdny
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APPENDIX 5: LETTER FROM LIMPOPO DEPARTMENT OF HEALTH AND
DEVELOPMENT

LIMPOPO

PROVINCIAL GOVERNMENT

REEUBLIC OF SOUTH AFRIGA

AFTTTHENT OF AERALTE A0l SDoLaL EdELOBs =i
Ervpuines: Maloimaneg EL

Rt A2

£ Dmscarene, 2007

s B8 Rarowamsad
drbersiny of Limpaon Madurse Campas

Drear Ws PR Ramiarasw)

“Knowledge, attitudes and experiences of Clients regarding voluntary counselling
and Testing in Mankweng Primary Health Care Facilitios *
+  Parnisson s hereby granted 1o Ms MM Ramoraswi o corduct tha stady as

merlioned above SManhwens Poary Healdn Care Caciliige Capodoorn Phstiics
Linpopo Frovinca, Soutn Afrina

o [hge Departnent of Health argd Sosis’ Devalopment will expect & oopy ol he
cornp etedd nesearnh oo s cwn resauice conte after compietion of the sturdy

T puscarchicr s expestan ro avaic disraplng senaces 0 the course of P sy,

o Thi Hescarcher's shauld ba prapared b gsssb i gderietation anc imp ameantatian

wl L recommencaions whara possibia

s The nziluion managemant whets the study s bong conducted shoule be matde

mware of Lhis,

e Aooapy of Ihe peomsgor e can be foresndas b Maragoncnt of e insinrions
concermed

~
P s ]
% 1}

S s

HESD COF DEPARTHLMT
AL TR AKD 20C1AL CEVELDSREINT
LITAR DR 2RO INGE

Private Bag X9302 Polokwane
18 Cotiege Str., Polokwane 0700 « Tel: 015 293 6000 « Fax: 015 293 6211 » Website: http/www.limpopo.gov.za

The heartland of southern Africa - deveiopment is about people
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APPENDIX 6: LETTER FROM EDITOR

Division/Faculty: Humaniries
SchoolSection: Languages and Communication Studies
Department:  English Studies

A e e 3 T Frivate Bag X106
21 January, 2009 s

02T

To whom it may concern

Re: Proof of editing: Mrs MM Ramoraswi

This is to certify that [ have edited Manku Madgeline Ramoraswi’s mini dissertation
entitled, “Knowledge, attitudes, experiences of clients regarding voluntary counseling
and testing at Mankweng Primary Health Care Facilities, Capricorn District Limpopo
Provinee.™

1 trust that the edited version will be of acceptable language standard.

Should vou have any questions, please do not hesitate to contact me at the above
contacts.

R

Dr L Makalela ™™ i
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