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ABSTRACT The aim of this paper is to explore the variety of contributing factors to escalating infections of HIV/
AIDS in Golf Course, Alice in the Eastern Cape, South Africa. Social learning theory was used to explain the
contributing factors to the rising number of people infected with HIV/AIDS. This paper used quantitative method
and simple random sampling was employed with fifty (50) respondents from 18-35 years old. Data was collected
through questionnaires and was statistically analyzed using descriptive statistics. Findings revealed that the majority
of the respondents have sexual partners because they want to experience sex, and the minority does not have
partners because of their religious affiliations, culture and norms. The paper concludes that even though there are
existing initiatives to reduce HIV/AIDS escalation, people do not protect themselves and they tend to ignore what
they have been taught by medical practitioners and others in their support groups. The researchers suggest that
condoms must be distributed in households, counseling to family members of the infected person should be provided

and churches should also teach people about the epidemic disease and its prevention strategies.

INTRODUCTION

A personwhoisHIV positiveinfectsothers,
that why it iscalled acquired. Immunodeficien-
cy refers to the damage that is caused by the
virusto theimmune system. Itisasyndrome as
it has many symptoms; itscondition isdifferent
from other infectious diseases (Gallant 2012). It
is a “syndrome” because it was years before
HIV was discovered and identified asacause of
AIDS. A collection of symptoms and problems
including infections and diseases that occurred
in people who had common risk factors were
recognized (Gallant 2012). In 1982, theterm AIDS
wasinvented. At thetime HIV had not been dis-
covered so people had no ideawhy otherswere
sick up until they werereally sick and somedied.
Once aperson devel ops one of thelisted oppor-
tunistic infections (in that time most of those
peoplewere men), they were said to have AIDS.
An HIV test became available and accessible
after HIV wasdiscovered, the definition of AIDS

changed so that being HIV positive can be nor-
mal and peoplewith HIV can betreated asearly
aspossible (Gallant 2012). According to areport
in 2009 from the Joint United Nations Programme
on HIV/AIDS (UNAIDS) at the end of 2008, a
group of Eastern Europe and Central Asiawere
the only regions where HIV prevalence was on
therise. 1.5 million was the total number from
the agency; there was a jump of sixty-six per-
cent from 2001.

According to Andrinopoulos et a. (2011),
adolescents and young adult women in the Unit-
ed Statesarethe main part of HIV/AIDSinfect-
ed population, yet there is dearth of research
studiesin exploringillness-related quality of life
and HIV/AIDS. 23,524 adolescents and young
adults between 13 to 24 years were believed to
have been living with HIV/AIDS. Therewasan
increase of twenty-five percent representing this
population in 2004. According to the National
Surveillance statistics (centers for disease con-
trol and prevention), from 2004 to 2007 women
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consistently made approximately twenty-six per-
cent of PeopleLivingwithHIV/AIDS (PLWHA)
in this group. 0.4 percent isthe prevalence rate
which has been reported by adolescent medi-
cine clinic which is the same for youth. An in-
creasein HIV prevalence was revealed by data
from Jacobs Corps entrants between 1993 and
1997 (Andrinopouloset al. 2011).

Sub-Saharan Africa has the highest preva-
lenceof HIV/AIDSintheworld. Nearly 24 mil-
lion adults and children are HIV positive, eight
percent (8%) isthe total prevalencerates of in-
fected adults. In 16 countries, the preval ence of
HIV isabove ten percent and among the highest
were Botswana with thirty-nine percent (39%)
and South Africa with twenty percent (20%).
Nevertheless, Uganda as one of the identified
stories in effort to fight the spread of the dis-
ease has aprevalence of five percent (5%), with
Senegal at 0.5 percent of thetotal population for
adults. In Sub-Saharan Africa the average life
expectancy has already fallen to 47 years and
continues to fall. Caribbean is now the second
highest after Sub-Saharan Africa in the world
after the reported high prevalence. Itisat above
two percent (2%) of the population, with the
number of peoplereported to belivingwith HIV/
AID above 360,000, although it must be empha-
sized that these figures are estimated to be un-
der-reported by as much as forty percent. HIV/
AIDS pandemic is not regarded as a health is-
sue but it has an increasingly profound impact
on any country’s development potential. Until
recently, curefor HIV/AIDS has not been found
inall countries, instead the prevalence of HIV/
AIDS has increased. Education for preventing
HIV/AIDS is basically not about spreading or
sharing information but it mainly focuses on
behavioral change (Qubuda2013).

According to Richard (2011), South Africais
known to have the biggest antiretroviral (ART)
on planet and 1.3 million people are receiving
the treatment. Richard (2011) also stated that
one of the most pressing challenges in interna-
tional health care centersisthelimited accessto
antiretroviral treatment for those who urgently
need it becausethereare over 42 millionwho are
living with the disease. Only 13.7 percent of the
population has access to medical insurance. As
a result of the high costs and poverty, many
people could not afford ART (Motsoaledi 2011,
Omoruyi et d. 2012).

Problem Satement

The ever escalating number of HIV/AIDS
has been an ongoing problem among people
especially theyouthin South Africa. Itisaprob-
lem becauseit leaves family members dysfunc-
tional in that they refer to HIV/AIDS as a death
sentence and they feel desperate and fail to
motivate theinfected person. Golf Course asthe
place of interest for this study is characterized
by lack of health carefacilitieslikeclinicsor hos-
pitals. Its cure has not yet been discovered but
through the use of antiretroviral treatment it can
prolong one’s life span.

Aimsof theSudy

The main aim of this study was to explore
the variety of contributing factors to escal ating
infections of HIV/AIDS in the presence of es-
tablished initiatives to prevent the spreading of
the epidemicin Nkonkobe Local Municipality in
Golf Course.

Objectivesof the Sudy

= To identify various factors contributing to
the escalation of HIVV/AIDS.

= To analyze the sexual behaviours of the
youthin Golf Course.

= Toinvestigate the knowledge of youths re-
garding HIV/AIDS.

Research Questions

= What are the various factors contributing
tothe escalation of HIV/AIDS?

= What arethe most effective ways of chang-
ing sexua behavior amongst the different
vulnerable groups?

= What kind of knowledge have they gained
as regard the transmission of HIV/AIDS
epidemic?

LiteratureReview
Theoretical Framework
Social Learning Theory
Social learning theory focuses on the notion

that people learn from others and the social en-
vironment has an impact on the behavioral
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change of an individual. It assumes that con-
texts such as observational |earning, imitation
and modeling arelearned (Bandura 1977).

General Principles of Social Learning Theory

People learn from others by observing their
behavior. According to behaviorists, learning
should change the behavior. Social learning the-
orists in contrast with behaviorists assume that
learning cannot be necessarily shown in their
performance because people can learn through
observation alone. Behavior change cannot be
theresult of learning; it can be affected by rein-
forcement and punishment of a certain behav-
ior. Cognition aso playsacritical rolein learn-
ing. Social learning theory has become increas-
ingly cognitive in its interpretation of human
learning over the past 30 years. People’s behav-
ior can be influenced by the awareness and ex-
pectations of future reinforcement or punish-
ment. Social learning theory isalink or connec-
tion between behaviorists|earning theoriesand
cognitivelearning theorists (Bandura1977).

How the Environment Reinforces and
Punishes Modeling

People are usually reinforced when model-
ing the accepted behaviors of others. Accord-
ing to Bandura (1977), modeling can also bere-
inforced by the environment in various ways:
the observer isreinforced by the model. For ex-
ample, a person who has friends who are in-
volved in promiscuous sexual acts for recogni-
tion may start doing the same in order to fit in
that group. The observer isreinforced by athird
person. The observer might be modeling the
actionsof someoneelse, for exampleachild might
imitate the behavior of person who frequently
visits night clubswhere drugs are preval ent and
become vulnerable to unprotected sexual activ-
ities. Thistype of modeling may have negative
consequences of getting HIV/AIDS through
unprotected sex (Bandura1977).

Social learning theory holds on that behav-
ior is molded by rewards and punishments or
reinforced. Past and present rewards and pun-
ishment for certain actions determinethe actions
that individuals continueto pursue. By interact-
ing with peers who already experienced unpro-
tected sexual activities, one’'s behavior may
change. Social learning theories have focused

on explaining social learning behaviors such as
sexual behaviors, substance abuse, etc. Like
social process theories, most learning theories
explain deviance, and maintain that unprotected
sexual activities are examples of deviance, this
can be accounted for more generic model
(Bandura1977).

Theories of socia control typically define
social influence in terms of institutional struc-
tures (for example, family, work group, school)
and roles (for exampl e, spouse, parent, student,
and employee) that holds people’s deviant im-
pulsesin check (Shoemaker 1990). The break-
down or weakening of these structuresremoves
incentives to comply to with social roles and
norms and thus leads directly to the develop-
ment of deviant behavior patterns. For example,
people engage in risky behaviors because the
disintegration of families, schools, and commu-
nity networksleadsto poor socialization of chil-
dren, produces schools where students are not
rewarded for learning, decreasesrespect for com-
munity normsand erodethe ‘work ethic’ leaving
people defenseless in the face of their hedonis-
ticimpulses (Berlin 2015).

Analysis of Sexual Behaviors among Youths

In South Africa, HIV risk behavior and oc-
currence remain serious health concerns, spe-
cifically among youth because they constitute
ten percent (10%) of HIV prevalence. Various
models that have been used to explain health
behavior suggest that low levels of risk taking
behavior are associated with high perceived risk.
Severa studies in Sub-Saharan African coun-
trieshave considered perceived risk asapredic-
tor of sexual behaviors such as using condoms
inconsistently or having multiple sex partners,
few studies have focused on the predictors’ per-
ceived risk of HIV infection. Furthermore, most
studieson HIV risk perceptions and risk behav-
iors have used cross-sectional data, making it
difficult to know the casual relationship between
risk perceptions and risk behaviors (Kermyt et
a. 2009).

The primary method of transmitting HIV in
South Africa is through heterosexual inter-
course. Many South Africansare awarethat HIV
can betransmitted thisway. Among South Afri-
cans aged 15-24 years, more than half had sex
by 18 years of age. Even though not all sexual
activities are risky such as condom use consis-
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tently or having one uninfected partner; engag-
ing in first sex is the entry point to subsequent
risk behavior. Hence comparing youth who ini-
tiate sex at ayoung age with youth who delayed
sex; those who del ayed sex spend more years of
their lives (Kermyt et a. 2009).

The Knowledge among the Youths
Regarding HIV/AIDS

Thisfocuspresentsacritiqueof LovelLife's
unrealistic representation of young South Afri-
cans and their sexuality. Love-lifeis criticized
for itshighly visible HIV/AIDS awareness and
prevention campaigns that teach instead of ad-
dressing the social factors that shape gender
identities and determine the cause of the epi-
demic in South Africa. Thisfocus critiques the
absence of representations of HIV positive peo-
plefrom Lovelifecampaignsandit lastly argues
for the need of awareness and prevention cam-
paigns such asintimate partner violence, prosti-
tution and accessto ARVs. An HIV-freefuture
for South Africa can only be along-term aim.
Images of HIV-freeindividual s provide no affir-
mation or support for people living with HIV
and for the mgjority of South Africans who are
affected in a personal way by the pandemic. In
South Africa, over 5 million people are living
with HIV/AIDS and most of them are below the
age of 30 years, soit isimportant for awareness
campaigns to find ways to address this crisis.
Representations of young peoplefrom Lovelife
fail to confront the multiple causes of the high
prevalence of infectionsamong South Africans,
specifically women. Most campaigns focus on
the notion of rational behavior that is with the
new knowledge, automatic adjustment in sexual
practices. This approach ignores the broader
context of power relations, economic necessity
and thelimitation of resourceswithinwhich HIV
transmission occurs (Thomas 2004).

According to Hong et al. (2012), there are
currently millions of femal e sex workers (FSWs)
or prostitutes in Europe and they play a major
role in the escalation of HIV/AIDS epidemic.
There is dearth of studies on the relationship
between FSWs migratory status and the HIV/
AIDS related risks. The existing literature re-
vealed high mobility of this population. In Eu-
rope, sexual risksand current infections of sexu-
ally transmitted diseases (STDs) among FSWs
immigrants were compared to local FSWs. The

findingsreveled that European immigrantswere
older, educated and were not new to the sex in-
dustry; and they had less sexual risks and low
ratesof STDs. A lower level of sexual risksand
STDsamong European immigrants (FSWs) than
European FSWs suggests that thereisaneed to
examinetherelationship between migratory, sta-
tusand HIV/AIDSrelated riskswithin social and
cultural contexts.

Even though migration has been identified
as one of the specific factors that contribute to
the escalation of HIV/AIDS pandemic globally,
early studies suggested that it is the conditions
and structure of migration process and the so-
cial environment that put people at high risk of
contracting HIV/AIDS (Smolak 2010; Saggurti
et al. 2012). Women, especially young women
are particularly victims of HIV/AIDS in there-
gion; thisisthe result from biology but mostly
from the interaction of poverty and culture. In
most African countries, atraditional practicealso
escalatesHIV/AIDSin which men decide about
sexual relations sincethey are viewed as superi-
or in the societies, women are treated as people
with no rights. If a man wants sex women are
subjected to it and they could not ask their hus-
bands about their rel ationships outside marriage.
Thiscontributesto high rate of HIV/AIDS among
women and makesit impossiblefor them to pro-
tect themselvesfromiit.

Factor sthat ContributetotheEscalation
of HIV/AIDS

Poverty

Poverty and its ‘twin cousin’ of unemploy-
ment drive the HIV/AIDS pandemic in many
Southern African countries. Poverty and low lev-
elsof literacy play animportant rolein the esca-
lation of HIV/AIDS in sub-Saharan Africa. In
fact, therapid rise of HIV infectionsispositively
related to high levels of poverty, lack of educa-
tion and unemployment. It is not surprising to
find that most people who areinfected by HIV/
AIDS are from poor socio-economic back-
grounds. Even though most of them are from
poor backgrounds, this does not necessarily
mean that HIV aidsthe diseasefor the poor. Most
people who get infected by this disease are less
educated, poor and they are likely to die faster
than those who are non-poor. The reason for
thisisthat those who are poor lack resourcesto
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access medical assistance. There are numerous
waysthat HIV/AIDS and poverty arerelated, a
person infected by HIV/AIDS can be poor and
viceversa. . In situationswhere people are poor,
less educated and unemployed are likely to seek
out alternative survival strategieslike engaging
incommercia sex (Qubuda2013).

Commercialization of Sex

According to Qubuda (2013: 4), “A promi-
nent aspect of South African culture that un-
doubtedly contributesto the HIVV/AIDS epidemic
isthat sex and sexuality are frequently seen as
resources that can be used to gain economic
benefits.” In many Sub-Saharan countries, wom-
en areforced into engaging into commercial sex
because of poverty. Many Sub-Saharan African
countries have experienced arapid urbanization
which led to commercialization of sex. Caldwell
(1990) statesthat in Lusakasex isawaysaround
the corner because entertainment takes placein
night clubs, bars and parties. He continues stat-
ing that in Africareal prostitution with brief com-
mercial relations is brought into existence by
the demands and nature of business. Migrants,
laborers, short-term miners, truck drivers, cattle
herders, soldiers, some locations' tourists and
men in urban or mining areaswho are unaccom-
panied by their wives are believed to be people
who demand commercial sex. Moreover, cultura
beliefsthat it isaccepted for men to have multi-
ple sex partners also promotes commercializa-
tion of sex. All of theseinevitableactsresultina
high incidence of sexually transmitted diseases
and subsequent HIV/AIDS deaths.

Stigma and Discrimination

Peoplewho are living with HIV/AIDS have
been suffering with discrimination and stigma
(Skinner and Mfecane 2012). The concept of
‘stigma’ refersto “adeeply discrediting attribute
that reduces a person to someonewhoisin some
way tainted and can therefore be denigrated”
(Odimegwu 2003). Government officialsand peo-
ple in general in African countries have a ten-
dency of discriminating thosewho arelivingwith
HIV/AIDS. Thediscrimination that HIV positive
people suffer leadsthem to withdraw themselves
or not participate in anything in their societies.
Inthiscase, withdrawal means not seeking med-
ical assistance and support fromtheir loved ones.

The negative attitude, stigmaand discrimination
that these people suffer sometimes lead to vio-
lence. Social and culturd attitudes are often at
therootsof stigma. Accordingto Letamo (2003),
these are because of the following conditions:
= Linked to deviant behavior
= Viewed asones responsibility
= Influenced by religious belief that having
sex unmarried ismorally unsanctioned. A
stigmatized HIV/AIDS population may
grow and thus spread the pandemic. Fi-
nally, there are other cultural values, be-
liefs and practices that function to aid the
spread of thisepidemic.

RESEARCH METHODOL OGY
Resear ch Design

The study used a quantitative research par-
adigm which basically focuses on randomiza-
tion, generalizability, representativeness, and
both probability and non-probability sampling
techniques.

Population

The population of the study comprised of
youthsin Golf Course community in Nkonkobe
Local Municipality.

Sampling and Sampling Technique

The sampling of the study comprised of fifty
(50) youthsin Golf Course. Theresearchersused
simple random sampling techniqueto select the
participants becauseit eliminates biasby giving
eachindividual an equal chanceto participatein
the study.

Data Collection | nstrument

In this study the researchers used question-
naireswhich were distributed to the participants.
The research questionnaire comprised of four
sectionswhich are Section A, B, C, and D. Sec-
tion A pertains biographical information which
includes gender, age, occupation, language,
highest level of education, religion affiliation,
and head of household. Section B encompasses
youth sexual behaviors whereby the research-
ers wanted to know how often youth engagein
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sexual activities and whether they use protec-
tion or not. Section C consists of youth percep-
tions on HIV/AIDS. Section D consists of fac-
tors that contribute to the escalation of HIV/
AlDSwhich are unprotected sex, poverty, com-
mercialization of sex, stigmaand discrimination,
multiple sexual partnersand cultural norms.

DataAnalysis

The researchers distributed fifty question-
naires to the participants and the whole ques-
tionnaires were returned. In this study the re-
searchers used descriptive statistics such as
tables, graphs, charts, aswell asfiguresto anal-
yse the collected data.

FINDINGS AND DISCUSSION

The findings presented include biographi-
cal information of participants, youth sexual be-
haviors, youth perceptions on HIV/AIDS, and
factorsthat contribute to the escalation of HIV/
AIDS.

Biographical I nformation
Gender Distribution

All respondents both malesand femaleswere
black because Alice Town is mostly occupied
by black. The findings of the study shows that
fifty-four percent (54%) of respondents were
mal es and forty-six (46%) werefemales. Tradi-
tionally and socially men are regarded as superi-
or to women because of their upper body
strength. Men are allowed to have multiple sex-
ual partners and they force women to have sex
without their consent. Asaresult, it causeswom-
en to be vulnerable to HIV/AIDS infection be-
cause of social contrast (Wu et al. 2004). The
economic dependency of women on men not
only increases their own HIV risk but subse-
guently may also fuel the epidemic (Bouare

2009).
Age Distribution

Table 1 reveal sthat fifty-eight percent (58%)
were between the ages of 18-25 years, forty-two
(42%) was between the ages of 26-35years. From
theresearchers' point of view it was found that
youth indulges in more unsafe sexual activities

so that is why they are at high risk of getting
HIV/AIDS.

Table 1: Age distribution

Age Frequency Percentage
(%)

18-25 years 29 58

26-35 years 21 42

Source: Field Survey, 2014

Occupation

Therespondentswere asked to indicate their
occupational status. A total number of students
wasforty-six percent (46%). Out of this, twelve
percent (12%) were fully employed, twelve per-
cent (12%) were self-employed, and thirty per-
cent (30%) were unemployed. 1.3 million people
were receiving antiretroviral treatment in the
wholeworld (Richard 2011). Accessfor ART for
those who urgently need it is one of the major
challenges in international health care centers
because out of 42 million people, only 13.7 per-
cent had accessto medical insurance. Many were
living in poverty so could not afford ART (Mot-
soaledi 2011; Omoruyi et a. 2012).

Language

All participants were Xhosa speakers be-
cause most residents at Golf Course residents
are from the surrounding rural areas of Alice.
According to Sapir (2004), language isamethod
of communication used by humans either spo-
ken or written, it consists of word in astructured
and conventional way.

Highest Level of Education

The respondents were given questionnaires
toindicate their highest level of highest educa-
tional qualifications. The findings in Table 2
show that seventy percent (70%) of respondents
were still in secondary school, twenty-two per-
cent (22%) finished their tertiary level of educa-
tion and eight percent (8%) dropped out in pri-
mary school. According to Van der Berg et a.
(2006), South African youth is the one that has
achieved higher levels of education compared
to their parents. Those who are uneducated are
living in poverty.
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Table 2: Highest level of education

Level of education Frequency  Percentage
(%)
Primary 4 8
Secondary 35 70
Tertiary 11 22

Other (specify)

Source: Field Survey, 2014

Religious Affiliation

The finding shows that eighty-four percent
(84%) of the respondents are Christians, two
percent (2%) of participants are Hindus and sev-
en percent (7%) do not affiliate in any religion.
According to Kalman (2009), religion can be de-
fined as a set of beliefs of worshipping a super-
human, God or gods. Each religion hasitsholly
books, sacred symbols, special celebrationsand
a place of worship; food is often an important
part of religion.

The Head of the Households

Therespondentswere asked to best describe
the head of the household that is, the person
who is predominantly taking care of them. For-
ty-two percent (42%) of the respondents are
headed by mothers; twenty-six percent (26%)
are headed by fathers, sixteen percent (16%) are
house headed, eight percent (8%) are headed
by sisters, and the other eight percent (8%) are
headed by grandmothers.

Youth Sexual Behaviors

Thefinding revealsthat eighty-eight percent
(88%) of respondents have partners and twelve
percent (12%) do not have partners. The major-
ity of the respondents have sexual partners be-
cause they want to experience sex, and the mi-
nority does not have partners because of their
religious affiliations, culture and norms.

Sexual Experience

The finding reveal that eighty-six percent
(86%) of respondents have had sex and four-
teen percent (14%) never had sex. Youth nowa-
days become more sexual active at an early age
and they enjoy too much casual sex. Some of
respondents never engaged themselves in sex-

ual activities because they are aware of the
consequences.

Sexual Thoughts

The finding reveals that twenty percent
(20%) of respondentsthink about sex every day,
fifty-eight percent (58%) think about it once a
week, eight percent (8%) think about it once a
month and fourteen percent (14%) do not think
about it al. The above statistics shows that the
majority of respondents think about sex wheth-
er once a week or a month because they are
sexual active and males want to display their
manhood.

Sexual Discussion with Friends

The respondents were asked about how of -
ten they talk about sex with their friends. The
findings reveal that forty percent (40%) of the
participantstalk about sex every day with their
friends, twenty-eight percent (28%) talk about
sex once aweek, ten percent (10%) discuss sex
with their friends once a month, and twenty-
two percent (22%) do not talk about sex at all.
The statistics above shows that the majority of
respondents talk about their sexual life with
friends because of their age group which is be-
tween the ages of 18-25 years, and the new sexual
experience.

Condom Use

In response to the questionnaires that were
given to the participants on how often do they
use condoms, thefinding reveal sthat thirty-four
percent (34%) of the respondents use condoms
every time they engaged themselves in sexual
activities, forty-eight percent (48%) of them use
condoms sometimes, and eighteen percent (18%)
of them do not use condom at all. According to
social learning theory, people model actions of
others. Environment also affects the behavior
of peopleliving in that particular society or en-
vironment (Bandura1977).

In South Africa, youth contributes ten per-
cent (10%) of the population of those who are
livingwithHIV/AIDSand HIV risk and itsprev-
alenceremain acritical concern. Numerousmod-
els used to explain health behavior posit that
high perceivedrisk islinked to low levelsof risk
taking behaviors. Some studies in Sub-Saharan
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African countries have considered using con-
dom inconsistently as a high risk behavior and
also having multiple sex partnersis considered
asprediction of HIV/AIDSinfection. It isdiffi-
cult to differentiate the casual relationship be-
tween risk perceptions and risk behaviors be-
cause most studieson HIV risk perceptionsand
risk behaviors have used cross-sectional data
(Kermyt et al. 2007). The primary way of trans-
mitting HIV/AIDS in South Africa as in other
developing countries is through heterosexual
intercourse and most of South Africayouth are
aware of that. In South Africa, morethan half of
males and femal es between 15-24 years of age
have had sex at the age of 18 years. The proba-
bility of consistent use of condoms and one in-
timate partner will reduceHIV/AIDS. Youthwho
delay sex spend more years compared to those
who engage in sexual activities at an early age.
Thosewho engagein sex at an early ageareat a
highrisk of contracting HIV/AIDS (Kermyt et al.
2009).

Youth Perceptionson HIV/AIDS

Participants were asked on what challenges
they face when a friend or a family member is
infected with HIV/AIDS. Most respondents do
not face any challenges, othersfaced some prob-
lems like the infected person does not want to
usetheir treatment regularly, some do not useit
all, some do not follow medical stipulations. In
response to the questionnaires that were given
to the participants on how they think positive
people aretreated in their community, most par-
ticipants think that HIV/AIDS people are treat-
ed as outcastsin the community and blamed for
being careless and negligent.

Factor sthat ContributetotheEscalation of HIV/
AIDS

Table 3 shows the causes and scale on fac-
tors that contribute to the escalation of HIV/
AIDS. Participants were given questionnaires
to rate what they think causes the escalation of
HIV/AIDSintheir community. They were asked
to rate them from 1-6 with the lowest number
representing the most common cause. Unpro-
tected sex and multiple sexua partnershave been
rated as the most important cause of the escala-
tion of HIV/AIDS, and poverty astheless caus-
al factor of HIV/AIDS.

Table 3: The causes and scale on factors that con-
tribute to the escalation of HIV/AIDS

Causes Scale

Unprotected sex
Multiple sexual partners
Cultural norms
Commercialization of sex
Stigma and discrimination
Poverty

O WNE

Source: Field Survey, 2014

In Africa, many deaths are caused by HIV/
AIDS. UNAIDS Global Report (2010) report re-
vealed that in South Africathe primary way of
transmitting HIV/AIDSisthrough heterosexual
intercourse. Individual or personal behavior is
the primary focus when it comes to prevention
strategies such as by using condom and having
oneintimate partner, HIV/AIDS can be controlled
because there is no cure.

I nitiativesin the Community (Golf Course)

The respondents were given questionnaires
asking them about the availableinitiatives (HIV/
AIDS support groups, Love Life and Khoma-
nani) in the community. According to the infor-
mation given by participants there is an avail-
ability of initiatives (support groups, Love life
and Khomanani) where they are provided with
educational information on HIV/AIDS but they
tend to neglect services offered by these initia-
tives. Lovelifeisahighly visibleHIV/AIDS aware-
ness and prevention campaign addressed to
young peoplelivingin South Africa. Thelovelife
campaign funded primarily by the Kaizer Foun-
dationinthe United States, waslaunched in 1999
andisdefined onitstall-free hotlineascool life-
style brand for young people promoting healthy
living and sexuality (Thomas 2004).

According to Thami Mseleku, director of the
Department of Health (2007-2011) report, the
department of health with its Khomanani cam-
paign is putting more emphasis on HIV/AIDS
treatment, care and support. The Khomanani
campaign isexpected to play acritical roleinthe
implementation of the national strategic plan for
HIV/AIDSfor 2007-2011 which servesasaframe-
work for South Africa’sresponseto HIV/AIDS.
The campaign will encourage people to main-
tain good health through healthy lifestyle choic-
es such as safe sex, good nutrition, and regular
physical activities.
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Suggestionsor RecommendationsM adeby the
Respondents

The suggestions that were made by respon-
dents include:

() The government should create more job
opportunities for the youths, by so do-
ing, thiswill reduce the rate of unemploy-
ment in the country and will also enable
youth to be actively engaged in one ac-
tivity or the other.

(@ There should more availability of initia-
tivessuch asHIV/AIDS awareness cam-
paigns to educate and equip people with
information about the transmission and
prevention of HIV/AIDS.

CONCLUSON

In this study, the results of the study re-
vealed that the escalation of HIV/AIDSismain-
ly caused by unprotected sex and multiple sexu-
al partners among youth in Golf Course. How-
ever, thereareinitiativesthat areavailableinthe
community for educating people about HIV/
AIDS, but some of them tend to ignore these
initiatives.

RECOMMENDATIONS

¢ Condoms must be distributed to the
communities.

¢ Youth must make use of condoms that
are provided by the government.

¢ HIV/AIDSInitiativessuch aslove-lifeand
“Khomanani” must encourage youths to
practice safer sex.

+  Government must increase HIV/AIDSpre-
ventive strategies such as awareness
campaigns especially to the disadvan-
taged areas.

+ Government must provide family coun-
seling to family members of the infected
person.

Implicationsof the Sudy on Social Work
Practice

The study made implication on social work
as a profession and that social workers should
use their problem solving skills, intervention
strategies and social work principles to elimi-
nate stigmaand discrimination that people have

towards infected people. The problem solving
stage has got different stages which are prob-
lem definition, engagement, assessment, con-
tracting and intervention. It is also important
that socia workersbe knowledgeable about HIV/
AIDS so that they are able to engage and edu-
cate people about HIV/AIDS.
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