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        Abstract



        
          Background:


          Globally, millions are infected with HIV/AIDS, and more than half of them are adolescents aged between 12-25 years. Inadequate knowledge, negative attitudes, and risky practices are major barriers to HIV/AIDS prevention. This study seeks to establish the knowledge, attitudes, and practices regarding HIV/AIDS among high school learners in South Africa.

        


        
          Methods:


          Data were collected from a randomly selected sample of 422 learners from two high schools using pre-tested questionnaires. Data were analysed using SPSS version 16.

        


        
          Results:


          Participants had good HIV/AIDS knowledge, attitudes, and practice levels, however, misconceptions about transmission, negative attitudes, and risky behaviour or practices were also found. Knowledge was associated with age, social status, and sources of information. Attitudes were associated with gender, age, race, social status and sources of information. Practices were associated with age, race, social class, and sources of information (p = < 0.05).

        


        
          Conclusion:


          Sex education (life orientation) in school and HIV/AIDS awareness programs in communities need to be intensified in order to rectify misconceptions, negative and discriminatory attitudes, unsafe and risky practices, as schools and healthcare workers were found to be the main source of HIV/AIDS information.
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      1. BACKGROUND AND INTRODUCTION


      Human Immunodeficiency Virus (HIV) and Acquired Immune Deficiency Syndrome (AIDS) were identified in 1981 among homosexuals in the United States of America (USA). Since then, it has spread rapidly to other countries around the world, and it has become a global health challenge and a threat to human rights and development. HIV and AIDS have become a pandemic globally [1 - 3]. Globally, more than 74.9 million people have been infected with HIV since the start of the pandemic. 32 million people are reported to have died from AIDS-related illness worldwide. In 2018, the Joint United Nations Program on HIV and AIDS (UNAIDS) reported that 37.9 million people were living with HIV and AIDS globally, and of these, 36.2 million were adults and 1.7 million were children (<15 years old). 1.6 million new infections were among people with ages 15 and older, and 160,000 infections were among children with ages 0-14. Globally, deaths from AIDS-related illnesses were estimated at 770,000 [4].


      Globally, Sub-Saharan Africa is the most affected region, with almost two-thirds of the HIV-infected people globally living here. The majority (71%) of People Living with HIV and AIDS (PLWHA), newly infected (70%), as well as AIDS-related deaths (74%), are found in Sub-Saharan Africa. South Africa (SA) is one of the countries in Sub-Saharan Africa and has the biggest HIV epidemic in the world, with 7.7 million people living with HIV. There were 240,000 new HIV infections and 71,000 AIDS-related death in SA. The HIV prevalence among the adult population in SA is 20.4 percent. It also differs from province to province [4].


      It is also stated that HIV prevalence among females between the ages of 15 – 49 was 26.3 percent compared to 14.8 percent in males within the same age group. The three provinces with the highest HIV prevalence rate among 15-49 years old were KwaZulu-Natal (KZN), 27%, followed by Free State (FS), 25.5%, and Eastern Cape (EC), 25.2% [5].


      The HIV virus has no boundaries, as rates of infection continue to rise in both adults and children. It is also of interest to note that in Africa, almost 90% of HIV transmission in Africa is through sexual intercourse [6]. Young people, particularly adolescents, are at great risk of contracting the virus through sexual activity as well as sexual exploitation and abuse. Globally, 10.3 million youth aged 15-24 years are HIV positive. Research has also shown that adolescents aged 15–24 years constitute the largest population of HIV-infected subjects [7]. It is also of interest to note that females are said to be the most affected compared to males in the 15-24 age group [4]. Research has shown that youth are becoming sexually active at an earlier age. Some studies have reported the age at first intercourse to be below 11 years [8] and of high school age [9]. Studies have also found that youth have pre-marital sex [10]. At these ages (15-24 years), youth are more likely to engage in risky behaviours and unsafe sex practices [1] due to the lack of adequate and correct information [11], poor access to condoms [12], and reproductive healthcare service, substance abuse [13] and engaging in sexual exchanges to meet needs [14].


      The high HIV prevalence, especially among youth in the Eastern Cape, compels us to assess HIV and AIDS knowledge, attitudes, and practices among high school learners in the area; Improving our understanding of the HIV pandemic is a crucial step towards the fight against HIV and AIDS. Adequate information about HIV and AIDS can assist in the promotion of positive attitudes, reduction of stigmatisation, as well as behaviour modification from incorrect and unsafe practices to correct and safe practices [15], thereby curbing its spread [1]. This has been the focus of several HIV and AIDS prevention interventions that were conducted in both rural and urban areas of South Africa [16].


      Conflicting findings were revealed in several studies that were conducted to assess HIV and AIDS knowledge, attitudes and practices among learners. HIV and AIDS knowledge was below average; there were misconceptions, risky practices were discovered, and there were negative attitudes toward HIV and AIDS patients [9, 15, 17, 18.]. Other studies revealed good HIV and AIDS knowledge, safe sexual practices and positive attitudes towards people living with HIV and AIDS [19, 20]. HIV risk is associated with distorted knowledge or perceptions of reality in HIV and AIDS prevention.


      The major factor for HIV transmission is engaging in high-risk sexual behaviours. It appears as if some people do not fear HIV infection [1, 21-23]. Other researchers are of the view that some people will still have sex without condoms due to a strong negative attitude towards condoms even after knowing that the chances of being infected with HIV will be high [23]. Lack of prevention and treatment information, limited access to healthcare services, and societal norms predispose community especially young women and girls, to violence; early marriages are some of the factors that predispose them to high-risk sexual practices [24].


      Although antiretroviral drugs have resulted in a decline in the death rate and progression of HIV to AIDS, the rate of a new infection is still a cause for concern in SA. HIV and AIDS have no cure, therefore, prevention is the best available option that we have for combating and curbing its spread [1, 2]. The above situation also highlights the significance of raising awareness of the risk that is associated with sexual behaviour and HIV and AIDS. Research has shown that good HIV and AIDS-related knowledge does not always translate into good behaviour or safe practices [21]. There is a problematic relationship between knowledge of disease and behaviour, especially when considering the fact that youth can show high knowledge levels of diseases, but some still engage in risky behaviours [16, 25].


      There is a need to avail adequate and factual information about HIV and AIDS in order to enable people to make informed and responsible choices regarding their sexual behaviour and practices. There is a gap in research regarding the relationship between knowledge, behaviour and practices. There is also a lack of research studies that shows the link between knowledge of HIV and community members engaging in health-preventative behaviours in South Africa [26]. There is a paucity of studies addressing HIV and AIDS knowledge, attitudes and practices among high school learners, especially in Nelson Mandela Municipality Eastern Cape Province of South Africa, and this study seeks to fill that gap.


      High school learners (adolescents and young adults) may be at higher risk of engaging in risky sexual behaviour, especially if they are under the influence of alcohol or drugs, respond to peer pressure, or lack maturity [27]. High school learners fall in this age group.


      Regardless of being acquainted with some form of knowledge and education, high school learners still engage in risky behaviour or unsafe practices. Thus, changing risky behaviour and mindsets will probably lead to safer decision-making among high school learners as they progress in their lives and either go to tertiary institutions or join the workforce.

    


    
      

      2. MATERIALS


      
        

        2.1. Study Settings, Study Site and Study Design


        This study was conducted among high school learners in the Nelson Mandela Municipality in the Eastern Cape Province of South Africa. The Eastern Cape is one of the nine provinces that were formed after the first democratic election, which was held on 27 April 1994 in South Africa. Eastern Cape is the second largest province in South Africa and covers almost 13.8% of the country’s land, and it has the third-largest population with 6,498,700 people, accounting for 12% of the country’s population. The Eastern Cape is one of the most rural and poorest provinces in South Africa. Subsistence agriculture predominates in the former homelands, resulting in widespread poverty. The Nelson Mandela Municipality is one of the metropolitan districts in the Eastern Cape Province of South Africa that has a population of just over one million. The Nelson Mandela Municipality has an unemployment rate of 36% that is below both provincial and national averages (45. 3% and 36.8%, respectively) [1, 16].


        The study was conducted in the Nelson Mandela Municipality in order to establish HIV and AIDS knowledge, attitudes and practices of HIV and AIDS among high school learners. The two high schools that participated in this study were selected from Uitenhage and the Port Elizabeth education district.


        This study is cross-sectional and descriptive in nature. At one level, the researcher used random sampling to select a school from each of the two districts. This was done by writing down the names of the schools in each of the two districts and allocating numbers to each school, putting the names and numbers in two boxes as per district, and then picking up one number from each box. At another level, participants were selected through purposive sampling as only grade 10 - 12 learners were recruited to participate. Participants were picked at random from school registers for grades 10 to 12; every fourth learner was chosen until all 422 students had been chosen (211 per school) . Participants were requested to sign consent forms, and parental consent and assent were also sought for those who were below 18 years.

      


      
        

        2.2. Inclusion and Exclusion Criteria


        The study included those who gave consent and were 15 years and above in grade 10 - 12. School learners who refused to give consent, and were below grade 10 and less than 15 years of age were excluded from this study.

      


      
        

        2.3. The Pilot Study, Data Collection Instruments and Data Collection Technique


        A structured closed-ended pre-tested questionnaire was used to collect data. The questionnaire was written in English and had four sections. The first part of the questionnaire dealt with the demographic characteristics of the participants. The second part of the questionnaire was related to HIV and AIDS knowledge. The third part was related to attitudes and perceptions. The fourth and last section of the questionnaire was related to prevention practices. The reliability of the questionnaire was established through a pilot study, which preceded this study. Thirty people participated in the pilot study, and its results were not included in the findings of the main study. The validity was established through qualitative inter-rater assessment of its usefulness in getting the required information from participants. Corrections were made to the time from 45 to 30 minutes. The questionnaire consisted of items that required the participants to tick a response that best represented their knowledge, attitude and practices of HIV and AIDS. The rating was as follows: ‘agree’ was worth 1 point and ‘disagree’ 2 points. For each individual item, responses that were coded as correct yielded 1 point, incorrect answers and missing data got no points. Each participant was given a score ranging from 0 to 15 for knowledge, 0 to 5 for attitudes, and 0 to 10 for practices. Knowledge, attitudes and practices scores were classified as high from 70%and above. Higher scores indicated higher levels of knowledge, attitudes, and practices about HIV and AIDS.

      


      
        

        2.4. Data Analysis


        Data were checked for completion; it were sorted and entered into Microsoft Excel 2013 spreadsheet. Data were exported from the spreadsheet to Statistical Package for Social Sciences (SSPS), version 16. The results were presented using descriptive summary measures, such as frequency, percentages. Pearson’s chi-square test was done to establish relationships between the socio-demographic and HIV and AIDS knowledge, attitudes and practices.

      


      
        

        2.5. Ethical Considerations


        Ethical clearance for this study was obtained from the University Research Ethics Committee (259/18) before conducting this study. Once the application for ethical clearance was approved, parental assent was sought for participants younger than 18 years and consent forms were given to the selected participants (18 years and above). The participants were made aware of their right to participate or not to participate in the study. The researcher told the participants that their participation was on a voluntary basis and that they were not going to be paid for participating in the study or penalised for withdrawing their participation. Participants were informed that the information they provided in the study would be treated as confidential and that participants would be regarded as anonymous.

      

    


    
      

      3. RESULTS


      
        

        3.1. Socio-Demographic Variables of the Respondents


        The results in Table 1 reveal that the majority of the respondents were females (52%), Black (68%), and aged between 18-21 years (52%). The results also reveal that the majority of the learners were living in informal settlements (68%), and most of them were from families of low social class (69%).


        
          Table 1 Socio-demographic variables of the respondents (N = 422).


          
            
              
                	Variables

                	Freq.

                	%
              

            

            
              
                	Gender

                Males

                Females

                	

                202

                220

                	

                48

                52
              


              
                	Race

                Black

                Coloured

                	

                287

                135

                	

                68

                32
              


              
                	Age

                15-17

                18- 21

                	203

                219

                	48

                52
              


              
                	Type of Settlements

                Formal

                Informal

                	

                135

                287

                	

                32

                68
              


              
                	Social Status

                Low

                Middle

                High

                	

                291

                110

                21

                	

                69

                26

                5
              

            
          


        

      


      [image: ]
Fig. (1)

      Respondents sources of HIV and AIDS Information.

      
        


        3.2. Sources of HIV and AIDS Information


        The results in Fig. (1) shows that majority of respondents have indicated that they have heard about HIV and AIDS through teachers and healthcare workers (64%).

      


      
        

        3.3. Knowledge Regarding the Route of Transmission, Prevention and Control of HIV/AIDS


        The results in Table 2 shows that the majority of the respondents (100%) knew that HIV can spread through sexual intercourse, through blood transfusion (89%), from a mother to a child (85%) and by sharing needles and syringes (75%). The majority of the respondents also knew that HIV and AIDS cannot be transmitted or spread through witchcraft (78%), mosquito bites (86%), sharing or sitting on the same toilet seat, or sharing a toilet with the person living with HIV and AIDS (90%) and handshakes (100%) with an infected person.


        The results also indicate that the majority of the respondents (91%) knew that there is no expensive vaccine to cure HIV and AIDS (96%) and that antiretroviral drugs cannot cure HIV and AIDS (96%); HIV and AIDS cannot be cured by having sexual intercourse with a virgin (91%). Results also showed that the majority (81%) of the respondents knew that HIV can also infect circumcised people. Lastly, the results illustrate that the majority of the research respondents knew that the spread of HIV and AIDS can be controlled by abstaining (95%), and having one partner and being faithful (92%).

      


      
        

        3.4. Attitudes of Respondents Regarding HIV and AIDS


        The results in Table 3 shows that the majority (70%) of the respondents indicated that they were willing to take care of a relative living with HIV and AIDS and 72% indicated that they would continue being friends with someone diagnosed with HIV. The results also show that just over half (52%) of the respondents indicated that they would continue buying groceries from someone they found out to be HIV positive. The results also show that the majority (69% and 65%) of the respondents also believed that a HIV-positive student and a HIV-positive teacher should be allowed to continue studying and teaching at the school, respectively.


        
          Table 2 Statements relating to transmission, prevention, and control of HIV/AIDS (N = 422).


          
            
              
                	Questions

                	Freq.

                	%
              

            

            
              
                	HIV can be spread through sexual intercourse

                	422

                	100
              


              
                	HIV can be spread through blood transfusion

                	376

                	89
              


              
                	HIV can be spread through birth from mother to child

                	359

                	85
              


              
                	HIV can be spread through sharing needles or syringes

                	317

                	75
              


              
                	HIV can be transmitted through witchcraft

                	329

                	78
              


              
                	HIV can be transmitted through mosquito bites

                	363

                	86
              


              
                	HIV can be spread by sharing a toilet with an infected person

                	380

                	90
              


              
                	HIV can be transmitted by handshakes

                	422

                	100
              


              
                	HIV can be transmitted by eating in the plate of an HIV infected person

                	376

                	89
              


              
                	HIV infection can be cured by having sexual intercourse with a virgin

                	380

                	91
              


              
                	HIV and AIDS can be cured using an expensive vaccine

                	405

                	96
              


              
                	Antiretroviral (ARV) treatment can cure HIV and AIDS

                	405

                	96
              


              
                	HIV spread can be controlled by abstaining

                	404

                	95
              


              
                	HIV cannot infect circumcised people

                	371

                	81
              


              
                	HIV spread can be controlled by remaining faithful to a single partner

                	388

                	92
              

            
          


        


        
          Table 3 Attitudes of respondents regarding HIV/AIDS (N = 422).


          
            
              
                	Questions

                	Freq.

                	%
              

            

            
              
                	Will you be willing to take care of a relative with HIV and AIDS

                	295

                	70
              


              
                	Will you continue being a friend of someone diagnosed with HIV

                	304

                	72
              


              
                	Will you continue buying groceries from someone you found out is HIV+

                	219

                	52
              


              
                	Should an HIV+ student be allowed to continue studying at your school

                	291

                	69
              


              
                	Should a HIV+ teacher be allowed to continue teaching at your school

                	274

                	65
              

            
          


        

      


      
        

        3.5. Practices of Respondents Regarding HIV and AIDS


        The results in Table 4 shows that the majority (70%) of the respondents indicated that they had sexual intercourse, undergone a HIV test (67%), knew their HIV status (67%) and did not use injectable drugs (80%). The results also show that of those who had sexual intercourse, 30% did not make use of condoms during their first sexual intercourse, 45% did not make use of condoms during their last sexual intercourse. Results further revealed that those who had sexual intercourse (5%) also had oral sex with other men and (43%) had sex with multiple partners in the previous year. The results also showed that (40%) those who had sexual intercourse stopped having sex when a condom bursts, and 26% had reported having had sexual intercourse while under the influence of alcohol.

      


      
        

        3.6. Association between Socio-demographic Factors and HIV/AIDS KAP


        The results in Table 5 shows a significant association between knowledge and age, social status, and sources of information (p = < 0.05). The results also revealed that there was no significant association between knowledge and gender, race and type of settlement (p = > 0.05).


        
          Table 4 Practices of respondents with regard to HIV/AIDS (N = 422).


          
            
              
                	Questions

                	Freq.

                	%
              

            

            
              
                	Have you ever had sexual intercourse? (n = 422)

                	295

                	70
              


              
                	Have you ever had oral sex with men (n = 295)

                	5

                	2
              


              
                	Did you use condoms during your first sexual intercourse (n = 295)

                	88

                	30
              


              
                	Did you use condoms during your last sexual intercourse (n = 295)

                	133

                	45
              


              
                	Do you stop having sex when a condom busts during sex (n = 295)

                	118

                	40
              


              
                	Do you have sex when you are under the influence of alcohol (n = 295)

                	77

                	26
              


              
                	Have you undergone a HIV test (n = 422)

                	284

                	67
              


              
                	Do you know your HIV status (n = 422)

                	284

                	67
              


              
                	Have you had sex with multiple partners in the past year (n = 295)

                	127

                	43
              


              
                	Do you use injectable drugs (n = 422)

                	338

                	80
              

            
          


        


        
          Table 5 Association between socio-demographic factors and HIV/AIDS KAP (N = 422).


          
            
              
                	Variables

                	Knowledge Scores

                	P-Value

                	Attitude Score

                	P-Value

                	Practices Scores

                	P-Value
              

            

            
              
                	Gender

                	-

                	-

                	-

                	-

                	-

                	-

                	-

                	-

                	-
              


              
                	Male

                	93

                	109

                	0.436

                	139

                	63

                	0.001

                	117

                	85

                	0.664
              


              
                	Female

                	93

                	127

                	-

                	183

                	37

                	-

                	132

                	88

                	-
              


              
                	Age

                	-

                	-

                	-

                	-

                	-

                	-

                	-

                	-

                	-
              


              
                	15-17

                	112

                	91

                	0.001

                	138

                	65

                	0.001

                	136

                	67

                	0.001
              


              
                	18 -21

                	74

                	145

                	-

                	184

                	35

                	-

                	112

                	107

                	-
              


              
                	Race

                	-

                	-

                	-

                	-

                	-

                	-

                	-

                	-

                	-
              


              
                	Black

                	123

                	164

                	0.462

                	210

                	77

                	0.006

                	141

                	146

                	0.001
              


              
                	Coloured

                	63

                	72

                	-

                	115

                	20

                	-

                	108

                	27

                	-
              


              
                	Social status

                	-

                	-

                	-

                	-

                	-

                	-

                	-

                	-

                	-
              


              
                	Low

                	61

                	230

                	0.001

                	256

                	35

                	0.001

                	160

                	131

                	0.020
              


              
                	Middle

                	109

                	1

                	-

                	59

                	51

                	-

                	77

                	33

                	-
              


              
                	High

                	16

                	5

                	-

                	8

                	13

                	-

                	11

                	10

                	-
              


              
                	Settlement

                	-

                	-

                	-

                	-

                	-

                	-

                	-

                	-

                	-
              


              
                	Formal

                	72

                	84

                	0.510

                	41

                	115

                	0.338

                	83

                	73

                	0.075
              


              
                	Informal

                	114

                	152

                	-

                	59

                	207

                	-

                	165

                	101

                	-
              


              
                	Source of info

                	-

                	-

                	-

                	-

                	-

                	-

                	-

                	-

                	-
              


              
                	Teachers & CHW

                	149

                	121

                	0.001

                	192

                	78

                	0.001

                	143

                	127

                	0.001
              


              
                	Radio, TV & Internet

                	34

                	25

                	-

                	44

                	15

                	-

                	57

                	2

                	-
              


              
                	Friends and family

                	1

                	92

                	-

                	87

                	6

                	-

                	47

                	46

                	-
              

            
          


        


        The results also show that attitudes were significantly associated with gender, age, race, social status and sources information (p=< 0.05). There were no significant associations between attitudes and type of settlement (p=> 0.05). Lastly, the results further illustrate that practices were significantly associated with age, race, social class and sources of information (p=< 0.05). There was no significant association between practices, gender and type of settlement (p=> 0.05).

      

    


    
      

      4. DISCUSSION


      This study sought to establish knowledge, attitudes, and practices regarding HIV and AIDS among high school learners in the Eastern Cape Province of South Africa. We discovered that high school learners had high knowledge about HIV and AIDS transmission. All respondents knew that HIV and AIDS were spread through sexual intercourse and not through handshakes. Our study also found that some of the high school learners had misconceptions and distorted information about HIV and AIDS transmission modes and methods. The findings illustrate that the majority of the respondents knew that HIV and AIDS were spread through blood transfusion (89%), from a mother to a child (85%), and by sharing needles and syringes (75%). The study also found that the majority of the respondents also knew that HIV and AIDS cannot be transmitted or spread through witchcraft (78%), mosquito bites (86%), sharing or sitting on the same toilet seat, or sharing a toilet with the person living with HIV and AIDS (90%). The findings of this study are similar to those of other studies carried out in other African countries, in which most respondents mentioned sexual intercourse, sharing of contaminated razor and needles, blood transfusion, and mother to child transmission as modes of HIV and AIDS transmission [15, 28, 29].


      Our findings are also in contrast to the results of a study that was conducted in Gabon, where half of the respondents indicated that HIV and AIDS were spread through eating and drinking from the same plate and cup or glass, wearing the same clothes, and sharing a toilet with a people living with HIV and AIDS. This study has also found that teachers and healthcare workers were the main sources of information regarding HIV and AIDS. Changes to high school curriculum (introduction of life orientation) and extensive health education and awareness campaigns that have been carried out both in urban and the remote and rural areas of South Africa might have resulted in the increase in HIV and AIDS knowledge of the participants. Life Orientation empowers learners with sound HIV and AIDS knowledge [30]. Our findings are similar to those of conducted studies [31-33], but in contrast to the findings of [34], where the majority of respondents indicated that church (53%), parents (35%) and school (10%) were the main sources of HIV and AIDS information.


      Although our study showed high knowledge regarding HIV and AIDS transmission modes and methods, misconceptions were observed among some of the respondents. A small portion of the respondents believed that HIV and AIDS could be transmitted through witchcraft (22%), mosquito bites (14%) and sharing a toilet with people living with HIV and AIDS (10%). The results also showed that 5% and 8% of the respondents believed that abstinence and being faithful to one partner cannot be effective in controlling the spread of HIV and AIDS, respectively. The results further show that 4% of the respondents believed that there was an expensive vaccine to cure HIV and AIDS and that antiretroviral drugs cure HIV and AIDS; 9% still believed that having sexual intercourse with a virgin could cure HIV and AIDS.


      This is a cause for concern especially considering the fact that women cannot successfully negotiate safe sexual practices with their males due to their dominance and also due to the gender-based violence perpetrated by men towards women and girls [1, 16]. The belief of the availability of a cure for HIV and AIDS might be attributed to the observed slow progression of HIV and AIDS and the reduced mortality rates among people living with HIV and AIDS, who are on antiretroviral treatment. The results also showed that 19% of the respondents believed that circumcised people cannot be infected with HIV and AIDS. This confusion might also be a result of information disseminated, which indicates reduced risks of HIV infection among people that have undergone circumcision. The findings highlight the need for intensified HIV and AIDS education.


      Our findings are in line with those of a study that was conducted in Gabon, where almost half of the respondents believed that HIV and AIDS could be transmitted by eating from the same dish, drinking from the same cup and sharing clothes and toilet with a person living with HIV and AIDS [20]. Similar results were also found in a study that was conducted in Cameroon, where respondents did not know that HIV and AIDS could be transmitted by sex with an infected partner (15%) and non-usage of condoms (14%) [9]. It is of great concern that some of the respondents showed poor knowledge with regard to transmission, prevention and control of HIV and AIDS. There is an association between sexual behaviour and misconceptions in HIV knowledge [35]. Misconceptions and distorted information can lead to risky behaviours, such as unprotected sex, having multiple sexual partners, having sexual intercourse while under the influence of alcohol and sharing needles and syringes, and these can expose people to HIV infection [1, 16, 22].


      These findings highlight the need to intensify health education and awareness campaigns, especially at schools, and target youth.


      In this study, 67% of the participants had positive attitudes towards people living with HIV and AIDS, while a third of the participants had negative attitudes. Our findings are similar to those of a study [15], where 59% of the respondents had positive attitudes towards people living with HIV and AIDS, and 41% had negative attitudes. Despite the above findings, our study found that the majority of the respondents indicated the willingness to take care of relatives living with HIV and AIDS (70%) and 72% showed a willingness to continue the friendship with someone diagnosed with HIV and AIDS. Only half (52%) of the respondents indicated a willingness to continue buying groceries from someone who was HIV positive. This study also found that the majority (69% and 65%) of the respondents also believed that an HIV-positive student and an HIV-positive teacher should be allowed to continue studying and teaching at the school, respectively. These findings indicate that some learners accepted people living with HIV and AIDS. Our findings are in contrast to the findings of a study [20], where less than half of the respondents showed positive attitudes on issues such as buying food from an HIV positive shopkeeper, and where learners were against being taught by HIV positive teacher and the fact that an HIV-positive student should be allowed to study [36]. Stigma and discriminatory attitudes towards people living with HIV and AIDS is a barrier to the efforts of curbing the spread of the disease [1, 9].


      This study found that 70% of the respondents had a history of sexual intercourse, with 30% having had sex without condoms during the first sexual intercourse and 45% not using a condom during their last sexual intercourse.


      Some of the findings of this study are: of those who had a history of sexual intercourse, 5% have had a sexual experience with men in the form of oral sex; of those who were sexually active, 43% had sex with multiple partners in the previous year; 26% of those who have had sexual experiences had sexual intercourse while under the influence of alcohol; 40% of those who had sexual history stopped having sexual intercourse when they found out that a condom had burst; 67% had done an HIV test and knew their HIV status, while 80% indicated that they were not using injectable drugs. The results of this study are similar to those of a study conducted [20, 32], where it was found that 73% of the school children had a history of sexual intercourse, and 70% had made use of condoms. Our findings are also in contrast to studies [15, 37], where it was found that only 29% and 25% used condoms during their first and last sexual intercourse, respectively. The low and inconsistent use of condoms during sexual intercourse, having sex with multiple sexual partners is a cause for concern, especially considering the fact that there is no cure for HIV and AIDS infection, and this warrants the intensification of HIV and AIDS prevention methods and special focus should be placed on effective use of condoms.


      Our study also found associations between knowledge and age, social status, and sources of information (p = < 0.05). Attitudes were also associated with gender, age, race, social status and sources of information (p = < 0.05). Practices were associated with age, race, social class and sources of information (p = < 0.05). There were no associations between knowledge and gender, race and type of settlement. Lastly, we found no association between attitudes and the type of settlement (p = > 0.05), and practices were not associated with gender and type of settlement (p = > 0.05).


      These findings were in contrast to those of a study that was conducted [15, 38] in Ghana, in which no association was found between the socio-demographic factors and knowledge, attitudes and practices of the respondents.

    


    
      

      5. LIMITATIONS AND STRENGTHS OF THE STUDY


      This study was a descriptive study in nature, therefore, there were limitations on making inferences about the meaning of the results. The study was restricted to only two high schools in two districts, in a limited area, namely, Nelson Mandela Bay Municipality in the Eastern Cape Province of South Africa. This limits the generalisation of findings to the larger provincial, national and international contexts. The research instrument was self-administered, therefore, social desirability might have occurred. It is, however, assumed that the anonymity of the respondents encouraged them to give honest responses. Despite all the above-mentioned limitations, the researcher believes that this study can be utilised as baseline data for further research initiatives within the municipality and the field. It can also be used as a valuable source of information to policymakers, researchers and health promotion practitioners and educators to inform policy direction and future HIV and AIDS health education and sexual education interventions at schools and in the municipality. The results can also be used to inform the design and development of teacher or learner support material. Life orientation teachers can also use the results of this study to establish areas where they need to concentrate on.

    


    
      

      6. RECOMMENDATION


      It is recommended that HIV and AIDS health education campaigns and community outreach interventions in the Nelson Mandela Municipality in the Eastern Cape Province of South Africa be intensified, and special focus be given to youth between 14-21 years. Such interventions should pay special focus on issues regarding transmission, prevention, and management of HIV and AIDS. Sexual education at schools should be intensified in order to rectify the observed misconceptions, negative attitudes and discriminatory practices towards people living with HIV and AIDS and risky and unsafe practices. In the future, a similar study should be done to compare HIV and AIDS knowledge, attitudes and practices between in-school and out-of-school youth. Further research can also concentrate on ways of accelerating health education interventions in the Nelson Mandela Municipality in order to close the observed gap in knowledge, attitudes and prevention practices, so that the Sustainable Development Goals 3.3 of eliminating or ending HIV and AIDS as a public health threat by 2030 become an achievable reality.

    


    
      

      CONCLUSION


      The study assessed knowledge of HIV and AIDS knowledge, attitudes, and practices among high school learners in the Eastern Cape of South Africa. Learners indicated that their main source of HIV and AIDS was teachers and healthcare workers. It is, therefore, evident that schools are well placed to equip learners with appropriate HIV and AIDS information. In this study, HIV and AIDS knowledge was high, even though some misconceptions and gaps were observed in some areas.


      High HIV and AIDS knowledge did not translate to safe sexual practices, such as consistent use of condoms and having one sexual partner. Some of the high school learners believed that HIV and AIDS were transmitted through witchcraft, mosquito bites and handshakes, and that highlighted the need for the intensification of sexual education. More than half of the respondents had negative attitudes towards people living with HIV and AIDS and risky sexual practices regarding HIV and AIDS. Some of the socio-demographic characteristics of the respondents were associated with knowledge attitudes and practices regarding HIV and AIDS, whereas others were not. There was an association between knowledge and age, social status and sources of information. An association between attitudes and gender, age, race, social status and sources of information was found. Practices were associated with age, race, social class and sources of information. No associations were observed between knowledge and gender, race and type of settlement. There was no association between attitudes and the type of settlement, and practices were not associated with gender and type of settlement.
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