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ABSTRACT
The spread of HIV/AIDS has reached epidemic proportions, particularly in sub-Saharan
Africa. South Africa has the highest prevalence (10.8%) of persons living with HIV or AIDS
(PLWHA) in the world. Black and Coloured South Africans make up the overwhelming majority
of current HIV and AIDS cases. Young people ages 15-24 have the highest infections rates.
HIV/AIDS-related stigma is a negative factor that hinders efforts to eradicate HIV, thus
increasing the morbidity and mortality burden in a country where social, political, and economic
disparities still exist. These factors collectively, continue to drive the glaring disparities in
HIV/AIDS health status in South Africa. There is a need to better understand the social contexts
of HIV/AIDS-related stigma because it is a barrier to receiving effective treatment, care, and
support.
While young people in South Africa are experiencing the greatest risk in spreading HIV,
stigma among university students – particularly those ages 18-24 – has been understudied. This
study focused on reducing stigmatizing attitudes among Black and Coloured university students
in two traditionally underserved universities – University of the Western Cape (UWC) and
University of Limpopo (UL).
A pre- and post-test questionnaire was used to examine differences in attitudes and
perceptions contributing to stigma among a treatment and control group of students. The
questionnaire was divided into six attitudinal domains and administered in a classroom setting.
The treatment group underwent a series of educational intervention components between the two
measurements.
Analysis of Variance and linear regression statistical procedures were used to assess
differences in stigmatizing attitudes among the students. This study can be useful in determining
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where the focus of future programmatic interventions among university students should be. The
results will be used to guide the development of interventions and educational strategies to
reduce HIV/AIDS-related stigma.
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CHAPTER 1 – I TRODUCTIO
The number of AIDS cases around the world has grown explosively since the disease was
first discovered over 25 years ago. The numerous lives that have been lost due to the disease and
the relentless stranglehold it continues to have on the world is irrefutable. The burden of AIDS
continues to take its toll not only at the personal level (e.g. individuals, family members,
caregivers), but within all realms of the larger, societal context (e.g. politics, health care,
education). According to the UNAIDS (2008a), worldwide, there were approximately 33 million
people living with HIV in 2007. The number of deaths in 2007 alone was 2 million, and the
number of people newly infected that same year with HIV, the virus that causes AIDS, was 2.7
million (UNAIDS, 2008a). Half of all new HIV infections occur in young people below the age
of 25 (PEPFAR, 2008).
The global AIDS pandemic continues to take a deadly toll. In the 25 years since it was
first diagnosed, AIDS has claimed more than 25 million lives (UNAIDS, 2008a). These figures
are even more astounding because the distribution of HIV and AIDS cases around the world is
quite disproportionate. Sub-Saharan Africa is the epicenter of the pandemic. Recent estimates
suggest that of all people living with HIV or AIDS (PLWHA) in the world, six out of every ten
men, five out of every ten women, and nine out of every ten children live in sub-Saharan Africa
(Shisana, Rehle, Simbayi, Parker, Zuma, Bhana Connolly, Jooste & Pillay, 2005).
There are many powerful factors that contribute to the prevalence and spread of the
epidemic. Several organizations now agree that, based on empirical research, we must give less
attention to the largely medical approach to HIV/AIDS and instead, address the social, economic,
structural, and cultural dimensions of the epidemic (CARE, 2008; Shisana et al., 2005). This will

1

not only foster a better understanding of the epidemic, but also allow for the implementation of
appropriate intervention programs.

South African Demographics and a Brief History
The Republic of South Africa is situated on the southern tip of the African continent and
covers a landmass that is roughly twice the size of the state of Texas in the United States (U.S.).
It borders the nations of Namibia, Botswana, Zimbabwe, Mozambique, and Swaziland. The
country of Lesotho is located entirely within the borders of South Africa. The long coastline of
South Africa stretches more than 2,500 km (over 1,550 miles) from the desert border with
Namibia on the Atlantic Ocean southwards around the tip of Africa and then north to the border
with Mozambique on the Indian Ocean. It is the most economically advanced nation on the
continent (South Africa, 2009).
South Africa consists of nine provinces: Eastern Cape, Free State, Gauteng, KwaZulu
Natal, Limpopo (formerly Northern), Mpumalanga, Northern Cape, Northwest, and Western
Cape. There are three capitals, each one serving as the seat of a different branch of government:
Pretoria (executive), Bloemfontein (judicial), and Cape Town (legislative). There are 11 official
languages, nine of which represent each of the nine major ethnic groups in South Africa, as will
be discussed later. English and Afrikaans are the two additional languages (South Africa, 2009;
CIA World Factbook, 2009).
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Figure 1. Map of South Africa (CIA World Factbook, 2009)

South Africa is a nation of over 49 million people of diverse origins, cultures, languages,
and beliefs. According to the 2005 South Africa census, Blacks (or Black Africans) made up
approximately 75.4% of the population, whites 14.3%, Coloureds 8.8%, and Indians (or Asians)
2.5% (CIA World Factbook, 2009). While a major part of the population classifies itself as Black
or African, they are by no means culturally or linguistically homogeneous. The major Black
ethnic groups include the Zulu, Xhosa, Basotho (Southern Sotho), Sepedi (Northern Sotho),
Venda, Tswana, Tsonga, Swazi, and Ndebele, all of which are among the family of Bantu
languages. Certain groups, such as the Zulu, Xhosa, Bapedi, and Venda, are uniquely South
African. Others are distributed across the borders with neighboring countries (South Africa,
2009; CIA World Factbook, 2009, Barbarin & Richter, 2001).
The white population of South Africa descends largely from colonial immigrants, such as
Dutch, German, French Huguenot, and British. Culturally and linguistically, they are divided
into two groups: 1. the Afrikaaners, who speak Afrikaans, and 2. English-speakers, many of
whom originated from British immigrants. Small communities that immigrated over the last

3

century retain the use of other languages. The white population is decreasing due to a low
birthrate and emigration. High crime rates and the government's affirmative action policies are
often cited as reason for emigration (South Africa, 2009).
The term "Coloured" is still largely used to describe people of mixed race. Coloureds
descended from people brought as slaves from the Dutch East Indies (Indonesia and Malaysia)
and from East and Central Africa. The first such slaves arrived in South Africa in 1657 and were
known as Cape Malay. Coloureds are also descendents of various mixtures of the indigenous
Khoisan people, indigenous Black Africans, Whites (mostly Dutch/Afrikaaner and British
settlers) as well as Japanese, Malay, Indian, Malagasy and other Europeans (such as Portuguese),
and Asians (such as Burmese). The majority of Coloureds speak Afrikaans. The Coloured
community has also experienced more recent immigrants from Zimbabwe and Namibia, as well
as immigrants of mixed descent from India and Burma (South Africa, 2009; Jenkins, 2008).
The majority of the Asian population in the country is of Indian origin, many of them
descended from indentured workers brought to the country as slaves from India during the
nineteenth century to work on the sugar plantations of the eastern coastal area, then known as
Natal. There is also a significant population (approximately 100,000) of South Africans who are
of Chinese descent (South Africa, 2009).
Dutch settlers first landed on the South African coast in 1652, establishing a stopover
point on the spice route between the Netherlands and the East. This led to the founding of the
city of Cape Town, which became one of the most important ports of the country. After the
British invasion in 1806, many Dutch settlers fled north to the interior of the country to establish
their own colonies. Upon discovering bountiful reserves of diamonds and gold, the British and
Dutch Afrikaaners fought intensely for wealth and supremacy at the expense of native
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inhabitants. Though the Afrikaaners were defeated in 1902 in the Boer War, the two factions
were able to rule together (CIA World Factbook, 2009). The Union of South Africa was created
from the Cape and Natal colonies, as well as the republics of Orange Free State and Transvaal,
on May 31, 1910. By 1948, the right-wing National Party had ascended to power and
implemented a series of harsh segregationist laws known as apartheid. The institution of
apartheid would come to characterize a policy of racial oppression that codified the foundation
for disparities in income, living standards, education, housing, and health, as well as race
relations between the White minority and Black majority (South Africa, 2009). This lasted until
the widespread political unrest and uprisings led to negotiations that eventually ended apartheid
in 1990, followed by the first multi-racial, democratic elections held in 1994. Despite the end of
apartheid, however, millions of South Africans (mostly Black) continue to live in poverty (South
Africa, 2009).

Description of Two South African Institutions
Under apartheid the leading institutions were not open to Coloured or Black populations.
Three universities were created to each serve one of the three minority groups in the country.
The University of Durban – Westville (recently renamed University of KwaZulu Natal) was
established in the 1960s as a college for Indians (University of KwaZulu Natal, 2009), the
University of the Western Cape (UWC) for Coloureds, and the University of the North for
Blacks. This study focused on students at UWC and University of the North, which merged with
the Medical University of Southern Africa (MEDUNSA) to become the University of Limpopo
(UL).
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The University of the Western Cape is located near the greater Cape Town suburb of
Belleville. It was established in 1960 as the University College of the Western Cape to serve
those classified as Coloured under the apartheid regime. During the 1970s and 1980s, in an effort
to repudiate the discriminatory terms on which it was founded under apartheid, the university reestablished itself as an institution selecting its students from all who applied and refining its
curricula to better serve the needs of the surrounding community. The university instituted a
policy of non-racialism and “a firm commitment to the development of Third World
communities in South Africa.” The University of the Western Cape Act of 1983 granted the
university autonomy, which then allowed it to implement a strategic plan for growth,
diversification, and the fulfillment of its new mission. UWC experienced tremendous growth
between 1985 and 1995. While its intention remained to critically engage with society through
the production of new and the transfer of old knowledge, the university had to adapt to a
changing environment of severe economic and fiscal constraints. It adopted an “open”
admissions policy, which led to English becoming the predominate language of instruction.
Black [Africans] were also strongly encouraged to enroll (their enrollment grew from <5% in
1985 to nearly 50% of the student body in 1995). In 2004, UWC boasted of an enrollment of
almost 15,000 students, 78% of whom were studying full-time. That same year, the demographic
breakdown of students was 34% Black, 48.7% Coloured, 9.5% Indian, and 5.6% White. Females
comprised 57% of the student body and males 43%, all spread across a variety of academic
disciplines (ZAWECA Project, 2005; University of the Western Cape, 2009).
The University of Limpopo is situated in a rural area of the northernmost province of
South Africa – Limpopo Province. It is surrounded by townships and villages, which are
traversed through a network of semi-paved roads. Geographically, the university lies in the
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village of Mankweng, midway between the city of Polokwane (30 km to the south) and
Magoebaskloof, part of the Wolkberg mountain range. The University of Limpopo was officially
established on January 1, 2005 as a result of the merger of the former Medical University of
Southern Africa (MEDUNSA) and the former University of the North. Indeed, the University of
Limpopo in terms of its physical location and structure was the University of the North. Under
apartheid the University Education Act of 1959 provided for the establishment of racially
exclusive universities for Black South Africans. This led to the establishment of the University
College of the North in 1959, which was placed under the trusteeship of the University of South
Africa. Its status as a college was remanded by Parliament in 1970. Today, UL still serves mostly
Black students who hail from both urban and rural areas across northern and central South
Africa, as well as from neighboring countries like Botswana, Zimbabwe, Mozambique, and
Zambia. The student body is largely Black and represents nearly all of the native Bantu
languages. Enrollment is spread across a number of academic disciplines, particularly the allied
health sciences (University of Limpopo, 2009).

HIV/AIDS in South Africa
South Africa’s AIDS epidemic is one of the worst in the world (PEPFAR, 2008). An
estimated 10.8% of all South Africans over the age of two were living with HIV in 2005. This
rate has remained fairly constant since that time. Females are much more likely than males to
have HIV, and Black Africans and Coloureds make up the overwhelming majority of current
HIV and AIDS cases (Shisana et al., 2005). The most recent UNAIDS global report on AIDS
estimates that among those between 15 and 49 years, the prevalence is 18.1%. Currently, there
are some 5.7 million adults and children (ages 0-49) living with HIV in South Africa. The
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number of AIDS and AIDS-related deaths for adults and children in 2007 was 350,000
(UNAIDS, 2008a, PEPFAR, 2008). Data from the South African Department of Health (2005)
on the HIV seroprevalence of women attending antenatal clinics provide an estimate of HIV
prevalence trends over time in South Africa. The figures confirm that the country continues to
have the largest number of people living with HIV/AIDS in the world (Department of Health,
2005; Shisana et al., 2005).

Stigma, Racial Identity, and HIV/AIDS
While previous research has mainly focused on individual behaviors leading to poor
health outcomes, there is a need for better understanding of the social contexts that either create
support for or vulnerability to HIV/AIDS. One negative contextual factor that has received
inadequate attention is how racial identity may influence the stigmatization of PLWHA.
Stigma is a “negative social label that identifies people as deviant” (Ford, Whetten, Hall,
Kaufman & Thrasher, 2007; Johnson, 2000). According to Goffman (1963), stigma is an
attribute that is deeply discrediting within a particular social interaction. For example, dwarfism
may be stigmatized because of its contrasting physicality to people of ‘normal’ height. Goffman
(1963) saw stigma as a discrepancy between social expectations and reality, which leads to a
spoiled identity by preventing the stigmatized person from meeting the expectations of particular
kinds of social interactions. However, he stressed that stigma is not a naturally occurring
attribute or characteristic of human behavior (Goffman, 1963). Rather, it is inherent in social
interactions where the characteristic is relevant to the participants’ expectations of the other
person. For example, persons of ethnic minority groups may be stigmatized for their speech
patterns, different appearance, or behaviours that are considered to be different from those of the
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majority. In contemporary times, stigma has come to denote any sort of socially undesirable
characteristic. As it relates to disease and health, stigma is something that is usually imposed on
a person or a group of people to preclude them from engaging in behaviors that are socially
unacceptable. In effect, this distances the so-called insiders from the outsiders.
Stigma is manifest in a variety of ways. It increases feelings of fear and rejection among
PLWHA because of being blamed for the spread of HIV, thus fostering isolation and nondisclosure of their status to others. It is also inextricably linked to the concept of race. The
construction of race is often used to better understand and classify disease prevalence across
different groups, just as it is used to alienate and stigmatize on the basis of certain qualities or
characteristics. Many of the problems borne out of racial classification and social stratification
with regard to health in South Africa are similar to those experienced in the United States (U.S.).
Racism continues to fuel the unyielding stigmatization of those living with HIV/AIDS
and exacerbate the burden of AIDS borne by Blacks whether in the U.S. or South Africa.
“Racialized” stigma is frequently articulated through both health care and prevention practices in
society. One can compare the impact of racial classification on HIV/AIDS in the U.S. with that
in South Africa by first acknowledging the fact that HIV/AIDS has equally devastated the
African American community in the U.S. In 2000, African Americans represented 12 percent of
the total U.S. population and made up nearly 38 percent of all AIDS cases. Also in 2000, new
cases of AIDS among African Americans were reported more than any other racial or ethnic
group. They made up nearly half of all reported AIDS cases. The reported AIDS rate for African
Americans was two times the rate for Hispanics and eight times the rate for Whites. African
Americans still represent a high proportion of all HIV/AIDS diagnoses (Okafor & Holder, 2003).
For example, three percent of residents of the District of Columbia are currently living with HIV
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or AIDS. Of those persons, nearly 80 percent are Black. These figures translate to nearly half of
the residents from some of the poorest areas of the city, which also has the highest HIV
prevalence in the U.S. (DC Department of Health, 2008). The city’s HIV prevalence is now
higher than much of West Africa and on par with countries like Uganda and Kenya (Kaiser
Family Foundation, 2009). Today the statistics regarding AIDS among African Americans, as
well as Black South Africans, remain high. Likewise, stigma remains a fundamental barrier for
both groups in accessing appropriate HIV/AIDS treatment, care, and support within their
respective communities for fear of rejection and isolation.

Statement of the Problem
In South Africa, Black and Coloured PLWHA tend to experience many barriers to
receiving proper treatment, care, and support. While previous research has mainly focused on
individual behaviors leading to poor health outcomes, there is a need for better understanding of
the social contexts that either create support for or vulnerability to HIV/AIDS. One negative
contextual factor that has received inadequate attention is how racial identity influences enacted
stigma toward PLWHA. Young adults, particularly those of traditional university age (18-24
years) in South Africa have been understudied in this regard.

Study Hypotheses
The specific null hypotheses that drive this research study are:
1. There is no significant difference between Black and Coloured university students in
South Africa with regard to their levels of knowledge or attitudes about HIV-related
stigma.
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2. There is no significant difference between South African university students who are
exposed to an educational intervention about HIV-related stigma and those who are not,
with regard to their negative attitudes, beliefs, and perceptions about HIV and toward
PLWHA?

Study Purpose and Rationale
This research focused on reducing HIV/AIDS-related stigmatizing attitudes among Black
and Coloured South African university students because these two racial groups are most
affected by the AIDS epidemic. Findings from an ongoing capacity building project reveal
different aspects of internalized and externalized stigma among these groups.
University students – Blacks and Coloureds, especially – in South Africa have often been
overlooked and misunderstood in the body of research related to HIV stigma. There are PLWHA
on college campuses and those who perpetuate stigma against them. It is important not only for
university students to have knowledge of HIV/AIDS and stigma but also for them to acquire the
skills necessary to eliminate stigmatizing behaviors, which are often deeply rooted in racial
discrimination and cultural identity.
University students are the focus of this research because they tend to be more open
about issues that are developing around them and are more adaptable to change. Studies in both
Western and African contexts have shown that peer influence can have great effect on students’
health behaviors. The sexual values of peers have been shown to affect students’ sexual risk
behaviors prior to and during university in the U.S. (Wetherill, Neal & Fromme, 2009). More
specifically, researchers have examined the influence of peer groups among U.S. university
students as a predictor (among several others) for HIV risk behavior (Cerwonka, Isbell &
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Hansen, 2000). In Botswana, one researcher examined how peer group pressures influence drug
and alcohol abuse, which are risk factors for increased spread of HIV/AIDS (Seloilwe, 2005).
More optimistically, however, others in South Africa have operationalized theory, in
consideration of the power of peer pressure and other psychosocial factors, to stem the spread of
HIV infection among young adults (van Wyk & Basson, 1994). Therefore, it is reasonable to
believe that through effective learning strategies, students on university campuses can serve as
influential mediators equipped with the skills to diffuse various types of hostile situations where
stigmatizing attitudes threaten the well-being of PLWHA.
The specific aims of the study were to:
1. Examine the most salient individual and contextual factors contributing to stigma among
Black and Colored students in South Africa;
2. Reduce HIV/AIDS stigma among South African students using a group-level educational
intervention; and
3. Test and validate an educational intervention effective in reducing and eliminating
HIV/AIDS-related stigma in South Africa.

Theoretical Framework
The PEN-3 Model (Airhihenbuwa & Webster, 2004), which offers insight into the
complex and interlocking spheres of identity, health, and behavior, was used to guide the
methodology and intervention development of this study. This model was developed in 1989 to
guide a cultural approach to HIV/AIDS in Africa (Airhihenbuwa & Webster, 2004). It also helps
in examining the health behaviors that are central to how people establish relationships and
formulate their own expectations. The model provides both a cultural and a conceptual

12

framework for researchers and interventionists to collaborate with communities when defining
health problems and seeking solutions for those problems.
PEN-3 is a cultural model designed to guide the planning of community based health
research, as well as to assist in the analysis of the results of qualitative and quantitative research.
It also serves to guide the planning, implementation, and evaluation of health interventions. The
model is made up of three interrelated and interdependent dimensions: Cultural Identity,
Relationships and Expectations, and Cultural Empowerment. At the level of research analysis
and intervention, the model guides researchers and interventionists in examining cultures from a
number of perspectives that range from positive to negative. The inclusion of positive aspects of
culture avoids the trap of focusing solely on negative aspects, which typically leads to blaming
the failure of programs on aspects of the culture that are misunderstood and ill-defined by the
researchers and interventionists (Airhihenbuwa & Webster, 2004). Figure 2 illustrates the PEN-3
Model.

CULTURAL IDENTITY

Person
Extended Family
Nei ghborhood

RELATIONSHIPS &
EXPECTATIONS

Perceptions
Enablers
Nurturers

Positive
Existential
Negative
CULTURAL
EMPOWERMENT
Figure 2. The PEN-3 Model
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Definition of Terms
AIDS (Acquired Immune Deficiency Syndrome) – This is a collection of symptoms and
opportunistic infections resulting from the depletion of the human immune system. AIDS is most
commonly transmitted through sexual relationships with an infected partner, but also through the
sharing of contaminated needles, blood transfusions, as well as during pregnancy, childbirth, and
breastfeeding. AIDS was first diagnosed in 1981 and is caused by the human immunodeficiency
virus.

Apartheid – An Afrikaans term literally meaning “separate.” This was a series of laws
implemented from 1948-1991 that systematically enforced segregation and discrimination on the
grounds of race in South Africa.

CDC (U.S. Centers for Disease Control and Prevention) – Headquartered in Atlanta, Georgia,
USA, it is one of the major operating components of the Department of Health and Human
Services. It is the nation’s premiere health promotion, prevention, and preparedness agency and a
global leader in public health. The agency seeks to prevent and control infectious and chronic
diseases, injuries, workplace hazards, disabilities, and environmental health threats (CDC, 2008).

HIV (Human Immunodeficiency Virus) – This is a retrovirus that primarily infects vital
components of the human immune system, such as the CD4+ T cells. It is the virus that causes
AIDS.
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PE -3 Model – This is a cultural model that was originally developed to guide a cultural
approach to HIV/AIDS in Africa. It was designed as a guide to planning community based health
research and has been used in planning, implementing, and evaluating health interventions. The
model consists of three interrelated dimensions: Cultural Identity, Relationships and
Expectations, and Cultural Empowerment (Airhihenbuwa & Webster, 2004).

PEPFAR (The United States President’s Emergency Plan for AIDS Relief) – Launched by the
United States in 2003, it is the largest investment ever made by any nation to combat a single
disease. The plan placed a premium on quick action and rapid results, and sought to substantially
increase the total number of people receiving AIDS treatment, care, and HIV prevention
information (CARE, 2008).

PLWHA (Person[s] Living with HIV or AIDS) – This is a term or acronym commonly used to
describe persons who have been positively diagnosed with HIV or AIDS.

U AIDS (Joint United Nations Programme for HIV/AIDS) – Headquartered in Geneva,
Switzerland, it is an innovative joint venture of the United Nations, bringing together the efforts
and resources of ten UN system organizations in the AIDS response to help the world prevent
new infections, care for people living with HIV, and mitigate the impact of the epidemic
(UNAIDS, 2008b).
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Summary
Stigma is one aspect of the HIV/AIDS epidemic that has been understudied. Its
underlying socio-cultural factors are important in understanding the reasons behind the
perpetuation of the spread of the virus, particularly in sub-Saharan Africa. The purpose of this
study was to assess changes in stigmatizing attitudes and perceptions related to HIV and AIDS
after the implementation of a series of relevant educational intervention components among a
sample of university students. This was done with a critical focus on socio-cultural factors such
as racial classification and cultural identity.
Chapter One of this dissertation work introduces the problem, and describes the purpose
of the study, as well as the basis and rationale for the research, the research questions, the setting
in which the study took place, and a definition of terminology used throughout. Chapter Two
provides a systematic review of the literature on stigma in general, as well as stigma in the
context of racial classification and cultural identity. This chapter also includes literature on the
issue of HIV/AIDS in South Africa. Chapter Three describes the methodological and analytical
procedures used in this study. Chapter Four addresses the results and interpretation of the study
findings. Chapter Five discusses the study limitations and implications and provides conclusions
and future recommendations.
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CHAPTER 2 – REVIEW OF LITERATURE
Though numerous efforts have been made over the last several years to address the
HIV/AIDS epidemic through educational and policy changes (Herek, 1999; Shisana et al., 2005;
Simbayi, Kalichman, Strebel, Cloete, Henda & Mqeketo, 2007), many countries and regions
throughout the world have experienced little or no change in their infection rates, and subsequent
deaths. Literature has shown that there is a strong link between HIV/AIDS and culture, racial
classification, socioeconomic status, and education. Minority and poorer groups of people have
been disproportionately infected with and affected by HIV/AIDS. People of color have been
most affected, particularly in sub-Saharan Africa and the United States (Okafor & Holder, 2003).
Discrimination and racism add “fuel to the fire” by blaming infected individuals, especially
minorities for their disease status, as to stigmatize the individual for both contracting the disease
and spreading it to others. This leads to an imminent breakdown in communication between
PLWHA and others, not to mention overwhelming psychological stress and feelings of
worthlessness on the part of PLWHA.
In South Africa, racial classification is a very salient issue and has relevance to how one
identifies him or herself. Therefore, it must be taken into consideration when assessing need and
developing targeted interventions. Blacks make up the majority of the population as well as the
majority of the HIV cases. Coloureds also contend with a great deal of HIV/AIDS stigma. Even
within and between these racial groups there is a great deal of blaming and “othering” for the
spread of the disease (Petros, Airhihenbuwa, Simbayi, Ramlagan & Brown, 2006). Stigma is
inflicted as a way to distance oneself from a situation that is perceived to be undesirable or to
avoid any negative labels that may be associated with it, in effect placing the burden of
responsibility for any undesirable consequences on the other party.
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South Africa’s apartheid past has had a profound effect on the psychosocial
manifestations of stigma as well as the existing interrelationships among its citizens. The
tortuous political violence and oppression that so many endured has the country trying to clean
up its shameful historical and racial past and portray itself as a new nation of civility and
humanity with a bright post-apartheid future. While it is true that South Africa has come a long
way in the areas of economic development and prosperity, it continues to struggle under a cloud
of inequality and disenfranchisement of the Black majority. Political corruption has also sent the
country spiralling for years on a coaster of controversy and notoriety. Some of that controversy
has been predicated on the Parliament’s response to the HIV/AIDS epidemic. While HIV/AIDS
is widely recognized as devastating to the country, some of its recent leaders, namely former
President Thabo Mbeki, were heavily criticized for failing to acknowledge the extent of the
problem (Campbell, Foulis, Maimane & Sibiya, 2005a). This, along with the widespread
stigmatization of sex in South Africa, has been linked to urgent efforts in recent years to rebuild
the nation. HIV/AIDS and its association with promiscuity and immoral sexual behavior threaten
to hinder progression toward a stabilization of the epidemic (Campbell et al., 2005a). Thus, in
order to move beyond South Africa’s awful apartheid past, the HIV/AIDS problem is being
hidden and the voices of those most affected continue to go unheard.
The following review of literature will explore some of the historical and current
arguments around the social milieu that influences AIDS-related stigma in South Africa. This
will provide supporting evidence for the need to explore stigma within the South African
university student population, particularly Black and Coloured students.
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Health and Culture
The Meaning of Health
Health is often associated with treatment, particularly after an unhealthy condition has
been diagnosed. This comes out of the historical influence of the medical model through which
health was conceptualized, operationalized, and achieved. Whether one is experiencing good
health or poor health it is likely that some sort of treatment has played a role. In the instance of
good health, treatment would have preceded a course of recovery and restoration to well-being.
In the case of poor health, treatment is usually prescribed and undertaken in hopes that it will
lead to better health. Treatment comes in many forms and is sometimes confused with healing
modalities or remedies. However, treatment is not necessarily a panacea. Its purpose oftentimes
is to simply bring under control a particular condition or illness in an effort to restore a sense of
balance.
This begs the question, “What is health?” Health can be conceptually defined with regard
to two general types: first, the medical science (mechanistic) view, which is the dominant
orientation of public health in the U.S. It “focuses on disease states and factors that predispose
people to, are associated with, or increase the chances of entering into a disease state” (McKinlay
& Marceau, 2000). The second type is the holistic view, which considers health to be “an
expression of the degree to which an individual is capable of achieving an existential equilibrium
. . .” (McKinlay & Marceau, 2000). More broadly, however, Crawford (1994) defines health as
“an important symbolic domain for creating and recreating the self.” Given the various meanings
of health, he goes on to question the implications for the cultural construction of the AIDS
epidemic, “an event that has generated a multitude of highly charged meanings attached to
individuals and groups” (Crawford, 1994).
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Health overall is very subjective. Approaches to health and treatment vary widely
according to cultural standards. It would be short-sighted to suggest that traditional medicine is a
panacea for all the health problems of Africans, or that all African Americans should accept their
particular health situations or ability to achieve a certain health status as normal, beyond which
they should never expect to excel. But understanding such beliefs and how they function in any
culture or society must begin with an understanding of the culture and its history (Airhihenbuwa,
2007a).
That differences exist relative to sexual behavior among African Americans undergirds
the need to be cognizant of and utilize different approaches to health promotion and disease
prevention. W.E.B. Du Bois concluded in his 1899 study, The Philadelphia egro, that “in
considering the health statistics of the Negroes, we seek first to know their absolute condition
rather than their relative status.” In other words, we must not simply compare Blacks to Whites
but must have a firm grasp on the entire set of conditions that creates vulnerability that, in turn,
leads to disproportionately high rates of disease and death among Blacks (Airhihenbuwa, 2007b).
Indeed, some of the behaviors that offset the deleterious health conditions that Blacks suffer pose
a number of challenges in implementing health promotion and disease prevention methods. In
addition, they require a researcher to look beyond his or her own individual perceptions and
biases of black health behaviors and try to understand how they relate to beliefs among Blacks
about health. I will elaborate further through the use of recent discourse on black sexuality in the
United States.
Stigma and the Social Construction of Black Sexuality
For centuries black sexuality – here I will use the term “black” to refer primarily to
African Americans, although the term technically encompasses anyone of African ancestry – has
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been demonized and categorized as something that is wrong, different, and culpable for a number
of societal ills that have plunged Blacks to the lower rungs of society (Du Bois, 1899). Research
has typically not examined relationships between the social context of racism in the U.S. (against
African Americans) and black sexual behavior (Ford et al., 2007). Furthermore, the authors state
that Black sexual behavior, especially among Black men, has been notoriously framed as
something deviant, immoral, and detrimental to “innocent” victims (i.e., White women). Thus,
sexual relations between Black men and White women are believed to occur either under alleged
coercion or most certainly through rape (Hill Collins, 2004). This view was the foundation of
earlier notions about black men being sexual predators prior to the emergence of the HIV
epidemic in the early 1980s (Graves, 2005; Davis, 1997).
Black sexuality is still regarded as different than “normal” sexuality rather than being
seen as something sensual, pleasurable, and shared intimately between two consenting persons
(Ford et al., 2007; Hill Collins, 2004; Roberts, 1997).
The increase in HIV/AIDS prevalence among Blacks and the disparities with which they
are continually plagued have only reinforced such inaccurate social constructions of black
sexuality. These social constructions also influence both individuals’ attitudes and behaviors as
well as how researchers conceptualize, measure, and strive to address disparities through health
promotion and disease prevention strategies (Ford et al., 2007). Linkages are often made hastily
between black sexuality and observed disease patterns (Hill Collins, 2004), and stigmatization of
disease (and of Blacks in general) is allowed to creep into social consciousness, hindering the
progress of any health promotion or disease prevention efforts meant to counteract persistent
disparities.
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The notion that Africans do not talk about or do not want to talk about sex has been
critiqued (Airhihenbuwa, 2007a). This author believes that such an assumption is based on a
rather broad and hasty generalization, especially coming from those who are unfamiliar with the
mores of African sexuality and its cultural underpinnings. Relatedly, there are people who feel
similarly about African Americans – that they do not, nor do they desire to talk about sex.
Perhaps, among African Americans, sex is seen as something that is to be discussed and shared
only between the parties who are directly involved. Perhaps it is borne out of African Americans’
spiritual values, along with their belief in a divine higher power over physical being with
emphasis on the divine over what is physical. Or maybe the assumption is based on something
more tangible, like the oppressive treatment imposed by slave masters upon the Blacks who were
relegated to lives of servitude and subordination during the days of institutionalized slavery. It
was not at all uncommon during this period for slave masters to have sex with (at the more
humane end of the spectrum) their Black female slaves, or even to rape them (at the more
horrific end of the spectrum), effectively stripping them of their dignity. Either way, it is true that
under such circumstances an inordinate amount of force was exacted using sex as a mechanism
of control. These are all possible explanations that could partly explain some of the differences
behind sexual behavior among African Americans.
To go a step further, homosexuality among African Americans is seen as rather taboo and
remains to a large extent cloaked in secrecy or in nuanced labels that define types of sexual
activity (e.g., the ‘Down Low’ or the ‘DL’). Thoughts behind this were that the stereotypical
homosexual was not Black (Ford et al., 2007; Staples, 2006). It was thought to jeopardize the
true meaning of black maleness or masculinity, which were already under attack before HIV and
AIDS. The spread of HIV/AIDS, which was initially linked with homosexuality, partly became
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the new attack on Black maleness and Black sexuality. Therefore, when research started to reveal
the effects of the HIV/AIDS epidemic on Blacks, stigmatizing beliefs started to take hold and
African Americans, sensitive to how similar the emerging characterizations of HIV/AIDS were
to those historically attributed to Blacks, redrew the boundaries to exclude homosexuals (Ford et
al., 2007; Staples, 2006). Undeniably homophobic, the action of denouncing homosexuality
among Blacks was an attempt to avoid attributing the plague (AIDS) to the black race (Cohen,
1997; Williams, 1997). This series of events had lasting implications for HIV stigma in the U.S.
and has been observed also in South Africa.
Issues in HIV/AIDS
South Africa has the highest prevalence of any country in the world of people living with
HIV or AIDS (Okafor & Holder, 2003; Shisana et al., 2005; PEPFAR, 2008; Meiberg, Bos,
Onya & Schlaama, 2008). The number of PLWHA, as well as the number of deaths in South
Africa due to AIDS-related causes, as outlined in the South African National HIV Survey
(Shisana et al., 2005) speaks volumes about the extent of the problem and the urgent need to
develop targeted programs and widespread interventions to combat the epidemic. Despite the
fact that the South African population, in general, has had good access to health information
regarding HIV/AIDS prevention, both the spread of the disease as well as stigmatizing behaviors
within the communities continue to persist. A recent literature review reveals that, on a societal
level, stigma undermines efforts to promote social programs to assist PLWHA (Kalichman,
Simbayi, Jooste, Toefy, Cain, Cherry & Kagee et al., 2005). On an individual level, stigma is a
key obstacle to HIV/AIDS prevention, care and treatment (Campbell et al., 2005a; Kalichman et
al., 2005; and Parker & Aggleton, 2003). When paired with discrimination, stigma often creates
the circumstances for spreading HIV (Letamo, 2003).
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Aside from the epidemiological existence of HIV/AIDS, a host of social, political,
cultural, and environmental variables must be taken into consideration when studying the
progression of the disease in populations. One of the most difficult aspects of population-based
study is recognizing cultural influences that determine health outcomes and working through the
lens of someone else’s cultural identity.
HIV/AIDS, which is shrouded in socio-cultural-political arguments, is viewed in many
African communities as the ultimate devastation because of its heavily stigmatized, incurable
nature. It is also a disease that sometimes causes people of these communities to lean heavily on
non-traditional forms of treatment and healing. Currently anti-retroviral drugs (ARVs) are seen
as the gold standard of HIV treatments. However, they remain cost prohibitive for far too many
people who are infected, which is why non-allopathic approaches are often adopted. Spiritual
healing is often sought among African Americans; for many Africans, particularly those in rural
areas, traditional healing is a more desirable route of health care (Airhihenbuwa, 2007a). Herbal
remedies are often used as treatment for HIV/AIDS and other conditions in African societies.
The Meaning of Culture
Culture is defined as a collective sense of consciousness (Airhihenbuwa, 2007a) that is
anchored in a shared history, linguistic code, and psychological lineage (Diop, 1991). It is also
an important component of how people define selfhood (Airhihenbuwa, 2007a). Because health
and treatment are often defined within a given culture their operationalization differs from
community to community. This is especially true for highly charged issues like HIV/AIDS,
which continues to ravage both African and African American communities. In African ways of
knowing, which is discussed further in-depth later in this chapter, health concerns are usually
dealt with at the level of the community (or at least with the collective input of the family).

24

Members come together either to offer treatment and advice to caregivers, elders may pray over
the sick, and traditional healers may be sought for their expertise according to the customs of the
community or when all other methods of treatment fail and the realization of good health
becomes more and more elusive.
African Ways of Knowing
Noted scholar and author Chinua Achebe said, “No man should enter his house through
another man’s gate” (quoted in Airhihenbuwa, 2007b). This draws attention to the importance of
how we contextualize health problems and offer solutions – in this case in African culture. It is
important for social and behavioral scientists to realize that cultural identity has a central role in
public health and health education; it can serve as an important gateway for advancing health
promotion (Airhihenbuwa, 2007b) in any community along any demographic. In order to engage
in contextual study of HIV/AIDS among Africans the following discussion will draw upon
scholarship in historical research on health and culture.
The first thing social and behavioral scientists should do is become familiar with African
ways of knowing. For years, both communities have been condescendingly described and
defined by conventional assumptions about their identity. They have not been afforded the
opportunity to shed light on their own circumstances through their own identities, such that they
can clarify and perhaps provide a better understanding of the cultural influences that drive certain
health conditions and that inform solutions to avoid them. That is to say, it is necessary to
confront problems within the African community with African-centered solutions, but they
should be grounded in theories and frameworks for producing health behavior change at the local
level (Airhihenbuwa, 2007b). Prevention efforts should be anchored in local culture before
dissemination and application to the broader, generalizable community, thereby ensuring that the
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methods and context are appropriate to the population in which you are trying to promote
change.
A critical point that Airhihenbuwa (2007b) makes is the need to be certain about the
motivation for one’s interest in studying and intervening in Africa. How social and behavioral
scientists are introduced to a population and the preconceived notions held about that population
and its identity greatly influences their approach to studying such a population. Unfortunately,
many scholars only see African communities as scarred, miserable, and crisis-laden, which is
what makes them interesting and worthy of study in the first place (Airhihenbuwa, 2007b). This
is a misinformed approach and is less likely to be mutually beneficial. Unless a social or
behavioral scientist is personally connected to or invested in the African community, he or she
cannot fully know what it means to be an African. Therefore, it is nonsensical for the scientist to
operate under the assumption that the identities of these two communities are riddled with
despair and squalor – in as much as it makes no sense to assume that White communities are the
picture of pure health.
A related issue, as Airhihenbuwa (2007b) notes, which is even more problematic than the
issue of misrepresentation of African identity, is the question of the researcher’s professional
identity and the fact that this identity often serves as the referent against which HIV/AIDS in
African communities is framed. Airhihenbuwa (2007b) poses the question: “Can you define who
you are without referencing what you do?” This is usually very difficult for researchers because
in their minds what they do (as well as what they have achieved to reach the point of who they
are) gives them the credence, the ability, and the authority to conduct the research in those
communities in the first place. This is yet another arrogant notion that encapsulates two distinct
factions in the war against HIV/AIDS – “me” (or “us”) vs. “them.” Social and behavioral
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scientists should seek to look beyond their professional capacities, but more on their personal
and cultural identities in order to better gauge how their efforts can be effectively carried out
while respecting and engaging the identities of those in the communities.
HIV/AIDS continues to ravage many communities, not just African communities. The
social and contextual climate of the issue is ever-changing, and there is no doubt that culture is
central to HIV/AIDS prevention, both as a health and as a social issue (Airhihenbuwa, 2007a).
Each effort aimed at curbing the epidemic must be designed and implemented in consultation
with the community. This includes understanding the dynamics of cultural interactions and
education, the context of values and meanings within the communities, and addressing the
underlying issues of discrimination and stigma as they relate to cultural identity.

The Concept of Race
Much scholarly discourse (Kaufman & Cooper, 2001; Krieger, 2000b; King, 1997) has
been devoted to the methodological approaches of deciphering the meaning and significance of
racial classifications in health in American and other societies. The conventional viewpoint in the
social sciences is that “race” is essentially a social concept that advances a form of social
stratification rather than a set of distinct group physiological predispositions or characteristics
(King, 1997; Williams, Lavizzo-Mourey & Warren, 1994). Some scholars have further argued
that contemporary research on race and health uses poorly defined labels to describe study
populations (Bhopal & Donaldson, 1998). Others have argued that the putative meanings and
assumptions about “race” are appropriate and practical representations of group biological
characteristics, and to a lesser extent, cultural patterns, social distributions, and other societal
attributes (Ellison & de Wet, 1997). The controversy over the scholarly and political validity of
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these arguments continues today (Corbie-Smith, Henderson, Blumenthal, Dorrance & Estroff,
2008). For this research, however, race is referred to as a social concept.
Institutionalized definitions of racial classifications often clash with personal and cultural
identities that have grown more varied over the last several decades with an increase in racial
mixing and broad migration patterns throughout the world. This seems to have fostered an even
greater need to establish clear-cut boundaries between social groups on the basis of racial
classification, whether those boundaries are defined solely by skin color and other genetic and
physiological distinctions, or whether they point to more prescribed socio-cultural nuances of a
particular group. Either way, because of our penchant for labels and social categorization
(Bernasconi, 2001), standard practice in modern society would seem to dictate that despite a
person’s individual complexities, he or she is firstly identified by his or her race.
The concept of race has certainly become a contentious issue in the battle currently being
waged against inequities and disparities in health. Many conceptualizations of disease
manifestation are inextricably linked with groups that tend to be more vulnerable to certain
diseases. These linkages rest largely on the belief that race is a primary determinant of health
status. What is considered “good health” and what is considered “poor health” is also somewhat
of a subjective matter that is conceptualized differently by distinct groups of human beings on
the basis of deeply rooted belief systems and practices that fall within a prescribed cultural
paradigm. Rather than promoting understanding and good will toward those who may be
experiencing less than optimal health outcomes, these beliefs tend to create intra-group discord
fueled by discrimination and stigmatizing behaviors.
Race is one of many different social identities that determine exposure to disease
(Packard, 1990; Farmer, 1999). Some authors argue that race is a mere social construction
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(Jones, Truman, Elam-Evans, Jones, Jones, Jiles, Rumisha & Perry, 2008). Others argue that it is
a means of social control that perpetuates economic, social, and political inequality (Coates,
2008 & Krieger, 2000a). This lends credence to the socio-historical frame of reference with
which race must be examined in relation to social conditions, including population health status.
According to Fassin (2001), human existence is characterized by a social order that is defined by
hierarchies and inequalities. AIDS, therefore, can be viewed as a unifying factor as well as a
dividing factor. AIDS not only unites human beings in common suffering, it also divides them in
terms of exposure to risk and access to treatment (Fassin, 2003). He goes on to state that there
are other factors leading to disparities among individuals, including the distribution of wealth,
the status of women, and health and social policies (Fassin, 2003), all of which carry rather
conspicuous racial undertones both in South Africa and in other countries. This racialization of
certain health conditions, particularly HIV/AIDS, has created a basis for HIV/AIDS-related
stigma.
Like stigma and race, social stratification is a phenomenon that has always existed. There
are many different levels of social stratification (e.g. socioeconomic status, class, religious
affiliation, etc.). However, one of the most prevalent and pervasive levels is that of race. The
conception of race is often used to better understand and classify disease prevalence across
different groups, just as it is used to alienate and stigmatize on the basis of certain qualities or
characteristics. Many of the problems borne out of racial classification and social stratification
with regards to health in the U.S. are similar to those experienced in South Africa – perhaps to a
larger degree.
The fact that health is central to our well-being (Sen, 2002) is both well-founded and
empirically supported. Though not always convenient or easy to achieve or maintain by some, it
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is undoubtedly something that we all seek at one point or another. What is considered good
health goes a long way in helping to delay premature morbidity and mortality, boosting selfesteem, and increasing opportunities to achieve personal and collective goals in life. Of course,
we do not exist in an ideal world, and ‘good health’ continues to elude a number of people and
societies throughout the world. Generally we have experienced ostensible improvements in
health status around the world through numerous medical and technological advances over the
centuries, as well as a vast body of interdisciplinary knowledge disseminated by researchers,
scholars, and thinkers. Still, there remain a number of determinants (social, economic, etc) that
are historical in nature and prevent equity in health and the elimination of health disparities
(CSDH, 2008).
Historical Context of Race in South Africa
South Africa is a relatively developed country that has seen a great deal of social and
economic prosperity since the end of the apartheid era. However, a number of residual effects of
apartheid remain. One of those effects is the apartheid government’s stratification of its racial
classification system into four groups: 1Black, Coloured, White, and Asian/Indian. In South
Africa, the term “Coloured” is used to refer to people who descended from multiple Asian,
European, or African ancestry (Erasmus & Pieterse, 1999). Racial identity in South Africa is
extremely important because it dictates much about how or whether a person is privileged or
disadvantaged, as well as how individuals interact with persons across different racial categories
and with people within their own race. During apartheid, segregation was the rule, which was
enforced structurally in housing and in schools as it was in social interactions. That period
imposed great strain on the race relations of the country and was characterized by oppressive
differentiation and marginalization of Blacks and Coloureds. People belonging to these racial
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groups suffered lives of poverty, economic instability, discrimination, and overall
disenfranchisement. Racial differentiation was imposed at every turn and institutional racism
manifested as a lack of opportunity and encouragement for Blacks and Coloureds to excel or
access services to which they were rightfully entitled. This fed acts of personally mediated
racism through which labeling and stigmatization were perpetuated. Inevitably a course of
internalized stigma followed, which deflated the self-worth of an entire people and propelled a
constant barrage of negative messages about the “inferior” races that would eventually become
infused into the societal norm.
South Africa’s apartheid legacy directly influenced the way race had been conceptualized
throughout the country. Amidst the discriminatory practices that were so much a part of the
political and economic environment (Williams, Gonzalez, Williams, Mohammed, Moomal &
Stein, 2008; Charaase-Pouele & Fournier, 2006), certain health disparities among the nation’s
racial majority became evident (Campbell & Williams, 1999).
While the country has made great strides since apartheid towards mending race relations
and social harmony, there are still a number of forces that continue to impede progress. Most
notably, racism remains interwoven with class inequalities and continues to affect where people
live, their housing conditions, and their skills to access available employment. While Black
South Africans have gained a significant amount of political power post-apartheid, Whites
remain primarily in control of the country’s economy. Poverty is systemic and unemployment
remains a major problem that disproportionately affects Blacks and has intersected with the
impact of HIV/AIDS to further disadvantage poor, Black South Africans. These problems
continue to be defining factors of the social inequity occurring in a society that is trying so
desperately to shed its image of oppression and disenfranchisement of Blacks. It is no wonder
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that the racial groups that experience the most inequality, oppression, and disempowerment
continue to experience stigma at many levels.

The Concept of Stigma
According to Goffman (1963), stigma involves categorizing others in terms of what
might be expected from them. Stigma arises when a person’s audience realizes that the person in
question somehow falls short of their assumed expectations (Santoro Tomlin, 1991; Goffman,
1963). Alternatively, others have defined stigma as a “negative social label that identifies people
as deviant” (Ford et al., 2007). As it relates to disease and health, stigma is usually imposed on a
person or a group as punishment for engaging in behaviors that are socially unacceptable. In
effect, stigma distances the morally upright and so-called “normal” individuals from those who
are viewed as a threat.
Stigma is an extremely pervasive phenomenon, which has a powerful force over
societies’ perceptions and attitudes toward others who are viewed as otherwise unfit or
threatening by their very presence. This is what makes stigma so troubling and sinister. It has the
power to socially marginalize while at the same time consign an entire group to a state of
helplessness and despair (which sometimes manifest as poverty and isolation) through
discriminatory practices they experience. As a construct, stigma is a major impediment to disease
prevention and behavior change efforts because it is inextricably linked with suspicion. When
something threatens to disrupt or alter what is familiar to us we frequently try to ward it off, and
if that is not possible we constantly keep our guard up and hurl objects at it (figuratively) in an
attempt to inflict harm or at the very least keep the threat at a distance. For example, the spread
of HIV is seen as a constant threat in Black communities. The suspicion that the spread of HIV is
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caused by deviant, unsafe, and immoral sexual practices as well as unscrupulous behavior
automatically places a barrier between those who carry the heaviest burden of the disease (i.e.
“them”) and those who blame them for the disease (i.e. “us”). If suspicion and distrust are
engulfed in the politics of Black (either African or African American) identity, the representation
of Blacks as an oversexed population in the Western imagination has diluted any analysis that
may question the role of medical care or other culpable factors in the spread of HIV
(Airhihenbuwa, 2007a). In effect, attributing the spread of HIV to a specific group is a tell-tale
sign of “othering” behavior, which creates an inaccurate perpetrator/victim dichotomy, to which
society readily subscribes. As explained by Crawford (1994), cultures that are continually
preoccupied with policing the boundaries of legitimate selfhood become equally obsessed with
persons who do not conform to the mandated categories, and, in fact, develop an even greater
stake in creating persons who represent broken boundaries. Different groups tend to develop a
fear, fascination, and a sense of horror of the “other” – a person who is believed to possess all the
characteristics that are antithetical to conventional selfhood and legitimacy (Crawford, 1994). In
essence, we have conceded to the existence of the “bad apple” and now must make an example
of him for all to see in order to justify our stigmatizing behaviors and maintain the sanctity of our
own seemingly untainted existence.
Thus far, this discussion has centered on how stigma is promulgated through individual
interactions. It should not be surprising, however, that the ramifications of stigma can be far
more damaging at the institutional level. When the collective notion is to find fault with an
individual or with a group of individuals for something that goes against the societal norm it can
have devastating effects on human interactions and can result in the downward spiral of a wider
population. HIV/AIDS stigma in the context of hospital and clinical settings exists in some
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African countries because it is easier to blame the patient for his or her undesirable state than to
assume a collective responsibility for controlling the virus. HIV-positive individuals are
reportedly discriminated against by clinical staff and denied treatment or support by counselors
(Shisana et al., 2005). Their status is often broadcast as a means of embarrassment and they are
left without the assurance of confidentiality or discretion, on top of an almost unbearable
physical and emotional burden. Likewise, in schools or in the workforce those living with HIV
are systematically ostracized. At its best, the negative symbolism of HIV/AIDS can galvanize
support for eradication and relief efforts to reduce premature mortality and ease the pressure on
an overburdened health care system. At its worst, however, the negative symbolism of
HIV/AIDS captures key images, such as the “diseased” other, the sexually deviant other, and the
minority other, and immobilizes them as part of a cultural politics of unhealthy self (Crawford,
1994).
Aside from HIV/AIDS, stigma manifests in other aspects of society. We have seen over
the last several years the destruction that has been caused to certain ethnic groups and U.S.
international relations as a result of the terrorist attacks of September 11, 2001. The result is that
Muslims are collectively stigmatized, ridiculed, and discriminated against because of the ill will
of a few.
Certain forms of stigma have been or are becoming arguably more socially acceptable. In
cases of child abuse or incest – often viewed as heinous crimes against helpless victims – people
often demonstrate sympathetic and aversive feelings toward stigmatized groups, resulting in
erratic and amplified behavior toward them (Santoro Tomlin, 1991; Katz, 1981). Stigma,
therefore, is a mixture of contempt and compassion which leads to both exaggerated kindness
and avoidance (Santoro Tomlin, 1991; Katz, 1981). This type of stigma is usually uncensored
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and does not warrant punishment. For example, the cycle of abuse could be perpetuated for
generations. Stigma can also be attached to actions that have negative consequences but are not
viewed socially as wrongdoings. Under the protection of a culture that does not punish such
activity they are allowed to continue, though they may have more long-term consequences that
could drastically alter the permanence of that particular society. For example, professional
malfeasance, while heavily regulated throughout government and academia in the U.S., might
result in no more than a minor reprimand for the responsible party in other business and industry
professions, like investment brokerages and law firms, where profit oftentimes drives behavior
rather than integrity. The question may rest on the nature of power relations. Those in power can
avoid stigma in ways that the powerless cannot. The longer stigmatizing behaviors are allowed to
continue, the more divisive they become.
Given these few examples, it would seem almost impossible to eliminate stigma from our
social existence. HIV/AIDS stigma is one of the most powerful and robust forms of stigma.
Therefore, we must rely on public health professionals and policy makers to address the practical
realities of HIV/AIDS and stigma.
To begin to overcome the challenge of eliminating stigma the central focus must be on
trustworthiness in order to regain the support of communities that have historically been
victimized (Airhihenbuwa, 2007a). Cultural oppression and unethical impositions upon groups
(especially minorities and the poor) that had little or no voice in political arenas were often
allowed to take place without question. Wrought with discrimination and racism, these events
left irreparable scars of mistrust and disillusion on those who, for decades, endured undue
suffering, subjection, and subordination – oftentimes unknowingly.
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Putting this into a historical context Crawford (1994) states that from the close of the 15th
century, sexually transmitted diseases have become the building blocks of fantasies of contagion
originating from already stigmatized groups and various policies of containment. People were
involuntarily quarantined and isolated because of their alleged uncontrollably diseased states.
Social historians have extensively explored the underlying relationships of class, race, gender,
medicine, and morality in the control of sexually transmitted diseases. Scholars like Allan Brandt
(1985) have shown how in the U.S. thousands of women were incarcerated during and
immediately after World War I in response to an imagined “enemy at home” (Crawford, 1994).
James Jones (1981) has described the syphilis experiments using black sharecroppers and day
laborers at Tuskegee University between 1932 and 1972 and the racist beliefs that justified them
(Crawford, 1994; Airhihenbuwa, 2007a). Harriet Washington (2006) provides a comprehensive
history of medical experimentation on African Americans, from unauthorized autopsies and
dissections to experimental exploitation, which was underscored by the view that Blacks were
biologically inferior, oversexed, and unfit for adult responsibilities. Such regrettable and
historical events have led to a greater mistrust of medical science, researchers, and governmental
institutions, which often sanctioned measures that purposefully disenfranchised the so-called
lower class as inferior beings. This has affected the frequency of and the types of health care
individuals receive today. Health care professionals sometimes find it difficult to convince an
African American, for instance, that he or she needs to undergo a complicated, potentially lifesaving medical procedure because that person might make an immediate association with death.
Based on history, the individual might have had preconceived notions about modern medicine
and the supposed lack of value placed on her own life before setting foot in the physician’s
office. Though a less-than-desirable part of her history, the patient might still identify strongly
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with historical medical abuses and be reticent in trusting institutional entities that claim to want
to help in the name of health and wellness. The same is true when AIDS relief workers enter a
community to distribute much-needed antiretroviral (ARV) treatments and medical assistance or
when researchers desire to conduct a study on the effects of HIV/AIDS and prevention strategies
that could someday reduce the number of lives lost to such devastating infections.
Stigma, Trustworthiness, and HIV/AIDS
Stigma is a significant barrier to HIV/AIDS prevention and treatment (Airhihenbuwa,
2007a; Deacon, Stephney & Prosalendis, 2005; Herek, 2002; Simbayi et al., 2007). There is a
need to re-establish institutional trustworthiness in order to make better progress in tackling
HIV/AIDS. Institutional trustworthiness is often centered and established on consistent attention
to high priority needs of a society as well as the response to those needs. The personal integrity
and regard embodied by representatives of an institution also play a role in establishing
trustworthiness. Therefore, as a realistic goal, it behooves public health professionals and policy
makers to focus on international trustworthiness in order to change institutional behaviors toward
HIV/AIDS. This can be achieved by changing policies and practices that created the mistrust of
institutions in the first place (Airhihenbuwa, 2007a). Starting at the source of the problem is
likely to be more effective than focusing on the behavior of the victims. Also, studying
inequalities from the perspective that disenfranchised populations are inherently poor or
impoverished does not create trust or a willingness to adhere to health promotional
recommendations rendered at the institutional level. In order to combat the practical realities of
HIV/AIDS and stigma public health professionals and policy makers should work to prevent the
occurrence of stigma by first controlling their own tendencies to stigmatize. This will open the
door to more focused and directed discussions on eliminating stigma. Finally, once the
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elimination of stigma (or at least of future stigma) has taken hold, the pattern of stigma against
PLWHA will start to dissipate and a reduction in the consequences of stigmatization of PLWHA
will be realized. Perhaps the first reality that must be reconciled, however, is that no one of these
goals can be accomplished singularly.
To say that stigma is an inevitable product of social interaction and systems or that it is
impossible to eliminate it from our social existence is a bit fatalistic. While it is by no means an
easy undertaking, purging the fabric of our social existence of the resistant stains of stigma is
possible. But it is likely going to require a different approach by those who have the power to
enact change by tapping into and clearing out the deep-seated behaviors and perceptions that
have been institutionalized as part of the history of human interactions, and which continue to
fester in the wounds of prejudice, inequality, and despair around the world.
Race, Stigma, and HIV/AIDS in the U.S. and South Africa
Both racism and poverty, to a large degree, continue to fuel the unyielding stigmatization
of those living with HIV/AIDS and exacerbate the burden of AIDS borne by Blacks whether in
the U.S. or South Africa. “Racialized” stigma is frequently articulated through both health care
and prevention practices in society (Gary, 2005; Bird & Bogart, 2001; Williams, 1999). To bring
the question of race closer to home, the impact of race on HIV/AIDS in the U.S. can be
compared with that in South Africa by first acknowledging the fact that HIV/AIDS has also
devastated the African American community in the U.S. In 2000, African Americans represented
12 percent of the total U.S. population and made up nearly 38 percent of all AIDS cases. Also in
2000, new cases of AIDS among African Americans were reported more than any other racial or
ethnic group. They made up nearly half of all reported AIDS cases. The reported AIDS rate for
African Americans was two times the rate for Hispanics and eight times the rate for Whites.
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African Americans also represented (and still do represent) a high proportion of all HIV/AIDS
diagnoses (Okafor & Holder, 2003). Today the statistics regarding AIDS among African
Americans, as well as Black South Africans, remain high. Likewise, stigma remains a
fundamental barrier for both groups in accessing appropriate HIV/AIDS treatment, care, and
support within their respective communities for fear of rejection and isolation.
Stigma commonly manifests as the result of an attribute – especially one that is ascribed
negative social meaning – that is attached to an individual and is discredited by society (Berger,
Ferrans & Lashley, 2001). This can drastically change the way people view themselves (either
individually or as part of a collective). People who are stigmatized are often seen as deviants
who have brought shame on themselves, and are consequently shunned, discredited, rejected, or
penalized. From the viewpoint of the stigmatizer, shunning those who possess such undesirable
qualities (e.g. HIV/AIDS) consciously provides a necessary distance between himself or herself
and the deviant. For example, within the African American community, homosexuality and
intravenous drug use were (and still are to a great extent) viewed as shameful behaviors and were
considered taboo.
For generations, HIV/AIDS has been framed as an “African disease,” or one from which
the rest of the world tries to distance itself (see for example, Patton, 1990; Junger & Oinas,
2004). The blaming that occurs as a result of this is characteristic of how the disease remains
constructed as an illness of poor, Black communities (Petros et al., 2006). This is especially true
in the wake of the racial strife that was characterized by violence, abandonment, and suffering
during the apartheid era. As Fassin (2003) noted, “it is unacceptable that Africans, who have
repeatedly been the victims during their country’s history, should once again have to pay the
highest toll . . .” He also noted that the diseased, over-sexualized portrayal of Africans in AIDS
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prevention campaigns is viewed as nothing short of racist, which has caused staunch resistance
and unwielding stigmatization (Fassin, 2003). Therefore, to encounter a person infected with
HIV meant that the person was automatically labeled as an outcast. However, in the developing
world, HIV and AIDS were products of the dominant and socially sanctioned form of sexuality
and relationship practice (i.e. heterosexual partnerships), though nonetheless undesirable. This
example provides a contrasting view on the position of HIV/AIDS in U.S. and South African
societies.
Over time, labels like “sexually immoral,” “unclean,” “dangerous,” and “promiscuous”
came to be associated with Blacks and other minorities – essentially anyone who did not fit
within the White racial classification. Borne out of racially charged motivations, such labels
were used to stratify individuals and groups even further (e.g. poor, underprivileged,
disadvantaged, etc.). It was not long before the same stigmatized qualities of Blacks and other
minorities (in both the U.S. and South Africa) were soon being ascribed to those living with
HIV/AIDS. The linkages were obvious as racism systematically marginalized groups, thereby
allowing Whites to amass power and authority. However, due to political intervention in recent
years and a partial retraction of institutionalized racism, one might think that the balance now is
not quite as discrepant, nor the outlook for Blacks quite as dismal. There is little truth to this, if
any at all. More opportunities exist now for the collective voice of Blacks to be heard. But this
by no means allows for a relaxation in the struggle for equality, nor does it signify the end of the
journey to achieving a harmonious existence between the different racial groups that leaves no
room for racism, intolerance, and stigmatizing behaviors.
Wisdom teaches us that if we do not learn from our past mistakes and transgressions,
history is bound to repeat itself. Many lessons have been learned as a result of conventional
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social thought regarding race and the instituted or reinforced social control mechanisms that, for
so long, suppressed (and continue to suppress) Africans and African Americans (King, 1997).
They have been applied in the research arenas of public health (e.g. HIV/AIDS prevention),
social justice (e.g. labor force management), and public policy (e.g. racial profiling), among
others. However, race as a social construct inextricably embodies the struggle of Africans and
African Americans for social equality and human rights (King, 1997). Therefore, none of the
aforementioned issues can ever be separated from this historical legacy.

South African University Students and Stigma
Peer groups play a very influential role in the lives of young people, even into young
adulthood. Once young people reach university age, they are considered by most standards to be
adults. This statement can be argued, of course. However, what is not in dispute is the fact that
most young adults are able to make and act on their own decisions, even decisions about sex and
sexual practices. HIV prevalence in South Africa is highest among young people, with those ages
15-24 and living in the Western Cape having an 11.2% prevalence rate (Simbayi et al., 2005;
ZAWECA Project, 2005); that is, more than one in ten South Africans ages 15-24 years is HIVpositive (Campbell, Foulis, Maimane & Sibiya, 2005b). Recent research data by the
Reproductive Research Health Unit in Johannesburg, South Africa indicates that 77% of young
South Africans living with HIV/AIDS are female (ZAWECA Project, 2005). Within this age
group, one very vulnerable group is university students. Although this might be widely
recognized throughout the research community, the university student population has not
received the necessary attention afforded other populations when it comes to assessing the
prevalence of stigma (Cooper & Foster, 2008-2009) and sexual risk behaviours (Flannery &

41

Ellingson, 2003). Furthermore, efforts to curb stigmatizing attitudes toward PLWHA on
university campuses – both in South Africa and in the U.S. – are sorely lacking.
Previous research also shows that South African youth report high rates of risk behaviors,
multiple sex partners, and infrequent condom use (Eaton, Flisher & Aaro, 2003; Kelly, 2000;
Reddy, Meyer-Weitz, van den Borne & Kok, 1999 all in Simbayi et al., 2005). First year female
students in residences are particularly vulnerable and at risk as it is often their first time away
from home, and often experience immense pressure to engage in high risk behavior such as
substance abuse and unprotected, coercive sex. This information highlights the fact that
university students, and female students in particular, fall into a very high risk group for HIV
infection (ZAWECA Project, 2005).
The situation among South African university students is compounded by the fact that
many of them come from areas where they have not received adequate and accurate information
about HIV/AIDS. Oftentimes they have not been taught the life skills necessary to assert
themselves in such high risk situations as those described above. In addition to this lack of
knowledge about HIV, university students often take many liberties with their sexual behavior,
leading to instances of coercive or transactional sex, high rates of sexually transmitted infections,
and an increased likelihood of spreading HIV (ZAWECA Project, 2005). For those who have
contracted HIV, acts of stigma are sure to be inflicted upon them at some point in time.
University is a time for many to explore possibilities that may not have been afforded
them otherwise. It is also the transition point from adolescence to adulthood. Not only are
students exposed to what is taught to them in the classroom, they are theoretically learning
through their interactions with peers and colleagues and gaining a sense of self-awareness and
perhaps social consciousness. University students are confronted with many obstacles, not the
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least of which is offensive behavior rendered by fellow peers in the event that a fellow student is
actually different from them. This could be a difference in upbringing, socioeconomic status,
educational background, race, sexual orientation, political ideology, religious affiliation, culture,
or any number of characteristics. It could even be a difference in health status, which is neither
understood nor accepted by the larger majority. An HIV-positive status, if discovered, could
draw harsh reactions from fellow peers, thereby causing the PLWHA to feel awkward, go into
social isolation, and fail to disclose his or her HIV status to future partners. This often results in a
number of negative health behaviors, such as not seeking voluntary testing (Meiberg et al.,
2008), and a lack of testing means those who are HIV-positive may not know to seek appropriate
treatment, care, and support.
Susceptibility to stigma is high among university students living with HIV or AIDS.
Students become keenly aware of their differences when they are confronted by others who do
not think as they do, or who do not have the knowledge to leverage conversations of
reconciliation and understanding. Therefore, an assessment of stigmatizing attitudes on a
university campus in South Africa would be appropriate along with an intervention aimed at
educating students about HIV/AIDS and about how to support fellow students who are coping
with the disease.
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CHAPTER 3 – RESEARCH DESIG A D METHODOLOGY
This was a university classroom-based study that sought to engage students to embrace
strategies to eliminate stigmatizing attitudes and perceptions and to not discriminate based on
HIV health status. It also sought to increase the self-efficacy of individuals’ intent to reduce
stigmatizing behaviors against those who are living with HIV or AIDS. In addition, the study
incorporated a series of educational components to aid in changing the perspectives of those who
stigmatize in order that they may learn to be supportive of PLWHA.

Research Design
The design of this research study was influenced by the three specific aims outlined in
Chapter One. Those aims, all of which were addressed at various points throughout the duration
of the study, were to: 1. examine the most salient individual and contextual factors contributing
to stigma among Black and Coloured students in South Africa; 2. reduce HIV/AIDS stigma
among South African students using a group-level educational intervention; and 3. test and
validate an educational intervention effective in reducing and eliminating HIV/AIDS-related
stigma in South Africa.
The premise underlying the design of the program was that the greater the focus on
stigma prevention, the less likely students would be to maintain negative stigmatizing attitudes
and perceptions against PLWHA. In other words, students who engage in more knowledge
sharing and who receive more education regarding HIV/AIDS stigma will stigmatize PLWHA
less than those who do not receive an educational intervention. This was an exploratory study
using a non-random sample of four intact classrooms divided into two groups (treatment group
and control group – two classes per group) of approximately 75-100 students in each class. Two
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of the classrooms were at the University of the Western Cape in Cape Town, South Africa, and
the other two were at the University of Limpopo in Limpopo Province, South Africa.
A focus group was conducted among 12 students at UWC as an initial assessment of any
new or different information from the community based focus groups on which an earlier pilot
study was based. This was done to determine if the questionnaire would need to be modified. As
background to this study, the researcher previously conducted a study in 2007 in some of the
communities around UWC to quantify the role of race and cultural identity in HIV-related
stigma. The 2007 study, which was a supplement to a larger five-year capacity building pilot
study (Airhihenbuwa, Okoror, Shefer, Brown, Iwelunmor & Smith et al., 2009) examined
perceptions of stigma among adult Black and Coloured South Africans in relation to family
support, health care support, and personal experiences of living with HIV/AIDS.
Upon completion of the focus group for the present study, the researcher determined that
the questionnaire was acceptable in its original form to be used for data collection at both
locations. Following the initial questionnaire at both locations, the control group continued to
receive a course of sustained usual care (i.e. regular classroom education with no discussion
regarding HIV or stigma). The treatment group participated in a series of educational
interventions as well as in-class discussion regarding HIV and stigma at regular intervals, which
integrated issues of race and discrimination as they relate to HIV and stigma. The intervention
was led entirely by the researcher. Beginning approximately one week after the initial
questionnaire was administered one component of the educational intervention was administered
for approximately one hour, once per week for three weeks at each university. A postintervention measure was taken using the same survey as before approximately one week after
the end of the final educational component to assess changes in attitudes, perceptions, and beliefs
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toward PLWHA. The research was designed as a pre-post quasi-experimental design and was
conducted as follows:

(Group 1)

O1

O2

– – – – – – – – – – – – – – – – – – – – – –

(Group 2)

O1 X1 O2

It was hypothesized that the results of the post-test questionnaire would show that the
treatment group had fewer stigmatizing attitudes and more positive attitudes and beliefs toward
fellow students living with HIV or AIDS than those in the control group who received no
intervention outside of their usual classroom curriculum. The results are to be used to help
implement future interventions centered on reducing stigma in South African university settings.

Focus Group
With regard to the first specific aim of the study, a focus group was conducted with a
group of 12 students. The focus group served a dual purpose, which was to assess the stigma
beliefs of the Black and Coloured university student population in South Africa, and to
understand the nature of the issues that play a role in HIV stigma among university students. The
focus group only involved students from one university (UWC). Resource constraints prevented
the investigator from conducting focus groups at both universities as originally planned. Also, it
was assumed that any issues that were most relevant to the study sample or any necessary
modifications to the questionnaire would be brought up during the initial focus group. The
discussion points centered on questions asked during focus groups in the larger capacity building
project (Airhihenbuwa et al., 2009), on which this study is based. Those questions illuminate the
existence of stigma within various contexts, and allow participants to relate those contextual
elements to stigmatizing behaviors imposed on the basis of race or cultural identity. The focus
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group that preceded this study gave the researcher an opportunity to determine the relevance of
the measurement items compared with previously developed HIV stigma survey instruments. So
as to alleviate bias and the potential for study participants to gain premature knowledge of the
study, none of the focus group participants took part in the actual study.
The focus group lasted approximately two hours, and took place at a mutually agreed
upon classroom location on campus for the convenience of the students. The questions used were
thought to be particularly relevant to university students, as well as to the items in the instrument
that was to be used for data collection later in the study. The focus group questions were all
open-ended, some of which led to other related points of discussion as the researcher facilitated
and recorded participants’ responses. The questions used for the focus group can be found in
Appendix C. In addition to the contextual feedback mentioned earlier, the researcher was able to
elicit from focus group participants information about how students may react to someone with
whom they are unfamiliar leading a focus group or in-class discussion. This information could be
helpful to the researcher in gauging his effectiveness in carrying out future components of the
study that would involve participant discussion and feedback. The researcher also probed the
group on its suggestions for quickly establishing a trusting connection with participants. In
addition, the focus group was used as an opportunity to determine whether students truly
believed that HIV/AIDS is a real issue in their community. The discussion also probed the
students’ opinions about race and cultural identity and the role they play in their daily lives.
The focus group discussion was used to inform the particulars of the educational
intervention that was to be implemented. One important objective of the focus group was to help
determine exactly which intervention component(s) might be most useful in the given
population. For example, initial discussions with faculty members at both universities revealed

47

that a student disclosing his HIV status might upset his parents so much that they may decide to
withhold financial assistance to help pay for his education. The mode of delivery for the
intervention was dependent on the responses during the focus group and the particular issues that
participants thought should be addressed for the reduction of HIV-related stigma among
university students.

Instrumentation
The first aim of the study was further addressed with the data collection instrument. That
aim was to examine the most salient individual and contextual factors that contribute to stigma
among Coloured and Black students in South Africa. Following the focus group at UWC, the
questionnaire that was developed for the study was administered to the sample of students. It was
administered to both the treatment and control groups. This served as the pre-test measure and
was used to assess current students’ feelings and perceptions of PLWHA on the university
campuses. Some of the questionnaire items were taken from questions on the overall stigma
questionnaire for the current capacity building project, which had been previously approved by
the Penn State Institutional Review Board (IRB). These items closely mirrored certain items
asked of Coloured and African individuals in two Cape Town communities during the data
collection phase of the supplement of the capacity building project to assess HIV/AIDS-related
stigma in South Africa (Airhihenbuwa et al., 2009). However, certain items that were more
specific to university students were incorporated into the questionnaire for this study, and any
necessary clarification on those was discussed during the focus group. The questionnaire used for
the capacity building project was developed based on participants’ responses to focus group and
key informant interviews in the first two years of the capacity building project.
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To establish reliability for the questions used on the questionnaire for the current study,
an additional nine items were taken from a brief scale which measures AIDS-related stigma in
South Africa (Kalichman et al., 2005), and were incorporated into the pre-test measure. These
items, shown in Appendix D, were narrowed from an initial 12-item pool that reflected
psychometric measures of blemished personal character and stained social identity. Six of the
initial items reflected a repulsion and blame dimension to stigma that included beliefs about
negative qualities of PLWHA; the other six items assessed coercion, avoidance, and social
sanction dimensions of stigma against PLWHA. The final nine items were tested and validated
as an appropriate measure of HIV stigma in South Africa. Also as part of the pre-test,
participants were asked about their demographic characteristics, specifically gender, race, age,
home language, employment status, and marital status.
The entire questionnaire measure was administered to both groups at each university once
at the start of the study and again after the educational intervention (post-test) to assess aggregate
differences between the groups. The paper-and-pencil instrument was administered in classroom
settings. It was administered in English, which is the common language of instruction at both
universities, and is widely spoken throughout the two respective regions of South Africa.

Recruitment & Data Collection
In order to determine a sufficient number of participants, a statistical power analysis was
conducted using the G*Power software package. The desired outcome of the study was an
increase in positive attitudes among university students toward PLWHA and a reduction in
stigmatizing attitudes toward PLWHA. The effect size used to calculate the number of
participants needed for sufficient power in this study was 0.5, resulting in a minimum of 275
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participants needed. This estimate helped in obtaining a representative sample and to increase the
chances of observing an actual change in attitudes after the post-test measure was administered.
Kirk (1995) indicates that a minimum meaningful difference and acceptable effect size should be
considered in guiding the identification of an appropriate sample size. Cohen and Cohen (1983)
provided general guidelines for determining sample size. As a general guideline for most
inferential tests they suggested studies be designed to achieve significance at .05 with power
levels of 80 percent using either small (0.2) or moderate (0.5) effects. In this study 0.5 was used
as it reflects a difference of 0.5 standard deviation units between the means.
Direct participant recruitment took place at each university. Two second and third year
undergraduate psychology classrooms were selected at both UWC and UL based on their
curricular focus on some aspect of public health and behavioral change. It was anticipated that
each classroom would contain a mixture of males and females. Because the classrooms that were
to be used in this study were all undergraduate psychology courses, it was assumed that
individuals within classrooms would be more similar in their attitudes and knowledge of stigma
than individuals between classrooms.
The assistance of psychology department staff members at UWC and UL was utilized to
identify appropriate classroom settings. The researcher explained the purpose and other specifics
of the study to the students. Each student received an informed consent form and was given the
option to not participate in the study. Implied consent was obtained, as approved by the Penn
State IRB. This type of consent did not require students to sign and return an informed consent
form to the researcher. In other words, unless a student expressly stated that he or she did not
wish to participate in the study, it was implied that he or she would participate. The pre-test
questionnaire was then administered to all students who agreed to participate within the
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classroom setting. The pre-test was administered once to each group at the beginning of the
study. A follow up (post-test) questionnaire was administered after the educational intervention
components to assess changes in attitudes and perceptions. The questionnaire was fully
administered by the researcher. The potential participants were assured that they would not be
asked or required to disclose their HIV status, nor would their status be revealed at any point
throughout the study. Potential participants were also offered reimbursement for their
participation in the study: a one-time, lump sum payment of 100 South African rand (ZAR) upon
completion of the study (post-test).
The enrollment of study participants was done such that they would not know whether
they were in the treatment or control group until after the pre-test measure was completed. If
students agreed to meet at pre-determined times outside of the regular class time, they enrolled in
“Group 1” (i.e. the treatment group). Students who could not meet at the pre-determined times,
but wanted to participate in the study, enrolled in “Group 2” (i.e. the control group). Following
the initial questionnaire, students in the treatment group were told that they would be exposed to
a series of intervention components. The pre-test questionnaire was administered in an isolated
classroom (i.e. during the course of the students’ regular classroom session) away from the
regular flow of student traffic to ensure privacy and accuracy of responses. Participants were
allowed to take as long as reasonably necessary to complete the questionnaire, and they had
access to the researcher in case they had concerns about the study or the questionnaire.
The questionnaire was conducted using a paper and pencil method. No personal
identifiers were used to link the questionnaires to study participants. Instead, each student’s
questionnaire was labelled as part of one of the two study groups (treatment or control) and was
assigned a unique 6-digit identification number for data analysis purposes. The unique
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identification number was assigned based on a formula incorporating the two-digit birth day, last
two digits of each student’s university identification number, and the last two digits of each
student’s telephone number. Students were asked to copy this same number on a piece of paper,
seal it in an envelope, and sign their name across the seal to ensure the envelope would not be
tampered with or opened during the study. At the post-test phase students received these
envelopes back, and noting that the signed seal had not been tampered with, opened the
envelopes and copied down the same unique identification number at the top of the post-test
questionnaire. This allowed the researcher to match each pre-test with a corresponding post-test
without being able to tie either measure to any individual student.
The post-test phase took place approximately one week after the intervention (follow-up).
All post-tests were conducted in the same classroom group settings as the pre-tests. All responses
were kept confidential. The purpose of the post-test was to determine whether, as a result of the
educational intervention, any change occurs in the likelihood of students harboring stigmatizing
attitudes toward PLWHA. The post-test also helped determine whether stigmatizing attitudes
decreased among the students and whether their self-efficacy to reduce stigmatizing attitudes
increased.

Description of the Intervention
The intervention phase began at each university one week after the administration of the
pre-test measure and contained three main components. The three components were an: 1.
educational documentary film, 2. expert testimony from a person currently living with HIV or
AIDS, and 3. in-class open forum discussion about HIV-related stigma among university
students as it relates to race and cultural identity. Because the effectiveness of the intervention
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was measured by changes in students’ responses to their attitudes about PLWHA at post-test,
certain domains of the questionnaire were incorporated into each intervention component, as
shown in Table 1. The intervention addressed both the second aim (i.e. to reduce HIV/AIDS
stigma among South African students using an educational intervention at a group level) and the
third aim (i.e. to test and validate an educational intervention that is effective in reducing and
eliminating HIV and AIDS related stigma in South Africa) of the study.
1. Documentary Educational Film
The first component of the educational intervention was a film that highlighted the issue
of HIV-related stigma. A segment of the film, Yesterday (Videovision, 2004 film), which had
been used as part of the training of students and researchers during the larger capacity building
HIV stigma project, was shown to the participants. The film was shown in DVD format using
media equipment supplied by each university.
Yesterday is a film that depicts the difficult life of a spirited young mother named
Yesterday, living in a remote village in South Africa’s Zululand. She has little money, no
modern conveniences, and her husband is away working in the mines of Johannesburg, yet she
maintains a sunny disposition and takes great pride in her seven year old daughter, Beauty.
Yesterday’s life is suddenly threatened when she is diagnosed with AIDS. Even though her
health is failing, Yesterday is intent on being with her daughter on her first day of school because
she never had the chance to go to school. But during the course of it all, Yesterday encounters
various forms of stigma and blame, not only from her community but also from her husband
when she confronts him about his activities and the possibility that he might have infected her.
The particular segment of the film that was shown was chosen because it shows how
stigma is perpetuated in a South African community that is perhaps different from the students’
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own community, but nevertheless salient in that it is centered on a relatively young woman who
encounters firsthand the difficulties in relating to people once her status has been disclosed. The
film also showed how a person living with AIDS, particularly a woman, receives a
disproportionate amount of blame and unfavorable treatment from family members.
Finally, the film portrays how vulnerable a PLWHA is to marginalization by her own,
seemingly closely knit community. It shows how difficult it is for PLWHA to access services at
a clinic and how the protagonist in the film must carefully navigate the stigmatizing reactions –
both negative and positive – of her fellow community members.
2. Expert Testimony from a PLWHA
The second component of the educational intervention involved the personal testimony of
an individual currently living with HIV or AIDS. This strategy proved useful as a training
component of the larger capacity building project which took place previously at both
universities. The researcher sought the assistance of colleagues in South Africa to schedule an
individual through the Treatment Action Campaign to visit the intervention group classroom at
UWC. An individual was sought for this task at UL through the university’s health center and its
numerous community partnerships.
At each university location, the PLWHA received an informal orientation to the purpose
and background of the study as well as information about the characteristics of the classes to
which they would be speaking. The PLWHA was instructed to speak extemporaneously for 4050 minutes about their personal experiences in dealing with disclosure and stigma after being
diagnosed with HIV or AIDS. The researcher gave a brief introduction of the testimonial and the
PLWHA to the classes and explained the purpose of this exercise.
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Ideally, it was thought that the PLWHA would paint a picture of what it is like living in
their communities openly with a disease that is widely looked down upon and viewed so
negatively. The testimonials included anecdotal information about what life was like before their
diagnoses and how their diagnoses caused them to make changes in their lives. This included
discussion around the type of support (if any) the PLWHA received from family, friends,
employers, and other community members. It also included discussion about the types of
negative treatment they received and how difficult it was to come to terms with their diagnoses.
It was important for the students to understand how the PLWHA confronted their diagnoses and
managed to overcome the shame and stigma they faced in order to care for themselves, their
families, and to live positively and educate others about HIV-related stigma. Most importantly,
however, the PLWHA discussed ways in which people could be supportive of those living with
HIV or AIDS and why this is crucial to preventing the continued spread of HIV.
The personal testimony eventually lead to a dialogue between the students and the
PLWHA at both universities where students were able to further probe the effects of an HIV
diagnosis on the lives of PLWHA. This allowed the students to see that the PLWHA was, in fact,
a “normal” human being who is able to lead a productive, meaningful life, and who had chosen
not to lead a life of shame and isolation. This component of the intervention phase touched on
particular constructs of the study questionnaire, including stigma within health care institutions,
stigma within the community, and feelings toward PLWHA. While the PLWHA were not
university students themselves, the study participants should have been able to relate the
testimonial they heard to experiences they had observed among students living with HIV or
AIDS on their own campuses. This could help change participants’ views of PLWHA in a more
positive way.
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3. In-class Open Forum Discussion
The third component of the intervention phase gave the study participants more of an
opportunity to express their views and opinions of PLWHA as well as the current HIV/AIDS
situation in South Africa. They also had the opportunity to express whether HIV/AIDS was an
issue for them on their respective college campuses. This method was more likely to elicit a
positive response from the participants than a lecture, since lecture is already part of the students’
regular classroom routine. This presupposes that when people are actively engaged in an activity
they provide more information and feel a sense of ownership because they are able to express
their own beliefs rather than be told what and how to think.
The open forum discussion lasted for an entire 75-minute class period and was moderated
by the researcher at both universities. Before beginning, the participants were again assured that
their responses during the open forum were to be used only for the purposes of the study and
would not be revealed to university faculty or administration. However, the researcher did take
notes of the discussion for further analysis during the study. The researcher posed questions to
the classes based on the pre-test measure and previous intervention components and then opened
the discussion to anyone wishing to respond.
The researcher was responsible for keeping the discussion on the topic of HIV-related
stigma and how it affects university students in South Africa, rather than allowing the discussion
to stray from the purpose of the research. He also ensured that no student was allowed to
dominate the discussion period. The researcher took care not to misrepresent himself as an expert
on the topic, nor did he express any opinions or judgments about comments made by any of the
students. Instead, he commented where appropriate, for clarification, and remained unbiased in
the classroom so as not to sway the thoughts and opinions of the study participants.
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This intervention component influenced certain constructs of the pre- and post-test
questionnaire measure. The simple act of engaging in didactic conversation helped increase
knowledge about HIV/AIDS, how it is transmitted, and how it can affect the lives of those who
are infected as well those with whom they interact. It also brought to light certain issues of
concern to those on the UWC and UL campuses who are living with HIV or AIDS, whether they
have disclosed their status or not. The open forum discussion also caused the participants to
reflect on their individual feelings towards PLWHA. This could have had a tremendous impact if
participants felt they had harbored discriminatory attitudes toward PLWHA and then exhibited a
desire to change. This would be a step toward enacting more positive behaviors and reducing
stigmatizing behaviors. Lastly, the open forum allowed participants to give some indications as
to their planned future actions toward PLWHA. They were able to express what kind of changes
should be made, specifically at their own campuses to better support students who may be living
with HIV or AIDS.
Table 1. Questionnaire domains incorporated into each intervention component
Intervention Component

Questionnaire Domain Incorporated

1. Documentary Educational Film

•
•
•
•

Knowledge through Engagement
Health Institution Support
Feelings toward PLWHA
Community and Culture

2. Expert Testimony from PLWHA

•
•
•

Knowledge through Engagement
Feelings toward PLWHA
Community and Culture

3. In-class Open Forum Discussion

•
•
•
•

Knowledge through Engagement
Feelings toward PLWHA
Community and Culture
Future Actions toward HIV/AIDS

Additional Factors
There was no way to keep students from discussing the study outside of the classroom.
However, this could have added to the effectiveness of the study. Students may have felt
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compelled to process some of what they learned during the study with peers outside of the
classroom, which would make others more cognizant of potential issues surrounding HIV-related
stigma on their campuses. The researcher kept a regular log in which he recorded how he thought
each intervention component was received. An item was added to the post-test measure asking
the intervention group participants to identify which of the three intervention components they
thought was most valuable. This item was used to inform the third specific aim of the study,
which was to test and validate an educational intervention effective in reducing and eliminating
HIV and AIDS related stigma in South Africa.
More information regarding the procedures and methods of the study can be found in the
research protocol, Appendix G.

Data Analysis
The data analysis procedures outlined here addressed the third specific aim of the study
(i.e. to test and validate an educational intervention effective in reducing and eliminating HIV
and AIDS related stigma in South Africa). Specifically, the analyses show whether there were
any changes in participants’ attitudes toward HIV stigma due to the educational intervention. All
data from the pre- and post-test questionnaires were coded, organized, and analyzed using
Microsoft Excel and SPSS. Descriptive statistics were used to describe the sample and key
demographic variables. This allowed the researcher to observe any patterns in the responses to
the attitudinal items on each questionnaire. The responses were coded using summary scores to
facilitate analysis and translation because many of the questions used Likert-scale measurements.
The summary scores were used to: 1. measure the degree of respondents’ knowledge of HIV and
AIDS, 2. measure the degree to which students perceive HIV/AIDS-related stigma, and 3.

58

measure the degree to which respondents agreed with stigmatizing behaviors as they relate to
race and HIV.
Findings from the pre- and post-test questionnaires were used to determine if the
cumulative effect of the educational intervention resulted in an increase in Black and Coloured
students’ overall knowledge and attitudes about HIV and stigma. This information was elicited
from questions regarding students’ recognition of and/or personal interactions with HIV-positive
persons, such as friends, relatives, or colleagues. The survey findings also revealed the degree to
which the educational intervention reduced students’ negative perceptions and stigmatizing
attitudes. The pre-test findings showed whether Black and Coloured students have stigmatizing
attitudes and perceptions across any of six domains. The six domains as well as what they were
used to measure are listed below:
1. AIDS-related stigma – measured general attitudes of participants toward PLWHA
2. Knowledge of HIV/AIDS through engagement – measured knowledge of HIV/AIDS
according to a participant’s reported exposure to certain AIDS-related awareness
activities or experience in interacting with a PLWHA
3. Health care institution support – measured feelings about PLWHA who use AIDSrelated health services
4. Feelings toward people living with HIV/AIDS – measured personal feelings and
reactions toward PLWHA in common daily scenarios
5. Community and culture – measured where participants tend to place the blame for the
spread of HIV and whether they feel it is more of a problem among certain groups
6. Future actions toward HIV/AIDS – measured participants’ thoughts on gaining more
education about HIV/AIDS and their willingness to intervene in a situation where a
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PLWHA was being ridiculed
The post-test findings showed whether the educational intervention changed students’ negative
attitudes and perceptions regarding stigmatization of PLWHA within these six domains and
whether they are now more likely to exhibit more positive, non-stigmatizing behaviors based on
what was learned.
Analysis of Variance
An Analysis of Variance (ANOVA) allowed for the comparison of change in attitudes
across time between the treatment and control groups. It was also useful in calculating
differences in the domain scores according to race and geographic location and to determine if
any of those differences were statistically significant. The results of these analyses were used in
drawing conclusions about the stigmatizing attitudes of the study participants before and after the
intervention series. They were also helpful in prioritizing which intervention components were
considered most effective among the different subgroups of the sample. Thus, recommendations
could be made about the types of future interventions and stigma reduction strategies, as well as
what the focus of those interventions should be in similar populations at predominately Black
and Coloured institutions in South Africa with regard to HIV-related stigma. The ANOVA
procedure responded to both the first aim (i.e. to examine the most salient individual and
contextual factors that contribute to stigma among Black and Coloured students in South Africa)
and the second aim of this study (i.e. to reduce HIV/AIDS stigma among South African students
using an educational intervention at a group level).
Regression Analysis
Regression analyses were conducted in response to the first and second aims of this
study. Regression modes were estimated to determine which factors predicted statistically
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significant changes in the scores of each domain and whether any of those factors were
significant. The researcher controlled for the independent variables treatment group, school, age,
gender, and race. Each domain served as an outcome in the regression model.
Regression Analysis Assumptions
Whenever OLS (linear) regression analysis is employed, a number of assumptions must
be made and tested. Methods for testing these assumptions are informed by the work of Hair,
Anderson, Tatham & Black (1992), Pedhauzer (1997), Chatterjee, Hadi & Price (2000), Afifi,
Clark & May (2004), and Field (2009).
The first assumption that must be made is that the distribution of residual values is
normal at each value of the dependent variable, which in this case, is the domain. A check for a
normal distribution was done to test this assumption. First, histograms with a superimposed bellshaped curve were checked. Next, the skewness, kurtosis, and outlying values of the distribution
were examined. In statistics, skewness is a measure of the asymmetry of the probability
distribution of a random variable. Kurtosis is defined as a measure of the “peakedness” of the
probability distribution of a random variable (Joanes & Gill, 1998). A higher kurtosis indicates
that more of the variance is due to infrequent deviations as opposed to frequent, moderatelysized deviations. An outlier is an observation or case that is numerically distant from the rest of
the data points in a probability distribution. Additionally, the Durbin-Watson statistic was
checked to assess autocorrelation. The Durbin-Watson values were acceptable (1.5 to 2.5) (Field,
2009).
The second assumption that must be made is that all the independent variables are
uncorrelated with the error term. This is desirable so as to alleviate any inaccurate reflections of
the error term on predicting the change scores across the six domains. It is also appropriate to
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ensure that the independent variables are separate cases from one another.
The third assumption that must be made is that when examining one independent
variable, there is a linear function of the other independent variables. This raises the issue of
multicollinearity among independent variables. Checking for multicollinearity involved
examining the correlation coefficients for each domain to ensure that none of the independent
variables were highly correlated. In addition, the variance inflation factor (VIF), tolerance
statistics, and condition index values were examined to assess multicollinearity (see Pedhauzer,
1997; Chatterjee et al., 2000; Afifi et al., 2004). The conditions that may be of greatest concern
when checking the VIF and tolerance statistics, according to Field (2009), are: 1. if the largest
VIF is greater than 10 (Myers, 1990; Field, 2009); 2. if the average VIF is substantially greater
than 1, then the regression might be biased; 3. a tolerance value less than 0.2 indicates moderate
or potentially problematic calculation, whereas a tolerance value less than 0.1 indicates a definite
miscalculation (Field, 2009).
The final assumption in regression analysis that must be made is that the mean of the
error term is zero. It is important to ensure that the means of the residual terms equal zero and
that the standard deviation from the mean is 1.0.
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CHAPTER 4 – RESULTS
Profile of Participants Pre-test and Post-test
University students at UWC and UL made up the sample for this study. Table 2a outlines
the basic descriptive statistics of the sample at pre-test. There were 373 original participants,
divided into a treatment and control group, who completed the pre-test measure. Approximately
77% of the sample was female. Individuals who identified themselves as Black made up 68% of
the sample; whereas, Coloureds made up 29%. The proportion of students from UWC (49%)
versus those from UL (51%) was nearly equal. Of the 11 officially recognized languages in
South Africa, the most common languages spoken at home among those in the sample were
Sepedi (24%), English (20%), Afrikaans (13%), and isiXhosa (12%).
Table 2b outlines the same descriptive statistics of the 237 individuals who completed the
post-test measure. Similar to the pre-test measure, approximately 75% of the sample was female.
This is a greater representation of females than exists at either university, which is approximately
60% at present. The number of Coloureds in the sample was even more disproportionate to
Blacks than at pre-test. Individuals who identified themselves as Black made up 74% of the
sample; whereas, Coloureds made up 24%. More attrition occurred at UWC, which made up
40% of the sample at post-test, versus 60% at UL. The primary languages spoken at home among
those who completed the post-test were the same and were similarly proportionate: Sepedi
(29%), English (18%), Afrikaans (9%), and isiXhosa (8%). Also, the proportional sample
representation of participants in the treatment and control groups at each university remained
relatively the same despite the attrition rate at post-test.
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Table 2a. Descriptive statistics – Pre-test
Demographic
Gender

Group

n

Percentage
(%)

Demographic
Gender

Male

Valid n = 363

Table 2b. Descriptive statistics – Post-test

Treatment

52

14.3

Control

33

9.1

Valid n = 363

15.4

Control

22

9.7

42.7

Treatment

116

51.1

Control

123

33.9

Control

54

23.8

Treatment

115

51.8

Control

49

22.1

Race
Treatment

143

40.2

Control

98

27.5

Black

Valid n = 222

Coloured

Treatment

49

13.8

Treatment

30

13.5

Control

54

15.2

Control

24

10.8

Other race

Treatment

10

2.8

Treatment

3

1.4

Control

2

0.6

Control

1

0.5

Treatment

51

22.4

Control

39

17.1

School

UWC
Treatment

99

27.1

Control

80

21.9

UWC

Valid n = 228

UL

Language

35

155

Other race

Valid n = 365

Treatment

Treatment

Coloured

School

Percentage
(%)

Female

Black

Valid n = 356

n

Male

Valid n = 227

Female

Race

Group

UL
Treatment

110

30.1

Treatment

101

44.3

Control

76

20.8

Control

37

16.2

Treatment

14

6.1

Control

7

3.1

Language

Afrikaans
Treatment

26

7.2

Control

22

6.1

English

Valid n = 228

Afrikaans

English

Treatment

37

10.2

Treatment

22

9.6

Control

36

9.9

Control

20

8.8

Xhosa

Xhosa

Treatment

29

8.0

Treatment

13

5.7

Control

15

4.1

Control

6

2.6

Sepedi

Sepedi

Treatment

46

12.7

Treatment

43

18.9

Control

40

11.0

Control

22

9.6

Other language

Other language

Treatment

70

19.3

Treatment

60

26.3

Control

42

11.6

Control

21

9.2
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Profile of Participants by Treatment Group and Control Group
Tables 2c and 2d outline the basic descriptive statistics of the sample according to
treatment group and control group, respectively. Both tables show the proportion of participants
who completed the pre-test measure and the post-test measure for each demographic variable.
Among females in the sample at pre-test, approximately 56% were in the treatment group and
42% were in the control group. At post-test, 68% of the females were in the treatment group and
32% were in the control group. Among individuals who identified themselves as Black at pretest, 59% were in the treatment group and 41% were in the control group. Of those who
identified as Coloured at pre-test, 48% were in the treatment group and 52% were in the control
group. The proportion of students from UWC at pre-test who participated in the treatment group
was 55% versus 45% who were in the control group. At post-test these proportions remained
nearly the same. The proportion of UL students at pre-test who participated in the treatment
group was about 60% versus 40% who enrolled in the control group. At post-test the
proportional differences were greater. Seventy-three percent of UL students who completed the
post-test were in the treatment group and 27% were in the control group. Of the 11 officially
recognized languages in South Africa, the most common languages spoken at home among those
in the treatment and control group participants were Sepedi, English, Afrikaans, and isiXhosa. Of
the Afrikaans speakers in the sample at pre-test, 54% were in the treatment group and 46% were
in the control group. At post-test, the proportion of Afrikaans speakers in the treatment and
control groups was 67% and 33%, respectively. Among those whose home language at pre-test
was English, half were in the treatment group and half were in the control group. The proportions
remained nearly equal at post-test (52% treatment group; 48% control group). Among those
whose home language at pre-test was isiXhosa, nearly two-thirds (66%) were in the treatment

65

group and one-third were in the control group (34%). At post-test the proportions were similar
(68% treatment group; 32% control group). Among those whose home language at pre-test was
Sepedi, nearly half were in the treatment group (53%) and the control group (47%). However, at
post-test, two-thirds of those who spoke Sepedi were in the treatment group (66%) and one-third
were in the control group (34%).
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Table 2c. Descriptive statistics – Treatment Group
Demographic
Gender

Group

n

Percentage
(%)

Demographic
Gender

Male

Valid n = 363

Table 2d. Descriptive statistics – Control Group

Pre-test

52

61.2

Post-test

35

61.4

Post-test

22

38.6

Pre-test

123

42.2

Post-test

116

68.2

Post-test

54

31.8

Pre-test

98

40.7

Post-test

49

29.9

Race
Pre-test

143

59.3

Post-test

115

70.1

Black

Valid n = 222

Coloured

Pre-test

49

47.6

Pre-test

54

52.4

Post-test

30

55.6

Post-test

24

44.4

Other race

Pre-test

10

83.3

Pre-test

2

16.7

Post-test

3

75.0

Post-test

1

25.0

Pre-test

80

44.7

Post-test

41

42.7

School

UWC
Pre-test

99

55.3

Post-test

55

57.3

UWC

Valid n = 228

UL
Pre-test

110

59.1

Pre-test

76

40.9

Post-test

103

73.0

Post-test

38

27.0

Pre-test

22

45.8

Post-test

7

33.3

Language

Afrikaans

Valid n = 363

38.8

55.8

UL

Language

33

155

Other race

Valid n = 365

Pre-test

Male

Pre-test

Coloured

School

Percentage
(%)

Female

Black

Valid n = 356

n

Valid n = 227

Female

Race

Group

Pre-test

26

54.2

Post-test

14

66.7

English

Afrikaans

Valid n = 228

English
Pre-test

37

50.7

Pre-test

36

49.3

Post-test

22

52.4

Post-test

20

47.6

Xhosa

Xhosa
Pre-test

29

65.9

Pre-test

15

34.1

Post-test

13

68.4

Post-test

6

31.6

Sepedi

Sepedi
Pre-test

46

53.5

Pre-test

40

46.5

Post-test

43

66.2

Post-test

22

33.8

Other language

Other language

Pre-test

71

62.3

Pre-test

43

37.7

Post-test

66

73.3

Post-test

24

26.7
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Tables 3 and 4 describe the age distribution of the sample at pre-test according to gender
and university, respectively. The age range at pre-test was 19-44 years. The mean age of both
males and females in the sample was 23 years. However, the mean age of the sample across the
two universities differed slightly (UWC = 24 years; UL = 23 years). The age range for females in
the treatment and control groups was nearly identical to the age range for students at UWC
assigned to the treatment and control groups. However, the age range differed for males in the
treatment and control groups, and that difference was consistent with the age range difference
among UL students in the treatment and control groups.
Table 3. Age distribution by gender – Pre-test
n

Mean

Standard
Deviation

Minimum
Age

Maximum
Age

Treatment

52

23.54

4.094

19

40

Control

33

23.03

2.628

20

32

Treatment

155

23.74

4.568

19

43

Control

121

23.36

4.515

19

44

Gender
Male

Female

Table 4. Age distribution by school – Pre-test
n

Mean

Standard
Deviation

Minimum
Age

Maximum
Age

Treatment

98

24.06

5.135

19

43

Control

79

24.08

5.420

20

44

Treatment

110

23.35

3.694

19

39

Control

75

22.45

1.933

19

28

School
UWC

UL
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Domain Score Calculation Procedure
The questionnaire was divided into six domains as they pertain to HIV-related stigma
among university students. The reliability score for each domain was calculated according to the
number of questions in each domain as well as the range of possible responses for each question
(e.g. 1= Strongly Disagree; 5 = Strongly Agree). Dividing the summated scores across the
domain questions (minimum and maximum scores) by the number of questions in each domain
yielded a single item mean for the domain.
The first domain of the questionnaire focused on AIDS-related stigma and consisted of 10
items. Each item had two possible responses (0 = I Disagree; 1 = I Agree). The 352 respondents
to the domain at pre-test showed a summated score of .8580, with a scale variance of 1.290, and
standard deviation of 1.136. Divided by the number of items in the domain, the mean score for
the individual items was .086, which shows that the respondents had a strong tendency to
disagree with the items in the scale. Each of the items described a particular stigmatizing
attitude, with which the respondents showed general disagreement. Only 231 participants
responded to the domain items at post-test. The summated score at post-test for the domain was
.6623, with a scale variance of .825, and standard deviation of .908. Divided by the 8 items in the
domain, the mean score for individual items at post-test was .083. This shows that the
respondents disagreed slightly less with the scale items than they did at pre-test; therefore,
showing less stigmatizing attitudes toward AIDS. Only 8 items appeared in the post-test score
rather than 10 because there was no variation in responses on two of the items. On the
subsequent item analysis these two items were treated as constants.
The second domain of the questionnaire focused on Knowledge of HIV and AIDS thru
engagement and consisted of eight items. Each item had five possible responses (1 = ever; 2 =
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Only once; 3 = Yes, 2-4 times; 4 = Yes, 5-7 times; 5 = Yes, 8 or more times). The 356
respondents to the domain at pre-test showed a mean summated scale score of 18.54, with a scale
variance of 29.049, and standard deviation of 5.390. Divided by the number of items in the
domain, the mean score for the individual items was 2.317. This shows that most respondents
had engaged in the activities contained in the scale items at least once, but had a lesser degree of
knowledge about HIV and AIDS than they would have had they engaged in those activities to a
greater degree. Each of the items describes a particular activity that pertains to AIDS awareness
or the provision of care or support. Only 227 participants responded to the domain items at posttest. The summated mean scale score at post-test was 19.32, with a variance of 29.996, and
standard deviation of 5.477. Divided by the eight items in the domain, the mean score for
individual items at post-test was 2.415. This shows that the respondents had engaged in the
knowledge activities in this domain to a slightly higher degree than those who responded at pretest. However, there was effectively no change in score from pre-test to post-test.
The third domain of the questionnaire focused on Health institution support and use of
services and consisted of six items. Each item had five possible responses (1 = Strongly agree; 2
= Agree; 3 = eutral; 4 = Disagree; 5 = Strongly disagree). The 329 respondents to the domain
at pre-test showed a mean summated scale score of 14.49, with a scale variance of 6.086, and
standard deviation of 2.467. Divided by the number of items in the domain, the mean score for
the individual items was 2.415. This shows that respondents generally agree with the
stigmatizing attitudes described in the domain. Each of the items describes a particular attitude
associated with utilizing HIV/AIDS-related health services. Only 234 participants responded to
the domain items at post-test. The mean summated scale score at post-test was 14.98, with a
variance of 7.248, and standard deviation of 2.692. Divided by the six items in the domain, the
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mean score for individual items at post-test was 2.496. This shows a slight decrease in
stigmatizing attitudes toward people who use HIV/AIDS-related health services. However, the
change is minimal.
The fourth domain of the questionnaire examined Feelings toward people living with
HIV/AIDS and consisted of eight items. Each item had five possible responses (1 = Strongly
agree; 2 = Agree; 3 = eutral; 4 = Disagree; 5 = Strongly disagree). The 357 respondents to
the domain at pre-test showed a mean summated scale score of 36.56, with a scale variance of
22.731, and standard deviation of 4.768. Divided by the number of items in the domain, the
mean score for the individual items was 4.570. This shows that respondents disagreed with the
general stigmatizing feelings toward PLWHA contained in this scale. Each of the items describes
a stigmatizing attitude in a general scenario that might occur on a university campus. Only 230
participants responded to the domain items at post-test. The mean summated scale score at posttest was 36.80, with a scale variance of 15.803, and standard deviation of 3.975. Divided by the
eight items in the domain, the mean score for individual items at post-test was 4.600. This shows
even more disagreement among respondents with stigmatizing feelings toward PLWHA.
The fifth domain of the questionnaire, which consisted of seven items, examined stigma
as it relates to Community and culture. Each item had five possible responses (1 = Strongly
agree; 2 = Agree; 3 = eutral; 4 = Disagree; 5 = Strongly disagree). The 355 respondents to
the domain pre-test showed a mean summated scale score of 26.43, with a scale variance of
27.658, and standard deviation of 5.259. Divided by the number of items in the domain, the
mean score for the individual items was 3.775. This shows that respondents were fairly neutral,
though more of them disagreed with the statements in this domain. Each of the items examined
feelings about shame and stigma in the context of their cultural surroundings. Only 234
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participants responded to the domain items at post-test. The mean summated scale score at posttest was 26.70, with a scale variance of 18.820, and standard deviation of 4.338. Divided by the
seven items in the domain, the mean score for individual items at post-test was 3.814. This
shows that participants shifted slightly more in agreement with the statements in the Community
and culture domain, though they remained fairly neutral.
The final domain of the questionnaire, which consisted of four items, examined
participants’ Future actions towards HIV/AIDS. Each item had five possible responses (1 =
Strongly agree; 2 = Agree; 3 = eutral; 4 = Disagree; 5 = Strongly disagree). The 359
respondents to the domain pre-test showed a mean summated scale score of 7.70, with a scale
variance of 8.469, and standard deviation of 2.910. Divided by the number of items in the
domain, the mean score for the individual items was 1.924. This high level of agreement shows
that respondents were positive in their thinking that they could benefit from strategies aimed at
increasing awareness of HIV/AIDS and improving interpersonal relations. Aside from these
strategies, the domain also examined participants’ willingness to intervene against negative
behaviors toward PLWHA. Only 195 participants responded to the domain items at post-test.
The mean summated scale score at post-test was 7.54, with a scale variance of 7.528, and
standard deviation of 2.744. Divided by the four items in the domain, the mean score for
individual items at post-test was 1.886. This shows that participants agreed with the statements in
the Future actions towards HIV/AIDS domain even more at post-test, therefore, showing more of
a willingness to change personal stigmatizing beliefs and to combat stigma among their peers.
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Domain Scale Reliability
Summary calculations were made to determine the reliability of the scales for each of the
six questionnaire domains at both pre-test and post-test. A Cronbach’s alpha of 0 indicates a poor
reliability, and a Cronbach’s alpha of 1 indicates high reliability of the score in a particular
domain. The outcome of these calculations can be seen in Table 5.

Table 5. Scale reliability statistics by domain
n

Number of
items

Mean

Standard
Deviation

Cronbach’s
Alpha

Pre-test
Post-test

352
231

10
10

.086
.083

1.136
.908

.508
.377

Knowledge of HIV/AIDS
through Engagement
Pre-test
Post-test

356
227

8
8

2.317
2.415

5.390
5.477

.736
.745

Health Institution
Support
Pre-test
Post-test

329
234

6
6

2.415
2.496

2.467
2.692

.141
.253

Pre-test
Post-test

357
230

8
8

4.570
4.600

4.768
3.975

.816
.763

Community and Culture
Pre-test
Post-test

355
234

7
7

3.775
3.814

5.259
4.338

.578
.428

Future Actions toward
HIV/AIDS
Pre-test
Post-test

359
195

4
4

1.924
1.886

2.910
2.744

.558
.516

Domain
AIDS-related Stigma

Feelings toward
PLWHA

The domain with the highest reliability on both the pre-test (α = .816) and post-test (α =
.763) measure was Feelings toward People living with HIV/AIDS. The mean response for this
eight-item scale was 4.570 (S.D. = 4.768) at pre-test and 4.600 (S.D. = 3.975) at post-test. The
high Chronbach’s alpha indicates a high level of domain score internal consistency within the
domain items among those participants who responded to the items.
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The Knowledge through Engagement domain scale also had a relatively high reliability
score at both pre-test (α = .736) and post-test (α = .745). The mean response for the eight-item
scale was 2.317 (S.D. = 5.390) at pre-test and 2.415 (S.D. = 5.477) at post-test. The Chronbach’s
alpha indicates a fairly high level of score internal consistency within the domain items among
those who responded to the items.
The Community and Culture, Future Actions toward HIV/AIDS, and AIDS-related Stigma
domains all showed moderate reliability scores for both pre-test and post-test. The internal
consistency of seven items in the Community and Culture domain at pre-test (α = .578), with a
mean response of 3.775 (S.D. = 5.259), decreased at post-test (α = .428), with a mean response
of 3.814 (S.D. = 4.338). The score internal consistency of the Future Actions toward HIV/AIDS
domain at pre-test (α = .558), with a mean response of 1.924 (S.D. = 2.910), decreased slightly at
post-test (α = .516), with a mean response of 1.886 (S.D. = 2.744). The score internal
consistency of the AIDS-related Stigma domain at pre-test (α = .508), with a mean response of
.086 (S.D. = 1.136), decreased at post-test (α = .377) to a relatively poor level. The mean
response was .083 (S.D. = .908).
Finally, the Health Institution Support domain had very poor reliability at both pre-test (α
= .141) and post-test (α = .253). Because the summated domain scores did not have acceptable
reliability, rather than discuss them as such, it is more appropriate to present the frequency
distribution of the individual items for this domain, along with those of the other five domains,
for the pre-test and post-test measures in (see Appendix A).
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Domain Differences Using A OVA
Analysis of Variance (ANOVA) was used to analyze pre-test/post-test differences in
responses to the study questionnaire. This allowed the researcher to examine whether there were
any significant differences, as well as the mean response, per domain according to: 1) whether
students were assigned to the treatment or control group, 2) the students’ self-identified race
group, and 3) the school at which each student was located. The ANOVA results for domain
differences according to these three strata are related to the first specific aim of the study, which
was to examine the most salient individual and contextual factors that contribute to stigma
among Black and Coloured university students.
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Table 6a. Domain differences by treatment/control group (ANOVA)
n

AIDS-related Stigma

Mean

Standard

95% Confidence

Significance

Deviation

Interval

F

level

5.651

.018

.005

.945

.695

.405

.055

.815

.422

.516

.857

.356

.408

.523

2.043

.154

.009

.926

1.862

.174

.405

.525

15.813

<.001

Pre-test
Treatment

209

.098

.125

.081, .115

Control

156

.070

.093

.055, .085

Treatment

152

.068

.092

.054, .083

Control

77

.068

.090

.047, .088

Treatment

209

2.167

.663

2.076, 2.257

Control

156

2.223

.614

2.126, 2.321

Treatment

152

2.253

.646

2.149, 2.356

Control

77

2.275

.704

2.115, 2.434

Treatment

208

2.146

.461

2.083, 2.209

Control

155

2.179

.490

2.101, 2.256

Treatment

152

2.302

.451

2.229, 2.374

Control

76

2.246

.385

2.158, 2.334

Treatment

208

4.371

.712

4.274, 4.469

Control

155

4.419

.701

4.308, 4.531

Treatment

152

4.489

.589

4.394, 4.583

Control

77

4.367

.645

4.221, 4.513

Treatment

208

3.162

.816

3.051, 3.274

Control

154

3.154

.813

3.025, 3.283

Treatment

152

3.271

.736

3.153, 3.389

Control

77

3.121

.878

2.921, 3.320

Treatment

208

1.691

.623

1.606, 1.776

Control

155

1.732

.590

1.639, 1.826

Treatment

152

1.711

.643

1.608, 1.814

Control

77

1.351

.655

1.202, 1.499

Post-test

Knowledge of HIV/AIDS Pre-test
thru Engagement

Post-test

Health Institution
Support

Pre-test

Post-test

Feelings toward People Pre-test
Living with HIV/AIDS

Post-test

Community and Culture Pre-test

Post-test

Future Actions toward
HIV/AIDS

Pre-test

Post-test
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Domain Differences by Treatment Group
Table 6a shows response differences in the six domains by treatment group. Analyses
revealed that at pre-test, the AIDS-related Stigma domain was the only one that had any
statistically significant difference (p = .018) in responses among the treatment and control
groups. The mean response for the treatment group was .098 (S.D. = .125; [.081, .115]) and the
mean response for the control group was .070 (S.D. = .093; [.055, .085]). This shows that
students in the treatment and control group who responded to the questions in this domain
differed significantly in their responses, even though they generally disagreed with the questions
– the control group more than the treatment group. There were no significant differences (p =
.945) in responses to this domain among the treatment and control groups at post-test. The mean
response for the treatment group was .068 (S.D. = .092; [.054, .083]). For the control group at
post-test, the mean response was also .068 (S.D. = .090; [.047, .088]). This shows that both
groups had the same level of disagreement at post-test, and that both were slightly more in
disagreement with the domain questions at post-test than they were at pre-test.
The Knowledge through Engagement domain did not reveal any statistically significant
differences between the treatment and control groups at either pre-test (p = .405) or post-test (p =
.815). The mean response to the items in this domain at pre-test was 2.167 (S.D. = .663; [2.076,
2.257]) for the treatment group and 2.223 (S.D. = .614; [2.126, 2.321]) for the control group.
This shows that students generally had infrequent experience with the situational items in this
domain. The same is true for the post-test results, although the reported experience with these
items seemed to increase slightly among study participants. The mean response to the items at
post-test was 2.253 (S.D. = .646; [2.149, 2.356]) for the treatment group and 2.275 (S.D. = .704;
[2.115, 2.434]) for the control group. The control group was more exposed than the treatment
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group to the particular scenarios presented in these domain questions at both pre-test and posttest, and was therefore, thought to be more knowledgeable of HIV/AIDS.
The Health Institution Support domain did not reveal any statistically significant
differences between the treatment and control groups at either pre-test (p = .516) or post-test (p =
.356). The mean response to the items in this domain at pre-test was 2.146 (S.D. = .461; [2.083,
2.209]) for the treatment group and 2.179 (S.D. = .490; [2.101, 2.256]) for the control group.
This shows that students were in agreement – the treatment group more than the control group –
with the items in this domain and had fewer stigmatizing attitudes regarding the use of AIDSrelated health services on campus. Their agreement did become slightly weaker at post-test,
though their attitudes with regard to these items remained positive. The mean response to the
items at post-test was 2.302 (S.D. = .451; [2.229, 2.374]) for the treatment group and 2.246 (S.D.
= .385; [2.158, 2.334]) for the control group. The control group showed slightly more agreement
with the scale items than the treatment group at post-test.
The Feelings toward PLWHA domain did not reveal any statistically significant
differences between the treatment and control groups at either pre-test (p = .523) or post-test (p =
.154). The mean response to the items in this domain at pre-test was 4.371 (S.D. = .712; [4.274,
4.469]) for the treatment group and 4.419 (S.D. = .701; [4.308, 4.531]) for the control group.
This shows that students disagreed with the items in this domain. Disagreement among the
treatment group became slightly stronger at post-test, although disagreement among the control
group got slightly weaker. The mean response to the items at post-test was 4.489 (S.D. = .589;
[4.394, 4.583]) for the treatment group and 4.367 (S.D. = .645; [4.221, 4.513]) for the control
group. This shows that study participants’ did not necessarily harbor negative feelings toward
PLWHA when it came to the particular items in this domain. The control group was slightly less
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stigmatizing in their attitudes than the treatment group at pre-test, but the treatment group was
less stigmatizing than the control group at post-test.
Not unlike the previous three domains, the Community and Culture domain did not reveal
any statistically significant differences between the treatment and control groups at either pre-test
(p = .926) or post-test (p = .174). The mean response to the items in this domain at pre-test was
3.162 (S.D. = .816; [3.051, 3.274]) for the treatment group and 3.154 (S.D. = .813; [3.025,
3.283]) for the control group. This shows that students were neutral in their views on where to
place blame for the problem of HIV/AIDS in their communities and whether there was any
cultural relevance to these thoughts. This neutrality remained consistent at post-test. The mean
response to the items at post-test was 3.271 (S.D. = .736; [3.153, 3.389]) for the treatment group
and 3.121 (S.D. = .878; [2.921, 3.320]) for the control group. These results reveal that students
had neither negative nor positive attitudes about this aspect of HIV-related stigma, though the
treatment group did lean slightly more to the ‘disagree’ side of the continuum than the control
group at both pre-test and post-test.
The final domain, Future Actions toward HIV/AIDS, did not reveal a statistically
significant difference between the treatment and control groups at pre-test (p = .525), but did
show a statistically significant difference at post-test (p = <.001). The mean response to the items
in this domain at pre-test was 1.691 (S.D. = .623; [1.606, 1.776]) for the treatment group and
1.732 (S.D. = .590; [1.639, 1.826]) for the control group. This shows that students were positive
in their attitudes about the need for more services and educational awareness about HIV/AIDS. It
also showed that students were willing to intervene if they saw a PLWHA being ridiculed about
their HIV status. These sentiments remained positive at post-test, and in fact, those in the control
group more strongly agreed with the domain items than they did at pre-test, even though
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agreement among the treatment dropped slightly. This was a significant difference between the
two groups. The mean response to the items at post-test was 1.711 (S.D. = .643; [1.608, 1.814])
for the treatment group and 1.351 (S.D. = .655; [1.202, 1.499]) for the control group. The
treatment agreed with the domain items – and were therefore, more positive – than the control
group at pre-test. However, the control group agreed more than the treatment group with the
domain items at post-test.
Domain Differences by Race
Table 6b shows the response differences among the six domains between Black and
Coloured participants. Compared to the domain differences found according to treatment group,
there were more significant differences found when ANOVA was conducted according to race
group.
The AIDS-related Stigma domain did not reveal any statistically significant difference
between the treatment and control groups at either pre-test (p = .766) or post-test (p = .785). The
mean response to the items in this domain at pre-test was .086 (S.D. = .108; [.072, .099]) for
Blacks and .082 (S.D. = .121; [.058, .105]) for Coloureds. This shows that Black and Coloured
students did not differ significantly in their responses but that they generally disagreed –
Coloureds slightly more than Blacks – with the questions in the domain. The same was true at
post-test. The mean response for Blacks was .067 (S.D. = .094; [.052, .081]). For Coloureds at
post-test, the mean response was .070 (S.D. = .084; [.048, .093]). Both groups were slightly more
in disagreement with the individual domain items at post-test than at pre-test, which is evidence
that even though there were no significant differences, stigmatizing attitudes still decreased over
time. At this point, Blacks disagreed with the domain items slightly more than Coloureds.
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The Knowledge through Engagement domain revealed statistically significant differences
between Blacks and Coloureds at both pre-test (p = <.001) and post-test (p = .035). The mean
response to the items in this domain among Blacks at pre-test was 2.307 (S.D. = .652; [2.224,
2.390]) and 1.974 (S.D. = .537; [1.869, 2.079]) among Coloureds. This shows that students had
infrequent experience with the situational items in this domain. The same is true for the post-test
results, although the reported experience with these items was slightly higher. The mean
response at post-test was 2.335 (S.D. = .699; [2.227, 2.442]) for Blacks and 2.114 (S.D. = .536;
[1.967, 2.260]) for Coloureds. The scores for Black students were slightly higher than those for
Coloureds. Blacks were therefore, thought to be more knowledgeable of HIV/AIDS at both pretest and post-test.
The Health Institution Support domain did not reveal any statistically significant
differences between Black and Coloured participants at pre-test (p = .121). The mean response to
the items in this domain at pre-test was 2.181 (S.D. = .489; [2.119, 2.244]) for Blacks and 2.094
(S.D. = .451; [2.006, 2.182]) for Coloureds. This shows that students were generally in
agreement with these items and had fewer stigmatizing attitudes regarding the use of HIV health
services on campus. There were, however, significant (p = .002) response differences between
the two race groups at post-test. The mean response to the items at post-test was 2.336 (S.D. =
.439; [2.269, 2.404]) for Blacks and 2.130 (S.D. = .403; [2.020, 2.240]) for Coloureds. Students’
agreement with the scale items declined slightly but the overall degree of stigma in their attitudes
remained low. The mean response score for Coloureds was lower than that of Blacks at both pretest and post-test, which meant they maintained a slightly higher level of agreement with the
items in this domain.
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Table 6b. Domain differences by race (ANOVA)
n

AIDS-related Stigma

Mean

Standard

95% Confidence

Significance

Deviation

Interval

F

level

.088

.766

.074

.785

20.846

<.001

4.504

.035

2.412

.121

9.372

.002

12.316

.001

11.018

.001

1.952

.163

.001

.982

2.073

.151

8.948

.003

Pre-test
Black

241

.086

.108

.072, .099

Coloured

103

.082

.121

.058, .105

Black

164

.067

.094

.052, .081

Coloured

54

.070

.084

.048, .093

Black

241

2.307

.652

2.224, 2.390

Coloured

103

1.974

.537

1.869, 2.079

Black

164

2.335

.699

2.227, 2.442

Coloured

54

2.114

.536

1.967, 2.260

Black

239

2.181

.489

2.119, 2.244

Coloured

103

2.094

.451

2.006, 2.182

Black

163

2.336

.439

2.269, 2.404

Coloured

54

2.130

.403

2.020, 2.240

Black

239

4.482

.625

4.403, 4.562

Coloured

103

4.198

.816

4.038, 4.357

Black

164

4.521

.513

4.442, 4.600

Coloured

54

4.211

.797

3.993, 4.428

Black

238

3.201

.840

3.094, 3.308

Coloured

103

3.067

.757

2.919, 3.215

Black

164

3.227

.781

3.107, 3.348

Coloured

54

3.230

.764

3.022, 3.439

Black

239

1.673

.625

1.593, 1.752

Coloured

103

1.777

.585

1.662, 1.891

Black

164

1.518

.693

1.411, 1.625

Coloured

54

1.827

.537

1.681, 1.974

Post-test

Knowledge of HIV/AIDS Pre-test
through Engagement

Post-test

Health Institution

Pre-test

Support

Post-test

Feelings toward People Pre-test
Living with HIV/AIDS

Post-test

Community and Culture Pre-test

Post-test

Future Actions toward

Pre-test

HIV/AIDS

Post-test
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The Feelings toward PLWHA domain revealed statistically significant differences
between Black and Coloured students at both pre-test (p = .001) and post-test (p = .001). The
mean response for items in the domain among Blacks at pre-test was 4.482 (S.D. = .625; [4.403,
4.562]) and 4.198 (S.D. = .816; [4.038, 4.357]) among Coloureds. This shows that students
disagreed with the feelings and sentiments presented in this domain, effectively showing little
stigma. Both groups also disagreed with the domain items at post-test. In fact, their disagreement
increased. The mean response among Blacks was 4.521 (S.D. = .513; [4.442, 4.600]) and 4.211
(S.D. = .797; [3.993, 4.428]) among Coloureds. Disagreement with the scale items remained
slightly higher among Blacks than Coloureds from pre-test to post-test, which indicates that
Blacks were even less likely to stigmatize at post-test compared to pre-test.
There were no statistically significant differences between the two race groups at either
pre-test (p = .163) or post-test (p = .982) for the Community and Culture domain. The mean
response for Blacks at pre-test was 3.201 (S.D. = .840; [3.094, 3.308]) and 3.067 (S.D. = .757;
[2.919, 3.215]) for Coloureds. This shows that both groups were neutral in their opinions about
perceptions of the spread of HIV in their respective cultures and communities. However, Blacks
were slightly more on the ‘disagree’ side of the continuum than Coloureds. At post-test, the
mean response among Blacks was 3.227 (S.D. = .781; [3.107, 3.348]) and 3.230 (S.D. = .764;
[3.022, 3.439]) among Coloureds. Both groups remained neutral in their opinions but did move
slightly more toward disagreement with the response items than they were at pre-test.
The Future Actions toward HIV/AIDS domain revealed no statistically significant
differences between Blacks and Coloureds at pre-test (p = .151), but did show significant
differences at post-test (p = .003). The mean response at pre-test among Blacks was 1.673 (S.D.
= .625; [1.593, 1.752]) and 1.777 (S.D. = .585; [1.662, 1.891]) among Coloureds. This means
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that both groups – Blacks slightly more than Coloureds – agreed with the questions posed in this
domain regarding the benefits of HIV/AIDS education and their willingness to assist PLWHA.
Both groups remained in agreement with these items at post-test, showing few stigmatizing
attitudes. The mean response at post-test was 1.518 (S.D. = .693; [1.411, 1.625]) among Blacks
and 1.827 (S.D. = .537; [1.681, 1.974]) among Coloureds.
Domain Differences by School
Table 6c shows the response differences among the six domains between students at
UWC and students at UL. Compared to the domain differences found according to treatment
group, there were as many significant differences found when ANOVA was conducted according
to school. However, there were fewer significant differences found according to school than
there were according to race group.
The AIDS-related Stigma domain revealed no statistically significant differences between
students at UWC and students at UL at pre-test (p = .229) or post-test (p = .306). The mean
response at pre-test among UWC students was .079 (S.D. = .109; [.063, .095]) and .093 (S.D. =
.116; [.076, .110]). This means that neither group differed significantly in their responses to the
questions in this domain, but both groups – UWC students more than UL students – did disagree
with the items. The same was true at post-test, although the disagreement among both groups got
stronger. UWC students still disagreed with the domain items more than UL students at post-test,
showing they had less stigmatizing attitudes toward PLWHA. The mean response for students at
UWC was .059 (S.D. = .085; [.042, .077]) and .072 (S.D. = .094; [.056, .087]).
The Knowledge through Engagement domain also revealed that there were no
statistically significant differences in responses between students at UWC and UL at pre-test (p =
.670) or post-test (p = .233). The mean responses at pre-test were 2.176 (S.D. = .689; [2.075,
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2.278]) for UWC students and 2.205 (S.D. = .595; [2.119, 2.291]) for UL students. This shows
that UL students had slightly more (though not significantly more) exposure to the scenarios
posed in this domain than UWC students. However, UWC students reported slightly more
exposure to the domain items than UL students at post-test. The mean response at post-test was
2.342 (S.D. = .739; [2.193, 2.492]) for UWC students and 2.236 (S.D. = .620 [2.133, 2.339]) for
UL students.
There were no statistically significant differences in the responses on the Health
Institution Support domain at pre-test (p = .836) or post-test (p = .249). Both UWC and UL
students were in general agreement with the domain items – UL students slightly more than
UWC students – at both pre-test and post-test. This shows that neither group had highly
stigmatizing attitudes with regard to PLWHA using on-campus HIV health services. The mean
responses at pre-test were 2.155 (S.D. = .420; [2.093, 2.217]) for UWC students and 2.165 (S.D.
= .521; [2.090, 2.241]) for UL students. The mean responses at post-test were 2.249 (S.D. = .402;
[2.167, 2.331]) for UWC students and 2.316 (S.D. = .454; [2.240, 2.391]) for UL students.
The Feelings toward PLWHA domain revealed a statistically significant difference in
responses between students at the two universities at pre-test (p = .008) and a moderate, but
insignificant difference at post-test (p = .081). The mean responses at pre-test were 4.292 (S.D. =
.824; [4.170, 4.414]) for UWC students and 4.489 (S.D. = .555; [4.408, 4.570]) for UL students.
This shows that both groups disagreed – UL students slightly more than UWC students – with
the feelings expressed in these domain questions at pre-test. The same is true with the post-test
responses, though the disagreement among both groups was slightly stronger. The mean
responses at post-test were 4.376 (S.D. = .705; [4.234, 4.519]) for UWC students and 4.516 (S.D.
= .521; [4.429, 4.603]) for UL students.
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Table 6c. Domain differences by school (ANOVA)
n

AIDS-related Stigma

Mean

Standard

95% Confidence

Significance

Deviation

Interval

F

level

1.453

.229

1.051

.306

.182

.670

1.431

.233

.043

.836

1.335

.249

7.186

.008

3.071

.081

1.133

.288

1.700

.194

2.210

.138

18.593

<.001

Pre-test
UWC

179

.079

.109

.063, .095

UL

186

.093

.116

.076, .110

UWC

96

.059

.085

.042, .077

UL

141

.072

.094

.056, .087

UWC

179

2.176

.689

2.075, 2.278

UL

186

2.205

.595

2.119, 2.291

UWC

96

2.342

.739

2.193, 2.492

UL

141

2.236

.620

2.133, 2.339

UWC

179

2.155

.420

2.093, 2.217

UL

184

2.165

.521

2.090, 2.241

UWC

95

2.249

.402

2.167, 2.331

UL

141

2.316

.454

2.240, 2.391

UWC

179

4.292

.824

4.170, 4.414

UL

184

4.489

.555

4.408, 4.570

UWC

96

4.376

.705

4.234, 4.519

UL

141

4.516

.521

4.429, 4.603

UWC

178

3.112

.803

2.994, 3.231

UL

184

3.203

.823

3.084, 3.323

UWC

96

3.316

.688

3.176, 3.455

UL

141

3.180

.842

3.040, 3.321

UWC

178

1.757

.626

1.664, 1.850

UL

185

1.662

.589

1.577, 1.748

UWC

96

1.806

.522

1.700, 1.911

UL

141

1.442

.704

1.325, 1.559

Post-test

Knowledge of HIV/AIDS Pre-test
through Engagement

Post-test

Health Institution

Pre-test

Support

Post-test

Feelings toward People Pre-test
Living with HIV/AIDS

Post-test

Community and Culture Pre-test

Post-test

Future Actions toward

Pre-test

HIV/AIDS

Post-test
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The Community and Culture domain showed no statistically significant response
differences between students at the two universities at pre-test (p = .288) or post-test (p = .194).
The mean response among UWC students at pre-test was 3.112 (S.D. = .803; [2.994, 3.231]) and
3.203 (S.D. = .823; [3.084, 3.323]) for UL students. This shows that both groups were neutral in
their feelings about where to place blame for the spread of HIV/AIDS according to their
respective cultures and communities, though UL students tended to lean slightly more to the
‘disagree’ end of the continuum than UWC students. However, while both groups remained
neutral at post-test, it was UWC students who fell just slightly more toward the ‘disagree’ end of
the continuum. The mean responses at post-test were 3.316 (S.D. = .688; [3.176, 3.455]) for
UWC students and 3.180 (S.D. = .842; [3.040, 3.321]) for UL students.
There was no statistically significant response difference at pre-test (p = .138) between
students at UWC and UL on the Future Actions toward HIV/AIDS domain. However, there was a
significant difference at post-test (p = <.001). The mean responses at pre-test were 1.757 (S.D. =
.626; [1.664, 1.850]) for UWC students and 1.662 (S.D. = .589; [1.577, 1.748]) for UL students.
This shows that students at both universities agreed with the need for future education on
HIV/AIDS as well as their willingness to help PLWHA. Students at UL agreed slightly more
strongly in this regard. The mean responses at post-test were 1.806 (S.D. = .522; [1.700, 1.911])
for UWC students and 1.442 (S.D. = .704; [1.325, 1.559]) for UL students. Students at both
universities maintained their level of agreement with the questions in this domain at post-test,
although agreement among UWC students declined slightly while agreement among UL students
got slightly stronger.
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Rankings of Intervention Components
During the post-test measure, participants were asked to rank which of the three
intervention components – video, personal testimony, or open forum discussion – was most
valuable to their understanding of HIV-related stigma. This question was asked to ascertain
which of the three components might be most effective in future strategies to reduce stigma
among university students. This analysis is related to both the second specific aim (i.e. to reduce
HIV/AIDS stigma among South African students using an educational intervention at a group
level) and the third specific aim of the study (i.e. to test and validate an educational intervention
that is effective in reducing and eliminating HIV and AIDS related stigma in South Africa). The
personal testimony component was the most favored across the sample of participants at posttest.
Table 7. Most valuable intervention component at post-test (treatment group only)
Component #1
Video (%)

Component #2

Component #3

Personal Testimony (%) Open forum (%)

Gender
Male

10 (25.6)

14 (35.9)

15 (38.5)

Female

40 (30.5)

68 (51.9)

23 (17.6)

Race
Black

37 (30.6)

67 (55.4)

17 (14.0)

Coloured

11 (26.8)

13 (31.7)

17 (41.5)

School
UWC

19 (25.3)

29 (38.7)

27 (36.0)

UL

31 (30.4)

58 (56.9)

13 (12.7)

Chi
Square

p-value

Cramer’s V

7.72

.021

.213

14.58

.001

.300

13.65

.001

.278

Table 7 shows that across gender (p = .021), race (p = .001), and school (p = .001), the
percentages of those who selected a component as most valuable was statistically significant in
all three stratifications. Males and females differed in their preferred intervention component.
Overall, males felt the open forum component (38.5%) was most valuable, followed closely by
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the personal testimony (35.9%) and the video (25.6%). Females, however, felt the personal
testimony (51.9%) was most valuable, followed by the video (30.5%) and the open forum
(17.6%). The range of the percentage of individuals who indicated each component as being
most valuable is larger among females than among males (34.3 versus 12.9 percentage points,
respectively). This shows that the females were more divergent from each other in their
intervention component preferences than the males were from each other.
The most valuable intervention component also differed by race group, with Blacks
indicating their preference for the personal testimony (55.4%), followed by the video (30.6%)
and the open forum discussion (14.0%). Coloureds viewed the open forum component (41.5%)
as more valuable than both the personal testimony (31.7%) and the video (26.8%). The range of
the percentage of individuals who indicated each component as being most valuable is larger
among Blacks than among Coloureds (41.4 versus 14.7 percentage points, respectively). This
shows that the Blacks were more divergent from each other in their intervention component
preferences than the Coloureds were from each other.
When examining the three intervention components by school, the results show that
students at both UWC and UL selected the personal testimony as the most valuable and effective.
Approximately 38.7% of the students at UWC ranked the personal testimony as most valuable,
followed by the open forum discussion (36.0%) and the video component (25.3%). A larger
proportion of UL students felt the personal testimony (56.9%) was most valuable, followed by
the video (30.4%) and the open forum discussion (12.7%). The range of the percentage of
individuals who indicated each component as being most valuable is larger among students at
UL than among students at UWC (44.2 versus 13.4 percentage points, respectively). This shows
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that UL students were more divergent from each other in their intervention component
preferences than the UWC students were from each other.
In each of the three demographic groupings (i.e. gender, race, and school), there are four
different sub-groups (females, Blacks, UWC students, and UL students) that felt the personal
testimony was the most valuable of the intervention components. Of those sub-groups that
ranked the personal testimony as most valuable, three of them (females, Blacks, and UL
students) comprised a clear majority of all participants in their respective sub-groups who
indicated any preference at all. Neither of the other two components were preferred by a majority
(i.e. 50% or greater) of individuals in any sub-group. Additionally, the video component was the
only intervention component that was not selected as most valuable by any of the sub-groups.

Regression Analysis
Differences for each of the six domains were also examined using regression analysis on
the post-test measure. This provided the most complete and robust measure of actual differences
from pre-test to post-test, thereby responding to the specified aim of examining the most salient
contextual factor(s) that contributed to stigma among the population.
Each domain served as the dependent variable. The independent variables entered into
each regression model were treatment group, school, age, gender, and race. The only models
that were statistically significant as a result of this analysis were the AIDS-related Stigma (p =
.006) and Future Actions toward HIV/AIDS (p = <.001) domains. Within the AIDS-related
Stigma model school (p = .001) was the only statistically significant coefficient, which showed
that the site at which the students were located influenced the response differences within the
domain. Overall, the model explained 7.3% of the variance in the AIDS-related Stigma domain
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for the sample with an adjusted R-square of 5.1% for the population (Field, 2009). Within the
Future Actions toward HIV/AIDS model, treatment group (p = <.001), school (p = .028), and
gender (p = .034) were statistically significant coefficients, which showed that the response
difference within the domain was influenced by whether students were assigned to the treatment
or control group, the site at which the students were located, as well as whether students
identified as either male or female. Overall, the model explained 11.1% of the variance in the
Future Actions toward HIV/AIDS domain for the sample with an adjusted R-square of 9.0% for
the population (Field, 2009). The results of the regression analysis are shown in Table 8.
The regression models for three of the four remaining domains can be found in Appendix
B. Although none of the regression models for these three domains was found to be statistically
significant, there were instances of certain coefficients that at least partly influenced the response
difference found in one of those regression models. The Community and Culture domain had one
statistically significant coefficient: gender (p = .028); the Feelings toward PLWHA domain had
one moderately significant coefficient: age (p = .063); the Knowledge through Engagement
domain had no statistically significant coefficients. There is no regression model for the Health
Institution Support domain because that domain had very poor scale reliability, as previously
explained.
Additional Analyses
In addition to the above regression calculations, measurements of the differences on each
domain (excluding Health Institution Support) within treatment group according to race were
calculated to determine if there was any interaction between whether participants were assigned
to the treatment group or control group and race. The beta and significance values of this
interaction for each domain are also listed in Table 8 and Appendix B and are labeled as the
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independent variable Group * Race. There was no treatment group/race interaction found for any
of the domains. This means that the main effects can be generalized across all the domains.
Though it was predominately Coloured, the sample of participants from UWC was more
diverse than the sample from UL. Nearly the entire sample from UL was racially classified as
Black, essentially making the variables school and race equivalent in this case. Therefore, an
additional analysis was attempted to obtain regressions on the five reliable domains (excluding
Health Institution Support) for both university separately, removing the variable race. When this
was done, none of the regression models for any of the five domains was statistically significant
at the 0.05 level.

Table 8. Difference values for AIDS-related Stigma and Future Actions toward
HIV/AIDS domains regressed on selected variables
Variable

AIDS-related Stigma
Beta (β)

p-value

–

Future Actions toward
HIV/AIDS
Beta (β)

p-value

.030

–

.570

-.074

.273

-.256

<.001

-.298

.001

-.201

.028

Age

-.078

.244

.044

.497

Gender

.035

.594

.139

.034

-.060

.512

-.010

.912

-.236

.346

-.289

.527

Constant
Group
(0 = Treatment; 1 = Control)

School
(0 = UWC; 1 = UL)

(0 = Male; 1 = Female)

Race
(0 = Black; 1 = Coloured)

Group * Race
Model Summary
d.f.

5, 212

5, 211

F

3.328

5.277

p-value

.006

<.001

2

.073

.111

2

.051

.090

R

Adjusted R
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CHAPTER 5 – SUMMARY DISCUSSIO A D CO CLUSIO
The purpose of this study was to conduct research on reducing HIV/AIDS-related stigma
among Black and Coloured students at two underserved universities in South Africa. Primary
data analysis of socio-cultural findings was conducted to ascertain perceptions and attitudes of
university students toward their peers who may be living with HIV or AIDS. The PEN-3 Model,
provided the theoretical basis for this research. PEN-3 was designed to guide the planning of
community based health research, as well as to assist in the analysis of the results of qualitative
and quantitative research. It also serves to guide the planning, implementation, and evaluation of
health interventions. The three domains of PEN-3, which were used to understand the meaning
of culture and stigma in the context of this South African student population, are: Cultural
Identity, Relationships and Expectations, and Cultural Empowerment. The research presented
here did not employ the specific domains of the PEN-3 Model, but rather it demonstrated how
the domains of the model can be conceptualized to examine the context of both positive and
negative aspects of HIV in South African populations. In the implementation of stigma
interventions, the model will be useful in determining the positive and negative aspects of each
of the intervention components and the sub-population to target for the chosen intervention.
This research uses Likert-scale results from a multi-part questionnaire to determine a
change in stigmatizing perceptions and beliefs before and after a series of educational
interventions. The outcome of this study is the analysis of changes in attitudes toward PLWHA
over a period of time and whether those changes were due to the educational intervention
implemented at two South African universities. The specific research aims of this study were:
1.

To examine the most salient individual and contextual factors that contribute to
stigma among Black and Coloured university students in South Africa;
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2.

To reduce HIV/AIDS-related stigma among South African students using an
educational intervention at a group level; and

3.

To test and validate an educational intervention that is effective in reducing and
eliminating HIV/AIDS-related stigma in South Africa.

Summary
This research study began with two hypotheses:
1. There is no significant difference between Black and Coloured university students in
South Africa with regard to their levels of knowledge about stigma.
2. There is no significant difference between South African university students who are
exposed to an educational intervention about HIV-related stigma and those who are
not, with regard to their negative attitudes, beliefs, and perceptions about HIV and
toward PLWHA.
With regard to the first hypothesis, the results showed that there were no significant
differences between Black and Coloured students on some of the stigma domains and significant
differences on others. The following provides a brief description of those results for each domain
which support the first hypothesis by showing no significant differences in levels of knowledge
about stigma according to racial group.
•

There was no significant difference between Black and Coloured students at pre-test or
post-test on the AIDS-related Stigma domain.

•

There was no significant difference between Black and Coloured students at pre-test or
post-test on the Community and Culture domain.
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The following provides a brief description of those results for each domain which do not
completely support the first hypothesis by showing significant differences in levels of knowledge
about stigma according to racial group.
•

There was no significant difference between Black and Coloured students at pre-test on
the Health institution support domain, but there was a significant difference at post-test.

•

There was no significant difference between Black and Coloured students at pre-test on
the Future Actions toward HIV/AIDS domain, but there was a significant difference at
post-test.

The following provides a brief description of those results for each domain which do not support
the first hypothesis by showing significant differences in levels of knowledge about stigma
according to racial group.
•

There was a significant difference between Black and Coloured students at pre-test and
post-test on the Knowledge of HIV/AIDS through Engagement domain.

•

There was a significant difference between Black and Coloured students at pre-test and
post-test on the Feelings toward PLWHA domain.

With regard to the second hypothesis, the results showed that there were mostly no
significant differences between university students who were exposed to an educational
intervention and those who were not. The following provides a brief description of those results
for each domain which support the second hypothesis by showing no significant differences in
attitudes, beliefs, and perceptions about HIV and toward PLWHA according to treatment group.
•

There was no significant difference in attitudes, beliefs, and perceptions between students
in the treatment group and students in the control group at pre-test and post-test on the
Knowledge of HIV/AIDS through Engagement domain.
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•

There was no significant difference in attitudes, beliefs, and perceptions between students
in the treatment group and students in the control group at pre-test and post-test on the
Health institution support domain.

•

There was no significant difference in attitudes, beliefs, and perceptions between students
in the treatment group and students in the control group at pre-test and post-test on the
Feelings toward PLWHA domain.

•

There was no significant difference in attitudes, beliefs, and perceptions between students
in the treatment group and students in the control group at pre-test and post-test on the
Community and Culture domain.

The following provides a brief description of those results for each domain which do not
completely support the second hypothesis by showing significant differences in attitudes, beliefs,
or perceptions about HIV and toward PLWHA according to treatment group.
•

There was a significant difference in attitudes, beliefs, and perceptions between students
in the treatment group and students in the control group at pre-test, but there was no
significant difference at post-test on the AIDS-related Stigma domain.

•

There was no significant difference in attitudes, beliefs, and perceptions between students
in the treatment group and students in the control group at pre-test, but there was a
significant difference at post-test on the Future Actions toward HIV/AIDS domain.

Discussion
Other studies have attempted to address HIV/AIDS-related stigma and its accompanying
negative social consequences through various forms of intervention (Lapinski & Nwulu, 2008;
Nthomang, Phaladze, Oagile, Ngwenya, Seboni, Gobotswang et al., 2009). In their study, which
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used communication as a way to change people’s stigma perceptions of PLWHA, Lapinski and
Nwulu (2008) conducted a field experiment in Abuja, Nigeria using a short film as a mediated
intervention designed to reduce HIV-related stigma and risk perceptions. The results indicated
that the intervention was effective in impacting perceptions of the severity of HIV and some
stigma-related attitudes, particularly for male participants. Similar to the current study discussed
here, Lapinski and Nwulu’s (2008) study utilized a treatment and control group sample, and the
intervention had more of an effect on the perceptions of the treatment group. The participants’
changes in risk and stigma perceptions subsequently impacted their intentions to test for HIV,
which was not examined in the current study.
In light of the seriousness of HIV-related stigma and its varied forms of disapproval,
rejection, exclusion, labeling, and discrimination of PLWHA, Nthomang and colleagues (2009)
synthesized the literature and conducted in-depth interviews on this complex social phenomenon
and its impact on PLWHA in Botswana. As discussed in the literature review for the current
study, Nthomang and colleagues (2009) found that HIV/AIDS-related stigma is deeply
embedded in societal and cultural structures that distance PLWHA from what is thought to be
“normal.” Based on their findings, recommendations were made to adopt a program called
Healthy Relationship. This intervention not only seeks to promote and strengthen decisionmaking skills among PLWHA, but like the current study, also promotes the destigmatization of,
and tolerant attitudes toward, PLWHA.
Implementing intervention strategies to counter the detrimental effects of stigma has
become a vital component in the global fight against HIV/AIDS (Visser, Makin, Vandormael,
Sikkema & Forsyth, 2009). Many of the interventions to reduce HIV/AIDS-related stigma that
have been conducted to date in sub-Saharan Africa have taken an educational approach by
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simply presenting facts on HIV and AIDS. They have not taken into consideration the broader,
social and structural forces that foster stigma. Therefore, the most effective interventions to
combat stigma are those that are based on a context-specific assessment and that take into
account the prevailing sociocultural environment in which barriers to acceptance of PLWHA
exist (Bos, Schaalma & Pryor, 2008; Ehiri, Anyanwu, Donath, Kanu & Jolly, 2005). The
research study described here went beyond these shortcomings by suggesting interventions that
could lead to a reduction in stigmatizing attitudes among a specific population within the South
African cultural context. This study took into account the sociocultural environments of two
different South African universities in different geographic locations, the country’s apartheid
legacy, as well as the current attitudes across a specific set of social domains related to stigma
according to current racial classifications. Interventions should be targeted at those whose
behaviors and attitudes most directly affect the health and well being of PLWHA (Ehiri et al.,
2005).

Research Framework
Many of the questions used during the pre- and post-test phase of this study were taken
from a questionnaire used in a larger parent study on which this study is based. The parent study
sought to build research capacity among black post-graduate students and researchers in
HIV/AIDS in South Africa (Airhihenbuwa et al., 2009). The study was conducted over a five
year period among adult community members, PLWHA, family members of PLWHA, and
health care workers in various communities in the Western Cape and Limpopo provinces of
South Africa.
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There were six domains in the research questionnaire. The first set of items was grouped
into the AIDS-related stigma domain. These questions were more general in nature and assessed
attitudes based on some common thoughts about PLWHA. There was a positive change in
responses from pre-test to post-test according to the treatment group students were in. The
intervention had a significant effect on responses of the treatment group versus those of the
control group only at pre-test, not at post-test. There was also a positive change in responses
from pre-test to post-test according to race. Both Blacks and Coloureds showed a positive shift in
their responses to this domain, despite the differences in responses at both pre-test and post-test
being non-significant. There was also a positive change in responses from pre-test to post-test
according to geographic location. However, there were no significant differences in responses by
students at UWC versus those at UL.
The second set of items was grouped into the Knowledge about HIV/AIDS domain. These
questions dealt primarily with participants’ abilities to recognize a PLWHA or to acknowledge
known past interactions with a PLWHA. There was a slightly positive change in responses from
pre-test to post-test according to the treatment group students were in. However, the intervention
did not have a significant effect on responses of the treatment group versus those of the control
group. There was also a positive change in responses from pre-test to post-test according to race.
The differences in responses between Blacks and Coloureds at both pre-test and post-test were
significant under this domain. While there was a slightly positive change in responses from pretest to post-test according to geographic location, there were no significant differences in
responses by students at UWC versus those at UL.
The third set of items was grouped into the Health institution support and use of services
domain. These questions dealt primarily with participants’ stigmatization of students who use
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on-campus AIDS-related health services or whether they think PLWHA should be afforded such
services. There was a slightly negative change in responses from pre-test to post-test according
to the treatment group students were in. However, the intervention did not have a significant
effect on responses of the treatment group versus those of the control group. There was also a
slightly negative change in responses from pre-test to post-test according to race. The differences
in responses between Blacks and Coloureds at pre-test were significant, but they were significant
at post-test under this domain. While there was also a slightly negative change in responses from
pre-test to post-test according to geographic location, there were no significant differences in
responses by students at UWC versus those at UL.
The next set of items was grouped into the Feelings toward people living with HIV/AIDS
domain. These questions dealt primarily with participants’ individual attitudes toward PLWHA
and different ways in which they may inflict shame and rejection. There was a slightly positive
change in responses among students in the treatment group from pre-test to post-test, but a
slightly negative shift in responses among those in the control group. For the treatment group,
this was the intended outcome. However, this change was not statistically significant. The
intervention did not have a significant effect on responses of the treatment group versus those of
the control group. There was a positive change in responses from pre-test to post-test according
to race. The differences in responses between Blacks and Coloureds at both pre-test and post-test
were significant under this domain. While there was a slightly positive change in responses from
pre-test to post-test according to geographic location, there was only a significant difference in
responses by students at UWC versus those at UL on the pre-test and a near-significant
difference on the post-test.
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The fifth set of items was grouped into the Community and culture based stigma domain.
These items focused on wider influences of beliefs about HIV/AIDS and the current community
and culture in which the participants live. There was virtually no change in responses from pretest to post-test according to the treatment group students were in. The intervention had no
significant effect on responses of the treatment group versus those of the control group, and in
fact, the responses from both groups were neutral. The responses remained neutral according to
race, although there was a slightly positive shift toward the non-stigmatizing end of the scale for
both Blacks and Coloureds in their responses from pre-test to post-test. The differences in
responses between Blacks and Coloureds at both pre-test and post-test were not significant under
this domain. Again, while the responses were neutral, there was a slightly positive shift in
responses from pre-test to post-test for UWC students, but a slightly negative shift for UL
students. There were no significant differences in responses by students according to geographic
location.
The final set of items was grouped into the Future actions towards HIV/AIDS domain.
These items focused mainly on where the participants stood on whether they could benefit from
learning more about HIV/AIDS and cultural relations. While there were no significant
differences in responses on the pre-test according to treatment group, race, or geographic
location, each demographic did show a significant response difference on the post-test. There
was a positive shift from pre-test to post-test among the control, but not among the treatment
group, although the overall responses from both groups remained quite positive. Therefore, the
domain difference cannot be attributed to the intervention. According to race, there was a slightly
positive shift among Black students, but a slightly negative shift among Coloured students.
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According to geographic location, there was a slightly negative shift among UWC students, but a
slightly positive shift among UL students.

Rankings of Intervention Components
Finally, at the post-test phase participants were administered the same questionnaire they
received at pre-test, with one additional item at the end. This item was used to ascertain which of
the three intervention components students thought was most effective and useful. Over onethird of UWC students felt the personal testimony by the young woman was most effective in
helping them understand how stigma impacts one’s life and some of the coping strategies that
can be used to alleviate the effects. Likewise, over one-third felt the open forum discussion
session provided the most useful platform for tackling HIV-related stigma among university
students. Approximately one-quarter of the UWC students who completed the post-test felt the
Yesterday video was most effective in highlighting the issue of stigmatization among PLWHA.
Among UL students who completed the post-test, over one-half felt the personal testimony was
most useful. Nearly one-third felt the video was the most effective intervention component, and
the remaining students felt the open forum discussion was the most useful learning strategy for
this particular subject matter.
There were significant gender differences in what participants reported as the most
effective and valuable intervention component. One reason that might explain why a majority of
the females thought the personal testimony was most effective is that the personal testimonies at
both universities were given by women. It is understandable that women, who already share
many commonalities by virtue of their gender, would be better able to relate to another woman
as she shares her story of enduring the repercussions of stigma and discrimination from family,
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community members, and colleagues because of her positive HIV status. It might have been
critical for the females who participated in this study to be able to offer empathy and non-verbal
forms of nurturing as another woman bravely shared her trials and triumphs associated with
being HIV-positive. Also, with regard to age, the women who shared their personal testimonies
were in their early- to mid-thirties. Their relatively young age perhaps fostered the female
participants’ inclination to view the personal testimonies as most valuable. Although there was
not a majority of males who chose one component over the others, the male study participants’
did view the open forum discussion component as the most valuable educational strategy.
Reasons for this are not clear. It could have been that they did not relate as well as the females to
the personal testimonies of two women. The males may have also been more inclined to engage
in active dialogue about stigma and HIV/AIDS on their campus, viewing this as a more favorable
outlet for knowledge sharing and problem solving.
There were also significant racial differences in what participants reported as the most
effective and valuable intervention component. One reason that might explain why a majority of
the Black students thought the personal testimony was most valuable is that both personal
testimonies were given by women who identified themselves as Black. This commonality might
have helped some of the students relate the testimonies to their personal experiences. Though
they did not vote in a majority, the Coloured students felt the open forum discussion was the
most valuable component.
On the basis of school or geographic location, there were also significant differences in
what students reported as the most effective and valuable intervention component. Students from
both universities did select the personal testimony as the most valuable component; their second
and least favored components differed. Although a majority of the students at UL voted for the
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personal testimony, there was no majority vote by students at UWC. Reasons for this may link to
previous explanations for differences found in the way students voted based on gender and race,
given that more females than males from both universities completed the study and that the
majority of participants from UL identified themselves as Black.
Of the three intervention components, the personal testimony was the most highly
regarded. It is also the only one that received a majority (>50%) of the votes from any of the
gender, race, and school sub-groups. In fact, four of the six demographic sub-groups ranked the
personal testimony as the most effective and valuable component. On the other hand, the video
documentary did not receive a top intervention rating from any of the demographic sub-groups.

Implications for Policy and Practice
It is clear that the use of personal testimony from a person currently living with HIV or
AIDS could have a strong impact on the way university students view the disease and their
attitudes about stigma. This would be a viable component in other programmatic interventions
aimed at reducing stigma among Black and Coloured university students in South Africa. The
same could possibly be said for other universities throughout sub-Saharan Africa that serve
students from similar backgrounds.
This research should be considered a source of reference for university administrators
who wish to use the results to make a case to both government and non-government entities
throughout South Africa to provide more funding to enhance educational efforts that are already
in place with trained individuals to speak candidly to students about their experiences coping
with an HIV diagnosis and stigma in their communities. By encouraging PLWHA to tell their
stories and being able to “put a face on the epidemic” in the communities served by the
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universities, funding agencies would perhaps be more likely to offer assistance in funding
projects to reduce HIV-related stigma. Information on the educational strategies used in this
research could also be shared with the administrative body that provides oversight to postsecondary institutions in South Africa, which plays a critical role in ensuring that standards of
quality and equity are maintained throughout the country. Universities would be wise to
incorporate anti-stigma education strategies such as this into the regular curricula of their
psychology and health education courses. Going a step further, incorporating anti-stigma
education through the use of personal testimony into an annual orientation activity for junior
students could be a plausible and creative means of leveraging resources to combat the spread of
– and negative attitudes surrounding – HIV/AIDS. Utilizing the experiences of HIV-positive
community members would help portray them in a more positive light and give them a sort of
“role model” status. This would assist in raising the morale and psychological well-being of
PLWHA, and potentially make them more productive, influential citizens of their communities.
It would be unfair to disparage the other two intervention components simply on the basis
of votes by the participants. Both the open forum discussion and the video documentary were, in
fact, valuable to some of the participants and could have a potentially positive impact on the
stigmatizing attitudes of Black and Coloured university students in South Africa. However, the
frequency and context in which these strategies are used might be reconsidered before
incorporating them into the mainstream curriculum or programmatic interventions. They did not
have as much of an impact on the study sample as the personal testimony, but they could be
presented to governing bodies and funding agencies as viable alternative strategies for reducing
stigma through education. These two strategies might also be easier to implement. An open
forum discussion can be very impromptu and can take place anywhere and at any time the
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participants feel comfortable in discussing their views, as long as the dialogue is respectful and
inclusive. Because the video Yesterday was filmed entirely in South Africa by a South African
cast and crew, it is suspected that it would be easily obtainable in the urban area surrounding
UWC. Such may not be the case in the rural area surrounding UL. Also, individuals may not
have the funds to secure a copy of the video for their personal viewing. Therefore, it would be
beneficial for community agencies and educational institutions to sponsor collective viewings of
the film, particularly in predominately Black and Coloured communities, allowing for the
exchange of thoughts and dialogue afterwards. The research results could be used to encourage
funding for purchases of copies of the film for dissemination to communities and universities in
South Africa.
Whatever the approach to combating stigma against PLWHA among university students
in South Africa, it is important for all stakeholders to recognize the cultural and environmental
structures of the population and to make the intervention as appropriate as possible given the
context of the issue. This will make the intervention efforts more effective and more applicable
to a wider segment of society.

Study Limitations
There were a number of limitations to this study that must be addressed. The first is the
fact that the results of the questionnaire were based on self-report, which is a limitation of the
nature of the research, not necessarily a limitation of the study findings. Some participants may
have misinterpreted or had apprehensions about responding to some of the study questions.
Secondly, there was some initial confusion during the enrollment phase of the study.
Some of the students assigned to the treatment and control groups at both universities changed
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groups, resulting in some students participating in the educational intervention who were not
originally enrolled in that group. Because these students were exposed to the intervention, the
researcher had no alternative but to enroll them in the treatment group and record their
participation as such. This did cause some imbalance in the number of enrollees in each group at
both universities. However, this did not preclude the study from going forward. More troubling
was the fact that full participation of all enrollees in the intervention group was not always
achieved, especially at UWC. While the majority of those enrolled did attend each session, there
is concern that the intervention did not have its fully intended effect on those who were absent
from one or more of the sessions. Although participants could not be identified by name, a
weekly recording of the number of students in attendance at each session was kept by the
researcher. A significant amount of participant attrition (36% overall) occurred between the
administration of the pre-test and post-test measures. According to the descriptive statistics
presented in Chapter Four, each demographic group experienced a larger decrease – in some
cases over half – in participant numbers from pre-test to post-test. This was true for all except the
treatment group at UL, which saw a loss of only nine participants. This could have been due to
the possibility that students were genuinely interested in the study and the topics being discussed.
It also could have been due to the encouragement of the psychology faculty members who
assisted with accessing student participants. The monetary reimbursement could also have been a
strong incentive for continued participation, especially for those students who were from very
disadvantaged backgrounds.
The third limitation of the study is the possibility of a historical bias among the UL
sample. During the period in which data was collected and the intervention took place, a number
of activities were occurring on campus focused on HIV/AIDS prevention. One of those was a
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large study among South African universities examining existing attitudes around HIV and
AIDS. A select group of faculty and students at UL were to participate in this study, which was
sponsored by the European Union and the South African Department of Education, and was to be
administered in a survey format. According to the UL faculty member who was overseeing the
survey administration, only a small portion of the study had to do with HIV/AIDS-related
stigma. It is unclear how many, if any, of the same students who were in my study participated in
this study. But this information was not ascertained prior to study enrollment. Another activity
that occurred at UL during this time was a campus wide HIV/AIDS awareness campaign called
Scrutinize HIV. The campaign was sponsored by the U.S. Agency for International Development
and Johns Hopkins University and was facilitated by the UL Health Center. Students were
involved in this week-long event through cultural dances, poetry readings, skits in order to
educate themselves and their peers about the need to take preventive actions, like protected sex
and HIV testing, against HIV transmission.
A possibility of historical bias also existed among the UWC sample. The HIV/AIDS
Programme office, along with one of the campus student organizations sponsored a week of free,
voluntary HIV testing in one of the main office buildings on campus. This event was highly
publicized throughout the campus prior to and during the time the researcher collected data for
this study. The voluntary testing initiative was also coupled with literature and resources that
were provided to all students who were tested. Such a highly publicized campaign and the public
health messages that accompanied the events related to it could have easily swayed the views of
some of the students in the study. Additionally, the voluntary testing was held near the hub of
campus where a number of students pass each day. It was located very near the student union
building, library, and one of the main administration buildings, and was easily accessible via a
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walkway from one of the larger classroom buildings where a number of students attended
lectures each day. Incidentally, one of the students enrolled in the study served as a volunteer for
the HIV testing campaign. She strongly encouraged the researcher to be tested as well.
Therefore, it would have been reasonable to infer that she was supportive of PLWHA, as she was
taking an active role in stemming the spread of the virus among her peers.
Lastly, because this study was conducted at two specific universities in two different
parts of the country, it would be erroneous to generalize the results to every Black or Coloured
university student in South Africa. The analysis is only specific to the UWC and UL
communities, though the results can be used to inform HIV stigma prevention strategies at other
universities around the country with similar demographic characteristics.

Conclusion
The first hypothesis of this research study stated that there is no statistically significant
difference between Black and Coloured university students in South Africa with regard to their
levels of knowledge about stigma. There were statistically significant differences in responses
between Black and Coloured students at pre-test and post-test for the Knowledge of HIV/AIDS
through engagement and the Feelings toward PLWHA domains. Differences between the two
racial groups were also found at post-test on the Health institution support and Future actions
toward HIV/AIDS domains. Therefore, the hypothesis is rejected. The differences found
according to university location (i.e. UWC vs. UL) further reject the hypothesis, although
significant differences only occurred on two (Feelings toward PLWHA and Future actions
toward HIV/AIDS) of these four domains.

109

Based on the main findings of the study, and with regard to the first hypothesis, the following
conclusions can be drawn:
1. The following HIV-related stigma domains should be emphasized in the development of
future interventions among the racial groups represented in this study: Knowledge of
HIV/AIDS through engagement, Feelings toward PLWHA, Health institution support, and
Future actions toward HIV/AIDS.
2. The following HIV-related stigma domains should be emphasized in the development of
future interventions at the two universities represented in this study: Feelings toward
PLWHA, and Future actions toward HIV/AIDS.
The second hypothesis of this research study stated that there is no significant difference
between South African university students who are exposed to an educational intervention about
HIV-related stigma and those who are not, with regard to their negative attitudes, beliefs, and
perceptions about HIV and toward PLWHA? While the only significant difference between the
treatment group and the control group at post-test was on the Future Actions toward HIV/AIDS
domain, there is evidence that the educational intervention has utility for reduction of HIVrelated stigma among university students.
Based on the main findings of the study, and with regard to the second hypothesis, the
following conclusions can be drawn:
1. Students seem to respond better to intervention and programmatic components in which
they are actively engaged in dialogue and in which they can attach an individual to a
particular experience. Such was the case with the personal testimony. The open forum
discussion only fulfilled one of these requirements, and the video provided neither.
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2. Personal testimony shows great potential as a component of future interventions among
Black and Coloured university students in South Africa to confront the issue of HIVrelated stigma on campus.

Future Recommendations
A major research gap still exists when it comes to linking racial classification and cultural
identity with HIV-related stigma in this population. Further research is needed to fully
understand the particulars of how HIV-related stigma is influenced and manifest among Black
and Coloured university students in South Africa. However, one of the key components of
community-based research is sharing one’s findings with the communities targeted by the
research to provide a starting point for community enhancement and positive change. As
previously mentioned, the study findings should be shared with multiple entities which can
influence change in the impact stigma has on the spread of HIV in South Africa.
Perhaps classroom based interventions can be more effective in similar settings in South
Africa, where participants are engaged and empowered to discuss, not just personal
consequences of an HIV diagnosis, but the devastating effects the epidemic has on society atlarge. Including the personal testimony as part of future intervention and educational strategies
could benefit university-level students such that they, as future leaders and scholars, will be
better informed on how to advocate for positive change in the health status of all South Africans
– a realization that is long overdue.
OTE
1. While the researcher does not endorse the racial classification developed under the
apartheid system, it is necessary to recognize that these categories continue to be used by
the South African government for the purposes of social redress and to promote equity
and that they still have salience in group classification in South Africa today.
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Table 9. Frequency distribution of
AIDS-related Stigma domain responses

Variable (10)
dirty
Pre-test
Post-test
cursed
Pre-test
Post-test
ashamed
Pre-test
Post-test
safekids
Pre-test
Post-test
freedom
Pre-test
Post-test
wrong
Pre-test
Post-test
punished
Pre-test
Post-test
isolated
Pre-test
Post-test
notfriend
Pre-test
Post-test
Notwork
Pre-test
Post-test

I Disagree
N
Row %

I Agree
N
Row %

359
237

98.4
100.0

6
0

1.6
.0

342
227

94.2
96.6

21
8

5.8
3.4

349
231

96.1
98.3

14
4

3.9
1.7

111
61

30.7
25.8

251
175

69.3
74.2

292
196

80.4
82.7

71
41

19.6
17.3

304
210

84.2
88.6

57
27

15.8
11.4

364
236

99.7
100.0

1
0

.3
.0

359
232

98.4
97.9

6
5

1.6
2.1

349
231

95.9
97.5

15
6

4.1
2.5

353
231

96.7
97.5

12
6

3.3
2.5
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Table 10. Frequency distribution of Knowledge through Enhancement
domain responses
Never

Only Once

Yes, 2-4 times

Yes, 5-7 times

Yes, 8 or more

Variable (8)

N

Row %

N

Row %

N

Row %

N

Row %

N

Row %

funeral
Pre-test
Post-test

192
111

52.9
47.2

94
60

25.9
25.5

62
50

17.1
21.3

6
8

1.7
3.4

9
6

2.5
2.6

Pre-test
Post-test

275
180

76.2
76.6

47
28

13.0
11.9

25
18

6.9
7.7

2
2

.6
.9

12
7

3.3
3.0

visited
Pre-test
Post-test

167
105

45.9
44.5

68
38

18.7
16.1

62
51

17.0
21.6

12
12

3.3
5.1

55
30

15.1
12.7

Pre-test
Post-test

294
165

80.8
70.5

46
41

12.6
17.5

16
17

4.4
7.3

2
3

.5
1.3

6
8

1.6
3.4

volunteer
Pre-test
Post-test

236
119

65.0
51.3

67
53

18.5
22.8

39
37

10.7
15.9

5
8

1.4
3.4

16
15

4.4
6.5

Pre-test
Post-test

40
12

11.0
5.1

71
38

19.6
16.1

146
108

40.2
45.8

41
33

11.3
14.0

65
45

17.9
19.1

advise
Pre-test
Post-test

61
34

16.8
14.5

52
30

14.3
12.8

111
70

30.5
29.9

33
30

9.1
12.8

107
70

29.4
29.9

15
13

4.1
5.5

24
17

6.6
7.2

90
64

24.7
27.1

42
38

11.5
16.1

194
104

53.2
44.1

cared

join

event

talk
Pre-test
Post-test
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Table 11. Frequency distribution of Health Institution Support domain responses
0

Yes

No

Variable (2)

N

Row %

N

Row %

N

Row %

specserv
Pre-test
Post-test

161
84

44.5
35.7

199
151

55.0
64.3

2
0

.6
.0

useserv
Pre-test
Post-test

228
146

63.0
61.9

132
90

36.5
38.1

2
0

.6
.0

Strongly Agree
Variable (4)

Agree

Neutral

Disagree

Strongly
Disagree

Don’t Know

N

Row %

N

Row %

N

Row %

N

Row %

N

Row %

N

Row %

Pre-test
Post-test

6
2

1.7
.8

8
7

2.2
3.0

39
15

10.7
6.4

97
47

26.7
19.9

186
157

51.2
66.5

27
8

7.4
3.4

usedirty
Pre-test
Post-test

1
2

.3
.8

0
0

.0
.0

10
3

2.8
1.3

79
36

21.8
15.3

265
195

73.2
82.6

7
0

1.9
.0

moreserv
Pre-test
Post-test

242
154

66.7
65.3

87
61

24.0
25.8

22
6

6.1
2.5

2
1

.6
.4

7
10

1.9
4.2

3
4

.8
1.7

mistreat
Pre-test
Post-test

93
54

25.6
23.0

75
61

20.7
26.0

68
43

18.7
18.3

36
17

9.9
7.2

24
23

6.6
9.8

67
37

18.5
15.7

Judge
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Table 12. Frequency distribution of Feelings toward People Living with HIV/AIDS domain responses
Strongly
Strongly Agree
Agree
Neutral
Disagree
Don’t Know
Disagree
Variable (8)

N

Row %

N

Row %

N

Row %

N

Row %

N

Row %

N

Row %

shame
Pre-test
Post-test

2
1

.6
.4

2
2

.6
.9

7
5

1.9
2.1

69
29

19.0
12.3

280
195

77.1
83.0

3
3

.8
1.3

8
0

2.2
.0

6
2

1.7
.9

16
10

4.4
4.3

58
36

16.0
15.3

270
184

74.6
78.3

4
3

1.1
1.3

Pre-test
Post-test

8
2

2.2
.8

1
2

.3
.8

7
12

1.9
5.1

65
45

18.0
19.0

276
176

76.2
74.3

5
0

1.4
.0

sharemeal
Pre-test
Post-test

15
1

4.1
.4

18
9

5.0
3.8

39
20

10.7
8.4

59
35

16.3
14.8

216
163

59.5
68.8

16
9

4.4
3.8

6
1

1.7
.4

5
0

1.4
.0

13
15

3.6
6.4

74
56

20.4
23.7

256
160

70.7
67.8

8
4

2.2
1.7

Pre-test
Post-test

19
8

5.2
3.4

32
15

8.8
6.3

37
31

10.2
13.1

88
64

24.3
27.0

153
103

42.3
43.5

33
16

9.1
6.8

Pre-test
Post-test

5
8

1.4
3.4

11
2

3.0
.8

13
16

3.6
6.8

81
53

22.4
22.5

240
152

66.3
64.4

12
5

3.3
2.1

deserve
Pre-test
Post-test

7
5

1.9
2.1

1
1

.3
.4

2
5

.6
2.1

51
36

14.1
15.3

299
188

82.6
80.0

2
0

.6
.0

sit
Pre-test
Post-test
assoc

reject
Pre-test
Post-test
admit

sport
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Table 13. Frequency distribution of Community and Culture domain responses
Strongly
Strongly Agree
Agree
Neutral
Disagree
Disagree

Don’t Know

Variable (7)

N

Row %

N

Row %

N

Row %

N

Row %

N

Row %

N

Row %

probcult
Pre-test
Post-test

24
6

6.6
2.5

36
19

9.9
8.0

40
24

11.0
10.1

68
65

18.7
27.4

153
93

42.1
39.2

42
30

11.6
12.7

probrace
Pre-test
Post-test

18
5

5.0
2.1

44
17

12.2
7.2

32
24

8.8
10.1

88
71

24.3
30.0

146
96

40.3
40.5

34
24

9.4
10.1

probuniv
Pre-test
Post-test

16
13

4.5
5.5

44
22

12.3
9.3

64
39

17.8
16.5

75
60

20.9
25.3

90
61

25.1
25.7

70
42

19.5
17.7

studsham
Pre-test
Post-test

81
41

22.3
17.3

126
98

34.7
41.4

42
28

11.6
11.8

25
18

6.9
7.6

28
19

7.7
8.0

61
33

16.8
13.9

blamemen
Pre-test
Post-test

23
13

6.3
5.5

21
9

5.8
3.8

36
32

9.9
13.5

111
65

30.6
27.4

157
108

43.3
45.6

15
10

4.1
4.2

blamefem
Pre-test
Post-test

7
7

1.9
3.0

18
6

5.0
2.5

45
38

12.4
16.0

117
61

32.2
25.7

161
114

44.4
48.1

15
11

4.1
4.6

80
39

22.2
16.7

106
100

29.4
42.7

63
36

17.5
15.4

47
27

13.1
11.5

40
23

11.1
9.8

24
9

6.7
3.8

media
Pre-test
Post-test

Table 14. Frequency distribution of Future Actions toward HIV/AIDS domain responses
Strongly
Strongly Agree
Agree
Neutral
Disagree
Don’t Know
Disagree
Variable (4)

N

Row %

N

Row %

N

Row %

N

Row %

N

Row %

N

Row %

course
Pre-test
Post-test

182
132

50.3
55.7

144
84

39.8
35.4

19
9

5.2
3.8

8
2

2.2
.8

7
8

1.9
3.4

2
2

.6
.8

Pre-test
Post-test

180
134

49.9
57.0

152
86

42.1
36.6

20
10

5.5
4.3

3
2

.8
.9

4
2

1.1
.9

2
1

.6
.4

confmed
Pre-test
Post-test

125
76

34.5
32.3

170
118

47.0
50.2

32
19

8.8
8.1

16
2

4.4
.9

4
4

1.1
1.7

15
16

4.1
6.8

interven
Pre-test
Post-test

108
59

29.8
29.8

144
78

39.8
39.4

54
33

14.9
16.7

17
10

4.7
5.1

8
5

2.2
2.5

31
13

8.6
6.6

cultrel
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APPE DIX B
REGRESSIO MODELS FOR THREE OF FOUR REMAI I G DOMAI S
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Table 15. Difference values for Future Actions toward HIV/AIDS, Feelings toward People Living with HIV/AIDS,
and Knowledge through Engagement domains regressed on selected variables
Variable

Community and Culture
Beta (β)

p-value

Feelings toward PLWHA
Beta (β)

p-value

Knowledge through
Engagement
Beta (β)

Constant

p-value

–

.934

–

.011

–

.239

-.037

.593

-.071

.305

-.046

.511

-.115

.224

-.207

.114

-.014

.880

Age

-.014

.842

-.127

.063

-.058

.397

Gender

.150

.028

-.005

.945

-.051

.460

-.006

.946

-.138

.141

-.013

.892

-.078

.761

-.255

.320

-.327

.462

Group
(0 = Treatment; 1 = Control)

School
(0 = UWC; 1 = UL)

(0 = Male; 1 = Female)

Race
(0 = Black; 1 = Coloured)

Group * Race
Model Summary
d.f.

5, 211

5, 210

5, 212

F

1.518

1.361

.318

p-value

.185

.240

.902

2

.035

.031

.086

2

.012

.008

.007

R

Adjusted R
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APPE DIX C
FOCUS GROUP QUESTIO S
(ADMI ISTERED AT U IVERSITY OF THE WESTER CAPE)
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Focus Group Questions
University of the Western Cape
Reducing HIV and AIDS Stigma among College Students in South Africa

1. When somebody speaks about HIV/AIDS what comes into your mind?
2. What has influenced your views on HIV/AIDS up to this point?
3. Are any of you able to identify a person on campus who has HIV or AIDS just by looking
at him or her?
4. Do you feel free to talk about HIV/AIDS with your friends and peers on campus?
5. What do you think are some of the positive things on campus that support students living
with HIV/AIDS?
6. What do you think are some of the challenges students living with HIV/AIDS face on a
college campus?
7. Do you think enough attention is being paid to HIV/AIDS on campus?
8. Have any of you witnessed acts of stigma against students living with HIV/AIDS? What
was the nature of that stigmatizing behavior? Did these behaviors come from other
students, professors, or staff?
9. What do you think causes this type of stigma?
10. Do you think there are appropriate services on campus for students living with
HIV/AIDS? If so, what are some of those services?
11. From your experiences, do you feel men & women with HIV/AIDS are treated equally?
12. Are there any issues that are particularly relevant to students which may influence the
stigma that a PLWHA receives (e.g. family withdrawing tuition support from HIV+
student)?
13. What do you think would help HIV+ students open up more about their status on
campus?
14. What is your sense of how students at UWC relate to each other across cultures?
15. Do you think an HIV+ student’s race affects whether he or she is stigmatized? If so, how
might a Black, Coloured, White, or Indian student who is HIV+ be treated at UWC?
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16. Do you get the sense that students, overall, look at HIV+ people of other races as being
inferior? If so, what are some examples of this?
17. Please read over this questionnaire and give me a sense of what you think about the
questions. Are they appropriate for a group of students such as yourselves? Are the
questions confusing or ambiguous in any way?
18. Given what we have discussed and the questionnaire itself, do you feel that there will be
any real change in attitudes or perceptions about stigma over the course of this study?
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APPE DIX D
I E-ITEM QUESTIO

AIRE TO ASSESS AIDS-RELATED STIGMA
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AIDS-Related Stigma Scale (Kalichman et al., 2005)
1. People who have AIDS are dirty.

I AGREE

I DISAGREE

2. People who have AIDS are cursed.

I AGREE

I DISAGREE

3. People who have AIDS should be ashamed.

I AGREE

I DISAGREE

4. It is unsafe for people who have AIDS to work with children.

I AGREE

I DISAGREE

5. People with AIDS must expect some restrictions on their

I AGREE

I DISAGREE

6. A person with AIDS must have done something wrong.

I AGREE

I DISAGREE

7. A person with AIDS deserves to be punished.

I AGREE

I DISAGREE

8. People who have HIV should be isolated.

I AGREE

I DISAGREE

9. I do not want to be friends with someone who has AIDS.

I AGREE

I DISAGREE

10. People who have AIDS should not be allowed to work.

I AGREE

I DISAGREE

freedom.
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APPE DIX E
PRE-TEST QUESTIO

AIRE
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Unique ID # __ __ __ __ __ __

REDUCING HIV and AIDS STIGMA among UNIVERSITY STUDENTS
in SOUTH AFRICA
HIV/AIDS Stigma Questionnaire
University of the Western Cape, Western Cape, South Africa

2008 (pre)

**Disclaimer: While the researcher acknowledges the fact that you might reject the apartheid categories of 'race' it is
understood that they are still important for the purposes of understanding differences in South Africa today and for the
challenge of creating equality. In no way does the researcher support the use of this categorization.
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STUDENT DEMOGRAPHIC INFORMATION
1. What is your age?

_____

2. What is your sex?

Male

Female

3. What is your marital status?
Single/never married

Married

Divorced

Widowed

4. With what race or population group do you identify?
African

White

Coloured

Indian

Other, please specify _______________________

5. What is your home language (language most often spoken at home)? Please circle.
Setswana
Tshivenda
Xitsonga
Northern Sotho
Other African
Other European
Indian language
Other

Afrikaans
English
Isindebele
Isiswati
Isixhosa
Isizulu
Sesotho sa borwa
Sepedi

6. In addition to being a student, are you also employed (either at or outside of the university)?
Yes

No

AIDS-RELATED STIGMA
7. People who have AIDS are dirty.

I Agree

I Disagree

8. People who have AIDS are cursed.

I Agree

I Disagree

9. People who have AIDS should be ashamed.

I Agree

I Disagree

10. It is unsafe for people who have AIDS to work with children.

I Agree

I Disagree

11. People with AIDS must expect some restrictions on their freedom.
I Agree

I Disagree

12. A person with AIDS must have done something wrong.

I Agree

I Disagree

13. A person with AIDS deserves to be punished.

I Agree

I Disagree

14. People who have HIV should be isolated.

I Agree

I Disagree

15. I do not want to be friends with someone who has AIDS.

I Agree

I Disagree

16. People who have AIDS should not be allowed to work.

I Agree

I Disagree
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KNOWLEDGE OF HIV and AIDS THROUGH RECOGNITION
17. Can you recognise someone who is HIV positive?

Yes

No

18. Has a friend or relative told you that he/she is HIV positive?
Never

Yes, past six months

Yes, past year

Yes, past 5 years

Yes, past 10 years

19. If Yes, who? Circle as many as apply.
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.
k.

Husband/Wife
Brother/Sister
Partner
Parent
Friend
Relative
Neighbour/member of my community
Colleague at work
Child
Acquaintance I knew
Other, please specify ___________________

KNOWLEDGE OF HIV and AIDS THROUGH ENGAGEMENT
20. Have you ever:
a. Attended the funeral of a person who is said to have died of an AIDS-related illness?
Never

Only once

Yes, 2-4 times

Yes, 5-7 times

Yes, 8 or more times

b. Cared for a person who is sick with AIDS?
Never

Only once

Yes, 2-4 times

Yes, 5-7 times

Yes, 8 or more times

c. Visited someone living with HIV/AIDS?
Never

Only once

Yes, 2-4 times

Yes, 5-7 times

Yes, 8 or more times

d. Joined an AIDS organisation as a member?
Never

Only once

Yes, 2-4 times

Yes, 5-7 times

Yes, 8 or more times

Yes, 5-7 times

Yes, 8 or more times

e. Volunteered for any AIDS activities?
Never

f.

Only once

Yes, 2-4 times

Attended a performance, seminar or educational event about AIDS?
Never

Only once

Yes, 2-4 times

Yes, 5-7 times

Yes, 8 or more times

g. Given advice to others about HIV/AIDS?
Never

Only once

Yes, 2-4 times

Yes, 5-7 times

Yes, 8 or more times

h. Talked to other people about HIV/AIDS?
Never

Only once

Yes, 2-4 times

Yes, 5-7 times

Yes, 8 or more times
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HEALTH INSTITUTION SUPPORT & USE OF SERVICES
21. Are you aware of any special services on campus for people living with HIV/AIDS?
Yes

No

22. Do you know anyone who has used special health services for HIV/AIDS?
Yes

No

23. I do not tend to judge people who use AIDS-related health services.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

24. I do not think people who have to use AIDS-related health services are dirty.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

25. I think there should be more services on campus to help those with HIV/AIDS.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

26. I do not believe that people living with HIV are treated poorly in the clinics.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

FEELINGS TOWARDS PEOPLE LIVING WITH HIV/AIDS
27. A person who contracts HIV should be shamed and rejected.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

28. I would not want to sit beside someone in class who I know has HIV or AIDS.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

29. I would not associate with a classmate if I knew he/she was HIV positive.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

30. I would not want to share a meal with someone who is HIV positive.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

31. I would probably reject a person if I found out he/she was HIV positive.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

32. I would be ashamed to admit in public if one of my friends is HIV positive.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

33. I do not think people with HIV/AIDS should be allowed to participate in university athletics.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

34. I do not think people with HIV/AIDS deserve to be at this university.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know
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COMMUNITY & CULTURE
35. What is your opinion on the following statements?
a. HIV is more of a problem for other cultural groups than mine.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

b. HIV is more of a problem for other racial/ethnic groups than mine.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

c. Shame for having HIV is not a problem at this university.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

d. Other students contribute to the shaming of people living with HIV/AIDS.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

Strongly disagree

Don’t know

e. Men are to be blamed for the spread of HIV.
Strongly agree

Agree

Neutral

Disagree

f. Women are to be blamed for the spread of HIV.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

36. I believe the media influences my view of people living with HIV/AIDS.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

FUTURE ACTIONS TOWARDS HIV/AIDS
37. I think I could benefit from taking a course on HIV/AIDS?
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

38. I think the university should offer more courses on cultural relations and HIV/AIDS health.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

39. I think I could benefit from a course on conflict mediation.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

40. If I saw someone being ridiculed about their HIV status I would intervene.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know
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END
Thank you for participating in this project. Should you have any comments
please feel free to share them below
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
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APPE DIX F
POST-TEST QUESTIO

AIRE
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Unique ID # __ __ __ __ __ __

REDUCING HIV and AIDS STIGMA among UNIVERSITY STUDENTS
in SOUTH AFRICA
HIV/AIDS Stigma Questionnaire
University of the Western Cape, Western Cape, South Africa

2008 (post)

**Disclaimer: While the researcher acknowledges the fact that you might reject the apartheid categories of 'race' it is
understood that they are still important for the purposes of understanding differences in South Africa today and for the
challenge of creating equality. In no way does the researcher support the use of this categorization.
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AIDS-RELATED STIGMA
1. People who have AIDS are dirty.

I Agree

I Disagree

2. People who have AIDS are cursed.

I Agree

I Disagree

3. People who have AIDS should be ashamed.

I Agree

I Disagree

4. It is unsafe for people who have AIDS to work with children.

I Agree

I Disagree

5. People with AIDS must expect some restrictions on their freedom.
I Agree

I Disagree

6. A person with AIDS must have done something wrong.

I Agree

I Disagree

7. A person with AIDS deserves to be punished.

I Agree

I Disagree

8. People who have HIV should be isolated.

I Agree

I Disagree

9. I do not want to be friends with someone who has AIDS.

I Agree

I Disagree

10. People who have AIDS should not be allowed to work.

I Agree

I Disagree

KNOWLEDGE OF HIV and AIDS THROUGH RECOGNITION
11. Can you recognise someone who is HIV positive?

Yes

No

12. Has a friend or relative told you that he/she is HIV positive?
Never

Yes, past six months

Yes, past year

Yes, past 5 years

Yes, past 10 years

13. If Yes, who? Circle as many as apply.
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.
k.

Husband/Wife
Brother/Sister
Partner
Parent
Friend
Relative
Neighbour/member of my community
Colleague at work
Child
Acquaintance I knew
Other, please specify ___________________
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KNOWLEDGE OF HIV and AIDS THROUGH ENGAGEMENT
14. Have you ever:
c. Attended the funeral of a person who is said to have died of an AIDS-related illness?
Never

Only once

Yes, 2-4 times

Yes, 5-7 times

Yes, 8 or more times

d. Cared for a person who is sick with AIDS?
Never

i.

Yes, 2-4 times

Yes, 5-7 times

Yes, 8 or more times

Visited someone living with HIV/AIDS?
Never

j.

Only once

Only once

Yes, 2-4 times

Yes, 5-7 times

Yes, 8 or more times

Joined an AIDS organisation as a member?
Never

Only once

Yes, 2-4 times

Yes, 5-7 times

Yes, 8 or more times

Yes, 5-7 times

Yes, 8 or more times

k. Volunteered for any AIDS activities?
Never

l.

Only once

Yes, 2-4 times

Attended a performance, seminar or educational event about AIDS?
Never

Only once

Yes, 2-4 times

Yes, 5-7 times

Yes, 8 or more times

m. Given advice to others about HIV/AIDS?
Never

Only once

Yes, 2-4 times

Yes, 5-7 times

Yes, 8 or more times

n. Talked to other people about HIV/AIDS?
Never

Only once

Yes, 2-4 times

Yes, 5-7 times

Yes, 8 or more times

HEALTH INSTITUTION SUPPORT & USE OF SERVICES
15. Are you aware of any special services on campus for people living with HIV/AIDS?
Yes

No

16. Do you know anyone who has used special health services for HIV/AIDS?
Yes

No

17. I do not tend to judge people who use AIDS-related health services.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

18. I do not think people who have to use AIDS-related health services are dirty.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

19. I think there should be more services on campus to help those with HIV/AIDS.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

20. I do not believe that people living with HIV are treated poorly in the clinics.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know
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FEELINGS TOWARDS PEOPLE LIVING WITH HIV/AIDS
21. A person who contracts HIV should be shamed and rejected.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

22. I would not want to sit beside someone in class who I know has HIV or AIDS.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

23. I would not associate with a classmate if I knew he/she was HIV positive.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

24. I would not want to share a meal with someone who is HIV positive.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

25. I would probably reject a person if I found out he/she was HIV positive.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

26. I would be ashamed to admit in public if one of my friends is HIV positive.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

27. I do not think people with HIV/AIDS should be allowed to participate in university athletics.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

28. I do not think people with HIV/AIDS deserve to be at this university.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

COMMUNITY & CULTURE
29. What is your opinion on the following statements?
g. HIV is more of a problem for other cultural groups than mine.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

h. HIV is more of a problem for other racial/ethnic groups than mine.
Strongly agree

i.

Neutral

Disagree

Strongly disagree

Don’t know

Shame for having HIV is not a problem at this university.
Strongly agree

j.

Agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

Other students contribute to the shaming of people living with HIV/AIDS.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

Strongly disagree

Don’t know

k. Men are to be blamed for the spread of HIV.
Strongly agree

l.

Agree

Neutral

Disagree

Women are to be blamed for the spread of HIV.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

30. I believe the media influences my view of people living with HIV/AIDS
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know
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FUTURE ACTIONS TOWARDS HIV/AIDS
31. I think I could benefit from taking a course on HIV/AIDS?
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

32. I think the university should offer more courses on cultural relations and HIV/AIDS health.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

33. I think I could benefit from a course on conflict mediation.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

34. If I saw someone being ridiculed about their HIV status I would intervene.
Strongly agree

Agree

Neutral

Disagree

Strongly disagree

Don’t know

35. Of the three HIV/AIDS educational sessions, which one do you think was most valuable to
you? (Please mark with an ‘X’)
___ Yesterday film segment
___ PLWHA personal testimony
___ Open class forum/discussion on HIV/AIDS

END
Thank you for participating in this project. Should you have any comments
please feel free to share them below
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
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Title: Reducing HIV and AIDS Stigma among University Students in South Africa
Funding Source: National Security Education Program, Institute of International Education;
The Africana Research Center, The Pennsylvania State University
IRB Approval umber: 27830
Principal Investigator: Darigg C. Brown
Protocol:
I.

Aim of Study
a. To examine the most salient individual and contextual factors that contribute
to stigma among Black and Coloured university students in South Africa
b. To reduce HIV/AIDS stigma among South African students using an
educational intervention at a group level
c. To test and validate an educational intervention that is effective in reducing
and eliminating HIV and AIDS related stigma in South Africa.

II.

Study Hypothesis-including outcome and objective
a. South African university students have similar levels of knowledge about
stigma regardless of their racial or ethnic background.
b. Students exposed to an educational intervention about stigma are more likely
to decrease their negative attitudes, perceptions, and beliefs toward PLWHA
and express positive and non-stigmatizing attitudes than a comparison group.

III.

Setting
a. Study sites
This is an exploratory study using a non-randomized sample of undergraduate
psychology students from four classrooms divided into two groups (two
classes per group) of approximately 75-100 students in each class. Two of the
classrooms will be at the University of the Western Cape (UWC) in Cape
Town, South Africa, and the other two will be at the University of Limpopo
(UL) in Limpopo Province, South Africa.
The sites were part of a larger capacity building project on which this research
is based. The capacity building project was initiated by researchers at The
Pennsylvania State University who formed collaborations with faculty in the
Psychology Department at UWC, and with faculty in the Psychology, Social
Work, and Public Health Departments at UL. The project was intended to
enhance the research skills of faculty and Black and Coloured graduate
students at both universities in order to increase the caliber of research on

147

ways to reduce the HIV and AIDS-related stigma in South Africa. As
principal investigator of a two-year supplement to the capacity building
project, the researcher studies the role of racial identity in HIV and AIDSrelated research in one of the Cape Town, South Africa communities involved
in the larger capacity building project. The goal of the supplement is to
develop a measure on race and identity related to HIV and AIDS stigma.
b. How sites were acquired and details of the location(s)
During the research process for the parent grant the researcher participated in
yearly workshops in South Africa meant to guide the implementation of the
capacity building project and provide a forum for discussion about the future
directions of the research. It was at this time that talks to place with the South
African researchers from UWC and UL and plans for conducting dissertation
research in South African were established. The researcher gained the support
of the South African colleagues and it was decided that the psychology
departments at both universities would be an ideal base from which to conduct
research, given the access to a large sample of students.
Since this study depended heavily on data obtained in the form of a
questionnaire, both the pre- and post-test instruments were administered
during the regular class times and in the same classrooms where students took
their psychology courses. For the intervention components at each university,
a specific classroom that could accommodate the number of students enrolled
in the treatment group was booked through the respective facilities
management offices for each of the one-hour sessions. This provided a
familiar setting for the students to participate in the intervention portion and
made it more convenient for them to access as opposed to a meeting location
off-campus.
IV.

Target Population
a. Describe for each site, inclusion/exclusion criteria, sampling frame
The sampling frame will be undergraduate psychology students at both
universities. Undergraduate psychology programs tend to have a large
enrollment of students who have either declared psychology as their major
field of study or who are taking psychology courses as part of their general
education requirements for other major fields of study (e.g. education, health
sciences, and law).
All undergraduate psychology classes were considered for participation in the
study. However, after facilitated discussions with faculty member in the
respective departments at UWC and UL, and having taken into consideration
the classroom enrollment size and class meeting times, specific classes in
which to enroll participants were selected. The study was introduced to all
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classrooms and participants were provided with informed consent forms. Each
student provided his or her name for enrollment purposes to allow the
researcher to keep track of how many students completed the study.
Participants enrolled in the treatment group had to agree to meet in a group
setting after the administration of the pre-test questionnaire on the three
consecutive Tuesdays for one hour. This is when the study intervention was to
take place. Those who were unable to meet at these times were excluded from
the study. For both the treatment and control groups, participants had to be
able to read, comprehend, and write in English in order to complete the preand post-test questionnaires.
b. How refusals are handled?
Each potential participant was given the option to participate as well as the option
to withdraw from the study at any point for any reason. Those who refused to
participate in the study at the outset were not pressured in any way and were
simply not enrolled. They were allowed to continue with their usual course
activities without interference. Unless a student expressly stated that he or she did
not wish to participate in the study, it was implied that he or she would
participate.
V.

Intervention design
a. Timing of intervention
The intervention will begin approximately one week after the administration
of the pre-test questionnaire. It will consist of three components which will
take place consecutively approximately one week apart. The final intervention
component will take place approximately one week before the post-test
questionnaire is administered. One component of the intervention will be
administered for approximately one hour each week for three weeks at each
university.
b. Exactly how will intervention be delivered?
The intervention will take place in a group setting and will be facilitated by
the researcher. The intervention will depend heavily upon student
involvement, particularly when it comes to discussion of issues related to HIV
and AIDS stigma. One component will be delivered with the assistance of a
DVD player and LCD projector.
c. Where will you administer the intervention?
The intervention will be administered on-campus at both universities in a
classroom large enough to accommodate all of the participants enrolled in the
treatment group. The location will be reserved through the facilities
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management office at each university. The classroom setting will be ideal to
allow easier access for students, rather than arranging a location off-campus.
It will also be a familiar location for students, which could facilitate
discussion around this sensitive topic.
d. Intervention components
i. What are they and how delivered (timing, order and total length of
time to complete intervention –time for each component)
The intervention will begin within one week after administration of the pretest measure and will contain three main components, all of which focus on
different variable domains throughout the questionnaire. The three
components, in order of occurrence, are: 1. a documentary educational film,
titled Yesterday, 2. a personal testimonial from an individual currently living
with HIV or AIDS, and 3. an in-class open forum discussion about HIVrelated stigma among college students as it relates to race and cultural
identity. This component will also allow more in-depth discussion about the
issues raised during the previous two components. Each component will last
approximately one hour and will take place during the course of a weekday
while participants are on-campus.
e. When will outcome be assessed?
The outcome of the effect of the intervention will be assessed approximately
one week after the final intervention component is delivered. The outcome of
attitudes and perceptions of those in the control group will also be assessed at
this time.
f. How will outcome be assessed?
The outcome of attitudes and perceptions for both the control and treatment
groups will be assessed using a post-test questionnaire measure. The
questionnaire will be very similar to the pre-test measure. However, the posttest will not include questions on demographics, but will include a question
regarding which intervention component participants thought was the most
useful. This question will only be asked of those in the treatment group. The
responses from the post-test will be analyzed and compared with responses
from the pre-test to determine whether there was any change in stigmatizing
attitudes and perceptions that could be attributed to the intervention.
VI.

Data management
a. Discuss data management, entry and storage –briefly discuss preliminary
analyses.
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To maintain participants’ confidentiality, all completed surveys will be kept in
secured files by the researcher while the study is being conducted. The
researcher is the only person who will have access to the surveys. When all
surveys have been completed and submitted, they will be securely packaged
and sent to the researcher’s office at The Pennsylvania State University via a
licensed and insured Overnight Express courier delivery service such as
FedEx or DHL to arrive on or around the same day that the researcher returns
to the U.S. This will ensure an expedient transfer and minimize the risk of any
outside persons accessing the data. No surveys or data will travel with the
researcher as carry-on baggage.
All data from the pre- and post-test surveys will be coded, organized, and
analyzed using Microsoft Excel and SPSS. Descriptive statistics will be used
to describe the sample and key demographic variables. This will allow the
researcher to see clearly any trends in the responses to the behavioral items on
each survey. Multiple regression will be conducted in order to find
relationships between independent variables, such as race and age, and
dependent variables in the survey instruments. In addition, factor analysis will
be used to cluster similar variables into domains of stigma attitudes so that
they become easier to discuss in the results of the study. This will necessitate
determining the minimum number of items needed to measure the full range
of each construct of the intervention.
VII.

Weekly Timeline
Project Activity

Dates of Occurrence

Project planning; obtain IRB ethics clearances from PSU
and South African universities; proposal writing

January – June 2008

Travel to South Africa; study preparation, & participant
recruitment

July 1-15, 2008

Focus group

July 20-26, 2008

Data collection: administer initial survey instrument at
Univ. of the Western Cape

July 27-August 2, 2008

Data entry

July 27-August 2, 2008

Intervention phase at Univ. of the Western Cape – film
documentary & in-class discussion about HIV/AIDS
stigma

August 3-9, 2008

Intervention phase at Univ. of the Western Cape –
personal testimony & in-class discussion about
HIV/AIDS stigma

August 10-16, 2008

Intervention phase at Univ. of the Western Cape – open
forum & in-class discussion about HIV/AIDS stigma,
discrimination, race & cultural identity

August 17-23, 2008

Data collection: administer post-survey instrument at
Univ. of the Western Cape

August 24-30, 2008
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Data entry and travel to Univ. of Limpopo

August 24-30, 2008

Data collection: administer initial survey instrument at
Univ. of Limpopo

August 31-September 6, 2008

Data entry

August 31-September 6, 2008

Intervention phase at Univ. of Limpopo – film
documentary & in-class discussion about HIV/AIDS
stigma

September 7-13, 2008

Intervention phase at Univ. of Limpopo – personal
testimony & in-class discussion about HIV/AIDS stigma

September 14-20, 2008

Intervention phase at Univ. of Limpopo – open forum &
in-class discussion about HIV/AIDS stigma,
discrimination, race & cultural identity

September 21-27, 2008

Data collection: administer post-survey instrument at
Univ. of Limpopo

September 28-October 4, 2008

Data entry

September 28-October 4, 2008
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