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ABSTRACT

This study explores the perceived impact of mass media campaigns in communicating
information on HV/AIDS prevention to iaschool (ISY) and oubf-school youth
(O0SY) in Oshana &gion northern NamibiaMass media campaigns have become
one of the acknowledged means for stemming the rapid spread of HIV/AIDS in
Africa. Since the first case of HIV/AIDS wadiagnosed in Namibia in 1986,
HIV/AIDS has become the number one cause of hospitalisation and death among
people of all ages and of both sexes in the country. The mass media campaign
organisations disseminate information through radio, television antegnmaterials
based on the conventional health education model. Despite the high level of
knowledge on HIV/AIDS which the youth were foundhave there is little change in

their lifestyle andsexual behaviours and the HIV infections have continuechaha

rate in the country. It is against this background th& study was conducted in
Oshana Rgion,northern Namibiapne of the regions with a high HIV/AIDS infection
ratein the country. The study employadsurvey based on the probalilsampling
approach, usingimplerandomand stratified samplinghethod. Data were collected
using sekadministered questionnaires. Key theories and models of social behavioural
change serveds a cornerstone of the study in explainiagv knowledgebeliefand
uncerstanding influence behavioural change in young people towards HIV/AIDS
prevention. Data analysis was conducted uStagistical Package in Social Science
(SPSS software and analysed in a descriptive manner. The data indicate that

respondents have adeqe knowledge of HIV/AIDS prevention.



The study findings also revealethat youth have a good understanding and
moderately high selkéfficacy concerning HIV/AIDS preventioMoreover, tle study
resultsindicatethat mass mdia campaigns organisationsly usethe conventional

health education model to disseminate information on behaviour change. Based on the
study findings, the researcher proposes an integdadaficalhealth communication
model to disseminate information tiee youth The proposed medl promotes change

in life style and sexual behaviours based on dialogue and participation that empowers
the youth to understand issues and environments in which they live as individuals and

members of communities.
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CHAPTER 1

INTRODUCTION AND BACKGROUND TO THE STUDY

1.1 Introduction

This chapter presents background informatimn the studyand exploresthe
perceived impact of mass media campaigns in communicating irtforman Human
Immunodeficiency Wus (HIV) and Acquired Immunodeficiency Syndrome (AIDS)
prevention to irschool (ISY) ad outof-school youth (OOSY) irOshanaRegion,
northern Namibia. It include background informatioron Namibiain relation to

health issueshbackgroundinformation about HIV/AIDS statement of the problem,
purpose of the study, research objectives and questions. The last part of the chapter
cowersthe significance of the study, scope and definitions of key concepts used in the

study.

1.2  Background information on Namibia in relation to health issues

A brief overview ofbackground orNamibia ispresentedelowt o gi ve $ he coun

profile and catext of this study.

Population
Namibia is a vast country with a small population. The population is ssttend
two-thirds of the population (8%) lives in rural areagMinistry of Health and Social

Services) (MoHSS, 2008b, p..1)
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The post independee Namibia Demographic Health 8ey (NDHS)conductedn
1992 (MoHSS, 1993). 2) shows a high population growth rate of 3.16% per annum,
but the 2001 Population and Housing Cenaasording to the National Planning
Commission(NPC) indicates a reduced anal average growth rate of 2.6% (NPC,
2003, p. V).This may be a sign thatopulation growth may be influenced by
HIV/AIDS through a combination ofactors: increased mortdy of adults and
children, reduction in thaumber of womee of childbearing agenal reduced fertility

of HIV-infected men and women (NPC, MoHSS, UNDP & UNAIDS, 2001). The
regional population densities vary substantially with almostttvirls of thetotal
Namibian population livingin the northern regions, namely Oshikoto, Oshana,
Omusti, Ohangwena, Caprivi and Kavango and less thartenmtb in the south of

the country.

The 20067 NDHS shows that the country has a relatively youthful population, with
43% of the ppulation under 15 years of adoHSS & Macro, 2008)Overal, the
population density is lowfwo persons per square kilometre (MoHSS, 20082).p.

The increase in population implies the continuing pressure of demand for support

services and facilities such as sols food and clinics

Ideally youtts are perceived as thieealthiest age group. However, withe high
prevalence rate of HIV/ AI DS and oqthher Sexu
group hasbecome the most vulnerable to frequent illness and prone to HIV/AIDS

(MOHSS, 2007a, 2008a).
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Sociocultural and legal conditions

Namibia is a culturally divesecountrywith a rich diversity of ethnic groups.

The Constitution of the Government of the RepuldicNamibia (GRN) (1990)

recogniss the importance of culture and guarastéet h e frevegyhpersoroto

enjoy, practi®, profess, maintain and promote any culture, language, tradition or
religion without compromising the rights o
p. 5. Namibians believe invarious cultures, traditions, norms, values, practices and

religions, which in turn have some impact on their attitudes, beliefs, practices and

health behaviours. Therefore, different culturafms, values and practices influence

health and health educati activities (MoHSS, 1993, 200BtoHSS & Macpo, 2008).

The Oshana Region where the study was conducteégisituatedn the northern part of
the countryand has diverse cultural as well as ethnic gro@usrently, rural and
urban lifestyles coexistin the region.Oshakatiis the capital of the regionmerging
with Ongwediva and Ondangwa as developing urban cerih@®C, 2003. These
tripartite cities are stopovers farational and international migrants searching for
educatioal, economic, health services and opportuniggifune, 2003) Oshana
Regionhasexperiencediramatc urban growth in recent years and forms an important
commercial and industrial focugth urbanisation as one of ithallenges (MoHSS &
Macro, 2008)Oshana Rgion is one of the 13 political regions in the country with its

10 constituencies adubtrated in figure 1.1 and 1.2 respectively.
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Figure 1.1: The Map of the Republic of Namibia with its 13 Political Regions

Figure 1. 2. The Map of the Oshana Region with its Constituencies
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Health care services

At independence in 1990, Namibia inibed a fragmented structure of health care
services, curative in nature and based eihnic and racial lines. Theolonial
administration before independence created ati@vdhealth systempne for blacks
and onefor whites, resulting in an unequal wéstleallocation of resources and
services. The black administration was an etimaised secontler that was poorly
funded and administrators could not raibe necessary income to provide basic
health care services. This resulted in large inequitiesi¢etimil geographical) in the
delivery of health services in the country (MoHSS, 1992, 2001, 2008a). Therefore,
after independece, the Namibian Governmeatiopted a Comprehensive Integrated
Primary Health Care (PHC) approachjieh forms the foundatiofor the provision

of health care to all communities within the country (MoHSS, 1995).

The Government,through the MoHSS, (1992) committed themselves to the
achievement of AHeal th for al | Nami bi ans
commitmentwas difficult to achieve fowvarious reasons such # political legacy

and inequities in the delivery of health care services. Therefore, currently many
people in Namibia are sick and prone to many diseases including HIV/AIDS and its
related complications and othercgal health problems such as poverty, ignorance and
unemployment (MoHSS, 2004, 2007c, 2008m).order for the MoHSS2004 to

achieve its goal and Hy alleviate inherited disparities, the health policy has been
translated into health programmes andaacplans whereby the health care delivery

system has been transformed.
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The system changed from a fAcurative model

0

Acomprehensive integrated health care syst

1992, p. V). This eammitment is difficult toachieve within a short time becausedlo#
historical legacy in the health care services arel dbuntry at large (MOHSS &
Macro, 200§. The outbreak of epidemic an@dmdemic diseases including HMD S

is the major obstacle whichlso impinges orthe health care delivery services and
fulfilment of health for all Namibians. However, theoMSSclaimsthat pursuing the
PHC strategy is aneans of reducing poverty, inequality and fostering economic

growth, impoved health services amabreproductive lives (MoHSS, 1995).

MoHSSfurther claims thait hasmade the health care services universally acceptable,
available, affordable, accessible and appropriate to the needs of the people in various
communities (MoHSS, 2004However, t codd be argued that health sengcmay

not yet be universal as is claimealving tothe historical legacy ofhe health care
services andocial health problems such as poverty, ignorance, unemployment and
disease surveillance which cannot berected witlin a shortime (MoHSS& Macro,

2008).

Health Education

Having reviewed the background information on health care serwidges;lear that
thedissemination of health informatidn Namibia forms an integraglart ofthe PHC
approach. Health informatiois disseminated through the process of Health Education
(HE), focusing on educating individuals and aoomitiesto promotehealthand gain

knowledge on the topic under discussion
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Health education as defined by Simdvierton, Greene and Gottlieb (199%,91) is a
Aprofession devoted to employ health prom
behaviour and health itselfo. Heal th pr omo
that can be employed tthange conditions that affdete a | t h o-Mdrt@ietralg n s

1995, p. 91). Generally, Health Education (HE) focuses @arget populatignfor

example,youths in a certain setting which can besehool, work site, community or

health care facilityA health education programe involves a range of objectige

addressed in its campaigns that are individual, organisgti@eaxmunity and

governmental imature (MoHSS, 1999b).

In Namibia, the health education program hasa similar pattern tomass media
campaignsn other countries in Afrigawhich disseminat information focusing on
major health problems such as HIV/AIDS, emphasising the meaning, its modes of
transmission, manifestation, and prevention and promotion measures (Sfodas

et al., 1995)Next some background information on HIV/AIDS will beopided.

1.3  Background information about HIV/AIDS

Globally HIV/AIDS has affected many countries. The annual numbers of new HIV
infections has declined from 3 million in 208f&d arestimated 4.8 million in 2003 to
2.7 million in 2007. However, 33 milliopeople worldwidewere estimatedo be
living with HIV in 2007, since the first case of AIDS was diagnosed in 1981

(UNAIDS, 2008, p. 23).
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In many countries in SuBaharan Africa (SSA) in general, Southern African
Development Communities (SADC) and Namibia particular, HIV/AIDS has
become a major cause of hospitalisation and death. The consequences of HIV
infection affect individuals, families, communities and the country at large in all its

endeavours (MoHSS, 2008b).

According tothe United Nations Ageng for International Development (UNAIDS)
(2008, p. 32) report SSA has over 10% of the world population, but 67% of all people
living with HIV infection are in Africa. Many African countries are experiencing
generalised epidemics. The disease is spreatiirmgighout the general population
including higher risk groups. Yimg people, age 1%4 years oldn SSA and Southern
African countries account for half of all new HIV infectipniacluding Namibia

(UNAIDS, 2008; MoHSS & Marco, 2008).

USAIDS (2008) claimé thatHIV/AIDS epidemiological situation in A is serious

and manypeople are living with HIV infection. Southern Africa is presently the worst

affected region on the continent. In 2007, Southern Africa had 35% of HIV infections
and 38% of AIDS deaths ithe continent. Countries affected most are Botswana,

Zimbabwe, South Africa, Malawi, Zambia, Swaziland, Lesotho and Namibia. The
HIV prevalence in SADC countriesontinues to rise beyond normal levels. These

countries are losing skilled people vital tcethlelivery of services inyblic and

private sectors becauseldV/AIDS and its related illnesses (MoHSS, 1999a).
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Namibia is not an exception, being near the HIV/AIDS epicentre. Its epidemiological
situation reflects a similar pattern to othekDEC courtries. Since the first case of
HIV infection that was recorded in the coyntn 1986, HIV/AIDS has become the
principal public health andocial problem in Namibia, betwee2000 and2008
(MoHSS, 2008b, p.1). By 1996 to 2008 AIDS had become the leadumpe azf

hospitalisation and death in Namibia (MoHSS & Marco, 2008).

According b the seresentinel studies 01992 to 2007 a higher number of women
(see HAble 2.1in Chapter 2) than men (because of the better monitoring for women
during the sentinel surys) were diagnosed with HIV (MoHSS, 2000; MoHSS,

2008b).

In 1999, women accounted for 54% of all reported HIV cases. While in 2001,
(MoHSS, 2001, p. 4) HIV prevalence among pregnant womettifferent sentinel
sites increased witthe highestratesat 336 in Katima and 28% in Oshakati to the
lowestrates of7% in Opuwo. Since the beginning of sentinel surugygo 2006
Oshakati and Katima recorded the highest prevalence ratio, whiledpearded the
lowest (MOHSS, 2007a). The 2008 National HIV SeetirSurvey measured the
overall national HIV prevalence among praghwomen atl7.8% (see Table 2.1 in
Chapter 2) which represend clear decrease in comparison to other years (MoHSS,
2008b, p. 14). The cause dfig reduction is notlear. Overall, in 207, 200 000
Namibiars wereestimatedas Iving with HIV infection (adultsvere 15.3%aged 15

49 years; womewnf 15 years and above were estimated at 110 Dé@aths in 2007

due to AIDS werestimated at 5100 (UNAIDS, 2008, p. 35).
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Globally, the most ammon sources of data used in all HIV/AIDS research are
sentinel surveillance system@hat undertake periodic surveys @mg specific
population groups), nationg@lopulationbased surveys and case reports from health

facilities (UNAIDS, 2008).

Country da& indicate that the number of people living with HIV infection continues
to rise in all parts of the world despite the fact that preventive strategies exist. The
infection rate continues to grow and millions of adults and yoiath ill and die as
memberof communities and all sectors thieeconomy stagger under the burden.
However, sometimes it is difficult to verify the accuracy of the dmeausethe
researchedoes not know under which conditiotise research was conductelach

type of data hasstweaknesses and strengths. The background information of all the
research data related to HIV/AIDS is nalways clear as to how and when the

research or reports were written (Phororo, 2003).

In Namibia, HIV sentinel sersurveillance is conducted biamaly (every second
year) through serologic HIV screening of Ante Natal Clinic (ANC) clients at sites
around the country. The sentinel started with eight sites in 1992, fourteen sites in
1994, twenty four sites in 2004, twenty nine sites in 2006tlainky five sites in 2008

(see Table 2.1 inl@apter 2). These sites cover batbhan and rural areaspresenting
regional and population diversity of the country. In addition, Namibia is using World
Health Organisation (WHO) guidelines for HIV surveillance gederated data from

the country in previous years (MoHSS, 2008b).
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Given the continuing rise in infection rate, it is vital to state that HIV/AIDS is a
serious publicdhealthproblem in Namibia, especially among the youth. Therefore, in
Namibia the pharmaaeitical companies in colb@ration with the MoHSSgreed to

introduce Antiretroviral drugs (ARV) for HIV infected people. However, the drugs

are very expensive, and only a small number of jgecgn afford to buy them

According tothe serasentinel stdy, in 2000(MoHSS, 2001, p. 3) HIV prevalence

all over the country varied between 34% and 6% among pregnant women, with a
coverage prevalence of 19.9% in 2006 and 17.8% in 2008 (MoHSS, 2008b, p. 11).
Therefore, the MoHS®o0k a decisionn 2002to give ARV drugs to pregnanwomen

and their partners. The aim of the treatment is to prevent the transmission of HIV
infection from mothers to unborn babies awadprolong the lives of mothers and
fathers. This programme (the prevention of mother to child trasgmigPMTCT)

was launched in March 2002 initially on a pilot basis at Katutura and Oshakati State
Hospitals. In May 2003, the RV treatmentwas extended to some hospitals, health
centres and clies (sites for sentinel surveys, sesble 2.1) in all thirten regions in
Namibig including sites with rural and urban characteristics. T@mibian
Government continues to monitor the trends of infection and measure the impact of
the epidemic on population and programme evaluations in accordance with its
Medium Term Plan 111 (MTP) 2004 2009. By 2009, ARV treatment became

available at all thirty five sentinel sites in the country (MoHSS, 1999b,$008
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According to the MoHSS (2008b, p. 11) seentinel study report the overall HIV
prevalence from 1992 2000was between 4.2%15.3%; in 2002t wasat 22%; in

2004 and2006it wasat 19.7% and 19.9% respectively and in 200&asat 17.8%.
However, the decrease in prevalence was not observed in all geographical regions and
age groups and this m&ave importanimplications forprevention, control, care and
support. Despite the slight decline observed in 2002008, the survey reports
demonstrated that HIV infection was stiNidespread throughout Namibidad
increased and remaied higher among some age gpsuespecially the youth and

young adultbetweerthe ags of15- 24 and 25 49 years, (MoHSS, 2008b, p. 17).

1.4  Statement of the problem

In this stdy, all reports and literaturedicated that a higher number of people of both
sexes and ages are efed, infected and dying because HifV/AIDS in Namibia.

The study was conductéa Oshana Rgion one of the thirteen politicaegions in the
country. Thisregion is mainly rural with the second highest population density in the
country concentrated in Oskati, Ongwediva and Ondangw@wvns. Oshana &gion

is a central point of education in the wider area, wiite¢ University Campuse
(Oshakati EngineeringFaculty andOn gwe di v a) , ollegeat @nhgveetivar s 0
and a vocational trainingeatre at Ongwedra. Oshana &gion also ha®shakati
Intermediate Regional Hospital. Again, the HIV ssemtinel study statistics from the
northern regionsncluding Oshana, where Oshakati Intermediate Hospitatuated,
indicatea higher HIV prevalence rate amonggmant women. Tése rates were 25%

in 2004, 27.1% in 2006 and 226 in 2008 respectively (MoHSS, 2008b, p. 19).
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On the same note, the 2006/7 NDHS (MoHSS 8B0@. 196) report also revedhat
knowledge on HIV/AIDS prevention is the lowest among young aedents in
various regions in the countiypcludingOshana Rgion.According t020067 NDHS,
knowledge of HIV /AIDS is universal in the country. This means that among both
men and women, only two in three have what can be considered comprehensive
adequatknowledge about the modes of HIV transmission and prevention (MoHSS,

2008b).

The statistics from the Health Mstry (MoHSS, 2001) and NPC (2008dicatethat

70 000 people were infected with HIV at the beginning of 2000. During the same year
a total ¢ 10 689 people died asresult of AIDS and related complications. According

to UNAIDS report(2004) in2003, Namibia had an estimated 210 000 people living
with HIV and an estimated 16 000 AIDS deaths. But in 2007, 200 000 people were
estimatedas living with HIV, adults (were 15.3% aged 15- 49 years; women 15
years and abowsere estimated at 11@0 and deaths due to AIDS werstimated at

5100 (UNAIDS, 2008, p. 35).

The sentinel survey 2006 - 2008 report demonstratéisat HIV infection is still
widespread throughout Namibia and increasing among some age groups especially the
youth and young adul(svithin the age range 1524) betweer25 - 49 years, (MoHSS

& Macro, 2008, p.17). Based on the above situations, the rates of HIV infections /
cases,hospitalisations andleaths vary considerably fanany reasons (Phororo,
2003). Therefore, the researcleenclude that the threat of HIV/AIDS is real and the

infectionrate is growingat afast pace
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Since the first case of HIV was diagnosed in Namibiz986, mass media campaign
organi sations organises campaigns such
information on HIV/AIDS prevention to all Namibians including yautiirough
radio, television, newspapers, posters and pamphlets (printedalgtdviass media
messages used aretime form of slogans mostly used through radsagha s Uséi
condomé a8af & sex kiaalseassumedihatpeople knihne disease,

its modes of transmission and preventive measures.

Despite the fact @it many groups of people, massdia organisations anthe
NamibianBroadcasting Corporation (NBC) have provided information to people in
the country, there appears to be little changkfestyles andsexual behaviours and

the HIV infection has continueid grow at a highrate.It is increasingly believed that
HIV/AIDS can be prevented and mass media campaigns would play a significant role
in its prevention as it has done successfully in reported cases in Africa particularly in
Uganda.The question is whiifestyle andsexual behaviours are not changimyfRat

are the perceptions diie youth In-school (ISY) and Oubf-school (OOSY)on the
effects of mass mediawgaigns on HIV/AIDS preventionPherefore the perceived
impact of themassmedia among the wih, that isalso considered to be the most
vulnerable group as far as infection rate is concern, is unexplaradeas such as in

Oshana Rgion in Namibia that provides a strong case study for this type of research.
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1.5 Purpose of the study

The concepof purposéas defined by De Vos, Strydom, Fouche ddelport (2005, p.

8) as a Abroader, more abstract conception
i's dir ect sfihino ApuFpos® andfioald are synonyms and will be used
interchangeablyn this study. The overall purpose of the study was to explore the
perceived impact of mass media campaigns in communicating information on
HIV/AIDS preventionto ISY and OOSY in Oshanaegion, northern Namibiandto

propose an integratetialogicalheath communicationrmodelthat could be applied to

the Namibian situation. To achieve this athrefollowing objectives were addressed

1.6  Specific objectives

1.6.1 To explore theknowledge and viewsf the youth about the effects of mass
media campaigns on HIVIRS prevention.

1.6.2 To ddermine and describe the methaded in mass media campaigns in

communicaing information to the ISY and OOS¥ Oshana Rgion.

1.6.3 To what extent the conventional method is applied in HIV/AIDS prevention in
Oshana Region?

1.6.4 To determinewhether mass media campaigasd messages influence
knowledge, attitudesand behavioursof the youth towards HIV/AIDS

prevention.
1.6.5 To describe the existing conventional model based on thedstiiryings and

the proposed health communicatiomodel and its application that could
facilitate social behaviour change on HIV/AIDS preventio@shana Rgion.

32



1.7 Research questions

Research questisnare queries that are asked and their answers facitiate

achievement of the study objectives (Cohen, Maniondridon, 2007).

1.7.1 To what extent do mass media campaigns on HIV/AIDS prevention have
an impact on exual behaviour changeamong the youth in Oshana

Region?

1.7.2 Which communication methods are used in mass media campaigns when
disseminating informatn on HIVVAIDS prevention tothe youth in

Oshana Rgion?

1.7.3 What are the perceptions tfe Oshana youth about the effects of mass

media campaigns on HIV/AIDS prevention?

1.7.4 What is a possible model for effective health communication and mass

media campaigson HIV/AIDS prevention inOshanaRegion ofNamibia?

1.8  Significanceof the study

This studyis significant becausesitresults direct to a better understanding of mass
media campaigns as an instrumental tool to influence behaviour change and its

channels of commmication.
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Theories and models (Soci al Cognitive
Innovations, Health Belief Model and Participatory Model of Freire) of social
behaviour changérmed the base of this studyhe integration and application of

these models and theoriesxplain how knowledge and understanding influence

learning and behaviour change.

Study findingsprovideuseful information orthe conventional heath education model
as the methods used lyass media campaigns in communicating imi@tion on
HIV/AIDS prevention through radio, television and printed materiatsyouths in
Oshana Rgion and its perceived impa&esearch literature shewhatHIV/AIDS is
a serious health amgbcial problem amonglamibians hence the importancaf the

study.

Thestudy alsgroposeand adapthe human centredialogicalhealth communication
model based on dgue participationand facilitationas advocated by Paulo Freire
and its application to be used during thiV/AIDS prevention campaigns In
addition, the proposethtegrateddialogicalhealth communication model may help all
stakeholders in HIV/AIDS prevention campaign€Dshana Regionto improve media
campaigns appaches, networking and possibly to reduce the numheswicasesf

HIV in Nambia.
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1.9 Scope of the study

The study focussed on tiNdamibian youthcoveringnine secondarschools, twenty
six combined shoolsandeight youth organisations in Oshana Regidhe study was
conductedin one region for the purpose of obtainingdegh information on the
yout hsdé pkaowkedge and amdarstanding BiV/AIDS prevention. The
reason for aurvey resa&h methodwasto generate large amounts of data in order to

generalise the study findings the whole region

1.10 Definitions of key concepts

The deinitions of concepts vary in thegociocultural context across the world. For
the sake of this study, this section explains and describes operational terms that were

used in the context of the study.

Mass media

These ee technologis and social institutions such as radio, television and newspapers
used inthe production and distribution of mass media messages to large audiences
(Rogers, 1995). In this study mass media refers to technologies used toirdigsem

information to the pulit, including young people.
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Campaign

A campaign is defined as a united effort or series of operations energetically pursued
to accomplish a purpose or a planned set of activities that people carry out over a
period of time (Fox, 1988, pl05). In thecontext of this studycampaignis a
communicatiodearning process or health education session provided by the sender to

the receivesto effect change.

Youth

Hedgepeth and Helmich (1996) define youth as a stage of development from
childhood to adulthah, between thages of 1835 years. In this study a youth or a
young personis someonaged 1230 years old, whas an OOSY or ISYand livesin

Oshana Region.

Communication

Northouse and Northouse defioeo mmuni cati on as fAa way of e
inf or mati on, knowl edge, i deasfiang Myhamit eel i ngs
informaton-s hari ng processo (1985, p . 2) . [t i nc¢
thinking skills. Communication has various categosesh as intrgpersonalwhich

means commuoation with oneself; interpersonal means peift@sperson
communication; mass communication means communication through mass media

such as radio, television apdnted material§Rogers, 1995).
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Health communication

Heal t h communi c fortparmership and participgtidrased s & two
way dial ogueo (7% dthinvavesothe infetaive, interghange of
information, ideas, techniques and knowledge between the sender and receivers of
information on an equal footing, leading to praved understanding, shared
knowledge, greater consensus and identification of possible effective acttba

realm of healthFurthermore, health communicati@ms to influence, engage and
support individuals, communities, health professionals, spg@aps, policy makers

and the public to champion, introduce, adopt or sustain a behaviour, practice and a
policy that will eventually improve health and bring chasigeknowledge, attitudes,

skills, behaviouws, policies and social norms (Schiavo, 2007)

Learning
Learning is a way of acquiring modifications in existing knowledge, skills, habits or
tendencies, attitudes or values through experience, practise and exercises (Schunk,

2002).

Information
Information refers to mass media messages on HIVFA[evention given to the
youth Examples aréUse condonts a Gat tesied and know your HIV status for

surd ( Mai bach & Parrott, 1995, p. 8).
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Human Immunodeficiency Virus (HIV)
This is thename of the virushat causetheb ody 6 s def enakdowrsspst em t o

that it can no longer fight off infections (Gow & Desmond, 2002, p.3).

Acquired Immunodeficiency Syndrome (AIDS)
This is the late stage of HIV infection when the person can suffer a number of
infections such as skin rashes, tuberculosis, pneianamd others (Gow & Desmond,

2002, p.4).

Impact

| mpact is defined by Schiavo (2007, p . 374
changeo. This refers to what happened to
intervention (the information has beelean to them). In this study the word impact

refers to the outcomes or perceived effects of mass media campaigns and its messages

to theyouth on HIV/AIDS preventiorfLévesque2002;Page & Czuba, 1999).

Selt-efficacy
Sel f efficacy r ejudgement inh the abifite to finplenent ¢hk o
necessary or expected behaviourso (Boulton

describes th assertiveness abilities thie youth to understand and act responsibly.
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Community Dialogue

A community refes to a group of people who resides in the same locality or group of
individuals who share a common inter@3e Vos et al., 208). Community dialogue

refers to a community (group) action or joint venture to solve a common proble

their communities suchs thehigh prevalence rate of HIV/AIDS i©shana Rgion.

The mainelementsof community dialoguare collectiveaction, social cohesion and
social rorms (Schiavo, 2007). Collectivaction refers to a joint or shared action of
community members to solveew problems in the area such as HIV/AIDS in the
region to ensure community development. Social cohesion refers to the extent of
cooperation, participation and social networking among members of the communities.
This cohesion creates the overall ability tbe community to engagen ieffective
dialogue, collectiveaction, sense of ownership and collective participation in solving
their problems. Social normeferto collectively agreed upon or accepted standards

or rules for participatin in decision making Ther ef or e, soai al nor
beliefs about attitudes and behaviour that are normal, accepted or even expected in a
particular social context to effect behawiochanges. This means thammunity
dialogue empowers communities witlrelevant knowldge and skills to act

responsibly (Figuero&incaid, Rani & Lewis, 2002).
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Empowerment

Empowerment is defined by de Beer and Swanepoel (2005;».23 a@a&ning 1|

process and a collectivaction that release people frothe poverty trap through
transformationo. Empower ment in this stud
control over their own health care and to make informed @essabout their own

lives. The role or key elements of youth empowerment should include access to
information, ability to make choices, assertiveness and-estfem or seléfficacy

with self directed abilities among the youth (Page & Czuba, 1998xt, the

proceedings of the chapters will be provided.

1.10 Structure of chapters

Thedissertatiorconsists of théollowing chapters.

Chapter One introduces thestudy, background information dhe country, a global
overview of the AIDS epidemic, aim and objectives, significance and problem

statement of the study. Key concepts are clarified and highlighted ichéyser.

Chapter Two presentsthe review of relat literature on HIV/AIDS at global,
regional and national levels. The chapter further highlights the response of the
Namibian Government towards HIV/AIDS. HIso presentyarious mass media
campaigning organisations that are taking part in the HIV/AIDS awareness

campaigns.
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Chapter Three discusses theoretical perspectives of various theories and models of
behavioural change used in mass media campaigns/health communication on

HIV/AIDS prevention.

Chapter Four provides an overview of researntethodology, whichs the research
design study populatiorand data collection techniqoa the perceptions of theuth

on mass media campaigns towartd¥/AIDS prevention.

Chapter Five presents the data ansly and presentation ahformation collectedin

descriptions, tables and graphs. Dataensailected from ISY and OOSY

Chapter Sx discusses and interpsethe study results in relatiolo HIV/AIDS
prevention, youth access to information and exposure ts maslia messages. The
chapter furtherhighlights youth sexuality andvulnerability to HIV/AIDS, youth
perceptions on condom use towards HIV/AIDS and the effects of mass media

campaigns.

Chapter Seven describes the existing conventiorfealth educatiomodel and its

shortcomings and propost® integrateddialogicalhealth communication model that

could be apled to HIV/ AIDS prevention irOshana Rgion, Namibia.

Chapter Eight concludes the study and suggests recommendations.
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1.11 Summary

The chaper gave the Namibian profile. It also presented the background information
of HIV/AIDS in SSA, SADC and Namibia, the problem statement, objectives
research questiorad significance of the studyere also discusse@ihe study argues

that HIV/AIDS is a erious health and social problem worldwide causing
hospitalisation and death among all ages and sexes, especially #meoymuth
Therefore, it is important to explore the perceived impact of mass media campaigns in
communicating informatin on HIV/AIDS pevention tolSY and OOSYin Oshana
Region northern NamibiaThe chaptemlso covers thedefinitions of various key
conceptused in this studyThe next chaptgorovidesthe related literature review to

support the study omass media campaighs i mpdaoo HIV/AIDS prevention
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CHAPTER 2

REVIEW OF RELATED LITERATUR E

2.1 Introduction

This chapter discuses variousstudies writtenin relation tomass media campaigns
and HIV/AIDS prevention globallyjn SSA, the SADC region and Namibia in
particdar. Research literatufecuseson the youth as the focal point in the study and
their relationships to HIV/AIDSThe research questions as outlined in chapter one
formed the basis of the literature review. This literature repeavidesa basis for

the empirical survey research omass media impact on HIV/AIDS prevention

campaigns.

2.2 Global and sub-Saharan African (SSA) picture of HIV/AIDS

Thehealth sectors globally and in SSA in particular haeenfaced with many health
problems and challenges suchtlV/AIDS, which threatens the lives of all ages and
sexes, including the youth. HIV/AIDS has become an epidemic and virtually no
country in the world remains unaffected (Joint United Nations Programme on

HIV/AIDS) (UNAIDS, 2004).

According to the GlodaReport onthe AIDS epidemic, thedisease hasontinued to

proliferatefrom 1981 since the first case waagiosedUNAIDS, 2008.
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The reporemphasisethat SSA has just over 10% of thends population, but has
large number of people (33 milliohiying with HIV infection. The UNAIDS (2008,
p. 23) report statebat the number of new HIV infections has declined from 3 million

in 2001 to 2.7million in 2007.

However twaethirds (67%) of the global total of an estimated 33 million people who
were lving with HIV infection in 2007 weren Africa, since the first case of AIDS
was diagnosed in 1981. Again, three quarters (75%) of all AIDS deaths in 2007
occurred in Africa. Subsequently Africa as a continenthis mostaffected by
HIV/AIDS. The UNAIDS @008) report indicatethat the epidemicin SSAis not
homogemous in all countries within the region; some countries are more affected than

others.

However, in SSA, HIV/AIDS prevaleec in adults is high and exceed$%
(UNAIDS, 2008, p. 39) in some SADCountries These countries arBotswana
(23.9%) Lesotho(23.2%) andSwaziland(26.1%), whereas iNamibia, South Africa,
Zambia andZimbabwethe rates are around 130% The prevalence is stable and
very low in other countries mostly Central and EasicA (UgandaKenya andthe

United Republic of Tanzani@&ameroon(5.1%) Gabon(5.9%)andNigeria (3.1%.

The report further indicatethat the disease is spreading throughth& general
population, rathr than being confined to highsk groups such saasex workers,
injecting drug users and homosexuals, as was perceived in the earlier days of the HIV
outbreak (MoHSS, 2008b; Parker, Rau & Peppa, 200NAIDS, 2004, 2008 The

research reports conclutteat HIV/AIDS is a global health problem.
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The histoy of HIV/AIDS in Africa has shown how HIV prevalence has changed over

time and its impact on people and countries (UNAIDS, 2008).

2.3 Youth and HIV/AIDS in sub-Saharan Africa (SSA)

Apart from HIV/AIDS being a global health prodin, it is also vital to preserits
overview in Africa, especially in SSA. HIV/AIDS affecal ages of botlsexes.

Apart from he adult population, young people are also exposed to HIV infection in
different ways One candescribethe situation of HIV/AIDS among thgouth as a

catastophe that needs to be prevented

The UNAIDS (2004)informs usthat today's young generation is the largest in history
with nearly half of the global population being less than 25 years old. Today's young
populationcould be consideretb be the AIDS geeration, because they have not
known a world without AIDS (Parker et al., 2007)he UNAIDS (2002, 2004)
further describethe SSAas the area with a highrevalence rate among the youth. It
was estimated that 9 million young people ®ASwere living wih HIV infection at

the end of 2003Moreover, according to theNAIDS (2008, p. 33) annual report
young people aged 1% yearsaccount for an estimated 45% afl new HIV
infections worldwide. By implication, globally the number of children younger than
15 years living with HIV infection increased from In@llion in 2001 to 2.0 million

in 2007. Almost90% of these young peoplige in SSA This concluded thatoung

people of both sexes aatl ages are infected and affected by the epidemic.
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Young peopleare assumed tbe vulnerable to HIV/AIDS irSSA and elsewhere in

the world.Many reasons place young people at the centre of HIV vulneralSidsne

of these reasonare the lack of HIV informationjack of educational programmse

with relevant youth 6senices and the ris k s t hat accompany
experimentation and curiosity. Therefore, y@udine physically, psychologically and
socially at risk of HIV/AIDS (MoHSS, 20Q1UNAIDS, 2009. Parker et al. (2007)

claim thatthe future of the epidemic miag partly shaped by thactionsof the youth,

when they have knowledge and skills on how to avoid HIV infection when they

became sexually active.

Experience proves this hoge combat HIV/AIDS can be successful, gountries
such as Ugandadn Africa, Ugandaremainsan example of sustained success in
decreasingthe HIV infection rate. The Ugandagovernment, other agencies and
activists in the country have promoted a comprehensive, human development centred,
participatory approachwith some elements of the ABQ@revention strategies
(UNAIDS, 2008. The Abstinence Being faithful and Condom use (ABC) strategy
was used in Ugand#&lV/AIDS prevention mass media campaignBarker et al.
(2007) elaboratethat media campaigns in Uganda used a combination of risk
avoidance and risk reduction approachke®wever, it is not clear exactly how these
strategies have contributed to behaviour changgganda. But the WV prevalence
rate fluctuated from 15% in 199tlown to 5% by 2001 andup to 5.4% by 2004

(Low-Beer & Stoneburer, 2004 UNAIDS, 2009.
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In Ghana, the majoritgf the Ghanaian population ayeuths, aged between 1024
years and prone to health risks including HIV/AIDS infection (GDHS, 2003). In
2001, more than 3% of 1524 years' old people were estimated ¢éoHiV positive.
Young women were at a greater risk of HIVIXS. Youths were infected at a young
age 15- 24 years(UNAIDS, 2008).According tothe Ghana Demographic Health
Survey (GDHS, 2003), mass media (suchihesadio) and work place were the two
main sources of HIV/AIDS information for adolescerttsth males and females. The
literatures further statehat adolescents who have heard of HIV/AIDS have actually
changed their behaviours by abstaining from smmitihg their sexual partners and
usingcondoms as a result of HIV/AIDS knowledge. In Ghana¢hare also policies
and programme in placeto help youthsto deal with the danges of HIV/AIDS

(UNAIDS, 2008).

The UNAIDS (2008)further statesthat positive lkehavioural change has been
observed amongouths of some countriegvhich brings dowrthe prevalence rates of

HIV infection in these countries. This behavioural change has been matched by the
understanding of the disease dhduse of preventive strategies such as condoms and
being faithful to onesexual partner (GDHS, 2003; UNAIDS, 2008he exyerience

of Ghana is similar to otherountries in the SADC region such as South Africa,

Namibia and Zambia.
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In view of the highrate of HIV/AIDS which threatens young people worldwide,
world governmets adopted a Declaration of Commitment outlining specific time
bound goals and targets that focus on children and young people in the fight against
the HIV/AIDS pandemic UNAIDS, 2004. It was agreed bthe Joint United Nations
General Assembly that gesments must ensure that by B0at least 90% and by
2020 at least 95% of young men and women age@®3%earswill have access to
HIV/AIDS information, education and services. They should also develop life skills
required to reduce their vulnerability toWinfection. The vital goal is to reduce HIV
prevalencein both sexesn young peopleaged 1825 years in the mostffacted

countries by 25%lobally by 2010 (UNAIDS 2004).

Again, the Millennium Development Goals (MDG) weset to be achieved by 2015
to respond to the worfd snain development challengssich as poverty, inequity,
unemployment andHIV/AIDS pandemic (MoHSS, 2007dJNDP, 2000) All these

plans were set for all countries worldwjdiecluding SSA

2.4 Youth and HIV/AIDS in the Southern Africa Dewvelopment Community

(SADC)

With the high prevalence rate of HIV and AIDS in Africa, the impact of the disease
evidently hinders humadevelopment and thienprovement othe quality of life on
this continent YNAIDS, 2008). SADCis not an exception anthcesa growing

human capacity crisis due to the epidemic.
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The effects of the disease range from psychological trauma and suffering as a result of
contracting the diease, loss of earning capagcityneral costsand anincreasing
number of AIDS orphans. SoutimeAfrican countries are losing skilled people vital to

the delivery of services inublic and private sectors becauseHIV/AIDS and its

relaed illnesses. Countrignost affectedire Botswana, esotho,Swaziland, Malawi,

Zimbabwe, South Africa, Zambiand Namibia UNAIDS, 2008).

UNAIDS (2002 p. 9) repored that 35 8% of adults in the SADC region were
infected withHIV; while in SouthAfrica 19.9% were infectedn Zimbabweone in
five adults in the population may be infected with HIV, whereas in Zariis
majority of the new HIV infections are amorygung people between the ages of 15
24 years old or younger. In Malawtiwas reported that HIV/AIDS rates in young
women are five to six times higher than for young men in the age range-dtQL5

years(UNAIDS, 2008).

The UNAIDS (2004, p. 196191) indicatesthat the estimation of people living with
HIV infection in the SADC regiorat theend of 2003, were as follows in order of
frequencies, Botswana 37,3%, Swaziland 38,8%, Zimbabwe 24,6%, Soutla Afric
21,5%, Namibia 21,3%, Zambia 16,5%, Malawi 14,2% and Angola 3,9%, with the
lowest figure (UNAIDS2004). These data show an increase of HIV infection among
adults 15 49 years in the SADC region, whichas odds withthe Geneva General
As s emb | yrétisn oD@mrhitanent that advocated for 25% decraaséllV
infection by the year 201@articularly amongyouths This datademonstratehat

HIV/AIDS is a real threat to theopulation of SADC and Afric@Jackson, 2002).
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However,due to the effects of masnedia campaigns in most countries in the SADC
region, the HIV rates among the adult population A% years) have dropped at the

end of 2007.Countrieswere rated as follows; Swaziland (26.1%), Botswana (23.9%),
Lesotho (23.2%), South Africa (18.1%)imbabwe and Namibia with 15.3% each,
Zambia (15.2%), Mozambique (12.5%), Malawi (11.9%) and Angola with the lowest
rate of 2.1% (UNAIDS, 2008).Therefordgckson (2002, p. 1416) explainsthat

SADC experience var yi ng Afdegrees of s withsnargyr i t i es
associ at e dsefndudesoap-seconomicTamc cultural factorgjequalities

of wealth and rising povertyespecially amog women; social disruptionziolence

and considerable population movement and gender inequality and inequityatyat
enhance HIV infection ratedn Southern Africa some specific contributing factors to

the increase of HIV infections haveen observed. Amongst others wereverty,
mobility, high levels of inequality in income, alcdlabuse, and inequity in statard

access to resources between urban and rural populations. It was also found that there
is a high percentage of femaheaded households ara high percentage of
households with members living long distanaes&yfrom each other (MoHSS, 2004

UNAIDS, 2008).

The UNAIDS (2008)further explained that the SADC Degraphic Health Surveys
indicate that the region ischaracterized by a youthfydopuldion structure, with
around 50%of the total populatioralling in the reproductive age imost countries.
These huge numbersf young people in sexually active age range require intensive
sexual and reproductive health information and servi¢esths arethe window of

hope and change for Africa in general and the SADC region in particular.
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The literature indiates that it is ahallerge to maintain the HIVnegative status
amongthe youth becausthey are living in societies wittmanycontributing factors to
HIV infection (Jackson, 2002). The pdepn the productive age of 1549 years are
the most sexually a@ove and affectedby HIV/AIDS. Literature showshat young
people are dying and continue to die. Hence, it is vital to know what can be done to
facilitatelifestyle and sexudbehavioural changereduce the infection and deathes
among the youth in Naitmia in general andn Oshana Bgionin particular Jackson,
2002; UNAIDS, 2008)Therefore, it imecessary to review literature thre Namibian

youths.

2.5 HIV/AIDS and the Namibian youths

Since 1986 when the first case of HIV/ADwas recorded in Namibi&llV/AIDS
has becomé&he number one cause diospitalisation anddeath in the country
(MoHSS, 2007a). Many people of both sexes alhéges are affected and the most

vulnerable group is the youth.

Hedgepeth and Himich (1996) define youth as the develapital stage between
childhood and adulthood. Yowglare males or females between the ages of 18and
years. In this study youshhave beendefined in Chapter @ (MoHSS & Macro,

2008)
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According to the 2001 Namibia Population and Housing Census (IRBQ3)
Namibia has a relatively opthful population. Forty(40%) percent of the whole
population were young, ade€l5 - 49 yeas. The report further indicatdabat rural
areas have relatively younger age structure than urban oAegoung population
forms the base of the Namibian population, but ysu#iiethe most threatened by

HIV/AIDS pandemic (UNAIDS, 2008).

Namibia isalsoone of the most affected countries in the womdSSA and SADC,

with the rate of HIV infectiorstanding at 15.3% 2007/8 HIV cases have increased,
amongthe sexually actre populationestimated at 200 000 peopl&)e age group 15

- 49 years This means thahany adults and children of all agesre lving with HIV
infection in 20072008 in Namibia. In addition, the number agaths among adults
and children rosdestimated at 5100and it is reported that46% of deaths were
among the 189 years, the reproductive age (MoHSS, 2008a; UNAIDS, 2008). These
statistics confim Ot a a | a 0 s stijaPNamilflaa youtlwareeawthereatestisk

of HIV infection and its consequences. Amongst the leading contributing factors are
that youtts have multiple sexual partneliacluding sugar daddies, few young people
use condoms, they also have limited information about HIV/AIDS and welén
girl-boy relationship is common and adds to the risks of HIVcida. Therefore,
Otaala claimghat young people in Namibia engage in risky sexual behaviour at an
ealy stage and special efforts aral to reach them before the future generat®on

completely engulfed in the AIDS crisis (UNAM, USAID & FSIS, 2004).
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MoHSS (2007c) reports also identifyther factors that are likelyo contribute

considerably to the spread of HIV infection in NaraibThese factorgere thehigh

mobility of individuals between different places in the country and cross border

travel. Traveling away from home is also associated with an increase in multiple
sexual partners i n t he the miningrand fishhg mi bi a 6 ¢
industries as well as seasonal ayitural production, requires regular population and

family displacementaufune, 2003UNAM, et al., 2004).

In the context of widespread poverty, drug and alcohol abuse, gender inequalities and
limited employment opportunitiethe disease will sprelafast among all age groups.
Thisimplies thathigh levels of multiple and concurrent partnerships with inconsistent
condom use, integenerational sex and transactional sex are litcelyeat the centre

of this epidemic. All these factors are assutiodae common in rural and urban areas

in Namibia (MoHSS, 2008a).herefae, this study was conducted @shanaRegion

with urban and rural characteristia$ere all these factors could be foiMbHSS &

Macro, 2008)

According to the MoHSS (2001, p.4) repathe HIV prevalence among pregnant
women in sentinel sites has increasedsome towngKatima Mulilo, Windhoek,
Oshakati and Walvis Bayh Namibia (see @ble 2.}. Opuwoin the Kunene BRgion

is the least affecteith the country Since the beginningf@entinel surveys, Oshakati
in the northcentraland KatimaMulilo in north-eastrecorded the highest prevalence
rate, while Opuwoin northwest recorded the lowestbelow 10% up to 2008

(MoHSS, 2008b).
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Again, the sentinel study revealsat theHIV prevalence rate is higr in northern
regions where Oshana region is with Oshakati as#pital. The 2008 National HIV
Sentinel Surveys report also identified that the highest HIV prevalence rate were
foundin some urban locations (Oshakal7.1%, Wévis Bay - 22.1% and Katutura
21.7% in 2006and rural areas (Katima Mulilo31.7%, Engela 20.1% and Okahao

27.4% in 2008which wereclose to major transport corridors (MoHSS, 2008a).

The National HIV Sentinel Survey measured the overall nationalgt#éValence rate
among pregnant women at 17.8% in 2008 which represents a decrease in comparison
to other years (2000 to 2006¢e Bble 2.1 in chapter @¢MoHSS, 2008b, p. 14). The
cause of this reduction is not clear. But the MOHSS (2008b) report asshatetet

slight decline reported in the HIV sentinel surveys (table 2.1) was possibly due to the
effects of improved access to AR\&d mass media campaigirs the country.
However, the decrease in prevalence was observed in some areas and not in all
geogrphical regions and age groups. Thisyntaave important implications for
prevention, control, care and support. In general, the prevalence appears to be
stabilising at the national leve($7.8 %) but remain the highest in the northern areas

of the county (see Rble 2.1) with Oshana Rgion being the highes{22.4%)

(MOHSS, 2008).

Despite the slight decline ofswed from 2004008 (see Bble 2.1) the National
Sentinel Survey mort (MoHSS, 2008b) demonstratdgat HIV infection was still
widespread ttoughout Namibia andhad increased among some age grqQups
especiallyyouths between the age range 4159 and 20 24 years, (MoHSS, 2007a, p.

vii), between 2002 and 2008.
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But it is assmed that the strong commitmdmnt the Gvermrmentof the Republic of
Namibia to tackle HIV/AIDS(NPC, 2008, p. 32) and considerable increases
funding for the HIV/AIDS programme present an important opportunity for

curtailing the epidemic (UNICEF, 2006).

Therefore trends in HIV prevalence warious geographical locatis and age groups
provide valuable information, but these trentequire extensive examinatido
identify possible contributorfactors. In the light of these findingdamibia needto
conduct behavioural surveys tbetter undersand the behavioural andsocic
demographic variables associated with HIV preventidrerefore, thesurvey on the
perceivedmpact of mass media campaigns was conducted to explore and describe the

effeds of HIV/AIDS preventionon the youtMoHSS, 2007c).

The MoHSS(2008a) reprt further revealshat the number of deaths due to AIDS in

all public hospitalsncreased from 86 in 1992 to &1 in 2008 (UNAIDS, 2008, p.

35). AIDS and its related complications were identified as being responsible for 26%
of all reported deaths, andrf46% of deaths of the people in the age group 4%

years. According to the 2001 Namibia Population and Housing Census, the number of
deaths had increased by 80% in thee¢ preceding years (which wa897 - 2000).
Moreover, the MoHSS report shows tietween 50 70% of hospital admissions in

the country are HIV/AIDS related. This emphasises that AIDS is the main cause of

hospitalisation and death in Namibia (MoHSS, 2008a; UNAIDS, 2008).
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Otaala(2000a)also arguesthat because of the increase oé tiisease, school aged
children and youths are kept out of school if they are needed at honre tforcsick
family members orhelp the family with other responsibilities caused by the re
assignment of roles in homes. Therefore, the full impact of HIVBAKh children

and youths needs more-diepth research in order to identify appropriate responses in

relation to issues in education sectors and all stakeholders.

Literature indicates thatoung people arthe future and foundation of the Namibian
populaton but they are threatened by tH&v and AIDS pandemic. Hence, this study
exploring the impact of massedia campaigns on ISY and OOSY in the Oshana
region. The study also reviews the Namibian Government response to HIV/AIDS

prevention.

2.6 The response othe Namibian Government to HIV/AIDS

At independence in 1990 the Government of the Republic of Namibia (GRN) through

the MoHSS identified the dangeof HIV/AIDS and established the National AIDS

Control Programme (NACP) and Information, Education and Camation (IEC)

programmes in collaboration with the then Ministry of Information and Broadcasting.
NACP6s aim was to campaign against HIV/AID
infection both for individuals and the society at large. IEC aims to inforoplpe

educate individuals, communities and families on prevailing health problems, and

suggest ways of solving them. Moreover, IEC promotes-geetoral approaches and

the involvement of mass media in educating people about HIV and AIDS and the

translaton of information into local languages (MoHSS, 1992).
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Table 2 1. HIV prevalence in percentage among pregnant women at different
Sentinel sites in Namibia, between 1992 and 2008

Region Places Years
Sentinel Sites 1992 1994 | 1996 | 1998 | 2000 | 2002 | 2004 | 2006 2008
Caprivi Katima Mulilo 14% 25% 24% 29% 33% 43% 42% 39.4% 31.7%
Erongo Swakopmund 3% 7% 17% 15% 22% 16% 28% 17.3% 14.2%
Walvis Bay 29% 28% 25% 26% 22.1% 21.4%
Omaruru 12.0%
Usakos 17.8%
Otjozondjupa Grootfontein 9% 30% 28% 19.3% 16.9%
Otjiwarongo 2% 9% 16% 18% 25% 17% 18.3% 15.2%
Okahandja 18.5% 14.9%
Okakarara 11.4%
Oshana Oshakati Intermediat{ 4% 14% 22% 34% 28% 30% 25% 27.1% 22.4%
Hospital
Khomas Katutura State| 4% 7% 16% 23% 31% 27% 22% 21.7% 21.7%
Hospital
Windhoek Central 10% 9.1% 4.7%
Hospital
Oshikoto Onandjokwe 8% 17% 21% 23% 28% 22% 23.7% 21.9%
Tsumeb 25% 16% 17% 17.1%
Kavango Rundu 8% 8% 14% 14% 22% 21% 20.1% 18.8%
Nankudu 13% 18% 16% 19% 13.9% 10.5%
Andara 2% 11% 16% 15% 21% 18% 22.7% 14.2%
Nyangana 6% 5% 10% 16% 22% 15% 10.2% 19.5%
Ohangwena Engela 7% 18% 17% 23% 19% 19% 27% 20.1%
Eenhana 21.4% 11.6%
Okongo 20.7%
Omusati Oshikuku 21% 27% 27% 22.4% 21.7%
Outapi 23 17 20.7% 19.6%
Okahao 22.5% 27.4%
Tsandi 25.9%
Karas Keetmanshoop 3% 8% 7% 17% 16% 16% 18.5% 12.7%
Karasburg 22.7% 18.3%
Luderitz 22% 22.5% 20.1%
Hardap Rehoboth 3% 9% 10% 14% 13.9% 6.3%
Mariental 10% 12% 11% 10.2% 10.8%
Aranos 5.9%
Omaheke Gobabis 1% 9% 9% 13% 13% 7.9% 13.1%
Kunene Opuwo 3% 1% 4% 6% 7% 9% 9% 7.9% 7.9%
Outjo 18.0%
Khorixas 10.9%
Namibia 4.2% 8.4% | 154 17.3 19.3 22% 19.7 19.9% 17.8%
(crude) % % % %

Source: Data adapted from the 2008 National HIV Sentinel Survey, MoHSS, 2008b, p. 19.
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Subsequentlythe First Medium Term Plan (MTP 1) was launched in 1992 tfte
period 1992-1998 aimed aimplemening awareness campaigns. In addition, the
National AIDS Coordination Programme (NACOP) was established with six broad
objectives. In 1999, the MOHSS realised thatlV/AIDS was not the sole
responsibility of the health sector and decided to include other government
departmats and norgovernmental orgarasions in the programme to tackle this
national health problem. This has facilitated the establishment of thenilaAIDS
Coordination Programme (NAQY). NACOP did not function awas expected and

the National AIDS Committee (NAC) was formed to lead the national response to the

epidemic GRN, 2004;MoHSS, 1999b; MoHSS, 2008a).

The Second Medium Term Plan (MTP Was launched for the period 199004. Its

aim was to reduce HIV infections among all ages, to enpewple access to
information and to affordable and available services in the causitmyultaneously it
aimed aiempoweing individuals and communities Wi the necessary knowledge and
skills related to prevention and self protection, to avoid all discriminatory laws and
practices and establish national and regional programme management structures
(MOHSS, 2004, p. 6)After a reviav of theMTP I, a third Medium Term Plan (MTP

lll) was launched forthe period 2004£009. The aim wado stremgthen all
governmental and negovernmental activities on HIV/AIDS. All these activities
were put in place after the dSSrealisedthat HIV/AIDS wasa serious heti and
social problem that neededulti-sectoral involvement and collaborative approach

as was advocated by Freire in his Empowerment ThHdboySS, 2004).
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The National ADS Committee is the key poliepnakingbody on HIV and AIDS.

The multisectoral approdccowers senior national, regional and local leaders in all

thirteen mlitical regions with the aim offocusng on policy and programme
implementations. There are Regional AIDS Committees in each of the thirteen

political regions chaired by the Governorthwviother sukregional committe at

district and constituency levels (MoHSS, 2008a)herefore, in Namibia various
individual policies and strategies are in
Republic of Namibiaodo pr othataldressestheBssuedof of Ri
HIV/AIDS and humanrights. This chapter guaranteesery person fundamental

rights and freedom of association (Constitution of Namibia) (GRN, 1990).

Secondly, the ANamibian Charter ofto Rights
provide guidelines on confidentiality and privacy for people livinghwiti\VV/AIDS.

The charter alseemphasised the promotion and protection of human rights that
constitute an essential component in preventing the transmission of HIV infection and

redwing the impact of HIV/AIDS (GRN, 2004; NPC, 2008).

Thirdly, the MANational Code on HIV/ AI DS a
adopted to definéhelegal rights of people living with HIV/AIDS (Namibian Labour

Act 16 of 1992). The code ensured the avaltgbof HIV/AIDS awareness and

prevention information at all workplaces that shddi be disseminated to everyone

without prejudice, stigmatisation discrimination. The code prohibits discrimination

based on an individual 6s HIV status (NPC,
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In 2003, Namibia launched thidational ARV Programme in public health facilities,

to provide treatment for people living with HIV infection (GRN, 2004).

Again, the Government of the Republic of Namibia (GRN, 20@4pwed these
mediumterm planswith a long-term national plan calledision 2030for promoting
sociceconomic development in the countkision 2030is a shared plan developed
through national dialogue. It is a tool for social dialogue and good governance. It
addresses HIV/AIDS as a crosscuttirggue in each sectovision 2030involved
major social groups at national, regional and local levels (GRN,; 2d0#SS &
USAID, 2007. Namibiard s isiovi 2030requires commitment of leadership (political
will) at all levels, a multsectoral approach, thegmotion of policies to combat
stigma and discrimination with the inclusion of HIV/AIDS in all developmental plans.
This approach would ensure a greater understanding of the impact &IE8/in all

sectors and enhanasilities to monitoits impact (GRN 2004).

Literature reveals that thdamibia Government has mangolicies, guideies and
strategiesn place(GRN, 2004) Consequentlythe Namibian Government developed
the National Policy on HIV/AIDS to provide an overall reference framework for all
HIV/AIDS related policiesThe HIV/AIDS policy aims to guide national HIWIDS
multi-sectoral responses KIV/AIDS in Namibia (MoHSS, 2007aAll these actions

in form of policies, strategies and guidelinedich have been developed and
approved at nationategional and local levels, shothe commitment and political

will of the Namibian Government to tdekHIV infection.

60



However, the challenge is thatlV infection has continued to increased many
people of both sexes and ages are dying in the codrtgyrefore, thistudyfocuses
onyouthsas one of thenostvulnerable groups in Namibta explore their views and

beliefs towards HIV/AIDS preventiofMoHSS, 2005).

2.7 Youth sexuality andvulnerability to HIV/AIDS

In this study, theermsfiyoutho, fiyounge adulfpeopl® and fiadolescent are used
interchangeably. In this contextyauth is defined as an ISY or OO%)ged between
12-30 years (see the definition gfouth in Chapter @e) (Hedgepeth & Helmich,
1996) Youths form the basis of this study as resgents and study population who

have aired their views drdlV/AIDS prevention campaigns.

According to Gouws, Kruger and Burger adol
to adult hoodD®o,.therdfodeadled s cneemdc easi sia period of
dewlopmental phase itheh uman | i fe cycle from chil dhooc
2). This means that adolescence is the time when young people naturally explore and

take risks in many aspects of their lives, including sexual relationships. Adolescents

are ndividuals and emplex beings whdhave intellectual, emotional and social

gualities that develop in different ways, at different rates and at different stages in life
depending on relevant social context. Adolescence is a developmental phase marked

by physcal, cognitive, emotional, psychological, moral, religious and social

maturaton. People at the agef 12-35 yearsare usually considered as adolescents or

otherwise referretb as youtls or young adults (Adams & Berzonsky, 2006).
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Historically, in most African societies, the transition, cultural grooming or
ceremonies where young people are given traditional guidance and coaching mark the
period from childhood to adultibd. Young people were taughhd socialised to
behave as men or women in accordanitk their specific cultural norms, values and
practices. Socializeon covers issuesuch as practicahstructions on adult behaviour

and sex education (Hedgepeth & Helmich, 1996, p. 9).

Nowadays traditional patterns of sex education, grooming anchiogabave been
disrupted by economicnd social changes, rapid urbaatisn, and rapid population
growth, increased mobility in the country and neighbouring cowntaducation at
various levels and introductioand exposure to various religions in ourcisties

(Adams & Berzonsky, 2006).

Gouws et al. (2000) arguimat traditional norms and values are disappearing fast
among the youth, because young people are eaflieinted by many foreign social
systems, which influenciaeir views thereby contradting those of thir parents and
cultures. Some parents feel inferior or discouraged leywhay youtls behaveso that
they areno longer guiding and groomingpuths according to their cultural norms and
practices.However, other parents dtake their pareal role of grooming their
children seriously and guide youthsth vigour and commitmentiowever, Mufune
(2003) has reported a weakeningtioe link between community morals and sexual
behaviour resulting in more liberal sexual attitudeserefore Rew (2005) argues
that parentsneedto guide youtk, because guidance and training are vital parental

roles to mould youthtowards adulthood including sexual issues.
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According to Adams and Berzonsky (2006) the period of adolescence brings changes
and challages inthe lives of adolescentéll developmental stages such as physical,
social, mental and emotionalccur at different and uneven rates. Young achften
become physically maturdor example girls startmenstruating, before they have

fully develbpedthe mental or social skills vitab understand or practice safex.

Cognitive development covershinking skills, creativity and becoming more
knowledgeable whilst social development covers changes in relations with other
people and the influencef society and particular individuals on the young people
(Adams & Berzonky, 2006)Y o u t émstidonal, moral and religious developments

rest on both theonative(will related) and cognitivémind related) aspects of life.

Adolescents acquir@alues andnorms whichenable thento distinguish between
corrector acceptable behaviours and those that are considered wrong or unacceptable
by members of their communities, families, cultural and religious groups (Gouws et

al., 2000; Rew, 2005).

Hedgepeth and élimich (1996) suggest that thiesk-taking behaviours of theouth
may be linked to rebellion against adults, whiclm@mally part of young people
acquiring their own identity. The risks differ from society to society and among
youths in different culturs, butin most cases include experimentation with sexual
activities, alcohol and substance abuse. Risk taking behaviour among y®uth
strongly linked to peepressurewhich usually outweighs their relations to parents

and other adults.
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This showsghat adolescence is a time of exploratory behaviour when fateful choices
are made about eating, smoking, drinking and sexual activities with lifelong
consequenced his confirms the importance of the study and the youth as respondents

(Adams & Berzonsky, 200&4ufune, 2003.

Hedgepeth and Helmich (1996,1p) further arguethat young people are more
vulnerabé to HIV/AIDS than older peopldecause young peoples' social, emotional
and psychological development is complex in its nature. Thereforghs tend b
engage inrisky behaviours with little or no knowledge about the dasig@értheir
actions such as practisinginsafe sex and abusing alcohol and sulggts This
emphasises that rigkking forns part of the young peogesves at the time in which

theybelieve in themselves more than they believe in other people (Rew, 2005).

However, Schwartz (2003 otes that people's views on young people as vulnerable or
at risk of HIV/AIDS differ from context to context. This perception can cloud the
understandingf young peo@d situation. Tkerefore, many researchers arghat

young people are vulnerable to risky behaviours because of their dependence on

adults(Amon, Brown, Hogle, McNeil, Magani, Mills et al., 2000).

Brown, Sorell and Raffaelli (2005) arguiat youthsare also in high riskitiations
for manyreasons includingoverty thatleads to prostitutiondisiniegration ofthe
family system because ohigration or forced displacememir death of parents
urbanisation and inequitable gender relatidndividuals are also influenced lvgle

models and peer groups whiate in conflict with traditional norms and values.
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All these reasons are applicable tmuths, ISY and OOSY from various
backgroundsindsocial contexts (Gouws et al., 2000; Shapunipallus, Wilkinson,

Shifiona & Karirao, 2004).

There is a great need to furnish young people with relevant infammadtecause the
youth containgroups with different needs. Some yaiéine poor, almost illiterate and
homeless, whereas others are wagkar living in violent and daregous conditions.
Someyouths are often struggling to survive. As a result sorhéhese young people
are practigg unsafe sex with multiple partnatsspite the risks involveloecause sex
may bring them money, affection,xsml comfort, shelter or protean (Nengomasha,

Toivo, Hidinua & Kabunga, 200&hapumba et al., 2004).

For some youthwho have left or neveattended school the situation mightwerse.
They have limited access to information, no means to prevernhh@ablems, little
or no understanding ofexual situationsnd no social afior economic power to
control their own lives. Thdist of reasons is not exhaustiaad allthese factors or
situations makeyoung people vulnerable to health problems and sk af HIV
infecton. The situation also requirespecial attention with the provision of
programmes specificallyf young adults§chwartz, 2003; Brown, et al., 2005;

Adams & Berzonsky2006).

65



The vulnerability of young people to HIV infection is alghl phenomenon. Some
parents assumthat the use of condoms may lead to promisc(lisBeau, 2004)
However,Adams & Berzonsky2006) argue thaaccess tanformation and use of
condoms does not encourage adolescents to start sexual activity earliehaweto
more partners. It has been observed that yondedto develop lifeskills such as
decisionmaking, communication and listening skills, responses to pressure for
unprotected sex, negotiation and conflict resolutioth skills related to condom use
ThereforeFreire (1985) argue thatyoung persorwho haslife skills is empowered

to make constructive destons and hve control over his/her life

In Tanzamg, a study ors t u d lknowledgé on HIV/AIDSevealedhat only 26% of

the male students felhat they were tahigh risk of HIV/AIDS, but 48% of the same
group felt that their friends of both sexegre at high risk. This finding reflects a
distorted sense of vulnerability to HIV/AIDS among young people. It is possible that
these feelings lead mg young people toghore the risk of infectiothereby taking

no precautions (UNAIDS, 2004, 10-78).

According tothe UNAIDS (2004) Nigerian youtls underestimatedheir personal
risks of HIV/AIDS even though they knew about AIDS and its attendantigarsb
Faith organigstions in Nigeria combined sex education with strict sexual ethics,
encouaging young people to internaisontrols from a position of knowledgad
Christianity (Smith, 2004) They used peer education and other participatory
strategiedo openup discussios of sex and sexuality in order to give information to

youths.
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Therefore, it was observed that the Nigerian action of giving infoomadiyouths in

faith organisations wasezaching its targegroup because the majority of the youth

took part in religious activitiesYouths were actively involved in planning and
implementation of the church sex education programifias.active involvement of

the youths has facilitated the success (UNAIDS, 2004; Rew, 200B)e vy out hs o
participatonn pl anning and i mpl emehasadvocabeth i S what
his Empowerment Theorys a usefriendly approach in learningnd behaviour

change

However, in Namibiathere are two studies winicreacheddifferent conclusions.
lipinge, Hofnie andFriedman (2004found that many young people in the country
had agood knowledge of HIV/AIDS and measures to prevent HIV infection, but
Nengomasha et al. (20049n the other handfound thaty o u tkhosviédge on
HIV/AIDS was low in Ohangwena &gion. One social sciencaesearchstudy in
Namibia (LeBeau, 200% revealed that this good knowledgéthe Namibian youth

has not been translated irgractice(lipinge, et al, 2004

These studies indicate the need for a strong sex education programme far youth
emphasising thathe schools play a significant role in relaying health messages
through #ALiIife skill so cl aghatehsrei§ deecpfornge et

youths to develop strong sedsteem (Rew, 200%arker & Connolly, 2007, 20p8
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Moreover according to the researcldes own experience as a Namibian with an
Oshiwambo cultural background, communication between adults andsyonth
sexual mattersincluding STDs and HIV/AIDSis nearly norexistent and where it
exists it is restried and invariably a 'top down' approach. This means that parents or
adults are informing youghwithout any questiomor discussioa In some cases,
paents and grandparents play a nolesex educatiorbut there is still a vacuum the

areaof sex eduation and discussiaen

The UNFFA and UNAM studyon social and operationaésearch irOshana Rgion
(Shapumba et al., 2004) revélahat young pople who were able to discuss sexual and
reproductive health (SRH) issues with their parents find it helpfatl supportive to
understand sexual development at several levels. On the other hand, those who do not
have such relations with their parents reported constant cerdfiatlifferent aspest

of their sexual behaviour such as condom use and girl/boyfriéatebres. In the same

study, those young peoplewho weremostly in rural and remote areas found it
difficult to discuss SRH issues with their parents. iYgweoplefelt that it was
important to confm that accurate information wasgculated amonghem The study

further observedh lack of accurate infaration among young people who didt

attend schools and thoseramote rual areas (Mufune, 2003

A similar study conducted ithe Ohangwena Region revealddat the level of
knowledge orSRHamong adolecents and youthboth males and females, was low
(Nengomaka et al.,, 2004). For example, their familiantyth knowledge about

condoms was limited and shrouded egative myths.
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The study alsexplainsthat adolescents have difficulties in differatitng between

HIV and AIDS; with most believing in myths that if a person looks healthy, he/she
cannot be HIV positive. Apart from this low level of knowledge among some g/outh
the same study also discusgs@sconceptions and negative rumours amongy/tiogh.
These misconceptions have ®eus implications on the util&ion of sexual and
reproductive health facilities in the fight to combat the spread of HIV, STDs and other

health problems (lipinge et al., 2004).

Otaala (2000b) in a study conducted atthmversity of Namibia, where most of the
respomlents were adolescents, revetlat students indicated that though they have
knowledge ofthe causes of HIV/AIDS, more information is need&tbst students
revealed that they had two or more sexual partaedsthey were reluctant to practice
safe s because using condoms is the@nsuming and disturbed the sakdesire. It

was also observed that an ogalk between parents and children sexual matters

was still considered a taboo. The 'taboo' elemdatg¢o a situation where sex cannot

be discussed openly between adults and children according to African culture and
different religions This revealed thatven adolescents at institutions of higher
learning have misconceptions and inaccurate informatbout semal issues

HIV/AIDS and condom uséMufune, 2003)

Therefore Otaala (2000b, p.17) recommerttiat young people need to be taught and
guided on decisiomaking and communication skills which can enable them to
protect themselves and view HIMIIBS as a challenge to theeives the country and

tertiary institutions.
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Mufune (2003) also argudhat thereis some notable cultural continuity in northern
Namibia where seis regarded as a taboo and may notliseussed among people of
different agesThe latter makes it difficult for parents to teach their children about sex
and HIV/AIDS. Mufune (2003) further explains that the lack of discussion between

parents and young peopiaplicatest he yout hsd access to inforr

A baseline study on commigation for the Adadscent HIV Prevention Programme

of Uni ted Nati ons Chni Nadibiae(00)sshowadthad the( UNI CE F )
majority (80 - 90%) ofthe Namibianyouthshasbasic knowledge about transmission

and prevention. The same stuthpwever alsoindicaiesthat Namibian guths have

limited understanding of the underlying processes regarding HIV/AIDS prevention.

This is a real concern, because if one does not understand or has limited knowledge

one will not be able to make constructive decisioital o life. The literature

concludesthat youthsare in danger of HIV/AIDS, thereforeéhe solution to the

problem neeslto be investigated (lipinge et al., 2004; UNICEF, 2006). Otherwise, if

youths do not perceive their vulnerability to HIV/AIDS, theiess in the fight

against HIV/AIDS might be relatively slow.

Firstly, youtls need tohave knowledge andnderstanthg that they are in dangeof
HIV infection and perceive their vulnerability to this disease. Secondly, yshtuld
have the desire tsolve problems and to aotllectively as a groyghand in hand with
other stakeholders, to find solutions to their proldgRew, 2005; Ross, Dick &

Ferguson, 2006).
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According to Freire (1985) yowsmeed to be empowered with knowledge and skills

to be able to understand, perceive the danger of the disease and make informed
decisions. This means that the active participation of all gaattheir education is
necessary to enable them to solve their problems and promote behavioural change.
The focus orthe youth for change isitel because the age group 189 years, the
productive age, is the most affected group with the highest cases of HIV

infections(MoHSS, 2008bylobally, SSAand in Namibia

Therefore, the WHO points out that:
A Dur i n gdoleseenck,HIV rates are the lowest of any period during
the life cycle. The challenge is to keep them this way. Focusing on young
people arelikely to be the most effective approach to confronting the

epidemic, particularly in high prevalence countri¢gNAIDS, 2004, p. 93)

According to a acio-cultural study among adolescents and ysuthOshana Rgion

in northernNamibia (Shapmba et al., 2004), 37% of 124 years old and 50% of 15

- 18 years of age group weedready sexually activeThe studyfurther noted that
early sexual activity isassociated withhigh risks of contraghg HIV infection and
STDs/ STls. Pisani (2003) echabe same sentiment and stated that in South Africa,

20% of sexually active girls between the ages oflBoyearsvereinfected with HIV.

But the NDHS in 200& (MoHSS & Macrqg 2008)indicatesthat women aged 189

years, whdhadhad sex before agkb years decreased between 20Q006 from 9%

to 7% respectively.
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The decrease waadso observed among meagel 15-19 yeas down from 27 % to
17%. Whag¢ver the rasons, the UN Secreta@ye n e rTask Bosce on Women,
Girls and HIV/AIDS in Southern Africa, found that both transactional sex and
intergenerational sex have become the norm in many countries in Africa. In
Zimbabwe, for example, it was reported that nearly 25% of women in 20s were
in relations with men at least 10 years older (UNAIDS, 2004).These types of
relationships(transactional and intergeneratiorsdx) have been identifet as the

major factor in femirsation of AIDS in Africa(UNAIDS, 2008)

Pisani (2003) also indicatebat HIV infection is spreading fastest and furthest in
conditions of poverty angowerlessness asell as a lack of informatiomhich isa
situation in whichmany yaing people in SSAve, including those ifNamibia. As
indicatad in many of theresearch studiei this chapteryouths are sexually active
and vulnerable to HIV/AIDS Literature revealshat youth whether in Namibia or
elsewhere in the worldredescribe asrisk takerswho believe in themselves. Youths
arealsoat high risk of HIV/AIDS due to theociceconomic environmen(poverty,
unemploymerjtin which they live. In addition, youthareinfluenced by role maels
and peers in their surroundingsd live in societies wh strongtraditional norms and
values. Literature also indicates that becausggad ut hs 6 sexual ity and
HIV/AIDS, they need tdhave access tIV/AIDS information with emphasis on life
skills developmentLack of life skills informationmpinges youthto developstrong
seltesteemand overcomebarriers(peer pressurdh their daily lives. Therefore this

studyexploreswhether youths have access to information on HIV/AIDS prevention.
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2.8 Youth and access ttHIV/AIDS information

Literature eveals that gung people aresexually active andsulnerable to HIV
infection but at the same timenterested in experimeation. Therefore,it is pivotal
for them to have@ess to information oHIV/AIDS prevention because information

IS power.

According to UNAIDS (2004) the United Nations Declaration of Catmment on
HIV/AIDS of 2001 hasstipulated that young people should have access to
information, education and services on HIV/AIDS. This is also applidabi®ung

people in Namibian general and €hana region in particular

In Africa, for exanple, in Ethiopia, researchers havielentified that many
communities lack sufficient basic information on HIV/AIDS, especially nalrareas.
These studies alsexplained thatmostyouths in thiscountryareill informed about
sexual ad reproductive health riglitssues and have limited access to relevant

services (Jackson, 2002).

This is in contrast to othaountries in SSAespeciallySouthern Africa wherghe

radio often gives informationto people abauHIV/AIDS and relaied issues. Jackson
(2002) arguesthat the giving of information should be combined with active
involvement of theyouth and problersolving approaches that will empower yath

to find solution to their own situations (Best, 2003).
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In Uganda, it wa reported that information wagven to the youth through sex

education and life skills development before they become sexually active, at an early
stage.Through this informatiotyoung people were encouraged to wait befaeing

their first sexual encounter aeturrnng to abstinence if they were not virgins. All
sexually active adults wagmrezengourmwhged tma
staying with a regular partner and not having casual sex (Jackson, 2002, p.13;

Ndyanabangi, Kipp & Didsld, 2004).

According tothe UNAIDS (2008) in some countries in SS#eopledo havelimited
access to mass media. For examptane youth listen tothe radio, watch television
and read newspapers at least once a wdels further elaborated that déscents
have regular access to only one or two types of media, and in many coaorangs
young peopléhave no weekly exposure to any massdia. This finding emphasised
that young people omhe continent have limited access to radio, television and
newsm@pers and other possible sources of information on HIV/A(BBtchinson,
Mabhlalela & Yukich, 2007) Furthermore youtls deal withtraditional social values
that prescribe strict gender roles for maled famales, and that condone mséxual

promiscuitywhile placing a high value on female fidelity (lipinge et al., 2004).

The ®cio-cultural study conducted by UNFPA and UNAM &plumba et al., 2004, p.

131) in Oshana Rgion of Namibia reveals h a t Aithe main source o0
information for young pgae was the programmbly Future is My Choic§MFMC).

The latterwas organised by the Ministry of Educati¢MoE) to facilitate peer

education among the youth.
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However, some youfistatethat the programme does not reach remote rural areas and
for those n urban areas it does not help yautt overcome the prejudicef aduts.
Young people also complaithat most parents, teachers and commuleiggers in

rural areaslo not discusSRHissues wih them(Shapumba et al., 2004).

In asimilar socieculturd study conducted i®hangwena Bgion Nengomasha et al.
(2004) fownd that young people need information on HIV/AIDS &®Hissues. The

information will empower them to make informed decisions about their lives.

At a national level the provision of imgant information on HIV/AIDS is stated in
the Namibian Constitution and also in the Governméfigsobn 2030document under

the chapteof Population, Health and Development (GRN, 2004).

As the NamibianGo v e r n eadershg desponse,sdemination ofinformation
was rolled out nationwide in 2004 through tiMoE, in MFMC and Windows of
Hope The coverage of these two voluntare Igkills programmes was 79% of junior
and senior secondarglols.It focuses on teachers and learners to equip them with

information on HIV/AIDS issues (MoHSS, 2007Db).

Literature indicategs h a t aarass thrdodmatian on HIV/AIDS preventionin
SSAis limited. Literature also reveals that in Africa there are strong traditional social
norms and values that prescribedcstgender roles for males and females, with male

domination on decision making processes.
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Literature further explain that some youths in SADC countries including Namibia
receivel information through the raditelevision and printed materialsn aweeky
basis The lack of knowledgeand information puts youths atisks of contracting
HIV/AIDS, sometimes at early age of their livdhis means that if youths lack
information they do not have power to neattecisions and take partdesignng and
planning of media messages Ugandad good example of gi vi
peoplethrougha twoway participatoryapproach duringnass media campaignsutd

be emulated by other Africacountries includingNamibia and Oshana &yion in
particular. Therefore, itis pivotal for this study to explore the perceptions of the
Oshanayouths aboutthe effects of mass media campaigns on HIV/AIDS prevention
as one of the main research questi@disnge et al., 2004; Shapumba et al., 2004;

Parker & Connolly, 2007)

2.9 Media campaigns inHIV/AIDS prevention and control

~

Mass media in this study is defined as At
television, posters, pamphlets and newspapers used in production and distribution of

mass health messages to large audién@@ew & Desmond, 2002, p. 34). In this

situation, the message is communicated from the sender (source of information) to the
receives (audience- youth) through a channel that could be a radio or television or

posters or ewspapergNorthhouse & Northousel985).
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Mass media campaigns are explain as ¢pmcess of exchanging information
between the sender and the recev@§Roges, 1995, p. 8). Freimuth (1995) also
describesmass media campaigrastraditional communication approaehintended

to prodice a specific outcome within a specific period of time, directed at a large
number of people through an organized set of communication activities (Amon et al.,

2000).

Schiavo (2007, p. 7) alstefinessah eal t h communi cati on campaig
metod used to inform and influence individuals and communities of decisions that

enhance healtho.

Freimuth (1995) notethat from the health point of view, communication methods,
interpersonal and mass communicasicare used to create and increase public
awareness about the disease, its causes, prevention, and treditregréducatehe

public and communities about the disease, promoting public attitudes towards the

di sease, changing individual s and communi
diseasesadvocate for policy changes in favour of disease prevention and control and

promotes healthy living. For examplen thecase of HIV/AIDS' character of changing

from a health problem to a soeg@zonomic developmental factor is crucial and seed

media intevention and multsectoral approachedN¢rthouse & Northouse, 1985

Hutchinson et al., 2007; Parker& Connolly, 2D08
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Allegrante and Sleet (2004pncurredwith Freimuth (1995)fhat in the absence of
cure and vaccine for HIV and AIDS, the only altdivea is to help people to take
precautions to protect themselves against the HIV infection. This means that the core
messagein HIV/AIDS communication isdisease preventiothrough preventive

measures and advocacy of behaviour change.

At the crossroadsfddIV/AIDS and information sharing, there is tlseience of health
communication.The latter is described afisease prevention through behavioural
change. This emphasises health communication by noting that in the absence of a
medical treatment and vaceinthe provision of information to people through the
mass media campaigns is vital to educate people to takeolcower theirlives

(Allegrante & Sleet, 2004; Schiavo, 2007).

Levy and Friend (2000) claitthat mass media havilee power to reach and io#nce
millions of people at oneme, if they operaten a large scale. Mass media campaigns
are described as cost effective ways to communicate to individuals and communities
and to promote behaviour changevi@nd Friend further elaboratieat mass med

can influence both personal and social behaviour that will prakiglgupport needed

to promote individual behaviour change.

Again, according to Freimuth (1995) an effective communicative strategy is a crucial

component of the global efforts in HIVIBS prevention and education.
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However, \alente and Saba (1998) explémat many scholars have arguédt mass
media are effective irdisseminating information to the public, but interpersonal
communication istill necessary for behavioural change.awehile, Freimuth (1995)
noted that different types of media affect audiences differently, for example business
and advertising media stimulate interest in commercial goods and influewcanido
where people should go to shophis is also the same situati in HIV/AIDS
education and mag®mmunication that enabl@gople to understarahd personalise

the prevention messagfean effective communication strategy has been used (Ross et

al., 2006 Parker & Connolly, 2008)

However, Schooler, Chatte Floraand Roser (1998) arguieat health communication
campaignsvhichinfluence people's behaviour are those that are communicated over a
period of time giving different ideas about an issue through multiple channels rather
than usinga single channelLiterature further showsthat mass media messages are
strongly affected by choices of channels that are affordable, feasible and sustainable

over a period of time.

But Schooleret al. (1998) also explaitihat people will only be able to change their
behavioursfithey have knowledge about behaviours and conditions that place them at
risks and about ways in which these risk factors can be reduced. Therefore, behaviour
change does not follow directly from merepesure to persuasive messages from
radio or televisia. It is necessary for people to internalise that message and act on it

before there will be any change in their behaviour.
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Therefore, it is pivotal for people to have knowledge and understanding of situations
before any informed decision is taken. R@yE 995) carried out a study oédio
campaigns for 200 families who were persuaded to use boiled water. The study
revealed that the campaign was unsuccessful because people stronglyl lrelilese
traditional norms anboiling water was against thesulture(Amon et al., 2000)This

means that strong traditional norms and values are determinants of change.

Ewles and Simett (1995) statethat mass media messages should be carefully
desgned so that the right messageachthe target audience in a forappropriate to

their needs and lifestyle. However, many gguments in various countries arouhd

world use mass media campaigns in HIV prevention aimed at creating awareness

among people (UNAIDS, 2008).

For example, in Jamaica, a mass media campaggiused to encourage delays in
sexual initiation and a targeted age based apprémusedn the youth encouraging
them either toabstain from sex or create salvareness or to use condoms for
protection purposesWhile in South Africait was observedhat they areusing
innovative media approaches and messages of love lifeotogte HIV prevention
and breallown social taboos regardirgdolescent sexuality and raisevareness

among people in the country (Jackson, 2002).
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In Namibia, government andon-governmental organisations have policies and
guidelines in place on HIV/AIDS prevention (MoHSS, 2004). Mass media campaigns
with media messages through radio or television were used to disseminate
information to people (Shapumba et al., 2004). Accordingchwaz (2003) mass

me d i r@aabhsin Namibiaasin most African countries, is limited mainly to more
affluent and urban audiences. Radio has been identified as the most egalitarian
medium with rising significance of television (T\gnd print media(Paker &

Connolly, 2007, 2008)

Literature reveal that mass media campaigns is an instrumental tool that gives
information to the public (individuals and communities) with the aim to influence
p e o poehmvidurs and promote chang@Chanda et al. 2008).iterature indicates
that mass media messages caach millions of people at time; therefore it is
regarded as an effective communication stratebgrethe receivers of information
suppose to have knowledge and understmsdes surrounding their dailyves

(Valente & Saba, 1998)

Literaturefurther revealsthat mass mediaampaigndhave a significant influence on
young people, but the question ®w frequentlythey (youths) are reacted by
HIV/AIDS related messageand itse f f e ct s meads,|ijestyletamdsséxual
behaviours.On this notion, literature shows that no research was conducted on mass
media campaigns in the Oshana regibherefore it is importantfor this studyto

review literature onthe ABC strategy as a HIV prevention campaigosimunicated

through mass media communicatiarthe country
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2.10 Youth and the ABC strategy d HIV prevention campaigns

Prevention is thebasis of the response to HIV/AIDS; therefore, many countries

worl dwi de havABCéadmmpe \ean ttihoeneificommsnications i n  t |
campai gABCO Tlenbfi nat i o rAbsinenceafrora ge¥pe faitlefid n s

to a single sexual partner a@ndom useThe strategy ABC&nown a
approach (Dailard, 2003; UNAIDS, 2004, p. 73¢handa, Mchombu and
Nengomasha2008) argue that the ABC approach to HIV/AIDS education places

great importance on disseminating information on health risdsaarareness. They

further statethat awarenessifluences receivers of information to possibly change

their behavioursin section 2.10.1 to 2.10.3 are the brief explanatie@ighe three

elements in this campaign strategy.

2.10.1 Youth and Abstinence

Abstinence riers to Mo engagement in sexualtercourseor delaying of sexual
initiationd ( UN A 1 D $he meafirty ®f)abstinence orsédining from sex differ
from person to persorirom area to area and from country to country, although it has

been observed that to abstain from sex reduces the risks of infection

In Uganda, it was claimed that abstinence has been used as a pres@atiegy
through radio and school sex education programmes. It was also observed that
abstinence caused a slight changetha attitudesof youthsin Uganda with the
reduction in HV infection rates (Okware, Kinsman, Onyango, Opio & Kaggwa,

2005.
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The UNAIDS (2008)report argus that in the SADC region both male and female
youths in some countriessuch as South Africa, are aware of abstinence as a way of

preventing HIV infection, but the practice in real life situasiemquestionable.

In Namibia, ab8nence has different meanings to yai#ind individuals in various

communities. For example, Talavera (2002, p. d@imst h a t fabstinence d
exist among the Ovahimba and Ovaherero y@muth because they grew
environmem where anima mateall year round. He argudbat youth easily imitate

their social environment and abstinence is a myth to them. Therefores yothlese

communities play sex games at an early age of development. For one to enhance
changeamongthe youth in this environm@& requires a lot of commitmeand early

commencement

According to MOHSS& Macro (2008 Opuwo has the lowest HIV/AIDS prevalence
rate (less than 10%h NamibisdNDHS 20067. Opuwo is a rural town ithe Kunene
Region, where mainlyhe Ovahinmbas live. Talavera (2002) arguethat Ovahimba
peoplehave sexual encoungsit an early agelt is assumed that peopletine Kunene
Region may have one sexual partner or are faithful to theuasgrartners. The latter
practie is an HIV prevention strategy, couiting the spread of infection. Therefore,

it is assumed thahe disease prevalence rate is low in Opuwo (7.9%) as reported in

the 2008 sentinel survegue to their cultural and traditional practse
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A study by UNICEF HIVPrevention Programme by Scaxz (2003) also fond that
even youts who are studying at the University of Namibia, an institution of higher
learning, were reluctant to practice abstinence and etertbre information on
HIV/AIDS prevention strategies. Again, the 2001 Namibia Populadimh Housing
Census (NPC, 2003) irchtethat respondents aged-19 years to from Opuwo and
Rundu lackknowledge about abstinence. Tigsan indication that thoughbstaimng
from sexis vital to youtls, they might nothavethe necessary information tequip
them to act accordingly. According tiee NDHS in 20067 (MoHSS & Macro, 2008)
althoughOpuwo youtls lack knowledge on abstinence amalve sexual intercose at
anearly agetheyhave the lowest HIV prevalence rate thecountry. This data need
further investigationLiterature reveals that to practice abstinence is a challenge in

some communities in Namibia.

2.10.2 Youth and being faithful to one sexual partner

In the HIV prevention, beingafe meansbeang faithful to onenot infected sexual

partner.In Uganda (Okware et al., 20D%e issue of faithfulness and fidelity was
identifiedas playing a keyole in AIDS prevention. The study revedtst there was a

large reduction in incidence of having multiple sexual partners from 86% to 29%

among men andrédm 75% to 7% among women. This practice was probably the

single most important behavioural change that resulted in prevalence decline. It was

also identified that Ugandank ave adopted t approachzasvaso gr azi

describd earlier in the chaptdeee sectior2.8) (UNAIDS, 2004)
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In Namibia, faithfulness means different things to ysuthdifferent comnanities.
Therefore, Talavera claintbat the notion of faithfulnesstoes nbmean one exclusive
partnerin some societie$2002) For some people ithfulness means one exclusive
sexual partner and to others means two or three faithfthgrs. Talavera (2002) also

argueghat fidelity and faithfulness aréheoretical concepin some communities.

According to Parker and Connolly (2008ultiple ard concurrent partnershipspid
turnover of partners and inconsistent condarse have been identified amsportant
contributing factors to high levels of HIV infection in the Namibian cont¥égting
adults, between ages 15 and 29, show the highest levahltiple partners. This
causef the HIV and Sexué Transmited Infectiors (STIs) to increasewithin that
generation. This is an indication thatuths arein danges of HIV/AIDS since the
practice of faithfulness and fidelityight not be meaningiuo them. Therefore, it is
vital to equip youtk with information that enabs&them to understand the dangef
multiple sexual partners and the risk of contracting khiféction (MoHSS & Marco,

2008)

2.10.3 Youth and condom use

In the context of this studyzondom use means the use of condoms correcity
consistently every time a persbas sexual intercourse. It aims to reduce the risks of
HIV transmission for sexually active young peopleg&ging in sexual activities
Condom usén this study does not fer to the number afiew condoms taken without

correct ad consistent usage (MoHSS & Mar@008).
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The use of condoms as ti#V/AIDS prevention measure is universal in many

African countries, because condom use is identified as a key means of prel#yiting
infection(Okware et al., 2005)Therefore, many programa the world including

Africa, f ocus on increasing the populationos
(UNAIDS, 2008) However, condom use amoygunger peoplén SSAvaries widely

from countryto country and among men and women of the reproductiv& ageely

15 - 49 years Bouare, 2009 Schwarz, 2003)Therefore, mst countries in Africa

have adopted policies and progranmsnpromoting condom use in their HIV

prevention priorities (UNAIDS, 2008

't 1 s c¢clai med (UNAI D Spromatéddnd of thda noespeddiot e d o6
policies in Africa with regard to condom promotion among the yoliths also

observed hat Nigeria articulatedol0d%redbmdomns
with culture and Christianity (Smith, 200But according to a survey in SSA, the

percentage of unmarried selyactive young people aged 149 yeass who reported

using condoms at their previous sexual encounters raingedonly 25% to 18%.

This situaion occurs in many African nationghere condomsra sometimes viewed

negativéy as sliding off or causingllV infection. Therefore, soe young people in

SSA do not believe that condoms can offer reliable protection against unwanted

pregnanciesindor HIV infection (Ndyanabangi et al., 2004; UNAIDS, 2008).
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In the SADC region, some countries with higher HIV prevalences li&e Botswana
have a policyon condoms, buironically youths in the same country have negative
misconceptions about condoms. Téfere, condom use in Botswana is low among

youths who are vulnerable and sexually actitBNAIDS, 2008.

However, in South Africa the situation asfferent; with the level of currentandom
use among young married gques is somewhat higher20% higher than other

countrie UNAIDS, 2008)

In Namibia, there is no policy on condom use, but there are policies and guidelines in
place related to HIV/AIDS prevention (GRN, 2004). The general observation is that
mass media campaigns give information on HIV/Alpr8vention to people including
youths. Therefore it is assumed that people haudgormation aboutthe use of

condoms (lipinge et al., 200Rarker & Connolly, 2008

According to Talavera (2002), the extent bétuse of condoms in Namibiga not

clear because youthare afraid or unwilling to discuss condoms with their sexual
partners(Mufune, 2003; UNICEF, 2006)These uncertainties make the situation
difficult among youtls with the resulthat they end up using condoms improperly or
inconsistently. ie nonuse of condoms isxacerbated by the fact that condoms are
not always accessible in some remote areas. Moreover, some cultures do not
encourage the use of condgrfar example the Ovahimba people, in Opuwo where

the HIV prevalence rate is the loviéis the country among the reproductive age; 15

49 years (MoHSS, 2008b).
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However, the respondents in NDHS 2001 (NPC, 2063Caprivi, Kavango and
Omusati Regions havehte lowest knowledge levels cbndom use in the country.
Schwaz (2003) in his stwy, concludesthat on average, young people are still
reluctant to use condompatrticularly those who are ithe Kavango, Omusati and

Omaheke Rgions.

According tothe NDHS 20067 (MoHSS & Macro, 2008) educating youshabout
condom use is controversialith some people saying that it migbhtomote early
sexual expementation. The NDHS 200balso statethat overall 41% of women and
57% of men reported condom usetlair last sexial encountex Reasons stated for
the relucanceto use condoms includgekerpressure, misconceptions abeohdom
safety seltefficacy andthe implicatiors of unfaithfulness. This mearthat youths

need more education on condom use and HIV prevention strategies.

The uses of condoms also differ from country to couritriNamibia literature reveals

that youth in generaldve low knowledge on condom use and this limited knowledge
impinges some youth to discuss condoms use with their sexual partners in their
relationships (Ipinge et al., 2004). Literature further indicates dbatioms are not

accessible to all youth espalty in rural remote areas.
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In conclusion, iterature shows thatamibian youth are sexually active and vulnerable

to HIV/AIDS and have limitecccess to idrmation on HIV/AIDS prevention.

Literaturefurther indicates that youth do nohderstand issues in their surrounding
environment andlack necessary life skills (such as communication, listening,
negotiation and decision makingwards HIV/AIDS preventiosuch axondom use

for them to be able tactresponsibly aseltdirected individuals.

It is further explainedhat the strong African traditional norms and values of males
and females implicate some youth to be reluctant to discuss issues such as condom
use in their sexual relationships ordweercome barriergsuch as peer pressure)

their daily lives.

Literature has identified ass media campaigms an instrumental tool used to give
information on HIV/AIDS preventionput it lacks participatory approach between
media campaignerand rec&vers of information in the communicatiodearning
environment inOshana Rgion. However, youths inOshana Rgion like in other
African countries have strong cultural and traditional norms iafldencing their

daily lives.

89



2.11 Summary

This chapterhas disussedhe overview of HIV/AIDS in SSA, SADC and Namibia.
The chapter further outlined thMamibian Government response to HIV/AIDS
prevention, the youtlBexuality andsulnerability to HIV/AIDS, access to information,
exposure to media messages and the AB&tegy.Most of the reviewed literature
reveaed that HIV/AIDS is a seriousiealth and socigbroblemworldwide. Globally,
the majority of people livingwith HIV infections are in SSA and theost affectd
population are women and young peoptesearcHiterature showsthat the overall
level of awareness about the ABC strategy for AND'S prevention among the youth

in SSA islow, with the exception of Uganda.

The literatureeviewed alsaevealed that many studies have been conducted on mass
media carpaigns and HIV/AIDS prevention globally ama Africa. However, only

few studies were conducted in Namibia on mass communication and HIV/AIDS
prevention. All reviewed studies applied a theoretical framewdblased on the
traditional theories of learning améhaviour change. This studtilisestwo theories

and two models of social behaviour change. The stualyd thatthere are challenges

with the conventionalhealth communication modelised in HIV/AIDS prevention.

The specific weaknessasclude its appbation and relevance to African cultures,
norrinteractive approach, teachegntred hierarchich and lack of dialogue and
participation bykey stakeholders. The literature reviewed emphasises the relevance of

the conventional health communication momweWestern cultures.
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This studywill attemptto come up with the relevahealth communicatiomodel to
African cultures,including Namibia because cultures the mainbuilding blockfor

social and behaviour change.

In Namibia, literature reviewed also reveaéd that the HIV preventionawareness
programmesre available in the country apdovideinformation topeoplestill some
peopleare lackingHIV/AIDS prevention informationn some rural communities. The
literature also reveals that many of thoseowllave adegate informationmplement
only few changsin their sexual behaviourgartly due to strong traditional norms and
values The chapterconcludes that youth need knowledgeHivV/AIDS prevention
and understanding of issugguth selfefficacy) in their surroundinggoupled with
life skills to be able totake responsible action§he next chaptepresents and

discusses the theories anddats of social behaviour change.
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CHAPTER 3

THEORIES AND MODELS FOR HEALTH COMMUNICATION IN

HIV/AIDS PREVENTIO N

3.1Introduction

This chaptepresentghe theoretical perspectives of various theorists and educational
thinkers used in mass media campaigns on HIV/AIDS prevention. A combination of
various communication theories and migdaf social behaviourshange fra varied
perspectives form the theoretical base of this stlidg. chapter furthediscusesthe

Social Cognitive Learning Theory of Bandi®77) Diffusion of Innovation Theory

of Rogers (1995), the Health Belief, Model (BHM) and the
Empowerment/Partipatory Theory of Freirg1985) In generalthetheories focus on
individual s6 psychologi cal processes such
structural factas in explaining humarbehaviour. The theories and modelsalso

discuss and explairhé nature of learning and how knowledge and understanding

influence the learningrocesf young people.

According to Schunk (2000, p-3), theories and models are explained as:

fia set of interrelated concepts, definitions and propositions that peesgstematic

view of events or situations by speci fyi
explain/predict the events/situations/caafiect relationships. Concepts are

Abuil ding blocksodo and Aprimary el ementso.

descriptims, often based on an analogy and used
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Theories and models are used to shape the pursuit of answers to research questions as
to why, what and how things are happening (R&ista, 1989; Fawcett, Paine
Andrews, Francisco,cBultz, Richter, Lewis, et al., 1993in this study, theories were

used to guide the search fitreories andnodels of social behavioural change and

explain the prevention strategies towards HIV/AIDS awareness campaigns.

3.2General views of learning and leming theories

Various leaning theories and models ardiscussed in relation to relevant
approaches/strategies used to enhance effective learning and promote social change.
The study discusses various perspectives and the significance of their comsilboitio
learning and social behaviour changeprovides background information about the
theoretical framework that aims to support the argument that some theories and
models are more relevant to mass media campaigns that could facilitate social and

behavour changes among the target audience.

Educational theorists, such as Albert Bandura, Everett Rogers, and Paulo Freire have
theorised about learning and behaviour change as the basis of addressing real life
problems and situation$herefore,éarningha b een defined as fdan e
in behaviour or in capacity to behave in a given fashion/situation, which results from

practice or other formp2of experienceo (Sc!
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Educational theoristeave elaboratethat critical issues in thetgly of learning are
how learning occurs and which factors ughce and promote learning (such as
motivation, willingness to learn and good environmeRt)rthermoreit is vital to
determine for the purpose of this study how learning takes place in HI®¥/A

awareness prevention campaigns (Freimuth, 1995; SiMon®n et al., 1995).

Other researchers haaéso defined anéxplainedon learning theories (Freire, 1985,

p. 123) as Athe study of the creation of
humanisic, cognitive, behaviouralsocial and constructivist (llleris, 2003Yhe
theories advocate that the acquisition of knowledge and skills, as well as change in
attitudes, practices and behaviguioccur in different ways depending on the
theoretical perspective involved (Fawcett et al.,, 1995 Critical thinking and
transformationare explained asthe important dimensions to learning, especially
among adult learners (RieBlsca, 1989). As the learning environment is multi
dimensional in nature, ydwt need to be empowered with knowledge and skills and
transformed to solve the problerfacing them in their daily live¢Zimmerman &
Warschausky, 1998). In their diverse perspectives, researchers maintain that the aim
of learning is to empower learnersibs and transform individuals into sefirected
beings. SeHdirected youtk are capable of changing social, political and walt
conditions and forces (such aeer pressure) that prevent them from living and
controlling their normal lives angosedifficulties in their societies (Freire, 1972,

1985; Freimuth, 1995; llleris, 2003; Rogers, 1995).

94



The Social Cognitive Learning Theory (Bandura), Communication/Diffasiof
Innovation Theory Roger$), the Health Belief Model (HBM) and the Participatory/
Empowerment Modg|Freirg are the lheories and models that are mostly used in this

study.

3.3 SocialCognitive Learning Theory

Al ber t B a n Gagnmitimedos So&abLearrenghieory is the first theory under

discussion (Bandura, 1977). Thistheoryw®e | ear ning as fAan inforr
activity in which information about the structure of behaviour and envirorahent
events is transformed into symbolic repres
(Schunk, 2000, p. 81). It states the relatiopshetween the person and the

surrounding environment.

Bandura (1977) believes that human behaviour is conditional; dogged both by the
situation and or® interpretation of that situation. He describes people as critical
thinkers or thinking beings, intemgting situations, learning and interacting within
their diverse situations. Bandura (1977) also states that learning occurs through actual
performance and by observing models such as a live television programme showing
how women in a community should bekain a culturally acceptable waybeing
obedient and performing their multiple roles of caring for family members such as
fetching water, collecting firewooand preparing fodd by listening to instructions (a

radio programme discussing how to use conslamd enhane safe sex) and by

reading printed materials (llleris, 2003; Rogers, 1995).
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Bandura, like Paulo Freire, believes that learning and performance are influenced by
various factors. The | atter are rcieeadi ness
environment (free from physical and psychological disturbances) and availability of

study materials (Freimuth, 1995). Rogers (1995) also explains human behaviour in

terms of connection between environment and observable responses. This means that
youths should be free individuals able to discuss and interact with fripadsérs

abouttheir sexual relationsps (Bigge, 1982).

Accor di ng theory Bsamvithg a naodebes not guarantee learningthe

ability to perform certain behaviours (Schk, 2000, p. 3). It elaborates that new
behaviours are learned either by modelling the behaviour of others or by direct
experience. Modelling serves informational and motivational functions: providing
information about the probable consequences of exmpeserand actions, can
influence how the observer acts. This means that one needs to have knowledge (be
well informed) and motivated (to perceive the dasgéHIV/AIDS in the society) to

adopt change (Fawcett et al., 1995).

In Social Cogrtive Learning Theory, human functioning is viewed as a series of

reciprocal interactions between personal factors, behaviours and environmental events
(RiehtSisca, 1989). Thereforegvesque (2002, p. 225) argubat youtls need to be

given opportunideamocrtaoc yide x(paecrtiievnec ei nt er act
classrooms, schools and communities to be able to learn. s are passive

listeners may not be tical thinkers in the teachirlgarning environment.
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Therefore, youth need to be active participardsid critical thinkers equipped with
knowledge and skillglife skills) which enable them to identify their problems and
find solutions as a collective team (Elder, Shults, Sleets, Nichols, Thompson & Rajab,

2004).

Bandur ads hdory ®@mphasiseg thedle of social norms in influencing
individual behaviour and learning. It further explains that maintaining healthy
behaviours (for example avoiding unprotected sex and using condoms) is influenced
by many surrounding factors. These are knowledge, maiivabutcome expectancy

and seHefficacy. Therefore, youthshould be knowledgeable and sdifected to be

able to negotiate safe sex. If yositack the above factors no learning and behaviour

change (no negotiation of safe sex) will take pl&Eh(ink,2000).

Bandura (Schunk?2000, p. 82) also statébat Social Learning Aeory focuses on
vicarious, symbolic and setégulatory processes. It also looks at human behaviour as
a continuous reciprocal interaction between cognitive, behavioural and engitaim
determinants. In this theory for a person to learn, a reciprocal interaction between
critical thinking, attitudes, beliefs and the surrounding environment is necessary.
Therefore,Bandura suggests thit real life situation youths and media canyvers
should interact, plarimplement and evaluatmediamessages and processes during
the HIV/AIDS preventiorcampaignsBandura further elaborates thaiughs as target
audience need to do the actual performaactive recipientsjo facilitate learning,

because information alone will not ensure proper learning (Amon et al., 2000).
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The Social Cognitivd_earning Theory furtheremphasiseshe use ofmodelling or
observational learning, as learning by observing behaviours of the others or by direct
reinforcing experience. According to Bandura (Freimuth, 1995) modelling is an
effective learning principle in observing and imitating the action of the others to
ensure significant learning. This means that ysuthy learn good or bad behaviours
from their parets and role models or leaders in their communities through imitation

(Hedgepeth & Helmich, 1996; Steinberg, 1999).

B a n d u heargfarthet explaired that change in behaviour is facilitated by an

awareness of consequences. Awareness (Bigge, 1982, p.isl&Xplained as a

Apower ful facilitative factoro and not fAa
ThereforeBandur ads theory r eve bdawvard thabthroughoung pe
their actions they can contract HIV infection if they practissaf@ sex or have

multiple sexual relationship3.his means that media messages should mould youths

to understand their situatioasid think critical for them to be able give reasons for

their actions.

The Social Learning feory summariseghat learningis an finformationpr oc e s s 0
influenced by many factors such as motivation, peer pressure, personal beliefs and
practices, knowledge and understanding of events and situations (llleris, 2003).
B a n dautneary also explains that learning involves goalisgitattainment and
concernsof how people can deliberately shape their environm@enerally, Scial

CognitiveLearningtheory i ntends to affect, enhance a
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The theoryconcludes that learning takes place when learners havegrated

information with attitudinal change through motivation and reinforcement of
modelling and seléfficacy (Schunk, 2000Bandur adés theory also e
behaviour as a continuous reciprocal interaction. This means that for one to learn it is

conditional to his/her attitudes, understanding and interpretation of the surroundings.

Even though, thditerature in chapter twdlipinge et al., 2004Parker & Connolly,

2007, 2008 revealsthat Namibian youth have adequate knowledge on HIV/AIDS
prevention which needto be translated into actionsiterature further statethat
media campaign officers, as facilitators of the learning process, should act as
influential role models to promote behavioural change. If this is not done no learning

will take place.

The key concepts in the Social Cognitive Learning Theory are discussed in the next
part of this chapteiConcepts in th&ocial Cognitive Learningfleory explainednd
discussed in this study are knowledge, motivation, outcome andfe#icy. These
concepts, in relation to HIV/AIDS awareness/ information campaigns, are discussed

and adapted in this study (Hedgepeth & Helmich, 1996, p. 71) as follows:

Knowledgerefers to an understanding of what is to be done. Understanding means to
think critically and implement HIV/AIDS prevention strategies. Currently, mass
media campaigns are using conventional, persuasive health education aggproach
which promotepassive listening of learners and memorising of information provided

to them (Freire, 1985).
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Motivatonr ef er s t o a personds belief that one
exampl e, unprotected sex with multiple par
to be avoided. Youthneed to understand that their actions will either protect o
destroy them. Therefore, yostrshould have the motivation to implement the

HIV/AIDS prevention strategies and protect themselves.

Outcomeexpectancy refers to the outcome results. For exansplgain skills or
method of protection (usingondoms coristently and correctly) will prevent and
protect a person against HIV infection. Yasitheed to understand the outcanoe

results of their actions that multiple sexual relationships and inconsistent condom use

will endanger their livesTherefore, they redl to comply with the learning process.

Seltefficacy is the belief/judgement in their abilities which yautieedo implement

the necessary/expected behaviours. -8iedficted actions are assertivena@splying
thatyouths have to make informed decis®alout their lives. An example isyouth
convincing a partner to delay setiencounterabstain from sex or insist on condom
use (SimondMorton et al., 1995). According to research studies (llleris, 2003; Elder
etal., 2004) mass media campaigressagefocus mostly on knowledge acquisition
and persuading individuals to adopt ideas and to change behavituesature
reveals thaewareness messagaknedo not mouldyouths to become selflirected
individuals and critical thinkerskreire (1985) arguethat youth are expected to
imitate role models ahadopt assertiveness abilitik them to learnHence the

importance of this study to suggest active learning approaches that enhances change.
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| n s ummar y Socid @ogritiverL@atielg Theory déines learning as an
informationsharing process, which takes place icoatinuousreciprocal interaction

in a communicatiodearning environment(Bandura, 1977) The theory views
receivers (youts) of information as critical thinkers who need to be krexgleable to
understand issues in thelaily lives, to be motivated to learn and be sktected to
make informed decisions about their lives. The theory emphasises thas gauth
and change their behaviours through modelling, direct observation éadiomof
others. The theory has the limitation that a mere modelling or imitation does not
guarantee learning nor social behaviour change. TherdBamegura(1977) argues
that receivers of information (yoush need tohave knowledgend understanding to
be able tatake responsiblacions Bandura further elaborates thaedm campaign
officers (providers) and yoush(receivers) should interact in r@ciprocal way to
ensure the desired end resulklsiowledge, understanding and taking responsible

actions) Failure to thiseither learning nor behaviour change will take place.

B a n d u3oaad €ognitive LearningTheory (1977) implies that an individual

behaviour is the result of the interaction among cognition, behaviour, environment

and psychesocial beings Its primary domains of leaning are modelling (imitation
behaviour of a role model) and selff f i cacy (onesd6 perceived
recommended behavioufBandura, 1977)It is believed thathis theory is useful in

the HIV/AIDS communication gapaigns in Western cultures, but there is a question

about its relevance in African cultures where the individual decisions are the result of

group normsHowever,this theoryadvocateshe need to focus on collective efficacy
asrecommendedn this study(llleris, 2003; SimongvViorton et al., 1995; Tubbs &

Moss, 1994; Waisbord, 2001).
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3.4 Communication of Innovation Theory

Everett Rogersod6 Communication of I nnovatio
also known as a Diffusion of Innovation (informatioit)eay. Everdt Rogers (1995,

p. 5) defines Diffusion of InnovationhifTe or y as fa process of I
di sseminated throughout a c¢omMortonetalo. Ot he
(1995, p. 15) defineidf f usi on as the MfAway cdsgpremdid ch new
member s of commuheoigsal sRogepbkéadi s innovat
practiceso (Roger s, 1995, p . 5) that may

being necessary, important or usefuthe communities

In the contexof this study, the InnovationhEory aimed to examine how mass media

(through communication technologies such as sdgbevision and printed materials)

disseminate information to yowghhrough the process of Diffusion afformation.

Rogers (1995) explairthat when innovation is introduced only a few innovators and
adopters | earn about it Murray (2009, p .
practice or object that is perceived as ne
Examples of innovatim ar e mass media messages (fuse
saves The mewtor Theory also emphasises that new practices occur at

various societal levels such as working places, churches and schools through mass

media influence.
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Researcars ofDiffusion of Innovation heory suggedhat the extent and distribution
of adoption of an innovation depends on the characteristics of the target population,
innovation itself and stages of @gution (Harting, Rutten, Rutte® Kremers, 2009;

Murray, 2009; 8nonsMorton et al., 1995; Tubbs & Moss, 1994).

According to Rogers (1995) Diffusion ohfbrmation consists of three individual
stages, namely newsbregime vital for reporters to transmit essential information to
communities/receivers), disseminati@iage (period when news spreads through
certain members of audience and communitied jpass information to others) and
thirdly, saturation occurs when most (90%) of the population has heard the
information. This means that innovations d#é over time @ording to the Diffusion

of Information stages (Tubbs & Moss, 1994).

Moreover Rogers (1995, p . 5) describes di f f
innovations (mass media messages with new ideas) spread to members of a social
system. Individuals may know weideas (how to practise safe sex to prevent

HIV/AIDS) but may not develop a favourable/unfavourable attitude towards it or do

not adopt/reject it (Harting et al., 2009). TherefoBarker (2004, p. 132) statdsat

A t r uopiniod baders can gain enbrfthis means that opinion leaders are accepted

in their communities as the trusted and preferred source of information) for new ideas

and these ideas will be adopted favourably in their communities.
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Diffusion of Information in the Innovation Heory (Fogers, 1995, p. 10) consists of

five essential elements namely the inventors, innovation, channels, receivers

(members of communities) and effects (consequences). The innovation is

communicated through media channels (radio, television and newspapersine,

among members of a social system or community. The exposure of youtiew

ideas which takes place within a social network or through the mass media determines

how fast or slow an innovation will be adopted by adopters.

In contrast, the commuration process also has its elements namely source, message,
channels, receivers and effe matching with those of the Diffusion afrlovations.
Both processes are cyclical in nature and effects or results are vital to observe change,

either in knowledgacquisition or behaviowwhanggRogers, 1995).

SimonsMorton et al. (1995) state that innovation is likely to be adopted by people
from diverse educational, societal, cultural, religious and political backgrounds in
di fferent ways. aréwia foribehavowa phange ie fpealth. dhus,

the Innovation Tieory speculatethat people are likely to adopt new behaviours based

on favourable evaluations of ideas communicated to them by respected or experienced
members of their communities as itheodels or leaders. Bdura (Rogers, 1995)

also statethat new behaviours are learned through modelling and direct observation
of an experienced person or opinion leader. If ypudhe persuaded by media
campaign officers (strangers) to learn and chdvejeviours, then learning will not

take place. Rogers like Bandura emphasises that yartgiearning by imitating what

their role models or opinion leaders are doing.
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SimonsMorton et al. (1995, p. 353)ike Rogers (1995)describes human beings
accodi ng to their characteristics and qual.
majority and | aggar ds o i n mnevhatans.i lonovatorsoare Di f f us
independent changwiented and risktaking individuals and early adopters are known

and respeeid community members called opinion leadeRngers (1995) proposes

early adopters as models to emulate their role models and generate a climate of
acceptance and the appetite for change. Late majority people are sceptical of change

and tend to wait untiBn innovation is established as a norm. They are greatly
influenced by their peers through peer education. Laggards are traditional,
conservative, less educated people vidver socieeconomic statusind restricted
communication networks in their enviroens. Peopleds | earning 1is

their characteristics (Barker, 2004; Murray, 2009).

Barker (2004) furtheelaborateshat information flows from media sources to opinion
leaders, and to followers with the influence to inject change. The pracesdied
transfer of information technology. Thereford/aisbord (2001) stasethat mass
media isvital in increasing awareness although interpersonal communication and

personal sources are crucial in making decisions to adopt innovations.

R o g e r Isedrys statésthat a variety of commmication behaviours including
Diffusion of Innovations providesuseful understanding othe flow of mass
communication (Rogers, 1995)o@munication hieory, according to Rogers (1995),
covers the process by which an idedransferred from a source to a receiver in order

to reach a mutual understanding and intended change in belsaviour
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Usually the sender i ntends t o alter t he
attitudestowards the new ideafr examplepersuade youthto use condoms or

abstain from sex, as part of their regular behaviour.

R o g e 1995 Diffusion Theory confirms that the best way to disperse messages

within a community is through opinion leaders/peers who are role models to change
community norms. earning in this theory is facilitated through (Rogers, 1995, p.

286) fnknowledge on innovation, persuasion,
i mpl ement and confirm the deci-sri@atoar shed i
whereas interpersonal networksr e mor e | mport ant i n Apersu

adopt/reject change.

Currently, the issue of HIV/AS prevention in the Diffusion Reory is difficult to

practise, because some adudire key persons in the spread of the disebse.

example, some adslhave multiple relationships; have negative attitudes and practice

of Al wi || not die aloned and use money t (

Hence these adults are contributing factors to the spread of the infection instead of

being good rolenodelsstriviOng to combat HIV infectioMoHSS, 2008b).

However, Barker (2004) emphasises that Diffusion of Innovatioaofly enhances
learning through easily available, trusted sources of information (opinion leaders) and
behaviour modelling (peer eduoss) as agentsf@hange. Barker also elaboratbat

new communication channels suchttasuse of peer educators is a useful approach to

bridge the gap.
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But in contrast, Aghaand Van Rossem (2002) explaihat peer educators and
information providers &ve limited coverage with stronger impathan the mass

medi a messages 0n s toimyglenventbehaviow &hange Peemt i o n
educatorsas individualscanreact toasmall number of people at a time witlstaong

message through fate-face taking rather than using technology (radio/ television).

Agha and \An Rossem (2002) also maintdhmt mass media campaigns have an

impact at population levels becausetloéir considerably greater accessvarious

communities.

Rogersodo I nnowmdtiBamdUihadr yYoai alheor@baysni t i ve
much in common in relation to learning. Both theories emphasise learning through
modelling and reciprad interactionsbetween the senders and receiverbese

actions are imitated and learned by inexpeded persons and young people.
Therefore, literature also citesthat social norms, relationships and power create
meaning and determinants of behaviours and social behavioural change (Barker,

2004; Murray, 2009; Rogers, 1995; Simdvierton et al., 1995).

Rogersd Diffusion of I nnovations Theory |
Theory, argues that learnings a cyclical process th&ikes place through modelling.

In both theories the process of learning is very slaecording to the Diffusion of

Innovation Theory guths are placed in sociaettings among opinion leadgysérs

with desired opinions, attitudes, skills, experienaad behaviours to learn through

observation, modelling and discussions.
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Both theories stress information exchange agrdsal to behaviour change and view

network links as the main explanation of how individuals alter their behaviours. They
concludet hat a portion of peopleds gener al hyp
others, but that social modelling frequently ascuthrough diffusion or
communication networks. Socididories and models also confitmh a t I ndi vi dua

behaviours are rooted in their social and cultural cos{@&bwn, 2005).

Rogers(1995) in his Diffusion of Innovation feorydefines learning asa cyclical
process. Rogdrelievesthat youths should perceive their vulnerability to HADS,
becausethey areactive adopters of innovation$ie also maintainghat opinion
leaders and peer educatone€d to beised asmnapproach to bridge the ghetveen
senders and receivers of informatenmd create an interaction) should be used as good
role models to disseminate information to thetive recipients(youths) and to
promote a networking approacRogers also elaborates that adopters should have
access to information and be aware of the innovations in their surroundingsis

theoryreceivers of information should perceive their need to learn.

The diffusion theory implies thatommunication is a process by which the new idea

or an innovation bemmes known tahe audience or the youth in Oshareg®n. The

Diffusion of Innovation theory has two guiding principles when used in HIVRAID
prevention campaigns. These principles are the creation of awareness of the disease
and the use of opinion leaderp e er s t o i mdlidfsy actioesattituges,ut h 6 s
beliefs and behaviours (Rogers 199H)e theory has the limitation for widening the

gap bet prevaerd t hadaptérd i nocigtytiFeeimsith, 1998).
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Despite its limitation,the use of omion leaders inhelping to shape culturally

appropriate strategies is a part of this theory that offers pagsgiin HIV/AIDS
communicaton Thi s means that this theory focuse
their own problems, group discussionsfamilies to share informatiorand to use

locd languages during theicommunity meetings. In this study the diffusion of

innovation theorycreate a web of networking including all key stakeholders such as

media campaigners, youths, community leaders, gekicators and community

HIV/AIDS committee members differentlevelsto be able déct change and fill the

gap between providers and adopters

3.5 Health Belief Model (HBM)

The Health Belief Model (HBM) is the third model to be discussed. This model

provides a different perspectivdt was originally introduced in the 1950s by
psychologists (Hochbaum, Rosenstock, Leventhal and Kegeles) working in the U.S.

Public Health Service (Simosdorton et al., 1995). HBM was developed as a way of
understanding prevéxe health behaviours, specifically to identify high priority

factors that might affecapat i ent 6 s deci sion to comply wi
mass media messages. HBM derives from value expectancy theory that refers to a

view of rational decisiomaking in situations of uncertainty (Simoiorton et al.,

1995).
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Thomas (2001) claims that HBM was one of the first models that adapted theory from
the behavioural sciences to health problems. It remains one of the most widely
recognised conceptual framexks of health behaviours. The HBM aimas explaining

and predicting preventive health behaviour. It focuses on the relationship of health
behaviours, practices arttie utilisation of health services. HBM emphasises the

importance of percepti@nin decisio-making.

In general, perceptions are influenced by a variety of factors such as individual
perceptions, context within which stimuli areperceived, previous experiersce
personality, cultural factors, soegzonomic status and many more. The HBM holds

that health behavi our i -demégsaphiccharacterisoce, o f i
knowl edge and attitudeso (Thomas, 2001, p .
is what one believes to be true. Perception is also described as a guiding poinciple

learning in this model (Neuwenhuijsen, Zemper, Miner & Epstein, 2006).

According to this model (Simordorton et al., 1995, p. 268269), a person must

hold the following seven beliefs in order to be able to change behaviours:

Perceived susceptildyi is explained as the extent to which individuals believe they

are vulnerable or at risk of contracting HIV/AIDS. The person must feel susceptible to

the HIV infection without exceptiofFreimuth, 1995)
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Perceived seriousness refers to the severityth®f health problem and its
consequences. This covers the effects of i
affairs and the difficulties that disease would create. For example, how serious is HIV

infection and AIDS as a health problem and how negatiwelyt affectp e opl ed | i ves
(Neuwenhuijsen et al2006).This means that youths should view HIV/AIDS as a

serious problemiany b o dy 6 -chniaffeeevesybadycwithout discrimination.

Perceived bel i ef refers t ovenessh & the Bews ons O
behaviour (condoms are effective measures against HIV prevention). A person must
believe that the benefits of taking the recommended action (use of condoms) outweigh

the perceived barriers (cost of condoms, attitudes and myths agamugints). A

perceived benefit of preventive actiana benefit or m advantage ofising condoms

and avoiding contracting HIV infectigfThomas, 2001)

Perceivedbarriers refer to things which impedetion even if an individual may
believe that the benddito take action are effective. These barriers are usoences
experienced by condommsers when using them, expensive condoms (costs), cultural
norms (young girls/boys cannot use condoms since it will encourage promiscuity),
religious norms, peer prage and negative attitus¢condoms interfere with sexual
pleasure) towards condom use. A barrier could also be a dominant male partner who
convinces the female partner not to use condoms, even if she wanted to do so

(Neuwenhuijsen et al., 2006)
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Cues toaction are strategies used to activate readiness and stimulate overt behaviour.
A health belief recognised that the number of events (life experience of witnessing a
death of a close friend or relative dying because of AIDS) can serve as cues to action
(Thomas, 2001)Thusthe HBM helps to better fit challenges of changing habitual
unhealthy behaviourssuch as failing to usecondoms in the case of HIV/AIDS

prevention(Waisbord, 2001)

Seltefficacy in this model describes the setinfidence and undersiding of people
to act responsibly and take control otieeir own lives. This refers to the sadteem
the person has to adopt change evethéface of barriers and circumstances that

make change difficult to implementtjomas, 2001l

SimonsMorton & al. (1995, p. 270) further emphasise tha HBM is used as a
framework for conducting needs assesss@mtpreventive health behaviour and
compliance studies. Therefotege HBM is using custo action that can be of benefit

to people during media camigns using radi@nd television broadcasts as well as
newspapersand posters. Strategies provide the force for people to understand
HIV/AIDS and act responsibly. Se#ffficacy which includes selfonfidence and
understanding about HIV infection empowersugg people to make informed
decisions take control over their livesind how to overcome barrie(greimuth,

1995).
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In both Social Cognitive Learningh€ory andthe HBM, self efficacy describes
assertiveness as qualities that individuals (y®urtlthis study)shouldhave to be able
to learn, understandhink critical and prevent HIV infectios. A person without the
selt-directed abilities or perceived bekefill learn and understand with difficulty (Di

Clemente & Peterson, 1995, p. 617).

According to the HBM, perception is very important in life. The HBM further
emphasisesthat hange i n a persono6s b dtlreaouthp ur
perceives risks and believes that he/she can contract HIV iorfediut also can
prevent it whemesistng peer pressure (barriers) from friends and partners. Therefore,
HBM implies thatit addresses health prevention from an individual and rational
perspective. It is also assumed that the HBM is inadequate for communicating
HIV/AIDS prevention and care messagrsAfrica because it is relevant to western
societies (Niewenhuijsen et al.,, 200&herefore, this theory is focusing on
individualistic rather than collective
this studymass mediamessages should buildn recipient® (youths) abilities to
perceive understandand behae critically towards implementingHIV/AIDS

prevention strategies.

The HBM promotes actionsuch as theise of a youtl{peers)who is HIV positive as
anexample during media campaigns, asrarovative approacthat failitate change
inani n di v pelisonallbdief perceptions in decisiemaking and develops high

levels of seltefficacy (Niewenhuijsen et al., 2006).
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The HBM is designed to address health prevention from an individuatasiodal
perspective. It is assumed that HBM is inadequate for communicating HIV/AIDS
prevention in Africa beause in Africa like in OshanaeBion, people believe in
collective actions and not individualism. Therefore, this model has been used to
guide @mmunication strategies for HIV/AIDS, but its effectiveness is questionable in
some communities with strong cultural believe in collectivisiinofnas, 2001

Niewenhuijsen et al., 2006reimuth, 1995Andersen et al., 2001

In conclusion,the HBM focuses on reciprocal interactions coupled witlersonal
experience, selésteem and esteem of others and knowledge of how to change.
Youths as individuals should acs critical thinkers wittself-efficacy or seHdirected
characteristics that will enable theto perceive their susceptibility (risk) to HIV
infection and believe that they can prevent it. Young people need to interact with
their social environmenio be able to perceiviheir susceptibilityand changeThe
HBM can be applied to HIV/AIDS preventi if youths are empowered and actively
involved in thecommunicatiodearningprocess as partneasid not individualsn the
awareness campaign&gain, youths need to have the understanding to be able to
make informed decisions and to overcome barressd{scussed in this chapterder
section3.10 in their lives.If youths are critical thinkers in their actions, they will

design user friendly strategies to overcome barriers in their daily lives.
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3.6 Participatory/ Empowerment Model

The fourth modelisBul o Fr eireds Par t odeliPauwotFoeirey/ Emp o w
(1972, 1985), a Brazilian adult educatoonceived communication as dialogue and

participatory in nature, which can be used to offer liberation education.

According to Freire (1985, p. 85) them of communication and education is
Aconscientizationo, explained as nfree di
commitment, trust, ownership and pro wer ment 0O . Fr educatodis appr oce
call ed ADialogical P e d aequiygnydidtributiorhof ppwea p pr oa c
and active grassroots participation as the central guiding principles of learning.
Freireds (197-26) 1d9Bbaxld@pgiog®dd Rducation is
information and not a transmission of information from thbseh o have i to to
Awho have noto or fr om Acboaingptm Fvesre1D85) to th
conscientization means firaising awereness,
worl do. He fthat dofs@ousnessicenkcentizasonnpotes creativity

and reasoning as a way for participants in the learning environment to uncover the

nature of their problems and their root causes in the society, such as the socio
economic, political, cultural and historical context of their personas l(\eeire &

Shor, 1987). Tar ef or e, accor di n gdadgogicallppmach, eitas Di al
is needed is an understanding of communica

Freire (1985, p. 86) also elaboratist conscientization is limited in sorawareness

mass media campaigns (Figueroa et al., 2002
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Freire (1985) believeshat in liberation education people should solve their own
problems and situations. Someone like a media officer should not guide communities
on what to ddo prevent HIV/AIDSwithout internalising the root cause of the health

problem.

The Participatory (Empowerment) ddel proposes a human centred approach that
values the importance of interpersonal communication in deemsaking processes

at both individual and community JVels. The sender and receiver in the
communication process start from the situation (causes) in the community using
active learning methods (group work dialogue/ discussion) to determine collectively

its own needs and priorities (Fawcett et al., 1995r&r40985; Page & Czuba, 1999).

The Participatory (Empowerment)ddel proposes thatouthsshould diagnose their

own needs and identify solutions as a team in collaboration, with media campaign

officers. Andersen, Ostergaard, Molland Olesen (2001, p 4l arguethat the
Apersuasive approach, by telling or instru
from sex to prevent HIV infection) does not facilitate significant learning. Andersen

et al. (2001) are of the view that learning does not take place ovieers forced or

persuaded to learn. This confirms what Agha amah YRossem (2002, p. 152) state

t hat fiinformation al oned cannot enhance c¢h;

Paul o Freireb6s ideas of <conscientization (
fundamental principles the Diffusion of Innovation fieory (Everett Rogers) which
have sender focus, are externally driven and behaviour bias inheritexpersuasion

models.
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The persuasive model (the existing conventional model used in health education)
diagnoses youthas beingin need of information that will enable them to change their
behaviours (Fullan, 2001). In addition, Freire (1985, p. 88) maintained that people
learn when they think critically, understand messages and analyse the situation and

adopt it without cercion.

Freire believes, like Bandura, that human beings are critical thinkers. They should use
their assertive abilities and act accordingly. Lévesque (2002, p. 225) in theories of
adolescent development also stathat learners/youth need informationand
experience to become critical thinkers and responsible decision maker$3@syv&

Stoneburner, 2004).

Fr ei r e O0-eentrdd uappaoach favours the use of interpersonal methods of
communication, where providers of information act as facilitatorsialbgue. He
envisageshat media technologies (radio, television and printed materials) should be

used as supplementary teaching methods.

Freire calls for community based forms of communication namely group media
(songs, community radio, theatre, andrgtelling) and other traditional activities
(drama) that need to be promoted and used as teaching aids in the dialogical-teaching

learning environment (Fawcett et al., 1995; Figueroa et al.,)2002
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For example, in HIV/AIDS awareness campaigm$shama Region, cultural group
activities (such as group discussions and community meetings) should be used to
share information among the audience instead of a television advert instructing youth
to use condoms or to abstainrfro s e x . F r e-centeedle@rrercehtredna n
approach suggeshe use of media messages that provide opportunities forsymuth
identify common problems and solutions, reflect upon personal and community issues

and mobilises resources (Fullan, 2001).

The human centred appida further explainedthat youtls in collaboration with
media technologists need to be in charge of decision and production processes.
Information should be disseminated in a dialogical process focussing on exchanging
views, involving community members, empowerihgm and reinforcing ownership

of solutions and problems (Freire, 1985; Perkins & Zimmerman, 2006; Schiavo,

2007).The interactive approach is lacking in the media awareness campaigns.

However, Lévesque (2002, p. 226), like Freire, recognises the reaiprature of
socialization and democracy (active involvement of learners) in the tedelaiming

environment.

Freireods Par ti ci podet is mgainst( tiiencpnventeomal, didagtic, M
persuasive health education approach that is the curredticeraof mass media
campaignsin Oshana region in Namibi&aulo Freire believes that the passion for
critical knowledge is the source for social change (Freire, 1985; Freire & Shor, 1987,

Zimmerman & Warschausky, 1998).
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Critical activists, like Paulor€ire, believe that power and ability to change situations

can come througthe acquisition of knowledge and experiener ei r ed0s empower
model recognises people as critical thinkers and promotes consciousness (Freire &
Shor, 1987) . T uman ecéntred eapprodelr eeaffirnes ofacilitation,
discussions and dialogue as the best methods of teaching and learning. It highlights

the significance of messagder | ear ner s6 needs and situatio

Beer & Stoneburner, 2004; Schiavo, 2007).

In conclusionthe Empowerment/Participatory Theory defines learning as a dialogical

process of conscientization. In this procesaiths need to be liberatedhitough

education to participatend discuss HIV/AIDS preventidewareness campaigns. It is

anicipated that when youth understand, think critically and perceive their
vulnerability and susceptibility to ¢hdisease and its severity, they will leand

behaviouralc hange wi | | take pl ace. Tckntrede f or e,
approach of consamization needs to be implemented in the mass media campaigns

for HIV/AIDS awareness to promote dialogue and facilitation. The latter approaches
empower youth to understand social, personal, cultural, economic and political

forces that are problematic ih hei r Il i ves. Freireds model

participation self-reflexivity and seHconsciousnesgtal to improve current situation
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3.70verview of existing Conventional Health Education Mdel

For the purpose of this study, it is necessary to givewaiview of the existing
conventionalpersuasive educational model as curreptigictised in many African
countries, including Namibia. This model is a persuasive-wag topdown,
authoritarian, hierarchical and individualistic information process (Beer &
Stoneburner, 2004). The concern is that the elements of this modéd apglication
could create asituation where youths distance themselves from health
communicationlts conventional approach is teacloantredas elaborated bifreire

(1985).

In the existingconventionalmodel,the sender is regarded as a resouroceefaert)
person, whdas the tendency to blame communities (audiences) for their traditional
beliefs and practices (victiblaming) and focuses on lifestyles and not on root cause
of the problem (Freire, 1985)Allegrante and Sleet (2004) argue thét the
community is blamed for its traditional belieéd practices, it may interpret the
messagenrongly or will not collaborate to davhat they are expected to dbhis
means that fi the sender blames communities for their resistance to change
behavioursto use condoms, the outcome may be a subconscious negative reaction by
the community towards media messagke&wever Stein (2001)glso concludeghat
mass media campaigns in soAfeican countries were blaming communities for their
actions. He also citethe examples frondgandawheremedia campaigns had played

a role in HIV/AIDS awareness withowictim-blaming. Therefore, thanedia

campaigns in Ugandenpactedonindividual and ecial change in communities.
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The lterature reveals that ¢hsender in the existing model decides, formulates and
prepares persuasive media messages including media spots without dialogue and
active participation of the target population. This means thtathe sender is
diagnosing the needs of the individuals and communities and decides on the needed
programme in isolation. This is an example of-ttlmevn communicatiorwhich is

currently taking place in Oshana Regiémeire, 1972)

According to Maibactand Parrot (1995he existingconventionaimo d e | ssagjesme
are persuasive in nature witharious barriers. Thesbarriers are the unfamiliar
language andtechnical words used in the communication proesssted by Rogers
(1995)in his Diffusion of Inrovation TheoryT h e | at tdeminant ileelagy of 0
individualism is marred by three fundamental flaws: it ignores health as a social
product, it wrongly assumes the existence of free choice and it is ineffective in
preventing ilthealth. Maibach anddPrott (1995) also arguthat this model leads to

little or no change in behaviour modifications, because of the nature of its structure

and approach.

This studyrevealsthat disseminated information on HIV/AIDS awareness prevention
was received from raals, television and printed materials as -pletermined
information from the campaigner$he youthdid not participate in any message
formulation, but they were given the information and expected to act according to it.
Youths were also expected to usendoms, change their lifestyles, and follow the

media campaignerso6 instructions.
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Freire (1985) portrayn the Empowerment Theory that receivers of informaitnoainy
communication processhould not be passiVisteners;otherwise eitherlearningnor

behaviour changevill take place.

Mass media campaigns in Oshanadion arethe examples ofonventional model,
matchingthe features of this modeh Table 7.1.This implies that the existing
mo d fchahnels of communication are nimteractive and operaton the basis of
indoctrination through the process of telling people what to do and how to do it
(Schiavo, 2007). For example in the existing model, llealth communicators
(sendes) tellyoung peoplé¢o use condoms and how to use them, to practiseseafe

to prevent HIVAIDS and change sexual behavieuut Bandura (1977) argues that
information alone will not facilitate learning neither effect changewever, this
communicatiorprocess lacks needs assessment (analysike targeted population
sendetrreceiver nteraction on action taken, dialogue and active involvement of all
stakeholders (Freire, 1985, p. 17; Schiavo, 2007) in theg ADS prevention.The
study resultalso revealedhatmedia canpaign organisations in Oshana Regiomave
operatng in isolation; My Future My Choice (MFMC)does not collaborate with

Catholic AIDS action.

In the existingconventionalmodel the sender (media officers) uses conventional,
teachercentred approaches without dialogue and democracy in deonskimg.

Chanda et al. (2008) also found out that mass media campaigns area@duitiled

with no youthodés involvement in construct.i
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Traditionally, mass media campaigns rely on mass communication (such as public
service announcements dillboards, radio and television) and educational messages

in printed materials (such as pamphlets and posters) to deliver messages. The existing
model 6s underlying assumption is that the
change their attitudeand behaviourBut Rogers (1995) argues in his Diffusion of
Information Theory that peoplenly learn when they perceive the dangers of

HIV/AIDS and their vulnerability to it.

Receivers (youthsin this study according to the existing model are seerassie
listeners, who receive information and are expected to change their sexual behaviour.
Freire (1985) argues in his Empowerment Theory that no learning take place when
one is forced to learn. He furthearratesthat young people learn when there is
democray and dialogue in their communicatitgarning environmentThe study
findings revealed that yowldo have adequate knowledge on HIV/AIDS prevention
from mass media campaigns, but with little perception on HIWrishaviour and

how to facilitatesocial behavioural chandggpinge et al., 2004)

In the existing model owing to its nenteractive approaches, has feedback or
dialogue between the sender and the receiver. This is a challenge to the existing
model that needs to lmeodified tothe poposedmodelwhich promotes dialogue and

interaction among stakeholdd&chiavo, 2007).

123



3.8 Summary

The chapter discussésur theoretical frameworks in relation to massnmunication
campaigns and theapplication to learnig and behaviour chang&wo theories and
two models provide the base of this study.Social Cognitive Learning,
Communication/Diffusion of Innovations, Participatorymgowering and Health
Belief Model have their own theoretical perspectives that deseviis learning is

and how ittakes placewith the aim tceffect individual and social change.

The Social Cognitive Learning Theory (Bandui®77) concludes that learning a
continuous informatiorgsharing process. takes place whegouthsintegrate (not by
mere modelling or imitatigp others) information with attitudinal change through
guiding principlesof modelling/imitation and sekfficacy. A reciprocalinteractive
process is vital between the receiver (youths) and provider of information (campaign
officers). The theory maiains that youths learn and change behaviour when they
hawe knowledge and understamssues affecting theiown lives. Therefore,this
theory states that human behavioucasditional. Tis means thagouthsdo not learn
through persuasion or mere provisiof information. The theory emphasstat
youths need to be critical thinkerand seHldirected individuals interacting with
providers of informationn the communicatiofieaning environment to be able to

learn, change and prevent HIV infection (Burn&&ve, 2001).
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Diffusion of Innovation Theory (Rogersl995 also concludes thdearning is a
cyclical process whereyouths are learnng through modelling and reciprocal
interactions. |t further states tahat yout
environmental and cultural determintgan Youths as adopters armfluenced
(positively or negatively) bppinion leadergand peer educatons their communities

This means that youthiearn from their role modelspéer educators and opinion
leader} in an interactive manner through the networking apprdacbridge the
existing gap between the senders as experts and passive receivers of information
during awareness media campaigtisthere is noreciprocalinteraction, between
media campaign officerand communities in the Oshafggion, then no desired
outcomes (prevention of HIV/AIDS and the reduction of HIV/AIDS prevalence rate)

will be achieved.

Further the HBM emphasises the promotion of acdidm changein lifestyle and
sexualbehaviours anthe importance of individual personal beliefs and practices. In
this model, perception (means to believe in oneself) is an important domain of
learning. Therefore, youthseed to perceive their vulnerability to HIV infection and
the severity of HIV/AIDS intheir communities. They should also have a strong
personal belief in the HIV/AIDS prevention strategies for example that condoms are
protective against infections. The HBM implies that youths should be aware of
barriers(their attitudes towards condom useyths, cultural and religious norms, peer
pressure)that can impinge on preventive actions. Therefore, youtBed to
implement strategies such as peer educdtmse examplesf youths who are HIV
positive ageal life examples) in their education cangoa for learning and behaviour

change to take place
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The theory also emphasisislividualistic approach against collective actions as the
guiding principle in many African cultures. Therefore, this study focuseshen
significance of participation andcollective actions in Oshana Region during
HIV/AIDS awareness campaigns.ist further elaborated th#fte youthneed tohave
self-confidence, be sellirected, have selsteem think critically, understand and
behave with enthusiasm towards practisiny/AIDS prevention strategies. If this is
not done, no preventive behaviour will take @aBut is youths have seéfficacy
coupled with knowledge and understanding, they will comply with the health beliefs

and they will learn and change behavioi#sdersen et al., 2001; Be2003)

F r e iemmowesmenParticipatoryModel (Freire, 1985plso concludes th&tarning

is a dialogical process of conscientization (s@fareness). In this process community
analysis is necessary to identify root causes anhgrsorities. Currently mass media
campaignfficers are instructing and telling youtl{audience)what their problems
are and what they should do. But accomg t o héory gauthsesldosld identify
their own problems, needs and find solutions iltaboration with media campaign

officers as a team.

The Empowermenmodel emphasises that youths need to be liberated to participate
actively as critical thinkers and practise raciprocal dialogue coupled with
understanding, democracy, assertivenessfagititation. If there isno interactionin

the dialogical process, then neither learning nor behavioural change will takénplace

that community
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Figure 3.1: The Theoretical ramework shows its pathways talesired outcomes

Theoriesand Models Communication-learning environment I ntegrated approaches DesiredOutcomes

I

U  Social Cognitive Learning
Theory

U Diffusion of Innovation
Theory

U Health Belief Model

U  Empowerment/ Participatory

Model

S
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Therefore, altheories and modetfiscussed in this chaptenvisagehat information
(message) needs to be disseminarted dialogical processhrough media channels
(radio, television and printed materials), to a large number of individuals or agdienc
within a specific period of time and with an organised set of communication activities

in a good environment througtreciprocalinteractive approach.

The conventional modekturrently used in Oshana Regios not appropriate for
learning and behaviowchange because of its nemmteractive approachThe model

lack dialogue angbarticipationamong its stakeholder3herefore, the conventional
model does not influence youths to perceive the dangers of HIV/AIDS. Literatures
also conclude that youths irhis communicatioflearning environment lack proper
knowledge, understanding and empowerment skills to be able to make informed

decisions over their lives.

The research questionnaire this sty wasformulatedin a way thatquestions in

secion two, thre and fouraddressess peci f i c aspectsge of yout
understanding, seHfficacy, perceptionsexposure to mass media messages and how

it influencing theidifestyle and sexual behaviourShese aspects influengmuthsas

receivers of informationin the informatiorsharing communicatietearning

environmenti n  whi ch w®myud foded inltheia cultural, sotiand

environmental determinant®\ll these aspectsare illustratedin Figure 3.1 that
highlightedtheintegration andpplication oftheories and naels of social behaviour

change in the informatiesharing awareness campaigns.
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The theoretical perspectives confirmed ttiedories and modelssed in this study

were designed to guide the implementation and evaluafiomedia campaigngith

the aim to yield the expected outcomEke aspects of life ini§ure 3.1 is applidale

to the situation of OshanaeRgi on wher e peopled existing
holistic environment is being ignored during informatemarenessampaignsThis

theoretical pathway iscrucial for one to develop neweollective norms and

behaviours.

The chapter concludethat theories and models of social behaviour change are
relevant to guide the implementation and evaluation of the HIV/AIDS prevention
media campigns in Oshana Regign northern Namibia It is believed that
implemeners should act and follow the sedfxpressed theoretical pathways as

illustrated inFigure3.1 to achieve the desireditcomes.
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CHAPTER 4

RESEARCH DESIGN AND METHODOLOGY

4.1 Introduction

This chapterpresentghe research design and data collection technigisesl in this
study on the perception of the youth on the impact of mass media campaigns in

communicating inforration on HIV/AIDS prevention i©shana Rgion.

4.2 Research dsign

~

According to Mouton (2001, p. 55) a research desigty bed ef i ned as fAa se
guidelines and instructions on how to reach the goal that a researcher set for the study
or a detailed plan to be foll owearouten addr e
planner or an overall plan for addressing a research question during data collection

and analysis (CoheiManion, & Morrison 2007).

The research design for this study is quantitative, descriptive, explorative and
analytical in mture. A quantitave study assigns numerical values ttte data
collected. Adescriptive study gives detailed account of an event. Descriptive
research is aimed at describing the characteristics of a population without generalising
or testing statistical hypotheséSuer, 2006, p. 310). Descriptive designs mostly use
the survg method. An analytical study analyses or ansvairgueries related to the

condition under stud¢Babbie & Mouton, 2009)
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An exploratory study explores and reveals unknown issues related torttigiors

under studyThe selection of the research design depershe type of the research
problem, questions to be addressexkrall objectives of thstudy and the type of the
datdinformation neededThis study aims to get information and givedatailed
account of the perceived impact of mass media campaigns in communicating
information on HIV/AIDS prevention to the ISY and OOSY @shana Rgion

(Cohen et al., 2007, p. 506612 Polit & Hungler, 199%

4.3 Research method

A research method isdefed as fa strategy for gatherir
resear ch i nvwhsetriegaast i tom® met hodol ogy #Ais t|
anal ysis of how r ¢slié&HHuagter, 3989op1 TOAA sprvep c e e d 0
research is the selected method fbiststudy. A survey was conducted using
guestionnaires as a data collection method to gather information about the study. The

survey was conductedrong the youtl{ISY and OOSY to gather their knowledge,

views, behaviours, attitudes and preferences and tydpsr@ptionson mass media

campaigns and theiperceived impact whetisseminating inforration on HIV/AIDS

prevention inOshana Rgion (Graziano & Raulin, 2004).

A survey  insnexperimental research that focuses on obtaining information

regardingthe status quo ofosne situation, often vidirectsquestioning of a sample of

respondens ( Babbie & Mouton, 2009, p. 232).
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The aim of the survey approaththis studywasalsoto give a detailed description of
theactivities of themedia campaignd.he researcher was interested in understanding
why HIV/AIDS was increasing at a highte, andvhy people, includig youtrs, find

it difficult to change their sexual behaviour§he survey research provides a
guantitative or numeric description of trendgitaties or opinions of a population by

studying a samplefahe population (Creswell, 2008

Case (2002hotes that survey research caaka use of variety of question types and
techniques such as dichotomous and cts#ed to demonstrate the opiniosasd
perceptions of the respondenifie perceved impact of information disseminated to
youths through mass media was also assessed as part of thisGakayn(eal., 2007;

De Vos et al., 2005Groves, Fowler, Couper, Lepkowski, Singer & Tourangeau,

2004 Mouton, 200].

The survey methottas many advantagesich as beingseful for the disovery of
new insights, it is cheap to conduahd canbe applied to many pmple Survey
researchon the other hand also hdsadvantagesuch as beingery difficult to
probe insights relating to the causes of the lprabanddesigning questions that will
be at least minimally appropriate to a#spondents anad researcher may miss
guestions most appropriate to many respondénis also not possible for survey to
allow respondets to express themselves and tjuestionnaires cannot easily capture

the complexity of informatiomeededBabbie & Mouton, 2009).
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4.4 Study population

Population is a term that sdtsundaries to the unit under studyis defined as an
Omire set of individuals in # universe who possess specifichmon
character i stal @Q®pp. (93).Babbiecasd Meuton (2009) cithat a
population is any group that shares a set of common fifdaes study population for
this study includs ISY and OOSYin Oshana RRgion and this is thegroup the
researcher selectealk the representative samphccording to MoHSS & Macro
(2008) the NDHS did not indicate the precise number of youths as 18D@sY
and this isa challenge in the literatureeview. Youths in this study were ISY and
OO0SY. ISYaged 12 30years, doing grad&0or 11 or 12 and studying @ombined
or SecondarySchools inOshana Rgion A total of 7498 learners were in grade
10/11/12 in theDshanaegionin all four circuitsduring the data collection perioth

2006(Groves et al., 2004; Polit & Hungler, 19%abbie & Mouton, 2009)

OOSY were of the same aged in the same geographical aaISY. OOSY who
have completed grade 10/11/ 12 answered the questibaseyouths(OOSY) were
members of the Youth iQanisations irDshana Rgion in 2006. Youth organisations
identified were Namil@ Youth Enterprises Fighting Againdnemployment
(NYEFU) recently renamed aSpeed Bike; My Future is My ChoiceMFMC);
Oshana Youth Leagu€&)shana Youth ForunP e o pHeadttd Project;Youth 2000,
Youth Against Crime andTulongeni Projects.OOSY in any other youth
organisatios, religious anfr educational imature, available in the region during the

study period weralsoincluded in the sty population.
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OOSY who did not belong to any youth groups were presumably excluded from the

sample and this could have introduced systematic bias in the study.

The precise number of OOSY could not be recorded since that youth organisations
could not gve specific number of their membe@ohen et al (20Q7. 110 statethat

the main challenge with the random sampling is that a complete list of the population
is needed anthis is not always readily available and sampling error may oédur.
these yong peoplewere selected because they haveibattes that represent the
young population inNamibia Babbieand Mouton (2009) further state that survey
generally economical in time, money and efforts to get the desired infornfdéita)

from only the sanple rather than the whole population

4.5 Selection of the study sample

4.5.1 Sampling method

The sample irthis study was selected using probabibgmpling(each unithasan

equal chancef being selected ashe study sample), simpleandomand stratified

samplingmethods Sampl ing i s fAa process of selecti
represent the entire populationo (Polit &
to Polit and Hungler (1999, p . 27 9ty , i's fna
be studied in a research st udogtaringtle sampl e

most representativer typical attributes/characteristics of the populat{Babbie &
Mouton, 2009) A study sample was selected because of limited time and resources to

cover the whole study population (Cohenatt, 2007, p. 110).
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Simple random sampling means that each member of the population under study has
an equal chance to be selecesl part ofa sample. It involves the selection af
samplefrom the list of the ppulation, namely the sampling franf@roves et al.,

2004; Cohen et al., 2007n this survey research, simplandom sampling is the

most basic form of probability sampling that was used to select ISY and OOSY from
the sample frame. A random sample pde& assurance against misleading results
through their ability to specify that the sample findings do not differ by more than a

certain amount from true population val§@shnson & Christensen, 2008)

Stratified sampling is formed by identifying subgpsuwith certain characteristics in

the population. It involves a sample selected from the homogeneous subsets of that
group. The stratification is organising the population into homogeneous subsets by
gender (males and femaleby;, seniority (senior anglinior secondary and combined
schools) and by geographical location per circuits (rural or urban areas). This is how

schools and youths were selec{€adll, Gall & Borg, 2007; Babbie & Mouton, 2009).

Combined schools are schools with learnass from gradeone to tenwhereas
secondary schools hauvearners as from grade eight to twelve, accordmghe
Namibian education systersimple random angtratified samplings both ensuse
degree of representatigiecreasing probable sampling errors. Again, homeges
population used in this stuglyoduces samples with smaller sampling errors than does

a heterogeneous population. Stratified is used when measuring the degree of

agreement or disagreement in research quegiizm¥os et al., 2005).
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A probability sanple also provides guarantee that enough youthseveelected from
each youth group to provide an estimate for the strgBabbie & Mouton, 2009).
Therefore, Johnson and Christen (2008, p. 241) stathat the more homogenous
the population, the smatlthe sample size can bea®lom sampling ialsouseful in
randomisationgcategorisation,analytical and inferential statistics (Cohen et al., 2007,

Robson, 2002).

4.5.2 Composition of the sample

A sample of eight hundred and twenty five (825) ISY and ninety (©5) OOSY
answered the questionnegr The ISY were selected from combined and secondary
schools, whilstOOSY were selected from youthrganisations in OshanaeBion
Again OOSY were few in numben comparison with ISY sinceome OOSY had
migrated toother townsdreas in the country lookgnfor employmentRespondents
were randomly selecte@very learner in the school in Oshanagi®dn hadan equal
chanceof being selected and takirgart in the studySimilarly youths in the youth
organisatios in the same region were also randomly selected and usedsagly

sample (De Vos et al2005 Graziano & Raulin, 2004

The study sample includes resgents (youtd) who met the following selection
criteria.

1 A youth or scholar aged between 120 years old

1 An ISY schoolhg inOshana Rgion

1 An OOSYwho ismember of a youth organisation@shana Rgion
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The researcher did h&now the total number of alesondary and combinedtkools

in the region; therefore, the list of all these schools was requestezbtded from
the Regional office of théMinistry of Educationin Oshana Rgion. There are four
school circuits inOshana Rgion, namely Eheke, Oluno, Onamutai and Oshakati.
Schoolswere stratified groupedand selectédas discusse@arlier in this chagtr
under section 4.5.hccording towhether they wereombined or junior or senior

secondary schoel All schools were selected from theserfschool circuits

Five secondary chools in Okakati, Ongwediva and Ondangwawvns (the tripartite
cities in O$ana Region) within the specified circuits irDshana RBgion, namely
Gabriel Taapopi, MweshipandekandimbaToivo ya Toivo, Oshakati and lipumbu,
were included in the studgample. All senior secondary schools were grouped and
selected by seniorityTheseschools are the onlgeniorsecondary shools with grade
twelve (12) in tle region;thereforethis isa probability sampling bias (Cohen et al.,

2007).

Combined and junior secondargh®ols werealso stratified, grouped and selected
randbmly as junior orcombined schoolsCombined and juniorezondaryschools
were selectedirst from circuits and secondiccording to theigeographicalocation
(circuit) and site, namely rural or urbafRobson, 2002)Two boxes were used and
marked one rural and the o#ln urban.The rames 6 schools were written on paper

folded and put into boxes, mixethdtwo name weretakenat randonper box.
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A sample of fourjunior secondary chools, namely Ntuli, Uunona, Olukolo and
Nangolo, was rastomly selectedper circuitin each box Therefore, two junior
secondary schools (Olukolo and Nangolo) were selectedesepting urban area
schools andNtuli and Uunona, representing schools in rural ardagenty-six
combined shools were randomly selected as a samglbe following combined
schools were selected from each circuit, in Oluno (Ambili, Etambo, Okashandia,
Olulongo and Uukwiyushona), Onamutai (Elago, Eloolo, lindangungu,
Ohakwenyanga, Oikango, Omashekediva, Omupanda, Omusheshe and Onamutai),
Oshakati (Amutanga, liviyongdNakele, Ondjondjo, Ongwediva and Uukwiyoongwe)
and Eheke (Kapembe, Kapolo, Onakamwandi, Ondjora, Ondiamande and
Oshipumbu) circuitsAlmost all circuits cover more than one constitueniglore
combined schools were selected in some circuits than thesobsmauseof the
proportion of schools availabla some circuits (Oshakati and @mnutai).Combned

schools were also stratifigdural and urban) and randomly selected.

A total sample of twentyouthslearners per grade was randomly selected in each
schal. The sample consists of boys and girls whoenstratified (by gender)and
randomly selected &m each grade, ten to twelve, @&l secondaryschools. For
example ten boys from grade ten and ten girls from the same grade were selected at
random.In total in this studytwenty youths were seledteper school and youth
organisation, respectivelyAt Uukwiyoongwecombined school the researcher found

elevenlearnersonly in grade ten
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At each school learnggsrames were writtefoy the researcher opiece of papr
which werefolded and placednto two boxes. Thesboxeswere mixed and then
names of learnengbuths selectecat random One box hadhe names of boys and the
otherbox had thenamesof girls. A learner fromgradeeight or seven, whavas not
part of the selected grasldnelped the researcher to pitelh names from each bax

random

The researchawras assisted bschool principals of the selected schools ahd youth
supervisor atOshakati Multipurpee Youth Centrdo organise youthgo arswer
guestonnaires.OOSY were also randomly selectéthe same procedure sfmple

randomand stratified samplingelectionwas implemented.

In summarythe study sample included the following subgroups:
1 RespondentyISY) who were Grade 10, 11 and 12ehrners at
combined and secondargt®ols inOshana Rgion.
1 Respondent@OOSY)who were members of the youth organisations in

Oshana Region.

4.6 Research instruments

A self-administered questionnaire was usada data collection instrumetiot collect
information on mass media usage fragher ecei ver s 6 De&osretal of
(2005, p. 169) define questionnaires @ Bet of questions on a paper which is

completed by the respondswr self report datan respectofareser c h .st udy o
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Babbie and MoutonZ008) on the other handlescribea questionnairas a document

containing questions designed to solicit information appropriate for analysis.

According to Cohen et al. (2007) questionnaaesrequired to be short, simple, clear
and quick to completddowever, questionnaires have challenges where questions can
be too simple toobtain therequired information (answer research questiams)
requireextensive knowledge of the issues under investigation (research objedtives)
is further elaborated thajuestionnaires are data collection instruments that reflects

strength of attitudes, views, perceptions and opinfRadson, 200R

In this study, data were collected through a structured questieanaade up of
scaled, opelcslosede n d e d a n dh ofdy egsugdistomoiis guestiondpoth
openended and closended questiawere usedClose and dichotomouguestions

were used to obtain straightforward answi@mnson &Christensen2008)

Closedended questions are easy t®euand they give ghrespondents ehance of
choosing from two or moremited number of response¥he main disadvantage of
openended questions is ththey create forced choices and rule out the possibility of

unexpected responses by respondents (Oppenl2£69.

The Likert scale ighe mostscalewhich wasusedin this studyto measure attities,
opinions, views and beliebf youths towards HIV/AIDS prevention The most
common scale is 1 to 5. The Likert scaling approach was widely uskeedesign of

guestionnairg
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Youths were asked to indicate that they adyetisagred, or not sure or &d no
opinion towardsHIV/AIDS prevention statement$Some of thequestions asked in
this study were mainly aiming for individuals to show their levels of ageeemnd

disagreemet (Oppenheim, 2008)

Rating scales normally are used in research in order to determine frequendie
correlation relationships and other form of qualitative research. Rating scales also
allow degrees /intense of responsdV/AIDS is an intense emainal subject (Cohen

et al., 2007) as explaed in the literature review (Chaptew®). In this study a four

point scale was widely used in the questionsgi@eswell, 2008;0ppenheim, 2008).

Openended questions are usually employeaexploratory resarch. They provide
frame for respondents to answer without any restrictions or limited preset of
categories. Opeanded questions are appropriate for respondents to air their views,
perceptions and beliefsFor instance,in case of seeking information vards

HIV/AIDS preventioncampaigngBabbie & Mouton, 2009)

In general, a questionnaire was chosen to provide more information about mass media
campaign messages and how they influence the sexual behavidhesyafuth(see
Appendix 7).Literature (addescribed in Chaptenilo) in collaboration withheories
and models (in Chapterhfee)for social behaviour changadicae that knowledge

and understanding is vital to ensure learning/chamngecollective actions
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Therefore, inthis studya questionna&ie was used with various types of questions to
respond to researaduestionsA questionnaire was selected because it covers a large
group of the population, with less time and offers the possibility of complete

anonymity (Graziano & Raulin, 2004; Growetsal., 2004; Oppenheim, 2008).

Questions were dividedto four sections.

SectionMe covers r espondentwitdthebaancokdlecimg n d
biographical data on respondents such as age, genders édvetlucation, home

language, resehtial locatiorand reading ability.

Secton Two seekdata on HIV/AIDS background knowledge, attitudes, perceptions
and beliefsof both ISY and OOSY. It aim® determine the level of knowledge and

understanding of respondents towards HIV/AIDS prevention

Section Three covers data on yostt8exudity and seltefficacy. It aimsto explore

youth sexuality antheir levels of selfefficacy.

Section Four covers mass media campaigns and yoettposureto mass media
messages. It ainte explorethe perceved impact of mass media campaigns on y®uth
and how it influenceand empowergoung peoplen HIV/AIDS prevention De Vos

et al., 2005)
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4.7 Validity and reliability in the survey research

A self-administered questionnaire was used in this study to gabkeanch data from
ISY and OOSY.The quality of the questionnagevas evaluatecgccording to two
standard measurement criteria for assessing the appropriateness of any measurement

instrument namelyalidity and reliability.

According to Pilot and Hunglef 1 9 9 9, p . 419) wvalidity 1is

which the instrument measures what it i
(2005, p . 162) explained reliability as
The research instnoent test rigability when it produceghe same results aftertest

or a researcher set an observation using the gastramentdrequentlyand obtains

the same dateepeatedly tbday and tomorroyv The research instrument should test

the reliability and validity athe sameiine.

Validity in survey researclefers to appropriateness of the interpretations, inferences
and actions made from the study data (Johnson & Christensen, 2008). This means that
the instrument is measuring what it intend measure and not mething else.
Validity in the survey design consists rious types of validity that areontent,
constructcriterion and face validityGall et al., 2007)Content validityrefers to the
evaluation of consistency of the subject unsierdy and how adegtely questions

sampld it.
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The pretestingof research instrumemwas done to test the content validity. this

study instrumerst were préested before the final survey was undertaken and all
comments and correctisrirom the questionnaires were inporated into the final
research instrument$he same questionnaire was used in the main study to answer

research questions and achieve the research obje@ioken et al., 2007)

Construct validityis basedon the logical relationships among variab(Bsbbie &
Mouton, 2009). Thigefers totheoretical expectationsbout the way the variables
relate to each other. Congttwalidity ensuredthe use of concepts itheories and
models of social behaviouhangeand the @ntre forDiseaseControl Protocband
Prevention (as per WHO guidelines)o Ensure content and construct validity the

same questionnaire was used and answered by all study s§@gilext al., 2007)

Validity and reliability of datawas also ensured through the use of quantitatne a

explorative techniques e data collection process, therefatiee questionnaires was

used(Polit & Hungler, 1999;Graziano & Raulin, 2004)Research questions were
designed in a way that they covered respon
mass media campaigns and attitudinal items towards HIV/AIDS prevention. The issue

of consistency, stability and accuracy of the research instruments were covered during

its design. The content of the questionnaire was developed and validated during
reviewof relevant literaturavhere similar information had been solicited were closely

consulted (Groves et al., 200Be Vos et al., 2005; Johnson & Christensen, 2008;

Babbie & Mouton, 200p
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4.8Pilot study

In orderto ensure validity and reliabilitypretestingof research instrumentszas
conducted prioto the final survey research commence@olit andHungler (1999
elucidatel that pretestingor pilot study (pilot study and pretesting were used
interchangeablyas atrial runis done in preparation for the akstudy The aim of
pretestingis to asses# the questions arelear and can yielthe required data. The

trial run ensureshe elimination of errorand ambiguities that ascertahe suitability

of the research instruments. This means thepretesing like pilot studyis intended

to help the researcher tefine the data collection plans with respect both the
content of the data and the procedure to be followed (Mouton, 2001; Robson, 2002;

Graziano & Raulin, 2004).

The pretesting of the instment was a very importantep in the study in order to
measure the content validity of the questionrsifighe sample of the pilot stueas
drawn from the OOSY iOmusati Region at the Youth Centre in Okahbwelve
young peoplevere interviewed, six mats and six femak. The researcher conducted
each interview and wrotethe answers onthe questionnaires. The pretesting
established that youslwere not comfortalel to respond tpersonal questiornthiough
interview. After theinterviews, a group discussiovas feld with allyouths as a group
to seek their views on the instruments used tandetermine whethethe questions

wereclear andsought the relevant informati¢@ohen et al., 2007).
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Several suggestions for improvements thé instrumentwere incorporated; for
example that young peopleshould fill in the questionnaires themselves because
responders would bemore open thawhen interviewed. Another challenge was the
time allocated to complete questionnaires. The time allocation varied between 45 t
60 minutesYouths werecomfortable with English in the questionnai(€ohen et al.,

2007; De Vos et al., 2005).

4.9 Data collection process

Permission to do research in schools was requested and obtainetthdroffice of

the Permanent Secretary, Minisof Education. The researcher wrote a letter to the
Permanent Secretary, Ministry of Education, explaining the aims of the study and
sought permission toonduct research in schools@shana Rgion(Appendix 2) A

copy of the research propbsasas sentto this officeto provide more information
about the studyAfter written permission had beevbtained from the Permanent
Secretary (Appendi8), the researcher wrote another letter to thgiétel Director of
Education in Oshanadgion to inform thaoffice aboutthe study and seek permission
regionally (Appendix4).The Regional office gave written permission and provided
the researcher with a list of all schools in the region. After that, the researcher selected
schools and provided the regional officalwihe list of selected schodisr research

(Appendix5).
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The Oshana Regional Director of Education, through the office of School Inspectors

in all four circuits, informed schoolrcipals of all the selected schools about the

study and data collectioprocess. Durinthedata collection process, the researcher at

each school personally and orally asked for permission to comnesearch at the

school. School pncipals at each school gave verparmission for research to be

conducted at their respect e s chool s and al pavento Mhe behal f
researcheralso wrote letters to the Managers dfouth Organisations in Oshana

Region, seeking permission to conduct research in their organisations (Appendix

Lastly, individual permission wagquested and obtained fraachindividual youth,
after the researehn had introduced herself to each respondent; explaihengurpose

and significance of the studgppendicesdl & 8).

After all the permissions hatbeen obtained, data were collectedotigh self

administered structured questionnaires.

Each questionnaire had a covering letter describing the research project and
motivating the respondents to participate in the surVeg. researcher read through

all questions beforg¢he respondents an®fed questions andnswered all queries
related to the questionRespondestwere grouped in one classroomhall to answer
guestionnaires as individuals, after the selection process was completed. The
researcher was present at all schools andhyorganisations waiting for respondents

to completeahe questionnaires.
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Every day after data collection, the researcher went through all answered
guestionnaires, to check whether thié questions had beemswered and required
data had beenentered.In case © any questionnaire that was not answered, the

researcher went back to the school for a complete questionnaire.

4.10 Analysis and interpretation of data

In this study, data wergathered using questinaires. All data in closednded
guestions were coded byvag eachansweran alphanumeric value and entering it

into the databaséChambers & Sikner, 2004). After the data haden entered into a
database, it was then imported into the Statistical Package for Social Sciences (SPSS)

Programme and analysed usthgtprogramme.

A lecturer in the Statistics [Partment, at theJniversity of Namibiadid the data
processing. Descriptive and inferential statistics were used. Descriptive statistics were
used to describe and synthesize data obtained from the surfexgntral statistics
were also used also to make inferences and draw conclusions about the population

(Polit & Hungler, 1999).

Openended data were analysed using cséaistical approdwes. Robin (2002, p.
458) stateghat qualitative data are analysdtough various approaches such as
guasistatistical, template editing and immersion. The gstaistical approaches rely
on the convesion of qualitative data into a quantitative format and covered under the

heading of content analysis.

148



Content analyis is the process of summangiand reporting written datacontent of

data and their messages. It involves counting concepts, words or occurrences in
documents and reporting them in tabular fodm this study ope®nded question

were content analysed@he merging and recurring themes or topics were consttuc

in to meaningful statementesponsesGohen et al., 2007Chambers& Skinner,

2004 Cohen et al., 2007

4.11 Ethical measures

Ethical considerations were respected. Permissionséotswere obtaired from all
relevant stakeholders, for exampleom the MoE and YouthOrganisationsto
conduct research in their institutions. Individual respondents were requested to give
their personal consent voluntarifpAppendix 1) (Graziano & Raulin, 2004)This
means that respondents and site of research were respected according to the research
ethics (Babbie & Mouton, 2009)The purpose of the study was also exptd to
individual respondentgprior to the data collection. Respondentgere free from
physical and gpychological pressure durintpe data collection process and were
treated as individuabeings. Respondents were free to stop the study if they felt
uncomfortable or vghed to withdrawwithout coercion or pressur&he information
gatheredwas treated asoofidential. Individuals remaed anonymos sincethey

were not expected tonte their names or anpformationwhich could identify them

on guestionnairesRpbson, 2002Graziano & Raulin, 2004Groves et a).2004 De

Vos et al., 2005; Johnson@hristensen 2008; Babbie & Mouton, 2009
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4.12 Summary

The esearch design for this study wegeantitative, descriptive, explorative and
analytical in nature. The study population were the ISY (grade 10, 11 and A&r¢ear
from combined andexondary schools) and O®Syouth who were members of
youth organisatios) in Oshana Rgion. Researctby surveywas conducted to gather
data based on proballi sampling approach, usingmple randomand stratified
samping methods Permissions (written and oral) to conduct egsk in schools and
youth organisabns were requested argtanted Ethical aspects of researchere
adhered toduring the data collection process. Data were collected using self
administeredjuestionnaires. Respondertampletedquesionnaires as individals to

give their views and express their feelings on the impact of mass media campaigns
and its messages on HIV/AIDS prevention in an environment free from physical and

psychological pressur@he next chapter presents the analysis of the research data.
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CHAPTER 5

DATA ANALYSIS AND PRESENTATION

5.1Introduction

This chaptergives a presentation of results from the analysis of the data collected

from ISY and OOSY in Osina Region. A total of 920respondentanswered the
guestionnairesA survey was condied among the youtthat aimed at exploring

knowledge, views and perceptions about the irngdcmass communication on

HIV/AIDS prevention. The study alsmmed to determine whether mass media

campaigns and itheal t h me s s a g e s knowledgé, attdudes end y out h s 0

behaviours towards HIWIDS prevention.

The chapter consists of two sections; sectiongresentdSY and OOSY datavhich
give demographic information; yowh®ackground knowledge and informatiom
HIV/AIDS; youths 6 s e x u adndsalfefficacy;imediasccampaigns anduthsd
exposurgo mass media messag&ection two presenttata from bothyouth groups

in response topenended questions.

5.2 Data from in-school(ISY) and out-of-school youth(OOSY)

5.2.1 Demographic information

A total of 825 ISY from schools and 990SY fromvarious youth organisations in

Oshana RRgion participated in the study.

151



Youths were asked to indicate their age group, genderpdences of residencédSY,
54.2%,were inthe age group X21lyears, followed by 43.6% iime age group 126
yeass, those betweeB2-25 years were 1.7%nd thesmallestgroup was 2¢earsand
older(0.5%) Fifty threepercent of the ISY were femaland 46.9% were maISY,
71.8%,lived in rural areaswhile 23.1%lived in towns and 4.9%ivedin periurban

areas.

Data fromOOSY indicatd that 33.7%were inthe age group 17 21 years; 32.6%
were inthe agegroup 2225 years an@6.3% were 26 years and oldEemaleswere
58.9%and 41.1% were male®OSY, 45.7%lived in towns, 43.6%lived in rural and

only 8.5% lived in periurban areas

Respondents were asked to indicate their motbeguelanguage andhe highest

grade or qualificatiomhey hadcompleted. The majority, 97.2% of the I%¥id 82.1%

of the OOSY ,spokeOshiwvambo. Only 2.8%of the ISY spokeother languages. But
OOSY spokeother languages such as Silozi (4.2%); Rukwangali (4.2%); English
(2.1%); Herero (1.1% ankknguages not listed on the questionndfertuguese was
spoken by 6.3% youthin the region. These findings differoin ISY, because some
OO0SY lived in towns and spokevarious local languages. THeSY® hi ghes't
completed wagrade 9 (63.7%)22.8% had grade 10 and only 12.3% lgadde 11.

Table 5.1 indicatethe grades completed and qualificatobtained by OOSY.
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Table 5.1:  Highest grade/qualification completed by OOSY (N = 95)

Highest Grade / qualifications Frequency | Percent %
Grade 9 13 13.7
Grade 10 27 28.4
Grade 12 35 36.8
Certificate 8 8.4
Diploma 8 8.4

No grade or qudications 4 4.2

Total 95 99.9

Data inTable 5.lindicatesthat some OOSY hadbtained tertiary certificates and
diplomas with 28.3%hadcompleted Gradeé&nhand36.8% hadGrade Telve In this

study ISY ha only receivedprimary and secondary eduaati

Y ouths were alsaasked to state whether they cotddd and understand easily or with
difficulty information related to HIV/AIDS prevention in newspapers, magazine,
posters and other prirdematerials. The data indicdtéhatthe majority86.5% of tte

ISY and 74.2% OOSY said they couwddsily read and understand information related
to HIV/AIDS prevention. Only 10.9% of the ISY and 17.2%®Y said they could
read and understd information with difficulty whereas 2.6% (ISY) and 8.6%
(OOSY) could not read norunderstand anynformation at all. This summarises that
both youth groups are literatthey hadbasic reading and writing skilldut a small

number had reading difficultfthey did notunderstand written information clearly).
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5.2.2 Respondentd H I DI béckground knowledge and information

Respondets were asked whether they hhdard about HIV/AIDS. The ressalt
revealed thaof the youth, ISY (98.2%) and OOSY (88.4%adheard of HIV/AIDS.

Only 0.7% ISY ad 11.6% OOSY respectively, hadt heard of H/AIDS. Youth

who had heard about HIV/AIDS were asked to state where they heard about

HIV/AIDS for the first time.

Table 5.2: Places where ISY and OOSYheard about HIV/AIDS for the first

time
ISY% OOSY %

Home 24.2 19.1
Sclool 23.8 22.3
Church 2.4 6.4
Media (radio, television, newspapers and otf 43.6 30.9
printed materials)

Youth organization 2.6 7.4
Health workers / facilities 2.2 3.2
Others 1.0 3.2
No response 0.1 7.4
Total 99.9 99.9

ISY (43.6%) and OOSY (39%) statedthat theyheard about HIV/AIDS for the first
time from media sourceshatis either radis or television or printed materials. ISY
mentined other sources where they obtained informadioout HIV/AIDS ashome

(24.2%),school, and churcand halth facilities.
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OOSY also mentionedther sourcesuch as home, schoolouth organisation and
church OOSY (7.4%)(n = 7) did not respond to the question. This may have
different meanings such as that OOSY diot have any information on HIV/AIDS

prevertion, therefore they could not respond to the question.

On the question as to wiveere the mairsources of information for ISY and OOSY,

both youth groups respondad indicated in Figurg.1

Figure 5.1: ISY and OOSY pattern of hearing about HV/AIDS for the first time
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Data in Fgure 5.1 indicateshat he most commorsource of information on
HIV/AIDS mentioned by all (ISY47.6% and OOS¥38%) youtls were parents. The
secondmost commorsourceof information for ISY wadeachers (24%), whereas
the secongourcefor OOSY wasyouth orgaisers (23.9%). Other sources mentioned

by both youth were health workgl@OSY - 13%) and peer@SY- 9%).
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Thus both youth groups had heard about HIV/AICEut ISY (43.6%) and OOSY
(30.9%)had heard about HIV/AIDS for the first time from parents and media (which
are either radio or television or printed materialBjis is an indication thaboth
youth groups(ISY & OOSY) have access to information. In contradsvth youth
groupsheard aboutIV/AIDS from their parats and according to literature this
study, sex is a tabosubjectand some parents do not discuss sex issues with their

children.

Respondents were also asked to measure their level of knowledige oreaningf

HIV andAIDS. Almost a half (49%) of the ISY perceived thievel of knowledge on
HIV/AIDS asbeinggood, while 24.7% regaed their knowledge as excellent, 15.3%
as average, 2.7% as potr6% as very poor and 2.3étd not know (could not rate
themselves)OOSY (44.19%) perceived thie level of knowledge on HIV/AIDS as
good, only 21.5%% regaed their knowledge as excellent, 8.6% as average, 3.2% as
poor and very poor as 2.2%. But a total of 6.4% (OO&Y) 6.6% (ISY)indicated

that they hadnadequate knowledge and anation on HIV/AIDS. This inforration
echoed the data inable 52; some youth did ot respond maybe because they did not

know or didnot have any informatioan HIV/AIDS prevention

Respondents were given a series of statements describing /oegses of

transmission and preventive measures of HIV/AIDS to indicate whether theylagree

or disagred.
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Table 5.3:  OOSY responses to mode of transmission/causes of HIV/AIDS

Agreed Disagreed Do not know

% % %
Blood transfusion 62.7 14.5 22.9
Unprotected sex 77.1 6.0 16.9
Kissing each other 13.7 56.2 30.1
Direct contact with human discharg¢ 43.4 18.4 38.2
Selfinjection as drug users 52.7 14.9 324
Abstain from sex 83.0 3.4 13.6
Have faithful partner 74.1 11.1 14.8
Use comlom 69.8 11.6 18.6
Make informed decision 61.0 12.2 26.8

Table 5.4:  ISY responses to mode of transmission/causes of HIV/AIDS

Agreed Disagreed Do not know

% % %
Blood transfusion 51.7 30.2 18.1
Unprotected sex 91.4 5.8 2.8
Kissing each other 12.4 73.8 13.7
Direct contact with human discharg¢ 37.8 31.8 30.2
Selfinjection as drug users 67.9 14.4 17.6
Abstain from sex 86.8 9.8 3.5
Have faithful partner 70.7 20.5 8.8
Use condom 80.5 15.8 3.5
Make informed decision 57.1 23.0 19.8

Tables 5.3 and 5.4 indicatdat both youth group€OSY and ISY know the causes,
mode of transmission and preventive measures against HIV/AIDS, but some still lack

adequate knowledge (no responses) on HIV/AIDS preventive measures.
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The data further revealed that many ISY and OOSY did not know that to make
informed decisions (make constructive decisions) in life could prevent HIV/AIDS.
But in terms of actual knowledge, almost all youth groups know at least three correct

modes of transmissicand at least three cootepreventive measures foil\V/AIDS.

5.2.3 Sexual activity and selefficacy ofthe youth

This section examines isss related to yoush&exuality such asexual history
including the type of sexual partners, onset of sexualitygisida-making and self

efficacylassertiveness skills.

Regpondents were asked if they heekual partners. Nearly two thirds (73.3%) of the
ISY stated that they did not hasexual partners. In contrast more than a half, 71.6%
of the OOSY and only 26.3%f the ISY confirmed that thelyadsexual partners. But,
only 28.4% of OOSY did not have sexual partners during the surveyed period.

However, 0.7% ISY did not respond to this question.

158



Figure 5.2: I1SY and OOSY with sexualpartners
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This data indicatethat more OOSY haslexual partners than ISY.

A follow-up question was askedhether youthrs who had sexual partnershad
penetréive sex with their boyfriendgirl frienddpartners. Thigquestion was asked
because the fact thgouths did not havesexual partnerat the time of the surveyjid

not mean that they hambt had peneative sex in their life

Out of 215 23.6% ISY whadhadsexual partner§7.4%(n=145)hadhad penetrative
sex with their partners and only 32.§%&70) hadnot hadpenetrative se)XSixty eight
OO0SYwho hadsexual partners, 58.1%=54)had penetrative sex with their partners,
and only 29%n=27)hadnot had peneative sex in their lifeThose youtewho had
penetrative sex, were asked to state howtlody were during their first penetrative

sexual encounter
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Both youth groups|SY (67.4%) and OOSY (79.4%) who had first pern@teasexual

intercourse had it ithe age group of 1620 years.

Youths were asked when last they hbdd penetrative sexuahtercourse. Of the
respondents (ISY) who had sexual penetrative intercourse during the surveyed period,
7.3% could not remember when last they hadigkgncountes whereas 7.1% had it
years ago, 6.9% had it months ag&y had it weeks ago and the balaradt some

days ago(2%). While the percentage odDOSY stated thathosewho had sexual
penetrative encounteduring the surveyed period had it years ago 228%, some

days agahese wad2.8%, months agthese was 11.6%, and weeks ago R&so.

But 20.9% (OOSY) could not remember when last they had sex.

Respondents who had sex were asked to state whether they had sex with their regular
partners or another person (another person here refers to multiple partners). Of the
ISY who had penetrative sek5.7%had it with their regular partners and only 4.8%

had sex withother personswWhereasOOSY (56.5%)who had penetrative sex had it

with their regular partners and only 13% had segountes with other persos

However, youthsvho were sexually aste and hadsex with regular partners other

persors could contracB T $stch as HIV infectiomnd other venereal disease

Youths were asked ¢ state whether they haged condoms during their last sak

encountes.

160



Figure 5.3: ISY and OOSY who used condoms during their previous sexual
encounters
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Datain Figure 5.3 indicateshat more OOSY had used condoms than I8duths,
who had sex without usingpndoms, wer@rone to infectionincluding HIV infection
ard ST .sThe youth who dd not respond to this question (262 OOSY and 3.1%
ISY), are also in dangeiof the disease, because is vital to knowywiney did not
respond. Both youth groupkSly andOOSY) who had nohadany sexual encounters

stated that thiguestion was not applicable teth

Youth were askedeveral questiondf they had sexual partners, had penetrative

sexual encountenysed condoms during their last sekintercourse andho took the

decision orcondom use.
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Figure 5.4: ISY and OOSY who took decisions on condom use
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Data in Figure5.4 indicatesboth youth groups (IS¥ 11.8% and OOSY 28.7%)

whotook joint decisions on condom udering their previous sex encounters

Table 5.5: Gender cross tabulation of ISY, males and females who took
decisions on condom use during their last sexual encounter (N= 226)

Gender % Percentage

In-school youth (ISY) Females- 103 | Males- 123 | Total %
Respondents 8.4 11.5 19.9
Partner 9.3 7.8 17.1

Joint decision 18.5 23.4 41.9
Cannot remember 5.7 6.1 11.8

No response 3.9 5.3 9.2

Total 45.8 54.1 99.9
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Table 5.5 indicates that males and femdl&y) took decisions on condom use
during their previous sex encountersaerespondents (11.5%) andfale partners
(9.3%) were maledt can be seen from this figure thatales werghe most youth
grougs in decision making about condom u$e.contrast,Table5. 5furtherindicate
thatfemales as responder{&4%) and partnes of maleyouths (7.8%)were the only
female youth groups who took decisions in their relationships. This means that
females either hesitated to take decisions or were subordinated in their sexual

relationships or dominated by their male partners.

Table 5. 6: Gender tabulation of OOSY (males and females) who took decisions
on condom use during their last sexual encounter (N = 72)

Out-of-school youth (OOSY) Gender % Total %
Femalesi 41 | Males- 31

Respondent 6.9 11.1 18.0
Partner 19.4 9.7 29.1
Joint decision 20.8 13.8 34.6
Cannot remember 5.5 1.3 6.8

No response 4.1 6.9 11.0
Total 56.7 42.8 99.5

Table 5.6indicates that OOSY (male respondentsl.1% and their female partners
19.4%) were all males (30.5%Pnly 16.6% (female respondent$.9% and their
male partners 9.7%) were females who took decisions on condom use in their sexual
relationships. This means that males were slightly dominating (30.5%) their female

counterparts in making decisions on gom use.
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Data in Fgures 5.5and 5.6 indicatdSY and OOSY who used condoms during their

last sexial encountex

Figure 5.5: ISY who used condoms during their last sexual encounters
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Figure 5.6: OOSY who used condoms during their last sexual encounters
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OOSY who had sexual encounter (54%) had used condoms that could prevent
diseases such as HIV infection and STIs. Table 5.6 indicates that more OOSY (54%)

used condoms than ISY (21%) iafle 54.

164



In contrast, slightly more OOSY (16%) than ISY (3%) had sexual encowitteyut
usinga condom. Again slightly more than a half (54%) of the OOSY and less than a
quarter of (21%) of the ISY had used condoms during their last sexual encounter.
Youth weae alsoasked to state the reasons why they did not use condidmes.
reasons stated biSY respondats who hadnot usel condomsat the last sexual
encountes was thatno condom was available (4.9%), no agreement was made on
condom use (4.4%) or it wadifficult to negotiate condom use withe sexual
partnes (3.6%). It is worth noting that some respondents (5.6%) couldeno¢mber

the reasons why they hawbt usel condoms during their last sexl encounter

whereas 3.5% did not respond to the question.

Figure 5.7: ISY and OOSY reasons for not using condoms during their last
sexual encounter
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Figure 5.7 depictsvarious reasons why youths hadt usel condons during their

previous sex encounters.
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All youth who hadnot usel condoms during their last sexi encounterstated thre
main reasons as indicated in Figls& (o condom was available, there was n
agreement on condom use anavasdifficult to negotiate condom use). Difficult to
negotiate condom use refers to thegess of initiating negotiations. No agreement on

condom use refers to the end result of the negotiation process.

Respondents were also asked to state the most important reason why condoms should

be used during sexual intercourse.

More than two third (76.5%) of the ISY said that condoms should be used during
sexual intercourse to prevent dissases uch as HI V sjwhdremasthei on and
majority (80.6%) of the OOSY said that condoms should be used during sexual

intercourse to prevent diseaseichas HIV infection and SEL

However, only 121% - ISY and 6.5% OOSY, said that condom use could prevent
unwanted pregnancieslSY (2.8%) and OOSY(11.8%)said alsothat they did not
know reasons why condoms should be udedng sexual encounterSomeyouths
did not respond to this questigmobably because they dibt know any answer to

this questioror were too embarrassed to answer

Youth as respondents were also askeddtesf they knev a place where condoms

could be collected free of chargewhere they could buthem.

166



The majority (82%) of the ISYknew where a person could get condoms in their
respective areas and only 16.8% said they did not know and 6% did not respond to the
guestion. More than a half (61.5%) of the respotsl€ISY) sated that condoms
couldbe collected free of charge from clinics, health facilities, public rest rooms, cuca
shops and bars, but some ISY (37.9% and 81.3%) said that conslerasnot
available at clinicglealth facilities, public restrooms /bars/ cucapsh@dgain, the
majority of ISY (92.1%) also said that condoms were not available free of charge at

pharmacies.

The majority (86.7%pf the OOSY kner where a person could get condoms in their
area and only 13.3% did not know. More than a half (62.1%jhef OOSY stated

that condoms could be collected free of charge from clinics and health facilities,
28.4% from public restrooms, bars and cuchops and 18.9% from

workplacesoffices.

Some OOSY (5.3%) did not respond to the question on the availabiiyndbms in
thar area. Data further regaled that both youth groups kmevhere condoms could

be collected free of cinge (health facilities) or baht (pharmacies) in their areas.

On the quesbn as to whether it wasasy or difficult to get condoms their areas, the

majority (75.5%) of the OOSY and more than a haff.180) of the ISY said that it

waseasy to get condoms in their areas.
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Only 18.6 % (ISY) and 14.9% (OOSYyJ the respondentstatd that it wadifficult

to get condoms in their areasdal2.7%- ISY and 9.6% OOSY saidthat they did
not knowyouthswho knew where condoms coudé collected indicated that thegad
knowledge on condoravailability and accessibility in their areas. This knowledge is

linked to HIV/AIDS prevention strategie

Respondents were given a ssriof statements, on condom @& whoshoulduse
them They were alsasked to indicate if they agiter disagred or hadno opinion

on those statements.

Youth expressedheir perceptions or viewsnocondom use as paed outin Table

5.7. Table 5.7 indicates th#®Y (74.1%) believe that condoms are the best protective
measures against HIV/AIDS. ISY further indicatéatt they disagreed that women
did not have the right to ask their partners to use condoms (77tfi&pnly loose
womenprostitutes g8k their partners to use condern64.5%), women ask their
boyfriends /fiancées to wear condamhnen they do not trust them (46.9%)d men
should only use condomvhenthey hadsex with prostutes or sex workers (68.2%).

ISY disagreed or hado opinions on other statementssaswn in &ble 5.7.

Data revealed that ISY believe that condoms are the best protective measures against
HIV infections. It is also indicated that ISY beliefs about sex emndoms varied as
depicted inTable 5.7. Some ISY also indicated no response or had n@opnithis

guestion
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Table 5.7:  Perceptions of the ISY on condom usage (N = 825)

Agree | Disagree | No No
% % opinion | response
%
Condoms are the best protective swa| 74.1 19.2 5.7 1.1
against HIV/AIDS and other diseases
A woman does not have the right to ask | 8.1 77.7 9.9 4.1
partner to use a condom
Only loose women or prostitutes ask th 7.3 64.5 23.5 4.4
partner to use condoms
A woman asks a boyfriend#ihcée to wear | 29.2 46.9 19.4 4.2
condom when she does not trust him
A man should only use condoms when h¢ 9.3 68.2 18.1 4.0
having sex with a prostitute or sex worker

Table 5.8givesthe perceptions of OOSY on condom use. OOSY were also asked to

state whether they agier disagred or hadno opinion on the given statements.

OO0SY (65.3%) like ISY, believad that condoms are the best protective measures
against HIV/AIDS. @SY also disagreed that women didt have the right to ask
their partnersto use condoms (73.7%), only loose women or prostitutes ask their
partners to use condoms (62.1%) and men should only use cowmdoimg sexual

encounter with a prostitute or sex worker (53.7%).
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Table 5.8:  Perceptions of theOOSY on condom usage (N= 95)

Statements Agree | Disagree | No opinion | No
% % % response
%
Condoms are the best protecti 65.3 21.1 11.6 2.1

measure against HIV/AIDS ar
other diseases
A woman does not have th 4.2 73.7 95 12.6

right to ask her partner to use

condom

Only loose women or prostitutg 7.4 62.1 18.9 11.6
ask their partner to use condor|
A woman asks §28.4 38.9 18.9 13.7

boyfriend/fiancée to wear

condom when she does not tri
him
A man should only use condon 8.4 53.7 21.1 15.8

when he is having sex thi a

prostitute or sex worker

OO0SY (38.9%)also disagreed that women ask boyfriends @anéiées to wear a
condom when they do not trust the®OSY also revealed thdidy did not have any
opinion or werenot sure with some given statents.This seems to be aign of

uncertainty on condom use ang the OOSY(see H®ble 5.8§. Both youth groups

disagreed that if one trissa partner thecondoms should not be used.
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Table 5.9:  Perceptions of OOSY males and faeales on condom use (N = 95)

OO0SY %
Females (56) Males (39)
Statements Agree | Dis No No Agree | Dis No No
agree | opinio | respons agree | opinion | response
n e

Condoms are the bej 41.1 10.8 4.5 1.0 23.5 10.7 7.3 1.0
protective measure|

against HIV/AIDS and

other diseases

A woman does not hav| 2.9 36.7 5.6 7.6 1.9 35.0 5.2 5.0
the right to ask he|

partner to use a condor

Only loose women o| 5.3 26.1 12.6 5.0 3.0 33.0 8.8 6.6
prostitutes ask thei

partner to use condoms

A woman asks ¢ 16.0 18.0 12.0 4.0 11.0 204 10.0 7.7
boyfriend/fiancée tg

wear a condom whe|

she does not trust him

A man should only usq 4.5 33.3 12.6 9.0 55 246 12.3 6.9
condoms when he i

having sex with &

prostitute or sex worker|

A gender cross tabulation on OOSY perceptions on condemndgcateshat both

males and femalegouths agreed that condoms wethe best protective measures

against HIV/AIDS. Almost all OOSY males (36.7%) and females (35%) disagreed

with the statementhat women didchot have the right to ask their male counterparts to

use condoms.
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In general youth of both sexes dismedshe ideathat only loose women can ask
partners to use condemand womercan ask partners to use condowhen they do
not trust them. Again both sexes disagreed that men slomljduse condoms when

they hadsex with prostituts or sex workers.

ISY were asked also to air their perceptions on condom use according to ¢@xder.
of both sexeslsoagreed that condoms are thest protectiveneasures against HIV
infection ISY females(41.5%) andmales(35.4%)disagreedvith the statementhat

women do not have the right to ask their partners to use condoms.

In summary, both sexes of OOSY have information on condom use gtittgaume
youths revealed their beliefs and opinions and uncertainty on condom use as it
illustrated Tables 5.7, 5.85.9 and 5.10ISY, femalesand malesalsoindicatel their
disagreementvith other statementsThis data confirmed that most youth groups of
both sexes have information on condom use and believe that condomsteah gund
prevent HIV infectionand STs. ISY al® indicated their uncertainty or no opinion or

Nno response answers to sost@ementgiven
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Table 5.10: Gender cross tabulation on perceptions of males and females ISY
on condom use (N= 825)

Females % = 438 Males% = 387

Statements Agree | Dis No No Agree | Dis No No
agree | opinion | response agree | opinion | response

Condoms are the bey43.2 | 9.6 4.6 0.0 30.7 |9.8 1.2 1.0
protective measur
against HIV/AIDS and
other diseases

A woman does not hav| 3.7 415 (4.3 2.1 4.8 354 |6.1 2.0
the right to ask he
partner to use a condo|

Only loose women o| 2.6 37.2 |11.7 2.3 5.0 25.8 | 13.3 2.1
prostitutes ask thei
patner to use condoms

A woman asks ¢§12.6 |256 |115 2.2 17.4 19.2 | 8.8 2.0
boyfriend/fiancée tq
wear a condom whe
she does not trust him

A man should only us( 2.7 36.6 |10.9 0.0 6.9 30.5 | 7.9 1.0
condoms when he i
having sex with g
prostitute or sex wder

Participants were given statements measuring their attitudes amdfiealfy skills as

individuals in relation to condom use. For ease of understanding and interpretation of

the significance of the results, the s ponses f or Aprobably coul
coul ddo are considered as Afagreedo and nAde
Adi sagreedd and the results of fAnot surebod

Kknowo. R €hewin In fRsle 5alt e
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Table 5.11: Attitudinal statements assessing selfficacy skills of the ISY (n = 825)

Statements

Definitely
could
not %

Probabl
y could
%

Definitely
could %

Not
sure %

No
response
%

Could you force your partner i
useacondan every time you havj
sexual intercourse even if she /
does not want to use it?

12.7

20.5

51.0

13.0

2.1

Could you refuse to have sexu
intercourse with your partner if sk
/he does not want to use a cond;
but you wanted him or heo do
sa?

20.7

15.8

47.8

13.1

2.3

Could you refuse to have sexu
intercourse with a person wh
wants to have sex with you witho
a condom but you do not want
do s@

30.2

145

41.0

10.9

2.9

Could you refuse to discuss wi
your partner lhe useof a condom
every time you have sexua
intercourseeven if she /havants

to use on@

42.9

17.0

23.3

13.8

2.8

Respondents indicatehat 71.5%agreed ¢probablyanddefinitely could that they

could force their partners to use condoms every time they would like to have sex.

Again,ISY (63.6%) indicatedhat theyccould definitely refusg(agreed) to have sex

if their partners (55.5% agreedl did not want to use condoms.ny 42.9% of the

respondentsiould definitely not refusie(agreed) to discuss with their partners

condomusage, whereas 40.3% oftiiouthsa gr e e d

t h a probablip and

0 def irefus® t Idigcuss condom use with their partners every time they had

sexual encountex
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ISY (51%)alsoagreed hat t hey ¢ orwapartherd(mdans toipgesse y 6
a partner to age on condom use) to use condoewery time they had saal
encountes. Onl y 23. 3% c oefuséddo diGcdiss fssues iretated ty condom
usewith partners All theseinformation suggesttghat ISY havehigh level of self
efficacy beliefs towards condom ug@n the other handata aso indicated¢hat some

ISY did nd either respond to questions or haml opinions on statemengiven This

seems to bthat some ISY are uncertain treissuesunder exploration.

OOSY were also igen statements to assess their level of-s#itacy asshown in
Table 5.12 OOSY were assessed whether they remdi-efficacy beliefs toward
condom use. For the sake of easy understanding and interpretation, the assessment
wasconductedasshownin Table 5.12 Theot suréando responsganswers were

interpreted as funcertaintyodo on condom use

OO0SY, like ISY,agr eed O&épr obabl y thatthdy calle foicentheirel v ¢ o
partners to use condoms (64.2%hey agreed that they could refuse to éav

unprotected sex (61%) arldssthana half3(7 . 9 %) agr e e d probhblyt t hey
and def i ni t etbgiscussocandainduserwehftheis sexual partners. Only

33.7% OOSY aid that they could ot refuse 0dediscusscoreldmy coul d

usewith their partners.

Table 5.12further revealed that0%o f t he OOSY stated that t he

force their partners to use condoms every time theysbadal encounter
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Table 5.12: Attitudinal statements assessingelf-efficacy activities of the OOSY

(N = 95)
Statements Definitely | Probably | Definitely | Not | No
could not|could% | could% | sure | response
% % %
Could you force your partner t 13.7 24.2 40.0 179 | 4.2

use condom every time you ha
sexual intercourse even if she |/

does not wanto use it?

Could you refuse to have sexy 14.7 20.0 41.1 17.9 | 6.3
intercourse with your partner if sk
/he does not want to use a cond|
but you wanted him or hdp use

one?

Could you refuse to have sexy 22.1 12.6 38.9 16.8 | 9.5
intercourse with a peon who
wants to have sex with yo
without a condom but you do ni

want todo s&

Could you refuse to discuss wi| 33.7 20.0 17.9 18.9 |95
your partner to use a condol
every time you have sexu
intercourseeven if she /he want

to use on@

Some OO0OSYdid not respond to the statemntt appears thatomeyouths were
uncertainon condom use anthe given statements. farmation in Tables 5.11 and
5.12revealedthat both youth gnaps (ISY & OOSY) hadnigh levels of selfefficacy

beliefs towards condoms use in relation to HIV/AIDS preventive behaviours.
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Both youth goups were given statemerits measure their way of solvinggirlems
and conflicts facing them on a daily basis. For eaeé understanding and
interpretation of theisgni fi cance of the results, the re
Afexactly trueo are considered as fAagreedo
Adi sagreedd and the results of Ado not kno

noopinionordonotkn@ . Resul t sindable5.181 | ustr ated

Table 5.13. ISY problem-solving and conflict resolution approaches (N = 825).

Not true | Somewhat | Exactly | Do not | No

atall % | true % true % | know % | response
Can always manage to soll 14.7 225 52.0 8.1 2.4
problems if | try to do it
Can always deal with unexpect( 26.7 25.1 33.6 11.4 3.0
situations / problems on my owr
Can wusually find solutions t| 8.1 17.8 60.0 10.9 2.8

problems through negotiatig
when | need to do it
Cannot  solve problems or 39.9 22.2 22.2 115 4.0

unexpected situations on my ow

Cannot negotiate issues related to | 50.8 10.8 16.7 17.3 3.3
such as condom use with my partng

boyfriend / girlfriend

Can always discuss and understi 5.5 8.8 77.0 5.9 2.3

issues related to my life esh as
condom use as a preventive meast
against HIV/ AIDS
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Data indicatdthatr e s pondent s soméwBartfjug agme edethatct | y
(22.5% +52.0%)74.5%could always manage to solpeoblems if they try; (25,1% +
33.6%) 58.7%could always dal with unexpected situatiopsbblems on their own,
(17.8% + 60.0%)77.8% could find solutions to problems through negotiations and
(8.8% + 77.0%B5.8% could always discugsth partnersand understand issues such

as condom use aspreventive measure agsirHIV/AIDS. ISY (50.8%)agreed that

they couldnegotiateissuestot true at all disagreedthat theycould notnegotiate
issuegelated to sex and condom use. Other ISY who answiacertespons@éganddo

not knowdindicatedthat they didnot have knowledge of problesolving and conflict

resolution approaches.

Table 5.13llustratedalso that52% ofl SY bel i eve that it 1is
could solve their own problems, 60% believe that they could Bolutionsto
problems through negotiations and 77% could always discuss and understand issues
affecting theirlives such as condom use in theexual relationships. Aumber of

ISY could not solve problems on their own, because they eitr@rnot sure odid

not know This data revealethat ISY alsohadmoderatéy high seltefficacy beliefs;
therefore they could solve their problems through discussions and negotiations in their

sexual relationships.

Table 5.14indicates how OOSY could solve their problems and canflion a daily
basis. OOSY were given the same statements as ISY to answer. The analysis and
interpreation of data in @ble 5.14was conductedas wih the information inTable

5.13
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Table 5.14. OOSY ways of solving problems ad conflict resolution (N = 95).

Not true | Somewhat | Exactly | Do not| No

atall % | true % true % | know % | response
%
Can always manage teolve| 14.7 42.0 27.4 10.5 5.3
problems if | try to do so
Can always deal with 18.9 27.4 29.5 12.6 11.6

unexpected situations
problems on my own

Can usually find solutions t{ 9.5 20.0 45.3 12.6 12.6
problems throughnegotiation

when | need to do so
Cannot solve problems ¢ 22.1 23.2 27.4 15.8 11.6

unexpected situations on n

own
Cannot negotiate issues relat 38.9 11.6 24.2 16.8 8.4

to sex sah as condom use wit

my partner [/ boyfriend
girlfriend
Can always discuss ar 5.3 6.3 58.9 22.1 7.4

understand issues related to 1

life such as condom use as
preventive measures agail
HIV/ AIDS

More thantwo thirdsof the OOSY (42.0% + 27.4% = 694%) said that they could
solve problems(27.4% + 29.%) 56.9%could dealwith unexpected situationshilst
(20.0% + 45.3%) 65.3%ould find solutions to problems through negotiations and
(6.3% + 58.9%) 65.2%ould always discusand understand issues related to sex such

as condom use with their sexual partners
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Only 38.9% ofOOSY agreed that they could nugotiate issuedot true ata | thad

dhey could nonegotiate issuéselatedto sex with their partners.

A number ofOOSY who answeredo responsiand @o not knovdindicated their
uncetainty on problerrsolving and conflict resolution approachBsita revealé that
some OOSY could solve their problems and unexpected situations through
discussions and negotiations. $means thaDOSY like ISY have moderatg high

levels of perceived seléfficacy beliefs towards condom use.

5.2.4.Media campaignsandyoutlsd0 exposure to mass medi a me:

This section describes issues on mass media campaigns ofypmass media, o
often youthswere listening tdhe radio, watching television and reading newspapers
and other prited materialsyeceivedmass media spdtaessages and tingoerceived

impact of information on their sexual behaviours.

Youth were asked whether they hhdard of a person who died of HIV/AIDS.
Almost all (95.66) ISY and themajority of the OOSY (83.7%) indicated that they
hadheard of a person whoaddied of HV/AIDS. Only 5.3%- OOSY and 3.8%
ISY hadnot heard of anybody who died of HIV/AIDS®nly 0.6% of ISY did not give

any responst thisquestion.
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On the questiorof whether tlere wereHIV/AIDS media campaign programmes
/organistions in their areashe majority of (79.6%)the ISY agreed that there were
HIV/AIDS media campaigns in their areasdaonly 19.8% said that they were not
aware of any media campaigns programiorggnisationsn their areas. Whiléwo
thirds (70.7%) of OOSY agreed that there were HIV/AIDS media campaign
organisationsn their areas. @ly 28.3% said that they were not agaf any media

campaigns in their areas.

Radio listening
Respondents were asked if they lig@to theradio. Most of the ISY and OOSWho
were surveyed, respondétiat they hadeen listening tahe radio (74.6%-1SY and

69.9%- OOSY) for the past tlele months.

Both youth groups were asked if they could remember receiving information from
mass media campaigns throutje radio on HIV/AIDS prevention over the last three
months.Nearly three quartei§4.6%) of the ISY said that they remendxbreceiving
information throughthe radio on HIV/AIDS prevention over the previouthree
months,while only 24.3% (ISY) said that they could not remember receiving any
information throughheradio. This means thatostyouthswere listening taheradio

and payingsome attention to media campaigns messdgest two third469.9%) of

the OOSY said that they rememingy receiving information througlhe radio on
HIV/AIDS preventionover the past three monthsnlp 28.9% (OOSY) said they
could not remember receivirany information from the radiGGomeyouths(OOSY -

1.2% and 1% ISY) did not respond to the question.
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Watching television
On the questiorof whether youth normally wateld television, nearly two thirds
(61.5%)of the ISY responded that they normally aled television,only 37.3% said

they didnot watch television.

Respondents weralso asked if they could remember receiving information through

NBC television on HIV/AIDSprevention campaigns over thagp three months.

Slightly less than dalf of the ISY (43.2%) who watched television, remembdr
receiving information through NBC television on HIV/AIDS prevention campaigns
overthe previoughree monthsHowever, less thaa half (45.6% ISY) said that they
could not remember seeing any informatiom NBC television about HIV/AIDS

prevention.

Sixty sevenpercent ofthe OOSY responded that they did marmally watch NBC
television, and only 32.1% said they didt watch NBC television. OOSY were asked

to state if they could remember receiving imh@tion through NBC television on
HIV/AIDS prevention campaigns over thagh three months. Over a half (61.3%) of
the respondents (OOSY) who watched NBC television could remember receiving
information through NBC television on HIV/AIDS prevention otee previousthree
months, and only 38.8% said that they could not remember seeing any information on

NBC television.
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Reading newspapershagazinéposters and other printed materials

On the questionof whether ISY normally read newspapers and other printed
materials, youths agreed that they read newspapers, magszne other printed
materials with information on HIV/AIDS preventioRurther espondents were asked
whether they could remember reading informatiom@&wspapersiagazine/posters
and other printé materials on HIV/AIDSprevention campaigns over thasp three

months.

Two-thirds (64.5%) of the respondents (ISY) agreed that they could remember
reading information in the newspapers and other printed materials on HIV/AIDS

prevention over the previsihree months, but 32.8% said that theyld not

OOSY were also asked to state whether they normally read newspapers, nsagazine
and other printed materials. They agreed that theyreledl newspapers, magazne

and other printed material$n addition, OOSY were asked whether they could
remember reading information imewspapers /magazsiposters and other printed
materials on HIV/ AIDSprevention campaigns over thagp hree monthsOver three
guarters(80.7%) of the OOSY agreed that they could remammbading information

in the newspapers and other printed materials on HIV/AIDS prevention toger
previous three months, but 19.3% said they did not read any information on

HIV/AIDS prevention.

Table 5.15summarises both youth groups (ISY and OOSY) wiere exposed to

massmediamessages through mass communication.
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Table 5.15. Youths who were listening to the radio, watching television and
reading printed materials

Radio % Television Printed
% materials %
ISY Yes 74.6 61.5 92.9
No 24.3 37.3 6.5
0O0SsY Yes 69.9 67.9 80.7
No 28.9 32.1 19.3

Data indicated that youth of both groups (ISY and OOSY) received health

information throughheradio, NBC television and pried materials.

Education through mass media campaigns

Both youth groupswere asked to air their views whether mass media campaigns
were succeeding in educating people (general public including the youth groups) in
the region on HIV/AIDS prevention. Theajority of the ISY (83.6%) and4.7% of
OOSY agreed that mass media campaigns wagrgmistically succeeding in
educating people about HIV/AIDS, espdigiathrough giving information o the

radio, NBC television, newspapers, posters, magazines andprihiesd materials.

This is a mere statement from the youth and it needs further research to be validated.
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Language use during mass media campaigns

Respondents were also asked to state the most common language used during mass
media campaigndSY (59.1%) and 49.4%of the OOSY stated that English was the

most common language used by many mass media campaigns to educate the public
about HIV/AIDS prevention. Only 31.3% of the I1SWd 47% of the OOSY identify

use of the vernaculdocal languages in themas media campaign
programmedgiealth education programmes on HIV/AIDS prevention campaigns in

their areas.

Radio spotsimessages on HIV/AIDS prevention

Regondents were asked if they hhdard any radio spots (short messages given
through radig) or messges with regard tdHIV/AIDS prevention in the previous
three months and how oftelRigure 5.8 indicates both youth groups who hlagard

radiospotsmessages with regard to HIV/AIDS prevention in the last three months

Figure 5.8: 1SY and OOSY who had heard radio spots/messages with regards
to HIV/AIDS prevention in previous three months.

EYes mNo Noresponse

84.7

ISY 00sY
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Table 5.16Gndicates the responses bbw often ISYand OOSYhadheard HIV/AIDS

prevention radio messages.

Table 5.16: How many times ISY (N= 825) and OOSY (N = 95) heard radio
spots/ messages during the last three months?

OOSY % ISY%
Every day 58.5 43.5
Once a week 24.4 355
Once a month 9.8 8.8
Never listen to radio 6.1 5.5
No response 1.2 6.4
Total 100% 99.7%

Data in Table5.14 depictsthat more OOSY (58.5%) listene the radio daily than
ISY (43.5%). However, slightly more IS¥85.5%) listenedo the radio weekly than
OO0SY (24.4%). This data confirmethat youth of both groups hdtweard radio

spotsmessages withegards to HIV/AIDS in the previoulree months.

Both youth groups were asked to state how oftemw many hours a dayhey

listened tathe radio.Less than a half (43.5%) of the respondents (ISY) said that they

usually listeredto the radio everyday an hour or more.
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Table 5.17: Time of the day ISY and OOSY usually listening to the radio

ISY % OOSY %
Yes No Yes No
Mornings 11.4 88.6 43.2 56.8
Afternoon 42.1 57.9 17.9 82.1
Evenings 40.7 59.2 29.5 70.5
Cannot remember 7.2 92.7 10.5 89.5

OO0SY (59.8%)said that they usually listenéd NBC radio everydajor an hour or
more. Datain Table 5.17 indicates thabth youth groups listendd the radio both

daly and weekly

Youth were further asked to state which radio stations they usuallyelidten

Data indicates that the public broadcaster (NBC) radio, Oshivambo service was
identified as the most common (65.394dSY and &.1% - OOSY) radio station
listened to by youth of both groups. Other NBC radio local language services-(3.2%
ISY and 10.5% OOSY)) that were listened to were NBC national radio, radio Silozi

and radio Rukwangali.
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Table 5.18  The radio stations listened by ISY and OOSY

ISY % O0SY %
Yes No Yes No
NBC Oshiwambo radio 65.3 34.5 62.1 37.9
Omulunga radio 23.9 76.1 20.0 80.0
Radio energy 25.7 74.3 30.5 69.5
Other radio stations 3.2 96.8 10.5 89.5

Figure 5.9: Radio stations listened mostly by ISY and OOSY in Oshana &gion

mISY mOOSY

NBC radio

Energy Omulunga

Other radio

stations

Figure 5.9 indicatethat both youth groups identified NBC radio senasethemost

common radio statiolstenedto amongthe youth inOshana Rgion.
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Television spotgdmessages on HIV/AIDS prevention

Both youth groups werasked to state whether they hagkbn NBCtelevision spots
messages with regard to HIV/AlIO8evention in the @st three months and how often

they saw the messagdS&Y (61.5%) and OOSY (67.9pavho watched television

during the surveyed period said that they had seen NBC television spots/messages on

HIV/AIDS prevention campaigns.

Figure 5.10 indicates that both youth groups (ISY and OOSY) received the NBC
television spots/messages with regaalsilV/AIDS prevention in the prewous three

months in Oshanadgjion.

Figure 5.10: ISY and OOSY who received NBC television spots/messages
during the previous three months in percentages.

HYes W No

ISY 00SsY
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Table 5.19: Time frequency when ISY and OOSY have received NBC
television spots/messages in the previous three months.

ISY% OO0SY %
Number of days 23.6 24.7
Everyday 25.7 32.9
Once a week 21.3 27.1
Never watches TV 23.5 15.3
Not applicable 6.0 0

Table 519 shows youths who watch&BC television and received spots/messages
in the previous three months in OsharegRn.Both youth groups (ISY and OOSY)

watchedNBC television Theywatched itfor an hour or more a day.

Reading newspapes spotsmessges on HIV/AIDS prevention

Respondents were asked to statbey usually read newspaperslgazing and other

printed materials.

Figure 5.11 indicates that both youth groups (ISY and OOSY) have read HIV/AIDS

prevention spots/messages in the newspagausother printed materials durinige

surveyed period, in Oshanagton.
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Figure 5.11: ISY and OOSY who read newspapes/other printed materials in
Oshana Region

HYes W No

ISY 00SsY

Table 5.20 indicates that both youth groups read printeédrials weekly. This means
that ISY and OOSY were exposed to mass media messages at least on a daily and

weekly basis.

Table 5.20: ISY and OOSY who had read spots/messagesith regards to
HIV/AIDS prevention during the previous three months

ISY % OOSY %
Almost every day 29.0 31.8
Once a week 50.4 42.4
Once a month 15.1 8.2
Not at all 3.7 12.9
Not applicable 1.7 4.7
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Respondents were also given various statements and asked to indicate if they agree
or disagred with themor did not know. The statements asked responderggamine
whether mass media campaign messages empoweuditisto understand and make

informed decisions on their lives.

Table 5.21showsthat the majority of the ISY agreed thaass media campaigngld
disseminatanformation to the public that HIV/AIDSauld be prevented if people
had one sexual partner (83.2%), dseondoms (87.4%) and abstathfrom sex
(81.6%) Only less than a half ohé respondents (ISYgither disagreed or dichot
know any inbrmationabout the statemenfsee Bble5.21). Overtwo thirds (77.5%)
of the OOSY agrekthat media messages were probably empowering golutbugh
health education messageBoth ISY and OOSYack information in the aresawhere

theyindicated that thedid not know.

Table 5.21: Mass media campaign messages examining ISY and OOSY
empowerment skills

Statements ISY % O0SY %
Agree | Dis Do not | Agree | Dis Do not
agree | know agree | know
Have one sexualgstner 83.2 11.1 | 5.3 77.5 11.2 | 11.2
Use condoms 874 |9.8 2.6 77.1 12.0 |10.8
Abstain from sex 81.6 10.1 | 7.6 73.8 13.8 | 125
Adhere to cultural norm| 50.1 25.8 | 235 32.1 37.2 |30.8

and values

Control social situation{ 58.2 23.2 184 45.6 24.1 | 304

such as peer pressure
Change sexual behaviours| 79.5 | 8.8 11.4 | 66.7 16.0 |17.3
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Both youth groups ere asked to state whether thhegardedHIV/AIDS as a serious
health problem in their area&lmost all ISY (95.7%) andhree quarter§76.7%) of

the OOSY agreed thaHIV/AIDS is a serious problem among the youth in their
respectivecommunitiesareas. Howeverabout a quarte3.36 of OOSY said that
HIV/AIDS is not a problem in their areas. This number (23.3%) of OOSY without

information on HIV/AIDS is highand has nibbeen reached by media campaigns.

5.2.5 ISY and OOSY results from openended questions

The last section of the survepught the views and opiniomd the youthon mass

media campaign programmes in OshaegiBn northern Namibia.

Several issues were raism the operended questionsuch aghe type of information
(topics) which were given to the youth during media campaitdpesreaction of the
youth to thegiven information and how the information hasluencedthem. The
analysis of the comments andimipns of the youthwas analysed through content

analysis angbresented in thisection 5.2.5
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5.2.5.1 The most popular mass media campaign programnser organisations

for HIV/AIDS prevention in their areas.

Respondents statédatthe following mediacampaign organisationgereavailable in
Oshana Rgion northern Namibiaduring the surveyed peripdMy Future is My
Choice (MFMC) ProgrammegNew Start Centres/CatholAIDS Action, Open Talk
Youth Raper in theNamibian Newspaper, NBC radio and televisidotal Control
Epidemics and TKMOAMS Tate Kalunga Mweneka Omukithi wo AIDS
MoshilongoShetu) All these media organisations dvdefly explained in the next

paragraph.

MFMC is a horgovernmental organisation operaft in senior and junior secondary
and @mbined shools in the region. It functions as a peer education intervention on
sexual healthssuestargeting adolescents aged 15 years and above. Its aim is to
provide young people with information afite skills required to face peer pressure

around HV/AIDS prevention(UNICEF, 2006)

Catholic AIDS Action is a faith based organisation working with HIV/AI3Sues

including communitycare activitiegUNICEF, 2006)

Total Control EpidemicTCE) is a community based organisation available in

schoolsand communities, aimed at educating peapieHIV/AIDS prevention issues

(Otaala, 2000a).
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Open TalkYouth Paper in the Namibian Newspaper is an insert printed matéoial

young people, educatinggm on issuesuch as HIV/AIDS prevention.

NBC, radio and televisionis thenational public broadcaster, aimed at educatimg

general populatiognncluding youtlts, on diverse topics.

TKMOAMS is Oshiwambqthe local languagespoken inOshana Rgion whee this

study was conductedacronym The acronomymeans Tate Kalunga Mweneka

Omukithi woAIDS MoshilongogSh et u, whi ch is transl ated i

Fat her Protect Our Nation From The
voluntary, nomprofit, nonrgovernmental social iare and independent community
based organisation workingiith community health workengblunteers who are

caring forsick people in various communitiggimes (MoHSS, 20@j.

5.2.5.2 Information /topics on HIV/AIDS prevention

Some yuths statal thatthey receivednformation (topcs) on HIVAIDS prevention
from the radio, television and printethaterials. This information isnecessary to

i ncr e a slaowedga and skifls on HIV/AIDS prevention.
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The following informationvashighlighted.
1 Use condomsHIV/AIDS kills

1 The danger ofalcohol and drug abuse in relation to HIV/AIDS among the

youth
1 Peer pressure amongenagei@sexual relationships
1 Prevent HIV/AIDS tirough avoiding unprotected sex
1 Teenagers and HIV/AIDS
1 Youth and HIV/AIDS

1 How to live positively withHIV infection

5.2.5.3 Reactions of the youthto the media messages/spots

Youths who received information frorthe radio, NBC television and printed
materials have also revealed that they have reeed t o t hi s i nfor mat.
reactions to information arassociated with howledge and understanding of issues

affecting their lives.

Therefor e, ywenesunsdised as appdals able §5.22.
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Table 5.22: Results of ISY and OOSY reactions to media campaign messages

Percentage| Statements

85.6% Happy to get information on HIV/AIDS prevention

78.7% Realised that it is vital to share informatwith other youtls/peers
63.4% Realised that they need more information on HIV/AIDS prevention
61.2% Were shocked, scared and needrtovk their HIV status,

60% Decided to change their life stgle

57.8% Decided to negotiate sex

55% Decided to discuss condom use

50% Decided to be tested and know their HIV status for sure

44% Decided to abstain from sex

36% Decided to stop sex actiies

28% Were afraid of HIV/AIDS

15% Staredcarrying condoms everyday

5.2.5.4 Effects of information on the youth

Both youth groups stated th#te information they received froitine NBC radio,
television and printed materialaised awareness that coutdluencetheir lifestyles

and sexual behavioursData indicatethat some youths were influenced by the
information they received from mass media communication and decided to act
according to the advice. Thiseans that thenformation youthsreceivedfrom mass
media has influencetheir knowledge, beliefs, understandingdaattitudestowards
HIV/AIDS prevention.Both youthg r o urgspgofses arsummarised andisted in

Table 5.23
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Table 523 ISY and OOSY responses indicatingiow media campaign messages

have influenced young peopl ed |

Percentage | Statements

70% Someyouthsdecided to change their life stglby dropping their
boyfriendsgirlfriends

65% Started negotiating sex andse condomswith their sexual
partners

60% Accepted people who are HIV positive

57.6% Decidedto discuss/share with frienfieers information abol
sexual encounterand condom use freely

51.4% Decided to stop unprotected sex

50% Decided to be tested, know their HIV statusl advice others t
be tested

44% Listeningtoparents advi ce

36% Stopped their sex activities

25% Attendedcommunity meetings

18% Listening to peerdvice

5.2.5.5 Strategies that could be used to facilitate behaviour change amortpe

youth towards HIV/AIDS prevention.

i ves

Youthswere asked to lisstrategieghat could be used in the HIV/AIDS campaign

programmesn orderto facilitate change inlifestyles and sexual behaviouemong

young peopleThey statedthat the following strategies e needd to improve the

current situation of using a conventional model in educatwegpublic, including

youths.
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1 Educatetrain youtts on negotiation and communication skillige skills);

1 Train youtls on peer education and networking approacf@sthem to
become peer educators

1 Provide more information to communities on how to prevent HIV/AIDS

1 Parents needo discuss HIV/AIDS prevention at family and community
meetings

1 Youthsshould also adhere to cultural norms and values

1 Media campaigners/dalth edicators should make use of real life Hb¥ses
as examplesluring their education campaigns to motivgitaing peopleto
promote safer behaviour as they may increase feelingigsagptibilityamong

the same population grolpeers)

The data indicatea one-way educational approach that is being used to disseminate
information through mass media t@wuths The latter approach is a gap in the
teachinglearning environment that needs to be bridgéHerefore, a reciprocal
interaction amongdhe youth (as reeiverg and senders of information iequiredto

improve the current situation and enstlime effecive mass media communication
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5.3 Summary

This chapter has dealt withataanalysisfrom the survey of the ISY and OOSY in
Oshana Rgion northern Namila The following are the main findings of the study

data.

1 The data indicatethat ISY and OOSY who answered the questioremiae
from various socialemographidackgroundslive in different environmeist
andthese influences their lives and dm@mogeneus in natureYouths have
primary and secondary education; therefore they (1$6.5% & OOSY -
74.2%) could read, write and understand information on HIV/AIDS

prevention.

1 Sources of information Youth from both groupgISY- 43.6% & OOSY¥
30.9%)indicated that they hadeceived information on HIV/AIDS prevention
from mass media campaignsgularly throughthe radio, NBC television and
printed materialslt is shown in this results that mass media is the main source

of information for both youth groups

1 Knowledge on HIV/AIDS prevention Data revealsthat in actual facboth
youth groupshave adequate kwledge on HIV/AIDS prevention sindbey
confirmed three correct causes and thoeerect preventive measures for

HIV/AIDS. They have also dismissedyths as causes of HIV/AIDS.
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1 Youth sexuality- Data indicates thayoung people hadexual partnergsee
Figure 5.2) and are sexually active. Some had sex at the early age between 16

20 years and some also are dating at early age of 13 years.

1 Youth sef-efficacy on condom use Data explainsthat someyouth of both
groupshadused condomésee kgures 5.3 to 5.7) The usage aivhich they had
discussed and negotiatedth their sexual partnersvhereas otherdid not use
anything This is a risk factorThe study data indicadethat some youth of
both youthgroupshad adequate knowledge and understandingpled with
moderatéy high levels of seltefficacy on condom usgsee Bbles5.7 to 5.12),
because some youth could agoealisagreavith their sexubpartners either to
use condommor not.Based on thetudy datathoseyouthsfrom bothgroups
hadnegotiatecanddiscusseadtondoms use. As the results, they refuseubice

Sex

1 Y o u tvblsed@bility toHIV/AIDS - Dataindicatesthat youths are vulnerbb
and at risk of contractinddlV infection due tothe fact that some had
unprotected sex (seeidure 5.3). Some youth lack knowledge, understanding
and critica thinking, therefore, they hesitategither to refuse unprotected sex
nor to discuss/negotiateondom usén their sexual relationshigsee &ble 5.5

and 5.6).
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1 Youths perceptions towards HIV/AIDS and condom ud@ata indicats that
youth of both groups (IS¥74.5% & OOSY 1 66.7%) agreed that condom is
the best protective meass against HIV ifection (see @bles 5.7 to 5.10).
Again, someyouths refused to have sex without condoms. Theyreed to
negotiate and discuss condom use and tgmkt decisions, irrespective

whether they were males or females (sabl& 5.9 and 5.10).

1 However dta also revealsthat some male/ouths slightly dominated their
female partners when making decisions on condomEsen thoughyouths
alsoindicatel that they hadh general high levels of sedffficacy on attitudinal
beliefs and problem solving approachesvards condom usas shown in

Tables5.11 t0 5.13.

1 The study data also indicat¢hat there were media campaigrnganisations
available in Oshanadgjion, disseminating HIV/AIDS prevention information

during tre surveyed period (ISY79.6% & OOSY- 70.7%).

1 Language use in mass media campaigri3ata shows that Englistas an
official languagein Namibia(ISY - 59.1% and OOSY¥ 49.4%)was usedto
disseminate informatioto the Namibian population in Oshanaegon. The
results further indicate th&cal larguagesvere only used by fewnass media
campaignsorganisations. Théocal languageqISY-31.36 and OOSY 47%)

were used by few respondents.
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1 Youths6 e x p @dosmags enedia campaigns and messa@egta indicate that
youth of both groups (seealble 5.15were exposed to massedia messages,
regularly. The data shows that responderdgseivedinformation daily and

weeklythrough radioNBC television and printed materials

1 Perceived impact of masmedia messages on the youtbData indicats that
someyouth of both sexes and ages have adequate knowledgd\WAIBS
preventive measure, hddgh levelsof seltefficacy beliefs on condoms use,
and understand issues affecting their lives. Therefore, some youths could
Adef i ni te (digagreed)te fhadsumrotected s e x and Adefinit

(agreed) to discusdgand negotiatgcondom use in their sexual relationships.

1 The study dataevealsthat youthhavereceived information from mass media
campaignsprovided by media campaignersvho are experts and youths
reeivedinformation aspassive listenerthrough norinteractive conventional

health communicatioreflucationglapproach

The next chapter deals with the interpretation and discussion of the data that has been

presented in this chapter.

203



CHAPTER 6

DISCUSSION AND IMPLICATIONS OF THE STUDY RESULTS

6.1 Introduction

This chapter discusses and interprets the study findings in relations to HIV/AIDS
prevention, exposure to mass media messages and its perceived impact ed youth

sexual behaviours. The discumsicoverst he r espondensowscésoprofil e
information, sexuality anduinerability to HIV/AIDS and their perceptisfviews on

condom us and mass media campaigns and its eff@tts.discussion in this chapter

is based on the presentation of tlesults of the quantitative analysis of the survey

and content analysis of the opended questions. The interpretation of the data is

presented according to the overall objectives of the study.

Namibia is one of the most affected countries in S8AHIV/AIDS epidemic
(UNAIDS, 2008). In response to this epidemic, many media campaign sagjans,
private and public, in the country foce® HIV/AIDS awareness, rpvention and
behaviour modification (LeBeau, 2004). The purpose of this study was to egtpdore
perceived impact of mass media campaigns in communicating information on

HIV/AID S preventon among the youth in Oshanagton
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The study alscconducted a survey to explore yosttknowledge opinionsand views
about the effects of mass dia campayns and whether their exposure to information
was translated into increased knowledge, awarer@sd understanding abotite
prevention of HIV/AIDS (Case, 2002; Gravet al., 2004)Based on its findings, the
study proposethe implementation of théialogical health commuication modekhat

could facilitate behaour change among the youth@shana Rgion.

6.2 Discussion of the study results

6.221 Respondentsodo profile

A survey was conducted among the ISY and OOSY. A total ofI820(825) and
OO0SY (95) from schols and youth orgaragions in Oshana éion participated in
this study. From the study findings, yositlllemographic characterissicknowledge,
perceptionsviews and behaviours were related to previous social science dtothes

in SSA and Namibia oHIV/AIDS prevention and behaviour modifications.

Namibia has a large youth population as indicated in its 2001 Population and Housing
Census (NPC, 2003); close to 40% of the population are young people under the age
of 15 years. This is in accordance withe study results that the roajy of the
respondents were the age group 121 years. In general, young people can easily be
temptedand convinced to have sexual relations, especially when they have older

sexual partnersr live in state of poverty
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Otaala (2000a) claims that young people in Namibia are engaging in risky sex
behaviours at an early age and special efforts are needed to rescue them from the
HIV/AIDS pandemic.More than a halbf the respondentsere females (53.1%) and

lived (71.899 in rural areas

The 2001 Namibia Population and Housing Census (NPC, 2003} ogodirmed the
findings of this studythat Namibian youth livemore in rural than urban areas.
Therefore, thestudy was conducted in Oshanadin, with its rural and urban
characteristicsSomelSY were living in boarding schoolawayfrom their fanilies
and support systems whidausefragmentation in social networks and put youth at

higher risk of HIV infection (Hedgepeth & Helmich, 1996).

LeBeau (2004, p.7) claims that general, youthwho live in rural areas are more
disadvantaged because they have limited resosues as no electricity, wallong
distancs to nearby schools; some do not have radiad television, because they live
in poverty with their grandparentvho are pensioners oanents without anincome.

In some situations, youthave no money to buy batteries for radiegen when they
have them) obuy newspaperOwing to poverty and other social structures (these
social situations were not identifiéa this study, buaire general situations applicable
to most rural areag)shanaRegion included). In generakwspapers are either scarce
or notavailable in rural areas fanany reasons; maybe therefore ysutbuld only
read newspapers once a week amthly. However, data from previous research in
Namibia has also implicated poverty as a contributing factor to HIV risk taking

behavioursl{pinge € al., 2004; Brown, et al., 20D5
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In contrastresultsof this studyrevealed that 45.3% of the OOSYddin towns away
from their parentsPisani (2003, p.10) arguiat i | i fusbaniamahas various

soci al and cul tur al i nfluenceso.

Mufune (2003) argue¢hat weakening of the link between community morals and
sexual behavioursesultsin more liberal exual attitudes.All these situations could
be contributing or leading factors that influence ysutb have early sexual
relationships that could make them prone to infectiotoocontractHIV/AIDS at
younger agelt is interesting also to note thalmostall respondentfiSY- 97.2% and
OOSY- 82.1%) in ths study spokeone vernaculaldcal language(Oshinambg,
although Namibia has a multhnicsociety with diverse cultures and languages. This
is becaus the study was conducted in ogeographical reign with mainly one

homogenous ethnic group whishe& one vernacular language (Oshiwbo).

The study results indicatbat allyouth groupsmales and femalg86.5% vs 74.2%)
could easily read and understand information related to HIV/AIDS pteve
because the majority hddsiceducationhavecompleted either Grade Nine or Ten or
Eleven. It is perceived that rabyoutts are literate (abléo read and write). Only a
small number (4.2%) of the OOSY was illiterate (difficulties in reading and writing)
with no grade indicated and could mead and understand disseminated information
in the newspapers or printed materials. However, some youtte exposed to audio
radio messages. Very few yogtwho wee illiterate (4.2%)are implicated that they
could not read tk instructions on condoms anderstand theeed tousecondoms

consistentlyOtaala 2000a).
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6.2.2 Sources of information

The study explored and identified the main source of information for the youth. The
study results revealed that botbuth goups (IS¥ 98.2% and OOSY 88.4%) have
heard about HIV/AIDS from mass media communication sources. Thigraoéthat
mass media campaigns are disseminating infoomab the public, including young
peoplein Oshana Bgion (Chanda et al., 2008)he sudy results ado indicatethat
mass media werddenified as the most common soura# information about
HIV/AIDS prevention and awareness campaignsng all youtkin Oshana Bgion

(ISY- 43.6% and OOSY30.9%).

Although youtls were exposed to variousterpesonal and mass media messages in
different settings, NBC radio, NBC television and newspapers were listed agin
source of information. In additionsome young peoplstated that they got their
information from multiple sources including homeachools, churches, youth
organisations and health facilitickhese data arsupported by recent research on the
relationship between gender roles and Hti¥éction in Namibig(lipinge et al., 2004)

that found thattommunity membericluding youthsdo have basic knowledgef
HIV/AIDS which comes from mass media health information campaigns. Thig stu
results reveathat youth of both sexes have adequate knowledge and information from

massmedia campaigns.
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Other source®f information identified in his study wee parents, teachers, youth
organisers, peers, health workers and religious leaders. In supporting the study results,
from the Namibian perspective, parentge #ine primary agents of sociatsn for
youthsin learning norms, values and culilipractices (UNFPA, 2004). In contrast,
many parents are still not comfortable discussing sexual issues with thenewhild
because sex is a taboo subjectmany African culturefMufune, 2003) Mufune
arguesthat any communication between adults andtlyamn sexual matters such as

STls and HIV/ AI DS i s restricted and invariab

The conventionalapproach recognises parents as experts and sy@uéeh taught
without discussionCherie, Mitkie, Ismail & Berhane, 2005). However, in thiady
parentsserveas a majorsource of information for 47.6% (ISY) and 38% (OOSY)
(Freire, 1985).In contrast parents are being guided by their cultural norms and

traditional values when they are grooming youths towards adulthood (LeBeau, 2004).

The stdy results also listed teachers as a seécource of information (IS21.4%

and O0SY¥14.1%) and agent of socialisation, who are responsible for the education
of young people, including disseminating information on HIV/AIDBhe study
results also reveathat health priessionals (ISY 13% and OOSY 9.7%) and
religious leaders (ISY1.6% and OOSYL.1% played a less significant role in
disseminating information to the youth. For those ysutho ae sexually active, it is
difficult for them to go to religias leaders becaugeutls are reluctant to discuss sex

issues with them

209



However,peers (ISY 9% and OOSY2.2%) were also identified as influential source
of information. Young Namibians meet warious settings andan influena each
other positively &dviceand discussing facts of liich as condom use) wegatively
(peer pressure from male partners to have sex without condoms). Pdarsvamneas
a common source gfressurdo indulge insexuality andn alcohol abuse, and at the
sametime some youg peopldack the skills to overcome such press@dgha & Van

Rossem, 2002).

The study results did not mentioned any political leadergaatitional leaders or
regional structures such dabe Oshana Regional AIDS Coordinating Committee
(RACOC), Constiency AIDS Coordingng Committee (CACOC)and any line
Ministry as sources of information for youtls. In contrast these committee
coordinating bodies representing and coordinating the executighedflamibian
Governmentpolicies, strategies and guidel;hatregional and constiency or local
levels. These committees arsponsible for coordinating and supervishiy/AIDS
activities at various levels in the regi08RN, 2004; NPC, 2008)This indicatesa
lack of coordination and networking of HIV/AID&ctivities in the regioras well as

lack of knowledge othese committees presence in Oshaegiéth (appendix 7)

On the question about young pedyséevel of knowledge on HIV/AIDS, respondents

from both groupsindicatedknowledge ofat least three coect modes of transmission

and three correct preventive measuagainst the disease.
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Youths also dismissed myths and misconceptions on HIV/AIDS transmissios
knew that kissingloes not cause HIV/AIDS. Thetudy findings validatethe MoOHSS
(1994) eport which found out that yowugthave abasic knowledge of HIV/AIDS.
lipinge & al. (2004, p. 217argue that Namibian yowuhavea good knowledge of
HIV/AIDS prevention fromthe mass media campaigridowever, what is missing

the translation of knowtige into practice increased knowledge, awareness and
prevention of HIV/AIDS that could facilitate behaviour change (Keating, Meekers &

Adewuyi, 2006).

However,other social science research in Namilhiasalso revealed that the basic
HIV/AIDS knowledge that the Namibian youghhaveis not being transformed into
practice for example usingffective HIV/AIDS preventiorstrategies Brown et al.,

2005.

Banduma (1977) argue#n his socialcognitive learningtheay that knowledge and
behaviour change are ighly interactive and ierdependent. The theory also
recognises that knowledge is power; therefore youthed to be equipped with
necessary pivotal information to alter risky behaviours;negotiation and
communication skills and seléfficacy are needed@s guiding principlego use these

skills corsistently and correctly (KellyParker & Lewis2001).

Based on these findingd is clearthat youtls are getting initial informatioron
HIV/AIDS from NBC radio, television and newspapers supplemented by dagon

information from parents, teachers, peers, health professionals and religious leaders.
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What isstill needed however ighe transformation of knowledge into awagea and
practice. From these findings, it can be concluded thatithsd knowledge, self
efficacy and belief need to b&engthened as echoed by Fraimenis empowerment

theory (Freire, 1985

6.2.3 Youthsdsexuality

The study results revealed tlmater two thirdg71.6%)of OOSY andabout aguarter
(26.1%) of ISY claim to have sexual pamsieThe UNDP Human Development
Report (200 (cited in LeBeau, 2004, p.7pocurred with the study findintpat most
youths are sexually activéChanda et al., 2008However, the studglso found that
more than two thirds of the respondents who had sexuaeparduring the surveyed
period had penetrative sex (IS¥7.4% and OOSY 79.4% with their regular

partners.

Based on thesstudy resultsit is confirmed that OOSY (71.6%) had sexual partners
and wee more sexually active (58.1%) than ISY (17.8%). @QSed outside the
influential canfines of parents, whereas ISY mestill under the guardian of their
parents. The above study resuthowthe impact of parenting roles. On the other
hand, respondents who had sakencounterhad it with their regulapartners and

very few had sex witlbthers (nultiple sex partners).
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The studyfindings indicatethat both youth groups had fewultiple sexual partners
Therefore, itis assimed that youthsra not at highrisk of contracting infections from
multiple rehtionships. According tdhe NDHS report for 20067, multiple and
concurrent partnerships contribute to

Namibia (MoHSS, 2007a1M0HSS & Maco, 200§.

This resultalso reflecta n i n d iahility toumakie qualit decisions. Wan living
with parents, in Oshiambo culture, parents make decisions on behalf of their
children. Perhaps parents need guidance on how to empower their childnakeo

their own decisionprepare them for adult life.

This study results ab reveakthatthe vast majority ojyoung people are dating ah
earlyage, as from 13 yes, (ISY- 73.3%compared t@OSY - 71.6%) and had their

first sex when they were between-180 years. This is an indication that yosiiere
becoming sexually aiete at an early age ofheir lives and became victims to
emotional and social problems such as §Tdnd HIV/AIDS, if they fail to use
protective measures or negotiate safe sex with their partners or adhere to cultural
normsand values (Byrnes, 2001). Thessultsare similar toother Namibian studies
(lipinge et al., 2004yvhich foundthat youth are becoming sexuatigtiveat an early

age of between 187 yearsfor both males and females.
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What is encouragmin the study findings is thatf the youth, who had penetrative
sex, fifty six of the OOSY and 22% of the ISY had used condoms (the protective
measure against infection) and very few (3%Y and 17%- OOSY) did not use

condoms.

Youthswho used condoms during their last saixencounterhadan understanding to
use HIV/AIDS preventive measures to protect thelvesagainst infectious diseases.
This understading is advocated by Bandura (Cognitive Social Learnamg)Freire
(Empowerment) theories an important aspect of Hewever, youts who did not
use any protection during their last sakencountex wae at risk of contracting S$1
and HIV infection Although onlya small fraction of theseespondents did not use
any protection, such yowlshould not be ignored becausgh HIV infection one
individual could ruin the community with his/her risky behaviour. Therefore,
strategies must be explored to win them over to healthier sexual beha\Bouas ¢,

2009;Hutchinson et al., 2007).

Based on the study results yosi{bf both sexes) who esl condoms during their last
sexual encountey had successfully negotiatetthe useof condomswith their sexual
partners ad took decisions jointly (IS¥ 11.8% vs OOSY¥ 28.7%).If youths hadhe
negotiation skills, they wouldpractise dialogue in their exual relationship as

promotedby Freire in his Empowerment Theory.
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However, data alspevealsthat male youthin both groups (ISY and OOSY) slightly
dominded female partners in decisiomaking on condom use. One can argue that
female youtk were eiher hesitating or dominated by their male counterparts in their
sexual relationshipsregarding condom useThis is a sign of the stng African
cultures in whichyouths believe. However, culturanfluencesthe life of the people
Even though, data indida that youth of both sexes hadlequate knowledge on

HIV/AIDS preventive measures.

The study datandicatethat some youthhad an understanding and knowledge on
communication ad negotiations skillglife skills) for safesex. If youths hadthese
skills, it means thewre seldirected beings who are able to think critigall he latter

is advocated by thBiffusion of Innovatiors and HBM(see Qapter J.

The study alsaevealedthat youth of both sexes in bothyouth goups had self
efficacy beliefs towrds condom use. This means ttie messages yousireceived
from mass media and other sources hiafiuenced them. However, Paulo Freire
(1985) argue in his Bpowermentarticipation heory that the area of essential skills
among the youth needs te btengthened to empower young peopléh knowledge,
information and power for them assess their own situations, identify their problems
and have control over their lives and ka constructive decisions (seegbre 5.3)

Roges (1995)

215



The respondentsn both groupswho had penetrative sex and didtngse any
protective measureduring their last sexual encourdgiavereasonsvhy they did not
use condomsThe easonsstatedwerethe unavailability of condoms andifficulties

to negotiate condom aorno agreemerteingreached on condom use.

The study finding indicates that some males (ISY0.8% and OOSY 30.5%)
dominaed their female partners (IS¥6.2%and OOSY¥16.6%) on decisiomaking
about condom s In Oshivambo culture, females are groomedbt obedient and

notto argue with men or questidimem on issues under discussion.

This result reflects the simecultural effects of the Oshambo cuiure whichcould

impact women in decisienmaking. Femaleyouths generally failed to negotiate

condom use because the were in majorityand historically perceivedas being

obedient and powerless tesist sexual advancesspecially fron older men.lipinge

et al. (2004 supportthis argumentandthe finding.lipinge et al. (2004, p. 229) also

c |l ai mwambnaare pdwerless and do not have abilities to enforce protective
measures that could save t heCognitivéSociaé s 0 . But
Learning Theory, youtlk need to be assertive and sgilfected to reaffirm that if they

saynotosextny really mean Anoo and not somethin

Roges (1995) and Freire (1985) share the same sentiment with the study finding that

youths, especially girlsare eiher powerless to negotiate safex with their sexual

partners or lack negatiion and communication skills in their sexual relationships.
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Therefore, Freire (1985) emphassstéhe importance ofempoweringyouths through
awareness, dialogue and conscientization as methods to facilitate changjéand

youthsto gain or strengthersaertiveness abilities.

On the issue of youthlacking negotiation and communication skills, according to
Rogebs Diffusionhedr yl nhnlovXx% Jl98%) fenipowerment r e 0
Model, youtls need to be assertive and innovative to make informedsidasi and

have control over their own lives. This characteristic is needed among psutated

in the HBM (Thomas, 2001) that youstimeed tohave knowledge to be able to
perceivetheir vulnerdility and susceptibilitto HIV/AIDS and tobe able to beome

agents of change, even during the HIV/AIDS awareness campaigns.

The study findings also listed unavailability of condoms as the second reason for
someyouths0 failure to use ondoms during their last sexual encougteithough
almost all youthn bothgroups (IS¥ 82% andOOSY - 86.7%) knew where condoms
could be collected free of charge or bouttemin their areasBoth youh groups

(ISY - 68% and OOSY 75.5%)reveal in the studythat it is easy to get condoms in
their areas at different places suaé clinics, public rest rooms, cuca shops, bars,
offices and work places. This is contradiction with the statement tltalhdoms were

not avaibble in their areas, mhg youtls meancondomswere not availablewhen

needed. Youthneed to prepare themsess/to be proactivi their behavious.
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In this studythe knowledgeof those respondents imoth youth groups who knew
where to obtain condonfsom ther area waspositively associated with increased
HIV/AIDS awareness, perceptions and use of conddomdy 17.4% (OOSY) and
4.5% (SY) respectively, said that it walifficult to get cadoms in their areas. The
respondents whexperienced difficulty in accessing condoewmuld be thosevho
could neither useor access condoms for safe sen if condoms we available in

their areas.

The unavailability of condoms in the area couldaldgarrier that needs to bemoved

to ensuresocial change. The studyesults confirmed that condoms menot
accessible to all yousteven if they were available @shana Rgion.This means that
youths need to overcome barriers to be able to negotiate safer sex according to

Bandurad Theory.

The study results also reve#iat youtls éexuality is associated with the initiation of
sex (having sexual intercourse for the fiiste), reported engagement in sex, reported
number of sexual partners and the use of condoms @%8% and O0SY55.4%)

as a protective strategy. Therefore, the study concludes thidgisawe sexually active

at an early age and have sex wigigularsexual partnersrhis is a risk factowhich

they need to perceive to be able to be.safe
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6.2.4 Youths @ulnerability to HIV/AIDS

Having confirmed that youtls have sexual partners, had penetrative sex (sexually
active) andthat some youtk did not use any ptective measure (condoms) (ISY
3.2% and OOSY16.3%) while others did useondoms (IS¥21.3% and OOSY
55.4%) during their last se’l encountey it is important to assess yostld
vulnerability to HV infection. The study confirmed that those young peopl®
were sexually active, had sex and did not use condoms during their lasi sex
encountes were vuherable to ST and HIV infections because of their intimate

sexual relationships without any protection.

The study resultgoncured with other socialsciences research studies in Namibia
(Shapumba et al., 2004) that yositire vulnerable to HIV infection because of their
involvement in intimate sexual relationshijpghout protection Therefore, they need

to be aware of the risk involved so that theil e able to perceive their susceptibly

to HIV infection(Thomas, 2001)

According to the study results, yosthad adequate basic knowledge on causes,
spread and preventive measures (9Y.4% and OOS¥/7.1% against HIV/AIDS
as well as the myths anohisconceptions 8Y-73.8% and O0S¥6.2%) of the
disease. Theesults also revealed that youth of both sdvamoderate levalof sel-

efficacy beliefs on condom use towards HIV/AIDS metion.
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Therefore, it isargued that youthas individuals neetb perceive themselves as being
vulnerable or susceptible to HIV infection, perceived the consequences of infection
(contracting HIV/AIDS and death), perceivetthe serioisness of the disease
(HIV/AIDS as a real killer dise@among the youth) and percep®tective actions

as onsistent and correctseof condoms every time thdyave sexFreimuth (1995)
arguethat youtls should perceive themselves as vulnerab HIV/AIDS andneed to

act as selflirected individuals empowered with knowledge and undeisigrfrom
interpersonal and mass communication to be able toateefriom HIV infections.
Youths need to practise abstinence as a traditional and religious norm, value and

practice to reduce their vulnerability to infection (Bouare, 2009; Kelly et al1)200

Youths @ulnerability to infection could bexacerbated by various factom their
complex environmentYoung peoplehave different needs; some are poor, almost

illit erate and homeless, whereas otligesin violent and dangerous conditions where
they are struggling to surviveévesque, 2002). Stein (2001) echdgesqué s Vv i e w
that sexial intimacymight bring young peoplenoney, affection, sexual comfort,

shelter or protection, despite the risks involved.

Freire (B85) also elaborated that if yits are vulnerable to infection, theyeed to
be empowered with relevant knowledge and skills to become critical thinkers and
responsible decisiemakers to be able to prevent HIV infectidmerefore this study
suggest that youtls need to be seffireded, be critical thinkers, be assertive
empowered wh knowledge and understanding and has@mmunication and

negotiation skills and good interpersonal relatitmbe able to act responsibly

220



Theorists and educational scholars such as Albert BanduesgtERogers and Paulo
Freire stressd these qualities in their theoretical perspectiv&aich qualities are
crucial to mould youtls to become facilitators of changadirole modelsn their

respective communitiepractising collective action®dams & Berzonsky, 2006).

6.2.5 Youths perceptionstiews on condom us

In this study youtewere given a sers of statements on condonmeusnd were asked
to state whether they agrker disagred or had opiniorns regarding condom usages
Both youth groupsstated their \ewshbeliefs and perceptions on condom usere
than a half of(ISY - 74.9% and OOSY 66.7%) both youth groups agreed that
condoms wee the best protective measure against HIV/AIBSain, both youth
groups (ISY and OSY) also agreed that women h#ue rght to initiate the
discussions on condom use and everybody in the sattoredhips including women
had the right to aska partner to useondoms (IS¥77.7% and OOSY-73.7%),
whether a partner is a fiancées or sex worker or a friend. Respondents aillsonebnf

that condoms should be used as a protectiveuneagainst infectian

The results indicatthat youtls have basic knowledge of condom usdawho, how

and when to use it. duth of both sexebavea basic knowledge and understanding of
HIV infection, beliefs and perceptions on condom use (Bgbles 5.7 and 5.8in
chapter $ What is missing here is that this knowledge needs to be strengthened or

transformed int@ositive behaviour among all yowsth
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Therefore, Cherie et al. (2005) emphasised thdbrination; education and
communication on HIV/ADS need to be sufficierb increase youth &nowledge,

influence their attitudes and praetscandalso addrestheir needs and expectations.

In this study youth were given attitudinal statements to asbess selfefficacy or

self-directed characteristics.

Theresults reveathat youtls (ISY- 48.9% compared to OOSY3.8%) could refuse

to have sex without condws which is aisky behaviour, coulchegotiate sex (IS¥
42.2% compares to O0OSY43%) withtheir sexual partners (negotiation skills) and
could discuss (IS¥ 44.1% compares to OOSY37.2%) with their sexual partners as
to when to have sexand could use condoms correctly and consistently
(communication skills).However, somefemales were ovemaled by their male
partners orthe issue otondom use (able5.10 and 5.1 This findingdemonstrates
thatthe youthof both groupshave moderatg high level of seHlefficacy beliefs on
condom use. You#urlso have negotiation and communiica skills which need to be
strengtheng and transformed into practicehis means that youths have an awareness
and knowledge that need to be internalised as advocated by Freire in his

Empowerment Theory.

The study resultsonfirmedthe number (percentage) of yositvho used condoms

(ISY - 21.3% compares to O0SY55.4%) during their sexual encounters.
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Therefore Everett Rogers (1995) in his Communication of Innovation Theory argues
that youtls should act as innovators and facilitators sharing information wittr®tis
peer educators (modelling) and agents of change. In this studysywhth are

innovators ardéew in numbei(3%).

The study result reveakhat over one third of young peopleok a joint deision
(ISY-41.9% and OOSY 34.6%) on cadom use. Everhbugh,females wereslightly
dominated by male partndrsthis decisionPaulo Freire (1985) assetteateducation
and training in the communication process need to be leeeméred and not tep
downandcorventional in nature. He alsrgueshat provders of information should
be facilitators of dialogue argfomoters of critical thinkingn this way,youths could
learn from experience and became facilitatafs change in decisiemaking
processes. Parents in familigisould alsanteractionsand mould youtts to createa
platform for sharing information an@pportunities and not dominatkeir children.

Thesearecultural issues which cannot overcome within a short time.

Respondents were alsavgn statements asking how thegrceivel whether they

coud solve daily problems and unexpected situations in life including lodsf

resolutions
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Over two thirdgISY - 76.4% and OOSY 73.3%)of youthsindicated that they could
solve problems on their own and the majoofythe ISY (87.9%) and70.4% & the
OOSY believal they could discuss and understand issues related to sex and condom
use with their sexual partners and coufohd solutions to problemshexpected
situdions through negotiations (1ISB0% and OOSY¥ 74.7%). This is an indication

that same ISY and OOSYof both sexs lacksome seldirected characteristicas
advocated by CommunicatiofRogers) andCognitive Social Learning (Bandura)
Theories. Theefore, the translation of youshknowledgeinto practice in real life
situatiors is neededd empower themin contrast, the study revedlsat dout a third

of both youthgroups (ISY- 28.5% and OOSY 39%) did not have the required

characteristics such as negotiation anchmunication skills

However, some youth need to be empowered with knadbe and skills
(communication and negotiation skills) to understand their active involvement and
participation in decisioimaking issues pertaining to their lives as advocated by adul
educator Paulo Freire in his Empowermertiedry (Freire, 1985). De Mim,
Seidhein, Deen, Pinder, Walraven and Greenwood (2001) also streasibhtlevel

of participation by individuals in decisionmaking processes is important for the
success in behaviour modification rather than ysb#ing informed and persuaded

by others to implement change. Therefore, the active involvement and participation of
political leaders and policy makems the health education campaignis vital to

reinforcechange as they serve as influential (opinion) leaders in their communities
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The current situation inOshana Rgion where there i@ fragmentationin the
execution of HIV/AIDS prevention activities need to be correctedaanadtegrated

dialogicalapproacltshould be implemented to rectify the situation.

6.2.6 Mass media campaigns and theffects of media messages

6.2.6.1HIV prevention communication

Respondentsvere asked whethaéhere were mass media campa@ganisations in

Oshana Rgion.

The study results confirmed that there werevariety of mass media campaign
organisationsin Oshana Rgon which disseminatednformation on HIV/AIDS

prevention during the surveyed period.

Some mass media campaign organisatiativeain Oshana Rgion during the study

period weregiven as follows:Catholic AIDS Action through its various New Start
Centres Total Control pidemics, MFMC TKMOAMS with the Englishtranslation

of i Our Mi ghty Fat heromRhe®tadly Disea@alDSo Nat i on
Namibian Youth Bper- Open talk insert and the Namibi&noadcasting Corporation

(NBC) for radio and televisn. The question is whether these organisations and
programmes are sustainable in the region to maintain the education and training of the

people including youtls.
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The study results revetiiat youth were aware of the various mass media campaigns
organsationswhich are implementers of HIV/AIDS prevention activitegailable in

the region These organisations were disseminating health information to the ,public
using mass media and interpersonal communications. This means that mass media
campaigns use uttiple channels © communications such as radiotelevision,

printed materials and fade-face individual talk or group discussions to disseminate

information on HIV/AIDS prevention.

This study results confirnthat young peoplevere exposed to integgsonal and mass
media messages thifferent settings. In support of this finding, Cherie et al., (2005,
p.75) argue that mass communication couldate good awareness Bl V/AIDS
issueswhile interpersonal communication ddwstrengthen individugbercepion and

action

The study results also reve#that youtls indicated that these communication
campaigns used slogans and themes sudfiBasyour own hereTa ke contr ol 0; i
you know your statuso; NnGet teste@adand kno:
HI V/ Al DS0 ®MY&utAh DBEBd you-rusewrc ome@roons 06 and
more to disseminate hkh information (see chapter fiveThese slogans and themes

were communicated mainly in English to the public.
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Slogans and themes were articulated istibthemes such as$iving with HIV
positively, abstinence, faithfulness, HIV testing, the danger of alcohol and drug abuse
and the risk of HIV infection, condom use, the @B1IV/AIDS prevention strategy

and its importance, HIV/AIDS prevalence in NamibibllV/AIDS mode of
transmission angreventive measures, yostand HIV/AIDS, how o live positively

with HIV/AIDS and many more (see table 5.23 in chapjer 5

Theinformationwhich youths received from mass media campaigns covered essential
information \tal to ensurea basic level of knowledge and understang of HIV
infection The study result reved#at the information youthreceived through mass
media campaigns has little influence on thémcause youths are not involved in the
planning and impleentation of media messagdde information has increased their
awareness on HIV/AIDS issuésit did not mould them to think critical and reflect on
their situationsFor exampleyouths who know their HIV statusave information on
how to protect themselseand those who are HIV positive will know how to live
positively with the diseasebut the interpretation and transformation of the
information is missing. This is what Freire called active participat@sgertiveness

and critical thinking that youths ad to beable to dialogue and facilitatdhange.

Youths were given informatiom English; alanguagewhich not all receivers could
understand clearly ansb this could impings the understanding of the information
from the media campaigns. Therefore stkinowledgeand information youthhave

need to be transforrad into practice, through dialogue and facilitet as argued by

Freire in his Empowerment ddlel Freire,1985).
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The information which was given to publion HIV/AIDS wascommunicated and
promoed nationally through national radiotelevisionand print media materials
focussing on targeted audies@ich as truck drivers, yourggopleand other high

risk individuals The information is being given to individuals acmmmunities using

a topdown approach through persuasive messages (Freire, 1985; Rogers, 1995;

Schunk 200Q Parker et al., 2007)

The studyresuls suggestthe implementation ofthe proposed tmancentred
Dialogical Health Communication Mdel as advocated by Paulo Freir&@he
integated approach will facilitate individual and collective community actions which

aimed tohave an informegubilic.

6.2.6.2 Mass media messagegsots and its effects on youth

The findings revealthat almost all youth (ISY - 95.6% ad OOSY - 83.7%)
confirmed thatthey had heard about a person winad died of HIV/AIDS. Youtts
also confirmed that HIV/AIDS wsaa serious health problem amoiing Namibian
population including youths in Oshana Region. The study results concur with the
report by MoHSS and USAID (2007, yai) that HIV infectionwas spreathg through
Namibia and increasing among various age groapsl people we dying from

HIV/AIDS.
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The studyfindings indicatethat according to aboubalf of the respondents revedl
thatmassmediacampaigns (IS¥ 59.1% and OOSY- 49.4%) used mainly English as

the communication language when disseminating health information to the public,
especially through NBC television. Only 31.39%Yl) and 47% (OOSY) respectively
stated that media campaigns used local languages dikgeminating information.

The useof English as a official languagewhich is not familiar to many Namibians

to dissemmate information may cause communicatioproblems (Agha & Van

Rossem, 2002).

However, local languages are only used by a @#whe mass media ampaign
organisations. The use of local languages (K531.3% and OOSY- 47%) to
disseminate informatioms appropriate to ensure that therrect message is given,
received, interpreted correctly, understood and implemented to enhanuoge cha
among people (Allegrante & &bt, 2004). Barker (2004) argudsat the language

used to give information to the people should be the local language to ensure that the

message is correctly understootterpretecand internalised.

It is interesting tanote that both youth gups (ISY and OOSY) reve#iat they have
received HIV/AIDS prevention information through ragland television everyday or
weekly for an hour or more for theagt three months (seafile 5.14. Both youth
groups confirmed that the listened to the public broadcaster (NBC) radio,
Oshiwambo service, and NBC televisithmat transmitted information to the general
Namibian populationThis is an opportunity for the people, because an infdrme

public couldhelp in stemming HIV prevalen¢€handa et al., 2008).
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The radio broadcast® local languages in various regions in Namj but NBC
televisionusesEnglish as a means of communicatiddn thesame note all youth
groupsrevealthatthey read newspapers (aather printed materialsnostly written

in English) weekly to get information on HIV/AIDS prevemt. The study results
indicatethatthe vast majority ofespondent$ISY - 92.9% and OOSY 80.7%) read

the fAThe Nami bi ams é&rotutandced@p®hepNamibiah I nsert
newspaper. These inserts fogueecifically on youtbwith the aim to educate them on

youth issues such as HIV/AIDS prevention (NPC, 2005).

The findings also revealthat the majority of the youth have access to information
from both mass media and interpenal communicatia This is indicative that a
variety of channels of communication (radio, television, printed materials;téace
face talk and group discsisns) weraused to give information i@shana Rgion, in
diverse settingsThis finding was alsechoed by Chanda et al. (2008) thatindepth
coverage of HIV/AIDS issues can have an impact on attitudes and behaMghrs.
and Flora (2000)agree with the study results that other supplementanedia
information providers i@ peer educators, voluets and community health educators
who are employed by media campaigns organisations to persuade syauth

communities to change their sexual behaviours and prevent HIV/AIDS.

In this study, respondents also revélat they have heard radio, watchecvedion

andread printed materials spats¢ssages with regards to HIV/AIDS preventio

the previoughree months.
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The respondents whoadreceived mass media messadpsl obtained thendaily on

radics, weekly on televi®n andfrom newspapetrsThis daa confirmsthat both youth
groups (ISY and OOSY) were exposed to mass media messages frequently. However,
youths who did not receive any mass media messages (OOSY +&did %, TV -

33.3% and printed materials19.3%) from any mass communication are mgs
essential information ooauses, spread and preventive measures of HIV/A$DGe

that mass media was identified as thest common source of information in the
region. Some youthdid not also respond to this question, which also indicttat

theydo not listen taadics or watch television aeadnewspapers (NPC. 2003).

This study did not examine in detail how messAgEsmation received by youth
groups through mass media communication were given and formulated. This is a
limitation in this sudy. HoweverMyhre and Flora (2000, p. 38)eaof theopinion

that mass media messages should ke simple form (providindactual information

on HIV transmission), coray preventive messages (describdmogv to avoid HY risk
behaviours) and aimed at flimencing individual behaviours and social norms.
Relevantliterature (Freire, 1985; Maibach & Parrot, 199&ssertghat mass media

can be criticised in general fpresenting contradicting and conflicting messages that

arouse sexual feelisghrough telgision films, advertisements and printed materials.

In general, mass media messages are being given to the public without reference to

ot her prevention alternatives, suareh as

devoid ofinstructionson use
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Thesetypes of media messages could be misintéegrer mislead youthand result
in faulty decisions (Cherie et aR005, p. 75)For examplea young persorould
practi® unprotected sex according to information from the saglidelevision which

wasnot dear to himiher.

Thomas (2001) also highlighthat mass media messages should help gotdh
perceive their susceptibility to infection and reduce risks by taking irdouat the
conflicting environment where youshlive with many challengesuch as pee
pressure. Therefore, what is missing is the active involvement ofs/muthessage
formulation or production coupled with practical information to enable wotdh

perceive and refleadnrealities in their real life situations.

The latter is missingecause the currently mass media campaigns are using the
conventional health education model that teachercentred or adult controlled
(Freire, 1972, 1985People in Oshana region are given information according to the

needs of the implementers and aipnating bodies.

Other research studies have maintairikdt people including youtls, are active
information seekers and perceptionais active and motivated proce8yines, 2001;
Case, 2002 Dominick, 1999;Figueroa et al., 2002; Hofstede, 2D0Thekefore,

y oung poersopal iedests, wants, concerns and expestagovern what they
perceive However, media messages should be of immediate, concrete and explicit
relevance to the audiendge order for it to be attended to internalis and effect

change (Myhre & Flora, 2000).
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In this study respondentsvealthat they received variety of informatiorfrom mass
mediacampaignghat hagncreasd their awareness on causes, spread and preventive
measures against HIV/AIDSTherefore, youth stated hat they react to this
informationas described in dble 5.22.The information youthreceived from mass
media messagkpots has raised awarenessn HIV/AIDS that has made thero
realise that HIV/AIDS is real and is a serious health problem in Namihexeiore,
some youth went for HIV test to know their HI\étatus because they woulé in a
better position to know how tprotect themselves or, if they wepositive,to know

how to live positively with the virus.

This is an attitudinal outcomef youh s 6 awar eness, knowl edge,
sharing of informatiorand the perception dheir susceptibility to HIV infection as

discussed in the theoretical framework for tlegidy This means thatmedia

campaigns messageseated good educational and feag opportunities among the

youththat need to be strengthened.

Study resuli indicate that some youths becauseof the informationthey obtained
realisedthat as partners in sexual relations they eddd discuss issues related to
their own lives and @t to force eeh other into sexual activitieghis means that
youths perceived HIN\as a riskfactor and their vulerability to the diseas& outh d
both sexesand groups (ISY & OOSY) revedhat ttey hadmoderate seléfficacy

beliefs towards HIV/AIDS mvention.
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Schooler et al. (1998) found that mass media messages infiuere® p deleadour
when communicated over a period of time throumhbltiple channels rather than
through asingle modality. Schder et al. (1998) further argubat mere exposarto
persuasive mass media messages during media igawpdid not guarantee
immediatebehaviour change among the target audience. This is the csitteation

with the existing conventional health education model.

Rogers (1995) in his @nmuntation of Innovation Theory supported the argument
that knowledge is power, therefore it is pivotal for yeuih have knowledge and

understanding before any informed decisiomrstaken.

Case (2002) also argudabkat successful media campaigessure that youtls
(receivers/ audience) should reflect the desirable behaviours coupled with perceived
norms, perceived se#ffficacy and empowerment, critical thinking and modelling to
beable to effect change. Thesultsfrom this study concur with Rogers and Casst

media messages need to be learcemtred to be able to be internalised by the
receivers with the aim to encouraggange. Youtbhas receivers should act as agents

of change and facilitators afialogueas advocated by Frei(&reire, 1985Agha &

Van Rossem2003).

It is interesting to report that yowglhave also stated that mediampaign messages

haveinfluenced a s@ll number of them (Seeables5.21 and 5.2Pand they dcided

to share information (communication skills) with others, espediadly peers.
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This means that mass media campaigimsed atincreased the likelibod that both

youth (ISY & OOSY) groupswould have adequate knowledge and understanding on
HIV/AIDS preventionand thisneed to be strengthened foroyths to be able to
discuss safsex relationships wittheir partners withoupressurisingeach otherThe

use of peers as educators during HIV/AIDS prevention campaigns is recommended to

effect change.

In turn, the understanding and dlission of safesex relationkips and HIV/AIDS
prevention measures with partners had influenced somis/@ntention to negotiate

safe sex relations, abstain from sex and use condoms consistently and correctly.
Therefore, if all youth groups were not equally influenced by media messhges,

the methd used to educatéhe public (existing conventional method) nedd
change Therefore, the studyroposegheimplementation of théntegratedDialogical

Health Communication Bdel (Schiavo, 2007).

6.2.6.3 Perceived impact of media messages on yosth

Y ouths, who were sexually active, had sex and used condoms were slightlgrioé¢d
to reflect on their liveand act as radio listeners, television watchersraaders of
printed materials. Youth foboth sexesand of various agesndicatael that they
perceived seiefficacy beliefs on condorase towards HIV/AIDS prevention, since

theresults reveathat someyoutrsc oul d @ d e f itonhave anprgtécted sext u s e

and Andefinitelyo discuss and negotiate con:
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Therefore, the studgoncludesthat some youth after receiving information had
reflected on their ligs, and indicated that they hbhdsic knowledge on negotiation
and communication skills. This knowledgeld by both youth groupseed to be

translated into practice and stgthened.

However, information dissemitian through media campaignsfluenced some
respondents to desire changetheir lifestyle and sexual behaviourget findings
show that some youshack the skills to make informed decisions. Heticere is

uncetainty whether such desires will implemented.

Some of thesewighs ar e t o fAdr op swatxtbea $exupl partterse r s n e
safesex relationkips, to abstain from sex till marriagey use condomsorrectly and
consistently at all timesard get tested and know their HB/t at us f oablesur eo (

5.22).

The study findings also revetilat some youthwho were not having sexual partners
and never had sex during the surveyed petiedithe desirei t poactis abstinence
and protect theselvesagairst the infection, including S§land HIV infectiod. The
increased knowledge and information the youth have after exptsunass media
messages haasfluencal some of thento understand and implement traditional and
religious norms, values amtactices. Yuths claim that mass media and intergmeral
communication messages hafluenced their cognitive, affective and psychomotor

domains.
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This was suggested by Bandarsocial Cognitive Learning Tieory (1977, Paulo
F r e i Paracipatory Mdel (1985 and Roge@Communication Innovation leory
(1995) It is assumed that the knowledge the youth received tt@mass media
campaigns has beerorsewhat translated into desirable actions, although these
findings need to bénvestigated furtherHowever, mass media efforts chgositive

effects on some young people

But there were some yowhwho did not benefit from mass media messages,
especially those who are illiterate, did not respond to sgumestions andhose who
stated that they did not hainformation on statements assessing their knowledge and

views on issues related to sex and condom use.

In conclusion, youtsb exposure to mass media messages has increased their
willingness and desire to discuss HIV/AIDS prevention issues with plaginers, as
well as increasetheir knowledgeabout the benefits of consistent and correct use of

condoms to reduce HIV/AIDS risks.

It is further asserted that information sharing Baabledsomeyouths to understand
and applythe modelling abilities suchs assertiveness, selfficacy,and motivation
to learn and understangssues affectingheir lives. But not all youtewere influenced
by media messagge hence the importance ftre implementation of théntegrated

Health Communication edel.
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6.3 Summary of the discussion

Namibian youthcomefrom diverse demographic backgrounds as indicated in their
profile. Some youth have difficulties in reading and understanding ingtans on
condoms. This has put Namibian yaitit risk of contractingHIV/AIDS since that

Namibia is one of the most affected countries in Africa.

Respondents also revealed that tiey an adequate basic knowledge causes,

spread and preventive measures of HIV/AlBEeived mainly frommassmedia

(radio, television and printed mait&s) communication

The regional HIV/AIDS committees such as RACOC a@ACOC were not

(@}

mentioned by anyouth. Despite theNa mi bi an  Gsopeligcal rwith eumdt
responses on ¢hissues of HIV/AIDS prevention, thiesult indicate fragmented

HIV/AIDS prevention activitiesn the region.

The studyrevealedhat some youthespecially OOSY were sexually active. This is a
serious concern becautiee y o u tséxdafity maks them prone and vulnerable to
HIV infection. Thereforeall youtrs need to be awarof their vulnerability to HIV
infections and how to prett themselvesThe studyresultsshow that some male
youths slightly dominatedheir counterparts when deciding on condom use, whereas

some female you#hhesitatedo discuss and k& decisions oroondom use.
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Theseactionsput somemale youtls at sexual riskdbecause of their refusal to use
condomswhile female youth were put at risk of HIV infection through the actions of

their partnersThis result also showsstrong cultural norm in Oshanagon.

On this note, youth of both groups ndéd skills (negdiation, listening, decision
making and communicatiorthat will empower them to think critidgd and make

constructive decisions on issues affecting their lives.

The study also revealsthat some youth were exposed to media messages received
from radics, televisions and printed materials. The study explored the effects of these
messages ohoth youth groupsTherefore, thestudy findings reveahat both youth
groupshavereceived mass medmessages that were communicated to them through
the conventional healtbtommunicatiorapproachThe latter approacdominates and

tells youths what to do and he to do it without dialogue cactive participation oits
audiencesThis result also have aritation that youth as individual may change but it

is against the African cultures that aim at collective actions of communities.
Therebre, both youth groups did not internationalise media mesHaggsvere given

and perceivédIV/AIDS as a general hedltproblemand not a community issue

Even though, rass nedia messages fromme conventional mdel influencedsome
youths to think criticaly (refused to have unprotected sex) and understand themselves
as individual beings able to solve their own probldroBstically through dialogue

(definitely agreed to discuss condom use with partners).
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But a community effort is vital to ensure collective change and the implementation of

the integratedlialogicalapproach is recommended.

The study conclues that som youth have high levels ddelf-efficacy towards
condom use; therefofeint decisions were taken ®pne youth of both groupsho
perceivel themselvego be vulnerable to HIV infectiorlSome youthn both groups
indicae their perceptionon mass media ogpaignswhilst othersillustrated their
uncertainty towards HIV/AIDS prevention strategies. These findings conclude that
youth of both groupsieed to be part of the media campa@ganisations when
information on HIV/AIDS preventioms planned anccommuncatedto the publicin

the region. A usefriendly approach is needed to remedy the situation.

This chapter discesdand interprezdthe study results. The next chapter proposes the
implementation of thdantegratedhumancentred dialogical health commuaation
modelas advocated by Paulo Fre{®©85)as an active learning approammdthe best

option for change
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CHAPTER 7

THE PROPOSED MODEL OF DIALOGICAL HEALTH COMMUNICATION
FOR SOCIAL BEHAVIOUR CHANGE THAT COULD BE APPLIED TO

HIV/AIDS PREVENTION IN NA MIBIA

7.1 Introduction

In the previais two chapterghe studyresultswerepresented andiscussed anid has

been showrthat there is a neet improve thecommunication éducationgl model

used duringHIV/AIDS preventioncampaigns More importantly, it hadveen shown

that an integratedlialogical approach in the communication of information during
HIV/AIDS prevention campaigns is the best approach to effective health education in
Namibiaand need to be implementeth integrateddialogicalhealth communicain

model during awareness campaigns is requifed social and behavioural change.
There are currently many mass needampaign organisations in Osharegienbut

they are operating in isolation using a conventionammunicationapproach.
Therefore, this chapter discusses the proposéategrated Dialogical Health

Communication Model, abe besbptionforward

From the results it is clear that youth of both groups received information on

HIV/AIDS prevertion from media campaigns whiclwas disseminatedhtough a

conventional communicaticspproach.
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This appoach is teachecentred and impedes receivers (youth) from internalising the
received information and changitigeir lifestyles and sexual behaviour$efefore,

the internalising aspects netedbe $rengthened.

On the question of what strategies can be used to facilitate behaviour change among
the youth, respondents indicated that a leaceetred approach and sharing of
informationneed tobe used to séngthen and ensure a more dsendly appoach.

Such an approach will help the communication of informabietwveen the sender and

the receiveto be assimilatethrough facilitation and dialogue.

The literaturereviewed reveals that in Namibia asin other African countries,

HIV/AIDS has becomehe leading causeof hospitalisationand death(UNAIDS,

2008) Media awarenessampaigns have been considerasl mears of national

development using mass communicasigradio, television andrpted materials) to

achieve thec o u n tcamyndngationand davelopmentgoals. The concern is that

mass media campaigns (in many countries worldwide in general and in iflamib

particular) operate on a d@ventional PersuasiveEducational Model, which is

Afaut horitarian, hi erarchi @&). Thalatér modein ki ng e

does not facilitate social behaviour change because of itteyactive approach.

The conventional wdel operates on tressumption that health educators and media

campaign officers are expsrtwho hold, know and reveal knowlezldo learners/

recipients who are passive receivers of information.
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It creates aicul t ure of silenced among recipient

(participants/target audiengeuth) of information are being told what to do and how

to do it withouttheir adive involvement

The sudy results revealed that the@entionalPersuasiveEducatioral Model used
to disseminte information to the public irOshana Rgion, whilst it has given
adequat&nowledge on HIV/AIDS preventioto theyouth it has hadittle impact on
changing theirlifestyle and sexual behaviourgSchiavo, 2007). Therefore, the
researcher proposéhe use of an IntegratédialogicalHealth CommunicatioiModel
thati s fAa two way babedan tb&gnposvermentfRartitipatory ddel

for change developed an adult edcator, Paulo Freir@-reire, 1985)

7.2The proposed integrateddialogical health communication nodel for social

behaviour change bhat could be applied to HIV/AIDS prevention in Namibia

7.2.1 Introduction

Thediscussion in leapter 6 has shown that there is adteeraise awareness about the
conventionalcommunication model as compared to theegrateddialogical health
communication radel The proposedintegrated dialogical odel in mass media
campaignsn Namibia will takein consideration the survey data as presented and

discussed in Bapter 5 and 6, and the findmof the literature review int@pter 2.
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Some of the concepts presented in the theories and models of social and behaviour
change will inform the design ohé model developed in this chapter. The Social
Cognitive Learning Theory (Bandyra977), Diffusion of Innovation Theory (Rogers

1995, HBM and Empowerment Theory (Freire085 will be critiqued in relation to

the proposed model for HIV/AIDS preventianNamibia.

This chapter will propose an IntegratBaalogical Health CommunicatiomModel for

mass media campaignsvhen communicating information during HIV/AIDS
prevention inOshana Rgion The model can be adapted to the HIV/AIDS prevention
campaigns wh similar conditionan Namibia The proposed model in mass media
campaigns is thintegrateialogical Health @mmunication Model as adocated by

Freire (1985) in his partigpatory/empowerment thearyrhe reason why this model

was selected is becausfits guiding philosophyndapplication as recommended by

the Brazilian adult educatoPaulo Freire (1972), in which communication is defined

as a ndynamiess,fdalggoel anddrdotmatimrhoacr i ngo ( Freir e,
17). It is also defined ag i mu |l t i f awag tiaogicalthuwnean development
centred appr 287 m7). ltgingedat ¢remtingcyltural identity, trust,

ownership, commitment and empowerment among pedple model is concered

with building ofits audience informatin base andp er son6s c estdem,dence,
sense bself-worth and selrespect. The integratedatlel builds on development
communication, developed by practitioners, communication actigistl scholars,

such as Everett Rogers, Albert Bandura, P&ukire and othersThe theories and

models of these scholardocus on communication as a dialogue and conflict
resolution activity (Rogers, 1995). Thissithe major shortcoming in the existing

conventional model.
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The ntegrateddialogical model recognisesommunication as dialogue, like Paulo

Freire who conceivedommunication as dialogue and participation.

The proposed model is understood as a process by which participants create and share
information between themselves in order reach mutual underst@ing through a
participatory process of social change (Waisbord, 208dl).participants in this
process as proposed by Paulo Freirare actively involved in their health
communication environmeiis active participan@nd &tive receivers of information

(1972, 1985).

In the dialogical settings, media technologies (radio and television) are supplementary
source of information pivotal for effective communication interventions dod
reinforcing learning. The relatiship among participants in the Health
Communication Mdel is horizontal and symmetrical in nature, ensuring social,

political, historical, religious and individual outcom@&shiavo, 2007)

According to Figueroa et al. (2002, p. 214) the proposed model has empowerment
(transference of knoledge, skills and resources whi@nable individuals to take
actions, be responsible and remove obstacles they had in the past) and development
(growth and advancement of both individuals and communities) as key requirements
for the dialogical educational pgranme It is not a hierarchical communication

relationshipbut horizontal in nature
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Accordingto Schiavo (2007, p. 12he integratedhealth communication adel has

the following characteristics to enable it to ensure maxn participation and
empowement of target audiences. The model is audieoertred, research based,
multidisciplinary, participatory, strategic, proces®ented, coseffective, and

creative in support of strategies, audience and media specific, relationship building

and aimed at dhavioural or social change. These characteristissnguish the

dialogical health@mmunicatioomodela s a Adynamic ongoing cycl
the conventional persuasivehealth education odel, widely used in Africafor

HIV/AIDS prevention. Therefoe, the proposedintegrated dialogical heath
communication radel should make use of communication strategies that are designed

to improve public health and promote behaviour change.

7.2.2 Aspects of an IntegratedDialogical Health Communication Programme

The poposed model describes various aspects mlss media campaignsn o
HIV/AIDS prevention in Oshana d&gjion that could be usedl when disseminating
information to the public (youth with the aim to raise awareness, increase
knowledge, motivate recipients, ensumutual understangy and influence public

opinionin an interactive way through dialogaed participation

The various aspects are as follows:

 Communication environment

i Target audiencesr this study, the youth)
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1 Chanels of health communicatioméss media)

1 Media @ampaigner (sender) as an agent of change
1 Policies and policy makegsdlitical leaders

1 Humandevelopment centred approach

1 Participatory monitoring and evaluation

7.2.2.1Communication Environment

The study findings reveahat before any healteducation session is conducted,
communication problesmand needs of young people should be assessed and
identi fied. Currently, medi a campaigners
communication problems through a conventional educationoappr Therefore, in
Oshana Rgionall relevantstakeholders areampaigning against HIV/AIDSvithout

active participatiorof individualsand communitiesThis situation lacks community
involvement, a collaborative approach and teamvesrkdvocated by Freire (1985) in

his Empwerment TheoryTherefore, as a remedy to the conventional approach, an
in-depth health and development neetfsessment vital foidentifying all root
causes, suggest solutions and set priorities and objectives in an interactive manner
needs to be dondhe proposedntegrateddialogical healthcommunication model
suggests a collegialidepth communication environment with the active involvement

of all relevant stakeholde(Schiavg 2007)
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The dialogical model has catalysts that initiate dialogoeutih team work. Specific
issues of concern to target audienaee cultural, traditional, politicaleconomicand

social factors as well dgealth beliefs and practicesthat society In this way, young
peoplewill understand and analyse their needs significant learning will take place

that enhance individual and social change without persuasion (Rogers, 1995; Figueroa
et al., 2002).The integrateddialogical model recognises the interrelatedness of all
aspects of life in which communication is tadiplace in a holistic environment
(historical, political, religious, economic, health and social issues). This means that alll

these factors are pivotal in communication for developrf\&aisbord, 2001)

7.2.2.2Target audiences

In this study, audiences are 1S¥id GDSY. The study results reveihlat youtls are
passive receivers of informatian Oshana Rgion during the conventionahodel
Youthsare being told bynedia campaignet® use condoms and prevent HAIDS.

On this note, the @ventonal Health Edudgfon Model instructs young people
irrespectiveof their culture and traditiorip gain knowledge and change their attitudes
towards condoms use and HIV/AIDS preventi@inomas, 2001)Therefore, in the
integratedmodel audiencesonsistof receives of iformation {ndividuals, families
and community members who are parents, peers, leaders at divers¢ demkls
senders of informationcOmmunity or village health workers and other stakeholders
such as other professionals and volunteers in various med@aiganorganisations

who are workingsharing information and experierag a team (Schiay@007)
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In the proposed mot@audiences and medizampaignershouldinteract dialogue
and exchangeinformation as recommended in the Empowerment Theory (Freire,

1985) with the aim to increase knowledge and understanding that will effect change.

The proposed model us#se dialogical, ongoing, twway interactive approach as
recommended by Paulo FreifE85)to remedy the current situation. In the Freirean
apprach, young peoplearners are recognised ask takers butequal partners
during awareness informatiaiaring processes. Therefore, study results have
identified the need for the target audience (ysutto be trained inlife skills
(communication and egotiation) developmenthe training will empower yousito
understand issues affecting their lives; perceive risks towards HIV infecticeacid
themhow to make construee decisions (Freire, 1985)he developmental skillare

vital to mould young pople to become detl i r ect ed i ndi vidual s
who are capable, well informed to make constructive decisions and have control over

their lives.

7.2.2.3Channels of health communication

Mass media technologies such as radio, television and printiediate (posters) are
the channels of communications identified in this study used to disseminate

informationto young people.
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The conventional topgown approach uses mass communication alone as the means of
giving information to the preletermined popation with predefined needs, designed
programmes with messages to remedy the situation. This conventional approach lacks
democracy, participation and dialogue in its mode of communicgBiomonsMorton

et al, 1995)

The study results confirrthat rado, NBC television and printed materials were the
main most common sources of information for ysufRespondentalso reveathat
mass media messaggavegeneral information, and English was used as a medium of

instruction, when information was given teetaudiences (young people).

The integrated modeWhich modified the Freirean dialogical modekecommends a
combination of channels of communication to share information with audience
These arecommunity meetingsfaceto-face talkswith parents, pesr leaders and
teacherghrough group discussionkiterature reveals thatex education is a taboo
topicin many African cultures (Mufune, 20Q3)ut for change to take place dialogue
is pivotal during its discussiong herefore, the implementation of theategrated
dialogical human development centregppproaches is necessary to remedy the

situation(Schiavo, 2007).

In the dialogical sé¢ing local (spoken) languagegefnaculars should be used during

mass media campaigns to ensure pr@pet full undersandingand interpretation of

messages during the mass communication process.
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In this study respondents reve@that media campaigns useore English (OOSY-
49.4% and ISY- 59.1%) than local languages (OOSA7% and ISY- 31.3%) when
disseminatingnformation to the public. In general media messages rebd simple,
clear and specific, but when it is communicatecEmglish it is complex and uses
difficult terms. Suchmessage shouldalso tell audiences exactly what, when, why,
how a person should praveH|V infection or how to use condoms. Thereforedia
campaigness need to develop concepts, materials, messages and stories in
collaboration with all key stakeholders using a participatory protessnsure
learning(Allegrante & Sleet, 2004). Accordirtg Maibach and Parrott (1995) people
do not change behaviours when they are given strict instructibims. couldmay be
the reason why peopl e din OGshana Rgiorgdespite thar e
fact that media campaigns organisations (implementeaage disseminating

information on HIV/AIDS prevention.

7.2.2.4Media campaigneras afacilitator of change

In the conventional model the senders are experts, transmitting information into
Aempty vesselso (the recipientsisethisrd i
information and act on it. Senders in the existing model aréanibtatorsof change
but experts who are educated to controlitfiermationsharingforum (Freire, 1985;
Allegrante & Sleet, 2004). But in the dialogical model, media campaiggers

facilitatorsagents of change withtegratedolesas indicated in Fjure 7.2
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Figure 7.1: The Proposedintegrated Dialogical Health Communication Model
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For the implementation of the proposeddabto be smooth, the media campaigners/
health communicators inidgure 7.2 should act as facilitator®f chame with
integrated roledn the dialogical setting edia campaigners are catalysts, innovators,
peer educators, role models, facilitators, comicators, coordinators, evaluators,
motivators, team leaders and above albasagenbf changeThese integrated roles

need to be strengthened in the proposed model to effect change. These integrated roles

are briefly discussed in the next part of thigdgt

A catalyst is eitheran internal or an external stimulus that triggers community
dialogue about specific issues of interest or concern. In the proposed model, a catalyst
initiates dialogue among participants in the HIV/AIDS awareness campaigns. This
action of a catalyst is a missing part in the existing health education model (Figueroa

et al., 2002).

An innovator is an individal who is an initiatoiof events/actions. The role of an
innovator is to facilitate learning through devising appropriateeeepce and
facilitating reflection. An innovator encourages learners/youth believe in
themselvesand act as equal partners in the teach#agning environmengFreire,

1985).

A role model is an exemplary individual, who teaches through exangsid
imitation. In Oshana Bgion, opinion leaders and peers ae modelsvho promote
change in daily work thragh various methods such as community meetings

(Schwarz, 2003).
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A facilitator has the role to set up an environment conducive to leavhifariitator
encourages and leads discussions in groups using participatory, dialogical approaches
For the implementation of this model, the sender and receiver should itlecach

dialogue (critical thinking and democradg)ensure changé@reire, 1985).

A communicator is one who exchanges or shares information with other members of
the community based on dialogue. A communicator is a good listener, who should
have a shared vision to form a link between students, communities and other

stakeholders (Northuse & Northouse, 1985; Stephenson, 2006)

A peer educator is one who is of equal standing with the others, teachesles gui
other colleaguesit a certain level. A peer educator is responsible for empowering

individuals and communitiggrough critical tinking (Schwarz, 2003).

A coordinator is a person who draws peopl e
support and strengthen one another without competition. Media campaigners in the
proposed model are coordinators of learning in the teadbargng environment,

fostering the team approach and cohesion among audiences. A coordinator is
responsible for moulding youth from dependency to bededtting, selfgoverning

and selcontrolling beings (Figueroa et al., 2002).
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Figure 7.2: Media campaigner as dacilitator/ agent of change
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An evaluator is one who conducts an assessment of issues or needs of the community
depending on their situationsy Oshana Bgion an evaluator should set objectives,
assess goal achievements and shortcomings in a collaborative approach in the

HIV/AIDS prevention campaign&chiavo, 2007).

A motivator is one who encourages others tdip@ate in communityactivities and

share tleir experienceas a teanfMaibach & Parrott, 1995).

A team leader is a mager or supervisor of decistomaking processes. She/he
encourages dialogue on the process of monitoring in relation to participatory

evaluation to enhance progress (Freire, 1985).

Media campaigners are experts in the existing model, whereas in the proposed model
media campaigners are agenfschange withexpanded multiple roles. These roles
arenot new but its application in the integrated model is vital because these roles are
demanding and challenging, needing new knowledge, skills and abilitreplEment

them For the impementation of this model in Oshanadton, nedia campaigers

need to have the followingualities thaenable them tperform their expandeables

They reed to bevisionary, motivated exemplary, strategatly, critical thinkers
enthusiasm, and flexibleapproachble innovative creativity and have good
interpersonal relationships. On the same note, media campaigners should also have
abilities to negotiee, communicateprganise,empower, motivate, cordinae and

facilitatechange.
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These roles are vital for media campaigners who are facilitators of change as
advocated by Paulo Freire in his Empowerment Dialogicald® (Freire, 1985;

Schiavo, 2007).

From the Namibian perspectivie, Oshana Rgionthe dominant class (the educated

in mass media campaign organisations) hold power over pabgleforeit is a

challenge to practi® empowerment as suggested Hyreire (1985) The
implementation of the proged model may bring feelings of anger ardentment

among media campaigner$herefore, it $ vital and crucial to not¢hat media
campaigners i mplementing Freireds educatio
confident and well skilled in active teachitearning methods such as group
discussions, drama, refday to be able to implement and apply change in HIV/AIDS

prevention campaigns. They need to comply with changes ard oohformto their

routine This is a challenge for senders (health edus@edia campaigneysn the

existing model (Figueroa et al., 2002).

From the research@rexperience, change is painful and demanding. Therefore, it is
essential for media campaigners to have cordial relationships with cotynealers

and other key plgers (opinion leaders) who may be influential and of help with the
implementation of the proposed model. A collaborative approach (team work) is

necessary to implement this dialogieald participatoryapproach.
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However, it is a challeng® shift thefocus fromthe conventional healtimodel that
transfes knowledge to thdialogical participatory approac¢hat shares and dialogues
information with recipients. The dialogical approach is vital to ensffective
communicationfor development and empoweent of media campaigners and

receiverf informationat all levels.

7.2.2.5Policies and wlicy makers

Since independencelii90, the Namibian @&ernment has adoptstiategic planning

as a management tool to help ensure effective deamsaiing. This planmg process

has strategies, policies, goals, guiding principles and integrated coordinated
programmes. Therefore, Namibian leaders (political, policy makers, traditional and
religious) hae realised that HIV/AIDS is a national issue that ree@dltiple natonal
responses. This cogiance has made Namibia to besignatory to a wide range of
international and regional agreement, treaties, conventiaeclaratios and

commitmens.

However, the Naibian Government in partnershigvith other national and
international stakeholders has established and developed various policies (for example
National HIV/AIDS Policy) and management planning strategies (Vision 2030 and
Medium Development Plans) vital to fostey HIV/AIDS prevention campaigns,

treatment, suppognd care.
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