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ABSTRACT A quantitative descriptive research design was applied to establish the cultural beliefs and practices of
high school learners in the Lubombo region in Swaziland, which impact upon the spread of HIV/AIDS. Respondents
comprised 351 (169 males and 182 females) Form IV learners in 12 high schools spread across the Lubombo region
of Swaziland. A five-point Likert scale questionnaire instrument was developed and used by the researchers in
obtaining data for the study. The questionnaire was translated to both siSwati and English. Once ethical requirements
were met by the  researchers, the questionnaire was administered. Data were analysed using descriptive statistics.
The results of the study showed that cultural beliefs and practices had a role in transmitting HIV/AIDS in Swaziland.
There was also no statistical significant difference between boys and girls regarding cultural perceptions on HIV/
AIDS. The results also showed that high school learners appeared to have adequate knowledge and information on
HIV/AIDS. It is suggested that school curriculum policy formulation and programme implementation should target
culture-specific practices.
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INTRODUCTION

The role of socio-cultural factors and myths
in sexual aspects and the spread, control and
prevention of HIV/AIDS have been of interest
to several  researchers, and this interest contin-
ues in the African continent. Several recent re-
search outputs, for example, from Nigeria (Mali-
ki et al. 2006; Modo and Enang 2011); South
Africa (John and Rule 2006), Zambia (Mukuka
and Sloni-Nevo 2006), Kenya (Mugambi 2006;
Kemboi et al. 2011), and Botswana (Lopang et
al. 2013) are evidence for this trend. Maluwa-
Banda (2004) conducted a study among 1400
high school students drawn from ten mainstream
secondary schools in southern Malawi. The re-
sults of the study showed that for many girls
the most common place where sexual coercion
and harassment were experienced was the
school. The current paper reports on a study
which sought the cultural beliefs and practices
of high school learners which impact on HIV/
AIDS in the Lubombo region in Swaziland.

HIV/AIDS as a Health Pandemic and
Social Issue

The researchers have been warning the world
about the pandemic and attempting to expose

misconceptions about the disease. For example,
Voisin et al. (2000) observed that HIV and AIDS
have become major public health concerns of
the highest priority and the situation continued
unabated. de Lange et al. (2006) emphasized the
reality that AIDS was a disease for the poor and
rich, the educated and uneducated. This dis-
ease has claimed the lives of children, adoles-
cents and the old. It affects sex workers and
homosexuals just as it affects those in legitimate
marriages. Togarasei (2002) reported that HIV/
AIDS pandemic was no longer a medical but a
social problem and Pattman (2006) viewed it as a
development crisis. The pandemic has wrecked
havoc in the world and graveyards in general
have become heaps of freshly turned graves. It
has wiped out decades of national development,
widened the gap between the rich and poor na-
tions, and pushed already stigmatised groups
closer to the margins of society (Muthukrishma
and Mitchell 2006).

HIV/AIDS and the Economy

Poverty, the strongest force that motivates
people to behave in ways that put them at risk of
HIV, such as the exchange of sex for money, ru-
ral to urban migration and the low status of wom-
en are some factors, amongst others, that create
an environment that facilitates HIV (Nzyuko et
al. 1997; Sunmola et al. 2003). The former study
in Kenya and the latter in Nigeria highlighted
girls falling prey to ‘sugar daddies’, and boys to
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‘sugar mummies’, older men and women respec-
tively who give favours and financial assistance
with school fees, clothing, foods, and offer ex-
pensive gifts. By infecting young people of be-
tween 20 and 49 years, HIV/AIDS is robbing the
nations of their most productive, professional and
skilled citizens. Togarasei (2002) observed that
the old who have reached the end of their lives
are left to fend for the children left by those killed
by the disease. As a result, the disease has enor-
mous pressure on personal budgets too besides
the national ones. This seems to suggest that the
economy of countries that are greatly affected by
the HIV/AIDS pandemic would have to suffer as
a result of reduced productivity.

HIV/AIDS, Culture and Traditional Healers

Some researchers (Tobias 2001; Saller 2009)
have argued that the impact of cultural beliefs
towards HIV/AIDS is fundamental because cul-
ture not only provides a specific set of concep-
tions but also constructs particular pathways
for its prevalence. However, a major challenge
facing the researchers examining cultural beliefs
towards HIV/AIDS concerns the definition of
culture itself. Studies on culture have shown
that culture exists at multiple levels. Put differ-
ently, on any given attribute, the within-culture
variance may be as large as or even larger than
the between-culture variance. Matsumoto (2000:
24) defines culture as “a dynamic system of rules,
explicit and implicit, established by groups in
order to ensure their survival ... but harboured
differently by each specific unit within the group,
communicated across generations, relatively sta-
ble but with the potential to change across
time”. Therefore, cultural beliefs at the different
societal levels involve mainstream average ten-
dencies but cannot involve all behaviours of all
people in any culture. For Pattman (2006) cul-
ture should be regarded as the set of distinctive
spiritual, material, intellectual and emotional fea-
tures of society or a social group, and it encom-
passes, in addition to art and literature, lifestyles,
ways of living together, value systems and tra-
ditions and beliefs. Culture is to ensure that it
keeps its distinct characteristics but continues
to serve the interests of its practitioners. Never-
theless, in a changing world, culture must also
change if it is to remain useful.

Price (2009) argues that safer sexual practice
can conserve culture, although it may not pre-
serve it. Several studies in different countries,
for example, Malawi (Maluwa-Banda 2004), Zim-
babwe (Chireshe and Chireshe 2003), Zambia
(Mukuka and Sloni-Nevo 2006), South Africa
(John and Rule 2006) and Kenya (Kemboi et al.
2011) indicate that in prevention strategies where
cultural beliefs and norms have not been taken
into account, prevalence rates of HIV/AIDS con-
tinue to rise. Other studies on cultural beliefs
and HIV prevalence appear to concur that cul-
tural beliefs are factors in the social trends that
contribute to HIV/AIDS infection (Chenge 2006;
Rule and John 2008; Price 2009).

The cultural factor is not an isolated one for
Africa. de Lange et al. (2006) reported that ad-
vances in implementing empirically validated
prevention programmes have been challenged
by differing ideologies of prevention strategies
and inadequate or poorly co-ordinated research
efforts. The study noted that although several
major campaigns have been mounted to address
alarming rise of HIV/AIDS among the youth in
Trinidad and Tobago, the interplay of cultural
beliefs and socio-economic factors have severe-
ly challenged the success of these initiatives.
For example, embedding sex education in the
school curricula was difficult because sex and
sexuality was traditionally proscribed in a vast
majority of the islands’ schools. Many young
people also indicated having some difficulty talk-
ing about sex and reproduction with parents or
adult caregivers. Accordingly, many youth had
incorrect information on how HIV/AIDS trans-
mitted and were uneducated about what safe
sex entailed. As such, they continued in unpro-
tected sexual intercourse (Petzer et al. 2007).
Saller’s (2009) study of 483 adolescents (262
males and 221 females) aged 10-19 in the Ashan-
ti region of Ghana made up of 181 rural and 302
urban respondents revealed that multiple sexual
partners, gender inequality, refusing to use a
condom during sexual intercourse, infidelity to
partner, alcohol and drug abuse were some cul-
tural practices implicated in the ever growing
HIV/AIDS infection among adolescents. Mis-
conceptions in cultural beliefs and myths about
HIV/AIDS emerged noting that most myths and
misconceptions are rooted in the cultural con-
text of societies. These results suggest that mech-
anisms should be developed to reach young
people to reduce misperceptions in cultural be-
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liefs and practices which may not only fuel HIV/
AIDS infection but also cause stigma and dis-
crimination. Saller (2009) argued for a strong need
to provide and disseminate information and
hence this study was designed in Swaziland to
help fill that gap.

Many aspects of health-seeking behaviour
cannot be readily put into effective use because
of cultural beliefs that are a barrier to HIV/AIDS
prevention (Muthukrishna and Mitchel 2006).
Another study by Price (2009) suggested simi-
lar findings that cultural beliefs are a key driver
of the HIV pandemic in Southern Africa. The
study assumed that women’s lack of empower-
ment, which is largely culturally defined, is linked
to women’s inability to negotiate safer sex. A
paradigm shift in cultural beliefs towards sexu-
ality and HIV/AIDS infection is necessary to all
stakeholders if we are to fight a successful war
against the pandemic Another key aspect of
cultural approaches to HIV education involves
advocacy against people having multiple part-
ners. It is assumed that the traditional culture of
much of Southern Africa sanctions multiple part-
nerships and that this is linked to increased vul-
nerability to HIV infection. The study by Price
(2009) also revealed that some people suggest
that abstinence is not part of their culture.

Slonim-Nevo and Mukuka (2002) collected
data by means of interviews from 126 traditional
healers in the village of Kitwe outside Lusaka in
Zambia. The major findings of the study was the
that HIV/AIDS was considered as an old dis-
ease caused by having sex with a woman who
had a miscarriage and that only the divine inter-
vention of ancestral spirits could heal the dis-
ease. Some believed it was a curse from ances-
tors and some saw it as the result of witchcraft.
Other beliefs on contracting HIV/AIDS held by
the African indigenous people and traditional
doctors are, among others, through sexual rela-
tionship with a woman who had an abortion or
miscarriage, as the effect of witchcraft, through
mosquito bites, by shaking hands with those
who are infected, teenagers are HIV-free and sex
with them kills the virus, sexual intercourse with
a virgin cures the disease, only faith-healing or
traditional-doctor healing can cure the disease
(Jack 2001; Slonim-Nevo and Mukuka 2002; Pratt
2005; Chege 2006; John and Rule 2006; Bhana et
al. 2006; Petzer et al. 2007; Saller 2009).

In a descriptive study, Tobias (2001) sam-
pled 137 Swazi nursing students aged between

20 and 29 enrolled in two nursing programmes,
located in different parts of Swaziland. Out of
these, 84% and 16% were female and male re-
spectively and 80% had never been married, 10%
were married and 1% was divorced or separated.
Amongst those who were married, 23 percent
were in polygamous relationships while 17 per-
cent were in monogamous marriages. Data from
Tobias’ study revealed that culture influences
sexual behaviour, culturally sanctioned gender-
based power differentials exist, religious and
cultural taboos influence HIV/AIDS beliefs and
behaviours, myths exist concerning condoms;
intrapersonal/religious conflicts influence con-
dom use and limited support systems were avail-
able for women.

Culture, Women and HIV

The studies conducted by USAID (2009)
focussed on interrogating culture, women’s
rights and HIV/AIDS in Namibia and Mozam-
bique. Specifically, the studies examined the in-
ter-linkages between cultural practices and be-
liefs, customary and general statutory laws, vul-
nerability to HIV and the impact on women and
girls. The study population in Namibia included
traditional leaders (community elders, headmen,
tribal council members, midwives and govern-
ment officials), groups of women and men,
groups of HIV activists, a group of HIV positive
women working in a community project, and oth-
er persons living with HIV/AIDS. The findings
indicated four overarching central themes: male
dominance, importance of marriage, value of
children and the separation of men’s and wom-
en’s rights.

The Mozambican study took the form of a
case study, which allowed the researchers to
undertake in-depth exploration at a small sam-
ple. The study found that the achievement of
universal practice of safer sexual behaviour is
problematic because of the power dynamics
which means that often, men alone control the
use of condoms in a relationship. Interestingly,
the study identified some of the harmful tradi-
tional and cultural practices that were perceived
as increasing the vulnerability of women to both
gender violence and HIV and other sexually
transmitted infections (STI’s). These include:
men’s abuse of power; the accepted male domi-
nance and women’s subordinate positions; po-
lygamy; the acceptance of male promiscuity;
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multiple concurrent partnerships; widow inher-
itance and widow cleansing; the desire for chil-
dren at all costs, which leads to women and men
to engage in unprotected sex even when the
partner is known to be HIV positive; culture of
silence which makes it a taboo for men and wom-
en, parents and children and husbands and wives
to speak about sex; and lastly, the reluctance by
men to use condoms and women’s failure to con-
trol condom use and other birth controls espe-
cially in marriage. From both the Namibia and
Mozambique studies, there is clear empirical
evidence that women are more vulnerable to HIV
infection. Some of the reasons for this conclu-
sion appear to include the inability to refuse sex,
the risk of being forced to engage in transac-
tional sex to alleviate the challenge of poverty
and unemployment. This, therefore, calls for
opportunities to be created to take into account
the present contexts of modern life and technol-
ogies, and a serious introspection of cultural
beliefs and norms in the general society and
specifically those affected by such cultural is-
sues. It was also found that options about fre-
quency of sexual contact and condoms can only
be made available by the males (Tobias 2001).

The Context of the Present Study

The Kingdom of Swaziland in Southern Afri-
ca is generally known to the international com-
munity as Swaziland. Except the eastern border
with Mozambique, it is surrounded by South
Africa. As such, it is a landlocked country in
Southern Africa. The length and breadth are
about 200 kilometres north to south and 130 ki-
lometres east to west. The population is primari-
ly ethnic Swazis whose language is siSwati. The
main language is siSwati, which is a Bantu lan-
guage of the Nguni group. siSwati is also spo-
ken in South Africa. siSwati has 2.5 million speak-
ers and is taught in schools. It is one of the
official languages of Swaziland. Most Swazis also
speak Zulu. About 83% of the total population
adheres to Christianity, making it the most com-
mon religion in Swaziland.  Swaziland is one of
the sub-Saharan countries worst hit by HIV
infection.

Swaziland’s economic growth and societal
integrity are highly endangered by the HIV/
AIDS epidemic. The average life expectancy in
Swaziland was estimated as only 40.2 years in
2008 and HIV/AIDS is the major contributory

factor for this (UNAIDS 2012). The last national
survey that included HIV biological testing
among the general population was conducted
in 2007. The survey revealed that the country
has generalized hyper-endemic HIV; the nation-
al prevalence among the population aged 2 and
older was 19% (22% females and 15% male) and
26% (31% women and 20% men) for the repro-
ductive population aged 15-49 years. Percent-
age of young people aged 15 – 24 who are HIV
infected stood at 34.0%. HIV prevalence among
the age group 15-24 is used to estimate the re-
cent trends in HIV incidence and behaviour. The
HIV Sentinel Surveillance Survey conducted in
2010 by the Ministry of Health show that preva-
lence within the age group 15-24 is at 34.0% over-
all and in age groups 15-19 and 20-24 the HIV
prevalence is 20.4% and 40.8% respectively. HIV
prevalence among the 15-24 age groups is on a
downward trend compared to 38.9% in 2008
which shows that the current prevalence rate as
comparable to prevalence rates in 2006 The most
common modes of HIV transmission in Swazi-
land are primarily heterosexual, sharing infected
syringes among injecting drug users, and moth-
er-to-child transmission. Research reports have
documented that Swaziland has the second high-
est prevalence rate for HIV infection in the world
among adults between the ages of 15 and 49.
These studies estimated that in Swaziland 25.5%
of the population is infected with the AIDS vi-
rus.  The rate of HIV/AIDS infection among the
youth continues to escalate. Hence, the present
study was designed to find out if cultural beliefs
and practices among high school students con-
tribute to the spread of HIV/AIDS infection (Swa-
ziland Ministry of Health and Social Welfare
2006; UNAIDS 2012).

HIV/AIDS has become a devastating calam-
ity affecting the lives of people, their families,
communities, organisations and the country as
a whole. It is estimated that more than 450000
Swazis out of a population of slightly over 1
million are now living with HIV infection and
many others still do not know their status. Ac-
cording to research conducted in 2009, HIV prev-
alence rate in Swaziland is higher among women
than men. More than 300 000 Swazi women aged
between 15 and 49 are HIV-positive compared to
an estimated 150 000 of their male counterparts
(USAID 2009).

This study was conducted in the Lubombo
region, which is one of the four geographical
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regions in Swaziland. The Lubombo region is
also one of the driest regions in the country.
The scarcity of rains in this region has led to
severe drought, and food production has always
remained a challenge. As a result, poverty levels
are very high hence sex for food and sex for
money transactions is a common feature. The
only economic activity common in this region is
sugar production, as all the three sugar mills in
Swaziland are in this region. In addition to the
sugar mills, there are several citrus plantations.
Men and women leave their families to come
and stay in the residential properties built by
the companies so that they are close to work.
This kind of set-up encourages multiple-sexual
partners, extra-marital affairs, and prostitution
which are vehicles for spreading HIV/AIDS. The
sugar belt allocates residential properties owned
by companies to all their employees, whether
employed on permanent, seasonal, contractual
and temporal bases; these encourage cheating
and exchange of lovers amongst men and wom-
en who have their husbands/wives away from
their areas of work. It would seem these cultural
practices may be encouraging the transmission
and spread of HIV/AIDS in this region.

The Lubombo region is mostly rural and
therefore traditional. The following cultural prac-
tices are very common; Sitsembu (polygamy),
Bunganwa (having multiple female partners),
Kushenda (having extra-marital relationships),
Kungena (wife inheritance), Kuhlanta (a young-
er sister having children with her infertile sis-
ter’s husband), Kujuma (occasional short-term
or overnight visits between unmarried lovers)
and Kulamuta (having sexual relations with the
younger sisters of one’s wife). The region is also
home to the head office of the Traditional Heal-
ers’ Association of Swaziland. The region has
only one hospital that houses the Voluntary
Counselling and Testing (VCT) facility. VCT is
provided for people who want to know their sta-
tus. It is an entry point for counselling-based
programmes to support people who test nega-
tive to maintain their status, and support those
who test positive to live positively and access
treatment and care when needed (UNAIDS 2012).

Research Question

The main research question the study sought
to address was: what were the cultural beliefs
and practices towards HIV/AIDS amongst high

school students in Swaziland? The following
research sub-questions were formulated and
used during the study: i) what cultural beliefs
and practices impact the perception on HIV/
AIDS among high school students in Swaziland?
ii) How do Swazi cultural beliefs and practices
mediate high school students’ perceptions of
HIV/AIDS? iii) Do differences exist between the
cultural beliefs and perceptions on HIV/AIDS
among high school boys and girls? And iv) what
educational programmes may be put in place to
assist high school students’ understanding of
the HIV/AIDS pandemic?

Theoretical Orientation

The Interactionist approach according to
Rose (2006) is based on the concept of culture.
Culture develops through shared sets of sym-
bols that provide meaning to the inhabitants.
Without such shared sets of meaning, it would
be difficult and virtually impossible to interact
with others. Interactionists want to understand
each individual, and how they act within soci-
ety (Coleman 2003). In the views of Haralambos
and Holborn (2004) interactionism begins from
the assumption that action is meaningful to
those involved and people act within the con-
text of their own culture and beliefs. Allen (2007)
asserts that meanings are not fixed entities; they
depend in part on the context of interaction.
Meanings are also created, developed, modified
and changed within the actual process of inter-
action (Haralambos and Holborn 2000).

HIV/AIDS is largely a sexually transmitted
disease, and like many other diseases, involves
interaction between an ill person, relatives and
medical personnel. However, AIDS is different
from other diseases as people regard the vic-
tim’s behaviour as the cause for contracting the
virus and interactions might reflect these. So,
while people sympathise with an HIV/AIDS vic-
tim, they also blame him/her. Of particular inter-
est are the Interactionists’ concept of self label-
ling and its effects. This means when a person
becomes ill the relationship with others is dis-
turbed. When AIDS has developed, individuals
worry about how people perceive their condi-
tion. HIV/AIDS has provoked reactions of fear,
divisions, inequalities, discrimination and stig-
matisation in societies. As a viral disease, its
symptoms are distinct and identical and AIDS
has become a disease of labels. For example,
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AIDS sufferers are labelled as promiscuous, drug
peddlers, prostitutes, homosexuals or gays
(Paicheler 1992). This indicates that the condi-
tion of HIV and AIDS has negative labels based
on how people behaved leading to HIV infec-
tion. The reason why the0 researchers employed
the Interactionist approach for the present study
was because the Interactionist perspective is
anchored on culture but also allowed flexibility
in that there was no hypotheses and the re-
searchers were not rooted in attempting to prove
dogma or theory. Instead the researchers react-
ed to what they discovered, not assuming about
the variable(s) under the study.

METHODOLOGY

The study was a descriptive survey research
design. The target population of this study was
all Form IV students in the Lubombo region of
Swaziland as at the time of this study. The Form
IV streams were selected to participate in this
study because they were not taking external ex-
aminations, hence minimum disturbances in their
academic endeavours. The region had a total of
45 high schools and all were mixed schools. Out
of the 45 high schools in the Lubombo region,
23 were public schools, 9 were community
schools, 6 were company-aided schools, 5 were
mission schools and 2 were private schools. The
Lubombo region had a total of 2988 Form IV
students at the time of this study and of these,
1562 (52.28%) were females and 1426 (47.72%)
were male.

According to Cohen et al. (2005), for a target
population of between 2000 and 3000, at least
10% could be considered a representative sam-
ple of the population. The sample size of the
study comprised 351 Form IV students taken
from 12 high schools selected using the strati-
fied cluster random sampling procedure (1 pri-
vate, 2 mission, 2 company aided and 7 public/
community schools. Out of the 351 students,
169 (48.1%) were males and 182 (51.9%) were
females. Age-wise, the numbers were 15 years
(20), 16-years (62), 17 years (103), 18 years (76),
19 years (44) and 20-24 years (46). The percent-
age distribution of respondents per type of
school was 48% (public/community schools),
23% (company aided schools), 19% (mission
schools) and 10% (private schools). The urban-
rural distribution was 193 (55%) from rural
schools and 158 (45%) from urban schools.

Data were collected through the use of a
questionnaire. Questionnaire was preferred be-
cause it enabled the researchers to gather data
from a wide geographical area, costs were rela-
tively low, easier and quicker for respondents to
answer, and respondents enjoyed a high degree
of freedom in completing the questionnaire. The
questionnaire was divided into five sections
consisting of the respondents’ demographic
data; perceptions of cultural beliefs versus HIV/
AIDS; level of knowledge on HIV/AIDS; atti-
tudes towards HIV/AIDS; and educational pro-
grammes that might assist students to deal bet-
ter with issues regarding HIV/AIDS.  Validity of
the questionnaire was obtained with the involve-
ment of experts who were asked to review the
instrument and to make recommendations there-
of. A pilot study was then conducted with a
smaller sample comprising 55 students at one
school in another region of the country (Hho-
hho) to determine the viability of the instrument.
Means and standard deviations were obtained
to determine those cultural beliefs and practices
which were perceived to be drivers for HIV. The
mean for the different sections of the instrument
reflected 3.9987 for cultural perception towards
HIV and AIDS, which was positive while knowl-
edge of HIV and AIDS had a mean of 2.4550
which was negative because it was below the
threshold. Then to ensure instrument reliability,
the researchers employed the Cronbach’s alpha
co-efficient. At pilot, the results were approxi-
mately 0.30 for most of the sections. To reach
the 0.70 threshold, the instrument was revised
and questions translated to siSwati. Both En-
glish and siSwati featured in the questionnaire
to improve reliability.

Ethical Considerations, Data Collection
and Analysis

The sensitive nature of the study required
that the researchers observed all ethical require-
ments. Official permissions from the principals
of the twelve selected schools were sought and
were obtained. All the 351 learners that took part
in the study were fully informed of the objec-
tives of the study. The researchers also ex-
plained to the participants, why they were se-
lected for the study. Participants were given the
choice to opt out of the study before or during
the study. Assurance regarding the anonymity
of participants was given. All participants were
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asked to complete the consent forms. The re-
searchers administered the questionnaires in
each school and waited to collect the question-
naire from the respondents after completion.

Data Analysis

Descriptive and explanatory analyses and
summated scales were used. Inferential statis-
tics was used to test for differences between
boys and girls and between the stratified schools.
Summated scales (averages for each section)
were calculated from the items of each section in
the questionnaire. A summated scale was built
from individual items that were supposed to de-
scribe the same phenomenon. An indicator was
generated by first transforming the response
items into codes/numbers. Then item codes were
summed and averaged to generate a score/indi-
cator for the level of perception for that section.
Some items/questions in the questionnaire were
reverse worded (positive statements), so the scale
was reversed before the point values was com-
pared or used in a summated scale.

FINDINGS

The purpose of research sub-question one,
was to establish perception levels on culture,
knowledge and attitudes amongst the sample.
Table 1 shows the average HIV/AIDS percep-
tion levels on culture, knowledge, attitudes and
campaigns. The table shows that the perception
level on attitudes towards HIV/AIDS was high
among respondents having a mean of 3.92. This
mean score indicates that respondents have
positive attitudes towards HIV/AIDS because it
is more than 3 which is half of the 5 Likert scale
questions. This was followed by a mean score
of 3.65 on cultural perception on HIV/AIDS re-
vealing that most respondents are aware of the
cultural practices that help to spread the HIV/
AIDS virus. On HIV/AIDS knowledge, it showed

a mean score of 2.34 indicating the sample do
not have adequate knowledge regarding HIV/
AIDS. The last mean score of 1.80 on percep-
tions about HIV/AIDS campaigns indicates that
a majority of the respondents were unaware of
campaigns or programmes that help to combat
HIV/AIDS.

Research sub-question 2 attempted to exam-
ine how Swazi cultural beliefs and practices me-
diated high school student’s perceptions of HIV/
AIDS in Swaziland. Table 2 shows mean scores
that are greater than 3 (3.6421 and 3.6496) for
both urban and rural schools on cultural per-
ceptions on HIV/AIDS. These mean scores fell
on the disagree scale implying that most respon-
dents did not agree that culture had an influ-
ence on HIV/AIDS. Research sub-question three
explored whether differences existed between
the cultural beliefs and perceptions on HIV/
AIDS among high school boys and girls.

Table 2:  Mean scores by location

                                    Location   N   Mean
Cultural Perception
on HIV/AIDS   Urban 158 3.6421

  Rural 193 3.6496

Table 3 shows a mean of 3.6202 with a stan-
dard deviation of 0.36103 for females. This indi-
cated that there was no significance difference
between boys and girls regarding cultural per-
ceptions on HIV/AIDS. On HIV/AIDS knowl-
edge, males had a mean score of 2.3677 and a
standard deviation of 0.41756 while females had
a mean score of 2.3210 and a standard deviation
of 0.43702. This also indicated that there was no
statistical significance difference between boys
and girls. On attitudes towards HIV/AIDS males
had a mean score of 3.8580 and a standard devi-
ation of 0.46448. Females on the other hand, had
a mean score of 3.9736 and a standard deviation
of 0.38561. This again showed that there was no
statistical difference between boys and girls.
Regarding perceptions about HIV/AIDS males
showed a mean score of 1.8056 and a standard
deviation of 0.57766 and females showed a mean
score 1.7857 and a standard deviation of 0.51666.
This did not only show that there was no statis-
tical significance between boys and girls but
also that it was a weak significant difference.

 The purpose of research sub-question four
was to identify educational programmes which

Table 1: Average HIV/AIDS perception levels on
culture, knowledge, attitudes and campaigns
(N=351)

Factor   Mean

Attitudes towards HIV/AIDS 3.92
Cultural perception on HIV/AIDS 3.65
HIV/AIDS knowledge 2.34
Perceptions about HIV/AIDS campaign programmes
1.80
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could assist high school students’ understand-
ing of the HIV/AIDS pandemic and its preven-
tion thereof. Table 4 shows the correlation coef-
ficients that are negative and p-value that is close
to zero. The negative correlation coefficient im-
plies an inverse relationship, for example, when
correlation value is -0.17, it means increasing
programmes and campaigns do not add to in-
creasing knowledge on HIV/AIDS, and also the
p-value close to zero such as 0.001 which are
insignificant implies a nil relationship. This could
suggest that respondents were probably not
exposed to campaigns and programmes address-
ing issues on HIV/AIDS.

DISCUSSION

By now, it ought to be common knowledge
that Human Immune Deficiency Virus (HIV) caus-
es Acquired Immune Deficiency Syndrome
(AIDS) and that the virus severely depletes the
human immune system, making the body unable
to defend itself against infections. HIV virus was
first discovered in 1983 at the Pasteur Institute
in France (Jackson 1992). Although AIDS is a
sexually transmitted disease (STD), it can also

be transmitted through blood or from mother to
child and through using the same needles, in-
jections and razor blades (Chireshe and Chireshe
2003). The current study revealed that there are
many cultural factors that put girls and women
at risk of HIV infection. In terms of the first re-
search question bordering on cultural beliefs and
practices that impact the perception of HIV/
AIDS among Swazi high school students, par-
ticipants noted that quite a number of practices
appeared to be widespread in the kingdom. It
was found that various forms of incisions in-
cluding female genital mutilation, traditional male
circumcision, body-piercing and indiscriminate
sharing of sharp objects had an impact on the
spread of HIV/AIDS among Swazis. Such reve-
lations appeared to be consistent with those of
Chireshe and Chireshe (2003) who earlier noted
that HIV virus can be transmitted through the
use of same needles, injections and razor blades.
Equally consistent with the above findings, are
the Mozambican and Namibian studies (USAID
2009), which identified some of the harmful tra-
ditional and cultural practices that were per-
ceived as increasing the vulnerability of women
to both gender violence and HIV and other sex-
ually transmitted infections (STI’s).

Table 3: t- test to compare average perceptions between respondents by urban sexgroup statistics

 Sex N Mean Std. deviation Std. error
  mean

Cultural Perception on HIV/AIDS Male 169 3.6202 0.35878 0.02760
Female 182 3.6703 0.36103 0.02676

HIV/AIDS Knowledge Male 169 2.3677 0.41756 0.03212
Female 182 2.3210 0.43702 0.03239

Attitudes towards HIV/AIDS Male 169 3.8580 0.46448 0.03573
Female 182 3.9736 0.38561 0.02858

Perceptions about HIV/AIDS Male 169 1.8056 0.57766 0.04444
  Campaigns/Programmes Female 182 1.7857 0.51666 0.03830

Table 4: Spearman’s rho correlation coefficients of perception factors

      Correlation        p-value Sample size
    coefficient

Cultural Perception HIV/AIDS Knowledge -0.17 0.001 351
  on HIV/AIDS  Attitudes towards HIV/AIDS 0.096 0.071 351

Perceptions about HIV/AIDS -0.138 0.010 351
campaigns/programmes

HIV/AIDS Attitudes towards HIV/AIDS -0.166 0.002 351
  Knowledge  Perceptions about HIV/AIDS -0.001 0.981 351

campaigns/programmes
Perceptions about HIV/AIDS -0.139 0.009 351
campaigns/programmes

Attitudes towards Perceptions about HIV/AIDS -0.139 0.009 351
  HIV/AIDS campaigns/programmes
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Participants were also unanimous on the
consequences of sexual coercion and harass-
ment, polygamous marital relationships as well
as the keeping of multiple partners because such
habit can only exacerbate the chances of HIV
transmission. The above findings appear to be
in congruence with the findings of earlier stud-
ies on the impact of culture on the spread of HIV
virus (see for instance, Jack 2001; Maluwa-Ban-
da 2004; Chege 2006; Rule and John 2006; Mwe-
ru 2008; Price 2009; Saller 2009; Kemboi et al.
2011). These studies had earlier noted that cul-
tural beliefs are factors in the social trends that
contribute to HIV/AIDS infection in most soci-
eties. It was also found that Swazis were en-
gaged in occasional short-term visits between
unmarried lovers, which increased the infection
rate of HIV/AIDS among such persons. Extra-
marital affairs as well as blood transfusion were
thought to be among the practices that exposed
those involved to HIV/AIDS. One finding of the
study consistent with many previous findings
on the spread of HIV/AIDS was the belief among
Swazis that having sex with a virgin prevents
HIV/AIDS. This was the belief students who
took part in the study thought was rife in the
Kingdom of Swaziland. Coincidentally, this very
pathetic finding appeared to have been echoed
in previous studies by Pratt (2005), Chege (2006),
John and Rule (2006), Bhana et al (2006) and
Petzer et al. (2007) who found sexual intercourse
with a virgin cures the HIV/AIDS disease. As
such, the inferences from this study reveal that
Swaziland has not been an exception.

For research question two that sought to
understand how such cultural beliefs and prac-
tices mediate high school students’ perceptions
of HIV/AIDS, participants thought that HIV/
AIDS is a disease for prostitutes. The boys and
girls who participated in the study also were of
the opinion that people living with HIV and
AIDS should be allowed to keep their status
secret, although they equally acknowledged the
fact that in Swaziland, such people are easily
identified as a lot of stigma appears attached to
the disease and to those infected by it. Notwith-
standing, participants believed that those infect-
ed should be allowed to continue with their work
or school lives in order to avoid them not being
drawn more close to poverty. Their thinking was
consistent with those of Nzyuko et al. (1997),
Togarasei (2002) and Sunmola et al. (2003) who
noted HIV could be a major driver of poverty. It

is implied from the result of the present study
that in spite of widespread information on the
aetiology and epidemiology of the disease, HIV/
AIDS was still seen as a myth among Swazis.
Interestingly, most participants in the study not-
ed that it was a belief among some sections of
Swazis that there is nothing like HIV/AIDS.
Equally important revelation that appeared to
be consistent with previous findings (see for
instance, Jack 2001; Slonim-Nevo and Mukuka
2002; Pratt 2005; Chege 2006; John and Rule
2006; Bhana et al. 2006; Petzer et al. 2007; and
Saller 2009), is the fact that some of the partici-
pants held the view that traditional medicine can
easily cure AIDS as the disease appeared to be
associated with witchcraft.

On whether differences existed between the
cultural beliefs and perceptions on HIV/AIDS
among high school boys and girls, our findings
did not deviate from previous studies. There
were no significant differences between the per-
ception of high school boys and girls regarding
their perceptions on cultural beliefs on HIV/
AIDS. Earlier studies by Tobias (2001), Sathipar-
sad and Taylor (2006) and Strydom and Strydom
(2006) noted that in terms of their cultural beliefs
on HIV/AIDS, the gap in differences between
boys and girls appeared to narrow down quite
significantly. These studies found that the per-
ception of boys and girls regarding cultural be-
liefs on HIV/AIDS did not show any significant
disparities and in that sense, the findings of the
present study are confirmatory.

Another finding revealed by the present
study on educational programmes, which the
the researchers found quite disturbing was the
indication that educational programmes such as
outreach programmes, abstinence programmes,
billboards, storytelling and pamphlets did not
appear to help respondents add knowledge con-
cerning HIV/AIDS. While studies conducted
elsewhere by other the researchers (Strydom and
Raath 2002; Strydom and Strydom 2006), found
that, where more information was provided in a
variety of forms, it assisted people to conceptu-
alise and comprehend the concept of HIV/AIDS.
These findings may also suggest that informa-
tion on programmes and campaigns on HIV/
AIDS should be provided in a variety of ways
so that the different media can stimulate and
motivate interest and enthusiasm, creating a last-
ing impression. As the study was limited only to
how cultural beliefs and practices might influ-
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ence the spread of HIV/AIDS among high school
students in Swaziland, we did not collect data
on the pedagogical effectiveness of various ap-
proaches adopted in the use of those pro-
grammes. Perhaps, more studies may be required
that target the understanding of the strategies
for effective educational programmes that en-
able the benefits inherent in such programmes
to be manifested and therefore, thereby made
beneficial to the target audiences.

CONCLUSION

For students, parents and society at large,
this study provides empirical data on the per-
ception of cultural beliefs and practices amongst
Swazi high school learners in relation to the con-
tinued spread of the AIDS virus. The study
ought to have influenced positive behaviour
changes among participants so that they might
embrace only those cultural beliefs and practic-
es that might not put them at risk of contracting
HIV. The findings also might be helpful to em-
power parents to be proactive by revising belief
systems and cultural practices in order to guide
their children to avoid the risk of contracting the
virus. The study will also benefit the society as
it will provide evidence and information on those
cultural beliefs, norms and practices that may be
contributing to the persistent spread of the dis-
ease. Equipped with such information, the Swazi
and other societies at large will be carefully se-
lective when instilling lifestyles, value systems
and beliefs to society, and to avoid or modify
those that put society at risk of contracting or
transmitting HIV/AIDS. Health care profession-
als, in particular in Swaziland, will also benefit
from this study in that it will provide them with
information that will enable them to deal better
with clients with great amount of sensitivity
about their cultural beliefs and practices. The
counselling options need to be based on the
patient’s religion and cultural preferences.

Moreover, the study will be of great help to
the general education system particularly cur-
riculum developers, teachers and counsellors.
The empirical data that emerged from this study
will assist curriculum designers to develop pro-
grammes that will embrace all aspects of the HIV/
AIDS epidemic including culture and HIV. If this
component of the curriculum is examinable,
teachers will teach it earnestly and students will
pay close attention to it. Government will be as-

sisted with the findings of the study to formu-
late health policies and in particular HIV/AIDS
policies that will discourage those lifestyles, tra-
ditions, norms and beliefs systems that put peo-
ple at risk of getting the deadly virus.

RECOMMENDATIONS

In view of the findings of this study that
high school students do not view cultural be-
liefs and practices as having an impact on the
perception of HIV/AIDS. The  researchers sug-
gest that high school students and young peo-
ple in general should be taught about culture so
that they develop a deep understanding of what
it entails. Furthermore, such educational empow-
erment will also assist in defining the need for
boys and girls to perceive themselves as equal
partners. This will promote mutual respect for
each other in all aspects of life to enable them
avoid exposing each other to risks of contract-
ing HIV/AIDS. Strategies and policies need to
be put in place where adults, in particular teach-
ers, are trained on culture in order for accurate
information on HIV/AIDS to be disseminated.
Findings regarding educational programmes and
campaigns imply that when presenting informa-
tion on HIV/AIDS to students and the youth, it
must be presented in a variety of ways that is
motivating and stimulating to them, otherwise if
provided in the conventional way, it will fail to
yield the desired results. It would also be help-
ful to strike a link between HIV/AIDS pro-
grammes to other developmental issues, such
as poverty alleviation, so that the youth can see
relevance in exposing themselves to knowledge
on HIV/AIDS.

LIMITATIONS  OF THE  STUDY

The researchers would like to emphasise on
some limitations that could have impacted the
generalisation of the findings of this study. While
the  researchers recognise that there were multi-
faceted causes that might contribute to the
spread and high prevalence of HIV/AIDS among
high school students, the study was limited only
to how cultural beliefs and practices might influ-
ence the spread of HIV/AIDS among high school
students in Swaziland. The first major challenge
was the time constraint. The researchers would
have preferred the use of both quantitative and
qualitative approaches. The qualitative ap-
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proach would have allowed the researchers to
conduct some sort of semi-structured interviews
and or focus group discussions to gain more
insight into the complexity of cultural beliefs and
practices and the impact thereof on HIV/AIDS.
Further research that applies a mixed method
approach may reveal more insights. Notwith-
standing the limitations, the findings of this
study have lessons to learn from.
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