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Abstract: The study was a descriptive survey conducted m 14 private primary schools in Gaborne city n

Botswana. A structured and self-administered instrument was used to collectdatafrom 12head masters out of
the 14 headmasters i1dentified to participate in the study. Descriptive statistics was used to report the findings.
The results showed that the private primary schools in Gaborone use a variety of HIV/AIDS prevention
cducational strategies to make primary school pupils aware of the HIV/AIDS pandemic in the country. The

study further identified cultural and other barriers to the implementation of private primary school-based
HIV/AIDS educational strategies. The majority of the respondents was women, 41-50 years of age, non
Botswana citizens, married, had bachelor’s degrees, had 16-20 years teaching experience and held the position

of headmaster.
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INTRODUCTION

Private schools are schools not admmistered by the
state ornationalgovernments.Theschoolsretamtheright

to select their pupils for admission and are funded 1n
whole or in part by charging tuition and other fees to
manage the schools ratherthan with public or state funds
(Collins, 2001:p86). Private schools range from Pre-
schools to tertiary level institutions in Botswana.
HIV/AIDS education is an important component of
the curriculumofalleducationalimstitutions in Botswana
as the HIV/AIDS epidemic 1s currently a disease that 1s
having devastating effects on national and socio-
economic development. According to USAID (2002) and
the Botswana National Strategic Frame work for

HIV/AIDS (2003-2009), Botswana 1s one of the countries
that has been hardest hit by the world wide HIV epidemic.

In 2004, Botswana had a population of 1.7 million, has an
estimated 350,000 people living with HIV, and a HIV
prevalence rate of 36.5 %. Life expectancy 1s only 39
years, while life expectancy would have been 72, 1f 1t
were not for the AIDS epidemic. There are around 60,000
registered orphans in the country but 1t 1s feared that
Botswana willhave about 200,000 orphans 1n 2010 1fthe
current HIV/AIDS infectionisnotreversed. In an address
to the UN General assembly in 2001, the president of
Botswana, Festus Mogae, said “we are threatened with
extinction. People are dying in chillingly high numbers. It

1s a crisis ofthe first magnitude.”

Although there are a number of HIV/AIDS
prevention programs in Botswana, there are a lot of
problems that affect pupils in primary schools. These

problems include transmission of sexually transmitted
diseases (STDS), rape cases mvolving pupils, growing
number of children either infected or affected by
HIV/AIDS, decline in school enrolment due to drop-outs
and mcreasmg 1illness among children. (National AIDS
Coordinating Agency (NACA) (1998). There 1s little or
specific strategies that have been or are currently bemng
used by private primary schools to create awareness of
HIV/AIDS among pupils in Botswana. This Study
focused on i1dentifying those strategies that private
primary schools implement m order to create awareness
of HIV/AIDS pandemic among school chidren in
Gaborone, the capital city of Botswana. However, the
study has some limitations as a result of the smallnumber
of the primary schools surveyed. The concepts and
principles used in the papercould assit other researchers
to replicate the study on a widerscope,possibly to cover
the whole country.

Background of study: According to
http://aids.about.com/od/technicalquestions/f/whathiv ht

m: (Retrieved: 11/09/08) and Chelu (1998), AIDS stands
for “Acquired Immune Deficiency Syndrome”. The
disease 18 caused by a vmus called Human

Immunodeficiency virus (HIV). HIV weakens the
immune system, ultimately causing AIDS. AIDS 1s a

cluster of medical conditions often referred to as
opportunistic infections and cancers towhich no cure has
been found. HIV is mainly transmitted sexually through
exchange of vaginal fluids and semen between infected
persons and uninfected persons. Exchange of vaginal
fluids and semen is the commonest way by which people
get infected with HIV in Botswana.
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Badisang (1995) identified Other possible ways by
which HIV infection could spread mcluding: accidental

injections of infected blood from mfected syringes and
needles, traditional medicine where small cuts are made
in the skin, ear piecing and tattoomg, sharing of tooth
brushes, drug addicts who inject drugs mmto themselves
with dirty needles and syringes, and through breastmilk.
The HIV virus and the CD4 Lymphocytes, both of the
human body replicate. As the numberofvirions drop, the
immune system becomes weaker and weaker. When the
immune system deteriorates the infected individual
becomes vulnerable to opportunistic mfections and 1f not
treated the average person dies in one to three years
(Ncube, 2006).

Botswana‘s response to the AIDS epidemic can be
divided mto three stages. The early stage (1987-89)
focused mainly on the screening ofthe blood to eliminate
the risk of HIV transmission through blood transfusion.
The second stage (1989-97), and the first medium term
plan (MTP), saw the introduction of information,
education andcommunicationprograms,buttheresponse
was still fairly narrowly focused. During this stage, in
1993, the government adopted the Botswana National
Policy on AIDS. During the third stage (1997-2007) the
response to HIV/AIDS pandemic was expanded m many
directions to mclude education, prevention and
comprehensive care mcluding the provision of
antiretroviral treatment which was aimed at reducing the
impact of HIV and AIDS at all levels of society
(http://www.avert.Org :Retrieved 10/08/2008).

The mpact of HIV/AIDS in Botswana 1s felt in all
sectors ofthe country. There 1s premature death of skilled
workers, absenteeism, illness, decline in productivity,
drop m school enrollment, decrease m the number of
teachers and increase m the number of orphans
(Dire ctorate of Public Service Management, 2001). The
National Aids Co-ordination Agency (NACA) was set up
in 2000 and was given responsibility to mobilize and
coordinate a multisectionalnationalresponse to HIV and
AIDS (http://www.avert.org (Retrieved 10/08/2008).

There are many different HIV/AIDS initiatives and
programs that have been put in Botswana. One of the
mo st high profile initiatives 1s the African Comprehensive
HIV/AIDS Partnerships (ACHAP). ACHAP 1s a

partnership between the government of Bots wana,the Bill
and Melinda Gates Foundation to fight the HIV/AIDS

scourge in the country. ACHAP was established i July
2000 with the aim of supporting the goals of the
Botswana government i decreasing HIV incidence and
significantlyincreasingtherateofdiagnosis and treatment
ofthe disease by rapidly advancing prevention programs,
health care access, patient management and the treatment
of HIV/AIDS (http://www .avert.org: Retrieved 02/09/
2008). With help fromthese and otherpartners-including
the GlobalFund, the Harvard School ofPublic Health,the
Bristol-Myers Squibb Foundation, and numerous faith-
based and community-based organizations-Botswana 1s

mounting one of Africa's most comprehensive programs
of HIV/AIDS prevention, treatment and care

(http://www.avert.org/aidsbots wana.htm: Retrieved
09/09/2008).

NACA (2004), the HIV/AIDS
prevention programs currently taking place in Botswana

According to

public schools include: Public education and awareness
for example Botswana has sex billboards and HIV and
AIDSposters everywhere; Educationforyoungpeople for
example sensitizing pupils through the Ministry of
Education HIV and AIDS Talk Back Program on
BotswanaTelevision; Condomdistribution andeducation
for example the launch of both male and female condoms
and makmg condoms a commonly available product m
the country; Prevention of mother to child transmission
(PMTCT) that 1s, more women are enrolled in PMTCT
programs in orderto preventmotherto child transmission;
and Voluntary testing and counseling-many voluntary
HIV counseling and Testing centers (VCT) have been
opened 1n the country for people to know their HIV and
AIDS status.

NACA (1998) indicated that over 35% of people
aged 15-49 m Botswana are HIV positive and yet most of
them do not know they are positive. Stigma and denial
crecate an environment maintammg the potential for
increased infection as wellas limiting the ability ofpeople
to live positively and responsibly with HIVNAIDS. The

soclally reinforced subordmation of women, which

underlines many aspects of their vulnerability, especially
their lack of economic empowerment 18 a major
contributor for their exposure to the HIV/AIDS disease.
The social acceptance of sexual networking by men 1s
also fundamental and further under-scores the

subordmation of women i Botswana. Initiatives are on-

going to strengthen the legaland ethicalenvironment to
support empowerment of women and youth. The access
to and abuse ofalcohol, particularly among the youth has
been shown to increase the incidence of casual and

unprotectedsex,thushaving a significantinfluence onthe
spread of HIV/AIDS in the country.

Moso (1998) stated that HIV/AIDS i1s fast becoming
adisecase ofthe poor. Young girls from poor families risk
contracting HIV/AIDS when rich older men entice them
with money and material things to have sex with them.
Limited access to housing and health care also leads poor
unemployed and frustratedyouth to turn to drugsandalso

alcoholas anescape from social problems. When youths
take drugs and when they exchange needs, they will
transmit HIV/AIDS virus from infected persons to
uninfected ones. Also, when people are drunk they are
likely to have sex with any person and risk being mfected

with HIV/A IDS.

According to the NACA (2003) currently there are an
estimated 78 000 orphans in Botswana primarily due to
HIV/AIDS related deaths of their parents. Most orphans
live in poverty stricken house-holds and are subjected to
child labour and sexual abuse. They are more lhkely to

drop out-of-school, fall pregnant and be exposed to
HIV/AIDS infection.
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Badisang (1995) stated that m the last 20 years rapid
cconomic growth in Botswana has been coupled with an
cqually rapid movement of people from rural to urban
arcas. Inspite of the high level of urbanization in
Botswana, most ofthose iving in towns stillhave strong
ruralroots to which they frequently return. The traditional

system of livelihood depends on cattle and agriculture,

which also promote the movement of rural people. Also,
constant movement of family members between cattle

posts,ficlds and the towns,often leave children ofschool-

going age unattended foran extended period of time so
that they can continue with their education. Such

environment lacks supervision for young children and

possibly increasing their risks of being abused and
contracting HIV/A IDS.

NACA (2003-2009) stated that high
motbidity and mortalty among teachers threaten to
reduce the numberof classroomhours being taught, the

levels of

quality ofteachmg,and the learning environment, as well

as the delivery capabilities of the system. With the
growmg numberof children either mfected or affected by

HIV/AIDS,schoolenrolments are expected to decline due

to dropouts, increased illness, or children having to care
for family members. Those who remain in the classroom,

seeingtherfriends and teachers being infected orafifected
by the HIV/AIDS epidemic, are traumatized and suffer

from a decreased ability to learn.
Unemployment rate also 1s rising in Botswana and 1t

has affected the youth country wide. This problem 1s

likely to increase the level of poverty in the country and
hence increasing the vulnerability of HIV/AIDSinfections

as young girls may start sexual affairs with well off men

in exchange for money and material goods (Oitsile,
2002).

MATERIALS AND METHODS

Study design: The study was a descriptive survey that

obtained information about the strategies private primary
schools take to create awareness of HV/AIDS pandemic

among school children. A structured self-administered

questionnaire was used to collect data from the
headmasters of the participating primary schools in

Gaborone.

Purpose and objectives of the study: The purpose ofthe
study was to determine the strategies taken by school
authorities to create awareness of HIVand A IDS among
pupils m private primary schools in Gaborone. The
specific objectives were to:
« Determine strategies taken by private primary
schools 1 order to create awareness of HIV and
AIDS among pupils
 Identify the barriers to the mplementation of

HIV/AIDS prevention strategies in private primary
schools

» Describe the demographic characteristics of the
respond ents

Study population: The study population comprised

primary school head teachers 1n fourteen private primary
schools mm Gaborone.

Instrumentation: The researchers developed astructured
andaclose-endedmstrumentforcollecting the studydata.

The mstrument developed was based on the literature

reviewed. The mstrument was divided into 3 parts. Part
one consisted of questions that were meant to obtain

information about the strategies that head teachers had

taken to create awareness of HIV/AIDS among pupils 1n
their schools. A five point Likert-type scale with the

following levels: 1= Never Used (NU), 2= Used Seldomly
(US), 3= Undecided (U), 4=Frequently Used (FU) and 5=
Very Frequently Used (VFU) todevelop the questions in
this section. The second part solicited mformation from

the headmasters about the factors affecting the
implementation of HIV/AIDS educational strategies i

private primary schools. A five point Likert- type scale
with the following levels: 1=No Barrier, 2=Some Barrier,
3=Undecided, 4=Great Barrier, 5=Very Great Barrier to
develop the questions wasused to develop the questions
in this section. The third part consisted of questions

related to the demographic characteristics of the
respondents.

The valdity of the instrument was established by

three lecturers 1n the Department of Agricultural
Economics, Education and Extension at the Botswana

College of Agriculture. The suggestions of the three

lecturers were mcorporated into the instrument for data
collection. The rehability of the mstrument was

established by pilot testing it with five head teachers in

government primary schools in Gaborone. Analysis of
data obtamned from the pilot test yielded a relability

coefficient of 0.85, indicating that the instrument was
adequate for collecting data fromthe study population.

Data collection: The researchers collected thedataby the

use of a self administered instrument. The researchers
delivered the mstrument together with a covering letter

explaining the purpose and objectives of the study to the
headmasters in all the fourteen private primary schools 1n

Gaborone. The researchers collected twelve completed
instruments from the respondents after a period of one

week. However, in spite of many follow-up phone calls,
letters and personal visits, two private primary school

headmasters did not complete the mstrument due to
religious and otherunexplamed reasons. The completed

instruments were carefully cross checked for non-
responses in order to avoid non-response error.

Data analysis: Data were coded and analyzed by the use

of the SPSSpc+ computer program. Descriptive and
statistics were used to report the findings of the study.



Table 1: Educational programs private

awareness of HIV/AIDS among private primary school

pupils (N=12)

schools

use to create

Response items Mean Std. Dev
Moral education Lessons 4.75 0.45
Encouraging pupils to abstain from sex 4.50 0.79
Integrating HIV/AIDS educational -

programs into school lessons 4.42 116
Making children aware ofthe risks of-

having multiple sex partners 4.33 0.78
Having HIV/AIDS as a subject of study-

in the school 4.17 1.27
Guidance and counseling lessons 4.00 1.28
Promoting family life education 4.00 1.13
Promoting recreational facilities to the pupils 3.92 1.24
Peer exchange of HIV/AIDS information 3:2D 1.54
Placing HIV/AIDS information on billboards 3.08 .75
Use ofintemet as source of HIV/AIDS information 2.83 l.:563
HIV/AIDS workshops 2.58 -
Ministry of Education HIV/AIDS Awareness-

and prevention programs 2.50 1.17
Inviting stakeholders such as nurses -

social workers, to address pupils 290 1:3]
School HIV/AIDS club interactions 223 1.71
School HIV/AIDS Awareness meetings 217 .85
National AIDS coordinating Agency-

educational programs L 1.06
Promoting the use ofmale and female condoms 1.75 1.14
Inviting HIV/AIDS activists to address pupils 1.58 0.79
Field trips to hospitals 1.50 0.90
Parents- Teacher Association 1.50 0.90

(VEU)

Table 2: Barniers to the Implementation of private primary school-

based HIV/AIDS educational strategies (N=12)

Likert type scale:l1= Never Used (NU), 2= Used Seldomly (US), 3=
Undecided (U), 4= Frequently Used (FU) and 5= Very Frequently Used

Characteristics Mean Std Dev
The level ofimportance given to HIV/AIDS-

topic 1n school 4.33 .13
Time allocated Hr HIV/AIDS lessons in schools 4.00 1.05
The amount of HIV and AIDS information given-

to teachers 4.00 0.60
T he number of HIV/AIDS pamphlets and -

posters on the notice board 3:33 | i
Teachers’ attitude towards HIV/AIDS afected-

or infected Pupils 3.33 .23
PT A’S attitude towards promoting school-

HIV/AIDS education 3.08 1.24
School administration policy 3.08 1.50
Religious beliefs 2.83 1.40
Age diflerence between pupils 2.75 1.22
The amount of HIV/AIDS T alk-back programs-

on Botswana Television 2.58 1.31
The number of active HIV/AIDS clubs -

in the school 2.25 1.14
Number of HIV/AIDS workshops teachers attend 2.5 .22
Teacher’s limited knowledge of HIV/AIDS 2.1 .53
Hear say intormation about HIV/AIDS 2.08 1.08
Cultural taboos 1.83 0.94
Ignorance of HIV/AIDS issues 1.83 1.34
Discrimination 1.83 1.27
Stigm atization 1.58 1.08

Likert-type scale:1=N o Barrier, 2=Some Barrier, 3=Undecided, 4=Great

Barrier, 5=Very Great Barrier.

In Tables 1 and 2, a median would separate agreement
from disagreement, on a five pomt Likert-Type scale. In

Table 3, frequencies and percentages were used to

interpret the data.
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Table 3: Demographic characteristics of the respondents (N=12)

Characteristics Frequency Yo
Gender

Male + 33
Female 8 67
Age

31-40 1 8
41-50 11 02
Nationality

Botswana Citizen 1 8
Expatriate 11 92
Marital status

Single 1 8
Married 11 B2
Level of education

Bachelor’s degree 10 83
Master’s degree 2 17
Teachin g ex perien ce

6-10 years 1 8
11-15 years 1 8
16-20 years 6 50
21 and above 4 33
Position held

Senior teacher ] 8
Deputy head teacher 2 L&
Head teacher 9 15

RESULTS AND DISCUSSIONS

Educational programs private schools use to create
awareness of HIV/AIDS among private primary school
pupils (N=12): Table 2 shows the strategies the
respondentsuseto create awareness of HIVVAIDSamong
pupils m thewr schools. According to the table, the
respondents agreed that the strategies that are very
frequently used are moraleducation lessons (Mean 4.75),
encouraging pupils to abstam (Mean 4.50), integrating
HIV/AIDS into school lessons (Mean 4.42), making
children aware ofthe nsks ofhaving multiple sex partners
(Mean 4.33), Having HIV/AIDS as a subject of study in
the school (Mean 4.17), Guidance and Counseling
Lessons (Mean 4.00), promoting family life education

(Mean 4.00), promoting recreational facilities to the
pupis (Mean 3.92), peer exchange of HIV/AIDS

mformation (Mean 3.25) and placimg HIV/AIDS
information on bill boards (Mean 3.08). However, the
respondents disagreed aboutusing all the strategies with

mean values ranging from 2.83 to 1.50 as strategies they
use to create awareness of HIVVAIDS in schools.

Barriers to the Implementation of Private primary

School-Based HIV/AIDS Educational Programs: Table
2 shows the respondents’ views about barriers to the
implementation of private primary school-based
HIV/AIDS educationalstrategies. According to the table,
therespondents agreed thatthe levelof importance given
to HIV/AIDS 1 the school (Mean 4.33), time allocated
for HIVVAIDSlessons inschools (Mean 4.00),the amount
of HIV/A IDS information given to teachers (Mean 4.00),
the number of HIV and A IDS pamphlets and posters on

the notice board (Mean 3.33), teachers’ attitude towards
HIV/AIDS affected or infected pupils (Mean 3.33),
PTA’S attitude towards promoting school HIV/AIDS

education (Mean 3.08) and school admmistration policy
(Mean 3.08) were the barrers 1dentified by the

respondents to the HIV/AIDS mmplementation of



Curr. Res. J. Soc. Sci., 1 (1): 1-5, 2009

educational programs i1n schools. However, the
respondentsagreedthatallotherresponsestatements with
mean values rangmng from 2.83 to 1.58 did not affect the
implementation of the schools HIVVAIDS educational

programs.

Demographic characteristics of the respondents:
According to the datamm Table 1, 67% ofthe respondents
were female, 92% aged between 41-50 years, 92%
expatriates, 92% married, 83% had a bachelor’s degree,
50% had 16-20 years of teaching experience and 75%
held position of Head teacher.

The findings of the study haveshownthatthe private
primary schools in Gaborone city have s trategies in place
to make the pupils aware of the HIV/AIDS pandemic in
the country. The efforts of the private primary schools’
based HIV/AISD strategies are m conformity with the
National HIV/AIDS education strategies, which among
many others include teacher-capacity building program
that has been developed jomntly by the Ministry of
Education of Botswana and the United Nations
Development Program (UNDP), in collaboration with the
Government of Brazl and with support from ACHAP.
Theprogramis tryingto improve theteachers'knowledge,
to demystify and destigmatizes HIV/AIDS, and to break
down cultural beliefs about sex and sexuality. As part of
the project, all primary and secondary schools have been
equipped with a television, video recorder, satellite dish
and decoder,and an interactive AIDS education program
called Talk Back 1s broadcast twice weekly by Botswana
Television (http://www.avert.org/aidsbotswana.htm:
Retrieved 09/09/2008). Cultural and attitudinal barriers
however affect the implementation of school-based
HIV/AIDS educational strategies.

CONCLUSION

The findings of this study have far reachmg
cducational mmplications for creating awareness of
HIV/AIDS among pupils in both private and public
primary schools mm Botswana. The findings however
suggest that private primary schools are implementing
policies similar to those to govemment’s policy m
providing schoolbased HIV/AIDSeducationalprograms.
Howevercultural barriers such as “sexual matters should
not be discussed with children”, the limited mformation
teachers have about HIV/AIDSpreventlon strategies, the
Iimited 1mportance and time given to HIV/AIDS
prevention education programshavehadanegative effect
on the private primary schools’ in promoting HIV/A IDS

educational programs in the schools.

RECOMMENDATIONS

Based on the findings of the study, it was
recommended that:

« HIV/AIDS prevention education programs should be
given great promimence in the school curriculum.
Wherethe school teachers orheadmasters are found
to be deficient indisseminating HIV/A IDS education

information to the primary school children, HIV and

AIDS health workers should be invited as resource
persons to teach the chidren how to prevent

themselves from the HIV/AIDS infection.
e Both parents and primary teachers should be given
the opportunity to attend workshops that will focus

on changing therr attitudes toward school —based
HIV/AIDS educational programs, their attitudes

toward HIV/AIDS affected and infected pupils.
e The Mimistry of Education should formulate

HIV/AIDS education policies that should be
implemented in both Government and privateschools

through out the country.
e More time should be allocated in the school time

table to HIV/AIDS educational programs.
e Thestudyshouldbeconducted to include allprimary

schools in the country. The outcome of such study

will enhance the formulation of primary school-based
HIV/AIDS prevention educational policy by the

Ministry of Education.
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