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ABSTRACT The aims of the study were to investigate how primary school-going children understand the HIV/
AIDS pandemic and the effect of HIV/AIDS on them. Children’s narratives were obtained via four focus groups with
a total of 36 children of primary school-going age (average age 7). The results of the study indicated that children’s
knowledge and awareness was generally adequate for their developmental age as described by Piaget’s cognitive
developmental theory. However, children from the urban area seemed to have a broader and more accurate
knowledge of HIV/AIDS than their rural counterparts.  Children from the rural areas also seemed to hold more
myths about HIV/AIDS than those from the urban areas. Since parents were an important source of HIV/AIDS
information as far as children were concerned, it was recommended that more HIV/AIDS educational programmes
should target parents. Also, those involved in the design and implementation of HIV/AIDS educational programmes
must ensure that they incorporate accurate and positive African traditional beliefs system.
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INTRODUCTION

Research indicates an increase in children
infected and affected by Human Immunodefi-
ciency Virus infection / Acquired Immunodefi-
ciency Syndrome (HIV/AIDS) in southern Afri-
ca (Joint United Nations Programme on  HIV/
AIDS 2010). In South Africa, the South African
National HIV prevalence, Incidence and Behav-
iour survey (Human Sciences Research Council
2014) indicated that in the province of KwaZu-
lu-Natal there has been an increase in HIV prev-
alence in children aged 2 to 14 years. This situa-
tion will bring trauma to these children in a num-
ber of ways. They are likely to suffer trauma
resulting from possible prejudice and social ex-
clusion as societies continue to associate AIDS
with promiscuity and drug usage (Walton et al.
2011).

Children affected and infected with HIV/AIDS
also have to face and deal with the trauma of
witnessing the lives of parents and/or signifi-
cant adults gradually fading away due to illness-
es and eventually dying of AIDS.The psycho-

logical impact on children who witness their par-
ents suffering and eventually dying of AIDS can
be more severe than for those whose parents
die from more sudden causes (Campbell et al.
2014).The increasing death of adult population
is also threatening the traditional family struc-
tures.  Many children will end up with adoptive
families (Carver et al. 2014). Many will also end
up in the streets and many of them will end up
taking the responsibility of heading their fami-
lies and looking after their younger siblings
(Mangwaya 2013).

      The rapid spread of HIV/AIDS pandemic
has focused the attention of health profession-
als and educators on the critical importance of
responding to the psychosocial needs of chil-
dren.  In order for interventions to achieve max-
imum effectiveness and sustainability, research
must be informed by an understanding of how
mental health issues are understood within  a
local context (Betancourt et al 2011).  Such ef-
forts to match programmes designed to help
children is enshrined in the United Nations Con-
vention on the rights of the Child.  In South
Africa it is also encoded in the South African
Constitution, which  protects the rights and
health of children and ensures that in matters
affecting the child, the child’s view be heard and
given due weight in accordance with the age
and maturity of the child (The Republic of South
Africa 1996).

Research on HIV/AIDS education for chil-
dren has long indicated that effective and effi-
cient educational programmes that promote re-
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silience are often those that, firstly, embrace cul-
tural beliefs and behaviours (Mangwaya 2013;
Campbell et al. 2012; Gwandure 2008). Reaction
to illness and adversities appeared to be influ-
enced by specific social practices and local cul-
tural beliefs and worldviews (Campbell et al.
2012).  Secondly, effective and efficient devel-
opmental programmes are those that are devel-
opmentally based, and that take into account
ways in which children of different ages under-
stand HIV/AIDS (Duyan and Duyan 2009). It is
therefore important that curricular should incor-
porate cultural beliefs  and should be adapted to
the different needs and cognitive abilities of
children and adolescents (Walsh and Bibace
1991; Armistead et al. 1999; Tarakeshwar et al.
2006;  Ansell 2008).

Joint United Nations Programme on HIV/
AIDS (2010) noted the importance of acknowl-
edging that children are different from adults in
that they have not yet fully developed their sets
of beliefs, rituals, and values. It is therefore rec-
ommended that in order to know how children
experience the world, individuals who work with
children must be guided by children’s own be-
haviours and expressions.  In line with this opin-
ion, Walsh and Bibace (1991) developed a cog-
nitive developmental model for describing chil-
dren’s understandings of illness that parallels
Piaget’s (1936) stages of cognitive development.
Bibace and Walsh’s model suggests that chil-
dren’s various accounts of the definition, cause
and treatment of an illness could be subsumed
by three developmental stages, each consisting
of two major conceptions/categories, from the
least to the more cognitively mature conceptions.

Firstly there is a pre-logical Stage (2-6 years)
which is seen as parallel to Piaget’s preopera-
tional stage.  According to Piaget (1936), chil-
dren at this stage of development are unable to
distance themselves from the environment. This
results in them describing cause and effect rela-
tionships in terms of immediate spatial and/or
temporal cues that dominate their experience.
During this stage children would either describe
illness in terms of any phenomenon that they
have experienced as being associated with ill-
ness without any clear differentiation of cause
and effect, or they would associate a specific
cause with the illness and describe specific symp-
toms/ effects, but cannot explain how the cause
leads to the illness. Walsh and Bibace (1991) call
this contagion.  An example of phenomenism

would be: ‘How do people get colds? “ From the
sun.” How does the sun give you a cold? “It
just does, that’s all”   An example of contagion
would be: How do people get colds? “From out-
side.” How do they get them from outside?
“They come when someone gets near you.  How?
“I don’t know – by magic I think.” (Walsh and
Bibace 1991: 36).

The second stage is concrete-logical (7-10
years).  The major developmental shift that oc-
curs at this stage is the ability of a child to dis-
tinguish self from others. They can also differ-
entiate between what is internal to the self and
what is external to the self (Vreeman et al. 2014).
Less mature children at this stage describe ill-
ness in terms of experienced symptoms, that is,
contamination. They can also explain the man-
ner in which the illness is effected. Bad or harm-
ful objects external to the child are viewed as the
cause of illness. Children can also explain how a
sequence of causal events is effected through
physical contact of the child with the person or
object or through the child’s physical engage-
ment as a whole. An example of contamination
would be, What is cold? “It’s like in the winter-
time.” How do people get colds?  You’re outside
without a hat and you start sneezing. Your head
would get cold, the cold would touch it, and
then it would go all over your body” (Bibace
and Walsh 1981: 36).  Older children in the con-
crete-logical stage describe illness in terms of
internal symptoms or organ malfunction, while
its ultimate cause is still seen as external. This
external cause, which can be either a person or
an object, is linked to the internal effect of ill-
ness through the process of internalization, for
example, inhaling or injecting. Even though the
illness is described in terms of symptoms, it is
described in vague terms, which indicates that
there is confusion about internal organs and
functions.  An example of internalization would
be: What is cold? “You sneeze a lot, you talk
funny, and your nose is clogged up.” How do
people get colds? “In winter, they breathe in too
much air into their nose, and it blocks up the
nose.” How does this cause cold? “The bacteria
get in by breathing. Then the lungs get too soft,
and it goes to the nose.’ “(Bibace and Walsh
1981:  37).

The third stage is called formal-logical
(11years and older).  During this stage there is a
greater amount of differentiation between self
and others and between the internal and the ex-
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ternal world. Although the source of illness is
described as being located within the body, the
ultimate source is always described as the exter-
nal agent (Bibace and Walsh 1981). The expla-
nation of illnesses is based on the interaction
between physiological and psycho-physiologi-
cal causes.  Younger children at the formal-logi-
cal stage of development, describe the cause of
illness as being triggered by external events.
However, the source and nature of the illness is
described as lying in internal structures and func-
tions. They give a step by step sequence of
events involving the interaction of multiple caus-
es and effects that lead to the functioning or
non-functioning of an internal organ or process
(Walsh and Bibace 1991).  An example of a phys-
iological explanation would be:  “What is a cold?
“It’s when you get stuffed up inside, your si-
nuses get filled up with mucus. Sometimes your
lungs do too, and you get a cough.”  How do
people get colds? “They come from viruses, I
guess. Other people have the virus, and it gets
into your blood stream and it causes a cold’ “
(Bibace and Walsh 1981: 37).  The explanations
given by the more mature group of children dur-
ing this stage shows an awareness that a per-
son’s thoughts and feelings can interfere with a
person’s well being. An example of a psych-
physiological explanation would be:  “What is a
heart attack?” It’s when your heart stops work-
ing right. Sometimes it’s pumping too slow or
too fast.” How do people get a heart attack? “It
can come from being all nerve-racked.  You wor-
ry too much. This tension can affect your heart”
(Bibace and Walsh 1981: 38).

 Although a study by Hoppe (1995) conduct-
ed in the US demonstrated that the number of
misconceptions decreased with age in a group
of children in Grades 3-6, they also found that
children from ethnic minorities, who were most
at risk for HIV/AIDS held more misconceptions
than their White counterparts. This they attrib-
uted to the differences in socio-economic sta-
tus.  Campbell et al. (2012) support this in the
study they conducted with the African Ameri-
can children of HIV-infected and HIV-non-infect-
ed mothers. Their results also revealed that in-
ner city ethnic minority communities who were
economically disadvantaged had limited under-
standing of HIV/AIDS. This was in line with a
more recent study conducted by Zhao et al.
(2011), which indicated that children in the rural
china also did not have adequate knowledge of

HIV/AIDS.  This  is an unfortunate situation since
HIV/AIDS tends to be more prevalent in low so-
cio-economic status communities (Goodall et al.
2011).

The present study aimed at investigating
primary school-going children’s narratives of
their understanding of HIV/AIDS and the effect
of HIV/AIDS on them, by exploring whether
these children have knowledge of the disease,
exploring the kind of knowledge these children
have, and exploring their sources of information
about the disease.   While previous studies have
provided a quantitative analysis of children’s
understanding within a southern African con-
text, there does not seem to be a study present-
ing children’s narratives.

METHODOLOGY

 The researchers utilized a qualitative re-
search paradigm because the study was explor-
atory by nature and intended listening to the
participants’  narratives and then formulating an
understanding based on their ideas (Miles et al.
2014). As Cresswell (2013) argues, a qualitative
researcher learns from the participant’s percep-
tions and experiences, and the way they make
sense of their lives.

A total of 32 participants with an average
age of 7 years were recruited from two randomly
selected primary schools in Piertermaritzburg,
KwaZulu-Natal province.  Half of them were from
a school located in a township in the semi-urban
area, and the other half was recruited from a ru-
ral school about 100 km from the city of Pieter-
maritzburg in South Africa.

Data was collected using focus groups.  Fo-
cus groups with children acknowledge them as
experts (Dowling 2014). They therefore help the
researcher to discover children’s views of their
world and, consequently, the results are likely
to have high face validity and can be useful in
the development of programmes, services or
conceptual models (Heary and Hennessy 2002).
Focus groups are suitable for exploring how
points of view are constructed and expressed.
They are particularly suited to the study of atti-
tudes and experiences around specific topics
(Miles et al. 2014).

The researchers recruited ten children in
each focus group, as per convention, which
states that ten participants are ideal for a focus
group to effectively serve its purpose (Bloor et
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al. 2001).  However, eventually each of the four
focus groups ended up with eight children par-
ticipating.  Such size was found to be accept-
able because the researchers felt that it was con-
ducive to order and attention, particularly con-
sidering the average age of the participants. In
an attempt to accommodate the particular de-
mands of these participants, each focus group
ran for about 45 minutes because all the partici-
pants were under 10 years (Hennessy 2002).
During each focus group, chairs were arranged
in semi-circles to facilitate discussion.  Proceed-
ings from all focus groups were recorded using
an audio recorder.

Four focus groups, two in each school, were
conducted by one of the researchers.  The ques-
tions asked during each focus group were adapt-
ed from the concepts of AIDS protocol used by
Walsh and Bibace (1991) in their study on chil-
dren’s understandings of HIV/AIDS in the Unit-
ed States.  For the sake of convenience and sim-
plicity to children HIV/AIDS was referred to as
AIDS throughout the focus group interviews.
The first 5 questions addressed the definition,
cause, treatment or prevention of AIDS.  Ques-
tions were: Have you ever heard of AIDS? What
is AIDS? How do people get AIDS? What do
doctors do for people with AIDS? What can
people do so that they won’t get AIDS?  By
looking at the person, how can you tell if they
have AIDS?  The last question was added to
investigate the children’s understanding of the
impact of the HIV/AIDS pandemic on them.  The
question was; How does AIDS affect you as
children?

The researchers translated the protocol into
isiZulu because all participants were from isiZu-
lu speaking community and the language of
teaching and learning in their schools was isi-
Zulu.  The advantage here was that two of the
researchers’ home language is isiZulu, which
meant that the researcher had a much better
chance of achieving equivalence of meaning.
The translated version was then piloted before
the final draft was produced.

After being granted permission by the prin-
cipals and the governing bodies of the two
schools, the researcher made appointments to
meet the principals and Grade one educators to
schedule times to meet with the participants and
explain the study and its purpose to them. All
the children who volunteered to participate in
the study were given short consent letters writ-

ten in isiZulu for their parents to sign and to
indicate whether the child could participate in
the study.  Among those who returned the par-
ents’ signed consent form, twenty participants
from each school were randomly selected to par-
ticipate.  Four participants from each school were
absent from school on the day of data collec-
tion.  Before the interview, children were given a
chance to give verbal assent. The researcher
also emphasized to the children that they could
stop the interview at any time with no questions
asked.  Participants were also reassured that their
names would remain anonymous. The research-
er also explained why she needed to use an au-
dio recorder and again children had to give ver-
bal assent to be recorded.  Focus groups were
run in isiZulu.   At the end of each focus group
the researcher conducted debriefing and used
the opportunity to provide accurate information
where misleading information regarding HIV/
AIDS was provided by the participants during
the focus group process.

All written transcriptions were then translat-
ed by the researchers from isiZulu to English.  In
order to ensure accuracy in the translation, an-
other first language isiZulu speaker was asked
to back-translate from English to isiZulu.  The
data was then coded.  For each question a the-
matic content analysis was conducted by exam-
ining categories linked to meaning units in the
text.  The themes were then explored across cas-
es. The following guiding questions were asked
of the data and used in the process of identify-
ing emerging themes: What did the participants
say? How did they say it, and on what bases did
they make their statements? How much differ-
ence of opinion existed within the group, and
what seemed to lie behind these differences?
The researcher then moved from description into
interpretive analysis (Robson 2006).

RESULTS

Regarding the definition of HIV/AIDS, all
participants defined AIDS as a life threatening,
an incurable and a terminal disease.  Mostly they
defined AIDS in terms of its end result, which
was perceived to be death.  For example, they
said;

“(AIDS) is a disease that kills lots of peo-
ple…”

“(AIDS) is a bad disease, which kills peo-
ple…”
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“…a disease that cannot be cured”
In addition, some participants described HIV/

AIDS in terms of opportunistic diseases associ-
ated with it.  For instance;

“AIDS is TB”
“…it is a non-stop flu”
On the subject of symptoms, the majority of

participants from an urban school reported some
fairly good and accurate knowledge of the phys-
ical symptoms associated with HIV/AIDS.   For
instance they said;

“People with AIDS get thinner and thinner
and eventually become very thin”

“They become regularly tired and some-
times cannot even get out of bed”

“People with AIDS cough a lot”
“People with AIDS get sores all over their

bodies and lose a lot of weight”
“People with AIDS always have running

stomachs”
On the other hand, even though most partic-

ipants from a rural school showed correct un-
derstanding of the physical symptoms, their
knowledge did not seemed to be as broad as
that of participants from the urban focus groups.
Their comments were  to a large extent confined
to  weight problems, instead of many other phys-
ical symptoms likely to be evident in a person
sick with AIDS.  For instance,  to a large extent,
their comments were;

“They become very thin”
“They lose a lot of weight”
“Their faces become very thin”
“A person’s face become hollow and you can

see bones”
In addition to physical symptoms, some of

the participants also mentioned emotional symp-
toms.  For instance;

 “People with AIDS are always angry “
 “… because they are always angry, they

always keep quiet”
“… they are sad and want to kill themselves”
Concerning the modes of transmission, par-

ticipants showed an accurate awareness of how
a person can get infected.  Many of them men-
tioned both sexual and blood on blood trans-
mission.  Examples are;

“If you touch blood of another person who
is hurt, you get AIDS”

“If you sleep with someone who has AIDS..”
“If you make a baby with someone who is

(HIV) positive”

However, many of the comments regarding
blood on blood transmission had elements of
imprecise and inaccurate information on how
HIV/AIDS get transmitted. Examples are;

“When a person cuts himself and blood
comes out, and they touch you, you get AIDS,”

“When they touch you, their AIDS gets into
your body and spreads all over your body”

Also, more participants from the rural school
than those from the urban school explained trans-
mission of HIV/AIDS from the African perspec-
tive of illness. For example they said;

“…if you step on the medicine spread by
people who hate you….your will become sick
and will eventually die of AIDS”

“Some people are jealous… and they be-
witch you and then you get AIDS”

“You can get sick because you are training
as isangoma and nurses will say you have
AIDS”

Furthermore, unlike the participants from the
rural school, most of the participants from an
urban school mentioned accurate precaution-
ary measures to be taken in order to avoid be-
coming infected.  Examples are:

“You must never touch blood of a person
who if hurt”

“Sick people must be taken to hospital be-
cause they will make you sick”

Needs to physically avoid people with HIV/
AIDS was the dominant misconception among the
participants from the rural school. For example;

“You must never come close to a person who
has AIDS because he/she will infect you”

“You must not share a room with someone
who has AIDS”

The majority of the participants in this study
reported awareness that AIDS is an incurable
disease. Their responses also indicated a de-
tailed awareness of the progression of the dis-
ease:

“ Doctors give them injections and they get
better for a while and get sick again”

“Hospitals give them drips and they get
better for a few days and get sick again”

“… instead of getting better…..sickness
become worse and worse until they die”

Participants in all groups also reported mixed
opinions regarding the usage of traditional
medicines:

“some people get better but some (
people)become worse and worse after drink-
ing (traditional medicine)”
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“ … (they) get better after  drinking (tradi-
tional) muti1 because it is stronger that the in-
jections they get from hospitals”

“You must not give them muti when they
have AIDS, because muti kill them”

Participants from a rural school mentioned
television and radio as the source of informa-
tion about HIV/AIDS, more often than any oth-
er sources.  For example;

“I heard from TV that AIDS kills many peo-
ple”

“I heard from TV that AIDS is a bad disease
which kills people”

“I heard from the radio that if you touch the
blood of a person that is hurt, you get AIDS”

On the other hand, the participants from the
urban school mentioned significant adults more
as source of information.  For example;

“My mother told me that I must never touch
blood of a person that is hurt”

“My father said I must never play with peo-
ple who have AIDS”

Many of the participants also reported not
getting information directly form from adults, but
through overhearing adults conversations.  For
example:

“I heard my uncle at home talking about
AIDS”

“I heard my aunt and uncle talking about
people who have AIDS..”

DISCUSSION

The results of this study indicate an improve-
ment in both the amount  of knowledge as well
as  the level of accuracy of HIV/AIDS-related
knowledge in children, than was indicated by
the previous studies (Armistead et al. 1999; Duy-
an and Duyan 2009; Zhao et al. 2011).    Various
reasons could account for such improvement in
children’s knowledge about HIV/AIDS. Firstly
most of the located previous studies were con-
ducted during the periods when HIV/AIDS prev-
alence was not as high as it presently is. By then
not many children were directly affected and/or
infected with the disease as it was not as perva-
sive as it was in children’s environments when
the present study was conducted. Second ex-
planation could be that the mess media has been
increasingly aggressive in giving out informa-
tion about HIV/AIDS today.

The level of knowledge that children in this
study had about HIV/AIDS is generally consis-

tent with the theory that children’s understand-
ing of illness tends to be relative to their devel-
opmental stage and that, as indicated by Hoppe
et al. (1995), children’s misconceptions about ill-
ness tends to decrease with age. Children involved
in this study were around seven years of age. As
expected from children of their age, they were
able, for instance, to define HIV/AIDS symptoms
and the manner in which people, which was in
line with Bibace and Walsh’s (1981) theory of
contamination. However, even though the amount
of understanding of illness displayed by children
tends to be in line with their developmental stag-
es, as indicated in this study, the information can-
not be expected to be completely accurate.   In
line with Carver et al. (2014), this could be due to
the fact that their sources of information, such as
the media and their parents, cannot always be
reliable sources to disseminate accurate informa-
tion. For this reason it is important that formal
HIV/AIDS education is offered in schools, where
formal assessment measures are in place to as-
sess whether children are getting accurate and
adequate knowledge.

The intensity of understanding of HIV/AIDS
tends to reflect the differences in children’s so-
cio-economic backgrounds.  In line with a study
by Zhao (2011), the results of this study indi-
cates that children in rural areas who arguably
come from a disadvantaged socio-economic
background, and who seem to be sharing similar
background to those from ethnic minorities in a
study by Campbell (2014), tend to have less
knowledge that those from urban areas.   This
may be due to the disparity in resources, with
children form urban areas having better access
to sources of accurate information. As a result
parents tend to be the primary source of infor-
mation for children in rural areas. It is pleasing
that in some countries recognize the crucial role
played by parents in empowering children with
knowledge in their policies on HIV/AIDS.  For
instance, in South Africa, parent’s role is recog-
nized and included in the South African Nation-
al Education Policy Act (Department of Educa-
tion 1996).

In line with Gwandure 2008 the results of this
study also indicated that the African view of
illness appears to be influential in children’s
understanding of HIV/AIDS. As Gwandure
(2008) indicated, positive cultural beliefs and
behaviors that are beneficial should not be dis-
carded.  In this way, other cultural myths that
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may be contributing to the spread of this dis-
ease can also be corrected in children while they
are young.

CONCLUSION

The design for this study was informed by
Bibace and Walsh’s (1981) model for children’s
conception of illness.  The findings suggest that
children have knowledge of HIV/AIDS illness.
Children’s knowledge is appropriate to their de-
velopmental stages and appears to be relative
to whether they are from urban or rural areas.
An interesting finding was also that children’s
understanding of HIV/AIDS is also informed by
the African traditional view of illness.

RECOMMENDATIONS

Sample size in this study limits the generaliz-
ability of the results to larger populations.  Also,
only those children whose parents gave con-
sent for participation took part in the study.  Since
parents are the significant source of HIV/AIDS,
particularly in rural areas, it could be that those
parents who refused consent neither discuss
HIV/AIDS openly with their children nor allow
their children access to mass media information
on HIV/AIDS.  Follow-up studies using a larger
sample and with children at wider range of de-
velopmental stages will be able to give a bigger
picture of children’s understanding of HIV/AIDS.

NOTE

1. Muti is a word in isiZulu language that is used to
refer to traditional African medicine.
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