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ABS TIRA CT 

During July 2004 the HIV program office of Stellenbosch University hosted its first 

HIV peer-education training program. The aim of the training program was to 

promote HIV awareness and knowledge, and to encourage safer sexual practices 

amongst students through empowering a group of students to serve their peers as 

informal educators, role models, referral sources and activists. 

The research study was conducted as a results-based program evaluation study and 

aimed to successfully answer the following main research question: "To what extent 

was the Stellenbosch University HIV peer education training program successful or 

not) in achieving its intended outcomes?" The main objective of the study was thus to 

determine whether the peer education training program had achieved its stated 

outcomes·, and has had a positive effect on the participants, especially with regard to 

their knowledge, attitudes and behavior. 

In order to answer the research questions successfully, a mixed-methods approach 

was. employed, using both qualitative and quantitative methods of data collection and 

analysis. Data were collected in two phases, before and after the training 

intervention. Research instruments used in the study included questionnaires, 

interviews, portfolios and observation. The qualitative data was analyzed by means 

of content analysis and for the analysis of the quantitative data Statistica Version 7.1 

computer software was employed. 

The findings of the research study showed that, even though certain limitations were 

identified and recommendations for improvement could be made, the program was 

successful in achieving its stated short term outcomes. Changes in the participants' 

knowledge as well as reported changes in attitudes and behavior, in line with· the 

desired program outcomes, were also indicated. 

The results from the evaluation will be used in planning, changing and improving 

future programs. The results will also be used to demonstrate to the program staff 

and funders that the program was successful, and to provide feedback to the 

participants and the other stakeholders. 
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OIPSOli\IH\~~NG 

Die MIV Programkantoor van die Universiteit van Stellenbosch het gedurende Julie 

2004 hul eerste MIV portuurleier-opleidingsprogram geloods. Die program het die 

bevordering van 'n groter bewustheid en kennis van MIV onder studente ten doel 

gehad en wou ook studente aanmoedig om veiliger seksuele gedrag te oorweeg. 

Hiertoe is 'n groep studente bemagtig om hul portuurgroep as informele opvoeders, 

rolmodelle, verwysingsagente en aktiviste te bedien. 

'n Resultaat/uitkomsgebaseerde programevalueringstudie is uitgevoer ten einde die 

volgende oorkoepelende navorsingsvraag te beantwoord: "Tot hoe 'n mate was die 

beoogde uitkomste van die Universiteit van Stellenbosch se MIV portuurleier

opleidingsprogram suksesvol bereik?" Die hoofdoel van die evalueringstudie was dus 

om te bepaal of die portuurleier-opleidingsprogram die beoogde uitkomste bereik het 

en of dit bygedra het tot positiewe veranderings in die deelnemers, veral aangaande 

hul kennis, houdings en gedrag. 

Seide kwalitatiewe en kwantitatiewe data-insamelings- en -analiseringsmetodes is 

gebruik. Data is in twee opeenvolgende fases ingesamel en ook voor en na afloop 

van die opleidingsintervensie. Databronne het vraelyste, onderhoude en observasie 

ingesluit, asook portefeuljes wat studente tydens die opleiding moes byhou. Die 

kwalitatiewe data is met behulp van "content analysis" geanaliseer en Statistica 

Weergawe 7.1 rekenaarsagteware is gebruik in die analisering van die kwantitatiewe 

data. Die bevindings van die studie het getoon dat, alhoewel daar sekere leemtes 

was en aanbevelings gemaak kon word, die program wel die beoogde korttermyn 

uitkomstes behaal het deur deelnemers se kennis, houdings en rapporteerde gedrag 

ten gunste van die programuitkomste te be'lnvloed. 

Die resultate van die navorsingstudie sal aangewend word in die beplanning en 

verbetering van toekomstige programme. Dit sal ook gebruik word om aan die 

programpersoneel en befondsers te demonstreer dat die program suksesvol was. 

Laastens sal dit dien as terugvoering aan deelnemers aan die studie en ander 

rolspelers. 
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IElf"H~CAl Slf" A lf"IEM IENlf" 

All participants involved in this research study participated voluntarily and had to sign 

a detailed informed consent document before participating. Participants' right to 

privacy were respected throughout data collection and analysis, adhering to strict 

ethical codes regarding confidentiality and anonymity. 

All methods of data collection and analysis used in this study have been approved by 

the Stellenbosch University's Ethics Board for Human and Social Sciences during 

July 2004. 
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CIHAPTEIR 1: GENEIRAl INTIRODIUCT~ON AND EXIPLANAT~ON Of STUDY 

The peer education training that I am part of was the first of its 

kind in Stellenbosch; I am honored to have been a part of it. 

Furthermore, I hope that we have contributed in such a way 

that those who come after us will benefit and learn from what 

we have done. 

(Peer educator, 2004) 

1.1 ~introdluctoon 

The unprecedented nature of the Aids pandemic in sub-Saharan Africa is well known, 

and few countries have more people infected with HIV than South Africa. South Africa's 

future depends on how successfully its human resources can be organized in an 

attempt to prevent the transmission of HIV among its people, especially the youth. With 

over 80% of people currently living with HIV aged between 15 and 24, it is important 

that the youth become a major focus of HIV prevention efforts (Deutsch & Swartz, 2003; 

Van Dyk, 2001 ). 

Aids can be considered primarily as a consequence of behavior. It is not who you are 

but what you do that determines whether you will expose yourself, or others, to HIV. It is 

therefore becoming increasingly clear that the focus must be placed upon changes 

aimed at responsible behavior and practices before the prevention of HIV transmission 

can be effective (Fishbone, 2000). Since young people do most of their talking, 

listening, thinking and learning about sexuality with other young people, peer education 

is considered a crucial component of prevention programs addressing HIV, Aids and 

other threats to health (Deutsch & Swartz, 2003). 

This chapter provides a summary of the research study "Evaluation of a HIV peer 

education training program". It starts by introducing the HIV peer education training 

program at Stellenbosch University, with specific reference to the need for such an 
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intervention. It then discusses the need for this evaluation study, including the aim, 

goals and objectives. The research design, methodology and instruments used are 

introduced, together with their associated ethical concerns. The research questions are 

also listed. The chapter then introduces key concepts relating to HIV and Aids, peer 

education and Higher Education institutions, all of which contribute to a greater 

understanding of the study. The chapter concludes with an outline of the study. 

1.2 l?eeir education pro91iraims wm1101n Hlog~eir Education ~111st0ta.11too1111s 

The youth today are referred to as "the Aids generation"; young people who have never 

known a world without Aids and who are personally extremely vulnerable to HIV 

infection (Kelly, 2002). Half of the population of South Africa (40 million people) is under 

25 years old and more than half of those who are newly infected with HIV each day are 

between 15 and 24 years of age. These figures suggest that the best possible way to 

halt the spread of HIV and Aids is to focus on appropriate education for young people. 

Since the disease has no cure, prospects for a vaccine are remote, and making 

sustainable antiretroviral therapy universally available poses extreme challenges, 

education is recognized as South Africa's principal weapon against the epidemic 

(Department of Education, 1999). 

In South Africa, students in the Higher Education Institution (HEI) sector are considered 

to be a critical population with high rates of HIV infection. Findings released by the 

Human Sciences Research Council (HSRC) in the Human Resource Development 

(HRD) Review indicate that 25% of technikon students and 20% of all university 

students were HIV positive in 2003. The study further anticipated that by the end of 

2005 these numbers would have risen by 10% across institutions. The findings of the 

HSRC correlate with findings by the Department of Health's 2002 antenatal survey that 

indicates a prevalence rate of 14.8% for youths below 20 years of age, and 29.1 % for 

those 20 to 24 years of age (Department of Health, 2003; HEAIDS, 2004; Pettifor, Rees, 

Steffenson, Hlongwa-Madklizela, MacPhall, Vermaak & Kleinschmidt, 2004 ). In the light 

of this, university students are believed to be in an age category and social environment 

that place them as a population at high risk for contracting HIV. 
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For youth in higher education institutions, activities that raise awareness, convey 

information and distribute condoms are necessary, but not sufficient. Young people 

must actively engage in informed conversations, in building skills and strengthening 

healthy norms. South Africa needs its youth to think together, talk together and work 

together if they are to meaningfully grasp and respond to the conditions they face, 

especially those concerning health choices and making decisions about the prevention 

of HIV and Aids (Deutsch & Swartz, 2002). On higher education campuses, students do 

most of their talking, listening, thinking and learning pertaining to sexual issues with 

other students. In such environments peer pressure towards specific lifestyle choices is 

particularly strong. When it comes to providing information about sex and sexuality, 

other young people are often considered to be more credible messengers than adults. 

Peer education is about harnessing young people's creativity and credibility to promote 

healthy lifestyles. Worldwide, as well as in South Africa, peer education is one of the 

most widely used strategies to address the HIV and Aids pandemic (Dalrymple & 

Durden, 2004; Deutsch & Swartz, 2002). 

1.3 Stellenbosch University HIV peer ech.ocatoo1nr training program 

The Stellenbosch University responded to the HIV crisis by launching various HIV 

prevention initiatives, including a peer education training program. During a voluntary 

HIV-testing campaign in March 2003, students from Stellenbosch University indicated, 

by means of questionnaires, that "a conversation with someone you trust" could be a 

powerful tool in preventing HIV in a generation with "Aids fatigue". 

With this in mind, the University's HIV program office decided to pilot a peer education 

training program during 2004. The main objectives of the training program were to 

promote HIV awareness and knowledge, and to encourage safer sexual behavior 

among students at Stellenbosch University, by enabling and empowering students to 

educate their peers. As a secondary goal, this program also aimed to develop the 

necessary skills in students, as future professionals, to enable them to manage HIV 

prevention and care in the workplace environment. The program was, thus, aimed at 

empowering students to successfully fulfill their roles as peer educators, role models, 

referral sources and activists. The Stellenbosch University HIV peer education training 
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program can be defined as a process whereby trained facilitators empower and assist 

students to educate their peers in a structured manner, to informally model healthy 

behavior, to recognize peers in need of additional help and to refer them for assistance, 

and to promote activism and become advocates for youth health. 

The initial training was presented as two weekend training workshops and was based 

on the guidelines and principles for effective peer education as outlined in Rutanang: 

learning from one another, towards standards of practice for peer education in South 

Africa (2003). In an attempt to better prepare the participants to meet the required 

outcomes, training components such as the Enter-educate approach and disclosure by 

a HIV-positive person were used to enhance the effect of the training workshops. Thirty

eight students applied for the training workshops, and 34 completed the two weekend 

training workshops. From these 34 training participants, 21 were "selected" to continue 

the process of peer education. The training and support of the "selected" peer educators 

were extended through compulsory mentoring sessions, as well as a follow-up weekend 

of training. The Stellenbosch University peer education training program was funded by 

Johns Hopkins Health and Education South Africa through Johns Hopkins University's 

Center for Communications programs as part of the United States government's 

President's Emergency Plan for Aids Relief initiative. 

1.4 Motovat001111 for tlhe evah.naUon of the program 

The Stellenbosch University HIV peer education training program was the first of its kind 

hosted at the University and was only in its pilot phase. An investigation by HEAIDS 

(2004) indicated that there are currently a number of peer programs operating on higher 

education campuses, which vary considerably with regard to the way they were 

established, are offered and evaluated. This study found that no single Higher 

Education Institution has as yet provided a model approach or "best practice" to HIV 

peer education training programs for others to follow. The Stellenbosch University's 

peer education training program was, therefore, not based on "best practices" from 

other HEls but was rather based on principles that were adapted to the University's own 

institutional context, culture and circumstances. In the light of this, it was very important 

to evaluate the training program to determine whether the stated outcomes had been 
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achieved and whether the program had had a positive effect on the participants. The 

results from the evaluation would be employed to plan, change and improve future 

programs; to demonstrate to program staff and funders the extent to which the program 

had achieved its outcomes and to provide feedback to participants and other 

stakeholders. 

1.5 Purpose of the evalil.uatioin and relevant evaluation qpUJesUon 

The main objectives of this research study were to determine whether the HIV peer 

education training program had achieved its stated outcomes, and had had the desired 

effect on the participants. The research study aimed to answer the following main 

research question: 

Jt "f o wlhlat exte1111t was Une Stellenbosch IUniversofy IHllV peer edlucatoon trai1110111g 

program successfll.Di {or 1!'11ot) on aclhoevi111g its i01te011dedl outcomes? 

As well as the following secondary research questions: 

Jt To what extent did the peer education training program influence participants' 

knowledge related to HIV, Aids and high-risk behaviors? 

Jt To what extent did the peer education training program influence participants' 

attitudes towards diversity especially related to different sexual orientations and 

people living with HIV? 

Jt To what extent did the peer education training program influence participants' 

behaviors and high risk practices? 

In order to sufficiently answer the research questions, the evaluator had to familiarize 

herself with the intended outcomes of the program. To gain a better understanding of 

the training program, the evaluator designed and employed a logic model (see Figure 

4.7.2). According to Taylor, Thin and Sartain (2003) logic models can be described as 

tools used in planning and managing programs that present the key components of the 

program in a clear, concise, logical and systematic way. The logic model thus describes 

the components of the program, including the goals and objectives, activities, outcomes 
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and outputs, indicators and measures. Julian, Jones and Deyo (1995) contend that logic 

models are important in program evaluation, since they provide a framework for 

evaluation, make evaluation more relevant and targeted, and identify the assumptions 

that need to be tested. 

As summarized in the logic model the intended outcomes of the training program were 

divided into short-term and long-term results. The short-term results or initial outcomes 

included an increase in knowledge; a change in attitudes (open and accepting to 

diversity); a willingness to change risky behavior and an awareness of services and 

support available on campus. The program was also geared to empower peer 

educators to implement the four roles of peer educators, namely educator, role model, 

referral source and activist. 

The long-term results included sustained changes in the above-mentioned initial results; 

mobilizing campus social structures to support change and diversity; creating a society 

that would enhance student awareness of HIV and Aids through campaigns, events and 

activities and reduce stigmatization and discrimination towards people living with HIV 

and Aids. This research study mainly focused on evaluating the short-term results or 

initial outcomes. 

~ .6 Research desngll'll all'lld metlhodlology 

A results-based program evaluation research design was employed in this research 

study. All aspects of this research design, including the methodology, sampling 

procedures, data collection and data analysis will be discussed in the following section. 

The quantitative data were approached in a quasi-experimental design. 

1.6. ~ IResearrclh desigll'll 

For this research study, an evaluation research design seemed most appropriate. This 

refers to the systematic collection of information relating to the activities, characteristics 

and outcomes of the program in an attempt to evaluate whether a program has achieved 

its outcomes and to provide answers about the effectiveness of the program. Evaluation 
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research is described as "the systematic application of quantitative and qualitative 

research techniques to determine the appropriateness and effectiveness of the design 

and implementation of social programs" (Bertrand & Solis, 2000: 9). Evaluation research 

may be performed at the population level or the program level. This research study was 

performed at the program level. Bertrand and Solis (2000) define program evaluation as 

the collection of information about a program (or a certain aspect of a program) in order 

to make decisions about the program, and they identify three main types of evaluation 

research, classified according to the questions the evaluation study needs to answer. 

The three main types are process evaluation; results (outcomes) evaluation and impact 

assessment (measuring cause and effect). This research study employed results

(outcomes) based research evaluation. 

Results-based evaluation measures the results or outcomes of a program and indicates 

whether the program activities were appropriate for achieving the desired outcomes 

(Bertrand and Solis, 2000). Outcomes can be described as the benefits directly gained 

by participants from participating in the program and are usually measured in terms of 

enhanced learning or changed conditions, thus referring to changes in adaptive 

behavior that are logical consequences of the program (Schalock, 2001 ). 

Results-based evaluation thus assesses the effectiveness of a program for producing 

the desired changes in knowledge, attitudes and behavioral outcomes of the target 

population. The fundamental assumption underlying results-based evaluation is that the 

outcomes observed can be directly attributed to the program (Babbie & Mouton, 2001; 

Schalock, 2001 ). 

1.6.2 i\liethodology 

The research study employed a mixed-method design, using both quantitative and 

qualitative methods to answer the research questions within a single study, with the aim 

of seeking a better understanding through triangulation (Mertens, 2005). Since different 

methods of data collection lead to insights that neither type could have provided on their 

own, multiple methods should be used whenever possible (Brannen, 2005; Patton, 

2002). 
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Two forms of the mixed-methods research approach, the parallel form and the 

sequential form, were identified by Mertens (2005). In this research study both forms 

were employed. Phase 1 employed the parallel form by combining quantitative and 

qualitative responses in the pre- and post-training questionnaires. The sequential form 

was applied in Phase 2, where results from the data in Phase 1 led to the design of 

further qualitative data collection methods that would further enrich and triangulate data 

analyzed in Phase 1. 

The mixed-methods approach to research also proposes a paradigm emphasis, either 

giving qualitative and quantitative components equal status or one paradigm the 

dominant status (Johnson & Onwuegbuzie, 2004). In this study, the qualitative paradigm 

is dominant, with most data-collection instruments and data analysis applying qualitative 

techniques generated after the training intervention. The final findings were based on 

the combined results of both phases of the study. 

1.6.3 Sam11>linig 

The sampling method in this study was purposeful selection. A sample was thus drawn 

based on particular purposes or judgments, allowing for a selection of participants that 

could most effectively shed light on the research questions (Fitzpatrick, Sanders & 

Worthen, 2004: 322). Participants were thus strategically and purposefully selected 

based on specific characteristics. 

Patton (2002) lists 16 different types of purposeful sampling. The type applied in this 

study was maximum variation/heterogeneity sampling, and entails the purposeful 

selection of participants who exhibit a wide range of variation in the dimensions of 

interest. The diverse variables in this study included age, gender, race, religious 

background and study course. Other more abstract variables included sexual orientation 

and conservatism. 

According to Babbie and Mouton (2001 ), the unit of analysis can be described as the 

major entity that is being analyzed in a study, or the person (or object) from which the 

researcher collects his or her data. For the purpose of this study, the unit of analysis 

was the group of students enrolled to participate in the training program. 
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1.6.4 Methodls o1f data collectio1r11 

As mentioned in Section 1.4, a mixed-methods approach to data collection and analysis 

was employed. Both quantitative and qualitative data were collected during two 

separate phases (see Figure 5.6). 

Phase 1 included the completion of pre- and post-training questionnaires (Addendum 

A). The questionnaires consisted of eight main sections (excluding the sections on 

demographics and the evaluation of the program). These sections measured 

knowledge, attitudes I beliefs, behaviors I practices and personal risk. The main function 

of the questionnaires (in relation to the research questions) was thus that of a KAP

study, measuring possible changes in knowledge, attitude and practices. These 

sections included factual questions, as well as questions that elicited an opinion. Both 

open ended and closed questions were asked (including two-level yes/no and 

agree/disagree, as well as Likert-type scale responses). Phase 1 thus generated data 

before and after the training intervention, using both qualitative and quantitative 

methods of analyzes. 

All the data collection during Phase 2 was conducted after the training intervention and 

only used qualitative method of analyses. The data collection instruments used in 

Phase 2 included focus group interviews, individual interviews, documentation and 

observation: 

~ Three focus group interviews were conducted using a semi-structured interview 

schedule (Addendum B), which directed the discussions in the groups towards the 

research questions. Two of these interviews were conducted with groups of official 

peer educators, and the third with those training participants who were not 

continuing with the peer education program. Each focus group interview was tape

recorded (audio tape), with the informed consent and permission of all 

participants, and then transcribed verbatim and analyzed. 
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Jt Four individual interviews were conducted (two with peer educators and two with 

program facilitators). The aim of the interviews was to capture the perspectives of 

the interviewees directly, to follow up interesting comments and to elaborate on 

emergent themes. The interviews took the form of semi-structured interviews in 

which a carefully worded interview schedule (Addendum C) was followed. With the 

participants' permission and informed consent, the interviews were recorded on 

audio tape, and then transcribed verbatim and analyzed by the evaluator. 

Jt Documentation provided by the peer educators was also used as qualitative data. 

The documents analyzed included portfolios and critical reflection sheets 

(Addendum F). The reflection sheets required the peer educators to reflect on 

experiences or activities, and asked questions about their feelings about the 

experience and the knowledge and skills they gained. 

Jt The evaluator attended the two weekend training workshops, as well as all 

mentoring sessions and the follow-up training weekend, in the capacity of an 

independent observer. Qualitative observation methods were employed, using 

semi-structured checklists and notes. 

1.6.5 Data analysis 

Merriam (1998: 178) describes data analysis as "the process of making sense out of 

data, involving consolidating, reducing and interpreting participants' feedback and the 

evaluator's observations". Patton (2002: 145) defines data analysis as "working with 

data, organizing it, breaking it into manageable units, synthesizing it, searching for 

patterns, discovering what is important and what is to be learned, and deciding what 

you will tell others". As mentioned before, this research study used both qualitative and 

quantitative approaches to data analysis. 

1.6.5.1 Qualitative data analysis 

Content analysis was employed to analyze all qualitative data. Content analysis 

involves analyzing "qualitative information collected in textual form" (Fitzpatrick et al., 

2004: 362). As mentioned in Section 1.5, the texts analyzed in this study included field 
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notes and checklists from observations; transcriptions of focus group interviews and 

individual interviews, as well as the portfolios and the qualitative data derived from the 

pre-post training questionnaires. Content analysis was used to identify patterns and 

themes from the actual content of these documents, employing the circular process of 

qualitative content analysis, as described by Henning, Van Rensburg and Smit (2004: 

104). 

1.6.5.2 Quantitative data analysis 

For the purpose of this study the quantitative data responses in the pre- and post 

training questionnaires were analyzed with the use of Statistica Version 7 .1 computer 

software, employing the ANOVA test for the analysis of the Likert-scale questions and 

the McNemar test for two-level questions, such as the yes/no and agree/disagree 

questions. Descriptive statistics; as well as inferential statistics were drawn. For the 

inferential statistics, the statistical technique known as chi-square was used to 

determine if any observed differences were statistically significant. Chi square ( c2) was 

interpreted using the p-value. If the p-value was less than 0.05, the evaluator concluded 

that the difference was significant (Mertens, 2005). 

1. 7 Ethical considerations 

The proposal for the program evaluation research of the Stellenbosch University HIV 

peer education training program was approved by the Stellenbosch University Ethics 

Committee for Human and Social Sciences during July 2004. Two important ethical 

principles regarding the collection and analyses of data are informed consent and 

protecting research participants' right to privacy, including anonymity and confidentiality 

(Bless, Higson-Smith & Kagee, 2006). In a study that addressed such personal and 

sensitive issues as sex, sexuality and HIV and Aids, it was especially important to 

protect participants' right to privacy. 

The potential research participants were thoroughly briefed about the nature, aims and 

objectives of the research study before deciding to take part. All participants who 

voluntarily decided to participate in the research had to sign a detailed informed consent 
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form. Even after consenting to participate in the research through signing the form, 

participants were made aware that they were under no obligation to answer any 

questions that made them feel uncomfortable and that they could withdraw from the 

research study at any stage. They were also clearly informed that their decision to 

participate in the research would not have an influence on their selection as a peer 

educator; this would neither count against them in any way nor place them in a 

privileged position. 

The research dealt with sexuality, relationships and individual choices that could cause 

emotional discomfort to some people. In the light of this, a counselor from the Center for 

Student counseling and development was available, should anybody need to speak to 

her. She was present at the training session while the participants completed the pre

training questionnaire; she introduced herself and her role and gave the participants her 

contact details. The participants were also ensured that any discussions with the 

counselor would be strictly confidential and that none of the research or training team 

members would be notified. 

The participants were further encouraged to contact the principal evaluator or her 

supervisor if they had any questions about the research. In addition, the participants 

were encouraged to contact the Coordinator of Human and Social Sciences Research 

at the Division of Research Development at Stellenbosch University if they had 

questions about their rights as participants. They were given the relevant telephone 

numbers and e-mail addresses in each case. 

1.8 Defining key concepts 

In this section, various key concepts of this study are briefly explained and discussed. 

1.8.11 Hl~V and Aids 

The Human Immunodeficiency Virus (HIV) and Acquired Immune Deficiency Syndrome 

(Aids) are often incorrectly used as equivalent terms, or are referred to as a single term 

"HIV/Aids". This combined term is, however, incorrectly used. HIV is a virus that causes 
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infection and Aids is a medical disease condition. As the acronym 'Aids' emphasizes, 

the disease is acquired and not inherited. It is caused by a virus the (HI Virus) that 

invades the body, attacking the immune system and rendering it unable to protect the 

body from infections and opportunistic diseases (Van Dyk, 2001 ). 

This study mostly refers to HIV infection and not the Aids disease, as did the HIV peer 

education training program. The training did not concentrate too explicitly on the Aids 

syndrome, since it was used as a prevention tool for reducing young peoples' risk of 

HIV infection. In the context of Stellenbosch University, the need is mostly for increasing 

the awareness and prevention of HIV infection, and not for the treatment, care or 

support of people with Aids. 

1.8.2 Peer edl11.Dcatoo1111 

Peer education typically involves the use of members of a given group to effect change 

among other members of a similar group. Peer education thus involves those of the 

same societal group, social standing, age, sexuality or gender educating each other. 

Peer education is used to effect change at the individual level by attempting to modify a 

person's knowledge, attitudes, beliefs or behaviors, but may also effect change at the 

group or societal level by modifying norms and stimulating collective action that can 

lead to changes in programs and policies (UNAIDS, 1999). Peer education thus 

involves non-professional, informal teachers (peer educators) who are talking to, 

working with and motivating their peers and it is considered a crucial component of 

prevention programs addressing HIV, Aids and other threats to health. 

1.8.3 Peer educatnon trao111101111g program 

Peer education training is described as: 

the process whereby trained supervisors assist a group of suitable 

students to educate their peers in a structured manner, to informally 

model healthy behavior, to recognize youth in need of additional help and 

refer them for assistance, and to advocate for resources and services for 

themselves and their peers (Deutsch & Swartz, 2003:10). 
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According to Van Dyk (2001 :93) peer education training "transfers the control of 

knowledge from the experts (staff) to lay members of the (student) community", thereby 

·making education more accessible and less intimidating. 

The Stellenbosch University HIV peer education training program can thus be defined 

as a process whereby trained facilitators· empower and assist selected students to 

successfully apply their roles as peer educators. This includes being educators to their 

peers, being role models for healthy behavior choices, being effective and informed 

referral sources, as well as promoting activism and becoming advocates for youth 

health. 

1.8.4 Highell" Education l1111sUt1U1tno1111s 

In this study the term 'Higher Education Institutions" (HEls) is used to refer to all "out of 

school institutions of learning including universities, techikons and community colleges" 

(Deutsch & Swartz, 2003: xix). The evaluator uses this term throughout the study rather 

than the term tertiary education. 

~ .8.5 Attitudes 

Attitudes can be described as "stable mental views, opinions or interests acquired 

through experiences over a period of time" (Ross & Deverell, 2004: 43). The Oxford 

Advanced Learner's Dictionary (1989: 65) describes attitude as "a way of thinking or 

behaving". The widely accepted view encountered in the literature is that attitude 

determines behavior. According to Mertens (2005: 191) attitude consists of three 

elements: affection, cognition and action. In this study all three of these elements were 

incorporated when measuring changes in participants' attitudes. A mind-shift and 

changes in observable behavior for this evaluation study were indicated through being 

open, accepting and showing respect for diversity. 

1.8.6 ABC appll"oaclh 

The ABC approach to HIV prevention can be described as a philosophy for reducing 

HIV infection comprising the message of abstinence (A) or delayed sexual debut, being 

faithful (8) or reducing the number of sexual partners and consistent condom use (C) 
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(McKee, Bertrand & Becker-Benton, 2004 ). This philosophy promotes abstinence as the 

best choice of protection against contracting the HI Virus. However, it also 

acknowledges that, for various reasons, not everybody makes this choice or is capable 

of making this choice. Therefore, it also promotes ways of taking responsibility for one's 

decisions, such as always wearing condoms when engaging in sexual activities. The 

Stellenbosch University HIV peer education training program was based on the ABC 

approach to prevention. 

1.8. 7 IEvalLDaUon 

Evaluation tracks the appropriateness as well as the effectiveness of the design and 

implementation of social programs through the systematic application of social research 

procedures and techniques. Evaluation thus helps to identify what is (or is not) working 

and provides feedback to all role-players (Bertrand & Solis, 2000; Patton, 2002; Plewis 

& Mason, 2005). 

1.9 Structural framework of' tlhe st1U1dly 

The study is delivered in seven chapters. Chapter 1 introduces the study; Chapter 2, 3 

and 4 discuss the literature reviews conducted; Chapter 5 explains the research design 

and methodology; Chapter 6 presents and discusses the main results derived from the 

data and Chapter 7 summarizes and concludes the study. In the following section, each 

of the chapters is briefly summarized. 

Jl Chapter 1 introduces and provides an overview of the study. 

Jl Chapter 2 discusses the findings of a literature review regarding H~V a01ldl Aids. 

This chapter gives an overview of the terms HIV and Aids and further covers the 

differentiation between HIV and Aids, the historical background of the epidemic, 

the origin, etiology, modes of transmission, impact on the individual (micro-level) 

including the medical stages and treatment, as well the impact on a macro level. It 

also emphasizes the importance of education and prevention as social cure since 

there is no medical cure yet. 
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Jt Chapter 3 discusses the findings of a literature review regarding peer education. 

The chapter introduces and defines the concept peer education and further 

discusses the rationale for peer education programs, especially in the HIV field. 

The chapter also provides an in-depth discussion of various theories underlying 

peer education and criticism of these theories. Lastly, it explores peer education 

as an approach to HIV prevention and explains the need for a HIV peer education 

program at Stellenbosch University. 

Jt Chapter 4 discusses Hliglher Education l111stutuU011s' (HEls) responses to the HIV 

pandemic, with particular reference to peer education programs as a strategic 

response to HIV prevention. The chapter then discusses Stellenbosch University 

and it's response to HIV. It provides a detailed discussion of the Stellell1llbosclh 

llllll'1liversity peer educatio11'11 traunung program, illustrated with the use of a logic 

model. 

Jt Chapter 5 entails a discussion on the research desogB11 and metlhodology used. 

The program was evaluated by applying a results-based program evaluation 

research design. A mixed-methods approach to data collection and analyses was 

used; combining both qualitative and quantitative measures. The chapter 

introduces and defines the concept of evaluation research, specifically evaluation 

research at the program level. It discusses the sampling techniques used, validity 

and reliability of the research, as well as ethical considerations. The chapter also 

provides a detailed discussion on methodology and instruments used in data 

collection and analysis. 

Jt Chapter 6 presents, ill'1lterprets and discusses tlhe results derived from the 

data, divided into two phases. Phase 1 presents, interprets and discusses the 

qualitative and quantitative findings derived from the pre-and post-training 

questionnaires. Phase 2 presents, interprets and discusses the qualitative findings 

derived from interviews, documentation and observation. The last section of this 

chapter integrates findings from the two phases and links the key findings from the 

data to key aspects from the literature reviewed .. 
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Jt, Chapter 7 summarizes the research study and provides recommendations 

derived from the research study, as well as recommendations relating to the peer 

education training program of changes that could be made to future training 

programs. The chapter further identifies and discusses the streD11gthls, as well as 

the limitations of the study. 
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CIHIAPTER 2: UTE RA TUIRE !REVIEW ON IHllV and Ams 

HIV and Aids covers Africa in dark clouds of fear, uncertainty 

and suffering, the virus has destroyed the innocent hopes, 

desires and plans of countless numbers of people whose lives 

have been cut short by an unseen enemy. It is human 

catastrophe from which no single one of us in Africa will be 

exempt because it affects us all. 

(Van Dyk, 2001 :iii) 

2.1 lintroductllon to IHllV and Aids 

The Human Immunodeficiency Virus (HIV) and Acquired Immune Deficiency Syndrome 

(Aids) have caused a pandemic that affects all people in all spheres of life, worldwide. It 

is the most serious and devastating disease that faces the world today, a global disease 

that knows no color, language or age barrier and one that is becoming a serious 

concern in society due to its rapid spread and fatal repercussions (Greyling, 2002; 

Mbuya, 2000; Van Dyk, 2001). 

South Africa is the country with the highest prevalence of HIV. At the end of 2005 an 

estimated 5.5 million people were infected with HIV in South Africa, an infection rate of 

11 % of the total population of 47 million South Africans (Dorrington, Bradshaw, Johnson 

& Budlender, 2004 ). This statistic may be attributed to several factors relating to 

poverty, migrant labor, substance abuse and an increase in sexual crimes that 

encourages the spread of HIV and Aids in South Africa (Mbuya, 2000; Van Dyk, 2001 ). 

Once infected with HIV, an individual goes through a range of medical stages occurring 

over an extended period of time (Greyling, 2002). 

HIV does not just affect individuals but affects the population, health care services, 

economy, family life and education, making its impact felt on micro- and macro-levels 

worldwide. In South Africa the impact of HIV and Aids may lead to a dramatic decline in 

the population, growing expenditure in health care services, a loss of productivity, a 
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burden on family life, many Aids orphans, poor school performance and psychological

and social problems (Kelly, 2002). 

Currently there is no cure for HIV or Aids. Antiretroviral therapy (ART) is available to 

attain viral suppression, reduce symptoms, offer a better quality of life and prolong the 

life of HIV positive (HIV+) people. ART is, however, not a cure for HIV or Aids. Since 

there is no medical cure as yet, the most effective treatments are social in nature. 

These include education and awareness, advice on the correct and consistent use of 

condoms, changing one's sexual behaviour and taking responsibility for one's own 

sexual health. 

This chapter gives an overview of the terms HIV and Aids and will cover the 

differentiation between HIV and Aids, their history and origin, modes of transmission, 

impact on the individual (micro-level) including the medical stages and treatment, as 

well the impact on a macro level. It concludes with a brief overview of HIV and Aids at 

Higher Education Institutions. 

2.2 Introducing HIV and Aids 

The terms HIV and Aids are often incorrectly used as alternatives or referred to as a 

single term "HIV/Aids". This combined term is however wrong; HIV is a virus causing 

infection and Aids is a medical disease condition that needs to be discussed separately. 

Someone with an HIV infection seems healthy and may be completely free of 

symptoms; they merely have the virus in their blood and are thus at risk of developing 

Aids sometime in the future. Therefore, although people who are HIV-positive are often 

mistakenly said to have Aids, infection with HIV does not mean that a person has Aids. 

In fact, a person can remain HIV-positive for many years without developing any clinical 

illness that could be defined as or constitutes a diagnosis of Aids (Grayling, 2002). 

HIV multiplies rapidly from the start, making billions of copies of the virus, including 

many minor mutations of the original strain. Eventually people become ill because their 

immune system can no longer keep up with the rate of viral replication and mutation. 

Until this happens, however, people with HIV seem healthy and, unless they have a 
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blood test for HIV antibodies, they are unaware that anything is wrong. When people 

start to become ill because their immunity is impaired they are said to have HIV disease 

or chronic HIV infection. When severe infections occur, thus showing that immunity is 

severely impaired, people are said to have Aids (Jackson, 2002). 

Aids surfaced during the 1980s as the most horrifying epidemic of modern times, and is 

frequently compared to earlier epidemics in Europe, such as the "black death" or 

bubonic plague of the Middle Ages, when millions died. Yet Aids differs from these 

diseases in at least two critical aspects. Firstly, with these diseases people immediately 

became ill and died rapidly, whereas with Aids the body's immune system can fight the 

virus for a long time. Because of this, HIV spread throughout the world before the 

epidemic was even apparent. Secondly, these diseases are more likely to kill the weak, 

the young, infirm or elderly, whose immune systems are less effective. Aids on the other 

hand affects primarily young- to middle-aged adults on whom both the national 

economy and family survival depend (Jackson, 2002). 

Thus, throughout this study the evaluator will refer to HIV and Aids as different 

concepts. The study will mostly focus on HIV (the causal factor of Aids), as did the 

training program. In the context of Stellenbosch University, the need is mostly for 

increasing the awareness and prevention of HIV and not for the treatment, care or 

support of people with Aids. 

2.3 Historical lbaickgroL11111d of HIV 

Emerging evidence indicates that a predecessor of the HIV virus may have been around 

in humans as early as the 17th century. Belgian scientists, using computerized methods 

based on virus genetic data, claim to have tracked links between HIV and a similar virus 

found in chimpanzees over 300 years back (Greyling, 2002). 

The first documented cases of Aids occurred in New York and San Francisco in the 

United States during the summer of 1981, when a very unusual form of pneumonia and 

Kaposi's sarcoma (a rare form of malignant skin cancer) appeared simultaneously in 

several patients. Most of the early cases occurred in homosexual men, followed by 
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hemophiliacs and recipients of blood transfusions. Soon afterwards, a new disease that 

damaged the immune system and caused diarrhea and weight loss, was identified in 

central Africa. Medical personnel were puzzled since the causes and modes of 

transmission of this new disease (called "the slimming disease") could not be identified. 

The first case of Aids in South Africa was reported in 1982 (in a white homosexual man 

who contracted the virus while in California). The disease syndrome became known as 

Aids, or the Acquired Immune Deficiency Syndrome. It was only discovered in 1983 that 

the disease was caused by a virus, more specifically a retro-virus (which at that stage 

was known as LAV [lymphadenopathy-associated virus]). In May 1986, the virus 

causing this condition was renamed HIV (Human Immunodeficiency Virus). Although 

there has been dispute in recent years over HIV being the cause of Aids, there is no 

doubt in the scientific community that this is indeed the case (Greyling, 2002; Peterson, 

Shana, Kvalsvig, Allen & Swartz, 2004; and Webb, 1997). 

June 2006 marks a quarter century of known HIV and Aids cases worldwide. Table 

2.3.1 summarizes the highlights of the global struggle against HIV and Aids. 

lable 2.3.1 25 Years of HIV and Aodls: A global Umeline 

1981 Jt First cases of unusual immune deficiency identified 

among homosexual men in the USA 

1982 Jt IForst Aids case reported! on Africa 

Jt Acquired Immune Deficiency Syndrome (Aids) defined 

for first time 

1983 Jt A lheterosex11.1al Aids epodlemoc us revealed on A1froca 

Jt Virus identified as the cause of Aids 

Jt Global Network of people living with HIV and Aids 

(GNP+) founded 

Jt First HIV antibody tests become available 

1986 Jt The term human immunodeficiency virus (HIV) is 

widely adopted 
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1988 

1991 

1992 

1994 

1995 

1996 

1998 

22 

1t The first therapy for Aids - AZT- is approved for use in 

the USA 

1t World Health Organization (WHO) launches the Global 

Program on Aids 

1t Determined that in sub-Saharan Africa more women 

than men are living with HIV and Aids 

1t International World Aids Day (1 December) declared by 

WHO 

1t Red ribbon introduced as international symbol of HIV 

and Aids 

X Scientists develop the first treatment regimen to reduce 

mother-to-child transmission of HIV 

1t Nat00D11al Andis coordn011aU011g committee o1f SoQ.Jltlhl 

Africa (NACOSA) 1foa.n01ded 

1t So1U1U1 African strategy and im1Plemeintatoon 1Plan 

developed 

1t First protease inhibitor is approved by FDA, starting an 

era of highly active antiretroviral therapy (HAART) 

1t UNAIDS is established 

1t Highly active Antiretroviral treatment launched 

1t National Ands program oin place on IDepartmeint o1f 

1Hleam11 1for omplementatoon in all 9 provinces o1f 

Soutlh Africa 

1t Treatment Action Campaign (TAC) formed in South 

Africa 
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2001 

2002 

2003 

2004 

2006 

23 

Jt HIV/Aods/STI Strategic Pla11n for South Africa 

launched 

Jt 13th lintemational Aids Conference he~dl ira D1U1rba111, 

Soutlh Africa, tlhe first to be !held on dleve~oping 

country 

Sl Millennium development goals include reversing the 

spread of HIV and Aids as one of the 8 key goals 

Jt Southern Africa becomes epicenter of the global 

pandemic 

Jt South African president, Thabo Mbeki, is attacked 

worldwide for questioning that Aids is caused by HIV 

Jt Drug companies start to cut prices of ART for poor 

countries 

Jt UN special session on HIV and Aids convened by UN 

Secretary General, Kofi Annan 

Jt Orgamnzatnoin of Afrocam Unity dec~ares tlhe Ands 

sot1U1ation nin Africa a state of emergeincy 

Jt HIV infection is determined as the leading cause of 

death worldwide among persons 15 to 59 years of age 

Jt President's Emergency Plan for Aids Relief (PEPFAR) 

announced by President G.W. Bush 

Jt "3 x 5" initiative announced by WHO and UNAIDS to 

bring treatment to 3 million people by 2005 

Jt So1U1Un African government armounces D11ew ART 

program 

Jt Comprelhensove II-UV arnd Aids care, management 

aD11d treatment piaD11 imp~ementatnon started 

Jt NaUona~ antiretrovira~ treatmeD11t (ART) ro~e oUJt 

started in South African hospita~s 

Jt June 5 marked a quarter-century since first Aids case 

reported 

(Adapted from Henry J. Kaiser Family Foundation, 2006) 
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2.4 The origins of HIV 

There are various incorrect theories about the origin of HIV. The most widely held 

misconception is that the virus was developed as an instrument of biological warfare. 

The view now generally accepted by scientists is that HIV originated from zoonoses 

(infections transmitted from animals to humans) when it crossed the species barrier 

from primates to humans during the twentieth century (Hope, 2003; Korber, 2000; 

Peterson et al., 2004). 

Since the beginning of 1999, scientists have provided sound evidence to show 

conclusively that HIV1 originated in the chimpanzee sub-species, while HIV2 originated 

from the "Sooty Mangaby" monkey. Primates are known to carry a virus quite similar in 

structure to the human Aids virus, called SIV (simian immunodeficiency virus). This 

virus (SIV) is a great deal older than the HI virus. 

In certain geographical areas, monkeys and chimpanzees are considered a luxury food. 

The first human was possibly infected by eating uncooked organs or through an 

accidental cut while preparing a carcass. While the initial spread of HIV was possibly 

limited to isolated communities who had little contact with the outside world, various 

factors, such as migration, improved transportation networks, socio-economic instability, 

multiple sexual partners, injecting drug use and exchanging of blood products, 

ultimately caused the virus to spread all over the world (Korber 2000; Greyling, 2002; 

Van Dyk, 2001 ). 

2.5 Etiology of' the HI Vin.JJs 

HIV belongs to an unusual group of viruses called 1retirovonJ1ses, which, on their part, 

belong to the group of ~e01tovill"ll.Jlses (meaning that they are slow to cause disease). 

According to the Merriam Webster Medical dictionary, lentiviruses can be described as 

retroviruses that produce multi-organ diseases, characterized by long incubation 

periods and persistent infection. Retroviruses are described as any of a family of single

stranded RNA viruses that produce reverse transcriptase, by means of which DNA is 

produced using their RNA as a template and incorporating this into the genome of 
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infected cells. Retroviruses thus perform an unusual biological process whereby the 

genetic material, single-stranded RNA, is converted into double-stranded DNA. An 

enzyme called reverse transcriptase enables the virus to perfonn this reverse action 

(Evian, 2003). 

Retroviruses integrate ~ith the genetic material of the host cell. This is how the virus 

creates a permanent infection within the body, which makes finding a vaccine or cure 

particularly difficult. When the virus is present, the body produces antibodies to fight 

against HIV. These antibodies can, however, only immobilize viruses that are not 

hidden inside the CD4 cells, therefore HIV reproduction continues unaffected by the 

antibodies (Jackson, 2002; Van Dyk, 2001 ). CD4 cells are T4 lymphocytes or T4 helper 

cells (CD stands for cluster of differentiation, with the different clusters marked by a 

number) and are critical in activating immune response. In advancing HIV infection, a 

declining CD4 count indicates increased immune damage and the progression to Aids 

(Jackson, 2002). 

What thus makes the HI virus so dangerous is that it does something that no other virus 

known to humankind has ever done; it directly attacks the most important defensive 

cells of the human immune system (the CD4 cells). As it does this, it slowly diminishes 

the total number of healthy CD4 cells in the body, thereby undermining the ability of the 

human immune system to defend itself against attack from opportunistic infections (Van 

Dyk, 2001 ). The HI virus causes damage in various ways. It enters T4 helper cells and 

uses these cells' own reproductive material to reproduce itself. Thus, numerous copies 

of the virus are produced by the cells it is killing. These newly-reproduced copies then 

find other T4 cells to invade and the process starts again. HIV also causes uninfected 

T4 helper cells to clump around infected T4 cells, thus immobilizing them. Tiger cells 

dependant on T 4 helper cells cease to function properly as the T 4 cells become 

depleted. Still other cells are directly attacked by the virus or by the damaged immune 

system itself (Mbuya, 2000; Van Dyk, 2001 ). 

At present there are two main strains of the HI virus known as HIV-1 and HIV-2. HIV-1 

is the more potent strain that has spread throughout the world, being associated with 

infections in Central, East and Southern Africa, North and South America and Europe. 

HIV-1 is, therefore, also referred to as the Western strain of HIV. HIV-2 is a less virulent 
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strain only found in West Africa and is also referred to as the African strain of HIV. The 

clinical manifestations of Aids are similar for both strains, although the onset of immune 

deficiency appears to be slower with HIV-2. Thus, while HIV-2 is as dangerous as HIV-

1, it acts more slowly and takes longer for the symptoms of infection to develop. The 

viruses are both transmitted in the same ways, all of which involve the mixing of bodily 

fluids (Greyling , 2002; Van Dyk, 2001 ; Webb, 1997). 

At the end of 2005, 39.4 million people were known to be living with HIV, and during 

2005 alone, 4.9 million people became newly infected by the virus (Fig. 2.5.1) . This 

accounts for approximately 13 000 new infections each day and more than 95% of 

these infections occurred in developing countries. In South Africa alone there were an 

estimated 512 000 new infections documented at mid-2004 (Dorrington et al. , 2004). 

Figure 2.5.1. Estimated number of adults and children newly infected with 

HIV during 2004. 
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At the end of 2000, cumulative HIV- and Aids-associated deaths numbered 

approximately 21.8 million worldwide; 17.5 million adults and 4.3 million children . HIV

and Aids-related deaths during 2004 alone were estimated at 3.1 million, of which 2.3 

million occurred in Sub-Saharan Africa (Fig 2.5.2). According to statistics revealed in the 

study by Dorrington et al. (2004) the AIDS deaths in South Africa during 2004 totaled 

311 000, while the accumulated Aids deaths for South Africa are estimated at 1 212 

000. 

Figure 2.5.2. Estimated adult and child deaths from HIV- and Aids-related 

illness during 2004 
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People living on the African continent are particularly severely affected, with 3.1 million 

new infections having been reported in 2004. Indeed, there are 16 countries in the 

continent where more than one in ten adults aged between 15 and 49 years are infected 

with the virus. In seven countries in the southern part of the continent one out of five 

adults lives with the virus (Van Dyk, 2001). 
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HIV and Aids is well established in Sub-Saharan Africa making it the worst affected 

region in the world and home to almost 64% of all people living with HIV (UNAIDS, 

2006). Of the 39.4m people living with HIV worldwide, approximately 25.4 million live in 

Sub-Saharan Africa (Fig 2.5.3). Although a few countries, including Kenya, Zimbabwe 

and Uganda, show recent declines in the epidemic, South Africa shows no evidence of 

decline. Dorrington et al. (2004) and UNAIDS (2006) estimate that at the end of 2004 

there were a total of 5 024 000 people and an estimated 18.8% of adults (15-49 years) 

living with HIV in South Africa. (Table 2.5.1) 

Table 2.5.1 Adults and children in South Africa estimated to be living with HIV in 

2004. 

Group by age Number 

Adults (18- 64) 4 728 000 

Adults ( 15 - 49) 4 510 000 

Youth (15 - 24) 961 000 

Children (0 - 14) 245 000 

Total 5 024 000 

Figure 2.5.3. Adults and children estimated to be living with HIV as of end 2004 
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According to Webb (1997) the emergence of HIV in South Africa was initially 

concentrated in the Pretoria-Witwatersrand-Vereeniging nexus (now known as 

Gauteng), possibly due to the fact that this area is the center of the mining industry. 

Various factors, such as migration, improved transportation networks, and multiple 

sexual partners caused the virus to spread to other provinces (Fig 2.5.4) . 

Figure 2.5.4. HIV prevalence in South Africa by province (2005) 
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Statistics from the National Annual Antenatal Clinic Surveys indicate that the epidemic 

has increased tenfold in the last eight years. At present, the estimate is that the rate of 

infection doubles every 13 to 15 months, making the HIV epidemic in South Africa the 

fastest growing one in the world, with the highest prevalence occurring in young women 

aged 20 to 30 years. Approximately 47 percent of the 39.4 million adults living with 

HIV/AIDS worldwide are women (Greyling, 2002; Jackson, 2002; Van Dyk, 2001 ). 
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2.6 Tral!'llsmissoo011 of the HI Voll"IUls 

For the HI virus to be transmitted it needs perfect conditions, specific body fluids and 

actions that could lead to infection. It is thus not easy to become infected with HIV. The 

virus cannot survive outside the body at all, however inside the human body conditions 

are perfect for the virus to survive and multiply. Reasons for this include ideal body 

temperature, moistness, the absence of air, a correct pH balance and an entry point 

(Greyling, 2002, Van Dyk, 2001 ). 

In certain body fluids the HI virus can be found in such high concentrations that it may 

infect someone coming in contact with it. These fluids include blood, semen, vaginal 

fluid and breast milk. On the other hand, body fluids such as saliva, tears, perspiration 

and urine have such low concentrations of HIV that there is very little risk of infection. 

This is why normal social contact and kissing is not considered dangerous and will not 

lead to HIV infection (Greyling, 2002, Van Dyk, 2001 ). 

There are many ways in which HIV cannot enter the body. These include holding hands, 

kissing, participating in sport, sharing toilet seats, touching, dancing, hugging, 

massaging, sharing food, swimming, sneezing and coughing or through insects, such as 

flies or mosquitoes. 

There are, however, four ways in which HIV can enter the body. They are: 

Sexual 0D11terco11.0rse (heterosexual or male homosexual intercourse) with an 

infected person (also referred to as horizontal transmission). This is the most 

common mode of transmission and accounts for 86% of infections. The HI Virus 

can be found in high concentrations in seminal and vaginal fluids present during 

sexual intercourse and the presence of a STI increases the likelihood of 

transmission. 

MoU11er-to-clhlold tra01smussio01 (MTCT) (also referred to as vertical transmission) 

accounts for 13% of infections. It is estimated that approximately one third of 

children born to HIV positive mothers will themselves be HIV positive. MTCT can 
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take place in three ways: infection via the placenta, during the child's passage 

down the birth canal or through breastfeeding. 

Transfusion using i1n11fected blood or lblood 1Prodlu.acts. In the early years of the 

epidemic thousands of hemophiliacs were infected with HIV prior to the 

introduction of blood screening. 

l111traivenoU1s drug use and the sharing of infected needles, syringes or other 

instruments (Grayling, 2002; Peterson et al., 2004; Van Dyk, 2001; Webb, 1997). 

The most common method of transmission in sub-Saharan Africa is through 

unprotected heterosexual intercourse, with the most significant biomedical factor driving 

the Aids pandemic being the high prevalence of sexually transmitted infections (STls). 

The major facilitators of the heterosexual HIV pandemic in South Africa include 

ignorance, poverty and poor health care, together with social demographic and cultural 

conditions that result in the dominance of one gender over the other (Greyling, 2002, 

Mbuya, 2000; Peterson et al., 2004; Van Dyk, 2001). 

2.7 factors increasing tlhe risk of contracting HIV ai111d Ands 

Certain factors such as hnglh-rnslk sexll.Da~ actnvitnes, the excessive use of a~colhol, dlrug 

abuse, attitudes regarding coradlom 11.Bse and geD11der oD11eqLDality are considered to 

contribute to a higher risk of HIV infection. The HIV and sexual behaviour among young 

South Africans national survey of 15-24 year olds (2004 ), conducted by Lovelife and 

the Reproductive Health Research Unit of the University of the Witwatersrand, showed 

that at the age of 23, one o01l every fuve South African youth are HIV positive. The 

survey interviewed 11 904 youths between the ages of 15 and 24, making it the largest 

representative survey of South African youth, enabling researchers to describe the 

behavior of South African youth in detail and to provide a reliable baseline for HIV 

prevalence and age-specific trends. 

The survey found that one in every five young South Africans between age 15 and 24 

is HIV positive. The survey also indicated that the majority of youth do not think they are 
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personally at risk of contracting HIV, despite high levels of awareness about HIV and 

AIDS. It was especially alarming that 62% of youth who tested HIV positive in the 

survey, thought they were at no risk at all or had only a small chance of being infected 

with HIV (Ndaki, 2004; Pettifor et al., 2004). The following behavior and attitudes 

(concentrating on the South African youth) can make a person more susceptible to 

contracting HIV and Aids. 

2. 7 .1 High-risk sexual activities 

Sexual activities leading to increased risk of contracting HIV include early sexual debut; 

sexual activity without protection, forced sex and the presence of untreated STls. These 

activities will be discussed in the following section. 

~ Early onset of sexual activity 

People becoming sexually active at an early age usually do not know how to protect 

themselves and are often unable to negotiate safe sexual practices, such as condom 

use. Approximately two thirds (67%) of young people aged 15-24 reported having had 

sexual intercourse (48% of 15-19 year olds compared to 89% of 20-24 year olds). Fig. 

2.7.1 shows the age distribution of youth who reported being sexually active (Pettifor et 

al., 2004). 

Figure 2.7.1 Sexual experience for men and women by age 
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~ Unprotected sex 

Condom use is one of the few interventions known to be effective in reducing the risk of 

HIV infection, but only if used correctly and consistently. In the Lovelife survey, three 

in five students were of the opinion that "condoms take the fun out of sex". Of those who 

reported being sexually active, only two thirds had used a condom, and less than half 

did so consistently (Fig 2. 7.2) (Pettifor et al. , 2004). 

Figure 2.7.2 Condom use consistency with most recent sexual partner (among 

those youths who reported having had sex in the past 12 months) 
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(National HIV and Sexual Behaviour Survey of 15-24 year olds) 

~ Untreated STls 

According to the UN World Youth Report (2005) the population group younger than 25 

years of age account for one third (more than 100 million) of STls contracted globally 

each year. This intensifies the risk of contracting HIV since untreated STls significantly 

increase the risk of HIV infection. 

Reasons for the link between STls and HIV include symptoms caused by STls that 

make the conditions more favorable for infection to be transmitted . These are: 

Inflammation, resulting in millions of immune cells with CD4 receptors moving to 

the site of infection, making it easy for HIV to attach to these cells ; 

genital sores, making it up to 10 times easier for HIV to enter the body; 

damage to the surface and natural barriers in the genital track; and 

genital discharges, which increase the spread of HIV. 
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Jl Coercive sex. including rape. date rape and transactional sex 

Sexual coercion among young people includes a range of experiences, from non

contact forms, such as verbal sexual abuse, to unwanted contact in the form of touch or 

fondling, to forced penetrative sex. It also includes sex obtained as a result of physical 

force, intimidation, pressure, blackmail, deception, forced alcohol- and drug use and 

threats of abandonment or of withholding financial support. Transactional sex, or sex in 

exchange for money, gifts or even good grades, is reported to be one of the high risk 

sexual behaviors that place young people, especially young women, at risk for HIV. 

According to Rape Crisis (2005), the definition of rape used by our courts is: 

"Intentional, unlawful sexual intercourse without consent (sexual intercourse means the 

penetration of the vagina by the penis)." This includes the rape of a woman by the man 

she is going out with or a friend ("date" or "acquaintance" rape) (Rape Crisis, 2005). 

Rape increases vulnerability to HIV infection since the violent nature of rape leads to 

cuts and bruises, which provide easy access for the HI virus. It is also highly unlikely or 

improbable that a victim can negotiate safer sex in situations of rape or forced sex. 

Furthermore, rape is under- and inappropriately reported in South Africa, inhibiting 

victims from seeking health care and treatment for injuries and STls (Finger, Thapa, 

Ganju, Jejeebhoy, Nidadavolu, Shah, & Warriner, 2003, Jewkes, Watts, Abrahams, 

Penn-Kekana, Gargia-Moreno, 2000). 

Other sexual issues that place youth at increased risk include having multiple sexual 

partners, lowered inhibitions and increased sexual activity when using alcohol or other 

substances and, of specific importance to first year students especially, the freedom of 

living away from their parents for the first time. These circumstances are compounded 

by sexual practices that are wrongly considered to be safe practices, such as oral and 

anal sex, and the belief that it is a safe practice to only have one partner at a time, to 

whom they are faithful (consecutive, mutual faithfulness) (Deutsch & Michel, 2003). 

2. 7 .2 Substall"llce abuse 

Substance abuse is directly associated with high-risk sexual behavior. Alcohol and other 

substances act directly on the brain to reduce inhibitions and diminish risk perception. 

The frequency and severity of substance-usage are associated with an increased 
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number of sexual partners and not using condoms (Parry, Pluddemann, Shana, Harker, 

Potgieter & Gerber, 2002). 

According to the World Youth Report (2005) young people worldwide are beginning to 

use alcohol at increasingly earlier ages. Trends identified by the 2004 South African 

Community Epidemiology on Drug Use (SACENDU) project show that alcohol is widely 

misused by South African youth. The high rate of binge drinking is particularly a cause 

for concern, with a significant link between binge-drinking and high-risk sexual behavior, 

as well as academic failure. 

In a 1997 representative survey of 39 high schools in Cape Town (total sample size 

N=2732) the rate of prevalence of a~colhlol LDse was 66.4% among Grade 11 male 

learners and 47.8% among Grade 11 female learners. The same study revealed that 

36.5% of male learners and 47.8% female learners in Grade 11 reported binge drinking 

in the two weeks prior to the study. Binge drinking was defined as having five or more 

drinks on at least one occasion during the two weeks prior to the study (WHO, 2004 ). 

A community survey in Cape Town in August 2002 found that more than 10% of 11 - 17 

year olds had been drunk more than ten times and that 14 is the median age for their 

first use of alcohol. The research further found a significant positive association 

between various measures of alcohol use (past month use, frequency and problem use) 

and having multiple sexual partners or sexual relations that were later regretted, over 

the previous three months' period. According to the participants of this study, it is easier 

to find a partner in a bar, especially after a few drinks, than when you are sober. 

Furthermore, many bars also offer an opportunity for on-site sex and the use of drugs, 

which further lowers inhibitions (Parry et al., 2002). 

All rehabilitation sites in Cape Town for which age specific data are available show an 

increase in treatment demand by persons under 20 years of age, and more patients in 

treatment in the under-25 age group than any other age group (Parry et al., 2002). 

Young South Africans have been inundated with campaigns about responsible drinking, 

but very few of these campaigns make the connection between substance abuse, 

particularly alcohol, and the associated risk of HIV infection. 
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2. 7.3 Ge01ldler iD1leqUJality a01ldl discrnminat00111 

Gender inequality, a realistic feature of many sexual relationships, is also associated 

with increased HIV risk. Certain factors make women and girls more vulnerable to HIV 

infection, including: 

The social status of women. Especially in low socio-economic communities (but 

certainly not exclusively in these communities) the social status of women results 

in them having less control over their sexual lives, including the negotiation of 

safer sexual practices and receiving forced, unwanted sexual encounters (Evian, 

2003). 

Gender discrimination where social norms and cultural prescriptions contribute to 

a perception that controlling women is a sign of masculinity also contribute to a 

higher risk of HIV infection. Worldwide many women are sexually harassed and 

subjected to domestic violence. While such acts of oppression are carried out by 

individual men they occur within a culture that has a patriarchal structure, and is 

thus male dominated. A study conducted by Finger et al. (2003) in South Africa 

suggests that this issue contributes to the extremely high rates of rape or 

attempted rape. Young men report a feeling of entitlement to sex and, alarmingly, 

some women agree. In a Nigerian study 57% of male students agreed with the 

statement, ''A man has the right to have sex with a women on whom he has 

spent a lot of money". Also agreeing to this statement were 37% of female 

students (Finger et al., 2003; Ross & Deverell, 2004). 

Women are more vulnerable to HIV infection in situations where their sexual 

partners also have sex with other partners, as the virus is often passed on 

silently in this way without the women even suspecting it (Evian, 2003). An 

important contributing factor is the widespread 'circUJlar migration' of men who, 

when working in the cities, also have 'town wives', but also maintain their 

spouses and children in rural areas. These circumstances place young women in 

rural areas in an especially vulnerable situation for acquiring HIV infection. 

Stellenbosch University  https://scholar.sun.ac.za



37 

Age differences I cross-generational sex. In the study Stepping Stones 

behavioral intervention for HIV (2000) among teenage girls in the Eastern Cape, 

it was demonstrated that having a male partner more than five years older is 

associated with a significantly higher risk of being HIV positive. It was also found 

that communication was poorer in relationships marked by substantial age 

differences, and that the likelihood of women negotiating safer sex and condom 

use was lower as well (Jewkes, et al., 2000(a); Jewkes, Matubatuba, Metsing, 

Ngcobo, Makaoto, Mbhalati, Frihlich, Wood, Kabi, Ncube, Nduna, Jama, 

Moumakoe, Raletsemo, 2000(b)). The peak age-specific prevalence for women 

in South Africa is 25 to 29 years of age, five years earlier than the peak for men, 

which may be an indication that HIV infections in teenage girls could be attributed 

to having sex with men who are on average five years older than they are 

(Abdool Karim & Abdool Karim, 2005). 

The above-mentioned behaviors correlate with HIV infection and increase the risk of 

becoming HIV positive. Therefore all HIV prevention programs, especially those hosted 

by institutions of higher education, need to address these issues. 

2.8 Stages of IHllV infection 

HIV slowly damages the immune system, and the initial appearance and manifestation 

of disease is thus usually on account of immunodeficiency and the viral load in the 

body. Viral load refers to the level of HI virus in the bloodstream. Consequently, the 

state of the immune system is the best predictor of a patient's risk of developing 

symptomatic disease. Measuring the CD4 cell count is currently regarded as the best 

indicator of immune deficiency in HIV disease, and is used to monitor the immune 

status of a person (Evian, 2003; Greyling, 2002; Van Vuuren, 2004 ). 

On average it takes about eight years from the initial HIV infection to the development of 

Aids. Although not every HIV positive person develops illness and Aids, it is generally 

believed that 80% of HIV positive people will have developed Aids within twelve years of 

acquiring the HI virus. All HIV positive people will eventually develop severe immune 

deficiency and symptomatic disease, even if this takes 15-20 years. HIV infected people 
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may be classified as rapid- or slow progressors to immune deficiency and Aids, and a 

very small proportion will be n6n-progressors (Van Vuuren, 2004 ). Figure 2.8.1 shows 

what happens inside the body to the viral load and CD4 count. The rise in viral load, 

with the destruction of CD4 and other cells causes the drop in antibodies and the HIV 

infected person's progression to Aids. 

figuire 2.8.1. The stages o1f H~V on1fectoo1111 
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(Greyling, 2002) 

Immediately after a person is infected with HIV the virus rapidly starts to multiply using 

the body's white blood cells. After about two to six weeks most people infected with HIV 

produce antibodies against the virus. The period from the time a person is infected with 

the HI Virus until these antibodies appear and can be detected is called the window 

1Perood. During the window period there will be no antibodies present in the blood and if 

a person is tested during this time they will test HIV negative, although the virus is 

already in their blood. 

Stellenbosch University  https://scholar.sun.ac.za



39 

In the first three to six months after acquiring the HIV infection, there may be a short 

(one to two weeks) sero-conversion illness, which causes symptoms resembling 'flu, 

including fever, tiredness, rash, sore throat, muscle- and joint pains and swollen glands. 

This is regarded the first stage by the World Health Organization's Clinical Staging 

System for HIV infection and disease (1993) and is referred to as 'Acute HIV infection'. 

This stage often passes unnoticed by the patient. 

The HIV antibody test usually becomes positive only four to six weeks after infection. 

Often, for five years or more the HIV test may be the only indication that a person has 

HIV. The HIV viral load rises to high levels before sero-conversion but drops to much 

lower levels thereafter. Anti-retroviral therapy (ART) may be very effective if given in the 

early weeks of infection. It will reduce the viral load and possibly offer the patient a 

better future. The level that the viral load reaches at this stage is called the "set point", 

and ART can reduce this set point, which is likely to result in a lowered viral load in the 

body and a better prognosis. 

After sero-conversion the patient usually remains well and asymptomatic. This is called 

the ciOD11ocally lateU11t, silent phase 01r asymptomatic plhlase. The HIV infected person 

usually experiences a period of good health in which the virus remains clinically latent. 

This phase may last between three and seven years. Even though the infection is silent 

the virus is active in the body, usually causing progressive damage to the immune 

system. During the moD1101r symptomatic phase, within three to seven years of being 

infected, some individuals may develop "minor" symptoms and signs secondary to the 

HIV infection. These symptoms may include chronic swelling, herpes zoster, fevers, 

skin rashes, nail infections, respiratory infections and weight loss. This stage is referred 

to as 'Early disease' and is regarded as the second stage of HIV infection and disease 

(WHO, 1993). 

After about five to eight years following HIV infection, the viral load tends to increase 

progressively and the immune system continues to deteriorate and become deficient 

leading to the symptomatic phase, referred to as the third stage or 'Late disease' 

(WHO, 1993). The symptoms that appear are usually due to an oversupply of some of 

the body's natural flora, resulting in fungal infection, a reactivation of old infections and 

uncontrolled multiplication of the HIV itself. As the immune deficiency progresses, more 
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frequent and more severe opportunistic infections occur. These diseases are called 

"opportunistic infections" since they take the "opportunity" of a weakened immune 

system to attack the body. Most common symptoms of this stage are thrush, herpes 

simplex infection, skin infections and rashes, fevers and night sweats, diarrhea and 

weight loss of more than 10% of usual body weight (Evian, 2003; Greyling, 2002). 

The symptomatic phase usually progresses over the next 12 -18 months into stage 4, 

the fully developed Ands phase (WHO, 1993). Aids is a medical diagnosis for a 

combination of illnesses that result from weaknesses of the immune system due to 

infection with HIV. Aids is associated with a high HIV viral load and severe immune 

deficiency. This usually corresponds to CD4 cell counts of below 200 cells/mm3
• This 

allows the development of severe opportunistic infections, certain cancers and HIV

related organ damage. Symptoms of Aids differ from one patient to another depending 

on the type of infection or cancer, and which organ is infected (Evian, 2003; Greyling, 

2002; Jackson, 2002; Van Dyk, 2001; Van Vuuren, 2004 ). Table 2.8.1 summarizes the 

stages of HIV infection. 

Tab~e 2.8.1 Stages o1f IHl~V orofectio01 

Stage of 1"ime1frame IDescriptooro 
oro1fect00111 

Hl~V i01fectooni Initial infection with HIV 
(CD4=800~ 

1200/mm3
) 

Window period 0-12 weeks No signs of symptoms or disease and 
no detectable antibodies to HIV. An 
HIV antibody test will be negative 
although the virus is present. 

Sero-coroversooro Brief period occurring The development of anti-bodies. It 
after 2-6 weeks may be accompanied by a period of 

(WHO stage 1 : flu-like illness. Illness at sero-
Acute HIV conversion may be called acute HIV 
infection) syndrome. 
Asymptomatic Lasts from less than one Antibody tests are positive but there 
IHl~V year to 10-15 years or are no apparent signs or symptoms of 
(CD4=500- more illness. 
800/mm3

) 

(WHO stage 2: 
Early disease) 
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HIV related Can last months or 
mness 
(CID4=350-
500/mm3) 

(WHO stage 3: 
Late disease) 
Andis 
(CI04=~50-
350/mm3) 

(WHO stage 4: 
AIDS) 

years 

Usually less than one to 
two years, unless 
treatment is taken 

Signs and symptoms of disease 
increase because HIV is damaging 
the immune system. These symptoms 
are usually not initially life-threatening, 
but become more serious and long 
lasting. 

The terminal stage of HIV infection. 
Life-threatening infections occur 
because the immune system is 
severely weakened and cannot cope. 
Life expectancy depends on the 
conditions that develop and the 
treatment available, including ARTV, 
medication for opportunistic infections 
and holistic care including good 
nutrition. 

(Jackson, 2002:43) 

2.9 IODsc1U1ssno1111 01111 Andis as ai medloca~ co1111dlntnoll1I 

As discussed previously, HIV and Aids are not alternative terms. Aids refers to a 

medical condition in which the immune system loses its efficacy that in itself is not fatal. 

However, without a functioning immune system, the body cannot protect itself from the 

many organisms that invade it and cause damage. 

Aids is thus classified as a syndrome, and refers to groups of diseases or conditions 

that result from the suppression of the immune system as a result of infection with HIV. 

The HI virus attacks the immune system, causing a breakdown in a person's normal 

protection against infection, leaving the body vulnerable to life-threatening illnesses 

(Peterson et al., 2004). 

Aids is thus the term used to refer to the terminal stage of HIV infection, coinciding with 

high levels of HI viral load and very low CD4 counts (150-350/mm3
). The World Health 

Organization (WHO) guidelines for the diagnosis of Stage 4, full-blown Aids, include: 
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Major signs: 

X Weight loss of more than 10% of body weight 

X Diarrhea, lasting longer than a month 

X Fever lasting longer than a month. 

Minor signs: 

X Persistent cough, lasting longer than one month 

X Itchy skin disease 

X Recurring shingles (herpes zoster) 

X Thrush in the mouth and throat 

X Spreading and severe cold sores (herpes simplex) 

X Swollen glands 

X Loss of memory 

X Loss of intellectual capacity (WHO, 2002). 

2.10 Treatment for HIV and Aids 

Currently there is no cure for HIV or Aids. A great deal of money and time are spent 

throughout the world on finding an effective, safe vaccine to prevent HIV infection, but it 

is not expected that a vaccine will be available soon. 

A growing number of HIV drugs called Anti-retroviral therapy (ART) are however 

available. ARTs function is to attain viral suppression and to decrease the level of HIV 

RNA to the lowest possible level, for the longest possible period of time. The use of 

ART should result in a reduced level of immune damage and an increase in general 

health, ideally maintaining an undetectable HI viral load. ARTs are prescribed in 

combinations known as "cocktails" and have proved to be very effective if used 

correctly. These drugs, however, cannot cure HIV or Aids but can only slow down the 

destruction to the body's immune system, prolonging life expectancy (Evian, 2003; 

Dorrington et al., 2004; Greyling, 2002; Jackson, 2002). 
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According to the UNAIDS report (2006) approximately 190 000 people were receiving 

ART by the end of 2005, sub-Saharan Africa accounting for the largest share of 

treatment. ART promises to be effective at reducing the number of Aids deaths per 

year, as indicated by the increased number of studies revising the impact of HIV and 

Aids downwards. Without ART 495 000 Aids deaths were expected in South Africa by 

2010, but with ART this death rate can be reduced to approximately 380 000 - a 

significant difference of about 100 000 deaths per year. The national ART programme is 

thus expected to play a very important role in the outcome of the pandemic (Dorrington 

et al., 2004). 

It is, however, predicted that less than half of the people needing ART in South Africa 

will have access to it. Furthermore, it is a reality that ART can cause serious side effects 

or toxicity, and there is a possibility that HIV might develop resistance to ART. It is also 

a reality that ART works best when people are well nourished, not over-stressed or 

tired, and have a positive attitude towards life. There is thus a need for more holistic 

approaches to treating HIV and Aids, since the whole well-being of the HIV positive 

person, including spiritual-, psychosocial- and material well-being, is very important 

(Dorrington et al., 2004 ). 

The current approach to HIV and Aids treatment includes: 

J{ Treating sexually transmitted infections (STls) 

J{ Nutrition and boosting immunity 

J{ Prophylaxis and treatment of opportunistic infections 

J{ Health management 

J{ Antiretroviral therapy 

J{ Development of vaccines (Jackson, 2002; Van Dyk, 2001) 

2.11 ~mpact of H~V and Ands 

HIV does not just affect individuals but affects the population, health care services, 

economy, family life and education, making its impact felt at micro- and macro-~eveis 

worldwide. Since Aids mostly affects the productive age range of the population, it 
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affects productivity and production, household-, community-, sectoral- and national 

economic security. The main impacts are initially felt at the individual-, household- and 

community levels. Even though it has taken longer for the macro-level impacts to be 

recognised at different levels, these impacts are becoming increasingly clearer in hard

hit countries and areas (Gow & Desmond, 2002). 

2.H.11 ~mpact at mocro-~eve~s 

Impact on the individual 

HIV-and-Aids carries with it a stigma and disclosure is often avoided as a result of both 

perceived and actual stigma. In South Africa disclosure is linked to job losses, partner 

abandonment, social ostracism, personal injury, being denied medical treatment and 

insurance, and death. Although many illnesses are associated with stigma, HIV-and

Aids is considered to carry a double stigma since it is both a terminal illness and a 

sexually transmitted disease. STls are generally considered to be carried by individuals 

who are deviant and participate in socially undesirable activities such as drug abuse, 

promiscuity and prostitution. Experiencing stigma may lead to low self-esteem, reduced 

willingness to seek medical and social help and increased difficulty in sharing problems 

with friends, family and others. HIV positive individuals experience emotional and 

psychological reactions, including denial, blame, guilt, anger, fear and shock (Gow & 

Desmond, 2002; Jackson, 2002, Otaala, 2000). 

Impact on family life 

Stigma associated with the disease makes disclosure traumatic for the individual 

concerned, as well as for other members of the family. The HIV positive person needs a 

great deal of care, placing an intolerable burden and risk of also becoming infected on 

the family. Caring for a HIV positive person is very expensive and can easily exhaust 

the family's financial resources. The effect on the family's income is particularly 

devastating since HIV and Aids is most prevalent among the age groups generally 

responsible for bringing in a family's main income. Customary patterns associated with 

the natural life-cycle are becoming increasingly disturbed (Fig 2. 11. 1). More and more 

households are being headed up by children and the family elders are outliving their 
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children and grandchildren. These and many other factors mean that family relations 

are being severely challenged, which may lead to the general disintegration of family 

life, not just within individual families, but on a broader scale. In South Africa the 

pandemic will impact on the population in such a way that the population is expected to 

decline dramatically (Gow & Desmond, 2002; Otaala, 2000). 

figuD"e 2.11.1. Clhla11111ges i1111 SoUJt~ A1froca's Populat001111 Striucture due to AIDS (2000-

2025) 
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(Kelly,2002) 

2.11.2 ~m1Pact at macro-leve~s 

Impact on education 

The school population is expected to reduce dramatically as more and more children 

are taken out of schools and fewer children are admitted into schools. Teachers are 

likely to have to cope with poor performance on the part of pupils who are either 

infected with or affected by the disease. Absenteeism among both pupils and teachers 

is expected to increase. As the suffering and deaths brought about by the disease start 

making their impact, classroom morale will drop and schools will be confronted with the 

need to provide emotional and psychological support to both educators and learners 

(Gow & Desmond, 2002; Kelly, 2002; Van Vuuren, 2004). 
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Impact on health services 

Government expenditures on health services will grow and may become the biggest 

part of the country's annual national expenditure. Currently, it is claimed that 50% - 60% 

of admissions into public hospitals' medical wards are HIV or Aids related. Already the 

under-resourced health services are unable to cope with the increased burden of care. 

Patients are therefore being discharged to their homes, causing an increase in home

based care. Private health care costs will also increase dramatically (Otaala, 2000; Van 

Vuuren, 2004 ). 

Impact on the economy 

An increase in illness and death in the population will inevitably have economic and 

social consequences. South Africa is already battling with a skills shortage that Aids will 

worsen. This will lead to an increase in remuneration and replacement costs for 

companies. There will be a smaller labor force with lowered productivity. Furthermore, 

there will be a greater demand for health and welfare services, but lower tax revenues 

combined with higher health care spending will put pressure on the government's 

budget deficit (Otaala, 2000; Van Vuuren, 2004 ). 

Table 2.11.1. The destructive capacity of HIV and Aids (micro vs. macro-level) 

Micro-level Macro-level 

Impact on an individual Impact on a system 

Human body Any system e.g. Education system 

Break down of immune system Progressive weakening of system 

A growing burden of opportunis A growing burden of "opportunisti 

illnesses problems 

Reduced productivity Reduced productivity 

Eventual death Eventual collapse 

(Kelly, 2002) 
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2.12 IDosc1romoD11atory attitUJdles towards people lovo111g wotlh IHl~V and Andis 

HIV and Aids related stigma comes from the powerful combination of 

shame and fear - shame because the sex or drug injecting that 

transmit HIV are surrounded by taboo and moral judgment and fear 

because Aids is relatively new and considered deadly. Responding 

to Aids with blame or abuse towards people living with Aids simply 

forces the epidemic underground, creating the ideal conditions for 

HIV to spread. The only way of making progress against the 

epidemic is to replace shame with solidarity and fear with hope. 

(Peter Piot, 2001) 

Although HIV and Aids knows no sexual-, cultural-, racial- or moral boundaries, the 

disease was initially (wrongly) associated with generally socially ostracized groups, 

such as homosexual and bi-sexual men, drug users, prostitutes and certain racial 

groups. This association affected the general public's attitudes towards people living 

with HIV and Aids and, although the disease has since infected individuals from all 

groups, the stigma persists for those diagnosed with the disease. Stigma has thus been 

a pervasive dimension of HIV and Aids since the beginning of the pandemic. According 

to Ross and Deverell (2004:206) stigma can be defined as the "identification and 

recognition of a negative characteristic in a person or group of persons, and treating 

them with less respect or worth due to this characteristic". It is also a reality that any 

stigma that society associates with one person extends automatically to that person's 

close contacts, especially their family. Stigmas are complicated phenomena that feed 

upon, reinforce and reproduce already present inequalities of class, race, gender and 

sexuality. 

Although many illnesses carry the burden of a social stigma, HIV and Aids is 

considered to bear a double stigma, that of being both a terminal illness and a 

sexually transmitted disease. People infected by sexually transmitted diseases are 

thought to be deviant and participating in socially undesirable activities such as drug 

abuse, promiscuity and prostitution. People living with HIV and Aids tend therefore to 
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be avoided, shunned or rejected by others. Experiencing a stigma may lead to low 

self-esteem, reduced willingness to seek medical and social help and increased 

difficulty in sharing problems with friends or family (as already reviewed under micro 

level impacts). The devastating effect of discrimination and stigmatization on the 

individual is evident in this quote by a HIV positive person, as cited in Evian (2003): 

"It is not HIV which is killing me or making my life not worth living, but 

the bad attitudes of people towards me and their rejection of me." 

In South Africa, stigma has gone hand-in-hand with discrimination leading to tangible 

consequences, such as segregation and the denial of rights. Disclosure of HIV status 

may be linked to negative incidences such as job loss, partner abandonment, social 

ostracism, denied access to medical treatment and insurance, personal injury and even 

death (Abdool Karim, et al., 2005; Ross & Deverell, 2004). Yet keeping the diagnosis of 

HIV a secret is very likely to hinder a person's ability to develop effective coping 

strategies, leaving them all the more vulnerable to fear, anger and depression. By 

forcing the epidemic out of sight, HIV and Aids related stigma and discrimination 

obstruct disease prevention and treatment and contaminate the resolution of personal 

grief. The stigma is considered one of the most critical reasons for the ·failure of 

prevention programs, as it is a major barrier to accessing HIV prevention, care and 

support services. 

In order to combat the stigma and discrimination, communities have to be sensitized to 

the needs of those affected by HIV and Aids. The greatest headway in addressing 

stigma and discrimination has always been made through the power and action of the 

community when people take ownership - at a community level - of the challenges that 

HIV and Aids brings. In order to challenge the stigma and discrimination one must first 

understand the phenomenon and also appreciate that reducing its influence entails 

wider confrontation with deep-seated cultural values and social attitudes, such as: 

Stellenbosch University  https://scholar.sun.ac.za



49 

Community mobilisation and continuing advocacy, supported by political and 

religious leaders, for social change in response to HIV and Aids related stigma 

and discrimination 

Broad-based action to counteract gender, racial and sexual inequalities and 

stereotypes on which stigma often feed 

Promotion of life skills education, risk-reduction counselling and support groups 

for HIV infected and affected individuals 

Jl Training and support for workplace initiatives 

Jl Raising awareness 

Jl Helping people to understand that it is possible to live with HIV and Aids and that 

treatment and wellness management promises hope for the future (Abdool Karim 

et al. 2005; Evian, 2003; Ross & Deverell, 2004 ). 

2.13 IPreveD11tioD11 aredl control o1f HIV 

Without a medical cure or vaccination, education and prevention is the only 'cure' that 

remains and is referred to as the "social vaccine". Given that the most common means 

of transmission in Sub-Saharan Africa is through heterosexual intercourse, reducing 

high-risk sexual behavior remains the main strategy for curbing the pandemic. 

Prevention has an important role to play in providing health-promoting behavioral 

change strategies at the individual and interpersonal levels. Efforts have largely 

concentrated on promoting the AIBC (abstinence, being faithful and monogamous, and 

'condomising') model of prevention, ·which encourages abstinence from sexual 

activities, particularly amongst the youth, as well as promoting safer sexual practices 

amongst the sexually active (Peterson et al., 2004 ). 

Given the multiple levels of influence that render people vulnerable to HIV infection, it is 

important, however, that prevention efforts adopt an ecological-system understanding of 

risk, ensuring that interventions occur at all levels, including the individual, 

interpersonal, community and societal levels (Peterson et al., 2004 ). UNAIDS core 

recommendations for HIV prevention and care in Sub-Saharan Africa are to develop 

and implement the following: 
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Jt Voluntary counseling and testing (VCT) 

Jt Condom promotion 

Jt Treatment for STls 

Jt Palliative care 

Jt Psychological and social support 

Jt Nutritional care and counseling 

Jt Treatment of pneumonia, candidiasis and tuberculosis 

Jt Recognition and facilitation of community activities that mitigate the impact of HIV 

and Aids (Coll-Seek, 2001 ). 

Thus the threat posed to Africa by HIV and Aids continues to increase. The pandemic is 

not restricted by national boundaries, neither is it confined by age, gender, social status 

or learning environment. Once it has gained a foothold, it can affect every part of a 

country, every level of a society, and every aspect of an institution. Since the 

recognition of the disease in 1981, the search for a cure has proved fruitless, and it is 

unlikely that will be found and made widely available before the end of the century, by 

which time the disease will have claimed the lives of millions of people. This failure of 

the medical community to provide an answer to the HIV and Aids issue has placed an 

unprecedented emphasis on the social sciences to address HIV and Aids. 

2.14 Hl~V a1111d Aids at Hliglheir EducaU01111 ~nstitut00111s 

As discussed earlier, young people aged 15 to 24 constitute the fastest growing age 

group of infected individuals (Fig 2.14.1). According to the HIV and sexual behaviour 

among young South Africans national survey of 15-24 year olds conducted by LoveLife 

and the Reproductive Health Research Unit of the University of the Witwatersrand, one 

in every ten young (10,2%) South Africans between the ages of 15 and 24 are HIV 

positive. This survey further indicates that at the age of 23, one in every five South 

African youth is HIV positive (Ndaki, 2004; Pettifor et al., 2004). 

Figure 2.14.1 indicates the HIV prevalence among the different genders divided by age 

group. 
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Figure 2.14.1 HIV Prevalence among men and women by age (15-24) 
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(Pettifor et al., 2004, RHRU). 

According to findings released by the Human Sciences Research Council (HSRC) 

Human Resource Development (HRD) Review of 2003, 25% of technikon students and 

20% of university students are HIV positive. The study anticipated that by the end of 

2005 these numbers would have risen by 10% across institutions. These findings 

correlate with the Department of Health's 2002 antenatal survey that indicates a 

prevalence rate of 14.8% for youths below 20 years of age and 29.1% for those 20 to 

24 years of age (Department of Health, 2003; HEAIDS, 2004; Pettifor et al., 2004). 

These findings indicate that the epidemic has taken firm root in the next generation and 

is a matter of concern that institutions of higher education need to take very seriously. 

According to Parker (1996), HIV and Aids education has changed dramatically since the 

1990s. A shift has occurred from information-focused prevention, based on the health 

model, to an empowerment focus, based on social changes in gender and power 

relationships. He further describes a paradigm shift from individual risk to social 

vulnerability that focuses on collective empowerment and community mobilization as 

central to the response to HIV and Aids. A large number of preventative efforts at 

institutions of education have focused on empowerment at the individual level with 

respect to improving knowledge on HIV transmission, promoting health-enhancing 

attitudes and improving skills to negotiate and practice safer sex. These efforts need to 
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be accompanied by interventions at the interpersonal, community and socio-cultural 

levels (Peterson et al., 2004). 

Of importance at the interpersonal level is the need to promote protective peer norms 

that enable behaviour change towards safe sexual practices. According to Fishbein 

(2000), HIV is primarily considered a consequence of behaviour. Therefore, in the 

prevention of the transmission of HIV, the focus must be placed on change directed 

towards responsible behavior and practices and, since young people do most of their 

talking, listening, thinking and learning about sexuality with other young people, peer 

education is considered a crucial component of prevention programs addressing HIV 

and Aids in educational institutions (Deutsch & Swartz, 2003). 

Since the early 1990s the use of peer education for the prevention of HIV, Aids and 

other sexually transmitted diseases has spread throughout the world and is today 

considered to be one of the most effective intervention methods (Hope, 2003). Chapter 

4 discusses peer education, as Stellenbosch University's response to the HIV 

pandemic, in depth. 

2.15 Conclusion 

This chapter introduced and defined the concepts HIV and Aids and also discussed the 

differences between them. It further discussed in detail the basic facts relating to HIV 

and Aids including the historical background, origin, etiology, transmission, impact, 

treatment and prevention. In the next chapter the evaluator will conduct a literature 

review of peer education, the theories underlying peer education and the rationale 

behind peer education as an appropriate HIV prevention approach. 
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CIHIAPTEIR 3: UlEIRA TURE REVIEW ON IPEER EDUCA r~ON 

It is long acknowledged that much of student learning takes place 

in co-curricular and extra-curricular settings dominated by peers. 

What thus really sets peer educators apart from professionals is 

the countless teachable moments that occur informally as peer 

educators talk to roommates, team mates and classmates, health 

messages might best be heard in casual settings including 

intramural sports fields, parties and other social events as well as 

at educational workshops. The joy of the peer education 

movement is that peer educators can walk in both worlds" 

(Hunter, 2004: 41) 

3.1 l011tiroductnon to peer ed1U1cation 

Troubled students find it easier to talk with peers as a first point of contact in the 

process of seeking help. An increasing body of evidence suggests that, with appropriate 

training and support, it is possible to create systems that facilitate the natural process 

whereby young people in distress often first turn to a peer for help and support (Cowie & 

Wallace, 2000). The creation of such systems clearly refers to the concept of peer 

education and the creation of peer education approaches by using well-trained and 

supervised students to inform and support their peers. 

At a time when budgets are tight and demand for information is high, peer education 

offers a low-cost opportunity to meet the growing need for information and the sharing 

of ideas and resources about sensitive life issues, such as HIV and Aids. In addition, an 

effective network of trained students significantly extends the scope of the guidance and 

information network provided by educators and counselors (Everts, 2003). 

This chapter covers a discussion on the concept of peer education and will incorporate 

defining the concept "peer education", describing the origin and rationale of peer 

education and explaining peer education as an educational approach, by referring to the 
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numerous theories peer education is based on. The evaluator will conclude the chapter 

by explaining the need for a HIV peer education program at Stellenbosch University. 

3.2 l1111troduci011g peer edU1catoon 

According to Everts (2003) peer education can be divided into different approaches 

according to the level of training, supervision and the roles and responsibilities 

bestowed on the peer educators. The most important approaches are defined as follow: 

Jl Buddy systems are described as peer approaches where the students involved 

provide other students with friendship and support using unsophisticated levels of 

counseling skills. This approach particularly aims at breaking down the sense of 

isolation experienced by many students, especially newcomers or minority groups. 

Jl Peer S1LUIP1POrt may be considered as a more formal and comprehensive approach 

to peer education. This approach uses students who are trained as group leaders 

to administrate personal development programs and information sessions for 

other students. These programs usually focus on communication, self-awareness, 

building confidence, personal relationships and goal setting. It can also include 

training in facilitation and leadership skills. 

Jl Peer tU1toro1111g applies in a more academic setting, where more academically 

advanced students are trained as tutors to help their peers with specific subjects, 

thus extending the work of the educator. 

Peer counselnD11g involves students who are trained and well-supervised in of 

providing actual counseling and offering interpersonal helping skills such as 

listening, offering support, suggesting alternatives and engaging in verbal and 

non-verbal interactions with their fellow students. 

Jl Peer advocacy occurs when students themselves take the initiative to advocate 

for the rights of their specific group. While the activities and programs involved in 

this type of peer education can be similar to that of other types, peer advocacy is 
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different in that the initiative comes from the students without any backing from an 

educator or the system. 

,It !Peer empowerment involves resolving inter-group tension in multicultural 

communities by developing collaborative networks between students and staff, 

based on the principles of empowerment and mediation (Everts, 2003). 

In this study the evaluator will refer to the peer training program at Stellenbosch 

University by using the term "peer education" in its broadest sense. The term "peer 

education" will thus incorporate aspects of "the buddy system" (providing friendship and 

support); peer support (trained leaders of personal development programs); peer 

counselling (trained in performing interpersonal helping skills) and peer empowerment 

(developing collaborative networks between students and staff). 

3.3 1Defonu111g peer educatio1111 

The term 'peer' refers to "one that is of equal standing with another; person who is equal 

to another in rank, age, status, grade or merit". The term 'education' refers to "training 

and instruction designed to give knowledge and develop skills" (Oxford Advanced 

Learner's Dictionary, 1989). 

Peer education has taken on a "range of definitions of who is a peer and what can be 

regarded as education (e.g. advocacy, counseling, facilitating discussions, drama, 

lecturing, distributing materials, making referrals to services, providing support, etc). 

Peer education typically involves the use of members of a given group to effect change 

among other members of a corresponding group. It is used to effect change at the 

individual level by attempting to modify a person's knowledge, attitudes, beliefs or 

behaviors, but may also effect change at the group or societal level by modifying norms 

and stimulating collective action that can lead to changes in programs and policies 

(UNAIDS, 1999). 

Within peer education literature, a range of definitions has been offered as to what is 

meant by the term "peer education". In general "peer education" is defined as a process 
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of information transference or role modeling that promotes a particular type of behavior 

and can take place anywhere people share information in social groups. Peer education 

involves those of the same societal group, social standing, age, sexuality or gender 

educating each other (Brammer & Walker, 1995; FPEP, 1997; Fast Forward, 1997; 

Svenson, 1998 and Hope, 2003). 

Hope (2003) elaborates on this general definition by describing "peer education" as 

An approach whereby a minority of peer representatives from a 

specific group or population actively attempt to inform and influence 

the majority 

(Hope, 2003: 268) 

Campbell (1993), cited in Everts (2003), explains "peer education" to newly trained peer 

educators by stating 

[As a peer educator you are considered] a supportive friend ... [you] 

are not expected to solve problems or coun·sel, but can help members 

by providing correct information and an environment where they can 

sort out their own ideas and values and learn to make responsible 

decisions about their lives . . . where needed, referrals for more 

sophisticated help may be made to the counseling staff or other 

appropriate person ... 

(Everts, 2003: 70) 

Everts (2003) continues by stating that peer educators must be trained and supervised 

to perform interpersonal helping tasks. These tasks should include listening, offering 

support, suggesting alternatives and engaging in other verbal and non-verbal 

interactions. 

According to Cowie and Wallace (2000) peer education can be defined as the sharing of 

information, attitudes or behaviors by people who are not professionally trained 

educators but whose goal is to educate. Although peer education can be considered an 

inexpensive approach to meet the growing need for information on sensitive topics, it 

does offer more than just an economical solution. Peer education usually involves the 
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sharing of ideas and resources about sensitive life issues. Peer educators' style of 

presenting information is likely to be informal and tolerant; it is therefore likely that there 

will be more open discussions about important concerns (Cowie & Wallace, 2000). 

Peer education can thus be described as the process whereby trained supervisors 

assist a group of suitable students to educate their peers in a structured manner, to 

informally model healthy behavior, to recognize youth in need of additional help and 

refer them for assistance, and to advocate for resources and services for themselves 

and their peers (Deutsch & Swartz, 2003). Peer education programs are seen as both 

empowering and educating. According to Van Dyk (2001) a successful peer education 

approach transfers the control of knowledge from the experts (staff) to lay members of 

the (student) community, thereby making education more accessible and less 

intimidating. 

Taking the above-mentioned definitions into consideration the evaluator would conclude 

that peer education occurs in a variety of settings and includes many different activities, 

but that in all scenarios it involves non-professional, informal teachers (peer educators) 

who are talking to, working with and motivating their peers. Thus it is clear that all peer 

education programs have certain core elements in common - using trained people to 

assist their peers to make responsible, iD"111formedl dlecisioins through activities 

undertaken in indnvndl1U1al or small gro1U1p settiD"llgs (AIDSCAP, 2004). 

Peer education is by no means a recent concept. References to peer teaching, occur as 

far back as the nineteenth century. The term was used to describe the use of peers as 

classroom educators at a time when educators were in short supply. The approach was 

adopted again in the 1950s in the USA when schools would use cross-age tutoring for 

classroom subjects, such as mathematics (Miller & MacGilchrist, 1996). 

According to Parkin and McKeganey (2000) Dr Andrew Bell developed the first peer 

education approach with his monitorial system in a Madras school in India, involving 

disadvantaged young students teaching reading, writing and math to their peers. An 
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1831 American report listed two thousand monitorial schools throughout Denmark, 

Sweden, Spain and Sardinia. 

In the late 1950s peer education underwent a revival in Europe, Canada, USA and 

Australia and has since continued to be pursued as an effective approach to reach 

young people with messages about health and social issues. Peer education strategies 

have been used in higher education for decades where campuses use more 

experienced students to assist newer students (Parkin & McKeganey, 2000). 

Today this strategy has grown in importance as educators, student leaders and student 

health officials have increasingly recognized the important role that peers can play in 

dealing with students' problems involving things like alcohol abuse, drug use, sexual 

assaults and sexually transmitted diseases, including HIV and Aids. Peer educators can 

be highly successful, not only because they have first-hand knowledge about their 

fellow students' behavior, but also because they are trusted to provide reliable answers 

and accurate information for their classmates (Hunter, 2004 ). 

3.5 The rationale of peer education 

Peer education is appealing on a variety of levels. On a fo1111ancial level peer education 

initiatives are relatively inexpensive to operate; on an nntellecb.oal level, peer education 

is popular due to the tendency for people to be attracted to like-minded others; and on 

an em0Uo1111al level the appeal is perhaps the strongest due to people generously 

donating their time and effort to their local community (Parkin & McKeganey, 2000). 

Cowie and Wallace (2000) suggest a rationale for peer education by looking at efficacy, 

communication, cost effectiveness and empowerment as the four main points. 

According to Turner and Shepherd ( 1999) frequently used justifications for 

implementing a peer education program include: 
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J{ Cost effectiveness. 

Jt Peers are regarded as a credible source of information. 

Jt Peer education is empowering and beneficial to those involved. 

Jt It utilizes an already established means of sharing information and advice. · 

Jt People identify with their peers. 

Jt Peers act as positive role models. 

Jt Education by peers may be more acceptable within specific contexts. 

Jt Easier method for educating people who are hard to reach through conventional 

methods. 

Learning can be reinforced through ongoing contact. 

The advantages of a peer education approach also include the following: 

It is community-based and culturally appropriate. Peer education provides a 

means of delivering culturally sensitive messages from within, since peer 

educators have physical and socio-cultural access to intended audiences in their 

natural environments without being conspicuous (UNAIDS, 1999). 

Jt It is economical. Peer educators provide a large service at a small cost and they 

provide that service very effectively (AIDSCAP, 2004). 

Peer educators' advice is naturally accepted by their peers. Many students report 

that they are more comfortable relating to a peer about their personal concerns 

such as sexuality. Peers also have access to populations that have been 

historically stigmatized such as homosexual men (AIDSCAP, 2004). 

3.6 Theories 11.u11derlyong peer educatooD11 

Peer education as an educational approach draws on several well-known theories. In 

the following section the evaluator will discuss the relevance of a number of these 
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theories deriving from different philosophical traditions. Although not devised to explain 

peer education, they all contribute to the development and success of peer education. 

3.6.1 Social leamo1111g 1T"hleory 

Bandura's Social learning theory ( 1986) concentrates on the power of example, and 

asserts that people serve as models of human behavior and that some people are 

capable of eliciting behavioral change in certain individuals based on the individual's 

value and interpretation system. The essence of this theory is that we can learn by 

observing others (Green, 2001; Turner & Shepherd, 1999). 

The Social Learning Theory includes the notion of expected consequences as most 

important in explaining behavior; the more positive the consequences are, the more 

likely people are to engage in that particular behavior. With regard to peer education, 

the concepts of modeling and self-efficacy are the most commonly used components of 

the Social Leaming Theory (Ross & Deverell, 2004 ). 

Bandura uses the term modeling to describe the processes of response acquisition and 

claims that modeling can have as much impact as direct experience (UNAIDS, 1999). 

Modeling is thus based on the imitation of other people's behavior; therefore positive 

role models are often included in prevention and awareness campaigns. 

Self-efficacy refers to one's perceived ability to adopt a recommended behavior. This 

accounts for the effectiveness of peer education by referring to the credibility of peers 

and the opportunities for continuing reinforcement of messages through continued 

social contact (Green, 2001; Turner & Shepherd, 1999). 

3.6.2 1T'hleory of 1Reaso1111edl Action 

Ajzen and Fishbein developed the Theory of Reasoned Action (1967). The roots of this 

theory come from the field of social psychology, where social psychologists attempted 

to explain how and why attitude impacts behavior, and thus how and why people's 

beliefs change the way they act. The theory states that one of the significant elements 
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for behavioral change is an individual's perception of social norms or beliefs about what 

people who are important to the individual do or think about a particular behavior. 

The Theory of Reasoned Action assumes that behavior is the outcome of an intention to 

perform that behavior. Intention is influenced by one's attitude, or positive or negative 

feelings, towards performing that behavior and one's perception of social pressures or 

norms regarding the behavior. According to this theory a student's intention to use 

condoms, to reduce risk, is a function of their attitude toward using condoms and their 

perception of what significant others think they should do (Green, 2001 ). 

In turn, attitude and norms are affected by cognitive structures or beliefs. Changing 

behavior, then, ultimately relies on changing beliefs. If this is true, it should then be 

poss.ible to modify behavior by influencing a person's intent to act in a certain way. For 

example, regarding peer education, in order to change students engaging in behavior 

that puts them at risk for contracting HIV, it would be possible to persuade them to 

intend to use condoms or to intend to abstain from sexual intercourse (Green, 2001; 

Gillmore, Archibald, Morrison & Wilsdon, 2002; Serovich & Greene, 1997). 

This theory thus describes how people decide to perform certain behavior. The theory 

reasons that people consider their actions before they decide to perform or not perform 

certain behavior. Intention is thus a major component of this theory. The Theory of 

Reasoned Action is based on the assumption that human beings are reasonable 

creatures who, in deciding what action to take, systematically process and use the 

information available. 

The theory further assumes that individuals will usually act upon their intentions. These 

specific intentions comprise two major attributes: an individual's attitude toward 

behavior, basically whether it is right or wrong; and an individual's beliefs regarding 

social pressures to either perform or not perform the behavior (Barker, Battle, 

Cummings, & Bancroft, 1998; Tremblay & Frigon, 2004). 
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3.6.3 Diffusion of Innovation Theory 

The Diffusion of Innovation Theory of Rogers (1983) examines health promotion from a 

societal level and posits that certain individuals from a given population act as agents of 

behavioral change by distributing information and influencing group norms in their 

community. Rogers (in Green, 2001) defines the diffusion process as one "which is the 

spread of a new idea from its source of invention or creation to its ultimate users or 

adopters". He differentiates the adoption process from the diffusion process by saying 

that the diffusion process occurs within society, as a group process; whereas, the 

adoption process pertains to an individual. Rogers defines the adoption process "as the 

mental process through which an individual passes from first hearing about an 

innovation to final adoption" (Green, 2001 :67). 

This theory suggests that the sharing of information in social groups and the adoption of 

behavior by some members leads to an exponential increase in adoption. Initially, the 

uptake of the innovation, such as promoting condoms, exhibits slow progress. The 

process is set in motion by early adopters who are typically well integrated into social 

networks and who act as leaders. These leaders thus act as a bridge between 

information sources external to the social network and knowledge within the network. 

Their familiarity with the social context enables them to deliver messages effectively, 

and by adopting the behavior themselves they act as models. This theory is applicable 

to peer education regarding the acceptability, credibility and effectiveness of peers, as 

well as regarding its cost effectiveness, by tapping into naturally existing networks, 

which also provide ample opportunities for re-enforcement (Green, 2001; Turner & 

Shepherd, 1999). 

3.6.4 Theory of Indigenous Protective Norms 

The theory of Indigenous Protective Norms has at its core the belief that students are 

capable of healthy lifestyles and already possess the traits and knowledge to make 

responsible choices. Indigenous Protective Norms can be described as intrinsic 

protection beliefs or traits that guide human behavior. Although they may not be evident 

or easy to see, these beliefs exist in all social groups. Thus, according to this theory, 

health professionals do not need to create protective norms, but need to identify these 
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beliefs so that they are better able to understand and support students, while not 

interfering with the protective qualities of these beliefs (Haines, 1998). 

Ideas like indigenous protective norms are not new. Similar concepts are found in 

ecology, physics, economics, and philosophy. Alan Berkowitz and Wesley Perkins (in 

Haines, 1998) describe false norms they encountered in research they conducted 

among college students. They noted that student attitudes to drinking were actually 

much more moderate and protective than students thought they were. Further research 

showed that in addition to false attitudinal norms there were also false behavioral 

. norms. Students believed that binge drinking, alcohol-related injuries and fights were 

the norm, and that everybody was getting drunk and getting hurt. In fact, moderation 

was the norm and fights and injuries were uncommon. Perkins and Berkowitz assumed 

that this belief in a false norm was creating "imaginary peer pressure" to drink in 

careless and unsafe ways. There is large and growing body of research that supports 

the idea that norms, real or false, have a powerful influence on behavior (Haines, 1998). 

This was the hypothesis that grew from this research: If the number of students who 

believed the false norm could be reduced, then the number of students with behavior 

that was consistent with the true norm would increase. In other words, moderate alcohol 

use would increase, and binge drinking, injuries, and fights would decline as the true 

norm was fortified (Haines, 1998). According to Hunter (2004) this perspective is behind 

the social norms of education programs that focus on what the majority of students do, 

rather than on those who engage in extreme behaviors. Traditional health education is 

based on the opposite premise - that left alone (or without the help of others) students 

are incapable of protecting themselves from harm. Peer education tries to bridge this 

gap, promoting the health of the majority and reaching out to the minority (Hunter, 

2004). 

The Social Norms Theory thus provides a major shift in the health education field. 

According to this theory behavior is influenced by how an individual perceives the 

behavior of other members of a social group, and that these perceptions can often be 

incorrect. Students' misperceptions should be exposed and replaced with more 

accurate information regarding peer expectations and practices, thus resulting in a 

decrease of participation in high-risk behavior (Scholly; Katz; Gascoigne & Holck, 2005). 
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3.6.5 Theory of Participatory Education 

As described in UNAIDS (1999) the Theory of Participatory Education (1970) has 

also been important in the development of peer education. Participatory or 

empowerment models of education posit that powerlessness at the group level is a 

major risk factor for poor health. According to Wallerstein and Bernstein (1988) 

empowerment education can be seen as a successful health education and prevention 

approach that promotes health in both personal and social arenas. This approach 

implies that the participation of individuals in group activities and dialogue efforts 

directed at community targets enhance peoples' belief in their ability to change their 

own lives. 

According to Miller and MacGilchrist (1996) peer education is considered a successful 

alternative to traditional methods of education, particularly health education. The reason 

for its success could be the emphasis peer education places on participative learning 

between equals. Peer education thus requires an approach that differs from traditional 

methods of teaching. It aims to do more than just deliver information and develop 

related skills. It is also concerned with enabling and empowering individuals to develop 

(James, 2002). 

Everts (2003) emphasizes this notion of empowering individuals to develop by stating 

that young people need to gain experience in taking responsibility for themselves and 

others in age-appropriate ways, and in dealing constructively with the ethical dilemmas 

and interpersonal conflicts that they will unavoidably encounter in their lives. This focus 

on personal development makes this approach different to other methods of education. 

It is suggested that peer interactions are successful in instigating change (including 

behavior change) because peers understand one another, speak directly to one 

another, do not want to be different so are receptive to feedback from each other and 

are regarded as less threatening than adults (Miller & MacGilchrist, 1996). 

In addition to the above-mentioned theories, which have all contributed to the 

development and success of peer education as an educational approach, it is also 

important to note the significance of a Russian psychologist, Lev Vygotsky's 
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contribution. Two dimensions of Vygotsky's theory provide insight into the success of 

peer education, these being the role of social context and mediation. 

3.6.6 Social-constructivist theory 

Vygotsky's social-constructivist theory emphasizes that development takes place 

through social relationships. This implies that people construct shared meanings 

through their interactions with others. These constructed meanings cannot be separated 

from the social context in which they are constructed and are therefore always 

developing and shifting. New and changed meanings can thus be produced when 

people from different social contexts interact with one another (Donald; Lazarus & 

Lolwana, 2002). This dimension of Vygotsky's theory implies that peer education may 

be effective in shifting students' understanding of high-risk behavior that could lead to 

HIV. 

The second significant dimension is mediation, referred to as ''the engine that drives 

development" (Donald et al., 2002: 71 ), and mainly comprises Vygotsky's concept of the 

Zone of Proximal Development. The Zone of Proximal Development can be defined . 

as "the critical space in a person's present understanding where, through proximal 

interactions (mediation), he can be helped to construct a new level of understanding" 

(Donald et al., 2002: 71 & 378). It thus refers to a critical space where a person cannot 

comprehend a certain concept on their own but has the potential to do so with help from 

and interaction with another person who already understands the concept. A person 

(peer) helping the student to think in that space acts as a mediator in helping the 

student shift his present understanding to construct a new understanding. Through 

mediated interaction the student learns to adapt present meanings to create new 

understandings that fit with what is widely understood and accepted. The student also 

cannot just passively receive in the new knowledge being presented but has to actively 

interact to construct new meaning and a new level of understanding (Donald et al., 

2002). 

Vygotsky's theory thus suggests that social interaction plays an important role in the 

development of cognition and has therefore been embraced by educators who believe 

that real learning takes place in social situations that involve exchanges between 
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students. Central to Vygotsky's theory is his belief that biological and cultural 

development do not occur in isolation. Vygotsky thus focused on the connections 

between people and the cultural context in which they act and interact in shared 

experiences (Donald et al., 2002). 

3.6. 7 Trai1111sformatove leaming 

Furthermore, most peer education programs can be considered to be adult learning, 

since many peer education programs consist of adults or mature students being trained 

as peer educators. The evaluator will therefore also describe peer education within the 

adult learning realm of transformative learning. 

Over the last 20 years the Transformative Learning Theory has deepened the 

understanding of what it means to learn during adulthood. The work of Paulo Freire and 

Jack Mezirow, among others, addresses the socio-cultural and personal dimensions of 

transformative learning (Dirkx, 2000). 

3.6.7.1 Paulo frenre 

Paulo Freire, a Brazilian philosopher and major contributor to the field of adult 

education, describes traditional methods of education as a further oppression of the 

student. He promotes education that is dialogue-driven, based on the student's 

reflections of their own reality and using critical thinking to empower students to create 

their own solutions based on these reflections (Freire, 1993). 

Freire believes personal freedom and development of the individual should occur 

through supported interaction with others. He values group learning over individual 

learning. His teaching occurs in small groups through the process of engaging in 

dialogue and in problem-posing education. Each culture circle consists of an educator 

and several students interacting in a small group. The culture circles are structured so 

they are participant centered, not educator centered. Freire maintains that collective 

knowledge results from group dynamics, small group discussion of past experiences, 

and critical reflection occurring within the culture circles. 
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Empowerment in the Freirean sense thus results through the full participation of the 

people affected by a given problem. Many advocates of peer education claim that this 

horizontal process of peers talking among themselves and determining a course of 

action is ail essential factor of peer education's influence on behavioral change 

(Rindner, 2004). 

Furthermore the Freirean notion of "critical coD11scio1U1sD11ess" also played a major role in 

the development of peer education (Campbell & MacPhail, 2002: 334 ). Translated from 

the Portuguese word conscientizadora, critical consciousness is defined by Freire as a 

state of in-depth understanding about the world and is concerned with providing 

students with a non-traditional educational experience that is liberating and 

emancipatory in nature. His theories have greatly influenced thinking about participatory 

development. Over time the term has taken on a broader meaning, describing a state of 

mental and spiritual development that presents its subject with a morally progressive, 

engaged, and holistic view of life (Mustakova-Possardt, 2004 ). The development of 

critical consciousness in an individual contributes to two key processes underlying peer 

education. These processes are, firstly, the informed renegotiation of collective and 

individual sexual and social identities (in ways not damaging to sexual health) and, 

secondly, the empowerment of young people to engage in healthier practices (Campbell 

& MacPhail, 2002). 

Peer education is thus based on Freire's recommendation that the educator must 

become a co-learner or equal partner with the student in the learning process, avoiding 

a power struggle and facilitating active involvement in health education. Peer education 

allows group debate and the negotiation of behaviors that lead to the development of 

new collective norms, rather than attempting to convince individuals to change their own 

behavior on the basis of rational decision making (Rindner, 2004; Van Dyk, 2001 ). 

3.6.7.2 Jack Mezirow 

The theory of transformaUve leaming can be described as a "comprehensive and 

complex description of how individuals construe, validate, and reformulate the meaning 

of their experience" (Granton, 1994: 22). As described by Jack Mezirow (1991 ), 

transformative learning occurs when individuals change their frame of reference by 

critically reflecting on their attitudes and beliefs, and then consciously making and 
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implementing changes that bring about new ways of defining their world, which finally 

lead to the making of choices or acting upon these new understandings. Of importance 

in Mezirow's theory is the use of the concepts of "meaning schemes" and "meaning 

perspectives". 

Meaning schemes include specific beliefs, attitudes, and emotional reactions that make 

up meaning structures. These meaning schemes may change as an individual adds to 

or integrates ideas within an existing scheme. For individuals to change their meaning 

schemes, they must engage in critical reflection on their experiences, which in tum 

leads to a perspective transformation, occurring routinely through learning. 

Meaning perspectives are both a system for interpreting and evaluating the meaning of 

an experience and habits of expectation, which influence perception and cognition. 

Meaning perspectives and meaning schemes are thus structures of psycho-cultural 

assumptions within which new experiences are assimilated and transformed by past 

experiences {Mezirow, 1991 ). 

Formative learning occurs in childhood both through socialization 

{informal or tacit learning of norms from parents, friends, and 

mentors that allows us to fit into society) and through our schooling. 

Approved ways of seeing and understanding, shaped by our 

language, culture, and personal experience, collaborate to set limits 

to our future learning. 

{Mezirow, 1991, p.1) 

To summarize, transformative learning is thus important as a theory underlying peer 

education since it promotes individual autonomy, builds interdependence and 

empowers individuals to take collective action in their communities to reform social 

practices. Peer education as an educational approach draws from elements of each of 

these theories as it affirms that certain members of a given peer group can be influential 

in eliciting behavioral change among their peers. Peer education thus asserts that 

people make changes not because of scientific evidence or testimony but because of 

the subjective judgment of close, trusted peers who have adopted changes and who act 

as persuasive role models for change {UNAIDS, 1999). 
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3. 7 Critique of the tlheories u11nderlyong peer education 

Many of the above-mentioned theories underlying peer education have been criticized 

when applied in non-Western contexts. Social, economical and cultural conditions often 

create a set of circumstances in which individuals do not have the personal power or 

efficacy to carry out decisions that they might have made on an individual level (Kelly, 

Parker & Lewis, 2001 ). Cognitive theories are largely centered on volitional control over 

behavior; they do not take individual, cultural and socio-economic contexts and the 

related differentials of self-efficacy and power in sexual interactions into account 

(Melkote, Muppidi & Goswami, 2000). 

Further criticism of these rational theories is that sex (the most common means of HIV 

transmission in South Africa) is seldom a rational activity. The "heat of the moment" 

nature of sex, suggests that rational analysis and thought may not be as easy to 

practice as they are to theorize. An additional problem is that sex in South Africa is often 

not consensual. Rape is common; an individual has no power to protect him or herself 

from HIV infection. Cultural patterns and behaviors may also render these theories 

inappropriate. In non-Western contexts, notions of health are more closely tied to the 

health of the community than that of the individual (Airehenbua and Obregon, 2000). 

Peer education programs based on these social theories may encourage social change 

that is supportive of an individuals' 0111tentoon to adopt a new behavior, but do not 

always address the constraints of the context in which the program is operating. There 

may be factors that limit the individuals' ability to practice the new behavior. The 

collective efficacy of a group may be influenced by the social and economic constraints 

under which they live. This problem has given rise to participatory theories that 

contextualize the individual within society, and see human behavior as dependant on 

the social, political and economic environment (UNAIDS, 1999:20). 

These approaches recognize "the relationship between social structure and health", and 

that "lasting change is a process that initiates from within a community" (UNAIDS, 

1999:20). These models tend to take a problem-solving approach to behavior change, 

and involve community participation. They encourage personal, organizational and 

community change. Individuals within a supportive environment are able to realize their 
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own agency and power to act through improved access to resources and an 

empowering socio-political system. 

The Theory of Reasoned Action assumes that individuals are rational in their 

decision-making. This presumption may not be entirely accurate or relevant when 

referring to HIV and Aids, as Aids-related behaviors are heavily influenced by emotion, 

originating from both the individual and society at large. Most young people and many 

adults thus do not approach the Aids issue from a logical perspective, but seem quite 

capable of discounting the risks and optimistically perceiving themselves as 

invulnerable to harm (Ross & Deverell , 2004). 

According to Parker (2004) this simple, linear relationship between individual knowledge 

and action does not take into account the variation among political, socio-economic and 

cultural contexts. The assumption that individuals can exercise total control over their 

behavior has led to a focus on the individual rather than on the social context within 

which the individual functions and a disregard for the ·influence of contextual variables 

such as culture and gender relationships. 

The Social Learning Theory includes the notion of expected consequences as primary 

in explaining behavior. The more positive the consequences, the more likely are people 

to engage in that particular behavior. What remains perplexing in the case of HIV and 

Aids prevention is the fact that the consequences of behaviors such as unprotected sex 

are known to be extremely unpleasant and yet people still engage in such behaviors. 

These findings could possibly be accounted for with the suggestion that short-term 

gratification is a greater motivating factor than the perception of a distant threat, and 

that self-control is necessary for regulating behavior and that this also involves actively 

bringing the consequences of an action to mind. 

The Social Learning Theory relies heavily on the concepts of modeling and self-efficacy. 

The theory is essentially individualistic in nature and relies on individuals to take 

responsibility for their own actions. In countries like South Africa, where extended 

families are the norm and power differentials exist within relationships, making individual 

decisions can be considered a deviation from the norm and often has severe 

consequences, including domestic violence. Although literature suggests that this model 
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is successful in individlualisUc cultures, its success is however limited in collectivistic 

cultUJres (Ross & Deverell, 2004 ). 

Cultural considerations also play an important role in whether individuals choose to 

participate in prevention campaigns and whether they choose to believe, internalize and 

accept the messages disseminated. It is thus clear that the promotion of health and 

accomplishing behavior modification in a diverse, multicultural society, such as South 

Africa, poses great challenges (Ross & Deverell, 2004 ). 

It should, however, be noted that in the context of the Stellenbosch University peer 

education program 'behavior change' is not the only desired outcome. Much of the 

training provided and work undertaken by peer educators is implemented to reinforce 

posi11:ive healthy li1fe style choices, such as abstaining from sex rather than changing 

existing behavior. A more accurate description of the approach is thus to instill and 

reinforce critical thinking about personal health. 

3.8 Peell" ed11J1catio1111 as a IHllV pll"evenUon ClllPIPll"Oachl 

According to Hope (2003) the peer education approach has been used in many and 

diverse target areas; however it is in the area of the prevention of HIV, Aids and other 

sexually transmitted diseases that the use of peer education has grown most rapidly. 

Since the early 1990s the use of peer education for the prevention of HIV, Aids and 

other sexually transmitted diseases has spread throughout the world and is today 

considered to be one of the most effective intervention methods (Hope, 2003). 

The youth today are referred to as "the Aids generation" (Kelly, 2002); young people 

who have never known a world without Aids and who are themselves extremely 

susceptible to HIV infection. The unprecedented nature of the Aids pandemic in sub

Saharan Africa is well known, and few countries have more people infected with HIV 

than South Africa. Soa.111:1h Africa's f11.0t11J11l"e depends 001 how effectively tlhe co11J1ntry 

ca01 mobilize its h11J1man reso11J1rces to prevent 11:he transmission of' IHl~V among its 

youth (Deutsch & Swartz, 2003; Kelly, 2002). 
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In South Africa there are particularly high levels of HIV amongst young people 

(especially those in the age category 15 - 24 years). Despite sound levels of knowledge 

about sexual health risks, the levels of perceived vulnerability amongst this group are 

low and unprotected sex is common (Campbell & MacPhail, · 2002). Aids is primarily a 

consequence of behavior. It is not who you are, but what you do, that determines 

whether you will expose yourself or others to HIV, therefore it is becoming increasingly 

clear that for the prevention of the transmission of HIV the focus must be placed upon 

change towards responsible behavior and practices (Fishbone, 2000). Since young 

people do most of their talking, listening, thinking and learning about sexuality with other 

young people, peer education is considered a crucial component of prevention 

programs addressing HIV, Aids and other threats to health (Deutsch & Swartz, 2003). 

According to Hope (2003), peer education as a HIV prevention approach is a result of 

practical experience in HIV prevention, social science research, the changing nature of 

modern society and the health promotion movement. Depending on the group at risk, 

there can be many benefits of working with peers rather than with "experts" from outside 

the social network. Peer educators may be a more credible source of information, may 

communicate in a more understandable language and may serve as positive role 

models. 

For many youth, adults are not credible messengers of sexual abstinence and other 

responsible behaviors, and many adults (whether professionals or parents) are 

uncomfortable helping youth challenge their attitudes, understand the risks and develop 

new skills related to sexual behavior. The necessary outcomes of HIV education, 

including reinforcing accurate and consistent information, helping young people 

examine and change how they think and behave sexually, building their decision

making skills and facilitating voluntary counseling and testing require face-to-face 

discussion with people who are trusted, knowledgeable, accessible and relatively 

comfortable talking about sexual matters (Deutsch & Swartz, 2003). 

Peer educators thus become "change agents", acting as facilitators, mediators, guides, 

motivators and role models. They are trained in the health issues surrounding HIV and 

Aids, STls, sexuality and safer sex practices and thereby become experts relative to 

their peers. By taking action through various activities and discussions they attempt to 
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generate positive change in the knowledge, attitudes, norms, beliefs and behavior of 

their peers (Hope, 2003). According to Hunter (2004 ), the main reason that an 

estimated 76 to 83 percent of colleges and universities have some form of peer 

education on their campus is that the use of non-professionals to help educate about 

various issues is an effective and credible way to spread information and refer students 

to other campus resources. 

The large number of "assistants" available to help convey health and wellness 

strategies permits more activities, such as awareness campaigns and community 

outreach, to take place. At the base of their contributions is the fact that peer educators 

go beyond the role of bystanders and act to change the status quo or incorrect 

perceptions. Not only are most of them role models through their own behavior and 

choices, but they also tend to be activists in inviting others to join them, and consider it 

part of their identity to confront incorrect information or unhealthy attitudes (Hunter, 

2004 ). Peer educators are also considered effective communicators who authentically 

use group appropriate language/terminology when talking ·about the sensitive issues of 

sexuality, HIV and Aids (Deutsch & Swartz, 2003). 

Peer education thus has important practical advantages as a component in a 

comprehensive HIV prevention strategy. Properly structured, it is proactive and flexible 

in delivering stimulating education to youth in a wide variety of settings, while also 

taking advantage of the informal interpersonal influences these peers will have in 

natural situations. It is often better to train, motivate, prepare and supervise peer 

educators than adult educators, since peer educator teams appeal to more diverse 

youth than any single adult educator. 

Furthermore, by implementing peer education approaches, a few effective adult 

educators can reach many more students than when working directly with the students 

themselves. Finally, the peer educators themselves are a sustao011aible lhi11.Dmai1111 

reso1U1rce; with appropriate planning and incentives they can become excellent peer 

educators and might go on to careers in the heath education field (Deutsch & Swartz, 

2003). 
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3.9 Conch.osioll'll 

The chapter introduces and defines the concept peer education and further discusses 

the origin of. peer education; as well as the rational for peer education programs, 

especially in the HIV field. It also provides an in depth discussion of various theories 

underlying peer education; as well as a discussion regarding critique towards these 

theories. Lastly it explores peer education as an approach to HIV prevention. 

In the next chapter the evaluator will discuss how South African Higher Education 

Institutions, including the Stellenbosch University, responded to the HIV and Aids 

pandemic, incorporating peer education programs as a strategic response in preventing 

and mitigating the HIV crisis. The peer education training program as it has been 

implemented at Stellenbosch University will be discussed in detail. 
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CHAPTEIR 4: HIV PIEEIR EDUCATION PIROGIRAi\liS AT H~GHEIR EDUCAT~ON 

INSTITUT~ONS 

Everyday about 15 000 people throughout the world become infected 

with HIV. Eighty percent of them are aged 15 to 24. Experience shows 

that the right approaches, applied quickly enough, can and do result in 

lower HIV infection rates and less suffering for those affected by the 

epidemic. 

(Williams, Ng'ang'a & Ngugi, 1997:6) 

4.1 lntrodl1U1ction to H~V Peer EdlucaU0111 Programs at Higlhler IEd1LOcatio111 

~111stot1LOU0111s 

Half of the population of South Africa (40 million people) is under 25 years old and more 

than half of those newly infected with HIV each day are between 15 and 24 years old. 

These figures suggest that the best possible way to halt the spread of HIV and Aids is to 

focus on appropriate education for young people. To respond comprehensively to the 

crisis of HIV and Aids, the education sector has set out to reach every learner, to 

provide quality HIV and sexual health programs, and to protect itself against the impacts 

of the epidemic. Since the disease has no cure, prospects for a vaccine are remote, and 

making sustainable antiretroviral therapy universally available poses extreme 

challenges, education is recognized as South Africa's principal weapon against the 

epidemic (Department of Education, 1999). 

In South Africa students from the Higher Education Institution (HEI) sector are 

considered a critical population with high rates of HIV infection. As discussed in Chapter 

2, findings released by the Human Sciences Research Council (HSRC) Human 

Resource Development (HRD) Review indicate that 25% of technikon students and 

20% of all university students were HIV positive in 2003. The study further anticipated 

that by the end of 2005 these numbers would have risen by 10% across institutions, 

correlating with findings by the Department of Health's 2002 antenatal survey that 

indicates a prevalence rate of 14.8% for youths below 20 years of age, and 29.1 % for 
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those 20 to 24 years of age (Department of Health, 2003; HEAIDS, 2004; Pettifor et al., 

2004). 

The concentration of young people at institutions in the Higher Education sector, the 

combination of structured and informal opportunities to meet and socialize in the 

absence of adult supervision and in the presence of intoxicating substances are likely to 

encourage contact with multiple- and serial sex partners. As described by Michel in 

HEAIDS (2004: i) 

... the average student in South Africa falls into a high-risk grouping, is 

sexually active and is away from home, often for the first time in his or 

her life. This means that these students are at risk through an 

accumulation of psychosocial and sexual factors. While this does not 

necessarily predict behavior, it must alert staff and leadership to the 

dangers implicit within the higher education environment. 

Furthermore, a large number of adolescents are already infected and a large proportion 

of these young people will enter higher education before their symptoms begin to 

manifest. An even larger number of students and staff will have infected relatives whose 

illness will have an effect on them and therefore on their institutions. Higher education 

thus has clear responsibilities to its own community of students and staff, as well as to 

the broader society (Deutsch & Swartz, 2002). 

South Africa's future depends on how successfully it can organize its human resources 

to avert the transmission of HIV among youth. With over 80% of those currently living 

with HIV being between 15 and 24, it is not an exaggeration to say that the youth must 

become a major focus of HIV prevention efforts if the problem is to be controlled 

(Deutsch & Swartz, 2003; Van Dyk, 2001 ). 

This chapter will discuss South Africa's Higher Education Institutions' response to the 

HIV and Aids crises. It will draw on the information about HIV and Aids amongst HEI 

students (discussed in Chapter 2) in particular, and will elaborate on the rationale for 

peer education programs as a strategic response to HIV prevention in Higher Education 

Institutions (discussed in Chapter 3). The evaluator concludes the chapter with a 
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detailed discussion on Stellenbosch University as the context for this study and the 

University's peer education training program. 

4.2 Background to the Higher Education HIV and Aids response 

South Africa has been slow to react to the enormous threat posed by HIV and Aids. This 

delayed response was not only by Government, as very little also happened in the 

Higher education sector before 1999. By early 1999, international research programs 

had highlighted the urgency of placing HIV and Aids on the agenda of educational 

institutions. In response to this, the Department of Education hosted the Tertiary 

Institutions Against AIDS Conference, (an initiative of the then Education Minister, 

Kader Asmal). This conference clearly signaled that every HEI needed to respond to the 

needs of both its own community and the broader community. This included the need to 

address issues pertaining HIV and Aids (Chetty & Michel, 2005, Martin & Alexander, 

2002). 

Since 1999, a number of policies have informed the response of HEls to HIV and Aids. 

The following two in particular are important to note: 

~ National policy on HIV/Aids for learners and educators in public schools, 

and students and educators in further education and training institutions 

(Department of Education, 1999). This policy stipulates how all issues relating to 

HIV and Aids should be dealt with within the education sector. It includes aspects 

such as, non-discrimination and equality with regard to students or staff infected 

with HIV; admission rights of HIV-positive students and staff; attendance; 

disclosure and confidentiality; safe institutional environments; prevention of 

transmission during sport activities; education on HIV and Aids; duties and 

responsibilities of students, staff and parents; institutional implementation plans 

and the formation of health advisory committees within institutions. This policy 

thus laid the foundation for all subsequent HIV and Aids policies. 
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J{ Tirosano Education lmplementatioll"D Plaoi (Department of Education, 2001 ). This 

plan, especially Priority 9, relates directly to HIV and Aids in the education sector 

and lists the following objectives: preventing the spread of HIV and managing and 

mitigating to reduce the impact of HIV and Aids on the Higher Education sector. In 

a public statement Professor Kader Asmal referred specifically to the importance 

of Tirisano: Priority 9 by stating: 

We must deal urgently and purposefully with the HIV/AIDS 

emergency in and through the education and training system. This is 

the priority that underlies all priorities, for unless we succeed, we face 

a future full of suffering and loss, with untold consequences for our 

communities and the education institutions that serve them (Asmal, 

1999). 

Even though South Africa's tertiary institutions were slow to respond to the impending 

crisis they have begun to move, doing so with greater urgency and seriousness from 

around the turn of the century. The response of the different HEls has, however, not 

been the same. According to Chetty and Michel (2005) this could possibly be attributed 

to the following aspects: 

It seems as if the presence of a medical school within a university improves its 

practice, maybe because of the need for specific protection policies, for example 

policies on needle-stick injuries. 

J{ On-campus HIV and Aids research has spurred greater awareness and pressure 

for new initiatives. 

J{ The variation among institutions could also be ascribed to the quality of each HEls 

top management and their commitment to combating HIV and Aids. 

Even though Higher Education institutions are legally self-governing, they are subject to 

policy and regulatory controls set by the national Department of Education (DoE). Within 

this regulatory framework, two national associations, the South African Universities 

Vice-Chancellors' Associations (SAUVCA) and the Committee of Technikon Principals 

(CTP} currently represent the managements of HEls. In November 2001 IHllEAmS, the 

'Higher Education H~V and Aids Program' was launched to coordinate the HEls 
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response to HIV and Aids. The program involves a partnership between the South 

African Universities Vice-Chancellors' Association (SAUVCA), the Committee of 

Technikon Principals (CTP) and the National Department of Education (DoE). 

The purpose of the program is to address HIV and Aids within Higher Education in a 

holistic and integrated manner, and to provide support to all public higher education 

institutions. HEAIDS thus marked the beginning of a more coordinated response to HIV 

and Aids by the Higher Education sector and paved the way to greater cooperation 

between the above-mentioned three associations, thus contributing to the development 

of a strategic plan for the higher education sector (Chetty & Michel, 2005). 

4.3 The roles of Higher Educationi lnistubJJtionis 

This slow and uneven response to the HIV crisis may also be attributed to a level of 

disagreement within higher education institutions as to whether it should be the role of 

universities and universities of technology to try to protect students from risks to their 

health, as well as uncertainty as to how far institutions should go in their efforts. 

Attempts to deliver HIV and Aids education in HEls have been severely constrained by 

the rapid changes in this sector as a result of mergers, and more specifically by social 

and cultural restraints when discussing sensitive topics such as HIV and Aids, sexual 

relations and power inequalities. These constraints manifest themselves in the practice 

of 'selective teaching' in which messages on HIV and Aids are either not communicated 

at all, or restricted to scientific and professional interventions with very little direct 

reference to sex or sexual relationships. In general, the Higher Education system does 

not regard sex and sexuality education as its business (Chetty & Michel, 2005; 

Dalrymple & Durden, 2004; Otaala, 2000). 

Chetty (2001) describes five reasons why HEI should be concerned with and become 

involved in the struggle to prevent HIV and Aids: 
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'- HIV and Aids is a development issue, not just a health issue. 

'- It does not only affect individuals but also institutions and systems. 

'- It affects the development of human resources. 

'- It requires the knowledge-generation and application capacity of higher education. 

'- Requires the open leadership traditions of Higher Education. 

It is also now clear that in all the major functions of higher education institutions, such 

as research, generating new knowledge, the application and dissemination of 

interdisciplinary knowledge, capacity building, human resources and addressing social 

needs, HIV and Aids provides extreme challenges. Otaala (2000) supports this view and 

elaborates by stating that universities in Africa have an important role to play since they 

are often the only national institutions with the skills, the resources and the authority to 

generate new understanding supported by research. University roles in research , 

evaluation, information transfer, and technology development are therefore critical to 

social progress and economic growth. In short, universities can and should be key 

actors in all national development, including the fight against HIV and Aids. 

4.4 Peer education programs as strategic response to HIV prevention in Higher 

Education Institutions 

For youth in institutions of higher education activities that raise awareness, convey 

information and distribute condoms are necessary, but not sufficient. Young people 

must be actively engaged in informed conversations, in the building of skills and the 

strengthening of healthy norms. South Africa needs its youth to think together, talk 

together and work together if they are to meaningfully grasp and respond to the 

conditions they face, especially those concerning health choices and making decisions 

about the prevention of HIV and Aids (Deutsch & Swartz, 2002). 

On higher education campuses, students do most of their talking, listening, thinking and 

learning pertaining to sexual issues with other students. In such an environment peer 

pressure towards specific lifestyle choices is particularly strong. When it comes to 

providing information about sex and sexuality, other young people are often considered 

to be more credible messengers than adults. Peer education is about harnessing young 
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people's creativity and credibility to promote healthy life styles. Worldwide, as well as in 

South Africa, peer education is one of the most widely used strategies to address the 

HIV and Aids pandemic (Dalrymple & Durden, 2004; Deutsch & Swartz, 2002). 

As mentioned in Chapter 3, it is in the area of HIV, Aids and other sexually transmitted 

disease prevention that the use of peer education has grown most rapidly. Since the 

early 1990s, the use of peer education for the prevention of HIV, Aids and other 

sexually transmitted diseases has spread throughout the world and is today considered 

to be one of the most effective prevention methods. Peer education programs can have 

a positive impact on increasing knowledge, partner discussion of condom use and risk 

perception, as well as decreasing STI incidence and high-risk sexual behavior among 

youth (Hope, 2003; McKee et al., 2004). 

By far the most common vehicle for peer education in higher education settings is 

through non-formal extracurricular activities. These include orientation events, 

residence workshops, voluntary group activities and forms of entertainment. Peer 

educators are used in a variety of capacities by many university health education 

divisions. The diverse activities of peer educators include providing information to 

individuals and groups, facilitating outreach programs to a target audience and 

presenting programs that may include dramatic skits, role-play or games for small 

groups. Peer educators may also be involved in special projects and awareness 

campaigns, writing newsletters and marketing health education programs (HEAIDS, 

2004). 

A number of HEls in South Africa are utilizing peer programs to address HIV and Aids 

issues on campus (see Table 4.4.1 ). The impact of peer pressure on young and often 

vulnerable students (who may be away from home and without direct adult supervision 

for the first time) can be problematic. These students are often easily influenced into 

adopting unhealthy practices such as substance abuse and risky sexual behavior. Peer 

educators can, however, positively influence and reduce risk-taking behavior, since they 

are often able to establish rapport with other young people more easily than adults. 

According to Chetty and Michel (2005) research has shown that similar backgrounds 

and age between the source of influence and the recipient increase the persuasiveness 

of messages relating to sex, sexuality and HIV and Aids. Peer educators can therefore 

contribute to developing a culture of healthy attitudes and behavior on HE campuses. 
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The basic rationale for using peer programs is that they: 

X Are appropriate for the specific cultural and social environment in HE ls. 

X Promote social norms and provide support for adopting healthy attitudes and 

behavior on campus. 

X Effectively meet the needs of young people for information and advice on sexual 

matters. 

X Provide role models for healthy sexual behavior on campus. 

X Encourage young people to become involved in the design and implementation of 

HIV and Aids prevention, care and support projects. 

X Are cost effective compared to many other interventions (Deutsch & Swartz, 2003; 

Cowie & Wallace, 2000; McKee et al., 2004; Parkin & McKeganey, 2000). 

Peer education programs are already well established at many HEls in South Africa. An 

investigation by HEAIDS indicates that there are currently a number of peer programs 

operating on higher education campuses (see Table 4.4.1 ). These programs vary 

considerably with regard to the way they were established, are offered and evaluated . A 

study undertaken by Martin and Alexander in 2002 involving eight of South Africa's 21 

universities and five of the country's 15 university of technologies, found that no single 

Higher Education institution provides a model approach to HIV and Aids. 

The conclusion was thus drawn that no single institution as yet provides a model 

approach of "best practice" to HIV peer education training programs for others to follow. 

The Stellenbosch University's peer education training program is therefore not based on 

"best practices" from other HEI but is rather based on principles that were adapted to 

the university's own institutional context, culture and circumstances. Table 4.4.1 

provides a summary of the HIV-related services provided by specific HEls based on 

Martin and Alexander's research in 2002. The last column relating to the existence of a 

peer education program also indicates the date when these programs were established, 

and are based on findings from the HEAIDS HIV and Aids audit for 2003 and 2004 

(HEAIDS, 2004 ). 
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Table 4.4.1 Summary of HEls HIV related services up to 2002 

HIV Campus HIV Free Peer 

Institution Testing Health Co-or- Condom Education 
(VCT) Care dinator Distribution Program 

Cape Technikon Yes Yes In Yes Yes - 1996 
progress 

Eastern Cape Technikon Yes Yes Yes Yes No 

Peninsula Technikon Yes Yes Yes Yes Yes - 1997 

Rand Afrikaans University Yes No In No Yes - 2003 
progress 

Rhodes University Yes Yes Yes Yes No 

Natal Technikon Yes Yes Yes Yes Yes - 2002 

Pretoria T echnikon Yes Yes Yes Yes Yes - 2001 

T echnikon South Africa No No Yes Yes No 

University of Cape Town Yes Yes Yes Yes Yes - 1994 

University of Fort Hare In Yes Yes Yes Yes - 1995 
progress 

University of South Africa No No No No No 

University of Potchefstroom No No No No No 

University of Pretoria Yes Yes Yes Yes Yes - 199~ 

Stellenbosch University No Yes Yes Yes Yes - 200~ 

University of KwaZulu Natal No Yes Yes Yes Yes -2om 

University of Venda No Yes No Yes No 

Vista University No Yes Yes No Yes - 200~ 

WITS University Yes Yes Yes Yes Yes - 200~ 

University of Western Cape No Yes Yes Yes Yes -200o'! 

(HEAIDS, 2004; Martin & Alexander, 2002) 

In the next section the Stellenbosch University and it's response to HIV and Aids will be 

discussed. It will include an in-depth discussion on the University's peer education 

training program. 
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4.5 Stellenbosch University as a IHligher Education Institution 

The Stellenbosch University is known as the oldest Afrikaans University in South Africa. 

It came into being as a School of Theology in 1859, was expanded into the 

Stellenbosch Gymnasium in 1886 and was later called the Victoria College. Later, on 2 

April 1918, through the University Act, the Victoria College became the University of 

Stellenbosch. The decades since then have seen student numbers grow forty-fold and 

more, from about 500 to over 22 000. 

The University is nestled in the beautiful town of Stellenbosch, famous for its farms and 

vineyards. The University has a strong conservative ethos, based on Christian norms 

and values. According to the University's statistical profile (2006) a total amount of 22 

082 students were enrolled in 2005. This number includes 164 distance education 

students. Under the apartheid era the University served an exclusively white population 

and in 2005 white students still constitutes 71.6% of the student community. The size of 

the corps of personnel with permanent appointments in 2005 was 2 450; comprising 

804 academic personnel (lecturers), 1 296 administrative/technical personnel and 350 

service workers (Stellenbosch University, 2000). 

There are two values listed in the strategic framework of the University that specifically 

relate to the Stellenbosch University's role in responding to HIV and Aids. These are 

responsibility and participation. 

X !Responsibility: We seek to be responsible, both by seriously considering the 

implications of actions, and by being responsive to the needs of the broader 

community, of South Africa as a whole, of our continent, and of the world in 

general (Stellenbosch University, 2000). 

X 1Pau1icipatnora: We would like to see the University as an active role-player in the 

development of South African society and culture. We are not spectators, we are 

participants. We would like to see the university having played a positive role in 

the solution of some of the country's major issues - including poverty, 

unemployment, crime and HIV and Aids. This value was enforced by the rector of 

Stellenbosch, Professor Chris Brink in his address at the opening of the 
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Stellenbosch University Business School in 2004 (Brink, 2004; Stellenbosch 

University, 2000). 

4.6 Stelle1111bosch University's response to HIV a111dl Aids 

The Stellenbosch University responded to the HIV crisis by launching various HIV 

prevention initiatives, including a peer education training program. Before February 

2003 HIV issues were dealt with on an ad hoc basis by personnel from the University's 

Division of Student Affairs. Student Affairs identified the need to inform students about 

the available services on campus and developed an HIV and Aids information pamphlet, 

identifying local health and support services. These pamphlets were distributed to all 

student service divisions. Student Affairs also partnered with the Center for Student 

Counseling and Development to develop an HIV and sexuality video using student 

actors, to sensitize students to the specific risks related to student life on the 

Stellenbosch campus. These videos were distributed to all faculties for use in the first

year orientation week (Du Toit, 2004a). 

The Division for Student Affairs also started the first representative committee and 

played a vital role in drafting the first HIV policy for students and staff at Stellenbosch 

University. With the Draft Policy in progress, the Division advocated for the 

establishment of a separate post for an HIV coordinator to manage future HIV-related 

activities on campus. The Vice-Rector: Operations, Professor Julian Smith, played a 

vital role in advocating for support from Management, and it was decided that a future 

HIV coordinator would report directly to the Vice-rector's office (Du Toit, 2004a). 

In February 2003 the Stellenbosch University appointed a part time HIV coordinator to 

drive the implementation of the HIV program for students and staff. This coordinator, 

referred to as the Institutional Officer (10), played a major role in finalizing the 

Stellenbosch University HIV and Aids Policy for Students (2004a), as well as the 

Stellenbosch University Employee Policy (2004b ). 
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The primary objectives of these Policies are to "set guidelines for the creation of a 

non-discriminating academic environment, dealing with HIV testing, confidentiality and 

disclosure and managing grievance procedures related to HIV and Aids". The 

secondary objectives provide guidelines on how to "manage HIV and Aids within the 

academic environment, including introducing measures to prevent the spread of HIV, to 

assess and reduce the impact of HIV on the University, to raise understanding of HIV 

and Aids generally and to support students and staff who are infected or affected by HIV 

and Aids so that they can continue to work or study productively for as long as possible" 

(Stellenbosch University, 2004a: 1 ). 

In response to the appeal made to all HEls by HEAIDS, the newly founded Stellenbosch 

University HIV program office partnered with @ HEART, a local NGO that provides HIV 

services, to host a peer education training program during 2004. This program was 

based on the Rutanang model for peer education, as prescribed by HEAIDS (refer to 

Section 4. 7 .3 for a discussion on the Rutanang manual) and would be used in 

combination with other HIV prevention methods already implemented by the University. 

These prevention methods included voluntary counseling and testing (VCT), awareness 

sessions and condom distribution (Du Toit, 2004b). 

4. 7 Stellenbosch University HIV Peer Education Training Program 

During a voluntary HIV-testing campaign in March 2003, students from Stellenbosch 

University indicated, by means of questionnaires, that "a conversation with someone 

you trust" could be a powerful tool in preventing HIV in a generation with "Aids fatigue". 

With this in mind the University's HIV program office decided to host a peer education 

training program. This program was aimed at empowering students to act as peer 

leaders with the following main objectives: 

X promoting HIV and Aids awareness and knowledge; and 

X encouraging safer sexual behavior amongst fellow students by enabling and 

empowering them to work with and learn from their peers. 
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The Stellenbosch University HIV peer education training program can thus be defined 

as a process whereby trained facilitators empower and assist students to educate their 

peers in a structured manner, to informally model healthy behavior, to recognize peers 

in need of additional help and refer them for assistance, and to promote activism and 

become advocates for youth health. The urgency for the implementation of such a 

program was increased at the beginning of 2004 when SAUVCA, CTP and DoE 

requested all HEls to incorporate peer education into their institutional plan through the 

Higher Education against HIV and Aids Program (HEAIDS). 

4. 7. 1 Stakelhlolders involved in tlhle Stellenlbosch University Peer Education 

Training Program 

According to Fitzpatrick et al. (2004: 54) stakeholders can be defined as various 

individuals who have a direct interest in the program and may be affected by the results 

of the program evaluation. The stakeholders of this HIV peer education training program 

include the funders, staff, beneficiaries and the evaluator. 

4. 7 .1 .1 f 1U1111ders I sponsors 

The Stellenbosch University peer education training program was funded externally by 

Jolh1D11s Hopkins Health and Ed1LOcatioO"b So1U1tlh Africa {JHHESA). JHHESA is a South 

African NGO linked to the African division of Johns Hopkins Health Communication 

Partnership (HCP) and is situated in Gauteng. The HCP works together with other 

partners to accomplish its goal of strengthening public health in the developing world 

through creating environments that empower individuals within their family and 

community contexts to take responsibility for their own health. The JHHESA program 

receives its funding from Johns Hopkins University's Center for Communications 

program (JHU/CCP) in Maryland, USA, as part of the United States government's 

(USAID) President's emergency plan for Aids relief (PEPFAR) initiative. The 

Stellenbosch University peer education training program sent JHHESA monthly and 

quarterly progress reports. JHHESA and JHU/CCP also provided technical assistance 

to the staff of the Stellenbosch University HIV program and trainers involved in the peer 

education training program, mostly regarding monitoring and evaluation, as well as 

reporting formats and procedures, according to USAID specifications. 
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HEAIDS also provided technical assistance to the training staff. This assistance was 

mainly in the form of workshops on the skills needed to plan and start a peer education 

program and how to understand and best implement the Rutanang series. Both 

HEAIDS and JHHESA organized meetings where IOs from all HEls could come 

together to discuss concerns, difficulties, best practices and success stories and to 

establish collaborative partnerships. 

4.7.1.2 Sta1ff 

The peer education training program was presented by the H~V Progrnm staff 

(Stellenbosch University), and included the institutional officer (10) and the Health 

Promoter (HP). They were assisted by two outside trainers from the local AIDS Action 

NGO @Heart, who were contracted through a formal agreement to provide assistance 

in coordination; as well as training services. 

4.7.1.3 Eva~uator I researclher 

As a Masters in Education (MEd) student having a keen interest in HIV and Aids 

(especially regarding HIV within the education sector), I was approached to evaluate the 

peer education training program as an extema~ eva~ll.llator, and joined the process 

when the planning and coordinaUon phases were already completed. The evaluator 

attended both weekend training workshops; as well as all mentoring sessions and the 

follow-up training weekend in the capacity of an i111dleperndlent olbserver, without 

becoming involved in the program or the group, but carefully observing the 

implementation of the program and the participants' verbal and non-verbal reactions. 

The evaluator was expected to produce a formal evaluation report after completion of 

the evaluation and it was decided that this formal evaluation report could take the form 

of a dissertation. This dissertation is then my evaluation report that will be used to 

inform all the stakeholders and funders about the outcomes of the training program. 

(Since the program funders are from America and used USAID and PEPFAR funds, the 

evaluator decided to write the dissertation in American English.) The first step in the 

evaluation of the training program was to obtain ethical clearance from the Stellenbosch 

University's Ethics Committee for the Human and Social Sciences. This clearance was 

obtained in July 2004. 
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4. 7 .1.4 IBenefociaries 

A total of 38 students were recruited to attend the initial training workshops, but only 37 

students arrived for the first training weekend. Before the second training weekend, 

another three students dropped out, thus only 34 of the original 37 training participants 

completed the full two weekend training workshops. Thirteen of these 34 participants 

declared themselves unable to continue as official peer educators. Therefore, even 

though it was originally planned to select only 12 students from the trained participants 

to continue their training and activities as peer educators, the training staff agreed that 

as all 21 remaining students were willing and able to commit themselves to participating 

in the prescribed amount of peer activities and were suitable for selection, they met the 

selection criteria. (See Section 4.7.5) (Du Toit, 2004c). 

The pD"imary benefociall"ies from the peer education training program were thus the 21 

peer educators selected after the initial two weekend training workshops. They received 

mentoring sessions and follow-up training and thus completed the full extended training 

program. Further major beneficiaries included the 34 training participants who 

completed the initial two weekend training workshops. The 13 remaining students were 

mainly unable to continue as peer educators due to academic work pressure as it was 

their final year as students at Stellenbosch University. They attended the training 

workshops since they had shown a keen interest in learning more about the prevention 

of HIV and Aids and could benefit by developing skills to manage HIV prevention and 

care in their future workplace environment. The majority of these students were keen to 

steer the establishment of a student HIV society during their last months at university 

(Du Toit, 2004c). These two beneficiary groups were tasked with applying their 

newfound knowledge and skills to empower their peers. 

In this way the wider student population of the Stellenbosch University would benefit 

from the program as seco1111dary beneficiaries. Stellenbosch University as an HEI could 

potentially benefit this program in as much they acquire a healthy, productive student 

community with lowered risk behavior and a reduced incidence of HIV and Aids 

transmission. Figure 4.7.1 summarizes the stakeholders, indicating their involvement in 

the Stellenbosch University HIV peer education program. 

Stellenbosch University  https://scholar.sun.ac.za



90 

!Figure 4.7.1 Stakelholders 001voived oD11 the Stellenbosclh IUD11iversoty HIV Peer 

1EducatioD11 Training Program 
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4. 7.2 logic Model of Stellenbosch !University HIV PeeD" Edlucation Training 

PD"ogram 

Even though programs are diverse, they all share common elements. A logic model is a 

diagram that summarizes these common elements, and shows what the program is 

supposed to do, with whom and why (Porteous, Sheldrick & Steward, 2004). According 

to Mclaughlin and Jordan (1999:65) "the logic model describes the logical linkages 

among program resources, activities, outputs, ... and short, intermediate and longer term 

outcomes". It is further defined by the WK Kellogg Foundation (2004: iii) "as a picture of 

how a program works, linking outcomes (both short- and long-term) with program 

activities, processes and assumptions of the program". A logic models can thus be 

described as a tool for planning and managing programs. It aims to present information 

about the key components of a program in a clear, concise, logical and systematic way. 

The logic model summarizes the need for the program by identifying problems and their 

underlying causal factors, and describes the components of the program, including the 

goals and objectives, activities, outcomes and outputs, indicators and measures (Taylor, 

Thin & Sartain, 2003). 

According to Porteous et al. (2004) and Mouton (2004) there are many advantages to 

creating a logic model for a program, including: 

X Summarizing the key elements of the program 

X Explaining the rationale behind program activities 

X Clarifying differences between activities and the program's intended outcomes 

X Showing cause-and-effect relationships between activities and outcomes 

X Helping to identify critical questions for program evaluation. 

Logic models are useful in program evaluation since they provide a framework for 

evaluation, which makes evaluation more relevant and targeted and identifies the 

assumptions that need to be tested. Designing a logic model thus sets the stage for 

formal evaluation activities and helps one to make decisions for easier data collection 

(Julian et al., 1995). 
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According to Mouton (2004) it is impossible to interpret evaluation findings without a 

clear understanding of the program, its goals, activities and the links between them, 

leading to the expected program outcomes. These linkages are made explicit by 

developing a logic model. Logic models use table- or flow-chart formats to catalogue 

program components and may be developed as either eltpanded versions or 

simplifoedl versions. 

The basic or simplified version of a logic model lists a program's goals, objectives, 

activities, results, outcomes and measures and indicates the links between these 

program components. The expanded version adds the antecedent causal factors 

(presumed to have caused the problem) the program has to address; and identifies 

clear indicators of outcomes and how to measure such indicators (WK Kellogg 

Foundation, 2004; Mouton, 2004 ). Logic models may be designed according to three 

different approaches, including theory approach models (emphasizing the theory of 

change that has influenced the design and program plan); outcomes approach models 

(connecting activities with desired results) and activities approach models (mainly 

focusing on the implementation process) (WK Kellogg Foundation, 2004). 

There is no one approach or version of a logic model that is considered the best. Each 

program has to determine which logic model approach works the best for the specific 

program, through a process of experimenting and trial and error (WK Kellogg 

Foundation, 2004; Porteous et al., 2004). In an attempt to best summarize Stellenbosch 

University HIV peer education training program the evaluator used a sompUlfied version 

of the outcomes a1Pproaclhl modlel, thus connecting program goals, objectives and 

activities with the desired results. 

Figure 4. 7 .2 summarizes Stellenbosch University's HIV peer education program by 

applying a simplified version of the logic model. This version includes a summary of the 

training program's goals, objectives, activities, results or outcomes and measures. 
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Figwre 4.7.2 logic Model (somplOfled version) of Ste~le011bosch U1111oversoty's !Peer 

1Educatio111 "'f raoninig !Program 

GOALS 

1. Effect change at the individual level by modifying knowledge, attitudes and 

practices/behavior of students . 

.fl Train student volunteers as peer educators to promote responsible 

sexual behavior amongst peers so that they are less vulnerable to 

become infected with HIV . 

.fl Develop skills in future professionals to manage HIV prevention and 

care in the workplace environment. 

2. Effect change at university level leading to a reduction in high-risk behaviour 

and subsequent lower incidences of STls, HIV and Aids. 

OBJIEC"'flVIES 

Jt Increase knowledge and awareness about HIV and Aids 

Jt Increase students' accurate self-assessment of risk behavior 

Jt Promote responsible sexual behavior 

Jt Reach at-risk students and diverse student populations who do not 

normally access information or support services 

Jt Develop role-models for healthy sexual behavior on campus 

Jt Facilitate attitudes and value clarification 

Jt Acquire the necessary skills to manage HIV in the future work place 

Jt Develop campus social structures that will support changes. 

~ 7 
v 
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ACTIVITIES 

MaoD11 activities i111cludle: 

1. Selection 

2. Training 

3. Mentoring 

4. Follow-up training 

These activities include underlying activities such as: 

1. Advertising peer education training program 

Interviewing all applicants 

Selecting applicants according to specific criteria. 

2. Presenting training workshops 

Facilitation of information on HIV and Aids 

Facilitate attitudes and values 

Encourage protective behavior and behavior change where needed 

Compile notes, information and pamphlets for information file 

Develop a training manual 

Develop power point presentations. 

3. Assist peer educators in the implementation of their four roles 

Monitor activities implemented by peer educators 

Facilitate feedback sessions 

Encourage personal reflection and growth 

Provide individual and group support 

Maintain good relationships and morale. 

4. Revise knowledge and roles 

Maintain good relationships and high spirits among peer educators. 
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RESULTS/OUTCOMES 

Short-term res1U1Hs (initial outcomes): 

Jt Peer educators display and practice responsible sexual behavior, including 

sexual abstinence, delay in sexual onset, fewer partners and correct and 

consistent condom use. 

Jt Peer educators are empowered with an increase in knowledge, information and 

understanding of the facts related to HIV and Aids. 

Jt Peer educators are open and accepting of diversity. 

Jt Peer educators are willing to (intend to) change risky behavior. 

Jt Peer educators are aware of services and support available to them on campus. 

Jt Peer educators implement their four roles of educators, role models, activists and 

sources of referral for the rest of the student population (their peers). 

lo1111g-term res1U1lts: 

Jt The whole student community shows sustained changes according to above

mentioned results. 

Jt Campus social structures are mobilized to support change and diversity. 

Jt A society that will enhance student awareness of HIV and Aids through 

campaigns, events and activities. 

Jt Reduced stigmatization and discrimination towards people living with HIV and 

Aids. 

lm1Pact: 

1t A healthy, productive student comma.unity witlhl ~oweredl rislk !behavior and 

reduced incidence of IHl~V aD11d Aids transmission. 

Jt A student population that is em1Poweredl with the necessary slkms and 

s1U1pportive social norms to manage IHl~V prevention and care iD11 their fu..ot1U1re 

worlk environments. 
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MEASURES 

Jt Pre-training and post-training questionnaires 

Jt Focus group interviews 

Jt Individual interviews 

Jt Portfolios 

Jt Observation 

4. 7.3 · 1Pla111D11ing 

The Stellenbosch University HIV peer education training program was based on the 

guidelines and principles for effective peer education as outlined in Rutanang: learning 

from one another, towards standards of practice for peer education in South Africa 

(2003). Rutanang is the outcome of an HIV/Aids and life-skills program that was 

developed as a collaborative effort between the South African Departments of Health, 

Education and Social Development, as well as numerous South African NGOs and 

selected US partners. According to Deutsch and Michel (2003: 1) Rutanang's objectives 

are "to strengthen the effectiveness and sustainability of peer education programs 

addressing HIV and Aids, other STls and Life Skills and to stimulate ongoing program 

self-assessment, evaluation and improvement". 

Rutanang comprises of a set of books compiled as implementation guides for peer 

education programs in South Africa. There are five books in the series and the fourth 

book (Rutanang: learning from one another- a peer education implementation guide for 

higher education in South Africa (2003) is specifically tailored to assist with setting up 

and maintaining peer education programs on higher education campuses. Rutanang 

provides eleven essential steps for the development of an excellent peer program, 

including planning, mobilizing, supervising infrastructure, linkages, learning programs, 

management, recognition and credentialing, monitoring and evaluation, and program 

sustainability. The aim of the Rutanang series is thus to make peer education a more 

scientifically rigorous discipline by providing tools and standards of practice for 

successful implementation of the key aspects such as recruitment, screening, training, 

incentives, management and assessment (Dalrymple & Durden, 2004; Deutsch & 

Swartz, 2003: HEAIDS, 2004 ). 
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HEAIDS has attempted to ensure that peer education becomes more standardized in 

South African HEls by supporting the development of the Rutanang books. The aim of 

HEAIDS in collaboration with Rutanang was thus to provide standards for the practice 

and development of peer education so that it is not a random and ad hoc intervention, 

but a process with recognized guidelines that are well understood by everybody 

. (HEAIDS, 2004 ). 

4. 7 .4 Goals and objectives 

According to HEAIDS the ultimate goal of HIV peer education training programs are to 

train selected students to promote responsible sexual behavior amongst their peers, so 

that all students are less vulnerable to infection with HIV (Deutsch & Swartz, 2003). The 

main objectives of the Stellenbosch University HIV peer education training program are 

to promote IHUV awareness and !knowledge and to encourage safer se>CLllal behavior 

amongst students at Stellenbosch University by enabling and empowering students to 

work with and learn from their peers. This objective thus relates to students making 

changes in their personal lifestyles and behavior choices. As a secondary goal this 

program also aims to develop the necessary slkms in students, as future 

professionals, to enable them to manage HIV prevention and care in the workplace 

environment (see the program logic model Fig. 4.7.2). This objective thus relates to 

students making changes within their professional capacities. 

The results (outcomes) the program aimed at generating can be organized into a 

hierarchy of results, ranging from intended or temporary changes in the behavior of the 

program participants to impacts at the student community level. This hierarchy is shown 

in figure 4.7.4.1. 
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fig. 4. 7.4.1 Tlhe differe11'11t categories of results om the training program lhoerarclhy 

(adapted from Cohen and !Kobel, 1993 01111 JU1loa1111 et at, 1995) 

Impacts 

Changes in social indicators reflecting reductions in the problem. 

') 

Outcomes 

Observable or measurable changes in the target populations . .. 

Capacity enhancement 

Actual changes in the student community, as well as in the institution that reduce the transmission of 
and mitigate the problem of HIV . .. 

Buy-in 

Program participants have to be committed to the success of the program by fully carrying out their 
roles as peer educators, including being role-models, educators, activists and sources of referral for 

the wider student community . 

.. 

Gains 

Sustained changes in knowledge, skill, attitudes and behaviors of the program participants. 

·~ 

Effects 

Temporary or intended changes in knowledge, skills, attitudes and behaviors of the program 
participants. 

·~ 

Interest 

The initial willingness of students to learn more about HIV prevention by enrolling for participation in 
the training program. 

(Julian et al., 1995) 
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In order to achieve these results a trained facilitation team empowered a suitable 

selected group of student peer leaders to: 

Jt Deliver knowledge and information about HIV and Aids, 

Jt Facilitate attitudes and value clarification, 

Jt Encourage behavior change, 

Jt Develop campus social structures that would support these changes, 

Jt Reach at-risk students who would not normally access information, health or 

support services, 

Jt Develop into role models for healthy sexual behavior on campus, and 

Jt Acquire the necessary skills to manage HIV in their future work and social 

environments. 

4. 7 .5 1Recll"uitme1111t a1111dl selection o1f peel!" educators 

Various means were used to recruit students for the HIV peer education training 

program, such as: posters on campus; information pamphlets distributed on campus; 

articles and advertisements in the student newspaper "Die Matie", and on the student 

portal of the University web page; e-mails to all students on the University distribution 

list and direct invitations to student groups, local churches and residences. The· 

recruitment also targeted diversity groups by sending personal invitations to interest

and human rights groups on campus, such as the society for students with different 

sexual orientations (LesBiGay), ANC Youth League, Treatment Action Campaign 

(TAC), etc. 

Interested students enlisted themselves by completing a recruitment questionnaire and 

posting it in an application box at the Student Center. Since the University's HIV 

program had enough funding available for training 45 participants, all 38 interested 

students were allowed to attend and participate in the 2004 training workshops. They 

were, however, made aware of the selection criteria for qualifying as a peer educator. 

These selection criteria included that students would still be enrolled as students for at 

least the following year, that they had to attend botlh the weekend training workshops in 

full, and commit themselves to the roles and activities expected from peer educators (as 

discussed in Section 4.7.8). 
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As discussed in Section 4. 7 .1.4, four of the original 38 applicants did not complete both 

weekend training workshops in full and were thus disqualified. A further 12 participants 

were in- their final year of study and one was a student from Ghana who had just 

completed an exchange semester at Stellenbosch University as a special program. 

These students were thus eliminated, as they would not be available as peer educators 

for the following year, 2005. The remaining 21 participants were all very enthusiastic 

and committed to the activities and roles of peer educators. Thus, even though the 

original plan was to select only 12 peer educators, all 21 were chosen to continue as 

peer educators. The participant summary is discussed in detail in Section 5.5.1. 

4. 7 .6 !Elements of tlhe tirainfing pirogiram 

According to UNAIDS (1999) critical elements of peer education training include: 

X Clarification of the peer educator's expected role(s), 

X Sufficient opportunities to practice presentations on key topics such as HIV, 

gender and sexuality, and care and support for people living with HIV and Aids, 

X Sufficient time to practice skills-building exercises, such as correct condom use 

support and supervision, and 

Regular meetings with peer educators, both individually and in groups. 

The roles as prescribed to the Stellenbosch University HIV Peer Educators are that of 

educator, role model, informal influence, referral source and activist. Their roles were 

clearly defined and they were trained for the successful implementation of those specific 

roles. Their training also allowed for many practical exercises and opportunities to 

practice skill-building exercises to help them fulfill these prescribed roles. 

4.7.7 lrraonong 

The training workshops took place over two full weekends (30 July - 1 August 2004 and 

13 - 15 August 2004) (Table 4. 7. 7) at a central venue on campus. The training was 

facilitated by Stellenbosch University's HIV Institutional Officer (10), the Health Promoter 

(HP) and facilitators from the local Aids Action NGO, @Heart. The training, related 
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materials and all meals were provided free of charge, since the training opportunity was 

externally funded (by the President's Emergency Plan for Aids Relief via the United 

States Agency for International Development (USAID), and with technical support from 

the Health Communication Partnership (HCP), based at the Johns Hopkins Bloomberg 

School of Public Health/Center for Communication Programs in Maryland, USA). 

The key aims of the training program included the changing of risky sexual behavior 

through the reduction of sexual partners, correct and consistent condom use, increased 

knowledge about HIV and Aids and how to prevent HIV infection, and improved 

attitudes towards infected persons, as well as other diverse groups, such as people with 

different sexual orientations. The training was delivered by means of workshops, 

facilitating knowledge, attitudes and skills regarding basic HIV and Aids information, 

sexuality and high risk sexual behavior, STls, safer sexual practices based on the ABC 

approach, gender, positive living with HIV, treatment literacy, self-esteem and 

assertiveness, values clarification, etc. These workshops made use of different 

facilitation methods, including lecturing, small-group discussions, large-group 

discussions, group exercises, reflections, role plays, team building exercises, games, 

ice breakers and energizers, as well as the HPs personal disclosure of his HIV-positive 

status (see Section 4.7.7.2). The training program also provided time for practical skills 

building, such as practicing correct male and female condom usage, communication 

skills, negotiation skills, problem solving, etc. 

The workshops were presented using multimedia presentation tools such as 

PowerPoint presentations, video documentaries and the Your Moves interactive CD 

(see Section 4. 7. 7 .1 ). Each participant also received an information file that included a 

workshop manual, notes and articles, pamphlets and booklets to further knowledge on 

the topics addressed during training, as well as information on and contact details of 

local services that they could use as referral sources. Stellenbosch University peer 

educators were not remunerated for their services but received incentives in the form of 

t-shirts, outings, training, team-building activities and a certificate after completion of 

their one-year term as a peer educator. 
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In an attempt to better prepare the participants to meet the required outcomes, training 

components such as the Enter-educate approach and disclosure by a person living with 

HIV were used to enhance the training workshops. Training and support to the 

"selected" peer educators were extended through compulsory mentoring sessions and 

follow-up training. 

4. 7. 7 .1 The Enter-educate approach 

The Enter-educate approach refers to education through entertaining media or 

methods. It is thus a process of integrating educational perspectives, issues and 

concepts into entertaining formats. It is well known that entertainment is very appealing, 

especially to the youth. In light of this, entertainment is often used in programs that aim 

to change behavior (Cadre, 2004 ). 

According to research done by Cadre (2004) the Enter-educate approach can be very 

successful in promoting healthy choices, practices and lifestyles if it is: 

X Popular - people (especially young people and students) enjoy entertainment, 

X Personal - individuals can identify with the characters and situations, 

X Participatory - people can join in the entertainment and follow the experiences of 

the characters, 

X Passionate - entertainment evokes emotions that help people remember and act, 

X Persuasive - demonstrate behaviors that the intended audiences are encouraged 

to follow. 

The "Your Moves' game was also used during training. "Your Moves" is an interactive 

CD ROM launched by HEAIDS in 2003 as an initiative to curb HIV infection in students 

in higher education institutions by using interactive media. "Your Moves" is an example 

of the Enter-educate approach. 

"Your Moves" confronts young people about the complex life choices that they face in 

the game of love and life. It is possible to play the game either from a male or female 

perspective and is intended as a resource to support discussions about the dilemmas 

facing young adults, including peer pressure, alcohol abuse, drug use, teenage sexual 
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activity, etc. Given its interactive nature, it also encourages further dialogue and debate 

among students. The CD includes the interactive game, a HIV and Aids related quiz and 
.. 

resources (including websites, helplines and the contact details of various HIV and STI 

health services in all provinces). The CD was developed in collaboration with experts 

and students in higher education institutions, uses South African actors, acknowledges 

the South African context and realities, and highlights the numerous challenging 

situations students regularly encounter. It encourages the user to make a choice -

which in turn generates the likely consequences of such a decision (HEAIDS, 2004). 

"Your Moves" was used as a training tool during the peer education workshops and the 

participants were also trained to facilitate the "Your Moves" game. As part of their peer 

education activities the selected peer educators were required to facilitate four 

compulsory "Your Moves" games with any group of four to six students they had 

recruited themselves. See Addendum G for scenes from "Your Moves". 

4.7.7.2 People lovi1111g wotlh H~V as "special" peer educators 

People living openly and positively with HIV can make an important contribution to peer 

education programs, as they can assist in raising awareness about the stigma attached 

to being HIV positive. Advice on the importance of choosing a healthy lifestyle is also 

more powerful when conveyed by an individual dealing with the challenges of living with 

HIV. 

Studies conducted by Markham, Baumler, Richesson, Parcel, Basen-Engquist, Kok and 

Wilkerson (2000) and Paxton (2002) found that a presentation by an HIV-positive 

speaker can lead to significant increases in HIV knowledge, HIV risk perception, 

tolerance and empathy for people living with HIV and Aids and strengthen intentions to 

engage in HIV preventive behaviors. It also indicated that meeting a HIV-positive person 

decreases fear and discrimination, reinforces messages about protective behavior and 

the belief that HIV is a manageable disease. According to these studies students also 

rated an HIV-positive presenter as an expert and more trustworthy than a neutral 

presenter (Markham et al., 2000; Paxton, 2002). 
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Drama and Aids Education (DramAidE) has promoted the inclusion of people living with 

HIV (PLWH) in peer education programs in HEls by providing training and resources. 

DramAidE was established in 1992 as a project based at the University of KwaZulu

Natal that uses drama to engage young people in communicating about issues relating 

to sex, sexuality and HIV and Aids. One of DramAidE's initiatives is the Health 

Promoters Prevention Project. As part of this initiative all HE ls appointed a person living 

with HIV who is referred to as the Health Promoter (HP). 

The HP's roles include providing a face for HIV and demonstrating that it is possible to 

live positively with HIV. This is done through direct consultation with students. HPs work 

within existing peer education programs and are given ongoing training in the use of 

DramAidE methodologies to facilitate issues relating to gender and positive living in 

particular. They are provided with the skills to run workshops, make presentations and 

engage in face-to-face dialogue (DramAidE, 2006; Deutsch & Swartz, 2003). The 

Stellenbosch University appointed HP, also benefits from the above-mentioned support 

and training provided by DramAidE. He also receives a salary from Johns Hopkins 

Health and Education South Africa (JHHESA), the main funder of the DramAidE Health 

Promoter project. 

The roles of the Stellenbosch University HP include: 

Jl Presenting information and awareness sessions on HIV, 

Jl Promoting voluntary counseling, testing and related services at the University, 

Jl Assisting with the development and expansion of awareness campaigns on 

campus, 

Jl Assisting with the development of a creative media strategy for University HIV 

projects, 

Jl Assisting with the coordination and training of student peer educators, and 

Jl Assisting with the planning and presentation of academic sessions on HIV as part 

of curriculum development and HIV. 

The HP participated in the facilitation of the training workshops and disclosed his HIV 

status to the peer educators during a "Living positively with HIV' presentation. Students 
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learned that you can live a full, positive and meaningful life with HIV and that it is better 

to be tested and to know your status so that you can take responsibility for your own 

health and that of others close to you. Table 4.7.7 outlines the contents and 

components of the training program, as it was implemented in the two weekend 

workshops. 

lalb~e 4.7.7 01.J1Unnie of U11e lrao111uni911Prograim 

Weekeind 1 

Friday 30 July 2004 

17h00 Registration: Coffee & Tea 

17h30 Introduction and expectations 

17h45 Pre-training questionnaire 

18h00 The expected roles of peer educators 

19h30 Something to eat! 

20h00 Attitudes, Values & Gender 

Saturday 31 July 2004 

8h45 Arrival and coffee 

9h00 

10h30 

llhOO 

12h30 

14h00 

15h30 

16h00 

Sexuality & relationships 

Something to drink 

HIV and Aids: Session 1 - the basic facts; terminology & definitions; 

statistics; risk relating to specific exposures 

Lunch 

HIV and Aids: Session 2 - prevention; ABC approach & condoms; vulnerability 

of women 

Something to drink 

HIV and Aids: Session 3- HIV testing: types and procedures 

Sunday 1 August 2004 

9h30 Living positively with HIV 

llhOO 

llh30 

13h00 

Something to drink 

Presenting HIV related information 

Home 
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Weeke1711d 2 

Friday 13 August 2004 

17h00 

17h30 

18h00 

19h30 

20h00 

Registration: Coffee & tea 

Introduction and expectations 

Revisiting the role of advocate and activist 

Knowing yourself 

Negotiating Skills and problem solving 

Saturday 14 August 2004 

9h00 

llhOO 

12h30 

14h00 

16h00 

Dealing with sexual abuse, rape 

Behavior change: How it works 

Lunch 

Protective behavior translated 

The Your Moves game 

.Sunday 15 August 2004 

9h30 Effective helping & referral 

llhOO Something to drink 

llh30 Selection of peer educators 

12h30 Feedback and evaluation 

13h00 Home 

4. 7. 7.3 Menitori01g amd 1fo~low-ILDp trai01001g 

The initial peer education training program was further extended and maintained by 

regular compulsory meB11toro01g sessoo01s that provided ongoing support and 

supervision, together with feedback, guidance and motivation to peer educators as they 

carried out their work. The 21 peer educators were divided into three groups, according 

to the times that best suited their class timetables. Mentoring sessions of 90 minutes 

each were conducted every second week and were facilitated by the 10. In addition to 

the compulsory group sessions, individual sessions could also be requested by either 

the peer educator or the 10. Opportunities were provided for trainees to discuss and 

share challenges, rewarding experiences and lessons learned. 

Stellenbosch University  https://scholar.sun.ac.za



107 

According to Kerka (1998) mentoring supports learning theories, including the socially 

constructed nature of learning and the importance of experiential learning. According to 

Social Constructivist Theory, learning is most effective when situated in a context in 

which new knowledge and skills are used and where individuals then have an 

opportunity to construct their own meaning within the context of interaction with others 

(as discussed in Chapter 3, Section 3.6.6). These processes are reflected in the 

mentor's roles of guide, adviser, coach, motivator, facilitator, and role model within a 

contextual setting (Galbraith & Cohen 1995; Haney 1997; Kaye & Jacobson 1996). 

Functioning as experts, mentors provide authentic, experiential learning opportunities, 

as well as an intense interpersonal relationship through which social learning takes 

place. 

The selected Stellenbosch University peer educators also received a compulsory 

follow-LDp session of approximately four days at the beginning of 2005. This training 

session revised previously learned knowledge and skills and provided peer educators 

the opportunity to share experiences and reflections. After the long summer vacation 

the follow-up session was very useful in recreating team spirit, and since it was held at 

the beginning of the year, it was also utilized as a planning session for activities for 

2005. Table 4.7.7 summarizes the training program, followed during the initial two 

weekend training workshops. 

4. 7 .8 lmpleme111tatoo1111s and activDtDes expected o1f peer ed1U1cators 

After the initial training, the 21 peer educators had to commit to: 

jl 1.5 hours of mentoring every second week, 

jl Spending time in facilitating discussions with other students, including facilitating 

at least four sessions using the "Your Moves" CD, 

jl Assisting in the planning and implementation of campus HIV awareness events, 

jl Completing written reports and feedback, including a portfolio, 

jl Self-growth and the development of educational skills, and 

jl Participating in community and school outreach programs 
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Other general activities that peer educators were required to partake in on campus 

included: 

Jl Activities to increase awareness of HIV and STls among peers, by conducting 

informal small group discussions about HIV and Aids, organizing meetings and 

educational sessions, distributing educational materials, as well as designing and 

displaying posters and other educational materials. 

Jl Activities to motivate and support behavior change including one-on-one 

discussions with peers, teaching peers to recognize their own personal risk, 

teaching and empowering peers to negotiate safer sex (including condom use) 

and recommending or referring peers for HIV testing and other health related 

services. 

Jl Condom promotion, distribution and educational activities, such as distributing free 

condoms by ensuring that all condo-cans were regularly filled, as well as teaching 

correct condom-use skills. 

Jl General activities included providing referrals to health care facilities, services and 

local NGOs and planning or taking part in income generating activities I 

campaigns (AIDSCAP, 2004). 

4.7.9 AcUvOties o1f tlhe otlheD" 113 pairticipa11nts (wlhlo did ll'llot coll'lltimne as peeD" 

edU1caitoO"s) 

As listed in Table 4.7.2 one of the objectives of the peer education training program was 

to develop and mobilize campus social structures that would support change and 

acceptance of diversity on campus. The establishment of a student society that would 

enhance student awareness of HIV and Aids through campaigns, events and activities, 

was also listed as a long-term outcome of the peer education training program (Table 

4. 7 .2). The training participants who did not continue as peer educators were keen to 

steer the establishment of a student HIV society during their last semester on campus. 

i 
-i 
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This society was named Resources & Education About Life - Stellenbosch University 

HIV and Aids Awareness society (REAL). The participants worked hard during their last 

semester to get the society off the ground, including getting it listed as an official student 

society with the Stellenbosch University Students' representative council (SRC), 

designing a logo, appointing an executive committee, drafting a constitution and 

organizing a few events, including an opening function. 

According to the constitution of the REAL Society constitution (2004: 2) REAL may be 

seen as 

a medium of knowledge, referral and support to all students and 

personnel of Stellenbosch University; playing a dynamic role in 

changing and developing attitudes towards HIV and Aids at 

Stellenbosch University through the responsible promotion of 

information, challenging traditional views/opinions and creating and 

enforcing a culture of critical thought amongst not only registered 

society members, but all students and personnel. 

Even though the group of official peer educators were originally involved in some of the 

initial activities (such as deciding on the name and logo of the society, and voting for 

members of the executive committee) they were not actively involved in the 

establishment and daily running of the Society. Towards the end of 2005 difficulties 

were experienced when members of the executive committee left campus. Due to the 

workload of students and peer educators, and the uncertainty of the future of the 

society, no one was willing or able to fill these vacancies. 

At an emergency meeting called to discuss the Society, peer educators raised the 

following concerns: 

X Peer educators had not been asked to give input into the constitution of the 

Society, 

Peer educators were unaware of the content of the constitution that was used to 

register the REAL Society with the SRC (e.g. the goals and objectives of the 

society), 
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Jt Peer educators were unaware of what the society requirements for membership, 

and 

Jt Peer educators were unsure of the roles of the newly recruited society members 

(Du Toit, 2005). 

At this meeting it was decided that the REAL society would revert back to the control of 

the peer education program, implying that the REAL executive committee would cease 

to exist. According to this decision, the Society would be viewed as "a vehicle for peer 

educators to access Stellenbosch University facilities and services effectively in order to 

fulfill their role as peer educators" (Du Toit, 2005). 

4.8 Conclil.nsion 

From this chapter it can be thus be concluded that it is of the utmost importance that 

students at HEls become a major focus of HIV prevention efforts, since they are 

considered a critical population with high rates of HIV infection. Although_ activities that 

raise HIV awareness, disseminate information and distribute condoms are necessary at 

HEls, they are not sufficient on their own. Students must also become actively engaged 

in informed conversations and acquire skills. Healthy norms and protective behaviors 

should be strengthened. It is clear that South African youth needs to think together, talk 

together and work together if they are truly to grasp and respond to the pandemic they 

face. This chapter further included a detailed discussion of the Stellenbosch University 

HIV peer education training program of 2004, including discussions on the recruitment 

and selection of participants and training components. 

The following chapter will discuss the program evaluation study in more detail. It will 

include a discussion on the participants, the research design, methodology, data 

collection and analysis techniques. 
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CHAIPTIER 5: RESEARCIHI IDESIGN ANID METIHIOIDOLOGY 

Often in implementing programs, we become so caught up in the day 

day-to to-day challenges that we neglect asking the key question: "Is 

our program making a difference?" More specifically, "Is it achieving its 

stated objectives?" Evaluation offers the answer to this question. 

(Bertrand & Solis, 2000:9) 

5.1 lntrodLOction 

In order to establish whether the Stellenbosch University HIV peer education training 

program (as discussed in Chapter 4) had achieved its intended results, an evaluation 

research approach was followed. The program was evaluated by applying a results

lbasedl program eval1U1atio111 research design. A mixed-methods approach to data 

collection and analyses was used, combining both qualitative and qa.uall'Dtotative 

measures (Babbie & Mouton, 2001 ). 

This chapter will consist of a detailed discussion of all the components constituting this 

evaluation. The rationale (according to various literature sources) for using the different 

components in the program's evaluation will also be discussed. 

5.2 Introducing evaluation research 

For this study, an evah.aatoon researclhl design seemed most appropriate. This refers to 

the systematic collection of information relating to the activities, characteristics and 

outcomes of the program in an attempt to evaluate whether a program has achieved its 

outcomes and to provide answers about the effectiveness of the program (Bertrand & 

Solis, 2000). 
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According to Patton (2002: 155), "evaluation research studies the processes and 

outcomes aimed at attempted solutions within a societal context". It thus tracks the 

effectiveness of social programs in human and social terms. Evaluation research refers 

to a researclh pL11r1Pose rather than to a specific research method. According to Plewis 

and Mason {2005) evaluation research is fundamentally applied social research that 

uses the theories, methods and techniques developed in the social sciences to provide 

answers to questions about the effectiveness of programs. Evaluation research is further 

described as the systematic application of social research procedures for assessing the 

conceptualization, design, implementation and utility of social intervention programs 

(Babbie & Mouton, 2001; Rossi & Freeman, 1989). 

According to Bertrand and Solis (2000: 9), evaluation research may be described as "the 

systematic application of quantitative and qualitative research techniques to determine 

the appropriateness and effectiveness of the design and implementation of social 

programs". Evaluation research provides many benefits to social programs such as HIV 

and Aids prevention programs as it can be used to identify successful strategies or to 

change or end interventions that do not achieve the desired results. It thus helps to 

identify what is or is not working, as well as how to make the program work better. It also 

provides program staff, funders and participants with an indication of the extent to which 

the program is achieving its stated outcomes (Bertrand & Solis, 2000). 

According to Bertrand and Solis (2000), an important first step in designing an evaluation 

is to decide if it will be performed at the population or program level. This research was 

conducted at the program level and is discussed in the next section (5.2.1 ). 

5.2.11 Evah.oatoo11'11 research at tlhle program level 

Program evaluation refers to evaluation research at the program level. According to 

Babbie and Mouton (2001) "a program" refers to any intervention or set of activities, 

conducted to achieve specific objectives, to meet some recognized social need or to 

solve an identified problem. A program is further defined by Fitzpatrick et al. (2004: 54) 

as an "ongoing, planned intervention that seeks to achieve some particular outcome(s), 

in response to some perceived social problem". Program evaluation includes collecting 

information about a program (or a certain aspect of a program) in order to make 
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decisions about the program, and may include any of a variety of at least 35 different 

types of evaluation, depending on what the evaluation is aimed at measuring (for 

example, needs assessments, accreditation, cost/benefit analysis, effectiveness, 

efficiency, formative, summative, goal-based, process, outcomes, etc.) (Bertrand & Solis, 

2000; McNamara, 1998). According to Fitzpatrick et al. (2004) program-level evaluation 

research involves only the persons exposed to the program activities (in this case, the 

participants attending the training program). This type of evaluation research thus 

answers the question of how effective the program was in changing the knowledge, 

attitudes and behavior or practices of those directly exposed to it. 

Program evaluation can be described as the systematic collection of information about 

the activities, characteristics and outcomes of programs for use by specific people to 

reduce uncertainties, improve effectiveness and make decisions about what those 

programs are doing and affecting. Program evaluation can thus be used to make 

judgments about the worth of the program, improve program effectiveness and to make 

decisions regarding future programs (Babbie & Mouton, 2001; Patton, 2002; Weiss, 

1998). According to Bertrand and Solis (2000) and Babbie and Mouton (2001) program 

evaluation research can be further divided into different types, as discussed below. 

5.2.2 Evaluation researclh types 

Bertrand and Solis (2000) identify three main types of evaluation research, classified 

according to the questions the evaluation study needs to answer. The three main types 

are process evaluation, results (outcomes) evaluation and impact assessment 

(measuring cause and effect). Babbie and Mouton (2001) also add needs assessment 

as a fourth type of evaluation, but this will not be covered in this study. 

5.2.2.1 Process !Evaluation 

Process evaluation refers to the measurement of products and services provided by a 

program and the quality of those services and products. Process evaluation allows the 

researcher to gain an in-depth understanding of program implementation, including 

aspects such as the number of activities carried out, the quality of the implemented 

activities; client satisfaction, as well as difficulties encountered. Process evaluation thus 
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focuses entirely on the implementation of program activities but does not measure how 

effective these activities were in producing the desired results (Babbie & Mouton, 2001; 

Bertrand & Solis, 2000). 

5.2.2.2 Results evaluation (measuring outcomes) 

According to Bertrand and Solis (2000) most programs do however want to know 

whether the program is making a difference and want to measure the program's 

effectiveness by measuring changes in knowledge, attitudes, skills, behaviors and 

practices of the target population. Results evaluation is therefore concerned with 

describing any changes that occur in program participants as a direct result of the 

program and measures the extent to which the desired result or outcome has been 

achieved. These results range from immediate outcomes to final impact and may also 

include unintended outcomes. Evaluating results thus allow researchers to determine if 

the stated outcome has occurred among the target group and, if so, the extent of the 

change is (Babbie & Mouton, 2001; Fritzpatrick et al. , 2004 ). 

5.2.2.3 Impact Assessment (Cause and Effect) 

Impact assessment includes the measurement of the health, economic status and 

quality of life of the target population. Impact thus relates to social indicators reflecting 

reductions in the targeted problem at the population level and focuses on population

based measures (Babbie & Mouton, 2001; Bertrand & Solis, 2000). 

5.3 The research design 

For the evaluation of the Stellenbosch University HIV peer education training program 

the evaluator applied a results-based program evaluation research study. The 

evaluator thus evaluated the outcomes in order to answer whether the desired results 

had been achieved. 
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According to Bertrand and Solis (2000), results-based evaluation measures the results 

or outcomes of a program and answers whether your program activities were 

appropriate in achieving the desired outcomes. Schalock (2001) says that outcomes can 

be described as the benefits gained by participants directly from participating in the 

program and are usually measured in terms of things like enhanced learning 

(knowledge, perceptions/attitudes or skills) or conditions, e.g., increased literacy, self

reliance, etc. Outcomes thus refer to changes in adaptive behavior(s) that are logical 

consequences of the program. Results-based evaluation thus assesses program 

effectiveness in producing the desired changes in beliefs, or cognitive and behavioral 

outcomes of the target population. The fundamental assumption underlying results

based evaluation is that the outcomes observed can be attributed to a specific set of 

activities or specific components of the program (Babbie & Mouton, 2001; Schalock, 

2001 ). 

According to Schalock (2001) the belief that evaluation is exclusively employed to prove 

the success or failure of a program is incorrect since it thus assumes that success lies in 

implementing the perfect program. The success of a program, however, is in remaining 

open to ongoing feedback and adjusting the program and planning future programs 

accordingly. Results-based program evaluation is thus vital in order to provide 

continuous feedback. 

This results-based program evaluation study thus had to answer the following main 

research question: 

To what extent was the Stellenbosch University HIV peer education training 

program successful (or not) in achieving its intended outcomes? 

As well as the following secondary research questions: 

Jt To what extent did the peer education training program influence participants' 

knowledge related to HIV, Aids and high-risk behaviors? 
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Jt To what extent did the peer education training program influence participants' 

attitudes towards diversity especially related to different sexual orientations and 

people living with HIV? 

Jt To what extent did the peer education training program influence participants' 

behaviors and high risk practices? 

The main objectives of the results-based program evaluation were to determine whether 

the HIV peer education training program had aclhlDeved ots stated outcomes, and had 

the desired effect on the participants. This evaluation mainly focused on immediate or 

short-term outcomes (as discussed in Chapter 4 and in the hierarchy of results indicated 

in Fig. 4.7.2.1 ). The results of the evaluation will be applied to plan and improve future 

programs; to demonstrate to program staff and funders the extent to which the program 

has achieved its outcomes and to provide feedback to participants and other 

stakeholders. 

The quantitative data collection and analysis of this results based program evaluation 

research study employed a quasi-experimental research design. In employing this design 

variables were selected which were not under the direct control of the evaluator, thus 

hindering the possibility of causal statements (Elmes, Kantowitz & Roediger, 1999). 

5.4 Samplo111g 

The group of people who are the focus of the research is called the population. From this 

population a subset is usually chosen as subjects of the investigation and the data 

generated from this subset is then later generalized to the entire population, depending 

on the type of research design. The process of choosing the subset is referred to as 

sampling (Bless et al., 2006). 

For this evaluation, a sampling method called p1U1irposef1UJI selectoon was used. Patton 

(2002: 230) says that qualitative research "typically focuses in depth on relatively small 

samples, selected purposefully". According to Fitzpatrick et al. (2004: 322), purposive 

selection "draws a sample based on particular purposes or judgments" and focuses on 

selecting cases that will most effectively shed light on the research questions. (The 
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terms purposive sampling or judgment sampling are sometimes also used, however, in 

this study Patton's term of "purposeful sampling" is used throughout.) In purposeful 

sampling participants are strategically and purposefully selected based on specific 

characteristics. 

Patton (2002) lists 16 different types of purposeful sampling. The type applied in this 

study was maximum variation/heterogeneity sampling. Heterogeneity sampling 

involves purposefully selecting participants who exhibit a wide range of variation in the 

dimensions of interest. Consequently, this type of sampling ensures documentation of 

unique and diverse variations, and enables the researcher to identify patterns across 

variations (Patton, 2002). The diverse variables in this study included age, gender, race, 

religious background and study course (See Section 5.4.1 ). Other more abstract 

variables (not measured directly as a response on the questionnaires) included sexual 

orientation and conservatism. 

As discussed in Section 4.7.5, all students were invited to apply for selection, but certain 

groups and .societies on campus were specifically targeted in order to enhance the 

diversity of the training group and to increase the possibility of information-rich cases 

participating in the research study. Only 34 of the 38 participants who initially enrolled for 

the training workshops completed the full two-weekend training sessions (see Section 

4. 7 .1.4 ). Of these 34 training participants, only 31 agreed to participate in the research 

study by signing the informed consent documents and completing the pre- and post 

training questionnaires. The sample size for the research study was thus 31. 

5.4.1 Participant summary 

Participants for the initial training program were recruited from the wider Stellenbosch 

University student community. A very diverse group of students enrolled, ensuring 

diversity in gender, age, year of study, course of study and religious background. These 

diverse characteristics are known as variables, which are defined as a concept or 

construct that can vary or have more than one value. According to Bless et al. (2006:31) 

a variable "is an empirical property that is capable of taking two or more values". Some 

variables are very concrete (such as gender), whereas others are more abstract or 

vague (such as religious affiliation). 
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Table 5.4.1 provides a summary of these variables by gender. The gender distribution 

was, however, not equal since the majority (65%) were female and only 35% male. The 

participants represented three of the four race groups in South Africa and came from 

different religious backgrounds. Participants were enrolled in a variety of academic study 

courses, the majority (52%) being enrolled in the humanities. The participants were also 

in different levels of study, ranging from first-year to post-graduate students at Master's 

level. The age distribution by gender of the participants is summarized graphically in 

Figure 5.4.1. 

Table 5.4. ~ IParticipanit summary 

Variables Male IF em ale Total (N) 

N = 31 % N = 31 % N = 31 % 

Gender 11 35 20 65 31 100 

Race distribL11Uo1111 

Black 3 10 6 19 9 29 

Colored 2 6 6 19 8 26 

White 6 19 8 26 14 45 

Indian 0 0 0 0 0 0 

IReligioll"b 

Christian 8 26 14 45 22 71 

Islam 0 0 3 10 3 10 

Unknown 3 10 3 10 6 19 

Stuldly coll.lrse 

BA 5 16 11 35 16 52 

BComm 1 3 0 0 1 3 

BEd 0 0 1 3 1 3 

BSc 2 6 2 6 4 13 

LLM 0 0 1 3 1 3 

BA Hons 0 0 4 13 4 13 

Master's 2 6 1 3 3 10 

Special programs 1 3 0 0 1 3 
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As shown in Figure 5.4.1 the age distribution of the enrolled students ranged between 18 

and 30. There were, however, some participants (2 males and 5 females) who did not 

indicate their ages on the questionnaire (i.e. 7 unknown responses) . 

Figure 5.4.1 Age distribution (by gender) of initial training program participants 
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One of the most important components in research is the unit of analysis. The unit of 

analysis can be described as the major entity that is being analyzed in a study or the 

person (or object) from which the researcher collects his or her data, and is also referred 

to by some as the unit of observation. Examples of units of analysis are individuals; 

groups; artifacts (such as books, photos or newspapers); geographical units and social 

interactions (such as divorces, arrests, etc.) (Babbie & Mouton, 2001; Bless et al., 2006). 

For the purpose of this study the unit of analysis was the group of students enrolled to 

participate in the training program. Even though the data were collected at the individual 

student level, averages were used in the quantitative analysis (Babbie & Mouton, 2001 ). 
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5.5 Metlhlodologoes 1for data collectooll"D 

Two categories of methods are commonly used to collect data for program evaluation: 

quantitative andl q1U1alitatove. The following section will discuss these two categories. 

5.5.1 QIUlalotatDve data collection metlhlodlologoes 

Qualitative research, according to Strauss and Corbin (1990: 17), may be defined as 

"any kind of research that produces findings not arrived at by means of statistical 

procedures or other means of quantification". According to Merriam (1998) qualitative 

research is based on the view that reality is constructed by individuals interacting with 

their social worlds and implies a direct concern with experience as it is "lived" or "felt" or 

"undergone". Qualitative techniques thus allow participants to discuss the program in 

their own terms of reference and to identify issues that are of importance to them and 

these may differ from the evaluator's perspective. Although discussion or observation 

guides may be used, the participants in qualitative evaluations have the freedom to 

express their ideas or describe the situation from their own points of view. The most 

common qualitative techniques used in program evaluation include focus group 

interviews, in-depth interviews and observation. 

5.5.2 Q1U1a1111totative data collectnoin metlhlodologies 

Quantitative techniques describe different aspects of the project in terms of n1U1mlbers, 

such as absolute numbers, percentages, means or aggregates. In the case of 

quantitative methodologies, the evaluator defines what. he/she considers important to 

measure and focuses on obtaining valid data for these points (Patton, 2002). The most 

common quantitative techniques used in program evaluation include questionnaires, 

structured interviews (surveys) and service statistics. 

5.5.3 Tlhe difference between quantitative aB11d q1U1aiitatove methodologies 

According to Thomas (2003:1) the simplest way to distinguish between qualitative and 

quantitative methodologies is whether the researcher describes the characteristics of 

people without using terms of amounts (qualitative) or by focusing attention on 
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measurements and amounts (quantitative). Processing and analysis also differ markedly 

for quantitative and qualitative data. Processing quantitative data requires knowledge of 

statistical procedures and computer operations (if used for analysis). In contrast, 

qualitative analysis requires an element of individual judgment from the evaluator. Even 

though qualitative data might introduce more error, quantitative data do not yield the 

same level of richness of information of attitudes, opinions and values as qualitative 

research techniques (Eisner, 1991; Patton, 2002). 

Qualitative methodologies thus provide depth to an evaluation by exploring the "why" in 

attempting to understand the context of certain behaviors and the emotions of the 

participants involved. For example, where a quantitative evaluation provides information 

about what percentage of participants has changed their risk behavior, a qualitative 

evaluation would explore the reasons why they decided to change their risk behavior 

and how they felt about it. 

5.5.4 Mixed metlhlods 

Qualitative and quantitative methodologies are today seen as complementary rather 

than opposing approaches. Qualitative methods, in the most general sense, refer to 

collecting and interpreting information about a phenomenon without being concerned 

about quantities and allows for more probing and in~depth exploration of views. 

Quantitative methods, on the other hand, lend themselves more to standardization 

(Babbie & Mouton, 2001; Fitzpatrick et al., 2004; Johnstone, 2004 ). 

Qualitative and quantitative features can be applied differently in the design, data 

collection and analysis of a research study. According to Mertens (2005: 292) mixed

methods research uses both qualitative and quantitative methods in a single study, 

whereas mixed-model research uses qualitative and quantitative methods in different 

studies that are designed complementarily as part of a larger research program. 

A mixed-method design thus uses both quantitative and qualitative methods to answer 

research questions within a single study with the aim of seeking a better understanding 

through triangulation (Mertens, 2005). Patton (2002: 119) supports the use of mixed 

methods in evaluation by stating that "different methods are appropriate for different 
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situations" and that "where ever possible, multiple methods should be used". According 

to Brannen (2005) using both quantitative and qualitative data in an evaluation leads to 

insights that neither type could have provided alone. Green and McAllister (1998) 

highlights the five major purposes behind using mixed methods to enhance program 

evaluation: 

Jt Triang11.Blation tests the consistency of findings obtained by means of different 

measuring instruments. Triangulation will thus increase one's chances of 

controlling, or at least assessing, the threats influencing the desired results. 

Complementatio01 clarifies and illustrates results from one method by means of 

another method. In this study, focus group interviews added extra information and 

qualified the scores and statistics. 

Developme011t results from one method shaping subsequent methods or steps in 

the research process. Partial results from the pre-training questionnaires could 

suggest that other assessments should be incorporated. 

ln0Uatoo011 stimulates new research questions or challenges results obtained 

through one method. In this study, in-depth interviews with training facilitators 

provided new insights on how the program was perceived and valued by staff. 

IE01riclhlme111t provides richness and detail to the study exploring specific features 

of each method. 

The forms of the mixed-methods research approach can be further identified from how 

the data were collected and analyzed. According to Mertens (2005) parallel form refers 

to concurrent designs in which the two types of data are collected and analyzed to 

answer a single study's research questions, basing final conclusions on both data 

analysis results. In comparison, seq1U1entoal form refers to one type of data providing a 

basis for collecting another type of data, thus answering one question by collecting and 

analyzing two different types of data. In the sequential form the conclusions that are 

made based on the first phase, lead to the formulation of questions, data collection and 

analysis for the second phase. 

According to Johnson and Onwuegbuzie (2004) the mixed-methods approach to 

research also proposes a dimension or paradigm emphasis, either giving qualitative and 

quantitative components equal status or one paradigm the dominant status. In this study, 

the qualitative paradigm is dominant, with most data collection instruments and data 
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analysis applying qualitative techniques. Based on the above discussion, it is thus clear 

that this program evaluation study applied a mixed-methods approach to data 

collection and analysis and involved generating and integrating both qualitative and 

quantitative data concurrently in order to capitalize on the strengths of each and to 

ensure higher quality findings through troaU11g11J1latioU11 and eU11rochmeU11t 

Both parallel and sequeU11toai forms of data collection and analysis were used. Parallel 

forms were used in phase 0U11e where quantitative and qualitative responses were 

combined in the pre-and post-training questionnaires, and both qualitative and 

quantitative data were analyzed. Phase one thus included both qualitative and 

quantitative data generated before as well as after the training intervention. 

The sequential form was applied in phase two where results from the data in phase one 

led to the design of further qualitative data collection methods that would further enrich 

and triangulate data analyzed in phase one. Phase two included only qualitative data 

generated after the training intervention. The final findings were based on the combined 

results of both phases of the study. 

The two phases of data collection and research instruments used in each phase are 

summarized in Figure 5.6. The data was also analyzed according to these phases (see 

Chapter 6). 

5.6 Research onstru.oments u.osed for data co~lecUon 

Social scientists usually make use of reactive research methods, which means that the 

unit of analysis (in this case, the group of students on the program) is aware that it is the 

subject of study and reacts to stimuli (such as answering questions) presented to them 

(Mertens, 2005). This was also true for this program evaluation research study, which 

used research instruments such as interviews (individual and focus groups) and 

questionnaires. 

Figure 5.6 provides a summary of the data collection process used in the two phases of 

this evaluation. It indicates the instruments used and the timeframe of the data 

collection. 
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figure 5.6 Data collectooin IPIT'Ocess 
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5.6.11 Q1LBesUoru11aiires 

According to Thomas (2003: 66) questionnaires can be described as "any printed set of 

questions that participants are asked. to answer either by checking one choice from 

several listed options or by writing out an answer". Questionnaire are used to collect two 

principal types of information, namely facts and opinions, and are thus a means of 

eliciting the knowledge, feelings, beliefs, experiences, perceptions, or attitudes of a 

target population of individuals. The research information is obtained from participants, 

normally from a related interest area. Questionnaires are usually very concise, 

preplanned sets of questions designed to generate specific information to meet a 

particular evaluation research need. 

The main advantage of using questionnaires is uniformity. Each participant receives the 

same set of questions phrased in exactly the same way, generating comparable data 

(Thomas, 2003). 

For this study the evaluator developed a set of pre-training-post-training questionnaires 

(adapted from Johns Hopkins Bloomberg School of Public Health Centre for 

Communications Programs JHU/CCP) (Addendum A). The questionnaires were 

compiled by modifying a basic questionnaire measuring changes in knowledge, attitudes 

and practices (KAP) designed by JHU/CCP. The evaluator decided to add questions in 

an attempt to make the questionnaires more relevant to the South African and 

specifically the Stellenbosch University context; adding questions relating specifically to 

life as a young person/student on Stellenbosch campus. Studies done at other 

universities in South Africa indicated a lack in knowledge and various misconceptions 

with regard to HIV. Questions to this effect were added to the original questionnaire. 

Participants were invited to voluntarily partake in the research by completing a pre

training questionnaire at the beginning of the training workshops, followed by a similar, 

but slightly modified, post-training questionnaire conducted three months after the 

training ended. As the pre-training questionnaire was very comprehensive and time

consuming to complete, the post-training questionnaire was considerably shortened and 

only questions that could indicate a change due to the training intervention, were 

included. 
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The questionnaires consisted of eight main sections (excluding the sections on 

demographics and the evaluation of the program). These sections measured knowledge, 

attitudes I beliefs, behaviors I practices and personal risk. The main function of the 

questionnaires (in relation to the research questions) was thus that of a KAP-study, 

measuring possible changes in knowledge, attitudes and practices. 

All questions were asked in both English and Afrikaans and participants were allowed to 

respond in the language of their choice. The sections included factual questions, as well 

as questions eliciting an opinion. Both open ended and closed questions were asked and 

included two-level yes/no and agree/disagree, as well as Likert-type scale responses. 

The majority of close ended (quantitative) questions were followed by open ended 

(qualitative) questions requesting explanations and motivations. Both qualitative and 

quantitative methods of analyzes were thus employed. 

The questionnaires included a section (Section A) on demographic data, requesting 

information on the gender, race, age and religion of participants; as well as the study 

course in which they were enrolled. Section B explored knowledge relating to the basic 

facts of HIV. The participants' attitudes regarding topics such as people living with HIV, 

people with different sexual orientations and pre-marital sex was explored in Section C. 

Sections D, E and F asked questions on practices and aimed to measure risk related to 

participants' own practices or behavior, including factors such as alcohol and drug use, 

sexual behaviour and condom use. Section E related to the participants' group of 

reference and aimed to measure risk behavior within the group of students that the peer 

educator would be closely involved with. The section on sexual behavior (Section F) 

explored participants' age of sexual onset and number of sexual partners; or the choice 

to abstain if not sexually active. The section on condom use (Section G) looked at correct 

and consistent use of condoms as well as assertiveness and negotiation skills relating to 

condom use. The next section related to services (Section H) and explored participants' 

awareness and use of health services and included questions regarding participants' 

evaluation of the quality of these services. The post-training questionnaire ended with a 

section requesting participants to evaluate the training program (Section H) including 

questions relating to prior expectations, knowledge and skills; as well as 

recommendations for future training programs. These sections are discussed in more 

detail in Chapter 6 (Section 6.2) 
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5.6.2 ~U11te1rViews 

According to Patton (2002) an interview can be described as "a direct face-to-face 

attempt to obtain reliable and valid measures in the form of verbal responses from one 

or more participants". Interviews are the most frequently used method of data collection 

within qualitative approaches. In this study, both focus group and individual interviews 

were conducted. 

5.6.2.1 IFocus gro1U1p interviews 

This qualitative method brings together a group of people from the target population to 

discuss a topic of interest to the evaluator. The evaluator facilitates the focus group 

interview by ensuring that everyone speaks, thus eiiciting "individual" responses from all 

the members in the group, but also uses the group, group processes and group 

interactions to elicit richer information and shared opinions. Focus group interviews can 

provide in-depth insights into the attitudes, beliefs, values, and perceptions of a given 

group on a specific subject. Focus group interviews thus combine elements of 

interviewing and observation and capitalize on group dynamics and group interaction to 

generate data (Babbie & Mouton, 2001; Fitzpatrick et al., 2004; Israel, 2004 ). 

Focus groups serve several purposes in program evaluation. These include providing 

feedback on the functioning of a program; providing insights into why a program has (or 

has not) achieved the desired outcomes; improving the planning and design of new 

programs and providing means of evaluating existing programs (Israel, 2004 ). 

For this study, three focus group interviews were conducted with the use of a semi

structured interview schedule (Addendum B), which directed the discussions in the 

groups towards the research questions. Two such interviews were conducted with the 

official peer educators and a third with those training participants who were not 

continuing with the peer education program. Each focus group interview was tape

recorded, with the informed consent and permission of all participants, and then 

transcribed verbatim and analyzed. 
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5;6.2.2 lndlividual interviews 

According to Patton (2002) individual interviews are carried out in person, using a semi

structured discussion guide with a logical sequence of questions. The interviewer does, 

however, have flexibility in conducting the interview and is free to discuss topics from the 

guide as they arise, as well as other topics not mentioned in the guide but considered 

relevant to the topic. The interviewees also had the freedom to change to other topics 

related to the specific questions asked. The advantages of using individual interviews 

include allowing the interviewer to clarify questions, to observe the verbal and non-verbal 

behavior of the participants, to obtain personal information, attitudes, perceptions and 

beliefs and to encourage participants to express their thoughts freely (Patton, 2002). 

Four individual interviews were conducted in this study (two with peer educators - one 

male and one female) and two with program facilitators (one representing the HIV 

Program staff and one representing the @Heart consultants). The aim of interviews was 

to capture the perspectives of the interviewees directly, to follow up interesting 

comments and to elaborate on emergent themes. The interviews took the form of semi

structured interviews in which a carefully worded interview schedule (Addendum C) was 

followed. With the participants' permission and informed consent, the interviews were 

recorded on tape and then transcribed verbatim and analyzed by the evaluator. 

5.6.2.3 IDoc1LOme1111taUon 

According to Hannam (1995: 338) personal documents include personal accounts of 

events and experiences. These documents are seen as "documents of life" and include 

portfolios. Such personal documents help the evaluator understand how the participant 

sees the world and what she or he wants to communicate to an audience. Gerber (2005: 

3) defines portfolios as "a collection of information by and about a student to give a 

broad view of his or her achievements, documenting professiona1 growth over time". 

Portfolio content can include narrative descriptions, personal reflection or self-evaluation 

and pictures or photographs and can be used as a tool to measure student outcomes 

(Hannam, 1995). The Stellenbosch University peer education training team used the 

following definition of De Jager (2004) to describe the use of portfolios within the 

program: 
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A portfolio is a systematic collection of the peer educator's work, 

selected to provide information about the person's attitude, level of 

development and growth over the period of time that the peer 

educator was involved in the program. It provides a unique picture 

and evidence of the peer educator's personal reflections, learning 

and development (De Jager, 2004 ). 

They explained to the peer educators that portfolios should focus on the product 

(evidence of the learning that has taken place), the process (evidence of personal 

development processes), personal efforts and achievements, peer educator ownership 

(evidence of dedication, commitment, attitude and motivation) and self-evaluation. The 

peer educators were also told that their portfolios should meet the following criteria: 

~ be powerful visual tools, 

~ provide a complex and comprehensive view of their personal skills, 

~ provide evidence of their personal achievements, efforts and growth, 

~ contain the best examples of their personal work, and 

~ be continuously updated as their skills developed and improved. 

It was compulsory for each of the 21 official peer educators to compile a portfolio. At the 

end of their one-year peer education term, the portfolio formed the basis of their 

individual evaluation. While portfolio assessment was thus used to evaluate the progress 

and achievements of individual peer educators, it was also a valuable tool for evaluating 

the program. 

According to Sewell, Marczak and Horn (2005) portfolio assessment is considered very 

useful in programs such as peer education programs that have flexible or individualized 

outcomes. For example, within a program aimed at enhancing problem solving skills 

some of the group needs to become less aggressive, while others need to become more 

assertive. Each portfolio is thus geared to the specific peer educator's individual needs 

and goals. Portfolios emphasize the process of change or growth and thus provide 

meaningful insight into personal behavior and related changes (Patton, 2002). As 

mentioned in the criteria, portfolios had to include a critical reflection sheet completed for 
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each activity (Addendum F). These reflection sheets required the peer educators to 

reflect on every experience or activity, asking themselves questions relating to their 

feelings about the experience and the knowledge and skills they gained. 

5.6.2.4 Observatoon 

In evaluation studies observations are an essential means of learning more about the 

program implementation and outcomes, the participants' reactions and the interactions 

between stakeholders. Observations thus give the evaluator a clear picture of all the 

stakeholders' experiences within the specific physical environment (Fitzpatrick et al., 

2004 ). For the purpose of this study the evaluator used qpualitative observatio1111 

metlhlods, employing less structured checklists and notes. The evaluator attended both 

weekend training workshops, as well as all mentoring sessions and the follow-up training 

weekend in full and in the capacity of an 01111depende01t olbservell". 

5. 7 !Data a1111alysis 

Data analysis is described by Merriam (1998: 178) as "the process of making sense out 

of data, involving consolidating, reducing and interpreting participants' feedback and the 

researcher's observations". Patton {2002: 145) defines data analysis as "working with 

data, organizing it, breaking it into manageable units, synthesizing it, searching for 

patterns, discovering what is important and what is to be learned, and deciding what you 

will tell others". Techniques used to analyze data obviously differ between qualitative 

and quantitative methodologies. 

5. 7.11 Analyzing q1LOaiitative data 

According to Frechtling and Sharp (1997), "qualitative modes of data analysis provide 

ways of discerning, examining, comparing and contrasting, and interpreting meaningful 

patterns or themes". Approaches to qualitative data analysis include ethnography, 

narrative analysis, discourse analysis, textual analysis or content analysis. In this study 

content a1111alysos was used to analyze qualitative data. 
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5. 7 .1.1 Qualitative content analysis 

According to Fitzpatrick et al. (2004: 362) content analysis involves analyzing "qualitative 

information collected in textual form". In this study these texts included field notes and 

checklists from observations; transcriptions of focus group interviews and individual 

interviews, as well as the portfolios and the qualitative data derived from the pre-post 

training questionnaires. Content analysis was used to identify patterns and themes from 

the actual content of these documents (Addendum E) using the circular process of 

qualitative content analysis, as described by Henning et al. (2004: 104). Figure 5.7 

illustrates the steps in the process of qualitative content analysis. 

fog1U1re 5.7 l?rocess of q1U1alitatove content ana~ysos (ada1Pted 1fll"om IHlerming et al., 

2004: 104) 

Tra1011scrolbe text of 
single document. ~ 

!Read data to form L-..V 
impression of 

content. 

1J 

Segme011t 1UJ011its 
of mea011ong - in 

one or more 
sentences or 

phrases. 

Look for possible 91ro1U1Pings of thle codes. 
Combine these groupings into categories 

and similar categories into Unemes. 

Lalbe~ a unit of 
meaning - write this 
label in margin with 

arrow pointing to 
text. (Coding) 

!Revisit the whole text again, checking codes, categories and themes, making 
sure that they make sense and that there is coherence. 

Also, make sure that codes, categories and themes can be related to the 
research q1U1estiora. 

The manner in which the evaluator applied Henning et al. (2004) circular process of 

content analysis to the qualitative data collected, is discussed in Section 6.3. An 

example extracted from the qualitative data is attached as Addendum E. 
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5. 7 .2 Analyzing q1U1antitative data 

In the analysis of quantitative data, the evaluator usually begins by obtaining frequencies 

for all the variables in the data set. Frequencies explain in absolute numbers or 

percentages how many times a given response occurs. This step provides a general 

idea of the results, as well as possible errors that still exist in the data (Bertrand & Solis, 

2000). 

For the purpose of this study the quantitative questions in the pre- and post training 

questionnaires were analyzed with the use of Statistica Version 7.1 computer software, 

employing the AN OVA test for the analysis of the Likert-scale data and the McNemar test 

for two-level questions such as the yes/no and agree/disagree questions. Descriptive 

statistics (describing characteristics common to the entire sample, such as mean, 

median, mode and standard deviations) as well as inferential statistics (comparing 

differences between gr:.oups or between pre- and post-training questionnaires) were 

applied. For the inferential statistics, the statistical technique known as clhi sq1Uare was 

used to determine if any observed differences were statistically significant. Chi square 

(c2) was interpreted using the p-vah.oe. If the p-value was less than 0.05, the evaluator 

concluded that the difference was significant. On the other hand, if the p-value was 

greater than 0.05, it was not considered significant (Mertens, 2005). Adaptations for 

simultaneous multiple testing were not employed in this study, enhancing the possibility 

of similar patterns showing significant p-values. Conclusions from the quantitative data 

were thus mostly derived from tendencies and significant p-values should be statistically 

analyzed further. The qualitative data in Phase 2 is thus very important to verify the 

quantitative data. 

5.8 Validity a111d ll"eloalbmty 

All research has to produce valid and reliable findings in an ethical manner, especially 

when intervening with human lives. According to Merriam (1998), validity and reliability 

are concerns both in the conceptualization of the study as well as in the ways in which 

data are collected, analyzed and interpreted. 
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Validity has slightly different meanings in quantitative and qualitative evaluation 

research. In the context of quantitative evaluation validity may be considered a "technical 

term that refers specifically to whether a given construct measures what it claims to 

measure" (Miles & Huberman, 1994: 12). In qualitative evaluation research, however, 

validity refers to "a much broader concern for whether the conclusions being drawn for 

the data are credible, warranted and able to withstand alternative explanations" (Miles & 

Huberman, 1994: 12). According to Patton (2002: 151 ), the qualitative view of the 

concept validity is based on "good craftsmanship (including precision, care and 

accountability), open communication and clear ethics". Validity may be divided in two 

main categories namely 0111temal valodlity and eltternal valndlify. 

5.8.11 Internal validity 

Internal validity is concerned with how research findings match reality. According to 

Lincoln and Guba (1985) in Merriam (1998) reality can be described as "a multiple set of 

mental constructions .... made by humans ... and [is] mainly accessible to the humans who 

make them". Individuals' personal interpretations of reality can be assessed directly 

through the use of qualitative methods such as observations and interviews. Internal 

validity is considered a strength of qualitative research (Merriam, 1998). 

Strategies used within this research study to enhance internal validity included: 

Jt triangll.Dlation, through using multiple data collection instruments (such as 

observations, questionnaires, individual interviews, focus group interviews and 

portfolio assessment), and multiple data analysis methods (quantitative and 

qualitative) to confirm findings. 

Jt prnlongedl observation o1F particopa11nts in various contexts over time, in order to 

gain a deep, complex understanding. For the purpose of this research study 

participants were observed for the full length of both training workshops, at all the 

mentoring sessions and at the follow-up training workshop. These observations 

occurred over a period of ten months. 
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5.8.2 External va~idoty 

External validity refers to the extent to which research findings can be generalized to 

other groups, settings and times, thus how findings can be applied to other situations 

(Merriam, 1998). To enhance external validity rich, tlhock descriptoorn were used to 

provide enough detail to determine how closely this situation matches others and 

whether findings in this research study can be transferred to other situations. As 

explained in Chapter 4, this research study does not compare the Stellenbosch 

University HIV peer education program to that of other universities, which could be 

regarded as a limitation in its external validity (typicality) since users cannot make direct 

comparisons with their own situations or programs. However, since this research study 

was to measure the effectiveness of this specific program in achieving its stated 

outcomes, its ability to be generalized and make comparisons were not of primary 

concern. The purpose of this study was thus not to generalize to other groups but rather 

to understand and explore issues in depth within this small group of participants. 

According to Patton (2002: 549) evaluation research further has to adhere to specific 

standards adopted by the evaluation profession. These standards include that 

evaluations must be useful, practical, ethical and accurate. Patton (2002: 545) 

elaborates on these evaluation standards and principles listing various factors such as 

utility, feasibility, propriety, accuracy, systematic inquiry, evaluator competence, integrity 

or honesty, respect for people and responsibility to the general public (including diversity 

in interests and values. This study aimed to adhere to these standards and principles 

within the development of research instruments, the collection of data, the analysis of 

data and the reporting of research findings and recommendations. 

5.8.3 IReloabmty 

According to Merriam (1998), reliability refers to the extent to which there is consistency 

in the research study findings and to which the study could be replicated. The 

quantitative view of reliability is thus the degree to which the research produces similar 

results in repeated studies. The reliability of the quantitative instruments used in this 

research study (pre-and-post training questionnaires) could not be determined for 
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numerous reasons. These include the small sample size (N=31 ), non-homogeneous 

responses that did not measure a single homogeneous concept and that there was no 

control group. 

A conscious decision was made not to use a control group since HIV as a pandemic has 

reached crisis proportions, especially among young people, and HIV initiatives are 

greatly underemphasized on campus. Because of this, the evaluator felt that it would be 

unethical to withhold information requested by interested individuals who wanted to 

protect themselves and others from becoming infected with the HI virus. Another 

consideration for enforcing this decision was that as fewer students enrolled for the HIV 

program than had been anticipated, the program needed all those who volunteered to be 

trained as peer educators. The questionnaires were, however, developed by the 

evaluator specifically for this research study and were therefore not designed with 

consistency or the probability of being replicated in mind. 

Guba and Lincoln (1985) propose four criteria that they feel better reflect the underlying 

assumptions involved in evaluating the reliability of qualitative research. These four 

criteria include credibility (establishing that the results are believable from the 

perspective of the research participants), transferability (the degree to which results can 

be generalized to other contexts or settings), dependability (accounting for ever

changing context within which research occurs) and confirmability (the degree to which 

results can be confirmed by others). Other qualitative concepts relating to validity and 

reliability include credibility, usefulness, trustworthiness, applicability, consistency, 

comparability and translatability. 

Strategies used within this research study to enhanced reliability included: 

.It the t1roaD11gulatooD11 of dlata (as explained in Section 5.8.1 ), 

.It defining the evaluator's 1POSitioD11 (discussed in Chapter 4 and Section 5.6.2.4 ), 

.It describing the participants in detail (discussed in Chapter 4 and Section 5.4.1 ), 

.It explaining the social context within which data were collected (discussed in 

Chapter 4) and 

.It an audit trail explaining how the evaluator arrived at the results, how the study 

was conducted and how the findings were derived from the data, thus written 
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evidence of the processes followed. This trail of evidence is further expanded 

on in the Addendums. (See Addendums A, B, C, E, F). 

5.9 Ethics 

According to Bless et al. (2006: 139) research ethics are very important since research 

participants' human rights are often violated in the name of research. Ethical 

considerations often involve compromises between the interests and rights of the 

different individuals. Researchers thus have the right to· collect data, but not at the 

expense of the rights of others. According to Merriam ( 1998: 213) the ethical code for 

social researchers "addresses relations with those studied, responsibility to the 

discipline, to students, to sponsors and to the government". It further includes "weighing 

the costs and benefits of the study with the rights of the participants". 

Ethical principles for research involving human subjects include: 

1t the importance of i1111formed consent, 

1t auto1111omy and volu1111tary partocipation, 

1t ensuring aB11001ymoty and coB1fidleB11toality, 

1t respect for participants' rights and dignity and recognition of the capacity and 

rights of all individuals to make their own choices and own decisions, 

recognizing that the risk of the research must be outweighed by the benefits 

(be81efocence ), 

ensuring that there is be harm done to the participants, including no deceit (D1101111-

malefucence ), and 

ensuring that participants are recruited, selected and distributed equally, and that 

the risks and benefits of data collection must also be distributed equally among 

the participants (justnce) (Babbie & Mouton, 2001; Bless et al., 2006; Family 

Health International (FHI), 2004). 

In this study the two basic ethical principles involved in the collection of data were 

informed consent and protecting research participants' right to privacy. In a study that 

addressed such personal and sensitive issues as sex, sexuality and HIV and Aids, it was 
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especially important to protect participants' right to privacy. According to the principle of 

informed co1111sent, all participants clearly understood what their participation in the 

evaluation research entailed and how any information provided by them would be used 

and reported. Terms of confidentiality and anonymity regarding raw data and evaluation 

results were clearly conveyed to participants from the outset of the study and 

participants participated voluntarily. All the participants signed an informed consent form 

(see Addendum D). 

To ensure anonymity and confidentiality regarding responses to the questionnaires, all 

pre-training questionnaires were numbered and participants were randomly assigned a 

questionnaire. Participants were asked to remember their personal number and write it 

in the space provided on the post-training questionnaires. Participants' could thus not be 

identified through the questionnaires. 

The potential research participants were thoroughly briefed about the nature, aims and 

objectives of the research study before deciding to take part. All participants voluntarily 

deciding to partake in the research had to sign a detailed informed consent form. Even 

after consenting to partake in the research, through signing the form, participants were 

made aware that they could leave any questions blank if it made them feel 

uncomfortable and that they were allowed to withdraw their participation at any stage. 

They were also clearly informed that their decision to participate in the research or not 

will not influence their chance to be selected as a peer educator and will in no way 

whatsoever count against them. 

The research dealt with topics regarding sexuality, relationships and individual choices 

that could cause emotional discomfort to some people. In the light of this, a counselor 

from the Centre for Student counseling and development, were 'on standby', should 

anybody whish to speak with her. She attended the training session while the 

participants completed the pre-training questionnaire, introduced herself and her role to 

them and gave them all her contact details. Participants were also ensured that any 

discussions with the counselor would remain strictly confidential and that none of the 

research or training team members would be notified. 
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The participants were further encouraged to contact the principal evaluator, or her 

supervisor, if they had any questions relating to the research. If they had questions 

about their rights as a participant they were encouraged to contact the coordinator of 

Human and Social sciences at the Division of research development at Stellenbosch 

University. In all these cases participants were issued with the relevant telephone 

numbers and e-mail addresses. The proposal for the program evaluation research of 

the Stellenbosch University HIV peer education training program was approved by the 

Stellenbosch University Ethics Committee for Human and Social Sciences during July 

2004. 

5.10 Conclusion 

This chapter discussed the evaluation plan for the Stellenbosch University HIV peer 

education training program. A res1LDlts-lbaisedl 1Program eval1LDatoon research dlesogn 

was the design chosen and was discussed in detail. The chapter also included a 

discussion on the methodology used, sampling techniques, the validity and reliability of 

the research, as well as the ethical considerations involved. In the following chapter, the 

findings of the evaluation will be presented and discussed. 
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CHAPTER 6: DATA ANALYSIS: PRESENTATION AND DISCUSSION 

Ultimately, all fieldwork culminates in the analysis and interpretation of 

the data. 

(Mouton, 2001:108) 

6.1 Introduction 

In this chapter, the main results derived from the data are presented. The main themes, 

trends, patterns and relationships, including both similarities and differences, that have 

emerged are interpreted and discussed. The last section of this chapter links the main 

aspects derived from the literature to key findings from the data analysis. As discussed in 

Chapter 5 (see Section 5.5.4) the data collection and data analysis involved two phases 

(illustrated in Figure 5.6) and these are also discussed separately throughout this 

chapter. 

6.2 Phase 1: Quantitative and qualitative data analysis of pre-and post-training 

questionnaires. 

As discussed in Chapter 5 (see Section 5.5.4) program evaluation questionnaires can 

use both quantitative and qualitative data in a mixed-methods approach to data 

collection and analysis. The quantitative data were approached in a quasi-experimental 

design. Quantitative indicators measure numbers, percentages, averages, and statistics. 

They are however not as rich in meaning as textual qualitative data. Therefore, the 

questionnaires also required qualitative responses to motivate, elaborate and explain the 

Likert scales and two-level (yes/no and agree/disagree) quantitative responses indicated 

in the questionnaires. Both types of data yield valuable insights into the workings of a 

program (Bertrand and Solis, 2000). In this section the data collected through the 

questionnaires (Addendum A 1 and A2) is analyzed. 
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Participants completed the pre-training questionnaire on the first day of the training 

workshop, followed by a similar post-training questionnaire conducted three months after 

the training intervention. The pre-training questionnaire was very comprehensive, time

consuming and tiring for participants to complete. In the light of this, the post-training 

questionnaire was shortened considerably and only repeated questions that would 

indicate a change due to the training intervention. (See Chapter 5, Section 5.6.1for a 

detailed discussion on the questionnaires.) 

The questionnaires consisted of eight sections that measured themes related to· 

knowledge, attitudes I beliefs, behaviors I practices and personal risk. A summary of the 

themes and the information that was elicited, together with an indication of whether these 

sections were repeated in the post-training questionnaire follows: 

IDemographlocs (Section A, Question 1 - 10): Gender, race, age and religion of 

participants; as well as the study course for which they were enrolled (discussed 

in Section, Table and Figure 5.5.1 ). This section was repeated in the post-training 

questionnaire to ensure that pre-and post-training questionnaires were linked to 

the correct participants. 

Knowledge (Section B, question 1 - 8): Prior knowledge (pre-training 

questionnaire) relating to the basic facts of HIV and Aids, particularly regarding 

transmission and treatment, compared with knowledge gained after the training 

intervention (post-training questionnaire). 

Attitudes (Section C, questions 1 - 10): Personal attitudes prior to training 

intervention and exposure to people living with HIV, homosexuals, etc., mainly 

regarding issues such as pre-marital sex, homosexuality and the disclosure of HIV 

status, compared with attitudes after the training intervention (post-training 

questionnaire). 
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Practices (Section D, E, and F): Risk related to own practices or behavior, 

including factors such as alcohol and drug use, assertiveness and self-esteem, 

influence of peer pressure, vulnerability to forced sexual activities (pre-training 

questionnaire), compared with risk behaviors after the training intervention (post

training questionnaire). This category included sexual behavior, condom use and 

use of services as discussed below. 

Sexual belhavoor (Section F, questions 1 - 4 ): Participants' age of onset of sexual 

activity and number of sexual partners, as well as questions relating to abstinence 

if not sexually active. (Asked in pre-and post-training questionnaires.) 

Condom u..use (Section G, questions 1 - 15): Correct and consistent use of 

condoms, as well as assertiveness and negotiation skills relating to condom use. 

(Asked in pre-and post-training questionnaires.) 

Availalble sell"Vices (Section H, question 1 - 12): Participants' awareness and use 

of health services available to students prior to training intervention (pre-training 

questionnaire) compared with awareness and use of services after the training 

intervention (post-training questionnaire). The post-training questionnaire also 

included questions regarding participants' evaluation of the quality of these 

services. 

Peer gro11.11P/ groll.Dp of reference (Section E, questions 1 - 15): Risk behavior 

within the group of students with whom the peer educator would be closely 

involved. Of importance in this category was both the (negative) impact that the 

peer group could possibly have on the peer educator, as well as the (positive) 

influence that the peer educators could have on their direct group of friends. The 

section thus included questions relating to friends' substance abuse, and 

personal- and group values relating to sexual activities, etc. These questions were 

only asked in the pre-training questionnaire . in order to provide a better 

understanding of the diversity of the participants' group of reference - the group of 

friends for whom the peer educator would serve as educator, role model and a 

source of referral. 
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Evaluation of training (Post-training questionnaire, Section H): The participants' 

own evaluation of the training workshops in terms of prior expectations, improved 

knowledge and skills; as well as recommendations for future training programs. 

These sections included factual questions as well as questions of opinion. Both open 

ended and closed questions were asked (including yes/no, agree/disagree and Likert

type scale responses). Both qualitative and quantitative methods of analyses were thus 

employed. 

6.2.1 Presentation of quantitative data 

As suggested by Bertrand and Solis (2000) (see Section 5.7.2) the first step in the 

analysis of quantitative data is to obtain frequencies indicating, in absolute numbers or 

percentages, how many times a given response occurred. This step was carried out 

statistically with the use of Statistica Version 7.1 software to provide a general overview 

of the results. The McNemar test was used to analyze two-level responses, including the 

yes/no and agree/disagree response options. For the purpose of this research the 

responses "strongly agree", "agree", "disagree" and "strongly disagree" (as indicated in 

the questionnaires) were combined. The "strongly agree" responses were incorporated 

into the "agree" category, whilst the "strongly disagree" responses were included in the 

"disagree" category, thus forming two responses. This was done to avoid further dividing 

a very small sample, thereby making the results more meaningful. 

Table 6.2.1 summarizes the frequencies and indicates the P-values of the 

agree/disagree two-level quantitative responses given in the pre-and post-training 

questionnaires. The P-values shown in bold indicate statistical significance (p=0.05) and 

the P-values shown in italics indicate tendencies (p=0.2 - 0.1 ). 
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Table 6.2.1 Quantitative data frequencies (listed in percentages) 

Sections a1111dl QIUlestion Agree IDosagree P-value 

Section B Pre Post Pre Post 

81.1: A person can contract HIV the first time 95 100 5 0 1.0000 
they have sex. 

81.2: HIV can spread through oral sex. 81 81 19 19 .61708 
81.3: HIV can spread through deep-open- 19 43 81 57 .18243 

mouth- kissing. 
81.4: A person can get HIV from a mosquito. 9 0 91 100 .47950 
81.5: There are things a person can do to 100 100 0 0 

avoid contractino HIV. 
81.6: There is no cure for HIV. 95 95 5 5 .47950 
81.7: Traditional healers can cure HIV. 0 0 100 100 
81.8: The risk of HIV infection will become 36 36 64 64 .61708 

less after you have known your sexual 
partner for a few months. 

81.9: A person suffering from a STI has a 82 100 18 0 .13362 
higher chance of exposure to HIV. 

81.10: A person can tell by looking at another 0 0 100 100 
person whether they are HIV positive. 

81.11: It is possible for a healthy looking 95 95 5 5 .47950 
person to be infected with the HI Virus. 

81.12: HIV can be transmitted from mother to 100 91 0 9 .47950 
child. 

Sectoon C 
C1.1: It is okay to have sex before marriage. 68 68 32 32 .61708 
C1.2: Most single people of your age have 100 95 0 5 1.0000 

already had sex at least once. 
C1.3: A girl who loves her boyfriend will allow 15 5 85 95 .47950 

him to have sex with her. 
C1.4: My community/group of friends place 75 100 25 0 .07364 

more value on female virginity than 
male virqinitv. 

C1.5: If a girl carriers condoms she will be 41 41 59 59 .75183 
perceived as a slut. 

C1.6: It complicates a relationship if a woman 43 62 57 38 .13362 
has more economic power than her 
male partner. 

C1.7: It is not realistic for men and women to 0 0 100 100 
have equal say in decisions. 

C1.8: Homosexuals are more promiscuous 10 5 90 95 1.0000 
that their 'straight' peers. 

C1.9: Homosexuals are involved in perverted 15 25 85 75 .61708 
sexual acts. 

C1.10: Men who are treated for STls should 64 41 36 59 .13057 
be forced to test for HIV. 

C6: If a person is HIV positive should they 5 10 95 90 1.0000 
inform other people. 

C7: If someone in your family is HIV 14 23 86 77 .72367 
positive should they inform other 
people. 

Stellenbosch University  https://scholar.sun.ac.za



144 

Table 6.2.2 summarizes the frequencies and indicates the P-values of the yes/no two

level quantitative responses given in the pre-and post-training questionnaires. P-values 

shown in bold indicate statistical significance (p=0.05) and P-values shown in italics 

indicate tendencies {p=0.2 - 0.1 ). 

Table 6.2.2 QuaD11titative data freqa.neD11cies (lusted in percentages) 

SectioD11s and Questions Yes No p 

SectioD11 IE Pre Post Pre Post 

EB: Do you know anyone who has HIV? 41 91 59 9 .00257 

E9: Do you know anyone who has died of 32 41 68 59 .47950 
Aids? 

E10: Do you think any of your friends are at 73 68 27 32 1.0000 
risk of contracting the HI Virus? 

E11: Do you think any of your family 41 36 59 64 1.0000 
members are at risk of contracting 
HIV? 

Section IF 

F2.1.7: Are you currently sexually active? 42 67 58 33 .24822 
F2.1.9: When you had sex the last time, did 89 100 11 0 1.0000 

you or your partner use anything to 
protect yourself aoainst pregnancy? 

F2.1.10: When you had sex the last time did you 67 83 33 17 .47950 
or your partner use anything to protect 
yourself aqainst STls including HIV? 

F2.1.11: Have you ever received money of gifts 17 8 83 92 1.0000 
from your partner before or after sex? 

F2.1.12: Have you ever given money or gifts to 17 83 17 83 .47950 
your partner before or after sex? 

F2.1.13: Has anyone ever forced you to have 8 8 92 92 .47950 
sex? 

F2.1.14: Have you ever forced anyone to have 17 8 83 92 1.0000 
sex with you? 

F2.1.15: Are you currently living with a sexual 0 0 100 100 
partner? 

F2.1.16: Do you think you have the right to 100 91 0 9 1.0000 
refuse sex? 

F2.1.17: Do you have a regular partner? 42 25 58 75 .61708 
F3: In the past year, have you talked about 67 58 33 42 1.0000 

safer sex with your partner? 
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Sections and Qll.Destio01s Yes No P-valu.ne 

Section G Pre Post Pre Post 

G1: Do you know where to obtain condoms? 100 100 0 0 
G2: If you needed a condom, could you easily 100 100 0 0 

obtain one? 
G3: Do you know how to use a condom? 95 100 5 0 1.0000 
G4: Have you or your partner ever used the 72 78 28 22 1.0000 

male condom? 
G5: Have you or your partner ever used the 0 6 100 94 1.0000 

female condom? 
G7: The last time you had sex did you or your 67 75 33 25 1.0000 

partner wear a condom? 
G9: Do you feel comfortable asking your 94 88 6 13 1.0000 

partner to use a condom during sex? 
G10: Do you think your partner will break up 0 0 100 100 

with you if you insist on wearing a 
condom? 

G12: In the past year, did you discuss the use 81 90 19 10 .47950 
of condoms to avoid HIV and other STls 
with anyone? 

G13: During the past year, did you encourage 76 81 24 19 1.0000 
anyone to use condoms? 

G14: During the last year, did anyone 63 74 37 26 .68309 
encourage you to use condoms? 

G15: Have you ever talked about HIV or Aids 64 82 36 18 .61708 
with your regular sex partner? 

Section H 
H4: Do you know where to go for VCT for 95 100 5 0 1.0000 

HIV? 
H5: Have you been tested for HIV? 50 68 50 32 .13362 
H5.2: If not, would you like to be tested for HIV? 71 86 29 14 1.0000 
H6: Would you go to the student health clinic 86 95 14 5 .61708 

for HIV testing or help with a STI? 
H7: Have you ever been to any health center 90 95 10 5 1.0000 

or clinic? 
H8: Do you think people feel comfortable 19 24 81 76 1.0000 

using HIV testinq facilities/services? 
H9: If you tested positive for HIV would you 95 100 5 0 1.0000 

share this information with anyone else? 
H9.2: Would you make any changes in your 86 91 14 9 1.0000 

behavior after testing positive? 

Inferential statistics were used to compare the differences between pre- and post-training 

questionnaires. The hypothesis stated that the mean score would stay the same between 

pre-and post-training questionnaires. To determine the statistical significance of these 

inferential statistics the statistical technique known as chi-square was applied. Chi

square (c2) is interpreted using the p-value (Mertens, 2005). If the p-value was less than 

0.05, the evaluator concluded that the difference was significant and the hypothesis was 

rejected. On the other hand, if the p-value was greater than 0.05, it was not considered 
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significant and the hypothesis was accepted. The last column of Table 6.2.1 indicates the 

p-value for each frequency. According to this table, only one question (E8) had a p-value 

smaller than 0.05, indicating a significant difference. Even though only one response was 

statistically significant most responses indicate important trends. A possible reason for 

the low statistical significance could have been the small size of the sample group 

(N=31 ). Adaptations for simultaneous multiple testing were not employed in this study, 

enhancing the possibility of similar patterns showing significant p-values. Conclusions 

from the quantitative data were thus mostly derived from tendencies and the only 

significant p-value should be statistically analyzed further before any further conclusions 

can be derived from it. 

The differences measured between these pre- and post-training questionnaires indicated 

responses in three different directions. Some responses changed in the desired direction 

towards the stated program outcomes; some responses stayed the same indicating no 

differences between the pre-and post training questionnaires and there were also a few 

responses that changed in a direction away from the anticipated program outcomes. The 

yes/no and agree/disagree responses (as listed in Table 6.2.1) were combined into three 

main themes that indicate the direction of change for each category. The results of this 

are summarized in Table 6.2.2 and Figure 6.2.1. 

Talb~e 6.2.1.2: 511.Dmmary o1f yes/11110 a1111d agree/dlisagree res11.Ults to qU1a1111Utatuve 

questiom1aure themes 

Themes Change towardls No chamge Change away from 

stated outcomes stated 011.Dtcomes 

Knowledge 4 7 1 

Attitudes 5 3 4 

Practices I Behavior 4 0 0 

D Sexual behavior 4 3 3 

D Condom use 8 3 1 

D Awareness 8 0 0 

services 
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Figure 6.2.1 Graphic summary of results: yes/no and agree/disagree type 

questions in themes 
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The quantitative analysis of the knowledge category indicates that especially the basic 

HIV transmission facts improved (as indicated in 81 .1, 81.3, 81.4, 81.9), which showed 

a move towards the desired change in the post-training questionnaires. A high number of 

unchanged responses were recorded (81 .5, 81 .6, 81 .7, 81 .10), as well as one indicating 

a change away from the desired outcomes (81 .12). This specific response referred to 

mother-to-child-transmission . In the pre-training questionnaire 100% of the respondents 

indicated that they believed HIV could be transmitted from mother to child , but in the 

post-training questionnaire nine percent had changed their response to indicate that they 

did not think that HIV could be transmitted from mother to child . 

6.2.1.2 Attitudes 

The changes towards the stated outcomes referred to general attitudes towards people 

who were HIV positive and homosexuals (C1 .3, C1.4 and C1 .10). The changes away 

from the stated outcomes also referred to homosexuals. It however referred to the deed 

of being homosexual and the practices related to that. A set of responses (C6 and C7) 
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indicated that 90% of participants felt that a person should disclose their H!V status but 

when asked whether a relative should disclose their HIV status, only 77% agreed. 

6.2.1.3 Practices 

This theme includes the subcategories sexual behavior, the use of condoms, and the 

awareness and use of services on campus. This theme showed the highest frequency of 

reported positive change, including an increase of 18% in the number of participants who 

went for VCT after the training workshops (H5). Even though the participants were well 

informed about available services (95%) prior to the training, 100% indicated such 

awareness after the training (H4 ). Condom use reportedly increased and ihe correct use 

of condoms shifted from 95% to 100% (G3). Another set of responses (F2.1.9 and 

F2.1.10) indicated that participants would rather use condoms to prevent pregnancy than 

to prevent HIV. The findings indicated that (F2.1.7) a larger number of participants 

identified themselves as sexually active after the training workshops. 

In general, the set of responses that indicated change in a positive direction (i.e. towards 

the stated outcomes) was the highest, followed by a set of responses showing no 

change. This set of responses indicated that prior knowledge, attitudes and practices 

were already in line with the desired outcomes. Although there were some responses 

that indicated change in a negative direction (i.e. away from the stated outcomes), they 

vvere in the minority. Thus, even though only one response was statistical significant, the 

majority of responses in the quantitative research revealed trends that indicated changes 

towards the stated outcomes demonstrating an improvement in knowledge, attitudes and 

practices. The next section presents the participants' responses to a variety of Likert

scale questions from the pre-and post training questionnaires. These questions all fall 

within the category "practices", which includes the sub-categories sexual behaviors, 

condom use, awareness and use of services, etc. In response to question 82, 76% of the 

participants indicated in the pre-training questionnaire that they believed that being 

faithful and knowing your partner's status is an effective personal approach to HIV 

prevention, since such behavior reduces your risk for contracting the virus. Twenty-four 

percent of the participants, however, indicated that they felt that such behavior would not 

protect one from contracting the HI virus. After the intervention, 82% of the participants 

indicated that they believed that such behavior did reduce the risk of contracting HIV, 
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implying that six percent of the participants' knowledge changed in the desired direction . 

These results are summarized in Figure 6.2.2. 

Figure 6.2.2 Graphic summary of results: Question 82 
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In response to question 83 91 % of the participants indicated in the pre-training 

questionnaire that using a condom correctly every time you have sexual intercourse 

would reduce the risk of contracting the HI Virus, and nine percent indicated that they 

believed that whether or not a person uses a condom does not reduce this risk. After the 

intervention, in the post-training questionnaire, all the participants (100%) indicated that 

they believed in the prevention benefits of correct and consistent condom use. These 

results are summarized in Figure 6.2.3. 

Figure 6.2.3 Graphic summary of results: Question 83 
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Included in the category of questions about practices in the pre-training questionnaire 

was a section measuring the participants' personal risk. This section was included in 

order to better understand the participants' risk profile and protective behaviors prior to 

training , but this was not measured again in the post-training questionnaire. In response 

to question 01 , most participants (77%) felt that they would be sufficiently assertive in 

refusing to have sex with someone they had only known for a few days (Question 1.1 ); 

65% with someone they had known for longer than three months (Question 1.2), 87% 

with someone who offered them gifts (Question 1.3) and 84% with someone in a position 

of authority, such as a lecturer or employer (Question 1.5). Forty-two percent, however, 

did not feel that they would be able to refuse sex with someone for whom they cared 

deeply (Question 1.4). These results are summarized in Figure 6.2.4. 

Figure 6.2.4 Graphic summary of results: Question 01 
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In the pre-training questionnaire, in response to question 02, the majority (84%) of 

participants felt that they would be able to obtain a method of family planning if they 

needed it (Question 2.1 ); 71 % indicated that they would use a condom every time they 

had sex (Question 2.2) ; 55% of the participants felt confident that they would be able to 

abstain if they chose to (Question 2.3) , 65% indicated that they felt it would be easy to 
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obtain and use a method of preventing pregnancy if they did not want to fall pregnant 

(Question 2.4) and 71% indicated that they would be faithful for at least six months within 

a sexual relationship (Question 2.5) . These results are summarized in Figure 6.2.5. 

Figure 6.2.5 
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In response to question F1 , participants believed that 72% of students in the wider 

student population were sexually active. Responses ranged from 50% to 99%, with equal 

numbers indicating 70% (8) and 80% (8) . In response to pre-training questionnaire 

(Question F2) 42% of participants indicated that they were not sexually active and 19 

participants (58%) indicated that they were already sexually active. Responses in the 

post-training questionnaire, however, showed an increase in participants reporting that 

they were sexually active (67%), with 33% participants still reporting abstinence. These 

results are summarized in Figure 6.2.6. The average age of the onset of sexual activity 

was indicated as 18, but answers ranged from anywhere between 10 and 24 years of 

age. 
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Figure 6.2.6 Graphic summary of results: Question F2 
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Question F2.1.4 relating to participants' number of previous sexual partners was also 

only asked in the pre-training questionnaire as an indicator of personal high-risk 

behavior, and this question was only posed to those participants who had indicated that 

they were sexually active in question F2. Responses ranged from one previous partner to 

more than 20 previous partners. Since there were only two (male) participants who 

indicated that they had had more than ten partners, these were clustered together. 

These results are summarized in Figure 6.2.7. 

Figure 6.2.7 Graphic summary of results: Question F2.1.4 
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The participants who had indicated (in question F2) that they were sexually active were 

asked both before and after the intervention to indicate the number of sexual partners 

they had had during the last month. Responses in the pre-training questionnaire ranged 

from temporary abstinence (five) to three different sexual partners, with the majority (13) 

participants indicating one partner. Similarly, responses in the post-training questionnaire 

indicated a range from temporary abstinence (seven) up to three different partners (one) . 

These results are summarized in Figure 6.2.8. 

Figure 6.2.8 Graphic summary of results: Question E1 .3 
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The participants who indicated that they were not sexually active were then asked if they 

felt comfortable discussing their choice to abstain and consequent virginity with their 

peers. The majority of participants (73%) indicated that they did feel comfortable 

discussing these issues. 

Prior to the training intervention 48% of participants indicated that they felt that they were 

not really at risk of contracting the HI Virus, 19% perceived their own risk as moderate 

and none of the participants indicated that they felt that they were at great risk. Thirty-two 

percent, however, indicated that they felt that they were not at all at risk (Question F4). 

These figures changed quite a bit in the post-training questionnaire. After the training 

intervention, 72% regarded their own risk as small , 11% as moderate and only 16% felt 

that they were not at all at risk. Once again, none of the participants perceived 

themselves to be at great risk of contracting the HI Virus. These results are summarized 

in Figure 6.2.9. 
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Figure 6.2.9 Graphic summary of results: Question F4 
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The majority of sexually active participants indicated in the pre-training questionnaire 

(G6) that they used condoms during every sexual encounter (42%), 26% used condoms 

often, six percent rarely used condoms and 26% never used condoms. Results from the 

post-training questionnaire, however, indicated that 62% of participants then used 

condoms at every sexual encounter, 15 % used condoms often, eight percent rarely used 

condoms and 15% indicated that they never used condoms. These results are 

summarized in Figure 6.2.10. 

Figure 6.2.10 Graphic summary of results: Question GS 
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In the pre-training questionnaire (Question F8) participants were asked to indicate if they 

intended using condoms when engaging in sexual activities within the next year. The 

majority participants (71 %) indicated that this would be 'very likely' and five percent 

indicated 'fairly likely', and 24% indicated that they had no intention of using condoms 

within the next 12 months. These percentages changed in the post-training 

questionnaire. After the training intervention, 88% of participants indicated that there was 

a strong likelihood that they would use condoms within the next year and the remaining 

12% said that this was fairly likely. None of the participants said that they did not intend 

using condoms within the next year. See Figure 6.2.11 for a summary of these results. 

Figure 6.2.11 Graphic summary of results: Question F8 
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In response to pre-training questionnaire (Question H5), the results indicated an equal 

number of participants had been for HIV testing, and were thus aware of their status. 

However, after the intervention 68% indicated that they had been for HIV testing . See 

Figure 6.2.12. 
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Figure 6.2.12 Graphic summary of results: Question HS 
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After the intervention, post-training questionnaire (Question H 1) measured any reported 

changes in behavior that participants had made directly in response to the training 

intervention. The majority (90%) of participants indicated that they did change certain 

aspects of their behavior. The results are summarized in Figure 6.2.13. The participants 

were also asked to elaborate on the specific behavior changes they had made; these 

qualitative responses are discussed in Section 6.2.3.3. 

Figure 6.2.13 Graphic summary of results: Question H1 
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As discussed in Section 5.6.4, parallel forms of the mixed-methods approach were used 

in Phase 1, where quantitative and qualitative questions were combined within the 

questionnaires, leading to both qualitative and quantitative data analysis. Having 

presented the quantitative responses, the evaluator will summarize and present the 

qualitative responses in the next section. 

6.2.3 1Prese1111tatoo1111 of QUJJalitative data 

The results derived from the qualitative data of the pre- and post-training questionnaires 

will be presented in the same main themes (knowledge, attitude and practices I behavior) 

used for the quantitative data in the previous section. From the findings of the qualitative 

data, certain categories could be identified within each of the above-mentioned themes. 

Certain categories (such as condom use) apply to all three themes, since knowledge 

regarding condom use was required, as well as knowledge about services or sites where 

condoms could be obtained, the practice of using condoms as an approach to HIV 

prevention, as well as attitudes to condom use as a prevention approach. The themes 

and categories identified from the qualitative data are summarized in Table 6.2.3, and 

then discussed in detail. 

Table 6.2.3 

presentation. 

Tlhemes 

Knowledge 

-

llhemes and categories oderatDfoed 001 tlhle qualitative data 

Categories 

1l. Basic HIV facts such as the correct terminology, 

transmission, statistics, ART, STls, etc 

1l. Awareness: knowledge about available services and/or 

resources, referral sources 

1l. Prevention: knowing how to protect yourself from 

contracting HIV, knowing how to use a condom correctly, 

knowing the ABC principle 
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Attitudes Sl Pre-marital sex vs abstinence 

Sl Homosexuality 

Sl HIV positive people 

Sl Condom use 

Practices I Behavior Sl Reducingriskbehav~r 

Sl Abstinence 

Sl Correct and consistent condom use 

6.2.3.1 Knowledlge 

After the training intervention, participants indicated the following responses to 

preventinig IHl~V 81111fectio01. (Question 84 - What can you personally do to avoid 

contracting HIV?) These responses (and their frequencies) are summarized in Table 

6.2.3.1. 

Talb~e 6.2.3.1 SILilmmauy o1f IT'es1Po1111ses to B4 

1Res1Ponse f IT'eq1U1ency 

(801 numlbell") 

Use condoms 15 

Be faithful to one partner 7 

Abstain from sexual intercourse 6 

Only have sex when you know your partner's status 4 

Limit number of sexual partners 3 

*Practice safe sex 2 

Not abuse/misuse any substances 2 

*In E2.1 participants indicated what the term safe sex means to them. Their responses 

included the following: 

Sl "Taking the necessary precautions to minimize the likelihood of contracting a STI" 

Sl "Protecting yourself and your partner from diseases by using condoms" 

Sl "Using condoms" 

Sl "Knowing your own and your partner's HIV status" 

Sl "Prevention of pregnancy" 
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Before the training intervention most participants could name a few basic types of STls, 

such as thrush, warts and Herpes, and could name a few general symptoms. After the 

training intervention all the participants could name at least four types of STls - including 

Herpes, Syphilis, Gonorrhea, thrush, warts, pubic lice, etc. and could elaborate 

extensively on the symptoms that occur in both males and females. 

In the pre-training questionnaire participants listed clinics, chemists, supermarkets, 

stores and vending machines in public restrooms as places where condoms could be 

obtained (Question F1 .1.). Two responses said "bathrooms on campus" and three 

responses said "student health services at the university". After the training intervention 

12 responses indicated "condo cans in university bathrooms", 14 responses indicated 

"campus student health services" and 9 responses indicated the local NGO, @heart. 

6.2.3.2 Attitudes 

In response to Question C4 where participants had to reflect on their own opinion about 

men and women having sex before marriage, some participants said it was their personal 

choice to abstain from sexual intercourse before marriage. In the pre-training 

questionnaire, eight participants' responses demonstrated a negative attitude towards 

pre-marital sex. This attitude was mainly motivated by religious reasons and included 

the following quotes (taken directly from the answers on the pre-training questionnaires): 

Sl "Due to my religion I feel that it is totally wrong." 

Sl "Biblically it is a sin." 

Sl "I believe that sex is holy and should only be shared by those in wedlock." 

Sl "Should only happen in loving relationship preferably marriage." 

Sl "I don't believe in premarital sex." 

Sl "I personally feel that you should wait for your honeymoon." 

Sl "Sex is meant exclusively for marriage." 

Sl "It is against Christianity." 

After the intervention, in the post-training questionnaire, six participants gave responses 

indicating a negative attitude towards pre-marital sex based on personal moral values 

and religious beliefs such as: 
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Jt "Morally I think it is unadvisable." 

Jt "It is harmful and not as God had planned." 

Two participants, however, had changed their attitude and indicated a more flexible 

approach, stating: 

Jt "I condone it only if the parties involved are responsible about their behavior." 

Jt "If it is in a long term relationship it is fine, casual sex is a no-no." 

Before the training intervention 11 participants indicated a strong negative attitude 

towards lhlomosexu.oaloty, as indicated by responses to Question C5 (What is your 

opinion on sex between two adults of the same sex?). The following quotes highlight 

these responses from the pre-training questionnaire: 

Jt "Unacceptable." 

Jt "It is frowned upon by most people." 

Jt "I cannot understand it and feel that it is not normal." 

Jt "I feel that it is not right." 

Jt "It is awkward." 

Jt "It is dirty." 

Jt "I personally feel that it is wrong and also feel that it is wrong in the Lord's eyes." 

Jt "It is just crazy." 

Jt "It is a sin since it happens nowhere in the Bible." 

Jt "I am not in favor of it." 

Jt "Wrong to practice homosexual sex." 

After the intervention, however, only six participants still displayed a negative attitude, 

and the responses were generally more flexible and less harsh than those given in the 

pre-test. Quotes from the post-training questionnaire included: 

"Biblically not acceptable ... but personally I think if two people are happy in such a 

situation than why not." 

"I just don't think it's the norm." 
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Opinions about the issue of whether HllV positive people should disclose their HIV status 

showed an interesting discrepancy in attitudes. The majority of participants indicated that 

they felt that HIV positive people have a responsibility to disclose their HIV status to 

others. When confronted with the same question about their own family members, 

however, the responses changed markedly, with the majority of participants saying that 

they thought their family members should preferably not disclose their HIV status. A 

quote from one participant clearly highlights this discrepancy: 

Question C2 - "It is their choice, but I think they have a responsibility to let others 

know of the risk". (Participant R1) 

Question C3 -"I wouldn't want a family member to be victimized". (Participant R1) 

6.2.3.3 !Practices I belhavior 

In Question F7.1 in the post-training questionnaire (What were the reasons for wearing a 

condom?) the majority of responses (12) gave the prevention of pregnancy as the main 

reason for using condoms, with the prevention of STI infection getting the second most 

responses (10). Surprisingly, the prevention of HIV infection or Aids received the least 

responses (6). Quotes from F7 .1 illustrate this point: 

Jt i'To prevent pregnancy, we never really thought about HIV." 

Jt "Primarily as birth control since we have both been tested before." 

Jt "Protection against STls." 

Jt "Fear of falling pregnant." 

Jt "Protection against possible HIV infection." 

Reasons for not wearing coD11doms (Question F7.2) indicated that these participants 

either had a perceived low risk of falling pregnant, were using other contraception, were 

in a faithful relationship or were just unprepared. A number also held negative attitudes to 

wearing condoms. Quotes include: 

Jt "It takes away too much of the sensory experience." 

Jt "It creates a distance between you and your partner." 

~ "Partner is on the pill." 

I 
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"Sexual activity was performed on the heat of the moment and we didn't have a 

condom available." 

In the post-training questionnaire (Question H1 .1) participants were asked to list any 

personal clhla1111ges that they had made due to the training intervention. These included 

the following: 

S( Considering sex more carefully and drinking less. 

S( More positive attitude towards life, accept diversity in other people, create 

awareness. 

S( I went for HIV test to know my status. 

S( Reduction of sexual partners. 

S( More activist behavior. 

S( More open minded, judge people less. 

St Went for testing, grown a lot and redefined values. 

St Less critical of others. 

All 31 (100%) participants indicated feeling positive about their role as peer educators. 

Here are some of the reasons they gave for this (Question H3.1 ): 

St "It is a good cause." 

S( "Opportunity to contribute to a positive response to the HIV pandemic." 

St "We are providing a service on campus that is much needed." 

S( "I feel useful and part of a team who really cares and are passionate about what 

they do." 

S( "It is something worthwhile and of benefit to others." 

S( "We are impacting on students' attitudes and behaviors - even if we affect only a 

hand full it will be worth it." 

St "I think we are playing a vital role within the university." 

St "I feel that I can help make a difference on campus." 

St "I can inform others since I have resources and referral sources to my disposal." 
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In this section all the findings (both quantitative and qualitative) derived from the pre-and 

post-training questionnaires and analyzed during Phase 1 of the evaluation were 

presented. In the next section these findings will be integrated and discussed. 

6.2.4 Discussion of pre-and post-training questionnaire findings 

As discussed in Chapter 5 (Section 5.6.1) the main function of the questionnaire, in 

relation to the research questions, was to measure changes in the knowledge, attitudes 

and practices (KAP) of the participants attributable to the training intervention. Both the 

quantitative data (see Table 6.2.1.2) and the qualitative data (see Table 6.2.3) thus 

identified knowledge, attitudes and practices/behaviors as the main themes. The findings 

will, thus, also be discussed in these themes. The discussion of the findings will integrate 

data derived from the close-ended (two-level and Likert-style) questions from the 

quantitative analysis and the data derived from the open-ended questions from the 

qualitative analysis of the data. 

6.2.4.1 Knowledge 

From the responses indicated in the knowledge category of the pre-and post training 

questionnaires, it was already evident that participants had entered the training with 

sound prior knowledge about the broad subject of HIV and Aids. In spite of this, findings 

from the quantitative data, in the post-training questionnaire, showed that knowledge 

about the basic facts of HIV, such as transmission in particular, had improved. Except for 

one response that moved away from the anticipated outcomes (as discussed in Section 

6.2.1 .1 ), most responses showed that the participants' knowledge had either stayed 

constant or improved. The high number of unchanged responses indicated in the 

quantitative analysis particularly, confirms that the participants had a good general prior 

knowledge of HIV and Aids. 

Knowledge about condoms, including the importance of correct and consistent condom 

use improved to such an extent that all the participants indicated that they knew where to 

get condoms and use them correctly after the intervention. Knowledge about other ways 

of protecting oneself from HIV infection, such as being faithful, knowing your own and 

i 
I 
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your partners' status, limiting the number of sexual partners and not abusing substances 

also improved. 

Participants' knowledge about ST~s and their symptoms improved. This knowledge 

extended to their acknowledging the important link between HIV and STls. 

Participants' awareness and knowledge about HIV related sel!'Voces, especially those 

available on campus, had improved after the intervention. This finding not only indicated 

an increase in personal knowledge but may also be interpreted as an improvement in 

referrals since the participants were now empowered to refer other students to the 

appropriate services. 

Participants learned that no-one is beyond risk with regard to contracting HIV. This led 

16% of participants to change from considering themselves to be not at risk at all to 

acknowledging that a small amount of risk might be present. Others (eight percent) did, 

however, also indicate that they realized that behavior that they had previously thought 

was very risky was not necessarily so, thus lowering their risk perception. 

6.2.4.2 Attotudes 

The high number of unchanged responses that measured attitudes could indicate that 

the group of participants who had voluntarily enrolled for the HIV training program was 

open and non-discriminating by nature. The group had difficulty placing themselves in the 

mindset of students who were more prejudiced than they were. In the light of this, their 

responses may not be an accurate reflection of the attitudes held by the wider student 

population at Stellenbosch University. 

The positive changes in attitudes that took place during the training were mainly in 

attitudes towards HIV positive- and homosexual people. This can be accounted for by the 

fact that these participants may have come to associated closely with and befriend both 

people living with HIV and people with diverse sexual orientations during the course of 

the training workshops. These findings did, however, confirm how complex attitudes are, 

as may be seen from the discrepancies in responses (shown in Section 6.2.3.2.). These 

discrepancies are discussed in more detail in Section 6.4.1. 
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Forty-two percent of participants made a choice to abstain from sexual intercourse. This 

choice was mainly based on personal and religious values, and was not on a specifically 

adopted as an approach to HIV prevention. Some of these participants indicated strong, 

negative attitudes towards pre-marital sex, using descriptions such as "[it is] a sin", 

"against Christianity" and "not as God planned''. After the intervention, only two 

participants had changed their attitude somewhat, and added conditions justifying this 

such as "responsibility'' and "only within Jong term relationships". Abstinence was 

considered not only as a possible preventative approach but as the best way of 

protecting oneself, as indicated in the ABC approach. The participants were encouraged, 

however, to learn to respect the fact that, for a variety of reasons, not everybody would 

make this choice. 

Similar findings emerged about attitudes to homosexuality, with 11 participants displaying 

very condemning, negative attitudes towards homosexuality, using descriptions such as 

"[it is] unacceptable", "frowned upon", "not normal", "dirty" and ''wrong in the Lord's eyes". 

After the training intervention, though, five participants had had a total shift in their 

attitudes, and moved from condemning homosexuality to acknowledging individuals' 

rights to live according to their sexual orientation. Some participants had changed their 

attitudes slightly, indicated in quotes such as [it is] "biblically not acceptable, but 

personally I think if two people are happy in the situation then why nof'; "if that is the way 

they choose to live their Jives, who am I to judge?" and "if they're consenting and 

responsible than I have no problem". 

As discussed in 6.2.3.2, the findings showed that the participants had contradictory 

attitudes to people living with HIV. They indicated different and conflicting values for 

those close to participants (such as family and friends) and strangers. It was also not 

clear from the responses whether participants felt that HIV positive people should 

disclose their status for their own sake, in order to improve their own health and 

psychological well-being, or if they felt that HIV positive people had a responsibility to 

inform others so that they could protect themselves (from that person). The latter could 

be considered as a discriminatory attitude. 
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6.2.4.3 Practices 

Before the intervention, the participants reported that they were aware of their sexual 

rights and had the implied confidence and assertiveness to enforce these rights. Many 

participants had also indicated at the outset that they engaged in protective practices, 

(seen in their reported awareness of services, abstaining from sex, being able to obtain 

condoms when needed and staying faithful to one partner). As discussed in 6.2.1.3, 

however, the quantitative data analysis of the practices category indicated the highest 

frequency of reported change in line with the outcomes set for the program. 

Participants' knowledge regarding safer sexuai lbehavoor - practices aimed at lowering 

the risk of contracting HIV, such as faithfulness, minimizing the number of partners, 

knowing both partners' HIV status and using condoms - reportedly improved due to the 

training program. It was implied by the participants that this improvement in knowledge 

also led to some desired changes in personal behaviour and practices as after the 

training intervention, there was an increase of 20% in those reporting that they used 

condoms at "every sexual activity" and a decrease of 11 % in those participants who 

indicated "not using condoms at all". Eighty-eight percent of the participants also said 

they intended using condoms consistently in the next year. Although the use of 

corodloms as a HIV prevention approach showed an increase, the findings indicated that 

the participants primarily use condoms to prevent pregnancy and not primarily to prevent 

HIV, and that using "the pill" as a contraceptive was often provided as a reason for not 

using condoms. From the findings about to condom use it could thus be concluded that 

the participants regard pregnancy as a bigger threat than HIV infection. The quotes, 

"mostly to prevent pregnancy, we never really thought about HIV': and ''primarily as birth 

control, since we have both been tested before", confirm this. After the training 

intervention, another 18% of the participants reportedly went for VCT, meaning that 68% 

of the participants took responsibility for this aspect of their own sexual health by 

knowing their HIV status. 

The participants indicated that, in their opinion, 72% of students in the wider 

Stellenbosch student population were sexually active, with one participant claiming the 

level of sexually active students was high as 99%. Within the training group, however, 

only 58% of participants indicated that they were sexually active. This finding supports 

Stellenbosch University  https://scholar.sun.ac.za



167 

the indications that the group of participants was generally quite conservative and had a 

strong religious base for their values, one that placed considerable emphasis on sexual 

abstinence before marriage, as discussed in 6.2.4.2. This could also explain what the 

evaluator believes was the participants' misconception of the levels of sexual activity 

within the wider student population. 

From the data, it does seem as if a larger number of participants considered themselves 

sexually active after the training workshops. This could be attributed to an increase in 

their knowledge, and a subsequent change in their own definitions of what comprises 

sexually activity. Before the training, many participants only regarded having penetrative 

sex as being sexually active and excluded mutual masturbation, oral sex and even anal 

sex from their personal definitions. The fact that some of the participants indicated that 

they had had a lower number of sexual partners or temporarily abstained (more than two 

participants) after the training intervention provides further evidence to support the claim 

that there were changes in the participants' sexual practices. 

The majority of the participants (90%) reported behavior changes due to the training 

intervention. These reported changes included lowering high-risk behaviors (such as 

drinking less, reducing sexual partners, using condoms and going for VCT) and making 

mind-shifts leading to attitude changes (such as a more positive attitude towards life, 

accepting diversity and differences, being more open-minded, being less prejudiced, 

being less critical of others and redefining certain values). 

6.2.5 SUJmmall'Y o1f Phase 1 

From the findings of both the quantitative and qualitative data analysis of the pre-and 

post-training questionnaires, it can be concluded that the training intervention did indeed 

have a positive effect on the participants and that the intended outcomes relating to 

improved knowledge, attitudes and safer practices were achieved. The data from the 

questionnaires could not, however, clearly justify all these outcomes, and the responses 

needed further exploration in order to provide a clearer understanding of why the 

participants chose to change their attitudes and practices. In light of this, it was decided 

to implement a second phase of data collection and analysis, using only qualitative data 

to triangulate with and elaborate on the findings generated in Phase 1. The sequential 
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form of the mixed-methods approach, as discussed in Section 5.5.4, was thus employed. 

Findings from the data collected in Phase 1 thus provided a basis for collecting further 

data, preferably of a different type. 

Whereas Phase 1 included measures used both before and after the training 

intervention, all the data collected and analyzed in Phase 2 took place after the training 

intervention, which is clearly indicated in Figure 5.6. The next section will present the 

data analyzed in Phase 2, including interviews, portfolios and the evaluator's 

observations. 

6.3 l?hase 2: Qn.oalitatllve data analysis 

As discussed in Chapter 5 and Figure 5.6, the qualitative data collected and analyzed in 

Phase 2 consisted of focus group interviews, individual interviews, documentation (in the 

form of portfolios) and the evaluator's observations. In this section, the data collected 

using these instruments will be presented separately. 

All qualitative data presented and discussed in this phase was analyzed with the use of 

content analysis (see Section 5. 7 .1.1 ). The circular process of content analysis, as 

discussed in Henning et al. (2004: 104 ), was used to identify units of meaning, categories 

and themes. As prescribed (see Figure 5.7), the evaluator began the circular process of 

content analysis by transcribing the interviews verbatim. Thereafter, the text was read to 

gain an understanding of the content as a whole. In the next phase, "units of meaning" 

were identified. These units of meaning consisted of sentences or phrases. Each unit 

was given an appropriate label, written in the margin (see Addendum E). In the following 

step, the evaluator searched for possible groupings of labels. These groupings provided 

the evaluator with categories. Similarly, groupings of categories were identified that 

formed themes in the data. To conclude the circular process, the complete texts were 

revisited and labels, categories and themes were checked for accuracy and coherency. 

(labels, categories and themes were all related to the research questions.) Addendum E 

provides an extract from a focus group interview demonstrating the above-mentioned 

process of content analysis as applied to the data. In the next section all the categories 
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and themes identified via the content analysis of the individual data collection 

instruments will be presented and discussed. 

6.3.1 1Foc1U1s group interviews 

Three focus group interviews were conducted: two with groups of participants who were 

planning to continue as peer educators and one with the group of participants who were 

not going to continue to become peer educators (see Addendum B for interview 

schedules). From the qualitative analysis of these three focus group interviews the 

following themes were identified: 

~ The need for a HIV peer education program at Stellenbosch University 

~ The ability of trained peer educators to fulfill this need 

~ The training program. 

Within each theme different categories were then identified. The themes and categories 

are summarized in Table 6.3.1 and the corresponding data is presented in the next 

section. 

Talb~e 6.3.1 Tlhemes and categories ide111tifoed in 1foc1U1s group interviews thro1U1gh 

q1U1a~ itative analysis 

Themes Categories 

The need for a HIV peer education ~ High risk activities 

training program at Stellenbosch [] Substance abuse 

University [] Risky sexual behavior 

~ Situations on campus 
[] Freedom 

[] Diversity 

[] Peer pressure 

[] Conservatism 

[] Ignorance 
[] Prejudice and stigmatization 

[] Lack of communication 

[] Gender issues and women's vulnerability 
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Ability of the peer education Jt Ability of the peer education program 

program and trained peer educators Jt Knowledge 

to fulfill these needs. Jt Attitudes 

Jt Practices 

The training program Jt Strengths of training program 

Jt Weaknesses in training program 

6.3.1.1 lflhle 1111eed for ai HIV peer edu..ucatio1111 program at Stelle11111bosclhl IUJ1111oversuty 

Participants in all three focus group interviews discussed multiple reasons why the 

university needed a HIV peer education program. The reasons were mainly linked to. 

perceived hogh-roslk activllties and other sib.&atio1111s oin campu..us that make students 

particularly vulnerable to HIV. 

High-risk activities 

Within the theme of high-risk activities most participants named su..ubstai1111ce albuse, 

especially alcohol abuse, but also drug abuse to a lesser extent, as the main underlying 

factors leading to high-risk sexual behaviors and possible HIV infection. One participant 

used her roommate as an example: 

"The amount of alcohol that she consumes in one evening is stupefying 

and then she doesn't know where she is and has no idea of what 

happens around her". (Participant L) 

Participants stated that students have a "culture of social drinking" and that this leads to 

"the night life" on campus, which includes various high-risk activities. Most participants 

indicated that they felt that there was a direct link between alcohol abuse and the (often 

unplanned) onset of sexual activity: 

"The stories you hear of the first time people have sex.... going out, 

getting drunk and spending the night at a guy's place'~ (Participant M) 
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"Most of the people I know had their first sexual experience while under 

the influence of alcohol, and usually regretted it afterwards". 

(Participant R2) 

Many participants further stated, "One night stands are accepted as the norm". The fact 

that most students have multiple partners was also mentioned. 

Sit11.J1atoo111s on cam1P1LDS 

Certain situations and mindsets prevalent on campus also lead to students increased 

vulnerability to HIV infection. Sub-categories identified in this theme included ignorance, 

freedom, diversity, conservatism, religion, prejudice and stigmatization, lack of 

communication, peer pressure and gender issues, including women's vulnerability. 

Most participants felt that ignorance was a major issue on campus that led to increased 

risk and vulnerability to HIV. It was stated that many students consider HIV as only a 

"distant reality'' and definitely "not their problem". One participant emphasized this point 

by stating: 

"I think the biggest threat on campus is that people don't realize HIV is 

a threat on campus': (Participant M1) 

"They just ignore it. I know of a few guys who are too scared to go for 

VCT, but they still continue with the same behavior''. (Participant M) 

The issue of dliversoty as risk factor was also identified from the interviews. Participants 

stated that as the demographics of the university changed and more people from 

different cultures, with different traditions, languages, views and religions come onto 

campus, the risk also increases. 

"People come from everywhere onto campus each with [their own] 

history [and] the risk grows". (Participant M1) 
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''A difference in culture could be risky, especially if diverse issues 

regarding sex and HIV are not brought to the table and discussed". 

(Participant N) 

Negative peeir pressLJJre and the need to fit in with a specific group or with what one 

perceived to be the acceptable norm were also identified as risk factors. Participants 

stated that many students come to campus with a "clear idea of right and wrong, but later 

... sacrifice it to fit in". This point also led to the identification of freedom as a risk factor 

for students on campus. Many students are away from home and the authority of their 

parents for the first time. They come from a protected environment into an unprotected 

environment and have to make decisions for themselves. 

The University is traditionally considered to have an Afrikaans, Christian conservative 

culture. Co1111servatosm was identified as a risk factor: 

"Conservatism is not conducive to conversation about pre-marital sex 

and other sensitive topics are regarded as taboo". (Participant M) 

This also led to a broad lack of communication being identified as a risk factor. The 

following quote emphasizes the need for open communication: 

"There are a lot of things that happen on campus and everyone knows 

it happens but you just don't talk about it. We should start talking and 

get them talking". (Participant A 1) 

The issue of conservatism also raised the need for a heightened sense of social 

responsibility on campus. Instead of taking a solely moral approach (moral 

respo1111solboloty), based mainly on conservative and religious values, the need to adopt a 

social responsibility approach, based on the social realities of students, must be 

acknowledged: 

"We get bombarded with moral issues.... though those same students 

do not think about those same morals and values when they are 

socially active and drinking and taking part in high risk activities and 
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sexual relations. So in my eyes there is definitely a problem with double 

standards". (Participant A2) 

"It is very important to move away from moral responsibility (church and 

religion) to social responsibility, they (the HK and higher management) 

don't make that distinction". (Participant G) 

Other risk factors identified included prej1U1dice, stigmatozatDon a1111d ge1111der issues, 

especially the vulnerability of women: 

"Most students know where to get condoms, but a lot of them prefer not 

to because of the stigma attached to it". (Participant K) 

"The issue of a man being a man on campus ... We have to get our men 

to own up and speak about social issues more". (Participant A2) 

"The low self-esteem of women ... They don't feel empowered enough 

and cannot assert themselves in risky sexual situations". (Participant 

M1) 

"Conservatism and patriarch[al] systems lead to gender inequalities on 

campus. Women are not empowered to say no". (Participant R2) 

6.3.11.2 Addressi1111g the needs on camp1U1s thro11.11glh peer ed1U1caUon 

Participants were asked to comment on the ability of a peer education program and 

trained peer educators to address the above-mentioned needs successfully. The 

categories albnloty of tlhe peer edl11.Dcatoon program, knowledge, attot11.11des a1111dl 

practices were identified within this theme. 

Albmty of the peer education program 

The participants regarded the concept of a peer education program as very suitable for 

addressing the needs on campus. Peer educators regarded themselves as credible 

sources since they were also students "operating on the same level as their peers". 
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'We are on campus and part of the nightlife, so we can identify with 

what is happening on campus". (Participant J) 

Participants felt empowered and able to address the needs identified in the peer 

education program as they operated as part of a bigger group, supporting each other. As 

there were many participants from different backgrounds, they also felt that they would 

be able to reach a wide range of diverse students. 

"I feel empowered ... even if it is not solving the problems of the whole 

student community but only speaking to one friend and helping her 

address her problems. Sharing our knowledge I think will help". 

(Participant K) 

"We live in a society where there are so many different truths and each 

individual thinks that their way is the best way, so we can't make people 

do what we think is right but we can give them the correct facts and just 

maybe that affects and changes their thinking ... I think that is the point". 

(Participant M1) 

"I feel we can create an awareness culture.... an awareness and 

openness when talking about sexual and other sensitive issues on 

campus". (Participant M1) 

"On my own I do not feel so empowered. I do have new abilities, but I 

think I work better as part of the group, within the network we 

established during the training". (Participant R3) 

"Because we are such a diverse group in the peer educator group we 

can reach a lot of people, if each one just reaches his own people". 

(Participant A 1) 

Within the participants themselves, changes in knowledge, attitudes and 

behaviors/practices were identified that better equipped them to address the needs on 
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campus. In the following section, the changes reported by the participants will be 

presented, within these themes. 

IK01owledlge 

The majority of participants mentioned an increase in their knowledge about HIV and 

Aids after the training. These increases mainly related to basic HIV facts, transmission, 

CD4, ART and referral sources. The following quotes indicate aspects of specific 

knowledge they gained, as reported by the individual participants: 

"The differences between HIV and Aids and how the CD4 count works, 

as well as the viral load.... I simply did not understand all that stuff 

before the training". (Participant L) 

"I also didn't know that Aids is actually only when you get sick because 

of HIV". (Participant A 1) 

"How HIV is transmitted during childbirth. I thought the child would 

automatically be positive". (Participant M1) 

"The issue of re-infection. I didn't know that when people are already 

infected, coming together could make matters worse". (Participant J) 

"That if you are on a certain ARV treatment and you do not take that 

treatment consistently, your body becomes immune to it and you 

cannot take that treatment again". (Participant A2) 

"The lubricants with condoms.... the oil-based and the water

based ... people never really think about that, you think lubricant is 

lubricant". (Participant L) 

''The different phases that a HIV-positive person goes through. I have a 

family member who is positive and no-one really understands him. 
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Everybody just thinks about the practical side; no-one thinks about the 

emotional side". (Participant M2) 

"I thought you get HIV through the sperm. I didn't know that HIV is not 

in the sperm but in the semen and that it is possible to get infected 

even without ejaculation". (Participant N) 

"I always knew HIV and Aids [was] a huge problem in every country but 

I had no idea how huge, especially here in South Africa. We learned 

that new people are infected and that infected people die every single 

day". (Participant K) 

These increases in knowledge led to personal feelings of empowerment and an increase 

in confidence in discussing these topics with peers. Some participants also realized that 

they had a very sound prior knowledge: 

'We were backed with all the facts and touched a wide range of issues, 

so it did empower us. Knowledge on refeffal sources increased; with 

the referral sources I can now be of concrete help". (Participant A2) 

"The training gave me the confidence to go into the community since I 

did not feel 'man-a Ileen' - I had a group of people backing me and a lot 

of knowledge, accessible referral sources and resources to back me up 

- that gave me confidence". (Participant A2) 

"I had a specific set of ideas and knowledge already and it was 

interesting to find out that I was right with a lot of things". (Participant 

M1) 

Attntudes 

All participants stated that they had experienced a "mind-shift" and a subsequent change 

in attitude. These attitude changes were mainly about respectnng differences in race, 
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religion, culture etc. and accepting different views and behavior choices. Quotes from the 

interviews include: 

"This was the first non-church related, non-Christian based activity I 

joined on campus and it really opened my mind to the fact that there 

are people who are different from me, who have different values and 

live under 'different rules and that it is acceptable... That helped me 

respect and accept everybody and take their feelings into account". 

(Participant A 1) 

"Most of us try not to discriminate but it is still quite superficial and then 

when placed in a highly emotional situation you fall back on your 

original perceptions. The peer education training really helped me to 

rethink my attitudes and values". (Participant L) 

"Switch from tolerating other people's ideas, religion and culture to 

actually respecting it and there is a great difference". (Participant M1) 

"During the training I was confronted with my own conservatism and 

narrow mindedness. I thought that I was very open-minded and liberal 

while I was not directly confronted with any of the issues, but when you 

are confronted with it and it is in your face then you realize differently". 

(Participant R2) 

Specific changes in attitude towards people living with HIV also occurred. Quotes from 

the interviews relating to this issue include: 

"Understanding and empathy for people living with HIV. [The HP] 

opened my eyes completely, his experiences, what he's been through, 

to almost experience that with him, that did a Jot to me". (Participant G) 

"/ have a family member who is HIV positive and no-one really 

understands him, everybody just thinks about the practical side, but no

one thinks about the emotional side". (Participant M2) 
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Behavior I practices 

The participants reported certain behaviors and practices that had changed as a result of 

the training program. Although most of the reported behaviors related to confidence and 

an ability to initiate and facilitate discussions, some of the reported behaviors also related 

to personal risk behavior: 

''I think it is inevitable in a sense that your behavior will change when 

your attitudes and prejudices change and when you have more 

information". (Participant M1) 

"You become more visible and people look up to you so you have to 

change bad behaviors". (Participant G) 

"/ made a promise to myself not to have sex with anyone before we go 

together for VCT". (Participant M) 

"/decided to take control of my life". (Participant B) 

"Talking more openly about these kinds of issues". (Participant R2) 

"The training emphasized taking responsibility for yourself, as well as 

helping others to take responsibility for themselves". (Participant KS) 

6.3.11.3 The trauD11iD11g program 

The final theme discussed in the focus group interviews pertained to the actual peer 

education training program. Categories identified within this theme included what 

participants regarded as the strengths and weaknesses of the training program. 

Strengths 

The strengths listed included the leamiing atmosphere, where everyone participated 

and was willing to share and learn from each other: 
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"Everybody could teach each other and were willing to learn from one 

another''. (Participant A 1) 

"I liked the way it was structured; it wasn't boring like in a classroom 

with everyone just listening, everyone participated and contributed". 

(Participant M2) 

Even though diversity was previously identified as a risk factor on campus, within the 

group the diversity was regarded as a strength: 

"It was nice to have contact with different people. I am used to just 

being with the same kind of people. it was a great learning experience 

to get out of that comfort zone". (Participant A 1) 

"Because we are such a diverse group in the peer educator group we 

can reach a Jot of people if each one just reaches his own people". 

(Participant A 1) 

Most participants regarded the process of training as a strength. Comments confirming 

this especially remarked about 01111goi01g training and coD11U1111a.nous sa.nppoo1. 

"It wasn't just two weekends and then it was over and you forgot about 

it. There were follow-up sessions, mentoring; it wasn't just a course but 

a process, and the support network we had throughout the whole 

process was very good". (Participant M1) 

Wea~messes 

Weaknesses identified in the interviews included logistics such as the venue, the length 

of the training and time limitations.· The fact that the training mainly focused on theory 

and the dissemination of knowledge and did not give enough attention to the practical 

side and practicing of new skills was of concern to many participants. With regard to 

knowledge, the training also mostly covered knowledge about HIV and Aids: 
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"The training mostly covered HIV but we needed to focus more on 

underlying issues such as alcohol and drug abuse': (Participant R2) 

As mentioned before, the diversity within the group was considered a strength in the 

program, enabling the peer educators to better reach the wider diverse student 

population. The emphasis on diversity and how different the individual participants were 

was, however, considered by some to negatively affect the group process and teamwork, 

who would have preferred the emphasis to be on things the participants, had in common 

instead: 

"One concern for me was how much we focused on how different we 

are, how diverse we are, and that little was said about how much 

unifies us, how similar we are and how much we have in common, I 

think our communality is very important because that is what unites us 

and make us work together as a group, as peer educators". (Participant 

M1) 

6.3.2 ~ndivid1L.Oa~ 0D11tervoews 

Four individual interviews were conducted; two with facilitators and two with participants 

who were continuing with the full peer education training program (see Addendum C for 

interview schedules). The findings from these will be presented separately. The same 

themes and categories as summarized in Table 6.3.1 were also identified in the 

qualitative analysis of all four individual interviews. 

6.3.2.1 Training program faco~itators 

Individual interviews were conducted with two of the program facilitators. The 

interviewees were selected so that they represented both genders, and the University's 

HIV program staff and the @heart contracted facilitators. 
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The need for a HIV peer education program at Steilenbosclh University 

The interviewees were asked to comment on why they personally thought the 

Stellenbosch University needed a HIV peer education program. Their motivations for the 

program were linked to high-risk activities, as well as attitudes on campus. According to 

participants, aUotu.JJdes related to conservatism, stereotyping and ignorance are among 

the main factors that lead to increased risk of contracting HIV and thus motivate the need 

for a peer education program. 

"I think attitudes on campus still remain our most important issue, not 

just relating to HIV but the range of attitudes relating to race, sexuality, 

religion and gender. They all impact on the way students understand 

and view HIV". (Participant F1) 

"People are deciding not to be aware, choosing ignorance because 

they do not want to open up to the realities". (Participant F2) 

The need for such a program was further motivated by the incidence of high-risk 

behavior on campus, as reflected in the following quotes: 

"If we look at the need for emergency contraceptives, it is clear that 

students are having unprotected sex and do not consistently use 

condoms, especially around certain festivities, such as intervarsity and 

carnival [when] alcohol abuse .and therefore also risky behavior 

increases tremendously... Multiple partners and consecutive partners 

are also a problem on campus". (Participant F1) 

'We work with a population that is in an age category and social 

environment that place them at a risky stage in their lives, so 

concerning the personal risk of students we feel that the environment 

justifies the position. We are also a training facility sending leaders into 

society and into professional jobs and we need to equip them regarding 

dealing with HIV in the workplace. So the need is both on a personal 

and professional level". (Participant F1) 
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Adldlressing the needs 001 campus U11rouglhl peer educatoon 

Participants in the individual interviews were asked to comment on the ability of a peer 

education program and trained peer educators to address the above-mentioned needs 

successfully. Categories identified indicated that the participants felt that a peer 

education program could address these needs since such a program would be st1U1de01t 

drove01 and should appeal to a doverse group of students. 

"Programs driven by peers, with young people reaching young people 

have a very different effect and feel to it than a program being run by 

university staff trying to get students to buy in". (Participant F1) 

'We have already seen that we reach very rich and diverse audiences 

once we use students to reach their own peers". (Participant F2) 

Interviewees identified the four roles that peer educators were trained for as indicators 

that peer educators can address the mentioned needs on campus. As mentioned in 

Chapter 4, these roles include being an educator, a referral agent, an activist and a role 

model. They also mentioned changes in attitudes, knowledge and behaviors encountered 

within the training participants and how this could help address challenges on campus: 

"Participants are well trained and have already done more in their roles 

as role models, referral sources and activists". (Participant F2) 

'We saw immediate results, especially in terms of change in attitude ... 

We are not sure of change in sexual behavior; that is not something we 

can witness, but we definitely see change in attitudes towards sexual 

behavior". (Participant F1) 

"Their own attitudes are being shaped but they also shape the attitudes 

of others by the conversations they are having and the way they 

approach others". (Participant F2) 
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'fhe training program 

The final category discussed in the individual interviews concerns the actual peer 

education training program. Categories identified within this theme included what 

participants regarded as the strengths and weaknesses of the training program. The 

interviewees identified the participation and buy-in of students as strengths, as well as 

the training atmosphere and the expertise of the individual facilitators. 

"Nice group dynamics; I did not feel like a teacher who had to control 

the group, training and exercises". (Participant F1) 

"The experience of the trainers, factual information with regard to HIV 

basics, transmission, etc. The sharing of personal experiences like from 

our HP. Solid paper work regarding notes, manuals and handouts all 

contributed to the strengths". (Participant F2) 

"We already have a list of students who [would] like to enroll in the next 

peer education training program. For me that shows both success of 

the program and the visibility of our peer educators". (Participant F1) 

Weaknesses identified by interviewees included a shortage of time that led to some 

topics not being adequately covered: 

"Huge participation slowed down the planned process and was 

frustrating to both participants and facilitators". (Participant F1) 

"Our concern is that we recruit the kind of peer educators that are very 

committed and very dedicated and they only reach certain peers who 

share the same kind of passion, interests and environment they do. We 

have to reach students who are Jess openly leaders, who are less 

dynamic and who spent Jots of time in social environments that are not 

the 'goody-two-shoes' kind of places to be". (Participant F1) 
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Interviewees were asked to comment on aspects that they considered to be successful in 

terms of the peer education training program itself. The categories identified included the 

buy-in from students (in terms of organizing and running campaigns and initiating 

programs, discussions or negotiations), the growth process witnessed in a large 

number of participants, as well as the increased "labor force" helping with campaigns 

and expanding reach. 

"I feel that the training team was vefY professional; I experienced the 

training as enlightening myself. Even I as a facilitator changed a few 

attitudes due to the training, so I can imagine the impact it had on the 

participants". (Participant F2) 

"Much easier to do marketing and distribute marketing materials such 

as handing out pamphlets and putting up posters when a Jot of people 

participate". (Participant F1) 

"/ think we have definitely witnessed personal growth, maturation and 

interpersonal skills increasing". (Participant F1) 

6.3.2.2 Peer educators 

Individual interviews were conducted with two of the peer educators who continued with 

the full peer education training program. The interviewees selected represented both 

genders and different races. The same themes and categories, summarized in Table 

6.3.1 and used in the presentation of the facilitators' individual interviews, were also 

identified in the qualitative analysis of the peer educators' individual interviews. 

The need for a HIV peer education program at Stellenbosch University 

The interviewees were asked to comment on why they personally thought the 

Stellenbosch University needed a HIV peer education program. They connected the 

need for such a program to high-risk activities and prevailing attitudes on campus. The 

gap between lecturers and students also increased the need for a peer program: 
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"The main problems on campus are the attitudes relating to 

conservatism and stereotyping leading to students deciding not to be 

aware of the risks". (Participant PE2) 

"There is a definite split between lecturers/staff and students, therefore 

it is good for a peer education program to fill this gap. It is easier for 

students to open up to peer educators than to lecturers". (Participant 

PE1) 

Addlressi011g the needs 001 camp1U1s tlluouglhl peer edLOcaUo011 

Interviewees were asked to comment on the ability of a peer education program and 

trained peer educators to address the above-mentioned needs successfully. Categories 

identified indicated that participants felt that a peer education program could address 

these needs, since such a program would be sh.odle011t-dlrove01 and should appeal to a 

diverse group of students. Interviewees identified the four roles that peer educators were 

trained to play as indicators that peer educators could address the needs on campus: 

"The roles of peer educators will help us with this; activist role should 

get people more aware of what is happening on campus and get people 

to talk about these issues ... Play a supportive and nonjudgmental role 

to students regarding choices related to sex and HIV .... Be a referral 

source... Educate, create awareness and break down stereotypes, 

prejudice and discrimination relating to HIV". (Participant PE2) 

llhe trao011ing program 

The final category discussed in the individual interviews regarded the actual peer 

education training program. Categories identified within this theme included what 

participants saw as the strengths and weaknesses of the training program. Participants 

mentioned the continuous process of training in particular as a strength: 

"The mentoring sessions were helpful to continue talking about the 

issues, so that your mind doesn't stagnate but continue searching and 

growing on these issues". (Participant PE2) 
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Weaknesses identified included the time shortage leading to some topics not being 

covered adequately. Not discussing the underlying causal factors of HIV sufficiently was 

identified as a major weakness in the program: 

"Not enough emphasis on issues underlying to contracting HIV such as 

alcohol and other substance misuse, risky sexual behaviors that 

influences attitudes on HIV as well as risk. Training should address 

more diverse aspects". (Participant PE1) 

6.3.2.3 Summary of individual interview data presentation 

From the above-mentioned themes and categories it can be seen that both the 

facilitators and the peer educators indicated a definite need for a HIV peer education 

program at Stellenbosch University. The need for such a program was motivated by the 

risk activities and prevailing attitudes on campus. Both groups considered the trained 

peer educators capable of addressing these needs. Both strengths and weaknesses 

were identified within the training program. In spite of the weaknesses, both the 

facilitators and peer educators regarded the training program as successful. During the 

interviews, interviewees were asked to rate the peer education training program on a 

scale of 1 to 10. The interviewees' responses are indicated in Figure 6.3.2. 

Figure 6.3.2 Rating of peer education program 

Rating of peer education training program 

8 
Rating 

7 

6 
Facilitator 1 Facilitator 2 Peer Educator Peer Educator 

1 2 
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6.3.3 DocUJmentatoon (portfolios a01d 1refllection cycles) 

Each peer educator had to complete a portfolio that they worked on throughout their term 

as peer educators. These portfolios were in the form of scrapbooks, containing narrative 

descriptions, personal reflections, self-evaluation and pictures or photographs. 

Everything peer educators held dear and thought would be helpful to record their 

progress and activities within the program could be included. From these portfolios 

certain themes were identified including: 

Sl Motivation to become a peer educator 

Sl Personal reflection on activities 

Sl Knowledge and skills gained 

Sl Personal growth. 

These themes are discussed in detail below. 

Motivation 1fo1r !becoming a 1Pee1r edJQJJcato1r 

From the peer educators' portfolios, categories such as increased knowledge, 

responsibility and opportunity to grow were identified as initial motivation for joining the 

program to become peer educators: 

"Becoming a peer educator allowed me to explore the vety unfamiliar 

area of "all things related to sex", also to learn and to grow in my 

personal life". 

"I like to engage in conversation with different types of people ... so the 

challenge of discussing the issue of HIV with the people around me 

appealed to me". 

"/ realize that HIV is an issue that affects evety sector of life and society 

and that it is evety person's responsibility to educate themselves and 

engage actively in the field of HIV". 
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"I wanted to become a peer educator to educate myself and to share 

information and thoughts with others - words are powerful and can lead 

to action". 

Personal re1flectio111 0111 activities and experiences 

The portfolios included critical reflection sheets that the participants completed after each 

activity (Addendum F). These reflection sheets required the peer educators to reflect on 

every experience or activity, asking them to comment on their feelings about the 

experience and the knowledge and skills they gained. In the experience quadrant, peer 

educators had to describe the activity in which they had participated. These activnties 

included community outreach, school outreach, a Youth lndaba, first-year orientation 

sessions, condom distribution and the March 2005 VCT campaign. Certain peer 

educators also used their own initiative in initiating other awareness activities, such as 

fund raisings, high teas and even using their hostel room doors as education space to 

create awareness and facilitate conversations. 

In the fee~ing quadrant they had to reflect on what they personally experienced during 

the activity: what stood out for them and what value the activity had for them personally. 

Feelings identified included: 

''The experience once again taught me that each individual is unique 

and therefore will have unique and different experiences. We do not all 

perceive things in the same way". 

"I felt proud of myself, I had more confidence with this session than with 

the previous ones- you learn more with each outreach". 

"Despite people's criticism and opinions I still felt good about being pro

active. Condom distribution has helped me gain confidence and stand 

by my views since I have many opportunities to discuss the use of 

condoms with students and staff while filling the condo-cans". 
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In the next quadrant they had to analyze and conclude the activity reflection, and in last 

quadrant state what action they would take to do things differently. 

"/ definitely want to read up more on issues related to high risk behavior 

such as substance abuse so that I can have an informed opinion during 

discussions". 

"My facilitation skills were challenged by the language differences and 

different personality types; I will have to practice dealing with diverse 

groups". 

PersoB11ai~ reflectioB11s on know~edge and sll<ms gained 

In the portfolios all the participants indicated an increase in knowledge, as well as a 

subsequent increase in skills. Quotes extracted from portfolios include: 

"Until I attended the workshop I [had] never touched a condom". 

"Discussing anal, oral and vaginal sex really changed my mindset. I can 

now knowledgeably discuss these issues with peers without judging 

them. To me this was the demystification of taboo areas". 

"Understanding different and diverse groups of people and being able 

to engage with them effectively". 

IR.eflectoons 0111 personal growth 

Many participants indicated changes in other aspects of their lives directly or indirectly 

because of the peer education training, these included: 

"/ am more confident - this has affected all areas of my life positively. I 

have learned to accept that people are not the same, yet they often 

need the same support and help". 
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"I have taken my mindset out of the closed community (Moslem) that I 

am in and started to think for myself with reference to sexual 

behaviors". 

Narrative descriptio011s 

Participant portfolios also included narrative descriptions about the above- mentioned 

categories. A few of these narratives are included in full to give the reader a better 

understanding of the personal growth and maturity processes the peer educators 

experienced. 

"Truth be told, after those two weekends I can never be ignorant again, 

even if I should try to choose it. Choosing ignorance would be lying to 

myself and friends made in this time. As diverse as they are, there is a 

respect which stems from the convergence of energies toward a single 

goal. Giving back what we have learned, to each other and others in 

different circles of our lives. Our goal is simple... We want to change 

the world, one person at a time, through knowledge, through example, 

support and caring". 

'~s I type this, I realize that I continued the program mainly for personal 

reasons, relating to myself and my relationships with certain people. 

But what I have learned in this year is that everyone has their own 

reasons for doing what they do. And whatever that reason, doing 

something is better than doing nothing". 

"I saw the advert for the peer education training workshop at the SRC 

office and decided that this is for me. After being tired of koshuis 

community projects that go nowhere, I thought this is the ideal 

opportunity for me to become part of something that could really make 

a difference and at the same time, something that could help me 

develop and grow. I took two weekends leave from work to be able to 

attend the training workshop and it was worth every grunt I got from my 
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boss!!! It absolutely exceeded my expectations!! It was not an HIV 

workshop but a workshop about life ... " 

"/talked; I got to know myself; I got to know other people;/ learned not 

to just tolerate other people's views, but to respect them; I was 

beginning to understand the multi-dimensions of HIV and Aids; I was 

beginning to understand that HIV is not about being ill, it is about 

people, about life. I started to understand my role in it.. .. and I realized 

that behavior change IS possible". 

"/ told myself that if I ignore this opportunity to become involved with 

HIV and Aids then I could no longer call myself a South African. My 

background in the social sciences taught me that HIV and Aids affects 

our country on every level. Until I attended the peer education training, 

these were only words in books; now I truly believe that HIV and Aids is 

everyone's responsibility. And that it starts with my A TT/TU DE. ... ". 

6.3.4 Evaluator's observations 

The evaluator attended both the training weekend workshops, all mentoring sessions as 

well as the follow-up training. All observations were structured through the use of a 

checklist. Themes presented within observations included the facilitators, participant 

reactions, group dynamics, the training process and reflections. Categories identified 

within these themes are listed in Table 6.3.4. These themes and categories are 

presented in the next section. 
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Table 6.3.4 Observations: Themes and! categories ode111U1fied 

Themes Categories 

Facilitators 1l Facilitation style 

1l Rapport with participants 

Participant reactions 1l Willingness to take risks 

1l Group dynamics 

The training process 1l Facilitating group work 

1l Individual work 

1l Media use 

Effectiveness of training 1l Strengths 

1l Weaknesses 

Reflections 1l General 

1t IFacolitators 

The facilitators mostly made use of the lecturing style of 1facmtaitoon, but with good 

group facilitation skills that led to active participation from the whole group. The 

facilitators established a very good rapport wotlh participants right from the start. This 

relationship was evident from various observations made throughout the training 

process, including verbal and non-verbal communication and eye contact. Facilitators, 

allowing unlimited views and questions from participants in their training sessions, made 

participants feel involved and empowered during the training. Unfortunately, this also 

placed enormous constraints on the time that could be allocated to each topic. 

l?articopa1111t react001111s 

Participants were very open a1111dl eager to learn more. They often clarified issues by 

asking questions and were womD11g to talke risks by sharing their own personal opinions 

and perspectives. It thus seemed as if the majority of participants considered the training 

sessions as a safe environment and felt at ease within the group. This willingness to 

share was especially evident in disclosures of an extremely personal nature like 

participants' sexual orientations, HIV status and a rape experience. 
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Two groups could be identified within the training group; one being very outspoken and 

dominating, a strong group whose voices were always heard, as well as a more silent 

group, struggling to participate verbally. The facilitators handled this well by changing the 

seating arrangements, and thereby changing the group dynamics at least once a day. 

The training was facilitated in English in order to accommodate thos~ participants who 

were unable to understand Afrikaans. This, however, resulted in silencing of the voices of 

those participants who were not fluent in English and had difficulty expressing 

themselves about sensitive topics in a second language. 

As mentioned before, what was regarded by some participants as excessive questioning 

from the floor caused frustratio011 that was evident in certain participants and facilitators 

who wanted to stick to the planned session, but then had to cut student participation 

short. 

lrah11001191 process 

As mentioned before, the group work and the formation of the groups were very well 

facilitated. Discussions were usually first dealt with in smaller groups and then feedback 

was delivered within the bigger group. Participants seemed to work very well in their 

small groups, as well as within the bigger group and no major disagreements were 

observed. Individual work was seldom used; only when articles had to be read or 

preparation had to be done at home, or during evaluations and self-reflection sessions. 

All the training was facilitated with the use of multi-media; including powerpoint 

presentations, videos, poster displays, as well as the "Your Moves" interactive CD. 

Training could thus be considered creative, colorful and entertaining. 

Effectiveness o1f training i01terventoo111 

The following strengths were observed in the training intervention: 

o The expertise, experience and knowledge of facilitators were an obvious strength. 
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o The participants challenged the facilitators about diversity issues. They challenged 

them to think critically about their material, language use, reasons for doing 

certain exercises and icebreakers . 

. o Group facilitation and the formation of groups were done very efficiently. Name 

labels were used to divide groups and ice-breakers were employed to change the 

groups at least once a day. Facilitators also used strategic placement, such as 

moving more dominant participants around to ensure that the quieter group 

members were also heard. 

o A lot of details for referrals were given, including contact numbers and web pages. 

o The training program was based on the ABC approach. The training thus 

acknowledged the importance of abstinence as the best approach to HIV 

prevention, but also acknowledged that, since abstinence is not a realistic choice 

for everybody, other prevention messages such as being faithful and consistently 

using condoms also needed to be employed. f{ 

o "Recipes" procedures and protocol were given to follow in certain situations such 

as rape. 

o Field trips were organized to organizations working within the field, such as the 

Triangle project (an NGO in Cape Town offering services to homosexual and 

bisexual persons). These fieldtrips enhanced the participants' awareness of the 

available services, as well as brought them into contact with real people, making 

the epidemic and underlying factors more real to participants. 

The following weaknesses were observed in the training intervention: 

o The fact that facilitators also had to spend time on logistics, organization, 

administration, catering arrangements and financial concerns divided their 

attention and resulted in a loss of training time and concentration. 

o From the reactions of participants it was clear that there was not enough variety of 

facilitators, and participants tired of listening to the same voice and facilitation 

style for long periods. 

o The days were very long and full, making the training weekends exhausting and 

emotionally draining to both participants and facilitators. 
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o Too many questions and discussions meant that certain topics had to be dealt 

with in a rushed manner and information was omitted, which led to extra more 

homework and personal reading. 

o The training program was prepared too much along the lines of lectures, with 

certain learning outcomes that had to be rushed through - time constraints thus 

were a big issue. 

o The way in which the Health Promoter disclosed his HIV status came as a shock 

to participants, causing some participants to feel cheated. 

o A major critique of the training was that there was no opportunity during the 

training to practice skills, role plays, etc. 

o Not enough emphasis was placed on issues that contribute to the increased risk of 

contracting HIV on campus, such as alcohol and other substance misuse and 

risky sexual behaviors. 

6.3.5 SLJJmmary of fo111du1111gs presented! ill"D Phase 2 

From the available data as presented in the previous sections, it became clear that there 

was a definite need for a peer educat0001 program at Stellenbosch University. This 

need was motivated on both a personal level, as well as a professional level. The 

personal level included the vast amount of high risk behaviors students are exposed to, 

especially substance abuse and risky sexual activities, as well as specific situations on 

campus that increase students' vulnerability. These include entrenched attitudes, 

ignorance, diversity, freedom, peer pressure, conservatism, prejudice, stigmatization and 

gender inequalities. The professional level concerns the training and preparing of 

students to fulfill a professional role once they leave university. (Also, see Section 4. 7.4 ). 

The data presented from all sources confirmed that the peer education program, as well 

as the trained peer educators could be a successful vehicle for addressing the above

mentioned needs. The stre1!'11gths of the program mostly lay in the fact that it was a 

student-qriven initiative and one that included a diverse group of students who would be 

able to reach a diverse student population by just reaching out to their own peers. The 

peer educators were also considered well trained and empowered to play the four roles 

of peer educators in order to address these needs. Following the training, all the 

participants displayed changes in their knowledge, attitudes and behaviors in line with 
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the program's intended outcomes. These changes were sustained for at least six months 

after the initial training weekends. 

All the data provided evidence of the strengths of the program: an open and positive 

learning atmosphere during the training, the diversity of the participants, the ongoing 

process of training and continuous support, and the participants' willingness to participate 

and their commitment to the program. Logistics, a lack of information about factors 

underlying to HIV infection and a lack of practical training were identified as the major 

weaknesses of the program. 

It could be deduced from the data presented that certain factors could be regarded 

simultaneously as both risk factors and advantageous factors. Diversity is an example of 

such a factor. Diversity within the student population could be regarded a risk factor, 

especially when differences in attitudes, opinion, culture and traditions are not placed on 

the table and discussed openly. It could, however, also be regarded a advantageous 

factor within the peer education program, since it caused major mind-shifts and attitude 

changes that would potentially increase the success of the program when applying peer 

educator roles to wider student population. 

In the same way, conservatism and religious attitudes could be regarded as risk factors 

when such attitudes ignore diversities within the student population and can lead to a 

lack of communication, stigmatization and prejudice. These same attitudes could, 

however, also be very powerful if applied to motivating protective behavior such as 

abstinence. Peer pressure could similarly also be negative increasing high-risk beh(ilvior 

and subsequent vulnerability, or positive, which is the rationale on which the whole peer 

education program is actually based. 

Even though a few weaknesses were identified in the program, it can be concluded from 

the qualitative research findings presented in Phase 2 that the peer education training 

program could be considered successful in achieving its intended outcomes and short

term results. 
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6.4 Discussion of researclh fo1111dli1111gs 

A mixed method approach was employed in this results-based program evaluation 

research study. Different types of data were thus collected, analyzed, presented and 

discussed in order to best answer the main research question: 

lo wlhat eltte1111t was the Stelleinlbosclh IUniversity HIV peer ed1U1cat00111 traoD11ong 

program SIUICCeSSflUll (or JnOt) 0111 aclhoeV01111Q its 01111te1111dedl OUJtcomes? 

As well as the following secondary research questions: 

X To what extent did the peer education training program influence participants' 

knowledge related to HIV, Aids and high-risk behaviors? 

X To what extent did the peer education training program influence participants' 

attitudes towards diversity especially related to different sexual orientations and 

people living with HIV? 

X To what extent did the peer education training program influence participants' 

behaviors and high risk practices? 

The findings from Phase 1 and Phase 2 will be integrated and discussed in the next 

section, with reference to relevant literature, in an attempt to answer the research 

questions. 

6.4.11 lo wlhat eltte111t was the program su.occessifUJI in aclhlievong its 01nte1111dled 

oUJtcomes? 

Before the evaluator can address this question, we first have to revisit the intended 

outcomes of the program. As discussed in Section 4.7.4 and summarized in the logic 

model (Fig 4.7.2) the intended outcomes can be divided into short-term and long-term 

results. The short- term or initial results included increased knowledge, improved 

attitudes (open and accepting to diversity), a willingness to change risky behavior and an 

awareness of the services and support available on campus. It also included the 

empowerment of peer educators to carry out the four roles of peer educators. 
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The long-term results included sustained changes in the above-mentioned initial results, 

mobilizing campus social structures to support change and diversity, creating a society 

that would enhance student awareness of HIV and Aids through campaigns, events and 

activities and reduce stigmatization and discrimination towards people living with HIV and 

Aids. As the purpose of this study was, in particular, to evaluate whether the short-term 

outcomes or initial results of the program were achieved, each outcome will be discussed 

separately: 

,fl Peer educators are empowered with an increase in knowledge, information and 

understanding of the facts related to HIV and Aids. 

From the responses indicated in the knowledge themes of the pre- and post-training 

questionnaires (Phase 1 ), as well as all data presented in Phase 2, it could be concluded 

that many of the participants entered the training with sound prior knowledge about the 

broad subject of HIV and Aids. During the training this knowledge was built upon and any 

misconceptions or incorrect facts were addressed. The findings showed that knowledge 

of the basic facts about HIV, such as the difference between HIV and Aids, 

transmission, CD4, ART and referral sources increased in particular. These increases in 

knowledge led to personal feelings of empowerment and increased confidence to discuss 

these topics with peers. 

From the fact that a larger number of participants identified themselves as sexually active 

after the training workshops than at the outset of the program, it could be surmised that 

the participants' knowledge about the definition of 'sexual activity' and what actual 

activities were included in this definition, increased. For example, it was shown that 

before the training many participants only regarded having penetrative sex as the 

criterion for being sexually active, and had excluded mutual masturbation, oral sex and 

anal sex from their definition. 

According to the survey conducted by Lovelife (Pettifor et al., 2004) certain factors such 

as high-risk sexual activities, the excessive use of alcohol, drug abuse, negative attitudes 

regarding condom use and gender inequality are considered to contribute to a higher risk 

of HIV infection. Some participants in this study indicated (prior to the training 

I 
' 
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intervention) that they were already taking responsibility for their own sexual health, did 

not engage in risky behavior and abstained from sexual activities, they thus considered 

themselves to be at very little risk of contracting HIV. None of the participants considered 

themselves at high risk of contracting HIV; the majority of the participants believed they 

had only a small risk of contracting HIV, while a number of participants considered 

themselves not at all at risk. Knowledge about ways of protecting oneself from HIV 

infection also improved, (such as being faithful, knowing one's own and one's partners' 

status, limiting the number of sexual partners, not abusing substances, and the correct 

and consistent use of condoms). Awareness of the high risk associated with alcohol 

abuse was especially important to peer educators in a campus setting where alcohol use 

is an accepted norm. According to Pettifor et al. (2004) a significant link can be shown 

between binge-drinking and high-risk sexual behavior, as well as academic failure. 

Participants' awareness and knowledge regarding HIV related seD"Vices increased 

immensely, especially regarding services available on campus. This finding not only 

indicates an increase in personal knowledge, but may also be regarded as an indication 

of empowering participants to be more knowledgeable referral sources for the wider 

student population. 

As discussed, behaviors such as substance abuse, risky sexual behavior, negative 

attitudes and gender inequality correlate positively with incidences of HIV infection and 

an increased risk of becoming HIV positive (Pettifor et al., 2004). Therefore, all HIV 

prevention programs, but especially those hosted by higher education institutions, need 

to address these issues. Even though all of these underlying factors that increase the 

spread of HIV were not sufficiently discussed during the training, after the training 

intervention participants were more aware of and could easily identify situations on 

campus that could increase students' vulnerability to and inclination to engage in high

risk behaviors that could lead to harm and possible HIV infection. The risks identified 

included substance abuse and risky sexual activities, as well as certain attitudes, 

ignorance, diversity, freedom, peer pressure, conservatism, prejudice, stigmatization and 

gender inequalities. 

This finding relates to the Theory of Reasoned Action ( 1967) which offers a possible 

explanation of how and why attitude impacts behavior, and thus how and why people's 
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beliefs change the way they act. According to this theory, an individual's perception of 

social norms or beliefs about what others do or think about a particular behavior 

influences their personal behavior. Thus, if students believe that it is the norm to be 

sexually active, they will also find it more acceptable to engage in sexual activities. It is 

thus important for peer educators to change and correct misperceptions about risk 

activities. Peer education should promote the health of the majority by focusing 

awareness on what the majority of students do, rather than on those who engage in 

extreme behaviors (Hunter, 2004 ). 

The Diffusion of Innovation Theory of Rogers (1983) further stresses that health 

promotion occurs on a societal level and that certain individuals can act as agents of 

behavioral change by distributing information and influencing group norms in their 

community. This theory thus suggests that by peer educators sharing information within 

their social groups, and modeling behavior changes could lead to a change in the wider 

student community. 

Achieving this outcome not only refers to knowing more facts about HIV and Aids, but 

also refers to a much wider field of awareness of the pandemic and all issues underlying 

it. This awareness does indeed include knowing the basic facts about HIV and Aids, but it 

also includes an awareness of the underlying factors that could increase vulnerability. 

This implies also being able to identify needs and risks on campus; being aware of 

services available and knowing how they work, what routes to follow to access the 

needed service, together with a greater knowledge of risk in their own lives and how to 

reduce the risk in order to protect themselves. The findings from both Phases clearly 

indicated that the participants and the facilitators considered the program as successful 

in achieving the outcome of peer educators being empowered with an increase in 

knowledge, information and understanding of the facts related to HIV and Aids. 

Peer educators show chaD11ges in attit1U1dle and are thus open to and accepting of 

diversity. 

All participants reported a "mind-shift" and subsequent changes in attitude. These 

attitude changes mainly concerned respectiD11g differences in race, religion, culture, etc. 

and accepting different views and behavior choices. 
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According to the research findings, changes in attitude mainly occurred after exposure to 

a person from a different culture, tradition, opinion or viewpoint, and through exposure to 

individuals in particular situations, such as people living with HIV or people being openly 

homosexual. It thus seems as if being exposed to and especially befriending people as a 

result of the peer education training program, led to an increased willingness to accept 

and respect their opinions, choices and lifestyles, and changing negative attitudes 

towards them. To further corroborate this finding, studies done by Markham et al. (2000) 

and Paxton (2002) indicate that meeting a HIV-positive person decreases fear and 

discrimination and reinforces messages about protective behavior, and the belief that 

HIV is a manageable disease, leading to significant increases in tolerance and empathy 

for people living with HIV and Aids. 

According to Gow and Desmond (2002) attitudes that stigmatize and discriminate are 

associated with perceptions of the subjects as deviant and participating in socially 

undesirable activities. These people are then consequently avoided, shunned or rejected. 

It can thus be assumed that when people come into direct contact with such persons and 

befriend them they realize that these perceptions are not true and are thus willing to 

change their attitudes. Most participants indicated that they had generalized these 

changes in attitudes to the wider population (that the people they were exposed to were 

representative of) by trying to be more open-minded and accepting to others' viewpoints 

in general, and not just regarding their way as the correct way. It was, however, 

interesting to note that the participants still applied different attitudes and values to 

friends and family members, and strangers and the wider public. 

Even before the training, the majority of participants felt empowered and assertive 

enough to refuse sex if they did not want it, and to negotiate for safe sex, such as using a 

condom. To be effective peer educators it was, however, important that they realized that 

not everybody was similarly empowered or in a position to be assertive and make their 

own choices. 

Some participants indicated that it was their personal choice to abstain from sexual 

intercourse before marriage. The philosophy to which the training subscribed 

acknowledged abstinence as a preventative approach and the best way of protecting 
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oneself, as indicated in the ABC approach. The participants should, however, respect 

that not everybody makes this choice and that other options for protecting oneself should 

thus be available. Personal growth and changes in attitude were clearly illustrated in peer 

educators who personally chose to abstain, but still volunteered as condom distributors 

to allow their peers to take responsibility for their sexual choices. 

Achieving this outcome thus related not only measured by tolerance for other peoples' 

culture, traditions, views and opinions but also to respecting this; accepting that there 

was not only one correct way of doing things and that people make different choices; 

realizing that not everybody wais equally empowered to make choices and that issues 

(such as gender inequalities, the lack of knowledge and not being empowered) could 

in~uence one's ability to take decisions about one's sexual health. It was important too 

that participants were made aware that certain attitudes, such as conservatism, could 

have both positive and negative consequences depending on how these were applied. 

The findings from both phases showed that, as both participants and facilitators 

demonstrated changes in attitude and became more open to and accepting of diversity, 

this outcome was successfully achieved. 

Peer educators are willing to (intend to) change. risky behavior, thus clhangong 

lbelhavior and prractices. 

The majority of participants reported that they had made behavior changes as a direct 

result of the training intervention. These reported changes included reducing personal 

risk behaviors (such as drinking less, having fewer sexual partners, using condoms and 

knowing your status) and making mind-shifts that led to attitude changes (such as a 

positive attitude towards life, accepting diversity and differences, being more open

minded, judging people less, being less critical of others and redefining their own values). 

Most of the reported behaviors, however, related to increased confidence and the ability 

to initiate and facilitate discussions with peers, run workshops and organize campaigns. 

According to Kelly (2002), the most effective prevention of HIV infection includes 

education and awareness, advice on the correct and consistent use of condoms, 

changing one's sexual behavior and taking responsibility for one's own sexual health. It is 

not easy to assess changes in behavior, especially sexual behavior. The findings did, 
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however, indicate the participants' intentions to change their sexual behavior (such as 

reducing partners and consistently using condoms) and changes in their attitudes to 

sexual behavior. As discussed previously, participants' knowledge of safer sexual 

behavior also improved, and reportedly led to desirable changes in personal behavior 

and practices. This is, however, not always the case and an increase in knowledge does 

not necessarily imply there will be a corresponding change in behavior, as indicated in a 

study by Campbell and MacPhail (2002). They found that behavior changes were not 

made and unprotected sex was common despite sound levels of knowledge. 

The increase in the number of participants who went for VCT after the training workshops 

indicated that they were taking increased responsibility for their own sexual health by 

finding out their HIV status. This step also would have improved their c_redibility as 

educators and referral sources to their peers since they would be familiar with the 

procedures etc. and could offer better support for those undergoing testing. 

Achieving this outcome included making changes in personal behavior and in identifying 

and reducing personal risk, as well as improved confidence to discuss sensitive topics 

with peers. Personal behavior change is not an easy process, but from data presented in 

both Phase 1 and Phase 2 it can be concluded that the declared intention or willingness 

of participants to change their behavior, or reported changes in behavior, could be 

considered evidence of achieving this outcome. 

Peer educators are awall'e of sel!'Vices and SUIPIPOrt available to them on campus. 

The findings indicate that after the training intervention all of the participants were aware 

of the services available on and around campus. These services included the variety of 

services delivered by Student Health, the HIV and Aids related services provided by 

@heart, psychological and support services provided by Student Counseling, the Crisis 

24 Hour Helpline, as well as the availability of free VCT, contraceptives and condoms. 

The training, however, did not stop at providing knowledge about these services, but also 

provided participants with information regarding how to access these services and which 

procedures to follow. Participants were encouraged to go for VCT (and most did) in order 

to find out their own status, but also to enable them to explain the procedures to their 
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peers from first-hand experience. As previously discussed, this awareness not only 

indicated an increase in personal knowledge from which the participant can benefit, but is 

also improved the participants' potential of being an effective educator and referral 

source. 

Achieving this outcome included being aware of the services available; knowing exactly 

where the services were situated; the cost involved; who could access such services and 

under which conditions; the procedures involved and how exactly it would work. 

According to the data findings, this outcome was achieved successfully. 

Peer educators implement the 1fo11.Ur roles o1f peer ech.ocators: educators, role 

models, activists and referral sources 

According to Deutsch and Swartz (2002) activities at higher education institutions that 

raise awareness, convey information and distribute condoms are necessary, but not 

sufficient in themselves. Students must be actively engaged in informed conversations, in 

the building of skills and the strengthening of healthy norms. The peer education program 

encouraged this through the four roles that peer educators were expected to play within 

the wider student community. 

According to the research findings, the participants felt empowered and capable of 

fulfilling their roles as peer educators. They felt increased confidence through the 

knowledge gained and by being part of a supportive group. They realized that their 

strength as a group resided in their diversity, as they would be able to reach a more 

diverse range of students. Research by Chetty and Michel (2005) showed that similarity 

in background and age between the source of influence and the recipient, increases the 

persuasiveness of messages relating to sex, sexuality and HIV and Aids. The diversity 

among the participants thus allowed each peer educator to just reach out to their own 

group of peers. This finding, that students relate better to other students than to staff or 

lecturers, was supported by data from the research. 

It was, however, noticeable that participants based their confidence mainly on the new or 

extended knowledge they had acquired. As the training mainly focused on theory and the 

dissemination of knowledge and did not give enough attention to the practical side and 
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the practicing of new skills, some of the participants felt unsure of their personal skills. 

The importance of practicing skills is emphasized by Everts (2003) who states that peer 

educators have to be trained and supervised to perform interpersonal helping tasks, 

including listening, offering support, suggesting alternatives and engaging in other verbal 

and non-verbal interactions. 

In spite of this, all the participants indicated that they felt positive about their roles as 

peer educators. As discussed earlier, participants felt certain that they had enough 

knowledge to be effective educators. Most participants said they felt more empowered 

and confident about initiating discussions with peers and facilitating sessions, which also 

improved their skills as educators. Participants reported having made changes in their 

personal behavior, such as reducing their alcohol intake, which would have made them 

more effective role models. Their increased awareness and knowledge about services 

could lead to being more effective referral sources. Most participants felt very strongly 

about being active in the fight against HIV, which could lead to activism when needed. 

According to the participants' and facilitators' responses presented in both Phase 1 and 

2, this outcome was achieved. It is thus clear that the short-term outcomes were all 

successfully achieved as indicated by all data from both phases. In the following section, 

the long-term outcomes will be discussed, but only briefly since this study did not focus 

on measuring the long-term results. 

From the focus group interviews (conducted six months after the training intervention), as 

well as the portfolios (completed at the end of the peer educators' term, thus 

approximately 12 months after the initial training), changes in knowledge, attitudes and 

behavior were being maintained. The training process ensured that these changes were 

sustained through mentoring, follow-up sessions and continuous support. Various 

campaigns and information sessions were initiated on campus, (as well as in the local 

community and schools) working towards spreading knowledge and awareness to the 

wider student population. 

Campus social structures, such as the REAL society, were mobilized to support change 

and diversity on campus and to enhance student awareness of HIV and Aids through 

campaigns, events and activities. The peer education program itself (since it is a first for 
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the University) can also be considered as an achievement of this outcome. Even though 

the society itself later reverted back into the peer education program, the program had 

enhanced student awareness through campaigns, events and activities. Although these 

findings are insufficient to demonstrate clearly that the long-term outcomes were 

achieved, they do show that the intervention program was still regarded as a success a 

year after the launch and (following a few changes) it has since been repeated annually. 

In Figure 4.7.4 the results or outcomes that the program aimed to achieve were 

organized into a hierarchy of results (adapted from Cohen and Kibel, 1993 in Julian, 

Jones & Deyo, 1995), ranging from intended or temporary changes in the behavior of the 

program participants to impacts at the student community level. In Figure 6.4.1 this 

hierarchy is adapted to summarize the results achieved. 

6.5 Co1111clusio111 

The main objective of the Stellenbosch University HIV peer education training program 

was to promote HIV awareness and knowledge and to encourage safer sexual behavior 

amongst the students at Stellenbosch University by enabling and empowering students 

to work with and educate their peers. From the findings of both the quantitative and 

qualitative data analysis of the pre- and post-training questionnaires, it can be concluded 

that the training intervention did indeed have the desired effect on the participants and 

that intended outcomes relating to improved knowledge, attitudes and safer practices 

were achieved. 

According to the definition of a successful peer education program (Van Dyk, 2001) the 

control of knowledge must be transferred from the experts (staff) to lay members of the 

(student) community, thereby making education more accessible and less intimidating. 

According to this definition the Stellenbosch University HIV peer education training 

program can be considered successful. To conclude the discussion on whether the 

Stellenbosch University HIV peer education training program was successful in achieving 

its intended outcomes, a summary of the findings is provided in Table 6.5 below. This 

summary indicates how triangulation within the mixed methods approach confirms the 

success of the program as indicated by the different data collection methods employed. 
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figure 6.4.1 Summary of results achieved! 

Impacts Impacts 
Changes in social indicators reflecting 

r---t> Impacts or long-term results could not be 
reductions in the problem. measured by this study and are recommended as 

further research options. 

r r 
Outcomes Outcomes 

Observable or measurable changes in --t> Changes indicated in knowledge, attitudes, 
the target populations. practices, behavior and skills as well as personal 

r 
growth were observable and measurable. 

i 
Capacit)l enhancement CapaciW enhancement 

Actual changes in the student The peer education program itself was a first for 
community, as well as in the institution ----t Stellenbosch and will definitely lead to changes in 
that reduces the transmission of and the institution as well as individual students. The 

mitigate the problem of HIV. establishment of the REAL student society also 

. provided a forum for i.nstitutional cham:1e . 

T l 
BU)l·in BLB)l·in 

Program participants had to be Participants were very committed to their roles as 
committed to the success of the peer educators, and participated willingly in all peer 

program by fully implementing their ----t education activities. Some peer educators initiated 
roles as peer educators, including activities and did more than was expected from 

being role models, educators, activists them. These activities were aimed at reaching the 
and sources of referral to the wider wider student community, as well as the 

student community. surroundinQ communities. 

i i 
Gains Gains 

Sustained changes in knowledge, Most of the participants indicated sustained 
skills, attitudes and behaviors of the ----t changes in knowledge and attitudes six months 

program participants. after training. Sustainability was enforced through 
follow-up training and mentoring. 

i i 
Effects Effects 

Temporary or intended changes in 
1---t 

Changes in knowledge, skills and attitude of the 
knowledge, skills, attitudes and participants could be observed almost immediately. 

behaviors of the program participants. Participants also indicated many intended behavior 
chanaes. 

i i 
Interest Interest 

The initial willingness of students to Many students enrolled willingly to be trained as 
learn more about HIV prevention by ---t peer educators. They were very open to learning 

enrolling for participation in the training from and sharing with each other in order to 
program. increase their knowledge about HIV and related 

issues. There is already a waiting list for future 
training programs. 
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lab~e 6.5 Aclhloevement o1F untended! 011.11tcomes: DD1ldlocators from each metlhodl of 

dlata collection used 

A B c ID IE IF 

Indicates chaD1lge on lk11'110Wledge towards intended outcomes - - x x x x 
Indicates clhaD1lge on slkms towards intended outcomes * x x x x x 
Indicates charnge on attitudes towards intended outcomes x x # x x x 
Indicates change on intended behavior towards intenc x x x x x x 
outcomes 

Indicates change nn 1Practnces towards intended outcomes x x x * x x 
!Program aclhoevoD11g intended outcomes x x x x x x 

Key to talb~e: 
A= Questionnaire (quantitative) - Knowledoe mostly unchanoed 
B= Questionnaire (qualitative) * Not directly measured 
C= Focus group interviews # Majority of participants indicated no char 

since they did not have any discriminat 
attitudes 

D= Individual interviews X Positive change indicated 
{facilitators) 

E= Individual interviews 
(peer educators) 

F= Portfolios 
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CHAPTER 7: CONCllUSIOl\l Al\llD RECOMMEl\llDAT~ONS 

7.1 lntrodlucU01111 

We shall not cease from exploration 

And at the end of all our exploring 

We will arrive where we started 

And know the place for the first time 

T.S. Elliott 

During July 2004 the HIV program office of Stellenbosch University hosted its first HIV 

peer education training program. The rationale for hosting such a program was fourfold. 

Firstly, it is well known that HIV infection and the Aids epidemic has reached crisis 

proportions in South Africa and that it especially affects the youth, since more than 80% 

of people currently living with HIV are aged between 15 and 24. The youth thus needed 

to become a major focus of HIV prevention efforts (Deutsch & Swartz, 2003). 

Secondly, research findings by Pettifor et al. (2004) indicate that 25% of technikon 

students and 20% of all university students in South Africa were HIV positive in 2003. 

The findings further anticipated that those numbers would have risen by 10% across 

institutions by the end of 2005. The students at Higher Education Institutions in South 

Africa are thus considered a critical population that has a high rate of HIV infection. In the 

light of this, HEAIDS, the "Higher Education HIV and Aids Program" appealed to all HEls 

to initiate a peer education program on their campuses. The urgency for the 

implementation of such a program was increased at the beginning of 2004 when 

SAUVCA, CTP and DoE requested that all HEls incorporate peer education into their 

institutional plans. HEAIDS then also provided financial and technical assistance to HEls 

in order to establish such programs. 

Thirdly, certain factors such as high-risk sexual activities, the excessive use of alcohol, 

drug abuse, attitudes about condom use and gender inequality contribute to a higher risk 

of HIV infection. Factors that contribute to the increase the risk of contracting HIV 
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infection were identified on campus. The culture of drinking, especially over festive 

periods such as Carnival and lntervarsity, is an example of a factor that precipitates high 

risk sexual activities. University students as a population are thus believed to fall into an 

age category and social environment that places them at high risk for contracting HIV. As 

discussed by Michel in HEAIDS (2004), the concentration of young people at institutions 

in the Higher Education sector, the combination of structured and informal opportunities 

to meet and socialize in the absence of adult supervision and in the presence of 

intoxicating substances are likely to encourage contact with multiple- and serial sex 

partners. 

Lastly, students from Stellenbosch University indicated (via the answering of 

questionnaires), that "a conversation with someone you trust" could be a powerful tool in 

preventing HIV in a generation with "Aids fatigue". The students themselves thus 

appealed for a shift away from formal lectures on HIV and Aids to informal discussions 

with fellow students. Peer educators were therefore needed to bridge the gap between 

lecturers and students. 

The Stellenbosch University HIV peer education training program could be defined as a 

process whereby trained facilitators empowered and assisted students to educate their 

peers in a structured manner, to informally model healthy behavior, to recognize peers in 

need of additional help and refer them for assistance, and to promote activism and 

become advocates for youth health. The aim of the peer education training program was 

thus to promote HIV awareness and knowledge and to encourage safer sexual practices 

amongst students through empowering a group of students to serve their peers as 

informal educators, role models, referral sources and activists. 

The goals of the program were to effect change at the individual as well as the 

. professional level through modifying knowledge, attitudes and practices/behavior of 

students, as well as through the development of skills in students as future professionals 

to manage HIV prevention and care in the workplace environment. The intended results 

(outcomes) of the program could be divided into both short-term and long-term goals. 

The short-term or initial results included increased knowledge, improved attitudes and 

changed behavior, as well as an awareness of services and support available on 

campus. This goal also included the empowering of peer educators so that they could 
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confidently carry out the four roles of peer educators. The long-term results included 

sustained changes in the above-mentioned initial results, mobilizing campus social 

structures to support change and diversity, creating a society that would enhance student 

awareness of HIV and Aids through campaigns, events and activities and reducing 

stigmatization and discrimination towards people living with HIV and Aids. 

This chapter provides a summary of the research study conducted, including a 

discussion on the research findings and conclusions. In the light of these findings, 

recommendations are then made and discussed in detail. The chapter then goes on to 

discuss the strengths and limitations of the research and closes with the final 

conclusions. 

7 .2 Summary of' research study 

As stated in Chapter 1, this study aimed to determine whether the HIV peer education 

training program had achieved its stated outcomes, and had had a positive effect on the 

participants. The study was informed by a literature review, as discussed in Chapter 2, 3 

and 4. The literature review explored the seriousness of the HIV and Aids pandemic in 

South Africa, with particular reference to the susceptibility of young people. It further 

investigated the Higher Education Institutions' response to the HIV pandemic and paid 

particular attention to the merit of peer education programs as strategic responses to HIV 

prevention. Chapter 4 also provided an in-depth discussion of the Stellenbosch 

University's HIV peer education training program, including a logic model. Chapter 5 

focused on the research design and methodologies used. All the data collection 

instruments used were then also discussed in detail. Chapter 6 presented and discussed 

the findings from the qualitative and quantitative data analysis collected, analyzed and 

presented in two separate phases. Chapter 7 summarized and concluded the research 

study and made important recommendations for implementation when planning future 

programs. 
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7.3 !Research dlesign and methodology em1Ployedl 

A results-based program evaluation research design was employed in this research 

study with the aim of successfully answering the following main research question: 

To what extent was the Stel!eD111bosclh Ull'llnversoty H~V peer edl1LJ1catioD11 tiraonill'1lg 

program successfllJI~ (or not) on achieving its 0D11te111dled outcomes? 

As well as the following secondary research questions: 

Jt To what extent did the peer education training program influence participants' 

knowledge related to HIV, Aids and high-risk behaviors? 

Jt To what extent did the peer education training program influence participants' 

attitudes towards diversity especially related to different sexual orientations and 

people living with HIV? 

Jt To what extent did the peer education training program influence participants' 

behaviors and high risk practices? 

The main objective of the study was thus to determine whether the peer education 

training program had achieved its intended results or outcomes, and whether it had 

therefore had a positive effect on the participants, especially with regard to their 

knowledge, attitudes and behavior. In order to answer the research questions 

successfully a mixed-methods approach to data collection and analysis was employed, 

using both qualitative and quantitative methods. According to Green and McAllister 

(1998) the use of mixed methods enhances program evaluation through triangulation, 

complementation, development, initiation and enrichment. 

Data were collected in two phases. Phase 1 involved the completion of pre- and post

training questionnaires. Phase 2 involved focus group interviews, individual interviews, 

portfolios and evaluator observations. The research instruments used in the study thus 

included questionnaires, interviews, portfolios and observation. Since quantitative 

methods were used only for the questionnaires, the qualitative paradigm had the 

dominant status in this research study. All qualitative data was analyzed by means of the 

circular process of content analysis as discussed by Henning et al. (2004 ). The 
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quantitative data were approached in a quasi-experimental design. The quantitative data 

was analyzed using Statistica Version 7.1 computer software, employing the ANOVA test 

for the analysis of the Likert-scale questions and . the McNemar test for two-level 

questions, such as the yes/no and agree/disagree questions. 

For this evaluation, purposeful selection was used as the sampling method. Patton 

(2002) lists 16 different types of purposeful sampling. The type chosen for this study was 

maximum variation/heterogeneity sampling, which involves purposefully selecting 

participants who exhibit a wide range of variation in the dimensions of interest. 

The sample size (N) was 31 and constituted of a varied group of students of diverse 

gender, age, years of study, courses of study and religious backgrounds. For the 

purpose of this study, the unit of analysis was the group of students enrolled to 

participate in the training program. 

The study adhered to basic ethical principles throughout the collection and analysis of 

data. These ethical principles included informed consent and protecting participants' right 

to privacy, including voluntary participation, anonymity and confidentiality. The ethical 

principles of beneficence and non-malfeasance were also employed, thus causing no 

harm to participants in any way and ensuring that the benefits of participation outweighed 

any costs. 

7.4 AnUci1Pated 1L1se of res1LO~ts 

As discussed in Chapter 1, the Stellenbosch University HIV peer education training 

program was hosted for the first time in 2004 and was only in its pilot phase. 

Furthermore, the training program applied the principles set out in Rutanang, but adapted 

them for the University's particular institutional context, culture and circumstances. It was 

thus very important to evaluate the training program and to determine whether the stated 

outcomes had been achieved and whether it had had a positive effect on the participants, 

before the training program was repeated. 

Stellenbosch University  https://scholar.sun.ac.za



214 

The results of the evaluation will thus be employed in the planning of future programs. By 

building on the identified strengths, and modifying the weaknesses, future programs 

could be improved. The findings could be further used to demonstrate to program staff 

and funders the extent to which the program has achieved its aims and to provide 

feedback to participants and other stakeholders. 

7 .5 Evah.oatio1111 of tlhle trai1111ing program 

In the following section the findings of the evaluation of the Stellenbosch University HIV 

peer education training program are discussed. Firstly, the main findings are 

summarized, followed by a summary of the strengths and the weaknesses. The section 

concludes with recommendations for future training programs, which were derived from 

the identified weaknesses. 

7.5.11 SL.Dmmary of main evah.oateoni findings 

A definite need for an HIV peer education approach was identified at Stellenbosch 

University, leading to the piloting of an HIV peer education training program. Findings 

indicated. that participants and facilitators considered the peer education approach and 

the trained peer educators to be capable of addressing the need on campus. The pilot 

training program was thus considered successful by both facilitators and participants and 

should be repeated once the recommended changes have been made. 

The findings revealed that the success of the peer education approach was related to the 

diversity of the peer educator group. Maximum diversity among the peer educators 

allowed each peer educator to make a difference to the wider student population by just 

reaching out to their own group of peers. 

Although many of the participants entered the training with sound prior knowledge of the 

broad subject of HIV and Aids, the participants' knowledge of STls, condoms, available 

services, as well as means of reducing personal risk (such as having fewer sexual 

partners and correctly and consistently using condoms) increased. Participants appeared 

to be open and non-discriminating by nature, but still reported that during the training 
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their attitudes had changed in line with the desired outcomes and said that they 

subsequently not only accepted diversity but were able to respect it too. At the outset of 

the program, most participants felt that they had already taken responsibility for their own 

sexual decisions and protected themselves either through abstinence or using condoms. 

However, after the training they reportedly still made further behavior changes, such as 

reducing their alcohol intake and going for VCT to find out their status. Although the 

research study did not evaluate long-term outcomes, the above-mentioned changes in 

knowledge, attitudes and behavior had still been maintained over the full ten-month 

period of the evaluation study (i.e. 12 months after the training had finished). 

Achieving the outcome of increasing the participants' knowledge not only referred to 

knowing more facts about HIV and Aids but implied acquiring a much wider awareness of 

the HIV pandemic and all the underlying issues. This awareness included an 

appreciation for factors that could increase a person's vulnerability or susceptibility to 

HIV; the ability to identify needs and risks on campus; the awareness of services 

available, as well as a greater knowledge of risk in their own lives and how to reduce this 

risk. 

As mentioned earlier, the outcome of changing participants' attitudes not only meant 

displaying tolerance for other peoples' culture, traditions, views and opinions but also 

respecting it. This thus meant that participants had to come to accept that people make 

different choices, realize that not everybody was equally empowered to make choices; 

recognize that certain issues (such as gender inequalities, the lack of knowledge and not 

being empowered) could influence one's ability to take decisions about one's sexual 

health and understand that certain attitudes (such as conservatism) could have both 

positive and negative consequences. 

Achieving the outcome of behavior changes included the participants reportedly making 

changes in their personal behavior and in identifying and reducing their personal risk. It 

also included embracing practices that would enable them to play the expected roles of 

peer educators, including gaining sufficient confidence to discuss sensitive topics with 

peers. It thus included reported behavior changes in both the personal and professional 

capacity of the peer educators. 

I 
i 
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It was indicated that certain factors could be simultaneously regarded as risk factors, as 

well as advantageous factors. Examples of such factors in this study include diversity, 

religion, freedom and peer pressure. Conservatism is also considered such a factor. In 

the context of the University, conservatism and strong traditional values still tend to lead 

to gender inequality and discrimination. This increases the vulnerability of women, and 

places them at increased risk of contracting HIV. Many female students are not 

empowered or assertive enough to make decisions about their own sexual health. Peer 

pressure exacerbates the problem, since female students link their own self-esteem to 

being in a relationship. Further pressure within these relationships could lead to 

inappropriate or unsafe sexual activity and even coercive sex. 

The findings revealed that the participants' perceptions and personal definition of risk 

related to how highly they rated their personal risk of contracting HIV. Participants who 

indicated that they were taking responsibility for their own sexual health by not engaging 

in risky behavior and abstaining from sexual activities placed themselves at a very low 

risk for contracting HIV. None of the participants considered themselves at high risk for 

contracting HIV. The majority of participants regarded themselves to have only a small 

risk of contracting HIV, while a number of participants considered themselves to be at no 

risk at all. 

It was found that attitude changes towards the intended outcomes were influenced by 

befriending people from the specific populations in question. The participants' positive 

changes towards HIV positive and homosexual persons could thus be related to 

participants associating closely with and befriended both people living with HIV and 

people with diverse sexual orientations during the training workshops. Conflicting 

attitudes towards people living with HIV, however, indicated that the participants held 

different values for people close to them (such as family and friends) and for strangers. 

7 .5.1.1 Strengths of the training program 

The main strength of the program was rooted in the diversity within the group of 

participants as it meant that as a group they would be able to reach a diverse student 

population by each just reaching out to their own peers. Participants indicated feeling 

empowered and able to fulfill their roles as peer educators and felt that they could make 
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a difference on campus by being part of a larger group. Other strengths of the program 

that were identified included: 

The open and positive learning atmosphere during the initial weekend training 

sessions, as well as the follow-up training sessions; 

Jt The participants' openness and willingness to participate in all the activities; 

Jt The ongoing process of training (including mentoring, follow-up sessions and 

continuous support to participants) that also ensured that changes were 

sustained; 

Jt The expertise, experience and knowledge of facilitators; 

Jt Providing peer educators with various referral sources relating to HIV and 

healthcare services available on and around campus; 

Employing the ABC approach, thus acknowledging the importance of abstinence 

but also acknowledging the importance of the other prevention messages; and 

Providing procedures and protocol fo be followed in certain situations, such as 

after rape. 

7.5.11.2 Wea~nesses of tlhle training 1Pro91ram 

The findings also identified certain weaknesses in the training program. Two major 

oversights were identified in the training program and need to be addressed in future 

training programs. These oversights included not placing enough emphasis on causal 

factors, such as substance abuse, that increase the risk of contracting HIV, as well as not 

focusing on practicing skills. 

Behaviors such as substance abuse, risky sexual behavior, negative attitudes and 

gender inequality correlated with HIV infection and an increased risk of becoming HIV 

positive. In the light of this, Pettifor et al. (2004) emphasize the need for all HIV 

prevention programs, especially those hosted by higher education institutions, to address 

these issues. Although the training program touched on these issues, not enough 

emphasis was placed the need to identify and address these risks individually and within 

one's peer group with a view to reducing vulnerability to HIV infection. Participants 

expressly highlighted this gap in their training and felt that they could not successfully 

discuss and address these issues with their peers. 
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Furthermore, the training program mainly focused on theory and the dissemination of 

knowledge through facts and did not give sufficient attention to the practicing of skills. 

The importance of practicing skills is confirmed by Everts (2003) who says that peer 

educators have to be trained and supervised to perform interpersonal helping tasks, 

including listening, offering support, suggesting alternatives and engaging in other verbal 

and non-verbal interactions. Although the training did include a limited amount of skills 

training (such as a condom presentation), participants were not given the opportunity to 

repeat and practice these skills within the training environment. Participants thus based 

their confidence on the knowledge they had gained but did not always feel confident 

about their practical skills and how to facilitate conversations. Further weaknesses 

identified included: 

Facilitators spent too much time on logistics such as administration, catering and 

finances which divided their attention and resulted in a loss of training time; 

1t Not enough variation of facilitators; 

Jt A very long and full program led to information overload and exhaustion; 

1t Too many questions and discussions meant that important topics had to be 

rushed through and some information was omitted; and 

The training program was prepared as a lecture, containing learning outcomes 

that had to be reached, which added to the time constraints and information being 

left out. 

In the light of the above-mentioned findings (especially the weaknesses), a number of 

recommendations can be made. These recommendations are made with the intention of 

optimizing the successful use of the peer education approach as a strategic response to 

HIV prevention at the Stellenbosch University and other HEls, and with the belief that the 

peer education approach could evolve into a successful social cure and lead· to a 

reduction in HIV infections especially among young people. 

7 .5.2 Recomme01datnons regardoll'Ug the training program 

The omission of in-depth discussions relating to causal factors underlying HIV infection 

is considered a major weakness in .this training program. In the light of this, it is 

recommended that future training programs place some emphasis on factors that 
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increase individual vulnerability to HIV infection. From the research findings (taking the 

context of the Stellenbosch University into consideration) these discussions should focus 

on the following topics: 

Jl Substance abuse, especially alcohol abuse; 

Jl Gender inequality and the vulnerability of women; and 

Jl Coercive sexual practices, such as rape, date rape and transactional sex. 

It is recommended that future training programs include a large component of slkms 

trno1110011g, including techniques such as role-play. The lack of opportunities to practice 

skills was a major oversight in this training program. Its main focus was on theory and the 

dissemination of knowledge and it did not pay enough attention to the practical 

application of the knowledge the participants gained. 

The dilemma regarding using English as only medium for the training program was 

discussed in Chapter 6. English was chosen as the language medium for training since 

not all participants could speak or understand Afrikaans, and English was the only 

common language of the participants. Some participants' voices, however, were not 

heard, since they had difficulty keeping up with conversations conducted in English as a 

second or third language and struggled to express themselves. Future training programs 

should be facilitated in both languages, d11.Dal-medi1U1m. This recommendation, however, 

could cause further dilemmas and should be carefully considered and planned 

innovatively. If not facilitated correctly, dual-medium training could place further stress on 

the already tight time allocations for individual topics, participants could become bored 

while presentations are done in 'the other language' and the feeling of unity within the 

group could be compromised. 

Participants felt that the long sessions presented by a single facilitator were a weakness 

of the training program. In the light of this, the evaluator recommend that a variety of 

facilitators are used, with each presenting shorter information sessions, in an attempt to 

vary the voices and presentation styles, which would better hold participants' 

concentration over long periods. Future programs also need to put support structures in 

place to handle the logistical aspects, such as catering and the copying and handing out 

Stellenbosch University  https://scholar.sun.ac.za



220 

of notes, thereby allowing facilitators to focus exclusively on the participants' training 

needs. 

The group of participants who voluntarily enrolled themselves to become peer educators 

appeared to be naturally non-discriminative; they had sound prior knowledge and did not 

engage in extreme risk-taking behavior. The group, however, experienced difficulty in 

placing themselves in the mindset of the wider student population and could possibly not 

appeal to those students in need of the most support. The evaluator · therefore 

recommend that the focus of recruiting should not necessarily be the leaders or 'goody

two-shoes' students, but those who generally associate more with high-risk crowds in 

high-risk places. 

Enough time should be allocated to each information session through better planning 

and time management. This is reduce the risk of information overload, which leads to 

confusion and the incorrect processing of information. In the light of this, training could be 

extended over three weekends, to avoid cramming too much information into a limited 

time period. Training on Sundays should be avoided due to very low energy levels, as 

well as for religious considerations. The final recommendation involves formalizing the 

training program in such a way within the University so that students could receive 

credits or some sort of acknowledgement for their participation. This could ensure a 

greater commitment from the participants and reduce the drop-out rate. 

7 .6 The research study 

The evaluator was aware that the research study contained both strengths and 

limitations. These strengths and limitations were taken into consideration while 

interpreting the results. Strengths and limitations with regard to the method, sample, 

research instruments and data analysis could have had an impact on the findings. The 

various strengths and limitations identified in the study are discussed in the next section. 
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7.6.1 Strengths of tlhe research study 

The use of the mixed-method approach to data collection and analysis can be regarded 

as a strength of this research study. Through the use of mixed methods, findings could 

be triangulated, that is finding were tested for consistency and confirmed by employing 

multiple data collection instruments and multiple data analysis methods. Results from 

quantitative data collection and analysis methods were clarified and illustrated by means 

of qualitative data collection and analysis (complementation). Results from Phase 1 

shaped subsequent methods used in Phase 2 by stimulating new research questions and 

challenging the results obtained, thereby complementing findings and adding depth 

(development and initiation). The quantitative data from the pre- and post-training 

questionnaires measured numbers, percentages, averages, and statistics indicating 

frequencies, statistical significance and tendencies. It, however, could not explain the 

outcomes and responses clearly and this was needed to give a clearer understanding. 

By employing dominantly q1U1alitatnve methods of data collection and analysis, the 

research yielded rich descriptions, providing depth to the evaluation by exploring the 

''why" in an attempt to understand the context of certain behaviors and the emotions of 

the participants involved. 

A further strength of the research study included the exterodled observation of 

participants in various contexts over time, which provided a deeper understanding of both 

the training process and lifestyle changes made by the participants. Participants were 

observed for the full length of both training workshops, at all the mentoring sessions and 

at the follow-up training workshop. These observations occurred over a period of ten 

months. 

7.6.2 limitations of tlhe research st1U1dy 

The small size of the research sample (N=31) can be regarded a limitation of the 

research study, especially for quantitative data analysis. This also affected the reliability 

of the quantitative data. The reliability of the quantitative instruments used in this 

research study (pre- and post training questionnaires) could not be determined for 

numerous reasons, including the small sample size, non-homogeneous responses that 
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did not measure a single homogeneous concept, and the fact that there was no control 

group. 

While participants indicated making behavior changes directly due to the training 

intervention, this could not be statistically proved since 010 control group was used. 

Even though this may be seen as a limitation of the research study, it was to the benefit 

of the training program and participants. The evaluator made a conscious decision not to 

use a control group since HIV initiatives are greatly underemphasized on campus 

rendering it unethical to withhold information requested by interested individuals who 

wanted to protect themselves and others from becoming infected with the HI · virus. 

Another consideration for making this decision was that fewer students enrolled for the 

HIV program than had been originally anticipated. 

A further limitation of the research study is the absence o1f q1U1estoorenaire piloting. As 

stated in Chapter 4 the evaluator joined the process at a very late stage and there was 

not sufficient time to organize questionnaire piloting before the actual training started. 

The qi1U1alitatove data in this research study has not been analyzed in depth and should 

be analyzed further and to a deeper level of abstraction. 

7.6.3 Recommendations regarding the research! st1U1dy 

This research study mainly focused on evaluating whether the training program had 

achieved its stated immediate or short-term outcomes. The long-term results and impact 

were not measured by this study, but are recommended for future research. 

~mpact assessments and longit1U1dinal stL11does evaluating the impact of the peer 

education approach on both the peer educators as well as the wider student population 

could be conducted. Such studies could also expand on this research study, measuring 

whether indicated changes were sustained in the longer term. Longitudinal studies could 

further aim to track peer ed1U1cators and evaluate whether they were using any 

knowledge and skills gained during the peer education training program in their 

professional capacities or other environments. 
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Even though the evaluator made a conscious decision during the quantitative data 

collection, not to use a control Qll"OIUllP (as discussed in Section 7.7.2) future quantitative 

research studies should consider employing control groups to evaluate whether the 

training program itself was directly responsible for all indicated knowledge gained and 

changes in behavior and attitude made. Control groups could be considered should more 

students apply for peer education training than can be accommodated. 

There is also a need for future research to measure the impact of the tlleailtlh Promoter 

as 'special peer educator'. The study should evaluate the impact of the HP's disclosure 

(giving a face to people living with HIV) and his involvement within the training program 

on participants' changes in risky behavior and attitudes regarding people living with HIV. 

7. 7 Conclusions 

The findings of the research study showed that the program was successful in achieving 

its stated short-term outcomes, thus also indicating a positive change in participants' 

knowledge, attitudes and behavior related to HIV. The findings of the research study, in 

relation to the research aim, objectives and research questions, can be summarized as 

follow: 

1t According to the findings from all the data collected and analyzed the 

Stellenbosch University HIV peer education training program was successful in 

achieving its intended outcomes. 

The participants, as well as the facilitators, considered the peer educators 

empowered with increased knowledge, information and understanding of the facts 

relating to HIV and Aids, including a heightened awareness of services available. 

The participants indicated their intentions to take more responsibility for their 

sexual behavior by reducing the number of sexual partners and through correct 

and consistent condom use. Participants who were not sexually active did not 

indicate any changed intention to become sexually active prior to marriage. 
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Peer educators indicated being open and accepting to, as well as respectful of 

diversity. 

Participants said they felt sufficiently empowered to implement the four roles 

expected from trained peer educators, those of educators, role models, activists 

and referral sources. 

7 .8 1Eval1U1ator's l!"eflection 

As an evaluator having a keen interest in HIV and Aids, especially in relation to 

education, including Higher Education, I found it very rewarding to share my passion, as 

well as my concerns, with other individuals, both staff and students, dedicated and 

enthusiastic about fighting HIV by making a difference in their own and others' lives. I 

observed the training process over an extended period of ten months. It was a pleasure 

to be able to share in the whole process, including the weekend training sessions, 

mentoring and follow-up sessions. I learned a lot from the facilitators, as well as the 

participants and was delighted to observe transformation and growth in the participants. 

Sharing in the training process as an independent observer and not becoming involved in 

the group or the program was, however, a great challenge as I experienced this as very 

restricting and an aspect of the research study that in retrospect I would have 

approached differently. A more participative role would have been more rewarding. 

Looking back, the decision to use a mixed methodology approach to data collection and 

analysis, as well as approaching the research in two separate phases, served the 

research study well. By using mixed methods the evaluator could request elaboration on 

responses and could interpret the 'why's' and 'how's' pertaining the quantitative data. It 

was further beneficial to divide the study in two phases, since data collected and 

interpreted in Phase 1 informed the process of data collection and analysis in Phase 2. 

This ensured a richer data base. 

As the evaluator I was pleased to confirm through the evaluation findings that the training 

program was considered successful in achieving its intended outcomes and in having a 

positive effect on participants' knowledge, attitudes and behavior. I knew that proving the 
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success of the program would lead to future programs, as well as the peer education 

approach being implemented further by Stellenbosch University as a long-term response 

to HIV and Aids. The evaluation further identified weaknesses in the training program. 

This is vital for the planning and implementation of future programs. The training program 

has since been hosted twice more and the implementation of the recommended changes 

has made a significant difference to the standard of the program and the quality of 

training. 

· 7 .9 IFinai~ co111ch.11suons 

This chapter summarized the results-based program evaluation research study of the 

Stellenbosch University HIV peer education training program, as discussed throughout 

the previous seven chapters. From the research findings it can be concluded that, even 

though certain limitations were identified and recommendations for improvement could 

be made, the program was successful in achieving its stated short-term outcomes, and 

showed a positive change in participants' knowledge, attitudes and behavior related to 

HIV. 
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ADDIENDUM A~ 

?IRIEsllRA~N~NG QIUJIESl~ONNA~RIE 
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UNIVERSITEIT VAN STELLENBOSCH 

STELLENBOSCH !UNIVERSITY 

MIV l?rogrc:nm ~ HIV !Program 
IPORTUURLEIER 0PLEIDING I IPEER EDUCATION TRAINING 

Pre-test aii'Ud Post-test 
adapted from: J' ohii'Us Hopkili'Us 

IB~oomberg School of PulbHc Health Cerntre for Commurnity Programmes 

I Voortoets/Pre-tes~ rn 
Vraelys no./ Questionnaire nr. 

AFDELING A I SECTION A 

1. Ouderdom I Age: rn 
2. Geslag I Sex: Manlik/ Male 1 

Vroulik/ Female 2 

3. Bevolkingsgroep I Race: Swart/ Black 1 

Brµin/ Coloured 2 

lndier/ Indian 3 

Blank/ White 4 

4. Godsdienstige orientasie I Religion: .............................................................................. . 

5. Studierigting I Study course: ........................................................................................ . 

6. Studiejaar I Year of study: ........................................................................................... . 

7. Is jy 'n lid van enige organisasie, klub of komitee by die Universiteit? I Are you a member of any 

organization, club or committee at University? (lndien wel, lys dit asb. I If yes, please name 

them) ....................................................................................................................... . 

8. Vul jy enige leierskapsposisies by die Universiteit? I Do you fill any leadership positions at the 

University? (lndien wel, lys dit asb. / lfyes, please name them). 

9. Woon jy tydens die akademiese jaar in Stellenbosch? I Do you live in Stellenbosch during the 

academic year? (indien nie, noem asb dorp /If not, please name 

town) ...................................................................................................................... . 

10. Woon jy in 'n koshuis, studente huis of privaat? I Do you live in a hostel, student house or 

privately? ...................................................................................................................................... . 
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AFDELING B I SECTION B 

1. Merk asb met 'n X of jy Baie Sterk Saamstem (SA), Saamstem (A), Nie Saamstem Nie 

(D), Baie Sterk Nie Saamstem Nie (SD) met elke stalling: I Please indicate with a X whether 

you Strongly Agree (SA), Agree (A), Disagree (D), or Strongly Disagree (SD) with each 

statement: 

SA A D SD 
n Persoon kan M IV positief raak na 'n eerste seksuele 
aktiwiteit I A person can get HIV/AIDS the first time they have 
sex. 
MIV/ VIGS kan versprei deur orate seks I 
HIV/AIDS can spread throuQh oral sex 
MIVNIGS kan versprei deur diep-oopmond-soen I 
HIV/AIDS can spread through deep-open-mouth-kissing 
'n Persoon kan MIV opdoen deur 'n muskietbyt I 
A person can Qet HIV from a mosauito bite 
Daar is iets wat 'n persoon kan doen om te verhoed dat hut 
MIV positief raak I There are things a person can do to avoid 
gettinQ AIDS or the virus that causes AIDS. 
Daar is geen mediese genesing vir MIVNIGS nie./ 
There is no cure for HIV/AIDS 
Tradisionele genesers kan MIVNIGS genees I 
Traditional healers can cure HIV/AIDS 
Die risiko om MIV op te doen sat verminder indien jy jou 

· seksuele maat reeds 'n paar maande lank ken I The risk of 
HIV will become less after you have known your sexual 
partner for a few months 
'n Persoon wie reeds 'n seksueel oordraagbare infeksie het 
het 'n verhoogde risiko tot MIVNIGS blootstelling I A person 
suffering from a sexually transmitted infection has a higher 
chance of exposure to HIV/AIDS 
'n Persoon kan bloot deur 'n ander persoon se voorkoms 
bepaal of hut MIV positief is I A person can tell by looking at 
another personwhether they are HIV positive 
Dit is moontlik vir 'n persoon wie gesond lyk om MIV positief te 
wees / It is possible for a healthy looking person to be infected 
with the HIV virus 
MIV kan oorgedra word van moeder na kind I HIV can be 
transmitted from a mother to child? 

1. As 'n persoon homself/haarself beperk tot seks met slegs een getroue maat, het die persoon 'n 

gelyke risiko, groter risiko of kleiner risiko om MIV op te doen? I If a person limits 

himself/herself to having sex with only one faithful partner, does this person have an equal risk, 

greater risk or a lesser risk of contracting HIV? 

GEL YKE RISIKO I EQUAL RISK 1 

GROTER RISIKO I GREATER RISK 2 

KLEINER RISIKO I LESSER RISK 3 
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3. As 'n persoon 'n kondoom dra elke keer wanneer hy/sy seks het, het die persoon 'n gelyke 

risiko, grater risiko of kleiner risiko om MIV op te doen?/ If a person uses a condom whenever 

he/she have sex, does this person have an equal risk, greater -risk or a lesser risk of 

contracting HIV? 

GEL YKE RISIKO I EQUAL RISK 1 

GROTER RISIKO I GREATER RISK 2 

KLEINER RISIKO I LESSER RISK 3 

4. Wat kan 'n persoon doen om die opdoen van MIVNIGS te vermy? I What can a person do to 

avoid contracting HIV/AIDS? Merk asb. alle moontlikhede met 'n X I Please indicate all 

possibilities with a X. 

Vermy seks I abstain from sex 

Gebruik kondome I use condoms 

Gebruik kondome met hoe risiko seksuele maats I use condoms with high risk partners 

Beperk seks tot een seksuele maat / limit sex to one partner 

Beperk aantal seksuele maats / limit number of sexual partners 

Vermy seks met sekswerkers I avoid sex with prostitutes 

Vermy seks met homoseksuele persone I avoid sex with homosexuals 

Vermy bloedoortappings I avoid blood transfusions 

Vermy inspuitings I avoid injections 

Vermy soen I avoid kissing 

Vermy muskietbyte I avoid mosquito bites 

Kry behandeling van 'n tradisionele geneser I seek protection from a traditional healer 

5. Wat sal jy persoonlilk doen om die opdoen van MIVNIGS te vermy?/ What will you 

personally do to avoid contracting HIV/AIDS? 

Prioritiseer asb. van 1 - 5 op 'n voorkeur skaal waar 1 as die belangrikste beskou word./ 

Please prioritise from 1 - 5 on a scale where 1 is regarded as the most important 

Vermy seks I abstain from sex 

Gebruik kondome I use condoms 

Gebruik kondome met hoe risiko seksuele maats I use condoms with high risk partners 

Beperk seks tot een seksuele maat / limit sex to one partner 

Beperk aantal seksuele maats I limit number of sexual partners 

Vermy seks met sekswerkers I avoid sex with prostitutes 

Vermy seks met homoseksuele persone I avoid sex with homosexuals 

Vermy bloedoortappings I avoid blood transfusions 

Vermy inspuitings I avoid injections 

Vermy soen I avoid kissing 

Vermy muskietbyte I avoid mosquito bites 

Kry behandeling van 'n tradisionele geneser I seek protection from traditional healer 
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6. Behalwe vir MIVNIGS lys al die ander seksueel oordraagbare infeksies waarvan jy bewus is I 

Apart from HIV/AIDS list all other infections that you know of that can be transmitted through 

sexual contact? 

7. Lys enige simptome van seksueel oordraagbare siektes by vroue I Describe any symptoms of 

sexually transmitted infections in women: 

8. Lys enige simptome van seksueel oordraagbare siektes by mans. I Describe any symptoms of 

sexually transmitted infections in men: 

AFDIELING C I SECTION C 

1. Merk asb met 'n X of jy Baie Sterk Saamstem (SA), Saamstem (A), Nie Saamstem Nie 

(D), Baie Sterk Nie Saamstem Nie (SD) met elke stelling: I Please indicate with a X whether 

you Strongly Agree (SA), Agree (A), Disagree (D), or Strongly Disagree (SD) with each 

statement: 

SA A D SD 
Dit is reg om voorhuwelikse seks te he / It is okay to have sex 
before marriaoe 
Meeste enkellopende mense van jou ouderdom het reeds ten 
minste een keer seks gehad I Most single people of your age 
have already had sex at least once 
As 'n meisie lief is vir haar kerel sal sy seks toelaat I A girl who 
loves her boyfriend will allow him to have sex with her. 
My gemeenskap/vriendekring plaas meer waarde op vroulike 
maagdelikheid as manlike maagdelikheid I My 
community/group of 
friends place more value on female virginity than male virginity 
As 'n meisie kondome by haar dra sal sy as goedkoop 
afgemaak word/If a girl carriers condoms she will be perceived 
as sluttish 
Dit kompliseer 'n verhouding indien die vrou ekonomies sterker 
as haar manlike maat is I It complicates a relationship if a 
woman has more economical power than her male partner 
Dit is nie realisties vir mans en vroue om 'n gelyke se in 
besluite te he nie /It is not realistic for men and women to have 
equal sav in decisions 
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Homoseksuele persone is meer promiskueus as hul 
heteroseksuele vriende I Gay guys and girls are more 
promiscuous than their straiqht peers 
Homoseksuele persone is betrokke by perverse seksuele dade 

I Gay guys and qirls are involved in perverted sexual acts 
Mans wie behandel word vir seksueel oordraagbare siektes 
behoort verplig te word om 'n MIV toets af te le./ Men who are 
treated for sexually transmitted diseases should be forced to 
test for HIV. 

2. Volgens jou mening, wat is die ideale ouderdom vir 'n meisie/vrou om vir die eerste keer seks 

te he? I In your opinion, what is the ideal age for a girl/women to have sex for the first time? 

3. Volgens jou mening, wat is die ideale ouderdom vir 'n seun/man om vir die eerste keer seks te 

he? I In your opinion, what is the ideal age for a boy/man to have sex for the first 

time? ............................................................................................................................................. . 

4. Volgens jou mening, wat is die ideale ouderdom vir 'n meisie/vrou om te trou? I In your 

opinion, what is the ideal age for a girl/women to marry? 

5. Volgens jou mening, wat is die ideale ouderdom vir 'n seun/man om te trou? I In your opinion, 

what is the ideal age for a boy/man to marry? 

6. lndien 'n persoon weet dat hy/sy MIV positief is of VIGS het dink jy dat hy/sy dit privaat behoort 

te hou of vir ander mense moet inlig? I If a person knows that he/she is HIV positive or has 

AIDS do you think that he/she should keep it private or inform other people? 

Hou rivaat I Kee rivate · 1 

6.1 Motiveer asb jou antwoord I Please motivate your answer 

7. lndien iemand in jou familie MIV positief is of VIGS het, sal jy verkies dat hulle dit privaat hou 

of ander mense inlig?/ If someone in your family is HIV positive or has AIDS would you prefer 

that it be kept private or would you prefer they inform other people ? 

Hou rivaat I Kee rivate 1 

7.1 Motiveer asb jou antwoord I Please motivate your answer. 
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8. Wat is jou persoonlike mening oor voorhuwelikse seks? I What is your opinion on a man and 

woman having sex before marriage? 

9. Wat is jou persoonlike mening oor getroude persone wie seksueel betrokke is by 'n ander 

persoon as hul huweliksmaat? I What is your opinion on a married person having sex with 

someone other than the marriage partner? 

10. Wat is jou persoonlike mening oor seks tussen twee volwassenes van dieselfde geslag? I 

What is your opinion on sex between two adults of the same sex? ............................................. . 

AFDELING D I SECTION D 

1. As jy nie seks wil he nie, hoe seker is jy dat jy seks sal kan weier: 
If you did not want to have sex, how confident are you that you would be able to refuse sex: 

BAIE SEKERNERY CONFIDENT = 1; NIE SEKIER/NOT CONFIDENT = 2; WEET NIE/DON'T 
KNOW=O 

Met 'n persoon wie jy ken vir 'n paar dae I With a person you have known a few 1 2 0 
days 
Met 'n persoon wie jy ken vir meer as drie maande I With a person that you have 1 2 0 
known for more than three months 
Met 'n persoon wie vir jou geskenke aanbied I With a person who offers you gifts 1 2 0 

Met 'n persoon vir wie jy diep omgee I With a person who you care about deeply 1 2 0 

Met iemand wie gesag oor jou het soos 'n lektor of werkgewer I With someone 1 2 0 
who have power over you like a lecturer or employer 

2. Hoe seker is jy dat jy die volgende sal kan doen: I How confident are you that you would be 

able to: 

BAIE SEKER I VERY CONFIDENT = 1 ; NIE SEKER I NOT CONFIDENT = 2; WEET NIE I 
DON'T KNOW= 0 

Bekom 'n metode van gesinsbeplanning wanneer jy dit nodig het I Obtain a family 1 2 0 
planning method when you need one 
Gebruik 'n kondoom elke keer wanneer jy seks het I Use a condom every time you 1 2 0 
have sex 
Vermy altyd seks wanneer jy dit nie wil doen nie I Avoid sex every time you didn't 1 2 0 
want it 
Gebruik 'n metode van gesinsbeplanning deurentyd indien jy nie swanger wil word 1 2 0 
nie I Use a family olannina method consistently if you do not desire to aet pre~mant 
Bly in 'n seksuele verhouding met slegs een persoon vir ses maande I Have a 1 2 0 
sexual relationship with only one person for 6 months 
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AFDELING E I SECTION E 

1. Hoeveel van jou ongetroude manlike vriende sou jy se het reeds seks gehad? I How many of 

your unmarried male friends would you say have had sex? 

ALMAL I ALL 1 
MANY I BAIE 2 
MIN/FEW 3 
BAIE MIN I VERY FEW 4 
GEEN I NONE 5 
ONSEKER/UNSURE 6 

2. Hoeveel van jou ongetroude vroulike vriende sou jy se het reeds seks gehad? I How many of 

your unmarried female friends would you say have had sex? 

ALMAL/ ALL 1 
MANY I BAIE 2 
MIN I FEW 3 
BAIE MIN I VERY FEW 4 
GEEN I NONE 5 
ONSEKER/UNSURE 6 

3. Voel jy ooit druk om seks te he? I Do you feel pressure to have sex? QA!YESI INEE/NOI 

3.1 lndien wel, waar kom die druk vandaan?/ If yes, where does this pressure come from? 

MAAT I PARTNER 1 
VRIENDE I FRIENDS 2 
MEDIA 3 
ANDER(noem)/OTHER 4 
(soecifv) ......................... 

4. Hoe algemeen is onwillige seks in jou vriendekring? I How common is unwilling sex in your 

group of friends? 

BAIE ALGEMEEN I VERY COMMON 1 
NIE ALGEMEEN I NOT SO COMMON 2 
GLAD NIE I NOT AT ALL PRESENT 3 
ONSEKER/UNSURE 4 

5. Hoe algemeen is verkragting in jou vriendekring? I How common is rape in your group of 

friends? 

BAIE ALGEMEEN I VERY COMMON 1 
NIE ALGEMEEN I NOT SO COMMON 2 
GLAD NIE I NOT AT ALL PRESENT 3 
ONSEKER/UNSURE 4 

6. Verruil enige van jou vriende seks vir geld of gunste? I Do any of your friends sell sex for 

money or favours? IJAIYESI INEE/NOI 
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7. Besoek enige van jou vriende sekswerkers?/Do any of your friends visit sex workers? 

PAIYESI lNEE/NOl 

7.1 lndien wel, hoe gereeld besoek hulle sekswerkers? I If yes, how often do they visit sex 

workers?. 

DAAGLIKS I DAILY 1 
WEEKLIKS I WEEKLY 2 
SOMS I OCCASIONALLY 3 
AMPER NOOIT I HARDLY EVER 4 

8. Ken jy enige persoon wie MIVNIGS het?/ Do you know anyone who has HIV/AIDS? 

I JAIYESj INEE/NOj 

9. Ken jy enige persoon wie gesterf het as gevolg van MIVNIGS? I Do you know anyone who 

has died of HIV/AIDS? 

PAIYESI INEE/NOI 

10. Dink jy dat enige van jou vriende 'n verhoogde risiko loop om die MIV virus op te doen?/ 

Do you think any of your friends are at risk of contracting the HIV virus? 

PAIYESI lNEE/NOl 

11. Oink jy dat enige van jou familielede 'n verhoogde risiko loop om die MIV virus op te doen?/Do 

you think any of you family members are at risk of getting the HIV virus? 

PAIYESI INEE/NOj 

12. Is daar enige van jou vriende wie alkohol misbruik? I Does anyone among your friends 

extensively consume alcohol? 

PAIYESI INEE/NOI 

12.1 Hoeveel van jou vriende gebruik alkohol? I How many of your friends use alcohol? 

ALMAL I ALL 1 
MANY I BAIE 2 
MIN/ FEW 3 
BAIE MIN I VERY FEW 4 
GEEN I NONE 5 
ONSEKER/UNSURE 6 

12.2 Hoe gereeld gebruik hulle alkohol? I How often do they consume alcohol? 

DAAGLIKS I DAILY 1 
WEEKLIKS I WEEKLY 2 
SOMS I OCCASIONALLY 3 
AMPER NOOIT I HARDLY EVER 4 

12.3 Doen hulle ooit enige van die volgende nadat hulle te veel alkohol gedrink het? I Do they ever do any 

of the following after drinking too much alcohol? 

- Gil I Yell 

- Skree I Shout 

- Verbale mishandeling I Verbal abuse 

- Fisieke mishandeling I Physical abuse 

- Besoek sekswerkers I Visit sex workers 

IJAIYESI INEE/NOI 

PAIYESj lNEE/NOj 

PAIYESI INEE/NOI 

PAIYESj INEE/NOj 

PAIYESI INEE/NOI 
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13. Het jy al ooit alkohol gedrink? I Have you ever consumed alcohol? PAIYESI INEE/NOI 

13.1 Hoe gereeld drink jy alkohol? I How often do you drink alcohol? 

DMGLIKS I DAILY 1 
WEEKLIKS I WEEKLY 2 
SOMS I OCCASIONALLY 3 
AM PER NOOIT I HARDLY EVER 4 

14. Gebruik enige van jou vriende dwelmmiddels? I Do any of your friends use drugs? 

PAIYESI INEE/NQ 

14.1 Watter tipe dwelmiddels gebruik jou vriende? I What type of drugs do your friends use? 

14.2 Hoeveel mense ken jy wie dwelmmiddels rook (uitsluitend sigarette)? I How many people do 

you know that smoke drugs (excluding cigarettes)? 

BAIE/ MANY 1 
MIN/FEW 2 
BAIE MIN I VERY FEW 3 
GEEN I NONE 4 
ONSEKER/UNSURE 5 

14.3 Hoeveel mense ken jy wie dwelmmiddels inspuit? I How many people do you know that 

inject drugs? 
BAIE I MANY 1 
MIN /FEW 2 
BAIE MIN I VERY FEW 3 
GEEN/NONE 4 
ONSEKER/UNSURE 5 

14.4 Is enige van jou vriende verslaaf aan dwelmmiddels/ I Are any of your friends addicted to 

drugs? PAIYESj INEE/NQ 

15. Gebruik jy enige dwelmmiddels? I Do you use any drugs? PAIYESj INEE/NOI 

15.1 Het jy al ooit dwelmmiddels gerook (uitsluitend sigarette)? I Have you ever smoked drugs 

(excluding ordinary cigarettes)? PAIYESj INEE/NQ 

15.2 Het jy al ooit dwelmmiddels ingespuit? I Have you ever injected drugs? PAIYESj INEE/NOI 

15. 3 Hoe gereeld gebruik jy dwelms? I How often do you use drugs? 

DMGLIKS I DAILY 1 
WEEKLIKS I WEEKLY 2 
SOMS I OCCASIONALLY 3 
AMPER NOOIT I HARDLY EVER 4 
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AFDELING F I SECTION F 

1. Watter persentasie studente dink jy is seksueel aktief? I What percentage of students do you 

think are sexually active? 

2. Het jy al ooit seks gehad? I Have you ever had sex? QA!YESj INEE/NOI 

llFYESI: 

2.1.1 Hoe oud was jy toe jy die eerste keer seks gehad het?/How old were you when you first had 

sex? ........................................................................................................................................... . 

2.1.2 Toe jy die eerste keer seks gehad het hoe oud was jou seksmaat op daardie stadium?/ When 

you first had sex, how old was the partner with whom you had sex, at that time? 

2.1.3 Toe jy die eerste keer seks gehad het, wou jy op daardie stadium in jou lewe seks gehad het 

of sou jy eerder wou wag?/ When you first had sex, did you want to have sex at that time in 

your life, or would you have preferred to wait? 

2.1.3.a Motiveer asb jou antwoord I Please motivate your answer: ....................................................... . 

2.1.4 Hoeveel seksuele maats het jy altesaam in jou leeftyd gehad? I How many sexual partners 

have you had i1111 your lifetime? .................................................................................................. ,. 

2.1.5 Het jy gedurende die afgelope drie maande seks gehad? I Have you had sex in the last 

three months? QA/YESI INEE/NQ 

2.1.6 Hoeveel seksuele maats het jy die afgelope dirie maande gehad? I How many sexual 

partners have you had within the last three months? ............................................................... . 

2.1. 7 Is jy huidiglik seksueel aktief? I Are you currently sexually active? QA!YESj INEE/NQ 

2.1.8 Wanneer was die laaste keer dat jy seks gehad het?/ When was the last time you had 

sex? .............................................................................................................................................. . 

2.1.9 Toe jy laas seks gehad het, het jy of jou maat enige iets gebruik om julle te beskerm teen 

ongewensde swangerskap? I When you had sex the last time, did you or your partner use 

anything to protect yourself against pregnancy? QA/YESI INEE/NOI 

2.1.9.a lndien wel, wat het julle gebruik? /If yes, what did you use? ....................................................... . 
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2.1.1 O Toe jy laas seks gehad het, het jy of jou maat enige iets gebruik om julle te beskerm teen 

seksueel oordraagbare infeksies insluitend MIV?/ When you had sex the last time, did you or 

your partner use anything to protect yourself against sexually transmitted infections including 

HIV? QA/YE§ INEE/NQI 

2.1.10.alndien wel, wat hetjulle gebruik? /If yes, what did you use? ...................................................... .. 

2.1.11 Het jy al ooit geld of geskenke van jou maat ontvang voor of na seks? I Have you ever 

received money or gifts from your partner before or after sex? QA/YE§ INEE/NOI 

2.1.12 Het jy al ooit geld of geskenke aan jou maat gegee voor of na seks? I Have you ever given 

money or gifts to your partner before or after sex? QA!YESJ INEE/NOI 

2.1.13 Het iemand jou al ooit forseer om seks te he? I Has anyone ever forced you to have sex? 

I JA/YE§ INEE/NQI 

2.1.14 Het jy al ooit iemand forseer om met jou seks te he? I Have you ever forced anyone to have 

sex with you? QA/YE§ INEE/NOI 

2.1.15 Woon jy huidiglik saam met 'n seksuele maat? I Are you currently living with a sexual partner? 

QA/YE§ INEE/NQI 

2.1.16 Oink jy dat jy die reg het om seks te weier?/ Do you think you have the right to refuse sex? 

2.1.17 Het jy 'n vaste seksuele maat? I Do you have a regular partner? 

QA!YESI INEEINOI 

QA/YE§ INEE/NQI 

2.1.17 .alndien wel, hoe lank het jy reeds die seksuele maat? / If yes, how long have you been with this 

regular partner? ............................................................................................................................ . 

JIFNO:i 

2.2.1 lndien jy nog nie seksueel aktief is nie, hoekom nie? / If you are not sexually active, why 

not? ............................................................................................................................................... . 

2.2.2 Hoe lank beplan jy om voort te gaan sander seks?/ How long do you plan to continue to not 

have 

sex? ........................................................................................................................................... . 

2.2.3 Voel jy gemalik om met jou vriende te praat oor jou onthouding? I Do you feel comfortable 

talking to your friends about your abstinence? I JA/YESI INEE/NOI 
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2.2.4 Wat beteken die term onthouding/ "abstinence" vir jou persoonlik?/ What does the term 

abstinence mean to you? ............................................................................................................ . 

2.2.5 Waarvan onthou/ "abstain" jy persoonlik? I What are you abstaining from? ........................... . 

3. Het jy gedurende die afgelope jaar met jou maat gepraat oar die term veiliger seks /"safer 

sex"?/ In the past year have you talked about the term safer sex with your partner? 

I JAIYESI INEE/NOI 

3.1 Wat beteken die term veiliger seks/"safer sex" vir jou persoonlik?/What does the term safer 

sex mean to you? ...................................................................................................................... . 

4. In jou persoonlike geval dink jy jou risiko om MIV op te doen is:/ In your particular case do you 

think your risk for contracting HIV is: 

GERING I SMALL 1 
MATIG I MODERATE 2 
GROOT I GREAT 3 
GEEN RISIKO I NO RISK 4 

AFDEllNG G I SECTION G 

1. Weet jy waar jy kondome kan bekom? I Do you know where you can obtain condoms? 

PAIYESI INEE/NOI 

1.1 Waar kan 'n persoon oral kondome kry? I Where can one get a condom? 

2. 

3. 

4. 

5. 

lndien jy vandag 'n kondoom sou wou gebruik, sal jy een kan bekom? /If you wanted to use a 
condom today, could you obtain one? QA!YESI INEEINOI 

lndien jy vandag 'n kondoom sou he, weet jy hoe om dit te gebruik? I If Pou hal a condom 
today, do you think you would know how to use it? A/YES INEE/NOI 

Het jy of jou maat al ooit 'n manlike kondoom gebruik? I Have you or your partner ever used a 

male condom? PAIYESJ INEE/NOI 

Het jy of jou maat al ooit 'n vroulike kondoom gebruik? I Have you or your partner ever used a 

female condom? 

PAIYESI INEE/NOI 
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6. Hoe gereeld het jy tydens die afgelope 12 maande kondome tydens seks gebruik? I During 

the past 12 months how regularly did you use a condom with a sex partner? 

ELKE KEER/ EACH TIME 1 
GEREELD I OFTEN 2 
MIN I RARELY 3 
GEENSINS I NOT AT ALL 4 

7. Het jy of jou seksmaat 'n kondoom gedra die laaste keer toe julle seks gehad het? I The last 

time you had sex did you or your partner wear a condom? QAIYESI INEE/NOI 

7.1 lndien wel, wie het die kondoom gebruik geinisieer? I If yes, who initiated the use of the 

condom? 

IJY/YOU 
MAAT I YOUR PARTNER I~ 

7 .1. 2 Wat was jul redes om 'n kondoom te dra? I What were the reasons for wearing a 

condom? .......................................................................................................................... . 

······················································································································································· 

······························································································································ 

····························································································································· 

7.2 lndien nie, wat was jul redes om nie 'n kondoom te dra nie? /If no, what was the reasons for 

not using a condom? .......................................................................................................... . 

······························································································································ 

···························································································································· 

8. Wat is die waarskynlikheid dat jy binne die volgendle 12 maande 'n kondoom sal gebruik om 

MIVNIGS of ander seksueel oordraagbare siektes te vermy? I How likely is it that you will use 

a condom to avoid HIV/AIDS and other sexually transmitted diseases within the next 12 

months? 

GROOT I VERY LIKELY 1 
GEMIDDELD I FAIRLY 2 
GEEN I NOT LIKELY 3 

9. Voel jy gemaklik om jou maat te vra of hy/sy 'n kondoom sal gebruik tydens seks? /Do you feel 

comfortable asking your partner if he/she would mind using a condom during sexual? 
PAIYESj .-IN-E-E/-N---.q 

10. Dink jy dat jou maat jul verhouding sal verbreek indien jy aandring op die gebruik van 

kondome? I Do you think your partner will leave you/break up with you if you insist on wearing 

a condom? PAIYESj INEE/NOI 

11. Sal jy steeds seks toelaat indien jou maat weier om 'n kondoom te gebruik? I Would you still 

have sex if your partner refuses to wear a condom? 

PAIYESI INEE/NOI 
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12. Het jy gedurende die afgelope jaar die gebruik van kondome om MIVNIGS of ander seksueel 

oordraagbare siektes te vermy met enige iemand bespreek? /In the past year did you discuss 

the use of condoms to avoid AIDS and other sexually transmitted diseases with anyone? 

PAIYESI !NEE/NO! 

12.1 lndien wel, met wie het jy die gebruik van kondome om MIVNIGS of ander seksueel 

oordraagbare siektes te vermy, bespreek? I If yes, with whom did you talk about the use of 

condoms to avoid AIDS and other sexually transmitted diseases? .............................................. . 

13. Het jy tydens die afgelope 12 maande enige iemand aangemoedig om kondome te gebruik om 

hulself te beskerm teen MIVNIGS of ander seksueel oordraagbare siektes? I During the past 

12 months did you encourage anyone to use condoms to avoid HIV/AIDS and other sexually 

transmitted diseases? QA/YES! !NEE/NO! 

14. Het enige iemand jou tydens die afgelope 12 maande aangemoedig om kondome te gebruik 

om jouself te beskerm teen MIVNIGS of ander seksueel oordraagbare siektes? I During the 

last 12 months did someone encourage you to use condoms to avoid HIV/AIDS and other 

sexually tra nsmitted diseases? QAIYESJ INEE/NOl 

14.1 lndien wel, wie het jou aangemoedig? I If yes, who encouraged you to use a 

condom? ................................................................................................................................... . 

15. Het jy al ooit met jou gereelde seksmaat gepraat oor MIVNIGS? ./Have you ever talked about 

HIV or AIDS with your regular sex partner? QA/YESI INEE/Noj 

AFDELING H I SECTION H 

1. Met wie praat jy oor jou probleme of groat besluite? I Who do you talk to about problems or big 

decisions? ............................................................................................................... . 

2. Na wie sal jy gaan om hulp indien jy swanger is of iemand swanger gemaak het? I Who would 

you go to for help if you were pregnant or got someone pregnant? ........................................ . 

3. Het jy al gehoor van berading en toetsing vir MIVNIGS? I Have you heard about counselling 
and testing for HIV/AIDS? QA!YESJ INEE/NOj 

4. Weet jy waar om te gaan vir berading of toetsing vir MIVNIGS? I Do you know where to go for 

counselling and testing for HIV/AIDS? QA!YES/ !NEE/NO! 
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5. Is jy reeds getoets vir MIVNIGS? I Have you ever been tested for HIV/AIDS? 

QA/YE§ JNEE/NOj 

5.1 lndien wel, wat was jou redes om getoets te word? I If yes, what was your reason(s) for getting 

tested? ....................................................................................................... . 

5.2 lndien nie, sal jy graag getoets wil word?/ If no, would you like to be tested for HIV/AIDS? 

QA/YE§ INEE/NOl 

5.2.1 lndien nie, wat is die hoofrede hoekom jy nie getoets wil word vir MIVNIGS nie? I If no, what is 

the main reason you would not like to be tested for HIV/AIDS? ................................................ . 

6. Sal jy na die studente gesondheidskliniek toe gaan vir MIV toetsing of hulp met 'n seksueel 

oordraagbare infeksie? I Would you go to the student health clinic for HIV testing or help with a 

sexually transmitted infection? QA/YE§ INEE/NOl 

6.1 Motiveer asb jou antwoord/ Please motivate your answer: ................................................... . 

7. Was jy al ooit by enige gesondheidsentrum of kliniek?/Have you ever been to any health 

centre or clinic? QA/YES! INEE/NOl 

7.1 lndien nie, hoekom nie? I If no, why not? ............................................................................... . 

8. Oink jy dat mense gemaklik voel om MIVNIGS toetsfasiliteite te gebruik? /Do you think people 

feel comfortable using HIV/AIDS testing facilities/services? QA!YESI INEE/NOJ 

8.1 lndien nie, wat beskou jy as die inhiberende faktore? /If no, what according to you are the 

inhibiting factors? .............................................................................................................. . 

9. Hipoteties gesproke, indien jy sou kies om getoets te word vir MIVNIGS en na die toets hoor 

dat jy MIV positief is, sal jy die informasie deel met enige iemand? I Hypothetically speaking, if 

you chose to be tested for HIV and were told after the test that you are HIV positive would you 

share this information with anyone else? 

QA/YE§ INEE/NOI 

9.1 lndien wel, met wie sal jy die informasie deel? /If yes, with whom will you share this 

information? 
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9.2 Sal jy enige veranderinge in jou gedrag aanbring? I Would you make any changes in your 

behaviour after being told? QA!YE$1 INEE!N()j 
9.2.1 lndien wel, watter veranderinge sal jy aanbring? I If yes, what changes would you 

make? .......................................................................................................................................... . 

······························································································································ 

····························································································································· 
9.3 lndien jy sou hoar dat jy MIV positief is waar sal jy gaan om hulp? I If you discovered you were 

HIV positive, where would you go for help? 

······························································································································ 

······························································································································ 

10. Waar bekom jy die beste informasie oar MIVNIGS? I From where do you get the best 

information on HIV/AIDS? 

······························································································································ 

······························································································································ 

······························································································································ 
11. Watter spesifieke onderwerpe wil jy he portuurleiers moet aanspreek met betrekking tot seks 

en MIVNIGS?/ What specific topics would you like peer educators to address when it comes 

to sex and AIDS? 

.. · ........................................................................................................................... . 

······························································································································ 

12. Wat kan portuurleiers doen om jou te help om MIVNIGS te vermy? I What can peer educators 

do to help you avoid HIV/AIDS? 

······························································································································ 

······························································································································ 

······························································································································ 

DANKIE VIR JOU 
BEREIDWILLIGHEID OM 

DIE VRAELYS TE VOLTOOI 

THANK YOU 
FOR COMPLETING 

THIS QUESTIONNAIRE 
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ADDIEINIDUM A2 

POST =TRA~INl~NG QUIEST~OINllNIA~IRIE 

Stellenbosch University  https://scholar.sun.ac.za



258 

UNIVERSITEIT 'VAN STELLENBOSCH 

STELLENBOSCH UNIVERSITY 

MIV !Program ~ HIV Program 
IPORTUURLEIER 0PLEIDING I IPEER !EDUCATION TRAINING 

Pre-test arnd Post-test 
ada1Ptecl from: J oh17'Gs Ho1Pkirns 

Bloomberg School of Public Health Cerntre for Commurnity Programmes 

INatoets/Post-tes~ Vraelys no./ Questionnaire nr. 

AFDIELING A I SECTION A 

1. Ouderdom I Age: 

2. Geslag I Sex: 
Manlik/ Male 1 

Vroulik/ Female 2 

3. Bevolkingsgroep I Race: 
Swart/ Black 1 

Bruin/ Coloured 2 

lndier/ Indian 3 

Blank/ White 4 

AFDEUNG B I SECTION B 

1. Merk asb met 'n X of jy Baie Sterk Saamstem (SA), Saamstem (A), Nie Saamstem Nie 

(D), Baie Sterk Nie Saamstem Nie (SD) met elke stelling: I Please indicate with a X whether 

you Strongly Agree (SA), Agree (A), Disagree (D), or Strongly Disagree (SD) with each 

statement: 

SA A D SD 
n Persoon kan M IV positief raak na 'n eerste seksuele 
aktiwiteit I A person can get HIV/AIDS the first time they have 
sex. 
MIV/ VIGS kan versprei deur orale seks I HIV/AIDS can 

spread through oral sex 
MIVNIGS kan versprei deur diep-oopmond-soen I 
HIV/AIDS can spread throuqh deep-open-mouth-kissinq 
n Persoon kan MIV opdoen deur 'n muskietbyt I 
A person can get HIV from a mosquito bite 
Daar is iets wat 'n persoon kan doen om te verhoed dat hul 
MIV positief raak I There are things a person can do to avoid 
gettinq AIDS or the virus that causes AIDS. 
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Daar is geen mediese genesing vir MIVNIGS nie./ 
There is no cure for HIV/AIDS 
Tradisionele genesers kan MIVNIGS genees I 
Traditional healers can cure HIV/AIDS 
Die risiko om MIV op te doen sal verminder indien jy jou 
seksuele maat reeds 'n aar maande lank ken I The risk of HIV 
will become less after you have known your sexual partner for 
a few months 
'n Persoon wie reeds 'n seksueel oordraagbare infeksie het 
het 'n verhoogde risiko tot MIVNIGS blootstelling I A person 
suffering from a sexually transmitted infection has a higher 
chance of exposure to HIV/AIDS 
'n Persoon kan bloot deur 'n ander persoon se voorkoms 
bepaal of hul MIV positief is I A person can tell by looking at 
another person whether they are HIV positive 
Dit is moontlik vir 'n persoon wie gesond lyk om MIV positief 
te wees I It is possible for a healthy looking person to be 
infected with the HIV virus 
MIV kan oorgedra word van moeder na kind I HIV can be 
transmitted from mother to child? 

2. As 'n persoon homself/haarself beperk tot seks met slegs een getroue maat, het die persoon 'n 

gelyke risiko, grater risiko of kleiner risiko om MIV op te doen? I If a person limits 

himself/herself to having sex with only one faithful partner, does this person have an equal risk, 

greater risk or a lesser risk of contracting HIV? 

GEL YKE RISIKO I EQUAL RISK 1 

GROTER RISIKO I GREATER RISK 2 

KLEINER RISIKO I LESSER RISK 3 

3. As 'n persoon 'n kondoom dra elke keer wanneer hy/sy seks het, het die persoon 'n gelyke 

risiko, grater risiko of kleiner risiko om MIV op te doen?/ If a person uses a condom whenever 

he/she have sex, does this person have an equal risk, greater risk or a lesser risk of 

contracting HIV? 

GEL YKE RISIKO I EQUAL RISK 1 

GROTER RISIKO I GREATER RISK 2 

KLEINER RISIKO I LESSER RISK 3 
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4. Wat sal jy persoonlik doen om die opdoen van MIVNIGS te vermy?/ What will you 

personally do to avoid contracting HIV/AIDS? (Noem asb alle moontlikhede I please list all 

possibilities). 

AFDELING C I SECTION C 

1. Merk asb met 'n X of jy Baie Sterk Saamstem (SA), Saamstem (A), Nie Saamstem Nie 

(D), Baie Sterlk Nie Saamstem Nie (SD) met elke stelling: I Please indicate with a X whether 

you Strongly Agree (SA), Agree (A), Disagree (D), or Strongly Disagree (SD) with each 

statement: 

SA A D SD 
Dit is reg om voorhuwelikse seks te he I It is okay to have sex 
before marriage 
Meeste enkellopende mense van jou ouderdom het reeds ten 
minste een keer seks gehad I Most single people of your age 
have already had sex at least once 
As 'n meisie lief is vir haar kerel sal sy seks toelaat I A girl who 
loves her boyfriend will allow him to have sex with her. 
My gemeenskap/vriendekring plaas meer waarde op vroulike 
maagdelikheid as manlike maagdelikheid I My community/group 
of friends olace more value on female virginity than male virginity 
·As 'n meisie kondome by haar dra sal sy as goedkoop afgemaak 
word/ If a girl carriers condoms she will be perceived as sluttish 
Dit kompliseer 'n verhouding indien die vrou ekonomies sterker 
as haar manlike maat is/ It complicates a relationship if a woman 
has more economical power than her male partner 
Dit is nie realisties vir mans en vroue om 'n gelyke se in besluite 
te he nie / It is not realistic for men and women to have equal say 
in decisions 
Homoseksuele persone is meer promiskueus as hul 

heteroseksuele vriende I Gay guys and girls are more 
promiscuous than their straight peers 
Homoseksuele persone is betrokke by perverse seksuele dade I 
Gay guys and girls are involved in perverted sexual acts 
Mans wie behandel word vir seksueel oordraagbare siektes 
behoort verplig te word om 'n MIV toets af te le./ Men who are 
treated for sexually transmitted diseases should be forced to test 
for HIV. 
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2. lndien 'n persoon weet dat hy/sy MIV positief is of VIGS het dink jy dat hy/sy dit privaat behoort 

te hou of vir ander mense moet inlig? I If a person knows that he/she is HIV positive or has 

AIDS do you think that he/she should keep it private or inform other people? 

Hou rivaat I Kee rivate 1 
Lig ander in / Inform others 2 

2.1 Motiveer asb jou antwoord I Please motivate your answer ............................................... . 

3. lndien iemand in jou familie MIV positief is of VIGS het, sal jy verkies dat hulle dit privaat hou 

of ander mense inlig?/ If someone in your family is HIV positive or has AIDS would you prefer 

that it be kept private or would you prefer they inform other people ? 

riv ate 1 
ander in / Inform others 2 

3.1. Motiveer asb jou antwoord I Please motivate your answer. 

4. Wat is jou persoonlike mening oar voorhuwelikse seks? I What is your opinion on a man and 

woman having sex before marriage? ........................................................................................... . 

5. Wat is jou persoonlike mening oar getroude persone wie seksueel betrokke is by 'n ander 

persoon as hul huweliksmaat? I What is your opinion on a married person having sex with 

someone other than the marriage partner? ................................................................................. . 

6. Wat is jou persoonlike mening oar seks tussen twee volwassenes van dieselfde geslag? I 

What is your opinion on sex between two adults of the same sex? ............................................ . 

······························································································································ 
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AFDELING D I SECTION D 

1. Ken jy enige persoon wie MIVNIGS het?/ Do you know anyone who has HIV/AIDS? 

PANES! INEE/NOl 

2. Ken jy enige persoon wie gesterf het as gevolg van MIVNIGS? I Do you know anyone who 

has died of HIV/AIDS? PANES! lNEE/NOl 

3. Oink jy dat enige van jou vriende 'n verhoogde risiko loop om die MIV virus op te doen?/Do 

you think any of your friends are at risk of contracting the HIV virus? PANESj lNEE/NOI 

4. Oink jy dat enige van jou familielede 'n verhoogde risiko loop om die MIV virus op te doen?/Do 

you think any of you family members are at risk of getting the HIV virus? 

PANES! lNEE/NOI 

AFDELING IE I SECTION E 

1. Is jy huidiglik seksueel aktief? I Are you currently sexually active? PANES! INEE/NOl 

JIFYESJ: 

1.1. Het jy gedurende die afgeiope maand seks gehad? I Have you had sex during the last 

month? 

PANES! lNEE/NOl 

1.2 Hoeveel seksuele maats het jy altesaam in iou leeftyd gehad? I How many sexual partners 

have you had in your lifetime? .................................................................................................. ,. 

1.3 Hoeveel seksuele maats het jy die afgelope maand gehad? I How many sexual partners have 

you had within the last month? .................................................................................................. . 

1.4 Wanneer was die laaste keer dat jy seks gehad het?/ When was the last time you had 

sex? .............................................................................................................................................. . 

1.5 Toe jy laas seks gehad het, het jy of jou maat enige iets gebruik om julle te beskerm teen 

ongewensde swangerskap? I When you had sex the last time, did you or your partner use 

anything to protect yourself against pregnancy? PANES! lNEE/NOl 

1.5.a lndien wel, wat het julle gebruik? / If yes, what did you use? 

··············································································································································· 

1.6 Toe jy laas seks gehad het, het jy of jou maat enige iets gebruik om julle te beskerm teen 

seksueel oordraagbare infeksies insluitend MIV?/ When you had sex the last time, did you or 

your partner use anything to protect yourself against sexually transmitted infections including 

HIV? PANES! INEE/NOl 
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1.6.a lndien wel, wat het julle gebruik? I If yes, what did you use? 

··············································································································································· 

1.7 Het jy al ooit geld of geskenke van jou maat ontvang voor of na seks? I Have you ever 

received money or gifts from your partner before or after sex? QA!YESI INEE/NOI 

1.8 Het jy al ooit geld of geskenke aan jou maat gegee voor of na seks? I Have you ever given 

money or gifts to your partner before or after sex? QA/YE@ INEE!NOJ 

1.9 Het iemand jou al ooit forseer om seks te he? I Has anyone ever forced you to have sex? 

I JA/YE@ INEE!NOJ 

1.10 Het jy al ooit iemand forseer om met jou seks te he? I Have you ever forced anyone to have 

sex with you? 

QA!YESI INEE!NOJ 

1.11 Woon jy huidiglik saam met 'n seksuele maat? I Are you currently living with a sexual partner? 

QA!YESI INEE!NOJ 

1.12 Oink jy dat jy die reg het om seks te weier?/ Do you think you have the right to refuse sex? 

1.13 Het jy 'n vaste seksuele maat? I Do you have a regular partner? 

QA!YESJ INEEINOI 

QA!YE@ INEE!NOJ 

1.13.a lndien wel, hoe lank het jy reeds die seksuele maat? I If yes, how long have you been with this 

regular partner? ........................................................................................................................... . 

2. Het jy gedurende die afgelope jaar met jou maat gepraat oor die term veiliger seks /"safer 

sex"?/ In the past year have you talked about the term safer sex with your partner? 

I JAIYE@ INEE/NOJ 

2.1 Wat beteken die term veiliger seks/"safer sex" vir jou persoonlik?/What does the term safer 

sex mean to you? ...................................................................................................................... . 

······························································································································ 

······························································································································ 

3. In jou persoonlike geval dink jy jou risiko om MIV op te doen is:/ In your particular case do you 

think your risk for contracting HIV is: 

GERING I SMALL 1 
MATIG I MODE RA TE 2 
GROOT I GREAT 3 
GEEN RISIKO I NO RISK 4 
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AFDELING F I SECTION F 

1. Weet jy waar jy kondome kan bekom? I Do you know where you can obtain condoms? 

QA!YESI INEE/NOI 

1.1 Waar kan 'n persoon oral kondome kry? I Where can one get a condom? 

··············································································································································· 

······························································································································ 

······························································································································ 
2. lndien jy vandag 'n kondoom sou wou gebruik, sal jy een kan bekom? I It you wanted to use a 

condom today, could you obtain one? QAJYESI INEE/NOI 

3. lndien jy vandag 'n kondoom sou he, weet jy hoe om dit te gebruik? I If you had a condom 
today, do you think you would know how to use it? QAJYESI INEE/NOI 

4. Het jy of jou maat al ooit 'n manlike kondoom gebruik? I Have you or your partner ever used a 

male condom? QAJYESI INEE/NOI 

5. Het jy of jou maat al ooit 'n vroulike kondoom gebruik? I Have you or your partner ever used a 

female condom? QA!YESI INEE/NOI 

6. Hoe gereeld het jy tydens die afgelope 12 maande kondome tydens seks gebruik? I During 

the past 12 months how regularly did you use a condom with a sex partner? 

ELKE KEER/ EACH TIME 1 
GEREELD I OFTEN 2 
MIN I RARELY 3 
GEENSINS I NOT AT ALL 4 

7. Het jy of jou seksmaat 'n kondoom gedra die laaste keer toe julle seks gehad het? I The last 

time you had sex did you or your partner wear a condom? QA!YESI INEE/NOJ 

7.1 lndien wel, wie het die kondoom gebruik geinisieer? I If yes, who initiated the use of the 

condom? 

IJY/YOU . 
MAAT /YOUR PARTNER I~ 

7.1. 2 Wat was jul redes om 'n kondoom te dra? I What were the reasons for wearing a 

condom? ......................................................................................................................... .. 

······················································································································································· 

······························································································································ 

····························································································································· 
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7.2 lndien nie, wat was jul redes om nie 'n kondoom te dra nie? /If no, what was the reasons for 

not using a condom? .......................................................................................................... . 

8. Wat is die waarskynlikheid dat jy binne die volgende 12 maandle 'n kondoom sal gebruik om 

MIVNIGS of ander seksueel oordraagbare siektes te vermy? I How likely is it that you will use 

a condom to avoid HIV/AIDS and other sexually transmitted diseases within the next 12 

months? 

GROOT I VERY LIKELY 1 
GEMIDDELD I FAIRLY 2 
GEEN I NOT LIKELY 3 

9. Voel jy.gemaklik om jou maat te vra of hy/sy 'n kondoom sal gebruik tydens seks? /Do you feel 

comfortable asking your partner if he/she would mind using a condom during sexual? 

PAIYESl INEE/NOI 

10. Oink jy dat jou maat jul verhouding sal verbreek indien jy aandring op die gebruik van 

kondome? I Do you think your partner will leave you/break up with you if you insist on wearing 

a condom? PAIYESJ INEE/NOI 

11. Sal jy steeds seks toelaat indien jou maat weier om 'n kondoom te gebruik? I Would you still 

have sex if your partner refuses to wear a condom? 

PAIYESj INEE/NOI 

12. Het jy gedurende die afgelope jaar die gebruik van kondome om MIVNIGS of ander seksueel 

oordraagbare siektes te vermy met enige iemand bespreek? /In the past year did you discuss 

the use of condoms to avoid AIDS and other sexually transmitted diseases with anyone? 

PAIYESI INEEINOj 

12.1 lndien wel, met wie het jy die gebruik van kondome om MIVNIGS of ander seksueel 

oordraagbare siektes te vermy, bespreek? / If yes, with whom did you talk about the use of 

condoms to avoid AIDS and other sexually transmitted diseases? ............................................ .. 

13. Het jy tydens die afgelope 12 maande enige iemand aangemoedig om kondome te gebruik om 

hulself te beskerm teen MIVNIGS of ander seksueel oordraagbare siektes? I During the past 

12 months did you encourage anyone to use condoms to avoid HIV/AIDS·and other sexually 

transmitted diseases? 

PAIYESI INEE/NOI 
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14. Het enige iemand jou tydens die afgelope 12 maande aangemoedig om kondome te gebruik 

om jouself te beskerm teen MIVNIGS of ander seksueel oordraagbare siektes? I During the 

last 12 months did someone encourage you to use condoms to avoid HIV/AIDS and other 

sexually tra nsmitted diseases? 

PANESI INEE/NOl 

14.1 lndien wel, wie het jou aangemoedig? I If yes, who encouraged you to use a 

condom? ................................................................................................................................... . 

······························································································································ 

15. Het jy al ooit met jou gereelde seksmaat gepraat oor MIVNIGS?/ Have you ever talked about 

HIV or AIDS with your regular sex partner? 

PANESI INEE/NOI 

AFDIEUNG G I SIECTION G 

1. Weet jy waar om te gaan vir berading of toetsing vir MIVNIGS? I Do you know where to go for 

counselling and testing for HIV/AIDS? PANESI INEE/NOl 

2. Is jy reeds getoets vir MIVNIGS? I Have you ever been tested for HIV/AIDS? 

PANE§ INEE/NOI 

2.1 lndien wel, wat was jou redes om getoets te word?/ If yes, what was your reason(s) for getting 

tested? ............................................................................................................................ . 

······················································································································································· 

2.2 lndien nie, sal jy graag getoets wil word?/ If no, would you like to be tested for HIV/AIDS? 

PANE§ INEE/NOl 

2.2.1 lndien nie, wat is die hoofrede hoekom jy nie getoets wil word vir MIVNIGS nie? /If no, what is 

the main reason you would not like to be tested for HIV/AIDS? ................................................. .. 

······························································································································ 

···························································································································· 

3. Sal jy na die studente gesondheidskliniek toe gaan vir MIV toetsing of hulp met 'n seksueel 

oordraagbare infeksie? I Would you go to the student health clinic for HIV testing or help with a 

sexually transmitted infection? PANES! INEE/NOI 

3.1 Motiveer asb jou antwoord/ Please motivate your answer: ................................................... . 

······························································································································ 

······························································································································ 

······························································································································ 
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4. Sal jy enige iemand verwys na die studente gesondheidskliniek vir MIV toetsing of hulp met 'n 

seksueel oordraagbare infeksie? I Would you refer anybody to the student health clinic for HIV 

testing or help with a sexually transmitted infection? 

QA/YE§ INEE/NOI 

4.1 Motiveer asb u antwoord. /Please motivate your answer. 

······················································································································································· 

······················································································································································· 

······················································································································································· 

······················································································································································· 

5. Was jy al ooit by enige gesondheidsentrum of kliniek?/Have you ever been to any health 

centre or clinic? QA/YE§ INEE/NOI 

5.1 lndien nie, hoekom nie? /If no, why not? .................................................................................... . 

······························································································································ 

······························································································································ 

6. Oink jy dat mense gemaklik voel om MIVNIGS toetsfasiliteite te gebruik? /Do you think people 

feel comfortable using HIV/AIDS testing facilities/services? QA!YESI INEE/NOI 

6.1 lndien nie, wat beskou jy as die inhiberende faktore? /If no, what according to you are the 

inhibiting factors? ............................................................................................................. . 

······························································································································ 

······························································································································ 

7. Hipoteties gesproke, indien jy sou kies om getoets te word vir MIVNIGS en na die toets hoor 

dat jy MIV positief is, sal jy die informasie deel met enige iemand? I Hypothetically speaking, if 

you chose to be tested for HIV and were told after the test that you are HIV positive would you 

share this information with anyone else? QA!YESI INEE/NOI 

7.1 lndien wel, met wie sal jy die informasie deel? /If yes, with whom will you share this 

information? 

····························································································································· 

······························································································································ 
7.2 Sal jy enige veranderinge in jou gedrag aanbring? I Would you make any changes in your 

behaviour after being told? 

QA!YESI INEE/NOI 

7 .2.1 lndien wel, watter veranderinge sal jy aanbring? / If yes, what changes would you make? ....... . 

······························································································································ 

····························································································································· 
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7.3 lndien jy sou hoar dat jy MIV positief is waar sal jy gaan om hulp? /If you discovered you were 

HIV positive, where would you go for help? 

······························································································································ 

······························································································································ 

8. Waar bekom jy die beste informasie oor MIVNIGS? I From where do you get the best 

information on HIV/AIDS? 

······························································································································ 

······························································································································ 

······························································································································ 

9. Watter spesifieke onderwerpe wil jy he portuurleiers moet aanspreek met betrekking tot seks 

en MIVNIGS?/ What specific topics would you like peer educators to address when it comes 

to sex and AIDS? 

······························································································································ 

······························································································································ 

10. Wat kan portuurleiers doen om jou te help om MIVNIGS te vermy? I What can peer educators 

do to help you avoid HIV/AIDS? 

······························································································································ 

······························································································································ 

······························································································································ 

AFDELING HI SECTION H (EVAlUASIE/EVALUATION) 

1. Wat het jy verwag om te bereik uit die portuurleier opleidingsprogram? I What did you expect 

to achieve from the peer education training program? .............................................................. . 

······························································································································ 

······························································································································ 

······························································································································ 
1.1 Voel jy dat jou verwagtings bereik is?/ Do you feel that these expectations were achieved? 

PAIYESJ INEE/NQI 

1.1.a Motiveer asb. jou antwoord. /Please motivate your answer ................................................. . 

······························································································································ 

······························································································································ 

2. Voel jy dat die opleiding jou kennis oor MIV en VIGS verbeter het?/ Do you feel that the 

training bettered your knowledge on HIV/AIDS? 
PAIYES\ iNEE/NOI 

2.1 Motiveer asb jou antwoord/ Please motivate your answer ................................................... . 
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······························································································································ 
............................................................................................................................... 

······························································································································ 
3. Voel jy dat enige negatiewe houdings wat jy gehad het betreffende die volgende groepe 

verander het agv die opleiding?/ Do you feel that any negative attitudes you had regarding the 

following groups changed because of the training? 

Rassisme/ Racism 

Seksisme/ Sexism 

MIVpositiewe persone/ HIV positive persons 

Persone met VIGS/ Persons with AIDS 

Homoseksuele persone/ Homosexual persons 

I JA/YE§ INEE/NOI 

I JA/YESI INEE/NOj 

I JA/YESI INEE/NOI 

I JA/YESI INEE/NOI 

I JA/YE§ INEE/NQJ 

4. Het die as gevolg van die opleiding enige veranderinge in jou gedrag aangebring?/ Did you 

change any aspect of your behaviour because of this training? QA/YE§ INEE/NOI 

4.1 Motiveer asb jou antwoord/ Please motivate your answer ..................................................... . 

······························································································································ 

······························································································································ 

······························································································································ 

5. Hoe sal jy die portuurleieropleiding oor die algemeen beskryf?/ How would you rate this peer 

education training program in general? 

Very poor 1 

Poor 2 

Good 4 

Very good 5 

6. Hoe sal jy die aanbieders se kennis ten opsigte van die onderwerp beskryf? I How would you 

rate the trainers' knowledge of the subject? 

Very poor 1 

Poor 2 

Good 4 

Very good 5 

7. Watter aspek van die opleiding het jy die meeste van gehou? I What did you like most about 

the training? .............................................................................................................................. . 

······························································································································ 

······························································································································ 
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8. Watter aspek van die opleiding het jy die minste van gehou? I What did you like least about the 

training? ........................................................................................................................................ . 

9. Watter voordele voel jy het deelname aan die opleiding jou gebied?/ What benefits did you 

gain from participating in this training? ...................................................................... . 

10. Watter aspekte van die opleiding sal volgens jou verbeter moet word voor die volgende 

portuurleier opleiding? I What aspects of the training would need to be improved before the 

next peer education training? ...................................................................................................... . 

· 11. Enige verdere voorstelle of kommentaar?/ Any further suggestions or 

recommendations? ...................................................................................................................... . 

12. Het jy na afloop van die opleiding enige veranderinge in jou gedrag aangebring?/ Did you 

change any aspect of your behaviour since the training? 

QA!YESI INEEINOI 

12.1 Motiveer asb jou antwoord/please motivate your answer 

13. Hoe voel jy oor jou rol as 'n portuurgroep leier / lid van REAL society? How do you feel about 

your role as a peer educator I member of the REAL society? 

POSITIEF I POSITIVE 1 
NEGATIEF I NEGATIVE 2 

13.1 Motiveer asb. U antwoord I Please motivate your answer: 
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14.1 Hoe voel jy oor die toekoms van die portuurgroep leier program I REAL society aan die 

Universiteit van Stellenbosch? I How do you feel about the future of peer education I the REAL 

society at the Stellenbosch University? 

14.1.1 Peer education 

POSITIEF I POSITIVE 1 
NEGATIEF I NEGATIVE 2 

14.1.2 REAL society 
POSITIEF I POSITIVE 1 
NEGATIEF I NEGATIVE 2 

4.2 Motiveer asb. U antwoord/ please motivate your answer: 
······················································································································································· 

······················································································································································· 

······················································································································································· 

5. Wat dink jy is nodig om die suksesvolle voortbestaan van die portuurgroep program/ REAL 

society aan die Universiteit van Stellenbosch te verseker?/ What do you think is needed to 

ensure a successful future foe peer education/ the REAL society at the Stellenbosch 

University? 

······················································································································································· 

······················································································································································· 

······················································································································································· 

DANlaE VIR JOU 
BEREIDWILUGHEID OM 

DIE VRAELYS TE VOLTOOI 

THAN!( YOU 
FOR COMPLETING 

THIS QUESTIONNAIRE 
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ADDENDUM B 

fOCllJS GIROllJIP ~NTIEIRV~IEW SCIHl!EDllJl!ES 

Focus group interviews conducted with peer educators 

Focus group interviews conducted with REAL society 
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Foell.Os groll.Dp interview sclhedlule as co111d1LDcted with Peer edl1U1cators 

1. To what extent do you think HIV threatens the Stellenbosch campus? 

2. How high would you say is the incidence of risky behaviour that could possibly 

lead to HIV/Aids at Stellenbosch University and also examples of such risky 

behaviour? 

3. What do you personally feel is the single biggest problem on Stellenbosch 

campus that the peer educators should address? 

4. How do you think safer sex should be promoted? 

5. Do you think that these problems could be successfully addressed by the peer 

educators (and what should be done to address it successfully)? 

6. Do you ·think the training provided in the initial training program has 

empowered the participants to be able to successfully address the issue? 

7. How did you experience the training program? 

8. Were there any weaknesses/limitations in the training that you can name and 

what would you have done differently (if you were in charge of the program)? 

9. What was the most important thing that you personally take away from the 

training program? 

10. What new knowledge did you gain from your involvement in the training 

program, something that you did not know before the training? 

11. Let's discuss the model of diversity that you have in front of you (see 

addendum). Please tell us of any change that took place regarding your 

attitudes to diversity in general or towards any of the diversity guidelines that 

you have indicated on the mode 

12. Have you made any behaviour changes since the training? 

13. How do you feel about your ability to help the student community of 

Stellenbosch face and solve its problems? Does this reflect a different feeling 

than before the training program? 

14. Do you feel that you are now more likely or less likely to get involved in the 

fight against HIV/Aids in the broader community after you graduate, given your 

experience in this program? 
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Focus gro1U1p interview schedule conducted witlhl tirai111ing participants not 

conti0111uing as peer educators 

1. To what extent do you think HIV/Aids threaten Stellenbosch campus? 

2. How big do you think is the problem of risky behaviour which could lead to 

contracting HIV on the US campus? 

3. What do you personally feel is the single biggest problem on the Stellenbosch 

campus that the PE's/ REAL Society should address? 

4. Do you think that the problem could be successfully addressed by the peer 

educators or by the REAL Society? 

5. Also referring back to whether the problem can be addressed successfully do 

you think the training provided in the initial training program has empowered 

the participants to be able to successfully address these issues? 

6. How did you experience the training program? 

7. Were there any weaknesses/limitations in the training that you can name and 

then also what would you have done differently (if you were in charge of the 

program)? 

8. Do you think the training was practical . enough was there a good enough 

balance between theory and how to apply it in practice? 

9. What is the most important thing for each one of you that you personally take 

away from this training program? 

10. What new knowledge did you gain from your involvement in the training 

program, something that you did not know before the training? 

11. Have you made any behaviour changes since the training? Specifically 

behaviour changes because of the training? 

12. How do you feel about your ability to help the student community of 

Stellenbosch face and solve it's problems? 

13. Does this reflect a different feeling than before this program? How is it 

different? 

14. Do you feel that you are now more likely or less likely to get involved in the 

fight against HIV/Aids in the broader community after you graduate, given your 

experience in this program? Motivate your answer? 
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AIDIDIENIDIUJM C 

~NID~V~IDIUJAl ~NTIEIRV~IEW SCIHJIEIDll.Jll!ES 

Interview conducted with staff 

Interview conducted with peer educators 
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l1111dividlual i1111terview schedule cond11.J1ctedl with training staff 

1. What is your job-title at the Stellenbosch University? 

2. Please describe your position at the University? What does this position entail? 

3. Why does the Stellenbosch University need a HIV/Aids program, to what extent do you think HIV 

threatens the Stellenbosch campus? 

4. How high would you say is the incidence of risky behaviour that could possibly lead to HIV/Aids at 

Stellenbosch University and also examples of such risky behaviour? 

5. What attracts you to the HIV/Aids field? 

6. How did you first become active in the struggle against HIV/Aids? 

7. How successful is your work against HIV/Aids at the Stellenbosch University? 

8. What is frustrating about your work on campus, can you name any obstacles that stand in your way to 

success? 

9. Why did you feel it necessary to start a peer education program on Stellenbosch campus? 

10. Were there any other initiatives before the Peer education programme started, (name examples)? 

11. Were any of these initiatives successful? 

12. Why did you decide to start peer education despite other successful initiatives? 

13. Are any of these initiatives still being implemented together with the peer education programme? 

14. Why did Stellenbosch University wait so long to start with a peer education program? 

15. Are Stellenbosch University far behind other Universities in the fight against HIV/Aids? 

16. What do you personally feel is the single biggest problem on Stellenbosch campus that the peer 

educators should address? 

17. Do you think that these problems could be successfully addressed by the peer educators (and what 

should be done to address it successfully)? 

18. What did you expect to achieve from the peer education training program? (Do you feel that these 

expectations were achieved)? 

19. How did you experience the training program? 

20. What did you consider as the strengths of the training program? 

21. Were there any weaknesses/limitations in the training that you can name and what would you have 

done differently 

22. What was the most important thing that you personally take away from the training program? 

23. What aspects of the training would need to be improved before the next peer education training? 

24. How do you feel about the peer educators' ability to help the student community of Stellenbosch face 

and solve its problems? Does this reflect a different feeling than before the training program? 

25. How would you rate this peer education training program in general? 

26. What is your vision for peer education at the Stellenbosch University for the future? 

27. Is their anything that I didn't ask- any comments you would like to make? 
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lndnvndll.Dal interview schedule conducted with peer educators 

1. How did you get to know about the peer education training program? 

2. What made you decide to join the program? 

3. Why does the University of Stellenbosch need a peer education program? 

4. Please describe your work/roles as a peer educator? What are expected of you as a 

peer educator? 

5. What do you enjoy most about being a peer educator at the University of Stellenbosch? 

6. What is frustrating about being a peer educator on campus, can you name any obstacles 

that stand in your way to success? 

7. What do you personally feel is the single biggest problem on Stellenbosch campus that 

the peer educators should address? 

8. Do you think that these problems could be successfully addressed by the peer educators 

(and what should be done to address it successfully)? 

· 9. What did you expect to achieve from the peer education training program? (Do you feel 

that these expectations were achieved)? 

10. How did you experience the training program? 

11. What did you consider as the strengths of the training program? 

12. Were there any weaknesses/limitations in the training that you can name and what 

would you have done differently? 

13. How do you think Fanie's presence influenced the training and peer education program 

in general? 

14. Do you think being confronted with a HIV+ person makes the messages more 

realistic/real? 

15. What was the most important thing that you personally take away from the training 

program? 

16. How do you think peer education impacts on the peer educators themselves? 

17. Have there been any changes in your life because of the peer education program? 

18. Has the peer education program impacted on your life in any way? 

19. What knew skills did you learn or discover due to your participation in the program? 

20. How would you rate this peer education training program in general? 

21. If you had to advice a peer uncertain of whether to join the peer education program what 

would you tell them? 

22. What is your vision for peer education at the University of Stellenbosch for the future? 

23. Worldwide there is now a big debate regarding the ABC approach - what do you think 

about ABC on Stellenbosch campus - what is the place of condoms on Stellenbosch 

campus? 

24. Is their anything that I didn't ask- any comments you would like to make? 
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ADDENDIUJM D 

~NIFORMIED CONSIENl DOCIUJMIENl 
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Project Title: 
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Stellenbosch University HIV peer education training program: an 

evaluation. 

Principal Investigator: Michelle Munro (Department of Educational Psychology, Education 

Faculty, Stellenbosch University) 

PURPOSE 

This is a research study. The purpose of this research study is to evaluate the outcomes of the 

University of Stellenbosch HIV peer education program regarding the knowledge, attitudes and 

practices of the participating students. The purpose of this consent form is to give you the information 

you will need to help you decide whether to participate in the study or not. Please read the form 

carefully. You may ask any questions about the research, what you will be asked to do, the possible 

risks and benefits, your rights as a participant, and anything else about the research or this form that is 

not clear. When all of your questions have been answered, you can decide if you want to participate in 

this study or not. This process is called "informed consent". You will be given a copy of this form for 

your records. 

We are inviting you to participate in this research study as part of the focus group. You are part of the 

focus group because you are one of the 37 students who completed the HIV peer leaders program. 

Your responses would help us to determine the outcomes of our peer education program on your 

knowledge, attitudes and practices. Although we ask all selected students to participate in the study, 

participating in this study is not compulsory for those who are selected for training. 

PROCEDURES 

If you agree to participate, your will be asked to complete three questionnaires, a pre-training and two 

post-training questionnaires. The pre-training questionnaire will take you approximately 60 minutes to 

complete, Once you have completed! the training programme, you will be asked to complete two 

similar post-training questionnaires in August and September. The post- training questionnaires should 

not take you longer than 40 minutes each to complete. 

After the completion of the post-training questionnaire some respondents wm be asked to 

participate in focus groups. if you agree to participate in a focus group, you wm again be asked 

to give informed consent. 

The following procedures are involved in this study: 

Pre- training questionnaire - 30 July 2004 

Post-training questionnaire - September 2004 

Focus group discussions on your experience of the training - January 2005 
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The questions in the questionnaire deal with sexuality, relationships and individual choices and might 

cause emotional discomfort to some people. Should you feel uncomfortable and/or would like to 

discuss your feelings about the questions with a counsellor you can make an appointment with Carey 

Bremridge (a psychologist at the Centre for Student counselling and development). Carey has been 

briefed on the project and the content of the questionnaires. All discussions with the counsellor will 

remain strictly confidential and none of the research or training team members will be notified. 

BENEFITS 

Although there are no immediate individual benefits for participating in this research, the questionnaire 

will assist you to personalise some of the issues that you will be trained to discuss with other students. 

We believe that this study will also assist us in the future development and improvement of peer 

education training and HIV prevention programs for the University of Stellenbosch. 

Participating in this research project will not cost you anything. You will also not be compensated for 

participating in this research project. 

CONFIDENTIALITY 

Your participation or non-participation in this project is a strictly confidential matter. All re~ords of this 

study will be kept strictly confidential. You will be identified only by a random identification number and 

will be asked no identifying questions. In the event of any report or publication from this study, your 

identity will not be disclosed. Results will be reported in a summarised manner in such a way that you 

cannot be identified. 

VOLUNTARY IPARTICIPATION 

Taking part in this research study is voluntary and you may choose not to take part. If you at first agree 

to participate and then change your mind, you are free to withdraw your consent and end your 

participation at any time. You may also skip any questions that you would prefer not to answer. If you 

decide not to take part, or if you stop participating at any time, your decision will not influence your 

selection as peer educator or access to the rest of the training program. You are free to withdraw from 

the study at any stage. 

QUESTIONS 

Questions are encouraged. If you have any.questions about this research project, please contact the 

principal investigator Michelle Munro at 808 2306 or via e-mail at michellem@sun.ac.za or her 

supervisor Marietjie Oswald at 021 8082037. If you have questions about your rights as a participant, 

please contact Maryke Hunter-Husselmann at 808 4623. (She is the co-ordinator of Human and Social 

sciences at the Division of research development at the University of Stellenbosch). 
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DECLARATION 

I hereby declare that the aims and procedures of this research study on has been 

explained to me. I hereby agree to participate in this research study. I understand that I am 

participating freely and without being forced in any way to do so. I also understand that I can withdraw 

from this study at any point should I not want to continue and that this decision will not affect me 

negatively. 

I have received the contact details of people to contact should I need to speak about any issues which 

may arise from my participation in this study. I also understand that I may register any concern I might 

have about the study with the principal investigator, her supervisor or Maryke Hunter-Husselmann. 

Participant's Name (printed): 

(Signature of Participant) (Date) 

RESEARCHER STATEMENT 

I have discussed the above points with the participant or, where appropriate, with the participant's 

legally authorized representative, using a translator when necessary. It is my opinion that the 

participant understands the risks, benefits, and procedures involved with participation in this research 

study. 

(Signature of Researcher) (Date) 
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ADDENDUM E 

EXAMPLE OF CONTENT ANALYSIS FROM FOCUS GROUP 
INTERVIEW 

Units of meaning (in the form of sentences or phrases) 

identified in the text with the use of different colors highlighting: 

Risky behaviors 

Communication 

These units of meaning were labeled in the margin in red with 

arrows indicating to text. 

Similar labels were grouped into categories, indicated in blue in 

margin. 

Similar categories were combined into themes, indicated in 

orange in the margin. 
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I: To what extent do you think HIV threatens the 
2 Stellenbosch campus? 
3 M1 : I think to my mind it is something that 

4 

5 

6 

7 

8 L: I think without intervention like the peer education that we are 

9 doing at the moment it is just going to keep on increasing the 

10 risk, it is not that you can't do anything about it is just that 

11 

12 

13 

14 

15 

16 

17 

and drug misuse, now with 

carnival I was thinking how many girls are getting drunk, 

raped or impregnated tonigh , so that is definitely something 

fu~ It ill 

Diversity
Situations on 
Campus
Need for 
program 

Substance abuse -
High risk activities -
Need for program 

18 A 1: There is such a ~~~~9!Q~ji~~~ilij~~~ii~i-.... Diversity -

-lQ]filQ[Y_~h]!ji!Tij~~~~ITJf5lli~~gI~~~r-""" Situations on 19 3?. Campus -
20 so with each history the n 

21 A2: I think Stellenbo 

22 

23 

24 

25 N: I think because 

26 

27 

28 

29 

30 

M2: I think other risk factors also contribute to the HIV thing, most 

~uw-~~LL..lli~ea but later on they loose it 

31 I: incidence of risky 

32 behaviour that could possibly lead to HIV/Aids at 

33 Stellenbosch University and also examples of such risky 

34 

35 M: I think tha · uation 

36 

Need for program 

Lack of 
communication -
Situations on 
campus 

Diversity
Situations on 
Campus-
Need for 
program 

Peer pressure
Situations on 
Campus
Need for 
program 

Freedom 
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40 

41 

42 

43 

44 
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45 M2: Also a lot of girls they think that they will rather sleep with 

46 

47 th 

48 L: experience 

49 previous participant said about coming to Stellenbosch and 

50 not knowing what to expect, I mean I went out a lot in high 

51 

52 

53 

54 

school, but coming 11ere I got my own apartment and me and 

f that and definitely a lot of risky behaviour, if I 

think about it now I put my life in danger so many times and 

55 luckily I came out of it unharmed but it doesn't always happen 

56 that way 

57 N: 

58 

59 the university 

60 I: What do you personally feel is the single biggest 

61 

62 

63 M1 

64 

65 

66 L: 

67 

68 A1 : 

69 

70 

71 

on Stellenbosch campus that the peer 

groups and 

Freedom -
Situations on 
Campus
Need for 
proqram 

Conservatism 

Lack of 
communication 

Prevention -
Capability of peer 
education program 
- competence of 
peer education 
program 

Ignorance
Situations on 
Campus -
Need for 
proqram 

Freedom -
Situations on 
Campus -
Need for 
program 

Peer pressure -
Situations on 
Campus
Need for 
program 

Lack of 
communication -
Situations on 
Campus -
Need for program 

Ignorance
Situations on 
campus 
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74 A2: For me it's th prejudice fas I said the diverse groups on 

75 campus and the prejudices they bring onto campus which 

76 

77 

78 

79 

80 

environment where there is a lack of supervision, there is a 

ack of control as far as drinking, drug us nd other social 

81 activities is concerne w 1c1 ·ncreases the risk for risky 

82 sexual behaviour and contracting HIV 

83 I: 

84 

85 

86 A 1 : et them the students talkm , I 

87 with peer educators is that everyone 

88 talks to their group of friends, when you have to talk to 

89 strangers it is difficult especially if they are from a different 

90 culture, but ecause we are such 

91 can reacl a lot of people if each o 

92 aches his own pee 

93 L: I think we can make a differenc because some of my friends 

94 are into very risky behaviour, they go out in the evening and 

95 they go drinking and the stories they come back with the next 

96 

97 

98 

99 

100 

101 

morning, there 1s also this culture of it is good to tell a story 

like that 1t gives you some kin 

speaking to my friend about .JJt UPi'f!!!!'AoMoM.11.1..1.l..... 

around her (she thinks she lost her bag but she just leaves it 

102 somewhere) o I am addressin her about that kind of thin s 

103 

104 

105 

Prejudice 

Lack " co~'f ~nication 
Situations on 
campus 

+ 
Substance abuse 

Prevention -
Capability of peer 
education program 
competence of 
program and peer 
educators 

Strenghts of 
intervention 
The training 
program 

Peer pressure -
Situations on 
campus 

Substance abuse -
Situations on 
Campus-
Need for program 
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AIDDIENDlUJM f 

RIEfllECT~ON CYCllE 
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CRITICAL REFLECTION SHEET Purpose /activity/ project: 

EXPERIENCE I Describe the experience 
What do I remember of the situations and experiences of the past week? 
Which activities was I involved in? How did I structure my day(s)? What 
did I do? 

ACTION: What will I do differently? When? 
What changes do I need to make to benefit 
from the experience? How would I like to adapt the 
experience to increase its value? How will I overcome problems that may 
prevent me form achieving my objectives? 

FEELING/ I am feeling .. ./ The value of this experience was .... 
What stood out during this experience? Why did it stand out for me? 
What did I observe? 

ANALYSING AND CONCLUDING: 
In which way(s) has this experience been the same/ different 

from previous experiences of this nature? How do my 
thoughts and feelings regarding the experience match other things I 
know? What does it mean to me? Has my ability to accomplish new 
things - or do things differently - grown from my involvement in this? 
What do I need to know/understand more about? 
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ADDIEINDUM G 

SCIEINES fROM ilHllE 'YOUR MOVES' m.IJilERACi~VIE CD 
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Age limit of 18 attached to game (due to 
scenes containing sex and nudity) 

(B) The options page 

Includes two separate 
quizes containing questions 
related to HIV and Aids. 
The first quiz contains 
questions relating to basic 
facts, while the second quiz 
relates to more advanced 
knowledge. Each quiz 
calculates your mark and 
provides the correct 
answers. 

Resources such as 
websites relating to HIV 
and Aids; contact details of 
helplines, as well as 
detailed lists of health 
services related to HIV, 
Aids and ST/s are 
provided. 
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(C) Scenes within the game 

The game is displayed 
as video images 
containing sound. 
During some scenes 
the video stops and 
players are asked to 
make decisions on 
behalf of the 
characters (such as 
"will you accept 
another drink?'J. The 
dangers of accepting 
another drink will then 
be discussed and the 
video will start from 
this decision. Players 
will thus witness the 
consequences of every 
decision made. 

Players can decided 
before starting the 
game whether they 
would like to play as a 
man (Seputla) or a 
woman (Chantalj . 
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